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* SUMMARY

This report describes a federally supported education and development
program conducted during the 1973-74 fiscal year for the Michigan State
Health Planning Advisory Council. The program sought to increase Council
members' awareness of and insight into the comprehensive health planning
process and their knowledge of the health care system. 4Lt also sought to
increase the ability and competency of the Council as a planning group and
thereby increase the effectiveness of the Council in producing state health
policy.

Methods chosen were applied to three Council task forces responsible for
making policy recommendations during the project year as well as to the
Council as a whole. 1In brief they included assessing the effectiveness of
meetings and providing feedback of this information to Council members, con-
ducting joint staff-Council member sessions to plan meetings and implement
decisions, providing issue-focused written material to Council members and
conducting discussions of materials, changing the array of physigal aspects
of meetings, collecting information with perception and role questionnaires
and providing feedback of this information, providing primary consultants to
maximize the technical knowledge available, distributing preliminary recom-
mendations as a means to test their feasibility, maintaining a log of observa-
tions of interpersonal and procedural events, and timely sharing of these
with staff and Council members, and interviewing all Council members to help
them reflect on the nature of their experience.

Findings included: During the year Council members increasingly perceived
that they were experiencing an educational process and taking responsibility
for it and for the work of the Council. As a group the Council increased in
C:jeach of four measured dimensions of socio-emotional climate. Member assess-
ment of meetings were overall more positive than negative, and individual
attitudes toward single meetings showed an apparent relationship to attitudes
toward the long-term prospects of the Council. The results of the meeting
assessments demonstrated an unpredicted regular pattern which if studied
further could be a significant contribution to knowledge of group dynamics.
The log, to the extent observations were accurate, showed the Council grew
in intercommunication among members, objectivity toward its own functioning,
interdependence of responsibility, cohesion, ability to inform itself and
make decisions about problems, ability to detect and control group rhythms,
skill in controlling factors in structure and functioning of the group,
integration of individual ideologies, needs and goals, and ability to create
new functions.

In addition, interviews of Council members at the conclusion of the program
yielded a wide range of response concerning views members had of their roles
in representing others and as consumers or providers, attitudes tcward both
written and verbally presented information, attitudes toward other members,
Council meetings and staff, and how these attitudes changed during the year.
Thirty-one of 39 members indicated that their experiences with the Council
noticably affected their professional or personal lives.

Implications, in the absence of an experimental research design, were.based
on Council member testimony and staff observations. They include:
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~--Group effectiveness can be increased by learning about group
dynamics in the context of task-oriented activity. ’

The receptiveness of Council members to education and development activities
is influenced by their perceptions of staff competence and support, and by
the extent of their own participation in planning, implementation and
evaluation of the activities.

~—Adoption of a new practice is related positively to the perception
of the new practice as helpful in moving toward task objectives and
to having a group experience with the practice and negatively to
staff skepticism about members' reactionms.

--Active participation is influenced by the degree to which the
leader is seen as being helpful, the person's own level of
interest, a feeling of ability to influence results, and the degree
to which the person is not overawed by the perceived expertise of
other members.

--The resources of members who have heterogeneous backgrounds, roles,
levels of expertise and assertiveness, sex, and lengths of tenure,
are used most productively where there is training in group membership
and frequent informal contact.

~-In a task-oriented group, desire for interpersonal contact is likely
to be present, but not clearly expressed. However, when recognized
and provided for, it is a means to increase group identity and
effective work relationships.’

--Communication of selected information aimed at target questions and
issues of immediate relevance is less likely to overload and overwhelm
than large quantities of broadly relevant information.

——Effectiveness of group problem-solving and decision-making is enhanced
by provision of a common technical vocabulary through such means as a
glossary.
—-In their initial charges committees need objectives as specific as
L possible in dimensions of time and quantity to avoid spending undue
Lo time and effort in establishing the perimeters of their work.
--Part-time consultants who are recognized as experts and who are
reimbursed can provide an effective source of technical knowledge
and vitality to committees of volunteers who have a variety of
levels of expertise.

--Dissemination of preliminary recommendations can result in reactions
from interested and affected groups and can prepare the way for
consensus on desired change and methods to accomplish it.

Several current Council activiti. ., are being continued or have been developed
because of the education and develcpment program. These include health
planning guidelines for Council committees and both orientation procedures for
new members and ongoing education for all members based on program experiences.
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I. DEFINING THE PROBLEM

Background

In the spring of 1973, certain assumptions about health planning advisory
council: at the state level throughout the country, as well as experiences
in Michigan, prompted the design of this education and development project.
These were:

—-that the impact of state health planning advisory councils on
state health planning had been minimal; and

--that the ability of members of state health planning advisory
councils to act effectively in a "partnership for health," as
. projected in federal legislation, had been limited.

Among the reasons for these assumptions, three stand out:

--often there was not a precise definition at the state level of
the relationship of advisory councils to other components of the
health care system - estzblishment of councils by federal
legislation, without accompanying state legislation, contributed
to the lack of precision;

~-some people in the health care system did not agree with or see
the need for an integrating and overlying policy-making body; and

~~the methods for producing state health policy and state health
plans were in the process of being developed, but had not gained
wide acceptance.

It was further assumed that council members' lack of knowledge, experience
and perspective was in part responsible for their limited effectiveness.

Consumers generally lack knowledge of the health care system, its
components, and how they relate; lack experience in working with providers
in group settings; lack understanding of the role of consumers on such
advisory bodies; and lack knowledge of and experience in comprehensive
health planning.

Providers usually have sophisticated knowledge of a portion of the health
care system, but generally do not have a broad knowledge of it; lack
experience in dealing with consumer opinions and in working with hetero-
geneous groups to produce health policy recommendations; resist change in
the status quo because of an appreciation of the complexity of the system
and the difficulties in changing it or because of a conflict of interest,
or both; and also lack knowledge of and experience in comprehensive health
planning.

*A survey of state comprehensive health planning agencies by William J.
Waters at Ohio State University in April 1974, reported that of the 42 (of 50)
agencies which responded, 12 or 29 .percent had statutory authority from
state government by way of legislation "tailored specifically for CHP." Final
analysis is contained in a dissertation completed in August 1974,
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The Situation in Michigan

The evolution of comprehensive health planning at the state level in
Michigan has been marked by a series of organizational struggles and by
gradual achievements in planning and policy development. Shortly after
enactment of P.L. 89-749 in 1966, Governor George Romney created an Advisory
Council in the Executive Office and a Comprehensive State Health Planning
Commission composed of the State Budget Director, an executive assistant

" to the Covernor, and the directors of the Departments of Public Health,
Mental Health and Social Services with the primary assignment to serve as
Michigan's long-range interdepartmental health planning agency."

The success of this approach to comprehensive health planning was under-
standably limited. The Commission was made up of individuals who had clearly
defined jurisdictional interests to protect. In describing the work of the
Commission, one member said, "Controversial issues were avoided and decisions .
postponed.”

In 1970, Governor William G. Milliken reorganized the state comprehensive
health planning agency, creating an Office of Comprehensive Health Planning,
which was given major responsibility for health policy planning. The
Commission was made a technical advisory body, while the Council became
advisory to both the Office and the Commission. This reorganization provided
the agency and the Council an opportunity and an obligation to participate
directly in the formulation of public policy.

Throughout the next months, the Advisory Council began to examine a variety
of health care problems. The Office, though, faced major difficulty in
finding and recruiting personnel with the knowledge and flexibility

needed to staff the Council and to manage this change in direction.

In the next two years, other attempts were made to increas« the effectiveness
of state comprehensive health planning. However, the Governor recognized
that fulfillment of the role which he envisioned for the agency would require
a different kind of leadership and a stronger mandate. In November 1972,

he abolished the Office of Comprehensive Health Planning and the Commission,
creating the Office of Health and Medical Affairs. In the spring of 1973, a
new Advisory Council was appointed which retained some members of the
previous Council.

The role of the new Office in formulation of public policy and health
planning was clarified:

"The Office of Health and Medical Affairs shall serve as the

focal point for health advice to the Governor, including matters

of policy, and will have the principal responsibility for planning,
monitoring and coordinating the utilization of all health resources
under the control or influence of state government."*

This clarification was instrumental in breaking down barriers to recruitment
of adequate staff, which in turn allowed for further development of
comprehensive health planning in Michigan. The Advisory Council education
and development project was designed to enhance this process.

*
Executive Order 1972-12. 4G




The grant request for the project points out that in Michigan in the spring
of 1973, the highest priority in the Office of Health and Medical Affairs

was placed '"on rendering advice and consultation to the Governor on critical
health issues." "It was of utmost importance," the request stated, "that

the Advisory Council, in order to assist in this task, be knowledgeable

about health matters and capable of discharging its advisory function in a
sound manner." Further, concern was expressed that unless the consumer
component of the Advisory Council was strengthened by information and
education, only interests of p:oviders or professional groups would be serwed.

Previous experience in Michigan in work with citizen planning and advisory

groups in the health field indicated that effectiveness appeared to be
related to: ‘

--knowledge about comprehensive health planning processes;
--knowledge about the health care system;

--knowledge of group processes;

——competency as a planning group;

-—acceptance by providers of the importance of consumer
participation; and

~-adequate staff support.

In designing the project, other assumptions were made which affected the
overall goal of the project and which underlay specific elements in it.

--The Governor's Executive Order which created a new Advisory
Council and the Office of Health and Medical Affairs would provide
an opportunity for the development of a more effective state health
advisory council. The grant request refers to the "unique
opportunity to develop new methodology for structuring the activities
of the Council in the formulation of state health policy."

—--It was feasible to conduct an education and development project
with such a Council and that the anticipated results warranted
the attempt. Other possible courses, such as developing procedural
manuals, were rejected.

—--Because Advisory Council members were appointed by the Governor
to advise him and the Office of Health and Medical Affairs and to
make recommeudations about state health policy rather than to be
"educated and developed" by a federally funded training grant
project, methods to be employed in the project would be tied
directly to current policy-making responsibilities. Timing of the
grant request coincided with a request from the Governor to the
Advisor) Council to develop state health policy in three areas:
"extension and improvement of health services to mothers and »
children; more effective and efficient administration and conduct




of the Medicaid program; and measures directed toward cost
containment in the health care field."*

—-Learning about comprehensive health planning processes, through
the use of health planning methods to develop policy in three
subject areas, is transferable to other arecas. The grant request
states that expectation that "benefits of the educational experience
will extend far beyond the one year program, for the Council will
be able to utilize health planning processes throughout its )
deliberaticns."” =

—--Adequate staff and needed services would be available. The grant
request included the intention to obtain consultation on use of
methods and techniques designed to increase the effectiveness of
Advisory Council meetings and subgroup meetings, and of Advisory
Council members as individual participants in the health planning
process. Consultant services in three subject areas and the
possibility of contractual arrangements with outside groups to
obtain additional information in the short time available were
planned. A full-time staff planner for each of the three Advisory
Council task forces, provision of evaluation services, an associlate
project director and adequate secretarial support services were
also part of the design.

-~Reasonably effective means were available to evaluate the project.
Again, the grant request stressed the tie to production of accept-
able state health policy as one measure of effectiveness. Tn
addition, the "usefulness of the educational process and the
effectiveness of the various methods. . . as educational tools"
were to be assessed.

*
Letter from the Governor to the Acting Chairmap of the Advisory Council,
dated April 19, 1973, see Appendix A.
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IT. PLANNING THE EDUCATION AND DEVELOPMENT PROJECT

Objeétives

The project plan was developed in three phases: preliminary and broad
directional planning done at the time the grant request was prepared; opera-
tional planning that went on during recrultment of staff and establishment
of Advisory Council tash forces; and a third and much more detailed planning
effort ‘the grant staff and consultants engaged in during initial stages of
the project year.

As refined in the third phase of the process, the objectives of the project
were:

--to increase Advisory Council members' awareness of and insight
into the comprehensive health planning processes;

~-to increase their knowledge of the health care system, in
general, and to increase their knowledge specifically in three
substantive areas of the health care system;

--to enhance their ability, perspective and attitudes .egarding
their role as Advisory Council members;

--tc increase the competency of the Advisorv Council as a planning
group; and

--to.increasc the Advisory Council's effectiveness in producing
state health policy.

Each of these objectives was further defined as follows.

Awareness of and insight into comprehensive health planning processes encom-
passed a variety of aspects including providing effective roles for both
consumers and providers. Emphasis was placed on designing opportunities for
work with existing governmental and nongovernmental groups involved in the
health care system. Development of alternate means for reaching solutions

to problems was stressed. Recognition of how Advisory Council decisions are
related to the public accountability and social responsibility in the health
care system and recognition of the strengths of the system as well as its
problems was expected. It was anticipated that the project would provide
experiences which would demonstrate major areas of agreement between consumers
and providers and between the public and private sectors regarding needed
changes. In addition, understanding and acceptance of the need for evaluation
of the results of Advisory Council decisions and recommendations was expected.

Increased knowledge of the health care system and of the three substantive
areas within the system included aspects beyond the obvious accumulation of
additional information. A better understanding of the interdependence of
various sectors of the system and an appreciation of the complexity of problems
involved in improving health and the provision of health care services was




expected. Further, appreciation of the fact that this interdependency
and complexity are incompletely understood, even by experts in the field,
was desired.

The objective of enhanced ability, perspective and attitudes of Advisory
Council member regarding their role as members of the Council was linked to
objectives of increased competehcy of the Advisory Council as a planning
group and the Advisory Council's increased effectiveness in producing state
health policy.

Among many aspects of these three closely related objectives, the project
was designed to assist individuals, subgroupns, or the group as a whole to:

--ask inquiring and clarifying questions;
—-encourage others to participate;

--use the work of other groups and individuals;
--recognize when to ask for outside assistance;

--appreciate the importance of political, technical and economic
factors in the feasibility of their recommendations;

--recognize that, even when solid information is available, often
value judgments must be made requiring a choice between legitimate
competing values;

—--understand that in addition to policy recommendations, a wide
consensus of support for needed action and responsible leadership
is essential in providing for implementation of recommendations;
and

--understand that Advisory Council decisions in part affect the
roles of state government, state and areawide health planning
agencies and nongovernmental groups in the health care system.

Methods

The methods chosen to meet these objectives were varied. Some of the methods
were modified during the project year to meet particular needs of each
Advisory Council task force as well as to respond to evolving needs of the
Advisory Council as perceived by the staff of the Office of Health and Medical
Affairs, consultants and Advisory Council leadership. Delineation of the
methods used is integrated into the section of the report which describes

" the project as it actually took place (Chapter IV). Many methods served more
than one objective and some, which were designed primarily to evaluate the
project, were useful in other ways as well.

Evaluation

Evaluation of the project was based on the use of six different methods by
which information was obtained. These each contributed to an overall analysis
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assessing the extent to which the Advisory Council as a group and members as
individuals changed along several dimensions. On some dimensions, the project
was intended to influence change in one direction rather than the other. On
other dimensions, there was uncertainty about whether change was desirable and
if so, which was the desired direction.

A detailed discussion of the instruments and procedures used, the dimensions
for evaluation, and the findings and their interpretations are included in
the evalua%ion section of tihic report (Chapter V). Data sources for the
evaluation effort include:

--role definitions by Advisory Council members;

--assessment of socio-emotional climate by members of Advisory
Council and task forces;

--meeting evaluations by Advisory Council members;
--observations of Advisory Council meetings;
--interviews of Advisory Council members; and

--actions taken related to Advisory Council recommendations
on state health policy.




III. CONDITIONS AFFECTING THE DESIGN
AND CONDUCT OF THE PROJECT

Several conditions provided parameters to the design of the project initially,
and others, which developed during the project year, changed its conduct once
underway. Some conditions were fixed in advance, others resulted from deliberate
planning and still others developed inadvertently.

Because, in large part, the value of reporting on a project such as this lies
in the transferability of the experiences and what was learned to other
similar settings and to future efforts of this particular Advisory Council,

a description of the circumstances in which the project was designed and
conducted is included.

Advisory Council .

Several aspects of the Advisory Council were pertinent, especially the fact
that it was a new Council veplacing a previous one. There was a one-third
overlap between membership -~ the previous Council and the new one. It also
had an expanded charge. This very newness provided fertile ground for the
proposed education and development project. It also reduced the likelihood.
that such a project would be questioned or challenged and undoubtedly was a
factor in the acceptance by the Advisory Council of the existence of the
project, which was funded shortly after the Advisory Council had its first
meeting.

Thes size of the Advisory Council, 41 members, and the proportion of consumers
to providers, 51 to 49 percent, was fixed. The Departments of Public Health,
Mental Health and Social Services, the Veteran's Administration Hospitals,
and the Michigan Association for Regional Medical Programs were given repre-
sentation by federal legislation or the Executive Order. Appointment of
members of other governmental and nongovernmental organizations and groups
concerned with health had been made (see Appendix B ). 1In addition, the
Chairman had been appointed by the Governor and the Chairman had designated
an Executive Committee.

Only after the Advisory Council began to perceive its possible effectiveness
as a group was the issue of whether or not a member represented a group or
participated as an individual discussed. This was further delineated during
discussions about the federally required conflict of interest statement. Con-
sensus was reached that, with exceptions specified in the federal law and the
Governor's Executive Order, Advisory Council members serve as individuals.
This decision in turn may have been a factor in the Advisory Council reaching
agreement on several relatively controversial issues at the end of the year.
Other circumstances, such as voting as representatives of specific consti-
tuencies, might have provided grounds for more disagreement.

L]
The project staff perceived the Advisory Council members as having certain
initial expectations about their role as advisors to the Governor and the
Office of Health and Medical Affairs, and about their activities. There
was a certain amount of resistance by Advisory Council members to presenta-
tion of information by staff and consultants at the first few meetings, both
about the health planning process and about task force problem areas. The
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emphasis on presentation of information rather than on their participation as
advisors was of concern to many. It was not until the Advisory Council faced
increasingly difficult and technical aspects of the planning process within
the task forces, and later the prospect of being required to produce a state
health plan, that changes in these expectations were apparent. Some expressed
the need to learn more about the health care system and how it operates, the
feasibility of possible solutions to problems and whether or not meaningful
change is possible. A few members withdrew at this point from most task
force meetings or from both task force and Advisory Council meetings, which
may have been their response to being placed in a s1tuat10n requiring more
legrning or more time.

Other general and sometimes vague expectations by Advisory Council members
about operation of the Advisory Council also changed during the year, becoming
more specific and requiring action by the Advisory Council itself, the
Council's Executive Committee, or the staff. For example, the role of the
Executive Committee was increased and clarified, and the frequency of.
Advisory Council meetings changed from every two months to monthly.

Al'though all activities of the Advisory Council came under the perview of

the project, insofar as they related to educational and developmental
objectives, the Advisory Council did conduct other business beyond the

work of the three task forces and activities designed as part of the project.
This other business provided limits to the time and energy available for
project activities. Examples include:

~-consideration of current legislation, both state and federal, and
decisions 'to support, suggest modification or deny support;

--review and comment on a wide variety of grant requests; and
--consideration of reports and recommendations from another task
force, several committees and three work groups.

Throughout, the expectation was that the Advisory Council would produce
state health policy recommendations, with supporting material in the form of
reports, for the Governor. This expectation was shared by Advisory Council
members, consultants and staff. Further, it was anticipated that upon
acceptance by the Governor the recommendations would become state health
policy. . .

Task Forces '

Predetermined conditions related to the three task forces included the request
to the Advisory Council by the Governor for recommendations in three areas

and the method of forming task forces. The three-part charge naturally fell
into three work group efforts. Because the education and development project
was intended to affect all Advisory Council members and was designed to use
the three work areas as a vehicle, members were asked to choose one of three
areas. They divided into these groups, with the Chairman not participating.

Maternal and Child Health - 12 members

Medicaid -~ 9 members
Health Cost Containment - 19 members

-9- 4




The Executive Committee decided not to equalize membership in the task forces
and subsequently appointed chairpersons for each. This method of forming
task forces resulted in an uneven distribution of consumers and providers

and an .uneven inclusion of available technical expertise, but did capture the
benefits of choice and, presumably, motivation.

These factors in task force formation contrast with the methods used in
forming other work groups of the Advisory Council. Other work groups often
include non-Advisory Council mpambers, are formed by direct®* Advisory Council
initiative or at the instlgatlon of the Office of Health and Medical Affairs,
and a chairperson is chosen first, with the members added by asking for
volunteers or by asking individuals to participate.

Project Design .

The initial project design fixed certain condltions which affected the conduct
of the project. Despite benefits derived from timing, an education and
development project.to coincide with the beginning of a new Advisory Council,
the timing did preclude Advisory Council participation in the decision to
apply for and then to accept the grant for the project. Had Advisory Council
members discussed and then voted to apply for and accept the grant, their
understanding of the project and willingness to become involved would perhaps
haver been at a higher level initially or accelerated, in developmert.

_ A second set of conditions was fixed by the.period of time, one year, for

which monies from the 314(c) source were to be available. One year placed a
restricted time schedule on all aspects of the project, especially on pro-
duction of final reports and evaluation activities. By the time it became
apparent that any remaining money might be able to be used to extend the
grant period various steps were already locked into the one year scheme, not
the least of which was expectation of producing state health policy, récom-
mendations for the Governor by the year's end.

Staff

Because of the desirability and necessity to budget in advance, staff avail-
able for the project was determined for the most part at the beginning of the
project. In addition to a part-time associate project director directly

_responsible ‘to the Director of the Office of Health and Medical Affairs,

there was a part-time educational consultant for the project, full-time
staff planners for each task force, part-time primary technical consultants
to each task force, outside consulting groups used for specific data gather-
ing and secretarial support.

State Health Plan

All state comprehensive health planning agencies are expected to be working
on or to have produced a state health plan. These expectations in Michigan
provided conditions affecting .the project as it progressed.

In Michigan, the state health plan is not conceived to be a single document
produced at one time but a series of state health policy statements from
the Advisory Council, with their supporting materials, studies and accom-
panying recommendations produced both by the Advisory Council and by the
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Office of Health and Medical Affairs staff, and materials from other groups
in the state. At any one time, existing reports and a state health plan
framework to which they can be related constitute the state health plan. -
In this way, the framework can be continually modified as necessary, reports

, can be updated when necessary and gaps can be jdentified and dealt with, -
_Relationships between séctions of the plan can also be changed to reflect
‘changes in the health care system as well as to prompt sthem.

i T .

The education and development project was tied directly to production of
state health policy recommendations and reports in three areas. These were
intended then to become part of the state health plan. Because of this fact,
the products of the task forces needed to have relatively parallel formats,
-methods and timetables. :

In addition, the education and development project capitalized on Advisory
Council members' increasing interest in and concern- with what a state health
plan is and how it is produced. The project was modified to includé a work-
shop on "What Is a State Health Plan?" and, using the project staff including

P consultants, to design an orientation and overview meeting for both new and
old Advisory Council members to be conducted at the time new members are
appointed. This will include further education on the state health plan and
on how it will be developed. )

ik
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IV. A DESCRIPTION CF THE PROJECT

a2
‘._.

&
Otganizational Steps : =

The first meeting of the new State Health Planning Advisory Council in

May of 1973, marked the beginning of the Advisory Council education and
development project. In anticipation of funding, the project was explained,
the Governor's letter to the Advisory Council requesting '"development of

a state policy on the extension and improvement of health services to
mothers and. children, recommendations concerning the future development

of the Medicaid program and development of measures directed toward cost
containment in the health care fie}d"'(see Appendix, A) was read and
discussed, and a plan for forming three task forces was presented.

The educational consultant for the project was introduced, and he explained
the meeting evaluation form (see Appendix B) to be used at each Advisory
Council meeting, pointing out that a summary of members' responses Eegarding
each meeting (see Appendix B ) would be made available and discussed at

_ succeeding meetings throughout the project year. A summary comparing

consumer and provider responses was added at midyear (see Appendix B ).

Between the May and July Advisory Council meetings, a request was mailed

to members asking them to choose one of thee task forces. When the rosters
were complete, the Executive Committee chose a chairperson for each task
force from among its members.

At the July Advisory Council meeting, the membership and chairperson of
each task force was announced, the grant award (see Appendix A) was con-
firmed, and proposed staffing for the project was explained. After the
meeting, the three task forces met to discuss their charges. Possible
objectives and accomplishments of task force work programs within the time
limit of one year were also explored.

Simultaneously, the balance of the staff was recruited, consultants engaged
and further exploration of possible methods undertaken.

Initial Activities: Advisory Council

Formal procedures were instituted for evaluation of Advisory Council and
Executive Committee meetings and for the design of succeeding meetings by
the educational consultant, with the assistance of the associate project
director and staff planners:

--At the lunch recess of each Advisory Council meeting, assessment
forms were distributed to members' places. The Chairman called

attention to the forms after the meeting resumed. redquesting
that they be completed and handed in before leaving.

--At the beginning of each Advisory Council meeting, a report on the
assessment of the previous meeting and cumulative summaries were
discussed by the Chairman, with assistance from the educational
consultant. The Chairman used this opportunity to point out
changes made as a result of suggestions by members, as well as
using assessment summaries to guide him in conducting meetings.

LR -12-
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~-An Advisory Council meeting planning session was held one to two
weeks prior to each meeting and after the Executive Committee
had approved a proposed agenda. Both the Chairman of the Advisory
Council and the Director of the Office of Health and Medical
Affairs, who share the leadership role at Advisory Council #*
meetings, attended these planning meetings along with the
educational consultant, the project staff and the Assistant
Director for Planning who is respousible for Advisory Council
activities. Data from meeting evaluation forms and from obser-
vations of the educational consultant were used, and alternate
and sometimes novel methods for handling aspects of the upcoming
meeting were discussed., Physical arrangements, means to increase
consumer participation, methods to control the time spent on agenda
items, voting procedures and anything else pertinent to the meeting
and to the education and development project were determined.

At the third Advisory Couacil meeting the grant staff, at the suggestion of
the education consultant, used a "Yes-No?" form (see Appendix B) in the
discussion and voted on an early set of recommendations from one task force.
This was well-received by Advisory Council members, some of whom requested
a similar procedures at the end of the year when considering the major
portion of recommendations.

The educational consultant and project staff, after a series of discussions
on the use of uestionnaires; made decisions which lead to these procedures:

—-An Advisory Council group perception questionnaire and a task
force group perception questionnaire (see Appendix B) weve
administered to all Advisory Council members in November and
again in May. These were mailed with a cover letter from the
Advisory Council Chairman.

--An Advisory Council role perception questionnaire (see Appendix B ),
developed by the staff, was administered at the same time as the
group perception questionnaires.

-—A questionnaire to test current kdowledge of the health care system
and of health and health planning concepts was discussed, preliminary
work was done; and then a decision was made not to use such an
instrument. This decision was based primarily on two points. By
the time such a questionnaire could be developed and tested, too
much of the project year would have elapsed to allow for adminis-
tering it twice; and, more importantly, a general reluctance on
the part of the staff was expressed to testing the knowledge of the
Advisory Council either with or without their prior consent. This
reluctance reflected the way in which staff viewed Advisory Council
members' perception of their role as advisors.

Materials on the health planning process were distributed and discussed at
both Advisory Council and task force meetings. These were developed in
two stages; a preliminary, short version (see Appendix C ) of the step
involved, and a more extensive version which was presentud after the task
forces had begun to explore their problem areas (see Appendix C ). A
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definition of state comprehensive health planning was also distributed and
discussed (see Appendix C). In addition, project of objectives and
testing and evaluation procedures were described by the educational con-
sultant and discussed by the Advisory Council.

A chronological chart, recording all major project-related activities, was
kept by the project staff (see Appendix C).

Initial Activities: Task Forces

Each task force chairperson and staff planner, by design of the project
staff, placed strong emphasis ecn the need to limit task force objectives
because of the severe time restriction. In each of the three cases, the
original charge was determined, both by staff and later by .the task forces,
to be too broad to be adequately completed in ome year. Accordingly,
objectives which would only partially fulfill the charge were chosen by each
task force.

The task force chairpersons, associate project director, educaticnal
consultant, staff planners and primary consultants, as appropriate made
decisions regarding:

--design of meetings;
~--which resource materials, groups and individuals to use; and
--specific work of the primary consultants,

Decisions on means to provide to the Advisory Council as a whole educational
materials and experiences about the three task force subject areas were also
made with the participation of task force chairpersons. Primary consultants,
chairpersons and resource people were used as presenters and as discussion
leaders. It was deemed desirable to conduct such educational efforts in
advance of the times at which the Advisory Council would have to act on specific
task force proposals. The basic plan was to mail or distribute to the Advisory
Council as a whole reading material, and then to provide a minimum of three
opportunities to discuss issues involved in each subject area: First at an
early Advisory Council meztirg, then when preliminary recommendations were
proposed, and finally when final action was taken on final recommendations.
Executive Committee meetings also were used to provide briefings on task force
areas of concern in advance of Advisory Council meetings.

A brainstorming session (see Appendix C) was designed and conducted by the
project staff for purposes of expanding the list of possible issues within
each task force subject area and developing lists of all possil:ly pertinent
outside groups and individuals which could be contacted either as information
sources, participants in the planning process or reactors to preliminary
recommendations. Staff of the Office of Health and Medical Affairs, project
consultants and other selected resource people participated.

Q 2 -14-




Each task force staff planner made an effort to meet with each task force
member on an individual basis. This was planned to give task force members

an opportunity to discuss, outside the group, their perceptions of the job
ahead and to allow the staff planner to offer assistance, particularly to con-
sumer members, in providing background material when desired and to

accelerate the get-acquainted period. Approximately one-half of the members
were not seen because of constraints on staff time and because of geographical
distances involved.

.

Initial Activities: Maternal and Child Health Task Force

At their initial meeting in July, the Maternal and Child Health Task Force

was faced with a request for recommendations and a report on perinatal inten-
sive care services by September. The time constraint t'as necessary so that

the plan could be used as the basis for state budget decisions for the 1974-75
fiscal year. The Advisory Council was briefed on the subject area and issues
involved at the July meeting, and the task force and staff worked with a variety
of consultants and resource people, especially those in the Department of Public
Health, in succeeding weeks. The task force developed a series of recommenda-
tions, and the staff planner wrote a report, both of which were accepted by the
Advisory Council in September and by the Governor in October.* (Throughout the
Jate fall and the first half of 1974, the published report was given wide dis-
tribution in the state.)

The task force's work was not completed at that point, however, since the
original charge to the task force was much broader than developing policy
recommendations for perinatal intensive care services. It asked for recommenda-
tions to extend and improve health services to mothers and children. Also,
concern was expressed by Advisory Council members about the recent Supreme Court
decision on abortion and the resulting need within all states to assure adequate
and safe pregnancy termination services.

In succeeding meetings, the task force discussed a variety of maternal and child
health issues and polled members for individual priorities. Assuring quality

for abortion services, how maternal and child hesnlth policy will relate to a com-
prehensive state health plan, and the health planning process in relation to
development of a policy statement on maternal and child health were also discussed.
Decisions were made on the rank ordering of priority issues and on a format for
presentation of maternal and child issues at the next Advisory Council meeting.

. After that Advisory Council meeting, the presentation and format as educational
experiences were discussed with mixed opinions on effectiveness. In succeeding
task force meetings, discussion of the feasibility of possible recommendations
regarding priority issues was followed by further refinement of top priority
issues. Data and information from a variety of sources were used. A possible

" Mperinatal Intensive Care in Michigan - A Statement of Public Policy,"
Office of Health and Medical Affairs, October 1973.

kY
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"philosophy of maternal and child health" was discussed. Various measures
of health status were explored and a draft outline to be used to describe
the health status of mothers and children and services currently available
was developed.

The task force decided to place primary emphasis on reducing the fragmenta-
tion of primary health care services for mothers and children in Michigan.
Additional issues were raised regarding the assurance of quality care in
abortian services and the relationship of family planning services to health
care in general. A third area identified by the task force for consideration
was the organization and delivery of school health services.

Initial Activities: Medicaid Task Force

The task force charge to make recommendations for more effective and efficient
administration of the Medicaid program, and the possible issues involved,

were explored in iritial meetings. The need for outside information and
opinion, especially’from consumers of Medicaid financed services was recognized,
and a decision was made to write letters (see Appendix C) from the task force
to a wide variety of groups asking for this help rather than to conduct public
hearings because of the time cogstraint.

Resource people from the Department of Social Services and the primary consul-
tant reported on the current status and problems of the Medicaid program; work-
sheets were used to help focus individual concerns; presentations on provider
attitudes and the administrative status of the program were made; decisions
were reached on data needed; and a presentation of Medicaid issues at an
Advisory Council meeting was planned.

-

At succeeding meetings, responses to the latters to outside groups were
categorized and reviewed, data and information distributed and discussed, and
priority areas determined.

As the planning process continued, more data were obtained and round-table
discussions were held with a variety of people involved in the subject area to
explore political realities and economic factors related to possible solutions
to Medicaid problems. It became evident to task force members that to make
recommendations for changes in the total program would be unrealistic;
aowever, they decided to make a general recommendation and statement in their
report encompassing these concerns.

By the end of this phase, the task force recognized that nursing home cave

used the largest portion of Medicaid funds. They, therefore, decided to inves-
tigate ways to improve long-term care.

Initial Activities: Health Cost Containment Task Force

This task force, like the others, used initial meetings to consider its charge
which was to recommend measures directed toward cost containment in the health
care field, to explore the issues involved in rising costs and to attempt to
determine possible objectives. During several discussions, major factors in

Pl
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increasing costs were identified and considered. The obvious need to limit
what it would attempt to,do prompted use of a questionnaire to members
soliciting their priority issues (see Rbpendix C).

Background materials were identified and reviewed; discussions held with
resource people, including the principal author of a recent state publica-
tion, Rising Medical Costs in Michigan*; further data needs were identified;
responses to the questionnaire were used to focus discussions on ranking
priorities by use of a second questionnaire (see Appendix C ); and a pre-
sentation was made by 4 consultant of other issues in the health delivery
system which have implications for .cest containment.

Two major presentations and discussions followed the exploratory phase: a

report on the major policy areas influencing cost containment by the primary .
consultant and a proposal by an outside organization (National Sanitation
Foundation) for a computer model simulation of cost containment factors. 1In
addition, influence of the Hospital Finance Authority Act, Certificate of

Need legislation, and costs of medical education were discussed and a paper

on the organization of health cost containment priorities was presented.

Because of the technical nature of the issues and material involved, a
health cost containment conference was held to discuss and rank problem
areas and to make recommendations to the task force on priority issues. The
task force chairperson, project staff, Office of Health and Medical Affairs'
planning and research staff, and the primary consultant met with a group of
outside consultants assembled for this purpose. In addition, available
health cost data and data needs were discussed. A decision was made to
recommend that the.computer simulation proposal be rejected at this time,
due to time constraints and the need to limit objectives.

The task force then chose to develop policy recommendations regarding incentive
reimbursement of hospitals as a major means to contain health cost variables,
which was reported to the Advisory Council at the time the task force made its
initial educational presentation to the Advisory Council.

' .

()

Mid-Point Activities: Advisory Council and Task Forces

Several actions were taken which continued to assist the Advisory Council in
defining its role and that of individual members, although most activities had
other purposes as well:

*
Rising Medical Costs in Michigan: The Scope of the Problem and the
Effectiveness of Currefit Controls, state of Michigan, Department of Social

Services, Technical Work Group on Health Care Costs, July 1973.
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~--How task force reports would be integrated into the state health
plan was.'discussed.

--State Health Planning Agency Performance Standards,* made available
by the federal government in connection with the federal assessment
of comprehensive health planning agencies, were distributed and
discussed.

--A workshop, preceeding an Advisory Council meeting, on 'what is a
state health plan" was designed and conducted.

--A memo on the definition of responsibilities for development of a
state health plan (see Appendix C ) was distributed and discussed.

--A proposed format for the plan (see Appendix C ) was distributed
and discussed. i
!
--Task force progress reports were presented to the Advisory Council
by the chairpersons and to the Governor by the Principal Advisor
on Health and Medical Affairs (see Appendix C).

--Priority issues, and why and how they were chosen, were discussed.

--An interim project report* to task force chairpersons, consultants
etc., was prepared and d1str1buted.

--Contact was made with the ten areawide comprehensive health planning
agencies. to report task force progress, request assistance and ask
that they be prepared to review and comment upon preliminary
recommendations. (see Appendix C).

R

Other activities during this period were related directly to the project:

--Results of the first group and role.perception questionnaires were
reported to and discussed by the Advisory Council.

* The Comprehensive Health Planning Service, Bureau of Health Resources

Development, Health Resources Administration, U.S. Department of'Health,
Education, and Welfare, November 1973.

*"Interim Report on the 314(c) Grant: Advisory Council Education and

Development," Office of Health and Medical Affairs, January 1974
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—-Information was collected at the end of the state health plan
workshop for evaluation purposes.

—==A roll call and formal approval of the agenda were added to the
beginning of Advisory Council meetings to enhance the sense of
participation and endorsement of what was occurring.

--A glossary (see Appendix C . of health related and health planning
terms was developed and distributed at the rzquest of the Advisory
Council. I

~-Contact was made with Advisory Council members who had poor
attendance records to explore reasons and either increase
attendance or prompt resignation (see Attendance Record).

« ——A plan to interview all Advisnry Council members as a part of
the evaluation of the project was explained at an Advisory Council
meeting and four intorviewers were introduced.

--The procedure used to appoint Advisory Council committees was
modified to increase Council member participation in the process.

--A committee was appointed to rec.mmend methods to increase consumer
participation in Advisory Council proceedings.

-
~ -

The Final Phase: Generation of Preliminary and Final Recommendations

As the deadlines approached for formulation of preliminary recommendations, the
use of resource people was accelerated, both in meetings with staff and task
force chairpersons and as providers of information to task forces. Task force
timetables were revised to make the best possible use of the remaining time,
staff planners began to draft task force reports which would support the
recommendations, and further presentations were made to the Ad-isory Council
abou* considerations surrounding priority issues and reports of progress.

Preliminary recommendations would be subject to modification by the task forces
after receiving suggestions from the Advisory Council and from a wide variety
of groups and individuals throughout the state. They also would serve to
familiarize Advisory Council members with the issues they would vote on in the
final recommerdations. Therefore, attempts were made to draft preliminary
recommerndations as forcefully and definitively as possible, with the expecta-
tion that modification was possible and even desirable.

After the task forces ha' drafted preliminary recommendations, the Office of
ilealth and Medical Affaivs staff reviewed them and made suggestions to the

task forces on:

—-zoordination of recommendatinns with those of other task forces
and committees of the Advisory Council;

~-feasibility, in relation to the current political climate;
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--wording, for clarity and accuracy;

--addition of who is to take the recommended action and when,
wherever possi'le; and

--review and suggested modification of the justification for each
recommenddtion.

Preliminary recommendations of each task force, with a brief justifica-ion

of each, and a statement of the problems and objiectives they addressed were
then mailed to Advisory Council members and to appropriate outside groups

and individuals. Cover memos and lists of these contacts for each task force
are in Appendix C.

Each task foice chairperson, assisted by the staff planner and primary con-
sultant, led a discussion of preliminary recommendations at an Advisory Council
meeting. The results of these discussions, plus the responses from outside
groups and individuals and continuing discussions with the primary consultant,
outside consultants and resource people were considered by the task forces in
modifying the preliminary recommendations. Changes were made, occasionally

a recommendation was dropped or one added, and in the case of one task force,

a minority report was submitted. Drafts of task force reports were also
reviewed by the task forces and modifications suggested to the staff.

Final recommendations, with a draft of the report, were then mailed to
Advisory Council members. Worksheets (see Appendix C ) were sent to Advisory
Council members with the final recommendat®ons to assist them in both their
study of the material before the Advisory Council meeting and the discussions
at the meeting.

At the succeeding Advisory Council meeting, each chairperson, again assisted

by the staff planner and primary consultant, weut through each recommendation,
a discussion of it and a vote on it. Although most recommendat.ons remained
unchanged and received unanimous support, Advisory Council members did take
this final opportunity to change some recommendations. Not all recommendations
were supperted unanimously, and a few were not accepted.

Ballots were prepared in advance to provide the Chairman with as many options

as possible in handling the voting procedure. They were available at the
meeting to be used there or to be taken home and mailed in within a week, at the
Chairman's discretion. As it happened, each recommendation was voted on by
voice, so balliots were not necessary.

Final steps in the work program were then taken:

--The three reports were completed and edited. Each report, containing
recommendations for state health bolicy, was sent to the Governor.
Upon his erdorsemernit, they are to be published and distributed
throughout the state to interested groups and individuals.

H

--The evaluation of the project was completed.

~-The project report was drafted, edited and will be distributed to the
Advisory Council, the granting agency and appropriate groups and
individuals.

AN,
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V. EVALUATING THE PROJECT

Introduction

Much thought and action were directed toward facilitating growth, change and
achievement in Advisory Council members as individuals and in the relation-
saips and interactions between members as a group. As a result of this effort,
it was hoped that Advisory Council members would individqglly and collectively
become more competent as health planners. The educationil efforts centered
mainly on increasing Council memoers' knowledge of selected health issues

and the process of health planning; raising their awareness to issues and
skills in interpersonal interactlon, communication, deliberation, and decision-
making; and furthering their responsibility and risk-taking in health planning.
Evaluation of the project was aimed at discovering what happened to and for

the Adviscry Council and .its members as a consequence of these educational
efforts. Data came from six sources. Each source is described in detail below.
The findings from each source are then presented and interpreted.

Data Collection Methods and Procedures

The "Role of a Council Member" questionnaire (see Appendix B ) was mailed to
all Advisory Council members in November 1973, and again in May 1974. It
was developed as a means to 1dent1fy, clarlfy and increase commitment to 15
functions, as well as a means to collect data on members' perceptions of
their roles and responsibilities. Advisory Council members indicated the
extent to which they agreed, on a five point scale, that each function was
an appropriate one for members to perform. Responses were weighted so that
the most agreement received the highest score and the least agreement re-
celved the lowest score.

It was the project staff's assumption that the more that members agreed to
feel responsible for all 15 functions, the more fully functioning and
effective the Advisory Council would become as a health planning group.
Responses, were made anonymously with self-assigned code numbers to allow
comparison between individual responses in November and May.

The "Advisory Council Inventory" and the "Task Force Inventory' (See
Appendix B ) were adapted from the Group Perception Inventory, initially
constructed in 1965 by the Human Development Institute, Atlanta, Georgia.
The inventories were mailed to Advisory Council members (with the role
questionnaire) in November and May to collect mid- and post-data on the
socio-emotional climate existing within the Advisory Council as a group
and within task forces as subgroups. It was also intended to raise the
consciousness of Advisory Council members regarding four dimensions of
socio-emotional life in groups. The dimensions of climate assessed by
each of the two instruments are genuineness, understanding, valuing, and
acceptance. Each dimension is best defined by the four items which comprised
it in the Inventory:

genuineness - level with me
feel free to let me know when I irritate them
keep things to themselves to spare my feelings
be completely frank with me

fr‘ft
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understanding - get the drift c¢f what I am trying to say
perceive what kind of person I really am
misconstrue things I say or do
recognize readily when something is bothering me

valuing = include me in what's going on
be interested in me
interrupt or ignore my comments
respect me as a person a part from my skills or status

acceptance - accept me for what I am
act "judgmental" with me
ridicule me or disapprove if I show my peculiarities
provide an atmosphere where I can be myself

-

Information for scoring the inventories is in Appendix B.

The project staff held the assumption, which is in line with most contemporary
group development knowledge, that the more the conditions of genuineness,
understanding, valuing, and acceptance existed within the Advisory Council

and the task forces the more fully functioning and effective the Council would
become as a health planning group.

The "How Did We Do?" questionnaire (see Appendix B ) was distributed at
Advisory Council meetings from May 1973 through February 1974, for members

to complete and return. In response to members' requests for an instrument
with a different response format, the "How Did It Go Today?" questionnaire
(see Appendix B ) was used at meetings from March through June 1974. Atti-
tudes and perceptions regarding six aspects of group and individual functioning
were assessed by both instruments. These were: feeling of positiveness or
negativeness about the day's meeting, feeling of positiveness or negativeness
about one's own participation, perception of how much work was accomplished
during the day's meeting, clarity of perception of the Advisory Council's
purpose, clarity of perception of one's own role as a member, and feeling

of optimism or pessimism toward the prospects of the Advisory Council.

The second questionnaire added the assessment of five more attitudes and
perceptions. These were: feeling of positiveness or negativeness about
being a part of Council that day, feeling of investment in what Council was
doing that day, level of understanding of what was happening at the meeting,
feeling of influence in the day's session, and perception of the extent to
which members seemed to listen to each other. In addition, it allowed staff
to separate consumer and provider responses in order to compare attitudes.
Each item was responded to on a six point scale, the most positive response
earning six points and the least positive earning one point. Both question-
naires provided opportunity for additional comments at the bottom of the
sheet. s

Consistent with psychological knowledge regarding the relationship of under-
standing, optimism, shared power, productivity, and positive perspective to
team effectiveness, the project staff viewed higher scores on each item as
depicting a more fully functioning and effective planning group. As with
other assessment instruments, these post-meeting reaction questionnaires were
employed to increase member sensitivity to group process issues as well as

to collect evaluation data.




A log of observations of interpersonal and procedural events at each meeting,
maintained by the educational consultant, and the responses of members to
open-ended questions on the two post-meeting reaction questionnaires provided
much qualitative data for assessing any changes in the Advisory Council as

a working group. This accumulation of bits of impressionistic and anecdotal
information was eventually reviewed and sorted £6r use in determining whether
or not growth occurred for the Council along nine dimensions of group growth.
These were adapted from "Some Dimensions of Group Growth,'" which appeared in
the Reading Book of the NTL Institute for Applied Behavioral Science, Revised
1970. The dimensions employed in this evaluation were:

1. intercommunication among members;

2. group objectivity toward its own functioning;
3. interdependence of responsibility by members;
4. group cohesion;

5. group ability to inform itself, think straight, and decide
creatively about” its own problems;

6. group ability to detect and control rhythms of group metabolism;

7. skill in recognizing and achieving control of socio-metric factors
in its own structure;

8. integration of member ideologies, needs and goals; and
9. group ability to create new functions as necessary.

In order to assess the growth, change and achievement of the Advisory Council
and its members from the perspective of the members themselves, each Council
member was interviewed in the member's own work or home setting by one of
four interviewers. An interview schedule was developed and pretested, and
its final form consisted of a set-establishing introduction and 10 sections
of stimulus questions. (See "Format for Interviews with Council Members" in
Apperidix B).

Several interviewer training sessions were conducted in order to introduce

the interviewers to the scope and nature of information being sought. Inter-
view sessions ranged from 1/2 hour to 2 1/2 hours. The interviews were a
detailed attempt to understand the nature of the Advisory Council experience
and learning over the year through the eyes of Council members. It was hoped
that the interviews would expose feelings, thoughts, reactions, insights, and
perspectives of the members that might otherwise remain buried and unavailable
as data for evaluation and future planning.

Each interview was recorded live on audio tape. As part of the interview
analysis training, each interviewer jointly listened to at least one of his
interview tapes with one of the other three interviewers. Together they
extracted all the bits of information from that interview and discussed the
extraction process and format for recording, on paper, all of the extractions.




i

Each interviewer then proceeded to listen to the remainder of his own tapes
and continued the process of extraction, calling upon other interviewers
whenever consultation was needed.. Each interviewer was then assigned the
analysis and write-up of responses to specific questions, using all the

bits of information from each question assigned. Joint review of all write-
ups was conducted by four interviewers to assure that all significant ‘
information had been captured. .

A final source of information to assess the extent to which the Advisory
Council developed competency as a health planning group is the actions which
were eventually taken in relation to recommendations on state health policy.
Only one of the four project-related policy statements was putlished early
enough for sufficient time to have elapsed for distribution and possible
action for evaluation at this time. However, a partial list of actions re-
sulting from Advisory Council policy statements is included in the findings,
along with sample actions related to other Advisory Council recommendatioqs.

The assumption is that a measure of the success of the work which produced
policy statements is the resultant actions taken. The project staff viewed
such actions as reinforcing the confidence of the Advisory Council in their
ability to produce effective state health policy recommendations.

«

Findings

No attempt was made to submit the data presented below to tests of statistical
significance because they were based on: -

—-information gathered for purposes of evaluation rather than research;

--information from a sample which was relatively small:
--instruments which were developed especially for this project and
which did not possess preestablished validity or reliability: and

——instruments which were not administered under standardized conditions.

Instead, the analysis procedures used were of a simplistic nature and were
aimed at presenting pictures of change in terms of direction and magnitude.
Also, since the instruments were not intended to be of a highly sensitive
nature, the significance of a change is determined more by the visible occur-
rence of a numerical shift than by statistical inference.

The Role of a Council Member

Twenty-three of 41 Council members returned both their November 1973 and May
1974, "Role of a Council Member" questionnaires. Table 1 presents their
average scores on each administration and the direction and magnitude of
each score change.

As indicated in Table 1, Advisory Council members strengthened their percep-

.tions of the importance of seven functions, weakened their perceptions of

the importance of three, and remained the same on five. Three of the items
on which there was positive change may be thought of as "learning acquisition"
functions (6, 9, 13) and appear to indicate that members strengthened their
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| Table 1

% CHANGES IN COUNCIL MEMBER PERCEPTIONS OF THE
| EXTENT TO WHICH CERTAIN FUNCTIONS WERE A
| PART OF THEIR COUNCIL ROLE

Mid Post
Functions Score Scere Change
1. Attend all Council meetings 4.3 4.2 -.1
2. Attend all task force meetings 4.2 4.0 -.2
3. Read mailed information prior to
Council meetings 4.4 4.4 0
4. Speak up at meetings 4.2 4.2 . 0
5+ Help others to speak up at
Council meetings 3.9 3.7 -2
6. Make sure that you always under-
stand what's under discussion at
Council meetings 4.2 4.5 +.3
7. Submit agenda items for Council i
meetings 3.4 3.8 +.4 . N
8. Submit agenda items for task force
meetings 3.9 4.0 +.1
9. Learn as much as you can about your
task force's area 4.3 4.4 +.1
10. Get information for your task force . 4.1 4.1 0
11. Write drafts of position papers 3.1 3.2 +.1
12. Offer resources of your own organi-
zation or community group 3.5 3.8 +.3
13. Meeting with others outside Council
to solicit opinion, reactions,
ideas, etc. 4.0 4,2 +.2
14, Inform others about the work of ‘
the Council . 4.2 4.2 0
15. Lobbying to support Council recom-
mendations 3.0 3.0 0

Highest possible score = 5 Lowest possible score = 1 N'- 23




perception of themselves as experiencing an educational process and taking
individual responsibility for it. Four of the items on which positive change
occurred (7, 8, 11, 12) appear to indicate an increased receptivity to
"pitching in" and taking responsibility for Council work. The decrease in
item 5 may represent an increase in feelings of responsibility for one's own
participation whild attributing the same responsibility to others for their
participation. Sihce the Advisory Council began with many new members, this
may also represent an increase in the effort and struggle of members to
establish thei: own identity and source of influence as the year progressed.

The Socio-Emotional Climate of the Council

Iwenty~three members of the Advisory Council returned both their November and
May "Advisory Council Inventories." Table 2 presents their average scores on
each dimension of socio-emntional climate, the direction and magnitude of
each score change, and the lowest and highest scores at each administration
of the inventory.

Table 2

CHANGES IN SOCIO-EMOTIONAL CLIMATE OF THE COUNCIL

- Mid Post
Dimensions of climate Score Score Change
Genuineness 13.4 14.5 +1.1
Understanding 14.0 15.3 +1.3
Valuing 14.9 16.9 +2.0
Acceptance 16.9 17.3 +0.4
Mid Post
Range of Scores Range of Scores

Genuineness ' 2 - 18 5=-21
Understanding 7-20 11 - 20
Valuing 6 - 20 7 -21
Acceptance 9 - 22 11 - 21

Highest possible score = 26 Lowest possible score = 0 N = 23

As indicated in Table 2, the Advisory Council as a group increased in each of
the dimensions of socio-emotional climate. Another way of stating this is
that the psychological health of the relationships between members was en-
hanced. It would seem to follow that, as genuineness, mutual understanding,
and interpersonal valuing and acceptance grew, members were more able to
truly be themselves and take risks to be assertive and creative in their
work with each other.




It is noteworthy that the most increased characteristic was that of inter-
personal valuing, i.e., respecting each other for the persons they are. This
is usually a difficult characteristic to enhance in a large, task-oriented
group. Another change of significance is that the lower limits of scores

on each dimension were raised from the time of mid- to post-administration

of the inventory. This means that persons who were initially hesitant about
the extent to which others were being genuine, understanding, valuing, and
accepting toward them reduced their level of hesitance and moved toward
feelings of inclusion within the Council as a group.

The Socio-Emotional Climate of Task Forces

Twenty-two members of the Advisory Council returned both their mid and post
Task Force Inventories. Table 3 presents their average scores on each dimen-
sion of socio-emotional climate, the direction and magnitude of each score
change, and the lowest and highest scores at each administration of the
inventory. All task forces were represented in the returned inventories,
and, while the differences between task force climates is not represented,

a general indication of climate across task forces is.

Table 3

CHANGES IN SOCIO-EMOTIONAL CLIMATE OF TASK FORCES

Mid Post
Dimensions of climate Score Score Change
Genuineness 14.9 15.8 +0.9
Understanding 15.5 16.7 +1.2
Valuing 16.8 17.6 +0.8
Acceptance o 17.2 17.9 +0.7

Mid Post

Range of Scores Range of Scores

Genuineness 7-21 7 - 23
Understanding 3-23 ’ 12 - 22
Valuing 10 - 24 11 - 23 &
Acceptance 11 - 24 11 - 23

Highest possible score = 26 Lowest possible score = 0 N = 22

As indicated in Table 3, the general climate in task forces was enhanced on
each of the four dimensions. While the increase in scores was not as great
as in the Advisory Council, this is understandable since the initial scores
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were higher for the task forces than they wete for the Council. The greatest
change for task forces took place in the characteristic of mutual understand-
ing. This change is reflected in the change in the .range of scores for
understanding, where a dramatic reduction in the number of low scores took )
place between the mid- and post-administration. While in November the lowest
of the low scores across all dimensions was in the area of mutual understand-
ing, in May that area had the highest of the low scores. It is possible

that as task forces began to move ahead more intensely in their work on
finalizing their recommendations, the need for understanding between task
force members became more important and thus more actualized. J

Attitudes and Perceptions of Council
Members Regarding Council Meetings

A varying number of members completed and submitted thé "How Did We Do?" and
later the "How Did It Go Today?" meeting assessment questionnaires at the end
of each meeting during the year. Three factors may have contributed in those
instances when members did not respond: leaving meetings early, fatigue at
end of lengthy meetings, and a general disenchantment with evaluations of
this nature. )

Table 4 presents the average scores of their responses to each question of
the questionnaire for each Council meeting and, at the bottom of the column
of average scores for each meeting, the grand average which depicts the
general tenor of the response to each meeting. Presented at the right hand
side of the Table is a grand average for each question, and this depicts the
general tenor of the response to that question over all meetings. These

are then ranked to indicate how positively Council members felt about each
aspect of the meeting as compared to each other aspect. Finally, on the
right hand side, for each question, is an average deviation which indicates
the extent to which the responses to a question, over’all the meetirngs,
varied or stayed somewhat the same. The larger the number, the more variance
there was. The ranking of these average deviations provides a picture of
which aspects of the meetings were experienced by Council members in a
similar rather than changing manner. The rank of 1 indicates the most
similarity and a rank of 6 indicates the most variance. Questions (or aspects)
1 through 6 are treated separately from questions 7 through 11, since the
latter five aspects were assessed over only the last four meetings.

Several findings seem clear from a review of scores on questions 1 through 6
in Table 4. Since scores for all aspects--and general tenor of meetings were
above the numerical midpoint (3.5) of the response scale, the reactions of

the Council, as a group, to all aspects of all meetings were more positive
than negative. The reaction to meetings that overall was most positive was
the general reaction to the entirety of each session, even though this re-
action was less stable and more changing (highest average deviation) than

any other reaction. Question 1, then, appears to have tapped into strictly
the affective component of Council members' attitudes toward meetings, and
does not truly reflect a positiveness on all reactions, particularly those
which are more cognitive in nature. The reaction which was second most
positive was the long-range outlook which members held for.’the Council. It
appears, then, that these two reactions were the most ;nterdependent ones

and that it can be reasonably assumed that how pos;;£6é a member generally
feels about a single Council meeting is influgyeéﬁ by the long-term prospects
he holds for the Council and vice-versa. Jfhe two items which had the greatest
stability, i.e., fluctuated least, ovgs- 4ll meetings were the levels of clarity

members possessed about the purpos€”of the Council and their own roles in it."

«
“
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The "general tenor" scores (grand average scores) for each meeting appear to
take on more meaning when they are plotted as in Table 5. On examination,
what appears to emerge is a sequence of alternate lower and higher reaction
scores except for the November meeting. At that meeting small, minimally-
structured, ad hoc discussion groups were used, contrary to the wishes of
several Council members. This unfavored intervention was the Council's first
experience with small groups during their regular, agenda-centered, task-
oriented sessions. There were also two brief lectures on group process and
planning process issues. These events apparently were incongruous enough
with members' expectations to help place the meeting out of step with previous
Council meetings. At the following meeting in January, two months later, the
general reaction score jumped to its highest point. This jump functioned as
a compensation, allowing the Council to return to its regular pattern and at
its former level of functioning. The picture presented in Table 5 allows
speculation that the Council developed its own alternating pattern in its
meetings, but that this pattern was changeable by a non-normative interven-
tion. While the intervention, in--this case, lowered member reaction, it
seems reasonable to assume that other non-normative interventions might
heighten member reaction.

Table 5

MEETINGS

May July Sept. Nov. Jan. Feb. Mar. Apr. May June

N A
e N\ / N | S
Scores . \ / \/ “*

\ L/
\V;

PE PR PR PSS PN S P

o

Profile of general reaction scores of Council members for
each Council meeting.

Regarding questions 7 through 11 in Téble 4, it can be observed that listening
and understanding were perceived as being in existence more than the other

AN
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three aspects. Feeling of personal influence was markedly lowest. Level of
understanding fluctuated least across meetings and the goodness of feeling
about being a member of the Council fluctuated most.

. Observations of Advisory Council Meetings

The observations made at each Advisory Council meeting by the educational
consultant and recorded as a log of observations were extensive and varied,

as ‘Were Council members' responses to the open-ended question on the evalu-
ation questionnaire administered at each meeting. Presenting this informa-
tion in a meeting-to-meeting. format seems unnecessary here. Instead, to
provide some manageable and meaningful imagery of the growth and change which
appeared to occur within the Advisory Council as a group, a picture of the
Council's meeting in May 1973, just prior to the beginning of the educational
and development project, and another picture of the Council's meeting one
year later’ in May 1974, are now.detailed from the perspective of the educa-
tional consultant. In addition, observations of the growth of the Council

as a group are presented.

The Advisory Council Meeting of May 9, 1973:

It is 1:30 p.m. and people are walking into an overly large, high-ceiling
room. Most are hesitant, walking alone, half-looking around, their eyes
mostly straight ahead, carrying a slight smile, providing "pardon me's" when
uncomfortably brushing up against another person, and searching for their
name plates which are at places pre-established by staff. A few, apparently
"old-timers," are privately chatting and handshaking, and in an accustomed,
business-like manner find their name plates and seat themselves and look to
the chairman to call the meeting to order. The members are all sitting out-
side of a large hollow rectangle comprised of long tables.

The chairman formally calls the meeting to order, everyone quiets down, and
the business of moving through an unquestioned agenda proceeds. Verbal partic-

ipation is carried by a same few persons, who raise their hands to be recognized.
"Mr. Chairman," "Doctor," "Dean," "Mr." and "Mrs.'" are used when one member

refers to another. Reference is never direct, but always in the third person.
Many persons have momentary facial egpressions which show uncertainty and non-
understanding but these expressions seem to disappear quickly as though they
might be perceived as risk taking disclosures of ignorance. There is a short
coffee break around 2:45 p.m. without much mixing and the meeting resumes with
people already at their places.

A guest is called upon for a brief presentation, but the presentation continues
on at length without interruption, although fidgeting, squirming, and help-
less appearing across-the-room looks are exchanged A few heads shake side
to side with the nonverbal message of "I can't keep up with it all." The
présentation 1s over and the same members as before raise questions and give
reactions. The comments of the main contributors seem to have an overlying
message expressing their being part of an in-group. Certain phrases, words,
and pieces of humor have special meanings to a few, and letter combinations
are used heavily as shorthand titles of organizations and agencies. When the
letter combinations are used, brief quizzical looks of despair appear on many
faces. The conversation is being carried on mainly by provider members; they
look tall in their chairs; consumers actually look smaller. Some oblique,
semi~facetious comments are made about people who are smoking.

o5
=31~




The agenda continues on and by 4:00 p.m. several members appear weary and
disinterested. At 4:30 p.m., the chairman asks for a motion fer adjournment
and most persons hurry off after completing a post-meeting evaluation form.

Comments which members write on their evaluation forms deal largely with the
meeting's content, size of the agenda, need for more pre-meeting informationm,
need for more coffee breaks, and need for more time to meet in order to
accomplish the task.

The Advisory Council Meeting of May 16, 1974:

It is 9:15 a.m., and people are leisurely picking up their folders and name
plates outside the meeting room. Everyone is either standing around or sitting
in small clusters drinking coffee, checking notes, exploring each other's
positions on issues, or reviewing plans for a presentation at the meeting.

As 9:30 a.m. approaches, most people begin to self-select a seat at a soli@;__~
square table made up of many smaller tables. There is minimum room between
chairs and the people appear to be in close social contact around the table.
The room has a low ceiling for its size, is many-windowed, and has a sense

of warmth and freedom of movement.

Although it is 9:30 a.m., time to start the meeting, some small clusters of
members are still in conversation at the main table or in spots around the
room. The chairman calls attention to the time, and all Council members
present take a seat at the table. The beginning of the total group session
is more like a transition from a period of subgroup conversations to a large
group conversation, rather than a formalized start-up. A secretary calls the
roll and as the names of some persons who are not present are called, the
chairman mentions why they could not be present today. The chairman reviews
the suggested agenda for the day and asks the group if they wish to suggest
any alternatives or additions, or if there are any clarifications needed.
After an acceptance by the group of the agenda and the minutes of the prior
meeting, the chairman reviews the members' evaluation of and reactions to the
prior meeting and mentions procedural actions which have been taken as a
result of members' suggestions. There is some discussion around the evaluation
results of the prior meeting and some further suggestions for enhancing the
group's operation. .

The group begins to move through the agenda and there is much spontaneity and
interaction around reports and issues as members carry responsibility for
initiating presentations, asking for clarification when statements seem
unclear, requesting information and perspectives from each other, providing
support and encouragement after a member's contribution, k2eping a question
in focus for the group by summarizing discussion and restating the question,
directly confronting another member's difference in opinion, and slowing

down the decision-making on an issue when implications of "railroading" emerge
References to members are mostly but not entirely by first name. There is
very little third person reference and most often members are addressed
directly by each other. Members get up and replenish their neighbor's coffee
as well as their own.

A momentary sense of family feeling occurs when a male provider member kisses

a female consumer member on the check as she leans over to bid him hello
after entering the meeting late.
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At 11:45 a.m., the meeting is adjourned and members move to another room of
small tables for lunch. Some tas' forces or committees use lunch for meeting
time. ‘

The meeting resumes at 1:15 p.m. and continues with an open sharing of philo-
sophical and practical disagreements, gituational humor, and messages of .
affection through voice tone and name use. There are, at the same time, some
facial and vocal expressions of tension over unresolved personal disagreements.
Some signs of fatigue from efforts at trying to be understood on specific
points also appear through headshaking and despairing looks.

\]
The meeting ends at 3:30 p.m. with the emergence of a general agreement that
it's time to quit, ®Y'th some items to .be held over until the next meeting or
referred to the Executive Committee for handling. Members who are willing,
complete and submit their post-meeting evaluation forms. Some members linger
on over a final cup of cool coffee, rehashing actions taken by the Council or
setting dates for -ubgroup meetings prior to the next Council meeting.

The post-meeting evaluation forms contain fewer responses to the open-ended
question, since members shared most of their comments and suggestions openly
during the meeting. One comment which appears similarly on several forms is
feedback about one Council member on a commonly perceived obstructing behavior.
Norms and comfort have not yet been established for open sharing of this kind
of personal information within the group setting. -

Observations on the Growth of the Council as a Group

vver the year it was possible for the complexion and dynamics of the Council
meetings to become more negative, stay relatively the same, or become more
positive. To the extent that the observations are accurate, the experiences
at the meetings b¢came more positive. Observations at all meetings of the
Council and Executive Committee during the year reflecved growth of the
Council as a group on several dimensions.

--Intercommunication among members improved and was reflected in
semantic sersitivity, commonality of vocabulary, relaxed but well
understood rules of procedure, and permissive expression of needs,
.concerns, ideas, and fears.

-=-Group objectivity toward its own functioning was enhanced as members
made and accepted interpretations about member and group functioning,
and collected and used information about themsgelves.

~-Interdependence of responsibility by members showed gains as members
shared leadership functions of direction setting, clarifying, sum-
marizing, harmonizing, encouraging, etc.; made adjustments to other
members and the chairman at various stages; achieved some mutual
sensitivity to needs and styles of participation of each other; and
initiated subgroup work on the basis of diagnosed reed.

R
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--Group cohesion grew as demonstrated by the Council's assimilation of
new ideas without group disintegration; assimilation of new members in
ways to strengthen rather than disrupt the group; holding long-range
goals in perspective when faced with pressures for short-term decision
and action; profiting from success experiences and learning from

failure experiences; and making constructive use of some internal conflicts.

Jeky
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—-=-Group ability to inform itself and to think straight and decide
creatively about its problems increased as the Council used the con-
tribution potential of many of its members: providers and consumers,
men and women, and newer members and older members.

—-=-Group ability to detect and control rhythms of group metabolism was
enriched as the Council members became more sensitive and responsive
to fatigue, tension, tempo, pace, and emotional atmosphere.

—==Skill in recognizing and achieving control of significant sociometric
factors in its own structure was developed as some Council members took
responsibility for encouraging and attracting some peripheral persons
toward more participation and gave feedback to some overly assertive
persons to reduce their influence.

--Integration of member ideologies, needs and goals was furthered through
the deliberate provision of time and patience to work through differ-
ences in positions on issues by extended discussion, confrontations,
calling upon members and outside resources to represent value differ-
ences, and the readiness to include minority reports.

——Group ability to create new funciions as necessary grew as evidenced
in the Council's creation of a new subgroup in response to a member's
persistance and perception of need; revisions of Council and task
force meeting time~; conducting of a workshop for members; and dele-
gation of emergent responsibilities to Executive Committee and ad
hoc committees.

All this is by no means Lo say that the Council reached or came close to
reaching its potential in functioning as a group. This is to say that it
changed positively on each of the above-mentioned nine dimensions of group
growth. .
Much challerge still faces the Council if it is to increase the collaborative
use of all ivs members' intellectual and experiential resources, become more.
creative in i. problem solving processes, and experiment more with methods
and practices 'ch are oriented toward open inquiry.

Interviews of Advisory Council Members:
The Nature of the Council Experience

*Each of the 39 Advisory Council members were interviewed at the end of the
project year. Two members were not. One had died during the year and the
other was out of the country during the interview period. The 39 shared their
own perspectives of the experience of being Council members through con-
versational responses to stimulus questions and further probes under 10 areas
of inquiry in individually conducted interviews.

While the information presented here is lengthy, the many quotes have been
included to preserve its specifity. The quotes were extracted and condensed
from more extensive information on 39 audio tapes. What follows for each of
the 10 areas of inquiry is the set of questions, a statement as to how the
responsec are organized for that set, and then the responses, Information
which did not fit the 10 areas of inquiry is then presented.
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Question 1.

How do you see yourself operating in the Council? As

an individual representing yourself, as an individual
representing a group, or as an advocate of a very partic-
ular issue? (If either of the latter two) Which group or
issue? What is the size of the group?

The information under this question is organized by first presenting the
categories of representation members perceived themselves as bringing to
the Council and the number of each. Further specification and clarifica-
tion of the responses under the three major categories is then given. This
provides some idea of what members were speaking for and for whom they
were speaking when they expressed themselves.

Number of
Categories of Representation Responses
As an individual representing self 5
As an individual representing a group 16
As an advocate ¢f a particular issue 1
Both as an individual representing self aad
representing a group (1. and 2.) 9
Both as an individual representing a group and an
advocate of a particular issue 3
As all three--an individual representing self, an
individual representing a group and an advocate of
a particular issue 5
Total Responses 39

As an individual represeuting self:

Council members who indicated they were individuals representing themselves,
seemed to define this role in two subtlety different ways. One of these
definitions seemed to_reflect operating in a way which was completely distinct
from any relation to others or groups. As one member said,

"At least one-third to one-half of my participation has no relation
to any group I'm representing, but I'm functioning as an individual."

Another slightly different perception of the role seemed to reflect an
awareness of the individual as part of a whole, or as viewing a whole.

(I operate) "as an individual working with all the people together on
the whole."

"I'm operating more as an individual as I perceive the total health
scene."
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In trying to clarify their particular mode of operation, several members
indicated that it was difficult to separate the role of individual from
the other roles they might assume.

"I represent a group, but I also represent my own viewpoint. I
can't avoid that."

Members who spoke or acted as individuals drew upon several kinds of
resources. Some of the responses indicated the utilization of inner
resources, such as confidence in their own opinions, or creativity.

"I have personal opiniors I don't hesitate to get out."
"I occasionally have an individual, creative idea."

Other members indicate that they drew on the resources of their personal
and professional experience:

"I'm trying to look at it as an individual who knows, over years of
of experience, what the people need."

"I don't see myself as representing any particular constituency.
There is one area ofgexrrctise that I bring to the Council. . .
in health manpower a% it relates to the albeit-health field."

One respondent mentioned utilizing the external resource of research:

"I speak on what I believe, not from a selfich view, because I
don't make a statement that will have impact, unless 1've done
research on it, and usually pretty thoroughly."

There seemed to be some indication that respondents who felt they operated

as "individuals" equated this method of operating with objectivity, while
people operating as 'representatives' or "advocates'" might tend to be more
narrow in their viewpoints. One member felt that it was important for people
"to put aside any narrow considerations of interest groups'. The following
two quotations reflect the connection of the individual role with the
positive concept of "pure objectivity":

"I try to operate as an objective board member with no vested
interests."

"1 see myself on the Council as one of the very few people there
who can operate hopefully abstractly without feeling any particular
ties to any particular group. . .I realize that to some extent, this
can be a fanciful delusion because we are all polluted to some
extent by our background and nceds."

As an individual representing a group:
0f those responses in which a member indicated that he or she was an

individual representing a group, the following kinds of groups were
mentioned as being represented:
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Number of

Kinds of Groups Represented on Council Responses
State and local health organizations 7
Physicians, dentists, nurses, hospitals i 9
Consumers, citizens, the public 14
Educational institutions ' 3
Minorities . 3

Total Responses' 36

It should be noted that Council members who were members of any of the
above groups did not always state that they represented those groups.
Therefore, one cannot assume that Council members fitting the above
descriptions necessarily felt they represented that corresponding
organization. For example, 14 Council members responded that the group
or groups they reprece»nted were mainly consumer groups. Of that 14,

5 respondents were provider members of the Council and 9 were consumers.

In order to indicate the size and nature of the groups represented on the
Council, samples of quotations follow, organized under a heading for each
of the five kinds of groups mentioned.

State and Local Health. Organizations

"I represent my entire organization. . .10,000 to 12,000 employees."

+ .a statewide department of 14,000 employees and in local public
health, another approximately 14,000."

"All the people in the health service area."

Physicians, Dentists, Nurses, and Hospitals

"I represent physicians as a group, statewide and pretty much nation-
wide. . .over 10,000 physicians in the state and over 300,000 in
the United States."

", .represent nursing-at-large."

"I do think of myself as sometimes carrying their flag.
(the physicians)

Consumers

N

"I clearly represent the statewide consumer-users of medical services."
"At times, I represent the total nine million consumers of this state."
"I really represent about 75 percent of the homemakers--the middle,

low-middle class and the working poor, except the two extremes of
extreme poverty and extreme wealth."

"I vote along the lines that seem to be best for the community-at-~large."
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One Council member pointed out that it was often difficult to distinguish
between times when one is representing his organization and he is repre-~
senting the consumer: '

"It's hard to distinguish between issues which represent our
department and those which represent the public. They're not
easily divisible, so I try to represent the public, too."

Educational Institutions

"Sometimes I represent education, as a group, especially when
implementation or structure needs to be considered."

"My comments are keyed to what the impact would be on health
education and research in a university setting. . .not of any
particuiar university, but as a medical health education
representative of physicians and university thorughout the
country."

Minorities
"I see myself as representing the City of Detroit, and specifically,

the black population, and, in general, the minority and poor
pcpulation.™

". . .the blind, the Indian and the poor. . . ."

One member who stated representation of minorities felt that the Council was
"loaded with education people" and that there were few minority members, so,
it was important to represent them on the Council.

As an advocate of a particular issue:

A few members saw themselves as advocates of a particular issue and some of
their comments were:

"I see myself as anmggent of state government really looking at the
whole continuun of health planning as it has emerged since 1968."

"An advocate of better, more accessible, more rational health care
for .the state."

"I am an advocate of local level health planning."

"In this hat, I handle and reflect health legislation and how it
represents national viewpoints."

"I felt a duty to advocate issues for the poor."

"I am an advocate of issues helping minorities."

Other advocacy issues mentioned were. . ."abortion". . ."issues affecting
the people'". . .and "women's rights."




Question 2.

Were you a consumer or provider member of the Council?
Did this have any implications for the way you partici-
pated on the Council? (If clarification is needed)

' Did this influence or affect what you said and did
as a Council member?

The information under this question is organized in two parts--first,
regarding type of membership held; and then, the implications of this
for participation.

Number of
Type of Membership Responses
Consumer 18
Provider 16
Both , . 3
Neither 2
’ Total Responses 39

The majority of Council members responded that they would define their
member- 'p as corresponding to the consumer or provider position to which
they were initially appointed on the Council. Three members, however,

felt that, despite their "official positions," indeed they were really
acting as both. For example, as one member said, "Although I am a provider,
I see myself many times as a consumer." Two members felt that they were
neither a consumer nor a provider. One said, "I don't see myself as a
consumer in a medical system, as such. I really see myself as a taxpayer."
The other respondent said, "Neither category fits so well." This member
saw himself as representing an administrative, budgeting, coordination
function that serves both consumers and providers.

Number of

Implications for Participants Responses
Did have noticeable implications 24
Did not have any noticeable implications 15
Total Responses 39

Respondents noted that being either a consumer or a provider affected
their participation on the Council in different ways. Six are cited
below.

Effects on members' lLelingg,of preparedness.

' Members noted that being a consumer or a provider was a natural consequence
of the kinds of previous experience they had had. Therefore, the designation

ERIC a7




"consumer" or "providet' was directly connected to the experience and
amount of preparation=ﬁembers felt they initially brought to the Council.
As one provider said, "Yes, how could it be otherwise?" This member
felt that one's professional background and past experience all influ-
enced reactions to other members on the Council, as well as the work
that was done there. Several providers mentioned feeling well-equipped
to function as members, by virtue of their experience. One said,

-

"As a provider I really found myself way ahead of the game."

This prévider also mentioned, by contrast, that consumers needed more
help than providers.

Many consumers indicated that they did not feel initially prepared to
participate in the Council. Some of their comments were:

"At first, yes; I felt inadequate because of lack of expertise."

"Consumers are overpowered by knowledge. I was told by one of the
Council members, 'You'll never be able to understand what is going
on here, so the best thing you can do 1s vote with the doctors.'"

"It's very, very difficult for the consumer to really contribute.
Time doesn't permit you to research some of these things that

a person from a service organization who works full time and has
access to research can do."

Some consumers indicated that this lack of experience not only made it
difficult to actively participate, it also made it difficult to listen.
One member said it was c¢ifficult to keep up with the medical "jargon."
Another said,

"From the comments of other consumers, it seemed difficult for them
to follow."
Another member mentioned the ease with which providers tossed around the
names of organizations by their initials, while consumers often did not have
any ideas of the meaning of these abbreviations. This respondent felt that
the new glossary of organization names and abbreviations provided by staff
during the year was helpful, however.

Effects on specific experiences of members.

One provider felt that he was sure that being in his role had an effect.
This member felt that it is natural to be biased toward specific issues
and people with whom you have some particular professional concern. Other
providers said: .

"The role prejudices my point of view."
"Professional relations orient one in certain ways."
Consumer respondents likewise felt that this role influenced their interests

on particular issues. One stated that while they tried to understand the
medical point of view, they also tried to "slant it from the viewpoint
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of the consumer." Another felt that a special interest in particular
kinds of consumers such as minorities, had influenced their levels of
concentration and emphasis of plrticipation on the Council.

Consumers also indicated that their perception of their Council role
influenced the point of view they emphasized..

"I am a consumer so I presume that when I'm speaking, I am
thinking of the consumer side, perhaps more than I am for
the prover's side."
[}
Another consumer saw their role as "serving as a generalist in terms of the
state," but did not feel that the role of consumer had other than a minimal
effect on participation.

Effects on expectations others had for members.

Respondents indicated that their roles affected the expectations they
perceived others had for them. One consumer felt that his actions on
the Council may have seemed to some very '"naive," as this consumer asked
questions about sources of money or the function of the Council. One
member mentioned feeling defensive as a provider, due to negative public
relations about the role of medical helper to the consumer. Another
provider echoed a similar feeling,

"I feel there are people (on the Council) who are skeptical of
providers and what they have to say. They feel they're self-
seeking and self-interested. I'd honestly say that the providers
I've talked to are not self-seeking or self-interested. They're
trying to do a job for the public."

Effects on specific member goals and how they are implemented.

One provider stated that his participation was affected in that it affected
his specific goals.

"Yes, 1t defined my place as representing the industry. I try to
bring to the attention of the other Council members how their
decisions will have impact upon the industry."

Other providers said, .
"Sure, I act as a health professional all the time. Almost every
comment I make is made with the question, 'What will be the impact
on the health profession?' I don' t attempt to speak as a consumer
or a representative of the public.'

"I'm concerned with keeping it practical since some on the Council
have no practical knowledge as to how things can be implemented
through statute, and so on.

"As a provider, 1 have spent more time educating lay people on the
various aspects of health planning."
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One consumer indicated a growing awareness of the role of consumer as one
whose 'expertise" as the community. .

"As the year went on, I was able to influence my own community by
the information gained from the Council and able to influence the
Council from my community experience."

Effects on kinds of things members discussed.

Several respondents said that their roles influenced the kinds of things
that they talked about. They felt that consumers were seen as spending more
time discussing consumer medical costs while providers spent more time on
medical facts, systems, and an overview of the medical picture.

One provider pointed out the kind of content providers might typically
introject at meetings, .

"You can't do without interested and concerned providéfs to give
inpyt on quality health care, accessibility and reasonable cost."

. . N : ’

bne provider explained the difference between the content of consumer and
provider concerns in this way: Lo & :

"A good example is that the cost of running hospitals differs from
the cost of being hospitalized, and m; aumber one responsibility is
to affect a more efficient manner for the industry to go about
business."

A consumer explained the difference in these terms:

"I have more to say when they're talking about costs to individuals
than I would when they talk about facts and figures...it's sort of
overwhelming for someone who hasn't had a part before. You come
away with your head swimming." ‘

Another consumer notes the same distinction and the lack of expertise
which consumers may feel.

"You can get any one of the consumers to day, "The prices are too
high but you have no basis in fact for it...it's like a volunteer
Sunday school teacher talking between a Professor of Education at
the University of Michigan and a History Professor at Purdue and
this poor volunteer...it will be a bit of a time before she can
get between them. They, at least, have some common bond."

Effects on amount of talking by members.

One consumer said,

"Most of us have sat back and let providers form many of the big
plans. 1I've given my ideas, but I've taken a back seat to the
professionals because I feel they've so much more to offer when
it comes to actual planning..."’




A provider stated,
"I think it would be very hard to be a consumer on the Council.
There isn't any question about it. Most of the talking is done by
the providers. They're the most conversant in it."

One consumer seemed to indicate that the role was a '"freeing" one,

"I feel I can free-wheel better than a provider. I think I would be
somewhat subjective 1f I were a provider."

No noticeable effect.

Respondents who indicated that the designation of consumer or provider
did not influence their Council participation in any noticeable way,
explained this with different reasons. Several indicated that the lack
of any effect upon thelr participation was due in some way to their own
objectivity or independence.

"Being a provider did ot influence my behavior on the Council.
I tried to be objective."

"I'm individualistic. I will‘“say what I believe. If I were a
provider, I wouldn't act wuch differently."

"No. I am a pretty independent perscn."

Other members stated that their responses were in some way related to not
taking sides with either consumers or providers.

"If I think in terms of my being a representative of organized
medicine, I'm afraid not...I can't be considered a consumer
but...I often take positions against organized medicine and for
the public, so the content is often more akin to the consumer's
position. If we get criticized from both the consumer and the

provider...we can't be all wrong'"

Others seemed to equate their participation not being affected with the
personal freedom they felt to speak at the Council méetings.

"Not really. A lot of other consumers don't speak up, though.
The meeting is dominated by providers. I felt free to speak
up as a consumer. I'm a political animal."

"I expressed what I thought and what I believed." (this member
felt he, as a provider, represented the consumer's viewpoint
often)

Another consumer member felt that being a consumer did not influence his
participation, but did feel that most of the consumers felt overshadowed
by the providers on the Council, but not in the task force. Another
member felt that being a provider did not influence what this member
sald or did. However, he felt that the real influence was the personal
experience this member brought to the Council.



Question 3.

During the year you were faced with a great deal of
information in both written and orally presented form
about health, health systems and health plapning.
There may have been information that confirmed or
reinforced things you already knew, information that
corrected what you: felt you previously thought was
true, information that somehow gave you a new per-
spective on things, or information that was brand
new to you. Please tell me what you recall under
these areas. Rank the four areas as to how much
each occurred for you.

The information from this question is presented by reporting first, the
number of responses indicating the amount of each type of learning, and
second, learnings recalled by members. '

The majority of respondents chose only one type of major learning rather
than ranking all four. The number of choices for each type, or area,
follow.

Number of

Types of Learning Responses
Information that confirmed or reinforced 20
Information that corrected 7
Information that gave new perspective 5
Information that was brand new 0
Total Responses 32

Some Council members reported they had difficulty recalling %he particular
information they had received during the year. They expressed concern
that there was too much information given them. Two expressed the view
that the information given was not read completely. One of the two stated:
"I never read any of it--except in task force." The other stated:
"Probably only one-fourth of the people have read information in any

way; about one-half have skimmed it only." One provider stated that

he found it difficult to classify information, because he had been in

the field so long and it was hard to distinguish one kind of information
from another.

Council members found the experience of recalling information easier by
expressing broad subject areas. The learnings recalled by members seem
to have three major sources: learnings from topic areas presented orally
and on paper from task force reports and special issue reports; learnings
related to the experience of participating as a member of the Council;
and learnings related to the health planning process.




Learnings received from task force reports and special issue reports.

These learnings comprised the area with the largest recall. Some Council
members stated that they increased their knowledge of maternal and. child
health. For example, individuals became aware of nutritional needs and
factors, the facilities available for high risk mothers and children, and
statistics related to the infant mortality rate. One Council member

stated that the position taken by some insurance companies, not to insure
the first two weeks of life, was a brand new piece of information and very
shocking. A number of respondents recalled information about Medicaid.

One member recalled statistics of where Medicaid money was going. A pro-
vider stated that he learned that a small percentage of the recipients in
the Medicaid Program are responsible for a large percentage of the expendi-
tures. Other members reported learnings about health maintenance organiza-
tions. One individual stated that he questioned a "for-profit" HMO and he
had assumed such an organization should not be encouraged. He discovered
there was no information to support this contention so he altered his view.
A number of Council members recalled learnings about cost containment in
hospitals. One respondent reported that the certificate of need exercise
gave him a new perspective on problems facing hospital administrators and
on maintaining financial viability in a system that is 100 percent con-
straining. Other areas of learnings received from task force reports

and Council discussions were about minority group inequities, understanding
of medical terms, the renal program, and health statistics.

Learnings related to the experience of participating as a Council member.

One learning recalled was that to develop and decide upon a statewide health
plan that meets the needs of a variety of pecple from different geographic
areas, a Council member needs the divergent viewpoints and experiences of
other members who are from different experiences and areas. Some Council
members reported that they had observed and had a better understanding of
the difficulty of consumers to speak up as easily as providers. One member
stated that there was one written comment at the end of a meeting suggesting
that doctors not talk so much and this gave him a new perspective. He said:

"I think people should express their views, it may hurt a little,

but it's a little different being told by your colleagues than by
someone else; it made me realize that other people did have some-
thing to say . . . I've begun to understand others' needs and views."

Learnings related to the Health Planning Process.

Members reported having an increased awareness and understanding of the
political process as it relates to health planning. One respondent stated
that he now had some awareness of the workings of state government such as
the relationships between different state departments. He stated that he
was not previously aware of these relationships until he needed to think
about the political implications of the health objectives he was trying

to achieve. Other Council members reported they learned to approach broad,
complex health problems in a more intelligent manner through the use of

the steps of the health planning process.




One individual reported the following learning:

"Where health care facilities are located in the state; it broadened
my perspective of what is available in the state, where it is, how
it works, how good it is and how it interrelates, and how the
patient flow comes and goes.... This has helped to formulate my
thoughts about health planning."

A large number of Council members felt they were given too much information
to read and to be expected to synthesize. As volunteers, some members felt
that, due to time, the expectation that they read so much material was un-
realistic. Some members suggested that a summarization or synthesis of
information that was sent out or presented .rally would be helpful. There
appeared to be a feeling among Council members that they were appreciative
of all the information given to them and that they had received much which
could not be assessed during a short interview session.

Question 4.

Do you recall having received information about the steps
of the health planning process? To what extent did your
task force actually use these steps in its work? To what
extent were these steps helpful in the work of the task
force? (A list of steps in the health planning process
was handed to the Council members)

The information under this question is reported by discussing responses to
each of the three subquestions.

Do you recall having received information about these steps of the health
planning process?

Thirty-one Council members responded that they did recall receiving the
steps. A number of respondents were a little unsure as to when and where
they received the steps. Some members recalled having received the steps
through the following experiences: oral discussion of the Executive
Committee, Task Force Guidelines, handed out in written form from OHMA as

a preliminary to task force work, introduction of steps during a fall
Council meeting, and during orientation to the Council. One Council member
was unsure if he had received the steps, but remembered talking abcut the

process. A recently appointed Council member stated that he did not recall
receiving the steps.

To what extent did your task force actually use these steps in its work?

Twenty-two members reported that their task force had used the steps to a
noticeable extent. Some of these individuals were consciously aware of the
time of their use by the task force. Some members realized that they had
used these steps only after discussing what their task force did during the
year. Comments ranged from: "Did, but we did it all without knowing it" to
"Used every step and probably added three or four to it." Five Council
members reported that their task force used the steps to some extent, and




three of these members mentioned two or three steps that they felt

the task force did not use. Some respondents could identify a number

of steps which were carried through, but stated that they were aware

of a general process going on, not necessarily the specific steps.

Three Council members perceived their task force as using the steps to a
little extent. These members inferred that these steps were used
"minimally."” 1Two Council members stated that the task force did not use
the steps at all, indicating that the staff used these steps, but not
the task force members. Five Council members did not respond to this
question, because of their lack of attendance at task force meetings.

To what extent were these steps helpful in the work of the Task Force?

Twenty-two individuals considered the steps helpful to a considerable
extent. The following comment summarizes many of the reasons expressed
for the steps being helpful:

"Steps very helpful. Every once in awhile someone would
want to get into fine print and we would remind ourselves
of our purpose--to give broad recommendations first.

These quite definitely kept us on the right track. We
reviewed steps when we got away from the subject--not that
we had these specific steps we referred to-~but the process
kept being brought -up avoiding getting hung up on little
points."

One Council member responded that the steps were helpful to some extent.

" One individual stated: '"Chairperson could respond best irn assessing

this. I'm not sure this chairperson was aware of what we're doing in

whole planning process. . . a moderate degree of value--things working out
pretty well on task force." Five Council members considered the steps to

be helpful to a little extent. Two types of comments appeared here. One
feeling was doubt that the use of the steps made much of a difference in

the work oi the task force. The other kind of response was that the steps
could not be considered very helpful, because they were not used to any
extent. One Council member felt that the ‘stips were not helpful, and stated:
"These steps were not helpful to me, because the underlying explanations were
not adequate for the consumers to put together." No specific answer to this
subquestion was obtained from six Council members.

In general, the majority of Council members recalled receiving the steps of
the health planning process although they were unsure as to where or when
they received the steps. The majority of members felt the steps were used
by the task force and they found the steps helpful in directing them toward
effectively reaching the goal of their task force.

guestionié.

I would like to find out how you experienced the many
different people on the Council. At the first couple
of meetings you attended, how many members did you know,
how did you feel toward them, how did vou feel toward
the others you did not know? Did any of this change
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for you over the year? (If yes, ask person to state what
changed). What occurred that helped biing about this change?

The irformation under this question is presented in narrative form
following the sequence of the subquestions above.

At the beginning of the year, 11 of the consumers knew one to 10 of the
other members on the Council, five did not know anyone else, and five
knew over 20 other members.

Those respondents reporting that they knew one to 10 other members were
all new to the Council and several were new to the health field in
general. They reported that people were very friendly to them; they were
not bothered by the fact that they did not know many people or that they
had no particular feelings toward other individuals. Some of them
reported anticipation of meeting new people and stated they were unaware
that there were provider and consumer members, but became aware of this
difference in background as other members expressed their opinions on
various issues. Their respect for people grew as they listened to the dis-
cussions and their confidence in their own abilities grew as they partici-
pated in the discussions. There was some degree of awe of the profession-
ally titled members and as they became aware of those who had extensive
experience in the health field some degree of deference to their opinions
developed. They said that there were certain members they could trust,
believe, or depend on more than other members. These members also
remarked that they were generally impressed with the caliber of peopie

on the Council.

They were very aware that the Chairman and the staff made special efforts
to include them in discussions, sought them out during coffee breaks,
solicited their opinions and encouraged them to speak up in sessions.

Only one respondent did not see the leadarship as helpful to consumers, and
perceived these efforts as patronizing. There were some feelings that
there really wasn't a constructive role for consumers as they weren't
experienced enough. However, it was strongly felt that consumers should
play a role on the Council. There werd'llso some feelings that at times
the leadership took the consumers' frustrations as a joke; such remarks

as "Do you consumers understand?" were annoying and gave rise to feelings
of non-inclusion. A few consumers perceived the Council as a very formal
group with providers monopolizing the knowledge. "

Consumers reporting that they knew 10 or more people had mainly been on last
year's Council, and had professional contacts with some of the members of
the Council. They expressed a special awareness about the level of
knowledge, skills and experience that the providers brought to the Council
and they felt that some of the providers were often representing special
interests rather than themselves. They felt this way especially toward
medical school personnel and insurance personnel. They felt that some
providers unduly influenced the Council through their control of knowledge
and identified providers as an elitist group. Some felt that there was
some carry-over of close contacts between providers from previous Councils
and that consumers had a small role to play in the Council as they lacked
political sophistication. Several identified members from state agencies
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as being protective against Council recommendations because of past
experiences in which their agencies had suffered.

None of the providers reported not knowing anyone at the beginning.

Six knew one to 10 persons, eight knew 1l to 20 people, and six knew

more than 20. Several providers knew each other from professional contacts,
and were acquaintances of long-standing. Some knew other members from
previous Councils, and some knew others through correspondence or by
reputation. Providers stated that they were respectful of each other's ex-
pertise, and reported good personal relationships even when diffaring in
philosophy, values and interest. The majority of providers perceived

the consumers as being reluctant to speak up because of inexperience and
some said they tried to encourage them to do su. Several ekpressed the need
for more education for consumers in order for them to be more active in

the planning process.

F
One provider member felt that consumer influence should be the strongest
on the Council and therefore felt defensive because of his own assertive-
ness in meetings. He said that initially he found himself editing his
contributions so as not to be viewed as overly demanding or unfair. His
defensiveness decreased as he got to know more members and felt their
acceptance, understanding, and attention.
1
Both consumers and providers felt that change toward people occurred as
they sat next to each other in Council meetings or at lunch, talking at
coffee breaks, and working on task forces together. Working on task
forces was mentioned more frequently than anything else as an experience
which induced more positive attitudes. Three persons reported that the
evening workshop was helpful in getting to know people. Several of the
people from the previous Council mentioned the helpfulness of the retreat
in this regard. Others mentioned the use of name plates on the tables,
staying overnight, having extra meetings and the intimate setting of the
University Club as being nelpful in getting to know people. Several felt
that it was mainly through their own, purposeful efforts that they got to
know people. One person did not feel it was necessary to get to know
people in order to accomplish a task and telated this to his negative
feelings about the smiling faces on the meeting assessment questionnaire.
This respondent said:
"Everyorie says that it is a good thing: I don't know
why. . Smiling faces seem to make it implicit that you
are to be a part of a fellowship group as well as a
member of the Advisory Council. I don't know why.
It may be true...I find such tasks aggravating...don't
like answering questionnaires to begin with."

Despite these feelings, he also said that he had experienced groups where
such tools helped people be more open in discussions.

Two members said they were uneasy with the questionnaire in which they were
to express their feelings about others and one did not return it.
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Several members, both consumers and providers, reported that as they
worked together they developed negative feelings toward providers
they perceived as "soap boxing" and pushing a special interest almost
to the exclusion of others. Some providers expressed negative feelings

+ toward people who were brought in to give them "the word." One person
questioned the number of doctors and medical school persomel on the
Council and felt that more nurses and other health type people would

. have presented a more balanced group.

Question 6.

~

I would like to find out how you experienced the Council.
What was it like during the first couple of meetings you
came to--regarding such things as the way the Council
made decisions, the atmosphere or climate, ability to .
work together as a group, sense of involvement, etc?
Did any of this change over the year? (If yes, ask
person to state what things changed). What occurred that
, helped bring about these changes?

There was no identifiable division between responses from consumers and
providers as they experienced the Council as a group. The data is
presented under four headings: atmosphere, ability to make decisions,
ability to work together and sense of involvement.

Atmosphere

The majority felt the atmosphere was very friendly, warm and open; people
were listening to each other with lots of discussion and no sense of
behind-door decisions by a select few; opinions were respected by others;

a positive atmosphere existed, especially for providers, maybe less so for
consumérs. There was some frustration expressed over so much work to do
and not enough time to pursue philosophical discussions. The majority felt
the Council was provider-oriented, especially in the beginning. As
consumers became more knowledgeable they entered into the discussion more
but did not really influence the Council. ‘Many felt that the chairperson
created a good atmosphere by his attitude and behavior. Two respondents
felt there was less acceptance by the OHMA staff head and that there was
some strain between the Council, OHMA .and the chairman of the Council. There
was a feeling by some that the atmosphere very much depended on the issues
being discussed, i.e., tense and heated with discussion of controversial
issues and some tension when final recommendations were being presented.
One person felt that a last minute change of the Council agenda when a task
force was to present its recommendations created a sense of rejecticn of
the task force by the staff.

Ability to make decisions

The majority felt the decisions were provider-oriented because of their
experience, education and level of skills and because they attended sessions
more frequently and in greater numbers. Some felt the objectives of the
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Council were not clear and this affected the decisions. A few consumers
_felt that some decisions had been made prior to the meetings and that

people from previous Councils were dominating the present Council. One
consumer felt that consumers did not influence decisions, and therefore
stopped coming on a regular basis. Another felt that as consumers became
more informed they did influence decisions, and that it was important to
keep attending sessions and representing the consumer perspective.

A few respondents expressed the lack of time as a negative factor in .
making decisions and that there were times when people agreed to things
more readily because of their tiredness. The majority of consumers and
providers felt the chairperson did a very good Job in trying to reach
consensus before a vote was taken in order to prevent a close split vote.
They felt positive about the amount of discussion, the referral of items
back to committee for more work or revision, and the fact that the

minority vote or report was carried in the minutes. There was also a sense
that the Council rubber stamped most of the things which came out of the
task forces. One person suggested that the task force meet more fre-
quently and the Council meet less frequently as the task force was where
the real work was done. Several reported that the real decisions were made
in the task force and not in the Council.

Again, in answering this question a couple of people expressed negative
feelings toward outsiders who they felt lectured to them but expressed
acceptance of information coming from the task force as they were their
"own" people.

There was some uneasiness about the implementation of recommendations and
that planning bodies do not have to live with their recommendations or
outcomes of their decisions; what would be the long-range effects of their
decisions and would all their work come to naught?

One person commented:

"The whole idea of health planning is a laughable joke with
people making recommendations and no way to implement
them. I didn't take it seriously. I felt the Council
meetings were a good place to go when I had nothing else
to do, but I felt others took it more seriously. TIt's
impossible to make decisions with so many divergent views
and people who have unclear roles; the role of consumer
1s self defeating, everyone talking and no one listening -

but what can one expect with so many people." .
5w
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Ability to work together \xf;is
The majority felt there was définite movement toward the development and

use of ability to work together as the group actually moved ahead with its
tasks, felt people listened to each other, had respect for each other, and
in areas of conflict there was time taken for discussion to resolve it.

Some felt there was a division between providers and consumers which the
providers created. The most-mentioned negative statement or uneasiness




expressed was that the Council was too big to be effective. One provider
applauded the part of the consumer and felt a new era in health planning
was coming, 'Somewhat frustrating, but experts are no longer in exclusive
control." Some felt that if the goals of the Council were clearer, the
work of the Council would be more effective.

Sense of involvement

Most of the respondents felt the Council was struggling, not sure of its
direction and leaned heavily on the staff at the beginning. As the Council
became more experienced, most members fully realized that the role of the
staff was to be a supportive one and not a directive one. The majority

felt there was a high degree of commitment on the part of the members and

one person indicated that there was usually 50 percent attendance as evidence
of this commitment, thus using 50 percent, as a positive criterion. They

felt that those who attended the meetings showed honest concern for people
and the process of planning. Several expressed concern about the low
attendance at some of the meetings. To quote one;

"I liked the work the Council has done, but if I were king I would
start replacing Council members with people with broad experience.

I would have a rule about how much work they had to do, number

of meetings, whether they were on task forces or not and get rid

of the dead wood. Wouldn't even have me on, I've been on too long."

At the opposite end was the person who commented,

"I am very concerned about the short time people spend on the Council
being long enough for them to really know what they are doing. This
is especially true for consumers. Professionals have been trying to
solve some of the problems for years and working at them full time,
therefore, how do you expect some one new to health care to solve
them? Six years should be the minimum for a person to serve on
Council in order to be effective."

Some felt involvement increased as the -task forces brought in their reports.,
Several reported staying overnight and that the workshops increased their
sense of involvement. One member who had missed many meetings felt very
badly about it as she had expected to be more active and indicated that
illness, a change of priorities and the gas shortage were factors which
contrituted to her absenteeism. She hoped to make more meetings next year.

Questicn 7.

I would like to find out how you experienced the task force

as a group. What was it like during the first couple of

meetings you came to regarding such things as the way the

task force made decisions, the atmosphere or climate,

ability to work together as a group, sense of involvement,

etc.? Did any of this change over the year? What occurred
| that helped bring about these changes?

| As eacl task force differed both in membership and in content, so perceptions
ot the task forces varied across persons and the different task forces. The
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range of attitudes toward the task forces and those factors apparently
affecting member attitudes are reported below.

Although many respondents reported positive feelings toward their task
force, there seemed tv be an equal number of negative or at least non-
committal responses.

Some people stated:

— "Members worked together to make decisions. It (the task
force as a group) seemed very reasonable to me."

x». oy

"We had a good discussion most of the time and reasonable
decisions based on the logic of the discussions,"

"There was open discussion; respect for each other and the
group arrived at group decisions.”

"I think they really did a pretty good job."
Others expressed negative impressions:

"My own dissatisfaction lies in the discrepancy between the
way I would like to see us work and the way we are actually -
working."

"I didn't feel it was a meaningful group because they weren't
coming and when they did come the subject matter was hard to

deal with."

"My lack of participation was a cross between plain disgust
and difficulty in getting there."

Almost half of the members inverviewed mentioned that attendance at task
force meetings was low or that they themselves did not make many meetings:

"There was poor attendance, only about one-half of the members
plus the staff attended any task force meeting."

"I have only been to one meeting and part of another.'"

"I quit going."

"The greatest number of people at a meeting was five.”

"I copped out."
Of the people that had not attended many meetings, some stated that they had
other commitments. Others said that they were 'not motivated enough to take
the time from something else to give to that' or "felt like I didn't want

to interfere."

There weré different effects of this lack of attendance on the task forces.
One respondent said that a '"core' group formed in his task force. "A year




ago when the task force began we had 50 percent attendance but of that 50
percent, we had 90 percent of them attending all through the year." Another
respondent stated, "The task force has not functioned as a task force; it's
disintegrated without anybody showing up. 1It's mostly staff work."

From these differences it would seem that attendance, in and of itself, was
not the critical factor in the functioning of the task forces. Two factors
did appear as very relevant to the level of task force functioning. One
factor was the topic of the task force and the personal interest of the

" members in that topic. As several respondents put it:

"Not sure the topic is a subject a committee can control."
"Great deal of frustration until we could zero in on the problem."

"Commitment on our task force was good because of the personal
interest of individual members."

"It really was not the group to come to grips with this
particular subject."

"The other three members of this task force are deeply committed
to this area."

The other factor which members mentioned as influential in their task forces
was the style of leadership of the chairperson:

A

"We had a good leader who was totally interested in the problem,
got staff to work, and was well-organized."

"Chairperson could have been more helpful, didn't use planning
steps." '

"The one person really committed was the chairperson."
"Chairperson did an excellent job."

"Leader drew out each person's view point."

"Personal input from the chairperson was very good."

"Felt group's ability to work together decreased with change
of leadership."

If these two factors were positive, that is, if the members were interested in

the topic and they had "good" leadership, they tended to report positively

on the task force. That is, they felf involved, felt they worked well together,

and felt good about their group's decisions. Comments were as follows:
"Got .to know those who attended regularly."

"Felt comfortable with people as year progressed."”

"Started out semi-formal, became 'kissin' cousins' by Christmas."

ol
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"Smaller, more intimate group...positive feeling among individuals."

"Our decisions were well thought through and reflected all of us."

If these two factors did not come together, the task force tended to be viewed
as a negative experience.

Question 8.

I would like to find out how you experienced the many
different people on the task force. At the first couple
of meetings you attended, how many members did you know,
how did you feel toward them, how did you feel toward the
others you did not know? Did any of this change for you
over the year? (If yes, ask person to state what chang-
ed.) What occurred that helped bring about this change?

The results for this question are reported by discussing the responses
organized under four subheadings related to the question.

How many members did you know?

A majority of the respondents answering knew less than half of the members
of their task force at the beginning, while only a few reported knowing all
or most of the members.

How did you feel toward them?

Generally, the members expressed initially positive feelings about the other
members of their task force group:

"Felt they were all concerned and dedicated."
"Very much a congenial feeling."

"People were seriously concerned with.the issues."

3

"Felt they were very dedicated people who wanted to do a good job."

The few initially negative feelings expressed about other members concerned
mainly their lack of knowledge about a particular area. These came mostly
from providers:

"Not a very clear sense of what they were there for...."
"There was a lot-of educating to do."

"It's extremely difficult to try and explain your experience
over the years.'

"I wondered why they were on this task force...a long educational
process was necessary."




Did any of this change for you over the year?

Over the year people tended to see changes in a positive direction, in
terms of knowing more of the people in the task force, getting friendlier
and generally relating better.

Most people ascribed these changes to the effect of spending time working
together in a small group. It also seemed to the members that the character
of the relations between members was set at the beginning and developed in
the same direction over the year:

"We started high in cohesiveness and maintained it."

"Pretty open right from the beginning, got a little freer."

"Were able to share our ideas more than at the Council meetings."
"It was good to have the informality inherent in small groups--
but this really occurred almost from the beginning and hasn't

changed."

"Nothing specific to account for getting to know each other
except time and general process of a group."

i
"Felt very warm toward them even at the beginning." ﬁﬁzﬂ
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"Gradually acquired appreciation for those who exposed themselves.'

"No change in likes or dislikes of persons."

"Acquaintance with them followed the same pattern as at Council
meetings."

What occurred that helped bring about this change?

Some of the things that were mentioned that enriched the personal and work
relationship between members were:

"Once we confined ourselves to one or.two topics, people relaxed."
"People who had no knowledge became more knowledgable."
"People began to realize that things couldn't happen fast."

"Got to know them by talking with them informally over a

few drinks." .

- . s . [
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"Overnight sessions seemed to work“out better."

"Iaformal and night and weekend meetings helped knowing each other
aand working relationships.

So it seems that the members felt that their relations with other members on
the task force were pretty much established at the beginning and either improved
or did not change over the year. Forces which appeared to facilitate the




improvement of relationships were opportunities to work more closely and
informally in a small group, a clearer and more contained focus on the task,
an increase in knowledge of those who needed it, a growing appreciation for
the time needed to resolve issues and a resulting reduction of impatience,
and the risk-taking of members to disclose their individual perspectives

and ideas.

Question 9. .

I'd like to ask you about your views of the staff. Regarding
the two persons that worked with your task force, at the
beginning how well did you feel you knew them? How helpful
or unhelpful do you feel they were? Did this change? What
brought about the change? (Do same as above for Council,

in reference to total OHMA staff.)

The information under this question is presented first in regard to the task
force staff and then the OHMA staff.

Regarding the Task Force Staff

Almost all of the respondents reporied that they had not known the staff people
at the beginning of the year but they were almost unanimous in their praise of
the work done by the staff in support of the task forces:

"This staff member knew where he wanted to go and how to get
there."

"Tremendously helpful, they are very effective."
"Not dominating."
"We couldn't have done it without the staff."

"They made it easy for those who didn't have the intimate
knowledge to be involved."

"Staff made you feel they wanted you there."
"Very helpful."
Some of the things that members thought the staff did to help were as follows:

"Staff did all the writing, took it all down, organized it and
wrote it up."

"After some abortive meetings, the staff moved in and assisted p
the task force in going through problems systematically."
1]

"Organized information. Functioned as encouragers.

"Related to individual members more closely."

=
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"They step in and do what they are supposed to do and step back
and let us work. They stay out of the whole decision making
process,"

*"One staff member recognized the basic differences between
migrant workers and native Americans and made an effort to
accept and deal with these differences on the task force."

One shortcoming that was pointed out was the lack of knowledge and experience
of some of the staff with adparticulap task force topic. Yet at the same time,
it was also mentioned that "they worked very hard to acquire that knowledge.'
Some members were satisfied with the expertise gained by the staff members,
while others would have liked a "more experienced staff.'" However, these
comments were sparse and, in general, the staff was seen as consistently effec-
tive over the year, if not better at the end.

Regarding the Office of Health and Medical Affairs Staff

About 10 people reported that they did not get to know the staff, ,three reported
they grew to know the staff somewhat well, with the majority reporting“that
they got to know the staff well over the year. Both consumers and providers
felt the staff was very helpful with comments from "extremely helpful" to "the
Council could not have functioned without them." The consumers were more
general in their comments, e.g., "felt they worked hard," "were cooperative,"
"responded to requests,” "made me feel welcome," and "they were friendly
people." However, one person felt that one staff person came on too strong,
described that person as efficient, and hard driving, but who needed to use
more tact in dealing with the Council. Another felt that the staff were

good people trying to do a good job but not sure if they had proven their
skills. This same person said, he was not clear about the Director's role

in the Council.

The’providers, while expressing mostly positive feelings, seemed to be a
little more specific and critical. One person said he really did not know
"who was who" and would have loved to see an organizational chart, while
another saw positive growth in the organizational structure and assignments
of staff and also felt this staff was better attuned to the present Council
than past staff. ’

Many people referred to the Assistant Director for Planning as being "excellent,"
"responsible for the improvement," "a great guy," and "prime mover." Much
respect was expressed for the staff's ability to summarize and organize data,
prepare materials before and after meetings, and respond to specific requests.
While understanding the large extent to which the staff had already stream-

lined "volumes of information," several members still experienced an information
overload and suggested it would be helpful if they could summarize even more
information. .

Any negative comments about the staff were made by providers with the most
negative comments coming from a person who had taken the whole process "as a
joke." For this person, it seemed that other hidden issues may have been in
operation beyond his actual experience on this Council.

One person specifically mentioned he enjoyed the precedures used to both assess
the Council functioning and to feed the assessment information back to the
Council.
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Question 10.

Lastly, and this may, at first hearing, sound a little
strange, in what ways did your experiences with the
Council affect you as a person? What did the experience
do to or for you?,

Under this question, the number of persons who reported that they were
affected in some noticeable way and those who were not are presented.
Further descriptive information is provided about persons in each of
these categories.

Number of
Categories of Response Responses
In a noticeable way 31
Not in a noticeable way, but with qualifications 6
Not in any noticeable way 2
Total Responses
39

People affected in a noticeable way by Council experience.

Members who felt that the Council experience affected them in a noticeable
way gave many varying effects. These members largely felt that the effects
“had been positive.

The areas in which members felt they were influenced were as follows: new
perspectives, skills, ideas/knowledge, personal growth/self-awareness,
interpersonal relations, professional growth/action’ taken outside Council.
Example quotations from member interviews are included under each heading
in order to further clarify these effects. ’

New Perspectives

Respondents who indicated that the Council experience has given them new
perspectives primarily cited perspectives related to issues of minorities
or the poor and perspectives related to health issues. A third category
of general perspectives is also included.

Minorities/Poor

"(The experience) gave me the thought that someone, somewhere
ought to assure that the basic needs of some are met...so a
minority or migrant worker can get help...I was probably ignorant
before and never paid attention until I was exposed to it...
Here's a bunch of nomads, still human beings, and nobody to
help them at all."

"Recognizing that real inroads are going to involve whole

social change in the way society looks at poverty and racism
...health care 1s not going to solve all the problems...."

-59-



Health Issues ~

"Bridging gaps between professional and nonprofessional
must be done before working toward health solutioms.”

"I have become aware of limitations that face the...health
field in accomplishing goals."

"I have a greater appreciation of the cost of services."

"I became aware that people, especially doctors, wanted
to do things for people." (respondent a consumer)

"I had an opportunity to expand work on local health problems
to a statewide level."

"Health, like other social issues, start at the top, and it
is more political than I thought it way."

"I have a much more clearly defined picture of what health
services mean."

"The main thing I saw was that it (the Council) was a forum
for all segmeats of the health care problem to come together...
more, than, the planning aspect...without the necessity of
unanimity."

"I do recognize for the first time as the result of my
position on Council that there are many places in the state
where medical assistance doesn't come easy."

"It brought home to me that the problems we are plagued with
at. this -level (regional) could be solved in Lansing, if
people wanted to deal with it and not make a political issue
of it."

"Broadened my outlook and made me aware that health needs of
other people are not just the health needs of my area or
my people. Also, it has given me a better idea of doctors
and other people in ‘health."

"We have a nation-wide health program problem. Other nations
rank higher in providing care."

General Perspectives

"I e come away from meetings being dead-center on something
and feel, 'Well, now I've got a handle on this,' and I think
I can begin to move. So, I'll get some people together to
talk about this and see what we can do."

"In terms of understanding social process and the way the
society gets from one point to another has been extremely
revealing, and it makes it easier to understand how people
become impatient with the social process."_
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"Involvement in the Council developed a sense that a lot
of things in the system need to be changed or we want for
people to geet that they can be obtained."

! Vor y

Skills wr-es

"The effect on me, personally, is in terms of my ability to
manage meetings and to move large groups toward consensus."

"Now I feel I can do health planning for myself and also help
others by giving them information for helping them plan for
themselves."

"I did not develop any new skills, unless you mean communication
on the Council."

"I learned how to deal with people."

"As a person, and as a community organizer, it helped me
understand how to use the political process better."

Ideas /Knowledge

"I've gotten insight into a completely new field. I've
enjoyed learning about the health field."

"It provided information that wasn't generally known to me."

"All the positions I held show a gain in knowledge that can
be used in ary or all other committees."

"It made me more knowledgeable on health needs and on the whole
state and of the people who live in Detroit or Flint."

"I felt much more knowledgeable and at ease with the system—-—
the governmental system and how it functions, the political
process, and this was valuable to me as an individual."

Personal Growth/Self-Awareness

"It's given me confidence. This is one of the first things
I've done on my own. My other political work was always in
someone else's shadow." .

"It helped greatly. I think it's expanded my mind considerably
in terms of social issues and frustration."

"It made me feel perhaps I knew more than I thought I knew about
health problems."

"I developed self-assurance in giving information to people...
felt able to discuss information I got from the Council...."

"Makes you far more aware of yourself as a person...and mukes
you grow and mature....”" (Coming to know different people on
the Council)
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Interpersonal Relations

"I've reaffirmed old friendships and made new ones...it's
a great place to rap with people...I enjoy the give and
take...I feel accepted there...I enjoy them."

"I've also enjoyed meeting the people. I've made some friends
and I look forward to going to the meetings now, where I
dreaded them at first, because I look forward to seeing my
friends again."

"I consider some Council members as friends now, in a
professional sense...the people, in general, were very good
and knowledgeable...."

"I'm getting to know people."

"I made rnew friends on a broad scale, personally and professionally."

"I got much more out of talking to the individual members of
the Council than in reading the material that was provided."

"It's given me a. oppcrtunity to sit and listen to other
people's ideas."

"Personally, it has given me more insight into the people on
the Council. Getting to meet.tﬁem has been a nice personal
experience for me."

. Professional Growth/Outside Council Activity

"I've gotten invclved in communicating the information I've “
learned. It's a spin-off from the Council. I make Council
materials available to my people and urge that they return to
their own organizations and give this information to other
organizations."

"My direction (within own professional organization) has been
altered somewhat, as far as priorities...because of the Council."

"It helps me in my professional role and the decision-making there."

"It helped me work better in my agency...able to make appropriate
referrals for children...." :

"I can go back to my friends in the community and try to help my
community take the best from what has been suggested by the

task force groups and bring them back from m, zommunity and help
them on a state level." .

One member indicated being upset by the inadequate training of emergency
medical people which he learned from the Council experience which prompted
him to return to his .own community and start a campaign to upgrade
standards of training.

E . ’7’4!{)
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While one member felt affected in & positive way by the experience, this
member also indicated frustration over the amount of work and time
xequired of Council members, as well as the lack of 1ny personal feed-
back as to whether this member's contribution to the Council was
meaningful and worthwhile to the Council.

"I've felt a little frustrated with all the work to be

done. It has taken more time that I thought...time almost
prohibitive...I keep wondering how worthwhile I am. Does

it really mean anything when I go?...I've gained and benefitted
but I don't know if the Council has."

A number of members indicated the time pressure and the amount of outside
reading required was at times a source of frustratiom.

People Not Affected by Council Experience in any Noticeable Way,
But with Qualification

Six members stated that the Council experience has not affected them
in any noticeable way, but then qualified the statement by mentioning
at least one kind of eifect. Some of their responses follow below.

"I did not charuge my concept of the relative efficiency
of governmental units...but was impressed by the quality of
people in state agencies...but the political system hampers
this...Council not a help here...I got to know one or two
people, nothing else."

"I don't think ic's done anything for me or to me...it's one
more meeting among thousands of meetings...Il'm pleased

to be on the Council...it gives me a much better feeling of
what's going on at the level of state health planning than any
other means of finding out would...."

"It hasn't changed my life'greatly, since it's not significantly
different from lost of other things I've been doing elsewhere
...0f what I know about state health ‘planning, I think the
service on the Council has contributed 10 or 15 percent of it,
but I do this for a living, and the Council is a supplement."

"It had no impact whatsoever...well, in the task force, I
thought about a few things I wouldn't have thought of. The
task force was fairly interesting."

Pebple Not Affected by Council Experience in any Noticeable Way

Two respondents indicated that their experience on the Council did not
affect them in any noticeable way. One member indicated that a realizatdon
‘of personal effects might come later.

"The effect comes when the position is finalized. I can't
think of any way I've been subsLantialJy or materially affected
by the experience."
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The other respondent felt that the lack of any effect from the Council
experience was due to the many varied past and present experiences
of this.--member.

"It may sound smug, but because of my professional
background and experience I'm having difficulty in
identifying anything that changed me."

This member stated that since he is involved in so many other groups,
it was difficult to know if there was really any effect or change at
all as a consequence of this one. He also indicated that it was
difficult for him to find time for the Council.

From responses to Question 10, it seems clear that most members felt

some noticeable impact from the Council experience upon their professional
and/or personal lives, and that the impact ranged from very significant

to something just mentionable. For those who felt a qualified impact or
no impact at all, it appears that their own self-perceived expertise

and current and past experience with other similar groups were strong

" factors which precluded the likelihood of this Council making a meaningful
entry into their professional or personal lives. As one member put it,

"I had no expectation of being personally affected."

-Information Beyond the Ten Questions

During tke interview, Coun¢il members shared much information which did not
fit under the 10 question areas, but which is helpful :n understanding the
Council experience during the year 1973-74 and for future planning. It

is presented below under five headings.

Regarding membership and member relationships.

A member mentioned how helpful it had been to get to know her task force
members better. It was suggested that assigning Council members to different
tables at lunch so they would mix rather than stay with groups of friends
could facilitate better Council interpersonal relations. The result could

be a better functioning Council. Quotations of note:

"There continues to be a problem of adequate education for the
consumer to give everybody the feeling of equality."

"It would be helpful if the consumers could meet together as a group
by themselves. This would increase unity and confidence."

"Need more workshops and way for orientation and gettiug to know each
other...should have an idea of why people on Council are doing what
they are doing."

"The Council should be more explicit in talking at grassroot level.
Professionals used terms consumers did not know. Glossary was
helpful, but it could be expanded as providers did not know all of
the abbreviations either."

"A lot of education is necessary for the Council. I have mentioned
this to staff and a retreat has been planned which should be helpful."

¥
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"Felt the Council did not take the responsibility to educate the
consumers. The staff is attuned to that problem."

"I felt inadequate especially because I didn't understand the strong
feelings expressed about some of the legislation. It made me feel I
am missing something."

"Needs to be a provision to turn over the Council membership. If
plateau of knowledge is reached, there is a decrease in interest.
so replacement is important.’

"Council was better before we had so many hot shots on it. They have
overwbelmed the consumer. Lesser lights are more able to speak
freely." J

"In regard to hot shots, if they approve a thing, then they may have
some obligation to support it later.”

"Director s newsletter to give a broad perspective of where we are
going."

"Need some orientation to what is going on so you can vote."
"Should be more consumers."
"I was taken aback by the bigwigs and did not want to take part."

"Migrant and Native American task force people were divided among the
minority groups."

"Men must become more sensitive to women's issues and involvement
of women on the Council."

"It was bad enough for me sitting up in the piney woods and coming in as
an M.D. to avoid being snowed.under by three university deans of
medical schools, the Director of PubLic Health and the Director of
Mental Health. I can resist that because I'm doing my own thing and
I like it."

""There is a struggle for the soul of the Council. Is'it to be the
resource of what iIs already available, or if it were constituted of

lesser people might the Council get back to counciling."

" "Where is an M.D. who works in the ghetto? Where is a nurse who works
in a migrant labor camp? Instead we get professors of nursing."

"Don't like the idea of not identifying who people are and why they
are talking, it's like getting a wrong number phone call."

"I'm there because someone might want my ideas about health care."

"My own interest and concern in the Cost Containment Task Force is just
not one that turns me on so when there were meetings I was not there.
Its.ranking in my own personal priorities was low."




Regarding implementation of recommendgtions.

"I have felt anxiety for something to be done...and how we're going
to do it and where we're going to get the money. This seems to be one
of the biggest problems all over...who's going to do it?"

"I'm concerned with implementation...to what extend does the Council
have the authority to put out important information, for example on
maternal and child care. The reports are turned in, reported to the
Governor and details are extensive and authenticated with recommenda-
tions, but the legislation is another ballgame. We need to educate
the legislators, but when it's passed as law, then who picks up the
program to see that it's implemented, to see that people who need
services are aware it's there? I think it's essential that we
communicate what we're doing to other organizations."

"Immeasity of job is overwhelming. Wonder how much of it is going
to be implemented. Shouldn't there be more or some involvement with
the legislative part of health planning."

"OHMA has no power or authority to get recommendations implemented."
"Uncertain about what's all going to happen with the time we spent."

"I wish people would have a little more sense of political realities
so as not to duplicate the efforts of the other groups. We sometimes
didn't consider budget realities of what could really be implemented
politically. You have to balance two factors when you're trying to
develop new plans--budgetary considerations--and planning."

This member felt that staff could provide such budgetary information. He
felt that it was important to balance two things--the dreams, which shouldn't
be limited by reality in the planning stage, with the reality, budget and
politics in such a way that you get creative ideas which are realistic

enough to have a chance to be implemented. He hopes that people could

learn to do this without becoming defeated when their "dream" is tempered

and modified by realistic considerationms.

A member felt that staff could provide more information to give members
the necessary overview of the financial and political realities in which
the Council recommendations are to fit.

One member felt that planning was too abstract and the issqes dealt with
were too broad. Ancther stated that cost containment was much too broad
an area to have been handled within the task force.

Regarding the Advisory Council as an agency within the state.

"There is no question that the majority of people and especially
providers don't know anything about the Advisory Council, and
therefore don't think much about it. Somehow there has got to be a
public information effort in the Office. This information has got
to get out., If I werz not a member of the Council, I would see and
hear nothing about it."




1 4

‘

A member indicated that in years past, the Council did not have a good public
image, due to the second and third string professionals on the Council.

Now that the Council has such good people on it, he feels that the Legislature
may still be relating to them as in the past. He would like to communicate

a new image of competence. Then, the Legislature would begin to utilize them
as a valid resource, rather than duplicating the Council's efforts by setting
up committees that do what the Council does.

"I do think the tenuous nature of the Council is detrimental."
(tenuous: 1laws will change, funding may -not be extended, change
in Governor).

"Might make the Council more apolitical and not appointed by Governor
or political branch of government. This might give more stability."

"Would like to see Council exist by legislation rather than Executive
Order."

"Council originally started as advisory to a high-powered commission.
Council advised the commission to go out of business because it was
useless, too much special interest. Now this present Council is
getting back into the same think with high-powered people." <.

"The Council took direction from staff (OHMA) and staff took direction
from Governor, but staff should take direction from Council and
Executive Committee." -

Regarding the conduct of Council sessions.

"Less formal presentation, more issues placed upon the table, and use
the Advisory Council members in their role as advisors with whatever
background they begin with."

1

"More spontaneity and freer ideas if we aren't programmed. ...

Further responses.

One member was very disturbed by the conflict of interest policy adopted
by the Council. He felt it should be retracted. '

"If a Council member had any gain to achieve, he couldn't discuss or
even vote on it...."

"If I can't express my views, there's no sense in going...If we were
going to benefit by our actions, or there was going to be some
financial reward, that would be different, but this is for the
publTc.... It was almost like a slap in the fact to us, really, I
would like to see it retracted."

A number of members commented that they felt that the last two steps of
the health planning process were seen by them to be steps of the
implementation phase and not the planning phase.

"Nothing was said about mental health or mental retardation--i.
was just health, health, health. These are areas of need also."

e L
Pl
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"Feel higher priority to Council than task force."

"Real work done in task force."
One consumer expressed the desire that expense checks be forthcoming more
rapidly as everyone did not have an expense account and this could be

difficult for some people.

Actions Taken Related to Advisory Council Recommendations

Four reports containing Advisory Council recommendations on state health policy
were produced in connection with the grant; one in October 1973 and the

other three in the summer of 1974. Because evaluation of the project is

being reported in August of 1974, it is possible only to report a partial

list of actions taken related to these recommendations. In addition,

examples of what may be expected are offered related to other Advisory

Council recommendations.

Actions taken related to the October Policy Statement on Perinatal Intensive
Care:

--Serves as a basis for capital expenditure review under the state
Certificate of Need and federal Section 1122 of the Social Security
Act by areawide comprehensive health planning agencies, and by the
designated planning agency (Michigan Department of Public Health)
and by the State Health Planning Advisory Council.

--Served ‘as a basis for decisions by the Bureau of the Budget in
consideration of the Department of Public Health's Program Revision
Request for funds to implement a statewide regional program of
perinatal intensive care services.

--Served as a guide in establishment of the Perinatal Association of
Michigan (a private, nonprofit organization working with the Depart-
ment of Public Health in implementation of a networt of regional

" perinatal intensive care centers).

—-Provided the basis of Advisory Council's support of legislation
involving health insurance coverage of newborns.

Actions taken related to the June Policy Statement on Maternal and Child
Health:

--Served as the basis for Advisory Council's review and support of a
proposal to the Michigan Association for Regional Medical Programs
to assist in quality assurance in abortion services.

—-Served as the basis of Advisory Council's review and support of
proposed legislation involving venereal disease education in public
schools. t




Examples of actions taken related to other Advisory Council recommendations:

Policy Statement on Emergency Medical Services

--Serves as the basis for review and comment on all project applications
under the federal Emergency Medical Services Systems Act of 1973,
P.L. 93-154).

--Serves as the basis for the development of the state EMS plan by
the Michigan Department oﬁ\Public Health.

--Provided a basis for legislative support of revisions in proposals
for the licensure of advanced emergency medical technicians.

Policy Statement on Renal Disease

--Provided the basis .for review of applications for exceptions for
Medicare reimbursement for treatment of end-stage renal disease
by the Office of Health and Medical Affairs and the Advisory Council.

--Served as a basis for the Governor's Program Policy Guidelines to
the Department of Public Health on renal disease services, and as
the basis for the development of the Program Revision Request on
renal disease by the Department of Public Health.
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VI. TIMPLICATIONS OF THE PROJECT AND
CONTINUING GRANT-RELATED ACTIVITIES

Implications .

It seems quite clear from the quantitative and qualitative data presented
in the preceeding chapter that positive consequences occurred for the
Council as a group and for Council members as individuals. These con-
sequences were increased competency of the Council as a health planning
group and enhanced professional and personal development of Council members.

It is impossible to know the extent to which the Education and Development
Project was responsible for such consequences, since there was no control
group for comparison. Many Council members in many of their interview
statements, in their responses to the open-ended question on each of the
post-meeting evaluation questionnaires, and in unsolicited statements
within Council meetings gave testimony to a relationship between positive
consequences for the Council and project activities. Sometimes, this was
stated as a comparison of this past year's Council experience with the
experience of the prior year when the resources made possible by the project
were not available. 1In addition, the project staff observed, on a con-
sensus basis, specific consequences following their purposely p.anned
activities.

In the absence of an experimental research design, Council member testimony
and staff observations are the data upon which the following inferences
are made.

First, the effort and financial expense directed toward the education and
development of the Council resulted in some significant changes.

Second, several observations were made in the process of carrying out this
project of which the Office of Health and Medical Affairs staff is aware
and which can be applied to both the conduct of the Council in the coming
year and to the conduct of other health planning advisory councils in other
places.

-

A task-oriented council whose members' initi'l, collective expectations
do not include learning about the dynamics of groups and about

themselves as members of groups, can be helped to acquire significant
learning in this area, which can "in consequence assist in the groups
effectiveness. s

Council members' perceptions of the professional competence and support
of the staff are significant factors in determining the extent to which
they are receptive to staff attempts to conduct education and development
activities. - w

Receptiveness of counctil members to staff efforts at education and
development is increased to the extent that the purpose and method of
the effort are clearly and openly shared and are perceived as useful.
Non-receptiveness, and even resistance, is generated to increasing
degrees as the purpose and methods of the effort become more unclear,
covert or useless. Participation in planning, designing, implementation,
evaluation, and feedback by council members create optimal conditions

for receptiveness.

-
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Adoption by a council of new practices which are inconsistent with past
practices is strongly affected by the extent to which the councll, as a
group, can have an experience with the practice and the extent to which
‘that practice is perceived as more helpful in.moving the council. toward
its task objectives than its past practices. Concomitantly, when staff
skepticism about council members' reaction to certain new practices is
apparent it becomes less likely that council members will accept the new
practice.

The level of attendance and active participation of members at meetings

of a council and its subgroups is influenced by the perceptions which they

have of the leader's helpfulness, their own level of interest in what is. .
under consideration, their feelings of power to influence the results,

and the degree to which they are not overawed by the perceived expertise

of other members.

Heterongeneity in the backgrounds, roles, levéls of expertise, assertive=-
ness or submissiveness, sex, and length of tenure of councill members is
likely to produce more use of the resources of members if appropriate
opportunities are provided for training in group membership (including
orientation and member inclusion) and for informal contact at frequent
intervals.

Although council pembers express continuing emphasis on the importance of
task achievement, their desires for interpersonal contact, as a means
toward both group identity and effective work relationships, are likely
to be present but less emphatically and clearly expressed because there
are no systematized avenues for the expression of interpersonal needs.

Broadly relevant information provided between and during council meetings
is more likely to overload and overwhelm members than the communication of
selected information zimed at target questions and issues of immediate
relevance. 3Brief summaries of lengthy printed materials are helpful,
especially to consumers. Glossaries of health and health-service terms
and of terms used in the Planning process help provide a common vocabulary
for all members.

Council subgroups need more thaa broad goal statements or issues in the
charge given them initially, If, wherever possible, specific objectives
related to the issue are delineated in advance much time and effort can
be eliminated. )

A carefully chosen primary consultant who is & recognized expert in the
area of concera and who is hired on a part-time, as-needed basis can be
efiective in assisting council stbgroups in their work.

Wide dissemination of first-draft or prelimirary recommendations by council
subgroups before the drafting of final recommendations not only can capture
the reactions of some interested and to-be-affected groups, but also can
pPrepare the way for eventual consensus on desired change and methods for
its accomplishment.

'»{'f"‘.
it
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Continuing Grant-Related Activities

Although the major portion of the work planned for the Advisory Council
Education and Development Project was completed at the end of the- grant
year, several activities will be continued or are beinz developed as a
result of the project

By. design, the—prpject had long-term implications for a continuous process
of Council education and -development. Appropriate components are being
built into the ongoing operation of the Advisory Council and the Office of
Health and Medical Affairs. For example, guidelines to the health planning
process- are being developed, based on project experience, for all new
Council task forces and committees.

Eleven new members have been appointed to the Council who can benefit from
a more ,than' cursory orientation to the recent and current 'work-of the
Council. By circumstance, most of the new members are consumers. Education-
on the health delivery system and the relationships- of its components is in
process as well.

-
The Advisory Council and the Office of Health and Medical Affairs are pow-
engaged in developing a state health plan. As part of -the 314(c) ‘grant
project, a workshop on "What Is a State Health Plan" was conductcd in
February, and it became evident that considerably more wori in this area-
would -be. desirable -during the next .year. A September -Council -meeting and
an October retreat are scheduled at which time work on state health plan
-goals and priorities will be undertaken.

‘Pending federal legislation may .soon radically- alter the composition -and
nature of the Advisory Council, thereby requiring new and different
educational efforts.

)
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STATE OF MICHIGAN
OFFICE OF THE GOVERNOR oo
LANSING

WILLIAM G. MILLIKEN

GQVERNOR

April 19, 1973

~

Robert E. Kinsinger, Ph.D.
Vice President

W.K.- Kellogg Foundation
400 North Avenue

Battle Creek, Michigan 49016

Dear Doctor Kinsinger:

I am very pleased that you are serving as the Acting Chairman of -the
State Health Planning Advisory Council in Dr. Hunt's absence. I am
confident that, under your direction, the new Council can have a

‘major role in determining health priorities and fotmulating public

policy which will be responsive to the needs of the people of Michigan.

While I recognize that the Council has a broad range of responsibilities,

I would like to have it 8ive major attention to three specific, substantive
areas in the coming year. The first is the need to develop a state policy
on the extension and improvement of health services to mothers and children.
I am sure that you are aware of the suggestions that Df. Hunt forwarded- to
me in this regard. Dr. Hunt believes that it is timely for the Council to
identify- and document maternal and child health problems in Michigan,
recommend appropriate state policies with regard to services needed and
suggest alternative programs for implementing these policies. I fully
agree and ask the Council to prepare 'such.a report for me by September 1973.

for

‘The second area which' I would like the Council to consider at this time

concerns the future development of the Medicaid program. Si.ce mid-October,
a liaison committee rep~esenting my .Office and the Michigan ‘State Medical
Society has been examirning problems surrounding this, our largest, slngle
public medical care program. While the most immediate problems have been
resolved, there are larger issues which must be considered. The Advisory

‘Council, with its--broad representdtion, is- ideally suited to secure.-the

views and opinions of -both consumers and the major health care provider
groups of the state in order to determine ways and means in which the program
can be improved. It would be helpful to me if this report could be prepared
by December 1973.




Robert -E. Kinsinger, Ph.D.
Page 2
April 19, 1973

The third specific area for the Council's consideration is the -develop-
ment of measures directed toward cost containment in the health care
field. T would urge that ‘the Council review the interdepartmental
Technical Work Group report, "Rising Medical Costs in Michigan: Scope
of the Problem and Effectiveness of Current Controls." This report is
a valuable resource document containing a substantial amount of data
concerning the economic basis of medical and dental care in this country
and a series of recommendations for change. I would like the Council
to consider this report and the larger issues, including the concerns
of health care providers and the attitudes of consumers, and to develop
4 cost control strategy to be submitted to me by February 1974.

I recognize that these are major assignments which will require abgreat
amount of time, effort and staff support. I am sure that, with the
assistance of the Office of Health and Medical Affairs, the Council will
be able to -produce viable .alternatives for state policy. I look forward
to receiving the recommendations of the Council in these three areas, as
well as others that it may consider.

‘With personal regards.
' Sincerely,
-~ "‘Governor
&
“\
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Provider 1OW_DID WE DO?
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Advisory Council meeting evaluation
form used from 5/73 through 2/74

How do you fecl about our entire session today? (Check one)

Comments: ‘ ‘ ‘.
1 ) .

How do you feel about your own participation?

Very Fair Fair - Very Good
Poor Poor Minus Plus Good

Comments:

How much work do you feel we accomplished today?

Fair - guch Very

Very o
Little Some Amount Much

Little

Comments :

4

VR

n

11

How clear do you feel ahout. the oJefall task of this council?

Very Ouite Somewhat  Somewhat Puite
Unclear Unclear ‘Unclear Clear Clear
Comments::

How .clear do you feel about your own role and res

the work of this council? ~—

- e
Very Quite Somewhat Somewhat Ouite
Unclear Unclear ‘Unclear Clear Clear
Coiwnments :
tihat prospects do you :hold for this council?
Ver Ouite Somewhat Somcwhat Quite Very
Low Low Low ligh- ‘High High

Corments:

+

Suvggestions for future counc¢il sesgssions:

8- RG

Verv
Clear
ponsibility in

Very
Clear




HOW DID IT GO- TODAY?

>
Please extend the line of each boxed. i

that' indicates your answer to that iten.

Thg:session
today

‘My feelings about
. being a part of

" the council N

today

| The extent to
which members
seemed- to listen

1jt0‘¢ach other

, My feeling of
i investment.in what
1wé“were'doing

'M& clarity about
“the overall task|,
|~of ‘the -council

Fairly Poor

"

Very Poor

Quite:Pooi

Fairly Good

Advisory Council evaluation

form used from

[y

I am a:

3/74. through 6/74

‘Consumer

Provider

item into the ring of the circle

Ve,

~ My own

,,pgrtiiipation

—

»'What=ﬁe

© .accomplished .

today

/
/

———

My-level of
understanding-
of what was
golug on

P

. The. influence

I felt I had

- in the:- session

MyAclarifi about

1 on the council

‘my own responsibility

-Prospects 1.

hold for the
~ council

m o - e s

Also, I'd like to say:

Y re e
~— * -
- - , 9

~8226}




Form for reporting on Advisory

Council meeting assessment,
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B’ecomendat:lon‘

15
16

17
18
19

21

22

o

"POLICY. STATEMENT. ON ?ERINATALHIMBNSIV: CARE

Your -Feeling About This Recommendation

+

.

l."\A
b

fetds

e

2

oo Form-used: for cénsiderjat’:j.“bﬁ;@”fi and
‘voting on an early set of recommenda

R tions at .an ‘Advisory Council 'méetilxiﬁ
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Scoring the Inventories

Each inventory -contains. sixtéen !:ems, four items contributing to.-a score on

each of thzgfour dimensions. The first, fifth, ninth, and thirteenth items

qpmprige.fhe,dimenéion-qf genuineness; the‘secpnd?,Sixth, tenth, .and fourteenth:

make up the dimension of understanding; third, aevehih, eleventh, and fifteenth

i
are for valuing; and fourth, eighth, twelfth, and sixteenth for .acceptance.

“ [
‘Each i;em3i§ scored from 0 to 6,. depending on. the caungil member's response.

'On all items except the éigh;h'ﬁhrough~theigwéiffg; a~™6" response equals a
score of 6, a "5" equals a score of 5;,§Aa4"'equalsia‘ggpre,gf"4, a. "0" equals
:a .score of 3, a "3" equals a score ;} 2,‘a*ﬁ2"3éqgéls a score of 1, and. a "l“
-equals a score of 0. With the eighth: through ﬁhé‘twglfth‘iggﬁa;:ﬁhiCh are
stated in negative ‘terms, a "'6" response equals: a: score of -0, gv"S"Fequaiqf

4 score of 1, a "4" equals 2, a "0" equals 3, a. "3" equals 4, a "o response

equals 5, and. a "1" response equals. 6. The highest -possible score on each

-dimension s 24 and the lowést possible -score is 0.

-

3
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Advisory Council role perception
questionnaire.-

THE. ROLE -OF A COUNCIL MEMBER
4 (What Do You. Think?..) -
Please read each statement ‘and .circle ‘the. response to- the right that indicates your
level 'of agreement or disagreement with that statement in relation to your role as a
easmeCOUNCil_member, - s o A 0 JORL T

Strongly ' ‘ | ’ _Strongly
SA=Agree A=Agree ‘?=Uncertain D=Disagree ‘SD=Disagree
‘Attend: all Council meetings SA A ? D SD
Attend all Task Force meetings " SA A ? D SD
Read ‘mailed information: prior: to Council meetings  SA 'S ? D sD
‘Speak up at meetings ‘ . SA A ? D sD
‘Help. others -to speak up,at,qpqppilﬁmgetingn ~S¢ A ? D ~SD.
Make sure :ha;,yqu~a1qayé~ggdér§tang;whgt?g SA A ? D: SD:
‘under-discusaion at ‘Council meetings
‘Submit agenda items for Council meétings . SA A 7 D 8D
,squic'égénda<itegs:for your Task Force meetings SA A [ D. SD
Learn-as much @8 you can about’ your-Task SA. - A ' D .SD
Force's area ‘ :
Get information for your Task Force SA A 1 D 8D
Write drafts of position. papers SA A D- SD.
Oifer resources .of your own organization or , SA A ? .D . Eb‘
community group (e.3. physical facilities,
‘printing, staff, ma;etigls;,etci)‘ T
uxégting,w;th‘othggs‘dutsidé:Council~to solicit SA A . ? D SD | -
L opinions, reactions; ideas,. etc. ES
Inforu others about tha work of the Council ‘SA A ? D ’SD&
Lobby;pg~tb:gupporf“dqunpil recommendations SA. ‘A 7 D: .SD |
: E
: .
f o Q) » ‘
i L "CODE NUMBER




FORMAT FOR INTERVIEWS WITH COUNCIL MEMBERS
Suggested Introductlon

As you know, I am one of four people who are interviewing
all members of the Health Planning Advxsory Councxl. The
purpose of these interviews with council members 'is to learn
as much as possible about what the experience of belng a
council member has been like over this past year. We'' 're
interested in dlscoverlng what ‘the year's: experience ‘on the
counéil has looked like through the eyes of each councxl
member: If we can find this out, then this information
should help. the staff of the Offlce of Health & Medical
Affairs and the: total council gain a rich understanding of
how things went this year with the council and. what efforts
need to be provided next year in order to make. the council
as effective as.it can be as an organization and as ful-
fllllng an experience as it can be for each member. So,
that is why these interviews are being conducted. Before
,mov1ng ahead with the interview, do you ‘have any questlons
about’ the purpose of it?>

Different council members may .have different feellngs -about
:belng interviewed. How does th1s set with you; 1is this.
'perfectly 0.K.. or do you have any reservat10ns7

Let me' say something about the nature of the interview.

I ‘have some areas that I'd like to help us cover, but I

don't have a series of spec1f3c questions to ask. What

I would like to do is just to initiate conversatlon that
hopefully will assist you to think ‘back ‘bver’ your  year's
experlence. There may be 'some things that you will mention
:that I'd like to galn a' fuller understanding of and, at those
times - if ‘you don't mind, I'd like to ask if you can say

something further about that. Tf I -should do that -and you've

said. all you want to say at that point, please Just tell ‘me
so. Once again, I'd like to emphas1ze that I'd like to get
us to focus on just your experience on the council over this
,past year - from last May "“til now. Any questlons, before.
‘moving ahead?

One other thing. I'd like to be-.able to just sit and con-
verse and hear everything you say rather than try to write
everything down. 1Is it O.K. 1f I use a tape recorder - that
siirely will help me if it won't hinder you.

We. want to- assure you. that this interview is strictly con=-
fidential. The four interviewers will be the only persons
llstrﬂlng to the. tapes- and no names or 1dent1fy1ng informa-
tior. 7ill be recorded from the tapes. ‘As-soon as the tapes
“ave ‘been analyzed they will 'be destroyed.. .

1May.we,beg;p? y

F)




Schedule of Questions

Z71.) ‘How do: you see yourself operating &n the council? - - -
,As an individual representing yourself,.
representlng a group, Or as an advocate of ‘a ‘very partlcular
issue. (If either of the latter two)

what is the size of the group?.

e

Were you a consumer or provider member of the counc1l? Did
‘thls ‘have any- 1mpllcatlons for the way you part1c1pated on
(If clarification is needed) Did this in-
fluence or affect what 'you said and did as a counc11 member?

the -council?

- During: the. year, you were. faced with a great deal of infor-
in both written .and orally presented form, -about
health, health systems, and health planning.
card and review categorles as follows)

—matlon,

There may have been information that confirmed or reinforced-

things you already knew, lnformatlon that corrected what you

felt you prev1ously thought was ‘true, information that some-

‘how gave you a new perspectlve on: things, or information- ‘that
‘'was-‘brand new to you. Please’ tell me what you recall under
these : areas.

{After all telling has occureed,

*

-

i

previously thought was true

Informatlon that confirmed -or rein-

forced things you already knew |

Informatioh -that ‘corrected what you.

Information that gave you a new per- -
Eectlve on things

Informatlon that was brand new to you

as -an, individual

Which -group .or issue .

(Hand: person

areas .as to how much each occurred for them.)

(Hand person- card of steps in- the health planning. process.).

[X

Do:-an exploration of the problem.
Gather and review relevant studles

& data:

Determine. priority .problems or issues:
Do an exploratlon of solutlons

Use experts and available resources

Draft prellmlnary recommendatlons

Get review & reaction by cr1t1cal groups-
Draft final recommendation, including

~ who is responsible for what action
Prov1de for evaluatlon of effectlveness

ask. person to:rank the four




5.)

6.)

7.)

8.)

9.) 1

-~

Do you recall having received information about these Y
steps of the health plannihg process? :

To what extent did your Task Force actually use these
steps in its work?

‘To-what extent were these steps. helpful in the work of
the Task Force?

I would like to find out how you experienced tiie. many dif-
ferent people .6n_the council. At the first couple of mee—
tings you attended, how- ‘many members -did you know, how -did
you feel toward them, how did you feel toward the others ‘you
did not know.

Did any of this change for you over the year? (If yes -
-ask person to state what changed).

What occurred that helped bring about this change? ‘7

|
|
|
|
|
I would llke to- find out how you experienced the cduncil |
:as_a group. What was it like during the first couple of )
meetings you came to - regarding such. thlngs as the way the
council made dec151ons, the atmosphere or cllmate, ability
to work together as a group, ‘sense .of 1nvolvement etc.
|
|
\
|
I

Did any of-this change over the year? (If yes - ask. person
to: state what things: changed) . - '

what occurred that,helped—brlng about these changes?:

‘Task ‘Force (Use same format -and order as for Council)
Task Force members (Use same format and order .as for ;

Council members) A
I'd like to -ask you abogt your views of the: staff. Re-
garding :the two persons® that worked. with your Task Force,
at the beginning how well did you feel you. knew them’
How  helpful or unhelpful do you feel they were?

Did this change?
What brought about the change?

lrask Forces: ‘Medicaid ‘Maternal & Child ‘Cost
- T Health Containmt.

Staff person:. Carol Bob Yellen Jim
' Hesselbacher Bernthal

Primary consul- Eugene: Ruben Paul
tant: Feingold -Meyer Ginsberg

(Do same as above for Council, in reference to. total OHMA.Staffz-
without naming any ‘of staff .except in response to a question.)




. ‘
%0ffice of Health & Medical Affairs Staff:

Donald Smith, Director Tom Jones, Asst. to Director ;

-Jay Endsley, Asst. Director Sherry Cunningham, Secretary - i
Kurt Gorwitz, Asst. Director court-records council sessions :
Dick. Schmidt, Asst. Director Shirley Benjamin, Secretary - 1
Janet Coye, P;o;ect Dlreqtor Hands- out materlals at door at

R start of Mbetlngs

10 ) Lastly, and. this may, at first hearing, sound a 11tt1e strange - J
in what ways did your experlences ‘with. the council affect you |
as aperson - what did the. experlence do to or_for you? Before
you answer, I'd like to be: sure I'm coming through clearly.
Is the ‘question I'm asking perfectly clear?.
(Press. hard; if necessary, for any influence on self or social
,perceutlons, ‘perspectives, attltudes, feellngs, awarenesses,
sen31t1v1t1es, skills, ways of thinking, etc.)

,,,,,




-Brainstorming SeSsipn
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MEMORANDUM State of Michigan. ' -Office of. Heaith and Medical Affairs.

To:.

.From:"

Subject:

OFFICE Lewis Cass Building.
ExecuTIvE ‘Lansing, Michigan 48913
’ Telephone ($17) 3737688

Members. of the State Health Date: -9/13/73
Planning Advisory Council . .

Janet Coye ‘k . L
/Associate Project Director . !

Council DevpiopmcntxPrqjoct - 3i4(c),ctqnt

R -

As: you know, thQ‘officg“of Health and Medical Affairs has received a
grant vhich gives the Council the opportunity to ;uin'ntv.knaﬁledgo about
compreheénsive health planning processes and methodologies. This will be

done as state policy recommendations are determined in three areas:

Maternal and Child' Health, Medicaid and Health Cost Containment. These:

three Task Forces already established by the Council ‘have ‘each met .at least

e

" once.

" In order to set the stage for the coming months of Task Force and Advflory

Council effort, would you please consider the attached nafqriil. It is

1nteﬂdgdéil a guide for the.work of each.Task Porce. If you have..questions

-or comments please call me as soon as Pquibl;~nt‘517/373-016b}:1 would

ILE; to know of your reaction to- this pgoiimiﬂnry-ogtlino of what we-are:

to do.




GENERAL GUIDELINES FOR THE HEALTH PLANNING PROCESS,
T0_BE MODIFIED AS NECESSARY _BY' EACH. TASK FORCE

"MATERNAL.. AND. CHILD- HEALTH TASK TORCE

MEDICAID: TASK !ORC!
- HEALTH COST-CONTAINMENT TASK FORC!

. Introduction

Th;*fghnl documents produced as a resilt of these three Task Force éfforts
will describe and analyze the St;tg't7cur;9gt_qnd projected honlth,neodp

and resources in each area of concern. and rqcomﬂcnd'nccooonry—cbqngopa They
will include reccmmended state health goals and state health policies and
will make specific recommendations: for action based on these goals and °
policies. ,Actiﬁitieo*rgqu;rgéﬁtpzipp}gmqht*;dc?gnanQttbno.,lnd—éhdot

Tesponsible for ‘such activities, will be identified.

‘The result: should be flexible, revisable, public documents each of which
-considers -a range of factors that influence the area of concern of that
zTn;k Foxce. Because of specific linmits placed on ‘the. time nnﬂ‘iibqf

available for the work oflegch;Tglk~Eor¢erboth4the scope_and depth of the
- B e ‘ Y -

7éffort must be';imited.( Ranking goals in priority order can enable each

Task Force to concentrate on those items it considers to be most important
and appropriaté within the known time ngd*iqb@x':ejtrictionp.;‘Gbilo npt‘
chosen for thio*effo:t;githg:~be¢nuoe—they,WQ:e dggﬁed not as important or
‘because théy cqul@;not,jpproprintely,bo congidered by this group at thLoZA
time should be 1dgnt1}iédiin46¢ch~qo¢umenthquguidgo‘fgt”futu:o~qfn:e

health planning.

Previoul work done by others in each Task ‘Force area of concern- muot bo
considered and will modify the way in which the preliminary steps in tho Planning

‘process as outlined here are used, ¢.g., the perinatal intensive care plan
‘from the State of Maine has been upod-byxtho‘natckﬁiiwthéﬂhild Health Task

Bl
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Force in preparing a position paper.

Steps in the Health Planning Process

1dentify needs

‘Inventory resources

-Establisii goals

Deternine priorities &

;Analyzc resources.

‘Project: future needs

. Develop objectives PR

-Analyzo alternatives:

Choolc noat feasible alternative
‘Identify 1mp1¢nnntation rolponaibilitio.
Provide: for evaluation

1dentify needs What are the problems? Who is ;ffoqtcd? Statistical .
information and data on the concern of’éhq,pﬁblic*(bothxprdvidgg—ang"
consumer) should be ilkemblcd.. -
Using Emergency Medical Services (EMS) as a hypothetical example,
‘problems: include lack of adequate emergency care-and transportation
in ioﬁosgrpal of“fhe;stgto,-undvgp~41lggibgtioﬂ<9£'EMB~1n hospitals;
neek—fpr adoquate‘qoqpunicltiou between vehicles an'hplpitgll, etc.
‘Data on whqlil—;ffecqu,bx»tholo problems and ‘the -extent of concern

in lquingtthcm are gathered.

Inventory resources What are. the existing nnd,plinnéd‘ptogrgmaxiét handling
':hglgwproblggpt Are they successful? Where hrg,thgy; vho is involved, how
are these programs financed? What,éthor‘rojourcol do ‘we have for ‘helping:

vith these problems?

Continuing the EMS example, information on existing programs for updating

‘EMS nndrdh~iﬁvqntqryrpfrvohiclq!;fiquiﬁmgﬁtl personnel, financing and-
-emergency -rooms il—nocollary.A:aihor:roiouchls(hol1cobtor|,,triining of
para-medical pqrjonnolyufodgrgl1ttnlnc£n!)”an4;§¢oal (a classification

- system for hospitals: ‘to reflect the }cvglﬂot'!HS:;vqilablo-at,oach"

-kospital) lt.*(*él@t.@}
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Establish goals The desired conditions of the health of people and the
;directiqna toward which the Eeaith system or related systems should move

should be identified by each Task Force: for its area of concern.

The general goals for EMS might be that adequate emergency medical

services be available. to every resident. of Michigan. More specific

goals might include statements rolnfingltb‘thc classification of hospital
emergency services, distribution of emergency services, response. time,

equipment, training, financial accessibility of such eervices, etc,

Detéimine priorities Rank .and then choose priority goill.to*be‘workgd.on
by this Task Force now. What can and .hquid a State do? What -can be- done
on a State level? Remember that the- Advisory Council will make recommenda-
~t@dnn‘coﬁcgrngng both governmental and nongovernmental decision-makers.
In EMS & high priority but time limited goal might be the classifica~
tion’of,hOlpitalfqnd emergency services in order that everyone can
easily determine the level of EMS available at .each ‘hospital in the

State.

Anhly;eArésources ‘Exaniine- the extent. of r?.oﬁ?ée.,,accealibility,=goa§i,
use, overlaps qn&;gapQ'gl~they pertain t;‘éiéhvpriority'choneﬁ. Existing
studies in Michigan. and. elsewhere should be:used. How are other States
-coping with these -problems?
In order -to glaésify hospital emergency services, possible resources to
wﬁgﬁg}ermine EMS levels in hospitals, the need for'legislation, the cost
Aof~;L¢h;(Aprog:am, how- 1t is being done elsewhere, etc., are examined.

‘This would include the. involvement of the  MESH Council, the Michigan

Department of Public Health, the-Michigan Hospital Association, etc,

Project future needs Forecasts of various system measures sliould provide an

estimate of future demands 1if nq:ghqnggg'g;e,madq. Comparison with desired
conditions or accepted standards provides a bLasis fo;‘;gégnnnhdnciona,to.
’ . MR R ) '

‘bridge gaps.
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‘The EMS example chosen is only indirectly applicable here. A~c1§||1ffk

cation system would aid in projections for training programs, additional

‘facilities, etc..

,Deyelop object;vel Clearly stated objectives .should be determined. Derived

f;gplgqilg; they should e;pri;c '} gnrtin[fgttninmdb;,of-;onllg, They should
contain results to be achieved within a specified period of time with

-specified resources..

‘Annixze'nlpernnFQVep Wh;t,dre the alternative means to accomplish the ltntqg,
objectives? What are the advantages and'dilndvantggeq of each? rinancidi,
technical and political feasibility should be considered.
The. objective of classification of hospital emergency services might be
,nccémpiglhed‘by:legiqlncioh»empoqering‘thg'Dgpn;tment of Public Health
to establish such a classification system and ‘to adopt -such rules and
regulations required- to assure that thgfleQelAnnd quality of EMS actually
déliv;red jre.coni}ltent‘with,n»hdqpitni'l—clnllificgtion. Other means
.1nqlﬁding-1nvolg§m§ﬁt:o€Athg Mi@higin Hospital Apldqigtion,vthe,grgiuide

comprehensive health planning .agencies, etc., are explored.

Choose mpat;fgasible alternative Each Task Force should choose the ‘alternative

actions most likely to accomplish the lt;tedrobjgctiégl, ‘Tentative recommenda-
‘tions -are ‘discussed with key groups, both thole'whO—wifi be,qfchted”ﬁy‘the
recommended actions inqr;hqoc'rq0ponliblc.for:1@p1qmentntibn, Recommendations

for gctiaq,tiqcluding identification of actors, should -then be: developed.
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Identify imgleﬁentationsrelgonlibilitiel The Ad%inp:nyouncil is not

responsible for the operation of health programs, nor for the decision-

;

making process that directly allocates State resources. However, in addition
to making recormendations to §ec1=#on-makefa, it can influence implementation
‘of its recommendations in a variety of ways. Each Task Fq;ce should identify
the means by vhidh.tho”ragk'Forco and the Advisory Council can gg;jyé the

ﬁmplemontationvpf-iti recommendations, For example:

© 1. Take positions. on pertinent issues of statewide concern, unq

bring these to the attention of the:.public.

‘Make decisions in the review of programs .and ‘projects-which minimize

uneconomic déplicatiqnfof'health facilities and services and

foster productivity and efficiency in the health system.

Involve affected parties in the pl;;nfhg;procilnl
Cooperate in planning done by -others. .

Assist implementing bodies with educational, technical and planning

activities.

Provide for evaluation 'Each Task ?@rqc'qhoqldrﬁian‘fqt‘qvaluation and future

teviniqp,ind/o:~gxpnhnipn of its work. When and how will an-assessment be

made of the accomplishment of objectives and their effect in .reaching goals?

JC:tkm
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TASK- FORCE WORK. PROGRAM 'METHOD J

Introduction

This section of the report briefly summarizes the sequential steps which

are- being followed by the Task Forces in carrying ‘out their mission to

1) identify and understand'strltegic‘problcnd},2) develop appropriate. and
innovative .policy recommendat ions and 3)'Enqilicg:g‘thg'implgmentation-of
those recommendations.,

The Task Farces .are using -a program Plannirg model as an -overall guide to
their efforts, Ihihvatrhtegy~prpvid¢q an' crderly process for ‘the. struc-
turiﬁg'of'déCiSiQnrmakiﬁg,af‘different‘phqséa of -the work. By applying this
strategy, the Task Forces are providing an opportunity for citizens as

consumers, hellth?profepsioﬁalg, representatives of health -and health-

rglated'org;nizatibns and agencies!~mqmbers'of government, and scientific
dnd,academ1c>gﬁd‘resour¢e‘peop1g téAplrticiplté'Qt>appropr1ape and critical

points (n thg development of recommendations, Such'aﬂplénning:§£94gt16b.
—obviougly‘requ;rga‘ggidglines:for the ident{fication and ‘incorporation of
these differing v;gipbipts,,gpd«;he~m9dg11pr0v1déslghebe guidelines:

Program‘planning and development are divide: into three phipgo—ipplicable
to the work of ‘the Task Forces:

Phase I: Problem Exploration -
Phase IT: Knowledge and'Spihtign:Exploratipn
‘Phase ‘111:- Preparation of Recommcgdationafand;Report

Y
M

Phase I: Problem Exploration
The  essential steps in Phase I are as follows:-
i The 1dentif{cation of broadzproﬁleﬁ categories.

2. The formation: . of Task Forces responsible for specific study in

Aeach»prbblem:cntcgoryq specific study to be .done .by means-of:

a. ?Eur;her'ptob;ém-eiplorat;bn contact with target groups
-having detailed information about a Particular problem,
1nclpd1ng‘¢ongumgrs, providers, exiat;ng,qrgan;zatiqna,
intereés: groups and: government igencies:.

b. The review and gathering .of relited studies and. data.

3. 'The—determinggipgxof priortty“prgblumaAvighin;qhe‘biqadﬂproblemx
categories, -which are the central focal effort of the Task Forces
In Phases I1 and III.




. step. 1: The Identificatidn‘of Broad éroblem Categories;

Governor Milliken, in a letter dated April 19, 1973, to Dr. Robert Kinsinger, l
as Acting Chairman of the State Health.Planning Advisory Councizl, asked

that the Council give major attention to thr:e specific, substantive .areas ‘
in the coiding year. He requested development. of a- state -policy on -the- |
.extension and improvement of health services ‘to mothers- and children,

recomuéndations concérning. the future development ‘of the'Medicaid’ program

.and development of ‘measures directed toward cost containment in: the health

care field.

Simultaneously, the state comprehensive health. plunning agency- .applied for
and was awarded a. 3l4(c) grant. for Advisory Council education- and' develop-
ment. The grant proposed using the process of policy -development..in- the
‘three substantive areas as ‘the vehicle for the further dévelopment of the
Council K Pplicy-making capability.

Step 2: Formation of Task Forces and Further Problem: Identificatisn

At the July 18, l973 meeting of the Advisory Council three Task Forces were
estudblished: Maternal and :Ch1ild: Health, Medi:aid and Health Cost Contain~-
meut.  Each Task Force has continued the problem idéntification step by
identifying all relevant issuves or problems within its area of concern,
Further information was sought where necessary by identifying specific
rcfcrcnce groups who provided further detailed information about -problem-
>ub attgories. In some cases, further meetings or other contact with
<onsumers, providers, existing organizations, interest groups, and govern-
ent representatives was-necessary to obtain greater detail concerning
‘o.t problem areas. identified 4n a .global manner. Further, careful. study:
of s¢tate and regional data relating to .the--problem. categories was begun.

Step. 3w Determination of Priority Problem Categories

Thu. T .ended with the determination of priority problems to be: the focal
effort for -the Task Forces for the remainder of their work program.

4
The wajor areas given highest priority by the "ask Forces for intensive
wiowleage. and solution exploration are listed ‘n the: Task Force ‘progress
topurts wi obin this report and. the actual proccss by -which these were
deternined i ;-€ach Task Force is described.

Av-centril guideline ‘to the conclusion of -the Plase 1 endeavor was the
ability -f the Task Forces to. answer : ‘the, ‘following two questions:.

1. What are the major priority problems.-that should- provide the
focal -point for further effort by the Task Force?

2. Do wn know enough about the. character ofr-these priority problems
‘to proceed .to -search for possible solutions?




.’Phase,II: Knowlédge and Solution Exploratioh

The purpose of Phase I is to be sure that the efforts of the three. Task‘“ﬂa

Forces are-directed to the priority :problems- of the State of Hicligan An

these three areas. The primary purpose of Phase II is to assure ‘that the
very, latelt scientific and profeaaional ingight is tapped in aeeking
solutions -to theae priority problems -and to. formulate preliminary

recoulwndationa.

The essential steps in Phase 1I are as follows:

1. The identification of multi- disciplinary skills relating to
‘each-priority. problem.

2. The: identification. of and-‘contact  with resource people who have
insight with respect to..each priority problem:

3. A search for existing literature and data relating to ‘the problem
categories, int .uding. what is happening in other states, and the
-development of background informatior .

£~

‘Solution exploration meetings making use -of Council -members, out-

side resource people, conaunérs—and”relevant professionals.

5. The determination of cost and technical requirementa for .each
major recommended *solution. .

6. The preparation of preliminary recomm:ndations to be reviewed in

Phase III. )

Steps 1 and 2: The Identification of Needed: Siills and Key Resource People

;disciplxnary,

of exist:nt organizations’and a variety of exis: ent disciplines. (For

The identification of multi-disciplinary skill: relating to each priority
problem is- the operational step by which each Task Force :seeks to deal
with the realities underlying the .terms interdisciplinary," "multi-

" and "information explosion." Clearly, -any problem- sub-
categery defined by a Task Force as a priority #ill relate to a variety

c<ample, tht critical issues in consumer educatlon in health relate to
health. ;rofess onals, educationists. mass media specialists, sociologists

,txniliar with the . nature of attitude change, prifessionals working with

critical populatibn subgroups such as minority or ethnic , foups, repre~
sentativeq ‘of -consumer .groups, etc.) The inten. of the first two steps in

fPhase 1L is to make .sure -that, the insight of thcse various. resource people

is tapped. This involves 1) identifying related groups and skills, 2) con-

‘tacting -agencies. and. profeasionala to: obtain noninations of resource.
people who- might be helpful, 3) follow-up contact with these potential
.:resource: people. ‘and 4) summarizing the inlighte obtained from these re-

source | people. It is the intent of the Phase Il ‘strategy -that the best
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thinking: available (not simply within the state but in the natiomn) -across
a variety of disciplines be- brought. to- bear on-.the development of appro-
priate solutions. .

nd

Step 3: Surveying the Literature

In addition to-resource individuals, however, there- already exists a body
of literature and existing data relating to many priority problema. A
search strategy for extracting this literature from a:variety.of pro-
fessional journals- and : organizational publicationa is also necessary.
Step- 4:  Solution -Exploration
AMter a fairly -complete search for exis ‘ng knowledge, the actual difficult
vtk of preparing recommendations still remains. For ‘this purpose ‘meetings
*1ich copbine the insights .of various resource people, Task Force and other-
\d\isozy :Council members, professional repres:ntatives, and opinion leaders
:0Ng health agencies and institutio\s are coaducted. The purpose of this
metting or series of meetings is:to ;enerate a list of possible solutions,
to rank.order alternativt solutions. and their components and to formulate.
possible policy recommendations.. /f
3tep 5: Determination of Cost and“Technical Lequirements
1 Ls not the intention of the Task Forces, ‘hcwever, simply ‘to recommend
bio.d solutions. Some initial exploration into the technical requirements
of recommcaded policies, the teasibility of {nplementing such policies,
¢risting tesources to implement such policies, and the general cost -of
- recommended -policies is also part of the Task .Force responsibility In
‘thucc instances- where reallocation ‘of resources.or development of programs:
are- to be: rncommended, the gross technical requirements and costs must be:
extlored by the Task Force..

‘Preparation of Preliminary Recommenda“ions
PUgHQ IT is complete when each Task Force ‘has leveloped a list of pre-
jirirnry policy recommendations. These are ‘ba:t.ed on possible solutions for

cachmajor priority .problem, an assessment of nlternative 'solutions, and the
‘Brous, technical requirements for the ‘recommendcd alternatives:.

Fhas: TIL: Recommendations and Report

Fhase (1L is .concermed with review and modification of the preliminary

4 conmvndationc, the formulation of final reconuendations  and .the ‘preparation
of the final report. =
The general logic of Phase III is that some dis:ussion and: ‘preliminary.
-acceptance of the critical features of Task For:e preliminary recommendations.
should take place prior to the submission of final recommendations-

e,
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Critical steps in Phase 11l are the following:

1. A review and coordination of preliminary recoumendations with
those ‘of other Task Forces and other previous or anticipated
actions by the Advisory Council.

2, An informal review of the preliminary recommendationl of -each
Task Force by the Advisory Council, .opinion leaders, consumers,
providers, -government representatives, agencies ‘administrators,
and resource controllers..

3. The .obtaining of more-or-less formal endorsements of the recom-
mendations of the Task Forces from these constituent groups.

4. The preparation of the final formal Task Force recommendations
-and. report.

5. Review and action by the Advisory:Council.

Steg,f; Coordinhtioniof,Preliminary Recommendations )

it is necessary. to sypthesige.the,fecommendationé‘pf the 4ndividual Task
Yorces whenever possible. This may require modification of some. recom-
Tendations or preparing joint recommendations -coming from two.or ‘more:
Task Forces.

Steps: 2 .and' 3: Informal Review and Reaction by Critical Groups

‘Once the pre¢liminary recommendations have been established the suggested
s0lution strategles need to be reviewed by thote groups which will be affected..
This preliminary review. must take place prior to the dissol: tion of ‘the
Ta k Forces since much-of the knowledge, legitimation, and support for the
‘oLJ‘mcndationa will ‘be less available after the Task Forces complete their
+.rx. The- general spirit of this 1nforma1 review, therefore, is to bring
Li,ther clien.s, providers, administrators, exper'ts, government representatives.
wnd others who will be affected by or must relate to-a specific set of
1ecom.ndations. (For example, recommendations 1n the ‘area of consumer
education cnght to be reviewed by those agenciea who m;ght eventually be
charged. with.-detailed progcam planning for educntion by those citizens who
will be the- ob nct of this education, by those p1ofessionals who are most
o -ntrilly ihLeILSted in- the content of the educational message, and by those:
r.clucs of buvernment or controllers .of resourcis who will have to allocate
o7 «.allocate résources in support of a particu]ar ‘type of educational pro-
gram.) 1t is the intent of Phase 1II that these reviews ‘take place and that,
wicre possible;, formal endoraementl by these- 1m;ortant constituencies be
obtained prior to the summation of the final reports of the Task Forces.

. This also implies that the recommendations of the Task ‘Forces are open: to

modification or adjuatment at this review point. The Advisory Council par-
tizipates is one group in ‘this review process, which provides. an opportunity
for all Coun-il members to influence the recommeadations before they are
presented ‘to the Council for -action.

i‘ﬁf%
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$tep 4: The Final Report -
ihe final report should contain:.

* I. The identification of priority problums, with sufficient ‘background
information.

2, The identification of alternative solutions, discussed in terms
of importance and technical feasibility.

3. Task Force recommendations together-with endorsement of .these
recommendations by critical agencies eventually involved in im- N
(plementation and including adequate. supporting information.

4. A fairly detailed outline of the esseatial steps -- including who .
is responsible for what actions -- whlich will have to be followed
in the period subsequent. to the dissolution of thé. Task Forces in
order to achieve the successful impleientation of the recommendotions.

5. Some: guidelines in terms of a reasonable ‘time frame, costs, -and
organizational arrangements that will be necessary for imple--

mentation.

6. A plan for future Advisory Council evaluation of the effective-
ness of the implementation of resulting state health policy.

“r b_5i Review and Action by the Advisory Council

* The final recommendations and report of the Task Forces are then. presented
to tie Advisory Council for congideration, modtfication and’ acceptance.
s
- n A
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State of Michigan ' Office of Health and Medical:Affairs: ~

Associate Project Director

‘ .

- MEMORANDUM Lewis Cass Building

l EXECUTIVE OFFICE Lansing, Michigan 48913
Telephone (517) 373-7688

‘ﬁ To: Members of the ‘State Health Planning Date: 10/30/73

| ‘Advisory Council

} .. From: Janet L. Coye . ) -

Subject: The following description. of state comprehensive health planning was
drawn from material prepared for a September 1973. meeting of state health
agency directors. It has been prepared for. your information and. for
purposés of discussion.

Ly

g

The mission, or basic purposes, of comprehenaive health planning at
the .state level involves:

a) analysis. and formulation of health policy, for decision-makers

at the -state level.. A

b) promotion, coordination and integration of areawide -health planning
within: the state in such-a manner that. both -staté and areawide-
needs- and- objectives are met,. and quality of the planning efforts is.
=continuously up-~graded through provision of technical assistance

¢) accomplishment of assigned state and federal legal responsibilities
particularly in the areas of cost-containment, facilities review,
‘and other authorized roles of 314(a) agencies

d). development. of a comprehensive statewide plan ‘for health that
incorporates all appropriate health concerns. of state -government
regarding: interagency coordination;. areawide and local needs;
an-.adequate data:. system to .support. ongoing .planning responsibilities
at state and. areawide levels; appropriate allocation- of state
resources, private as well .as- public, in the health care system;
recommendation of new approaches to. the proviaiona of health care
services, cost-containment, and- maintenance or improvement of quality
of care; identification and application of state goals and prioritiea
in development of recommendations regarding ‘health manpower,
community services;, family and personal health, ‘health. care facilities,
financing, environmental and. mental health concerns.

e) preparation of such studies and analyses as are necessary in carrying
out any of ‘the above purposes, in reviewing federal grant applications,
and in assisting in the development. of specialized health planning
capability in a variety of subfields identified in federal and state
legislations.

f) promotion .of the basic principles of -comprehensive health planning
including: partnership between public and private sector; local
needs identification -and priority aetting, consumer involvement. and:
~representation of all segments of the. affected population as well
as all provider -interests; close working relationships with govern-
mental officials and related :planning agencies;: promotion of public
-awareness of health needs, issues and planning capabilities and
IERJ!:‘ ,activitica throqu1pablic information ‘programs at the state and area-
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Wt
wide level; promoting appropriate staff and volunteer roles at both
the areawide and state levels; moving the state comprehensive health ]
Plan toward implementation through mobilization of widespread o
public support, legislative ‘backing, and advisory council leadership,

as well as through the>e§qrciaenof,pq:snaoion in the executive-

branch of government. and -the aggregated  influence of the areawide-

‘health planning councils.

Al
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. WILLIAM-GZ MILLIKEN.
"GOVERNOR,

- A

B.

C.

1:30 1.  Introduction and Orientation

‘Health regarding “

Problem. didentification. v

‘Feasibllity of solutions

d:45 2. Cost Containment

2:45 3.  Break

2:55 4. Medicaid

3:35 5. Maternal .and' Child: Health

4:15 6.  OHSER Staff Discussion

STATE OF MICHIGAN
Office of the Governor ‘Office of Health and Mcd:ca! Affiirs

Lewis Cass Building, Lansing, Mi -gin 489):
Telephone (517).373-% b5t :

"BRAINSTORMING SESSION

AGENDA . ,

Objective

‘To .generate ideas in. the Task Force areas -of Cost
Containment, Medlcald . and Maternal and Child

Prlorltles of proolems
Alternatlve ‘solutions.

Key groups and: indlviduals relévant
.0, 'problems- and. solutions

Procedure

~ nplement list of problems ‘previously identified
ludividually check priority items from expanded
list’

Pool the indivdiual llsts

Brainstorm alternatives for high: priority problems
Idcntify ‘key groups and indivdiuals

Metuod

Brainstorm, open-exploration, divergent thinking
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“The frca—wheellﬂg "+hink panels", first decveloped. bj Alex Osborn
hzve Dccome popular for both actual practlce and training in the
.hatching of ideas. The procass, when it works, .enables individuals
and small groups to momentarily- abandon: their conventlonal, .calcu=
lated, loglcal, scqu*ntxal, etc., thought procesaes and free-up or
uafreeze in a manner in which new and. creative: ideas can be brought
_ out. into the ‘open for possible future use. .

'°~rt1c;panta should be in small groups (normally not over 12 to 15
persons in any one group) and seated in-a semi-circle around a chalk
board, newSprlnt, etc. A chalrman ‘and ‘one .or- more recorders .are
selectad to facilitate the group's brainstorming session. It is often
.good practice to use at least two recorders so that all 1deas tossed
out: are captured and kept for future reference. Coe

"

. Oftentimes the success or failure of this process rests upon: the

‘person selected to lcad the. group: Speed: and quantlty in producing
idcas arc fo;tered, tha leaday endeavors to Create an atmOSphere of
. eéxcitement in a game spirit and encourage everyone to come -up with
' bigger and ‘better ideas.

FRAR R R KR

PRINCIPLES FOR 'f!!BkAINSTQm;xG" <= THE PRODUCTION OF ALTERNATIVES

1. You will be more productive of ideas if vou refrain from evalua-
ting them or discussing them at. the time they are pronosed.. This
Is important beccause education and experience have trained most
.of us to think judicially rather than creatively. By deferring
judgnent on our idéas, we can -think up far more alternatives from-
vwhich later to- choose. : E

!“ 2. Group production of jdeas can.be mora productive than separate,

| individual oroduction of ideas. Experiments' in groun thinxing

) have demonstrated that the average participant. in this kind of

l' creative collaboration can think up twice as many p0551b1e -solu-
tions as when working alone,

[f 3. The.more ideas we. think up the better. 1In problem-solving of
almost any type, we arc far morc likely to choose the right path

. ‘toward solution if we think up 10 idcas by way of possible alter-

'{ natlvcs instead of only'two or three.,6

AN

Rz

=5
X
L

® ‘orn, Alex F., Applied Imagination (New York: Charles Scribner's

I:R\(Zs, Raviaed Edition, 1957) +
E— 7 c.. 13-
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PROCEDURES FOR "BRAINSTORMING"

FIRST PHASE: BRAINSTORM the problenm according ‘to the following ]
‘ - rules: - .

x

A. All critical judgment is ruled out; no evaluation of
ideas is alléwed. The. group; is seeking ideas -- any
kind of ideas =- solid, off-beat, even impractical;
-all are:-encouraged. “ .

Ignore: critical comments unless they persist -- then
remind the vid{aton(s)AQf this rule..

B. Wild ideas are expected in the spontaneity which comes
when we suspend judgment. ‘Practical considerations are
not of importance at this point; oftentimes a .crazy,
wild, impractical idea becomes the stimulus or frame
upon which a good, usable, practical idea is developed.

oy

C.. Quantity of ideas counts here, not quality. )

D. Build on the. ideas of other brainstormers whenever

possible; "hitch-hiking" or piggy-backing” on others

ideas is encouraged.

SECOND PHASE: Now. CRITICAL JUDGMENT. is applied:

A. Merbers should review the ideas by applying their best
judgment., )

-

B. Members should be urged to seek for clues- to something
sount in the wildest idea. -

C. Priorities should be selected for reporting to the’

decision-making person or group.

L1] 'x.i«
'reﬁgn

-132-




Brainstorming Session Material

COST CONTAINMENT TASK FORCE
. FQLLOW-UP QUESTIONNAIRE

*

The following 11st contains nineteen. statements which appear to represent
the total response to Question 2 of the Cost Containment Task Force
questionnaire (above) Please select the ten statements that you feel
are the most important for this Task Forcé to focus on now: and ‘place

a check ‘mark in the space next to the selected statements. The returns
will be -tabulated in terms of statements selected by percentage of

Task Force members.

You spay return the;cempleted.questioﬂhaife using the enclosed envelope,
or bring it with you to the October 24 meeting.

’

1. Llack of incentives for providers and consumers to contain
health care- costs.

2. Lack of effective utilization review programs or patient
-management system.

3. Unreasonable levels of expectations and. demands by consumers
with stable supply of doctors- .

%4, Lack of vigorous competition in the structure of the health
care delivery system.

5. Lack of a viable system for the prevention of illness.

6. Unreasonable ‘malpractice judgments prompting skyrocketing
premiums.

7. Rising salaries. for health care employees.

3. Growing -consensus that -the availability of health care should
be guaranteed to all citizens.

9. Lack of alternative systems of providing health services.
10. 1Inflation in general,
1L. High priorities for‘tesearch, ‘technology and equipment.
12. Lack of effective planning and economic practices.

13. Costs of medical education.
P
14, Rig1dity in categories of health care personnel roles and
functions.
15. Overbuilding.:.”-' ~ * ﬁf;ﬁ;,

B - (LX)
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16. ‘Duplicatibn of -services.

17. The separation. of authority and accountability for economic
decisions.

18. Difficulty in measuring the quality and cost of care which
prohibits. comparative data. .

19. Cost - plus reimbursement principles. ,

70 Orher factors related to cost containment.




Brainstorming Sessicn Material

MEDICAID TASK FORCE -SUPPLEMENTARY -L1ST

Statistics

-500,000 persons. ages 0-20- years are eligible under the new Early
Periodic Screening, Diagnosis and Treatmedt program which has a
$30 million allotment.

- -$35/month 1is. the--average spent per recipient.
-35% of all state Medicaid monies-are épenE on nursing home .care for the :
elderly while 5-10% is spent for care of the under 21 years population. .
o
|
|

-care in a-nursing home costs apbroxiﬁately $8,000/year. per person.

Problems
-over-utilization of hospitalization
-use of out-patient facilities raqhgg'than'physictans' offiges

—geed to fill gap between elderly living alone and living in- nursing
omes

Dr. Feingold then spoke to -the problems he felt needed ‘the attention
of the Task Force:

-no overall .plan for sociai needs in the State.

-Medicaid 1s laxgely"a‘pfogfam,for*persdns‘under'Zl yéars and over 65
years of age. '

-no decisions are made on cxpendztures in order to create a ‘balance.
between services.

-no tie to state health care plan.

The Task Force members continued a very general discussion of the problems
of Mcdicaid ‘and’ the problem with accomplishing the -objectives: within
the given time constraints . .

The group agreed that it needs-more information. before deciding priorities.
Mrs. Grove read the draft of a letter to go from che ‘Task Force to
prov1der and consumer groups. She also recommended that responses be
requested by October 15 to be reviewed by Dr. Feingold before the next
‘Task Force meeting. ’

The next mceting was‘sgt,for'0ctober 22, 1973.

The mgeting~wai adjourned at 11 a.m.
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Brainstorming Session Material

PROBLEMS ~ MATERNAL AND CHILD HEALTH

1. Abortion services are not available throughout the state, and there
doesn't seem to be a method. to assure the: quality of care when services
are available.

2. Genetic. counseling services are not available throughdéut the state.

3. In some areas of the -state, especially the northern lower peninsula,
large numbers of women are .delivering with no. prenatal care.

4. ‘A large number of the births in the state occur in small community
hospitals. The size of the hospital (# of deliveries) appears to be a
factor related to pregnancy outcome.

5. Large numbers of children, especially in metropolitan areas, have not
received. immunizations.

Y

6, Although -public family planning services are available to persons in
all 83 counties, these services are fragmented and often isolated
‘from other health ‘services.

7.  Fragmentation of all child health“clinics i.e. EPSDT, child health
clinics, pediatric care, school health services.

8. Over- emphasis in allocation of resources to late treatment or rehabilitative
£ervices rather than on preventive, detection, and early treatment services.

9.. Method of financing care for the children of -the vorking poor.

10. Families need.more in the way of health education in-order to facilitate
efforts. ‘to prevent .and detect child: health problems.

- -136~




‘ Letter frdm‘the’MedicéidiTégﬁ»'
& Force to outside groups.

, : October. 3, 1973

-Governor Milliken has charged the State lealth Planning Advisory Council
with the responsibility of examining the State's Medicaid Program and
making recommendations concerning its future development. HLe specifically
requested the Council to .solicit the views and opinions of consumer
and provider groups regarding problems that may be encountered in the.
‘Medicaid Program-and their possible solution. The Advisory Council has

" _GEreated a Task Force to carry out this activity.

[RES NS .

The Task Force has identified several areas that might be. examined- for
possible revision. These areas include:.

1. The amount paid to physicians by Medicaid is established by the
o prevailing fee charged by physicians in the area for the same
services. Has this reimbursement method produced any side effects?

2.. Do Medicaid eligibles know and understand the procedures and
benefits of the %edicaid program?

3. lhat are the effects ;of the Medicaid cligibility determination system?

4., Are Medicaid billings and reinbursements efficiently handled?

5. How does Medicaid. affect the availability of facilities and physicians?

6. llow complete are the lMedicaid covered services?

7. Generally, Medicaid is available to percons eligible for 0ld Age
Assistance, Aid to the Blind, Aid to thc Permanent and Totally
Disabled and Aid to Families with Dependent Children. Is this
coverage sufficient to meet the nceds of the: population?

8. ‘liow do enrollnment fees and deductibles affect utilization by the
medically needy?

In order to carry out its charge the Task Torce would like your organization
to comment. upon the above -areas, whether in your experience you have ,
encountered problems and whether you have any recormendations for improve-
nent. You. should feel ‘free to comment upon additionnl areas that you think
this Task Force . should consider. So that all responses can be considered by
the Task Force we would like to receive your comments by-October 15.

Sincerely,

Barbara J.VGroVé,,Chairpéxlon
Medicaid Task Force

sl
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Medicaid Letters of 10/4/73 Asking for General Concems -
80 letters ‘(probably more) 55 responses.

“*Southwest Crisis Center-

*Directors of the 10 "b" agencies - 1 response

*Senior Citizens Fund = Benson. Hitchcock, Executive Director
Michigan Pharmaceutical Association

*United Migrants for Opportunity

-Citizens Congress, Inc. .

*Citizens for Better Care, Inc. - Charles Chomet, Executive.Director
*33 Legal Aid Society Offices - 5. responses.

#West Side Mothers = Selma Goode

-

Michigan Welfare Reform Coalition /
Community United for Actiomn, Inc. - Georgia Brown, Executive Director
‘New Detroit' Corp. :

Medical Committee for Human Rights

*Model Neighborhood Agency - 8 - 1 response-

Southwest Communi;y'Alliance~

*All County Medical Society Presidents ~ 23 .responses

*CAP Agencies = 29 - 12 responses’

“*Mayor's Committee for Human ‘Resources  Development ~ Detroit

*Michigan Ass'n. of Osteopathic Physicians & Surgeons - George Abdilla
Michigan Hospital ‘Association . ) ‘

*Michigan Nurses Association - Joan Guy

*Lansing VNA - Helen Goodwin :

Detroit VNA - Sylvia Peabody

*Michigan Dental. Association - 2 responses

Michigan Nursing Home ‘Association - Charles Harmoﬁ,‘Executive’Directq:7
Michigan Welfare Rights Organizations --19

Southwest Commynity Alliance

Michigan League for Human Services

*Cristo Rey Community Center

*Blue Cross of Michigan - V.P. for Gov't Affairs Gerald P. Kearney, Jr.
*Metropolitan Hospital and Health Centers

ey

* Responses Received

4 A6
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STATE HEALTH "PLANNING AADVISORY COUhCIL
1ASk FORCE ON COS™T CONTAINMENT

Tt was decided at the August 15, 1973 meeting of the Task Force to ask
each member to respond to ‘the following two questions (please limit
" 'response to one-paragraph):

1. What do you think this Task Force should ultimately accomplish: by
way of affectlng health care cost containment in Michigan?

-

. P ‘wx\m—sao"

2, What do you perceive to be the primary causative factor in the health:
care cost spiral? Audltlonally, please list in rank order other
factors that affect costs. .



COST CONTAINMENT TASK FORCE
FOLLOW-UP QUESTIONNAIRE

The- following list contains nineteen statements which -appear to represent
thé total response- to Question 2 of the Cost Containment Task Force

.ques;ionnaire‘(above) Please se1ect the ‘ten statements that you feel

are the most important. for this Task Force to focus on now and place

a check. inark in the space next to the sélected statements. The returns
will be tabulated in terms of statements selected by percentage of
Task. Force members.,

You may return the completed questionnaire using the enclosed envelope,
or bring it W1th you to~the October 24 meeting.

1. Lack of incentives for .providers and consumers to contain
health care costs.

2. ‘Lack of effective utilization review programs or patient
management system.

. Py
3. Un:ea;onable'levels'6fAexpectatfgﬂ%rand demands by consumers

with stable supply of doctors.

*

4. Lack of -vigorous competition in the structure-.of the ‘health.
care delivery system.

5. Lack of a viable system for the prevention of illness.

6. Unreasonable malpractice judgments prompting skyrocketing
premiums.

7. ‘Rising salaries for health care -employees.

8. Growing consensus that the -‘availability of health care should
be guaranteed to all citizens,

9. Lack of alternative systems of providing health services.,
10.. Inflation in .general.
1i. High priorities for research, technology .and equipment.

12. Lack of effective planning and economic practices.

13. Costs of medical education.

14. Rigidity in categories of health care personnel roles and
functions.

15. overbdglding,
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16. Duplication of services.,

17. The separation of authority and .accountability for economic .
decisions. 3

18. Difficulty in measuring the quality and cost of care which
prohibits comparative:data. .

19. "Cost - plus reimbursement principles.

20. Other factors related to cost containment. "
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MEMORANDUM Suule of M.m.g.m} )
' EXECUTIVE OFFICE

Lansing. ! *
To: Members of the State Health Planning Date: January.“»—{974
Advisory Council . '
From: Donald C. Smith s,rincipal Advisor
on Health and{Mgdical Affairs

Subject:. Development of &/State Health Plan - Definition of Responsibilities

The following statcment has been preparcd by Mr. Endsley and members of our planning
staff. 1ts purposes are (a) to provide further detail -on the 17 elements listed in.
the State Health Planning Agency Performance Standards, which you received in December,
and (b) to suggest respective areus u. responsibility for the Advisory ‘Council and

the Office in development of the State Health Plan for Michi-an.

Th1s statement will, I belicve, be useful to our ‘continuing -discussions concerning
formulation of the Plan. Your comments and suggestions would be appreciated. I would
ask that you send these directly to Mr. Lndsley before the January 24 meeting of the
Advisory Council. This will enable us to prepare for a discussion 'on the statement

at that time. Mr. Endsley's title and address are: Jay G. Endsley, Assistant Director
for Comprehens1ve Health Plannxng, Office of Health and Medical Affairs, lst floor,
liewis Cass Bu1lding, Lansing, Michigan, 48913. * -

‘For -purposes of clarificativn, the 17 elc¢ments (ontalned in the Agency Standards are
listed below.

P

Elements

1. The Agency Should Estaollsh A Plannxnh Framework

2. A Process -And Tlmetable For Health Plan Development Should Be Determined..

3. Respons1b111t1es Of Stufi; AdVlSOrV (ouncil And Othere Should Be Assigned
4. Area Health NeedseShould,Be Identxﬂxed.

5, 'Futuru HLalth Needs Should Be Projected.

‘6. Area Health Resources Should Be Inventorled

7. Health Resources Should Be Analyzod

8. Broad Health Goals Should Be PSCADLJNHLQ Huned On State Health Needs And Resources.
‘9. Priorities Should Be Determined.

10. 0b3ect1v=s Should: Be DUVu;OpLd Based un StaLe Goals. And Needs.

11. A]ternatch Means Po Aceomplxsh ObJe(lees Shoulu Be Analyzed

12. The Preferred Alcernat1vcb S.ould Be. Selected And Recummendations Developed
13. An Implemcntacion Strategy And Schcdule Shoulo—&e Developed.

14. The Plaﬁrs%ouleAérovidezArBaserror Furilttics And”éervicee Review.
15. The Plan Should Be Published. k ' “
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1b.  Plan Recommendations Should Be Disseminated.

17. Plan Evaluation and Revision Should Occur Periodically.

Introduction

The development of a State Health Plan for Michigan is an ongoing process rather

than a one-time event. While we will periodically produc; editions of the plan,

" its component parts and- the entire plan will be subject at any time to additionl,
“updating and other changes. ) .

It is cxpected that a State Health Planning .Agency will have completed the .first
draft of a State Plan withxn‘two years. after its formation. For this purpose, we
will -begin the two-year period in May of 1973 when the new State Health Advisory*
Council held:.its first meeting. It is anticipated that Elements 1, 2 and. 3 will
constitute a plan for the plan and wil! be complete by June of 1974.

Element 1. The Agency Should Establish A Planning Framework.

Element 2. A Process And Timetable Fur Health Plan Development Should Be Determined.

Elemert 3. Re;ponsxbxlltxes of btaff Advisggy Council And Others Should Be Assigned.

The responsibility for these three elements is shared by the Advisory Council and the
Office of Health and Medical Affairs. This paper constitutes a -first step in Element
3. Other preparatory work by the Office of Health and Medical -Affairs and discussions
and action by the Advisory Council in the coming months will determine the framework,
process and timetable.. A paper on a possible format for organizing the State Health
Plan is being prepared by -the Office of Health and Medical Affairs for presentation to
‘the ‘Advisory Council at ‘the February métting.

‘Element 4. -Area Heaith‘Needs Should'Bg_}dentified;

The: delincation of State Health needs should be-a juint responsibility of the
Advisory Council and ‘the Office of Health and Medical Affas:s. There is a wide
variely of methods available to identify such needs. It seems reasonably clear
that all statistical information leading tu the identification of health needs
should be developud or dbtaiheg from other sources and. then summarized and analyzed
by the staff 6f the Office of Hea]th and Medical Affairs: 1In addition to the
appropriate statistical xnformat n, wu will need to develop a methodology for
soliciting citizen purceptions E&health nceds throughout the State. Several of

the more expetienced arvawide and state health plarning agencies ‘have developed
methodology for determining cltizen perceptions of health needs and other mathods
appropriate for dete: rmining areas of dc¢ficiency in the health system. Obtaining
and- analyzxng these ‘methodolog.es and making recommendations as to. their applica-
bility at the state level scems to be a function of the Office of Health and Medical
Affairs. Upon -completion, this .material will be forwarded to ‘the State Health
Planning Advisory Council for diacussion and- decision.




Element 5. Future Health Needs Should Be Projected.

The projection of health needs in most instances can be best accomplished through
the -utilization of statistical analysis. The Office of Health 'and Medical Affairs
is appropriately staffed and has access to pertinent data to make such projections.
The -task of defining desired conditions or. outcomes for future events is a joint.
fésponsibilicy,of the  Advisory Council .and the Office of Health and Medical Affairs
using the appropriate statistical material.

Element 6. Area Health Rescurces -Should Be. Inventoried.

An inventory of existing and planned health services for the state 13 currently ¥
‘being prepared by the Office of V'calth and Medical Affairr and should be available
for review by the Advisory Counc¢il in the summer of 1974, The Office .of Health and
Medical Affairs is using a wide varicty of techniques to develop this inventory.

‘Element 7. Health Resources .Should Be Analyzed.

This element obviously follows the¢ fnventory developed under Element 6. For example,
the Office of Health and Medical Affairs is beginning work in the field of visual
care as a first step toward the delincation of manpower needs in Michigan for

the 14 licensed professions. It Is -anticipated- that this methodology will be
applicable for the analyses of -other health manpower resources ‘in the:state,

There are a number of steps- in the analysis of a health services inventory which
‘will benefit from review by members of the Advisory Council. This is particularly
trué of such issues as the acceptability of services and the identification of
overlaps and gaps in service. Sin.e most of the inventory work will be ‘taken from
the output of the provider agencies, the review and comment by consumer members of
the Advisory (ouncil will be extremely beneficial in preventing the inventory from
becoming a provider based product and therefore subject to criticism .as..the
"professional" view.

;ﬁlemehc 8. Broad Health Goals Should Be Establishr.d Based On State Health Needs
' And Resources. i - —— . - .

Element 9. Priorities Should Be Determined..

‘Element 10. Objectives  Should Be Developed Based On State Goals And Needs.

‘The establishment of goals, priorities und objectives are clearly the responsibility
.of the State- Health Planning Advisory Counci!. The method used ‘in development of
goals, prioritieas, and objectives should also be developed by the Advisory Council.
To assist the Coyncil in t..° 3 activity the Office vf Health and Medical Affairs is.
developing a list of alternative processes which could be used by the Council in
‘the deCerminaCioq of goals, priorities, and.objectives. Again, a note of caution
neither this list nor the paper on a possible framework will constitute a final
positinn in the qrea that it addresses. Rather, they are both designed .to be the.
basis- for further discussions and decision by the Advisory Council, Both papers
will be presented to the Advisory Council at the February meeting.

ol




Element 11. Qltcrnagjjgilgaggiigl:Accomplish;ogjgctives'SHould ngAnalyzed.

Element 12, The Preferred Alternatives Should Be Selected And'Bgcommendations'Develqged.

As miitioned in the Agency Performance Standards there may be. alternative courses -of.
action which will lead to the accomplishment of stated objectives. The Office of Health
and Medical Affairs, based on financial, technical .and political feasibility and with.
review and comments by the Council will select which -alternative actions are most, likely
to accomplish the stated objective.

Element 13, An Implementation Strategy And Schedule Should Be Developed.

The development of an implementation strategy and schedule should be handled in two

ways. The first method is for the Advisory Council and the Office of Health and

Medical Affairs to- jointly -determine wﬁich agedcieéﬁgnd/or people -are most .likely

to be affected by ‘the plan itself and.then develop a suitable strategy and time

schedule for implementation. The second. method is to build into each component

of the plan a time schedule and strategy for impigmeptation. At a minimum each

component should provide that the comprchensive health planning agency maintains

overall responsibility for policy development and continuing review of the performance
. of the agencies affected by the component.

Element 14, The Plan Should Provide A Base For Facilities And Serviqesﬁ_Rgr\iiew.A

' The Exccutive Committee of -the Advisory Council is cbnéideriﬁg how the review and.
comment respoisibilities of the Advisory Council and the Office of ‘Health and Medical
Affairs. can bast be developed. :

e

Element 15. The Plan Should Be Published.

Element 16, ?lan Recommendations Should Be Disseminated.

Roth of these elements are clearly responsibilities of the Office of Health .and
Medical Affairs. In. essence ‘they consist of -the editorial work necessary prior ‘to
publication and mechanical process of having the material published. The actual
distribution of the plan {s also the responsibility of the Office of Health and
Medical Affairs. The Advisory Council's input would be extremely helpful in deter-
mining thé size of the distribution and the types of agencies and/or people who should
receive copies of ‘the plan and other Advisory Council output.

Element 17. Plan Evaluation and Revision Should Occur Periodically.

This element is a joint responsi“ility of the Office of Health and Medical Affairs
and the Advisory Council. The timing of -the evaluation and the type of ‘evaluation
and the types of revislon necessary will be discussed- in depth with the Council

as the development of the plan proceeds. In -addition each component .of the plan
should have its -own internal evaluation and revision stcucture., This is necessary
since implamentation of the plan is clearly not the responsibility of either the
Office. of Health and Medical Affairs or the Council, but rather that of a wide
variety of operating agencies, -both public and .private.

JGE: 3n ¥

~145~ |
4813 , . |




-

MEMORANDUM State of Michigan -Office of Heaith-and Medical Affairs.

XECUTIVE OFFICE Lewis Cas5 Building
ERECUTIV . ‘Lansing, Michigan 48913
Telephone (517) 373248&
8155
To: State Health Planning Advisory Council Members Date: February 8, 1974

From:  Dorald C."Smith, M.D.

Subject: Draft Foxmat For The. State Health’?}aq

As you will recall from the discussions at the January Advisory Council meeting,
the staff of the Office of Health and. Medical Affairs was asked to:

1. develop-a working paper on ‘the format, or organizational outline,

of the state: health plan, and

2. prepare a working paper on the process, or alternative processes,
which could be utilized by the Council and our staff in the L
_development ‘of ‘the state ‘plan.

It is int.nded that these two working papers, together with the memo on the defini-
tion of rcsponsibilities, which you have already received, comprise the basis for
ongoing discussidns at Council meetings between now and June. It is anticipated

that at our June meeting the Council and our staff will have jointly agreed upon

"a plan for a plan." Using this time -table, our staff could devote much of the
summer to the preliminary staff work necessary to begin the development of the

state health plan starting in September of 1974. -Again, it should be remembered

that these papers serve as points of departure and the basis for further discussions.
They are in no-way intended- to be. final ‘positions with regard to the 1ssues they
discuss. '

For backg;ound‘pufposes, the following excerpts from the Executive Order 1972-12
Wwhich creates the Office of Health .cad Medical Affairs and the State Health Plan-

ning Advisory Council are included:

"1.. To-.develop and periodically revise .a state health plan encompassing
both publicly and privately 'supported health services, facilities,
and manpower to ‘meet the physical, mental, and ‘environmental health
needs -of the people of Michigan. bl

It is the intent of this Order that the state health plan: be
'developed in stages, subsequently combined to render the plan
"comprehensive". In addition to- statistical and professional
descriptions of health status and health care needs, the plan shall
contain policy recommendations for' approval by the Governor. Upon
approval, the plan shall serve as the principal guide to all agencies
in the Executive Branch.in developing health program policy and-
programs,

2. To review and: make recommendations to the Governor and the Director,
Bureau of Programs and Budget, for action on '‘all gtate plans
for .developing or funding ‘health services, facilities Or manpower

»roe
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under federal .or state programs to assure their being in
accordance with the state health plan. Programﬂplanning.
and implementation shall continue -to be the responsibility
of the various state departments.

3. To. ensure cooperative planning among governmental and non-governmental
-agencies concerned with health services, facilities or- manpower and
between health agencies and agencies concerned -with education, welfarc,
rehabilitation and the environment. , 9

In performing vhe above: duties, .the Office shall:

a. establish, in conjunction with the heads of major health-related
departments a system for state health planning comprised of the
following functional components: (1) research, (2) policy
development, (3) program development, and %) evaluation.

It ia the intent of this Order. that the- Office utilize existing
resources within and without state government in organizing each of

the functional components. Public and private organizations, including
areawide health planning agencies, who function primarily in the areas
of- statiatics, basic and applied research; policy analysis; program
planning, development and operation; and policy and program evaluation
should be considered for incorporation in the system.

b. establish an .on-going process for state health planning,
involving the following steps: (1) establishing goals,
(2) documenting needs and identifying problems, (3)
. ‘recommending. priorities, (4) -developing alternative solutions,
and: (5) assessing impact of policy and programs.

In order to fulfill thé. intent of the Executive Order as well as to make full use of
the work activities in which the Council is currently involved, i.e., Medicaid, cost
containmént and’ maternal and child health, etc., the following format or organizational
outline for the: plan is offered: .

The -plan would be Organize in four basic sections. The first section would include
a broad statement of health goal. for the state. In addition to these goals, health
-priorities for ‘the gtate would be identified by ‘the. Council and our staff. Because
of the constraints on the. resources of our staff and the Council, it 1s obviously
not ‘possible to address all priority items simultaneously Therefore -a mechanism
would. be developed -and applied in this section- to rank the identified- priorities
.and ‘to. determine objectives

The remainder of the plan would be grouped in three categories.

.

Category'l:' Functional issues or general ‘issues. These are

broad issues: which cut across traditional progrpm-

- T atic or agency priorities Eyamples are cost
containment, regionalization, health rescarch,
manpower, health education, etc.




Category 2: Categorical

programs. These are traditional,

specialized

programatic issues. Examples include
emergency medical services, maternal and child
health, Medicaid, communicable diseases, etc.

‘Category 3: Specidl .issues; This section provides a way to deal

with issues

that do not fit neatly into either of the

other -two categories and yet are sigaificant for
consideration by the Council and our staff. Examples
are 'such .issues as health services for migrants and
Indians, alternative systems for the delivery of.
health .care, services.for.-the rural poor, etc.

This format: is based on three major considerations. The first is that we should be
able to capitalize on past and current activities of the Council and our staff and to
utilize this work in the final development of the state plan. A second benefit of
this structure is that it would allow the Council and our staff to determine which

activities they will address and at what time,

depending upon both staff and fiscal

resources of our staff and the Council. A third advantage of this format is that

it would provide flexibility,
that arise during the planning
or other sources. )

allowing the Council and our staff to address iéages
process from thevGovernot!stffigg, the Legislature,




"MEMORANDUM State of Michigan
EXECUTIVE-OFFICE
Lansing

Yo: ‘Governor Milliken: Dew: Pebruary 7, 1974

From: Donald C. Smith

Subject: §Progress reggrt - Policy Statements on Maternal lnd Child Heelth, the

Medicaid program -and Health Cost Containment.

This will bring you up-to-date on -action taken on your request to the State Health
Planning Advisory Council (see attached letter,. dated April 19, 1973) that it give
major attention- to these three substantive -areas in the coming year. Task Forces
were -formed for eacn area, substantial- work has been done to explore existing
problems and .each Task Force has determined priorities for their remaining work.
Resources of bath public and private agenciel and organizations throughout the
state are being utilized and, in addition to my staff, each Task Force has the
expert assistancé of consultants from appropriate State university departmente.

Recomeendations to you from the Advisory Council can be expected no later thln
June 1974 concerning ‘the following issues:

Maternal and Child Health In addition to the policy statement
on perinatal intensive care which you endorsed in October, this Task
‘Force will formulate recommendations designed to create a framework
Integrating current maternal and child ‘health and children' and- youth
‘programs into a single system to assure-more continuous- -and compre-
hensive care. Recommendations .concerning quality atanderds for
family planning and abortion services and the more effective use of
school health programs may also be expected.

Medicaid Alternatives to long. term -care, such-zs that provided
in nursing homes, was chosen by this Task Force as an drea in need of
immediate improvement in the Medicaid program, from.among the many
related tc the delivery of adequate, -quality -health services to the
poor -and near poor of Michigan. . A primary conaideretlon in- thia
choice was the fact that -long term care -consumes the lion's share of
the Medicaid budget (38% in FY 1972), while- -providing this service to
only 4.7% of Medicaid recipients. Recommendations on Medicaid suppor
for such- alternatives, including home. ‘health care, can be expected.

Health - Cost Containment Over twenty major causative factors of
spiraling health care costs have been identified and- analyzed. Among
‘these, this Task Force ‘decided that recommendations concerning the
lack of incentive reimbursement offer maximum potential for effective
‘action. It is hypothesized that ‘the use of criteria-other than cost
could. provide institutions with incentives for cost control that
-could impact -on 80 to 85% of hospital revenue currently obteined
through reimbursement of costs and that the scope of such change
could materially affect. .most other - problem areas . analyzed by the Task
Force, Federal encouragement of incentive reimbursement mechanisms,
-experience of other ‘states, and active: experimentetion by .provider
groups in the State .are: :additional factors which make it seem politically,
economically and technicelly fee:ible to develop recommendations in this
area. .
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Governor Milliken
Page 2 7
February 7, 1974

Advisory Council in develoHing reconmendations provides for the drafting of
preliminary recommendations. These are ‘then modified aiter conaultation with
appropriate governmental and non-governmental groups and individuals, both
those who will be affected by recommendations and those who will have to take
action as a result of such recommendations. In this vay, it is expected that
critical features of the final recommendations will have had discussion and
preliminary acceptance by a wide -audience before submission to you.

1
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Office of Health and Medical Affalrs:
Lewis Cass Busldmg
Lansing, Michigan 48913
Telephone (517) 373-7688

| DUM ‘State of ‘Michigan
MEHORAN . EXECUTIVE OFFICE

\ Presidents oprreawide Comprehensive ‘Health Planning ‘Date: February 8, 1974
To: Agency Boards )
‘Areawide Comprehensive Health Planning Agency Directors

From:  ‘Robert J. Yellan, Staff Planner
- Maternal and Child Health Task Force

Subject:’ Maternal and Child Health Task Force of the State Health Planning
Advisory Council

As you probably know, fhe State Health Planning Advisory Council, with the assistance
of the Office of Health and Medical Affairs, is currently involved in the develop-
ment of state policy on maternal and child health. Many of you have. seen the policy
-statement on perinatal intensive care, which was prepared by this Task Force last
fall. 'The Task Force is now. concentrating.on broader areas of concern in maternal
and child health.

Primary emphasis is currently being placed on reducing the ﬁragmentation~of”primsryA
‘health care services for mothers- and children in Michigan. Screening,programs,
family planning -services, well-child services, immunization clinics, etc., each

in isolation limits. the comprehensiveness of 'health care for Michigan families.
Furthermore, fragmentation hinders the appropriate utilization of available ‘health
services.. The Task Force hopes to make :xecommendations which will lead to. action
which would minimize these statewide problems.

The Task Force also anticipates making recommendations aimed at assuring that care
received in abortion and family planning services 1s of the: quality required to
protect ‘the people of Michigan. This area was identified by: Governor- Milliken -as

a priority area in maternal and child health .in his special" message -on human services.

A third area of Task Force consideration; if time allows will be the area of school
health services. Nearly one-thir? of ‘the state's population ‘attends school regularly.
The potential of providing health services in the school setting has long been
recognized, but the commitment to school health services varies greatly throughout
‘the: state. . ~

I have already spoken to some of you about specific problems in data collections,
special geographic concerns, and other areas, and hope to-continue. to do 80 as ’
-Task Force- deliberations proceed .

When ‘the Task Force has reached the point of drafting preliminary recommendations,
it would be moat helpful if we could ‘have any comments you -might have regarding the
recomnendations, It is anticipated that these prelimjnary. recommendations will be

prepared by the middle of March.

for comments and suggested modifications of the recommendations will be extremely
oshort.A However, any assistance in ‘this area you may lend to us uould be greatly
i appreciated.

i. Because of the nature of our federal grant funding, the turnaround time on -our need

RJY:nh
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WA IRANDUM.

Lihiect:

me at (517) 373-8155,

State of Michigan Office of Hcalth and Medical Artairs
_EXECUTIVE OFFICE Lewis Cass Building
o ) Lansing, Michigan 48913
Tekphone(517)3737688

- Date: - :
"b" Agency Directors ©  January 18, 1974

Carol Hesselbacher

Staff to Medicaid: Task Force

‘Medicaid Task Force work

“

The Medicaid Task Force of the State Health Planning Adv1sory Council

-at its January meeting decided to study the problem of nursing home

care and the lack of alternatives: to- institutionalization with the intent
to make recommendations for changes in the Medicaid' program. In
FY 1971, 4.7% of the Medicaid recipients were in rursing homes, yet

‘payment for nursing home care -consumed 38% of total program expenditures -~

the largest single benefit expenditure under the Michigan Medical
Assistance Program.

.

‘Alternatives: to 1nstitutionalization, such as Medicaid-covered home heait..

care, would be preferable to many nursing home patients: who,. if they .a.
a few maintenance services available to them, could remain in their homes
in a normal societal setting.

The. Task Force would like to learn about regional differences- in tre.t: :
of the chronically i1l and any suggestions you may have to deal witli so .

‘of the current problems in nursing home care. If you know of other gio:.

or individuals in your area with special knowledge- on this. subJect, pleas.
let me know. Also, if .you have data available on .nursing homes..and
both public and private home health services in your region, I woula
appreciate ‘receiving- copies of it. A list of specific data needs is
attached.

Due to the tight time schedule- for the Task Force's:work, it would be

most helpful if you could send’ us whatever information you have by February
15 After that date:we.could continue to communicate:on. additional
1nformation gathered.

If you have any questions about..the work of the Task Force, please call

CH/dp
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While I have listed all of the data we would ideally like to have,
I realize that it may not be readily available. Any portion of
the information requested would be appreciated.

Number of long term-care beds
- gkilled
- basic T L
-— homes: for the aged

Number of public home health agencies
- services offered ‘ e
- number of personnel offering various services
-~ estimated. capacity service ‘population
~ population served by age, ‘reimbursement mechanism-
and type ‘of .care required

Number of private home health agencies
~ services offered.
-~ number of personnel offerirng various services
- estimated capacity service :population
- population served by age, reimbursement mechanism
and- type of care required.

" .Can you get any information on the types of Medicaid recipients in
nursing homes?:
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i ~ dical’Affairs
' - State of Michigan Offics of Health and Me
MEMORANDUM EXECUTIVE OFFICE. _ Lewis Cass Building
' Lansm ‘Michigan 48913
Tclcphom (51 7) 373-7688
T

‘ ) ] ‘Date: February 8, 1974
To: Areawide Comprehensive Health Planning . ‘

Agency Directors

From: Carol Hesselbacher, Staff Planner om H

‘Medicaid Task Force.

-

‘Subject: Review and Comer;c Procedure for Home Health Agencies.

X

I'would like to thank .those ‘of you who have sent the data which I -
requested on nursing homes and home health agencies in 'your area.

I also would like to ‘solicit your agency's. opinions ‘on a topic which
is likely to arise in the Medicaid Task Force's deliberations.
Attached is a copy of a letter which I have sent to the. presidents
of your agency's board. I am hoping to receive input from both

the agency and the board on this matter,

Thank: you for your time and consideration.

CH:nh
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MEMORANDUM State of - Michigan Office of . Health and Medical Affairs’

IVE OFFICE Lewis Cass Building
EXECuT — _Lansing, Michigan 48913.
Telephone (517) 373-F52K
. -8155
To: Presidents of Areawide Comprehensive Health Planning Date:. Febr“‘fy 8, 1974

A

Agency Boards

-From:Carol Hesselbacher, ‘Staff Planner- M“""
Medicaid Task Force -

Subject: Review and comment procedure. for home health agencies

As you may know, the State Health Planning Advisory Council has formed a Medicaid
Task Force at the requést of Governor Milliken to explore the problems -of the
Medical Assistance program (Medicaid) in Michigan. The Task Force has been looking:
into a number of problems -and has decided to concentrate its efforts on the
problems of alternatives to long term institutional ‘care. Nursing home care
accounts for over 40X of the entire state ‘Medicaid budget while serving only

about 5% of the Medicaid recipients.

One possible solution to ‘the problem of inappropriate institutionalization is_
‘extension of ‘home. health benefits. On this subject, T vould'like to.solicit your
‘Board's opinions on a topic- which is. likely to arise in the Task Force's: delibera-‘
tions. Under Section 1122 of the Social Security Act, states are empowered ‘to.
require ‘that. home health- agencies undergo the same. review. and ‘comment procedure
currently used by- the Areawide Comprehensive ‘Health- Planning ‘Agencies with regard
‘to. hospitals.

At present, proprietary homemaker organizations -are not permitted to deliver home
health services under Medicare or ‘Medicaid 4in Michigan. Questions. to be asked in:

deciding whether to. certify proprietary agencies -and whether to require review and
comment.-on:.all home health agencies are:

~-would competition -among. public -and private agencies improve service -
or.would it create confusion for persons neéding service?

-=does.'your .agency--have the- capacity. to provide review and -comment
on -home -health agencies°

--do ‘you think review and comment on home- health agencies would be
useful°‘ why?

Due.-to the tight time schedule under which the Task Force is working, your input--on
this matter would be of the greatest help if we could receive your reply by early
to .mid March.

‘Thank you. for your time and consideration.
" “CH:nh-

cc: birectois,,Areavidercomprehensive'Health Planning Agencies.
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ate of Michi Office of Health and Medical Affairs
E)(SEIC‘:J;:VN;K(')‘?;?CE ‘Lewis Cass Building
’ : Lansing, Michigan 48913

- Tehphone(517)373ﬂﬁﬂa
'8155.

"MEMORANDUM'

Presidents of Areawide Comprehensive Health ‘Planning Date: February 8 1974
Tor Agency Boards. A
Areawide Comprehensive Health: Planning Agency Directors

From: James R. Bernthal, Staff Planner
‘Health Cost Containment Task For

Subject: The Health. Cost Containment TaakrForce of the State Health Planning
Advisory -Council

*

The purpose of this memo is to provide you ‘with a thumb-nail sketch' of the work of
the Health Cost Containmeat Task Force, -and. to invite you to contribute to- the
process, of developing meaningful recommendations in-.the area being studied by the
Task Force,mm
In. April 1973, Governor Milliken directed the State Health Planning Advisory Council
-to develop measures aimed at containing the rising costs of health care. Nineteen
members of the Advisory Council,formed a Task Force to respond to this missicn. ,

The ‘Health Cost Containment Task Force, under the leadership -of Mr. Peter Wege,
began ‘meeting in- July, 1973. They defined cost.-containment -as. decreasing ‘the rate
of inflation of ‘health care costs and they -decided to -develop policies: which
through legislation or regulation, would form-the basis of a cost containment
strategy.

nce that time. the Task Force: has: identified and analyzed over’ twenty ‘major causitive:
fictorrs of spiraling health care costs. In their effort to zero in on the problem,
it was decided that the concept of incentive reimbursement offered ‘maximum potential
for effective action, Incentive reimbursement was ‘broadly -defined by Dr. Paul
Ginsourg, ‘primary: consultant to- the Task Force, .as any ‘system: where: third party
payors use factors. other than -cost-in -determining -payments to hospitals and’ nursing
homes, It was hypothosized that the use of reimbursement mechanisms;, other than-
cost reinbursenent would provide institutions- with. incentives. for producing cost-~
reducing changes intheir :behavior, which- would affect 80~ 85/ of hospital revenue
currently- obtained .through- reimbursement -of costs; and that thé scope of such changes
would materially affect most of the problem -areas analyzed by the Task Force. It
‘was further thought that the evidence of federal ‘encouragement of incentive reim—
\bursement mechanisms; the experience: of other states, and the active exploration
and experimentation by provider -groups of the State of Michigan made it politically,
economically and technically feasible .to -develop recommendations in this areéa. The
.staff of -the Task Force is presently working on the: following tasks as: groundwork
for ‘the development of policy recommendations:

1. Defining and categorizing basic elements and characteristics of incentive.
reimbursement, This includes discussion of such issues as the degree of control
by ‘the. third party payor; whether the program is voluntary or mandatory; what.
-are- the 'methods of rate. determination, and so forth.,

,2;,,Devel4ping,criteria for_ evaluating existing programs and experiments and for
designing the assessment of recommendations coming -out ‘of the present Task Force.

oLy
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3. Describing existing plans, programs. and experimentation with incentive
reimburgement, = = .

4. Analyzing research. findings regarding various incentive reimbursement wmechanisms.

5. Projecting the otential benefit of ‘recommendat

\aqd fgasibili§y~ofisuch.recommendationsé"

ions and assessing the viability.

The Task Force would welcome communicating with you-and receiving your input’ :into
‘the analysis. and .the development: of policy recommendations. We would also appreciate
your help in identifying resources' and your participation at proposed.solution.
exploration seminars. The Task Force will be happy to: provide you with. information
regarding our work and will also provide. you with. our preliminary recommendations.
‘Should you, a member of your staff, or a member of your board wish to attend a

Health Cost Containment Task Force meeting, please notify me and: I.will provide you

‘with a schedule of the meetings:

JRB :nh
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STATE ‘HEALTH PLANNING ADVISORY COUNCIL

‘Glossary of: Terms

‘0ffice’ of Health and Medical Affairs
; March 1974
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LFederal-Agencies and Programs.
of -the Federal :executive- branch .created in -April, 1953. The various:

chart and. in the descriptions ‘below.
‘marine hospitals for. the care of American mérchant seamen. ‘Subsequent.
program (under which the Office of Health and Medical Affairs and ‘the

‘agencies are:

1) FDA - (Food -and Drug Adm1n1stration) acts to protzct the health of
hazardous radiation: exposure, and other potential hazards.

2) NIH - (National Institutes of Health) conducts -and- supports: bio-
medical research into :the ‘causes, prevention and cure. of
diseases and d1sseminatec ‘biomedical information. Among the:
Lung Institute, ‘the National Institute of Child- Health and

Human Develo pmen t.

related to the requirements for, and distribution of health.

Aexpenditure funds) Health Maintenance Organization Service,

Corps and Regional Medical Program Service.

.groups. Included in HSA are the Community Health -Service,.
Federal Health ‘Programs Services (involves only health care

ﬁ 'lealth :Service and the Maternal and Child Health- Service. and.
the National Center for Family Planning Services.

:HEW - -(Department of Health‘EducatiOn -and. Welfare) is a Cabinet-l vel department

offices and their responsibilities .can be .seen on the attached organizational

PHS :- (Public Health.Service) has -as .its -original function the authorizing oﬁ

legislation-:has vastly broadened the scope of its activities. Within its
‘five - -operating agencies, PHS oVersSees the -comprehensive health planning

Advisory Council are. funded), regional medical ‘program-. aJthorizations, and
other programs for 1mproving delivery of health care. ‘The. five operating.

population against impure and unsafe foods, drugs,. cosmetics,

institutes are the. Nationa_ Cancer Institute, National. Hear: and

3) HRA < (Health Resources Administration) provides national leadership
resources. Comprehensive health -planning. services are located
in HRA, as are the Bureau of Health Manpower Education, Health.
Care Facilities Serv1ce (which administers. Hill-Burton capital
National Center for Health Services .Research and Development,

‘National -Center for Health Statistics,. National ‘Health Services:

4)- HSA - (Health Services  Administration): provides. professional leader-
sh1p in the delivery of health services to special population

for des1gnated federal employees: and their dependents), Indian

5) .CDC - (Center for Disease -Control) administers- national programs for
‘the' prevention and control -of vector—borne diseases and:-other
preventable cond1tions, including the control of childhood lead~
based paint poisoning, urban rat control, veneral disease,
tuberculosis ‘and. immunization programs.




SRS - (Social ‘and- Rehabilitation Service)-.administers. the federal programs
providing ‘technical, consultative .and financial support to states,
local communities and other organizations in- the provision of social,
rehabilitation, income maintenance, medical and other necessary services
provided to the: aged, disabled, children ‘and families 1in need. Included
under ‘SRS is ‘the Medical Services Administration which. administers.
programs -that prov1de medical services ‘to- the needy and the medically
needy through grants to the states (Medicaid).

SSA - (Social Security Administration)- administers a national ‘program of
social insurance in which: employees, employers: and the .self-employed
pay contributions which are pooled: in special trust funds. When .earn=
ings stop- or .are reduced because the worker retires, dies or becomes -
disabled, monthly -cash benefits are paid to- replace part of the earnings
that the;family has lost. Another portion of the money goes into a
sepatate hsopital insurance trust fund, so that when workers and their
dependents become: 65. years old they will have help with their: hospital -
bills (Medicare) In" addition, the SSA administers the new SSI (Supplemental
Security Income) program-under which the federal government took over
payment of public assistance grants .to. persons who qualify for Old Age,
Assistance (0AA); Aid to the ,Blind (AB), .or Aid to Disabled (AD),. though
not to persons receiving public assistance under ‘Aid' to Families with:
iDepeudent ‘Children (AFDC or ADC),. In Michigan, the state supplements
the federal payment.

+

Hill Burton funds - federal funds prov1ded*to health care facilities for
construction :or renovation of additional beds. The program has served
:as. a source of federal control in the hospital industry in. particular,

RMP ~ (Régional Medical Programs) - originally established' .under federal law
with ‘total federal funding to' disseminate information to -the- medical
professions about changes in treatment “of heart, stroke and' cancer,. RMP'
have significantly broadened ‘the- scope :of their- interest and activ1ties
to- include almost any field of medical science .and: delivery of .care. In o
‘Michigan, ‘the  two- RMP -organizations joined to ‘become the Michigan Association -
for Regional Medical Programs (MARMP) whose adv1sory council is called the
Regional Advisory Group (RAG).

SAB: ~ (State Advisory Boards). - are desigi.ated by the govérnors of each state
for the purpose of consideting health services ‘aspects of the federal
‘Economic Stabilization- Program (ESP) as outlined by the Cost of Living
-Council (COLC or CLC). 1In ‘Michigan ‘the SAB. is organized through the
Office of Health and Medical Affairs: with an outside -membership of con-.
sumers and prov1ders. The SAB rules on- requests- from institutional providers
'to increase revenues above the federally—established ‘maximum.

Medicare - hospital and medical insurance paid for primarily from Soi.ial ‘Security
revenues.. All U, S.. residents 65 years and older, as ‘well. as- certain
categories of disabled persons, ‘who.-have paid into :the Social Security fund
qualify to receive benefits.




-
“,

AMedicare - hospital and medical insurance paid for primarily from'Social
Security revenues. .All U. S.. residents 65 years and older, as well
.as ‘certain categories of disabled persons,. who have paid- into the
Social ‘Security fund ‘qualify to receive benefits.

Medicaid - a federal/state program under ‘which :the -federal government has
attempted to provide payment for the health needs of the poor: Persons:
qualifying for :public assistance- in .a state also qualify for: Medicaid
benefits which are paid for from State and federal revenues;- Unlike
Medicare, which ‘has a standard. benefit -package, Medicaid benefits vary-
Wlthin federal guidelines from state to state. The. program also. may
be known as the Medical Assistance (MA) Program

EPSDT - (Early and Periodic Screening, Diagnosis and Testing) =-a special
program prov1ded for persons-under 21l years -of age: who qualifv for
‘Medicaid. A series.of screening tests are conducted by nurses and
technicians to pick up abnormalities. for referral to physicians for final
diagnosis .and -treatment.

PSRO - (Professional Standards Review Organizations) = provided. for under:
a.1972 ‘Social Se-urity Amendment, they .aré a. formalized quality assessment
.system.. Within the DHEW, the PSRO program is;:an inter—agency effort
directed by the Office of Professional %tandards Review. (OPSR) The
national office assists the ‘state PSRO boards. and: those within the regions
to. ‘establish. regional norms for inpatient medical care, Reimbursement
‘under. federal programs (Medicare Medicdid -and Title Vi< maternal and
¢hild health -programs): will .be made subJect to. compliance of care with
the standards. The standards are established and reviewed by. osteopathic
andfmedical doctors.

SSI - (Supplemental Security- Incomé) - a new federal Social Security -program
of public assistance to- persons eligible for public assistance payments
under O0ld Age Ass1stance (OAA), Aid ‘to tha Blind (AB) and Aid to the
Disabled (AD). In Michigan SSI payments are supplemented with spate funds..
The only major group still wholly paid for by state funds. is Aid to
Dependent Childrea (ADP) or Aid to: Families with. Depevdent ‘Children (AFDC)

Section 1122 of the Social Security Act - assures: that -funds spent under
.federal ‘health programs, Title A'A (Crippled 'Children's. -and. Mateinal and
Child Health. funds),, Title. XVIII (Medicare) and Title XIX (Medicaid) -of -the-
‘Social ‘Security Act; are -not used to-support unnecessary expenditures
made- by, oor on behalf cf, health care facilities or ‘health maintenance
~organi7ations which are reimbursed .by any of these titles

Expenditures. covered: are those which, undef generally;acceptedraccounting
‘principles, are not chargeable as expenses:for .operation and mAintenance,
and which: 1) exceed $100,000; 2) change the bed ‘capacity of ‘the. facility,
or 3) substantially cliange services of .the .agency.

An areawide comprehensive health .planning dgency (314 "b") must review the
plans for eApenditure and’ make recommendations .to. the deSignated state

review agency. (in Mithigan, the Health Facilities Commission of the. Department.

of Public Health,) The review agency in turn makes recommendations:to the.
Social Security Administration for. appropriate action.
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" State-‘Agencies, Programs and Geneéral Terminology

CHP --Comprehensive health planning - as a function .was developed under
Séction 314 parts (a) - (e) of the Public Health. Service Act. The:
section number' and letter ‘have been used as names for the agencies or
functions they represent:

- 314. (8) funds are monies appropriated for establlshing State
C0mprehensive Health Planning Agencies (also called "(a)"™- -agencies).
The Office: of Health and Medical Affairs along with the Advisory
Council constitute one such agency.. In this. state, the Office of
Health and. Medlcal Affairs functions- as the single state agency
for health plannlng and’ provides policy advice -and consultation. to

the Governor. It also coordindtes thelplanningiof areawide
agencies. ‘

O]

314 (b) funds are. used to. establish the ten -areavidg comprehens1ve
health. planning agencies. ("(b)" agenc1es) in Michigan. They
cover several counties .each and coordinate existing and .planned
health services, manpower and facxlltles within their areas. They
also provide review and comment -under Act 256 and Section 1122..

= 314 (c) funds are intended for the education and ‘training of persons.
and groups. involved in the ‘health planning process.

- 314 (d)- formula grant funds awarded to-the states to help establish
‘and maintain a ‘full range of public health sérvices., Such grants
give the states -the opportunity to initiate new and different
methods of prov1d1ng health protection where innovation is needed,
particularly where such services cannot be supported by ex1sting

funding .sources, At least .15 percent of these funds. must be: spent
in mental health. -

=314 (e) funds are for use in progccts, espec1ally in disadvantaged
communities, désigned’ to deliver comprehensive health services
centered around programs of organized primary care.

MDSS- —<(M1ch1gan Department -of Social Services) = the department within the
Mlchlgan Government responsible for admlnistratlon of state—funded medical.

and social services to the needy. The Medicaid program- is: administered. by
this ‘department,

MDPH - (Michigan Department of Public ‘Health) - the Michigan -departmeént respons1ble
for licensing and; issuing certificates of need for ‘health care facilities,
-assessing quallty of care under -government sponsored programs, assuring
control of .communicable diseases and of envlironmental -and industrial health
hazards, collection of -data relevant to the health status: of Mlchigan s
population and administration of health delivery programs: for specific
population groups such as mothers and ahildren.

>




‘MDMH - (Mibhigan~Deparﬁant of Mental Health) - the state department which
5upefv13esvState—owngd'ho$pitals and institgti¢ps"for'the'mentallyAill
agd:men:ally<rétardéd, (MIMR), provides guidance and funding review for
local Act ‘54 Boards, establishgs*standards for all institutions for
MIMR and licensgs:ﬁgn-sta;e~aned'faéilities.

‘Department df,Human'Services - 1is ‘a new department created by Executive-Order
1973-11, but is as yet unfunded, which seeks to combine the functions
‘of glleCatevageﬂciesfénd commissions involved in providing some type of
human. service within a single, coordinated’ deépartment. Included would be
the Departments -of ‘Public Health,. Social Services and Mental Health;
the Indian Affairs Commission; ‘the ‘0ffice opNSer01cesiqbathe Aging; the-
‘Michigan Economic Oﬁpdtfunity‘Office; the Manpower Planning Council; :the
Coordinated -Child Care Council; certain rehabilitation programs from
the~Departmen;‘of‘Educatioh;~ahd the Office of Health and Medical Affairs.

UMOI =~ (United Migrants: for Opportunity, Inc.) - a federally'fundéd non-profit
organization serving the social service needs of agricultural ‘migrant
families. ' .

MESH‘Council'— (Miéhigan Emergency SefviceS‘Health'Council)‘-.atcpmpletely‘
volunteer organization of 145 representatives-.of agepqies~and'opganizations
‘throughout Michigan involved in the delivery of emergency medical services
(EMS). The council ‘attempts to- establish standards and procedures ‘to.
improve the quality of EMS in ‘Michigan.

HMO - (Health Maintenance -Organization) - a relatively new corcept in health
.care- delivery utilizing pre-payment to a group of physicians who agree
to deliver all needéd care during the period paid for. In theory the
physicia: s have a vested interest in méintaining,theirgpatient‘s?healqh -
in-order to keep down costs, -especially to -hold down expensive hospitalizations., ==

Incentive reimbursement - any of a number of methods of payment, -usually -to:
‘hospitals, which attempt to-provide incentives ‘to hold"down the rate of™ - -~
increase in costs. The common reimbursement method is ‘to pay-hospitals
-for their .costs plus a margin of surplus,,tbus\prq?iQing-no reason ‘for the
hospitals to hold .down .costs.. -One form of incentive reimbursement is
prospective: reimbursement under which 1) rates .of payment are established.
in advance for some ‘cperating period, 2) then hospitals: are paid these
Tates ‘regardless of the costs- they actually incur. Incentives (surpluses)-
and penalties (losses) operate to motivate cost containment activities.

Act 256, P/A. 1972 - state certificate -of need legislation. which requirés health
facilities to obtain a certificate of need from the State Health Facilitieé
Commission of the Department of Publié”ﬁgal;h for "new construction -or
conversion, .addition or modernization -of health facilities." Prior to this
'step, the facilities must present their plans for expenditures to. the local
(b)- agency for their recommendations which are presented. with the plan to
the Health Facilities Commissj.on. ' ‘

Provisions for' fees and penalties for facilities not .complying with: the
law. are specified. ’ '

' L o B
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PBES - (Program Budget Evaluation System) = is Michigan's system for structuring

PPG -

MPP- -

the .budgetary-decision process in such. a way that .the focus of expenditure
choices is-upon whether or not the -goals and objectives for the state .are

‘being met.

%

(Program: Policy Cuidelines) - annual documentation- containing. .the Governor's
direction and guidance to state governmental agencies for preparation

of revisions ‘to. ‘the Michigan Program Plan. (MPP).. This includes. program

priorities, requirements for .special .sutdies -and fo. ecasts of major
economic, demographic and social trends.

(Program Revision Request) - thé documentation, usually from an operating
agency; for a proposed specific change in the existing MPP.

(Michigan Program Plan) --the- record of program planning decisions concerning

-the goals and objectives, the .program performance measuréments.and the
‘budgetary requirements to achieve the objectives.

Act 54 Boards - county established boards- devised as. an effort -to coordinate:

State

State.

county- or multi-county:mental. health resources. The: Boards, which .are,

funded .75 percent by state funds and 25 percent by local monies, may

prov1de .any -of the services or they may contract out for services. They

*coordlnate in-patient, out-patient ‘and. partial hospitalization programs -along
-county ‘lines.

Hospital Finance Authority - provides staté monies ‘to health care:

facilities for capital expenditures. Executlve Order l973—l3 des1gnated ‘the
'State Health Planning Advisory Council as the. agency to approve health

fac1l1t1es applications, subject to prior granting .of a certificate of need
from the State Health Facilities Commission.

‘Health. Fac111t1es Commission - is an eleven-member commission- organized -out of

‘the Department of Publlc Uealth- which "advises. .and. consults with the :Director"

(of DPH). to implement Act 17 of 1968 (Hospital Licen51ng Law), Act 299 of
1947 as amended (Office of Hospital Survey and Constructlon), the requirement
of P.L..:88-443 (Hill-Burton Law) .and Act 256 of 1972 (Certlflcate of Need).
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I MUKANDUM

To:

From:

-Subject:.

State-of.Michigan - ‘Otfice of Heaith and Mediral Aff f2irs -

:CUTIVE OFFICE Lewis Cass Building.
) EXECUTIVE . Lansing, Michiyzn 44913
Tckphone(517)373,v %
) . ' 8155
:  April 4, 1974
Orgnniznt1ons Interested in-the Dcllvery of Date P ’ ?
Maternal and.. Chlld Health Services

‘Robert J. Yellan, Staff Planner S:)“Yld -

‘Office of Health and Medical Affairs

Preliminary Recommendations of .the Maternal and

‘Child Health Task ‘Force:

Thig- is to. follow-up on my -earlier letter to. you. Fnclosed please
find the preliminary recommendations. of the Maternal and Child
Kealth Task Force of the State: Health Plannlng Advisory Council.

_These. recommendations- are an attempt to. provide policy direction

for thé .delivery of health services to motliers and children in

'Mlchlgnn.

v

"The preliminary recommendatlons will be presented to. the State. Health

Plannlxg Advisory. Council at their weetlng on.April 18, 1974. At
this time, thc Council's. suggested modifications of the recommendations
will be dlscussed.

We arc also. requestlng comnients. and. suggested modlflcations from

various individuals and’ organizatlons throughout the state. The
comnents of your-organization will be most telpful to the Materinal

-and Chlld Health Task TForce.

As. I éxplained in my -earlier letter, if you. would llke to have .an

input ‘into the Task Force recommendations $, your reqponse must be

received: by this offlce, in writing, no laver thav May '3; 1974 I
realize that this gives a very llmlted time for review.

As you review theue recommendations, please consider ‘both the intent

implied, by .the recommendatlono and the speciiic wordlng of the

reconmendations: If possible, ‘endorsemeiit ‘by your organization of

the intent of -any or all of the. prellmlnar) recommendations would:

*be extlcnely ‘helpful to the Task Force..

Again, thank you for your assistance in- this important area.

-
oo

‘RJY :nh
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‘MEMORANDUM

STATE OF MICHIGAN:  *
DEPARTMENT OF MANAGEMENT AND BUDGET
_LANSING

-Date:  June. 27, 1974

>

To: Janet Coye
From: ‘Bob' Yellan
Subject:

iListAof,Contactsywhilé working on the Thak‘Force:

At our ‘meeting on May 17 we ‘were asked- ‘to prepare a list of-outside contacts.

An the Task Force WOTK, 80 eivess. ,

1 Michigan Department: of Public Health
- Bureau of ‘Maternal and Child Health -
= Bureau of Health Facilities
- Bureau of Community Health
- Office of Planning and Evaluation

Michigan
Michigan

Department

Department.

2. Michigan Department of-Social Services

3. ﬁiehigan Department ‘of Mental Health.

4. Michigan ‘Department of Licensing.and Regulation
Michigan. Department of Civil Rights

of Education

of -Commerce

. Michigan :Senate
. -University of Michigan
~ = School. of Public Health
- School of Medicine
.. = School of Social Work.
School of Nursing .
- School of ‘Education
11., 'Southeastern Mlchlgan Family Planning Project:
] 10 areawide comprehensive health planning agencies
13},'W1ch1gan Society .of Obstetricians and Gynecologists
Michigan Chapter/American Academy of Pediatrics -
Perinatal Association of -Michigan
Wisconsln Per1natalCenter
17.‘iBronson Methodist Hospital (Kalamazoo)
: Greater Detroit Area Hospital Council
419. Michigan- Nurses Association
Michigin Hospital Association
*21. Michigan Association of Osteopathic Physiciana and’ Surgeons
:Children's Hospital of Michigan (Detroit)
23, Sparrow Hospital (Lansing)
24,A:Michigan State. University
- CoLlege of ‘Human Medicine:
- College .of OsteOpathic ‘Medicine

6

7.. M

:8. Michigan House -of Representatives:
9

0




Janet. Coye
Page: 2.

25..
26..

27.
28.
29,
30.
31.

32..
33..

34,
35,
36.
37.
38,
39,

40,

4;.
:42.

43,
44 .

45,
%6,

41,

48,

"June 27, 1974

St. John Hospital (Detroit)

Hutzel ‘Hospital (Detroit)

Beaumont ‘Hospital -(Royal Oak).

Port Huron Hospital (Port Huron)
Munsecn Medical Center (Traverse City)
Hurley ‘Hospital (Flint)

Michigan. State Medical Society

Wiscongin Diviaion of licalth Policy and Planning

University of North Carolina
- School -of Public Health

Michigan Consumers' Council
Michigan Womens' Commission

Michigan League for Human Services

‘Michigan’ Council -on- Children and “Youth

Reproductive Health Services Accreditation Council

‘Planned Parenthood ‘League. of Detroit:

American College -of. Obstetricians and’ Gynecologists
Health Insurance Association of America

:Michigan Blue Cross-Blue Shield
‘American: Hospital Association

U.S.. PHA,. Center. for Disease Control
Planned Parethood - World: Population

HarVard University Child Health. Project
Mich:oan ‘Public ‘Health. Association
Michigan. Health. Officers Association




MEMORANDUM :State of Michigan. Office of Health and Medical Affairs'

To:

-From:

-Subject:

P e
M”MW
—

FENY

State Health Planning Advisory Council
REVIEW OF DRAFT OF ‘PRELIMINARY RECOMMENDATIONS

\-l N

R

EXEC! "OFFICE * Lewis Cass Building. ;
EXECUTIVE OFF Lansing; Michigan 48913 .
Telaphone (517) 373-7688
People In The Know About Long Term Care Date: April 1, 1974

Carol Hesselbacher °\ 7
Staff, Medicaid Task Force-

"

[ TR == ke 1 AR AGAN. ST
. || cookine ‘For ThE ARueRs! |

——

IC

Enclosed you will find a:‘copy ‘of ‘the preliminary ‘recommendations

of the Medicaid Task Force. They reflect the problems. in- current
»delivery of 1ong ‘term care as we have understood ‘them. The

Tagk. Force would appreciate.-any. recommendat:ions for additions,

-‘,sdeletions or changes you may wish to make.

Due. to the time squeeze of Task Force deliberations, we would. like

‘to -have. your commente as-soon as -possible.
If -you have any questions, please -call me at (517) 373-8155.
CH:wh

enclogure
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Organizations Requested to Rgvieg,Mediééid Recommendations

'*10 "b" Agency Directors -

Senior Fitizen s»Fund
Westside Mothers
*Office on’ Services to the .Aging
*Michigan. Nurses Association
Lansing VNA
*Detroit VNA
*Homemakers. Upjohn
*Blue Cross of Michigan --Norma Beerweiler,. Home ‘Care . Administrator,,
also is head of Council of Home Health. Nursing of MNA (title may be wrong)
*Nurs1ng Section, MDPH - Claire Corriveau & Pat Hatfield
*Citizens for Better Care, Inc
*University of Michigan - Institute of Gerontology -Jane Barmey
*Wayne State University - Institute of Gerontology =~ Jeanne Fitzgerald
Michigan. Nursing Home Association
Michigan State Medical Society - Herbert Mehler, Director
Michigan Ass'n. of Osteopathic Physicians and Surgeons - Robert ‘Herxick, D.O.
*Michigan Department of Public Health =M. Reizen & L. Lamont.
*Michigan Department of Social Services -~ R. B. Houston & So. Paterson
‘Biue Cross of’ Michigan - V.P. for Cov t. Affairs - G. P,. Kearney, Jr

* Responses' Received
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Office of Health and Medical Affairs-

‘ State of Michigan
MEMORANDEM EXECUTIVE OFFICE . LewisCass Building
- T Lansing, Michigan 48913
Telephone (517) 373-7688
To:. (B) Agency Executive Directors Date: April 1, 1974

From:- “Carol. Hesselbacher -
' ‘Staff, Medicaid: Task Force

Subject:. Review of Preliminary Recommendations of -the Medicaid Task Force.

‘Enclosed ‘you will find-a copy of the preliminary recommendations

of the Medicaid Task Force. A number of the recommendations relate
specifically to activities of your agency.. In addition, it has

been suggested that -the (b) agencies. should appoint asgessment and
placement agencies within their regions, rather ‘than ‘to automatically
designate ‘the .certified home health providers as stated in Recommen-
dations #1.

The' Task Force has asked to have your .comments and opinions on: the
recommendat_ons.” I am. sure you know of our time squeeze, so- I hope
you: will respond ‘soon..

1f -you have any questiong, please call me at (517) 373-8155.

-CH:wh

enclosure
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Listing of Organizations Contacted by the. Health Cost Containment
- " Task. Force

Colleges, Universities;—andiﬁducational Groups

Department .of ‘Community Medicine
College of Osteopathic Medicine
Michigan State. University

School of Public Health
Program and. Bureau of Hoqpital Administration
:University -of Michigan

Medical\Schodlmv ’
‘University of Michigan

Delta College
7Macomb»Cnunty.Community College

W. K. Kellogg Foundation

‘Third Party Payers
‘Michigan :Blue Cross
Health Research Division . - .

‘Department of Social Services
‘State: of Michigan

;DiV1<1on of Special Operations
Bureau :of ‘Health: Insurance
Social Security- Administration
DHEW

" ‘State Government

§ureau of the ‘Budget
Departmcnt,qf'Managément“andzsudget

Health Care Service Plans Division
Insu*ance Bureau
’Cqmmerce Department

*

Other ‘States

Wisconsin:Regional Medical Programs

o : | -172- . ' ] " :




%

Health Car» Organizations and Associations, and Community Agencies

‘Michigan. Hospital Association

Michigan Association of Osteopathic Physicians and Surgeons
PO t

Veteran Hospital, Ann Arbor :

Provincial House, Inc.

s
Capitol. Area: CHP

Menominee-Delta-Schoolcraft Commynity Action Agency .

\
|
South Central Michigan CHP k
‘Baldwin Community Action ‘Agency

|

Health Action ‘League, Lansing. L}

Privaté Industry

Industrial Relations
Ford: Motor Co..

Research and Engineering

‘Whirlpool Corp.

Steelcase, Inc.
4

‘Balfour=Stulen Corp,

CERIC. ~ 3 R '




MATERNAL AND' CHILD HEALTH TASK FORCE RECOMMENDATIONS

WORKSHEET ”
May 16, 1974

i (For use -as your guide &t the Advisory Council discussions)

§Ugi>9m ‘,E‘opposx-: ’ Q ‘UESTIONS “cqymms‘
&
, .
.
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. 10,

1SUPPORI

OPPOSE.

11..
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MEDICAID TASK' FORCE' RECOMMENDATIONS S
WORKSHEET K R
May ‘16, 1974

(For use as yoiir guide at thé Advisory Council discussions)

QUESTIONS -COMMENTS
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HEALTH COST CONTAINMENT TASK FORCE RECOMMENDATIONS
'WORKSHEET
May 16, 1974

(For -use as your guide at the Advisory Council discussions)

‘SUPPORT  OPPOSE' QUESTIONS ‘COMMENTS




