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abstract

Ear lier work has criticised the deminant tendencies in operational
rescarch confributions to health services planning es characterised by
optimisation, data hunger, depoliticisation, hierarchy and inflexibility.

paper describes a study which attempted to avoid some at least of these
pitfalls. Ti T 0] »s to construct a plarning system for a regional
health council in Ontario, Canada which would take account of the possible
alternative future states of the health care system's environment, and would
z2im to keep opticns for future development open. The planning system
devised is cdescribed in the paper. It is based on robustness analysis, vhich
evaluates alternative initial action sets in terms of the useful flexibility
they preserve. Other features include the explicit incorporation of
pressures for change genevated outside the health care system, and a
satisficing approsch to the identification of both initial action sets and
Zlterrative future configurations of the health care system. It was found
possible to borrow and ‘radically re-use'! techiniques or formulations from
“the mainstream of O.R. contributions. Thus the 'reference projection’

method was used to identify insdequacies in performance which future health

‘cere system configurations must repair. And DELPHI analysis, normally 2
eneracing ccnsensus, was used in conjunction with cluster
aﬁélysis of responses to generate meaningfully different alternative
futures.
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1. INfﬁODUCTlQE

Robustness analysis’ provides a method for stratcgic rlanning aimed at
the preservation of potentially fruitful future decision options. It does
so by treating planning as a sequential decision-making process, and
analyses possible initial action sets in terms of their compatibility with
attainable system configurations at the planning horizon which appear likely
on present information to perform satisfactorily over a range of anticipated
system environments. Initial action sets are preferred, other things being
equal, which keep open a larger number of these future decision options, and
so maintain a wider span of strategic flexibility. The approach may be
appropriate where there is a high level of uncertainty about future
environmental conditions, about the decisions to be made by related agencies
which will affect the future performance of the system, or about how
alternative system configurations or performance will be evaluated in the
future.2 Tt has been described as offering "a language for contiauing
strategic choice"” (Rosenhead 1980).

In this paper we report a case study of the application of robustness
analysis, indeed of an extended robustness methodology, to the regional
planning of health services. It has been suggested clsewhere by one of the
éuthors (Rosenhead 1978) that the traditional methodology of operational
research when applied to problems of health services planning has the

following, often inappropriate characteristics:

IRobustness analysis is described in more detail in Rosenhead et al. (1972),
and in Rosenhead (1980).

2These categories of uncertainty are drawn from Friend and Jessop (1969).
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"(1) Problems are formulated in terms of single objectives, or several
objeciives are transfocwed info a singlie objective, Thig

objective is there to be "optimised".

(2) tiodels are developed which depend on the wholesale quantification
of aspects of the social world. This can lead to problems of
distertion, or of implausible demends on datz availability or
credibility.

(3) Project definition and execution are devoid of political content,
reinfcrcing the ”scientisacion” of political debate. Where
conflicting objectives are recognised, they are speedily
"resolved",

(4) Problems are formulated as if there were =z single decision-maker,
with recommended actions to be deduced rationally from his or her
objectives.,

(5) Problems are formulated as static, in the sense that they are to
be solved in toto at one point in time. Attempts are made to
abolish vhe uvncertainty in the problem environment, rather than
accept it as a defining characteristic."

To avoid these features, it was proposed, planners should prize

approaches with the converse qualities; that is, methods which
"(1) make reduced demands on data;

(2) reject optimisation in favour of coordination;

(3) accept ncertainty and try to keep options open;

(&) are not restricted to hierarchical deduction, but facilitate
participation;

(5) do not attempt a technocratic abolition of politics."
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In this paper we znalyse the extent to which it was possible to realise
these aspirations in the work carried out for and by the Ottawa~Carleton

Regional District Health Council.
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The work whicli we describe in Scctions 3 and 4 below was carried out

over a period of approximately 18 months from December 1977 to the summer

During this period, the present authors were retained by the

Ottawa-Carleton Regional District Health Council to advise on the
develowment of a strategic planning methodology for health sc;vices
planning within the Ottawa—Carleion metropolitan region. During the
course of the work, the authors made three visits to Ottawa, spending
approximately two months with the Health Council's planning team. In
addition the work involved preparation of two major wocking papers
intended to provide detailed documentation of the methodology

developed (Best and Rosenhcad 1978ab). Much of the present paper is based
on tucse two unpublished documents. In the remainder of this section, we

rovide an overview of the organisational and planning context within
&

work occurred.

In Canada, much of the responsibility for the public regulation and
provision of health services is vested in the provincial governments.
Indeed, as a result of the introduction of national health insurance
legislation in 1974/75, each of the provincial governments has introduced
a variety of legislative and other policy mechanisms to administer the

national insurance scheme as well as to influence the provision of health

It is worth stressing, however, that the great majority of

activity relating to this latter objective is concerned with monitoring,
and attempting to control, expenditure on services. Until very recently,

there has been practically no attempt to plan and coordinate




systemat ically the regioual development of health services in a way which
would be familiar, for example, to planners working within the British
National Health Service.

In so far as progress has been made in developing more systematic
approaches to health services planning, it is perhaps fair to say that the
province of Ontario has gone further than most of the other provinces. As
a part of this initative, the Ontario provincial government introduced
legislation in 1975 to provide funds to.establish District Health
Councils. The legislation provided for 22 Councils covering regions
within the province which vary in population from-as little as 20,000, to
more than 500,000. Each District Health Council (DHC) is an advisory body
in a position to make direct recommendations to the Provincial Ministry of
Health, but without the authority to implement policy. The primary

responsibility of DHC's is to recommend to the Hinister "actions which in

o

the Council's viewe are required to maintein integrated and comprehensive

+-

health services within their communities”.(2> Despite the absence of
executive zuthority, DHC's are expected to adopt policiles and "... given
that the Ministry of Health will heed advice and provided that the advice
offered is well-judged and viewed as responsible, Councils can exercise a
great deal of power' (O-CRDHC 1979).

The Ottawa—Carleton Regional District Health Council (Q—CRDHC) was
the first to be established in Ontario, Inaddition it is among the largest,
having responsibility for oversceing the health care of a community of
more than 600,000. Like all DHC's, Ottawa-Carleton consists of an

Executive Council made up of volunteers within the community who are

t
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full-time staff fipanced by funds from il Provincial

Ministry of Health as well as the Regional Municipality. 1In terms of
operational responsibilities, the Executive Council's role "... can be
seen as a combiunaticn of cocrdinating the actious of health services users

and providers in the

unity, guiding thoce actions within provincial
and regional policy, informing the community of health services strengths
and weaknesses, and where appropriate, initiating action itself to “fill
gaps"” in health services or to avoid duplication and wastage of health
care resources' (0-CRDAC 1979). The primary role of the full-time staff
is to provide the Executive Council with that information and professional
advice deemed necessary to support the decision-taking and policy
functions.

Because the Ottawa-Carleton DHC was the first to be established, its
role was bLroadened tc include a 'demonstration’, path-breaking, function.
Specifically, additiounal funds of aﬁproximately 100,000 were provided to
support a prcfessional planning team. This teanm's responsibility was to
undertake a two year plamning programme intended "... to belp neet
[Council’s ultimate] responeibility to plan for the availability of
intégrated, coamprehensive health services in the region' (0-CRDHC 1979).
In the first instance, the objectives of the planning programme were seen

as:

to develecp a strategy for planning health services over the long
ternm (the strategy will couwprise guidelines, procedures and
policies which will assist and inform Council in its decision—

making;




- (o employ ihe strategic guidelines, procedurcs and policies to
produce operational plans (operational plans will establislh short
and mediun-tecm actions to strengihen and improve delivery of
health services);

— to assist iu the coocdination of local health and social services
plauning;

- to gain experience on behalf of other district health councils in
the organization and conduct of health services planning; and

- to begin @ program to assist the continuous monitoring and
evaluation of the health care organization in Ottawa—Car leton"
(0-CRDHC 1979).

As these objectives imply, the initial coneeption of the planning

progr A

reflected the not inconsiderable body of insight and experience
possessed by thie team recruited to iwplement jit. 1Indeed, to provide a
cleaver iwmpressios of this aspect of the background to our own study, it
is useful to cite a key passage from one of the carly working papers
prepared by the 0-CRUNC planning team:
"lhese objectives [i.e. those above] demonstrate Health Council's
view thiat the Planning Program is only the beginning of a continuing
planning process. As such, although the work is designed and
budgeted over a specific time frame, planning which is beginning now
will mot end with the termination of the formal study program.
Health services planning is not a "once-and-for-all' approach which
ends with the production of a “plan" in the traditional sense.

This concern for continuity and the objective of developing strategic




guidelines for decision-making point Lo an approach in which
operational planning it scen @s a process which is repeated at
frequent intervals. ‘This does not mean that the type of

under taken

comprehensive and inteunsive study such as that bei
during the two—year Planning Program is required at frequent
intervals. The essence of the approach, however, is that by under-
taking incremental changes to the health care system and then
assessing the impacts of these changes within strategic guidelines,
Council will learn more about how to develop a patteru of health care
delivery which will respond to the needs of éhe communifye.

Health Council has adopted an approach which recognizes that
unpredictablie social and economic changes will effect health care.
Planning work will have to allow fov uncer tainty and koep open
options for future action. In keeping with this view, the
Jonger—term strategic plan will attempt tc guide and inform future
decisions rather than specify precisely timed actions. At the same
time, Council does not intend to allow urgent problems to be
neglected or to await completion of the two years of initial
planning. From the start, Council's Planning Team will document
findings as they are made, in order to provide updated information
which can assist ... Council in its decision—taking. Firm
recommendations will cmerge as planning proceeds and will not be
delayed until the end of the formal program" (O-CKDHC 1978).

This view of health services planning is, of course, in good

agreement with that of the present authors (see Roscenhead (1578,1980),
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alrcady summarised in Section 1. 1t goes without sayinmg that we were

indeed very fortunate

such a context.

to be invited to make our own contribution within
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In this secticn we turn to a deseription of the overall structure of
the planning methodology developed during the course of the study. As
should be clear ffoh the foregoing; the Ottawa-Carleton planning tecam were
aware of the need to develop a long-term strategic planning fr emeworl: to
assist in policy formulation and to provide a context for short-term
decisions, as well as the need for operational plans specifying the resource
implications of short-term decisions. This distinction, of course, closely
parallels that between the strategic and operational planaing cycles
characteristic of the present approach to planning within the British
National Health Service (D.H.S.S. 1976). The way in which this distinction
was made operational in the Ottawva-Carleton context is however important to
an understanding of how Lhe general robustunese methodology was adapted to
the needs and respeonsibilities of the DHC.

Stratcgic planning in Ottawa-Carleton was defined as™... the on-going
measurement and asszssment of the exzisting and cmerging performance of
health services in Ottawa-Carleton. In other words, ... identifying problem
areas before they become problems ... [and] ... recommending directions in
which the development of health services may occcur'. By contrast,
opérational planning was intended to provide guidance for more pressing
issues. The principal preducts of operational planning were seen to be
twofold: "... first, recommendations for specific sets of actions which ...
[can] ... be initiated by Council ... and, secondly, guidelines by which
council can respond to [external] actions in an intelligent and flexible
way" (O-CKDHC 1979). Accordingly, the activities of operational planning
were undertaken with reference to a 3 year 'implementation' horizon, while

strategic planning focussed on a mere distant 13 year (i.e. 3 + 10) planning
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horizon.

The need to adopt both a longer and shorter term perspective on policy
and planning issues is, of course, characteristic of many organisations both
within and outsidc.Lhc health care sector. The policy mandate and
cousequent planning-relatced responsibilities of the O-CRDHC preved, however,
to have important implications for the way in which these two perspectives
could be realised in the form of a planning methodology. Specifically, the
planning responsibilities cf the DHC were such that the altermative
methodology summarised above was developed and enhanced in ways that we
believe provide a vivid dewonstration of its value and, indeed, its
superiority when contrasted with prevailing orthodoxy.

To be as clear as possible about this point, it is useful to examine
the roule of the DHC in further detazil. Because DHC's lack executive
autheority, they ave not in a strong position either to initiate direct iﬂ
change or to act as prime movers in bringing about the lieplementation of

planniug proposals. Rather, cne of their primary responsibilities is to

'react' to pressures or proposals for change originating elscwhere within
the region. For example, a DHC might act so as to bring the grievances cf a
community or consumer group to the attention of the provincial Ministry of
Héalth. Equally, a DHC might well react to a health care provider's proposal
to expand services by endorsing or dissenting from the proposal and making
its reasons known both to the proposer and to the community and the Ministry
of Health. Thus, an important responsibility of a DHC is to respond
intelligently and publicly to proposals for short-term changes in the health
care system. At the sasme time, however, it has only an indirect and very
limited ability to influence which changes may be proposed or where they |

originate from.
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In addition to this rolc, DUC's are also charged with a strategic

N . - -l N B " " v»",-I-AI'\. ~ ._1,_
responsibility requiring a loager—term perspective ou ithe evolution or tne

health care system. Specifically, the provincial Minictry of Health
regards DHC's as primary agents for influencing the evolving 'trajectory' of
health services at & regional level. That is to say, DHC's are expected to
act so as to encourage the coordinated and integrated development of health
services; so as to discourage duplication and waste; so as to ensure that
'gaps' within the health system are identified and acted upon, and so on.
Thus, DHC's are charged with the responsibility of locking forward to a time
when the regional delivery of lhealth services will be improved, so as to
provide a context for the short term policies they adopt and the decisions
they reach.

Again, this duel role of attempting to react to short tetvm presgures
for change while tvying to steer the system as a whole in a broead, stretegic
direction, is one that many organistions confront. As will become clearer
as we proceed, however, the tension between these two roles in the context
of the O-CRDHC presented a number of methodological challenges aptly sulted
to the key features of the alternative methoedelogy. In particular, tvo
points are wortli stressing. First, because of the absence of executive
auﬁhcrity snd the consequent inability directly to control or influence
shor t-term proposals for change to the system, the DHC was obliged to
evaluate such proposals not in the context of a ‘'master' plan or grand
development strategy, but simply as more or less disjointed and incremental
changes to the exisiing system. One basis on which such an evaluation can
be made, of course, is simply some judgement about how such changes will
influence the performance of the existing system. And as we shall sce, this

critecion was incerporated in the methodology finally adopted.
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A sccond and equally important criterion however would reflect an
assessment of how - in the agpregate — a series of such changes is likely to
affact the evolution of the system in the longer-term. That is to say, the
strategic view of such a series of incremental changes would be one
emphasising their total impact on the system at a future data -- will they
lead to a more coordinated system? a system with fewer gaps in services?

a system responsive to changes in the demographic structure of the
population and so on? And yet as has already been pointed out, the DHC had
very little power directly to influence the future form of the health care
system. The alternative then, was to discharge their strategic function not

with respect

of which, or

Thus, thne situakison prevailing in Ottawa-Carleto
> =]

the present study exhibited two of the key characteristics to which the
alternative strategy is a response. On thez one hand, there was a need to
take immediate decisions in response to nressing problems and in on attempt
to improve the existing situation; on the other, there was a need tec take
these decisioas in such a way that desirable future options would be

preserved. The methodology developed reflects this, in that it emphasises

17¢ is worth emphasizing that while, in the case of DHC's, the absence of
executive authority highlights the tension between, and the difficulty of
reconciling, the short term and long term planning recles, the same kind of
problem confronts almost any organization which plans. Thus, few — if any
- organisations can effectively prescribe all those changes that are made
in the system over which they have nominal control. Equally, few
organisations have the power to influence significantly the future
conditions within which the system will evolve, Yet traditional approaches
to planning frequently seem to be premised on the assumption that both
these omripotent powers are readily available to almost any crganisation
which chooses to plan.
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on the oas hand, 'candidate' short-term changes which are evaluated with

per formance characteristics; and on the

reapect te the system's existing
other, the robustn;ss of these same ocutcomes in the light of alternative
future cenfigurations of the system and the performance of these
configurations if subjected to alternative future cuvironments.

The overall structure of the methodology is summarised in Figure 1.
The ecssential features of the approach can be explained most clearly in
terms of the three horizontal planning streams: 'policies and standards",
"demand and performance", and "futures". These three systems reflect the
nultiple emphasis of the DHC's planning programme. Thus, comprehensive
health planning was seen to be conducted within the context of Provincial
and Regiéndl Government policy, and as a response to community views

to

L)

(policies and standards streem). The intent ¢f plouning was seen a
coordinate and provide directicn for the deplovment of local health carc
resovrzes (demand end performance). And it was recognized that planning on
the basis of future predictions which may not come truz, could easily result
in an inefficlent, inflexible and inappropriate alloca
resources (futures).

As ig implilied, the policies and standards stream is concerned with the
formulation of planning policies and the identification of dimensions of
pe:forﬁance to which these policies relate (e.g. policies on approriate
levels of service provision; on acceptable thresholds of accessibility, and
so on). This stream begins with inputs on the comparative performance of
Cttawa-Carleton's health care system (box 3) and on local presures for
modification to that system (box 2). In addition, it calls for explicit
policy statements on desired objectives for the system (box 1). These

inputs are then used to derive a set of "minimally acceptable" performance
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standards (box 16) which are cne of the koy elements in the cevaluation ef
perfornance inadequacies (box 17) and alterunative courses of planaing action
(bex 19).  The specific output of this stream {(box 21) is a set of policy
guidelines intended to aid the DHC in responding to initiatives proposed by
other agencies, institutions or groups which have sowe mandate for or
concern with health services in the region.

The principal fccus of the demand and performance stream is on

describing the existing and 'impending' health care system (boxes 7, 8 and

12) and translating this into statements of 'impending' performance

inadequacies (box 17). (The impending system consists of the existing

configuration of health care resources (box 7) supplemented by imminent
rodifications (box 8) which will cccur before the implementation horizon -

iceo the system that will exist in 3 years time.) The emphesic in this

vooaveilability, and locations of health
2 P

1 Il

care resources to both the effective and estimated latent dewmand for health
services (boxes 4; 5 and 13). Date on these attributes are then employed to
forecast the dmpending perforaance of the system (box 16) and, together with

N

$s actions which may be taken

©

inputs frem other streams, to generzte and ass
to modify the system (boxes 19 and 20). The principal output of this stream
is a ehort-list of possible and variously desirable planning initiatives or
actions which the DiC may wish to promote.

The futures stream is largely concerned with generating that
inforwation required for the DHC to develop a longer—tern, strategic
perspective while, at the same time, not tying their policies and initatives
to a single vicion (or set of predictions) of the future. This stream
condenses various environmental uncertainties (boxes 6 and 14) into a set of

digcrete, representative and variously probable future states of the

-~
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e
(

Chy/



socio~cconcmic environment within which the health care system wmay operate
(box 18). Alternztive courses of planning action ave then assessed within
the context of posaible future system configuvations, as these would be
likely to perforia under each of the representative future environments.
Short—term planning actions which improve impending rer formance, and
contribute to anticipated satisfactory performance of a large nuaber of
confipurations under many futures, are defined as 'robust'. Decausc,
nowever, changes in the environment of the health care system may have a
significant impact on health, an output of this stream of work is a set of
proposals which the DHC wmay promote for consideration by bodies in 2
position to influence enviroamental Factoers (e.g. muanicipal providers of
social services; local houcing suthorities, erc.).

Bafore procecding to a more detzlied descriptior of the wmethodology, it

i)

is dmportant to stress that Figure 1 represents an idealisved’

those planniiy azti gecurred in Cttawa-COsrleton. That
is to say, while Figure 1 provides whai ve bLeliev
accurate picture of the planning met the

DHC, it inevitably presents an overly simplc vension cf the activities
actually undertaken in attempting to implement that methodology. The
captions within each box, for cxample, represent reasvazbly discrete tasks
within the overall framework. They provide, however, few insights into the
nature of the activities which were actually carried out in execution of
each task. Equally, the lines connecting different boxes denote only the
principal interdependencies between tasks. By contrest, the actual work
carried out did not unfold in the relatively tidy left~te-right manner of
the disgram nor, in practice, were many planning activities confined to a

single box.
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opcrations involving quantitative mteasures of perforuwance, clear statement
of policy intent so‘on, the reality was rather different. To illustrate
with an examplc, box 2 centains the caption, "Tdentify pressures for change
to the health care system''. The objective ium this case was to galn certain
insights intc what various groups in the community, key individual or
agencies, and service providers, felt to be inadequacies in the delivery of
nealth services. The major activity at this stage involved a survey of over
300 agencies and groups within the region who had some mandate for, or
interest in, the delivery of health services.

Arising out of this survey were a wealth of proposals many of which
the DHC eventuslly endorsed. In addition, however, the survey gave rise to
a number of (not fornally sclicited) suggestions on what weuld be acceptable
performance standards (box 10), and on whet health-relaved trends and

developments within the region were wost significent (box €). Many cf those

sugrestions were adopted cnd, indeed, where 'hard' data or measurements were

lacking, such inforiral but inforwed judgements were utilised as

alternatives. DlMoreover, as is ‘on 4 belov, we believe this
to be a strength rather than a weakness of the approach.

In order to provide a clearer and more detaﬁled undecstanding of the
work, it is us=ful tc conclude this section by looking more closely at two
ceutral aspects of the methodclogy. The first of these is taken from the
uppermost stream in Figure 1, and focusses on box 16 - the identification cf
minimally acceptable standards of performance. Broadly speaking, the
objective here was to identify a number of dimensions or in some cases
'metrics', of perfermance which could be used in two ways. First, to help

d
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identify strengths and weaknesses in the existing delivery of health

services (box 7); and sccendly, to contribute to of the

per formence merits of proposed changes in the delivery of health services
(box 19).

The rationale for focussing attention on minimally acceptably
per formance baselines rather than, for example, optimal levels of
performance, is critical to an understanding of the overall approach. Thus,

it was not the purpose of the DHC to attempl to specify, and then work

toward achieving, an imel configuration of health services delivery - a

task which as we have already pointed out, would require control over all
changes made to the system, perfect or near—perfect knowledge of the future,
and so on. Rathey, the objective wvas to admit into the analysis a
relutively levge nuamber of proposed changes, and then tc ask whether these
would have rhe effect of bringing system periormence up to ninimally
accaptable standards snd/er of improving on performencs which was already
acceptable. This, of course, was not the onily criterion for judging
proposed changes . Perfuommance priorities as established by policy; resource
and cost constraints; and the robustness of such zctions were also
incorporated in the assessuent (box 20).

The identification of performance dimensions and the setting of
minimally acceptable standards imvolved a numScr of both formal and informal
inputs. As already wentioned, tha survey of health and heayth—related
agencies produced a nuaber of insights and proposals relevant to under-—
standing the dimensions along which the comuunity tended to judge
performance. additional informaticn was derived from provincial and
regicnal standards and guidelines were these existed; from comparisons with

the standards adopted elsewhere; aund, in a small number of cases, on the
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of 'expert' conscnsus.  Inputs from any or all of chese sources,
together with the community's pevceptions of ‘need', wore utiliced in

ing poerformance baselines.

establishing relevant dimensions
The performance dimensions finally adopted relatud to the quantity,
availability and accessibility of services. The quentity dimensicn
-eflected the rates of provision of diffcrent services acorss different
sub~groups of the regional population, while the availability and
accessibility dimenzions reflected both demographic data on the distribution
of the population as well as normative — oY judgemental — inforwaticn. The

indication of the range

availability dimension was intended to provide
of lLesalth services available to the regional population {e.g« preventative;

primary care; secondary Care; etc.), as well as on tne 'continuity' of

those sorvices (2.o. availuble on & vesideniial, mobile, ambulatocy, etc.

-
S

measurement along the quentity end availebility dimensions.

intended to raeflect the 'matceh' between the

eographic distribution the population and that of the varicus different

-

bealth services, ac ‘well as the relationship of different services to the

rezional pattern of public transport.

The second example is taken from the futures stresm and focusses on the
way in which altermative pictures of the future were developed (boxzes 14 and
18) and intecgrated into the analysis. As has already been pointed cut, a
defining characteristic of the robustness approach ia its emphasis cn the
interaction between present decisions which are the focus of short-tern
planning, and desirable strategic {development) options which are central to

O

long-term planning. Obviously, actions which are expedient today can,
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Excerpt from:

EXHIEIT 2,20: TOTAL 1978 RESOURCE PROVISIONW

1978 RESCYRCE VRGVISIONM

CAREZ
SETTING

INFANT & CUILD

GLRONTOLOGY

MENTAL HEALTH

PHYS1CAL ILLRLSS

TOTAL RESOURCE
PROVISION

Kesidential
Nun~Iostitutional
and

Residential
Inscitutional

Physlcian Visits
(600; §/1000)

Physician Visits®
(2,400; 69/1600)

Physician Vistts

4,900; 9/1000

Nursing Visits
(330; 3/1G600)

Nursing Visits®
(3,000; 75/1000)

Bursing Visits
{(29; 1/6790)

Nucs.uyg Visits

(90; 1/59C0)

Nursing Visits

8,380; 15/1000

Allied Health
Visics
(4005 3/1000)

Allied Healeh®
Visits

(300; 6/1650)

Allied Ucalth
Viaits

(220; z/1000)

Allled UHealtrh
Visics

Allied Healch
Visits

1,200; 2/i000

Home Help Visits
(200; 2/1009)

Home Hlalp Visies®
(3,200; 40/1000}

liome Hulp Visits

Rome Help Visits

Home Help Visics

4,200; 8/1000

Meal Visivs®
(5,700; 14C/10G03

5,700; 140/1000
elderly

Telephone Visits
(600; 5/10040)

. . a
Telephone Visits

(1,600; 40/1000)

Telephone Visits

(200, 2/1000)

ne Vislte

Tel
14
{

epho
4,200; 8/1000)

5,900; .1/1000

Public Health
Visits

Public Health®
Visits

(1,800; &6/1000)

Public dealth
Visits
(i,700; 13/10C0}

Public Health
Visits
(4C0; 1/1300)

Public healch
Visics

€/1000

a. provision ratio based on 1978 pon-institationslizec elderly resident populacion: 39,600.

Parenthesized figures:

a: O-CRDHAC (1979)

(tocral quantity; ratic of provisiocn to cuza sector populacion).
q pop

monthly zverages, estimates ara roundad Lo neucest hundred.

Quantities of visits are given as
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commnltment of resources,
beneifictal in the longor—tern.
Structural changes to the health care system may result from social,
political, demographic or cconcmic events in the future, and although it is
impossible to predict whiich such events will occur, it is possible to
investigate different long-term configurations of the system which might
prove advantangecus should particular patterns of these events cowe to pass.
In these circumstances it is possible to pose questions such as: 'ow does
this short—-terin acticn help to meet current objectives i such and such
future conditicns occur?" or "Does this aztion retain flexibility by
a mwore viable solution across a broader renge of future
occurences?”, ete.

i

cnvircnment the healith care systeom will evolve., The
conseguEne 0% each of these Ffuture states for the performance of the

existing (J.e.

impending') eystem can then be examined to identify possible

in Tl o —tar tretesi oy
A the system. Leng-term stretegic responsces

to these inadeguacies (in terms of wmodifications to the quantity,
availabZlity or location of services), can theun be devised. Alternative
fueture confipgurations of the health care system then consist of the existing
system as treansformed by different combinations.of these long-term strategic
modifications.

Finally, the futures and future configurations are employed
together (box 20) to assess the longer—term merits of different short-term
courses of action. A course of action which could provide a coherent

element of a variety of future configurations periorming well across the

ge of identified futures thereby preserves potentially important future
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developnent options. The 'robustuness' of the course of actlon is a measure
of how well this is achlicved.

Clearly, a key iuput to this kind of analysis is the identifiction of a
set of vepresentative and not iamprobable future states of the health care
envivonment. For this purpose, the activities représented by box 6 in
Figure 1 were the starting point. The identification of "environmental
trends" involved a fairly broad trawl though possible scurces of information

as to likely future developments within the Ottawa-Carleton Region, Eastern

Ontario and in the province of Oatario as a whole. For some factors — fon
example, population and economic uncertainties — simple trend extrapolation

using official stetistics provided useful information.

joi)

However, trend extrapolation is an area fraught with pitfalls, and even
s become notoriously unrelisble beyond a seven

to

{In Otteawa—Carletcn the stretezpic planning
horizon was 13 ysars ahead.) In an attempt to devalop a wmore satisfactory

arleton planning teaw enployed a modified form of the

approcch, the

Delphi technigue (D-CRLHC 1978b).

Delphi is ea iterative techniqﬁe devised to overcome reliance obn
individual intuitione about the future by enlisting the help of a panel of
informed people. The approach is typified by a succession of
questionnaices, or rounds, each constructed using the results of the
previous questionnaire to provide controlled feed back to the panel. The
nethod has been characterized as "organized brain-storming''. The purpose of
the Delphi technique, however, is to foster consensus about the future and
this was obviously not suitable for an exercise which aimed to identify

probable alternative future states.
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As a result, the Plapning Tean modified the standard techuique by

PR et e
submivilng the carly=round respenses to a Lourm or statistleas analvsis

called cluster analysis. Respondents vere grouped accovding to their

seneral prepensity to agree on survey change statements. A subsequent rcund

o
of the survey served to refine tha descriptions of alternative scenarios as

se alternative clusters

proposed by alternative clusters of respoudents. Th

formed the basis upen which the combinatorial analyses (box 14) were made.

In order to carry out the combinatorial analysis, it was
necessary to identify a manageablc number of reascnably discrete dimensions
along which social change might occur. Certain such dimensions were
obvious: for enasuwple, demogravhic ard economic change. Others were less
obvious. The five areas of change utilised in Round 1 of the survey were:

economics,

action;

Quce tne dimzogions were identified, the next task

changes to produce ccherent end consistent possible

&

s of the heslth-care envirouwent. Changes in a particuler

future sta

dimension may logicezlly or practically exclude or vequive changes in a range
of other dinznsions (e.g. a "stringency spending” future is ualikely to be
compatible with a whole range of developments, which, however desirable,
would be costly). Preducing credible sceaarios of alternative futures
involved the exercise of judgement with the planning team relying on the
Survey for expert opinion.

The third activity (box 18) in the "future" stream was to select from
among the considereble nurber of feasible future scenarios a more limited
nunber of ccenarios to render the subsequent analysis tractable. These are

representative futures, each standing in for a range of futurcs: they are
+

not improbable they were selected to be meaningfully different, and they
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were selected for their degree of relevance to the outcome of decisions

likely to be cenfrented Ly DHC during planning. Four representative futures

were identified, Within each future, the impending health care system was
ed

subgectyto analysis and evaluation.

The analysis of a future began with an overall study of its distinctive

jaN

tendencies and some of its significant characteristics. Those factors in a
future environmevt which could have an impact on the impending health care
system were identified, and particular attention was paid to demand and
supply factors whicl could provide a quantitative basis for judgement. For
example, demographic tendencies were identified and population projections
were assicned to localities vithin the region. Many of the changes which
arose from the survey results eucompassed the myriad of issues which have a

sicaif{icant bot guantitatively immceasuvable effect on health and on health

euphaic on prevention, changes in the occupabional status of wonen,

shifting political influocnces among health p and nore effective
(] o
treatments disasses. These ave facterse vhese precise impacte on

the health care svstem arc not Lnown and certainly ere not measurable ove. a

long term. Nonetheless, these changes were also identified in each

future in order to provide a more complete view of the conditions — both
quantitative and additional - which do and will affect the evoluticn oL
hiealth care.

The configuration of the impending health care system was projected
onto the significant changes in the future. 1f, for example, there werc
currently an inadequancy with respect to a particulav health care service,

then future changes could often be seen to either exacerbate ov relieve this

inadequacy. If, as another example, current uscs of a particular service or
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health professional were expected to change, then pressure for the

B P . T R T P e | el o e Ty o
gevelupment of alturnative servites could be expected. This procedure

allowed for an evaluative consideration of the perforuwance of the health
care system in light of possible future conditions. In addition, sup»ly

Factors which were identified in the first stage of the analysis, were used

to generate the budgetary parameters within which the futue health carc

system would opevate.

The last stase of the procedure brought together the description of the

©

performance of the iupending health care system (box 19), DUC policies
(boxes 9 and 16) and budgetary censtraints to generate long-tern strategies

nodifying the existing system in response to the different set of future

{or

conditions. TFor example, all of the future configurations developed in this

to, on the onz hand, a DHC policy on

to the elderly and, on the other, future inadequacies

in the care for the elderly which avise within 81l of the projected [utures.
vay in which this respousc was

ctain other characteristics

wot common to all futures — e.g. the likely level of provincial
intervention in the Gerontology secteor, the strengthening or otherwige of

non-iastitutionalised care delivery ete.

Altogether, the futures survey involved app cely 200 respondénts
in threes rounds c¢f questionning with the clustering into representative
groups occurring after round 1. Tables 2-5 present a more detailed picture
of this phase of the work. Im particulaer, Table 2 providns an illustrstion
of the form of questionnaire used; Table 3 includes a typical example of how
the responses to the questionnaire were clustered following round 1; Table 4
gives an illustration of sowe of the ways in which the four 'final' furures
differed, and Table 5 provides an illustration of how the different future
states were used in the construction of alternative future system
configuraticons.
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ry by Croup (A, B, C, D, E, ¥ and G) - Round 3

is thas Jitelinagr that Wnat de the Titeliheod that Wiai is the 1ikelikood that
will occur thic change will accur ithie change will occur
& and 19837 between 1984 ard 12887 between 1989 and 19982

v certain

€25 The proportion of the government dollar spent on health manpower education will increase

12 3 4 5 7 Vo2 3 4 5 6 7 1.2 3 4 5 § 7
¢ E A ¢ A B C A
G B ¢ d B
c £ EF
F F 6
6

Cz6 There will te a decvease in the proportion of the health dollar sperit on services rendered
bty private practioners

1 2 3 & 5 6 7 1 2 3 4 5 6§ 7 1 2. 3 & 5 6 7
E A B C A EDA
c D B I
D £ F C
F o F
G ¢
627 Le e decrzese in the proporticn of the health dollar spent on acute care

1z 3 & 5 € 7 12 3 & 5 6 7 12 3 & 5 7
LB e BUA €
C B Foc
D £ g
£ 3
F 6
8

023 There wil) be a decrcese in the proportion of the healih cdollar spent on technological

rescarch
12 3 4 5 & 7 1 2 3 4 5 6 7 1. 2 3 & 5 6 7

F B A ' E AD DA

cC © F B B

£ 6 ¢ o

G £

F

G

029 There will be an increase in the proportion of the health dollar spent on ambulatory care
1 2 3 4 5 ¢ 7 1 2 3 & 6 7 1 2 3 4 7

D

m>

5 5 6
B B A
c Foc
D 6 €
F

4

oMM oO o

020 There will be an incresse in the proportion of the health dollar spent on home care

V2 3 4. 5 6 7 1 2 3 4 5 6 7 1.2 3 4. 5 6 7
B DA B A d B A
C C £ Foc
E D oF G E
T G
6
Table 2
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Aycerpt from Figure 4 The Differences between Group Responscs

et st s .
iiUEJ[CT GROUP A GROUP 3 GROUP GROUP D {éROUP 3 GROUP F 1 GROUP G
Hesl L REETRIR TV L. a winimum L.oa miniwan L. & uininum L.oa mininum L. 3 minimum L. a minimum
,edl‘“ ) arge will not be | charge will Le charge i) not be 13 charoe will not be | charge will be charge will be
‘?Z“rifgj inposed on inposed on users iPosed on users D308 an usSers impoced on -users imposed on users imposed on uscrs
on

Poticy and

Legisietion

1
1

!

L. CGSEs to user
%111 not be hased
on ability to pay
qovit action will
Timil patirent
choice

L. DHC's will ve
given control
aver health
wnending
S.oequalization

; nts will pe
ror health
cére in depressed
regiens

health funds winl
be allucated on
the hasis or
reocional privcity-
satiing

Logov't will
réequlate the
Graphic distri-
bution of #D'¢

G

L. costs to u
will be based
ability o pay

Timit patient
choice

er
on

L. costs to user
will ne based on
edbility to pay

L. costs to user
will not be based
on ability to pay
acv't action will
not limit patient
choice

L. costs to user
will not be based
on ability to pay
qov't control will
limit patient
choice

L. costs to user
will not be basad
on ebility to pay
gov't control will
Timit patient
choice

L.ouic's will
given control
over health

Spendis

S. equalizatio
payments will
for heelt
carc in depres
ions

made

nealtn funds w
be alloceted 0
the basis of

buticn of MD's

be

n
be
n
sed

in health 1und
n be allocated ¢n
the basis of

regional priority- fonal criority-
setiing setling
there wiltl not
be increase
Jitferences between
drban and Uy
pattcrns of
L.ogov'cwill
cegulate tnz
geographic distri-

L. OHC e will not
be given control
over neaith
spending

Lh e
not be all
an the bonis of
regicnal pricrity-
setting

L. DHC's will not
be given control
ever health
spending
5. equalization
payments will not
Le mace for health
care in depressed
regions

health fards will
bz aliocated on

the basis of
regional priority-
setting

there will be
increased
differences between
urban and rural
satierns of care

cov 't will not
ceguelate the

cecarapnic distri-
bution of MD's

L. DHC's wil) not
be given control
over health
spending

health funds will
be ailocated on

the basic of
regicnal priority-
setting

there will be
increased
Gifferences between
urban and rural
patteirns of care

Source: O0-CRDHC (]978b)

Table 3



chrecory |1 |z | 3 | 4

113 R

elative to the total population the proportion ! gpyivon,
of people paying taxes will decline ' ) yes yes {yes

- c¢iscard

115 1n real dollar terms the cost of health will tnviron. ‘
increase supply yes | yes | yes | yes i

116 Pressure for growth from within the health

X . : Enviror
services sector will decrease tron.

. ) no|{ no{ not| no
discard

117 Provincial government will be unable to control Environ.

(a3

the cost of health care supply no | yest n¢
118 Health care services will increasingly be Climate

subject to government scrutiny Tor efficacy variable !yes |yes i yes ! yes

end efficiency . - |

119 The provincial government eleq
statutory power to professienal bocie

no no ne 1o

120 The ap of funds to ail community Candidate
AP I cayusroc :1 Aot mypma A iy andiaatc rog \/E
health services will be determined by regional action yes | yes! no
priority-setting o
_ 121 Employmant in the health sector will increa- Environ. ves ves
. . . . 2>
{ singly be recog.ized as factor which influences | supply .
regional economy
122 Collective bargaining between government and Environ. yes | ves | yes | yes
health professionals will drive up the cost of supply 7
health care
123 Ambulatory and non-institutional services Climate yes | yes | yes| yes

will prove less costly than institutional variable
services :

124  Government health insurance plans will not be Enviren,

n
no | nol yes
expanded gemand y

125 The public will willingly pay more money for

health services Climate

. no 0| yes | no
varizble neqy '

s 2 e st T o e T x—gmL_-.qd, A

Source: 0-CRDYHC 703
510 (3e793
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Excerpt from

EXHIBIT 3.2:  COVPARATIVE ORDERS GF MAGNITUDE CF RESOURCE PROVISION IN ALTERWATE FUTURES

oo
(=
<S
THPERDIRG
CARE SETTING (RINCIPLE RESOURCE | FOVISION | CONFIGURATION 1 CONFIGURATION 2-3  CONFIGURATION 2-b  CORFIGURATION 3 CONFICURAT:ON 4
ANt ATARY N Prysician visits/
ki LOW- month 128,200 118,000 154,600 104,600 , 146,000 147,200
SETTING Allicd health
1 visits/month - 40,000 35,000 35,000 - 37,000
E:I) Other health
visits/ronth 27,400 32,000 30,600 30,000 32,000 32,000

i - - —

Public health .

visits/month 17,000 26,000 16,600 16,600 16,500 20,400
Paediatric Day
Centre Places 2,100 2,800 2,100 2,100 2,000 2,560
Acult Day Centre
Places 18 200 136 130 130 140
Psychiatric DayC
Centre Places 2,227 3,300 3,000 3,000 3,000 3,0C0

c. Includes psycho-pazdiatric day centre, social adaptation, addiction, werk activity for the mental health sector, psychiatric self-help, and
addiction seif-heip places.

Scurce: O-CRDIC (1979)

Table 5
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4. ELEARKRTS OF AN ALTERNATIVE METHODOLOGY

The general shajp

e of the plamning system devised for the

Ottawa—Czrleton Repional District Health Council has been outlined in the
previous section. lere we will try to identify and analyse in wore detail
certain elements of this system which exhibit characteristics of the

'alternative methodology' summarised in Section 1.

(a) Acceptance of uncertainty and maintenance of options

The importance of this diumension in the work for O-CRHDC can be
demonstrated at a number of levels.

At the level of abstraction it can be shown that the method adopted for
planning (summarised in TFigure 1) is in broad outline the same as that
proposed eclisewhere (Rosenhead 1880) as a methodology for robustness
analysis. (This eavrlier descripticn has in fact been modified and Iurthen

parziculer situation of the

Liealth services planning.)
1, is centrally concerned with
uncers tainty, and the
Ottawa-Carleton approach is inforwed by the same purpose. A more detailed
comparison of the two methods is given in the Appendix.

At the level of aspiration, we may quote the first seatence in the
fipal report of the O-CRDUC Planning Program: "This is not a plan".
The report constitutes not a master plan but a strategic evaluation. 'The
complexities of the health care system, imperfect knowledge of its
operation, and uncertainties about future conditions require a planning
approach which manages short-term rescurce commitment while retaining
long-term flexibility". The intention is '"to produce short—term operational

plans which kecp options open for long-term development" (O-CRDHC 1979).

CUOVAAFE




- 34 -

At the level of practice, the way in which options for future decisions
werce maintained has already been indicated in Section 3. The essence lay in
the identification of possible action scts and of possible future health
care system configurations. The action sets were than‘analysed>in terme of
their compatibility with a range of system configurations which, taken
together, provide satisfactory performance across the identified alternative
future environments. In this way those action sets which left open
opportunities for subseguent sdaptation to wmeet a variety of as yet
uncertain future events and conditons could be indicated.
At the level of results, as described in Section 3, the Ottawa-Carleton .

Ilanning

pe)

Program was able to identify four alternative future environnments
for the health care system, and five possible configurations for the system
diffeveut developmental esuphases. "Bach of the
contigurctions would entail significant alteraticn Lo current asd impending

these changes are appropriately responsive only

igtics of the future within which they occur.

However, stuay of each of the five configurations shows that several broad

areas of developwent can be pursued over the medium~ to long-term with some
confidence that they will remain viable across the range of alternative

future enviromaents" (0-CRDUC 1979). The report then. specifies 13 specific "
areas in which at least limited development could proceed without
foreclosing options in such a way as to endanger system performance.

(b) Coordination rather than optimisation

There are those who claim that any method of assigning a scale-value
measure of desirebility to decision alternatives amounts to optimisation.
Indeed any act of chlioice, they say, confers on the selected alternative the

appelaticn 'optimal' since it was, in practice, preferred over its
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comzpetitors. Such is the cognitive dmpact of paradipmatic blinkers.
fny plausibility which thic sort of reductionism might have when
applied to the single activity of robustness analysis, is weakened when

viewed in the context of the coumplex of activities which constitute

robustness A crucial role is given to the identification of

rinimal and acceptable standards of performance — in the OCRDHC exzample,

standards of provision of health care services per head of population. The

method is therefore one based on 'satisficing', one of the possible
opposites of 'optimisation'. UWhile by definition there is only one ‘best’
way, there can in principle be a multitude of solutions which are

actory'. [Robustness analysis does indeed produce a ranking of
possible action sets in terms of their consistency with these satisfactory
sclutions — but as only one facter in the analysis of potential actions.
Thus one ovtput of robustness analysis in the Ottawa-Carleten methodology is

the zctivity 's

cture short-list of Hezlth Council initiatives'. (Mot

select most robust action for implementation'.) The implication is that

[

approach enchles decision—ma

j<%

about uncertainty and flexibility, but not that these are their only
CONCErns.

Thus we hold that it is reasonable to regard the yobustness approach as
‘non—optimising'. It still remains to demonstrate that it can
facillitate coordination.

Any optimising aﬁproach is encumbered with the need to consider all
possible couwbinations of decisions. This is generally only feasible where
analytic or algorithmic methods permit the discovery of the optimun without
explicit consideration of all alternatives. By contrast, what are sometimes

called "what if..." methods (such as simulation) concentrakte on drawing out
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the consequences of particular decisions of interest; the decisions to be
examined are a matter for judgewment rather than algorithm, as is the
comparative evaluation of the alternatives considered. "What if..." methods
operate by tracing the logical and practical connections between component
parts of the system under study. They are thus deeply concerned with the
interual coordination of that systenm.

The robustness methodology employs a version of the 'what ife..t
approach. It asks, and attempts to answer, questious of the form "what
actions might we usefully be able to take in the future, if we commit
ourselves now to this particular set of inmitial decisions". So, instead of
relating action to comsequential outcomes, it relates action to possible
sequential- actions. The method is thus essentially concerned with the
coordination of actions, particularly thosa which are separated in time.

The planning system devised for Ottawa-Carleton goes beyond such

implicit coordination of the actions of a single decisicn—making bedy, to
construct a format for the cocrdination ¢f actions of a variety of bodies,
linked together by their involvement in the local provision of hiealth
services. Two of the three end products of the robustness analysis itself
were of this type. One of these was the construction of possible guidelines
for response by the Regional District Health Council to proposed initiatives
from health services providers. This was necéssitated by the coordinating
role and limited executive authority of O-CRDUC - not uncommon among social
planning agencies, but rarely appreciated adequately in operational research
studies. The O.R. achievement on this aspect of planning problems is quite
limited (Stringer 1967; Friend et al. 1974).

The second element cf coordination was the attempt to affect the

‘future environment' to which the health care system would be subjected, in
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so far as clements of that future were controlled by other bodies whese
poricies wight be jinfivenced. Here agein, we found the mainstrcam G.R.

iam, with its assumption of a clear boundary between the system (which

is partislly controllable) and the environment (generator of random
disorder), unbkelpful. It proved to be, not a helpful conceptual structure
supporting constructive analyeis, but rather a mental shackle restricting

perception of the practical problen.

(¢) Xkeduced demands on data

The major requirement for data inputs arises in the "demand and
performance stream of the Ottawa-Carleton methodology, already described
in Section 3. There are a numnber of facets of this approach which reduce

the level of quantification and the total demand for data.

Tne approa

uses the identification of impending snd future

performance inadeguacies to generate, respectively, alternaiive action sets

for 1

“
3
+h

diate implesentation, and possible alternative future configurations
of the ‘ealth care system. This is a satisficing #zpproach and based on
resource inputs. The need for measures of the benefit of outputs, perhaps
involving sophisticated and speculative inference from past behaviour], is
avoided. Each resource is measured in its own units, with no requirement
for inter-resource trade-off values.

Another factor reducing the demands for hard data is the greater
reliance on subjective inputs. Thus impending performance inadequacies are
identified, not just by a mechanical comparison of resources and population,
but alsc as a result of comments obtained during the survey of health care

delivery agencies. The same source provided direct suggestions as to

las in the 'Balance of Care' or 'Inferred Worth' model - see, for example,
Gibbs (1978).
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possible components of initial action sets, as-did the exercise to discover
pressures for change in the wider cowmunity. The alternalive feasible and
adequate health care system configurations for any of the identified futures
are generated not By an automatic process, but by an interactive procedure.
In this the judgement of planners and Health Council members is applied to
the predicted inadequacies in performance, to provide alternative means of
meeting these inadequacies. In these and other ways the 'hard' and 'soft'
data are uscd to supplement and complement cach other. The application of
judgement reduces the need for collection of apparently objective but often
cubious quantitative inforuation. And, equally, the role of 'hard' data is
relegated, appropriately, to that of stimulating and supporting the
judgemental process.

(d) Facillitation of participation

It should be clear that a good deal of the evidence in the previous
section also supports the contention that the Ottawe-Carleten methodology
can facillitate participation. In so far as a reliance on a high
quantification, high technology approsch to decision analysis is the cause
of the exclusion of the mass of those affected from involvement in the
decision-making process, the substitution of a low-technology approach based
on the inter—-action of data and judgement can make the process more
transparent and accessible. To this extent, the methodology described in
this paper has the potential of making participation more widespread and
effective.

Another factor which inhibits public participation is the monolithic
nature of strategic plans, in witich the broad shape of the whole system
under study some ten to twenty years into the future is sketched out in

greater or less detail. UKspecially for those not practiced in the
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manipulation of abstract concepts it can be difficult to relate the future
to the current state, and so gain a sense of the significance of the changes
peropesed.  To the cxtent that this factor reduced participation, the
Ottawa—Carleton methodelogy has potential to facillitate it. Its
concentration on tie next step in decision-making (then explored in terms of
its compatibility with altermative futures) provides a concrete point of
reference — the possible marginal changes to a known and experienced systeme.

However there are other non~technical barriers impeding participation
in planning. YMost members of our society have a reasonable expectation that
their contribution to decision—making is unwelcome, or will be welcomed only
to be ignored. The experience of powerlessness outweighs the rhetoriec,

however sincere, of planners. Where real interests clash, the power ful do

not voluntarily cede their advantzge. Indeed, the ent structure of

e
representative democraczy, gad the claborate theories which justify it, rests
on a deliberate ewclusion of the mass from effective involvement in the
decision—aking process (Patenman 1970). It is not, perhaps, over cynical to
see the mathematization c¢f planning as having progressed in large part
because it reinforces this pre—existing exclusion.

We were able in the Ottawa—Carleton context to obtain agreement to the
‘pressures for change' exercise, itself a modest step towards participation.
The Regional District Health Council's openness to this proposal, as well
as to a more transparent methodology, is and was most welcome. It is,
however, worth noting the Council's status as a non-executive agency - a
coordinative body with influence but no powers of command. It is at least
possible that agencies whose decisions dispose of large resources and so

affect directly the interests of influential groups in society may find less

appeal in a greater openness which can facillitate public participation.
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(e) No abolition of politics

The methods of raticnal comprehensive planning (including operational
research) have contributed to what has been called '"the sublimation of
politics" (¥ay 1975), in which active debate between partisans i1s replaced
by the 'scientific' pronouncements of experts. Alternative methods alone
cannot revive politics - but they can assist the resuscitation, and in a
variety of ways. Jndeed it can be asserted that the aspects of the
alternative methodolegy already described in this section ecach contributes
in part to the enabling of political debate.

Howaver one further feature of the method developed for Ottawa—Carleton
which is particularly relevant to the repoliticisation of the planning
process is its handling of the identification of possible futures for the
environnent of the health care system. In the project description which

secured iunding for the pler rosramme (prior to our involvement in the

was made to the use of the "ielphi" technique for this

purpose. Delphi is & wethed "which seeks to induce opinion canvergence"

e

(Belmer 19C66), and so to gencrate couseasus among cxperts. Such an approach
would certainly have gone far to negate any other attempts made to avoid the
depoliticisation of planning, since politics is concerned with the interplay
of conflicting interests and opinions. A method which assumes or
manipulates a consensus thereby suppresses conflict which can thus express
itseli only outside the planning process.

The unwelcome techniques thus forced on us could fit easily within our
overall methodology only if it could be adapted so as to produce a unumber of
significantly different alternative futures - that is, to generate conflict

rather than consensus. This was achieved, as described earlier, by

subjecting the early respenses to cluster analysis in order to partition the
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pancl into sub—groups which were internally homogencous in the structure of
their expressed opinions, and externaily distinct. he consensus generating
procedures of Delphi wvere then performed separately within cach group, with
a view to producing a range of maximally divergent but internally cohesive
alternative futures.

This adaptation of a technique from the classical methodology is
perhaps a modest example of the potential for 'radical reuse' of existing
technology.l It cannot, of course, summon up conflicts whzre none exist, or
of itself activate political debate which may be held in check by other
forces., But it does at least indicate that the planning process itself has
soime potentiel for refashioning in such a way as not to constitute in itself

an obstacle to such debate.

! gnother example of 'radical reuse' is in the process (described in Section
3 above) by which the predicted inadequacies of performance should there be
no change in the health care system are used to generate possible future
system configurations. This procedure is similar to that of 'reference
projection' - see Ackoff (1976), also Ozbekhan (1977). But Ackoff performs
only one refercnce projection, and uses it largely to motivate members of
the organisation under study to accept the need for far-reaching changes.
As incorporated in the Ottawa-Carleton methodology, multiple projections
identify directions and magnitudes of changes which may be required.
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5. CONCLUSIOWNS

The work reported here is only a part of that carried out by the
0-CEDHC planning team. The account given is perforce a personal one, in
that our involvement in the work was necessarily selective and intermittent.
Indecd our final visit occurred some nine months before the end of the
project, and a great deal of the effort required to make accepted general
principles operational (with inevitable adaptations to particular
circumstances) was deployved during this final period. Mevertheless, a
reading of the final project report will confirm that the approach described

in this paper remained a major informing principle of the planning team's

In the present document we have had twin aims

- to demonstrate that an approach based on robustnmess analysis is by

no means incompatible with the demands of health services planning;

- and to illustrate the differences betwszen this (as an example of the

"alternative methodology') and the classical operational rescarch or
health planning approach too often adopted unguesticningly and
unnecessarily.

Our hope is that, to the extent that we hgve been successful in these
ains, this paper may encourage others to adopt a planning methodology which
2ims at the maintenance of flexibility under uncertainty, and serve to widen
somewhat the circle of those planners who subject their own activity to

critical scrutiny.
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APPENDIX

COHPARISON OF ROBUSTNESS AND OTTAWA-CARLETON METHODOLOGIES

The methodology employed at Ottawa-Carleton, and the earlier general
description of robustness methodology (Rosenhead 1980) can usefully be
conpared through their diagramatic representations - Figures 1 and 2
respectively.

The parallels are in many cases clear. Elements 7, 8 and 20 in the
Ottawa-Carleton methodology correspond respectively to elements 3, 4 and 12
in the robustness methcdology. In some cases a single element in the
robustness methodology has been expanded into its particular constituent
activities for the circumstances of Ottawa-Carleton. Thus element 5 of the
robustness diagram (system model) is replaced by items 4, 5 and 13 - a model
of the demand for health care services. Similarly Ottawa-Carleton
activities 6, 14 and 18 give a more detailed breakdown of the identification
of alternative multiple futures (box 6 of the robustness nethodology);
while the icdentification of measures and acceptable levels of performance
(element 7 in the robustness methodology) is factored down in the
Qttawa—Carleton methodology into a cluster of activities (nos. 1, 2, 3, 9,
10 and 16) involving policy formulation, community pressures and comparati?e
analysis.

There are also a nuamber of instructive cases where the parallelism
breaks down. Thus the identification of three different types of output
from robustness analysis (Ottawa—Carleton boxes 21, 22 and 23) was not
previously conceptualised and thus has no equivalent in the general
robustness methodology diagram. Also, although the Ottawa-Carleton diagram

does not indicate this, activity 2 (identification of pressures for change)
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