CHILDREN AND FAMILIES

EDUCATION AND THE ARTS

ENERGY AND ENVIRONMENT

HEALTH AND HEALTH CARE

INFRASTRUCTURE AND
TRANSPORTATION

INTERNATIONAL AFFAIRS

LAW AND BUSINESS

NATIONAL SECURITY

POPULATION AND AGING

PUBLIC SAFETY

SCIENCE AND TECHNOLOGY

TERRORISM AND
HOMELAND SECURITY

EUROPE

The RAND Corporation is a nonprofit institution that helps improve policy and

decisionmaking through research and analysis.

This electronic document was made available from www.rand.org as a public

service of the RAND Corporation.

Skip all front matter: Jump to Page 1 v

Support RAND

Browse Reports & Bookstore

Make a charitable contribution

For More Information
Visit RAND at www.rand.org

Explore RAND Europe

View document details

Limited Electronic Distribution Rights

This document and trademark(s) contained herein are protected by law as indicated in a notice appearing later in this
work. This electronic representation of RAND intellectual property is provided for non-commercial use only. Unauthorized
posting of RAND electronic documents to a non-RAND Web site is prohibited. RAND electronic documents are protected
under copyright law. Permission is required from RAND to reproduce, or reuse in another form, any of our research
documents for commercial use. For information on reprint and linking permissions, please see RAND Permissions.



http://www.rand.org/pdfrd/randeurope/
http://www.rand.org/pdfrd/
http://www.rand.org/pdfrd/randeurope/
http://www.rand.org/pdfrd/pubs/technical_reports/TR847/
http://www.rand.org/pdfrd/pubs/online/
http://www.rand.org/pdfrd/giving/contribute.html
http://www.rand.org/pdfrd/publications/permissions.html
http://www.rand.org/pdfrd/
http://www.rand.org/pdfrd/topics/children-and-families.html
http://www.rand.org/pdfrd/topics/education-and-the-arts.html
http://www.rand.org/pdfrd/topics/energy-and-environment.html
http://www.rand.org/pdfrd/topics/health-and-health-care.html
http://www.rand.org/pdfrd/topics/infrastructure-and-transportation.html
http://www.rand.org/pdfrd/topics/international-affairs.html
http://www.rand.org/pdfrd/topics/law-and-business.html
http://www.rand.org/pdfrd/topics/national-security.html
http://www.rand.org/pdfrd/topics/population-and-aging.html
http://www.rand.org/pdfrd/topics/public-safety.html
http://www.rand.org/pdfrd/topics/science-and-technology.html
http://www.rand.org/pdfrd/topics/terrorism-and-homeland-security.html

This product is part of the RAND Corporation technical report series. Reports may
include research findings on a specific topic that is limited in scope; present discussions
of the methodology employed in research; provide literature reviews, survey instru-
ments, modeling exercises, guidelines for practitioners and research professionals, and
supporting documentation; or deliver preliminary findings. All RAND reports un-
dergo rigorous peer review to ensure that they meet high standards for research quality

and objectivity.



AN} EUROPE

Framework for assessing,
improving and enhancing
health service planning

Mihaly Fazekas, Stefanie Ettelt, Jennifer Newbould,
Ellen Nolte

Sponsored by the Bertelsmann Foundation



The research described in this report was sponsored by the Bertelsmann Foundation.

The RAND Corporation is a nonprofit institution that helps improve policy and
decisionmaking through research and analysis. RAND’s publications do not necessarily
reflect the opinions of its research clients and sponsors.

RAND?® is a registered trademark.

© Copyright 2010 Bertelsmann Foundation

All rights reserved. No part of this book may be reproduced in any form by any electronic or
mechanical means (including photocopying, recording, or information storage and retrieval)
without permission in writing from the European Commission.

Published 2010 by the RAND Corporation
1776 Main Street, P.O. Box 2138, Santa Monica, CA 90407-2138
1200 South Hayes Street, Arlington, VA 22202-5050
4570 Fifth Avenue, Suite 600, Pittsburgh, PA 15213-2665
Westbrook Centre, Milton Road, Cambridge CB4 1YG, United Kingdom
RAND URL: http://www.rand.org
RAND Europe URL: http://www.rand.org/randeurope
To order RAND documents or to obtain additional information, contact
Distribution Services: Telephone: (310) 451-7002;
Fax: (310) 451-6915; Email: order@rand.org


http://www.rand.org
http://www.rand.org/randeurope
mailto:order@rand.org

Preface

This report aims to contribute to policy learning across countries from the diversity of
healthcare planning approaches in Europe and elsewhere through developing and
validating a framework for assessing, improving and enhancing healthcare planning and so
presenting a potential tool for analysts and decision makers seeking to understand whether
the approach of planning taken in a given setting supports its goals and how the approach
can be improved in future.

This report was prepared in collaboration between RAND Europe (Mihaly Fazekas,
Jennifer Newbould and Ellen Nolte) and the London School of Hygiene & Tropical
Medicine (Stefanie Ettelt). It was funded by the Bertelsmann Foundation.

RAND Europe is an independent not-for-profit policy research organisation that aims to
improve policy and decision making in the public interest, through rigorous research and
analysis. RAND Europe’s clients include European governments, institutions, NGOs and
firms with a need for rigorous, independent, multidisciplinary analysis.

The London School of Hygiene & Tropical Medicine is Britain’s national school of public
health and a leading postgraduate institute worldwide for research and postgraduate
education in global health.

This report has been peer-reviewed in accordance with RAND’s quality assurance
standards.

For more information about this report, please contact:

Dr Ellen Nolte

Director, Health and Healthcare
RAND Europe

Westbrook Centre

Milton Road

Cambridge CB4 1YG

United Kingdom

Email: enolte@rand.org

Tel: +44 (0)1223 273853
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Executive summary

Healthcare planning is widely seen as a core component of health system governance. It
forms a key instrument for decision makers to influence and direct health service provision,
a function which is likely to become ever more important as health systems in Europe are
facing increasingly complex challenges that demand innovative solutions. How this is
achieved best and in what circumstances remains however uncertain, given the variety of
approaches adopted in different settings, often reflecting the wider institutional, legislative
and political framework of a country’s health system. However, there is considerable
potential for policy learning across countries from the diversity of healthcare planning
approaches in Europe and elsewhere. This report aims to contribute to this process
through developing and validating a framework for assessing, improving and enhancing
healthcare planning and so providing a tool for analysts and decision makers seeking to
understand whether the approach of planning taken in a given setting supports its goals
and how the approach can be improved in future.

We identified a set of criteria guided by an understanding of healthcare planning as an
explicit process of defining objectives and goals and to devise strategies of how these
objectives can be met. The criteria of the framework developed here can broadly be
classified into three themes:

®  “Vision” encapsulates the goals and objectives of healthcare planning, which should be
aligned with the overall goals of health system governance, reflected in all areas of the
healthcare system, and taking a long-term perspective.

e “Governance” refers to the role of decision makers and implementers to whom clear
responsibilities should be assigned, the alignment of planning with sanctions and
incentives that support implementation, the balance involved of relevant stakeholders,
and the consistency of the approach at different levels of planning.

e “Intelligence” highlights the importance of the availability and appropriate analysis of
relevant data, the existence of sufficient analytical and administrative capacity for these
tasks to be carried out, and the need for continuous monitoring and measuring of
progress against set objectives.

We tested our criteria empirically through an in-depth analysis of four countries, using a
case study approach. Countries were selected to provide a range of types of government
and healthcare system: Germany, Austria, Canada (Ontario) and New Zealand.

The analysis provides important insights into how different systems approach healthcare
planning, identifying common challenges, but also differences highlighting the very

xiii
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contextual nature within which healthcare planning as an instrument to directing health
service provision sits. Thus, it will be important to understand the role and power of actors
as powerful stakeholder interests are likely to undermine effective planning if there are no
mechanisms in place that allow for consensus building and establish lines of accountability
for implementation. Likewise, the most sophisticated planning tool is likely to be of little
value if it is not supported by an appropriate governance structure.

Planning is also affected by a wider socio-economic context. Broad political goals, such as
ensuring economic sustainability, have to be considered and weighed against the goals of
healthcare planning. Given that different groups (e.g. providers, payers, patients) are
affected by planning in different ways, a transparent, evidence-based and goal-oriented
approach is desirable.

The framework developed here presents a first step towards developing a tool for assessing
healthcare planning in high income countries. Further validation through applying it to a
wider range of countries is desirable.
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charrer 1 Introduction

Background and aims of the study

Most industrialised countries share the vision that publicly funded healthcare should
provide a comprehensive range of services that are clinically effective, cover the entire
population and aim to improve standards of quality, equity and responsiveness of care
(WHO, 2008). However, systems differ in their approaches to achieving this and while in
most countries the central government is usually responsible for developing the overall
framework for funding and organising healthcare, the governance of the system is
frequently shared with regional and local authorities and other actors.

Healthcare planning is considered to form a core component of healthcare governance.
However, approaches to, and the scope of, planning vary, with responsibility generally
reflecting the governance structure of the health system, and planning responsibility often
shared by authorities at different tiers of government and/or health authority (Ettelt et al.,
2008).

Previous work has demonstrated how healthcare planning is embedded in the wider
institutional, legislative and political framework of a country’s health system, reflecting the
political, social, economic and cultural context within which systems sit (Ettelt et al.,
2008). It found how governments and healthcare authorities are subject to a range of
pressures such as decentralisation, market competition and pluralism when they aim at
providing equitable, affordable and accessible healthcare. In this context, planning can be
seen as a potential though not the only tool for advancing coordination and enhancing
efficiency by directing scarce resources where they are of best use.

Ettelt et al. (2009) also touched on a number of issues related to planning that require
further analysis to enable policy learning from the diversity of healthcare planning
approaches in Europe and elsewhere. Specifically, there is a need to better understand the
relative advantages and disadvantages of different planning approaches. Uncertainty about
what should be planned and how also raises questions about whether there is an “optimal”
unit of planning and if so what it is. There is a need to better understand how planning is
linked to other governance functions such as budgeting, contracting and regulation of
providers. Further, there is a particular need to identify the key features of planning as it
relates to processes and outcomes, including health plans and their implementation in
order to be able to assess their impact on healthcare provision and health outcomes.

This report aims to contribute to policy learning across countries and regions through:
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¢ identifying the key components and functions of effective healthcare planning;
® assessing the outcomes of planning processes in selected countries; and
¢ developing a framework for assessment of healthcare planning.

In doing so, the report also aims to contribute to a better understanding of the contextual
factors that influence, enable or hinder the successful implementation of effective
healthcare planning.

Methodology

This report builds on an earlier comprehensive review by Ettelt et al. (2008) which
reported on healthcare capacity planning in nine countries. This report seeks to advance
this work further by developing an assessment framework for healthcare planning and
applying it in four countries, using a comparative case study approach.

Selection of countries

Four countries — Austria, Germany, Canada (Ontario) and New Zealand — were selected
for this analysis to provide a range of types of government and healthcare system. All of the
countries have a similar commitment to providing universal and reasonably equitable
access to healthcare for their populations, but do so in different ways. Canada (Ontario)
and New Zealand operate mostly tax funded, largely public systems, whereas the health
systems in Austria and Germany are mostly funded through statutory social insurance with
multiple health insurance funds and independent providers. Countries also represent
different governance systems, with New Zealand being perceived as traditionally more
centralist while administrative and political responsibility in Austria, Canada (Ontario) and

Germany is partly devolved to regional authorities (Canada/Ontario) and federal states
(Austria, Germany) (Table 1.1).

Table 1.1 Key features of case study countries

Main funding of publicly financed Governance of the public health system
healthcare

Germany Social health insurance covering 88% of Responsibility for the health system shared
population plus supplementary and by federal, regional and local authorities
complementary private insurance and corporatist actors

Responsibility for hospital sector mainly
rests with the federal states (Ldnder)

Austria Combination of social health insurance Responsibility for the health system shared
(50%) and general taxation (32%) by federal, regional and local authorities
and corporatist actors
Responsibility for hospital sector mainly
rests with the federal states (Ldnder)

Canada (Ontario)  General taxation (national and provincial)  Shared by the federal and the provincial or
territorial governments with the provinces
having extensive autonomy

New Zealand General national taxation and compulsory  Healthcare governance is shared by the
social insurance (injuries and accidents) central government and 21 district health
boards (DHBs)
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Data collection

Data collection involved a review of the published and grey literature on strategic planning
in private and public organisations to inform the development of a framework to assess
healthcare planning. It further involved a rapid review of the published and grey literature
on healthcare planning and an online information search using standard search engines
(e.g. Google and Yahoo!) of governmental and non-governmental agencies involved in
healthcare planning in the countries under review with the aim to update the country
reports presented by Ettelt et al. (2008).

Data also include insights from 13 interviews with key informants in the four countries
reviewed here who are directly involved in, or close observers of, the process of healthcare
planning in the relevant country. The purpose of these interviews was to attempt to
understand the complex, informal and tacit aspects of the planning process which are not
well captured in published accounts or in official descriptions of how systems operate. The
topic guide for interviews is included as an appendix to this report.

Interview participants were selected according to their professional roles as representatives
of organisations involved in the planning process at national (Ontario: provincial) and
regional level or as external observers familiar with the process. Participants represented a
spectrum of actors ranging from senior officials at ministries of health (or their equivalent)
at the various administrative tiers of a given system to senior managers in government
agencies and senior representatives of corporatist organisations and professional
associations. Participants were identified through official websites, the authors” professional
networks and recommendations from other interviewees. Although the number of
interviewees varied among case studies, with numbers particularly small in two of the four
countries — Germany (four), Austria (five), Canada/Ontario (two) and New Zealand (two)
— making this an exploratory rather than a confirmatory investigation, in each, the range of
interviewees covered a wide spectrum of professional roles and perspectives on healthcare
planning.

This report

This report proceeds as follows: Chapter 2 elaborates on the definition of healthcare
planning and the key issues revolving around it. Chapter 3 develops a framework for
assessment of healthcare planning by identifying a set of criteria which are then used in
Chapter 4 to assess international approaches to healthcare planning in the four countries
under study. The report concludes with Chapter 5, which also highlights gaps in our
understanding and requirements for future work.
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cwaerer2  Healthcare planning and its context

This chapter defines healthcare planning and highlights some of its alternative
understandings. It further discusses the rationale underlying planning, focusing in
particular on rational policy making, and its critique. It concludes by describing the
context within which health systems sit and the impact of this context on healthcare
planning.

Defining healthcare planning

What is healthcare planning?

Healthcare planning is widely seen as a core component of health system governance
(Pencheon et al., 2000); it is one instrument for decision makers to influence and direct
health service provision (Lawrence, 2000), typically used in conjunction with other policy
instruments such as regulation or performance management (e.g. standard and target
setting).

There are many approaches to defining “planning”, reflecting different sectors or purposes
of planning. The common denominator of these approaches is their “concern about
making decisions relating to the future” (Green, 2007: 1). More specifically, planning has
been defined as “a coordinated and comprehensive mechanism [...] for the efficient
allocation of resources to meet a specific goal or goals” (Thomas, 2003: 2); this definition
emphasises the nature of planning as a process that requires a degree of coordination and
comprehensiveness to achieve a particular purpose.

As a component of health system governance, there is considerable overlap between
planning and concepts such as “policy” and “strategy”. One definition proposes that policy
relates to all approaches that aim to achieve the goals and objectives of a government or
organisation, whereas strategies and plans “determine how these goals and objectives are to
be implemented using resources such as capital, revenue, leadership capacity,
organisational structures and the workforce” (Goodwin, 2006). In this view, in healthcare,
planning focuses on organising the inputs used for the production of health services.

Planning has been conceptualised in different ways. For example, Figueras (1993)
distinguishes strategic and operational planning. Strategic planning involves determining
the goals and general direction of healthcare delivery and the development of the overall
framework and principles, which may require “engineering” an agreement between various
stakeholders. Operational planning refers to the translation of strategic objectives into a
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concrete sequence of activities, involving the allocation of budgets and resources, the
provision of facilities, equipment and staff and the organisation of services (Ettelt et al.,
20006).

Green (2007) distinguishes activity planning, which refers to the setting of monitorable
timetables and schedules for implementation, from allocative planning, which largely relates
to decisions concerning the spending of resources. In this definition, which is mainly
geared towards middle and low income countries, “(allocative) (p)lanning is a systematic
approach to attaining explicit objectives for the future through the efficient and
appropriate use of resources, available now and in the future” (Green, 2007: 3).

In practice, the objectives of planning vary among countries, reflecting the policy goals of a
given health system. Thus, in countries where the government is responsible for funding
health services, the motivation for planning will be largely budgetary. These countries are
more likely to engage in allocative planning, given that public resources for health services
are finite, especially if seen in relation to other uses to which a government could put
them. In contrast, in countries that fund health services largely through statutory health
insurance with less direct involvement of government, mechanisms for resource allocation
are typically less stringent. Although healthcare planning can still contribute to cost
containment (e.g. through constraining supply), these opportunities are more difficult to
realise, as governance responsibility tends to be fragmented.

In summary, healthcare planning aims to translate policy objectives into practical efforts to
steer health service provision (Lawrence, 2006). Planning thus involves an explicit process
of defining objectives and goals and devising strategies for meeting these objectives, a
definition we chose to guide the present study. By implication, effective healthcare
planning denotes such planning which effectively steers healthcare provision towards the
goals of a given plan.

The rationalist model of planning and its critique

Healthcare planning has its roots in a particular rationalist and positivist (i.e. evidence
based) understanding of policy making in healthcare. This approach has guided the
development of the framework for assessing healthcare planning employed in the analysis
presented here. However, we acknowledge that this interpretation of the health policy
process has its limitations, which we briefly discuss below.

Rational policy making and rational planning

The rationalist ideal of planning is based on the assumption that reason can be used to
control future behaviour of an organisation as complex as a health system (Lawrence,
2006). This assumption follows the lines of reasoning of several authors putting forward
rational decision making in the public sector (Leach, 1982; Forester, 1984; for a
comprehensive review see Boyne, 2001).

In this interpretation, healthcare planning can be distinguished into separate (and
consecutive) stages which follow a circular “logic” (Figure 2.1) (Green, 2007). Stages
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include (1) situational analysis, (2) priority-setting, (3) option appraisal, (4) programming,
(5) implementation and monitoring, and (6) evaluation.'

In relation to healthcare planning, the various steps can be identified as follows:

®  situational analysis: assessing the healthcare needs of the population and the availability
and distribution of health services;

®  priority-setting: defining goals, objectives and the vision for future health service
provision;

®  option appraisal: e.g. modelling the impact of variables such as changing disease profiles
and availability of health personnel; assessing options of future health service
configuration;

®  programming. e.g. contracting providers; developing legislation and regulation;
aligning funding;

® implementation and monitoring: e.g. collecting data on service provision; and

®  cvaluation: assessing progress against the objectives of the plan and optional feedback
loop to situational analysis (stage 1) if a given discrepancy between planning and
outcome exceeds a pre-defined margin.

A key advantage of this circular logic is to improve our understanding through a holistic
concept, in which outcomes of the policy process potentially trigger new stages of

@ Prierity=

healthcare planning.

S'\tuat'\o_na\ setting
analysis
Evaluaticn Optpn
appraisal
Implementa-

tionand Pregramming
menitering @

Figure 2.1 The planning cycle
Note: adapted from Green (2007)

! For a general discussion of policy cycles see for example Jann and Wegrich (2007).
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However, in practice, planning approaches do not always involve all steps of the planning
cycle. “Programming”, for example, may more easily translate into a specific activity in
systems in which the main planning body is also responsible for allocating healthcare
resources (e.g. through purchasing health services from providers).” In systems, in which
the role of the purchaser is less pronounced and less aligned with decision making at health
system level (e.g. in social insurance systems in Austria and Germany) this aspect of the
cycle is more difficult to locate.

Critique of rational planning

The healthcare planning cycle (Figure 2.1) illustrates some of the challenges of the
rationalist model of planning. For example, it assumes a staged or sequential approach
towards decision making, which is rarely the case. It also fails to acknowledge the impact
on different stages by factors acting outside the immediate health system (e.g. economic
downturn or pandemic outbreak).

Historically, rational planning followed a steering approach exercised in many countries,
most notably in “planned economies”, such as the Soviet Union, but also in the United
States, Britain and other countries in western Europe, where the experience of the Second
World War evoked a belief in planned social and economic (re-)construction (Green,
2007) and in planning as a means to advance public interest (Melhado, 2006). The
importance of healthcare planning as a steering tool has however declined during past
decades, at least in high-income settings, while remaining an important tool in low and
middle income countries.

The “decline” of healthcare planning in many high-income countries can be seen in the
context of the increasing prominence of markets, choice and competition as drivers of
efficiency and quality in healthcare emerging in the 1980s. Thus, healthcare planning was
increasingly perceived to stifle innovation, to be unconducive to promoting productivity
and to be inefficient as an approach to allocating resources.

In a remarkable coincidence, the academic literature on healthcare planning in high
income countries appears also to have ceased to be published in the mid-1980s. Analysts of
planning had become increasingly critical of rational approaches to planning. It was argued
that planning suffers from “information overload” in so far as it is unlikely that any
planning approach has the ability to capture all possible alternatives or to process all
information relevant to capture a healthcare system. Thus, there are cognitive limits to
planning, with Simon (1997) suggesting that rationality can only be “bounded”, i.e.
limited, by human brain capacity. Even if it were possible to identify an optimal solution
to a problem, experience so far demonstrates that plans were often not implemented
because of practical obstacles, such as resource constraints. Thus, planning forces planners
to compromise (“satisfice”) (Puelzl and Treib, 2007). Perhaps most importantly, planning
theories increasingly recognised that the success of a given planning approach crucially
depended on political will and the support of stakeholders involved in implementation
(Boyne et al., 2004; Mott, 1969).

* The planning cycle is echoed in the healthcare commissioning cycle, developed for the National
Health Service in England (http://www.ic.nhs.uk/commissioning).
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However, healthcare planning has remained a feature of health system governance in
almost all high income settings, with many countries continuing to plan elements of their
healthcare systems, such as the distribution of large healthcare facilities and expensive
technology (Ettelt et al., 2008). Thus, with the possible exception of the Netherlands,
where planning at health system level was almost entirely abolished in the context of the
2006 healthcare reform (Ettelt et al., 2008; Westert et al., 2009), healthcare planning has
continued to exist alongside elements of markets, competition and mixed healthcare
economies. Other trends, such as the promotion of administrative reform under the label
New Public Management pioneered in Australia, New Zealand and the United Kingdom
during the 1980s, also had an impact on the role of planning by introducing concepts of
strategic management used in the private sector (Brinkerhoff, 2004; Pollitt and Bouckaert,
2004). At the same time, the New Public Management movement has also brought about
stronger involvement of the central government in monitoring, performance management
and standard setting.

As a consequence, healthcare planning today exists in a diverse context where private and
public providers increasingly share responsibility for delivering healthcare. In this context,
governments often aim to balance opposing policy objectives, such as competition and
control, regulation and deregulation, decentralisation and centralisation, each of them
adding to the complexity of the planning process.

The context of healthcare planning

Healthcare planning takes place within the wider political, social and economic context
and a changing context will inevitably impact on the role of planning as a tool to steer
health systems. Changes in population health and demographic profile, and related
changes in the healthcare workforce, advances in healthcare technology, and funding
available for healthcare, to name but a few, will influence healthcare planning. For
example, the rising burden of chronic disease requires systems to adapt service delivery to
changing health needs to meet the requirements of those with chronic health problems
(Nolte and McKee, 2009). Accelerating progress in medical technology offers considerable
potential for advancing the delivery and organisation of healthcare; yet there is a need to
ensure that innovation in healthcare promotes system objectives and that investments are
appropriate to the often significant costs imposed by new technologies. An increasing
feminisation of the medical profession is likely to change patterns of work as women are
more likely to take career breaks and work part-time (Dubois et al., 2006). In addition,
patterns of workforce mobility have become more difficult to predict and sensitive to a
variety of factors, including those outside the health system.

As healthcare systems in Europe and elsewhere are facing increasingly complex challenges,
planning is likely to become more important as a tool to develop innovative and well-
measured solutions in response to a changing environment.
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This chapter outlines our proposed framework for assessing healthcare planning. Its
primary aim is to identify a set of criteria against which to assess planning approaches and
which reflect key components that are considered to be conducive to effective planning.
The practical value and usefulness of each criterion is then assessed in Chapter 4 using the
example of healthcare planning in Austria, Germany, New Zealand and Canada (Ontario).

At the outset it is important to reiterate that the international comparative literature on the
relative advantages and disadvantages of different healthcare planning approaches is quite
limited (Ettelt et al., 2009). Although there is a considerable body of work examining
planning approaches in specific service areas (for a list of references see for example Mathis
et al., 2009), work specifically focusing on system-level, or, as conceptualised by Thomas
(2003), community-based approaches remains scarce, in particular as it relates to
systematic comparative work. The framework developed here therefore had to be guided
by the published literature on strategic planning in private and public organisations on
assessment criteria as identified in the literature on health planning systems in low and
middle income countries proposed by Green (2007) (Box 3.1).

The framework was developed as a set of criteria that were further informed by the
experience in the four case study countries such as the characteristics of planning systems as
documented in government and academic publications, the historical development of
planning approaches, including ongoing reform efforts, and the countries’ (self) assessment
as reported by key informants. Although we have aimed to test the framework by applying
the set of criteria to the planning reality in four countries, we recognise that the resulting
list of criteria is preliminary and requires further validation and refinement.

In line with the definition chosen to guide the present analysis that conceptualises
planning as an explicit process of defining objectives and goals and to devise strategies of
how these objectives can be met (Lawrence, 2006), our assessment criteria focus on
planning as a process, typically involving several bodies responsible for health system
governance. While we recognise that planning usually involves the production of a plan,
we argue that the greatest benefit of planning lies in providing a “mechanism for finding a
solution” (Thomas, 2003: 12) rather than presenting a quick fix to a given problem.
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Box 3.1 Criteria for assessing a health planning system

Green (2007) proposed a list of criteria for assessing a health planning system as derived from
approaches of allocative planning in low and middle income countries. Criteria are presented in
the form of questions for assessing the strengths and weaknesses of planning systems, with an
emphasis placed on the actual approach to planning, rather than on the planning document
(the plan). Is the purpose and role of the health planning system clear, appropriate and widely
understood?

1. Is the purpose and role of the health planning system clear, appropriate and widely
understood?

Is the health planning system based on explicit values?
Does the system facilitate planning for health rather than solely for healthcare?
Does the planning system consider the private sector alongside the public sector?

Is there a robust process for analysing the context?

AN A N

Are the functions of, and inter-relationships between, actors in the health system well
understood?

7. Are the decision-making structures of the planning system open and transparent?
8. Is there an appropriate balance between central and local decision making?

9. Is there consistency between different planning approaches (strategic and operational) and
between planning and other decision-making processes?

10. Does the planning system balance technical and political analysis?
11. Is there a robust process for all stages of the planning process?
12. Does the planning timetable balance long-term direction with short-term flexibility?

13. Is there an adequate information base for planning and is it used? Is there a variety of
appropriate and well-used planning processes and tools?

14. Is planning adequately and sustainably technically resourced?

15. Are external resources and partnerships well managed?

Expectations towards our framework

The development of the assessment framework was guided by a set of basic principles, in
line with the main purpose of planning, namely to influence and direct health service
provision.

Therefore, a suitable assessment framework should:

¢ guide health policy makers in drawing lessons by allowing for identification of the
strengths and weaknesses of different planning approaches;

® be applicable in diverse political, economic, social and health contexts;

® Dbe based on a broad assessment of planning approaches and on evidence of their
effectiveness, as far as it is possible;
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® highlight the interdependencies between different elements of healthcare planning and
the wider context of health system governance; and

® consider the interrelations between healthcare planning and its wider social and
economic environment, for example, as it relates to education, migration and the
labour market.

Assessment criteria for healthcare planning

As noted above we identified a set of criteria for the assessment of healthcare planning,
which draws on the published literature. We orient our criteria along the questions
formulated by Green (2007) as a means to assess strengths and weaknesses of planning
systems (see Box 3.1), but group them according to overarching themes, in line with the
definition of healthcare planning guiding this work.

Our assessment criteria are not organised along the stages of the planning process as
defined by the “rational” planning cycle (Chapter 2). We argue that criteria that have been
identified in the relevant literature, and which we report on below as being considered as
conducive to effective planning, cut across the components or stages of the health planning
cycle described here (Figure 2.1). For example, high quality information will be important
to inform situational analyses, priority setting, option appraisal, monitoring and
evaluation. Similarly, stakeholder involvement will be relevant for a number of stages,
although the balance and level of involvement will likely vary.

Our framework is guided by an understanding of healthcare planning as an explicit process
of defining objectives and goals and devising strategies for how these objectives can be met.
The criteria of the framework developed here can broadly be classified into three themes:
(1) vision, (2) governance and (3) intelligence:

e “Vision” encapsulates the goals and objectives of healthcare planning, which should be
aligned with the overall goals of health system governance, reflected in all areas of the
healthcare system, and taking a long-term perspective.

® “Governance” refers to the role of decision makers and implementers to whom clear
responsibilities should be assigned, the alignment of planning with sanctions and
incentives that support implementation, the balanced involved of relevant
stakeholders, and the consistency of the approach at different levels of planning.

e “Intelligence” highlights the importance of the availability and appropriate analysis of
relevant data, the existence of sufficient analytical and administrative capacity for these
tasks to be carried out, and the need for continuous monitoring and measuring of
progress against set objectives.

In what follows, we describe the three groups of criteria in detail.
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Vision

Alignment of planning goals with health system goals (“strategic vision”)

Planning is likely to produce the most desirable outcomes if its goals are consistent with
the goals of the healthcare system as a whole (Green, 2007). For this to happen, it is
important that (1) there is a shared understanding of the strategic direction of development
of the system, and (2) that goals are set explicitly and in a transparent manner. Explicit
goal setting is widely viewed as an essential feature of planning (Boyne, 2001; Boyd and
Reuning-Elliott, 1998; Boyne and Gould-Williams, 2003; Phillips and Moutinho, 2000).
As a process, goal setting can serve as a platform for stakeholders with diverse interests to
develop some degree of consensus about the future direction of the healthcare system and
about the strategies as to how to get there. Goal setting also helps to identify trade-offs and
potential compromises that are required if conflicting goals exist. We argue:

Setting explicit planning goals in line with overall health system goals is likely to contribute to
effective planning.

Comprehensiveness of the planning approach (“whole systems perspective”)

This criterion captures the extent of coverage of the functional areas and geographical units
of a healthcare system. Functional areas are defined as sectors of healthcare provision (e.g.
primary care; secondary care; rehabilitation) and the type of inputs to the production of
health services (e.g. human resources, investment in facilities and technology) (cf. Boyne,
2001; Phillips and Moutinho, 2000; Ramanujam et al., 1986). Geographical coverage
refers to geographical planning units, such as districts or regions and the links between
them.

Planning at health system level should take a “whole system perspective” (“community-
based planning” as defined by Thomas (2003)). Fragmented planning approaches, in
contrast, are likely to lead to inconsistencies between different plans and may undermine
the ability of each plan to contribute to overarching goals.

Arguably, the ideal scope of planning may change over time. For example, the fact that
travelling times have become shorter may affect the geographical distribution of healthcare
facilities. Likewise, changes in healthcare provision, for example, through the development
of new models of care, are also likely to affect the distribution of facilities in future, which
may have an impact on the size of the appropriate planning unit. We therefore
hypothesise:

Planning is likely to be more effective if a whole system perspective is taken, across different
sectors of healthcare, inputs in service production and geographical areas.

4

Planning horizon (“long-term and short-term perspective”)
Planning horizon denotes the timeframe of planning and the existence of multiple

timeframes in line with different planning objectives (e.g. biannual plans integrated into
15-year plans) (Green, 2007).

There is little evidence of an optimal planning horizon and thus the ideal mix of short-
term and long-term plans is difficult to establish. Experience in low and middle income
countries demonstrates that a combination of a long-term and a short-term perspective, in
line with the goals of planning, is desirable (Green, 2007). In high income countries, a
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long-term perspective may be particularly helpful with regard to long-term financial
investments in healthcare infrastructure, which may involve reconfiguration of health
services.

At the same time it will be important to account for sufficient flexibility and contingency
in the planning approach, to adjust for newly emerging circumstances (Boyne, 2001;
Green, 2007). A caveat here is that at the extreme, flexible planning will be
indistinguishable from unplanned incrementalism. We thus propose:

Planning is likely to be more effective if planning timeframes include both a long-term and
short-term perspective, balancing long-term direction with short-term flexibility.

Governance

Clear responsibilities and lines of accountability

Both the process of planning and the process of implementing a plan typically require the
contribution of a range of stakeholders, often with divergent interests. Thus, planning is
not only a technical exercise, but usually involves an element of political decision making
(Thomas, 2003). For planning to be successful it is essential that the roles and
responsibilities of stakeholders involved in planning are clear and consistent with their
roles in governing the health system. Actors involved in planning need to be accountable
for contributing to the objectives of the plan (Boyne, 2001; Boyne and Gould-Williams,
2003; Green, 2007; Phillips and Moutinho, 2000). Key questions are therefore: Who is
responsible for planning? And who is responsible for delivering the objectives set out in the
plan? How are stakeholders held to account for working towards achieving the goals and
objectives of a plan? We therefore stipulate:

Planning will be most effective if the process is embedded in a governance framework that
assigns clear roles in and responsibilities for planning, including lines of accountability for
delivering planning objectives.

Appropriate sanctions and incentives

Health systems vary as to how they provide incentives and disincentives for
implementation. Where the government allocates funding for health services, providers
tend to be directly accountable to higher level authorities and so give authorities a lever to
impose changes in accordance with the healthcare plan (Figueras et al., 2005). However,
not all governance arrangements allow for this level of influence (Ettelt et al., 2008). It is
thus important to consider how planning is compatible with the wider spectrum of policy
tools and decisions (Boyne, 2001; Boyne and Gould-Williams, 2003; Green, 2007;
Phillips and Moutinho, 2000). It will therefore be important to identify to what extent the
objectives of planning are supported by appropriate levers, including sanctions. Also, it will
be important to assess the degree to which planning objectives are supported by other
policy tools and incentives, such as payment systems and regulatory arrangements. We
therefore argue:

Healthcare planning is likely to be more effective if planning is supported by sanctions and

incentives.
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Balanced stakeholder involvement and commitment

There is a need to consider the appropriate balance of stakeholder involvement, i.e. the
inclusion of payers, providers and patients. Experience from low and middle income
countries shows that insufficiently involving key groups is likely to lead to resistance and to
problems with plan implementation (Green, 2007). However, excessive stakeholder
involvement is also likely to slow down the planning process and to reduce the likelihood
that planning leads to sizable changes to existing practices, including “difficult decisions”,
such as reducing the number of hospitals. We argue that while it is essential to achieve a
high degree of consensus, understanding and shared interest in the planning process and
implementation, i.e. strong stakeholder commitment, it may be important to strike a
balance between insufficient and excessive stakeholder involvement (Boyne, 2001; Green,
2007; Phillips and Moutinho, 2000). We propose:

A balanced involvement and commitment of all relevant stakeholders is likely to lead to more
effective planning.

Consistency of strategic and operational planning approaches

This criterion concerns the extent to which strategic goals are translated into operational
objectives and thus outline actionable and measurable items (Boyne and Gould-Williams,
2003; Phillips and Moutinho, 2000). It further relates to the degree to which actionable
items are being derived from overarching goals (e.g. the degree to which a goal such as
“increasing life expectancy” leads to actionable items such as number of beds per
population). Arguably, actionable items are more likely to be put into practice if they are
aligned with incentives and/or sanctions. Incorporating actionable objectives is also vital
for planners to be able to measure progress against objectives. We hypothesise:

More closely integrated strategic goals and operational objectives are conducive to more coherent
planning and thus to more effective healthcare planning.

Intelligence
Avadilability of high quality data

Effective planning rests on the ability to analyse the current situation and to anticipate
future demand for and supply of healthcare (Green, 2007). Thus, there is a need for a
sound information base, including high quality data on population health, service
utilisation, the distribution and type of healthcare facilities, the availability of health
professionals and patients’ and citizens’ satisfaction with existing health services. It is
essential that planning builds on an assessment of the healthcare needs of the population
and takes future changes of these needs into account (Box 3.2). Likewise, planners should
be aware of the existing healthcare provision infrastructure and its implications and
complexities, to avoid the risk of planning becoming a theoretical exercise only. We
propose:

Healthcare planning is likely to be more effective if planning rests on a solid information base,
including data on population healthcare needs and the existing infrastructure of healthcare
provision.
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Box 3.2 Hedlth needs assessment

Health needs assessment is a systematic method of identifying unmet health and healthcare needs
(Wright et al., 1998). Need in healthcare has traditionally been defined as the ability to benefit,
with Bradshaw (1972) distinguishing the need for health (felt need), the need for health care
(normative need), and expressed need (demand), i.e. felt need turned into action through seeking
medical help. This is in contrast to supply, namely the actual healthcare provided.

Health needs assessment involves epidemiological and qualitative approaches to determining
priorities. Analysts distinguish three main approaches to health needs assessment. The
epidemiological approach describes need in relation to specific health problems, using indicators of
incidence and prevalence in a given population alongside indicators of effectiveness and cost-
effectiveness of services (Williams and Wright, 1998). The comparative approach contrasts services
received by the population in one area with those elsewhere. The corporate approach is based on the
demands, wishes and alternative perspectives of interested parties (professional, political, public
views).

Availability of appropriate analytical tools

Effective planning also requires the ability to analyse current supply and demand of
healthcare and to project future healthcare needs, and thus requires up-to-date and
advanced analytical tools (Boyd and Reuning-Elliott, 1998; Phillips and Moutinho, 2000;
Ramanujam et al, 1986). Although a comprehensive overview of analytical techniques for
healthcare planning is not yet available’ several methods are considered to be reliable and
valid, such as epidemiological change projections (Layte, 2009). There is a wide range of
forecasting methods which follow alternative logics and require different data, including
scenario planning and quantitative modelling (Box 3.3). Planning thus should aim to
collate future healthcare needs with potential future supply. We hypothesise:

Healthcare planning is likely to be more effective if appropriate and up-to-date analytical tools
are employed to support the situational analysis and the development of future scenarios.

Box 3.3 Projecting the impact of demographic change on the demand for and delivery of
healthcare in Ireland

Against the background of the challenges posed by demographic change and increasing budgetary
pressure, the Health Research Board and Health Services Executive in the Republic of Ireland
commissioned a multi-year research project which would set out projections of demand and supply
of health services until 2021 and develop recommendations for addressing the likely gaps between
supply and demand (Layte, 2009).

This research involved projecting demographic trends between 2006 and 2021, which formed the
basis for estimating detailed healthcare demand for the same period by county, age group, gender,
area of healthcare spending, such as acute public hospitals, primary care, outpatient services,
pharmaceuticals, and long-term and social care.

In addition to estimating demand, the forecasting exercise also projected the supply of healthcare
services based on current trends in human resources, service reconfiguration (e.g. integrated
healthcare provision) and planned investments.

3 Such overviews exist, for example, in education and labour market planning; see Neugart and
Schémann (2002) and Richardson and Tan (2007).
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Through collating projected demand and supply it was possible to identify the likely future gaps at a
detailed level. This approach made it possible to model explicitly the relationships and
interdependencies among healthcare sectors, policy and epidemiological variables. Finally
recommendations were formulated based on the findings of this research.

Availability of adequate analytical and administrative capacity

While the availability of a sound information base and analytical tools are important
components of effective planning, for these to be used to a high standard and to feed into
the planning process will require sufficient support and resources (Boyne, 2001; Phillips
and Moutinho, 2000; Ramanujam et al., 1986). Lack of analytical or administrative
capacity can create bottlenecks that undermine the effectiveness of the planning process
and the commitment of its participants. Capacities include financial resourcing and the
skills required to undertake analytical tasks that inform planning and to manage the
planning process. Again, this criterion is likely to relate differently to different systems of
healthcare governance, reflecting for example variation in the type and number of actors
responsible for planning. We hypothesise:

An adequate level of analytical and administrative capacity is required to support effective
planning.

Continuous monitoring and evaluation

Finally, and in line with the stages of the planning process as proposed by Green (2007)
and Thomas (2003), this criterion captures the extent to which progress against the goals
of a plan are continuously monitored based on appropriate and meaningful data and the
extent to which information is fed back into planning and steering processes (Boyne, 2001;
Ramanujam et al., 1986). Monitoring and evaluation are crucial to demonstrate progress
against goals and objectives. Indicators reflecting goal attainment as specified in advance
play an important role in the monitoring process, as they allow for measuring
achievements and detecting gaps in performance. They should also be used to inform the
future development of goals and adjustments to the strategies of how to achieve them. We
propose:

Systematic monitoring and evaluation is conducive to more effective planning.

Towards a framework for assessing healthcare planning

The proposed set of criteria is intended to form a framework for assessing the factors that
support effective healthcare planning. Table 3.1 summarises the groups of criteria
described in the preceding sections.

As indicated above, most criteria depend on and interact with the fulfilment of other
criteria. For example, providing “intelligence” through appropriate analysis crucially rests
on the assumption that sufficient high quality data are available for analysis and analysts
are equipped with appropriate skills and resources to makes sense of them. Likewise,
devising actionable steps from overarching objectives is unlikely to lead to success if the
stakeholders that are involved in implementing the plan are or cannot be held responsible
for following them and if objectives are in conflict with other policies and arrangements.
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Table 3.1 Summary of assessment criteria and criteria groups

Theme Criteria

Vision Alignment of planning goals with health system goals
Comprehensiveness of the planning approach

Planning horizon

Governance Clear responsibilities and lines of accountability
Appropriate sanctions and incentives
Balanced stakeholder involvement and commitment

Consistency of strategic and operational planning approaches

Intelligence Availability of high quality data
Availability of appropriate analytical tools
Availability of adequate analytical and administrative capacity

Continuous monitoring and evaluation

While the association between criteria is intuitively obvious and supported by the planning
experience in four countries (see appendices), it is not possible, on the basis of our analysis,
to verify the potential links and interdependencies of criteria towards the development of a
“map” that outlines the relative strengths and hierarchy of relationships; formal testing
would require further testing and analysis, using a wider range of countries and
experiences.

We recognise that the set of criteria identified here does not consider the potential impact
of factors that are external to the healthcare planning process, such as the economic
context, developments in international migration of healthcare professionals or the impact
of demographic change on the labour market as outlined in Chapter 2. These are likely to
influence both the demand and supply side of healthcare and thus are likely to affect
planning. However, the relevance of these for the planning process will vary for different
system contexts, yet one of the key principles of the assessment framework guiding our
work is that it should be applicable in diverse political, economic, social and health
contexts. Therefore, while the identification of macro-factors is important, the evaluation
of their precise relationship to and impact on the planning process, in the form of a
consistent set of criteria for assessing healthcare planning, warrants further investigation,
requiring a larger set of countries to be studied, which however lies outside the work
presented in this report.

The next chapter illustrates how the framework can aid an assessment of healthcare
planning in a selected number of countries.
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ciarer 4 Assessing international approaches to
healthcare planning

The aim of this chapter is twofold: (1) to provide supporting evidence for the assessment
framework developed in Chapter 3 (i.e. validation) and (2) to illustrate the framework with
examples from selected countries (i.e. demonstration). We here focus on the components
of healthcare planning in four countries; a detailed overview of planning in each of the four
countries included here, including references, is provided in the appendices.

In our discussion of the findings we follow the structure of the assessment framework
described in Chapter 3, followed by a short summary of key observations.

Vision

Alignment of planning goals with health system goals

Each of the four countries analysed in this report employs some form of explicit goal
setting in line with overarching health system goals to inform planning. However, the
scope and level of specificity of goals guiding planning varies among countries, reflecting
the overall approach to healthcare planning, its comprehensiveness and the tools employed.

For example, in Germany the overarching goal for the hospital sector is defined by the
federal Hospital Financing Act of 1972, which stipulates that each federal state (Land) has
to ensure that hospital care meets the needs of the population at affordable cost while
respecting provider plurality and securing the financial sustainability of all hospitals
included in a regional hospital plan, so setting the context for planning of hospital care. In
contrast, the goals of planning for ambulatory care are less well defined; however, the
regional distribution of ambulatory care physicians has to meet certain stipulations
regarding nationally defined quotas of practising physicians. While these quotas aim to set
limits for supply, the link to an overarching goal (e.g. to ensure an adequate supply of
ambulatory care doctors to meet the health needs of the population) is not made explicit. It
is also not clear how quotas which are based on historic figures are expected to meet future
demand.

Austria and Ontario both set planning goals at the national and provincial levels,
respectively. These goals serve as guidance for actors as well as for the development of
operational plans. For example, the overarching goal of the 2008 Austrian national
healthcare plan is:

21
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To secure responsive, high quality, effective, efficient, and equal healthcare provision in all
regions regarding all relevant areas of health and social care. (OBIG, 2008: 1)

The cross-sectoral national goal is further specified according to healthcare sectors covered
by the plan: inpatient care, outpatient care, rehabilitation and the interface to long-term
care.

In Ontario, the Ministry of Health and Long-Term Care is established as the system
steward responsible for defining the overall strategic framework for provincial planning,
aimed at improving the overall health of Ontarians.

In New Zealand, the approach of healthcare planning through district health boards is
currently under review, with efforts under way to change the decision-making structure in
planning (e.g. through the creation of a central National Health Board) with the aim to
prepare for major health service reconfiguration. While the government did set health
system goals, it was recognised that decision making at district level was less effective in
achieving these goals, especially in relation to major health systems change.

Explicit goal setting appears to be an indispensable part of healthcare planning according
to our case studies as they are part of planning in each country. Goals are typically
formulated in general terms implying that actors broadly support them. However, their
general nature, frequently referring to overarching objectives such as ensuring high quality
services that are affordable and equitable, and the means by which these objectives will be
arrived at through planning, differs. Thus in both Austria and Germany healthcare
planning is viewed as a means to control and possibly reduce supply while Ontario and
New Zealand are facing the opposite challenge.

Comprehensiveness of the planning approach

Functional areas

In Austria, Ontario and New Zealand, one of the most characteristic policy changes in
recent years appears to be their move towards a more integrated approach to planning of
different functional areas of healthcare such as ambulatory or primary care and hospital or
secondary care. The extent to which this move has been successfully translated into
practice varies however. Thus while in Germany an integrated approach to planning of
ambulatory and hospital care is seen as desirable consensus on how this should be done in
practice has not yet been reached. Apart from some innovative projects on integrated care
(Integrierte Versorgung), for which the government provided a framework enabling health
insurance funds to designate financial resources for selective contracting between 2004 and
2009, planning of these two sectors has remained separate.

Austria has moved towards planning health services in a more integrated fashion following
the 2005 health reform. In its second instalment, the 2008 Austrian national healthcare
plan covers inpatient care, outpatient care, rehabilitation® and the interface to long-term
care. Key informants in Austria highlighted this characteristic of this approach to planning
as one of its key strengths. The “integrated” plan provides a framework for healthcare plans
developed and implemented at the regional (Land) level. Integrated planning is however

# Presented as a document that is separate from the national healthcare plan.
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not fully implemented because of the lack of sufficient data on services provided in the
outpatient care sector, among other things. Thus, for the time being, the integrated plan
contains a detailed service provision plan for the acute inpatient sector while planning of
care provided by office-based doctors outside hospital has so far been restricted to an
assessment of the status quo only, i.e. a description of the current levels of service
provision.

In Ontario, 14 local health integration networks (LHINs) are responsible for the
development of integrated health service plans for their specific geographical area according
to locally defined priorities and in line with provincial priorities, covering hospitals,
community-care access centres, home care, long-term care and mental health.

In New Zealand, current thinking indicates a move from a previously distinct approach to
planning different inputs into healthcare production to a more integrated approach that
combines healthcare planning models with the planning of capital for facilities and
information technology, and workforce planning. The new approach also aims to integrate
planning for primary, secondary, tertiary and community care.

Geographical areas
Key informants in all four countries indicated that geographical and administrative
divisions are a key challenge in planning.

Regional planning approaches in federal systems of Germany, Austria and Canada mean
that geographical coverage of planning is highly fragmented. In Germany, regional
planning of ambulatory care is complicated by the fact that neither the central nor regional
governments are in charge of regulating the regional and local distribution of physicians’
practices. Instead, the self-regulating bodies, in this case the association of social health
insurance physicians, have been given the responsibility to guarantee the availability of
services provided by office-based doctors outside hospital to all those publicly insured in all
areas.

In Canada, provinces and territories are largely independent in planning and organising
healthcare, and we here examined Ontario only. However, regional planning is influenced
by national and supra-national developments, for example, in relation to workforce
migration. Planning for underprovided rural and remote areas is also seen as a continuous

challenge.

These challenges are also echoed in New Zealand and, to a certain extent, in Germany and
Austria. For example, while New Zealand has an administratively less fragmented
healthcare system, planning at district level was considered to be insufficiently integrated
with regional or national objectives and inter-district coordination was weak. Therefore,
New Zealand is currently planning to centralise some of the planning functions from
district to national level. Similarly, Austria has also begun to plan for larger geographical
units. This is however constrained by the constitutionally guaranteed autonomy of Linder
(states).

Planning horizon
Countries reviewed here use different time horizons for healthcare planning. New Zealand
is currently moving to expand the timeframe from five to ten years to twenty years for
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long-term strategic plans, reflecting concerns about the time required to prepare for future
healthcare needs through health service configuration. However, the approach will also
involve short-term planning, such as annual district plans.

Similarly, Ontario employs a variety of time horizons for different types of plans and
healthcare sectors. Typically, the provincial Ministry of Health develops long-term
scenarios over a ten- to twenty-year time period with local health integration networks
developing three-year plans that set out local priorities for their region while consistent
with the overall provincial strategy.

n contrast, in Germany an ustria the emphasis seems to be on shorter-term time
I trast G y and Austria th ph to b horter-t t
frames. For example, the hospital plan of the German Land of North-Rhine Westphalia,
devised for a period of ten years and setting the overall direction, has been updated in two-
year intervals, and there is an intention to move to a shorter planning horizon of three
years to allow for more frequent updates of detailed quantitative plans (e.g. using bed
numbers to define hospital capacity).

In Austria, planning at the federal level is carried out biannually and Léinder also develop
their planning documents every two years. The 2009 Rehabilitation Plan employs the two-
year time horizon while also providing plans for 2015 and 2020. This shorter time horizon
is generally to accommodate changes in for example technology and/or service
configuration.

In this context it is noteworthy that planning for contingencies, for example for
emergencies such as pandemic influenza, does not feature greatly in either Austria or
Germany as a component of healthcare planning. Relevant provisions are made separately.
This reflects the fact that health systems that are characterised by a certain degree of
overcapacity in certain areas such as hospital care are unlikely to see a need to plan
specifically for eventualities that require supply in excess of the usual capacity.

In Ontario and New Zealand, in contrast, flexibility in planning to accommodate the
unforeseen may be more important as health authorities strive to square healthcare needs
with existing budgets and resources, including a persistent shortage of healthcare
personnel, thus increasing the vulnerability of the system to unplanned excess demand.
However, case studies were not conclusive with regard to approaches to accounting for
flexibility in planning.

Governance

Clear responsibilities and lines of accountability

In countries reviewed here, responsibilities for the implementation of plans are typically
clearly assigned. Countries have a clear hierarchy and division of labour over who is
responsible for providing input into planning, devising plans and implementation.

In Austria and Germany, responsibilities for planning are set out in the relevant legislation.
For example, in Germany, Linder are the key responsible actors in planning of hospital
care. In the federal state of North-Rhine Westphalia, Germany, the government has
delegated the implementation of the plan to lower tier authorities (such as district
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governments) and, eventually, hospitals and regional associations of statutory health
insurance funds. In Austria, the federal government is responsible for national framework
planning while Land governments and social partners are responsible for developing their
respective detailed plans and for implementation.

In Canada, provinces and territories have a similarly decisive role, with Ontario delegating
many of the planning functions to regional bodies, the local health integration networks
(LHINs), and the respective responsibilities are set out in accountability agreements.

In New Zealand, under current regulation, district health boards are required to seek
approval for district health plans from the National Ministry of Health and have to operate
within a framework of accountability set by the national government. The ministry can
replace board executives if it finds a board under-performing.

Appropriate sanctions and incentives

The evidence gathered through country case studies does not permit clear conclusions as to
the use of sanctions and incentives, which are often devised separately from planning, in
relation to implementation.

Implementation appears to be easier to enforce in healthcare systems in which planning is
linked to resource allocation, such as in Ontario and New Zealand. Thus, because
planning is directly related to funding, lower level authorities and/or providers are likely to
be made accountable for the way they spend resources and have to demonstrate that they
contributed to achieving the objectives set by the centre. In New Zealand, district health
boards are required to report regularly on progress towards achieving the targets and
objectives set by the government. Likewise, in Ontario, planning is linked to performance
management.

In Germany, effective implementation relies on legislation and administrative rules. Here,
litigation can play a decisive role for individuals or organisations to enforce their objections
against plans. In Austria, the implementation of healthcare plans greatly depends on the
Linder that are responsible for implementation and enforcement of the plan, and for a
large proportion of funding. Although there is a possibility to impose sanctions on those
Linder that do not implement the plan, these have not been applied in practice.

Administrative and legal rules are less relevant for the planning context in Ontario and
New Zealand where, as noted above, strong reliance is placed on performance management
and accountability frameworks.

Balanced stakeholder involvement and commitment
Approaches to involving stakeholders in planning processes and to securing commitment
differ greatly across countries.

In Germany, hospital planning involves a wide range of actors, with legislation requiring
Linder governments to involve all relevant stakeholders, including associations
representing the various tiers of the administrative system at local, district and regional
level and representatives of regional associations of hospitals, the regional associations of
statutory social health insurance funds, the regional association of social health insurance
physicians, the Physicians’ Chamber and representatives of private health insurers. In the
case of the Land North-Rhine Westphalia, 21 actors are involved in planning, and they are
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represented on a planning committee. However, despite the large number of actors
involved and the largely consensual way of decision making, the role of the final arbiter
remains with the government of the Land.

Similar to Germany, healthcare planning in Austria is rooted in consensual decision
making. This is exemplified by the Federal Health Commission, which is formed by
representatives of the federal government, social insurance institutions, the Ldnder and
local authorities, hospitals, patients and the Austrian Physicians’ Chamber. The consensual
approach to planning, and health system governance more generally, has however meant
that fundamental changes to the healthcare system are unlikely; instead, change so far has
been mainly incremental.

The creation of local health integration networks (LHINs) in Ontario was at least partly
intended to give a stronger voice to stakeholders, especially patients, in healthcare
planning. Changes to planning in New Zealand are expected to emphasise the role of
clinical networks and local communities in determining the future configuration of health
services.

Consistency of strategic and operational planning approaches

All four countries studied here translate strategic goals into operational objectives although
these are represented in different ways. Thus countries differ in relation to the type of
objectives used, the interdependence of objectives at different levels, and how the
translation of overarching goals into specific objectives was arrived at. Types of objectives
are defined according to the tiers of the healthcare system (e.g. national, regional),
functional areas and time horizons.

Approaches examined here can be seen to be organised on a spectrum defined by the level
of detail and specificity of national or regional guidance. At the one end of the spectrum,
national documents (or in the case of Ontario regional documents) determine the
overarching strategy so providing regional or local planners with an overall direction for
regional or local decision making that takes account of regional and local need. For
example, the Ontario Ministry of Health and Long-term Care sets out the goals and
principles for the LHINS, which are responsible for devising local health service integration
plans, within specific geographical areas. Thus, LHINs have considerable discretion in
adjusting provincial goals to local priorities. However, lack of a published overarching
provincial strategy has meant that service plans developed by LHINs had to be (re-
)adjusted to meet priorities subsequently set at provincial level.

In New Zealand, the government currently sets broad objectives and targets that have to be
met by district health boards. The planning hierarchy is thus directly aligned to
frameworks that ensure accountability of lower level planning bodies. This approach
appears to be more common in countries in which planning is linked to resource
allocation.

At the other end of the spectrum, the national document sets specific and often
quantitative goals, directly determining the objectives for actors. In Austria, for example,
the structural healthcare plan at national level both outlines the healthcare goals for the
entire system and defines detailed service volumes for acute inpatient care for each region.
As Liénder are expected to translate the national plan into a regional plan there appears to
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be little freedom in the ability to deviate from the national plan and to set Land-specific
priorities.

Planning in Germany occupies a form of middle ground as it relates to planning of the
hospital sector. Planning at Lénder level is broadly informed by national legislation.
However, within this framework, Linder governments, in consultation with regional
stakeholders, have substantial decision-making space. Linder in turn can decide whether
they give local actors more scope for decision making. In North-Rhine Westphalia, for
example, planning of hospital services is expected to become less detailed in certain areas,
so providing a higher degree of freedom for local decision making, based on negotiations of
regional associations of sickness funds and individual hospitals. In the ambulatory care
sector strategic objectives such as ensuring an adequate distribution of ambulatory
physicians are only weakly linked to operational objectives (i.e. physician quotas), which
are derived from historic data only.

Intelligence

Availability of high quality data

All countries engage in some form of routine data collection on healthcare supply (e.g. the
number of hospitals), availability of human resources (e.g. number of doctors and nurses)
and utilisation while aiming at improving breadth and depth of data collection. However,
the nature and scope of data available to inform planning varies among countries.

In Germany, hospital planning largely relies on routinely collected hospital data, such as
the number of doctors and hospital beds available. In the ambulatory care sector, quotas
are set for the maximum number of office-based doctors based on historic supply, implying
some monitoring of the number of ambulatory physicians per area. However, population
health data do not feed into the planning process and are not collected for this purpose.

Planning in Austria draws on a range of indicators and data although at present these
pertain to the hospital sector only. Thus, the national healthcare plan can draw on detailed
data on service volumes in the acute inpatient sector while planning of outpatient care
provided by office-based doctors outside hospital has so far had to rely on data of supply
only. However, data harmonisation and aggregation is being carried out in order to obtain
a national database for outpatient care supply and demand.

In New Zealand, district health boards are required to collect demographic and
epidemiological data to assess the health needs of the population resident in their area.
While the approach of data collection was well established, there was evidence that health
needs assessments were underused to inform the organisation of healthcare provision.

In Ontario, planning tools rest on data pertaining to financing, number of consultations,
the evidence available on clinical outcomes, and inputs (e.g. the number of beds, doctors
and nurses).
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Availability of appropriate analytical tools

Countries use a wide range of analytical tools with approaches constantly evolving and
larger revisions currently under way, yet the level of sophistication of analytical tools varies
considerably among countries.

In Germany, hospital planning mainly relies on bed numbers (e.g. using the Hill-Burton
Formula in North-Rhine Westphalia). In the ambulatory care sector, quotas are set for the
maximum number of office-based doctors, based on historic supply. As noted above, these
approaches do not take changes of population healthcare needs into account (the Hill-
Burton Formula includes bed occupancy, indicating changes in utilisation only). More
complex analytical tools, such as the mapping of geographical distances of a given
population to doctors’ offices, are currently being developed. However, it is unclear how
these approaches will be used to inform the planning process.

Austria uses a range of planning tools, supported by a set of indicators and data although,
as noted above, at present these pertain to the hospital sector only. Techniques have moved
from bed numbers to service volumes. Here, one of the main perceived challenges is to
develop a sound methodology to link the assessment of healthcare needs with the
appropriate level of supply.

Similar to Austria, Ontario has moved from planning bed numbers per hospital and office-
based general practitioners per given area towards planning for service volumes. Current
planning approaches vary among sectors according to the needs of the planning problem.

In New Zealand, a new generation of analytical tools is currently being developed. Plans
involve the development of analytical tools in support of a strategy for major service
configuration, involving the development of new care models to shift care from the
hospital to the community. A role delineation model is used to align new models of service
provision with facilities, health personnel and other services required. Current work also
involves the development of more sophisticated modelling of future healthcare needs.

Analytical tools to assess population healthcare needs and future scenarios of supply and
demand rely on a range of reliable, good quality data. Country case studies indicate that
the use of healthcare needs assessments is only likely to be successful if supported by
information and the political will to use results to inform planning, provided of course that
high quality data are available to permit such assessments to be undertaken in the first
place.

Availability of adequate analytical and administrative capacity

The extent to which administrative capacity for healthcare planning can be considered
“adequate” is difficult to assess for the countries under review. Based on findings from the
literature and perceptions of key informants, it is reasonable to assume that analytical
capacity and administrative support systems are reasonably well established in Germany,
Austria and Ontario. However, to enable firm conclusions supporting this assertion to be
drawn would require detailed assessment of staff and resource time set aside by countries to
support the planning process. Such detailed analysis was beyond the remit of this research.

In the case of New Zealand, experience suggests that some smaller district health boards
are facing capacity constraints which can put strategic planning at risk, although it was also
stated that district health boards had made substantial progress in undertaking analysis and
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applying planning tools. Engagement with local communities, patients and clinicians also
involves a substantial amount of administration, which needs to be sufficiently resourced if
it is to be effective.

Continuous monitoring and evaluation

While, as noted above, countries studied here collect routine data on a range of variables
relevant to planning, the extent to which these are used for systematic monitoring varies
among countries, as does the nature and specificity of data collected for this purpose.
Countries also differ in the extent to which these data are analysed and used to inform and
refine planning. However, the exact differences of systems have yet to be explored.

In North-Rhine Westphalia, Germany, the Land Ministry of Health routinely reviews data
on hospital utilisation to identify oversupply and undersupply. The ministry also relies on
information from stakeholders to flag up problems in service provision. However, these
problems reflect stakeholders’ interests and the degree to which they can be judged to
provide an objective assessment of a given problem is debatable.

In Austria, the federal government, health insurance associations and professional self-
governing bodies collect data on healthcare provision regularly. Some of these datasets are
used in the biannual updates of the national plan.

In New Zealand, continuous monitoring is a key component of district health boards’
reporting obligations to the national government.

Summary

This chapter aimed to provide supporting evidence for our framework for assessing
healthcare planning in a range of countries. In the space available, it was only possible to
provide “snapshots” of whether and how different systems are addressing the various
components considered to be conducive to effective planning and operationalised by the
set of criteria developed here. Given the complexity and diversity of health systems, any
attempt to analyse governance functions such as healthcare planning in a comparative
manner by disaggregating them into key defining components will inevitably have to
remain limited because of the many interdependencies of different components, and their
relationship with the wider governance framework within and outside the health system,
the nature and scope of which is likely to differ among countries. While detailed county
reports which we provide in the appendices to this report shed further light on the
complexity of these relationships, it is equally clear that further work is required that
explores other system contexts, in particular those where planning does not feature as a key
governance function (as for example in the Netherlands). However, at the same time the
evidence collated here provides a useful starting point to begin to unpack some of these
complex relationships.

Table 4.1 provides a summary of our findings of potential links and associations between
effective planning and the assessment criteria as stipulated in Chapter 3 and further
explored in the preceding sections. The summary is informed by the descriptive evidence
presented in earlier sections and the country reports presented in the appendices. It
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highlights that the assessment criteria identified here cannot be interpreted in isolation and

that the nature of their relationship differs among countries. A key observation is that

countries reviewed here have only begun working towards several of the assessment criteria

identified here and therefore provide limited insight into whether the approaches taken

indeed enhance the effectiveness of healthcare planning in a given setting.

Table 4.1 Summary of findings

Vision

Alignment of planning
goals with health
system goals

Explicit goal setting appears to be an indispensable part of healthcare planning
according to our case studies as they are part of planning in each country. The
scope and level of specificity of goals guiding planning varies among countries.
This reflects the overall approach to healthcare planning, its comprehensiveness
and the tools employed.

Setting planning goals explicitly and in line with health system goals is likely to
contribute to effective healthcare planning by providing a platform for actors to
discuss and negotiate. However, goals are typically formulated in general terms
implying that actors broadly support them. While systems might strive for similar
overarching goals, the means by which these are being arrived at through
healthcare planning differ.

Comprehensiveness of
planning approach

Healthcare planning is expected to be more effective where a whole system
perspective is taken. While Austria, Ontario (Canada) and New Zealand have
begun moving towards a more integrated approach to planning of different
functional areas of healthcare, in Germany such an approach is still to be put into
practice.

Administrative and geographical divisions pose a key challenge to planning in all
four countries, with geographical coverage of planning highly fragmented in federal
systems (Austria, Germany, Ontario. Austria and New Zealand are moving towards
centralising some planning functions as a means to enhance coordination among
regions.

Planning horizon

There is no single optimal length and combination of planning time horizons
emerging from our research. Our findings seem to suggest that strategic planning
over the long term may be more common in those systems where the government
allocates funding so providing a road map for the overall direction of the system
(Ontario, New Zealand). Austria and Germany tend to employ shorter time
horizons with planning documents, while spanning a longer time frame frequently
updated to account for changes in service provision.

Flexibility of planning to accommodate unexpected events and/or emergencies
seems to be more prominent in systems with limited excess capacity (Ontario, New
Zealand) while those with levels of overcapacity in certain areas are less likely to
view contingency planning as a necessary component of healthcare planning
(Austria, Germany).
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Table 4.1 Summary of findings (continued)

Governance

Clear responsibilities and
lines of accountability

Assigning clear responsibilities to actors in line with set goals and objectives is
expected to be conducive to effective planning and all countries reviewed here
have systems in place that clearly assign responsibilities for the implementation on
plans. In Austria and Germany, responsibilities are set out by legislation. Ontario
and New Zealand operate on the basis of accountability frameworks that set out
the responsibilities of regional or local actors vis-a-vis the provincial or central
government. However, assigning responsibilities is only an intermediary step
towards effective implementation.

Appropriate sanctions and
incentives

Assuring that plans are put into practice will depend on relevant incentives and
sanctions. From the evidence of four countries presented here it seems likely that
aligning resource allocation with planning is one effective way to make healthcare
plans influence actor behaviour (Ontario and New Zealand). Both Ontario and New
Zealand rely on performance management and accountability frameworks to
ensure implementation of plans. Such mechanisms appear to be less easily
applicable in systems where legislation and regulation is used as the main means
to guide implementation and responsibilities explicitly devolved and/or delegated
from central government to a range of actors (Austria, Germany).

Balanced stakeholder
involvement and
commitment

Integrating stakeholders into planning and obtaining their support for
implementation can be seen as a key to implementation and so constituting a
concern in all countries under review. All four countries seek to involve a wide
range of actors with formalised involvement pursued by those with a tradition of
consensual decision making (Austria, Germany). These tend to rely on organised
interests while the involvement of citizens or local communities does not appear to
feature greatly. The optimal balance of stakeholders to be involved remains difficult
to ascertain; involvement of a wide range of interests may lead to incremental
change.

Consistency of strategic
and operational planning
approaches

The translation of overarching goals into operational objectives is an important
element of healthcare planning. However, the degree to which this is accomplished
will be defined by a given healthcare context and the needs of that system.
Countries differ in relation to the type of objectives used, the interdependence of
objectives at different levels, and how the translation of overarching goals into
specific objectives was arrived at.

In line with our observations on the planning horizon, defining an 