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ABSTRACT

This study-prOQides an overview of the strategic planning
proceéé and presents the hypothesis thaf strategic planning is
not only applicable to a small, community health setting but
essential. The paper discusses the present situation which
hospitals, especially small community hospitals, find them-
selves in and attempts to determine if the strategic planning
.process éan offer advocacy prescriptiohs'and a format for
survival.

It is aimed é encouraging a practicai interest in the
theoretical strategic planning process. While this is not a
"model-building" exefcise,.ﬁhe issues discuésed.are of
concern.to botﬁ the theory builder and_the practitioner. An
attempt 'is made to go-beyond the existing literature on
strategic'planning to a discuésion'of the ihtrinéic, indirect
.or "jnvisible" factors peculiar to the process and to hosﬁitals,
”facfors which ate'critical and require ihe éttention of boards
- and administrafdrs.

While the study attemps to simpiify the stratégic planning
process, the additional discussion and emphasis on these "indirect"
factors may_éppear to make the attempted transition from theory
to practice more foreboding a process than it is.

This stddy_is deVeloped by wayvof a literature review and
~case study analysis.  The Case Study describes how one small

community hospital became concerned about their capabilities

>



\
of dealing with the political and economic forces that would affect
the future of their facility and how they developed a_strategic
planning approach designed to ensure the survival of their comm-
unity organization. The dominant role for both the Board and
Administration became one of strategic planners.

Part One provides an overview of the health care system and
the current issues that are confronting the system, Part Two
briefly describes the hospital industry and discusses the
complexity of hoépitals. Part Three describes tne_characteristics
of small cqmmunity hospitals. Paft Four discnsseé the "state of
the art" of planning in the hospital industry. Part Five provides
a definition of stratégic plahning and describes special consid-
erations. The.reader is taken thfough fhe stfategic planning
process in a step-by-step manner. It is in this section during
discussion of the roles of the main.playefs that tne many "invisible"
factors are illuminated. Part Seven presents the Case Study and
attempts to apply theory to pféctice. Part Eight provides concluding
comments on the application of Ehe strategic planning process in a
small, community hospital..

Thé main hypothesis of_£his stgdy is that theoretical strategic
planning is indeed applicable and»implementablé in a smali, comm-~
unity heélth care setting. :It was proposed and founa that theo;
retical strategic planning can and does allow an organization to

predict and influence its future.

Signed

Dr. Vance Mitchell, Professor
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Health Care in Canada

As the health care system in Canada has improved the services
offered are viewed as a right, not a privilege. This expect-~
ation has resulted in increased demands on the system that often
exceed the ability to deliver. The ecénomic situation of our
country continues to deteriorate and a reﬁersal does not seem
imminent. The economic realities are not leaving the health care
system unscathed. Health care budgets, specifically those of
institutions, are being cut throughout the country. One thing
that can be said for sure is that tomorrow and next year, things

will never be the same again in the health care system.

Governments are in great financial difficulties. The mag-
nitude of government deficits is becoming unmanageable. The
capacity of governments to levy more taxes has reéched a limit
and governments are faced with‘éxtremely difficult priority dec-
isions. While Federal and Provincial governments have come under
public pressure_for the current situation; so too has it become
commonplace to criticize hospitai governments - the boards of
directors and hosﬁital maﬁagements - the senior administrative
group. Health carelcosts’are sending clear messages indicating
the need for lower cost health care alternatives and higher.

productivity.



Combined with the demand/supply is the fact a new era of
health care is upon us. The potential implications of the rising
over 65 populétion, which is projected to be at 20% by the year
2030, may indicate an emergence of chronic disease as the dominant
pattern of morbidity. Our convential infectious diseaseAtech—
nologies may be ill-suited to cope with this shift. This will
create a greater need for long term care facilities and approaches,
and more emphasis on geriatrics. This problem will be exacer-
bated by the shrinking of the nuclearvfamily and the increase in
lobbying potential of this group. Also in this new era is a
shift in émphasis from curative care to preventative care and from
inpatient care to outpatient care which has created a growing
demand for home heélth services and to help people stay out of

hospital whenever possible and as long as possible.

The traditional reliance on high cost technology may continue
unabated even though the results of.scientific advances may be
diminishing. That is, many health authorities believe that more
doctors and more hospitals will have no more effect on good health
overall than the way people live, their lifestyle. The next major
advance in health‘may result only ffom what eaph individual person
is willing to do to avoid deleterious practices such as smoking,
excessive drinking, etc. This belief is described as the Health
Field Concept in Marc Lalonde's (1974) "A New'Persﬁective on the
’Health of Canadiéﬁs", and is supported by Dr. Thomas McKeown's
(1975) massiQe historical study of the levels of health in

England and Wales. This individual health consciousness may be



be brought into play by economic default sooner than by political

planning and social change.

With the economic pressures and chahging needs, health care
organizations, and hospitals in particular, have been coming
under increasing scrutiny to ensure that they are aimed in sound
directions. Provincial governments, in legislating the health
field, havevundertaken the major and important responsibility
of adéquately funding the health care syétem and increasingly,
these funding sources are demanding stricter accountability from

health care organizations.

A problem arises when a provincial Ministry articulates its
goals as increasing the efficiency and effectiveness of the health
system but does not have the management capabilities nor data
bases to provide the means whereby these goals can be realized.
The emphasis then becomes focused on ensuring that cdsts are
contained (which is not necessarily the same as either effectiveﬁess
or efficiency). The funding agencies paying for:health care costs
‘ .are'assuming a more active role in attempting to contain health
care costs.. These agencies, which are exténsiveiy'involved‘in
paying, have watched demand soar and are now ﬁaying as much att-
ention to costs as ensuring communities have an optimal mix of
health care service available. They are beginning to raise
penetrating questions such as: wﬁat results have been achiéved;
and even is there a real need for the services provided by the
organization? In addition, business, industry, and laboﬁr are

becoming increasingly concerned about the costs of health-related



employee fringe benefits.

These pressures have created a rate of change in the health
care industry which is greater and accelerating at a more rapid
paée than at any time in recent history. They have combined to
Ccreate a period of discontinuity in the health care system and
indicate ﬁhere are major problems ahead in dealing with the
environmental forces, forces thatvmay affect the very nature of
thé.health care system. The need to plan to stabilize these

environmental forces is obvious.

In past years many "opportunities" to deal with these pressures
and forces have been missed. By missed opportunities.l refer
to the fact that all institutions and hospitals iﬁ particular
do not change focus or direction when things afe going well.
Planning does not readily occur in times of tranquility. Change
generally emerges from problems aﬁd Crises. With'the crisis comes
the opportunity to plan or to once again be missed out by assuming

that we have muddled through so many similar problems for so

long that we cannot recognize that the crisis is real. This type

of coping is no longer‘adequate nor appropriate.



The Hospital Industry

- "Every organization much achieve some primary goal, other-
wise society will not, in the long run, support the organization.
All organizations are chartered by society to perform an economic
mission: to produce some good or servicé which is wanted by people
"outside", and to produce at a level of efficiency and effect-
iveness that is acceptable externally. Internal effi;iency, as
important as it may seem, is_simpiy_a means to a larger end -
social productivity. This is particularly true of a hospital
which must render quality patient care at a level of efficienéy

satisfactory to patients and governing boards." (1)

Hospitals, as organizations, can be characterized as
extremely unique in having a very politigal environment. It has
often been said that hospitals are labour or people intensive
but that they are also very ego-intensive. With the typeé of
individuals found in the organization: administration, profess-
ional staff.and boards of directors, all of whom are convinced
that they all have the proper answers, the tendencybfor juris-
dictional disputes are almost everywhere. Besides the inhefent
aspects of the life-and-death struggles that go on in hospitals,
it is also a place where staff's emotions are subject to stress

at all times.



A‘hospital's milieu is unique and so are the yariety of
problems faced by empioyeeé. The foilowing issues either occur
more frequently or uniquely in the healfh care industry compared
.to other industry:

‘_1. Psycho—medical réactions: hypertension, 'burn-out", depress-
ion, psychosomatic illness and abuse of chemicals, specific-

ally sedatives, barbiturates, opiates, and stimulants.

2. Rotating shift work.

3. Organizational change due to funding, technology, and prégrams.
4., . Social conflict as a product of stress among patients and staff.
5. Womén's issues: Qorking mothers, sexuéi harassment, struggles

in career management and professional development.

6. -Potential for violence as part of job: emergenéy department,
psychiatric and chemical related illness.

7. Death and illness as normal factors. (2)

A hospital is a difficult place to work, an almost.impossible

place to get consensus, and a tough place to manage and maintain

direction. (3)

Hospitals, by virtue of their mission; their uniqueness as

organizations; the largest, most expensive and most visible segment .

of the health systems, are open to considerable scrutiny, and are
most susceptible to change. This is understandable also as
"hospitals consume the largest part of the health care budget and

they are the single greatest item in virtually all provincial
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budgets, In B.C., from 1971 to 1981, the annual expenditure in

health has grown from $337 million to $2 billion, an increase
of 600%. Hospitals and physician services account.fOI 85 percent
of this budget;

For decades they have been the centrepiece of the health care
system, and now their position is threatened as "traditional"
ways of dealing with problems, both.fiscal and service, are not
likely to work and are often inappropfiate. Hospital administrators
and trustees are being charged daily, relentlessly, and with malice
to do more with less, to do better for little economic or social
return, to a point where they regularly apologize for actions téken
in the best interests of the communities they serve.

The concerns and efforts by boards and administration to
réduce high cost inpatient services and to deal with dwindiing
utilization rates have resulted in confusion about these traditional
hospital roles. This confusion may simply be the final blow
sealing a fate that was predestined by impfoper strategic posi-
tioning or repositioning in the 1950's, 60's, or.70's, a perioa
when there was still growﬁh and time to'ménoeuver.

In the 1950's the strategic problem for many hospitals was
simply to reéffirm that they were in the acute care hospital
business and»from time to time assess their weaknesses. Changes
in the envifonment were quite prediétable, and those that did occur
impacted on activities which management and board had always
been concerned with such as: raising money for capitai ekpendf-

itures, developing new programs, and attempting expansion. The
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management tools that were used for dealing with these environ-

mental changes were not particularly different from those they
had‘always had.. However, in the 1960's and 1970's the chaﬁges

that began to take place were often totally unexpected, and the
time to react to them was short. No one can predict with certainty
what is going to happen in the 1980's and 1990's, but it is a
reasonable hypothesis that changes in the environmént are going

to occur, particularly pblitical and economic changes.

In the 1980's we will continue to see the trend that started
in 1970 with hospital costs steadily increasing and occupancy
rates across Canada steédily declining. This coﬁditioﬁ of
low utilization or "death beds" is crippling some hositals more
than others and for small community hospitals too many empty beds
for too long can signal their doom. ‘This declining census does
not always reflect failing health care fqr the problem may lie
in tired and out-dated hospital policies and poor communication
with employees, with ddctors, with its community, and with the
Ministries of Health.

Professiohal literature and the mass media are constant
with their criticisms of health care's lack of a system to respond
to changing societal needs. Most medical healﬁh facilitiés seem
to react tovchanges rather than to anticipate trends or the future.
Too many decisions are apparentlybmade without thorough analysis
of the long-term impact of those decisions, causing a brevailing
- posture of playingnacatch—up" ali tﬁe time. There are charges
‘and counter-charges aBout the excess of hospital beds, about dup-

lication of expensive equipment, about unnecessary tests and surg-



ical procedures, about excessive lengths of stay, and about how
all of these contribute to questionable patient care and the un-
questionable spiraling of costs. In turn, health care administrators,
boards of trustees, and health associations describe their role
as one of putting out one fire after another, not quite sure what
to expect from any of them. Often, we énd up with a plethora of
new programs, many of which are introduced simply to keep up with
other health providers in the industry.

‘Hospitals oftén respond by resigning themselves to fate,
and prédict large numbers of unemployed, unserved health needs
and economic ruin. It becomes an easy out tb blame the government,
. blame the union movement, blame the schools for turning out poor
profeésioﬁalsv— blame evefything except where the blame properly
should rest: in themselves for 1acking the skills of strategic
planning. Hospitals can édopt a "seige" mentality and a strategy
of consolidation, fetrenchment, and preservation of "basics" as
the first priority. One could say that hospitals are programmed
for stalemate. Their attempt to keep the demand for service at
high level may_not be appropriate when all logic tells us that
effective health care ought to reduce demand.

Surﬁival and growth, even for thosé who are strong and mature,
cannot be taken for grantedf Even the most dynamic organizations
in terms of delivering today's services can quickly find themselves out’
of business if they neglectvthé ékills of assessing and responding
to the changing needs of their service areas.

If hospitals are to escape becoming the next victim of
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"marketing myopia" they must develop management responses that
will be new and different from those used in the past. Indeed,
by the mid 1980's it may become apparent that a major task of
boards and management for the remainder of the 1980's is going
to be to defend the legitimacy of the hoépital as thé principal
supplier fao health care services to society. It may well be
‘that boards and management have to develop strategies for survival
of their own hospitals dealing with the eéonomic, social and
political environments that are quite different from any used
before. Choosing the appfopriate strategies to deal with
government and other parts of the environment is truly one of
the greatest challeﬁges for management in the next decéde. This
approach calls for a different response, one which is proactive
and less emotional and asks how to combat these changing conditions.
Hospitals must strategically position themselves to adapt to
changing needsvin their community or patient marketvand become
catalysts responsible forbaiternative delivery systems rather than
just a place people go to die. Hospitals must be more aggressive
in trying to capture the opinions of the various publics with
which they deél. They can be the vector or the victim of slow
productivity, comﬁetition, and>regu1ation. It all depehds upon
their knowledge of the needs of their patient market and their
willingness, desire and capability tq respond to these needs.

In summary; hospitals are complex and dynamic systems;
'alwéys subject to a mixture of politiéai, economic, social and

technological forces. Such systems do not run by themselves,



they must be understood, designed, improved, administered, and

" controlled. It requires planning, either formal, or infbrmal,
but alQays conscious and deliberate. The crisis facing them -

is basically a combination of: a proloﬁged, perhaps permanent,
period in which resources are decreasing; funding agency allo-
cation decisions with respect to these resources are not shifting
toward hospital based activities; changes in medical practice;
expansion of allied health professionals; changes in technology;

changes in population composition; and inflation.

The way ouf of the crisis and around the first repsonse
of the defensive position is to take the offensive and_le;d the
way in developing strategies to increase efficiency, effect-
iveness and productivity, not simply of hospitals, but of the

entire health care system.

Will and can hospitals respond to the changing health
care needs of an aging populafion, increasingly characterized
by chronic disgase and disability and thé absence of traditional
family supports, and to the need for appropriéte preventative
services. and long term care in a combination of medical and.
social services, all in the féce of dwindling resources? Or
will the group reqhiring care be continually forced into the
increasingly inéppropriate and unnecessarily expensive acute

care system?
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Hospitals must seriously consider their role and this
can only be done throﬁgh strategic planning. While large,
more mature hospitals may be able to cope and adapt, the impact

will be greatest on the small community hospital.
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SMALL COMMUNITY HOSPITALS

A small, public, community hoSpital; for the purpbses
of this gtudy, is defined as having 50 beds or less; appéox-
imately 5000 bed days per year; and is situaﬁed within 50 miles
of a larger treatment facility.

These small facilities provide an integral link and are
an essential and valuable component in the Canadian health care
system. They represent 421 facilities or 56% of Canada‘'s total;
and 10,120 beds 6r 9% of the total of 115,388 beds aﬁailable.
In B.C., small public community hospitals represent 51 inst-
itutions or 49% and 1195 beds or 8%.

.Such hospitals are often characterized by the following
aspects: (in no order of frequency or prioritfi
- a long, proud history which is suéported by considerable comm-
.dnity emotion
- 'board attendance is usually between 50 - 60%
- no review of their role in totality but rather have watche&
and reacted to declining population
- déwnward trend in

~ acute patient déys

- % occupancy

- inpatient E.C.G., Lab, X;Ray, Surgéry
- often upward trepd in

- length of stay due to long term care patients

- out-patient services

- number of part-time staff
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the board has direct and/or perceived involvement in day-to-
day operation rather than adhering to a policy-making role.
They often handle praise and criticism rather than redirecting
to the administration.

pobr administrative structure. Department‘heads are not given
authority and responsibility for departments. There is little
or poor delegation. Department heads obtain no budget inform-
ation and have no control over their cost centres.

many family-related staff and often board members have relatives
"working also
:performance evaluations are not in place or are‘not ﬁp to date,
particularly ﬁor the C.E.O.

no specific goals of objectives stated

policy manuals are inadequatevand there is a lack of written
poiicies, procedures and job desqriptions
older staff at topvof pay scale and benefits

many items of tepQrting and récording done by rote rathér than
- from understanding

medical staff ﬁay have mixed feelings towards the hbspitai but
agree it 6perates'the way they desire

strangely enough; there may be a pattern of surplus, possibly
dué_té.past funding mechanism rather‘than utilization and
managemént, 'This may indicate certain areas are being neglected.
1highly actiQe auxiliary

concentratioﬁ/of local patients

referral patterns and especially relationships with nearest

major health facility arenot totally co-operative
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- at middle or lower end of regionél-or provincial statistical
comparisons. |

The communities these hospitals are located in are generally

characterized'by the following traits:

- slow or negative growth with population projections that are
low or negative also

- slow or static birth rate and increased death rate

- decline in school age children

- decline in iaboUr force

- increase in 65+ population

- decline iﬁ number of houséholds and size of households

- decline in family éize

—’facility usually plays a sighificant employmenﬁ role

~ regional hospital distfict does not play an>active role in
health cére pPlanning. They often see the provincial govern-
ment as the sole planning and funding body. This results in

a perceived centralized control at the provincial level.

The small hospitals are potentially at greater survival
risk than othér commuﬁity Oor urban hospitals because of their
size and management depth and because often provincial governments
do not take their special conditions into account. The problems
facing small hospital adminiétrators when sorting out the future
of their institutions are -quite extensive. The small hqspital-
must typically meet fhe needs of an area that is underserved, or

conversely, may be experiencing over utilization because of
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aging population as it may service an ever-greater propor-

tion of older persons; have a staff of older physicians and a

limited number of skilled personnel; it must come to grips with

external regulatory pressures (government, unions) that are
removing manégement prerogatives. Small hospitals provide the
community with the first and often the only contact with the
health systeh. While they have special problems of geography
and size restrictions, they are as responsible as any for prov-
iding acute care, inpatient and ambﬁlatory care and should not
be exposed to subétantially more risk than the hoépital in an
urban environment.l Health care and gge services érovided by

the small commﬁnity hospitals are no exception as they struggle

against the limitations experienced by institutibns of every

size. The foilowing are special problems_that impact upon the

" small hospital::

- increa.sing quantities of legislation and regulafion by govern-
ment and the professional associations that increase the demands
for higher standards in facilities and personnel employed

- along with labour demands for higher stgndaxds have come the
high cost of salaries and benefits and inpatient care

- the age of specialization will make it economically difficult
and unfeasible for the small hospitals to retain a full range
of ‘specialists. At the same time, difficulties in recruiting
specialists hill'be compounded by the inability of‘these
facilitieé to provide ample access to higher education. Spec-

ialists will regard the small, rural area as a dead-end in their
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career path

because of the spillover from the United States court cases,
Canadian doctors will want to étotect themselves with tests
and procedures which put an often unnecessary burden on the
finances of the small hospital

physicians trained with modenlmédiéai procedures and soph-
isticated equipment will want the technical support, personnei
and facilities of the lérge, urban hospital rather than the
small fécility

small hospitals‘desperately need back-up and sophisticated
management services, but when seeking affiliations or relat-
ionshiés with regional hospitals discussions too often centre
around a complete_take-over or the development of a clinical
service. Shared management services or support can be a
major factor in survival while at the same time such services
can build the regionalized system that is necessary for cost-
effective areawide health serviée delivery.

fhe small hospital must have a commi tment to overcomiqg both
traditionalism and provincialism by exposing their staffs

and their community leade;éhip to new.ideas, new concepts,
and new methods for dealing with the problems that occur

with the imposition of limits

there must be a painful but realistic self-appraisal. Does
the hbspital truly need to exist as a separate entity or

should it be part of a larger system or mergé with neigh-
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.bouring facilities? Multi-hospital systems are proving,

in many cases, that there are cost bénefits and patient
service benefits in pooling resources for the provision

‘of health services

- the small hospital could well represent the facility with -

| the greatest investment of money in equipmént and facilities
and the largest employer. It then has the responsibility

. to take a leadership role in not only serving the commupity
in the putsuit of health statué baut also leadership in the
socioeconomic sense of QUality of life, diversity of service

and the optimal use of resources.

One of the most criticai needs of small hospitals is to
hire or have éccess to competent financial managers who are
familiar with the special problems of these hospitals. The
‘fiscal manaéer érobably shoﬁld be considered the main support
person to the planning team; Unless a small hospital has
st:ong fiscal management and strong fiscal plénning, it proE-
ably will not do well in strategic planning. Consideration
should be given to using fiscal consultants and data services
or seek to share tﬁe skills of a financial manager or to purchase
them through multi—érgahizational arrangements to help upgrade
fiscal management methods if they are lacking.in.the organization.

The accountant is the newest séécialist oh the community

hospital staff. As a diagnostician they are assessed on the
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basis of their reporting, rather than on their recording. They
must theréfore be more concerned with interpreting than with
the mere acgumulation of historical data. A hospital.is more
than an institution in which medical care is given; it is also
a significant business organization affecting fhe entire comm-
unity. As a non-profit business, it offers no cocoon to the
accountant with a 'pencil-pushing' mentality. As the catalyst
on the administration team the accountant must be imbued with

a sense of their management responsibility.

A'thorough understanding of hospital finance and trends
and the creative ability to use fiscal opportunities to the
benefit of organizational interests ére necessary elements of
succeséful strategic planning. No longer can the hospital
trustees expect the chief executive officers, office managers,
or local accountants to fely on their own skills in héndling
nighly technical and sophisticatgd financial operations. Many
bsmall hospitals will face the need to spend increasing amounts
of money on their physical piants énd on capital equipment.
Pllocating these expenditures will become increasingly complex,
so small hospitals will have to bécome increasingly sophisticated
in financial management.

It must be cautioned that a hospitai‘can have the best
financial sysfems in place and still be headed for disaster.
It is importanf to fenember that proper nperations must feed
proper financialusystems but.thé reverse is not necessarily

true. Becoming obsessed with perfecting the financial reporting
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system early oh rather than stressing the needs for accurate
operating data, can be a mistake.

Besides having special problems, there are other obstacles that
stand in the way of strategic planning in small community hospitals:
~ they generally ao not have the expertisé to tackie the planning

process by themselves, or they are unable to afford expénsive

outside help

- the homogeneity of board members is likely to discourage
effectivé planning. A study of board‘cqmposition has indi-
cated that the more homogeneous the board is, the less

innovative it will be. (4)

.= partly because of the conservative nature of small communities
and partly because of the age of moét board membérs, community
hospitals tend to resist change or at least not plan for it

- the members of the medical staff can be a major impediment to
strategic planning. Physiciéné_may be leery of competition,
tempted to.place their own interests above the hospital's,

and are inexperienced in long-range planning. Yet when it comes

to the tough decisions, board members often defer to physicians

becaﬁse of their medical knowleage.

It is obvious that the small community hospital, which
includes more than half of the hospifals in Canada, may not
survive its present role, location, or.service configufation,
despite its importance to its community, unless planning is

immediately adopted as a major management function.
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It is ironic that the small hospital, which has fewer
resources than its larger urban counterpart, should be faced
with the imperative of implementing a planning process when in
fact very few hospitalsnof any size have completely mastered

the skill of strategic planning.
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" HOSPITAL PLANNING

The philosophicai'base of planning lies in the conception
that any organization, be it family, business, military, govern-
ment, or a hospital, can more effectively obtain its objectives
if it engages in systematic planning. "Planning philosophy
presuppoées thét man must influence his future to some degree
by present actions to survive.. This planning effort is consid-
ered ethically desirable and presumes the existance of goals
éufficiently definite for planning." (5)

As well accepted as the notion of planning is the term
itéelf which has many meanings, depending on such factors as
who is involved, how planning is carried out, and what it is
to accomp;ish. The term "plan;ing" covers a wide variety of
activities ranging from the simple to the complek,.from the
solution of current probiems facing management to determination
of action that an ofganization must consider in coping with an
uncertain future.

The'folloWiné arevsome of the definitions found in the
literature that ﬁa&e been'applied to the activity of planning:

- providing some type of structured direction apd guidance to
a‘health care provider regarding its future directions and
viability based on an analysis of its current and anticipated
situation \ 

- .
- deciding in advance what is to be done. Basically an intellectudl
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process which involves decision-making and requiring mental
predisposition to think befbre acting. To act in the light
of facts rather than on guesses and generally seeking to do
things in an orderly fashion-

- sensing that something.needs to be done and deciding firmly
who doés what, when; én activity much broader than compiling
and analyzing information or dreaming up ideas abdut what
might be done. It is mofe than logic or imagination or judge-
ment. It is a combination of all these that culminates into

a decision, a decision about what must be done.

The common theme in these definitions is that planning has
always been an activity in which‘there‘is a need for decisions

which determine courses of future action. These can be immed-

iate or’far—reaching.in_their consequences., Also, reéardless
of the emphasis, planning is generally recognized as the decision-
making process that enables an organization to activate and
produce résulﬁs at some future date.
The planning process should.ideally embody the féllowing
aspects:
- be purposeful, and always start with a statement of goals
and objectives
~ a continuous process qonsisting of a,series of interrelated
steps oT phases, not a single act
- an integral part of the process of managing
f’be hietarchal in na£ure and consist of a system of plans,
rather thaﬁ an individual plan |

- have an organizational identification. 1In other words, plans

are caused by and made for certain parts of an organization.
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allow for the socio-political eﬁvironment of the organization
should be deliberate, rational, and objective. Aq important
point of reference for planning is_the current or'organi—
_ zational profile and capability )
deal with the future, and as such, requires an iﬁput of
forecasts or trends
state standards which_become the basis of the monitéring
system
elements of flexibility must be built into the design of a
plan since internal requirements and external influerces
éan change over time
pervasive and take -placé at all levels and in each part of
the organization
a top management function as the ultiméte responsibility for
planning rests at this level
be creative problem solving although this is difficult because
there afe not necessarily standard.éolutions and answers
a blend of art and science -
provide the basis for informed and improved decision-making
involve the tasks of educating and compromising to reach
agreemént and understanding
require an integration’of the programmatic, orgénizational,
physical, financial, and environméntal dynamics of an
institution.

Planning is-ﬁo hore than a conscious, rational process‘of
deciding upon a desired future state and committing resources to

achieve it to avoid always reacting to immediate problems.

Normally, by the time the problem is immediate, the solution is
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already long ovefdue. Planning allows the identification of the
problem before it becomes a crisis and allows the development of
an effective course of action fo provide an on-going solution
instead of stopping for temporary fixes, or from "muddling-
"through". When speaking about planning we can make several
diffe;entiations. ‘One distinction is between informal planning,
which everyone does, and formal planning. Even the most unsoph-
isticated manager gathenfand organizes data, makgs assumptions
about the specific situation, establishes goals and objectives,
and seté priorities for activities. This is usually extempor-
aneous and carried out»with little attempt to be systematic

or orderly. Most peoplé and host organizations neither analyze
the contents nor the effectiveness of this type of planning
process. Informal planning differs from formal planning in that
in tHe former, the manager mékes the decisions alone, the act
(rather than the process) lacks a multidiéciplinary perspect-
ive, and has no rigorous methodology. Formal.planning is the
reciprocal of this activity.

Another distinctioﬁ.is between incremental planning

-(troubleshooting) ahd developmental. Incremental is when a
problem is identified, evaluated, responses are co-ordinated

and endeavours made to coptrol the situation. 'Developmental
begins by researching choices and éhanges.ahd evaluating
feedback. (6)

Another distinction has beeﬁ hadevat the hacro and

micro levels. At the macro level, the major objective of
health care planning is to prodice a comprehénsive and co-

ordinated network of all health providers resulting in the
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organization and aelivery of optimum health. This is necessary

as a single hospital or provider cannot be expected to provide

 the entife spectrum;. At the micro level, the objective is to

better manage the internal workings of health care facilities.
Planning is not an édjunct to normal hospital operations,

nor can it be done in isolation from the life of the fadility.

It is not the dust-covered Master Plan developed years ago by

a cohsultant or management and nevet implemehted. It is an

integral function Qf hospital manégement‘and a necessary tool

for Survival that‘should significéntly contribute to the
following results;

- more prodﬁctive commitment.of orgaﬁization resources to areas
that maximize strengths and opportunities and that meet needs.

- évailability of future optiOns;

- increased ofganizational integration and support through
better conflict resolution, decision—staging and sense of
mission.

~ improved positioning of the organization for future gains
in relation to external demands, such as those posed by
regdlatory agencies and competitors |

- ongoing organizational evaluation and growth.

The evolution of hospital planning appears to have

three generations. The first generation of hospital planning

is considered as facility planning. This was heavily orient-
ated to design and construction of physical facilities. The
focus on facilities occurred in periods of hospital growth,

characterized by capacity chortages, unionization, and techno-

logical expansion. Government funding initiatives such as the
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National Health Grant Program and Hospital Construction Grants
were introduced. Architects and éngineers were key participants.

The second generation of hospital planning would be institutional

planning. This was and is characterized by a broader focus on
planning the programs and departments of the hospital. Annual or
long-term objectives for the major existing programs ére set.

To varying degrees, hospitals tie budgeting to these objectives
and explore new types of related health care services that the
hospital could provide. This institutional planning is oftenl
orientéd to responding to extefﬁal initiatives as resource
constraints began to be felt. It was during this'generation

that many hogpitals hired directors of planning to deal with

the external forces and to develop hospital master plahs.

Tﬁe hospital industry, with few exceptions, is currently
tottering between the second and third generations of hospital
planning. This is in between institutional and strategic
planning. |

Successful evoiution into third-generation planning will
be judged by a hospital's ability to do more with lesé and to
find opportunities within the constraints. According to some
observers the effectivenéss of planning efforts in the health
care field in all generatibns has in the past and pérhaps in
the future been constraihed by thé lack of a conscious, def-
initive methodology to guide efforts. Planning was oftén
accomplished on a sporadic or periodic basié following an
informalvconsensus that facilities must be expanded, new equip-

ment needed, or new services should be provided. This planning

was only concerned with the details of co-ordinating the const-
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ruction project. The 1ack'of planning emphasis has also been
constrained by the fact there is little pressure or incentive
to plan, the complexity involved due to many "immeasurables",
comprehensiveness and diversity, and with an insatiable demand
for services there were rarely any questlons as to an inst-
itution's viability.

Some hospitals use few if any quantitative tools with
which to steer their activies. With tﬁe exception of statutory
or government requirements, many of the small organizations. do
not even préepare annual statements or other reports. Moreover,
théy seldom use quantitative methods té measure their achieve-
ments or to track their progress toward specific goals. This
may‘be dﬁe to the fact that the health care fiéld is marked by
people who are, by nature, doers and who are under day-to-day
pressures to get things done. A more detailed discussion will
be given in the next section és to why hospitals have not made
the full transition into tﬁe third generation of strategic
planning.

Hospitals are’bbligated, moraliy and legally, to.strat?
egically plan. They don't really have a choice. They can plan
for and anticipate the problems or they can sit back and react,
waiting for others to coﬁtrol their destiny. The'option of not
planning is not open to most hospitals and all should realize that.
Planning is essentlal if governlng boards are to exercise control
over the destiny and development of their organizations, partlc—
ularly in these times of unprecedented change.

Fortunately, we are learning that the potential of

planning is much greater and that planning is a process - that
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‘describes a human interaction which produces a commitment to
a course of action that requires many people to change at the same
time. Hospitals, with their traditional lack of strategic
planning, actually rely considerably on a collective approach
t§ change, partly because of the complex nature of the hospital,
partly because of the social emphasis which characterizes much
of their endeavours, and partly because of the prbfessional
background of the leading participants.' In a hospital or medical
care setting, planhing is a process of questions raised and answers
sought, of ideas exchangea and debated, of support received and
withheld, conflict and resolution of issues, persuasion and
compromise of solutions accepted, all involving péépie of variéd
interésts and backérounds and all who share a commitment ﬁo the
hospital's goals.

In summary,.tﬁé structure, accountabiiity and éovernance
~of hospitals have come under close scrutiny, with the dual goal
of improving delivery and cutting the cost of services. Increasing
competition for limited resources by a growing variety of prov-
iders, and confusing, chahging government structures have sparked
an interest in strateéic planﬁing as a key tool for hospitals to
survive and to thrive. Even with these incentives observers
are particularly cfitical of the iack of policy and planning
in hospitals. ‘Generaliy, hospitals don't do planning usually
because they don;t knéw how to do it or it_is_not an all-out effort.
For instance, a U.S. nation-wide survey of 614 acute general

hospitals revealed that although 96% claimed to have engaged in
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comprehensive planning, about one-third of these efforts were
one-time exercises.and not part of an on-going, iteratiye process.
(7) Wwhile this was in the U.S. setting, the results could be
generalized to the Canadian health industry.

Not only have hospitals failed to reach the strategic
management stage of development of the third genefation, but many
of them have failed to reach even the étrategic planning stages

that for-profit enterprises initiated 15 to 20 years ago.

The arena in which the hospital must now compete and
survive can be equally demanding as the environment in which its
profitfseeking_counterpart operates. The task of survival is
perhaps eveh more difficult since management of an orgenization
dependent upon government funding is often without the benefit
of even ehe most basi equipment in its arsenal of strategic and
_tactical weaponry. More and more, however, the tools applied
by the profit—eriented manager in elimbing'his way over the
"return on investment" hufdle and winding his way through

mrkets jammed with utterly differentiated products are becoming'

evailable and being applied by the non—profit organization
manager. Since the1management technology has evolved in
‘response to the neceseity of decision—meking in the face of
uncertainty, competition and scarce resources, conditions
prevalent in bofh spheres of operation, the hospital should

find that this technoiogy is'easily tranferable and readily
applicable. Some areas of management technology have been

more readily assimilated by managers in non-profit organizations
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than others. For thé most part, that which has been adopted
appears to concern itself with the management of the internal
organization. This internal focus on management results in another
area of equal importance being neglected. Faéed with the rapidly
changing environment which characterizes the periéd of time in
which both the profit aﬁd non-profit sectors find themselves
operating, the external environment is requiring more and more
attention., Many factors in thé uncontrolléble environment of
the non-profit organizatioﬁ are changing, all calling for
corresponding changes in the ways with which the organization
deals with changes.

The idéés of business planning are as relevant to health
care organizations as they are to corporations. The con;epts
of strategy, expansioﬁ,‘diversification, mergers, acquisitions
- the whole range of terms, tecﬁniques,(and fools_— can and
should be brought to bear in a conscious manner in the manage-
ment of health care facilities. One could speculate that an
important factor in rising ﬁealth costs dﬁrihg tHe last
decade has been a lack of implementation of strategic planning

ideas and tools.
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STRATEGIC PLANNING

For the better part of a decade, strategy and strategic
planning have been solely the business buzz-words of competitive
industries as they lay out strategies for the future. Strategic
planning has been adopted by corporate management for two major
reésons. First, the concept is straightforward and easily
understood. Second, it allows managers to assume more control
over the futures of their organizations. (8) Now hospitals
must also adopt this type of thinking for there is an obvious
need to accommodate the economic, political and social forces
that are stimulating questions and resource allocation concerns
in the health care industry. Without it they will behave like
any large, unwieldy bureaucracy when they could be nimbly
meeting community needs.

Boards of dirédtors; when they discuss‘corpora;e strategy,
must have some common idea of what is meaﬁt by the term. As
suggested before, it can be consiaered thevevolving pattern of
decisions that both deterﬁines and makes clear what a hospital's
purposes, goals, and‘principle policies are.

Approaches to hospital stfategic_plénning are as varied as
the number of inétitutional planners, consultants and academics
engaged in the ptocess. Even with the differences in approéches
certain elements afe common to every approach; such as definition
and evaluation of the'organizationfs "line of business", assess-
ment of the environment, examination of the institution's mission

and role, and identification and analysis of strategic options.
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Strategic planning is an essential component of effective
hospital management. It involves all levels of management,
medical staff leadership, the board and various external publics
in assessing the community need. It assists us in determining
the current and future health service and related needs of the
community, in relation both to the organizaﬁion's strengths and
weaknesses and to the programs of other local health service
organizations. Strategy integrates an organization's_major
goals, policies, and actions into a cohesive whole.’ At the
same time, it helps alLocate the organization's scarce resources
baéed on its éompetencies and shortcomings, anticipatedvchanges
in the environment,.and contingent moves by its regulators and
competitors.

Strategic manageﬁent links the rigor of formal planning
to vigorous operational execution. ' The heart of the strategic
process is the generation of alternativés - combining in new
ways opportunities, community needs and hospital capabiiities.
In order for strafegic planning to take place, there must be a
planning process that stimulates entrepreneurial'pype thinking
and an o;éanizétional value system that reinforces board and
management's commitment to the hospitalAstrategy. The value
system Ehat the hospital must adopt should consider four common
themes: |
1. The value of teamwork_which leads to task-oriented organ- '

izational flexibility.
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2. Entrepreneurial type drive or the commitment to making things
happen.
3. Open communication rather than the preservation of confiden-

iality.v By open communication, it is not necessary for

senior management to divulge everything, but as a minimum

all staff in the hospital éhould know the strategy purboses
that their actions serve.

4. A shared belief that thé enterprise can largely create its
own future rather than be buffeted into a predetermined
corner by the winds of environmental change.

A strategyvthat meets these specifications is always the
proper subject of discussion by the management and board, for
strategy in a changing world of hospitals should always be
evolving with experimentél offshoots and informative forays.
Plenty of room exists in the courée of these determinations for
incremental‘processes and intuitive judgement.

What board members must realize is that significant
strategic shifts in large organizations take years, if nét
decades, to accomplish. Consequently, it is rare for a single
person to mastermind a complete change in a major organization's
total straﬁegy - although this can occur in a timebof crisis
or when an indiviaual's tenure is exceptionally long. What one
sees in the short run as an important strategic shift very often
turns out under investigation to be part of a much longer contip—
uity that hés been building for some years and will later gently

mutate and evolve into quite a different form than it now poss-
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esses. Those who wish to shépe strategy in large organizations
must learn to live with and manage this continuously evolving,
sometiﬁes ambiguoué, consensus-creating systematic use of plan-
ning as a management tool to best position the corporation to
set and meet its goals in both the short and_long term. One of
its most important traits is a deep-rooted reorientation in
thinking throughout fhe organization toward strategic management
as a socially oriented business. The understanding and commit-
ment of the'C.E.O., board of directors, and, in a hospital setting,
of the top physicians, are critical ingredients in strategic
planning.

Contrary to the opinion voiced by writers, ahd others,
strategic plaming does not involve itself in any way with the
setting of objectives, even long-range ones. St:ategic planning
and long-range planning are not the same thingf The major diff-
erences between theée two types of plénning'are both dramatic
‘and far-reaching, especially in health care organizations. Long-
range objectives cannot and should not be set until strategic
planﬁing has been completed. The'exampie often cited is that you
first decide oﬁ your vacation destination béfore cbmmencing your
plénning.pn how to travel.or what to take.' Strategic planning
. aoncerns itself with establishing the major direétions of the
orgaﬁization, eg. what is its purpose/miésion, major cliénts
to serve, majof programs to pursue, major geographical area,
and major”delivery apéroaches. It is broad and conéerns itself

with both ends and means. Until these directions have been
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carefully thought through and decided upon, it is foolhardy for

an organization to determine what it is going to do.

Basically, strategic planning is distinguished from trad-

itional planning by three characteristics:

1.

Strategic planniné examines the_organization in the context
of its environment. As hospiﬁals‘face increasing competition
from each other and from new types of providers, this
approach is essential in identifying options for the future.
Strategic planning recognizes that business organizations are
made up of a number of sub-units, or lines of business, each
of which may play a.different role in contfibuting to the

achievement of overall corporate goals. This concept is

~ particularly appropriate to hospitals, whose roles are

becoming increasingly diversified.

Strategic planning emphasizes that.resources are limited. An
achievable strategic plan must assign priorities to each

line of business.

In organizations one major goal is aimed at bringing about

organizational or behavioural change in one form or another. Ob-=

viaisly this type of change does not occur overnight. The longer

the period of time it takes to accomplish, the greater becomes

the importance of strategic planning to help ensure that the

organization is aimed in the proper direction or directions.

This is the primary role of strategic planning.

The following is a brief and common list of characteristics

of strategy. It must be understood that not all these charact-
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eristics will be found invevery strategic decision but many of

them will ba. These characteristics include:

1. Tends to change the nature of the organization (its purpose
or direction) |

2. Involves unusual risk in the event of failure

3. Involves unusual benefits in the event of success

4., Involves unusual commitment (time, mone?, effort for prolonged
period of time)=

5. Involves high-leVei aéproach

6. Usually involves a series of deciéions

7. Frequently handled by a senior committee or task force

8. Once set in motion fhey cannot be easil} reversed.

Strategic planning is more of an ar; than a science. Not
everyone can do it and the educational process can be frustrating.
The process of strategic planning is what is inferesting. While
the term ié not used, one could not help but imagiﬁe a "zero
based planning” model; where before ldoking inward to.determine
"where to from here?" aﬁd priorities, we must look to our exfernal
environment to determine what is needed. Stfategy is a living
concept, with certain fundamental character-determining purposes
remaining essentially unchanged.

In addition, it is important to consider_that strategic
planning, like all.blénniﬁg, must cease to be a management
exercisé thch one commissions everyrthree to fivé years. The;e
is a need for day—to—aay awareness of the limiting effect of

today's decisions on-an organization's long-term options.
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The quesﬁion has often arisen as to whether one can create
a plannind‘p;ocess and be planning without producing a plar. (8)
And also, how explicit this plan should be stated. Too often,
in all generations of planning, we have falieﬁ into the trap of
considering planning to be a sophisticated quantitative method,
a written document, or a set of regulatory requirements. This
apparent dichotomy between planning processes and written plans
show that strategic planning is on a spectrum. At the one end
you have hospitais that are process-oriented_where planning
proéesses are inherent tﬁroughout board and administrative
structures and activitieé. The process planner Kkeeps himself
informed about a wide rahge of operating decisions being made
at different levels in the hospital. The process involves a
series of activities which create collectively a strategic:
guidance system to move the facility towards its future. The_
creation of a "plan" is not stressed. Carried to an extreme we
- find boards and managements that sav; their energy for those
few issues, decisions, or problems to which they sho;ld give
their pefsonal attehtion. They are sensitive to the power
structure>in their organization} work through people in different
parts of the organization who have ideas tﬁey'like, and develop
a hazy set of goals, a hazy timetable, and a hazier notion of
how they can reach these goals and find ways to bypass opposition.
This type cf planner must know how to satisfy the organiza;ion
. that it has a sense of direction without'ever gettihg himself
committed publicly to a specific set of objectives. -Practising
the art of imprecision, they communicate objectives over time

by promoting a consistency or pattern in operating decisions and
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avoids management by objectives and other policy straight-
jackets. This ﬁéthod assumes a futility in trying to push
total packages of purposes and policies through an organization.

At the other end of the spectrum are hospitals which aré
plan-oriented, where the focus is on the preparation of a comp—.
rehensive long-range plan as the necessary document for that
institution's decision=makers. The institution which is plan-
oriented refleéts the Eelief that a comprehensive long-range
élan is a neéessary tool to help management keep the institution
cogﬁizant’of its mission and goals, through the analysis and
documentation of the institution's environment, service areas,
facilities and programs, utilization experience, etc. The
plan-oriented planner produdes highly formalized strategic
plans, a process which may be viewed as sterile, but one which
is promoted by professional planners.

In recent years, there has béen an increasing chorus of
discéntent édncgrning this type of strategic planﬁing. Many
managers are concérned that despite elaborate strategic plans
.ana planning system, costly staffs for this purpose, and major
commitments of their own tihe, their most elaborate strategies
never get implemented. These executives and their boards have»
generally fallen into the classic trap of thinkiﬁg'of strategy
formulation and implementation as separate séguential processes.
They'haVe relied on the awesome rationality of their formally
derivéd strategies and the inherent power of their positions to
cause their organizations to respond. When this does not occur,

they become bewildered, if not frustrated and angry.
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Somewhefe in the middle of this spectrum is an alternative
model of strategic planning in which both process orientation and
the plan orientation are represented and where the organizations
can apparently benefit from the best of both‘worlds. This approach
allows the managers who operate with a certain amount of logical

incrementalism to build thé'seeds of understanding, identity, and

commitment into the very processes that created their strategies.
By the time the strategy begins to crystalize in focus, pieces of
it are_already being implemented. fhrough their strategic form-
ulation processes, they have built a momentum and psychological
commitment to the strategy, which causes it to flow toward
flexible implementation. Constantly integrating the simult-
aneous incremental proéeSses of strategy formulation and implement-
afion is the central art of effective stratégic management.
Astute managers combine énd restrucfure the separate proposals
before them to move partway toward their objectives. They identify
opportunities and relationships in the stream of operating problems
and decisions.

éuinn (1980) finds that managements "arrive at their strategic
goals through highly incremental processes, rather than through
the kinds of structured analysis.often prescribed or 'requireq'
according to management dogma;"

This point of view has wide support, especially among students
of organizational behaviour. Henry Mintzbérg, author of "The Nature
of Managerial Work" (1973), and of three HBR articles, believés that

strategy is a pattern in a stream of decisions and can be quite divorced
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from intent. Strategy emerges from behaviour and, if articulated,

may so constrain creative members of the oiganizution that the

stream of innovation will dry'up.

How explicit and articulate should be the pattern of

purposes and policies that flow from this incremental process

that defines the busiﬁess of a hoséital and the kind of hospital

it is and should become? The uses of ambiguity are sensed by every

politically wise administrator, who by definition is sensitive to

the ways in which the purposes>and perceptions of individuals

divert or even disrupt co-operative action. But unless-a.boafd

of directors knows what the purposes and.policies of the hospital

are, it can ha;dly review or take parf in the subtle processes that

produce them,bapprove the outcome, or have confidence in the

wisdom of thé risks being undertaken. For a board the opportunity

to consider an»atticulated strategy, whatever shape it is in or |

whatever uncertainty it still has not addfessed, can be a‘prod—

uctive way to perform its twin func;ions of supporting and eval-

uating the performance of its C.E.O. and his immediate senior

associates. The main reason for attempting to makevstrategy

explicit is to identify areas of indecision and expose indecis-

iveness to reasonable discipline. "The mastef who knows but

won't tell is no worthier than the pretender who doesn't know

and therefore can't tgll." Neither gets ﬁhe benefit of counsel

from his associates in manaqémeht or on the.board. Opposition

is sometimes béttef féced in open argument than manipulated in-

accordance with a hidden and perhaps confused égenda. Candor

is becoming recognized more and more widely as administratively
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uséful and also informative. (9) If the goals of the organization
and_the principal means for getting thefe can be communicated, then
people of like mind, attracted and held to a hospital because of
what it seeks to be, can commit their energy and creativity to

it without forever being ;old or having to improvise what to do.

It has been said for strategic planning to be successful,
hospitals must involve appropriate power bases in the process.
These groups incluaé trustees and physicians, staff, business,
labour, patients, community groups, legislators, and many others.
The apptopriate power bases vary among hospitals so each hospital
must identify the most important ones in its own specific
situation.

If the appfopriate power bases affeéted by the change have
ah opportunity to pérticipate.in the process as early as possible,
are aware.of the process, and fully knowledgeable of the end
result, success is more likely to be achieved. In this process
>the financial, technical, material and human resources can be
planned fbr and sought out‘iﬁ advance and the organizational
_ structures and systems will then be dominated by the hospital's
- general purpose rather thén by the special purposés of.a few.

If the strategy is challenging, members of the organization
can be stimuléted to respond Qith moré than routine performance,
wiﬁh new Qays of reaching goals, and with solutiéns to problems
encountered on the track. A band of people casﬁally gathered |
to work for a-livelihood can be'made into én institution embodying
values, creating loyalty, and providing non-material rewards, to
say nothiﬁg of profiting from efficient or first-class perform-

ance. If the strategy is known, rather than obscured in incre-
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mental wandering or muddling—through, whére only the leader

(and oftenlndt even he) knows what is really going on, then

its evolution cannot reallybe monitored. A changing organ-

ization will have untold difficulty in cdming to termé with a

changing environment.

Successful "strategic planning” in health care will depend

on our ébility.to overcome the natural tendency to begin the .

process with o0ld assumptions and beliefs which tend to limit

objective and meaningful assessment. They aléo depend on a purpose-
ful move towards a leadership‘position..

Given the apparent importahce,of strategic planning for
hospitals, why has it not been utilized?

gIronically, most obstacles are self-imposed. They arise
either because the purpose of planning is pédrly unaerstood, or
because the participant's organizational mission (mythélogies)
about what their health care institution should be do not mesh
with market (demand) realities. Too often, hospital planning
has.been supply-driven rather than based on‘patient demand. This
is a backward‘approach to planning. In listing these obstacles
it appears the most prevalent are:'

1. Lack of acceptance of strategic-planning as a necessary gover-
nance and management tool. This requires bringing together
the divergent needs of profitability and an éven cash flow
with the traditional strong sense of community responsibility.
Often the 13tte£ outweighs an appreciation of fiscal realities.

2, Reéistancé to the adoption of a strategic process and program.

This can be overcome if planning goals clearly are understood
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-and participation is encouraged in plan development.

vLack of adequate management information systems. In many
small hospitals this is not affordable and a vital support fbr
decisions is lost.

Poor decision makers. The planﬁing committee must be a select
group of individuals who have consistently addressed problems
and issues and have handled them in a systematic and thoughtful
manner.

Poor demand forecasts. Shifts in demands and any environmental
rchange mustvbe anticipated and quantified (wﬁenever possible)
in order to match demands, goals, and resources.

Lack of realistic and meaéurable planning objectives. One of
the hardest tasks is staying on course. Planning objectives
should be related to a program with é defined timetable and

a calendar of review.

Lack of candor and objectivity. Some participants may be

‘too close to a program to view its résults objectively.

Lack of ‘follow-through and-evaluation; Usually more effort
and resources are cbmmittéd to development of the.strategic
plan than ére'invested in its evaluation. Accountability

and controi rests on thé eariy development of performance
measures; définition.of resbonsibilities_and_scheduled
reviews. Eqﬁally important is delineation of a means of

amending the document itself.

It is these such obstacles that must be overcome and by indicating

the step-by-step procedure of strategic planning, the reader will
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see it is not as formidable as thought.

As strategic planning is continuous in nature with no

natural beginning or end, it is logical to view strategic planning

as a process or cycle having the following steps or phases:

Recognize the need and make the commitment.

Organize for planning. -

Deﬁermine, collect and analyze daté on organization and environ-
ment. This involves making forecasts and predicting trends and
indicates where we are .

Determine the qrganization's purpose - where we Qant to be.
Steps 3 & 4 are combined to determine'a “distance" between where
we are and where we want to be. To close-this»distanée we_mqst
analyze oqr_databbase-in te;ms of weakness, opportunities,
threats and strengths.

Goals are articuiated to close the diStance'and'objectives are

designed and specified to achieve the goals. At this stage

"alternatives are selected and courses of action chosen.

The plan is marketed and implemented.
The plan and process is monitored and evaluated. (page 50)

Depending upon which article is first grasped, a

different set of terminology can be identified for each approach.

Nowhere is this confusion more demonstrated than in the multiple

and interchangeable usage of the common terminology such as mission,

philosophy, strategy; goals or objectives, At this point specific

definitions for these concepts are presented in order that their

difference (and interrelatedness) in. the process may be demonstrated.
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To eliminate confusion and to. create consistency I have departed
from the literature and sought asylum in the dictionary.

PHILOSOPHY /PURPOSE/MISSION

The dictionary suggests that these terms may be and
should be used interchangeably. It states that a Philosophy is
the guiding principles followed in a particular activity or field
of knowledge. In this caée - health care. Purpose adds to this
the ideas of resolution or determination to carﬁy out what one
proposes. It is used to Quide board policies. It is often
ideali'stic and quite generalizéd.

Goals statements are derived from the mission or pbilr
oéophy statement of the orgaﬁization. While still idealiétic and
remote, these statements are more specific than the statement of
purpose. They are used to guide individual policy issues_or to
make decisions. They aliow for discriminatory decision-making
whén alternative decisions or policies are presented to the
organization.

| Strategy statements are derived from the periodic assess-
ment of the organization and its environment in terms of>its current
position, the trends which are moving.it'fOrwérd into the future, and
the desired position to which the organizétion wishes it to evolve
in the future.

These stétements usualiy identify, describe and articulate
‘the areas of the desired future. The making of decisions or the
setting of policy is governed by these statements, i.e. policy is
set or decisions are ﬁade to the extent to which they work toward

the content of these statements.
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THE STRATEGIC PLANNING PROCESS

COMMITMENT

ORGANIZE

DATA BASE DEVELOPMENT
Internal Assessment
External Assessment

Trends

PHIL.OSOPHY

(& Description)

Present Position Planning Gap Desired Position

W.0.T.S.

v—---(Where ideology is tampered by reality)

GOALS & OBJECTIVES

IMPLEMENTATION

- EVALUATION

“
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"Objectives" refers to an end or goai with the implication
that it can be reached. The objectives are‘annualized statements
of measurable and attainable programs, services or produce changes
which are selected from among alternative programs and services in
a manner consistent with the goals and support of the movément of
the organization toward the attainment of one or more goals.

As mentioned in'the previoﬁs section, strategic planning

is not a single act. It is a process of cyclesconsisting of many

‘interrelated and interdependent stages or steps. There is no

natural beginning or end.. It is a whole series of interrelated
activities that must be segmented into relatéd,'workable components.
It matters little how these activities.are divided, as long as the
components of any phase are interrelated and lead to making the next
phase more productive. The task of the planning committee is to
manage these phases, their components, and the decision-making
process so that the outputs are relevant and productive for future
décision?making phases;

Regardless of the type or scope of strategic planning, the

following steps must be completed:

Strategic Planning Commitment (recognition of the need)
Planning iﬁself requires planniﬁg_and good planning occurs only when
management makes a consqious effort to incorporate it as an ongoing
part of administration.

The first problemlin seizing the opportﬁnity to develop
strategies is for the key decisioﬁ—makers to make a commitment to

the belief that pianning is worthwhile. This commitment should be-
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in the form of a formal policy statement. Even in those few hospitals
currently doing strategicvplanning, thisvcommitment should be

restated as often the origins of the need have been forgotten.

The ideal situation is for the C.E.O0. and the board chairman to

state at the next board meeting - "We are today going to commit
ourselves to the commencement of strategic planning." This is the
easiest and least painful beginning. Unfortunately, the demands of

. the future press less urgently than those of the past and present, so this
step is not taken in this manner. Board and management time and
talent is so focused on delivering care that preserves pfesent needs
that planning for the future is often postponed.

Often this recognition of need cémes about from a crisis
situation and usually thé telltale signs of crisis are everywhere.
Tﬁe initial problem, identification of the situation, is the need
for SOmeone to recognize fhe general and specific signs indicating
that a crisis is facing the organization and to create a reai under-
standing of fhe need to do somethiné about thé crisis.

When an organization is in a crisis and is able to redog-
nize that crisis, the board's role will be that of attempting a-
:turn—around of the hospital. The wbrd crisis implies a serious
need for improvement in any organization and a turn-around is
ﬁeeded. It suggests that, for one reason or another, a hospital
requires a one shot effort to remove or reverse certain entrenched
situatiéns and practice which, if permitted to continue, would lead
to the eventual failure of the organization. There are hospitals

in situations which by nature are terminal and the only cure for them

is to close or do a complete reversal. To decide whether a turn-
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around is feasible, a strategic planning process must be initiated.
Whatever situation an organization is in, be it a c;isis or gbod
times, which will be fewer in the future, the proper time to start
‘on strategic planning is the present. There is only one time, and
that is now. As imperfect and unready and untrained as all the

participants may be, the perfect time to start is at the present. (10)

Eckstein (1956) observed that however imperfect the planning
techniques are, it is the will to plan that matters.

Organize for Strategic Planning (Establishment of the Committee)

Once committed, the hospital's trustees and management -
should be willing to become involved in all appropriate plannihg
activities, The first aspect should involve a measuring of their
own (the board's) perfo;mance or effectiveness. Boards need to
‘examine themselves periodically to maintain or improve effect-
iveness._'This self-examination should ensure all members of the
Board participate. The starting point is to determine what are
the -Board's duties thaﬁ need to be evaluated. (Appendix 1). This
evaleation is a two step p%ocess. The first step is to assess
performance or.ob;ain information on performance. The second is
to plece that performance against some standard fo determine its
adequacy. It is expected that in the evaluation of any group or
individual, strengths and weakness will be identified. The purpose
of the evaluation is to‘permit and encourage those concerned, to
capitalize on their strengths and to compensate as much as possible
for their weaknesses. In evaluating a board of directors, it needs
to be examined in two perspectives. The first is a collective, a

group of people with given group tasks. The second is a collection
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of individuals, each withvgiven tasks. The chairman isAan indiv-

idual with an additional set of tasks, who assumes the leadership

role, so that every act is intended to help accomplish the tasks

of the boéfa as a group.

The evaluation prdcess should include the following questions:

1. How effective is the board? »This will be determined by the degree
to whiéh the board achieves its stated goals.

2. How efficient is the board? This will be best answeredvby the
Board's use of its resources, ﬁaterials, mahpower, facilities,
and equipment.

3. How acceptable or cfeditable is the board? The response to the“
question is found in attitudes expressed by individual board
members, hospital staff and members of thevcommunity.

Credibility would appear to be a direct function of the board's ability

to identify problems and issues affecting the attainment.of the stated

goals of the hospital, to plan and implemént programs reducing or -
eliminating.problems, and in general to make decisions and act upon
théﬁ. | |

If we want the board to be effective, efficient,‘and credible in its

work, by implication we expect individual'board nmembers to meet the

same criteria.

A board wishing to examine its own work should set asidebseveral days

on an annual basis. With a record of the policies, objectives and

goais,'information would be collected to establish the strengths and
weaknesses which were.preceived by several members of the board; In
this caée, subjective informaiton will play_an importént part in |
assessing the pefformance of the collective grdup.

An alternative would be to hire an external consulting firm which is
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familiar'with the process of evaluation, and would proceed to

conduct the needed studies, to cbllate the information, and to

provide a summary concluding with recommendations for the board.

New board appointees should know that an evaluation process exists,

and should look on it as a positive process which aims to maintain

" the highest quality of stanaards for fhe institution. I have suggested

that boards of trustees shéuld be evaluated on a regular basis including

the collective and individual membership. It is evident that this

particular topic has not been explored in any depth or to.any extent,

as I found 1little in the litérature that discussed the issues or

described methods and approaches that might be considered. I feel

this is due to the fact that éoncentration has been on the operational

aspects of the instifution, with various professionals and organizations

Qithin the institution having high priority, and little thought.has

~been given to the need to appraise and eyalqate the board of trustees.
However, one must always bé sensitive to the fact that in most

cases, trustees are volunteers and contributé their valuable time and

effort with 1itt1e,.if any,.remuneration. One individual in particular

should be evaluated - the chairperson of the board. Perhaps oﬁe of

the key positions in the hospital today is that of the chairman of the

board. 1In the pas£, the position has often been an honorary one that

did not entail mucﬁ in the way of time or detailed involvément wifh

hospital activity. The increasing scr@tiny by the public,_genefally

through the media, of public institutions now mékes this position one

of great importaﬁce and responsibility. A suspicion on the part of

the public that many individuals employed or working in the hospital
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have vested interesfs that preclude theif fairness in

judgement and decision-making, has made the position of

chairman of the board of increasing inportance.

In evaluating the work of the chairman of the board, we need

to assume that he exhibits the skills and performs the tasks

1is£ed for individual board members and that, in addition,

he serves as chairman on behalf of the board. The individ-

uél is totally accountable to the group, and his performance

should then be judged on his ability to help the board accom-
plish its goals. 1In addition, the chairman's competence in
the following roles should be evaluated by the members of the
boa;d, as they have the clearest and broadest perspective of
the chairman's activities:

1. As a leader, in developing goals he must steer the board
towérds new challenges, but away from shoals and quagmires;

2. As a communicator, he will need fo be direct with other
members of the board, the hospital administrator, and the
.constituencies the board represents;

3. As an evaluator, he will assess the.effectiveness of
individual board members;

4. He will act és é facilitator and negotiator for members
‘of the board and on behalf of the board with. external
‘institutions and ageﬁcies; and

5. As a counsellof for other board members, he will offer
hi§ perceptions and advice. |

The C.E.O. should also be evaluated at this time. However,

this Qiil be discqued under.a separate section.

Selection of the strategic planning committee may be the single
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most important action the board's chairman can take.

COMMITTEE STRUCTURE:

- Size

The literature varies on this aspect; however, a range of

7 - 12 appears common and depends on what is required to
represent all the elements of the highly diverse constituents.
An average number may be 10. A cofmon mistake is to make a
qommittee tob large in an attgmpp to ensure every viewpoint

is represented. All major interests should be'represented

but the éommittee should be small enough to allow for exchange
of ideas. |

- Composition'

All the key groups must be represented: board, administration,
medical staff, senior staff, nursing, and the hpspital auxiliary.

It is only the inclusion of the last group that may require some
explanation. The governing board must authorize the auxiliary
so itvcan identify‘with and function on behalf'of’the hospital.
If the hospital is ultimately respohsible fqr the activities

of the aﬁxiliary then they (the hospital) must keep.the
auxiliary informed and involve them in planning. Whatever

the auxiliary's role;vbe it fundraising or volunteer services,
if they are to function as trusted members of the organizational
team and to function with effectiveness, they need to' be
apprised of current iésues facing the facility, and the health
care system{; They neéd to be aware of the.facilitQ's expect-
ations and goals and to be inﬁolved in strategic planning

discussions. This can be accomplished in many ways:
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- the C.E.O. can attend auxiliary meetings
- a member of the auxiliary can be appointed to the board
- a member of the auxiliary can be appointed to the board
strategic planniﬁg committee.
The best approach is for all of the above to occur.
The literature indicates the need for community representation
with a consumer perspective. This is sﬁbject to discussion as
one can say all the board members already on the committee
;reflect" the needs §f a small community. They are already
'conSumers; The consumer perspective can be obtained through
other input vehicles without creating additional members of the
strategic planning committee. It is'preferable to have more than
one medical staff representative. The medical staff would
intuitively iﬁclude the chief-of-staff, however, you should try
to pick doctors Who have a considerable stake in the hospital.
All members must be_allowed sufficient time.to absorb subjeqt
matier and to do théir work properly. Time must be commensurable
with the task given them.
chairperson
The chairperson of the committee mus£ be a member of the board.
Literature indicates tﬁat the committee chairman should not be
the chairman of the béard but rather someone who is impartial
to the process. In a small, rural hospital, to reduce prolif-
eration of different committees énd to place importance on
strategic planning and to internalize it, the chairman or vice-
chairman of the board could be the chairman of this planning

committee. He must be a strong-minded, knowledgeable person
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who is capable of directing, deliberation and able to develop

sufficient time to be well-informed. He must work closely with

the C.E.0. and staff in reviewing materials and preparing agendas.

The chairﬁan 6f the planning committee should be a person who is

a facilitator and able té lead the committee'to a plan that is

best for the hospital. They must participate while maintaining

.traditional neutrality. They must be able to provoke product-

ive discussions or identify more debatable issues.

Consultants may be used on the committee and a fuller discussion

an this will‘be found in a separate section.

Role

- to make recommendations for long-term objectives

- to serve as an aavisory committee to the board on topics
concerning future directions

- to serve aa a callective voicé of the.éommunity regarding
health needs of the population_

Mandate

The purpose of this committee should be well-recognized from the

start. It is not the production of a thick report titled "The

Strategic'Plan" or "Five-Year Plan". The objective of this

committee and of all strategic planning is action. This is the

result you are after. Once all the major.issues are in the open

and have been discuésed and a consensus has been reached, things will

begin to happen anq_change will become visible. This committee,

once formed, must be given a clear mandate that should be written

and circulated for all staff to see what is gbing on. An example
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of such a mandate can be seen in Appendix II.

The strategic planning committee shall make recommendations for
long—range goals and objectives for the hospital. It shall attempt
to be aware of all developments in the health care field and trends
in society and to interpret the effect of these developments and .
trends on the hospital. A principal function of ;he committee
shall be the development of a written statement describing the
hospital's specific'rOIe in the community in relation to all
.other health care facilities.

The mandate should include»é planning caléndar - Appendix IIT.
Strategic planning is gest accomplished over a relatively short
period to ensure continuity of purpose and participants and to
maintain the momentum that the planning process generates in

its eérly phases.

No plannigg program should exceed 12 months in duration before

a strategic plan is developed, although the planning process is
continuous and ongoing. The amount of time and the number of
meetings needed to evaluate the vafious services and programs
will vary, depending on the needs of each institution. A

degree of flexibility éhouid'be maintained throughout the project,
but a time frame should be established at the béginning. Monthly
meetings of approximately two hours duration should be sufficient
to acéomplish the committee's work provided adequate preparation
is made, the committee méetihgs are well-planned and the tasks

of each member are clear to all members. |

While the committee has a mandate that indicates‘action, it is

critical to remember that the committee derives its authority
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from the board of trustees and like any other committee it is

responsible and reports back to the board. It has no deciéion—

making power of its éwn. However, the committee should have
pdwer to delegate work to staff for fact-finding and digging
out of statistics. Having adequate support that produces

good information keeps the committee from deéling with trivia

and opinion. The C.E.O. must assess the staff for the necess-

ary télené to éssist the chairman.

The committee's time frame is explicitly long-range. It should

stay out of current operations and administrations and out of

the way of the other board éommittees, which are working on
current business most of the time.

The committee's job is to consider majof issues of all sorts,

major projects, and pribrities, and to make recommendations

to the board. Major expenditurés should usually'be considered

first by this éommittee and next by the finance committee.

The mandate implies that the committee has the further duties

and.obligations to:

1. Develop a framework for orderly decision-making, th}ough
a defined community role called the "Missién Statement",

a set of longfterm goals and objectives, a strategy for
achievement; and a timetable for recommended progress.

2. Ensure that all recommendations coming ffom this and other
committees fit within the haspital's defined role facil—
itate achieveméﬁt of its goals'and objectives, and follow
the strategic plan. It is a continuing obliéation of the

committee to keep the hospital on course with its plan
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(strategy) or to change the plan as new facts and
conditions dictate.

3. Develop a sense of priorities in its examination of issues
and projects so that the hospital's limited fesources'of
time and money are spent on those projects that take it the
furthest in achieving its defined rdle in the community.

4, Act as additional vehicle for good communication amoﬁé the
board, the medical staff, and the administration.

Long-range planning cannot be effective if it is the work of a

single chairmanfor he will not be aware of the hospital's

and the community's values and culture nor have a feellfor board

members' attitudes. It is §1so helpful if trustees and manage-

ment hold many of the same values.

When selecting trustees for the committee, do not overlook the

power of economics, the power of prestige, and'self—esteemv;s

motivatofs for involvement. Remember,.of course, that you need

a balance of skills and resources for the board. The following

aspects should be kept in mind when selecting‘the committee

members?

- sense of duty (dedicated, faithful5

- overall interest (big picture)

- enthusiasm for facility

- general strengths and specific abilities (mix and match)

- inform them of importance and workload'of function

- the benefit of a-skeptic or doubter on board.

Notify trustees, preferably in writing, as'to the number of

hours or days per month that they should allocate
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to the committee, defining work and activities. Let trustees
know you expect an honest commitment to time schedules and that
strategic participatioﬁ~means mbre,wo:k, more time, more thought,
and probébly at times, more uﬁcertainty, frustration and concern.
The strategic planning committee's work should be an issue-

and action-oriented effort to establish a strategic plan for the
participation of problems and their resolution. Strategic
planning addresses issues that often are discussed in public,

and the planning committee must operate as a seeker of truth.

Once the committee has been formed, a definite educational
process must beéin. While this is focused directly at the
committee, the full board should be included. This is an

educational effort that will be tedious and hard and must be

developed over time and started off slowly. To help move
a'recalqitrant board in this direction, the board chairman
might even consider adding carefully selected new,-additional
members to the board-pripr to forming ﬁhe strategic planning
committee. The effort must be purposefully designed to have
all players overcome the hope that everything will return to
normal, Paft of the effort must aléo clearly indicate that
while it may be a crisis situation, it is also a time of great
and prdbably.unique opportunity. It is at this precise
moment in a hospital's history:when stfategic planning will
truly pay off. A planning check list may help in indicating -

the present state (or lack) of plénning. Appendix IV, o



- 61 -

This résponsibility beiongs to the hospital administrator and

an appointed board member who must determine the most appro-

priate course of action, depending on the level of the board's

awareness, interest, and commitment to planning.

Orientation and education should include:

1.

Introduction to the strategic planning process, stressing

planning as the key to assuring a viable future for the

institution within the framework of area-wide plans and to

assuring the appropriate allocation of available.resources.
The C.E.O. or board chairman can develop participation and
encourage board involvement in strategies tﬁrough trustee
education by way of a series of persuasive case histories.
Cases will help to express the very nature and form Of',
strategy‘and give a better appreciation.

The C.E.O._of the board might bring an outside consultant

in to educaté board members on the concept and prac;ice

of strategic planning. 1If it is feasible, the C.E.O. might
even consider a retreat‘fdr members of the board and selected
members of the hospital staff'during which a consultant would
lead them through apprqpriate group process techniques to
heighten their awareness of planning and to motivate them to
get into the planning functioﬁ. |

An overview of national trends affecting health care delivery,

with émphasis on those trends specifically affecting small
facilities.

An overview of regional and area-wide trends affecting the local

communities and the local facilities.
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4. Inherent in this educationalhorientation are mdral and ethical
obligations for not ohly committee members but all trustees.
These obligations are:

- to be well-informed about the ever-changing health care
environment

- to seek the truth regarding present.and future needs and to
question the relevancy of the programs, services and operation
of the facility

- to challengé statements abogt the fécility's acéomplishments
and capabilities and to ask the hard, often unpleasaqt questions
about the future or survival of the facility.

This educationél process is consistent with pianning itself as

planning ié a learning process; a ptocess in which the learner

is encouraged to let his perceptions of today interact with his

ideas about thé fu&ure. Once the process is started each member»

of the committée will grow. As the poet Eﬁerson wrote: "A mind
- stretched by a new idéa never'retufﬁs to its original shape."

Finally, the chairman must encourage a team spirit among trustees,

the executive director and other professional staff, and all volun-

teers. Hospitals must have committed peoble at all levels; and
professionals and volunteers alike must be well led to maximize
their success. -

During the committee's education, they must'be made aware that

there are some unique aspects to problem and issue recognitiqn

and solution. Some of the old-time cliches should be disbanded.

1. TIf you can figure out the problem, then it is almost solved.

This isn't always, or even very often, true. You can figure
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out a problem that you are going to be $90,000 in a deficit
position by year—-end, but figuring out the solution is another
matter.

2. All problems have a solution. This isn't true. You will avoid
a lot of work if this is accepted from the beginning. It is
often helpful to separate problems.that are solvable and
unsolvable and»acéept the fact that there are some problems
we must iive with in reasonable comfort as we cannot solve them.

3. There are.always answers. Sométimes, there are no answers and
the committee must learn to live with ambiguity. it has been
said the success in strategic planniné will be in direct
proportion to the ability to handle the ambiguity that existé
in hospitals. The classic example of no answer and ambiguity
is when you are confronted by a commﬁnity individual who ihsists
that you keep costs down but also insists that you have all the
necessary eQuipment when his family needs it. |

The outcomé of the.discussion of some cliches is that we cannot

always reach consensus or force conclusions‘frqm our plgnning

process. We should not push premathfély_for solutions that will
only give us the wrong answer.v

Another aspect the éommittee must kéep in minQ is not to re-invent

the wheel. It is fairly common knowledge. that most of the problems‘

;hat hospitals havé_are.well-known and have already been dealt

.with in other hospitals. The role of the committee, therefore,

is to correctly/match the problem and'ﬁhe solution, not to invent

innovative solutibns or to‘diécover problems never known before.

As the committee will be involved in conéiderable discussion
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before reaching a consensus, there are several techniques to make

this process mbre comfortable and productive. These ére listed

below and can be researched in any of several books on groups,
meetings, or interviewing.

(a) Meeting in the propér room with appropriate and comfortable
furnifuré.

(b) Arrange length of meeting.

(c) Meetings should be conauctedfwith a clearly stated purpose
for it aﬁd the cqmmittee should never leave without arriving
at a conélusidn.to the problem under discussion. Always lay
down é system of controls to éssure that those assigned to
follow;up on items aétually do éo.

(d) The meeting must be designed to assure all membérs of the
committee pérticipate in_the discussioﬁ.

(e) Staff reports must be carefully read with discussion focused
‘on issues that need resoiving.

In closing, the first constructive thing that the committee must

do is.to stop blaming the government (alﬁhough thére ié no question

that government interference has become.one more impediment to
efficiency), to stqp'blaming labour unions (though wvaluable

time and energy is consumed in bargaining, grievahces and

arbitration), buﬁ to devoée the time to investigate, analyze, and

decide the kind of health care the pedple of our communities are

going to receive in the years ahead.
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Data Base Development (getting the facts together)

This all-important fact-gathering phase is sometimes referenced
in different terminology as "market reséarch", "situation
analysis", "environment assessment", and "organizational
assessment", to name a few, Essentially,.the objective of
this phase is the.preparation of a complete aésessment of

all relevant internal and external facts, issueé and consid-
erations bearing on the organization's current status and
forecasting trends that will impact on its future status.

Few can deny the importance of information in the planning
process. Data as used in planning are a synthesis of past
trends and current conditions that provide a basis on which
to predict future happenings.

The level and depth of data necessary f§r~a specific planning
process depends on many factors - the most important of‘which'
is their pertinence to a particular problém.  Other factors.
to consider are the committee's ability to analyze and
utilize them; how the data are collected and thé'cost of
collection; and their accuracy and precisengss.

It is paramount té remember that data are merely an aid to
decision-making. They do not and cannot, in.themselves,
provide a solution. For the purposes of this study, three

broad categories of data can be identified, and the committee

is wise to use aspects of all three:
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- recurring data (regula;ly gathered on own organizatioh)

- repetitive studies (periodically undertaken within a given
timeframe) \

- special studies (conducted on a one-time basis).

The list of information to be obtained is as iong as the

committee wishes; remembering that too much information is

as detrimentél as too little,

During this step, the following "profiles" should be developed:

Organizational Assessment (internal Profiles)

The task at this stage requires a self-appraisal that should
reach every level and part‘of the organization. It is
cautioned that it is here that health care organizations suffer
from their most serious difficulties - their pro@uct or output
is difficult to assess and measurement has long been regarded
as virtually impossible.

Items to be included in.thié section can be féund in the

already available documents such as:

Ministry of Health, B.C. : HIA 35 Appendix #5
Federal Year End Report _ 'HS 1 & é Appendix #6 & 7
Quarterly Federal Report - Statistics Canada Appendix #8
Compérative Statements (B.C.H.A) Appendix #9

Peer Group Indicators (Mifiistry of Health, B.C.) Appéndix $#10

Accreditation Qdestionaife & Survey Results Appendix #11
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Environment Assessment (External Profiles)

It is usually considered that a statistical survey of patient
origin is the most important aspeét of this data base. This is
generally not so for a small community hospital, even if they have
a highly séeciélized unit, for the cost of the survey far outweighs
the results.. ihe minimum that should be considered here is: an
understanding must be gained of your service area, or put in
commercial terms "the consumer base". You must look at the community
needs and who you are serving to find oug what is going on and what
is likely to happen in the future.

This information relates di&ectly fo the marketing of your
plan. It is quité helpful at this point in the process to review a
'maé of your'area and to gain census tract information from provincial
and federal governments. A review of any natural barriers is also
rhelpful. At this point, the committee should be asking the critical
questions, such aé "will our service area shriﬁk or grow; will this
population get younger or older; will the population change ethnically;
will new barriers or access, like highways, be int;oduced and signif-
icantly change traffic patterns? What do récgnt vital statistics
show for births, deathé, ﬁortality rates, disease patterns? What
are the social indicators, such as human resource rates, housing
conditions, crime and delinquency rates?"

Iﬁ all aspeéts'of planning, thhiné is as basic to the prbcess

‘as the service area and the service area's population. Potential
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in-patient populations must be defined and acknowledged they can
be different in origin than an out-patient or emergency population,
depending on our services available and the admission practices.

The Committee must become "tﬁned into" the community. A
Committee must have a feel for what is going on around the hospital.
It must be in communicatién on an on-going basis with the community
and the individuals who live tﬁere. To dq this, one must develbp
sensitive listening—pos£s in the community. There are several
techniques that can be used here to be in tune with the community:

- consumer attitude research, using a very basic'questionaire that
éan be developed by the committee or use existing ones from other

hospitals. The objective of this is to

measure your progress

determine how patients view you

¢ompafe your profile with that of hospitals near YOu

- gain some indication of how patients of other hospitals

.perceive you.

Such surveys should be done on an annual basis. That way, each
successive year is a follow-up and will tell you if you arc making
?rogress.

Another technique is to reverse the historic approach with
service clubs. Insteéd of trustees and administrators going to the
serViée clubs and télling them about the hospital, it would be better

if a hospital representative were to listen instead of talk. One

way to achieve this is with a brief guestionaire to be handed out
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to service club.members and to be returned prior to the meeting.
An example of such a questionare may be "list three.things you -
like about the hospital; list three things you dislike."™ 'These
letters should be reviewed prior to the representative attending
the service club.

This has not happened in most cases and the results are
. obvious. As stated earlier, tﬁe prihéipal reason so many hospitals
arevbeing hiéhly scrutinized by the political process is fhat the
politicians were ﬁore sensitive to what the community was saying
than the hospital was.

Other Providers:

While it is considered éomewhat demeaning in the hospital
world to refer to other health care institutions as competitors,
it is an essential step in. the strategic planniné process. This
is so because the co;cept of competition is valuable, although
it is possible for com?etition to be carriéd too far. 1In the
iiterature review, I have found no single reference where comp-—
etition, even iﬁ the U.S. setting, has been considered to be
carried too far. "If the committee doesn't review and- understand
the competition,lwé will be making poor aeciSions about adéquate
service, duplication of services, and costs,‘and we will not be
able to determine where the gaps are'in the services. In‘reviewing
‘the coméetitoré, we must also review their strategies. We must
determine what 1evels 6f care are available in the‘region,vwhat
pPlans are there to change these levels, what they are good at,

what they‘expéct to bﬁild, and where they are also going.f The
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governments also would be interested iﬁ a competitive approach as it
may ensure that the limited resources are being spent wisely and

not wasted on matching competition. A technique used to review comp-
etition or gaps in service is a simple Matrix (Appendix 12 (a) and
(b)). A question that may arise is how do we obtain this information.
One_waylis to merely ask'for it. Most héalth providers are quite
readily willing to exchange such information. It is also published
in their annual reports and by the provincial governments. The most
successful way would be through regional_planning groups such as
hosital districtsvor hospital advisory committees.

A logical explanation of ‘the review of cpmpgtition is to look at
inter-institutional relationships. Some basic'questions'that the -
comhittee should ésk are - what health service agencies to we work
'with - what other facilities do welexchange information with - how do
we work together to lower costs. Again, there is a basic technique
that can be used to determine this and the general outcome, to everyone's
surprise, is the léngth df sharing arrangeﬁgnts{ A simple Matrix
can also be used (Appen&ix 13). |

The examples of areas we are looking at here are éither joint
ownership or purchase serViCes of laundry, linen, lab services, computer
services, educational programs, group drug éurchaées, etc. The off-
shoot ofithis is that it clearly indicates to the local communities and
‘to the Ministry of Health individuals that we are developing co-operative
ventures and joint planning rather than a duplication of service.

Sdme_other elemgnts of the external profiles can be found in

Appendix #14.
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In order to develop these strategies, the board and management
must have an understénding of the public policy implications of what
thé hospital does. Moreover, they must haye a fundamentalninterest
in dealing with such implications. It will be essential that the
board and management have good, accurate and preferably early infor-
métion about the forces external to it which are at present or in
the future going to affect the manner in which the hospital operates.
This may involve political analysis so that emerging issues and trends
can be identified. While some major changes that may dramatically
influence the future of the hospital cannot be forecasted, most major
governmental policies are a considerable time in developmént. Indeed,
the public policies of tomorrow can often be seen in the works of the
researcheré, academics, and the scholars df today.

To be successful, a board and management have to monitor thé
environment defined in the broadest sense possible. It goes without
saying that the board must know the‘way in which government makes its
decisions and who the significant policy-makers are. 'This is not
alwgys obvious, partipularly in the last decade since many new players and
new systems of_decision-making have oféen been put in place at the
provincial level.

Once the necessary or indicated data has been collected; the
arduous task of analysis begins. This analysis will aid the hospital
.in answering the questions

- what is our pfesgnt purpose?

- what serViées do we really provide, to whom?

This anal&sis requires the committee to‘éwitch its orientation

. back and forth from internal efficiencies to external forces. The
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end result of the analysis must be to provide the most accurate
péssible picture of the oppértunities and threats the future wiil pose
for the organization and the environment in which the organization must
manage and compete, |

The imblications of this stepvis that‘it forcés the committee to
reconsider and define their hospital as part of a "sysfem". Sights
are now raised from tactical planning to that of strategic planning
of the system. This fact_gathering yields the information needed
to develop the strategy.

In the analysis of the data hospitals, even small ones, may have
access to data processing services. While this may ease the workload
and speed the process, electronic technology can never replace management
effectiveness. Vital as it is for acceleration, it is useless for
direction.

A critical aspect of developing a data base designed to close the
planning gap is that of forecasting tfends (crystal ball gazing). It
is this point that frustration usually reaches the highést level. We
hear "How can we predict what medical breakthroughs will be in the next
10 .years"; and "How can we predict what‘politicians and unions will do";
and "We're different, we can't plan like in business". A1l these
statements have a grain of truth but uncertainty can be dealt with
‘by building in flexibility. ~A method of building in flexibility is
‘tb iist expected consequences of the determined trends. Trends afe not
all mysterious and doping out the future is somewhat more predictable
than what many people would like it to be. Whatever will happen in
the future is already happening. Trends in society start small and

build gradually over a 10ng span of years, they are not sudden at all, they
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just appear that way because of our unpreparedness. What we are doing
in predictihg trends in planning is attempting to figure out what the
future holds by being good studerts of the past and present. For
example, the committee can review what ié happening to occupancy_rates
_éf other hospita1s>in the community, province, or even the nation.
Information on new techniques used in medical schools is readily avail-
able. Professional papérs and trade magazines cleariy indicate trends.

For example, the planning comﬁittee'should try forecasting the
trend of increasing government conrol of the quantity and cost of
health care, and to extrapolate (guess) what future consequences the
trend will have on the hospital in the next 5 -10 years..

Illustration:

- Consequence 1. The board of trustees will become less of é decision-
making group and move to a recommender role, because a government
agency will make the final decision.

- Consequence 1. .The hospital will not get projects approved by the
Ministry unless,it responds to their "requests". You should figure
out what’ those reduests will be.

-~ Consequence 3. Whether the government pays an increasing or decreasing
share of all bills incurred by pafients, such payments are generally

~going to be slower and wi}l require more handling. The hospital
will -therefore need moré working capital and improved cash flowf

- Coﬁsequence 4.. The hospital will need to further enlarge its staff
fo respond to government requests for data and to process forms
and papers. |

- Consequence 5. More agencies of goverﬁment will inspect the hospital.

- Consequence 6. A key management job will have to be established to
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co-ordinate all responses and activities that result froh government
inquiries.

- Consequence 7. Overhead or staff costs will probably go up faster
than direct patient care costs because of consequences 3-6.

- Consequence 8. Doctors will continué to yield ground to "planned
medicine" and will steadily lose their cherished freedom.

- Consequence. 9. ADoctors' bills wili be monitored, and greater forms
of regulation may occur. Hospital rates. are regulated now; the
doctors' portion of health care costs will not be'exempfed for ;ong.

- Conéequence 10. Doctors' offices will be further affected.by
the rising tide of forms and data requests from the government.

This will result in doctors forming into collectives or groups in
order to afford the management and clerical systems needed to cope.

- Consequénce 11; The government may attempt to push some of regulatory
scorekeeping of doctors' incomeé and practices onto hospitals.
Hospitalé and.doctors will need to be céreful_not to get caught on:
opposite sides of the'fence.‘

- Consequeﬁce 12, About 10 years ahead, our health care systems may
develop into a two-tier system. One tier will be hospitals for
patients who Qant to escape the "system" and for doctors who want to
avoid the red tape of government. The other will be hospitals for
everyone eise. Your board will need to think about which way your
hospital would‘lean, if such a split developed. (11)

Philosophy or Statement of Purpose

This stage translates the potential areas of organizational responses
to needs, demands, wants, opportunities, into a specific framework.

It is the cornerstone of the organization. Sooner or later, when an
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institution looks at itself and its future, it must ésk some .fundamental
questions about its reason for existance."Most medical care institutions
were organized for a specific purpose, but with the passage of time

it is often only half remembered or even distorted in the memory of

a few founders or long-time employees. In many cases, institutions

have added so many new programs to meet new demands, and to keep abreast
of ﬁedical advances that_their original purpose is subordinate.

And yet, unless an iqstitutidn has a clear idea of intent, it éannot

hope to progress very far in its planning.

A concise statement is needed articulating the basic principles or
purpose that differentiates your hospital in some way from all its
combetitors and stems from a perception of present and future community
needs, (market) 6pportunities, distinctive competence,.competitive
advantage, available resources, and board/management pérsonal.aspir—
atioﬁs and values. It is the "best fit" between services that are con-
istent with the organization's available resoﬁrces and the community's
needs.

It reconciles what a hospital might do in terms of these opportﬁnities,
what it can do in terms of its strengths, what its management wants it
to do, ;nd what it thinks is ethical, legal,'and moral. This concept
of prinéiples involves economic, social, and personal purposes. Although
it evolves with the development of profiles, strengths, and values, a
hospital principle marks out a deliberately chosen direction and governs
directly the sérvice decisions, organizational structure, commﬁnity
rélations, and indeed the essential character of the hospital.

It embodies a unity of purpose, a purpose which to be powerful
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must be clear and worthy.of the commitment of energetic
and intelligent people.

It reflects qualitatively what kind of buéiness
organization the hospital intends to pursue and/or excel in
for all its constituents - trustees, employees, physicians,
and the community. Aspirations of quality, style, tone and
social responsibility belong in this determination. This kind
of summary statement of purpose should bé clear enough not to
prevent the éenerafion of innovative, detailed action programs
and the participation of people who are motivated by their
nperception of pﬁrposes that have opportunity ahd attraction
for them. It shouldn't be so Vague as to provide no direction,
nor so restrictive as to sfifle the strategic planning process,
nor should it be so all—encompassing'as to substitute for thé
final planning document. In times.of rapid change and in
emergencies,'detailsbqan and will be bypassed; it is this recoé—
nition of purpose for each action_which holds tﬁe entire organ-
ization together.

Such a statement makes an important coﬁtribution to
management. It forces continuous éensitivity to changes taking
place in the hospital's environment and resources. It requires
the managers to lay conflicting personal and often "invisible"
agendas on the table and to look beyond immediate opportunities
towafd long-term growth and deVelopment. The statément summons

up imagination, innovation, and a zest for risk. The concept
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of a "Statement" has its shortcomings, as well, for it demands
tough, high-risk qémmitment to a choice of direction. It can
often be subject only to judgement, not to definitive evaluation
in advance of its validity.

This is the firsf and foremost Strategic decision an
organization must make. This represents the "big picture” of
the facility's future. Failing to determine this and determine
it well leaves the organization with no focal point or ceﬁtral
" thrust for lining up the organization's energies and resources
to accompliéh the most desirable ends. The natural result of
this failure is the dissipating or scatter-gunning of efforts
in many diverse directions typically evidenced by a myriad of
different programs which do not meet the needs of community and
some programs which may actually conflict with others.

The Stétement is but a tool designed to communicate
both internally and externally what the hospital stands for.

It is the beéinning point. of discipline that will allow you to
evaluate the apprbpriateness of presentVACtivities, future
directiops, and aésists in appraising requests for new staff,
equipmeht, and to consider new facilities. The Statement of
Purpose ié the beginning of the plan and should start with an
accepted social value. Literature indicates that 9 out of 10
hospital trustees, administrators, aﬁd doctors are unéware
whether a Stétgment of Purpose exists, let alone what it says.
Traditionally,'the problem that most hospitals encounter is

that they do not answer any questions that may be raised. They
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state "that the mission of this hospital shall be to provide
the‘provisioﬁ of health care at the lowest cost for all Qho enter".
The statement should answer certain questions and concerns raised
by any of the kéy players of the community, such as "what does
the hospital sténd for; where is it going; what can the hospital
afford to do; what do patients expect of the hospital; what
medical procédures is the hospital qua;ified to perform; who
does the hospital serve; how should it serve its community?"
The statement that is general is basicélly useless, as it provides
no direction and is so vague that it merely creates no reactions
also.‘

How clear*it is in words or practice, how consistent it
-is with organization competence and»resources (both present and
' projécted) and how internally consistent it is can all be submitted
to qualitative analysis. How much it reflects the values and
aspirations of fhe‘key persons in the hospital, how much it
constitutes a cleér stimulus to effort and creativity, and
whether in ethical and moral terms it inspirés commi tment and
_the required quality can also be estimated in the light of
relevant, if unquantifiable, evidence. The fitness of the
match between resources and opportunity and its potential can
be quantified.

A sémple statement that adequately describes your
hospital is found in Appendix #15.

It should be noted at the onset thét an organization

does not determine its purpose. The community which it serves
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makes this determination for the organization. An effective
Statement of Purpose always proceeds from the outsiae (patient
and énvironment needs) to the inside (a hospital's response to
these needs). 1If oﬁe needs to test this premise, you need look
no further than thé_countless number of organizations which have
failed in the past because they (not the client) determined their
purpose. After gearing up to carry out their purpose, they found
they wére trying to provide‘programs.and services which the comm-
unity did not need or want.

The purpose and gole of an institution are matters of
policy to be determined by its governing board. It is rare,
however, that the board, éither on its own initiative or through
it; planning committee, actually spells out purpose and role.
Rather, they are usually defined, in pagt, by a series of actions
taken and policies made over a period of years.  Much of the
planning conducted atithe board level proceeds on tacit assum-
ptions of what the institution should do and what the community
expects it to‘do. The assumptions ﬁay'not always be clear or
rational. Planning has been described as a means of clarifying
these_assumptionsAand shafpening their rationality.

This stage should answer the question "where do we want
to go?" It Specifies.the end towards which the hospital would
like to move during a speqified'period of time.

One of the most difficult aspects of this stage is that
it requires the hiérarchal structuring of goals and objectives

within a complex, dynamic and interdependent framework. Cyert
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. and March (1963); and Ansoff (1969); have written extehsively on
organizational goals and it is beyond.the scope and intent of this
study to deal with this matter other than to caution cqmmittees that
consideratable attention must be paid tq reaching consensus on specific
targets (goals and objectives).

It may come as a shock to the committee that, upon
reviewing everythingband making your statement of purpdse,
that your hospital is indeed not the greatest, nor tﬁe leader
in some fields that you havé expected. While the statément
can be dressed up for external use, it is important that it be
expressed in plain terms. If the committee finds that there
are shortcomings in the hospital with some of the programs and
low utilization, one must not be afraid to view ceftaiﬁ'programs
and services with an eye to euthanasia. It is a big respons-
ibility for the committee to take the suggestioﬁ or recommend-
ation to the board that theyhave reviewed the facts‘and some
things are not working. Failure of ‘a program or service is not
to be interpreted ﬁegativel&. it is a natural consequence of
out-dated programs or new ideas that are not adequate in the
present tough environment that we exist. It makes no sense to
do everything right if we are not doing tﬁe right things., If the
board is‘reluctant to act upon trends that may indica£e, however
slightly, gﬁat certain services should be eliminated, then
certainly a future evaluation is necessary. The starting point
should be some benchmarks that wiil be evaluated one or two years
down the road, such things as:

1. a definition of success e.g. occupancy rate should be at such

a level
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2. a timetable of events e.g. the number of p;ocedures we expect
to perform

3. a projection of surplus or deficit

4. a definite statement of action courses on new programs. The
principle to this gxercise is very simple: the survival of
your hospital depends on you concentrating your resources.on
the facilities and programs that are most demanded by the
community you have decided to serve and this means eliminating
failing efforts.

Developing shch a statement is an ambiguous and controver-

sial exercise. There has to be dissent and controversy before a

viable definition can be.found, because you serve such a variety of

constituents. You have to satisfy the patient, the doétors, the
nurses, the technical staff, and other employees, the patients'
families, the taxpayers, the donors, and other thirdvparty payers
who prqvide the bulk of the support of most hospitals. Until you
have such a statemént agreed to by your mahagers, financial support-
ers, board members, employees and all other constituents, you are

not ready to approach suggestions for change.

5. The planning gap. After the statement of purpose is drafted, the
next step is to determiné whether it coincideé with the reality. as
determined by a_review of your data base; the plans of other
hospitals in the community; community pérceptions; plans of health
élanning agencies;fdemoéraphic data; and anticipated changes. in the
practice of medicine. How closely it coincides determinés the
extent of your "planning gap". To help qlose £he gap we must

now assess our current organizational capabilities (present)



- 82 -

position) in light of the statement of purpose (desired position).

The strengths are assets and are building blocks for the future.

Your weaknesses, of course, are on the negative side. Both are

to be appreciated. To discover them there are two steps to be

taken in the strategic planning process:

1.

Ensure the committee members all have the Statement of

Purpose in front of them, for without the Statement, they
cannot tell the weaknesses and strengths.‘ For example, if
Statement declares that the hospital's role is to specialize
in day care surgery, and you have a large program for
geriatric day care, the program for the elderly will no£ be

a strength, even if it is medically and financially successful,
because it neither fits the Purpose, nor enhances it. What

you once thought of as a strength is in rea%ity one more thing
to be corrected or‘the Statement of Purpose should be changed.
The strengths and weakdessesvmust be explicitly ar£iculated
and written down. As stated in the example of the geriatric
day care program, if the Statement is in conflict with the
major strength of the hospital, eithér the strengthamusﬁbbe

abandoned by declaring it no longer consistent with the

~ hospital's purpose, goals and objectives or the Purpose must

be changed. With planning in place, the board and management
should be alert to the need for change long before outside
forces press for action. Under no circumstances should the

hospital try to live with the inconsistency.

Drucker (1977) stresses two traits that are necessary both

for an effective executive and for an effective organization:
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1. building on your strengths, and
2. concentrating on the few major areas in thch superior
performance will yield outstanding resulgs.

Thevimportance of this lesson in the hoépital field
will increase. If your hospital_is going'to stand out in the
crowd and position itself to provide the services fhat are most
appropriate, you first need to recognize your hospital's unique
strengths and to focus your planning efforts on building on them.
In conductihg its assessment of the level and the scope of |
services to provide, the hospital needs to consider sérvices
that are required to.sustain needs rather than services required
to deal with acute illnegs. This may well be a new approach to
health cére delivery for many small or rural hospitals. These
two steps make it obvious thaf realistic goals and objectives
cannot be established without knowing your current éapabilities.

The.review of strengths and weaknesses should be analyzed,
aloﬁg with the data base, in terms of constraints. The awareness
of constraints, both absolute and relative, in becoming increas-
ingly important in Aeveloping a meaningful proceés. Constraints
are placed in the sequence of planning because they help
establish parameters that must be observed or obstacles that
must.be overcome. Subsequent planning activities must ack-
nowledge the barriers or ground rules that the internal organ-
‘iZation or the environment imposes.

Constrainté should not dictate planning'activities,
but fhey provide a framework for idea germination. It is nec-

' essary to recognize the realities of the current health care

environment.
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At this point also the committee should review their
strengths and weaknesses in conjunction with any probiems or
issues thrat can be identified. The planning cémmittee should
develop a list of problems and issues the hospital faces and it
must address. The first step of course is to éollect and iaentify
the issues. This procedure should not be complex and should not
be overworked because there is often a redundancy in relation
to the identification of the hospital strengths and weaknesses.
However, this does discuss similar areas from a slightly diff-
erent angle and will.have the effect of narrowing the margin
of error and increase the probability that what ails the insti-
tution has been correctly identified. . Often the best procedure
is fcr each committee member to work independently on a list
.of p;bblems'and perhaps, using two lists of current problems
the hospital will face. It will become obvioué that many of
the problems listed can be grouped into clusters and basically
have one issue'underIYing many problems.

In attem?ting to deal with crises, and gain the oppor-~
tunity they provide, one muét look behind the crises at tﬁe
isgaues and problems. The difference between an issﬁe and a
problem is that the issue is the underlying cause of‘the problem.
It is the thing that will keep causing problems if it is not
corrected. An issue is a prcblem generator. Resolve it and
you get rid of manyfproblems. Often board and administration |
begin their planning efforts with solutions and then look for
problems to solve. This is probably a natural tendency for

finding and facing issues requires a lot of_demahding and
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time—consuming work. - In attempting to get to the bottom of

issues it helps to begin with some key §uestions:

1. How did things get.so far without someone recognizing the
issue and problem?

2. How is it possible for a situation like this to go on so
long?

3. What other problems and issues are in the organization that
we do not know about?

4, 1Is there a problem with comﬁunigation?

5. What problems and issues do we need to clear away?

There are a few peculiar things about issues. First,
upon investigation they are rarely thé same as you think tﬁey
werebat first.. Problems and issues are almost never what you.
were originally told. Secondly, issues are often fairly del-
icate and unspeékable; This is usually because.people do not
want to disparage associates and they feeitthat it is an act
of kindness to say nothing.- Third, most people in the hospital
do not see the whole picture as they work énly in a segment
and méy only see the small problems and nct the entire issue.
However difficult it is to dig through the problems to find
ﬁhe main.issue, it is the board aﬁdadmidstration's obligation

to show their willingness and abilify to tackle these issues.

Formulation of Goals and Objectives (Identifying, selecting

and designing alternative courses of action)
This stage deals with the specification of organizational goals

and designing the objectives by which they are to be achieved.
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Subsequent to the institution's identification of potential
neéds, demand, opportunities, etc., and the decision to pursue
a diréction, it is critical to examine the various options that
direction provides.

After the facts are Qathered by consultants, admini-
strafion and the planning committee, the next step is to dissect
and digest them. Careful analysis and study will disqlose
.trends, weaknésses, énd issues that should‘be add:essed by the
committée.

Organizations must continually evaluate.various courses
of action throughout the planning pfocéss but it'is here that a
dis;inct point is reached where major evaluations should occur.
Many future problems can be eliminated by rigorous review at
this time. This is the most critical pﬁase of the entire planning
process. At this point, the committee members have the knowledge -
.but not necessarily the courage - to put together an effective
plan. Thé economics of runniné a hospital may be forcing the
committee to think in terms of_déllars and cents as well as
quality of éare. Pet projects may have to be axed. Doctor
problems may be surfacing as cértain diregtions and decisions
become apparent. The committee may be facing the unsettling
diéqovery that the future cannot be predicted, only guesed at,
and that some probléms may not have apparent solution. The
time has come to face the music.

It is at this stage that we are required to project

the consequences of the various alternatives laid out in Stage 5.
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These‘courses_of action (alternatives) which are not consistent
and do not relate to other goals or to the overall mission, are
politically not viable or are unrealistic or not achievable, must
be discarded. The remaining ones are evaluated in terms of
priorities.

This stage narrows the alternatives and may in itself
forqe a single choicé. A truly effective.strategic plan should
facilitate the decision-making process to such.a degree that
decisions are not agbnized over but seem inevitable. This
selection stage entails the institution making a decision on a
course of action. It representsvthe "go~no-go" point in the
planning_process carrying the full weight of the governing body,
and,.presumably,vthe endorsement of the insfitution's manage-
ment and medical stéff.

~ While the importance of this stage appears obvious and
rational to.fhg éﬁlooker, it is one of the critical deficiencies
of many hospitals - the inability to make decisions. Selection
should mean that there will not be ;ny turning back or rehashing
of previous steps unless warranted by new developments. At this
point thereﬁwill bg an assigning of responsibilities and a time~
tablé for completion. What is needed at this point is a
committee chairman who is determined, with the backing of the
board chairman, to $See the project through to the end. Having
wrestled with the tough issues, the éommittee’now must focus on
puiling the ideas‘together into a strategic plan. Usually,
various‘pieces'of the plan are already written but must be

brought together into a cohesive document.
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 In reaching decisions, hospitals differ from most

other organizations because of the preponderance of pro-
fessionals who are inclined to relate on a cdlleagual basis »
and because of theAdiscretness of governance and management.
Professionals usually come to agreement by debating, view-
point sharing and‘consensus rather than by voting or by an
authoritarian approach. Consensus is essential ﬁo the
implementation of a strategic plan. It cannot be achieved
if one or fwo persons dominate thé planning process.

Although i£ is sometimes possible for one person to
influence the destiny of the hospital or organization, plan-
ning in most medical care settings usually involves many
persons representing diverse interests, who think and work
together, come to an agreement on what should bé done. The
succcess of the process rests.on highly motivated partici-
pants who communicate well with each other and who are comm-
itted to the goals'of the hospital. The process is often a
"give and take" situation that at many times may defy
logic and reason. The need to compromise does not necessarily
mean failure, nor does it necessarily defeat the purpose of.
the activity. .in this,respect, planning at the'héspital
level i; essentially a conSeﬁsué forming activity.-

This selecting of specific goals and objectives is a
mixture of what the committeg wéuld‘like to see.accémpiished
and what it believes can be achieved,'provided its forecasts

and assumptions materialize. Goals are an amalgamation of

~
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what the committee believes will enable the hospital to carry
out its mission (attain purpose) to satisfy specific community
needs (desired position).

Goals, under the definition used throughout this study,
are a situation or end to which the organization aspires.
While it is not an actual activity, it should be submitted
to the tests of:

- suitability to the principles (purpose)

- consistency or relevancy to community needs

- feasibility (can it be carried out)

- achievability (do we have the resources)

- specificity (is it detailed ehcugh to provide a basis
for action) |

- effectiveness (will it achieve our desired position)

- acceptability (to all constituents)

- cost implications.

Once goals are set, they must be raﬁked.' The task of
ranking one goal cver another is.primarily one of exercising
judgement. And, as stated, at this advaﬁced stage of planning,
education, and infcrmation, setting priorities is usually not
as difficult as it may first appear.

When designicc alternative goals (courses of action),

_several strategic planning techniques are available. One

such technique is "positioning" on a strategy grid, another
"segmenting". Positioning requires the organization to take

each one of its programs or activities and the "position" it
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.on a strategy grid as described below.

HIGH ‘

Demand for Services (LOW)

(A)

(B)

Your Organization's Strengths

(LOW)

()

(D)

Segmenting recognizes that the essence of strategy is

"differentiation". How can an organization make itself different

to help it gain an advantage over other organizations in the

same field? Various ways by which differentiation can be

realized include:
- by users
- by.geography '
- by age
- by delivery sysﬁem
- by programs

- by services,
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The second aspect of this phase is determining specific
objectives to achieve each of our goals which in turn, in
aggregate, represent our statement of principles. Setting

clear objectives is the essence of strategic planning.

Objectives refer to the goals with the implication that they

can be reached. Objectives specify and operationalize the
overall strategy and should have three inherent character-
istics:

- measurable

- a specified time for compietion

- the responsible person should be identified.

Examples of goals and objectives arevprovided in

Arpendix (16) and also in the Case Study.

Implementation (marketing the blan)

This stage is where definite resource allocation commitments
are made. Implementation may be easier than expected as
there has been an understandiné and commitment to the
hospital's objectives if all interesfs have been represented
during the planning process. - Thia is true because the plan-
ning has been done by a well-representative group from the
board, medical staff and administration; as many sides of
every issue have been considered; problems have been aired;
conclusions reached and decisions made. In addition,-there'

has been much contact with peoplé in the community and there
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shogld be a fair awarenesé that'plaﬁning was going on. Also,
noldoubt tﬁat some things have leaked out. However, the
rumors on the grapevine should have a high degree of accuracy
so there should not be any big surprises in the final recomm-
endations.

Periodic reporting of progress through committee
minutes and group briefing sessions is suggested so that rumors
are reduced and‘that the medical staff, especiaily, sees no
surprises in the final plan. The plan should be consistently
presented in such a way as to emphasize its goal of strength-
ening the Hospital and the committee's infention not to
detract from the préctice of any physician}

If we fail to markeﬁ or sell the plan internally to
doctors, the board, nurses, employees, and externally,
the process has been interesting and stimulating, but has no
payoff for action. It is the responsibility of tﬁe board to
markét or communicate your plan internally and to'get the
commitmeht of all those who must act to make Ehings happen.
Thé efforts taken to market your plan will not be all that
difficult for the techniques of strategic planning, as reviewed

- and outlined ip this study, are designed to produce a solid

plan and to generate commitment. We have seen from.the process
that step-by-step the plan has emérged and may weli mafket

itself when presented.
Therefore, the climate for action and change should be

good and the final sell or marketing should not be difficult.
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This is of course the way things should be, once in a while
they really happen that way. In order to improve the success
rate the committee should not overlook the value of a
marketing approach.

‘Many believe that marketing is not a function that
hospitals should practice. These who would believe this are
barring their organizations from a primary vehicle for improve-
ment. Marketing provides any type of organization - pdblic
or private; profit or nonprofit'— with the meaﬁs for securing
the answefs to the two questions which_determine effectiveness:
1. What is the need?

2. How can the need be better met?
The mérketing approach pursués the answers by following

a planning approach which includes a determination of:

1, Who is the client?

2. Where is the client loéated?

3. What does the client want and need?

4. How can the ofgénization aeliver what the client wants

and needs?

Planning and mafketing are closely re;ated; both
conceptually and operationally. Marketing is the design and
management of exchange relations with a hospitai's important
publics: patients, physicians, employees, other hospitals,
trustees, volunteérs, the public, regulatory or funding agencies,
etc. Marketing should result in relations with these publics

that are understood, predicted and influenced through identified
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exchanées of values. It employs the same basic capabilities
and processes. as planning. For fhe purbose of this study, it
is necessary to stress the importance of marketing.

No effort should be spared before, during and after
formulation of the plan in selling physicians on the plan's
merits. The medical staff has the power to destroy, by
negative comments or half-hearted sﬁpfort, any chances the
plan may heve‘for success.,

The board of trustees should be the easiest group to
sell, Although this group 6riginelly eommissioned the project,
the full board may not have been active in the planning process
and may nbt'be fully aware of the committee's efforts to date.
If the planning process has stirred up controversy, most
board members will have received phone messages froﬁ "concerned"
callers anxious about what the committee is planning for the
hospital.

To forestall potential problems, the board needs to
receive constant and ongoing feedback so that board members
feel part of the resultant plan and are eware ef the process
and the pfoblems encountered along the way. In thie way,
the full board will be viewed as approving of the pfocess and
will, in fact; be comfortable with its outcome. The plan
should be presented to the full beara for approval only after

‘proper spadework has been done.
Thevplan should be sold to the ministry of health with

the awareness that the ministry will look at its effect on all



_95 —

hospitals within the region. The plan should be flexible
enough to let ministry members contribute to it Qithout sub-
stantially affecting its direction.or intent. A plan that
dovetails with the minist;y's own plans is likély to be
readily acceptéd.

In adopting strétegies, a hospital's policymakers
must recognize that two‘major target market groups, potential
patients and admitting physicians, make the decisibns on
where they will seek the medical services that hospitals
offer. The hospital's offering of a hedical service does
not necessarily mean that the public is.aware that the
hospital offers the service nor that it will choose the
service when need arises,-

In considering the service area and';he populatioﬁ
you will be serving (marketing), the long-standing question
to»consider is the orientation towards this population.. The
mere fact we refer to pétient énd not customer or consumer
gives us an orientation that may not help our survival in
strategic planning. Once the plan is in place and we must
market the strategic plaﬁ, we are implying a customer, not
a patient., The term "éétient" and "sick role" ghat is in-
herent in the word "patient” is a study of its own., If is
sufficient in.the context thatwe are using here-to bring to
the reéder's attention thét‘"patient" implies "subordinate
and dependent".> The word "patient" has éonnotaﬁions that
are probably at the heart of much distress ana‘friétion that

exists between health care ptofessionals and the people who
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go to hospitals for help. It implies that the patient waits
patientlz until we can see them. "Patient" implies that if
they were as smart as professionals-they‘ﬁould also be_a doctor
or nurse or trustee. The patient is someone who looks to us
for help, the patientviS»usually seated orlying down when
talked to. It is usually considered that a patient is helped,
and when they are helped, they should be grateful, thank thé
professional, ahd act like a patient._

This perceived role of the patient, éombined with the
fact that most people who are employed by hospitals have a
social service iean, and théy desire to be out and above the
day-to-day grind of the business world, they merely want to help
others. This is often hard to reconcile with the patie;t-when
newspapers are packed with stories about nurses going on strike,
doctors becomiﬁg'militant and éonsidering unions, and room rates
going up 06 a regular basis. The notion that all who work in
the hospital only for the love of their fellow man no longer
has credibility in our society and the image of the hospital as
a place of charity just barely exists. |

In cdnsidering these few facts, it may become obvious
that the service population should be_treated more like customer
aithough we have said they will be the end user and the medical
staff the customer, Taking a "customer" orientation will
assist in strategic’planning aﬁd no matter how hard a time

hospital people have swallowing this fact, we are able to provide
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service to our community throﬁgh a commercial-like eﬁdeavour
and knowing what the needs of the community are. With this

orientation, it may be that when a patient leaves, it is the
staff and administration who say "thank you".

If the hospital does not know what its customers
(patients and medical staff) want and help them satisfy these
needs, the hospital could be in trouble. Hospitals that do
not take time out to learn what the needs are can probably
base their failures on notAunderstandihg.consumers. Marketing
in its broadest sense is esseﬁtial for hogpitals. It is necessary
for us to 1o§k at a form of market analysis and find out exactly
where and what our market is. Hospitals generally ignore all
the tried and frue marketihg techniques. With the éreat shifts
taking place in the population profile, we must consider thg
impact on the hospital further down the road. Effective
marketing can benefit a hospital in several waYs. It provides
better conspmé; understanding of ﬁow to properly gain access to
the éystem, where problems lie and what services are available.
Most people know the hospital is a service but.they_seldom-

know what the services provided are.

Evaiuate

The plan shbuld include a process for evaluating the goals and
objectives so that criteria.for success or failure are defined
before any programs are initiated. The plan also should include

a strong cost-containment program.
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The final stage of the process merely illustrates the
dynamic nature of the endéavour. Monitoring entails thé
continual review of significaﬁt changes in the varioué planning.
_profiles as well as a review of the prbgfess of various imple-
mentation activities. These bécome»the "key indicators" in
- measuring drgahizational performance and effectiveness.

We must know when things outlive their usefulness, or
when they never do live up fo tﬁeir promise; when that happeﬁs
we must abandom them. It is difficult énough to get something
new‘started; it is many times more difficult to turn it off.

Any phase of‘the'planning process may.need to be
repeated in order to adjust to changing circumstances. Strategic
vplans will have no‘iméact on the organization if they are not
kept under proper surveillance andbcontrol.

In Summary:

The plan is the key to your hospital's future. Once
the strategy or plan has been developed, it can be lost unless
we can prepare a meticulous plan of communication to market
the plan. Thevplan should indicate that action and changes will
show up in an improved care for more patients and more kinds of
problems at lower cost, and it is the obligation of the planning
committee to-set up measures to ensure that performance stand-
ards have been imprqved. This is aqhieved fhrough the following
process}

1. The need for planning, whatever the basis, must be recognized

and the decision made to start - now.
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The Committee is formed and the méndate is provided.

Start your planning by collecting and reviewing facts about
your hospital. Survival stafts with the facts of the present
situation'and historical information. Strengths and weaknesges
are analyzed. Probiem; and issues are identified. At this
point, solution should be the farthest thing from the comm-
ittee's mind. The objective of the planning committee is to
anticipate the future and to p;ovide action that will reduce
uncertainty. -Therefore, in digging out facts we will be
looking seriously for trends. This can be accomplished by
projecting the hospitai's étatistical data and a good basic
question to kick this off ig_“if we do nothing to modify our
behaviouf, if the social climate remains constant, if our
competitors stand still,‘and if no one comes up with a
medical breakthrough, this is what we can expect." (12)

This basic statement assumeé ybu are living in a change-

free environment and while it is worﬁhy of a basic statement,
you can now start changiﬁg some of the key elements around,
such as the social climate, competitofs, and technology,
along with trends in society and government.

Make a clear mission statement fqr tﬁe hpspital. The mission
stétement can_be viewed asvthe job description for your
hospital, only st;ted-in-commﬁnity terms, considering community
needs, the hospital's capabilities, and the financial ability

to serve.



~ 100 -

5. Alternative.action.courses for sgrvival are presented as
goals and objectives.
6. The chosen courses of action aré implemented.
7. The plan and the courses of action are monitored and evaluated.

The strategic plan that evolves from the planning process
should provide a framework for orderly long-range planning and
decision;making and should make it possible for probléms, issues,
and projects to be examined with a sense of perspective. The
planning process itself should be responsive to'input f;om other
hospital committees and interested parties.

Onde-you have drafted and implemented your strategic
plan, is that the end of your responsibilities as a board member,
administrator, or physician, with regard to planning? Not if we
aécept the definition of the strategic plan given by the
Stanfard Research Institute:

" The strategic plan is the long-term means which top
management uses to guide an orgaﬁization toward a
desired future positiqn."This plan determines tﬁe
nature and scope of gll 6ther pians and reaches
beyond them in tiﬁe. "

This would Suggest we need a étate of strategic thinking,
because the plan should never be frozen or the process considered
concluded. Effectivg strategié planning requires all organizations
to establish a dynémic plahning approach to cope with the rapid

state of change.
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In Conclusion, it is clear that strategic planning in
smail hospitals, despite its criticél importance, faces an
uphill struggle. The initial roadblock is the acceptance of
strategic plahning as a necessary govérhance and management
tool. This acceptance may be the critical factor in initiating
and implementing the strategic planning process,

The hospital with knowledgeable board members who are
enthusiastic about strategic planning has taken a giant step
towards the achievement of this most critical of organization

needs.
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ROLE OF THE CHIEF EXECUTIVE OFFICER

As a function of management, planning is interwoven with
the other management functions, such as organizing, staffing,
directing, and controlling. Planning then becomes the respons-
ibility of all managers at all levels of an organization, although

this responsibility will vary significantly among the different
levels.

Effective planning by the organization's managers cannot
exist wifhont the support and involvement of the chief execntiVe
officer (C.E.0.). This basic principle should be obvicus but often
is not. Management experts cite the role of planning in  the manage-
ment process but frequently db not articulate the role of the CEO
in planning. A management‘expert who does recognize the role of
the CEO in planning is Peter Drucker;vwho notes:

"Management has no choice but to anticipéte the future, to attempt

to mold it, and to balance short-range and long-range goals....

the task of thinking through the mission of the business, that is,

of asking, the gquestion 'What is our business and what should it be?'
This leads to.the setting of objectives,‘the development of strategies
and plans, and the making of today's decisions for temorrow's results.\
This clearly cen be done only by an organ of the business that can
see the entire business; that can make decisions that affect the
entire business; bhat can balance objectives and the needs of teday
against the needs ef tomorrow; and that can allocate resources of
men and meney to key results."'(13)

In short, the CEO‘manages management and is ultimately respon-

sible for the strategic planning and decision-making process. Often
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the responsibility is handled informally. People generally
believe thét Ehey do plan and are planning, even without a
formal process; perhaps the CEO believes the same. Nonethe-
less, the following matters fall within the purview of the
CEO's decision-making authority, whether or not he acknowledges
them: . (1) the maﬁner in which the organizatipn's strategy is
formulated (with or without a formal planning system) and (2)
the way in which opportunistic issues and threats are met.

The CEO has the primary responsibility for designing and
following a course that leads the organization in the form- |
ulation of strategies and strategic planning. The design must
also be created to suit his management style and needs. Unless
he is comfortable with the manner in which strategies are form-
ulated aﬁd strategic planning is done, he probably will not use
it as part of his decision—makiﬁg process. If may be best thaﬁ
the formulation of strategies be a‘component of a formulized
planning éystem, but this is difficult to achieve if the CEO
acts ihformally as a manager. The CEO sets the management tone
of the organizatioh; if he is informal, so is his approach to
planning, and éo is the way thét subordinate managers plan.

As stated, the manner in which strategy is formulated in
an organization depends on the management style of the CEO and
his aspiraﬁions for the érganization. CEOs should recognize
their personalllimitations an¢ regularly tap the -minds of others.
It is thén helpful ﬁo team different managers and their styleé

together, e.g. a detailed oriented, quantitative-oriented
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manager with a qualitative-oriented manager. (14) CEOs will
tend.to hire management personnel whose value system and philo-
sophies are similar to their own and those.of theif drganization.
People with the same value systems tend to react similarly to
situations.

The CEO's pérsonality, therefore, will be strongly refleéted
in the formulation of strategy. A futuristic, risk—faking, intui—
tive CEO wiil strongly inflﬁence thé strategic direction that the
organizétion takes. Although a CEO who tends to operateiintuitively
i(informally) is harder to accommodéte in a formal planning system,
the importance of é.CEO who successfully leads by‘"gut feelings"
cannot be ignored. Indeed} it can be.said, "Strategies or
objectives arrived at by judgement ('educated gut feel') are just
as valid (or more valid than)ithose arrived at by suitability,
feasibility, or acceptability Studies" - (15)

Other CEOs favor a team approach. This approach often is
more formal, with the CEO frequently meeting with key members
of the medical staff, board of directors, and administrative
staff to discuss strategic direction, setting:of‘long—term and
short-term goais, and evaluation of dpportunities and threats.
Such a "team pléyer" CEO can adapt better to a formalized planning
process, which usually is very_strﬁctured and systemétic. Often
a written pianning manual should bé used to guide managers in
their tfanslation of théIOrganization's strategies into aépro—
priate goals. - | |

Although intuitive and sys;ematic thinkers certainly differ,

their approaches can complement one another. Indeed, a formal
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planning system, by g;ving an drganization a more defined strategic
direction, can save time spent on putting out fires and, thereby,
help managers sharpen their infuitive skills. This fact often is
overlooked 5y CEOs who won't consider fofmalizing the planning
process. An informal manager can work in a formal modé. However,
a CEO rarely can conduct the planning process alone. (16)

AsSteiner has noted, "A CEO's duties are spread over a wide
range of substance and, even ceremony. The CEO must be a leader of
people; a skilled judge of human character, motivation and capability;
a business statesman in dealing with government and community leaders;
a thoughtful person who can look ahead and know how to get there; a
person of action who can make decisions; an architect of the company
managemeht system; an innovator; and a vigilant seeker of opportunitiés
who is willing to come to grips with and take risks." (17)

In many organizations including the very small, the CEO must
share planning tasks with.staff, consulténts, énd committees.
Nonetheless, it is important that the CEO ensure that the planning
system is designéd and managed in a way that is consistent withvhis
managemenf styie and intentions. He maintains the ultimate respon-

_sibility fér planhing, so that his function should operate as an
extension of his bffice. In 6ther words, he should retain
"ownership" of the process. (18)

"Without the Chief Executive Officer's support and commit-
ment to the hospital's planning and development program, the
function is futile." (19) The CEO need not be actively involved
in each step of the process, but, particularly in the introductory

stages of a new planning system, his deep commitment to the process
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must be communicated to the.manégers of the organization. Withoﬁt
this commitment, the formalized planning system probably is courting
disaster. Indeed,bif the CEO does not actively support the planning
system, the organization's managers are likely to meet it with
hostility and complaints. Therefore, the CEO must recognize the
potential probleﬁ of anti-planning biases and act as an educator
in.the start-up period by explaining the importance of the system.

A CEO plans, organiies, motivates, and controls his insti-
tution as its ptimafy manéger. Many CEOs fail to recognize that
they are involved in the piahning process even when they intuitively
decide or manage. Consequently, they frequently overlook their
responsibility to integrate this informal planning into a structure
to be used beneficially by ﬁhe entire organization. How to
formalize this process can only be determined after_the CEO
recognizes the need‘to do so.

Small organizations aré often characterized by having one
person who provides the power aqd direcfion - thé CEO. Because
of the lack of available manpower to conduct loné—range planning,
many administfators of small hospitals are finding that segments
of the planning procéss can Be assigned succeSéfully to the various
department heads. This approach nof only aids the administrator
in completiné the plan, but also comﬁits the depaftment heads to
the outcome of the planning. It aléé allows the CEO to utilize
all the talents in a hospital. The CEO must ensure Ehat the
different opinions are recognized, understood and améndéd by
properly interpreted facts before positions and judgements are

hardened. For in order to develop effective strategies, the CEO
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must have a high deg;ee of input and pafticipation from all
levels of management.

Help must be given department heads to develop management
skills and sﬁfficiént technical capability to allow them to
manage their specific dailyvinternal operations of the institution.
The CEO of a small hospital needs to be freed from these routine
opératioﬁal fesponsibilities so that he can engage in policy-.
making that will have long term consequence for the institution.
Often the administrator must decide how to staff the ndrsing dep-
artment, how to handle physician demands, whether to use outside
contractors to provide cleaning services and so on, ad infinitum.
In addition to these perpetual operationél problems, the admin-
istrator experiences fhe feeling that the world around him is
shifting dramatically and as a fesult,.the solutions of yester-
day are no longef‘adequate to ensure success in today;s fast-
chéning environment. Environmental change demands a change in the
CEO's priorities and'time allocation. More internal operating
decisions for the hospital must be delegated to others to allow
the administrator time to look ahead and stee# successfully
through the shifting winas and tides of changing circumstances.

A massive delegation of operating responsibilities by the CEO
is necessary to allow tiﬁe for strategic leadership.

A common major mistake is to give an employee both line
responsibility and also a planning function. A line job will
always consume more time, leaving little or no time for.planning;

When discussing the importance of delegation to free the

CEO and to involve department heads we must also touch briefly
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on the importance of-management decision-making. We can briefly

classify organization practices on three levels: authoritative,

consultative, and participative. It has been arqued that the

most effective are participative. Many writers have suggested that

the more an organization encompasses broad participation in

~decision-making, the higher the productivity and overall perform-

ance it will achieve. Such organizations have been shown to

display higher levels of motivation, better communication and

greater member co—operatidn. All of these are essential in

developing strategies.

It should be apparent that group decision-making involves

a greater amount of participation, but that such a method is

required only under certain circumstances. When we are dealing

with development of strategies, we find most of the conditions

where greater participation is necessary.

. 1 .

The objective quality of the décision cannot be readily

measuréd at the time the decision is made. 1In other words,

the decision réquires judgeﬁent rather than assembling facts.
Group acceptance and_underétanding of the problem and its
solution arenrequired.

Implementation of the decision réquirés acceptance by the

group members.

The quality of the decision is enhanced by the group interaction.
Professional development of the group’mehbers is important.

Group decision and participation is extremely useful in pblicy—

making, goal—éetting and strategy development since such

decisions cannot be readily verified when they are made but do

require acceptance and understanding if they are to be implemented.
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Participation is useful in situations of strategy where
diverse interests or pe;spectives are represented. For this reason,
decisioms involving vested interest of physicians, nurses, admini-
strators, board and community must be made jointly.

Usiné participative management or group decision—makihg, one
must pay attention to the different needs of the group members aﬁd
alternativés to the problem before the group decides on the best
solution. As department heads are given authority and responsibility
and és theyvdevelop, the semblancé of a sound management team will
begin to take éhape. It may not be ideal, but it should be an’
improvement and a promising start. Thevemphasis will have to be
on teamwork and co-operation. A goéa CEO should be prepared to
give more control to the functional line managers, allowing them
to extena themselves even at the risk of failing to perform.
Hospitals wishing to improve their positions in the health care
industry need to establish long-term programs to develop their
middle manageménf and senior personnel. By regarding the develop-
ment of superior human resources as an essential aspect of
strategic plans,.the'CEO should be able to attract very capable
peoﬁle. A group of loyal productive employees is an organization's
chief asset. Strategic planning will be ineffective in the long
run unless it is considered in close co-ordination with human
fesources planning.

Once fhe management team is in place the CEO is freed from
much of fhe day-to-day pressure and caﬁ concentrate on his major

role in strategic planning, that is, to keep the board informed
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of environmental changes and recomhend strategies that will

ensure the long-term viability of the hospital and.its continued
service té citizens in the area. This responsibility cannot be
delegated. The CEO must do it, but he must also have adequate
help. The department heads and staff provide him with the internal
information and assistance he can use in making operating decisions.
Similarly, the CEO needs someone to bring him intelligence on
external réalities and to help structure the strategic decision-
making process. This may be a specially assigned staff, board
members or members of the §trategic planning committee.

The CEO of avsmall organization is probébly the best"éerson
to nurture the community relationships. However, once the organ-
ization grows or becomes more active, a comhittee of the board may
be struck to assumeAresponsibilityvfor this function.

At the administrative level, the risks involved in strategic
planning are quite high. The risk is compounded by thé confusion
that is created by the "three—legéed stool" model of power in
hospitals. The balahcing of powef among trustees, medical stéffs,
and the CEO often promotes the absence:of a unified hospital. The
CEO,'as the chief stratégist, should also be the chief spokesman
and the single_foéal point of authority for hospital matters.

This is éo because of thevincreased complexity, unionization, and
regulations of modern health care. It has beeﬁ estimaﬁed that

the average CEO spendé between 60 - 70 percent of their time in
such activities as planning and review of externa; changes. - While

physicians function best on a one-to-one basis and only provide
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secondary allegiance to a hospital, they still have considerable
reservations about “handing everything over to the administrator."
At the present, the three legged stool is ﬁpt near collapse, but
the pressures of today are:making it extremely wobbly. To make

the triumvarate function better perhaps a type of leadership
comparable to that of iﬁduSt:y should be attempted. To accomplish
this it‘may be necessary for CEO to have membership on'the hospital
board and perhaps even on the>medical staff's executive. They
would also be on the board's nqminating committéé.

This level of risk, likely to be adjustable, sﬁould'be
determined joihtly, and shared, by the board and management. Often
the governing board sleeps thrdugh initial warnings of hospital
disaster only to promptly wake up and fire the CEO, The CEO is
being forced to be more of'a risk.taker just to carry out his
professﬁpnal'commitment té keep the hospital afloét (solvent) and
on course (pufpose). Boards have an obligation to support their
main risk féker and must be made to understand that the CEO is now
caught in the middle; between the external fdrces-insisting on
more cost containment and the internal forces from the medical and
ngsring staff; and are extremely vulnerable. Of,_if a board is
going to sign off a strategy, it is sharing its risks with the
CEO and must not turn on him as a scapegoat ét a later time only
for the reason that the plan was wrong. |

These risks are brought about by the'cqmplexity of the st;atf
egic planningvproces;. Tﬁe CEO must be prepared for a variety of

repercussions once he or she starts the planning process. Planning
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begins to make accountability much more evident. Once one begins
the planning process and things don't go as anticipated, people
begin to ask why. Once members of the board become.involved
in planning, they afe likely to want to be more involved in
policy decision-making and will require more justification for
activities that do not folloQ the agreed upon goals and objectiveé;
Prioritieé can éhange and the once favored departments might
need to share scarce resources with their previously less favored
peers. Once committed to planning, a CEO miéht find that he or
she must becdme much more competitive with a previously antagon-
isfic rival. In short, planning not only sets a course, but also
causes Qfganizational behaviour change in the instuitution. All:
.of this can probabiy'cause discomfort, at least initially. The
CEO must maihtain support.for plannihg, monitoring, and correcting
the process through all of these difficult changes.

Efféctive planning leads to actipn and action involves change.
At that point, it will again £fall upon the CEO to create a climate
that is feceptive to orderly but timely change. The days are gone
foreverbwhen‘ablong, leisurely.gestatidn period was acceptable.
Increasing government and competitive pressureg will often force
a faster response time and a higher degree of risk taking than would
have been necessary in the éast if the strategy is to succeed. Thosé
CEO's who have achieved excellence in their institutions;.whether
iﬁ service, quality or finéncial restraint, have done.so by
éoncentrating time, attention and reéources'on identifying and

solving their problems. Successful planning and execution of
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stratégies to meet the rapidly changing environment requires the
same level of commitment and focus from the CEO. While all chief
executive éfficers face realitites brought on by the decision to
put together a planning function, theylhave a tendency to undér—
estimate the amopﬁt of time and resources that are necessary for
developingban adequate plan. It has been said that as‘a broad,
general guideline, any hospital that has more than 75 beds needs
to have staff members who devote at least part of their time to
planniné; Any institution that has more than 200 beds should have
a full-time planner. o

As stated iﬁ the opening of this section, most CEOs are not
ready to set hp formal commitﬁees of the board to review strategy.
This may be appropriate for perhaps informal discussions of the
CEOs and directors to review alternative strategies should come
first. Such' sessions may stimulate CEOs to move faster than they
mightfotherWiée to conSide£_basic strategy questions; and should
assure them of their béard's support and willingness to take part
in periodic discussions leading eventually to conclusions. The |
astute executive, however, senses what is ready for discussion and
what is not. He knows the vaiue of a éihglé idea not thougt of
before. He is aware that the more he knows about the way his
managers and directors think abqut strategic prob}ems, the more
liekly he is to-arrive at a solution that is politically acceptable
as well as ecbnomiéally sound. Rather than inscrutably keeping his
peace, he has the oéportunity to open up £he process, to raise
questions, to encourage but not to force the facing of strategic

reality, and to lead a process of decision that can enlist the
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.

total strength of management and the support ahd detached insight
of the board,

Because of the fole and importance the position of CEO has
within a small-hospital, the board should carefully evaluate not
only the performance but also the personality. Such an evaluation
can be carried out using the H.A.A. of B.C. format (appendix #17).
Frequent checks must also be made: to ensure thatimanagement (CEO)
is ﬁout on the floor" and not seeking shelter soméwﬁere or
ignoring realities. The‘CEO should make daily patient rounds -
this serves to counteract‘the cémmon image of the administrator
as one who clﬁtches the financial statement like a security blanket
or too often aefers matters involving patient care_to the medical
staff or to the nursing service, What should a.boafd look for in
a CEO? Planning requires a blend of scientific analysis, human
judgement, and experience. In the words of Branch (1966), many of the
requisites of the ‘successful CEO and planner - flexibility, inclus-
iveness of thinking, deductive ability, intuitive perception,
sensitivity to human.considerations and capacity to learn - dépend
as much.on the emotional maturity as specific business experience
or profeésional training. Stuehler (1976) identifieé the three key roles
of the hospital planner - facilitator, co-ordinator, and catalyst.
Another role is also important - teaching. Writing, verbal and
other communication skills) conceptual ability, evaluation skills,
analytical skills, leadership‘in group process, and, if possible,

“training or exﬁerieh;e in planning all will help with these roles.
They should be a generalist, able to draw up priorities, weigh

the risks, and make quick decisions. They should also be prepared



- 115 -

to question everything and take nothing for granted, preferring
to go back to basics as much as possible. People's skills are
essénfial. They must also strive to be tough, consistent, and
above all, fair iﬁ making decisioﬁs, making judgements, and
arriving at decisions. They should be neither éver-confident
aboﬁt their chances of success qortoo optimistic. Rather, it is
often best to work from the negafive position, being inquisitive
and energetic and maintain a sense of balance about what is to
be accomplished.

Individﬁal directors and the CEO challenge each other,
and their relationships are strengthened by associations developed
in such situations as off-site discussions. They shduld explore
things informally as well as ﬁore seriously.

Thére must be careful selection of the CEO for rural areas.
They should be able to handle the greater visibility of éheir
personal lives and tﬁe inevitable judgements that will be made
about them by‘community members. Perhaps of great importance
is that the CEO shouldrhave a rgral background, familiar with
similér cultures, and be able to:maintain a low personal profile.
These factors should assist iﬁ encountering more acceptance and

co-operation.



- 116 -

THE ROLE OF THE BOARD OF DIRECTORS

As an introductory comment, I offer a quote from Dr. Gordon
Butes, founder of the Health League of Canada:
"No governmgnt, however intelligent or energetic or benevolent
can cover the whole area of social needs. Voluntary effort and
individual effort is more important than ever»because the tasks
of the state are so vast that without voluntary assistance, they
éannot be accomplished and after all is that not the true meaning
of democracy? Democrary means far more than merely that the.citizen
has the power, by his votes, to determine the personnel of his
governmént. It also means the citizen should have a change df
himéelf, actually assisting the work of public-administration, for
~ without that you do not realize'the.great idea of self government."”
.Implied ih this quote are some basic assumptions:
1.Trustees are imporﬁant to their hospitals. Many trustees don't
really beliéve it, but they are légally in power, legally respons-
ible andvaccopnfable. Trustees have big-time responsibilities
that cannot be delegated.
2.Trusteesvneed more information about thg health care process.
Trustees are generally knowledgeable about. their own business
affairs, butvfo; the most part théy do not know much about
the complex business of p;dviding health ca%e. It is é highly
regulated_and technologically advanced industry and t;ustees

need to know about law and about medicine and medical gadgetry.



- 117 -

3.The economics are tough. More and more often the government
tells the hospital‘what its costs are, no matter how the books
add up.

4.The economic consequences of decisions made in hospitals are
never "clean"; some of Ehe best decisions the hospital makes
lose money, but théy save lives. That's the problem; every
decision is é trade-off between that which is medically desirable
and that which is economically possible. The situation isn't
simple to begin with and it changes monthly, daily, and worse,
often retroactively.

5.Trustees are often part of the problem as they are not sufficiently
informed about the issues or the mechanics of health care but with
their.large vote, they contribute to the problem rather than the
solution. |

6.Trustees can be bigger contributors to ‘solutions because: doctors,.
nurses, administrafors, government planners, and educators are all
deeply enmeshed in their own corners of the health care field,
which is not only complex, but so big fhat ﬁo one person knows

' any more than a fragment. No one has'é bettg; chance to see it
all and to see it in perspective than informedAErustees. They
comé with their outside experience'and a detachment that is almost
impossible for insiders té achieve, To be part of the solution,
trustees need background and they need constant‘updating on the
changing ground rules. | |

A trustee is the one person in the hospital who is neither

SO narrowly trained nor so thoroughly embedded in the present system
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that they can't see the whole institution in the context of the
community it serves. They are ;he oﬂe generalist around, the one
person in the whole place who can ask questions without fear of
appearing dumb, the one person who ean demand that complex issues
be explained simply so they can understand - and thus everyone
else will understand better.

Health care trustees are always having their role and
responsibilities defined; outlined and described. One would think
they should be clear by now, bﬁt possibly the subject will élways
be of interest, since trustees by their very nature change on a
regulated and.f;irly short term basis. This is particularly true
at this time in B.C.'s history as the very nature and St:uctuie
of hospital boards is being carefﬁlly scrutiniéed by the Ministry
of Health, the professionals} and the public. It is therefore
important to keep redefining the role of the trﬁstee. There are
ag least three major areas of responsibility for a health care
trustee. One of these ié 6perating the institutional pfogram
for which the appointmént of trustee made. ‘A second major area
is assuring that the quality of care is adequéte within accept-
able current standards. A third major responsibility is the
Aassessment of health care requirements. This responsibility
involves the trusﬁee directly with a responsibility for planning.

Are hoépital boards involved in ihis planning aspect?
Ore research study into the board of directors of business corpor-~
ations posed this queétion: "It was found that boards of direétors
of most large and medium-sized companies ao not establish objectives,

strategies or policies, however they are defined. The study
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indicated that these foles were performed by company managements
and that presidents and outside directors generally agreed that only
maﬁagement should have these responsibilities. Typical outside
directors do not have time to determine an organization's
objectives, strategies and directions as these require considerable
study. At most; they can approve positons taken by management and
the approval is based on scanty facts and not time-consuming analysis."
(20)

This lack of policy and stragegy formulation by a board
of directors is prébably true in thg hospital seétor, although there
appears to be a lack of research on the topic. Many factdrs may
account for the small amount of litefature on goverﬁing boards and
~their role in strategic planniné. These groups are not easily
accessible for indepth énalysis and often the minutes of meetings
rarely.reflect the deliberation process.

Whether the planning role is carried‘out or not, it
remains. This role requires that the board relate the organization,
its resources, and programslto relevant.external components and is
the most important function of all gbverning boards of trustees.

A clue to this planning aspect is found in the words ﬁhemselves.
"Governing" clearly impliés that the board is the top of the
internal mahagement hierarchy. i; is therefore ultimately
responsible for all progrémé.and activitiés of the hospital.
While thé daily operational decisions are delegated éo subord-
inates through a chain of command} the‘board is where "the buck

stops". But there is another part of the title, "trustees, which

has several legal and moral implications. The thrust of these is
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is that the board has a community to serve and relate to. This is
‘where éhe héspital—community, organiZational—envirohmentai theory
‘becomes a reality.

This bouﬁdary—spanning role between the organization and
its environment has prompted some theorists to examine this process.
Sevéral authorsvhave.defined boundary management as the concern of
trustees in defining the desired staﬁe of environmental relations.
For any organizational unit to fulfill this role, information from
and about the'environment is needed. Since governing bdards are
étructured most often into committees fo; task accomplishment, these
work groups become an integral part of the bounaary management

_ process., |

While the ultimate purpose of a board is to make policy
and program decisions, a key prior step is the planning process
through which ﬁhis decision—making body recognizes the need to
make those selections. This awareness»issue is a_mandatory step.
Early problem recognition is betier than late problem recognition.
If an organization can learn of a probiem before it becomes a
criéis, then there is lead time for decision—ﬁaking and coping
strategies. Fire-fighting on a continual basis is almost anti-
thetical to planning.

If the governing board is seen as_the major organ-—
izational link to the external environment,.then it should be
anticipating and staying abreast of trénds as they develop, not’
after they have already had an impact on the hospital. This

reinforces much of the current criticism leveled against health
care boards. This study confirms much of this relatively

-
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reactive posture.

The histo?ical growth and change in the hospital and
its governing board provides one logical ekplanation for this
posture.. The past can be characterized by a gradual, yet rather
consistent,erosion'of governing board power in the daily admin-
istration of the hospiéal. Once based on financial concerns,
governing board COntriﬁutions have been replaced by insurance
funds, government monies, and other sources of revenue. This
past history has also witnessed a shifting of power to a more
professional administrative structure, and a more involved énd
concerned ﬁediéal staff. The future will, according to many, be
nofeworthy in a more equal division of power and influence between
these three parties. Oﬁe role that emerges for a board is to
. consciously not become overly involved in the routine of hospital
functioning to the éoint that it detracts from policy-making.

The hospital has evolved over the years from a place
where the homeless came to die to an inétitution of quality.

The question is, how will the hospital be regarded in the future?
The central part of the answer lies in the ability to reach
predetermined goals and objectives because; "Inférmation’must
permeate the organizatiqn's boundaries before a'decisioh‘can be
made." ‘21)

The adaptability of hospitals is an impottant issue
for contemporary health institutions._ In an era of rising‘costs,.
public concern about &he qﬁality of care and govefnmental ana;ygis
of medical care, as well as the ability of thé hospital to regulate

and guide itself, is important. If the hospital is not guided by
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its top trustees, then the potential exists for other to step in
and assume these responsibilities. Literature.séems to indicate
that:
- thé seeking and use of environment data by governing boa;ds is
positively related to problem recognition at an early stage. .
|- thé ration of externally to internally focused committees of
ﬁhe board is positively related (a) to the use of external data
in recognizing problems,vand (b) to problem recognifion at aﬁ
early stage.
- the occurrence of major, non-routine events in organizatioﬁ is
positively related to early problem recognition.
To fulfill these reéponsibilities therévmust be a fuller
engagement of the board of directors in design and execution of a
hospitai's étrategic plan. Effective board participation in strategic
processes can make an important long term difference in a hospital's
-performance and contfibute to the longevity and pride in achievement
:Qf the administratqrs. When the.board chairman opens the door to
disgussion of strategy, the other directors begin to participate.
There are several unresolved problems which delay this participation
and the board becoming productive in strateéy formulation and
implementing. Thése are:
1.‘It is not the boérd's function to formulate but to review .and
‘to monitor the process that produces it.
2., What is meaﬁt by stratégy and_how clearly it is set forth are
not generally understood. |
3. The hospital administrators are used to thinking that the board's

principle function is to select, support and replace them and will
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approach enlargement of the board's strategic role with much
hesitation and little e#perience.-

4, Directors are very busy and are not usually well-informed about
the stratégic recomméndatiOns they may be asked to evaluate and
approve.

5. Central decisions that will determine the hospital's nature and
performance ten and twenty years into the future are laden with
risk, uncertainty and contention.

We do not have to look far to find out why. Many a C.E.O.,
rejecting the practicality of conscious stratégy, preside over qnstated,
inéremental, or intuitive strategies that-have never been articulated
or analyzed and therefore could not be deliberated by the board.
Others do not.believe their outside diréctors know enough or haQe
time enough to do more than assént to strategic recommendatiqns.
Still other may keep discussions of strategyAwithin management to
prevent board transgression onto management turf aﬁd consequent
reduction of executives' power to shape, by themselves, the future
of their hospitals.

The foregoing leads to three observations. First, many
trustees do not participate in strategic decisions because they
find it difficult to infuse their values into the st;étegic process.
Second, the neufralization.of their values tend to reinforce the
executive director's value system.. Third, the time.factér militates
againstrinvolvement. Trusﬁees are not always willing to spend the
necessary time to do the necessary homework. These trustees, because
of their busy schedules, must rely on the executive director for a

flow of information, definition of their role‘and,_frequently



- 124 -

evaluation of the organization's achievement of its goals. Thus,

the major role of any trustee (this is policy formulation) is usually
lost 6r forgotten. The result is that the formulation Qf goals and
policies is then automatically relegated to the executive director,
and therefore he or she practically has the power of the C.E.O. and
the board all in one. Moreover, conflict between executive directors
and trustees is all too common in hospitals, especially iﬁ middle-
sized and small hospitals (where differences may become personal).

Even if strateéy were not such a sensitive topic, invoking
latent tension between C.E.O. and independeht directors, it would
require more time and sophistication than chairmen or outside
- directors, however willing, could easily summon éo the task. At
best, original contributions by outside directors'is limited and
infrequent. Nonetheless, the forces shaéing hospital governance,
including restlessness among independent directors, are pressing
boards toward greater participation in détermining thé future
direction and character of their organizations.

Administrators, staff and mediéal stéff should not
take the approach of wondering whether they are expecting more
of the directors than most can provide in terﬁs of time and
talent.. There is usually ample of both.

All in all, tbe strategic management void created by an
unwieldy and ever:ichanging boa;d is compounded by executive directors
whose job survival requires satisfying t:ustees'within a limited
term. The administraﬁors'must recognize that they depend more than

only obliquely on their boards of directors for guidance on hospital
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strategy. The board must also determine if their adﬁinistrator is
a strategic thinker. If he is, they must be aware of the fact that
he will seldom be inhibited_by anyone; but will work closely with
" his other top.managers, the board of directdrs, outside professional
‘planhers, or the government.

Combined with the above stated problems,'one of the
greatest hindrances to strategic planning at the board level aﬁd
the administration is the protéction of the future aéainst the
overwhelming pressures of the presenf. These pressures are
often easy fb specify as essential but bringing about the trade-
off and\éurviving requires judgement on the part of the board and
administration. Often, no one can describe the judgement applied
to future/present trade-offs but strategic thinkers know it when
théy see it. Similarly, the board of trustees also needs to reflect
a corpqrate board style. This approach will assist trustees as
reorgazization will probably involve greater emphasis on
poliéy formation, evaluation, and accountability; development of less
casual attitudes on the board and its committees; more openness;
and a variety of steps to‘ensure that deliberation and decisions of
the board provide an appropriate balance of provider and consumef
interest." The board and its committees no longer can afford to gpend
time reviewing daily internal activities of the hospital. Instead,
the board must take a far more global perspective, plotting the
hospital's role with the intent to ensure the hospital's future

viability.
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THE ROLE OF PHYSICIANS

As stated, planning deals‘with the future and is

somewhat unprédictéble. One of the elements of the unpredic-

ability hospitals have to wrestle with is how strategic planning

affects ahd will be affected by the practice of‘medicine. I can
say without contradiction; that a major issue in hospital strat-
eéy formulation is.the role of the medical staff, a group which
seldom partigipates formally in the institution's management
decisions. The followingvare some explanations for the absénce

of the medical staff.éarticipatién:.

- physicians are usually viewed as resistant to change

- physicians have limited time to get involved

.~ physicians are fearful pf.becoming involved in decision-
making because they will be held more accountable for the
results

- the medical.staff, even in a small hoépital, is usually a
large and diverse group; It is diﬁficult to have wide
participation and representatives do nd necessarily speak
for or represent a broad cross-section ofvthe staff.

- administrators are fearful that if physiciéns are formally
involved in decisions, they will relinquish some of their
power | |

- there ié an inherent mistrust among administrators, physicians,
and nurse which creates barriers to joint efforts. Whethér or
nbt these reasons are valid or accurate, there are‘significant

differences between the medical staff and the administrative/
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board component of the hogpital, differencés which present
real barriers to participation. For example, the power and
authority of thé mediéal staff are based on expertise. For
the administrators, the power is often designed by the
organization. Further, physicians are orientated to the
professional specialties and patients rather than to the
hospital. for their sources of career rewards. Administrators,
on the other hand, are orientated to the hospital for their
career reward and advancement. In addition, relationships
among physicians are more likely to be colleagual and
informal. For administrators, ;elationships are more formal
and based upon the str@ctufe of the ofganization. Physicians'
goals are treatment-centred, administrators' goals focus on
organization maintenance and efficiency. Finally, the work-
flow of physicians is intensive - it incorporates a variety
of skills necessary toAtfeat an individual patient. In
contrast, the workflow of administration is diffuse with
‘disparate values, goals, resources and strategies.
Even wifh the most affable of ﬁedical staffs the potential
for conflict Qith the board énd administration is strong. A
beneficial aspect of this is that such conflict may be necessary,
organizationally healthy, and socially useful. | |
It seems likely thét ali these reactions, and probably
others as yet unforeseen; will continue to be»encouﬁtered as time
goes on,’varfing from place‘té place and in some cases, from

doctor to doctor. 1In attempting to bridge some of these existing
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differences, a number of hospitals of medium and iarge size have
established a position of medical director. However, this may

not be sufficient to overcome barriers of participation, generally
because the medical director is often seen either on one side or
the other. The above stated reactions and differences such as
training and outlook, are basically those of turf, economics, and
vested interests and are therefore negotiable.

However far hospitals are forced to stray from their
accustomed past due to restraint and competition, it is likely
the hospital will remain essentially a place where doctors work.
It must be remembered that a lot of physieians have a hard time
in the practice of medicine, excluding the pressure of making it
financially. The reason has to be that above everything else,
physicians value the professional freedom to make their own
decisions about their own patients and their own practice. Some
of this freedom has already Vanished into the hospital where
collective decisions are made about technology, utilization and
money, and that makes the freedom that remains the more to be
cherished and the more reluctantl? to be surrendered.

" The board and administration must realize that the
physician must be able ro satisfy their pre-eminent loyalty to
their profession by taking leadership in their area of medical
expertise and knowledge._‘The board and administration must view
their role as the vehicle‘through which physicians relate this
knowledge and expertise to the performance and results of the

organization.
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It must also be iemembered that the practice of medicine
is a bond between two persons, both of whom bring and ﬁake away
fee'ings as'well as information. Inevitably, the patient-physician
bond is stretched and strained by the unavoidable technological and
economic complexities of government regulations ahd hospital manage-
ment, and it will be further stretched and strained in an era of
restraint.

In addition to professional freedom aﬁd patient care
responsibilities, phygicians have an implied right to influence
hospital management in its'performance of that care. Physicians
seek a role in management to fulfill their obligations to their

- patients, to meet their personal legal liability, to have control

. of the use of their time, and to retain control over technology.

The physiciah seeks access to.management for a feeling of influence
over their déstiny.

- Based on their professional position, patient care
fesponsibilities, and "implied rights", the physician is the
principal mediumvthrough which fhe resources of the hospital are
made available éo the patients and as such are an effective
strategic weapon. Physicians play three important advocacy roles:

1. on behalf of their patients

2. on behalf of good medical practice

3. on behalf of the community in defining and meeting
the health care needs.

To ensure éhysician's co~-operation and loyalty, the

hospital needs to ensure the presence of those things that move
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the physician speedily énd effectively through the hospital.

Since hospitals do not directly charge physicians who use hospital
services, it is easy for hospitals to overlook and neglect paying.
attention to the "price" of services that physicians offer to
hospitals. Physicians' basic commodity is their professional time,
so a hospital's particiaption requirements, such as committee work,
as a function of medical staff membership, are a direct cost of
business for physicians. A hospital must determine how it can
minim;zé this cost for physicians. ‘Perhaps it can in terms of the
time required, of convenience affOrded to the physicians, or of
public_or other recognition for efforts made in participation.

Such things as parking priviieges,;convenient dictating
facilities, and well—scheduled operating rdom times are critical.
Accessibility, evidence of follow—throﬁgh and feed-back, and a
clear indication of receptiveness to physician inpﬁt are musts to
ensure the reciprocal obligations of maintenanée of clinical
competence, the assurance of appfopriate commﬁﬁications, and the
meeting of hospital "citizenship".‘

Physicians name nursing as the number one service that
théy expect hospitals to provide. The diffiéulty of structuring
this service to meet physicins' needs is cohplicated by the
differences between physicians' and nurses' perceptions of hurSing;

Another way is to give careful consideration to its
activities that might be perceived by its medical staff as engaging
in direct competition with their private practice of medicine.

Traditional hospital outpatient clinics generally are

not perceived as being in direct competition with medical staff
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members. However, if a hospital engages in primary care, it is
going to be perceived as being éngaged in diroct competition with
its own staff members. Diagnostic and treatment services const-
itute a potential area for conflict between a hospital and its
medical staff members. Relati?ely feﬁ physiciansvin private
practice are going to invest in high technology and capital-
intensive services, such as C.T. Scanners, in their private

office settings. However, éome physicians, barticularly those

in group practices, are investing in an increasing array of
"diagnostic and treatmen£ services of ﬁedium 6apital intensity as
allowed by regulations on private laboratories. In what ways can
‘fhe hospital, with its heavy investment in these services; make

it attractive for the phyéiéians to continue to buy them from the
hospital rather than to build them into their practices? Inpatient
caré may seem to be an unlikely area for competition between the
private practitioners and the hospitalf However, private préct—
itioners might see the grbwth in numbers and variety of specialists
who have privileges with thé_hospital’as direct competition between
- office-based medical practice and hospital care. Fifteen years ago,
a hospital may have had relationships with anaesthesiologists,
radiologists, and.pathélogists. Now, it may have such arrangements
with not only more of these specialists, but also with emergency
department physicians; cardiologists; pulmonary disease specialists;
specialisté in nuclea; medicine and rehabilitation. This array of
specialists may account, in part, for the decreasing number of
hours that office-based physicians report they are practicing in
hospitals. (22) |

Physicians will be more or less satisfied with the
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hospital depending on the satisfaction of their patients, their own
assessment of the hospital environment, how easy they are able to
associate with the hospital, and their comfort with administration's
management style.

Because of their treatment skills and knowledge, physicians
will retéin a paramount position in the piovision of health services
for at‘least the next 10 years., PhysiciansAdetermine who will
receive health services; when, how and where treatment will be
provided; and what kind of treatment will be provided. They are
the primary "customers" of health services, whereas patients are
the "end" users; Tﬁus, physicians' judgements will_determine
resource allocations in vertically inteérated health care systems.
In fact, no health care organization can prosper unless it has
recognized that, although its managers make pronouncements, its
physicians make the ultimate decisions as part of their professional
commi tment.

| It goes without saying that the medical staff should
>be carefuliy prepared regarding_the planning pfocess. The C.E.O.
shoula use their managerial skills to see that the appropriate
staff member is selected as the medical staff repfesentative
on the planning team. This physician must-have the respect of her
or his peers and be willing and objective enough to fully partic-
ipate in the planning process. To help make this participation
possible, some consideration could be given to paying\thé physician
for staff time contributed to the planniﬁg process. Make no |
mistake, the medical staff will be a powerful force either in

vhindering or helping the hospital's planning process.
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There has never been a greater need for co-operation
between'hospitals and medical staff. Doctors need hospitals and
hospitals néed doctors. This has been true for a considerable
time, and will be true into the future. The relationship
between the hospital and its medical staff is a symbiohic one;
if the hospi£a1 is to survive.and prosper, so must its medical
staff. Hospitals in today's troubled environment can no longer
take their.medical staff for granted and must do everything
possibie'to improve their sometimes tense relationship with thém.
Adversaty relationships will only weaken the organization and leave
it unable t6'¢onfrqnt the pfoblems and issues facing it. At this
point; there wiil be no»winners between board, administration and
medical stéff aiSputes. If thé_delivery of health aé we now know
it is to be éreserved, physicians, trustees and administrators
must work together more efféctively and put aside any differences.
The organized medical staff is the most vitél mechanism in the
hospitalr existing.as a.source'for self—govérnancg and a means
of cqmmunication. It is only through a strong, organized, and
interested staff that effective communication and action can take
place.

One prediction seems safe: any change will be intro-
duced more,sudcessfully where the strategic plan had investigated
and judged the response of the physicians and had most carefully

prepared for it.
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ROLE OF THE CONSULTANT

At times it may be necessary to enlist the aid of a con-
sulting firm in order to assist with strategic planning, either
at the starting point or at some later date. When to bring in
a consulting firm depends on the availability of skilled staff,‘
and the peculiarities of the institution's own problems and planning
process. In this section, I will aésume that the use of a consult-
ant is indicated and that a hospital planned and budgéted for this

assistance with its strategic planning.

In selecting a consulting firm, éeveral observations are
relevént: |

- what is the firm's reputation?

- whom has it worked for and how well has the clienf done?

- are fhey known and recognized by your provincial health assoc-
iation and the Ministry of Heélth's consultants assigned to
your hospitai?

'—- who are their staff members to be assigned to your project?

- how well does the firm's personality mgtch with your inst-
itution's personalit&?

- are the consultants willing to teach and develop ?our staff
and institution to further your own sophisticatién and cap-

ability in planning?

Hospitals should interview more than one consulting firm. There"
is a lot of consulting talent available so make sure your dollars

buy- the best for your institution.
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An asbect to remember in enlisting the aid of a consultant
is:that you may want tg consider it an ongoing arrangement. When
aAconsultant is given the opportunity to work with a hospital over
a period of, time, their value increases. To give a consultant only
a few weeks to produce . written plans is to force them to spend time
on dgcumentation rather than analyzing, informing, assisting and
challenging. A consultant needs ample time to help the hospital
face reality.

The first task.of the consultant is always to assess in-
place management. A quick but thgrough anal&sis of key personnel
is essential to gaining'an opinion of their individual capabilities.
All fungtional areaslshould be reviewed for weaknessess and
stfengths. Tne problems as people viewbthem should be identified
and rated according to their seriousness.

The purpose of the consultant's role is to provide assist-
-ance in reaching the consensus that is necessary for the hospital's
strategiq planning. wThere are some general iules that should apply
when‘a consultant is involved. lIt is impoftant that whatever is
done, there is visibility and a consultént must establish themselves
quickly. Most planning is only accomplished from a base of sound
information which, if not available, must be sought out. The
consultanﬁ should be asking hundreds gf questions of the administr-
ation, board and the community. |

In summary, consultants can play many legitimate roles,
but a hospital should be cautious about nsing a consultant to
design and install avplanning system and tg prepare plans. Generally,
this approach will—neithef assist the hospital's management process

nor develop a sense of commitment to and ownership of the plans.
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Consultants should be used as sounding vboards but they should

not do your planning for you. Once the plan emerges,'it must be
the committee's or the board'é. It must bé_viewed as an original,
. authored by your hospital and believed in by your staff and

community.
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THE ROLE OF POLITICS

" Question of Decentralized VS Centralized"

An important generality that probably has not yet been fully
grasped is that health care is no longer just the art of healing tﬁe
sick or preventing the well from getting ill.. To provide health
care effectively now requires a hospital to appreciate that it is
deeply enmeshed in politics. It is no longer possible for a hospital
to provide good health care without having good relationships with
various gdvernment departmehts and politicians.

Funding and regulatory agency staff often are as confused
and concerned as'hospitals arg about how to best resolve planning
dilemmas. You will be most successful in hospital planning if you
reqognizé that this situation is an opportunity and if you attempt
to create an environment for receptivity to your ideas and to offer
good, alternative ideas. Creating an environment for receptivity

-includes being perceived as a respected resource by the agencies
aﬁdAbeing politically adept. Board and management must have the
cépacity, résponsibility, énd authority tq be 'able to approach
 the government on any problem or issue. However, it‘is desired

by government health officials to meet with orgénizations repres-
enting a number éf hospitals rather than with ihdividual héspitals,
therefore.the board has a responsibility- for developing good working
relationsﬁips apd information flows with its association. We

must remember that government officials are in need of good, solid,
factual material éﬁd ideas abou£ how to deal with problems. They
are totally ﬁnihterested in any type éf special pleading approach

that is not associated with a solution to a problem.
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Students and.practitioners of management who have closely
analyzed the relationship of hospitals to government afgue that
one of the greatest problems that management exhibits in its
dealings with government is that it does not have any strategy at
ali. Too often hospitals cannot decide whether or not to respond
 to government initiative and often by the time théy decide they
should do something, it is too laté to be effective.

A word of caution is that thé central gbvernment will do
,everything we hesitate to do. Because.Canadian hpspitals operate
in a government /taxpayer fﬁnded environment, they can either‘
influence government or wait for governmen£ to influence thém.

It is essential that hospital‘people learn to p;an well before
the government planners get the message Secause.someone has to
fill any vacuum in planning.

" While it is essential thét strong political ties be develop-
ed and maintained, it is critical that strategic planning be
beyond the political tides. Strategic planning must remain with
the individual hospital or regional hospital district rather than
becohing a centralized funcfion at the provincial health ievel.

If strategic p;anhing #nd planning iﬁ geheral are implemented
at a'provincial level, they mayvnot be able to compensate for the
diverse loéal and community:needs. A uniformly structured program
may not be sensitive to the needs and focus of individual communities.

Simply put, should the hospital board and regional hospital
districts with their understanding of local conditibns have thé

power to make decisions for their hospital and community, or should
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the government‘with'its provincial pefspeétive; be allowed to impose
decisions on the hospital and district?

At this time of restraint and changing health needs, some
local communities have become sensitive to the importance of health
planning. The importance of a strong voluntary planning process
linked with 1ocalvdecision—making structures has increased because
of the potential for an alterqati&é that is a highly regg}ated
planning system. The sensitivitybisvtha; no planning structure,
no‘matter how adequately funded or empowered through statutory
or other means,kcan.stimulate a cbst-effective allocation of healfh
resources unless it is accepted by the local community and unless
it can support the planning process of individual hospitals.

Strategic planning for a small community hospital can be
designed to help cérrect tﬁe deficiencies in current health planning
and to reduce the need for centralized planning.. The local nature
of plénning should be stressed through the recognition that any
local health planning mechanism mus£ be dgsigned'by and at least
partially funded by‘the community it seryes. The 1éaders and
decision-makers of the particular éqmmqnit? should be ihvolved'in
deciding what type of health planning mechanism, if any, will exist
in their community. A community's planning mechanism and authority
should be. based oﬁ its éffectiveness in responding to the cqmmunity
and on the credibi;ity of its leadershib. To be effective, .the
community—bésed plénﬁing mechanism must be integrated with the
existing sdcioeéonomic and political structures of the commgnity
.and perceived as acceptable by the community’s leadefs and decision-

makers. The regional hospital districts are an existing and nearly
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ideal mechanism to usé. What is needed to comélete the process

it the enlistment of the "non-institutional” groups or the
community-based services such as public health, mental health, long
term éare, homemaker, etc.

Hospitals must be able towork with tﬁe community-based
planning mechanism to achieve cost—effective allocation of resources.
The commitment by the provincial government shéuld be to the over-
riding principle that community—bésed planning and other mechani sms
should stimulate and support the individual’hospital's strategic
planning efforts to meet quéiity, access, and productivity object-b
ives on a community or regional basis. Accepting this placgs a
gfeat deal.of_responsibility on the individual facility to effect-
ively plan and co-~ordinate plans with.other health care providers
ip‘the community.

This need to co-ordinate and co-operate is a common sense
point, but oneto which adherence is the exception rather than the
rule. Obviously, unity ambng hosﬁitals on all issues is impractical
and is probably not beneficial. However, to the extent that hospitals
recognize how they often weaken their position when they publicly
_disagree with one another, more agreement in more circumstahces
is iikely to occur. There are many imporgant reasons for hospitals
to strive for maximum unity, particularly in pubiic areas and on
regulatory issues. 1In some‘cases, public disagreements allow reg-
ulators to play one hospital off against another in order to achieve
their objectives without having to be accountable or having to
build a sufficient case to justify their objectives. The overall

positions of the hospital industry is weakened because the'regulators
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discount futu;e position ‘statements on behalf of the.industry. It

is important for hospitals to be united as mﬁch as possible because,

particularly in joint planning, unity can minimize external reg-

ulation. The question of when unity among hospitals is possible is

much more difficult to answer than the quesfion of why unity is

important. Some issues are so inconsequential that hospitals are

not going to reach agreement with their méjor competitors under

" any circumstances. The starting point for increasing unity is to

identify argas in which it is more possible and tﬁen to promote

those areas. The following criteria are a starting point for

determining issues that lend themselves to a unified public

posture by ‘hospitals. 1In other words, the potential for unity

increases as:: |

- the'impact of the issue is more long term

- it is not clear specifically which institutions will be affected
and in what exact way

- it appears that.the impact will be arbitrary so that all hospitals
have relatively equal chances of being affected

- the issue is "less tangible". For examélé, hospitals more
likely will sﬁpport bottom-up planning than a particular bed
number developed by their ministry of health

- efforts Are proactive.attempts to build ne& ideas into the
systém_tather than strictly reactive responses.to current
threats

- the issue'pﬂteatens the financial viability of health cére

institutions in general.
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It ié also felt that planning and fegulatory processes should
be formally separate. Thus, if the provincial government is providing
the regulation and funding, they should not be inyolved in the
planning.

The desire to create effective relationships with governmeqts
must not preclude the fact that there are times when hoépitals must
abandon the more gentlemanly, reasonable tactics and turn politic-
ally aggressive; aggressive enough to gain public support and force
the government to béck down on closures‘or budget restrictions. It
méy be the time that hospitéls leérn the lesson that if théy expect
to win any concessions from the political arena, they are going to
have to play the gamerby the politicai rules. Hospitals may have to
present their side of the'problem to the public because the public,
or more accurately, the voter, is the fin;l‘judge. If the.polit-
ician believes the qulic does not approve his actions, hé should
review history, |

When nationai héalth care camé in, it was an election vote
getter, but there is aﬁothér éide to this pélitical coin that can
lose votes. 1If hospitals close beds, and the public is .unduly
disturbed, it means a loss of votes. Wh& this isn't obvious to
hospitals and why they don't take advantage of this situation is
" quite simple. Most hospitals are under increasing budget pressure
and are interested in only one thing:- sufviVal. They have their
own internal polifical ﬁroblems'without takihg on the government,
and they usually react as individuals réther than as a group

through their association.
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Whatever political stance is taken,.it must be remembered that
when deveioping stra;egies to meet social, political and economic
policies set by the senior governmenf, the guiding principle must
always be, if at all possible, to keep the goals. of the hospital
in reasonable éongruence with the goals of society.

In summary, the primary loyalty of any community-based planning
" mechanism must be to the community at large énd not to any one
facility or special interest group. Even in an era of restraint,
liﬁiﬁed resources, and sometimes increa;ed competition, the comm—
unity has .an interest in the outcome of healthvservices and that
interest revolves around what héppens to all‘of the people in the
community, and the héalth care system's role in the community's
economic and politicai structure.

It must remain clear in the trustees' eyes that their respons-
ibility is to seé that the pﬁrpose and the motivating force of the

: 3
hospital are and remain the improved health and well-being of the
ﬁublic and that all of their goals and ijecti&es associated with
the hospitél are subordinate to that purpose. When this occufs,
the rest of the hospital will understand that £he trustees must be
able to function as‘public reéresentatives and must put the
hsopital's mission, that being better public health, ahead of its

own survival.
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INVISIBLE FACTORS

Inherent in every planning decision is an element of
choice. Managers reélize that tﬁere usually are many options open
to an organization for dealing with change and that each option has
certain advantages and disadVantages. Like so much of life, good
management and sound planning depend on.knowing how‘té choose well;
but, as everyonakno@s, making a good choicé seldom;ié easy. It is
particularly difficult when it involves selecﬁing the best option
to guide an organization that is as complex and as socially relevant
as a hospital is. Choosing wisely implies somthing.more than
rationality or selecting an action that is best suited to achieving
a desired.result, or appraising.the risk that a proposed action in
terms of what can be done to respond to opportunities and threats.
Choosing wisely has an ethical aspect that reflects not only the
personal préferences and values of the individuals»who make the
choice but also the shared beliefs, moral standards, societal
responsibilities, and acknowledéed obligations of the organ-
ization in which they operate. The‘basicvquestion simply‘is
"What should the organization dq?“‘or better still, "What is the.
'right' thing for it té do?"

Ethical>considerations,'either iﬁdividual or organizational,
rarely are discussed in the literature on hospital strategic planhing.
Instead, much of the literature that supports this study\has focused
on the rational elements of the process - use and limitations of

data, determination of community need for hospital beds and services,
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identification and roles of vérious participénts, and otber important
matters that determine how the process is cafried out in a hospital
setting. This focus is not enough - there are overridinglethical

and societal considerations thét must be held by trustees, admin-
istrators, and othérAparticipants in managing a hospital's strategic
planning efforts.

In hogpital planning and management, consideration of
individﬁai,‘organizational, and societal values is crucial to
ensuring that institutions individually and collectively fulfill
the expectations and meet the health care<needs of the communities
that they serve. |

| Organizations themselves have value systems and goals.
These systems and goals bo;h foster and limit an organization's
actions. They determine how the organization operates (its style)
and how it intends to deal with the future (its strategy). All
organizations are responsibie foﬁ the sociél consequences of their
actions and are held accountable for actions that violate society's
.prevailing ethical codes. Because of £he nature of ﬁheir_services
agd their\unique rolé in society, hospitals are expected.to adherév
to higher standards of ethics, responsibility, and accountability
than are business or other less aitruistic organizations.

The provision of hospital services traditionally has
been based on and motivated by the concepts of "charity" and

"gift giving". These conc¢epts constitute a traditioﬁal Qalue
structure (often termed the Judeo—Christiaﬁ ethic) that drives

the provision of basic goods and services that individuals require
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to survive. Throughout history, society has organized what

sociologists term "sustenance qrganizations" in order to provide

these needed goods and services. As sustenance organizations,>

hospitals have an essential sociai mission and purpose - to ensure

the public's general health and Well-being through the provision

of héalth cére and related community health improvement services.
At this time in Canadian history, the provision of

hospital services has an obvious economic dimension. The

_availability and use of hospital services are being affected

by economic considerations. Unprecedénted advances in medical

technology can save 1iv¢s, but this foo produces complex

ethicalvquestioﬁs for hospitals, patients, the community, and

government. What is the value of human life? When, if ever,

is a life not worth saving? Many renowned writers

have extensively addressed these issges and the discussion

still ére§ails; This study only briefly considers the question

and presents the positdn that a hospital as a "moral agént“

cannot consider‘fhe topic of cost benefit analysis in ethical

quéstions. Any policy statement or stfategic plan involving

same would be‘Pmorally indefehéible". “A hospitalfs ethical

policy should be embodied in the services it chooses to offer

or deny.' For example, you will offer hemodialysis to all

patients, or nof to any. However, this fact does not mean that

society's view of the role‘of.the hospital has shiftéd from

the charitable ethicvto the ethange ethic that governs most

goods and services in a competitive, free market.



- 147 -

In view of recent eéonomic developments, will hospitals
change so much that they must adopt other values, such as the
exchange ethic, in order to survive? Would such a shift in values
be acceptable to the publics that they serve? Because these
' questions are so iﬁportantvin the planning and future management
of hospital services, they merit discussion.

Most public opiqion studies show that, despite persistant
complainfs about hospital costs, food, schedules, and other operating
matters, the public continues to have a high regard for hospitals
and what they stand for. It also continues to view hospitals as
sustenance organizations and there are no signs that this view
is changing significantly. (Both the C.H.A. ana A H.A, guide-
ines were developed by and for the hospital industry, but they
do seem to reflect widely accepted societal and community values.)

| However, this information does not resolve the issue
of whether hospitals must now édopt'some other ethic in order to
survive in what promises to be a more finaﬁcially restricted
and difficult environment. 'This_quesﬁon is more difficult to
answer,;and, in'doing so, it may be helpful to‘consider sohe
recent writings on this subject. |

Titmuss has explored the issue of medical care being
construed as a commercial service rather than as a sustenance
serviée. ﬁe.ﬁotéd Ehat treating blood tiséue as a commercial
commodity raiseé some important ethical considerations:

| l"Tﬁe moral issues that afe raised extend far beyond

theories of pricing and the operations of the marketplace. More-
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ovef, they involve the foundations of professional freedom iﬁ
medical care and other service relationships with people, the
concept of the hospital and the university as non-profit-making
organizations, and the legal doctrine in the United States of
charitable immunity. _Charity in that country would be subject
to the same laws of restraint and warranty and have the same
freedoms as businessmen in the private mérket." (23)

Kinzer echoed this view in his recent commentary on
cmpetition as a stfategy ﬁo contain hospital costs. (24) Even
more recently, in his review and examination of the ongoing debate
on competition in health care, Ginzberg said that whatever gains
may result from the pro-competition proposals are "problematic"
andbthat "rather than seeking to transform the multi—segmented.
health care market into one that résembles the idealized model
of perfect competition, health care reformers should focus on the.
important challenges facing the health care field - speeding the
shift of resources from inpatient to ambulatory care'settings,
ensuring that the poor do not become victims of governmental
cutbacks, developing alternatives to dumping the aged into nursing
homes, and finding alternative sources of financing so that health
science centres and R & D receive ' essential resources to advance
the frontiers of knowledge aﬁd therapeutics. " (25 ) Ginzberg
concluded that hoépitals and the public continue their past
commi tment and‘match it with resources that society can afford

to invest in needed health care services.
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None.of this discussion implies that sound financial
support and perférmance are not essential to ensuring that hospitals
effectively servé their communities. Hospitals can go broke if they
are not managed in a fiscally ;ound manner, and going broke may not
be in their communitieé' best interest, but this implication does
not mean.that hospitals must be driven solely by financial consid-
erations or by bottom-line performance.

- Before developing strategies and decisions, é hospital
mast first determine whether its goal is té maximize its finan-
cial well-being solely or to promote its community's more general
benefit in the use of the hospital. ‘Explicit consideration of the
community's benefit helps to,énsure_that societal values and
expecfations.are considered in the decision-making process.

| Values permeate a hospital's decisions not only concern-
ing which services i£ will provide but also concérning which
patients it will serve. Values affect the competitive/co-operative
decisions that hospitals make in relation té other.hospitals and
health care providers. The charitable ethic that governs the
provision of health care services traditionally hés emphasized the
importance of co-ordination among.prbviders £o maximize their
communities' benefit from the services that they render. Few
hospitals are willing to»téke actiéns that would destroy or
seriously cripple ﬁeighbouring institutions.

What is the relevanée of this discussion for hospita;
management.and strategic planning? Essentially, it ié easy for

an institution to forget about values and their importance when
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it faces mounting ecoﬁomic pressures, countervailing technological
pressures, and community demands for increased services. Nonethe-
less, values are integral to ensuring the ongoing "legitimacy" of
each health care institution.

The concept of "legitimaéy" is aimed a; defining the
behavioural bounds within which’a hospital, as part of a larger
socioeconomic system, continues to have relevance and meaning
within thaé system. A hospital generally has little or no
influence over societal values and expectations; however, it has
complete control over how well it performs in satisfying these
.values and expectations. A hospital can become "illegitimate" -
that is, it can fail to be relevant to the laréer socioeconomic
systém if its performance of its purpose is unsatisfactory or its
purpose is contrary to socieﬁy's values and expectations. Loés
of legitimacy usually results in declining public support and
eventually results in loss of physicians, employees and patients.

Ecspital managers often must make decisions in which
. society's expectations ﬁﬁst be taken into account. Now, economic
pressures are causing an increasing number of hospitals to face
"institutional survival” issues as well. However,va hospital's
legitimacy may be affected when institutional surviﬁal itself
becomes the end,frather than the means to the end (cbmmunity
seryice).

In 1930, Rufus Rorem noted, "Ninety-one peréent of
fhe hospital capital has been provided by the public, without
expectation of repayment or business return on the investment."”

{26) From this charitable beginning, the manner of meeting the
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financial requirements of hospitals has shifted from informal,
local community sources to more formal and impersonal. This shift
and the rapid increase in the complexity of hospital organization
perhaps have contributed to desensitizing hospitals to their
community roots. Where these roots are still strong, they are
strained by the mounting eoonomic pressures_confronting hospitals.

In the long run, however, regardless of economic
pressures, hospitals' survival as viable social institutions will
be ensured onl? through maintaining legitimacy - that is, by keeping
sight of societal values and expectations. While these values
increasingly emphaaize the importance of efficient management, they
also continue to be firmlv rooted in ttaditions of charity in the
provision of hospital services.

. When hospitals are able to match societal values with
the organizational goals, and when these values are Supported by
the personal preferences and values of the nospital's board and
management, hospitals are well—prepated to deal with the many
opportunities and threats that they cettainly will face in today's
turbulent environment.

| Everyone will agree that predicting whether a hospital
will grow and prosper is a high—risk game. Successful hospitals
will give off certain clues as to the extent of such things as
a written strategy, a standing committee for.strategic planning,
detail planning mechanism, a demanding board of directors, and

strategic thinkers within the organization.
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The successful hospital will develop strategies that will
prevent it from being at the mercy of ifs environment, that tend
to stabilize the environment aﬁd provide the hospital with some
,measure of control over key environmental factors all the while

meeting societal values and expectations.
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CASE STUDY

The community and hospital used in this study are
factual.

The City of Rossland, population 4000, is located
approximately 8 km. west of Trail, population 11,000. It is a
bedroom community for Trail with about 40% of the labour force
working for Cominco, the world's largest lead and zinc smelter.
The communify of Trail. supports two major medical groups (95%
of the local physicians are included) that have a history of
competitionf Rossland supports two small groups (a oﬂe physician
practice and a group of three), both.of which have direct ties
to the Trail Clinics. Rossland was originally incorporated'in
1897 and had a population éf over 10,000 during the heyday of
the mining industry. o ‘

Sincé that time, the Rossland po?ulatioh has been
- steadily declining with intermittent periods of growth. The
decline in recent years has not abated as between the two
census years 1966 to 1976 the population declined from 4,264 to
3,716. However, this trend may be revgrsing itself as the most
recent estimation of population as of 1978 was approximately 3;900.
This may be due to the cost of housing and.the usable land within
the Trail area, making Rossland an attractive alternatiVe to.
younger families apd retirees who formerly wert to the Coast, ,but

who can no longer afford to. There are small communities in the
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Kootenay-Boundary Hospital District and while there have been some
population shifts among the communities, the region has experienced
a static growth pattern.

Since 1961, there has been a steady decline in the pre-
school (0-4) and elementary séhool (5-9) agé groupé, a gradual
decline in the secondary.schoél (10-19) age group since 1966, and
a gradual.decline in the labour force (20-64) age group. In contrast,
there has been a steady increase in the senior citizen (65+) age
group since 1961. Birth rates have remained almost étatic,
buf the death rate hés increased slightly, as would be expected with
an aging population. Compared with the remainder of the region and
;he Province, the rates are not significantly different. 1In overall
terms,~neither changes in death or birth rates are sufficient to
affeét net migration, but the aging of the population is of interest
in te;ms‘of the type of services that will be ;equired.

The history of the Mater Misericofdiae Hospital has been
part of Rossland's life ever since its inception in 1896. It was in
that year when the local parish priest wrote to the St. Joseph's
Convent in New Jersey requesting that Sisters be sent to establish
a much needed hospital in this néw mining cémp. ?wo Sisters did
" arrive and for a time were the only females in the camp. A small
hospital was established and maintained by fees from patients, a
one dollar a’month payroll deduction from each miner, and occasional

collections. The caring and sharing relationship between town

residents and the hospital was established from the beginning. 1In

the Spring of 1897 construction began on the present site; and the
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new hospital was opened in June, 1897. Land acquisitions and fund
raising allowed for additions to be built in 1899 and 1921. The
bresent 41 bed facility and the Nurses Residence were initiated in
1938 with the new kitchen and laundry wing being built in 1953. New
administrative space was added in 1965.

In 1969 the Rossland Hospital Society was formed to take
over the running of the hospital following the departure of the
Sisters. At the 1982 Fourteenth Annual Meeting, the membership
stood at 296. Since its modest beginnings 86 years ago, the hospital
has provided invaluable service to the community. It has also
remainea as a significant source of economic stability, being the
fourth largest employer with an annuai pé&roll in excess of $1.5
million. .The first Hoepital Auxiliary was formed in 1938, joined
the B.C. Hospital Auxiliaries in 1947, and has now>grown'to 67 members
in 1982. They have been responsible.fer raising a considerable sum
of money over the past years of service and have donated a long list
of equipment and supplies. The Auxiliary is an extremely active
and supportive groﬁé which has the ability of generating community
support, and raises sizeable sems of'money through various activities
and the operation of'their Thrift Shop} The Auxiliary President
becomes a voting member of the Board of Trustees.

fhe Board 6fnT;us£ees of the Mater Misericordiae Hospital
were proud of their record of recognizing community needs and
actively initiating changes.aecordingly. Whiie ehey believed that
planning is primarily»a board's responéibility, they are also proud

of their record of suppdrt and assistance in the implementation of



_156_

past Ministry's recommendations:

- In 1968 the obstetrics, and neb—natal_care were moved to the
Trail Regionalebspital because of.the recognized potential
for serious complications and reduced-utilization rates.

- In 1977 nineteen of tﬁe Mater Miseriqordiae Hospital acute beds
were converted to 15 extended care beds, again to meet community
and regional needs. At this‘time our rated bed capacity was
reduced from 45 to 41, |

- Also in 1977, the outdated laundry facility was disméntled.

The available space provided thelopportunity to plan, deQelop
and implement a much needed physiotherapy department which now
services the increasing inpatient and outpatient needs. The
1aundry requirements are now provided on a purchase services
basis from the Trail Regional Hospital.

All these responses and changes were made by the Board
of Trustees énd staff to meef the neéds of the community and the
Region, ahd to adapt to advancing medical technology, meanwhile
continuing to maintain an active acute care service for the Rossland
community.

In March, 1980, thé pending retirement of the administrator
and the continuing effécts of the 1979—1980 five pe;cent fiscal
cutbacks - which wéfe fully compiied with - provided the Board with
a unique opportunity to evaluate:

1. The organization structuré and effectiveness.

2. The community needs.

3. Mater Misericordiae Hospital's rolé.
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Following the retirement of the administrator, the
Ministry of Health "suggested" to the Boa;d of Trustees that
they retain a consuiting firm to provide interim édministration
and to conduct an Administrative Overview and Role Study, with
funding provided by the Ministry.
'~ The Administrative Overview would assess the internai organ-
ization.
- The Role Study would assess cémmunity needs, clearly indicate
po;ential future.roles for the Rossland Hospital and combined
with thé Administrative Overview, would develop the methods to

implement the determined role.

During the early stages of the Role Study, the consulting firm
recommended that the interim administration be replaéed by a
shared administrative arrangement with Columbia View Lodge, an
84 bed Intermediaté Care Home situated in Trail and owned by
the Trail Intermediate Care Home Society.

On June 13, 1980, the Role Study was comﬁletea and sub-
mitted to the Board of Trustees. Several specific meetings which
included Board:Members, Administration and Medicél Staff were held
and thé recommendations of fhe Role Study were evaluated in consid-
erable dépth. It was the Board of Trustees' fegling that although
it was not in total agreement with all the recommendations, the
time fér'discussion had passed anq'the time for action had arrived.
This need for action ;esulted_iﬁ the Boara, Medical Staff and

Management taking on a strategic planning function.
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Phase One of the process had occurred by way of the
"suggestions" frém the Ministry and the recomhéndations of the
Role Study. The Boara was forced to recognize fhe need to plan;
there was no other viable alternétive.

The Board, without realizing, embarked upon Phase Two
by organizing itself into a planning committee. This was achieved
more by aAchange in focus rather than structure. Because of the
size df the existing Board (9 members) and the desire to keep
everyone involved and inforﬁed, the entire Board assumed the role
of the planning committee. The existing Board Chairman assumed
the role of Committee Chairman and additional members, which
inéluded the Medical Advisory Committee and Senior Management were
brought onto the Committee. - It was felt thaﬁ given the size of
the community that the Board was reflective and representative of the
community and no consumer member was reéui}ed. The Committee, which
as in fact the full Board with added representatives, was already
mandated aé a decision-making Committee, not an adyisory one. Several
of the above aspects were departures from the theoretical process.
The reasons for this afe fhreefold:
1. It eliminated one step in the decision-making process.
2. If-reduced the amount of médical staff required.
3. At this point the Committee did not know i; was involved in

'any.specific theoretical_planding process.

Phase Tbree was well established for the Committee as

the deveiopment of a data base had formed the basis of.the Admin-

istrative Overview and the Role Study. Ample information had been
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compiled and the results analyzed. It was at this point where
the Committee realized it must develop some formal method of
handling the data base and for "re-analyzing" it and the consult-
ant's report. Strategic'planning awareness had been created.
Several meetings ensued to discuss what strategic planning is and
how it is carried out. The question of "how we got to Phase Three
without knowing it" became obvious as the process and the phases
were studied. The Board involved itself in an educational program
to study the‘st;ategic planning process and its applicability to
its own peculiar situatioﬁ - a small community hospitél. This
educational process came under the responsibility of the shared
administrative C.E.O. and due to the urgency of the situation, a
very limitea bibliography was used. These>books were supplemented
by Board Members and:Management attendance at one Conference
sponsored by the A.H.A.'s Centre for Small and Rural Hbspital.

- Norman H. McMillan

- Joseph P. Peters

.From this cursory review'two aspects became obvious.
One, strategic planning, in a simplified form waé a process that
could help the Board rationalize ahd formalize their thought. Two,
they agreed with the three basic assumptions presented in the
McMillan (1978) book which resulted in the Board's planning being
advocacy and prescriptive in nature. These assumptions are:
1. "The divéréity of hospitals (small and large; rﬁral and urban)

should be presérved as a source of ideas and innoyation. The
greatest good will be served and costs the lowest when diverse

methods are allowed to serve the diverse needs of our society,
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and we should not dec;ease our divérsity without clearly proven
alternatives in sight."

2. "While government agencies usually become involved in planning
through a hospital's default, they do not have an impressive
planning record and their efforts should be viewed with caution.”

3. "Hospitals' planning records are also less than impressive and
they must begin to fill the vacuum they have created over the years
by not anticiéating the future."

These three assumptioné indicate that this study is
advocacy in nature. The auﬁhér agrees with Gilbert and Séecht's (1974)
suggestion that there are three different roles of professional
planners, one being - as an advocate accountable primarily to the
éonsumer group that purchases ﬁis services and operating with a view
of the public interest derived from consumer preference.

Armed with an awareness of the strategic planning process,
the Committeé now began a review of the data base compiled by the
consulting firm and determined what frendé were obvious. The data
base that was developed was very simplistic but it generated ample
information for discussion and planning. From reviews of the normai
reporting mechanisms the following internal and external assessments
were made, several problems/issues idéntified, and trends developed.

At this point the Committee now had to assume the task of
developing a Statement of Purpose (Philosophy, Missibn) for the
Hospital (Phase 4). The approach taken was that while such a develop-

—

ment was dependent in part on the data base and trends, it was also
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~ independent and could be modified in subseqﬁent phases. The
Deséription and Philosophy deQeloped are found in Appendix XV.
With the data base developed and reviewed and some trends deter-—
ﬁined it was now possible for the Committee to plot their present
position (whefé we are and where we are headedi. The creation of
the philosophy now provided the Committée with a desired position
(where we want to be). The distance between the two positions, "the
planning gap", gave an indication of the reviews and.work that
remained to be performed.
in‘closing the gap (Phase 5) it was now necessary to
review the data base information and the philosophy in terms of
WOTS (Weaknesses, Opportunities, Threats and Strengths)'as something
is only a strength of weakness in relation to a given. The reference
point is the phildsophy and unless the WOTS are consistent with this
mission the mission must be chanéed. 1$his is of course required on
a regular basis as a Strength today may be a Weakness tomorrow given
the changing environment.
The following is a description of the Committee's findings:

Threat - the District conformed to the pattern of both the Province

as a whole and also other somewhat similar hospital districts.

All have seen a gradual decrease in the number of days that

thelacute care population stays in hospital; this in spite

of the fact';hat now the case-mix is 1ike1§ to represent

more complex medical and surgical problems than it did in

the.mid—Sixties (this'is.becaUSe of the dévelopment éf home

care services which deal with more minor problems thereby
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reducing the need for hospitalization). (The number of
acute patient days has decreased significantly between
1977 - 1978 but the male/female mix has been constaht.)
Also in line with the remainder of British Columbia the
average length of stay for acute patients has dropped over
the period and in 1978 was 6.4 days.

Weakness - The Hospital hés been in the community since 1896 and has
not changed or reviewed its role in totality. Rather, it

“has been watching and reacting to internal and external
changes.

Weakness - The Regional District of Kootenay Boundary has played no
role in the planning of health care for the district but
rather has acted as purely a fiscal agency. The Regional
District appears to be trying to divorce itself even more
from its role as'a hospital district and wishes.to transfer
allvfunding responsibility to the Provincial Government
Ministry of Health instead of raising % Mill funds.

Threat - The Hospital's occupancy rate héd shown a steady decline
for the past three years. The acute care occupancy (55%)
must be conside;ed low even for a small hospital such as
Mater Misericordiae. 70 - 75% occupéncy would be regarded

 as "full" given the complications of dealing with iﬁfections,
male/female accommodation, and post-surgical cases which
may need individual rooms when only four bed rooms are
availabié.

Threat/ - The lack of availability.of an anaesthetist would likely

Weakness mean a decline in surgery. The use of the surgical facilities
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for one day per week might throw into question continued
existence given the current costs of staffing.

Opportunities - There had been a gradual decline in requirements for
support services (laboratory, electro-cardiograms and radio-
logy) on an inpatient basis, with the exception of physio-
theraﬁy (reflecting a need in the extended care area.)
However, there was a rise in out-patient activity, which
reflects both the changihg style of medi¢al practice and
also a valuable function servea by tﬁe hospital facilities
in the community. Radiology here remains the éxception
having stayed relatively stable.

Weakness ~ It became clear that from the acute care separations the
majority of patients originate from Rossland; but it was
noted that if the Hospital were not uséd'by other than
Rossland residents its acute bed occupancy would be very
low indeed. For extended care, the Hospital clearly serves
as part of a wider system of health care and mainly caters
to non-Rossland resident.

Threat - The Hospital had an aging physical plant and outdated
ﬁéchnology.

Opportunity - On the active staff was a young orthopedic surgeon with
a keen interest in arfhroscopic menisectomies (knee surgery).

Threat - There remain strong "suggestions" that the Hospital move
towards a Diagnostic and Treatment Centre type service,
with more extended care and/or péychogeriatric beds.

The occupancy rate lended to reducing acute beds in

accordance with the R.H.D. projections:
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ACUTE CARE BEDS PER 1000 POPULATION
RHD 2A 1976 - 1986
ACTUAL AND PROJECTED REQUIREMENTS

Year Beds/1000 Population
1976 (actual) 8.04
1977 (actual) 7.44

1980 (with 5 bed

decrease) 7.20
1981 (projected) : 6.66

1986 (projected) 6.56

Weakness -

Trend -
Trend -

Strength -

The most common ailments affecting patients receiving
treatmenﬁ représents both diagnoses and procedures:
signs and symptoms (general investigation) rank very
highly over all years indicating that the physicians use
the Hospital for surveillance of paﬁients for whom
observation is necessary.

the proportion of patients using the Ho;pital for
respiratory disorders has déclined steadily.

déntal surgery, once highly ranked, no longer is performed
at the Hospital.

sqrgipél_pfocédures, in general, rank highly, éspecially

in the musculo-skeletal area.

Opportunity - over the years 1972 to 1978 a steadily increasing pro-

portion of the total separations is represented by the

six top ranked discharge diagnoses (1972 = 36.7%,



Weakness -

Trend -

Threat -

Threat -
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1978 = 50.6%) indicating a concentration of activity
in the Hospital, particularly in the surgical area.

Again, the absence of a resident anaesthetist may result

in a changing pattern in 1979/80.

the pattern of emergency care was inconclusive as both
outpatient (non-emergent) and emergency services were
entered in the same book. |

the level of full-time nugSing staff had been gradually
decreasing'(probably due to availability) and a sub-
stitution throﬁgh the use of paft—time workers was made.
the analysié showed a direct involvement of the Board into
the day-to-day operation of the Hospital.

the ratio of physician to population is in line with the
provincial standard of one physician per approximately 566
residents. It appeared the medical staff realized the
limitation of the Hospital and do not use the Hospital
beyond the medical capabilities of the existing staff.
However, due'to_the decline in various types of cases
coming to’the Méter Misericordiae Hospital, further
referral patterns to the Trail Regional Hospital had been
established. This has been hastened by.the lack of an

anaesthetist available to the Mater Misericordiae Hospital.

Opportunity - the analysis at this point moved towards an area of

softer data where, rarely if ever, figures are available
to make a case. The data is, however, of considerable
importance because, in a small way, it represents a

sampling of opinion about Mater Misericordiae Hospital's
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current functioning aﬁd its potential for serving the
community in the future. 1In health planning there is a
necessity to recognize that a number of rationalities come
into play when a;y decision-making is underway.

In the case of the lay éersons that were interviewed there
was, quite predictably, considerable emotion displayed
about the Hospital. It was cited as representing itself

a sense of community, as providing warm, personal care,

to the point that the townspeople may even be spoilt. In
the case of general sickness, the Hospital was seen as
providing a sense of security: this eépecially was viewed
as important in the care of oider people who needed to
maintain contact with their relatives and friends. Here
the unlimited access which the Hospital proyides is much
appreciated.

one negative note came through on a number of occasions
conCerﬁing the receptiveness and openness of the Board

of Trustees. It was felt that much cbuld.be done to
improve the formal relationship between the Board and

other organizations and representative bodies in Rossland.

-professional feelings tended to concentrate around a

concern that the Hospital, over the years, was gradually
being downgraded. Professionals who are dependent upon the
Hospital for employment would like to see a return of

surgical activities but note the difficultywithout more

anaesthetic capability. Other professionals question the



- 167 -

appropriateness of care for patients represented in the
already low occupancy levels, suggesting‘a considerable
proportion of medical caées could be discharged at any
one time, and that home care services could\be used
quite easily and effectively. It was felt to be a useful
facility, which engendered considerable public interest
and support. However, on the practical side, there were
questions as to whether or not the Hospital could or
_should be continuing as an acti&e surgical facility.
Opinion by professionals outside of Rossland centres on
lauding the extended care unit whilst questioning the
need for acute care facilities. Some even questioned the
Hospital's viability as an acute care facility, suggesting
that Trail Regional Hospital should take over all services.
Even in terms of out-patient activities, particularly
physiotherapy, it is felt that Trail is more appropriate,
especially for Comincb workers from the Rossland area. 1In
general terms, Mater Misericordiae Hospital is regarded as
duplicating services unnecessarily.

Opportunities - at a very pfactical level, a number of the lay persons

| recognized an important current function of the Hospital

as a centre of employmeﬁt in Rossland. In treatment terms
it was recognized~aé a useful facility in the instance of
people needing a few days of obsefvation under medical
superviéion. éonsiderable comment'waé madeﬂon’the utility

of the emergency services provided by Mater Misericordiae
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and this, together with difficulty of access to patients

in the Trail Hospital, bfought forth a number of comments

about transportation. In the case of Mater Misericordiae

Hospital, this was not felt to be problematic (although
better sidewalk clearing in winter would be appreciated!),
but public transportation to Trail (often relied upon by

older people) was judged inadequate. It is understood

however, that an increase in service is imminent. Concern

waé expressed also about the need to ciose Rossland's
acute care beds and winter access to Trail Qas cited as

a problem (the R.C.M.P; were not, however, able to confifm
the difficulty noting that access was very rarely impaired).
a number of programs were highly'though of, particularly
rehabilitation ser§iées, the extended care unit, and meals
on wheels. )

concern was expressed in regard to the lack of anaesthetic
services in that it was felt physician orientation would
turn more and more to Trail. Further, the telationship 6f
Trail Regional Hospital to Mater Miseriqordiae Hospital was
felt to bé one based on inequality; one where services had
gradually gone from the Rossland Hospital.: Much negative
feeling éxisted ébouf the prospect of using Trail Regional
Hospital as an alternative acute care facility: it was
fel£ to be inflexible in providing service; there was

perceived to be a delay in obtaining treatment; and the
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waiting lists were described as long.

Opportunity - suggestions, or statements of wants in this area,

were rather limited, tending towards a requirement that
services that currently exist bg not further reduced. The
lay respondents felt espeqially that emergency services
shoqld be maintained at the current level and that acute
care beds would continue to be needed especially for

sick tourists and older persons and retirees. Some
persons mentioned they Qould like to see a return of

maternity facilities, as well as an increase in surgery.

Opportunity - professional responses were consistent and came mainly

Threat -

Weakness -

from the physicians. There was felt to be a need for the
future to maintain the emergéncy capacity of the Hospital,
but mainly for minor emergencies; however, it is recog-
nized that acute beds would be required if tﬁe Hospital
were to offer these services. Further, it can be obser-
ved that if there were no acute beds the X-Ray and lab-
oratory facilities could not be justified. It was not
felt that it would be reasonable to reintroduce maternity
care, but restorafion of orthopedic work would be possible
in the event of anaesthetic capability being available.
The Trail-based professional view of the future for the.
Hospital centred upon its use as a long term care facility
exclusively serving Ehe Trail overflow.

in the review of the administrative structure of the Mater

Misericordiae Hospital, it was found that there was little
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delegation of authority or responsibility from the
administrator to the department heads. Individual

department heads were not aware of their budgets nor

- were they given full authority and responsibility to

Weakness -

purchase, control'staff hours, or to cofordinate and

direct their departments. Rather, there was a continual
direct interferenée with the day-to-day operation by the
administrator with the department heads which did not aid

in the co-ordination of the Hospital in total.

In reviewing the administrative files and operation, it

Qas found that. there was a lack of written policy/procedures
within the Hospital and many of the admihistrative support
staff, especially the secretarial and business office staff,
have been under-utilized and misutilized.

there had been no evaluation of the administrator nor
specific goals or objectives he was to achieve. This lack
of objectives and evaluation eventually ended with the
Board and the Hospital staff wquing around.the former

CEO. This created both a difficult situation with the
former administrator, and the depaftment heads, as no
individual could work for two masters.

In summary, the Mater Misericordiae Hospital was at a

crossroads. This crossroad presented the Hospital with probably the

greatest challenge that it had ever faced in its 83 year history.

There was an atmosphere within the institution that ¢change must occur
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for survival of the institution. The institution had played a
significant role within the community of Rossland and it may
continue to play a significant role in its future if planning
and change occurred. It was viewed as impottant that the Board
of Trustees maintain an open mind and act quicklf and decisively
to guide the Mater Misericordiae Hospital through its needed.
transition. It was agreed that the Board will have to play a
highly visible and public role in accomplishing this change
within the community that has only known the Mater Misericordiae
Hospital as a hospital in a traditional sense.

The Committee was now at a stage to develop their
Goals and Objectives, the timetable for action and the assign-
ment of responsibilities. (Phase 6).
Preamble:
The Board of Trustees desired to set a course for the Hospital,
and wished to declare it to the Community, the Region and the
Ministry, stating where the Mater Misericordiae Hospital is going
in terms 6f brograms, facilities and equipment. The intent is
té plan and influence our futu;e, to monitor our success and
eliminate our failures.” Our goals and objectives are to‘develop
the following specific role described in our philosophy in full
considefation of our existing strengths, our relationship to other
health care facilities, and the Minisﬁry'é economic parameters.
Goals: |
1. To maintain historical commitments to provide a comprehehsive

range of acute inpatient and outpatient health care services
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for the local community.

Objectives:

1.

2‘

To maintain at least the existing levels of medical and

surgical inpatient services based on occupancy, not beds

set up. |

To expand efforts to increase the hospital's recognition.

i. Increase public relations by liaising closely with
City Council, Chamber of Commerce, church groups, etc.
. This will be done through a standing committee of the
Board, to‘be established immediately.

ii. Provide community education prograhs with emphasis on
early detection and prévention, personal health care
education and the effective use of health care services
and faciiities through.the provision of information and
inStruction; These activities tend to keep people well
and ouf of hospitals and provide opportunity for
‘hospital employees to teach community members impoftant
aspects of health maintenance. This will be overseen
by the Community Relations Committee.

iii. To develop working relationéhips that will make explicit
the beiief that the Hospital is an important component
of a wider system of health care which includesvboth
facilities and community-based services. To encourage
hospitals and other health care institutions to co- -
ordina£; and consolidate services and to share support

services. This will be initiated through meetings with
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the facility administrators.

3: To increase outpatient activity. This is consistent with
existing trends.

i. Increase day-care surgery procedures (arthroscopic
meniseptomies) by 100% in the next 12 months, utilizing
the interest and expertise of the orthopedic surgeon.
This will require an expenditur)_e of $20,000 and the
Hospital Adxiliary will be asked to sponsor the project.

ii. Develop a dental surgical suite that cquld attract a
specialist from the Ckanagan. Increases in #i & ii may
attract the much-needed anaesthetié service.

iii. To cancel our contract physiotherapy service with the
Regional Hospital in favour of our own full-time therapist.
within 6 months. This therapist will be C.A.R.S. trained
to develop sérvices to the large population of arthritis
sufferers.

4, To maintain our emergency department services.

.i. To upgrade our facility within the next 12 months. This
will bé overseen by the joint action of the Planning &
Development and the Physical Facilities and Properties
Committees.

ii,  To reduce the number of non-emergency conditions through
patient education.

iii. The Community-Relations Committee will distribute Patient

Questionaires to all Emergency Room patients to assist in
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analysis of perceived quality of care within 6 months,
iv. Continue to evaluate the quality of Emergéncy Room care
through monthly Medical Staff Emergency Room Committee
case evaluations and medical care audits.
5. To promote cost-containment.
i. To develop pre—admiésion tésting.
ii. kTo develop discharge planning.
iii. To develop a working liaison with the Home Care Service.
6. To develop various levels of_care.based on community need.
i. 'Redesignation of 3 acute care beds to extended care.
Discussions with the Ministry will commence immediately.
ii. Review the need for Meals on Wheels with the desire to
increase numbers.
7. To explore some form of utilization for the vacant Nursing
Annex. Such uses may be:

administration offices

- private practice offices
- alcohol treétment centre
- hospice care
- psychogeriatric unit.
8. To improve the image of the Board.
i, It will be important not only that the Board not be
involved in the day-to-day operation but that there be
a perception within-thé Hospital that.they are not ihvolved
with the day-to-day operation. This is especially important

as many of the Department Heads felt they were working
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iii.
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directly for the Bbard of Trustees and not within the
administrative structure of the Hospital. This will be
a large task to turn a:ound in the minds of the indiv-
idual Department Heads and it will be importanf that
that Board be beyond reproach in re-establishing this
administrative hierarchy.

It is inpértant that the Board review its policy concerning
having Trustees who also ha&e relatives working within
the institutioﬁ. It is hard in a small community to
recruit Board members for the.Society without some type
of family relationship working wifhin the Hospital.
Howéver, the Béard should be cautious in having any

direct family working within the institution.

‘Just as the Board of Trustees must be seen not to inter-

fere with the institution internally, it is also important
that fhe community perceive the Trusteeé' role better.
The Board of Trustees act as Trustees of the Society
which is made up of residents of the community. It is
difficult in a community the size of Rossland not to have
direct discussions and communications concerning the
Hospital and quality of care. It is therefore impoftant
that the Board emp?asize with the community the role of
the aaministration and the re-directing of complaints and
praise to the administrative component of the Hospital.
It will be important that individual problems which are
raised with‘the Board of Trustees be re-directed by

the Board members to the administrator.
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This will be overseen by the Executive Committee.
9. To develop improved working relationships with the Regional
ﬁistrict and other health providers. |
i. implement pre-op assessment and post-op care to service

the Rossland public and to assist the Regional Hospital.

ii. moves by the RegionaliHospital District to be exempt from
their planning role should be opposed by the Hospital as
it will, if accomplished, completel§ centraiize all funding
in the Ministry of Health, thus ;emoving local autonomy.

10. To develop a maintenance.upgrading program and schedule.

i. Replacement of existing HVAC system within 12 months.
Negotiations will commence immediately with the Ministy
as preliminary calculations indicate a 3 year paybéck on
new boilers.

ii, Painting of Hospital within six months.

"iii. Perform an equipment aﬁd technoiogy review within 3 months.
These projects may delete the existing Plant Fund but are
considered of such necessity the§ must be commenced.

11. To make the Ministry more aware of the future role of the Hospital.

i, Prepare a Brief for submission to the Ministfy within
six months.

12.  To review and improve the organizational structure.

i. Update organizational chart, policies and procédures.

ii. Perform a human resource assessment and update on all
evaluations.

iii. Decentralization and delegation to be implemented.

iv. Develop an educétional program for staff to indicate

their relation to the Board.
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Summation of Goals and Objectives:

The changing role of hospitals within the health care deiivery
system requires institutions to recognize and modify their serviées
to meet increasing demands for non-inpatient services. The Board of
Trustees must be aware of the Ministry's desires "to provide leader-
ship to the Hospital industry in_developing a full rénge of hospital
sponsored or hospital associated non-inpatient services which would
be responsive to community, economié and service needs." The Board
must also agree wiﬁh the Ministry of Health's commitment "to shift
the emphasis from acute inpatient care in hospital beds to a full
range of integrated care and to day-care and home-care in the belief
that the latter are both better for the patient and less costly."
'The Rossland Hospital had done this in the past and was attempting
to pursue this process in the futuré.

The Committeé was mow.faced with the task of selecting courses
of action'(pridrity) from the many Goals and corresponding Objectives.
As stated in the section on "processes", the task was easier than
anticipated.

The maintenance of the acute role was paramount. The Committee
"keyed" on those goals relating to acute hospital fumctions. All of
the goals and corresponding objectives resulted in the developing
of more extensive individual strategies such as the preparing of
briefs, timing, communications, budgets, etc. However, most of the
information wés readiiy available.

The Committee found that most of the goals were interrelated

and could/should be worked upon simultaneously. The assignment of

responsibilities was relatively easy as most goals fell comfortably
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into the mandate of the existing Standing Committees, or an the
responsibility of Senior Management. 1In developing the timetable
for implementation (Phase 7) ample "lead-time" was allowed.

The Committee now entesred Phase 8 - the need to develop an
evaluation mechanism or system.

Since this document and Case Study are current, no actﬁal
evaluation has occurred. 1In consideration of this aspect I will
include some additional general comments on Phase 8 and refer the
reader»to Appendix 18 where the Evaluation Questions are‘set_out.

In evaluation the Board must remeber that actual progress is
an insufficient guide to accomplishment. Of course, it is essential
that if a plan move from concept to reality, ffom a piece of paper
to desired goals, actions must occur. However, the actions must
be evaluated to determine if they are accomplishihg what was.intended.
Even>though evaluaiion is merely a way of compéring actual per-
formance with intended effort, it is'undoubtedly the most difficult
and, at times, ﬁhe most distasteful of the planning process. Few
committee members or CEOs relish the discovery that their long
deliberation§ and labours did not produce the desired results.

‘Not only does evalﬁation involve selfecriticism, but it also demands
a discipline that makes'individuals answerable- for carrying out
assigned tasks as planned. It is therefore not surprising thaf
evaluation is often overlooked and that everyone assumes that the

plan has a life of its own and is achieving what is expected.
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CONCLUSIONS

This document is limited to strategic planning, which is
described as a process that directs an organization's attention to
the future, thereby enabling it to adapt more readily to change and
to determine the direction in which it chooses to move. By its very
nature, strategic planning is an umbrella-like ac£ivity that sets
the tone and direction for the various other planning effﬁrts that
take place within an organizétién. .This document does not aspire
to be comprehensive and deal with the entire range of planning that
occurs (or should occur) with a health care facility. The document
and the Case Study are presented as being unabashedly prescriptive
and advocative. It also offers some secrets:

1. Keep it siﬁple. This is the best advice given in this study
although the writer fully realizeé that the simplicity may be
lost as consideration has been given to so many factors.
However, strategic planning is not complicated.

2. It can be carried out incremeﬁtally (evolution) by taking one
small step at a time.

3. It is highly unlikely that any great mistakes will be made
if the Committée is willing to involve enough people.

4, Ié is better to take the risks involved in planning than to do
nothing.

Another aspect, or secret, is that there is no concensus on
how strategic planniné should be practiced in any specific
situation because planning means different things to different

people. However, it should not be supposed that advice cannot be
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offered on how to plan.

Above all, hospitals must develop the ability to question and,
if necessary, change traditional (and often parochial) assumptions
and policies when these seem no longer adequate for present or
future cénditions. If questions a;e'asked and planning attempted,
any hosSpital will learn that good planning comes about only with
experience. The first step in this‘exberiehce is creating a
fgvourable climate. A Study indicates that ? change in top manage-
ment is the event most likely‘to initiate the process and to spur
action or at leaét provides the opportunity (27).

This is also borne out in the Case Stddy.

The outcome 6f éeveloping this ability to question and
creating the climate to plan is the requirement to produce a unique
and durable strategy, to review it periodically for its validity,
to use it as the reference point for all other board decisions,
and to share with management the risks associated with its adoption.
In dqing this thé.lines betwéen management and board authority must
remain clear, but the more communication across them the better.

This type of communication calls for a form of participative
management which is consistent with a small hospital's budget and
resources; This method calls upon board members, management staff
and physicians to écknowledge their diverse interests and perspect-
ives and to accept their responsiﬁiiity for charting the future
course of the organization.

With the climate created it is easy to feview, throuéh our
data base, what we have been doing, where we are, and where we are

headed. We must now look outside to determine if our "heading" is
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is consistent with the society/community we serve.

The hospital field is now facing a challenge and an opportunity..
Hospitals, and eveh groups of hospitals, that want to start over and
“try to do a better job of it now have that chance. Their best hope
will be in defining more clearly the role of health planning in their
institutions and in their communities, and in understanding that
these two entities are utterly inteftwined. If small hospitals;
indeed, ell hospitals of any size, are to survive; then their plans
must be responsive.to the community and must/be based on good
information about that community. Most ef all, hospitals have a
choice in involving themselves in cémmunity planning or having a
real mess on their hands. Either we_respond to community expect-
ations or the community will cease to’accept us. If the hospifal
is abandoned by their community, it can suddenly find that its
favorable political environment and financial support can disappear
overnight. The'loca; environment can be more hostile than any
hospital could realize.

To eliminate this possibilify, and create congruence between
the community and‘the health provider, strategic planning is

essential. Because there is nothing so constant as change, a

. service organization must accept a poeition of continually planning
and evolving. The need for careful and comprehensive strategic
planning is indicated by each of the many challenges that will

face smallor ruralhoépitals in the 1980s: changing populations
and changing serQices designed to accommodate the needs of chronic

disease and the special needs of the aged, altered patterns of
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health care delivery, innovative use of humaﬁ‘resources, and adjust-
ments in hospital organization and managemenf. This is the worst
possible time to put a freeze on new programs. If ever in the hist-
ory of our health care system Qe needed innovative policy and
administration, it is now. What is most exciting is that small or
rural hospitals, because of their size, are best equipped tq shift
gears an? to be. innovative in responding to the challenges that
the future can and will bring.

As this entire studyvis based upon being one of advocacy
and prescriptive,.I will not hesitate tb offer predictions on the
future state of strategic planning based on current comments.
In mbst hospitals, less mangement effort-will be éxpended on fhe
creation of explicit, formal strategy development processes.
-Rather, it will.be more widely accepted that strategies evol&é
gradually and informally as hospitals identify their values and
attempt to reflect these values in their services and programs.

The key challenge for hospital managers will be to maintain
or create a climate supported by value structures emphasizing
excellence in programs and services. In a 1982 hospital planning
feview, James B. Webber (28) predicted a “growing disillusionment
with the concept of strétegy that is predicated on the ability
to predict trends and to prepare for them."

Based on research in the corporate sector, Walter Keichel
(29) observes that the concept of corporate sﬁrategy is experiehcing
difficulty as a viable business management approach., Thomas J.

Pe ters and Robert H. Waterman Jr. (30) note that many of the
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companies studied to not have planning staffs. Where planning
staffs exist, formal planning processes are used to recognize
change as it takes place and not as a major inpuf to the decision-
making process. They observe that "those who implement the plans
must make the plans." (31)

In another study, James Brian Quinn found that, in major
businesses, formal planning processes often are separated‘from
decision-making processes, with the result that strategic decisions
are made, more often than not, outside thé_formal planniﬁg process.
"Real strategy," he notes, "tends £o evolve as internal decisions
and external events flow together to create a new, widely shared
consensus for action." (32)

.Quinn's (1980) study, coupled with supporting anecdontal evidence
from hospitals, has stimulated a recent study of hospitals that,
in part, looks at the role of formal planning in the decision-
making piocesses of those hospitals. Joseph P. Péters and Simone
Tseng and their associates conducted.in—depth interviews at 10
hospitals that were distinguished_as having successfully managed
some form of major change. Their preliminary findings generally
are consistent with those of Quinn. (33)

The uncertainty of a risky environment afgue for strategic
planning but also for making strategic commitments in the manner
that one pays faxes: as little and as late as possible.

We will find that management will require more intuitive skills
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than the development of technically correct approaches. This
places greaﬁér emphasis on the role of the Board, Management and

' Medical Staff as strategic planners. This change may be more
ideally suited to the small health care facility than the large
facilities wifh their planning department. These intuitive skills
are important now and will take more importance in two areas of
planning. One, choosing wisely from alternatives involves under-
standing community expectations of the hospital, a hospital's
historical role and mission in providing specific services and
serving specific population segments, and related values, beliefs,
and expectations held by boards of trustees and key medical and
management staff members. (34)

TWO, implementation aspects of alternates draw heavily on an
understanding of values, especially those held by a hospital's work
force. 1If a work force is deyoted to excellence of patient care,
management advocacy of a hard-hitting, cost-containment campaign
may failvin practice if'it lacks support for employees' commit-
ment to excellence. This leads to the importance of understanding,
as well as managing, a.hospital;é culture. Terrence E. Deal and
Allan A. Kennedy (35) define a corporate culture as "a cohesion of
values, myths, heroes and symbols that has come to mean a great
deal to the peopié who work" within an organization. As Webber
(36) stafes "the next conceptual wave lapping at the shores of the

health care field may'be strategic management. "
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Whether strategic planning eventually becomes embodied in
something referred to as strategic management is for future consid-
erations. For nbw, it is sufficient to say that strategic planning
'is critical to the health field. |

In-the light of information collected, reviewed and analyzed
during the course of developing this document (Parts One through
Five) and the insights gathered from the Case Study (Part Six),

I offer the following conclusions:

Theoretical strategic planning is indeed applicable and

implementable in a small, community health care setting.

This statement takes on even more credence when one views
that the first several phases of "planning” in the Case Study
actually occurred without the Board's knowledge. This indicates

that not only is strategic planning applicable, it may well be

an evolutionary process that one cannot escape dufing an orderly
response to a crisié; It.may also indicate that the answer
(strategic planning) in dealing with an uncertain future is right
in front of us and that we are only bound and constricted by our
inability or unwillingness to participate in the apparent demands
of innovative thinking that are, in fact, made simpler by using

the structured and orderly format of strategic planning.
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Appendix I (a)

Functions of the hospital trustee — part 1

Do you ever wonder just what it is that a trustee is
supposed to do, what the chief executive officer (CEO)
and the medical staff do, and how the three fit
together? The first topic in the Trustee Development
Program will focus on these questions.

This first unit will identify nine functions of a

It is the function of the board of trustees to:

trustee. Although these functions may differ somewhat
from hospital to hospital, they do in general define the
role and legal responsibilities of a hospital trustee,

To facilitate your learning — or reviewing —— these
functions, we will present them in two parts. Here are
the first four functions.

A. Establish and maintain procedures for conducting the business of the board.

B. Establish and update goals and policies for the hospital.

C. Devclop and continuously update a long-range plan for the hospital and ensure that decisions

are made in accordance with that plan.

D. Monitor and cvaluate plans and programs to ensure that they meet hospital goals and policies

and the objectives of the long-range plan.

ducting business. bylaws.

Function: Descriptlon: Examples:

A. The board develops and follows proce-  Follow parliamentary procedures.
Establish board dures for conducting board meetings; Hold regular meectings. Keep
procedures for con-  thesé should be spelled out in the hospital  minutes of meetings. Establish

committee structure.

‘B.
Establish goals and
policies.

C.
Develop and update
the long-range plan.

Monitor plans and
programs that imple-
ment goals, policies,
and “the long-range
plan.

The board defines

The board generates or reacts to proposed
goals (the purpose of the hospital, as
stated in the constitution, bylaws, and
long:range plan) and policies (general

statements governing hospital actions).

The board ensures the existence and yearly
updating of a three-year or longer plan
indicating the goals, policies, and pro-
grams of the hospital to meet community
needs. The long-range plan examines
trends in medical care and diseases as well
as community characteristics.

and/or approves
specific actions or services that implement
goals, policies, and the long-range plan.

"Make current decisions in line with

Provide high-quality medical care
for the entire community (goal).
Refuse to perform abortions (policy).
Examine the establishment of a new
medical specialty in the hospital

(policy).

the long-range plan. Evaluate trends
in medical care and delivery.
Identify services to be offered and
those not to be offered.

Approve affiliation with another
hospital. Approve acquisition of
major medical equipment. Review
proposal for addition of bum unit.
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Functions of the hospital trustee — part 2

Here are the last five functions of 2 hospital trustee.

v It Is the function of the board of trustees to:

E. Ensure the hospital's financial stability, and a harmonious relationship with government

and allied agencies.

F. Select the CEO, define his duties and resp

ibilities, and

his performance.

G. Approve selection of medical staff and ensure that it is properly organized.

H. Provide a process for evaluation of all phases of hospital performance, including the quality

of medical care.

1. Ensure that the community the hospital serves is well informed about the goals and per-
formance of the hospital; ensure that the hospital is meeting the community's needs.

Function:

E.
Provide for financial
stability.

F.
Select and evaluate
CEO.

G.

Approve selection of
medical staff and its
organization.

H.
Evaluate all phases of
hospital perfor-
mance.

L
Ensure hospital s
meeting community
health needs and that
community is in-
formed.

Description:

The board is responsible for the approval
of budgets and the financial management
of the hospital; it reviews the effects of
government budget allocations, inflation
and new policies and programs on financ-
es, income sources, and investments.

The board selects the CEO, defines his
responsibilities, and evaluates his perfor-
mance.

The board is responsible for the actions of
the medical staff; the board approves
medical staff appointments, privileges,
and bylaws; it also approves standards set
by the medical staff. requests support
information for recommendations, and

. approves disciplinary actions.

The board is responsible for knowing
aréas in which standards are important
(including both operation. of the hospital
and quality of medical care), and it en-
sures that established standards are met.

The board must 2ssess community needs

_and must seck solutions to community

health problems. through the offering of
appropriate services. It must keep the
community informed of available services,
long-range plans, and hospital rate
structures.

Examples:

Ensure funds are wisely spent.
Review hospital occupancy. Make
decisions concerning lease or
purchase of equipment. Plan
development program and engage in
fund raising.

1dentify selection criteria. Conduct
formal performance review.

Approve addition of surgeon to
medical stafl. Award privileges to
physicians. Approve recommended
reappointments. Approve utilization
review reports.

Approve ranges for efficient depart-
mental operation. Question high
rate of normal tissues removed.
Ensure compliance with various
codes and standards.

Survey community health care
needs. Provide for special health
needs of the hospital’'s community.
Represent varicd community groups.

Appendix I (b)
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The Long-Range Planning
Committee’s Charge - :

One hospital has labeled the long-range planning committee the chal-
lenge committee. Whatever its name, the committee should not begin

work until its function has been agreed upon. Here is a suggestion for the

charge: . -

The long-range planning committee shall make recommen-
dations for long-range goals and objectives for the hospital. It
shall attempt to be aware of all developments in the health
care field and trends in society and to interpret the effect of
these developments and trends on the hosgital. A printipal
function of the committee shall be the development of a
written statement describing the hospital's specific role in .
the communily in relation to all other health care facilities.
The chief executive officer of the hospital shall be on the
committee, and the hospital administrative staff, under the
CEO's direction, shall assist the committee in its work. There
shall be at least two members of the medical staff on the
committee.

This charge will serve as a model and give you a start on writing your

own. Use it also-as a resolution to modify the bylaws of your hospital in -

order to give the committee official status.

Now let's examine the charge. It makes clear that the long-range
planning committee derives its authority from the board of trustees. That
means that, like any other board ¢ ittee, it is responsible to the full
board and reports back to it. :

The committee’s time frame is explicitly long range. It should stay out
of current operations and the administrator's hair and out of the way of
the other board committees, which are working on current business most
of the time. .

The committee’s job is to consider major issues of all sorts, major
projects, and priorities. and to make recommendations to the board.
Major expenditures should usually be considered first by this comrmittee
and next by the finance committee.

17
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The charge implies that the committee has the further dutics and

obligations to:

e Develop a framework for orderly decision making, through a
defined community role called the mission statement, a'set of long-
term goals and objectives, a strategy for achievement, and a
timetable for recommended progress.

Ensure that all recommendations coming from this and other com-
mittees fit within the hospital’s defined role, facilitate achiev?rr_\en! of
its goals and objectives, and follow the long-range pla‘n. It is'a con-
tinuing obligation of the commiltee to keep the hospital on course
with its plan (or strategy) or to change the plan as new facts and con-
ditions dictate. . .
Develop a sense of priorities in its examination of issues and projects
so that the hospital’s limited resources of time am_i money are spent
on those projects that take it the furthest in achieving its defined role
in the community.

Act as a vehicle for good communication among the board, the
medical staff, and the administration.

That is the charge the long-range planning committee needs from the
board to get started.
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SESSION  PLOPLE 1AVOLVED AVIVITIES

EXPECYED OUICOHE

1 Admintstrator T aloneral orieatalion Lo planmning
Outslde Consultant  -Hale of Plansing Conwitloen
=Planing lasks :
=General Discusslon of Nospital-
relaled info., stats, Lrods
=introduction of Cowmnlty Survey
~Hhat do we do wext?

11 Adwinistrator =nformation/Cducalional Jtem *
PYanning Committee  -Nrief Roview of fale and Tasks of
PYanning Comnd Liee
=Strenglhs/Huaknesses Assessment
-histussion of Nisslon Statement
“leview of a dralt “Comumlty Survey®
Hhat do v do next?

111 Mimlnlstrator ~Inforwabtlon/ilucational [tem
Planning Comnittee:  <Review Strengths/Meaknesses Listing
’ ) =Prioritize Lop 5 Streoyths ta build on
=Prioritize Lop b Heaknesses Lo address
=Relate Lo a Fulure Misslon Statement
«Flualize Canmmily Survey
=Hhat do we do next?

LIV, Adumlnistrator =Information/Fducational Jtem
Planniny Committee  -Discuss preliminary resulls of Survey
: =Discussion of “tssue® (sce format)
~Discussion & dovelopment of
Institutional Goals
=Hhat do we do next?

'V, Yi, YI1 Could take same forwat as £1Y or unll) all wajor {ssues have

Promate discussion of planning

Answer questlons about lospital, planning,
external ayencies

Initiate Winking about strengths and
weaknesses

Listing of Strenylhs

CListing of Heaknesses

Develop appreciation and underitandling
of Mission Statement
Gain Consensus on Survay

Peforitization of areas Lo address

Consensus on Survey

Draft of 3 Fulure Hission Statement

Identify what Is to Le addressed at
next weetlng

ltleach consensus on a reconmendation
pertaining Lo “lssue 1*

_ Mentifly further Informatlonal needs

\.
\.

been addressed

vitl Adninistrator -Finalize Mission Stalement
Plauning Comalttee  -Review draft of the Written pian

-Discuss additional arcas of concern or
interest that may not he of jimediate
concern to Comittee, 4.e. what
should we be considering after this?
What should future goals he?

~What do we do next?

X Administrator

~Finalize above from Session VIII
Planning Coumittec - B

X Aduinistrator
Planninyg Coumittee

llospital Goard . O

- =Present to llospital Board for approval.

Finalize the plan and prepare to
present to llospital Doard

Identify future role of the Planning
Conmittee

- 65}1 -

TII xTpuaddy



- 190 -~ Appendix IV

PLANNING CHECKLIST

The Status of Your Need for Planning:

10.

(
Where is your long-range planning document?

What is the composition and function of your Long-Range Planning
Committee? Do you have one?

Is the nature of the area around the hospital changing in any
significant manner (composition of population, availability of
health facilities)?

What staff resources are devoted to the hospital planning process?
What are the bopulation trends in your service areas and what are
your plans to accommodate the population and meet the need for
services required by that population?

Does the hospital know the regulatory requirements affecting its
future plans?

What new programs or services are you planning to provide-in the
next year? Next t?reeAyears? ﬁext five years?

- How were these ideas identified?

- Does your medicai staff agree with them?

- What impact will they have ép ekisting services and programs?
What externél factors do you cohsider when developing your plan and
your budéet? Whét internal (é.g. cost containment) factors?

What are your specific goals and objgctives for the next year and
over the coming five years?

Are there preseﬁtly any functibnél deficiencies in the existing
site and buildings? Do all functional features conform to current

minimum standards?
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Planning Checklist - Continued

11.

12.

Are the existiqg location and allocations of space fof each
départment adequate in relation to the present and future
objectives of the brganization?v

Are there_any other physical plant problems or deficiencies
which detract from efficient bﬁilding opération (e.g. mechanical,

electrical and ventilation'systems, etc)?
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WORKLOAD - DO NOT INCLUDE UNITS FOR PROFESSIONAL COMPONENT OF
WORK SUCH AS MEDICAL INTERPRETATION, ETC.}

REFERALED IN ROUTINE NEALTH
INPATIENTS OUTPATIENTS ONCL PUBLIC DIAMS, QUALITY TOTAL UNTS
REALTH) CONTROL £7C.
] 2 3 4 (]
NUMBER OF TESTS REOUESTED FOR TOTAL TESTS WUMBER OF TESTS AEQUESTED FROM
REQUESTED ON
INPATIENTS OUTPATENTS SPECIMENS PROV. OWNED OTHER MOSPITALS, OTHEA
- our L AED CROSS LASORATORIES
1 2 3 4 L] L)

NUTH 18384 A 33A) REV $2/04
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- PAGE2 OF 4
! Province of Ministry of
British Columbla Health
© MOSPITAL PROGRAMS
— .
STATISTICAL REPORT FOR THE HOSPITAL NAME NUMBSER
MONTHS ENDED _ 19 . LOCATION B.C.
D. SERVICES WHICH MAY BE PROVIDED bY uBOﬁATORV, RADIOLOQGY, OR A SEPARATE ORGANIZATIONAL
UNIT OF THE HOSPITAL (DO NOT INCLUDE UNITS REPORTED IN SECTIONS C or €} |
N e teartars WUMBEN OF STANDARD LTS wAME O
s o out
THE SERVCE
' 2 3 ‘ s
. ot Eco
02. €56 .
03. UTRASOUND
04, NUCLEAR MEDICINE
08, OTHER (SPECIFY)
woTES
€. RADIOLOGY
THERAPEUTIC RADIOLOOY Y HOSPAL FOR PATINTE OF Tk HOSPTAL
INPATIENT OUTPATIENT INPATIENT OUTPATIENT TOTAL

1 2 3 4 1 3

00, NUMBER OF "l(A‘mlITl
. OUTPATIENTS ToraL
mrATIENTS INCL. ROUTINE YotaL
SCANNING (C.AT) EXAMINATIONS - DONE &Y DONE BY
R . STAFF) HOSMTAL OTMER AGENCIES
1 2 3 4 1]

07. NUMBER OF EXAMINATIONS

08, NUMBER OF STANDARD UNITS

NC {INCLUDING FL ”Y) ’

09. NUMBER OF EXAMINATIONS

10. NUMBER OF STAXNDARD UNITS

NOTES

F. PHYSICAL MEDICINE AND REHABILITATION

BY STAFP OF PHYSICAL MEDICINE
AND REHABILITATION UNIT

Y OTHER HOSPITAL STAFF OR
OUTSIDE AGENCY FOR PATIENTS TOAL
OF TME HOSPITAL

PHYBIOTHERAPY

INPATIENTS ov
A 2

11, NUMBEA OF PATIENT ATTENDANCES

12. NUMBER OF WEIGHTED UNTTS

OCCUPATIONAL THERAPY

13. NUMBER OF PATIENT ATTENDANCES

14, WUMBER OF WEIGHTED UNTTS

OTHER THERAPY

.18, NUMBER OF PATIENT ATTENDANCES

G. RESPIRATORY TECHNOLOGY

10. NUMBER OF TREATMENTS AND DIAGNOSTIC PROCEDURES

NOTES

WPATIENTS OUTPATIENTS TotaL

MUTH 18384 1A I8A) REV §2/04

e
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14. DONE FOR OWN HOSPTAL
15. DONE FOR OTHER HOSPITALS / INSTITUTIONS

16. TOTAL

NOTES

Province of Ministry of motyore
& British Columbla  Health
! HOSPITAL PROGRAMS
STATISTICAL REPORT FOR THE ) NOSPITAL NAME NUMBER
MONTHS ENDED e 19 LOCATION B.C.
M. SBURGICAL SERVICES
INPATENTS OUTPATIENTS oA
BURGICAL DAY ALL OTMER
CARE OUTPATIENTS
' 2 3 .
01, MUMBER OF VISITS DURING WHICH OF NTS ON
WERE CAARIED OUT IN THE SURGICAL SUITE.
02. NUMBER OF HOURS—OFPEAATING ROOMS .
@m0t omsrar ‘ WY,
woTES
1. EMERGENCY UNTT
I”'A“l"' OUTPATIENT TOTAL
vsing wnsIg wsits
. 1 1 3
©4. NUMBER OF VISITS TO EMERGENCY UNIT (INCLUDE ALL URGENT & SHORT STAY VISITS.
DO NOT INCLUDE SURGICAL DAY CARE O ORGANIZED OUTPATIENT CLINKCS.)
woTes
J. AMBULATORY CARE
NUMBER OF VISITS NUMBER OF PATIENTS
. ) : ' 2 s .
08, PEYCHATRIC DAY / NIGHT CARE
08, DIABETIC DAY CARE
07, RENAL DAY CARE
08, PSYCHIATRIC OUTPATIENT
9. DIETETC COUNSELLING
10. GENERAL & SPECIAL CLWHICS
1%, OTHER OUTPATIENT
noves
K. DIETETICS (MEAL DAYS) .
INPATIENTS OUTPATIENTS STAFF AND SUPPLIED TO TOTAL
WISITORS OTHER . MEAL-DAYS
INSTITUTIONS
. 1 H 3 . ]
12. PREPARED BY HOSPITAL
13. PURCHASED FROM OTHERS ///////A
NOTES
L LAUNDRY {SOILED WEIGHT - KILOGRAMS)
: . DOME W sent ToraL
HOSPITAL out
. ' 2 3

A

HUTM 1BI8A (HIA 3BA) REV 82/04
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* Province of Ministry of mersen
& British Columbia  Health
1 HOSPIIAL PROGRAMS
STATISTICAL REPORT FOR THE HOSPITAL NAME NUMBER
' MONTHS ENDED 19— LOCATION . ' sc.
M. NURSING PERSON?“EL
G.‘D‘\IA'I 'U;Al. GMTJAY( YU;AL

1. MEDICAL 14. LABOUR & DEUVENY

2. SURGICAL 18. NURSERY

3. MEDICAL/SURGICAL UNDIFFERENTIATED 16. SURGICAL SEMCES

4. PAEDIATRICS 17, PAR.

§. REHABIITANON 19. EMERGENCY .

8. KU/ Y 9. AMBULATORY CARE

RSttt 20. OTHER NURSING

o 21 SUB TOTAL (13201

et 22. OTHER NURSES
10. OBSTETRICS 2. NURSING ADMINISTRATION
11, PSYORATRY 24, TOTAL {20-24)
12. EXTENDEO CARE

8 TOTAL—INPANENT (1.12}

NOTES

N. OTHER PERSONNEL

/ 'MA-N\O:“SIO'IAL mlm. W;M

. uoo(uvo«v 9. ADMINISTRATION
28, ud{ 40. MATERIALS MANAGEMENT
. l.(,ﬂ.\' 41, LAUNDRY & UNEN

N~

28. MUCLEAR MEDICINE 42, MOUSEXEEPING
29. PRARMACY 4). PLANT OPERATION & SECURITY

30. RADIOLOGY 44, PLANT MAINTERANCE
n. NVS‘KWNEIAH "l. OTHER (SPECFYN)
31. OCCUPATIONAL THEAAPY 48, OTHER (SPECIFY)
33. OTHER THERAPY 47. SUB TOTAL (3848
34, RESPIRATORY YECNNO;OGV 40, SALARIED MEDICAL STAFF
5. DIETETICS ' 49, STUDENTS-MEOICAL
36, SOCIAL SERVICES 80, lm!mi.xmsmﬂ
37. MEDICAL RECORDS #1. STUDENTS.PARA.PROFESSIONAL

39. SUB TOTAL {26-37} $2. STUDENTS.OTHER

5. SUB TOTAL (49.82)

O. TOTAL PERSONNEL

NOTES

4. NURSING (UNE 26, COLLMNM 3}

OTHER PERSONNEL (LINE 47)

$8. MEDICAL STASF (LNE 48)

$7. SUB TOTAL (LIMES B4:80+88)

89, STUDENTS [UNE $3}

$%. TOTAL (UNES $7+40)

FULL ME
EQUIVALENTS

MLTH 1536A (A ISA] REV 32/04
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WORKSHEET ONLY

Appendix VI

HEALTH AND WELFARE CANADA

1982-83 ANNUAL RETURN OF HEALTH CARE FACILITIES - HOSPITALS (01)
PART ONE
Nome of hospitel
Steaet and number Postol eddress
Province posset case LLLI LLL

CLASSIFICATION OF HOSPITAL ~ Check or 3

ily oll opproprivte items fas at end of poried

TYPE OWNERSHIP AND OPERATION f{check one snly in soch columa)
[}
ic G . Ownership Operotion

1. Public lincl. Voluntery, Prav. & Munic.) ..ovs [] Veluntery
02, Propristary o [} ) . .
03. Federal 0t [ 12 Loy corporoti m w0

SERVICE 2. Reli rgonisation (X1} D 133 D
04.  Generol = without lang term units ... st 4. Red . waa () w3
0. = with long HIm VRIS ceeesrmmsmeee 033 ] 15, Municipol funion er boepital diswict) wmJ 1wy

iel
Speciolty: :: 4 . wal) 163 D

06, Pedietric o1 ] “' :""" waJ w
0. Other {specily) o] . P Y w2 e ws O3
08.  Rehabili {inel. Convol. ees [J
09.  Estended Core (incl. Chronic) o0 [
10.  Other {epecily} : ws [}

SIZE
M. Roved Bed Copocity wi 1 P

(Adults ond Children)
CERTIFICATION

t of my knowledge the doto contoined in
ent concerning the focil icos ond

I heceby cortify thot t
this re
snpenditure of this ho

Signature of Hospita! Avthority

This return hos been comploted in occordonce with the St
with the requirements af the Hospital Insuronce and Disgnestic Services Act,
the Reguloti b der, ond the Ag , and is opproved.

Provinciol Autherity .

Title
Tel. No. Date
SUPPLEMENTARY INFORMATION . FOR OFFICE USE ONLY
Speciol explanatory notes on significont changes duing the yeor,0s described Dote Rec'd

inthe fnstructions ond Definitions
supplementory poge: Enplonetery No

not suflicient spoce please complete

Kordex Entered

Pages Blank

Prof. Edit Done

Queried

Reply Adi.

Arith. Check

Final lnss.

8-2300-13.1

PART ONE = P. L of 10,


http://Con.e1ef.eenl
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L]
. STATISTICS CANADA WORKSHEET ONLY . MEALTH AND WELFARE CANADA
1982-83 ANNUAL RETURN OF HEALTH CARE FACILITIES — HOSPITALS
PART TWO
Name of h i
Street ond number Postel oddress
City, town, etc. Provinee _- 5 Postol code L_l__I_LJ_LJ
- - {31
HOSPITAL CERTIFICATE
| heraby certify thot te the best of my hnowledge the dote contoined in this teturn represent o trus statement of the aciol operations of this heospital.
¥ —
Dare Signature of Haspital Authority
Tel. No. Title
AUDITOR'S/AUDITORS® REPORT
1/we hove exomined the Bolance Sheets of the ob dh los ot .19 . ond the Summary of Op. ng Expense, Stotem
Income, and supporting stotements, schedules and onolyses for the yeor then ended. My/our exomination includad o generol review of the occounting proce-
dures and such tests of accounting records and other supporting evidence o8 1/we considered necessary in the circumsiances, <
Quol
In my/our opinion, subject 1o the quelifications set out 5-\' the p ding porogroph, the hed i 1 present foirly the finonciol posi-
tion of the Mospitol 08 00 s 19 ___, the results of its operotions for the yesor then ended, in cccordonce with generally accepted hospitol
octounting principlies applied on o bosis consistent with thet of the preceding yaor.
Auditor/Audirars
FOR OFFICE USE ONLY
Dote Rec’d
Nome
Kordex Entersd
Address . Pages Blank
Prof, Edit Done
Dore
Queried
(Signoture of Avditer /Auditors) Reply Adi.
Avith, Chech
Finol Insp.
8-2300-134.1 PART TWO = P.1of 1O
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l * Statistics Canada  Statistique Canada

Quarterly Hospital Information
System

HOSPITAL WORKING COPY ’

isti Pl ith address label
Statistics Canada o nsttutional_ Siatistis  Section,
Canadian HOSpital ASSOCiaﬁon Statistics Canada in return envelope.

Si vous préférez recevoir ce questionnaire .
en frangais, veuillez cocher D o1

CLASSIFICATION OF HOSPITAL — Check of specify all appropriate items (as at end of period)

TYPE '
i 0l. Public (incl. Voluntary, Prov. & Munic.). . . .. ... .0n v 013 a OWNERSHIP AND OPERATION (check one only in each column)
g I G| vee Ownerlp  Qpetin
SERVICE , 12.  Laycorporation ............... 1120 123 0
04, General - no long term units . e . em O 13. . Religious organization . . .......... 120 1320
0s. ~withlongtermunits .. .....c.coovvvenns os1 O 14. RedCross . . ... 12 0 1 0
‘Specillly: : . 15. Municipal (union or hospital district) . . .. 152 0 13 0
P06 Pediatic L. ......ieiiiieiiiienaaeeean. 0810 16. Provincial . ...... veeee 120 e B
Y 01, Other (specify) o1y [J__| 17 Fedensl ....coo . om0 . om0
08. Rehabilitation (incl. Convalescent) . vvovvvevvaa.. 081 0 18, Proprietary . ocenensraneeee.-. 1020 183 0
09. Extended Care (incl. CRIoRic) . .« v v oivreverenn.. 091 0
10. Other (specify) or O

:

11. SIZE - Rated Bed Capacity
The rated bed capacity is the number of beds and cribs that the hospital (of a unit of the hospital) has been app dto date, on the basis of established
standards of floor arca per bed. This capacity would have been approved at the time of:

) original construction, or :
b) after complction of additions or other structural changes.

NOTE - Beds in the following arcas should be excluded from the rated bed capacity: labor and delivery rooms; beds in diagnostic and sreas designed
for patient rest immediately before or after feceiving services; beds in outpatient and emergency units; beds in employee quarters including those used
for sick staff; post-anesthesia recovery beds; beds in Day and/or Night Care Units.

GENERAL INSTRUCTIONS

. Constant refetence should be maJe 1o the 1 ions and Definiti ined on these pages. For mote detailed definitions
check the Insteuctions & Definitions (Part | & Part 11) for the Annual Retum of Health Care Facilities ~ Hospitals.

~

. Stgl:u&né not specified on the form USE lines designated as “OTHER™ and provide supplementary information ON THE BACK
AGE 7.

-

. DO NOT use shaded areas,

»

. All data, except beds, must be cumulative year to date, therefore the data-for the reporting quarter must be greater than datain pre-
vious quarter. . .

If the data seported this quarter are less than in previous quarter, please give an explanatory note ON THE BACK OF PAGE 7.

[

. Do not report credits. The computet program will not accept credits in expense accounts.

o

Should you have any problems in completing this return please contact Gasry MacDonald, Production Manager, Doris Gallinger or
Carolyn Lumsden - (613) 995-09%1. .

‘Completed by: Telephone Number

(Name) {Date) Ases code

$-2300-18.1: 22-2-82 B101619
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ABRITISH_COLUNBIAMLALTAN ASSOCIATLION LAARINLN NDSPITAL REPOPMTY LIL M 3]

GROLP: 17  WOSPITALE 802 = WATLR NISCRICORDIAL WOSPIVAL

pLscaresrionw NOSPITAL seovr PRrpvIwC
PATIINT DAYS
ACUTC 7RCNap 1 113,209 Jsl3d
EXTLNCLD CaRE $,001 21,3358 /3679
LONG TCR® PATICNTS 313 To100 3552
NLVBORA ° i
LONG TLA® CAGL PRDERAN ° 2,009 VoS .

SCIGHTED TOTAL OAYS_ Pe2%e 1000180 _Svere - - —— ]
AVERAGT STaY ~ ACUTL/RCHAS $e3 T %3
D. PATIENY SCRYICLS uravILey ovTPATIENTY unnuv ouTPATIENY 1
_TRCATRENT CLINICS 1,808 2,359 17,32 as,211 Aabed 4 g5 70
CNEREENCY UNTT 2 1,588 :,nu IS 42,388 S0P S, 288
PIIGNCSTIC, CLINICS o0 1,803 20,730 2038 u.xn_;,f S W18,372 |
SURGICAL SUITC m 100 3,470 1222 2,53 101,333

Lo FULL TINC COVIVALENT STAFF (A1 71N I STArT I STATF
MURSTNG 28.8 17,709,.2
OTMIR TRCATWEIKTS & DIAGMOSTICS ‘128 8,398.9

| suPPORY 328,
STUDENTS 0,0
SALARTED wEDICAL STAFP 0.0 0.0 162
1074L STATF v 837 e T8 0y 35,377.0 ¢

Fo INCOML ANQUNT  s/WT-DRY SRDUNT  $/¢T-DAY uou-v unoou
MOSPITAL_PROSRARS = JNPATICNT. o 1a302,083 ___}11.50 ., T
WISPITAL PROCRANS = OUTPATILNT ’ 23,323 ? 39,370
DINIR INPATICNT 160,342 . 24351,095 19

. OTMER OUTPATTEYT 124,343 . 34900,716  -23.08 r
0TMEe INCONL 39,000 *T3,003 S.7y T b8, 97y
LESS CICLUDABLE InCONE ° 157,277 0. 3.075,2
OPERATING INCONC oV __223.%3 _ 38,999,328 __ 213.13 -

6o LXPENDITURES ANQUWT  §/¥T-DAY & ARDUNT  S/UT-DAY T AnDUNY  S/uT-DAY &
SALARILS & wAGLS 1,207,002  135.31 608 23,878,370  3ul.9% 0.8 833,949,203 132.19 s0.3
PEDFLSSIONAL FCCS t 0.00 0.0 500,213 1.8 30,707, on $.5% 2.8
CAPLEYEL OCWEFITS 155,718 1002  e.3 (34
PLOICAL/SURGTCAL SUPPLICS. S__ A ?
Daucs 1.8 723,79
DIETARY FOOU L SUPPLILS 3.5 — u-.sn
PLANT ZaINTENANCT .08 []
LINEN € LAUNDRY o2y 2
PATIENY CARC, O L 1 11.02 & Tode8,082
ADRINISTFATIVE L SCNENaL SUPPORT LS LR )5 1 1,700,25¢

TUPLINT CPERATION & WOUSECACCPTNG Y. 2 1,338,321

cince °. oo c.0 (T3S 178
840 DLBIS 10,880 1. o.s "n,no 2 0.3 0.02
SUSTOTAL 1,871,968 nt.n 19¢.0 34,110,979 207.02 100.0 222.47 no.o
LESS [XCLUBARLE EXPEYDITURLS [] 0.00 0.5 13),900 0,80 O.e 0.33 0.3
OPLRATING _LXPINDITURE 328710968 228.19 300.0 39,077,579 206.22_ 99.¢ l.:n.zu_,nz 222 "
SURKLUS/ZOEFICTT 22,208~ Y 14180, 788 .. 0,308,008 [}

Mo PUOJTCTLO YCAR END SURPLUS/DEFICIT ° - [TYYELTY 16,730,182

3. DICT4EY FODD €OSTS/nLaL 0AY $:04 Se26___ 219
Jo NUNECR OF MOSPITALS REPORTVING IS 207 20 103 7 110
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REPORT
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(802)
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LAST REPORTED MONTH?
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. TYPE L
MATER MISERICORDIAE
ROSSLAND

e e e

(Nu, 802)

CATEGURY

XX
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mo
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ABLE. EXPENDITURES
ING EXPENDITURE

P CLC OX=22MIT—>0CCIT

o =
= o

OPE

SURPLUS/DEFICIT

MINISTRY OF HEALTH < HOSPITAU PRUGHAMS
VETAILED 1982/83 FINANCIAL REPURT
PEER GKUUP S0

LAST REPORTED MONTHI MAR
TTTTMARCH 3 . MARCH 3}
82/83 Y10 2/83 PRO 82/83 APPR
ACTUAL (8) ASIUALS 3] BUUGET (5)
1,498,948 1,498,948 1,498,948
! 31;13 s Y PR
23,323 18,740 18,740
“x,szs.zea““'I}Sao,806 T 1,517,668
160,568 1eo.see 162,925
lta 303 12 p 63 113,031
17938 4 191308
§ 3 S 53 ?Zuuq
_.--q,_------ eevessmeca eeocseoecss
1, 8’5 1381 1,848,398 1,822,565
cmeewst 0 ceeeas22? wea328?
1,849,701 1,885,176 1,818,760
. 0 v 0
l,649,7bl> 118“5';75 1,818,760
'1}287;003 ‘""_17537765%_—"_ "TTifﬁ"Sog"
SRHE R
A1 1L Y
° r4 ®
AT S i1 S 11
- — -1+ —— cl..
11 S 1 cet ot
4d; 006 44,086 385807
0 0 3,772
10,850 10,880 )
11571 966 1,871,960 15510'760
- .._4___0, om0 Qe e 1]
1,871,906 ‘10871,960 1,818,700
22,205 26,788~ ) 0

cw

FAVOURABLE/
NFA&?URABLE
BUUG VAR

0
3;118

5,113

53 20b'
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53,200~

2b,788~-

707705783 PAGE
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7~ REPORT 'NU, 50 MINTSTRY OF "REALTH = HGSPITAL vncnzan

077/05/83 PAGE

_ TYPE L 1982783 HOSPITAL SIATISTICS
! .
_ MATER MIScRICURDIAE (802) PEER GROUPI 50 LAST REPOKTED MONTHI MAK
Winbom SLAND e e et e e e TEAMI _CARIBOU, .OKANAGAN, KUOTENAYS _. .. . __..... RESPUNSIBILITY: DAVIUV nlILKD
H LATEST LATEST ACTUAL 1981782 VARIANCE A
; N ACTUAL PROJECTED TU qw4>r VARIANCE A PLRCENT
! CATEGURY VALUE MAKCH 31, 1GE3 (APPRUVLD) (e} = (3 OF 19b6t/8e
i HOSPITAL PRUGRAM v.quan oAYs
VT T T T ACUTE/RERAG T - T T T g, 09 T T l.f.ow-. TS, 004 T 913- ’ ;.w.
EXTENDED CARE 9,401 5,461 5,400 i 0,
NEWEBURN ) 0 0 1] 0 0.0
OTHLR PATIENT DAYS
ACUTE/REHAD : 195 195 ese 57~ c2.6-
e EXTERDED CARE IV - O SN U UUNOR N S 0.0
NEWBURN 1} Q v 0 ) 0,0
UNDIFF. LONG TERM CARE PATIENT DAYS 834 834 v 834 0.0
: ACUTE/REHAB ADMISSIUNS ‘ 81e 812 8Se a0~ 9
A/R AVE, LENGTH OF STAY (ON ADMISSIONS) 5.3 5.3 6.2 0.9- 14,5-
TTTTTTUYUTAC CABORATORY CUNITS T T g g T T 01,807 T 7T T T 29,896 T TS, 079 0 T T 39,3
: TOTAL RADICLOGY EXAMS . 2,302 2,302 2,460 158- t.8-
OUTPATIENT VISITS
: PHYSJOTHERAPY 2,359 2,359 1,848 S11 el.7
: o UCCUPATIOWNAL THERAPY e OO [ < B e . 0,0
1]
_ SURGICAL SUITE VISITS
IN=PATIENTS . 334 331 say 17- a,9-
SUKGICAL DAY CARE . 140 140 48 .9 191.7
_ YOTAL S 3 a1l 396 75 18,9
e TOTAL. EMERGENCY VISITS oo o 10030 e 10030 o 20004 o e . 37w . T
: OUTPATIENT VISITS
; PSYCH]ATRIC DAY/NIGHT .
| placeht ¢ : ¢ b B3
‘ BsVehiaTrIc ouTPATIENT ¢ 0 v 0 R
L CDILTETIC COURSELLING o oo o o o e e e 0 e e 0 0.0
|
‘ 4c«>r DIETETIC MEAL DAYS 12,961 12,961 13,284 323~ 2.4~
TUTAL KILUS OF LAUNURY 50,798 50,798 ’ 0 Su,798 0.0

. DUE Tu A CHANGE IN THE mMEASUREME
) VOLUME_UF_WURK mxccrc mn .CONS10E

NY OF LABURATORY UNITS, THE 198
RABLY LESS THAN TnE 1981/82 FIGURE . . . ..

2/83 PROJECTED LAB czuqm ﬂcm AN nocu<>rmzq

e o e s e e

86

hoc -
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Canadian Council on Hospital Accreditation
~Conseil Canadien D’Agrément Des Hopitaux

AL SWANSON, M.O_, FACHA, Exscutive Director

1815 ALTA VISTA DRIVE, OTTAWA, ONTARIQ K1G JY6
TELEPHONE: {613) 523.9154

N

Appendix XI

MIMBCR SRGANIIATIONS

CANADIAN MOSPITAL ASSOCIATION -
THE CANADIAN MEDICAL ASSOCIATION
THE ROYAL COLLECE OF PHYSICIANS
AND SURGEONS OF CANADA
'ASSOCIATION DES MEDECINS OC

LANCUE FRANCAISE DU CANADA
CANADIAN NURSES ASSOCIATION

* HOSPITAL SURVEY QUESTIONNAIRE

Mater Misericordiae Hospital
. . Name of Hospital

Rnsaland, R.C
. Location

Dr. H. J. Warrick

Name(s) of Surveyor (s}

Ooboh A8 DO 1982

“Date :d Year of Survey
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Number and Percentage of Beds for Area ¥
Your Hospital Hospital Hospital Hospital Hospiial
Type of Bed Hospital A B - C D S

Mecial
Surgical
Ob-Gyn
Psychiatric
Alcoholic

Extended Care

*The area may encompass more than one R.H.D.
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Utilization of Beds

Appendix XII(b)

Percentage of Beds

Hospital

. . Your Hospital - Hospital Hospital Hospital
Type of Bed Hosnital A B C D E
Medical

Surgical.

Ob-Gyn ~

. Psychiatric
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Working Relationships with Other Hospitals
(Alliance Strategies)

Hospital Hospital Hospital Hospital . Hospital

Activity A B _ c D E
1 X .x X
2

5 N

L X

5 X

6 x X X

7.

8 X x X X
9

—
o
»
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Report on Day care Surgery 1980/81 - Research Division,
Hospital Programs, Ministry of Health, Province of British Columbia

1980 Canadian Hospital Directory - Buyers Guide, August 1980
Canadian Hospital Association

Statistics of Hospital Cases Discharged During 1980/81 - Research
Divison, Hospital Programs, Ministry of Health, Province of B.C.

Hospital Role.Stddy Phase 1, August 1979 - A Discussion Paper on
Hospital Services in British Columbia, Ministry of Health

Hospital Role Study Phase I - Addendum - 1981 - A Discussion Paper
on Hospital Services in B.C., Ministry of Health

Community Health Services = Annual Report 1981 - West-Kootenay
Health Unit, Ministry of Health, Province of British Columbia

Changing Statistics for B.C. Health Management - From Program
Development to Cost Control, May 1981, Department of Health Care
and Epidemiology, University of British Columbia

National Health Expenditures in Canada 1960 - 1973 - Health and
Welfare Canada, Health Economics and Statistics Division, Health
Programs Branch, Ministry of National Health and Welfare, Ottawa

Vital Statistics of the Province of B.C., 1980 - Ministry of
Health, British Columbia

Ministry of Health Annual Report 1979 - Province of British Columbia
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DESCRIPTION OF HOSPITAL

LOCATION:

The Mater Misericordiae Hospital is located two blocks from the city
centre on the corner of Columbia Avenue and Georgia Street. It
serves as a small community hospital primarily for the residents of
Rossland and the outlying rural area.

LEVEL OF CARE:

The Hospital has 26 acute care and 15 extended care beds. It is
staffed and equipped to provide emergency, primary, and select care
services to its community and those referred for minor specialized
surgery. These services include inpatient and outpatient medical,
surgical, diagnostic, physiotherapy and treatment services, emergency
care and extended care. '

SPECIAL STRENGTHS:

The Hospital consistertly seeks to maintain its role as-a provider of
primary and limited secondary care and to contribute to the area-
wide health care system in a co-operative and progressive manner.

To this end, the Hospital has initiated a standing committee for
planning and co-operates with other providers in the area to plan
and ensure continuity and an acceptable level of quality care. The
Hospital has specialized strength in arthroscopic knee surgery.

LIMITATIONS:

Patients requiring secondary and tertiary care services are referred

to higher levels of care at our referral centre - the Trail Regional
"Hospital. The Mater Misericordiae Hospital does not intend to provide
extensive specialty services, such as obstetrical and intensive care

or psychiatric and dépendency—related problems, nor to compete with

our regional referral centre. Working relationships with other providers
have been established to ensure our limitations do not affect area-

wide service. :

HEALTH PROVIDER RELATIONSHIPS:

The Hospital has a direct working relationship with Columbia View
Lodge, an 84 bed Intermediate Care Home in Trail, through the joint
administration of the Shared Services. It also shares an excellent
working relationship with the Regional Hospital in areas of laundry,
group purchasing, maintenance services and pharmacy. Labour relat-
ionships and finance information is freely shared. This relationship
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extends to Public Health, the Long Term Care Program and health-
related groups by way of direct co-operation and communication.

EDUCATION:

The Hospital seeks to ensure that appropriate orientation, inservice
and continuing education are available to health professionals
associated with the Hospital. There are no formal affiliations with
medical or nursing schools or centres for training allied health
professionals. Relationships exist with the Regional Hospital so
our staff may participate in their programs.

TECHNOLOGY :

The Hospital strives to make available and maintain to superior
functioning such equipment as is appropriate for a provider of
primary and secondary care, such as monitoring and diagnostic
equipment. It is the Hospital's intention to be an early adapter
of new equipment and technology that will ensure our primary role
and expand our specialized minor day surgical role. New

technology is introduced only at such times as the need has been
demonstrated and its cost effectiveness has been determined, either
by the Hospital or by other hespitals of equal size and role.

RELIGION:

The Hospital is a nondenominational facilify whose background is
Christian. It was founded in 1896 by the Sisters of St. Joseph of
Newark. The religious order passed control of the Hospital to the
Rossland Hospital Society in 1969. Efforts are made to maintain the
long tradition of caring and sharing.

Chaplains of all denominations participate in the ministry to the
Hospital patients and long-term care residents.

COSTS:

The Hospital is a proponent of cost-containment and implements such
cost-control programmes as are possible without sacrificing quality
patient care. The priority for doing this is to attempt to provide
excellent care for illnesses whose treatment is within the scope of
our skills, technologlcal equipment and resources. In addltlon, the
Hospital attempts to provide sophisticated skills and equipment in the
narrow list of specialties already defined. The Hospital strives to
provide health care services in a gost effective manner which permits
a sound and stable financial position for the hospital and reasonable
health care costs for the consumer. The Hospital recognizes that the
desire for increased services and technology is not always compatible
with the desire for reduced health care costs. Therefore, the Hospital
endeavours to maintain a realistic balance between cost-containment
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efforts and adequately meeting the health needs of the population.

The Board and Administration firmly believe that the key to cost-
containment lies with the cost-consciousness of the individual staff

and Department Heads.
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PHILOSOPHY

The Philosophy of the Mater Misericordiae Hospital is simply
stated as "caring and sharing" among ourselves, with patients,
and among the community.

The Mater Misericordiae Hospital was founded on a tradition of
caring and sharing by the Sisters of St. Joseph of Newark.

It is our privilege and obligation to provide for the patient
an atmosphere which will hasten the patient towards optimal
physical and emotional health; will consider his privacy,
safety and comfort; and will recognize and respect his inherent
dignity, rights, worth and uniqueness. To do this, we must
always be idealistic in vision and realistic in action.

Through our reflection of this philosophy, we can give purpose
and meaning to the lives of others and at the same time greatly

enhance our own.

What is a Philosophy:

The guiding principles folloWed in a particular activity or field
of knowledge. '

Why a Philosophy:

This is the most important document our Hospital will ever produce,
because it establishes our direction, our size, our patient
community and our strengths. Our philosophy is the basis of our
Mission Statement.

This Philosophy is Formalized as Follows:

We believe that health care institutions and agencies are best
governed by an informed group of voluntary trustees, sensitive

to the particular needs of the communities, innovative in approaches
to meet this need, elected by and accountable to the public, having
a concomitant level of authority to meet their responsibilities.

We subscribe to having every Board member on a Committee and all
Committees active.

We believe that the health of individuals will be enhanced if

they know more about the factors that lead to physical, mental,
and social well-being; and take personal and life-long respons-

e /2
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ibility for maintaining health. We believe that the Mater
Misericordiae Hospital has a duty to assist individuals in
meeting this responsibility. )

We believe that legislators, board members, executives and
direct care professionals must work together to create a
climate providing high quality patient care and treatment in
a cost-effective and efficient manner that makes innovative
use of existing resources.

We believe that the value of any health care institution and
agency derives from the quality of health services it provides
to the public, and that a recognized accreditation program is
the best means of assessing quality and measuring and evalu-
ating services we provide to the public. We believe quality
is further ensured through continuing education of staff and
Board members. : ’

We believe that regional services should be co-operatively
linked to ensure that changes in the level of care are met
with minimal inconvenience to the patients and their families.

We believe that the Hospital Auxiliary is a vital and eqdal
part of the care we provide and that their involvement must be
maintained.

We believe that the Hospital has intrinsic economic and social
values as part of our community.

We believe that the Bospital organization should be structured
to provide for communication and input from all levels.

We encourage a planning role for the Medical Staff.
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GOAL1: To assure that the decision making is consistent with
the philosophy of the Church and the mission of the
hospital.

GOAL?2: To maximize efficient utilization of resoures.

GOAL3: To develop and maintain a proactive and integrative
marketing posture.

GOAL 4: To develop and maintain a proactive and integrative
planning posture. '

GOALS5: To operate a high quality and safe level of clinical ser-
vices. ‘ o

GOAL 6: To keep the hospital financially healthy.

Objective 1:  To complete a comprehensive evaluation of the
feasibility of an outpatient surgery program by June
30, 1982, at a cost not to exceed $3,000.

Objective 2:  To completea comprehensive study of the feasiblity
of an alcohol treatment unit by June 30, 1982, at a
cost not to exceed $3,000.

Objectii'e 3: To establish a board-approved comprehensive, on-
going cost containment program to be monitored by
a joint committee of the Board, Administration and
Medical Staff.

Objective 4:  To develop a Primary Care Center in geographic
proximity to the Hospital by January 31,1983, in an
underserved area. ‘
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PERFORMANCE GUIDELINES

CHIEF EXECUTIVE OFFICER

WORKLOAD: Is the workload planned and delegated where appropriate?

HAS EXCEEDED REQUIREMENT
HAS MET REQUIREMENT

‘HAS NOT MET REQUIREMENT .

COMMENT :

O
]

O.

ORGANIZATION: Are activities/time well organized and effectively co-ordinated
with others?

HAS EXCEEDED REQUIREMENT
HAS MET REQUIREMENT
HAS NOT MET REQUIREMENT

COMMENT :

3.

N

PROBLEM SOLVING: Are problems anticipated/identified? Thought through,
solved in realistic and practica) way, and where appropriate
are effective recommendations made?
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PROBLEM SOLVING: Continued.

HAS EXCEEDED REQUIREMENT

HAS METOREQUIREMENT -
HAS NOT MET REQUIREMéNT

COMMENT:

O
()
o

COMMENT :

_pOLICY: Is an active role taken in policy formulation?

Are policies

maintained in an organized manner and reviewed periodically?

HAS EXCEEDED REQUIREMENT
HAS MET REQUIREMENT
"HAS NOT MET REQUIREMERT

oDAO

SENSE OF RESPONSIBILITY: Are decisfons made and is responsibility accepted for
' those decisions? Is a conscientious and loyal attitude.

to the position and facility dgmonstration?

HAS EXCEEDED REQUIREMENT
HAS MET REQUIREMENT
HAS NOT MET REQUIREMENT
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5.  SENSE OF RESPONSIBILITY: Continued.

COMMENT :

6. ASSERTIVENESS: How well are ideas presented? How effective is group participa-
tion? Is assertiveness used effectively without undue
agressiveness?

) HAS EXCEEDED REQUIREMENT

T3 HAS MET REQUIREMENT

{J  HAS NOT MET REQUIREMENT

) :
e COMMENT ;

7.  INTERPERSONAL RELATIONSHIPS: Are interpersonal relationships good? Is tact

used to maintain good relationships? Is co-

operation shown? Is good descretion shown?

INTERNAL -
VERY GOOD AT GETTING ALONG WITH: -

Public/Patients I Board [J Medical staff CJ Auxiliary [3J Staff O

GOOD AT GETTING ALONG WITH:
Public/Patients (J Board (O Medical Staff 1 Auxiliary O Staff (3

WEAK IN SOME WAYS AT GETTING ALONG WITH:

public/Patients O Board [ Medical Staff [J Auxuiliary (3 Staff [J
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4-G

7. INTERPERSONAL RELATIONSHIPS: Continued.
b. EXTERMAL

VERY GOOD AT GETTING ALONG WITH:
Government Staffs(J Press[J Allied Organizations (J  Community [

GOOD AT GETTING ALONG WITH: )
Government Staffs[:] PressD Allied Organizations[:] Conmunityr__]

WEAK 1t SOME WAYS AT GETTING ALONG WITH:
Government staffs[] press{J  ANlied Organ‘.zationsD Community O

COMMENT :

8. LEADERSHIP SKILLS: Is effective direction given to staff? Are adequate feed-
_back and follow up systems in place? Are regular staff
meetings held? Are staff concerns dealt with promptly
and fairly? .

[0  KAS EXCEEDED REQUIREMENT

[J  HAS MET REQUIREMENT -

[3  HAS NOT MET REQUIREMENT

COMMENT:




0
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4-H

APPEARANCE, MANNER AND GENERAL IMPRESSION: Consider overall bearing, way of
. talking, manner, and deportment.

- HAS EXCEEDED REQUIREMENT

HAS MET REQUIREMENT
HAS NOT MET REQUIREMENT

COMMENT :

-0

HANDLING DUTIES WITHOUT STRESS: Is confidence and maturity display on the
job or does it appear that undue stress is

prevalent? :

HAS EXCEEDED REQUIREMENT .
HAS MET REQUIREMENT
HAS NOT MET REQUIREMENT

COMMENT :

n.

ooog

OPEN-MINDEDNESS AND ADAPTABILITY: Interested in and receptive to new ideas

and situations?
HAS EXCEEDED REQUIREMENT

HAS MET REQUIREMENT
HAS NOT MET REQUIREMENT
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11. OPEN-MINDEDNESS AND ADAPTABILITY: Continued.. . 4-1

COMMENT :

12. INITIATIVE: Are ideas to improve the facility's services contributed?

13. GENERAL COMMENTS:

FOR EXECUTIVE COMMITTEE DATE

SIGNATURE OF C.E.O.:

DATE:

81/09
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1.

12.

13.

14.

15.
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EVALUATION QUESTIONS

Is the plan in front of you at each meeting?

Were the recommendations of the plan (goals and objectives)
actually carried out?

If so, when and by whom?

Did the actions accomplish what was intended?

If so, how do we know this?

Did these actions or their results raise other issues or problems?
How were these handled or must they be addressed by the Bosrd,
Committee of Manageﬁent?

Will such subsequent actions or results sequire changes in the
plan? |

Were these other issues or pfoblems worth the cost of the actions?
Did the assumptions underlying the recommended coﬁrse of action
hold true? |

If not, how did this affect the actions or the results?

If the plan weie being prepared or revised anew, would the
various recommendations again be proposea?

What would be done differently?

Are there external developments aﬁd/or internal changes tha;
may affect the plan or the assumptions?

Are periodic reports being made thatAhelp to monitor the plan

and evaluate results?
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