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ABSTRACT
Hospice administration is a new field of practice. It
has not yet developed its own research and education
foundations; consequently, the practitioners of the field
often do not have the professional knowledge needed for
current and continued hospice operation.
The goals for this research were to establish baseline
data on hospice organizations, to determine for the first
time the professional education status of hospice
administrators, to develop and validate a strategic planning
model for hospices, and to guide the development of higher
education courses related to strategic planning for allied
health professionals.
The research methodology for this project relied upon
descriptive and general systems research designs. An
Executive Director Planning Questionnaire containing
questions related to hospice demographic information,
administrator characteristics, education, needs and status,
and hospice planning modes was sent in 1993 to all 1,500
hospice chief executive officers. The Questionnaire also
asked these officers to validate two strategic planning
models for use in hospices.
This study provided a wide range of specific, new
information on the demographic characteristics of hospice
organizations such as founding dates, program types and
size, services offered, growth rates, certification status,
and ownership types. It provided, for the first time, a
comprehensive profile of the current hospice administrator
by describing such attributes as age, gender, ethnicity,
education status, and professional experience. It
determined certifications held, degrees earned, needs,
current enrollment in higher education coursework, interest
in planning courses, and advanced training in planning
courses. It reported the types of planning being practiced
••
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in 1993, time spent on strategic planning, types of
participants in the planning process, and the number of
hospices utilizing specific essential elements for strategic
planning. It determined the relationships among the
aforementioned variables; administrators' opinions of the
validity and utility of two strategic planning models; and
their assessment of a host of specific planning processes
associated with each model. It found that strategic
planning was not practiced by most administrators, that most
needed and wanted courses in strategic planning, and that
they considered the Roark Strategic Planning Star Model to
be a highly valid and useful model for their work.
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CHAPTER I
STATEMENT OF THE PROBLEM
"Without vision, the people perish."
Proverbs 29:18
Purpose
This research was undertaken to (a) provide baseline
data on the current status of strategic planning education
for chief executive officers of hospice organizations; (b)
guide the development of an education course on strategic
planning for hospice chief executive officers; (c) validate
the Hensley-Schoppmeyer Strategic Planning Model; and
(d) validate the Roark Strategic Planning Star Model for
health care organizations. The information gained in this
survey will be used to develop baseline data on hospice
organizations, determine the educational status of
administrators, determine the status of planning in the
hospice organization, validate a strategic planning model
for hospices and guide the development of a higher education
course related to strategic planning for allied health
professionals.
This investigator determined from hospice
administrators what their educational needs were and the
type of planning they were currently using in order to
provide baseline data for the continued monitoring of the
status of educational needs and opportunities and the status
of planning for hospice organizations. These baseline data
were organized in tables and are presented in Chapter IV.
The findings also are to be presented in an article or
monograph to be published by the National Hospice
Organization (NHO).
This researcher has transferred the planning technology
from other fields to the profession of hospice
administration, designed an interactive strategic planning
process, and developed a new model called the Roark
Strategic Planning Star in response to the unique needs and

mission of hospice organizations. The model should assist
health care professionals to plan cooperatively for mutual
development over the long term.
This research project determined the face validity of
the Roark Strategic Planning Star for use by hospice
administrators. The validation of a specific model
provides, for the first time, a planning model that is
acceptable to the members of the hospice profession. It
supplies the profession with a common framework for planning
and standard procedures for gathering information on
strategic planning.
This researcher intends to present the findings and
model to the National Hospice Organization for dissemination
at their national and regional health care professional
meetings.
Problem
The Overarching Higher Education Problem
of Training Hospice Administrators to
Plan Strategically
The critical problem that this study addresses is the
higher education needs of hospice administrators because a
significant number of the 1,500 hospice chief executive
officers of operational hospices have not been trained for
their current positions. Consequently, they do not have a
number of administrative skills which could be taught if
higher education programs were available.
Miller (1992), Zandbergen (1992), and Mahoney (1992)
have called to the attention of the health care community
the absence of higher education programs for hospice
administrators. Miller (1992) believes that higher
education programs do not exist because hospices are a
relatively recent innovation in the American health care
delivery system, and American colleges have not yet been
established health care administration courses specifically

for them. Mahoney (1992) has warned that hospice
administrators are not prepared to perform certain
administrative tasks that are critical to the development
and survival of their organizations. The NHO has recognized
the critical need for higher education courses and is
working with universities across the United States to
establish these (Miller, 1992). NHO is also providing an
extensive series of continuing education courses for their
members. Hospice administrators have been keenly interested
in attending NHO workshops on planning in the early 1990s as
they saw such knowledge as essential for the development of
their organizations. This researcher, in personal
interviews with chief executive officers of hospice
organizations (McCuistion, 1992; Casey, 1992), found that
NHO workshops have provided hospice administrators only with
information related to planning in general. Higher
education courses related to strategic planning, which is a
key element for further development of these new
organizations, have not been developed as yet.
The Problem of Rapid Organizational
Growth Without the Development of
Advanced Planning Skills in
Extant Higher Education
Programs
Hospice organizations, for the most part, are
community-based providers of home health services for
terminally ill patients (Brody and Peterson, 1988; Brand,
1988; Zandbergen, 1992; Casey, 1992). Most began as
volunteer organizations, funded by the community, which
provided services to all those needing services without
regard for their ability to pay (Magno, 1992). A more
detailed explanation of hospice services is found in
Appendix A.
Growth over time has generally been rapid for this new
health care delivery institution. Beginning in 1968 when

the first hospice in the United States was established at
Vernon, Connecticut, hospices have grown in number (NHO
Statistical Abstract, 1993). Figure 1.1 shows that local
communities established hospices steadily to meet the needs
of patients with very limited resources. In January, 1993,
there were 1,500 operational and 330 proposed hospice
organizations which were NHO members. Within the individual
hospice organization, overall growth in patient numbers has
been slow, but positive.
As programs grew internally from a few patients to
many, their staffs also grew from one or two members to
teams of professionals in the fields of nursing, social
work, and pastoral care. Their administrators often came
from founding nurses or social workers. Some of these
administrators attended seminars and took higher education
coursework to improve their competencies. Those who learned
the skills needed by effective managers made the changes
necessary to take advantage of new management techniques and
provided stability to the organization. Others, though
excellent with patient care and in handling day-to-day
operational matters, have not acquired the planning skills
necessary to lead the organization into the twenty-first
century (Miller, 1992). Consequently, they are not forming
the partnerships needed to position their organizations for
a leadership role in the changing health care delivery
environment (Zandbergen, 1992).
The 1,500 operational hospices in the United States are
quite varied in size and organization and are widely
distributed across the 50 states (Appendix B). Miller
(1992) noted, that although there is tremendous diversity
among these organizations, most have a pressing need for
better planning techniques, for most are private nonprofit,
nongovernmental organizations that rely heavily upon the

Figure 1.1

The Rapid Growth in the Number of Hospices in
the United States (Operational and Proposed).
Data were Obtained from NHO Special Reports.

generation of private funds to support their continued
operation. Zandbergen (1992) believes that, in general,
planning for service delivery and financing have been viewed
as peripheral problems by hospice administrators. She
believes that if hospices are to remain viable
organizations, they must find the proper planning strategies
to develop their organizations to meet community needs.
The Problem of the Lack of Conceptual
Models for the Hospice Field
of Practice
If hospices are to remain viable organizations and if
the discipline is to be successful, proper planning
strategies must be developed in order for these
organizations to meet community needs.
One of the major problems facing hospice chief
executive officers is the lack of a valid model to guide
their program development activities. This is complicated
because the status of planning in hospice organizations in
the United States is not known. Therefore, it is difficult
to design educational programs to meet the current needs of
hospice chief executive officers (Miller, 1992).
Several models and processes for strategic planning are
used in related fields such as health care administration,
public and nonprofit management, and education (Peters,
1979; Bryson, 1987; Hensley, 1992; Uhl, 1983; Kotler and
Murphy, 1991; Simerly, 1987). There is, however, no
accepted model for hospice planning. Although there have
been discussions with regard to planning at the annual
National Hospice Organization Management Convention in
Washington, D.C. for the past four years, this researcher
has found no strategic planning technical assistance studies
to determine the needs of hospice administrations for
strategic planning education. If a model is devised, it
would have great potential for assisting administrators in
understanding the strategic planning process.

The Problem of Distinguishing Strategic
Planning from Other Types of Planning
Miller (1992) indicated that, at this time, hospice
administrators do not have a management terminology that
will allow them to distinguish among the various types of
planning that are being conducted in the health care
enterprise. Yet, the definitions used to distinguish
different types of planning are vitally important for
planning in health-related fields. He believes that the
health delivery system has been evolving so rapidly that it
has not yet developed standards of management terminology.
Since the mid-1960s, when management by objectives (MBO) and
other types of management technology were introduced, the
process for planning has been dominated by internal
planning. Taylor and Sparks (1987) believe planners must
spend a great deal of time developing internal plans. They
believe a formal program of strategic planning, which
involves the various external partners and constituencies,
is necessary today if organizations are to develop
effectively and achieve mutual goals over the long term.
They describe strategic planning as the process of
sensitizing a business to the opportunities and threats in
the external environment, of determining what goals and
objectives are desirable and possible, and of deploying
resources to match these objectives.
Bryson (1991) describes strategic planning as "a
disciplined effort to produce fundamental decisions and
actions that shape what the organization is, what it does
and why it does it" (p. 5), but he and other strategic
planning experts provide no distinction among types of
planning.
Hensley and Schoppmeyer (Hensley, 1992) emphasize the
need for defining planning and distinguishing between the
types of planning. They suggest the following definitions.

Planning Defined
Planning is a detailed description of the future work
to be accomplished by an organization (Hensley, 1992).
Throughout this dissertation, the following definitions will
be used to distinguish three complementary types of
planning.
Types of Planning
Operational Planning: (Scope: Less than 1 year).
Operational planning is the day-to-day individual activity
of job-to-job planning. The administrator or department
manager thinks through and plans the means for achieving
sponsor objectives on a daily, weekly, and monthly basis
(Hensley, 1992).
Tactical Planning: (Scope: 1 to 5 years). Tactical
planning is often called long-range planning in which a plan
document may be developed. It is concerned with selecting
the means to accomplish specific sponsor objectives and
includes the development and execution of an annual budget
established by the board and/or administration. It is
concerned with policies, procedures and practices by which
organizational goals and departmental objectives are to be
accomplished (Hensley, 1992).
Strategic Planning: (Scope: Usually 5 or more years).
Strategic planning is the process of developing common
understanding of the future purposes of an organization and
its partners. It involves the major partners and
constituencies of the organization participating
cooperatively with the board, staff, and referring
physicians on a formal basis to develop and achieve mutual
goals over the long term. A plan document outlining
organizational goals and departmental objectives is usually
developed (Hensley, 1992).
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The Problem of Incorporating Strategic
Planning into Professional Development
for Hospice Administrators
This researcher observed that one of the principal
areas where skill is lacking among hospice directors is in
strategic planning. Management literature clearly defines
the need for strategic planning, but a review of hospice
literature reveals very limited information on strategic
planning. In a 1988 article in the American Journal of
Hospice Care, information on the efforts of North Central
Hospice, Vernon, Connecticut, to develop and implement a
planning process was provided. Brody and Pedersen (1988)
state that strategic planning was an appealing but somewhat
mysterious management exercise that no one seemed to know
much about.
In hospices, as in many other developing organizations,
concerns seem to be only for today, and plans usually seem
to be for the short term (Magno, 1992). Strategy issues,
such as changes in Medicare reimbursement, technological
advances, state and federal laws and regulations, physician
referral patterns and other issues related to the medical
environment within the community, are apparently not being
considered by hospice administrators and their partners
(Miller, 1992; Zandbergen, 1992). These issues affect the
progress of every hospice and in many instances determine
their survival; yet they had no provision for incorporating
strategic planning into their organizations' professional
development program (Miller, 1992).
In the late 1960s and early 1970s, larger health care
delivery organizations such as hospitals began to realize
and then focus on the need to plan. As a planning process
matured in larger organizations, some innovative leaders
recognized that the "long-range planning process" needed the
help of long-term commitment for further development, which
they called strategic planning. Unfortunately, many medical

leaders in smaller organizations still do not recognize the
importance of long-term strategic planning and development.
This study, which is the first conducted for hospice
administrators, should raise the awareness level among
hospice administrators of the value of strategic planning to
their professional development.
Management literature lists planning as one of the four
basic functions of trained managers. Even though planning
was recognized as an important activity many years ago by
authors such as Sloan (cited in Drucker, 1973) and Drucker
(1954, 1973), and new techniques have been developed to
accomplish this function, often smaller institutions and
health-related organizations have been slow to adopt the
management technology available. At times, this failure has
been the result of a simple lack of knowledge on the part of
the manager; at other times, a lack of funds. The result
has been that many either failed to plan adequately or they
planned without benefit of available conceptual models.
Organizations which were the most effective at planning
followed a procedure which brought community leaders, board
members, medical staff, hospital staff and administration
together to view and discuss all aspects of the
organization, its philosophy, its mission and its operation
for the purpose of building partnerships. There seems to be
a lack of professional development opportunities to promote
the understanding of these concepts (Miller, 1992).
Janice Casey (1992), a member of the National Hospice
Organization Board, believes that many hospice organizations
operate day to day, serving patients to the best of their
ability, not looking much beyond the next payroll, monthly
financial statement, or fiscal year end. Many that have a
planning process in place are looking primarily at shortterm concerns, issues, and priorities, rather than the real
issues that will determine the future stability of the
organization. These include possible changes in Medicare
10

and Medicaid reimbursement, new technology advances, changes
in state and federal laws and regulations, changes in the
community environment in which it operates, and changes in
the health care delivery system (i.e., possible nationalized
health care). She believes that strategic planning
education should be incorporated into the NHO professional
development program to assist hospice administrators in
meeting the needs of their clients.
The recent entry of hospice into the health delivery
arena is an organizational arrangement which brings together
physicians, nursing and other health professionals, social
workers, spiritual counselors, and volunteers in a team
approach to the delivery of care to the terminally ill.
While this is a much-needed type of new organization, many
hospice administrators have had limited management
experience and are not in a position to transfer planning
technology to their organizations. Miller (1992) and
Zandbergen (1992) believe that if they are to help smaller
health delivery organizations, such as a community hospice,
accomplish strategic planning technology transfer, a model
for applying the known techniques should be developed and
then incorporated into professional development plans for
health care organizations.
The Problem of the Need for the Conceptual
Framework for Developing Strategic
Planning Higher Education Programs
Currently there is no strategic planning model for
hospice organizations. With the increasing demand for
health care cost controls, strategic planning becomes a
critical foundation for every health care organization.
Miller (1992) believes such a model will assist
administrators by providing a tool for evaluating hospice
effectiveness, guide the development of educational courses,
assist in the development of new hospice programs, and
11

provide a technique to assist in developing a quality
improvement program resulting in better care at lower cost.
National Needs for Restructuring Health
Care Service and Reducing Government
Health Care Costs
The American health care system has been in a state of
change since the 1960s when Medicare (Social Security
Amendments P.L.89-97, 1965) was enacted. During this period
costs have risen dramatically as have the utilization of
facilities and services. Initially reimbursement was based
on costs. Whatever the cost to a hospital, it was
reimbursed. Dramatic changes occurred in the types of
diagnostic equipment which were available as a result of the
technology created by the U.S. space program. New and
better tests, new and better surgical and medical
interventions, and new pharmaceuticals made it possible not
only for most acutely ill, but for the chronically ill to
live extended lives.
Estimates of the cost of care in the last 90 days of
life now exceed the cost of care for a person's entire life
time (Miller, 1992). Business and union leaders, public
school teachers, farmers, factory workers, and others from
throughout the spectrum of American life seek reform.
In the late 1980s and early 1990s, the call for help in
developing health care organizations has increased.
President Clinton, in his election campaign rhetoric,
promised health care reform. Even the president's wife
became involved in a task force at the national level for
the purpose of developing ways to deal with the American
health care crisis. Hospice care costs 5.3% of inpatient
hospital care (Roark, 1992); consequently, hospices have a
great opportunity to advance health care at a much reduced
cost. Unfortunately, most hospice administrators are not
trained in strategic planning, which would allow them to
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lead the development of cooperative care programs.
Strategic planning led by hospice administrators promises to
reduce health care costs for the nation.
State Needs
In response to the calls for reform, organizations such
as the Texas Hospital Association developed methodologies
for addressing the issues identified in all sectors.
Through a 23-member committee representing numerous
constituencies in Texas, the Association began a process
that resulted in a white paper entitled "Redefining the
Texas Health Delivery System: A Blueprint for Systemic
Reform" (Texas Hospital Association, Blue Ribbon Committee
on Health Care Reform, 1993).
This position paper proposed the development of Texas
Health, a "Bold Vision" that borrows reform strategies from
leading national and state health system delivery reform
proposal while attempting to preserve the best of the
existing system. The plan envisions high quality care,
consumer choice, pluralistic financing and innovation in the
development of new technology, service delivery, and
financing.
The "Bold Vision" calls for several dramatic changes:
Replace band-aid solutions with a call for
sweeping systemic reform through a restructured
health care delivery system;
Call for insurance market to end discriminatory
practices and to establish a true competitive
framework where informed, cost-conscious consumers
can select health care coverage based on perceived
value;
Guarantee Texans access to a package of basic
health care benefits that emphasize primary and
preventive care and that is defined through a
process that ensures grassroots public input;
Require providers, payers, and consumers to adopt
new attitudes and expectations for the health care
system; and
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Demand strong political leadership to ensure that
the health of Texans is given the highest priority
reforms. (Texas Hospital Association Blue Ribbon
Committee on Health Care Reform, 1993, p. 3)
The Need to Change the Paradigm for
Health Care Delivery
The health care delivery system in Texas and America is
at a turning point. The need for consistency in quality,
reduction in cost, improvement in access and reform are
pushing the system to the brink of collapse. According to
the Blue Ribbon Committee, the system must be changed,
updated, and renewed if the needs of the American consumer
of health services are to be met. A major push seems to be
to provide more in-home care and less institutional care.
One of the developing models is the hospice
organization which delivers care to the terminally ill in
their homes utilizing a team approach to services delivery.
Services include medical care, social work assistance for
the patient and family, medications and supplies related to
the terminal illness, durable medical equipment, pastoral
counseling, and support for the family by caring volunteers
who help to facilitate the work of the patient care team.
Bereavement support is also provided for up to one year
following the death of the patient. Hospices are reimbursed
on a per diem basis, providing supplies, equipment, medical
and social work assistance on an at-risk basis. Under this
methodology, hospices teach the family or care giver how to
care for the patient and support the patient and family from
the medical and social work perspectives. If the cost of
services, medications, and supplies exceeds reimbursement,
the organization is at risk for the excess cost. If a net
income is generated, this can be used to enhance services to
other patients and families.
To be prepared to meet the challenges of in-home
services delivery, hospice organizations must plan. The
14

technique which seems to be the best available to assist
such organizations is strategic planning (Hensley, 1991b).
The focus of this research is the hospice organization.
In order to help these growing organizations prepare for the
future, the status of such organizations must be determined.
The research conducted as a part of this study determined
the status of planning through a survey of the 1,500 hospice
organizations in the United States.
Administrator Higher Education Training Needs
Miller (1992) found that hospice growth over time has
generally been rapid and positive, expanding as the
available resources permitted. Often a nurse or social work
professional who began with the program became the chief
executive officer as the program was formalized,
incorporated, and grew. Some of these executives grew with
their positions, learning the skills needed to be an
effective manager, making changes necessary to take
advantage of new funding sources and providing stability to
the organization. Other professionals in various aspects of
patient care and handling day-to-day operational matters
have not acquired the administrative skills necessary to
lead the organization into the 1990s.
The personal experience of this investigator leads him
to believe that many hospice administrators have not been
trained as professional administrators and have not received
training related to strategic planning. For example, in
1990, within two weeks of joining the staff as Executive
Director of Hospice of El Paso, this researcher attended a
National Hospice Organization (NHO) Management Conference in
Washington, D.C. Attendees were primarily agency directors;
however, most were experienced in the fields of nursing or
social work, and many had little or no formal business
management background prior to becoming directors of their
agencies. Of the twenty educational sessions offered in a
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four-day period, a conference session titled "Strategic
Planning" was led by Janice Casey, Executive Director,
Hospice Care, Inc., Stamford, Connecticut. The session was
held twice in a room which would accommodate 25-30 people.
Each session was near capacity. These sessions provided an
oral explanation of strategic planning, but there is now a
need for a planning model in hard copy. Although the total
attendance at the conference was in excess of 1,000, this
small attendance at the strategic planning session indicates
a lack of popular interest in the subject.
Most of those present were attentive as Ms. Casey spoke
about her agency's experience with planning. The material
presented was good and was aimed at meeting the basic needs
of hospice organizations. To this researcher's knowledge,
there was no follow-up information made available to the
attendees and no model was presented.
In the ensuing three years, conferences have been held
with the same presentation being offered. Similar results
have been noted; a smaller adequate room was available to
meet the pre-conference requests and a similar program was
presented on strategic planning using basically the same
handouts.
Attendees at the training sessions sponsored by the
National Hospice Organization (NHO) at its Management
Conference were primarily administrators and board members.
The number of hospice administrators attending both the
conference and the planning sessions has grown slowly each
year. Most planning session attendees indicated an interest
in planning, but not many indicated that they had begun such
a process. If conference attendance can be seen as an
indicator of knowledge needs, there is a definite need for
more strategic planning information.
While serving as Director of Planning for the Texas
Hospital Association, this researcher observed that most
smaller health care organizations did little planning.
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Recognizing the need to plan, this researcher determined to
spend a significant portion of his future career in helping
such organizations learn to plan.
As a practicing hospice executive, this researcher has
observed in most hospices the same needs for planning seen
in smaller hospitals. Conversations with peers in hospice
organizations confirmed a lack of planning in many
organizations. Because of the desire to help struggling
sister organizations, the recognition of the need for
improved higher educational opportunities in the planning
area for hospice executives, and a desire to make a
significant contribution to the developing discipline of
hospice administration, a decision was made to conduct this
research.
The Problem of the Delivery of Knowledge
to Administrators
Recently a group of academicians known as
epistecyberneticists (Hensley, Fedler, Sisler, and Tunstall,
1993) have begun exploring the best methods for upgrading
the knowledge of practitioners in a variety of fields.
These researchers are advocating the use of the structure of
knowledge validation design developed by Hensley and
Tunstall (1993) as their mode of inquiry. These pioneers do
not dwell in any of the traditional educational camps. Most
were trained in primary disciplines such as chemistry,
engineering, and mathematics; and practice scholarship,
teaching, pedagogy, and research; however, all at some time
changed their thinking from classical modes to the radically
different expert systems analytical method of inquiry
suggested by Bertalanffy (1966) and Harmon, Maus, and
Morrissey (1988) which champion the seven phases of expert
systems development. This is emphasized by Van Gigeh (1990,
p. 122) who states:
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The key to the growth and survival of any
discipline (not just systems science) resides in
the study of its epistemological dilemmas and
anomalies. Because epistemological concerns
always involve issues of high symbolism
(conceptual model) resorting to inquiring systems
of high abstraction is fundamental to the success
or failure of any discipline, be it scientific,
literary, or artistic.
Those who study epistecybernetics (Appendix C) believe
that a new way of thinking about knowledge is necessary. In
the hospice field, new ways of thinking about planning are
impeded by the lack of a valid model, which will serve as a
heuristic for the development of research and higher
education programs in the health-care field. To meet the
needs of these professionals, a model was developed to guide
the understanding of strategic planning as a part of the
management discipline.
The Critical Variables of the Study
The following dependent variables were selected:
1.
Chief executive officer participation in strategic
planning.
2.
The face validity of the Hensley-Schoppmeyer
Strategic Planning Model.
3.
The face validity of the Roark Strategic Planning
Star Model for Health Care Organizations.
The following independent variables were selected to
determine the status of strategic planning and the need for
higher education coursework in strategic planning:
1. Number of admissions,
2. Hospice ownership,
3. Year the hospice was organized,
4. Experience as an administrator,
5. Age of the administrator,
6. Gender of the administrator,
7. Professional affiliation.
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8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.

Ethnic origin,
Highest degree earned,
Degree in management or administration,
Year of highest degree,
Current enrollment in an educational program,
Previous coursework in strategic planning,
Interest in taking a higher education course in
strategic planning,
Percentage of time spent on strategic planning,
Attendance at a seminar on strategic planning,
Interest in a one-day seminar on strategic
planning,
Participants in the planning process,
Essential elements currently a part of the
planning process,
The existence of a strategic planning document,
and
Total experience as an administrator.

Thesis Statement
The majority of hospice organizations are not planning
strategically and could benefit from adopting this process.
The intent of this research is to determine the educational
status of hospice administrators with regard to strategic
planning and the type of planning being done in hospice
organizations. Those who are not planning strategically as
defined herein, will be encouraged by this researcher to
take educational course offerings and to begin such a
strategic planning process. This will be done with the
belief that the use of a strategic planning process that can
be understood, accepted, adopted, and implemented will
benefit hospice organizations. By adopting a valid
strategic planning model, boards of trustees, physicians,
and community leaders can better plan their future
operations, increase participation in fund raising
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activities, and improve ownership and implementation of
plans.
If the Roark Strategic Planning Star Model for
strategic planning is assessed as being valid, the field of
hospice administration will possess an acceptable design for
the practice of strategic planning. The new model should
make it possible for training and evaluation in this
essential process to be made available to administrators in
the hospice field.
The health care delivery system in the United States is
changing rapidly. Industry, the general public, and members
of Congress are calling for health care restructuring. This
call for change is brought about because in 1991, 12% of the
U.S. gross national product was expended on health care as
compared to 8% in England and Canada (Editorial, Wall Street
Journal, 1992). Consequently, strategic planning provides
technology that could assist with cost containment and the
improvement of the delivery of service.
Hospice organizations are in a unique position in the
American health delivery system as they can provide one
month of care for the costs of a two-to-three-day hospital
stay. In other words, hospice care is only 5.3% of the cost
of the same 30 days of hospital care (Roark, 1992).
Medicare has carved out a niche for hospice organizations,
and it is up to the management and boards of these
organizations to position themselves for the 1990s and
beyond.
Hospice Planning, Imperatives,
Demands, and Priorities
Marsha Zandbergen (1992) believes that it is imperative
that hospice organizations plan correctly, that hospice
administrators are technically competent but are not making
use of all available management tools. Although
practitioners in this emerging discipline have not written
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much about the need for strategic planning, other similar
fields have shown the general need (Drucker, 1973; Keller,
1983; Hensley, 1992).
Medicare program regulations call for hospice planning
(National Health Planning and Public Health Services
Amendments, PL 89-749, 1972). Strategic planning is a
proven methodology for dealing with the future by hospice
organizations. Because it incorporates long-range,
operational, and tactical elements in its overall process,
strategic planning appears to be a technique that could be
adopted by all hospice organizations and implemented as
their first priority.
Research Questions and Hypotheses
The following research questions and hypotheses are
proposed following a format described by Iman and Conover
(1989):
A.
What are the demographic characteristics of
hospice organizations and their administrators?
B. What is the need for strategic planning education
for practicing hospice administrators?
Hypotheses:
1. Ho
The practice of strategic planning and completion
of a course in strategic planning are independent.
Hi
The practice of strategic planning and completion
of a course in strategic planning are related.
2.

Ho

Hi

3.

Ho

The desire to take a course in strategic planning
at the college or university level and the
practice of strategic planning are independent.
The desire to take a course in strategic planning
at the college or university level and the
practice of strategic planning are related.
Attendance at a strategic planning seminar and the
practice of strategic planning are independent.
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Hi

Attendance at a strategic planning seminar and the
practice of strategic planning are related.
4. Ho
Interest in attending a one-day seminar on
strategic planning and the practice of strategic
planning are independent.
Hi
Interest in attending a one-day seminar on
strategic planning and the practice of strategic
planning are related.
C. What is the relationship between the practice of
strategic planning in hospice organizations and
organizational characteristics?
5. Ho
The year organized (age of the hospice) and the
practice of strategic planning of a hospice
administrator are independent.
Hi
The year organized (age of the hospice) and the
practice of strategic planning of a hospice
administrator are related.
6. Ho
The size (number of admissions) to a hospice
organization and the type of planning practiced by
an administrator are independent.
Hi
The size (number of admissions) to a hospice
organization and the type of planning practiced by
an administrator are related.
7. Ho
The ownership of hospice organizations and the
practice of strategic planning by an administrator
are independent.
Hi
The ownership of hospice organizations and the
practice of strategic planning by an administrator
are related.
8. Ho
The essential elements listed as a part of the
planning process and the practice of strategic
planning by an administrator are independent.
Hi
The essential elements listed as a part of the
planning process and practice of strategic
planning by an administrator are related.
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9.

Ho

The practice of strategic planning by an

administrator and the completion of a strategic
planning document are independent.
Hi
The practice of strategic planning by an
administrator and the completion of a strategic
planning document are related.
10. Ho
The number of participants in the planning process
and the practice of strategic planning by an
administrator are independent.
Hi
The number of participants in the planning process
and the practice of strategic planning by an
administrator are related.
D. What is the relationship between selected
administrator characteristics and the practice of strategic
planning?
Hypotheses:
11. Ho
The attainment of a degree in management or
administration by an administrator and the
practice of strategic planning by an administrator
are independent.
Hi
The attainment of a degree in management or
administration by an administrator and the
practice of strategic planning by an administrator
are related.
12. Ho
The practice of strategic planning by an
administrator and the highest degree earned by an
administrator are independent.
Hi
The practice of strategic planning by an
administrator and the highest degree earned by an
administrator are related.
13.

Ho

The year of award of the highest degree to an
administrator and the practice of strategic
planning by an administrator are independent.
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Hi

The year of award of the highest degree to an
administrator and the practice of strategic
planning by an administrator are related.
14. Ho
The professional certification held by a hospice
administrator and the practice of strategic
planning by an administrator are independent.
Hi
The professional certification held by a hospice
administrator and the practice of strategic
planning by an administrator are related.
15. Ho
The practice of strategic planning by an
administrator and the percentage of time spent by
an administrator on strategic planning are
independent.
Hi
The practice of strategic planning by an
administrator and the percentage of time spent by
an administrator on strategic planning are
related.
16. Ho
An administrator's total experience as an
administrator and the practice of strategic
planning by a hospice administrator are
independent.
Hi
An administrator's total experience as an
administrator and the practice of strategic
planning by a hospice administrator are related.
E. What is the relationship between selected
administrator characteristics and administrator's perception
of the Roark Strategic Planning Star Model?
Hypotheses:
17. Ho
Completion of a higher education course in
strategic planning by an administrator and an_
administrator's rating of the Roark Strategic
Planning Star Model are independent.
Hi
Completion of a higher education course in
strategic planning by an administrator and an

24

administrator's rating of the Roark Strategic
Planning Star Model are related.
18. Ho
Administrator age and an administrator's rating of
the face validity of the Roark Strategic Planning
Star Model are independent.
Hi
Administrator age and an administrator's rating of
the face validity of the Roark Strategic Planning
Star Model are related.
19. Ho
Administrator gender and an administrator's rating
of the face validity of the Roark Strategic
Planning Star Model are independent.
Hi
Administrator gender and an administrator's rating
of the face validity of the Roark Strategic
Planning Star Model are related.
20. Ho
Administrator ethnicity and an administrator's
rating of the face validity of the Roark Strategic
Planning Star Model are independent.
Hi
Administrator ethnicity and an administrator's
rating of the face validity of the Roark Strategic
Planning Star Model are related.
F. What is the relationship between selected hospice
characteristics and planning process elements and
participants?
21. Ho
The year a hospice was organized (age) and the
number of planning process participants are
independent.
Hi
The year a hospice was organized (age) and the
number of planning process participants are
related.
22. Ho
The year organized and the number of essential
elements reported as being a part of the planning
process are independent.
Hi
The year organized and the number of essential
elements reported as being a part of the planning
process are related.
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23.

Ho

The number of admissions and the total number of
participants reported as being a part of the
strategic planning process are independent.
Hi
The number of admissions and the total number of
participants reported as being a part of the
strategic planning process are related.
24. Ho
The number of admissions and the number of
essential elements reported as being a part of the
strategic planning process are independent.
Hi
The number of admissions and the number of
essential elements reported as being a part of the
strategic planning process are related.
G. Do hospice administrators consider the HensleySchoppmeyer Model for Strategic Planning to be valid?
Hypotheses:
25. Ho
Hospice administrators will rate the HensleySchoppmeyer Model (average face validity) as
invalid.
Hi
Hospice administrators will rate the HensleySchoppmeyer Model (average face validity) as
valid.
H. Do hospice administrators consider the Roark
Strategic Planning Star Model to be valid?
Hypotheses:
26. Ho
Hospice administrators will rate the Roark
Strategic Planning Star Model to be invalid.
Hi
Hospice administrators will rate the Roark
Strategic Planning Star Model to be valid.
I. Do written plan documents meet the criteria for
being considered strategic plans?
J. What guidance do written comments provide
concerning strategic planning?
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The Conceptual Framework for Developing
Strategic Planning Higher
Education Programs
The Major Strategic Planning Models
In order to establish a conceptual framework for
planning, there must be an understanding of the major
strategic planning models. Such an understanding will
facilitate addressing the issues of inadequate planning,
lack of planning, and the absence of a model to guide
planning efforts for hospice administrators. The major
models used in this research are the Peters Model for
strategic planning for health care organizations, the
Hensley-Schoppmeyer Model for higher education strategic
planning, and the Bryson Eight-Step Strategic Planning
Process for public and nonprofit organizations. The model
which was developed is called the Roark Strategic Planning
Star.
The Peters Model
The five steps in the Peters Model (1979) (Figure 1.2)
are as follows:
1.

Mission Evaluation.

The mission statement

specifies why the organization exists.

It tells what

business the organization is in, what it does, and what it
hopes to accomplish.

This is reviewed and revised as

appropriate.
2. Strategy. The process of developing strategy
introduces specificity into the planning process. The
organization identifies what must be done to enable it to
achieve its mission. This step involves the development of
goals for reaching the desired future. These are then
ranked by importance. As part of this activity, ways to
accomplish these goals are selected, and specific courses of
action are agreed upon.
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Figure 1.2

The Peters Model for Strategic Planning
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3. Plans. The third step of the process is the
preparation of a written plan that incorporates the various
recommended courses of action and the means for carrying
them out. These specify who is responsible for each action
and the means for carrying them out. This includes resource
requirements, time lines, and budgets.
4. Resulting Actions. Most of the tasks involved in
the planning process have been completed before the fourth
step. The work of the planning process is complete and a
plan document has been compiled. This is submitted to the
board of trustees for approval.
5. Desired Outcomes. When the plan has been accepted
by the board, the implementation process begins. Procedures
for follow-up and a timetable are developed. Periodic
reports are developed and submitted to the board. Revisions
to the plan are made as required. The process as described
will be discussed in greater detail in Chapter II,
Literature Review.
The Hensley-Schoppmever Model
for Strategic Planning
A second model evaluated was developed by Hensley and
Schoppmeyer, (Hensley, 1992) for use in strategic planning
activities by universities (Figure 1.3).
The essential elements of the Hensley-Schoppmeyer Model
(Hensley, 1992) are described as follows:
1. Positioning the Architects. Positioning the
architects is the process of identifying and selecting the
best minds to serve on specific committees to design the
appropriate organizational structure and to conduct
strategic planning. Research administrators are the
architects of the future. Strategic planning develops
around partnerships with performers and sponsors who assist
the university departments to develop the university's
research agenda.
29

Positioning
the
Architects

Scanning
the
Environment

Analyzing
Strategic
Options
strategic Planning

Designing
Unit
Plans

Accepting
the University
Agenda

Adopting
the University
Strategic Plan
Figure 1.3

The Hensley-Schoppmeyer Model for
Strategic Planning
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2. Scanning the Environment. Scanning the environment
is the process which begins with a review of the
organization's mission or written purpose in current times.
Major internal and external impact areas and the principal
performers and sponsors that may assist in the development
of the university are reviewed. Internal strengths and
weaknesses and external opportunities and threats
(competition) are analyzed.
3. Analyzing Strategic Options. Key options in the
areas of service delivery, governance, and internal and
external partnerships are identified and analyzed.
4. Designing Unit Plans. The current purpose of each
research unit is examined. Goals, objectives, and
departmental budgets are developed.
5. Accepting the Agenda. Internal and external
partners and constituencies affirm existing goals and
establish new goals for the organization, prioritize plans
under consideration; commitments are made for specific
plans, and champions advocate the acceptance of plans.
6. Adopting the Strategic Plan. University staff,
board members and partners commit resources to the
achievement of specific plans that are a part of the
strategic plan or that are implied in the mission of the
institution.
As depicted, the Hensley-Schoppmeyer Model is also
essentially linear. Although Hensley would take the
position that the elements are interrelated and that they
can and do occur simultaneously, the model as depicted
implies a straight line, step-by-step process.
The Bryson Model
To Bryson (1987, 1991), strategic planning for public
and nonprofit organizations is a process that can be modeled
as occurring in eight steps as depicted in Figure 1.4. This
process was developed out of experience in working with
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public sector organizations (city and county governments)
and not-for-profit organizations of all types.
Step 1 involves developing an initial agreement about
planning: why the institution wants to plan and by what
date. The history of the organization is reviewed and
decisions are made on how this can be tried in key decision
points.
Step 2 involves clarifying organizational mandates.
This involves the identification of the imperatives that
must be addressed. What the organization must do and must
not do are identified according to the internal and external
rules influencing the organization.
Step 3 relates to the review of the mission and values
statements. The mission is viewed as identifying what the
organization wants to do and deciding on how it will meet
its mandates.
Step 4 is the environmental assessment (external). It
involves a review of the political, economic, social, and
technological (PEST) forces impacting on the organization.
In this step the organization assesses the changes which are
occurring with competitors and collaborators. Opportunities
and threats in the external environment are identified, and
these are written up as possible scenarios about the future.
In Step 5, the internal environment is assessed. This
looks at the internal organization from a systems
perspective: inputs, process, and outputs. Inputs are the
resources of the organization: the people, the economic
situation, organizational competencies, and historical data.
The process element relates to organizational strategies
(overall or. by function) and resources use. The output
element deals with the organization's performance history
and results. It looks at output in relation to input, value
added, and accountability for results.
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In Step 6, strategic issues are identified. The
boundary between the internal and external environment,
where they meet, is where the fundamental issues for
strategy development are found. This is the loci for the
organization's connection with the world. It is at this
point that conflicts arise. In this step the who, what,
when, where, why, and how of planning are identified. In
dealing with these issues they are framed as questions that
the organization can deal with. For example, one might ask:
How do we ensure an adequate funding base to fulfill our
mission?
Step 7 involves formulating strategies to manage the
issues. The focus is on how to resolve the issues
identified in Step 6.
Step 8 involves creating a vision of success for the
future. This might be a statement describing what the
organization might be like if it fulfilled all its
potential. Bryson believes that this may be hard to develop
because the organization is likely to be faced with a large
number of stakeholders who are vying for position and
attention as well as resources and output.
In the late 1970s, this researcher was actively
involved in operational and long-range planning for the
health care organizations in Texas. During this period he
modified the Peters Model (1979) (Figure 1.2) and used it as
a guide to help hospitals wanting to begin long-range
planning. The steps in this linear process are listed in
Figure 1.5.
Roark Strategic Planning Star Model
Most literature describes strategic planning as a
linear process. This researcher has discovered in working
with boards of trustees in numerous smaller health-related
organizations that the process is really an interactive
process, not one that proceeds from step to step
34

Planning Cycle
Mission
Environmental Assessment
i
SWOT Analysis
Strategic Issues
i
Goals
Plan Document
Board Adoption
Objectives
Budget
i

Evaluation
Planning

Figure 1.5

The Long-Range Planning Process
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in an orderly fashion. As a result of this realization, a
model depicting this interaction was developed (Figure 1.6).
If followed and the process for implementation adopted
as described, the result can be the adoption and
implementation of a process to help guide the organization
into the future. This process was tested by this researcher
at the Hospice of El Paso, Inc., in 1992-93. It led to the
adoption of a successful planning process. The essential
elements of the model are defined as follows:
1.

Positioning the Architects:
a.
Identify and select the best minds,
b.
Determine the appropriate community assignments,
c.
Design the appropriate organizational structure,
d.
Begin the process of partnership development;
2. Scanning the Environment:
a.
Review mission/purpose,
b.
Identify major internal and external impact areas,
c.
Identify principal performers (internal) and
sponsors (external),
d.
Identify internal strengths and weaknesses,
e.
Identify opportunities and threats;
3. Analyzing Strategic Options:
a.
Identify key options in services delivery
governance,
b.
Identify internal and external partnerships,
c.
Analyze potential for strengthening the
organization;
4. Designing Department Plans:
a.
Identify departmental purposes,
b.
Develop goals, objectives, and budgets for
departments;
5. Accepting the Agenda:
a.
Assign existing goals and establish new goals with
input from internal and external partners and
constituencies,
36

Figure 1.6

The Roark Strategic Planning Star Model
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b.
c.

Prioritize proposed plans,
Obtain commitments to specific plans by internal
and external partners and constituencies,
d.
Begin advocating for acceptance of plan;
6. Adopting the Strategic Plan:
a.
Commit to accomplish the mission and goals,
b.
Commit resources to achieve specific objectives.
This researcher, in over 2 0 years of work with health
care administrators, discovered that smaller organizations
are often managed by professionals who have moved from their
primary fields of training into management. At a recent
professional meeting of 30 Texas Hospice administrators, by
count there were fifteen nurses, ten social workers, three
persons with business degrees, and two with no degree.
Approximately one-half of these administrators who were
interviewed by this researcher indicated limited or no
experience in planning. Most expressed a desire for further
information. All expressed a willingness to consider
specific help in the form of a model which would explain not
only the initial steps in planning, but also how to maintain
an ongoing process. The Strategic Planning Star Model
(Figure 1.6) was proposed as a model which can guide hospice
planning activities.
Advances necessary to help hospice executives and
boards attain the skills needed for survival in the 1990s
may be accomplished through the use of strategic planning
models (Peters, 1979; Bryson, 1987, 1991; Hensley, 1992)
adapted for hospice use. The proposed synthesized model is
known as the Roark Strategic Planning Star. The existence
and use of such a model could give instructors another tool
for use in developing educational programming in strategic
planning. If the model helps hospice administrators in
making the appropriate connection between theory and
practice, then the jobs of boards and the administrators
themselves will be facilitated. In this study, the
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available literature was reviewed, and a strategic planning
model was validated.
Assumptions
In order that the reader may understand the background
of the study, the following assumptions are provided.
1.

2.

3.

4.

5.

6.

Hospice organizations are in a unique position to
provide services to terminally ill patients in the way
that patients desire to live out their lives, at home,
as free from pain and other symptoms as possible. To
be in a position to provide this service, hospice
organizations must utilize all of the planning tools
available to managers.
Managers of hospice organizations are, for the most
part, not trained in administration and are not
pursuing formalized education opportunities at colleges
and universities.
With appropriate educational opportunity and tools
adapted to the needs of hospice boards and
professionals, hospice organizations can be prepared
for their proper place in the health care delivery
system of the 1990s and beyond.
If hospice organizations do not use strategic planning
in preparing for the 1990s, the changing health
delivery system of the future will result in the demise
of these organizations or their stagnation.
For the most part, hospice organizations do not have a
model which they use to guide planning efforts. Most
will indicate that they do operational or tactical
planning.
Because planning is a current topic in the literature
in health care, education, and other fields, hospice
directors will be aware of the need to plan and will be
able, with the help of a model, to identify and
describe their organization planning needs.
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Research Design
The research, to obtain data on hospice chief
administrators and to validate the models considered by this
study, used an expert systems approach. In this method,
information from a discipline is collected from an expert or
experts, and a model is developed to assist others in the
discipline (Harmon et al., 1988; Hensley, 1991b; Van Gigeh,
1990; Hensley et al., 1993). This model is then validated
by others within the discipline. Through use of this
technique, the knowledge is then disseminated to the
discipline. This design is discussed in more detail in
Chapter III.
Preview of the Research
In the chapters which follow, this researcher presents
a review of the related literature; discusses the
methodology for the research; and presents data in tabular
format from which findings, conclusions, and recommendations
are drawn. In the literature review, the history of
management as a discipline and the essential element
strategic planning as it is being transferred to hospice
organizations are discussed. A realization of the need to
plan first began to develop in the latter part of the
nineteenth century when most business organizations were
small, like the majority of hospice organizations today.
In the field of higher education, it was not until the
1980s that strategic planning was transferred by Keller
(1983) despite the developments in the discipline of
management. Therefore, a review of the literature is
necessary for the development of an understanding of how the
strategic planning process has evolved as an essential
element or function for both business management and higher
education administration. Understanding what has happened
in business and education on planning should help hospice

40

administrators better understand what is happening in their
field.
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CHAPTER II
LITERATURE REVIEW
"For I dip into the future, far as human eye could see, saw
the vision of the world and all the wonder that would be."
Alfred Lord Tennyson
Historical Perspective
In the United States higher education has been
developing as a discipline for over two hundred years.
Academicians have been actively engaged in the practice of
scholarship, service, and teaching throughout this process.
Not only have scholars been concerned with development of
the higher education as a discipline, but they have been
actively involved in the study of the entire higher
education enterprise. Consequently, it is within the higher
education researcher's province to investigate those
technologies such as strategic planning which may enhance
the development of management in society's developing
institutions. Scholars such as Keller (1983), Hensley
(1992), and Bryson (1987) have realized the importance of
strategic planning to the entire higher education enterprise
and have turned their attention to the study of this element
of management in their disciplines. They have pointed out
the need to transfer new planning technology to other
disciplines as well. Transfer of knowledge to professionals
is continuing higher education. Technology transfer may be
accomplished through the study and investigation of the
essential knowledge elements of planning and other
technologies usually included in graduate educational
courses in higher education, management, and health care
administration.
The Related Fields of Study
Since this researcher intends to develop a series of
advanced workshops related to strategic planning, intends to
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teach in a graduate program in the health care field, and is
providing inservice training to hospice organizations
requesting his services, it is appropriate that his work
includes a comprehensive review of the literature in related
fields. This discussion will be a guide to the literature
for scholars who will come later. Therefore, it was
incumbent upon this researcher to make a broad survey of the
literature related to strategic planning and to include the
relevant models, classical texts, and popular articles
related to strategic planning that appears in several
disciplines.
Hospice administration is a relatively new subdiscipline of management. Less than thirty years old, it
does not have a well-established literature related to
strategic planning as appears in management and higher
education. Only limited information has been published on
this important aspect of the hospice chief executive's
duties. In order to fill this void, information on
strategic planning has been gathered from other fields for
transfer into the hospice field of practice.
Those disciplines which have a well-established body of
knowledge related to strategic planning are management,
health care, and education. The major models from these
fields will be presented, discussed, and their relevance to
hospice organizations clarified.
Strategic planning originated with the military and has
been widely developed by business. Planning is one of the
four essential knowledge elements of management—planning,
organizing, directing, and controlling. While planning is a
detailed description of the future work of the organization,
strategic planning is the integration of operational and
tactical plans into a framework which can result in the
development of common understandings by partners and
constituencies of the future purposes of the organization.
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In this process the organization positions itself to make
decisions in the future based on current extant data.
In order that the user of this review may have an
understanding of how strategic planning has developed in
management, health care, and education, the literature
related to each will be discussed. A discussion of
literature related to models in these fields, planning in
practice, and research issues next follows.
The Development of Management
In the 1970s, the hospice movement in the United States
began. Transplanted from England, the American hospice
organization has evolved as a significant element of the
health delivery system of the 1990s. In spite of their
rapid growth, many hospice administrators are not utilizing
all of the tools available to managers in the last decade of
the twentieth century (Miller, 1992).
To understand how management developed as a discipline,
a review of the related literature is provided. The
following short history introduces the reader to the
evolution of management theory as it has developed and
engendered the essential element, planning.
Nineteenth Century Managers and Their
Role in Management Theory Development
Prior to the latter part of the nineteenth century,
most businesses were small. Owners functioned independently
and generally were able to keep business plans in their
heads. As these one-product-oriented organizations grew,
expanding both organizationally and geographically, there
was a need for coordination among the various functional
units of the organization. Since these business
organizations were becoming very large, managers were
required to develop policies and procedures to ensure that
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the divisions of companies operated in a consistent manner
(Drucker, 1954).
The foundation for management began long before it
actually became a discipline. Beginning with the great
English economists, Adam Smith, David Ricardo, and John
Stewart Mill (Drucker, 1954), the need for management was
understood, though not recognized as such. Kenneth Boling
(Drucker, 1973) believes that economics deals with behavior
of commodities rather than the behavior of men. Therefore,
to Boling, the great economists dealt only with production.
The Birth of Management
Following the turn of the twentieth century, the great
English classical economist, Alfred Marshall (Drucker,
1973) , added management to the focus of production, land,
labor, and capital. He took a different approach which put
the manager in the center of the economy and stressed the
role of the entrepreneur. He held that the manager directs
resources from less productive to more productive
investments and thereby creates wealth.
Two French economists, Francois Fourier and Comte de
St. Simon, followed as theorists and next impacted the
development of management. There were no large
organizations and no managers at this time in history.
Fourier and St. Simon are thought to have anticipated and
even discovered management (Drucker, 1973). St. Simon saw
the emerging organization as having the task of making
resources productive and of building social structures.
Drucker believes that he was the first to see the managerial
task.
Karl Marx came into conflict with St. Simon because of
the stress on management as a separate and distinct force
and one which acted independently of the factors of
production as well as the laws of history. However, it was
St. Simon who, in effect, laid down the basic approaches and
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the basic concepts on which every socialist economy has been
designed (Drucker, 1973).
In America, Alexander Hamilton (Drucker, 1954) was one
of the early management theorists. Following the thinking
of Adam Smith, Hamilton emphasized the constructive,
purposeful and systematic role of management. He saw in
management, rather than in economic forces, a power source
which would move economic and social development forward.
With the rise of the large scale organization following
1870, management came to be recognized as a discipline.
In the 1880s, Frederick W. Taylor (1911) began to study
work. He was the first researcher who did not take work for
granted but looked at and studied it. He wanted to free the
worker from the burden of heavy toil, destructive of body
and soul. He hoped to make it possible to give the laborer
a decent livelihood through increasing the productivity of
work.
In France, Henry Fayol (1949) thought through
organization structure and developed a rational approach to
the organization of enterprise which he called the
functional principle. Management was developing around the
world, in each country basically at its own pace and
according to its own rules.
Walter Rathenau raised many questions of social
responsibility of business and began a new process for
thinking about the work and its relationship to the
individual and the company. In America, German-born Hugo
Muensterberg applied social and behavioral sciences and
especially psychology to modern organization and management
(cited in Drucker, 1954) .
Robert Owen, a Scot, was perhaps the first true
manager. He developed a textile mill in Lanark, England.
In the 1820s, he first tackled the problems of productivity
and motivation, the relationship of the worker to work, of
the worker to the company, and of the worker to management.
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To Owen, the manager was a real person, not an abstraction
as in the writings of Fourier, St. Simon, Hamilton, and Clay
(Drucker, 1954).
The Management Boom
After World War I, the first management theory boom
occurred, sparked primarily by Herbert Hoover and Masaryk, a
Czechoslovakian. Hoover applied the principles of
management to the world's first massive foreign aid
operation, and Masaryk conceived the idea that management
would be able to restore the economies of Europe after their
destruction in World War I (Drucker, 1973).
The time between World War I and World War II was
basically a period of management stagnation. During the
periods of the 1920s and 1930s, high hopes were replaced by
frustration. Foundations, however, were laid for a second
management theory boom which would occur following World War
II.
During this period, Pierre S. DuPont and Alfred P.
Sloan, Jr. (Sloan, 1941) developed the organizational
principle for the emerging big business. The strategic
planning idea was based upon the principle of
decentralization. DuPont and Sloan were the first to
develop systematic approaches to business objectives, to
business strategy and to do strategic planning. Authors
such as the Galbraith (1964) and Gantt (1961) did much to
develop the discipline of management in the United States.
Drucker (1973) notes that in Britain, E. N. Hamilton,
reflecting on his experience as a military leader in World
War I, realized the need to balance formal structure and
policies that give life to an organization. Mary Parker
Follett and Chester Bernard (cited in Follett, 1941) studied
the process of decision making in organizations, the
relationship between formal and informal organizations, and
the role and function of the executive. Burt in England and
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Elton Mayo (193 3) in Australia, working at Harvard
University, developed industrial psychology and human
relations and applied each to the enterprise and management.
The Development of Management as a Discipline
Following World War I, management was first taught as a
discipline. In the 1930s, the Harvard Business School began
to teach courses in management, although these remained
principally in the area of production management.
Massachusetts Institute of Technology also began advanced
management work with young executives in mid-career. James
McKinney and Lyndol F. Urwick (1956) started management
consulting. The new approach no longer was confined to
technical problems but dealt with fundamental management
concerns such as business policy and management
organization. Urwick also classified and codified the
functions of executives.
Planning Becomes a Major Tool
for Health Care Managers
Greater Organizational Diversification,
Expansion and the Application of New
Management Theories to Business
Following World War II, the United States entered an
era of diversification and international expansion that
demanded long-term planning among diverse units of large
firms. Multi-divisional corporate firms developed, coupled
with increased competitive forces. As a result,
organizations began to evaluate carefully their environments
and to use the information obtained to enhance their
strengths and offset their weaknesses. In the 1950s and
1960s, businesses faced complexity and uncertainty. In
prior years, planning for significant moves and developing
executive leadership talent to execute those moves was
conceived in terms of a single business. Corporations began
to acquire other corporations. Corporate planners realized
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that they had to deal with business from a new perspective.
They therefore began to develop methodologies such as
management by objectives to meet the needs of the situation.
Old managerial practices and planning concepts no longer
applied (Kepner and Tregoe, 1965; Drucker, 1977; Hannan,
1977; Lewis, 1989).
Practitioners, consultants, and academicians have
responded to this need by establishing and presenting
techniques and approaches designed to assist organizations
in dealing with changes. Long-term planning became a
favorite technology for dealing with corporate change.
Peter Drucker was one of the earliest to write on the
importance of planning. In the early 1950s, he stressed how
important it is for organizations to adapt to the rapidly
changing environment. It was his opinion that if an
organization was going to survive, it needed to develop a
strategy that would answer two questions: (1) What business
are we in? (2) What business should we be in? (Simyar and
Lloyd-Jones, 1988).
During the period from the 1970s and early 1980s,
multi-business organizations continued to develop.
Portfolio management was practiced in highly turbulent
environments, which created a need for understanding and
using planning in corporate business (Longenecker, 1984;
Gardner, Rackling, and Sweeny, 1986; Kovner, 1988).
In a small, single-business organization, control could
be exercised through personal supervision by managers who
knew every aspect of the business. As businesses grew and
developed into multi-business structures, such control
became impossible. As a result, business planning began to
develop into what is now known as a strategic planning
process. Corporate managers and senior management of
various business units could agree upon goals to be obtained
and then set out to accomplish those goals using corporate
developed strategies. In the strategic planning process,
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managers derived the autonomy to select the means by which
to attain their goals, recognizing ethics and moral
constraints. Corporate management intervention became
minimal as businesses grew and met and surpassed their
goals. Corporations realized that multiple-business
organizations cannot depend on direct, continuous, chief
executive management involvement. Many unit leaders were
required to be prepared and positioned to lead by direct
action (Hunt and Blair, 1985).
The Strategic Planning Perspectives
Strategy Defined
What is strategic planning? In developing a definition
of strategic planning it is useful to define the term
strategy. Strategy has three related meanings or usages
common in the health field. A strategy may be looked upon
as a sequence of decisions, the behavior of an organization,
or a plan. Consistency is the central theme that brings
these three usages of strategy together (Mintzberg, 1978).
Mintzberg argues that a strategy may first be viewed as a
pattern that emerges as a result of a stream of decisions
concerning the positioning of the organization within its
environment. Strategy has been formed when a sequence of
decisions relating the organization to its environment
exhibits a logical consistency over time. Bryson (1991)
holds that the term strategy is a word which is derived from
the Greek meaning the art of the general.
Duncan, Ginter, and Swyne (1992) hold that strategy may
also be viewed as the behavior of an organization.
Consistency of the behavior may be said to come about as a
result of a set of common organizational values and goals.
Values and goals often result from a careful analysis by top
management of its environment and indicate what the
organization expects to accomplish. Each strategic behavior
is influenced by internal capabilities which represent what
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the organization can do and forces in the external
environment influencing the strategic behaviors of the
organization representing what the organization should do.
A series of consistent top-level decisions resulting from
the aforementioned forces may be considered the
organization's strategy. Strategy, as Duncan et al. (1992)
see it, comes about as a result of this consistency and is
the means used by an organization to move from where it is
today to a desired position sometime in the future. It may
be viewed as a set of guidelines or a plan that will help
assure congruity in decision making.
Strategic Planning Theory
Drucker (1973) believes that strategic planning is an
entrepreneurial skill. Management, according to Drucker,
has no choice but to anticipate the future. The manager
must attempt to mold the future, while balancing short- and
long-range goals. Unlike the divine, mortals must do their
best to make sure that the difficult responsibilities of
operating an organization effectively are not overlooked or
neglected.
Much of what was written in the 1970s focused on longrange planning. Drucker (1973) believed that the idea of
long-range planning and much of its reality rests on a
number of misunderstandings. The present as well as the
immediate short-range plans require strategic decisions just
as much as the long-range. One reaches the long-range
through short-run decisions. Unless the long-range is built
into and based upon short-range plans and decisions, the
most elaborate long-range plan will be an exercise in
futility. Unless the short-range plans are made in the here
and now and are integrated into the unified plan of action,
they will result in little more than experiments, guesses,
and misdirections.
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Drucker further argues that the concept of "short range
or long range" is not determined by a given time period. A
decision is not short range because it takes only a few
months to carry out. What matters is the time span over
which it is to be effective. To Drucker, the only sure
thing is that in the future things will be different.
Planning "what is our business," "what it will be," and
"what it should be" should be integrated (Drucker, 1954).
The short-range and the long-range plans are decided by time
span and futurity of the decision. Everything that is
planned becomes immediate work and commitment. The skills
needed are not long-range planning, but strategic decision
making and strategic planning.
As defined by Duncan et al. (1992), strategic planning
should be used by an organization to understand the
environment and to develop decision-making guidelines (the
strategy for the organization). Strategy, then, is a
future-oriented plan that provides decision-making
guidelines for managers. Strategic plans indicate what type
of decisions are appropriate or inappropriate for an
organization. The process of identifying the desired future
and developing the means for attaining that future is called
strategic planning. The result of the strategic planning
process, then, is a plan or strategy.
Henderson (1989) believes there is considerable
misunderstanding about strategic planning and that even into
the 1980s, it was often confused with long-range planning.
Many upper-level executives were unable to see that longrange planning dealt with operations while strategic
planning dealt with critical issues such as the development
of partnerships with sponsors. Bryson (1991) believes that
strategic planning is a disciplined effort to produce
fundamental decisions and actions that shape and guide what
an organization is, what it does, and why it does it. He
believes that strategic planning is simply organized common
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sense. It looks at time availability, financial resources,
people, the commitment of the organization to improve and
develop a calendar or time table for action. A question
such as: What should we do with our resources? might be
asked. In making this decision, the organization must
develop strategies for dealing with the question. Strategic
planning is not just muddling through, but rather an actionoriented process for making change and developing strategies
to deal with changing circumstances. Through this, the
organization actually improves its overall decision making.
Curtis (1983) believes that over the past several years
strategic planning has begun to take on a new and promising
form that is more holistic, qualitative, visionary, and
action-oriented toward shaping the future. It is essential
that organizations not only plan strategically but also that
they think strategically.
During this period Drucker raised the question, "What
is strategic planning not?" (Curtis, 1983). Drucker holds
that strategic planning is not a box of tricks or a bundle
of techniques. It is analytical thinking and commitment of
resources to action. It is not the application of
scientific methods to business decisions; it is the
application of thought, analysis, imagination, and judgment.
It is a responsibility rather than a technique. It is not
forecasting, and it is not masterminding the future. The
future is unpredictable, and any attempt to predict would be
foolish.
Strategic planning does not deal with future decisions.
It deals with the futurity of present decisions. Decisions
exist only in the present. The question that faces the
strategic decision-maker is not what the organization should
do tomorrow. Rather, the question that should be asked is
"What do we do today to be ready for an uncertain tomorrow?"
The manager must look at decisions in the present which will
have an impact in the future. Decision-making is a time
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machine, according to Drucker (1967), which synchronizes
into a central time, the present, a great number of
divergent time spans (Curtis, 1983).
Strategic planning is not an attempt to eliminate risk.
Risk is the essence of economic activity, and therefore the
manager must try to minimize risk. It is essential that the
risk taken be the right risk. Strategic planning provides
the organization with the capacity to take greater risks.
The manager must choose rationally among risk-taking courses
of action rather than plunge into uncertainty on the basis
of hunch, hearsay, or experience. No matter how qualified
the manager or good the information, risk cannot be known
for certain (Curtis, 1983).
Strategic planning is a continuous process of making
present risk-taking decisions systematically, with the
greatest knowledge of the future; organizing systematically
the efforts needed to carry out these decisions; and
measuring the results of these decisions against the
expectations through organized, systematic feedback.
Managers practice management. They do not practice
economics; they do not practice quantification; they do not
practice behavioral science. These are tools that are used
by managers (Drucker, 1973).
There are specific skills which pertain to management
rather than any other discipline: communication within the
organization, decision making under uncertainty, and
strategic planning. One who knows all of these skills and
techniques without understanding the fundamentals of
management is not a manager but merely a technician.
Management is a practice rather than a science. It is
knowledge-based performance, the application of common
sense, leadership, and responsibility (Drucker, 1977).
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Reinforcement from the Military
A corollary development to the field of business
management occurred in the military. According to Hunt and
Blair (1985), leadership on the future battlefield is
assumed to be dramatically different from the battlefields
of the past. Leadership during future battles includes
dealing with increasing complexity and a high uncertainty
about the actual battle tasks to be performed. Planning now
for uncertain futures in which the actors themselves must
deal with uncertainties about rapidly developing situations
makes sense. Hunt believes that there must be a conceptual
framework for decision-making and that this should be as
identical as possible at all levels. The framework which he
proposes will help decision-makers organize situational
complexity and uncertainty in their own minds. He believes
that following this thesis, battlefield leaders suddenly cut
off from direct command could have in mind a model or a
common framework learned from their commanders. In addition
to understanding the intent of the commander, leaders both
up and down the hierarchy would be able to understand the
commander's intent and infer that intent under conditions of
battlefield confusion and severed communication. Hunt and
Blair (1985) think that it is important that there be a
mission or operating statement so that subordinates will
have in mind what the commander was thinking. This will
permit each commander the freedom of action, in harmony with
each other and in harmony with the commander's intent.
Consultants as Facilitators in
Strategic Planning
One of the ideas that seemed to mature in the period of
the 1970s and 1980s was the notion that a consultant could
facilitate the strategic planning process and help make it
more effective. Pagels and Rogers (1988) believe that it is
difficult to implement a strategic-planning process without
55

a professional facilitator. Many larger organizations
established their first strategic-planning process with the
assistance of a consultant. Thereafter they may have
created a staff position in order to carry out the process
or the chief administrator may have supervised the process.
There are, however, many reasons for the hiring of an
outside consultant (Anderson, 1990). As an objective
observer, the consultant is not seen as a threat by anyone
in the organization, and no one individual is perceived as
having a particular influence over anyone else. Since the
use of resources allocated to the process are guided by the
consultant, the manager is relieved of the pressure, someone
from outside the organization can better pressure the
organization to stay on schedule and to produce results.
Often a consultant can bring an air of legitimacy to the
process by showing examples of other completed plans.
Experience in strategic planning, knowledge about what to
expect, and preparedness to answer questions can help to
overcome doubts that might prevent an organization from
successfully completing the planning process.
The role of the consultant should be clearly understood
before engagement. The expectations of the organization,
including the time frames, end results, and products, should
be specific. The rules for working with the board of
directors, the medical staff, employees, and administration
must be specified in order to avoid conflict. Because a
good facilitator is a diplomat as well as a technician, the
facilitator helps the organization to develop a plan with
its partners and to lay out the program for implementation
because the participants are now owners of the planning
process (Pagels and Rogers, 1988).

56

Historical Perspective of Planning
in Health Care Organizations
Birth of Health Care Administration
While management as a discipline was developing and as
small businesses transitioned to corporations and
conglomerates, the sub-discipline of health care
administration was developing. In the 1940s hospitals began
to change from smaller community facilities for the care of
the poor and infirm to sophisticated facilities for the care
of the acutely ill (Jonas, 1981). Administrators who were
once untrained businessmen or political appointees became
specialized professionals trained in graduate higher
education programs (Conrad and Kern, 1990). Among the very
early leaders in higher education who established
specialized school for the training of hospital
administrators was Malcolm T. MacEachern, M.D. (1935).
In order to understand how strategic planning evolved
in the health care enterprise, three eras of development are
discussed.
Early Health Care Planning
The proposition that health care providers should plan
was discussed in the first edition of Hospital Organization
and Management by Malcolm T. MacEachern, M.D. (1935) . This
treatise was published long before many of today's health
administrators were born. Undoubtedly Dr. MacEachern
believed planning to be important as he included it as his
third chapter, "The Promotion and Building of the New
Hospital." It is clear from a review of this publication
that the emphasis in the 1930s was on construction and
matters associated with that function.
Application to Health Care
Just as managers in corporate business realized the
need to plan, so health care administrators arrived at the
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same conclusion. Boone Powell, Sr., President, Baylor
University Medical Center, realized that to position his
institution for the future, long-range planning was a must
(1969).
The First Health Planning Era (1940-1959)
Evolutionary Process
Simyar and Lloyd-Jones (1988) describe three
evolutionary steps in strategic health care planning which
they hold occurred in the middle of the twentieth century
(Figure 2.1).
In the period 1940-1959, the focus of health care
planning was on facilities consistent with the American
policy on increasing public access to the health care
system. The primary professional skills essential to the
success of the health care program were those of architects,
engineers, and contractors who designed and constructed
facilities to meet the demand for access. The usual time
frame for taking a project from its initial conception to
completion was from one to three years (Simyar and LloydJones, 1988).
Early Federal Influence
Roark (1980) believes that it was not until the mid194 Os, sometime prior to the end of World War II, that a
widespread recognition of the need for planning in advance
of construction came to the forefront. With the passage of
the Hospital Financing and Construction Act in 1947 (P.L.
725, 1947), also known as the Hill-Burton Program, the
Federal Government took its first step toward the
establishment of a major role in health planning. Not only
did this Act cause many institutions to begin thinking about
the planning function, but it also provided a new source of
much-needed capital funds for hospital construction and
modernization.
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Era I
1940-1959

Era II
1960-1980

Era III
1981-present

Focus

Programs

Business

Strategy

Time Period

1-3 yrs.

3-5 yrs

10+ yrs.

Skills
Required

Architectural

Medical

Marketing

Engineering

Program
Planning

Strategic
Planning

Figure 2.1

Planning in the Health Care Enterprise
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The Hill-Burton program proved very successful, and
health services and facilities were extended into both rural
and urban areas where they were much needed. However, the
program was so successful that when combined with new
reimbursement methods for indigent and the aged, the result
was increased utilization. This fueled an inflationary
economy in the late 1960s and early 1970s. The federal
government found itself paying out an ever-increasing
percentage of its funds for the delivery of health services.
At this point, many taxpayers became concerned (Roark,
1980).
The Second Health Planning Era (1960-1980)
The Impact of Federal Legislation on
Community Health Planning
Public concern over increased health services costs was
first expressed in the Comprehensive Health Planning and
Public Health Services Amendments of 1966 (P.L. 89-749). In
1972, the Social Security Amendments (P.L. 92-603) were
enacted, followed closely by other legislation through a
series of related programs which became known as
"Comprehensive Health Planning" (CHP) in the late 1960s and
early 1970s. CHP was virtually a social movement, seeking
to motivate and mobilize people from all segments of society
to take an organized interest in improving the health of the
community.
Perhaps the aims of CHP were not as clear as they might
have been, but they tended to focus on community action to
improve health. These aims included improved access to
better medical care for more people, better distribution of
scarce resources, a healthier environment, a safer work
place, and greater opportunities for minorities and women in
the health professions. CHP, as a voluntary and
participatory activity in local areas, tried to cope with
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all of these challenges, and more, simultaneously; it was a
big job (Siverts, 1976).
Federal Control of Planning
Because the rapid escalation in federal expenditures
for health care, hospital construction, and expenditures for
capital equipment did not cease. Congress determined that
further legislation was necessary. The new legislation,
known as the National Health Planning and Resources
Development Act of 1976 (P.L. 93-641, 1976), brought
together several previously unrelated federal programs,
including a reorganized planning process at the local,
state, and national levels. The Act established a new
institutional health services review process, a periodic
appropriateness review requirement, and provided for
certificate of need legislation in the states. Thus,
institutional planning came to be required by federal and
state laws. The federal requirement for institutions
receiving Medicare or Medicaid funds is found in the Social
Security Amendments of 1972. In this law "Institutional
Planning" under Section 234 required:
1. An annual operating budget;
2. A capital expenditures plan for at least a threeyear period (must identify in detail the
anticipated sources of financing for, and
objectives of, each anticipated expenditure in
excess of $100,000 related to the acquisition of
land, the improvement of land, buildings, and
equipment, and the replacement, modernization, and
expansion of the buildings and equipment which
would, under generally accepted accounting
principles, be considered capital items);
3. Review and update at least annually;
4. Preparation under the direction of the governing
body by a committee consisting of representatives
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of the governing body, the administrative and
medical staff (if any) of the institution (P.L.
92-603, 1972).
In 1974, P.L. 93-641 was enacted to build upon the base
which was already in existence and to strengthen the
planning process. This legislation authorized a regional
planning body called Health Systems Agency (HSA) to replace
the former area-wide planning agencies (called "b"
agencies), established under P.L. 89-749 (Roark, 1977).
State Response to Federal Legislation
for Planning
To effect federal requirements, the Texas Legislature
enacted the Texas Health Planning and Development Act in
1975. This type of legislation was enacted in most of the
states. The policy and purpose for these state laws were:
To insure that health-care services and facilities
are made available to all citizens in an orderly
and economical manner and to meet the requirements
of, and to implement, the National Health Planning
and Resources Development Act of 1976 (P.L.
93-641), the federal rules and regulations
promulgated under that Act, and other pertinent
federal authority. To achieve this public policy
and purpose, it is essential that appropriate
health planning activities be undertaken and
implemented and that health-care services and
facilities be provided in a manner that is cost
effective and that is compatible with the healthcare needs of the various areas and populations of
the state. (Texas Health Planning and Development
Act, 1975, p. 1 ) .
As with other states, the Texas statute responded to
the federal requirements for state health care planning.
Although some benefit has accrued in terms of limited new
bed construction, the cost of all the Certificate of Need
process proved to be excessive, and the cost far exceeded
the benefit (Roark, 1977).
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Impact of State Planning Legislation
on Organizations
Planning for the delivery of health services,
facilities, and equipment to meet the needs of the patients
served is an important responsibility of the board of
directors and administrators of all health provider
organizations. This function, though sometimes overlooked
or unrecognized as a distinct responsibility, has long
existed. The demands placed upon modern health-delivery
organizations are greatly changed from the days of
MacEachern. Federal laws and regulations, state laws and
regulations, city and county governments, and a multitude of
others impact on health providers today. Over 100 agencies
in the State of New York regulate hospitals and health
delivery organizations. It seems clear that to survive, the
modern health delivery organization must be well managed and
efficiently organized (Levey and Loombda, 1973; Coile, 1986;
Weeks, 1977; Roark, 1980).
Planning Technology Transfers to
Health Care Organizations
Planning is an important management activity, as
pointed out by Norman H. McMillan (1978). McMillan believes
that business techniques for planning are not generally used
by health care administrators. In his book on planning,
McMillan, a health care trustee, calls on trustees,
administrators, and medical staffs to accept the possibly
unfamiliar, but successful, ways of planning (McMillan,
1978) . George Stuehler expressed this opinion in a
different way.
Health institutions are "usually considerably
different from the average business corporation,
frequently having multiple sources of funds and
consequently multiple major power centers deriving
in part from the entrepreneurial roles of many of
their members. A great many of the members of
health institutions are professionals; many
activities are highly speaialized and technically
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sophisticated. Health institutions frequently
have multifaceted, community-service missions, and
they are affected by growing community-based
planning and regulatory activities. All these
characteristics suggest that the planning
framework and process used by such institutions
cannot simply be patterned after the business
sector but instead must be designed to meet unique
needs. (Stuehler, 1978, p. 6)
Although McMillan (1978) and Stuehler (1978) make the
point differently, they are in reality saying much the same
thing: health providers should take advantage of tools
available and get on with the task of planning for the
health care organization's future.
In his opening paragraph, McMillan (1978) describes a
process as a way to peel back the protective layers of
tradition that make it tough to understand the real issues
in planning. He labels the book a survival manual and holds
that survival is at stake.
Without doubt, when one reflects on the years of
progress in medicine, education, electronics, engineering,
and management, it is clear that things have changed
dramatically and will continue to change rapidly. Certainly
the health delivery system as it exists in 1994, having
developed from the 1960s, is not the best that America can
or will have. McMillan (1978) believes that the job of the
health care administrators is not to resist change, but
rather to be agents to direct change so that the patients
each organization serves are the beneficiaries.
Peter Drucker (1973) believes that management has no
choice but to anticipate the future, to attempt to mold it
and to balance short-range and long-range goals. This sets
the framevork for the concept of planning which has been
described as strategic planning, an umbrella activity that
sets the tone and direction for various other planning
efforts that take place within the organization (Peters,
1979) .
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Medical Services Planning
During the second era, the focus of planning changed
from facilities to medical services. Primary skills
necessary for success in the system were knowledge of
medical programs and how they might be provided to
individuals needing the services. The dominant concept of
health care planning was rooted within the organization and
the services it was to provide (Simyar and Lloyd-Jones,
1988) .
In the period since the early 1980s, according to
Simyar and Lloyd-Jones, the focus of health care planning
changed from long-range to strategic planning. The skills
required for success are basic management skills necessary
to ensure the survival and growth of the organization.
To understand this change, one must understand the
difference between strategic planning and long-range
planning. Simyar and Lloyd-Jones see strategic planning as
being qualitative, places the future in the present, is
internally driven, and is an incentive process. They see
long-range planning as quantitative, present to future,
internally driven, and logical. The process distinctions
are listed as follows: Strategic Planning: qualitative,
future to present, externally driven, and intuitive; longrange planning: quantitative, present to future, internally
drive, and logical.
A Changing Environment
The health care environment since the 1960s, with the
enactment of Medicare, has been one of continual change.
Health care institutions are faced with rapidly escalating
costs and the need for cost control, diversification within
the health care market, and the need to balance capacity and
demand. One of the major problems in the health care sector
has been that it has been slow to adopt developing
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management methodology, particularly strategic planning
(Wegmitter, 1991).
Since the 1960s, the percentage of gross national
product (GNP) consumed by health care has more than doubled.
During that period, health care expenditures went from $11.5
billion, (one tenth of the economy) to $223.7 billion and
the second largest portion of the GNP in 1992. By the year
2 000, it is predicted by some analysts that it could
represent 20% of the GNP (Editorial, Wall Street Journal,
1992). During this period there has been a significant
change in the environment affecting the health delivery
system. Political and regulatory changes have brought about
a complete restructuring of the industry while technological
advances have continually overrun the medical care delivery
system. There has been a tremendous increase in competition
as investor-owned (for-profit) institutions have entered the
previously, almost totally, nonprofit sector. It is
critical that the decision-making process in this rapidly
changing environment be as sharp as possible in response to
the complexity faced. The future is unfamiliar, unexpected,
ambiguous, and uncertain. It is clear that dynamic change
will continue to occur within the technological, social,
political, regulatory, competitive, and economic context of
health care. Health care organizations that do not have a
clear strategy are doomed to mediocrity at best and failure
at worst. The result will be a poor quality of life for the
community and the nation (Wegmitter, 1991).
The Third Health Planning Era (1981-1994)
Continual Learning Process
In the 1980s authors such as Simyar and Lloyd-Jones
(1988) came to realize a significant change in thinking, as
depicted in Era III. Simyar and Lloyd-Jones hold that an
important question that had to be dealt with in the 1970s
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and 1980s and is still relevant in the 1990s due to a
learning curve experienced by virtually all managers is the
question, "What is strategic planning?"
Awareness and Flexible Strategy
In studying the history of strategic planning in health
care, Chandler (1962), Simyar and Lloyd-Jones (1988), and
Tucker (1988) looked at the relationship between an
organization's growth strategy and its corresponding
organizational structure. Simyar and Lloyd-Jones believe
that strategy is the development of goals and objectives as
well as the methods and resources needed to achieve them.
Authors such as Ansoff (1965), Andrews (1975), and Simyar
and Lloyd-Jones (1988) focused specifically on strategy.
Simyar and Lloyd-Jones define strategy as:
The pattern of decisions in a company that
determines and reveals its objectives, purposes
and goals, produces principal policies and plans
for achieving these goals, and defines the range
of business the company is to pursue, the kinds of
economic and non-economic contribution it intends
to make to its stakeholders. (1988, p. 67)
Wegmitter (1991) believes that in the 1990s health care
managers must be aware of the changes which are occurring.
They must develop clear, flexible strategies which will
position community organizations for long-term success and
consistently and logically develop methodologies for
implementing the adopted strategies. Strategic decisions
must be made today that will influence organizations for
many years to come. The impetus for the changes occurring
within the health care environment will come from many
sources including federal, state, and local governments;
international and domestic economic forces; changes in life
style; demographic shifts; and changes in the structure of
the health care delivery system as it evolves. The 1990s
promise to be challenging and exciting years. A summary of
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the issues Wegmitter believes will need to be faced during
the period leading up to the turn of the century and beyond
are as follows:
1.
2.
3.

4.

5.
6.
7.
8.
9.
10.

11.

12.

13.

A more restrictive reimbursement environment
for health care institutions and physicians;
Continued pressure to control burgeoning
medical costs;
A larger role for third-party payers in the
payment scheme, with increases in government,
insurance companies and corporate employers;
Legislative efforts to provide payment for
and/or access to medical coverage for all
Americans;
Demographic shifts resulting in changes in
the demand for services;
Increased population mobility;
An aging population;
High cost of advancing technology;
Continued consolidation within health care
industry;
Expansion by health care corporations into
less regulated areas in the health
environment and entry into business outside
of the traditional health care industry;
An increasing importance for market niche
identification in the development of
strategies for marketing;
Growth in outpatient care and development of
innovative alternative health delivery
systems;
Increase in popularity of managed care
organizations. (Wegmitter, 1991, p. 197)

Yesterday's Influence Today
During the 1980s a number of changes occurred which are
currently affecting health delivery in the 1990s. Health
care costs were escalating rapidly. In the early 1980s
Medicare introduced a perspective payment system (PPS),
which was implemented in 1983. As a result of this system's
implementation, diagnostic-related groupings are the basis
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for payment of inpatient services in most cases. The
resultant health care delivery system of the 1990s is quite
different from the mid-1980s. The PPS shifted national
priorities from insisting on quality care as a "right" for
every American regardless of cost, to holding health care
delivery costs in check. These changes greatly impacted the
basic structure of the health care industry over a short
period of time (Wegmitter, 1991). As health care delivery
organizations have come to realize the importance and
significance of this fundamental change, the need for
strategic planning has been highlighted.
Managed Care
A second area of change in the 1980s was an increase in
managed-care systems such as preferred provider
organizations and health maintenance organizations. These
organizations are a hybrid of the old health provider system
and payer mechanism. Although often referred to as health
provider, these organizations attempt to "manage care" on
behalf of the health service consumer and the payer.
Because costs are escalating rapidly and have been doing so
for almost 20 years, many employers see these organizations
as a way to control their health care costs. By the early
1990s, 60% of major employers offered managed-care plans and
over 70% of inpatient care is covered by some fixed-price,
managed-care payment system. Through negotiated fixed-rate
contractual agreements for services with institutional as
well as individual providers, these managed-care
organizations have become a major force reshaping the health
care industry (Wegmitter, 1991).
Acquired Immune Deficiency Syndrome
A third area of dramatic impact upon the health
delivery system is the Acquired Immune Deficiency Syndrome
(AIDS). There has been a dramatic increase in the number of
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these cases, first among homosexuals and now among the
entire population. The long-term impact of AIDS on medical
procedures, as well as institutional operations, policy, and
strategy is only beginning to be acknowledged (Wegmitter,
1991).
Evolved System
Restructuring of the health care delivery system
occurred in the 1960s with the introduction of Medicare
(Social Security Amendments of 1965, PL 89-97, 1965). In
the 1990s, the system, which has been evolving since 1965,
is again undergoing a restructuring due to medicare payment
reforms. A major indicator of this change is the number of
health care organizations, both rural and urban, which have
succumbed to the restructuring process (Wegmitter, 1991).
Health administrators must anticipate change and
position their organizations to take advantage of emerging
opportunities. Market uncertainties and competitive
pressures that have moved business organizations to adopt
strategic planning are moving these complex health care
businesses toward the development of strategic planning
processes. As more and more health organizations adopt
strategic planning and incorporate strategic processes into
their organizations, it is important that they understand
the concept, language, and process (Wegmitter, 1991).
Insight from Without
In 1982, Megatrends was published (Naisbitt, 1982).
The intention of this work was to discover the many ways in
which America is restructuring, to help the reader
understand how the pieces fit together, and to try to see
what the new society would look like. The book is a
collection of information about what was going on across the
United States in an effort to look for patterns. It was
intended to be a synthesis in an age of analysis with the
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purpose of providing an overview; this overview seems to
point clearly to the need for strategic planning.
Old Light—New Light
Strategic planning is a philosophy, a way of getting at
the organization's past and present, and anticipating its
future. The practice of strategic planning ties the
organization and the partners together within a common sense
of purpose and shared values (Hensley, 1991b). Strategic
planning enables the organization to develop a clear selfconcept, specific goals, and consistency in decision making.
Beckham (1991a, b), writing about health care management,
believes that it requires a great deal of flexibility and
involvement. Furthermore, strategic planning, as a
management activity, must be relevant to the environment in
which it operates and for the people who implement it.
Strategic planning therefore must ask owners, employees,
partners, and management to understand the present and think
about the future. Regardless of the model used, if it can
be adapted and implemented, the organization can be greatly
strengthened.
Enhanced Communications
Strategic planning requires communication both
vertically and horizontally within the organization. Since
all levels of managers are asked to think strategically,
overall coordination should be improved dramatically. The
strategic planning process should encourage innovation and
reduce resistance to change with any organization in order
to be responsive to the dynamic changes in the health care
delivery system. Preparing to deal with change is in fact
the key to success (Drucker, 1967, 1973).
Traditional organizational models assume that power,
knowledge, and authority reside at the top and that
communication is vertical. The reality is that they are
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disbursed throughout an organization. A new inclusive
interactive management model is appearing. If health care
institutions and constituents establish partnerships, they
can improve the way health care resources are managed. The
first step in building an effective alliance is the
identification of business partners. A common set of goals
must be identified and agreed upon. A mutual education
process is necessary to insure that the successful
association becomes a reality. The attainment of mutual
goals requires a new approach to problems, a mutual
commitment for the long term and a new model of
partnerships. The development of such dynamic teams will
result in lower health care costs, measurable outcomes, and
better care (Blake and Mouton, 1979; Chow et al., 1991).
The Changing World of the Present
The American Parenthesis
According to Naisbitt (1982), America is in a time of
parenthesis. The old society is waning and a new
socioeconomic order is being established. This is a
watershed period. The changes being experienced are
affecting many values and ways of thinking. It is a time
for hospice organizations to establish their niche and
become leaders in their communities.
To survive, organizations must take on high performance
characteristics. A summary list of high performance terms
are suggested as follows:
1.
Foresight,
2.
Potency,
3.
Image,
4.
Position,
5.
Electricity,
6.
Heroes and Champions,
7.
Technique,
8.
Vision,
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9.

Flexibility.

To become a high performance organization and to be
prepared for the many changes taking place in the health
care environment, it is essential that health administrators
adopt a philosophy that considers these changes in relation
to the capabilities of the organization and provides a
framework for positioning the organization in the
environment. Strategic planning may be thought of as having
a sequence of interdependent stages as described by Peters
(1979), Bryson (1987), Simerly (1987), and Hensley (1992).
Hospice organizations must position themselves for high
level performance. This may best be accomplished through
using techniques such as strategic planning (Miller, 1992).
Framework for Reality
The stages outlined may be applied at various levels
within the organization. It is essential that the
organization review itself thoroughly and that strategic
planning be so applied, especially at the departmental
level. Planning involves developing strategies at the
functional level in order to achieve strategies at higher
levels of the organization, which are the means to achieving
corporate ends. To be prepared for the future, health care
institutions must take a leadership role in their
communities. The demand for and use of services depend, to
a great extent, on how well the organization identifies,
understands and addresses the social-economic factors beyond
the diagnosis and treatment of illness. Each individual
organization must define its mission by finding the needs of
the community and then developing its own market niche to
meet those needs (Hospitals, 1990).
Strategic planning is not itself a reality but rather a
framework for dealing with reality. As asserted by
Mintzberg (1990), the practice is always more complicated
and more interesting than the theory. Health care providers
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are faced with complex issues that threaten their very
survival. Recognizing the evolving trends and issues that
are affecting the industry today, management must embark on
a new strategic direction (Cramer, 1991).
New Management Tools
According to Beckham (1991a,b), the times require new
management tools that focus, inspire, empower, and liberate
organizations. Beckham believes that traditional business
plans tend to concentrate too much on strategy and not
enough on tactics. Without effective tactical execution,
strategy is wasted. Although strategy and tactics are
different poles to the planning continuum, they contribute
directly to one another's effectiveness. Competitive
strategy, the tactical level of planning is, among other
things, dirtier, faster paced, more specified, and less
predictable. Although the outcome of tactical activities is
more dangerous, for those who have led a successful tactical
maneuver there is more glory. Good weaponry is the key to
tactical success. Boldness and flexibility are examples of
key tactical weapons used in market competition. A good
tactical leader will have the intelligence, intuition, and
initiative to maintain employee morale and discipline. An
intelligent tactical leader will also know when to innovate
and when to retreat (Beckham, 1990).
Shorten (1990) believes that the administrator who
practices strategic management and utilizes strategic
planning may view the organization as an abstraction that
operates with a clear set of goals, while a manager who
assumes the health care organization still operates in a
service industry driven by the traditions of the past may
well be a long-range planner, viewing the organization from
a fixed framework. This is supported in the hospice field
by Olson (1988) who developed a method for addressing the
various stages of development of the organization in an
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attempt to help hospice administrators prepare for the
future growth and development of their organizations.
Developing a Planning Process
In developing a strategic plan or vision, an
organization must look at the following questions as
originally posed by Drucker and consider the processes
outlined (Simyar and Lloyd-Jones, 1988, p. 67):
Questions
Processes
Where we are now?
Situation audit
Where do we wish to go?
Mission, objective, goals
How will we get there?
Strategy formation
To answer these questions, an organization begins the
process of strategy formulation. According to Shorten
(1990), this is the heart of strategic planning. Once a
strategy is developed, it must be adopted and implemented.
Strategic adoption is the process by which an organization
adapts its current core strategies from a previous set of
strategies because the organization believes the new
strategies will provide a better position for continuing
viability.
Much has been written about change, and many questions
have been raised concerning the manager's ability to
recognize the need to change and to implement such
successfully (Quinn, 1980a,b).
Fombrun and Astley (1983) argue that managers play a
key role in assessing environmental shifts and altering the
organization's strategy and structure to meet the associated
demands. These authors believe that managers play a key
role in anticipating the future of the organization through,
shifts in the environment and in developing sufficient
organizational slack (excess resources) to meet future
demands and in developing collective strategies with other
organizations to gain greater influencing control over
environmental forces.
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Shorten et al. (1985) believe that the key to
effective management is the ability to develop a shared
strategy; the combination of all of the players involved in
the organization working together to bring about a common
understanding. This strategy is the total of the plans and
activities developed in pursuit of an organization's goals
and objectives as it positions itself relative to its
competition. To succeed, an organization must change its
strategic orientation in relation to its external
environment.
High Performance in Response to Change
Environmental change raises the level of anxiety and
poses a distinct threat to the organization, particularly
those not well positioned to deal with change. To achieve
high performance levels, health care organizations must do
three things well: (1) interpret the significance of the
environmental change in terms of the perceived need for
strategic change; (2) choose a strategy that appears to be
well suited to the new environmental state, and (3) execute
the new strategy successfully (Shorten, 1990) . It is
important that the change which is introduced within the
organization be done within the comfort zone of as many
people as possible in order that the change process may be
accepted, adopted, and implemented.
Renewal and Risk
Shorten (1989) reported that an organization needs to
maintain a balance between expanding its ability to
accommodate change while at the same time not venturing too
far from the comfort zone.

A fundamental lesson of the

Shorten study is that the ability to sustain a competitive
advantage and add value involves a process of continual
renewal.
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Achieving success as a health care provider is becoming
increasingly difficult. Every aspect of an organization
must function at a high level of risk becoming an impediment
to overall organizational success (Kazemeck, 1990).
In the 1990s, every health delivery organization will
face crises. The question, however, is what the board and
management are going to do about the situation. Determining
the solution requires a systematic process. The first step
is a review of the institution's expectations and
assumptions through strategic planning. From this
assessment comes a blueprint for implementation which allows
the board, management, medical staff, and employees to learn
their roles, responsibilities, and expectations (Berger and
Wisener, 1991).
Stakeholder Management
An important new perspective for health care is
proposed by Blair. Blair and Fottler (1990) look at
individuals and organizations who hold stakes in different
organizations and how they can be managed. They believe the
term strategy is a key word which is described as management
actions that deliberately or even inadvertently impact on
the nature of the relationship between the organization and
the stakeholder.
Blair and Fottler (1990) also are convinced that
strategic planning and strategic management are essential to
the effective operation of an institution or business. They
introduce the concept of strategic stakeholder management to
illustrate an essential element of this process.
The purpose of .strategic stakeholder management is
described as transforming a complex set of relationships
that exist in and between organizations and the external
environment so that a systematic framework can be
communicated and acted upon. The point is to manage
relationships within the environment rather than searching
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for ways to close the organization away from the environment
or to buffer the organization from the environment. The
goal is the integration of the organization and the
environment through strategic management. An integral part
of this management technique, stakeholders represent the
relevant environment that is potentially beneficial or
threatening to the organization (Blair and Whitehead, 1988).
Health care stakeholders are said to have a vested
interest in the organization. These are the individuals,
groups, and organizations which have a vested interest in
the decisions and actions of the organization. They, at
some unknown time, may attempt to influence organizational
decisions and actions (Blair and Fottler, 1990). Strategic
stakeholder management is described as involving the
management of all stakeholders (internal or external to the
organization) who can or may impact the formulation,
implementation, or success of the organization's competitive
strategy. The focus, then, is on both internal and external
stakeholders.
Stakeholders in the Health Care Enterprise
Ongoing Interest
A major benefit of the use of the strategic stakeholder
management process is the potential to organize and manage
complex relationships systematically in alignment with the
strategies of the organization. The focus is to assure that
maximum benefits and minimum damage from these relationships
can be obtained. It is desirable that the stakeholder
management function performs so well that it becomes almost
invisible. Because of the critical nature of stakeholder
management, it is both an ongoing and an issue-specific
activity. It is critical that the manager works very
carefully with all of the various types of stakeholder
groups and individuals to assure that the dynamics of the
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process result in the organization being the winner (Blair
et al., 1989).
Stakeholders can include physicians, employees, members
of boards of trustees, nonphysician professional staff,
nonprofessional staff, third-party payers, local
business/industry, health maintenance organizations, other
prepaid plans, suppliers, competitors, the general public,
taxpayers, county commissioners, creditors, corporate
offices, government regulatory agencies, private accrediting
associations, professional associations, labor unions, the
media, various political action groups such as the American
Association of Retired Persons, medical schools and others
with a direct or indirect interest in the ongoing operation
of the organization or institution. These individuals and
groups are extremely important to the future of the
organization (Blair and Whitehead, 1988).
The following are basic reasons for stakeholder
interest:
1.
Their contributions are essential to
implementing the organization's competitive
strategy.
2.
Their demands for inducements place severe
strain on the organization.
3.
Their attempts to confront the organization
with significant disinducement threatens its
vitality.
4. .. Their contributions can be easily switched to
another organization. (Blair and Fottler,
1990, p. 7)
Each of the stakeholders must be as supportive as
possible; however, there is always potential for both threat
and cooperation individually and collectively. The manager
must carefully study each stakeholder to determine the
extent of stakeholder power and from where it comes as well
as the values that impact on how that power will likely be
used either positively or negatively toward the institution
(Blair and Fottler, 1990).
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Issue-specific Concerns of Stakeholders
in the Health Care Enterprise
A second area with which the administrator must be
concerned is the issue-specific stakeholder concerns. With
regard to each issue which is raised, health care managers
need to be concerned with identifying and managing all of
the key shareholders who might have an interest. This is
especially true if it is central to the overall competitive
success of the organization. It is imperative that the
process for identifying issues and stakeholders who have
interest in that issue be fully integrated into the process
of formulating and implementing the organization's strategy.
Each of the major issues facing the organization must be
examined in terms of the likely reaction of key
stakeholders. Plans for gaining stakeholder acceptance and
support should be developed in advance of the need. The
stakeholder who will have an impact will vary from time to
time and from issue to issue. Blair and Fottler (1990) list
four specific strategic management steps:
1.
Identifying organizational stakeholders;
2.
Determining key organizational stakeholders
and the balance of power;
3.
Assessing stakeholder sources of power (key
values);
4.
Examining issue specific stakeholder
concerns, (pp. 32-36)
Strategic Planning in Higher Education
Overall in educational literature, planning (and more
specifically, strategic planning) have received minimal
attention. Although models were developed by the U. S.
Defense Department and the corporate enterprise and
implemented in the 1960s, these models do not seem to have
been widely adopted by higher education institutions. In
order to understand the development of strategic planning in
this discipline, literature in the areas of institutional
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effectiveness, institutional research, realization of the
need to move to modern management techniques and educators'
views on the strategic planning process will be discussed.
Institutional Effectiveness
In a recent report of an extensive review of the
literature related to institutional effectiveness during the
period 1970-1990, Welker and Morgan (1991) reviewed and
categorized 12 articles. Fifty-one percent of the articles
were classified by the reviewers as being of the case study
type rather than research.
Bryant (1988), in discussing institutional
effectiveness, alludes to a process for planning and lists
resources to be considered. Although he describes its
elements, there is no discussion of the steps or the
technology for implementation. Further, Baker and Roberts
(1989) observe that " . . . there is widely held view . . .
that planning practices need to be improved to increase
institutional effectiveness" (p 57).
Knoell and Mclntyre (1974) believe that there is a need
for an explicit hierarchy, clear objectives, a planning
philosophy, and broad based participation. No model is
described; however, they advocate cooperative planning among
institutions but do not specifically state how this should
be accomplished.
Bess (1988) discusses strategic planning as a part of a
broad discussion of planning. Other authors such as Mann
(1979) and Spencer (1979) looked at planning, management,
student and college services, and information systems. They
do not, however, really look at dealing with the needs in
these areas from the broad overall perspective of the
institution. Each seems to have a specific area of focus,
and all seem to fail to recognize the need to look beyond
specific areas of concern.
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other authors have recognized and dealt extensively
with the need for planning. Lahti (1979) and Eaton (1979)
discuss planning in general terms. They identify and
discuss essential elements of the planning process such as
the need for broad-based participation, the need for a
well-developed process, and the effective use of data. They
caution against management isolation, and they identify the
need for clearly defined goals and objectives. Neither,
however, provides a clearly defined process or a model to
guide the development of this effort. Lombardi (1973) also
discusses this matter when he speaks about the management of
community college finances.
Institutional Research
Case Study Approach
Most of the articles or research reviewed described a
case study approach to research and focused on departmental
matters. Knoell and Mclntyre (1974) and Richardson (1977,
1990) emphasize the importance of institutional research for
community colleges. Both emphasize the need for a broadbased approach to goal setting, faculty improvement, the
development of priorities, the need for a budget, and the
need to develop specific programs. Richardson (1977, 1990),
in discussing staff development, points out how
institutional research supports planning and is useful in
the allocation of scarce resources.
Activities to support the individual institution
planning efforts are the focus of this research. Steeples
(1988) believes that successful planning must make use of
focused institutional research. He also believes that;
research into how institutional planning is conducted is
important. However, he believes that successful planning at
the institutional, and more specifically the strategic
level, are best grounded in experience rather than theory
and empirical research. He provides a series of six
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articles written by university representatives to support
his position.
An approach to providing practical knowledge is
discussed by Brown (1988) in an article describing the basic
concepts which underline the planning process in use at the
University of North Carolina at Asheville. Swain (1988)
also supports the case study approach in an article
describing planning at the University of Louisville. In
this process, Swain came to realize that planning must be
departmentally grounded, interactive, and flexible to be
effective.
Roach (1988) provides a third example of support for
the case study approach. The focus of his article was upon
the attainment of excellence at West Texas State University
and the integration of planning into the overall process of
university management in a bottom-up approach.
Foote (1988) provides an example from the University of
Miami. Decentralized planning by the unit and centralized
overall institutional planning are described. These bottomup and top-down approaches are described as they contribute
to the accomplishments of the overall mission of the
institution.
Cyert (1988) discussed planning at Carnegie Mellon
University. The purpose of their planning activity was to
produce focused departments. In this effort, Cyert came to
realize that planning, to be successful, must be continuous,
integrated, and flexible. Cyert believes that the process
itself is, in many respects, more important than the
products (the plans).
The Role of the Planning Officer
Hurst and Peterson (1992) studied the impact of a
designated chief planning officer on the institutional
planning process. They found that in those institutions
where such a position exists, there is a greater chance of
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planning being viewed favorably by administrators. The
Higher Education Directory lists 143 colleges as having a
chief planning officer, with only 63% of the administrators
surveyed reporting actually having a chief planning officer
on staff.
Further Research
A UMI Dissertation Abstracts search was also conducted,
Of 89 abstracts reviewed, 15 described case studies; 9
described planning related to management information
systems; 20 dealt with elements of the planning process; 3 6
dealt with specific activity planning; 7 were not directly
related to strategic planning, and 2 (Kernath, 1985; and
Elia, 1991) mentioned models based upon the work of Chaffee
(1987, 1992) which relates to organizational decision
strategy, not strategic planning.
Realization of the Need to Plan Strategically
New Insight for Higher Education
Keller (1983) proposed a new and improved approach to
management, more attuned to the requirements of the times
and aimed at directing the attention of academicians to the
concepts of strategic planning. This single work did more
than any other of its time to bring about an understanding
by academia of the importance of this process (Steeples,
1988) . In the foreword to Academic Strategy, Chert states:
Strategic planning deals with a new array of
factors—the changing external environment,
competitive conditions, the strengths and
weaknesses of the organization, and opportunities
for growth. Strategic planning is an attempt to
give the* organization an antennae to sense the
changing environment. (Keller, 1983, p. vii)
Keller saw strategic planning as essentially an actionoriented process. Not only does it deal with long-range
planning, but it emphasizes actions that should be taken in
the shorter term (one to two years) and looks beyond the
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long-range into the future. The approach is based on a
fundamental review of the institution's internal strength,
weakness, opportunities, and threats existing in the
internal and external environment. This allows institutions
to make decisions for actions about missions, goals,
markets, priorities, and programs. Although fundamental to
the transfer of strategic planning technology to higher
education, Keller does not provide a model or methodology
for this process (Steeples, 1988).
Keller (1993) discusses the role of strategic planning
in a competitive environment. The focus of his article is
upon the importance of strategic action and strategic
management. Although he discusses the importance of
changing conditions in the external environment, demand for
accountability by outside agencies, the deteriorating
financial picture of many colleges, and the need for
enhanced information systems and strategies, he never gets
to the heart of strategic planning, a model for use in
conducting the process. His focus seems to be on tactical
and long-range planning issues.
Clearly, there must be "strategic thinking and
strategic decision making" (Keller, 1993, p. 13) if
institutions are to succeed. The planning process element
described by Hensley (1992) as "analyzing strategic options"
seems to be the focus of both Keller's original work and his
current work. Perhaps when he created a new era in thinking
by university management with his seminal work, Keller was
not really thinking about a coordinated, integrated,
interactive process, but rather the "analyzing strategic
options" element. This seems to become clear when he
states:
What is perhaps most important for strategic
decision makers in higher education—the team,
department and division heads, vice-presidents,
presidents and chief trustees—is to learn to
manage with usefully packaged data or information
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as a functional element in their minds. (Keller,
1993, p. 14)
The emphasis, as stated in the following paragraphs, is also
upon the manager's familiarity with operational details and
budget activities which are clearly operational or tactical
in nature.
This failure to understand strategic planning clearly,
as described by Hensley (1992), is further emphasized by
Migliore (1991), when he discusses the need for a model for
strategic planning. In actuality he describes the process
of establishing goals and objectives, developing action
plans and methodologies for measuring performance. Though
he talks about the need for identifying opportunities and
threats, he never seems to reach beyond the environmental
assessment and analyzing strategic options steps of the
Hensley-Schoppmeyer Model.
Understanding the Strategic Planning Process
Shirley believes that strategic planning begins with
the design of a strategic vision. The loci of this vision
must be in the office of the president of the university.
To Shirley, "strategic planning is a process that
articulates institutional mission, weighs external
opportunities and threats, gauges internal strengths and
weaknesses, and determines appropriate action" (1988, p. 5) .
He believes that all successful strategic planning efforts
have two results in common: clarity of purpose and
direction and specification of action steps required to
accomplish the overall purpose. The overall goal of a
planning process must be the achievement of clarity of
purpose, vision for the institution as a whole and for its
component parts. The planning process begins with a
definition of the vision of the president. He must inspire
the faculty, staff, students, and the external community.
Strategic vision developed by the university involves
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decisions in five major areas: (1) institutional mission,
(2) target audiences, (3) program offerings and priorities,
(4) comparative advantage, and (5) key opportunities to be
pursued.
Shirley (1988) takes the position that designing the
mission of the institution is the first and most fundamental
component of the overall planning process. He believes that
the mission statement must set out the nature, shape, and
character of the institution. In the course of evaluating
and establishing the mission, he believes that the following
matters should be considered: fundamental purposes and
overall goals, special characteristics, constituencies to be
served, geographic service areas, major emphases and
commitments, academic freedom and corollary obligations,
form of governance and management, community and civic
obligations (pp. 6-7). To Shirley, the mission statement
proclaims the overall guiding vision and aspirations of the
institution. The mission statement must avoid vagueness and
must prove guiding principles for behavior to all members of
the enterprise.
Shirley discusses four essential elements of planning:
target audiences, program mix, comparative advantage, and
key objectives. Shirley believes that strategic planning
offers five primary benefits:
1. Communication of strategic vision;
2. An increase in external support;
3. An increased certainty;
4. A context for resource allocation and reallocation;
and
5. Improved institution's image (pp. 11-12).
Strategic planning is an instrument for integration.
Gray (1986) suggests that one way to coordinate planning,
assessment, and budgeting is that "strategic management
regards planning as an instrument around which all other
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controls—budgeting, information, compensation,
organization—can be integrated" (p. 89) .
Lisensky (1988) believes that the first characteristic
of a healthy institution of higher education is that it has
developed a mission statement that articulates its unique
strengths, roles, values, and a process of the distribution
of resources. The second characteristic is a planning
process that involves and is understood and supported by the
entire campus community. Evaluation or assessment is also a
vital part of the process. Through this process, the
institution determines to fine-tune its plans whenever
assessment recommendations are offered.
Lisensky further believes that most of the problems
that colleges and universities have experienced in planning
have stemmed from the fact that planning has not been used
as an instrument of integration. He believes that a major
problem is the confusion of operational and strategic
planning. Operational planning is conducted by the
individual units such as academic departments or divisions
within a college and the college or schools within a
particular university. This activity gathers and interprets
data and develops operational plans for the particular unit.
Lisensky provides important conceptual information; however,
no model is proposed.
To Brown (1988) a number of basic concepts underlie the
strategic planning methodology in place at the university.
Strategic planning is always "under construction," the
planning process is always moving forward, details are being
added, goals and objectives are reviewed and revised, and
the so-called "final planning document is never final." The
plan becomes a guide or source of direction rather than an
itinerary for accomplishing specific goals. "The path of
the dream is not a straight line with no misadventures.
Rather, it winds and meanders in the general direction that
the strategic plans set." For the planning process to be
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successful, the institution must build on its strengths,
pursue competitive advantage, insure broad ownership of the
vision, aim high, maintain integrity with basic educational
convictions, and develop strategies for carrying out the
goals and objectives adopted in the process (Brown, 1988,
p. 25) .
Morrill (1988) believes that for strategic planning to
succeed, it must involve a significant cross-section of the
campus community. This must include members of the faculty,
administrative staff, and student body. To coordinate the
planning process, a planning and priorities committee
consisting of ten to fifteen members with the president
serving as an ex-officio member should be created.
Membership should include five senior administrators
reporting to the president, faculty members from each of the
college's academic divisions, and students.
Cyert (1988, p. 92) states that "strategic planning is
really a method of dealing with and making decisions about
the basic nature of the institution." The purpose of the
strategic planning process is to establish a plan by which a
department, college, or university can achieve its place
among the departments and colleges of the university.
To Foote (1988), planning must be two-dimensional. It
must be decentralizing (bottom-up) and centralized (topdown) . Schools and departments plan and feed their input up
through administrative channels, while on overall
coordinated central administration directed activity is in
process dealing with priorities, institutional support, and
broad vision.
Although it is not described as a model, Foote (1988)
relates a process in place at the University of Miami which
followed an outline for critical inquiry in each department
in the following areas:
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1. Mission,
2. External environment,
3. Internal environment,
4. Priorities,
5. Goals,
6. Action Plans,
7. Status of Earlier Action Plans, and
8. The Financial Plan (p. 87).
The final strategic plan for the university included
plans for each of the schools, colleges, and divisions of
the university, plus an overall plan for the entire
university which reflects university-wide priorities and
includes capital budgeting requirements.
The planning process in place at the University of
Miami has many advantages. It promotes openness and honest
exchanges among leaders and other members of the university
faculty and staff, where the planners focus on the
university's reality rather than untested perceptions. This
helps in the decision-making process "because especially
controversial decisions achieve more credibility through
wide participation in their shaping" (Foote, 1988, p. 87).
Foote describes the difference between planning and
strategic planning as the difference between dreaming and
getting the job done. As performed at the University of
Miami, strategic planning became a systematic effort to
maintain a balance between energies. The needs of the
individual and the needs of the group or the university were
balanced. Foote discovered that strategic planning requires
constant adjustment and must be "a process by which
decisions are made in keeping, with the fundamental
principles of human learning" (p. 88).
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strategic Planning Technology Transfer
Multi-disciplinary Value
In discussions with Miller (1992) this researcher came
to realize that Miller believes that hospices require broadbased community support for effectiveness. He believes that
a broad stakeholder base should be developed by a hospice.
Participants in the planning process might include the
board, hospice employees, physicians, local hospital
representatives, and business executives.
In comparing writings found in other disciplines, the
work of Hensley (1992) in describing partners in university
research seems to fit well into this category of discussion.
Hensley asserts that strategic planning is a process for
establishing the future purposes of a unit, considering
common understandings, and for developing its activities
with its chief partners and major constituencies. Strategic
planning requires the arranging of mutual work among a
series of partners over the long term. In viewing the
principal partners, Hensley uses a federal perspective as an
example. In his discussion of strategic planning for
research universities, he identifies the following persons
and agencies as potential partners: Congress; the President
of the United States; executive agencies; Office of
Management and Budget; Governmental Accounting Office;
Congressional Committees; Patent Office; and federal
agencies: the departments of Agriculture, Defense,
Commerce, Education, Energy, Health and Human Services,
Housing and Urban Development, Interior, Justice, Labor,
State, Environmental Protection Agency, National
Aeronautical and Space Administration, National Science
Foundation, Smithsonian Institution, and the Veteran's
Administration.
Although Bryson (1987), Simerly (1987), Cyert (1988),
Shirley (1988) and others mention the need for involvement
in the process by persons or groups external to the
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organization, Hensley (1992) is the only author to give
specific examples and guidance in identifying these
stakeholders. Hensley also discussed the relationship
between the university and the state in which it is located.
Some of the agencies listed included divisions of research
programs, state higher education coordinating boards, and
state science and technology offices. Other areas external
to the university include industry, philanthropists,
voluntary associations, corporations, foundations, and the
public.
Hensley (1991) supports the position that organizations
and institutions should adopt strategic planning so they can
better meet the rapidly changing needs of society while
preserving the mission of the institution. It is a very
practical exercise that will allow the information to be
judged by the vision and acumen of its planners.
Two planning processes (Uhl, 1983; Kotler and Murphy,
1991) and two models (Simerly, 1987; Hensley, 1992) for
educational institutions are evaluated as follows: The Uhl
process is, in general, primarily concerned with tactical,
long-range planning. The focus is upon four major phases of
planning: analysis, mission and goals, objectives, and
resource use and needs analysis (Uhl, p. 2). The Kotler and
Murphy Process is also focused on operational and tactical
planning issues. The key elements are environmental
analysis, resource analysis, goal formulation, strategy
formulation, structure design, and systems design. Whereas
strategic planning is focused on developing partnerships and
dealing with planning today for decisions in the future
(1 to 5 years) (Hensley, 1992), Kotler and Murphy (1991)
seem to be focused on the decision process today and in the
near future (1 year or less). The Simerly (1987) proposal
is not unlike the basic concept of Bryson (1987, 1991) and
Peters (1979). However, it is very complicated and the
model is somewhat difficult to visualize.
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Considerations in the Model
Development Process
Model Fundamentals
To Hensley (1992), it is important that all who are
involved in this process share a common conceptual frame of
reference for their planning activities. In order to make
this possible, he suggests a model such as depicted
previously in Figure 1.3.
The first of the elements of strategic planning is
"positioning the architects" (Hensley, 1992, p. 192).
Hensley believes that planning is totally dependent upon
administrators getting the best minds to do the planning.
Anyone less results in a second- or third-rate plan. In
deciding who should be involved, Hensley (1992) suggests
that the administration, planning staff of the university,
faculty, consultants, and representatives from all of the
major constituencies which the university impacts, or which
impact the university, be represented. It is important that
these representatives from inside the university community
and sponsors from outside come together in order to develop
a useful and meaningful planning process. This is clearly
consistent with Miller (1992) who states that a broad base
of stakeholders should be developed by a hospice.
The Essence of Planning—
Stakeholder Influence
Regardless of the nomenclature, stakeholders or
partners (Blair and Fottler, 1990; Hensley, 1992), it is
essential that the organization conducting a strategic
planning process identify those individuals and groups which
have an influence upon the operation of the university, the
health care institution, or any other business enterprise,
today, and into the future. It is important that key
leaders among these groups be invited to participate in the
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strategic-planning process and that their ideas and input be
obtained.
Emerging Alliances
In many industries, strategic stakeholder alliances are
rapidly emerging as a vehicle for inter-organizational
cooperation. In health care, such alliances represent a
mechanism for organizations to seek collaborative solutions
to common problems. The importance of the power chemistry
of alliances cannot be overemphasized (Zuckerman, Kaligny
and Montgomery, 1991).
Health care chief executive officers who practice
strategic planning and set long-term goals, commune openly
and honestly with their boards, and work in partnership with
their medical staffs, are likely to survive. CEO's who
ignore strategic business objectives, circumvent their
boards, or alienate their hospital constituencies eventually
lose the trust and confidence of their boards. William
Smithburg, Board Chairman of Northwest Memorial Hospital in
Chicago, says that the CEO and the board chairman will meet
their mutual expectations if the institution has:
1. A clear strategy that the board understands,
2. An excellent management in place,
3.
4.

Financial strength for the future, and
A good partnership between the organization's
stakeholders. (Cited in Berger and Wisener, 1991,
p. 31)

Nature and Direction
Strategic planning is the framework that guides the
choices that determine the nature and direction of an
organization. Lee (1988) believes that strategic planning
can generate a corporate strategy to which everyone can be
committed. No one knows what the future is going to bring;
the further one looks into the future, the greater the
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uncertainty, as uncertainty is a fundamental fact of life.
The essence of a strategic plan is that it is a framework
for future decisions. The plan itself does not attempt to
make these decisions. The great strength of strategic
planning lies in the emphasis on understanding the present
and the issue to be addressed in the future. The emphasis
must be on a participative style and method of planning in
which all participants examine the present and contribute to
the definition and achievement of realistic goals and
objectives for the future.
In order to understand the evolved model developed for
hospice organizations, other strategic planning models must
be studied.
The Peters Model for Strategic Planning
Over the years Peters (1979) has seen the long-range
planning process change and mature into the process known in
the 1990s as strategic planning. Like Peters (1979),
Hensley (1992) believes strategic planning is a process for
making decisions today for the future of an organization.
Peters believes that the process for strategic planning is
straightforward and sequential, and identifies five
essential elements and nine tasks that constitute the
planning process, as illustrated in Figure 1.2 and listed
below.
1. Mission:
a. Identify the Present Position,
b. Revise the Mission Statement;
2. Strategy:
a. Assess the External and Internal Environment,
b. Focus on Key Changes,
c. Develop Goals and Strategies;
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3.

Plans:
a.

Prepare the Plan,

4.

b. Submit the Plan for Approval;
Resulting Action:

5.

a. Translate the Plan into Action;
Desired Outcomes:
a.

Establish Procedures for Follow-up. (Peters,
1979)

Peters (1979) indicates that the process has been
simplified deliberately and refers the reader to two lengthy
sections to be studied together because, he believes, this
often happens in real-life situations. Peters states that
the process should be tailored to meet the specific needs of
the individual hospital or health care organization.
Hensley would agree with Peters and his assessment of the
various elements of the process and the matters identified
in Peter's five-step process; however, two of the essential
elements of strategic planning have been overlooked in the
model and the order in which the activities should be
undertaken are contrary to establishing an effective
planning process. As Drucker (1954) points out, planning is
a function of management, regardless of the setting in which
that planning is carried out.
To Peters (1979), strategic planning is essentially an
outside-in effort in which leadership attempts to balance
the organization's performance, generally under its control,
with outside changes over which it has little or no control
and is linear in nature. The Hensley-Schoppmeyer Model
(Hensley, 1992) goes beyond a simple balancing of internal
and external stakeholder interest and focuses on building
partnerships and strengthening common goals and interests.
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The Bryson Eight-Step Strategic
Planning Process
A second planning model or approach to strategic
planning was developed by Bryson. The principal steps in
the eight-step process are as follows:
1.

Initiating and agreeing on a strategic planning
process;

2.
3.
4.

Identifying organizational mandates;
Clarifying organizational mission and values;
Assessing the external environment: opportunities and
threats;

5.

Assessing the internal environment:
weaknesses;

6.

strengths and

Identifying the strategic issues facing an
organization;
7.
Formulating strategies to manage the issues; and
8.
Establishing an effective organization vision for the
future (Bryson 1987, 1991).
To Bryson, Step 1 involves developing an initial
agreement about planning: why the institution wants to plan
and by when. The history of the organization is reviewed,
and decisions are made on how this can be tried in key
decision points.
Step 2 involves clarifying organizational mandates,
which involves the identification of the imperatives that
must be addressed. What the organization must and must not
do are identified according to the internal and external
rules influencing the organization.
Step 3 relates to the review of the mission and value
statements. The mission identifies what the organization
wants to do and points to how it will meet its mandates.
Step 4 is the external environmental assessment which
involves a review of the political, economic, social, and
technological (PEST) forces impacting on the organization.
In this step the organization assesses the changes which are
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occurring with competitors and collaborators. Opportunities
and threats in the external environment are identified and
are written up as possible scenarios about the future.
In Step 5, the internal environment assesses the
internal organization from a systems perspective: inputs,
process, and outputs. Inputs are the resources of the
organization: the people, the economic situation,
organizational competencies, and historical data. The
process element relates to organizational strategies
(overall or by function) and resources use. The output
element deals with the organization's performance history
and results, considering output in relation to input, value
added, and accountability for results.
In Step 6, strategic issues are identified. To Bryson,
the boundary between the internal and external environment
is where the fundamental issues for strategy development are
found. This is the loci for the organization's connection
with the world. It is at this point that conflicts arise.
In this step the who, what, when, where, why, and how of
planning are identified. In dealing with these issues they
are framed as questions that the organization can deal with.
For example, one might ask: How do we insure an adequate
funding base to fulfill our mission?
Step 7 involves formulating strategies to manage the
issues. The focus is on how to resolve the issues
identified in Step 6.
Step 8, the final step, involves creating a vision of
success for the future. This might be a statement
describing what the organization might be like if it
fulfilled all its potential. Bryson (1991) believes that
this vision of success may be hard to develop because the
organization is likely to be faced with a large number of
stakeholders who are vying for position and attention as
well as resources and output.
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The Simerly Planning Model
Simerly (1987) believes that "strategic planning and
effective leadership are linked together in a symbiotic
relationship in which each enhances the other" (p. xi). The
planning process proposed by Simerly is described as being
written by practitioners for other practitioners. The goal
is to help practitioners develop effective ways of building
bridges between continuing education as a unit and the
parent organization. The ideas presented are based upon
programs which are already successfully implemented, linking
theory and practice. Simerly describes strategic planning
as a process for: "designing, implementing, and monitoring
plans for improving organizational decision-making" (p. 1) .
In his review, Simerly identifies seven activities as
essential in a strategic planning process:
1.
Conducting a management audit to define the strengths
and weaknesses of the organization;
2.
Clarifying the important organizational values so that
they can be used as a foundation upon which to build
planning activities;
3.
Involving a wide variety of staff and important
constituencies and creating a mission statement to
guide the organization;
4.
Establishing goals and objectives to be achieved to
fulfill the mission;
5.
Creating an action plan for implementing goals and
objectives;
6.
Conducting a reality test to determine the availability
of resources required to achieve goals and objectives
and modifying plans as necessary; and
7.
Designing a feedback system that allows constant
modification of strategic plans in order to respond to
changing conditions in the internal and external
environment (1987, p. 14).
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This process as it was described in 1987 has evolved into
the model shown in Figure 2.2.
The essential elements of the strategic planning
process as proposed by Simerly (1987) are listed below as a
sequential process of seven steps:
1.
Management Audit

2.

3.

According to Simerly, the management audit serves
to analyze the situation as it exists presently in the
organization. It deals with issues such as the
organization's strengths and weaknesses, opportunities,
identification of what should be changed and why, and
then an evaluation of how difficult it will be to bring
about this change. This first step provides a snapshot
of the organization. It provides the basis for
designing strategies that will be effective in planning
(p. 16).
The Values Clarification
Because each individual has different ideas and
values, it is important to ask the staff to identify
the core issues, feelings and attitudes that are
important. Because these determine the organization's
culture, they must be evaluated. The author defines
expectations about behavior, specifies how work is done
and how decisions are made, identifies social
interactions and structures and how people communicate.
To be effective, strategic planning must create an
enhancement of the organization's important values and
culture (p. 16).
The Development of a Mission Statement
A mission statement should reflect the basic
purpose of the organization and identifies what the
organization should be contributing to society, whom
the organization should serve and the benefits to
society (p. 16).
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steps
-1Management Audit

-2Values
Clarification

What are the
organization's strengths
and weaknesses?
What will be the
easiest and the hardest
to change?

Internal
External

What values are important in setting
a desired direction for the
organization?

-3Mission
Statement

What should the organization be
contributing to society? This
should be a broad, general
statement.

-4Goals and
Objectives

What specific goals should the
organization achieve?

-5Action Plan

How will plans to achieve identified
goals, be developed and implemented?

-6Reality Test

-7Feedback System

Figure 2.2

Does the organization have the
financial, administrative systems,
facilities, political, and human
resources to implement the goals?
If not, can they be acquired?
How will the strategic planning
process constantly renew itself?

The Simerly Planning Model
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The Establishment of Goals and Objectives
In strategic planning, according to Simerly, the
terms "goal" and "objective" have special meanings.
The goal "is a large, generalized statement that points
direction for the future" (p. 17). Goal statements
should be general in nature, not easily measured in
time and space, and easy to understand. Often a
statement of one or two sentences should be adequate
for stating a goal.
"An objective is a sub-set of a goal" (p. 17) .
Objectives can be measured in space and time, can be
delegated to another person to implement, and usually
involve a deadline for completion. Specific objectives
identify how the goal will be achieved or carried out.
Objectives allow goals to be moved from idealized
visions to reality.
Action Plan
The process then moves to the establishment of an
action plan for implementation of objectives. This
should address what the possible problem areas are for
implementing the strategic plan and identify how new
strategies will be developed if the main plans begin to
go astray. The purpose of this step is to insure that
plans are implemented.
Reality Test
When a planning process begins and there is a
discussion of values, mission, goals and objectives,
there is usually considerable excitement and enthusiasm
generated. The reality test is designed to answer the
question, "Are our goals and objectives realistic and
attainable, given the very real constraints of our
situation?" (p. 21).
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7.

Feedback System
The final step in the Simerly process is designed
to answer the questions:
a.
b.

c.
d.

How will we know when our goals and objectives
have been achieved?
How will we develop a series of checks and
balances to provide an early warning that there is
trouble in meeting a goal and/or objective so that
corrective action can be taken?
How will failure be dealt with if it occurs?
How can we avoid punishing people if they try and
fail?

e.

How will we reward people for successfully
achieving goals and objectives?
f. Who will be in charge of periodically checking on
the implementation of the strategic planning?
g. Who will be the process instructor?
h. How will progress in implementing the strategic
plan be measured?
i. Is the feedback system comprehensive enough to
successfully implement the strategic plan? (p.
22)
According to Simerly (1987), there are thirteen major
characteristics of strategic planning:
1. Specific action-oriented strategies to implement all
plans that are developed;
2. Constant monitoring so that plans can be modified to
fit the changing realities of the organizational life;
3. Statements of overall general goals to achieve within
the organization;
4. Statements of specific objectives to achieve—
objectives that are directly related to achieving
identified goals;
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5.

6.
7.

Effective systems of delegation so that it is always
clear who is in charge of implementing any major
project that is part of the strategic plan;
Definite deadlines for completing all projects that are
a part of the strategic plan;
Effective evaluation for all stated goals and
objectives;

8.

Integrating strategic planning into the organization so
that the planning process comes to be seen as an
important and necessary component of daily work life;
9. Active consideration of the human resources of the
organization;
10. Involving a wide variety of people within the
organization in designing and implementing strategic
planning;
11. Considering the complex and often diverse motivations
of people who will be charged with implementing plans
and achieving results;
12. Maintaining a balance between what people would like
the organization to be and realities of what is
possible;
13. Designing substantive ways to address the major issues
in the organization—issues that are critical to
overall organizational success (pp. 22-23).
Simerly recognizes that strategic planning, like other
aspects of organizational leadership, is never finished but
must be a continuous process to be effective and must be
continuous for self-renewal to be a meaningful part of the
organization.
Simerly believes that planning is anticipation of the
future, its problems and opportunities and is an attempt to
shape that future by intelligent and informed action (1987).
Systematic and ongoing planning will be a critical
imperative in the remainder of the century. This is
supported by Bean and Kuh (1984) who believe that the ideas
104

generated through a strategic planning process can often
have more bearing on the future of the organization and its
activities than will changes in either its structure or
personnel.
The Uhl Process
Uhl (1983) believes that strategic planning, long-range
planning, and master planning are synonymous. He believes
that there are four major phases that should be included in
the strategic planning process:
1.
The analysis phase, which includes the assessment of
external and internal environments,
2.
The mission and goal phase,
3.
The objectives and action-plans phase,
4.
The resource—use and needs—analysis, and expenditure
strategies phase (Uhl, 1983, p. 2 ) .
He states that there should be nine outcomes of the
four phases of strategic planning:
1.
Information from the analysis of the external
environment,
2.

Information from the analysis of the internal

3.

environment,
Information from the facilities analysis,

4.

Recommended planning strategies,

5.

Updated mission statement,

6.
7.
8.
9.

Statement of goals,
Statement of objectives,
Final revenue estimates,
Expenditure priorities. (Uhl, 1983, p. 3)
According to Uhl, the analysis phase includes an
assessment of the institution's past and present and a
projection of its future. During this process, the internal
and external environments are analyzed, including an
assessment of external threats and opportunities as well as
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the internal strengths and weaknesses. An analysis of
physical facilities is also part of this phase.
The mission-and-goals phase includes the development of
a mission statement and broad-based goals. The mission
statement set of goals is derived, describing the desired
state or future condition of the organization and usually
involves a two- to five-year period (Uhl, 1983).
The third phase is the objectives and action.
Objectives are the means by which goals are achieved, an
operational indicator of a goal that is quantitatively
defined and usually covers a period of one year. Plans are
usually developed from these objectives and take
responsibility for specific actions (Uhl, 1983).
The last phase is the resource-use, needs-analysis, and
expenditure-strategy phase. The first focus is to examine
how resources are used in the institution's current
operations; and the second focus is to analyze the need for
resources used in the institution's strategic plan (Uhl,
1983) .
The Kotler and Murphy Process
Kotler and Murphy (1991) state that "if colleges and
universities are to survive in the troubled years ahead, a
strong emphasis on planning is essential" (p. 239) . They
believe that most colleges and universities do not have a
strategic planning capacity. They are good at operations
(i.e., day-to-day activities), but not much has been done
beyond that period. Most institutions operate in response
to crises rather than through thoughtful adaptation in
advance of these events. Generally speaking, most
institutions have been involved in budgeting and scheduling,
short-range planning and long-range planning. Kotler and
Murphy (1991) state that "the strategic planning process is
a sequential one where the goals and broad assumptions go
from the top down but the detail plans come from the bottom
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up" (p. 240). Kotler and Murphy believe that the strategic
planning process involves the following elements:
1.
Environmental Analysis,
2.
Resource Analysis,
3.
Goals Formulation,
4.
Strategy Formulation,
5.
Structure Design,
6.
Systems Design, (pp. 241-251)
Although they do not look on their process specifically
as a model, Kotler and Murphy describe the environmental
analysis as looking at the major trends in the environment,
the implementation of these trends for the organization, and
the identification of the most significant opportunities and
threats facing the organization. The significant focus of
this activity seems to be on marketing.
In describing resource analysis, the authors state that
the purpose of this activity is to identify major resources
(strengths and weaknesses of the organization). Also, an
organization should pursue goals, opportunities and
strategies which are consistent with and supported by the
strengths while avoiding the resource areas where there are
weaknesses (Kotler and Murphy, 1991).
Another element of their process is goal formulation.
By developing a clear set of institutional goals, an
organization can develop a clear picture of what the
organization is to look like and where it is to go in the
uncertain future. This will prevent the institution from an
unnecessary drift. Goals enable administrators to
"determine what they should be doing, develop effective
plans, create targets or performance, and evaluate results"
(Kotler and Murphy, 1991, p. 244). Through this process, a
mission statement is also developed or reviewed. The
mission statement identifies what the institution is to
accomplish in the larger environment and should be market
oriented, feasible, motivating, and specific.
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Kotler and Murphy (1991) believe that the institution
also should develop a set of relevant objectives or tasks
that are to be carried out. These will vary from year to
year and will depend on the administration's major problems,
opportunities, and threats.
The institution should then develop goals which are
objectives stated in operational and measurable form. After
the completion of the formulation of a mission, objectives,
and goals, the institution must determine strategies that
will be used to achieve the goals. This is the process that
the authors call strategy formulation. Developing its
strategies, the organization should undertake two tasks:
1.
Develop an academic portfolio strategy, a delineation
of what is to be done in its current major programs,
and
2.
Develop a product-market opportunity strategy and
decide what new products and markets to add. This is a
six-step organizational design (Kotler and Murphy,
1991, p. 251).
Following the development of strategies that can be
carried out by the institution to achieve its goals, the
organization must assure that it has the structure, the
people, and the culture to implement the strategy
successfully.
The last major step in strategic planning, as defined
by Kotler and Murphy (1991), is the design or upgrade of
systems that will be needed to develop and carry out the
strategies and achieve the goals outlined in the new
environment. To accomplish strategic market planning, the
planner must establish a marketing information system and a
capability to develop and evaluate demographic, economic,
political, technological, and cultural data; a marketing
planning system (development of the capability to plan for
the future marketing activities of the organization); and a
marketing control system (the development of a system to
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measure the ongoing results of a plan against the plan's
goals and to take corrective actions). Kotler and Murphy
believe that "the most important benefit of strategic
planning for higher education decision makers is that it
forces them to undertake a more market-oriented and
systematic approach to long-range planning" (p. 251) .
Strategic market planning seems to be the focus of this
process rather than strategic planning as defined in other
elements of the literature.
The Hensley-Schoppmeyer
Conceptual Framework
The Hensley-Schoppmeyer Model for Strategic Planning in
University Research (Hensley, 1992) is depicted in
Figure 1.4. According to Hensley and Schoppmeyer,
universities use at least three different types of planning
for university research, which are described according to
the scope and time frames for planning. Most planning can
be subsumed under one of these three types, as supported by
both Peters (1979) in the health field, and Bryson (1987) in
the public and nonprofit fields.
A brief discussion of various types of planning and the
structure and essential elements of the operating and
planning systems will provide descriptions of the products
generated by the processes. The success of the planning
process can be evaluated by measuring the completion of
certain products and phases and evaluating them (Hensley,
1992).
Operational, tactical, and strategic planning are
complementary activities that must be integrated for any one
type to be effective in the planning process. Strategic
planning could not be conducted without building on the
operational and tactical planning of the institution.
Similarly, operational and tactical planning are more
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difficult and less effective without strategic planning
(Hensley, 1992).
When Hensley (1992) uses the word planning, he means a
detailed description of the future work being proposed by a
particular university unit. The unit is described clearly
by a purpose statement that defines the unit, its work, and
its products. Understanding the differences among purpose
statements and their hierarchical arrangement is essential
for strategic planners.
Modeling the Strategic Planning Process
Strategic planning, according to Hensley, is the
process of developing common understandings of the future
purposes of a unit with its chief partners and major
constituencies. This is supported by Swain (1988), Steeples
(1988), Foote (1988), and Roach (1988). Swain (1988)
believes that strategic planning can be a powerful process
for making key decisions about the university's future. It
is therefore important for administrators in all fields to
model the strategic planning process and to use the
technology necessary for such planning (Bryson, 1987).
Since the mid-1960s, managers used and experimented
with a total systems approach in several types of
cooperative long-term planning for research and
instructional development (Fedler, Hensley, Sisler and
Tunstall, 1993). Hensley (1992) is convinced that although
planners spend a great amount of their time in others'
offices informally developing cooperative agreements, the
planner must have a model in mind and the planning
technology to manage the endless paper work that follows a
handshake to cement a verbal agreement for the achievement
of mutual goals over the long term.
Hensley believes that although units should be
encouraged to use a variety of techniques to advance their
planning, there must be a common model that guides large
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groups of people in joint efforts, that assures the exchange
of compatible information in usable formats, and that
reminds the planner of impending deadlines. Moreover, for
the technology to work there must be an adequate support
staff who will develop and maintain the information systems.
These diverse and multiple efforts require a synchronization
of effort according to an agreed-upon model of the planning
process.
Presenting a conceptually valid model for strategic
planning for university research is difficult, according to
Hensley (1992), because the generic process is extremely
complex, and the specific techniques vary widely among
institutions. Despite these difficulties, modeling the
strategic planning process has great utility for the planner
because basic models provide the framework for organizing
the work associated with strategic planning.
Modeling the strategic planning process to be used by
an organization is a fundamental technology for planners.
Because strategic planning is such a complicated and
continuing process, a planning model allows all who are
involved to share a common frame of reference for their
planning activities and permits the planners to check their
progress toward the development of an agreed-upon series of
outcomes (Hensley, 1992).
Hensley believes that strategic planning can be modeled
as occurring in the six phases shown in Figure 1.3. Hensley
includes two phases that are seldom discussed by writers on
the strategic planning process, but they are indispensable
for strategists who intend to rely on the plan to bring
about major changes.
The first, "positioning the architects" (Hensley, 1992,
p. 192), stems from Hensley's belief that university
planning is totally dependent upon administrators getting
the best minds to do the planning. He believes that
anything less results in a second- or third-rate plan. The
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latter phase, adopting the university strategic plan, comes
from the belief that second and third generations of
strategic planning cannot continue without the adoption of
the first generation agenda and without the faculty and
sponsors seeing the implementation of their plans. The
other phases "scanning the environment," "analyzing
strategic options," "designing unit plans," and "accepting
the university agenda" are standard fare in planning.
Hensley believes that the model provides a valid, graphic
representation of the strategic planning process. The
following describes the steps in Hensley's planning process
in greater detail (Figure 1.3) (Hensley, 1992).
Positioning the Architects for the Future
The major theme of Hensley's work is that research
administrators are the architects of the future (Hensley,
1992) . To design the future, research administrators must
first be given the necessary authority and direction for
planning by the university president, without which they
will never be taken seriously by sponsors or performers.
Hensley believes that research administrators must then
conceive the requisite organizational planning structure for
developing the strategic research plan. They must select
the best planners available, give them specific charges, and
delegate authority for planning. This is supported by Swain
(1988) and Bryson (1987) who believe that there is no
substitute for broad perspectives and openness in
considering responsible change by all members of the
management of institutions and health care organizations.
The design of a structure for planning can follow the
traditional administrative structures found in most
organizational charts or functional divisions depending on
the chief administrator's thinking for managing planning
activities. Regardless of the organizational planning
structure chosen, the planning will be only as good as the
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selection of people to lead in the planning, and the success
of the planning will rest on the clarity and authority of
the charge to plan (Hensley, 1992).
Hensley introduces the Killoren Impact Model (Hensley,
1992) to help identify the architects of the planning
process. The strategic impact planning model was developed
by Killoren (1979). He suggested that it be used as a
holistic approach to planning for research. The key focus
of Killoren was that planners recognize that their
strategies will be influenced by individuals and
institutions and that their plans will be impacted by and
have an impact upon certain areas. His model depicts the
scanning process in a concise manner and allows the viewer
to realize that a great number of areas will be impacted by
the plan and that these areas should contribute in an active
way to the planning process. The planner is provided the
opportunity to identify areas currently contributing to the
success of the unit, to identify competitors, and to target
areas for future development. Killoren believed that
strategic plans are only as good as their input;
consequently, the more impact that is initially identified,
the more congruence there will be between strategic plans
and later operations.
In management literature, the process Killoren calls
impact assessment is known as strategic stakeholder
management. The ideas expressed by Hensley (1992) in
describing the Killoren Impact Model follow very closely to
those which are espoused by Blair and Fottler (1990) in
their stakeholder management approach.
The idea of both approaches is to identify those
individuals and groups who will have an impact upon the
institution or upon whom the institution will have an
impact. The strategic stakeholder management model (Blair
and Fottler, 1990) used in this dissertation goes beyond the
Killoren Impact Model. After identifying the impact areas,
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each area is given a numerical impact value from one to
five, for example, with five being a great impact and one
being a minor impact (Savage, 1993).
Through the use of these tools, the manager of the
institution and the strategic planning architects are able
to identify key organizations or individuals which have an
impact or which have a stake in the organization (Hensley,
1992; Savage, 1993).
Scanning the Environment
The environmental scan has the purpose of identifying
the major impact areas and the principal performers and
sponsors that may assist in the development of university
research (Hensley, 1992). Impact areas are an important
consideration in every phase of strategic planning, but they
are particularly prominent in scanning the environment and
in adopting the strategic plan. Savage (1993) also supports
this contention. In scanning the environment the university
must first identify the strategic impact areas. At this
phase, the university is seeking information from the
principal performers and sponsors.
The scanning process is performed by each unit planning
team focusing their attention on the research outputs to be
produced by their unit in the future (Hensley, 1992). The
outputs are aimed at a consumer or client in a particular
field. Within the consumer or client field, there is a
target area where the unit's products must be placed. Each
of these target areas will be impacted by the unit's
strategic plan; and in turn, the principals in and around
the target area will influence the unit plans. An infinite
number of research opportunities could be pursued by a
university; strategic planning has the purpose of targeting
areas for developing selected opportunities because it is
impossible for a single institution to react successfully to
all opportunities. Also, many factors (government policy,
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economics, and industrial demands) will influence the
institution and its units. Only the trend of significant
factors should be considered in strategic planning (Hensley,
1992).
The university selection process begins with individual
research units evaluating impact areas. Each must scan its
fields of responsibility to determine the disciplinary
imperatives, client needs, partners' priorities, market
mandates, and disciplinary needs for technological
innovation. The disciplinary imperatives, needs and
mandates are the inputs for future research outputs
(Hensley, 1992).
Target areas must then be sighted in the strategic
impact areas. The impact area is large, and the target area
is small. Target areas, therefore, are the specific areas
in which the unit is already doing research or in which it
plans to do research. The target can be a small area in the
structure of a discipline's knowledge, in a line of
inventions, in an organization's sphere of success, in an
industry's common request for assistance, and in the wide
spectrum of professional technology (Hensley, 1992).
Target areas are identified according to individual
units assessing opportunities for future research outputs
and the factors that will impact the unit's ability to
produce the outputs. The unit must identify competitors and
partners, the principals, in the target areas.
The third step is to assess the strengths and
weaknesses of the principals and the opportunities and
threats facing the organization (Hensley, 1992), which is
supported by Roach (1988). Fourth, the unit planning teams
should determine the research development assumptions of
competitors and sponsors in their target areas. In the
fifth step, the unit must consider the effects of
significant factors such as national and state political
winds, global and regional economic trends, the changing
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demographic characteristics of clients, and the critical
issues in specific disciplines. The relative ease of
completing the scanning process and the finding of relevant
information is determined by the power of the institutional
and external information systems (Hensley, 1993).
Strategic Analyses of Unit Options
In the third phase of planning, the unit analyzes where
the unit and the university are and presents a number of
scenarios for research program development, considering a
number of options for each project in the research program.
Strategic analyses of unit options are extremely important
to research program development. In this phase of strategic
planning the various project ideas are placed before the
unit to be evaluated. Because projects are the major
building blocks of the research university, a decision must
be made on which ones should be developed. Many good new
ideas and many old ones could be developed into a wide
variety of research outputs. Resources, however, are
limited. Therefore, decisions must be made on whether the
unit wants to advance its basic research or whether it is
more interested in helping the local community projects, for
example. Decisions must be made on which sponsors should be
approached for the kind of needed support and the
appropriate amount (Hensley, 1992).
Designing Unit Plans
To Hensley (1992), the Design of the Unit Plan is the
most demanding phase of strategic planning. This is
supported by Swain (1988) and Steeples (1988). Swain, as a
result of experience in planning at the University of
Louisville, came to realize that departmental or unit plans
must be developed as a part of the overall process, not as
an after product. The principal investigators in the
different administrative units of the university must
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examine their current purpose in relation to the goals of
their constituencies and the changing mission of the
university. They must decide what research work the unit
will do in the future and how it will be organized and
funded. Most importantly, in this phase, they prepare and
advocate the vision of what the unit can and will be
(Hensley, 1992).
The investigator's plans are sent to the department
head who aggregates the several proposals, matching the best
ideas of faculty and students with limited resources to
achieve specified output. The department head then
carefully selects from among the proposals and arranges
these into program development packets, places dollar
amounts on each selected program, and assigns laboratory
space. The faculty is asked for its input and a final
package is put together to be sent to the college level for
evaluation. The process then continues up the
organizational structure until the plans become a part of
the proposed overall university plan (Hensley, 1992).
Accepting the Agenda
Accepting the agenda of the university requires that
planning teams affirm old goals or establish new ones for
institutional associates, prioritize the plans under
consideration, pledge their resources to specific plans, and
advocate the acceptance of their plans to their partners
(Hensley, 1992). Acceptance of the products of the process
comes about as participants help diagnose problems, struggle
through solutions, and encourage each other (Swain, 1988).
The acceptance phase of strategic.planning is often
neglected by planners because they do not understand the
difference between strategic planning and other types of
planning. Most academicians have made unit plans that were
in reaction to a higher authority's budget. These
operational plans become the means of achieving sponsor
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goals according to a sponsor's budget. Some have made
tactical plans that determined the means and objectives for
achieving the sponsor goals. These activities are planning
efforts, but they are not strategic planning. Both
operational and tactical planning are reactive, allowing a
single sponsor to set the direction and the rate of
development of the unit (Hensley, 1992).
Strategic planning is the process of establishing the
future purposes of a unit considering common understanding
for developing its agenda with its chief partners and major
constituencies. It is proactive, rather than reactive.
Strategic planning requires that the sponsor accept the plan
of the unit according to the budget of the unit which is
much more difficult than tactical or operational planning.
The key difference of acceptance of a unit agenda by
partners must be understood and achieved, or the plan
remains a long-range unit plan with little chance for
adoption. The process of planning reverses in the
acceptance phase. The planners stop taking in information
and reacting to it—they begin disseminating their plans and
advocate endorsement of those plans (Hensley, 1992).
Adopting the Strategic Plan
In the previous sections, the importance of partners
assessing other partner's purposes to determine the
compatibility of their units to work together to develop
mutual goals over the long term was emphasized. The
partners must then come to the point of agreement where they
can cooperatively design an agenda that will produce the
results both desire^. Partners accept each other's plans
into their own and then commit resources to accomplishing
specific goals in the mutual plan (Hensley, 1992).
Adoption usually does not come immediately but rather
occurs gradually during the strategic planning process.
Because this is the case, Hensley (1992) believes that the
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planning process which involves the development of common
understandings as the process moves forward may be more
valuable than the plan document, the most visible and most
immediate product of the process. Adoption occurs as a
result of a high degree of awareness by each partner of each
unit's proposed plans. Acceptance is a result of active
participation as the process has forged ahead.
Much of strategic planning in the well-established
research university (Hensley, 1992) or health care
organization (Savage, 1993) is a reaffirmation of longstanding partnership purposes with the addition of new terms
and ideas in traditional agreements. In emergent research
universities or health care organizations, infrastructure
will be in place, but the purpose of the institution will
require reassessment and reformulation by the university and
its partners. An emerging research university or health
care organization must reassess its mission and accept or
reject changes which will make it possible for the new
orientation to occur. If the change is to occur, a new
agenda must be adopted.
In the very early stages of planning, when university
leaders or health care administrators appointed the
strategic planning architects, the process of adoption
began. The appointment of persons of vision positioned the
process for success (Hensley, 1992; Savage, 1993).
Positioning the architects, therefore, becomes an essential
element of any effective strategic planning process.
Planning in Practice
One of the most impressive articles related to the
practice of planning was written by Cyert (1988) in which he
describes the process begun in 1972 at Carnegie Mellon
University. Strategic planning at this university has as
its objectives to produce focused departments. Colleges and
academic departments of the university play a central role
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in the process. In order to establish the process, Cyert
began by developing support from the faculty and staff,
emphasized that strategic planning is a continual process
(at Carnegie Mellon planning takes place in a two-year
cycle), and that planning and budgeting are integrated;
there is flexibility and a belief that the process itself is
in many respects more valuable than the plans. This is
considered to be the case because the process brings
department heads, deans, and senior faculty members together
to take a hard look at each of their units and to ask how
they can make improvements. Excellence, they have learned,
like freedom, is achieved only at the cost of vigilance.
Foote (1988) believes that the need for institutions of
higher education to undertake strategic planning comes about
as a result of the imperfect nature of the world. Colleges
and universities are faced with insufficient resources and
limitless needs, which create a much more interesting world
than a theoretical and ideal one in which there are no
problems.
The changes which are occurring in American colleges
and universities and in health institutions, have propelled
them into an unfamiliar new world, a world of swift change
and unprecedented rivalry for resources (Cyert 1988). He
believes that it takes all the running that one can do to
stay up.
Colleges and universities, as well as health care
institutions, are now a part of a realm long familiar to
commercial business enterprises—the realm of competition.
It is clear that university and college leaders, as well as
health care executives, are as bright as business
executives, that they should embrace the concept of
strategic planning in management. Although he does not
propose a specific model, Cyert believes that the foundation
of strategic planning lies in the development of specific
vision for an institution and he lists critical development
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paths in five areas which must be considered: mission,
target audience, program priorities and offerings,
comparative advantage, and key objectives to be pursued. In
order to accomplish these, institution strengths and
weaknesses must be understood, there must be an internal and
external environmental assessment; strengths, weaknesses,
opportunities, and threats must be dealt with; and
institutional goals that are realistic and attainable must
be established. The planning process as envisioned looks at
the individual units of the university or hospital and the
institution as the units of analysis (Cyert, 1988).
Steeples (1988) saw the implementation process as
occurring principally among the operational units, the point
where the work of Hensley (1992) takes strategic planning to
the next higher level. This occurs as a result of bringing
in outside constituencies including the government, private
business, and other parts of the external environment into
the planning system and ties them in as partners with the
internal constituencies to the institution. There are many
advantages to strategic planning. One of the greatest is a
clarification of the mission and the establishment of an
identity for the institution. This is followed by a focused
deployment of resources (Steeples, 1988) .
Center College of Kentucky (Morrill, 1988) carefully
examined what it meant to be a small, selective,
residential, coeducational liberal arts college. As a
result of its planning process. Center defined a mission to
become a model of national consequences for institutions of
its type and size. The University of Louisville (Swain,
1988) achieved improved status as a metropolitan institution
with an enhanced research role. The University of Miami
(Foote, 1988) established itself as a leading independent
comprehensive research university with vastly improved
resources. Carnegie Mellon University (Cyert, 1988) focused
on research and technical education in partnership with
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liberal learning. The University of North Carolina at
Asheville (Brown, 1988) improved its quality, took advantage
of opportunities based on a strong undergraduate liberal
arts tradition, improved its community relations, and
created a campus master plan. West Texas State University
(Roach, 1988) worked through a state financial crisis,
improved its quality, achieved greater efficiency through
focused programs, and attracted new support for program
initiatives. Westminster College avoided bankruptcy and
recognized the need to establish an advantageous market
position. Strategic planning, according to Steeples, "is
fundamentally a means of applying marketing concepts to
higher education" (1988, p. 103).
Swain (1988, p. 103) states, "There is no panacea in
managing a major university or college. Strategic planning
is a useful tool but it cannot solve all problems."
To Steeples, "It seems clear that in the future,
leadership in higher education will shift increasingly to
institutions with the vision and the will to undertake
strategic planning" (Steeples, 1988, p. 104). It is likely
that this will also be the case in health care institutions.
McMillan (1978) described his work on planning as a
"survival manual" (p. 1 ) . This survival strategy seems to
be supported by Hensley (1991b), Peters (1979), Bryson
(1987), Steeples (1988), Cyert (1988), Shirley (1988), and
Simerly (1987).
The reaffirmation of established plans by the partners
also seems to apply to any institution of higher education,
public or nonprofit organization, or health care
organization (Hensley, 1992; Bryson, 1987, 1991; Peters,
1979) .
In the very early stages of planning, when university
leaders or health care administrators appoint the strategic
planning architects, the process of adoption begins. The
appointment of persons of vision positions the process for
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success (Steeples, 1988). Positioning the architects,
therefore, becomes an essential element of any effective
strategic planning process. The second essential element
which is frequently left out of strategic planning models is
the acceptance of the agenda. Hensley (1992) believes that
this is essential if plans are to be implemented. Although
this wording is not specifically used by Steeples (1988) or
Cyert (1988), their writings point out the need for
participation by a variety of constituents at all levels in
the process.
The final element, which is different from other
models, is adoption of the strategic plan (Hensley, 1992).
Peters (1979) and Bryson (1987) recognize that for the plan
to be put in place, it must be adopted by the board of
directors of the institution. This is supported by authors
in the field of education (Cyert, 1988; Steeples, 1988;
Simerly, 1987). However, all of these authors fail to point
out the importance of the relationships between the board,
staff, and the partners which have been developed in the
strategic planning process. These partnerships are
essential to the achievement of the specific plans and the
mission of the organization. These three essential
elements. Positioning the Architects, Acceptance of the
Agenda, and Adoption of the Plan, along with the concepts
underlying the Hensley-Schoppmeyer Model (linear) and the
Roark Strategic Planning Star Model (interactive) are the
basis for the theory behind this research.
The Research Issues
In order to test the applicability of the HensleySchoppmeyer Model (Hensley, 1992) to hospice organizations
and to determine hospice administrators' opinion of the face
validity of the Roark Strategic Planning Star, a national
survey has been conducted and reported in Chapter IV.
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CHAPTER III
METHODS AND PROCEDURES
"If you don't know where you are going, any road will take
you there."
Cheshire Cat, Alice in Wonderland
Introduction
In order to develop an understanding of the educational
status of hospice executives, to determine the status of
strategic planning in hospice organizations, to validate the
Hensley-Schoppmeyer and the Roark Strategic Planning Star
Models, it was necessary to obtain information from hospice
chief administrative officers. Because there is no single
source which currently maintains records on individual
hospice administrators, it was necessary that baseline
information be collected. The most efficient and effective
method for collecting the desired information was determined
to be a survey instrument (Miller, 1992; Hensley, 1993;
Kaigh, 1992).
An ERIC search and a UMI Dissertation Abstracts search
did not find a survey instrument that could be considered
for possible use in the research; consequently, this
researcher decided to develop an original survey instrument.
This researcher met with Bill Kaigh, Ph.D., Professor of
Mathematics at The University of Texas at El Paso, a
recognized expert in survey research. After several
discussions and a review of related literature suggested by
Dr. Kaigh, this researcher prepared a draft survey
instrument making use of preliminary work done as a part of
coursework taken under Hensley (1991). Following the
counsel of Kaigh (1992) and Hensley (1991b), this researcher
developed, reviewed, and tested the proposed instrument as
shown in Appendix D.
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Expert Systems Research Design
The methodology used in this research is based upon a
total systems approach developed by Hensley et al. (1993).
It follows the Expert Systems Model (Harmon, Maus, and
Morrissey, 1988) often used in the sciences to depict the
process of development within a system.
Hensley describes this as an expert systems design
(Hensley and Tunstall, 1993), which is similar to the work
of Siegel (1986) whose work was aimed at helping
nonprogrammers understand the systems research design
process. In this design an expert first perceives or
identifies a need and proceeds to provide a problem-solving
process that can be used by others to arrive at practical
solutions to everyday problems that might otherwise be
difficult or impossible for the novice to solve. The expert
system designer begins with a disciplinary research
question, identifies options for dealing with the issue(s),
and applies practical knowledge from his repertoire of
problem-solving solutions. The expert then develops a
method for communicating his/her special knowledge to
others. Based upon his/her knowledge and experience, the
expert should be able to explain the reasoning behind the
proposed solutions and help the user understand the expected
outcomes (Hensley and Tunstall, 1993). Expert systems are
also being developed for use in activities such as budgeting
and operational planning (Gresh, 1986).
The Expert Systems Design for
Validating System Models
As a part of the overall related literature search, the
work of Harmon et al. (1988) was reviewed. This provided
guidance and new knowledge related to research methods and
helped this researcher to understand better the concept of
the expert systems approach. The Harmon et al. design is
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depicted in Figure 3.1 (1988, p. 168). Out of the Harmon et
al. design, Hensley et al. (1993) developed a schematic of
the process for validating systems models. Originally
designed to validate higher education systems models,
epistecyberneticists are now using the expert systems design
model developed by Harmon et al. (1988) in a wide variety of
settings (Figure 3.2).
Based upon the work of Harmon, Maus, and Morrissey
(1988) ; and Hensley and Tunstall (1993), this researcher
identified nine steps in expert systems development (Figure
3.2) .
In Stage 1 of the Hensley and Tunstall Model (1993),
the initial activity is the conception of the disciplinary
research question. This is operationalized by asking, "Can
a model be created to guide the field?" and considers the
generic model for the structure of knowledge. Based upon
knowledge in the field, the epistecyberneticist (Appendix C)
then conceives a disciplinary research question, considers
the knowledge within the discipline, and develops a generic
model with the intent of refining the model to fit a
specific aspect of the discipline. This stage is based upon
four assumptions:
1.

The person considering the development of the
model is an expert in the field for which the
model is to be constructed and believes he/she
has the expertise to construct the model.

2.

The person is professionally trained in the
field, has successfully worked in the field
and has current knowledge of the developments
occurring in the field.
The epistecyberneticist (person studying the
stewardship of knowledge scientifically) is
familiar with the literature in this area.

3.

4.

There is a sufficient body of knowledge that
warrants the modeling of the field. (p. 4)
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Figure 3.1

Development of an Expert System
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STAGE 3
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Pilot Testing
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Figure 3.2

A Schematic for the Process for
Validating System Models
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Hensley and Tunstall (1993) believe that every
professional performs major functional operations on
specified objects. The professional uses appropriate
technologies (instruments) to carry out the operational
functions on the objects and selects modes of inquiry (ways
of thinking) to address the problem under study. Through
research, knowledge is created. Knowledge then is accepted
as a generic solution into a person's repertoire of problemsolving solutions. As a result, Hensley and Tunstall
further believe that every generic solution in a discipline
should be subsumed within a model that identifies
disciplinary specified objects studied or worked on, the
major functional operations performed, the appropriate
technologies, and particular modes of inquiry used by
researchers and practitioners.
In Stage 2, the epistecyberneticist thinks through the
essential knowledge elements in the field of study and
creates a shell or model from which to begin the evaluation.
Stage 3 involves a scan of the discipline. There are
three types of scan. First the epistecyberneticist scans
his own repertoire or problem-solving solutions, the
environment and literature. The expert thinks intensively
about the knowledge system under study. The common
activities or functions or professionals are identified as
are the commonly accepted terms (jargon) of the profession;
major processes are identified; specialty areas are defined;
and dominant technologies and guiding modes of inquiry are
defined.
In this stage it is assumed that the
epistecyberneticist:
1. Can see the discipline as a general system;
2.

3.

Has sufficient intuitive knowledge to begin to
establish the conceptual framework and mentally
perceive of a model;
Can identify the appropriate knowledge elements as
defined in the literature; and
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4.

Can find other experts who can confirm similar
models. (Hensley and Tunstall, 1993, p. 5)
Stage 4 moves to the identification of the model
infrastructure which involves taking the mental images and
placing them on paper. This sharpens the focus of the
epistecyberneticist and opens the door for the evaluation
process to begin.
Stage 5 takes the epistecyberneticist from the
theoretical to the practical. In this stage the prototype
is constructed.
Stage 6 involves a pilot test on the proposed model
using other experts and practitioners. This begins the
process of expert critique and sharpening.
Stage 7 is the model field test stage. In this process
the epistecyberneticist takes the input from a
representative sample of researchers and practitioners.
The model is critiqued for relevancy, appropriateness, and
user friendliness. This is evaluated, and a revised model
is developed.
Stage 8 involves the validation of the model. This may
be done by simulation validation, disciplinary validation,
or empirical validation, which are defined as follows:
1.

2.

3.

Simulation validation. Through this process
the proposed model is tried via a series of
trials in a simulated environment.
Disciplinary validation. In this process
experts in the discipline are asked to review
the model and validate its elements. Expert
suggestions for strengthening or improving the
model are received and incorporated into the
model.
Empirical validation. This relates to testing
through case studies or other methods of
application in a practical, real world
setting. It involves developing hard evidence
that can be verified by experience or
observation. (Hensley and Tunstall, 1993,
p. 6)
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The ninth and final stage is adoption, maintenance, and
enhancement. This is the process of assuring that
information on the model is appropriately disseminated to
the field and that once placed in use, it is continually
updated as changes occur in the mode of inquiry and as new
applications are implemented in the discipline.
The Application of Expert System
Development to Hospice Planning
Stacfe 1. Can a Strategic Planning Model
be Validated for Hospices?
In the fall of 1990 after attending several hospice
educational meetings, this researcher realized that there
was a need to enhance the management knowledge and tools
available to hospice executives and determined to take on
the task of developing a model to guide hospice planning
activities. To do this, this researcher had to know
specifically the needs of hospice administrators. In
discussions with hospice administrators (McCuistion, 1992;
Magno, 1992), this researcher discovered that the kinds of
planning practiced by many are those known as operational
and tactical planning, regardless of the models considered.
Miller (1992), Mahoney (1992), and Zandbergen (1992)
indicated that there was a need for strategic planning
education for hospice administrators. Based upon the
identified disciplinary imperative, it seemed clear to this
researcher that there was a need to determine if higher
education course offerings would be valuable to hospice
administrators and if a model would assist in their
strategic planning processes. In order to accomplish these
objectives, a study was required.
Stage 2. Shell Creation
In order to develop a model, a review of educational
management and health care literature was conducted. Models
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developed by Peters (1979), Bryson (1987, 1991), Hensley
(1992), Uhl (1983), Simerly (1987), and Kotler and Murphy
(1991) were evaluated and a new model for consideration was
developed.
Stage 3. Scanning the Discipline
In discussions with Dr. Oliver Hensley, this researcher
identified two types of scans to be performed. The first
involved a scan of the related literature, which looked at
the models existing in health care and higher education as
well as the development of planning as part of the
discipline of management. The second scan involved
developing an understanding of the actual status of planning
in higher education, in business, and in health care.
In order to gain a general understanding of how
planning was currently performed by hospice administrators,
this researcher met with hospice administrators at
educational seminars. This researcher asked questions about
their planning activities. From these discussions, he
developed the following list of concerns to be considered in
any research undertaken.
program size,
ownership,
level of education,
completion of higher education coursework in
strategic planning,
higher education coursework interest,
seminar attendance interest,
professional certification,
total experience as administrator,.
management degree,
community and staff involvement in management
activities,
age,
gender,
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ethnicity,
types of planning, and
need for planning education.
Stage 4. Model Infrastructure
Identification
The original idea for the study of hospice
organizations developed out of discussions with hospice
administrators at state and national professional meetings
in 1990. In these discussions, this researcher came to
realize that most administrators spend the great majority of
their time dealing with matters of daily operation. In the
management discipline, this is known as operational
planning. Therefore, identification of the type of planning
activity being undertaken by the hospice organization became
a major objective of this research. As a result of the
desire to understand the extant planning process, a decision
was made to develop a survey instrument. Before beginning
the actual question development process, this researcher
reviewed literature related to survey research (Davis, 1971;
Dillman, 1978; Dutka, Frankel and Roshwalb, 1982; Labaw,
1980; Tull and Albaum, 1973).
Stage 5. Prototype Construction
Beginning in the late 1970s while Director of Planning
for the Texas Hospital Association, this researcher had
experimented with a number of planning models in the health
field. The Peters Model (1979) was modified (Figure 1.5)
and became this researcher's principal model to guide
planning.
The planning model proposed in this research is an
adaptation of the Peters Model for Health Care Planning
(1979) (Figure 1.2), the Hensley-Schoppmeyer Model for
Strategic Planning in University Research (Hensley, 1992)
(Figure 1.3), and the Bryson Model for public and nonprofit
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organizations (1987, 1991) (Figure 1.4). While engaged as
Director of Planning for the Texas Hospital Association,
this researcher had the opportunity to conduct seminars for
hospitals throughout the state of Texas for the purpose of
encouraging hospital administrators to engage in the process
of long-range planning. During this period, this researcher
used the services of Joseph P. Peters and a number of other
recognized consultants within the United States to
facilitate these conferences and to deliver information to
hospitals and health care administrators which would be
beneficial in helping them to begin to look toward their
future.
On June 12, 1992, this researcher attended an
epistecybernetics workshop in Lubbock, Texas. A
presentation was made by Dr. Kathleen Hennessey on neural
networks (Hennessey, 1992) . Following this discussion, the
concepts which were being considered by this researcher were
reassessed, and the interactive model called the Roark
Strategic Planning Star Model was developed. This resulted
in the modification of the proposed model from a linear
arrangement to a circular configuration which, in showing
the interactivity between the elements of the planning
process, produces a design much like the Star of David.
Three elements of the Hensley-Schoppmeyer Model (1992)
were not included in this researcher's former model nor were
they found in any other model in either education or
management although they were discussed in a circuitous
manner (Peters, 1979; Cyert, 1988; Steeples, 1988; Foote,
1988): (1) positioning the architects, (2) accepting the
agenda, and (3) adopting the strategic plan (Hensley, 1992).
As a part of the survey, this researcher designed two
questions to gather data concerning these process elements.
Question 32 was designed to determine if the architects
of the planning process are appropriately defined and
constituted, and Question 35 was designed to determine if
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the essential elements of the process are appropriate in
anticipation of their use in evaluating whether the plan can
and will be successfully accepted and adopted.
Stage 6. Pilot Testing the Model
Educator Input
In 1992 this researcher contacted three former
professors at Trinity University in San Antonio, Texas.
Following the development of each draft of the survey
instrument, a copy was sent to the professors. Comments
which were received related primarily to the strategic
planning model in its initial linear format, the definition
of terms, and how the study would be conducted.
The proposed instrument was also sent to this
researcher's dissertation committee in the summer of 1992.
Specific input was received from several committee members
via telephone and in writing.
Input from Hospice Professionals
To provide validation by hospice professionals, the
survey was mailed November 1, 1992, to five hospice
professionals in Texas. The professionals to be surveyed
were selected at random from the operational programs in
Texas as of the survey development date.
Stage 7. Field Testing and Modification
The research instrument was field tested during the
early spring of 1993 with ten hospice administrators,
selected at random from among the universe of 56 chief
administrators in Texas. Texas was selected because this
researcher knew the administrators personally and believed
that the level of participation would be higher. When data
were received, this researcher reviewed the responses and
modified the questionnaire. He believes that additional
information and follow-up enhanced the final instrument.
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Twenty-five administrators from Texas were then surveyed,
and eleven responded. The proposed model was also sent to
former and current professors for input and critique, which
contained both quantitative and qualitative aspects
(Appendix E ) . Changes were made to the definition section
of the model based upon input from educators and
practitioners.
Stage 8.

Validation of the Model

The survey instrument entitled "Executive Director
Planning Questionnaire" (Appendix F) was mailed by National
Hospice Organization to 1,500 executive directors of
operational hospices as a part of its regular monthly
mailing on March 29, 1993. The questionnaire mailed to the
Executive Director of Hospice of El Paso arrived in El Paso
on April 7, 1993. March was selected because this was the
most appropriate time in 1993 for the inclusion of the
instrument with the NHO monthly mailing. The NHO had
already made commitments for mailings in January and
February relating to hospice legislative issues at the
national level. The survey instrument could best be mailed
in March, according to Galen Miller, Ph.D., Director of
Research. If this date could not be met, it would not be
possible to mail the instrument before 1994. It was,
therefore, imperative that the instrument be mailed in March
1993.
The instrument requested information concerning the
planning process in place within each hospice organization,
information about the chief hospice administrator or
executive director, about the demographics of the hospice
organization, and identification data concerning the hospice
organization and the person completing the survey.
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stage 9. Adoption. Maintenannp^
and Enhancement of the Model
Following completion of doctoral studies, this
researcher will develop articles to inform hospice
administrators of the findings, a manual on strategic
planning for hospice organizations, educational seminars,
and a model course for use at the college and university
level. These activities will allow the model to be updated
as hospice administrators adopt the model and provide
feedback about its efficacy. In cooperation with the NHO,
an ongoing process for data collection and analysis will be
developed.
The Roark Strategic Planning Star Model will be
modified when appropriate as will the educational tools
described above. It is expected that the system model will
continue to evolve as new information becomes available for
problem resolution. All of the processes involved in
developing and testing the system will become ongoing
elements of the expert system development process.
Procedures for Analyzing Data
The survey instrument includes two types of questions.
The first, open-end questions, resulted in narrative
responses or information that is qualitative in nature.
Qualitative responses have been summarized and reported by
category of response. Examples of the types of responses
have been presented and evaluated.
The second, responses that resulted in nominal data
which are quantitative in nature, were evaluated by means of
chi square and other appropriate analytical tools. The chi
square analysis was used to analyze the data to determine
significant relationships between the dependent variables,
strategic planning (Question 27) and face validity of the
model (Question 38), and identified independent variables.
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Quantitative Analysis
The data were analyzed by means of statistical methods
so that meanings which lie within the data may be inferred.
In the analytical part of the survey, this researcher was
concerned primarily with problems of estimation and the
testing of statistically based hypotheses. The methods
employed were those techniques which are generally referred
to as belonging to the domain of inferential statistics.
Research questions have been evaluated based upon the
findings related to the hypotheses. Data related to each
hypothesis are presented in tabular form in Chapter IV.
Statistical analysis confirmed the appropriateness of the
evidence for supporting the respective hypotheses.
After careful evaluation, it was determined that the
majority of the data were best analyzed using the chi square
test for determining the relation between two variables.
Responses that resulted in nominal data were organized and
summarized in frequency distributions and acceptance or
rejection of the null hypothesis was at the 95% confidence
level.
Since the sample size (1,500 approximately) is greater
than 30, the rule of thumb used for determining whether a
sample size is large or small, the confidence interval for a
population mean with a level of confidence of 95% was used
(Siegel, 1986).
The data to be evaluated are presented in tables. The
analysis involved the interrelationships between and among
the variables. The question "Is there a relationship
between the variables?" is asked (Runyon, 1991).
Quantitative responses were organized and summarized in
frequency distributions. When applicable, the chi
square (X^) test of homogeneity was used to determine if
there were significant differences between expected
frequencies and observed frequencies. The following formula
was used to calculate the X^ values.
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X^ is defined as:
X2 = V ( 0 - E)^
JL^

E

where

E = expected frequency
O = observed frequency.
The expected frequency was calculated by multiplying
the frequency of row (f ) by the frequency of column (f )
and dividing by the total frequency (n):
f
f
Expected frequency = ( r)( c)
n
The calculated expected frequency was based on the
assumption that the categories are independent. From
probability theory: If P(A and B) = P(A) • P(B) then A and
B are independent and converse.
The calculated X^ was compared to the corresponding
critical value based on the degrees of freedom. The
calculation of the degrees of freedom (df) was based on the
number of rows (R) and the number of columns (C) found in
the table:
df = (R - 1) (C - 1) .
In cases where the calculated X^ values exceeds the
critical value, the null hypothesis of independence was
rejected. Where X^ values do not exceed the critical value,
then there was insufficient information to reject the null
hypothesis of an independence between the variables
(Gravetter and Wallnau, 1991).
Hypotheses related to the face validity of the HensleySchoppmeyer and Roark Strategic Planning Star Models were
determined to require analysis by means other than chi
square. For hypotheses related to model validation,
analysis of variance was used. The purpose of this analysis
was to examine the amount of variability or the size of the
differences between responses.
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Overall numerical responses to selected questions were
evaluated in light of the statistical findings, and
generalizations to the population were made (Gravetter and
Wallnau, 1991).
In order that the data might be presented, conclusions
drawn, and generalizations made, the data were arranged in
tabular form and presented in Chapter IV. Written responses
to certain survey questions were also analyzed in discussion
format and presented in Chapter IV.
To determine the face validity of the HensleySchoppmeyer Model, this researcher chose to use the logic
that hospice chief executives (de facto) were experts in the
field of hospice administration and would be in a position
of determining if a particular model was valid by assessing
the "validity" of the model for its efficacy and utility in
guiding strategic planning activities. In terms of testing,
the "t" distribution was chosen for use in estimating the
location of the population mean of the data within the
distribution at the 95% confidence level. This permitted
this researcher to draw a conclusion about the opinions of
hospice executives concerning the face validity of the
Hensley-Schoppmeyer Model. If the mean of the responses
falls within the confidence interval, a conclusion may be
drawn that the administrators believe that there is face
validity.
This was calculated using the formula:
^ = sample mean - population mean .
standard error
degrees of freedom = df = n - 1.
Each of the research questions will be reviewed in
light of findings related to the hypotheses associated with
the research question. The research question will be
considered to be answered affirmatively if a relationship
between the variables can be shown in more than one-half of
the hypotheses related thereto.
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Qualitative Analysis
As a tool to assist in the evaluating the planning
process or model described in responses to the questionnaire
and in deciding whether or not the architects of the
planning process are appropriately defined or constituted to
meet the criteria for being categorized strategic plan as
described herein, the following were provided:
Participants (Question 32)
1. Executive Director/Administrator,
2. Medical Director,
3. Admitting Physicians,
4. Director of Clinical Services,
5. Director of Social Services,
6. Director of Volunteers,
7. Director of Finance,
8. Board Members,
9. Staff Nurses,
10. Social Work Staff,
11. Volunteer Staff,
12. Chaplain,
13. Community Representatives,
14. Other (please specify).
The Essential Elements (Question 35) include:
1. Positioning the Architects,
2. Scanning the Environment,
3. Analyzing Strategic Options,
4. Designing Unit Plans,
5. Accepting the Agenda,
6. Adopting the Strategic Plan,
7. Operational Planning, and
8. Tactical Planning.
Responses were evaluated to determine if the process or
model described deals with the essential elements of
planning as defined herein.
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The measures chosen to use for use in judging the plans
are as follows.
Methodology for Answering the Research
Questions
Hypotheses were developed for each research question.
Hypotheses were tested by statistical methods or analyzed by
qualitative methods. If one-half or more of the hypotheses
which were analyzed by statistical methods were found to
show a relationship, the Research Question was answered in
the affirmative. For hypotheses requiring qualitative
evaluation, guidelines suggested by Bogdan and Biklen (1992)
and Blumer (1990) were used.
Participants
To be described as strategic planning, the plan must
have at least nine participants. A community representative
must be one of the nine.
Essential Elements
Although all eight essential elements are considered
necessary for strategic planning, at least six elements had
to be included in the reviewed plans before the plan was
classified as a strategic plan. This researcher believes
that Positioning the Architects, Accepting the Agenda, and
Adoption are also essential if the plan is considered to be
a strategic plan. It is the belief of this researcher that
these phases must be performed if a plan is to be accepted
and adopted successfully.
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Research Milestones
The following steps were followed by this researcher in
the development process:
1. The Decision Element, outlining this research, was
developed in the fall of 1990 as part of a course
offered by Dr. Oliver Hensley.
2. The Initial Survey Instrument was developed in the
spring of 1991.
3. Numerous revisions to survey instrument were
developed based upon input of the following types:
a. Review in professional seminars, spring 1991 to
spring 1993;
b. Review by former professors, spring 1991 to
spring 1993;
c. Review by dissertation committee, fall 1991 to
spring 1993;
d. Peer review by hospice professionals, fall 1992
to spring 1993; and
e. Review by other active professors, fall 1992 to
spring 1993.
4. Specific evaluative input on the survey instrument
questions was received as a result of a pilot study
of five active hospice executives and two former
hospice executives employed by the National Hospice
Organization, completed in the fall of 1992. The
steps were as follows:
a. Mailing to hospice executives, November 1,
1992;
b. Revision to survey instrument based on
administrator responses, November 19, 1992;
c. Telephone interviews with administrators,
November 23-24, 1992; and
d. Instrument revision based on input in the
process, December 1, 1992.
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5. Specific direction was received from dissertation
committee members and higher education faculty in
the spring of 1993.
a. Oliver Hensley, Ph.D.,
b. Burga Jung, Ph.D.,
c. Michael Mezack III, Ed.D.,
d. Ronald Opp, Ph.D., and
e. Albert Smith, Ph.D.,
6. Final survey instrument development. Spring 1993.
a. Oliver Hensley, Ph.D.,
b. Burga Jung, Ph.D.,
c. Qualitative evaluation by professional peers,
February 1993.
7. Pilot survey distribution to 25 administrators,
March 1, 1993.
8. Survey distribution to administrators of
operational hospices listed in the 1993 NHO
Directory, March 29, 1993.
9. Follow-up card mailed. May 1, 1993.
Study Type
After discussions with Dr. Galen Miller (1992, 1993),
Vice President for Research, National Hospice Organization,
and Dr. Oliver Hensley (1993), concerning the type of
information to be requested and its proposed use, a study of
the universe of 1,500 operational hospice organizations was
determined to be the best available method for collecting
the desired information on administrators and programs.
Although one might be able to conduct a study of a randomly
selected sample and generalize from the findings, it was
determined that the desired information would be better if
obtained from the universe and the consequent
generalizations more useful and meaningful. Further, a
study of the universe of hospice organizations was
accomplished without undue expense.
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Two recent studies conducted by the NHO produced return
rates of 21% and 22%. Dr. Miller believes that both of
these are acceptable response rates based upon his
experience in surveying hospice organizations.
In this study, both the target population
(administrators of NHO member organizations), the ultimate
object of the study, and the sampled population, the
population from which the sample was obtained, are
considered to be congruent. It is therefore the belief of
this researcher that a study of the universe of hospice
organizations was the best method for obtaining the desired
comprehensive information.
Basis for Assumptions
"On what basis is the assumption made that the hospice
organizations are not currently practicing strategic
planning?" Executive directors of the majority of the 56
hospice organizations in the state of Texas and a number of
such organizations across the United States quickly admit a
lack of knowledge of strategic planning (Miller, 1992).
With the exception of the North Central Hospice (Brody and
Peterson, 1988) reference, hospice literature seldom
mentions any type of planning.
To provide the evidence that hospice organizations
could benefit from a systematic process for strategic
planning, a survey of higher education needs of hospice
organizations in the United States was conducted.
Population Characteristics
The National Hospice Organization distributed the
survey instruments in the spring of 1993 to 1,500
operational hospice organizations in the United States.
From the resultant responses, data were summarized and
conclusions drawn concerning the status of strategic
planning and strategic planning education in the respondent
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organizations as they relate to the research questions posed
in this study.
From these data, a profile of hospice organizations by
size and type was developed. Nine types of organizations
were expected to respond: (1) not-for-profit freestanding;
(2) not-for-profit hospital-based; (3) not-for-profit home
health agency/hospice; (4) not-for-profit nursing home
hospice; and (5) other not-for-profit agencies;
(6) investor-owned hospice corporation; (7) investor-owned
hospital-based hospice; (8) investor-owned nursing
home/hospice; and (9) other investor-owned hospices.
Information on organization sizes was collected and
categorized as follows, based on Patient Admissions (Miller,
1992) :
Categories
< 100
100-199
200-299
300-399
400 + .
After careful review of past NHO annual meeting
proceedings, interviews with NHO leaders, and selective
telephone interviews, this researcher found that existing
planning activities in hospice organizations are documented
on a very limited basis. Prior to this study, existing
strategic and other planning processes were not
characterized and analyzed. It was necessary, therefore, to
establish a systematic way to gather fundamental information
associated with planning processes in hospice organizations
in the United States.
From discussions with hospice executives at National
Hospice Organization meetings and at Texas Hospice
Organization meetings, this researcher found that 64% of
hospice directors state that they do not plan strategically
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while others state that a variety of methods for operational
and tactical planning are in use.
The purpose of the first part of this study was to
describe information gained from a survey of chief
administrators and executive directors of 1,500 operational
hospice organizations in the United States concerning their
planning activities and their educational status with regard
to planning. (See Appendix G for a list of hospice
organizations responding to the study.)
Qualitative data were then analyzed. The two types of
data (qualitative and quantitative) were used as a basis for
generalizations.
The final survey instrument (Appendix F) which was
developed for use in this study is divided into the
following sections:
Hospice Identification
Hospice Demographic Information
Administrator Information
Educational Information
Planning Process
Hensley-Schoppmeyer Model
Roark Strategic Planning Star Model
Other Confirming Information.
Source of Respondents
The 1993 membership directory of the National Hospice
Organization in Arlington, Virginia, was used to identify
the chief administrative officers of the 1,500 operational
institutions. Since the administrative element of the
organization is responsible for the overall supervision of
the planning activity of the organization, it was the belief
of this researcher that the chief administrative officers
are the most likely to be knowledgeable concerning the
institution's planning activities and procedures. The chief
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administrative officer was therefore selected as the
individual to be surveyed.
Limitations
Since the universe of hospice organizations is being
surveyed, it is the belief of this researcher that the
principal limitation to the generalization of the responses
to all hospice organizations could be a failure of
significant numbers of hospice administrators to respond to
the survey.
A second limitation is that not all planning models
which may be found in management, health care, and education
literature were considered. Only the Hensley-Schoppmeyer
and Roark Strategic Planning Star Models were provided
respondents for review.
A third possible limitation is that there is no way to
assure that after review, respondents will use the model in
future planning efforts.
Delimitations
The population of the study was the universe of hospice
organizations in the United States as listed by the National
Hospice Organization as being operational January 1, 1993.
The study was reduced in scope from surveying all staff
members to only the chief administrative officer who is
believed to have the most in-depth information on the status
of planning and the need for planning education in the
organization.
Because the principal framework for the Roark Strategic
Planning Star Model was the Hensley-Schoppmeyer Model as
modified, it was determined that the presentation of other
models would be counter productive and at best cause undue
confusion.
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Organization of the Research Findings
The findings taken from the 343 respondents to the
survey instrument are presented in Chapter IV. The data are
organized in a series of tables that first present the
summary of raw data. Next, the data associated with their
respective hypotheses are presented and the results of
statistical testing are presented. The planning documents
are analyzed. Then, the quantitative responses of the
respondents with regard to their assessment of the model are
presented.
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CHAPTER IV
PRESENTATION OF THE EVIDENCE
"We must ask where we are and whither we are tending."
Abraham Lincoln
The Survey
Evidence has been gathered to present a comprehensive
picture of the educational status of hospice chief executive
officers; to serve as a guide to the development of
educational coursework in response to identified needs; to
validate the Hensley-Schoppmeyer Strategic Planning Process;
and to validate the Roark Strategic Planning Star Model for
Health Care Organizations. It not only characterizes the
current status of hospice chief executive officers and their
programs with regard to education and strategic planning,
but it also presents chief administrator perceptions of the
face validity of a previously validated model (HensleySchoppmeyer Model) and presents their perceptions about the
Roark Planning Star Model as a guide to the development of
future strategic planning activities by hospice
organizations.
In this research process, the universe of 1,500 hospice
chief executive officers was surveyed to identify the
educational background of chief administrative officers in
hospices, to determine the types of planning practiced, and
to collect data on a variety of demographic characteristics
concerning the program as well as the administrator.
A
total of 343 (23%) of the Executive Director Questionnaires
mailed were returned.
Krathwohl (1993) believes that the response rate is
only a concern when the population being surveyed is not
representative. If those reached are representative, a low
response rate is acceptable. It was found that 284 (82%) of
343 respondents indicated that their gender was female, 52
(15%) indicated males, and 7 (3%) did not indicate a gender.
150

When a confidence interval was calculated, it was found that
with 95% confidence, the percentage of female respondents
should fall between 80% and 84% of the total respondents.
Therefore, the response of 82% female falls within the
confidence interval.
Testing the Research Ouestions
Nine research questions are posed. Question A relates
to hospice demographics; Questions B through H concern
relationships between variables and will be evaluated by
means of hypothesis testing; and Questions I and J are
related to findings from plan document reviews and written
responses to survey Questions 42 and 43.
Twenty-six hypotheses were proposed to assist in
evaluating six research questions, B through H. These were
evaluated via chi square test of independence, analysis of
variance, and through the use of confidence intervals. All
were tested at the 95% level of confidence.
Determining the Demographic
Characteristics of Hospice
Organizations
The first research question posed was "What are the
demographic characteristics of hospice organizations?"
Since the founding of the first hospice in 1968, the growth
in the number of hospice organizations has been rapid and
relatively constant over time, peaking in the 1980s (Tables
4.1 and 4.2). This is supported by data on the year the
first patient was accepted. Once founded, the organization
began to operate rapidly rather than developing an
infrastructure prior to admitting patients (Table 4.3).
Beginning in 1978, Table 4.1 shows hospices were
organized at a rate of about 25 per year until the mid-1980s
when the number of hospices organized slowed slightly. A
growth spurt occurred in 1992, and since only two months of
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Table 4.1 Year of Hospice Organization
Year Organized

Number of Hospices

1970

2

1971

1

1972

0

1973

0

1974

3

1975

2

1976

5

1977

8

1978

24

1979

25

1980

29

1981

30

1982

21

1983

24

1984

26

1985

20

1986

19

1987

15

1988

14

1989

13

1990

15

1991

11

1992

23

1993

4
334

Total Respondents
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Table 4.2 Year of Hospice Incorporation
Year Incorporated

Number of Hospices
1

1970
1971

0

1972

1

1973

1

1974

1

1975

1

1976

3

1977

3

1978

19

1979

11

1980

23

1981

25

1982

22

1983

22

1984

20

1985

11

1986

16

1987

9

1988

8

1989

14

1990

10

1991

6

1992

12

1993

1
240

Total Respondents
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Table 4.3 Year First Patient Accepted
Year First Patient Accepted

Number of Hospices

1970

1

1971

0

1972

0

1973

0

1974

1

1975

3

1976

2

1977

2

1978

13

1979

27

1980

28

1981

17

1982

21

1983

34

1984

23

1985

22

1986

17

1987

14

1988

16

1989

10

1990

16

1991

12

1992

28

1993

8
315

Total Respondents
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data were available for 1993 from the study, it is expected
that the number of hospices organized will be about 24 for
the year.
Admission was selected as the first and primary measure
of hospice program size. Because there were 331 responses
to this question, a decision was made to categorize
responses. These are presented in Table 4.4.
Average daily census is a second measure used by
hospices to gauge size. The responses are presented in
categories in Table 4.5. Average length of stay also
provides useful information for gauging the size and type of
services provided. Data are presented in Table 4.6. Taken
together, admissions, average daily census, and average
length of stay provide an overall picture of the size and
utilization of the hospice program.
Summary information on the status of respondent
organizations in 1992 is presented in Table 4.7. In
reviewing the data on admissions, the primary measure of
size for hospice organizations, it was found that 43% cared
for less than 100 patients per year. The second measure of
size, average daily census, was categorized and was found to
be 8.8 patients per day. The average length of stay for
these programs was 50.68 days. In terms of 1992 admissions,
the overall mean for the study was 342; mean average daily
census was 41 and the mean average length of stay was 54
days.
In 1992 and 1993 at national and state meetings there
was significant discussion of the need for facilities for
the care of patients who do not have caregivers and to meet
other needs. This researcher therefore determined to
ascertain the number of hospices which have inpatient
facilities, the number of beds associated with each, the
type of facility, and its location. Data are presented in
Tables 4.8, 4.9, and 4.10.
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Table 4.4 Admissions by Program Size
Number of Admissions
< 100

Number of Hospices

%

Patients

143

43

100-199 Patients

78

24

200-299 Patients

40

12

300-399 Patients

29

9

400 +

41

12

331

100

Patients

Total Respondents

156

Table 4.5 Average Daily Census by Category
Average Daily Census

Number of Hospices

0-50
patients/day
51-100 patients/day
101-150 patients/day
151-200 patients/day
201-251 patients/day
201-250 patients/day
251+
patients/day
Total Respondents

%

258

77

45

14

12

4

1

0

5

2

3

1

7

2

331

100

Table 4.6 Average Length of Stay by Category
Number of Hospices

Days

%

31

11

31-60

189

58

61-90

76

24

91-120

13

5

7

2

316

100

< 30

121+
Total Respondents
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Table 4.7 Guiding Statistics

Responses
Number of Admissions
in 1992

Number of
Hospices

< 100

143

8.80

50.68

100-199

78

25.86

61.10

200-299

40

39.38

52.65

300-399

29

60.65

56.20

400 +

41

163.00

52.65

Means:

Average
Daily Census
(ADC)

Average
Length of
Stay (ALOS)

Admissions 342
ADC
8.8
ALOS
50.68

Table 4.8 Hospices with Inpatient Facilities
Inpatient Facility

Number of Hospices

Have Inpatient Facility
Do not have Inpatient Facility
Total Respondents

158

64
273
337

%

16
84
100

Table 4.9 Inpatient Facilities by Number of Beds
Number of Beds

Number of Hospices

%

1
2

2

3

4

5

3

5

8

4

6

9

5

9

13

6

8

12

7

2

3

8

5

8

9

1

2

10

12

18

11

0

0

12

3

5

13

0

0

14

1

2

15

1

2

16

1

2

20

1

2

24

1

2

35

1

2

42

1

2

64

100

Total Inpatient Facilities
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Table 4.10

Inpatient Facilities by Type

Inpatient Facility

Number of Hospices

Freestanding (Own)
In Hospital (Own)
In Nursing Home (Own)
Freestanding (Lease)
In Hospital (Lease)
In Nursing Home (Lease)
Hospital and Nursing Home Lease
Freestanding and Hospital Lease
Total Inpatient Facilities
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%

10

15

32

50

6

10

4

8

10

15

0

0

1

1

1

1

64

100

The study found that 64 (16%) of the respondent
administrators reported that their organizations operated an
inpatient hospice. The average size of the facility was
five beds.
All hospice programs provided in-home services with 58%
providing services to patients whose primary residence is in
a nursing home; 5% to patients residing in a hospital-based
facility; 5% in some other residential setting (Table 4.11).
The type of care provided in general includes both acute
services which are aimed at pain and other symptom control
and respite care which is aimed at providing temporary
relief and support for the primary caregiver.
Table 4.12 contains data on the levels of care provided
by hospices described in Tables 4.9 and 4.10. Of the 64
hospices reporting that they own or operate an inpatient
facility, ten provide acute care while the majority, 38
(68%) provide both acute and respite care.
Five percent of the respondents plan to build a
residential facility in the future (Table 4.13). The
overall results point this researcher to a belief that the
residential facilities are operated by hospices with annual
admissions of 3 00 or more patients. Those currently
planning to build a facility plan to do so in the 1990s,
with the modal years being 1994 (14) and 1996 (11).
Since 1980, hospices have had the opportunity to become
Medicare certified and to be reimbursed for services
provided to patients who qualify. Data on the number of
Medicare certifications are presented in Tables 4.14 and
4.15. Fifty-seven (13%) of the hospices reported that they
are not currently Medicare certified (Table 4.14). The
majority of these are new hospices which have recently
become operational. However, a review of the data on the
year organized in comparison to the year of certification
reveals that over half of these (29) have existed for a
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Table 4.11

Types of Services Offered

Service Settings

Number of Hospices

%

In Home

326

100

In Nursing Home

193

59

53

16

In Hospital (Acute)

139

43

In Hospice Facility

17

5

Other Residential Care

57

17

7

2

326

100

In Hospital

(Nonacute)

Other
Total Respondents

Table 4.12

Inpatient Levels of Care

Levels of Care

Number of Hospices

Acute

%

10

16

Respite

3

5

Caregiver

1

2

Other

1

2

38

59

Acute/Respite/Caregiver

4

7

Acute/Respite/Caregiver/Other

3

5

Acute/Caregiver

1

2

Respite/Caregiver

1

2

64

100

Acute/Respite

Total Inpatient Facilities
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Table 4.13

Planned Inpatient Hospice Facilities

Plan to Build

Number of Hospices

Do Plan to Build

57
199
256

Do Not Plan to Build
Total Respondents

Table 4.14

%
5
95
100

Medicare Certified Hospices
Number of Hospices

Certification Status
Medicare Certified
Not Medicare Certified
Total Respondents

163

%

276

83

57

17

333

100

Table 4.15

Year of Medicare Certification

Year Certified

Number of Hospices

%

1980

1

1982

1
2

1983

20

7

1984

21

7

1985

25

9

1986

35

14

1987

26

9

1988

28

10

1989

30

11

1990

23

8

1991

22

8

1992

27

10

1993

15

5

276

100

Total Medicare Certi fied
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1

period of more than three years and have chosen to remain
community-based and community-funded.
Further, as hospices increased in number, it appears
that most became Medicare certified within a short period
after organization in order to assure future stability
through a strong financial base. It should be noted that the
year the first medicare patient was accepted (Table 4.15)
was 1980. It was in this year that the Medicare benefit was
instituted by Congress.
Data in Table 4.16 show that the largest category of
hospice programs is the free standing (178, 52%); 29 (9%)
are home care agency based; 23 (7%) are Visiting Nurse
Association based; 3 (1%) are not-for-profit nursing home
based; and 33 (10%) are owned by governmental agencies and
other types of sponsoring organizations such as churches,
and 77 (21%) are hospital based.
In reviewing data on years of experience as a hospice
administrator (Table 4.17), it was found that the number of
administrators in each of the first two categories (0-1; 2-3
years) was constant with 19% and 21% of the administrators
falling in each of these categories while 26% have four to
six years of experience; 23% have seven to ten years
experience; and 10% have 11 plus years of experience.
First experience as an administrator is delineated in
Tables 4.18 and 4.19.
Fifty-three percent of the hospice
administrators obtained their first experience in a hospice
(Table 4.18).
Data in Table 4.19 show that 44 (26%) of the
administrators had their first source of experience in a
hospital; 10 (6%) in a nursing home; 52 (32%) in a home care
agency; 3 0 (19%) in some other health agency; and 24 (17%)
in some combination of the above.
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Table 4,16

Hospice Ownership by Type

Hospice Ownership

Number of Hospices

%

Hospital Based

77

21

Home Care Based

29

9

Visiting Nurse's Association

23

7

178

52

3

1

33

10

343

100

Free Standing
Nursing Home
All Other (Government, Church, etc.)
Total Respondents

Table 4.17

Years of Experience as an Administrator

Experience

Number of Hospices

%

0-1

Years

67

19

2-3

Years

73

21

4-6

Years

87

26

7-10 Years

78

23

11 + Years

34

10

339

100

Total Respondents
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Table 4.18

Administrator First Experience

Source of Experience

Number of Hospices

In Other Health Care Organization
In Hospice
Total Respondents

Table 4.19

%

160
177

47
53

337

100

Administrators' Source of First Experience

Source of Experience

Number of Hospices

%

Hospital
Nursing Home
Home Health Agency
Hospital/Nursing Home
Hospital/Nursing Home/Home Health Agency
Hospital/Home Health Agency
Hospital/Home Health Agency/Other
Hospital/Other
Nursing Home/Home Health Agency
Home Health Agency/Other
Nursing Home/Other

44
10

26
6

52

32

3

2

1

1

4

3

2

2

7

4

1

1

4

2

2

2

Other
Total Respondents

30

19

160

100
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Data in Table 4.20 reveal that 41-50 was the
predominant age of category of administrators (47%). Those
under 30 represented 28% (93); 51-60, 21% (70); and 61 or
over, 3% (14).
The data in Table 4.21 show that administrators are
predominantly female (284 or 85%) while 52 (15%) are male.
A review of data in Table 4.22 reveals that 157 of the
316 respondents (50%) are professional nurses (Registered
Nurses plus Master degreed nurses) and 30 (9%) are social
workers. Less than 1% (3) are physicians or clinical
pastoral counselors respectively and 123 (39%) reported some
other form of certification. In reviewing the 123 other
listed responses, it was found that the terms listed relate
to the kind of academic degree earned, such as Master of
Science in Health Care Administration or Master of Public
Health, for example, rather than a professional
certification.
The ethnicity of administrators is shown in Table 4.23.
A review of the data reveals that 329 (98%) of the
respondents are white/nonhispanic. There was only one
respondent administrator in each of the categories of
African-American, Asian-American, and Hispanic; two
responses were received from Native Americans.
The educational status of hospice administrators was
considered of major significance. In order to understand
the background of administrators, it was necessary to obtain
information on the highest degree earned. Data are
presented in Table 4.24.
In reviewing data on the highest degree earned there
were 29 categories totalling 316 responses. Degrees were
categorized as follows: 7 Associates of Arts (2%); 27
Bachelors of Arts (10%); 12 Bachelors of Business
Administration/Masters of Business Administration (5%) ; 48
Bachelors of Science (16%); 34 Bachelors of Science in
Nursing (12%); 3 Medical Doctors (1%), 5 Masters in
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Table 4.20

Administrator Age by Category

Administrator

Number of Hospices

30 or under years

%

2

1

31-40 years

93

28

41-50 years

157

46

51-60 years

70

21

61 +

14

4

years

Total Respondents

Table 4.21

336

100

Administrators by Gender
Number of Hospices

Administrator Gender
Female
Male
Total Respondents

169

%

284

85

52

15

336

100

Table 4.22

Administrators by Type of Certification

Professional Certifications

Number of Hospices

Doctor of Medicine/Doctor of Osteopathy

%

3

1

139

44

Master of Science in Nursing

18

5

Master of Science in Social Work

22

7

Certified Social Worker

8

3

Clinical Pastoral Counselor
Other

3

1

123

39

Total Respondents

316

100

Registered Nurse

Table 4.23

Administrators by Ethnicity
Number of Hospices

Ethnic Groups

%

African American

1

1

Asian American

1

1

Hispanic

1

1

Native American

2

1

Caucasian Nonhispanic

329

96

Total Respondents

334

100
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Table 4.24

Highest Degree Earned by Administrators

Highest Degree Earned

Number of Hospices

%

NURSING (RN)

34

10

BSN

34

10

BA

27

9

BBA

3

1

BSW

8

3

BS

40

13

AA

6

2

LPN

1

0

MEd

5

2

25

8

MBA

9

3

MED TECH (MS)

2

1

MD/DO

3

1

M DIV

2

1

MSHCA

10

3

MS

36

11

MSN

19

6

MSPH

13

4

MSSW

22

7

MPA

5

2

OTHER MASTERS

6

2

MA

PSYCH D

1

0

PhD

1

0

EdD

1

0

D Min

1
1

0
0

2

1

316

100

JD
OTHER DOCTORATE
Total Respondents
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Education (2%); 13 Masters of Public Health (5%); 5 Masters
of Public Administration (2%); 42 general masters degrees
(14%); 10 Masters in Health Administration (3%); 18 Masters
in Nursing (7%); 22 Masters in Social Work (7%); 34 basic
nursing degrees (12%); 1 doctor of jurisprudence; and 6
doctorates in various other fields (2%).
The major degrees were subdivided into seven basic
categories to facilitate further analysis: First Degree
(AA/BA/BS) 82 (26%) ; Management degree (BBA/MBA/MPH/MPA/
MSHCA) 39 (12%); BSN 34 (11%); Masters and Doctorate
(MA/MED/MD) 86 (17%); MSN 18 (6%); MSSW 22 (7%), and
Registered Nurse (3-year course) 34 (11%). These data are
shown in Table 4.25.
The year of award of the highest degree (Table 4.26)
was divided into five categories by decade. The majority of
hospice chief executives (46%) obtained their highest degree
in the decade of the 1980s. The remainder were as follows:
Before 1960, 16 (5%); 1961-1970, 35 (11%); 1971-1980, 97
(32%) ; and 1991+, 22 (7%).
Fifty-one chief administrators are currently enrolled
in higher education coursework of which 42 (83%) are
attending a university, seven (14%) attend a college; one
attends a community college; and one is enrolled in a home
study program. These data are shown in Table 4.27.
Of the respondents to the question related to the
inclusion of a strategic planning course in prior
coursework, 218 (69%) reported that they had not taken such
a strategic planning course, while 97 (31%) had taken such a
course or had learned about strategic planning as a part of
another course of study (Table 4.28).
Furthermore, 214 (67%) of the respondents reported that
they would take a higher education course in strategic
planning if it were available (Table 4.29).
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Table 4.25

Degrees as Categorized

Type of Degree

Number of Administrators

%

AA/BA/BS

82

26

Management

39

12

Masters/Doctorate

87

27

RN (3 year)

34

11

BSN (4 year)

34

11

MSN

18

6

MSSW

22

7

316

100

Total Respondents

Table 4.2 6

Year of Award of Highest Degree

Year Degree Earned

Number of Administrators

%

Before 1960

16

5

1961-1970

35

11

1971-1980

97

31

1981-1990

146

46

22

7

316

100

1991 +
Total Respondents

173

Table 4.27

Current Enrollment in a Higher Education Degree

Source of Education

Number of Administrators

University
College

42

Community College
Home Study
Total Respondents

Table 4.28

%

7

82
14

1

2

1

2

51

100

Degree Including Strategic Planning Course

Strategic Planning in Degree

Number of Administrators

Had Strategic Planning Course
No Strategic Planning Course
Total Respondents

Table 4.29

%

97
218

31
69

315

100

Administrators Who Would Take a College
Course in Strategic Planning

Interest In Strategic
Planning Course

Number of Administrators

%

Would Take

214

67

Would Not Take

107

33

Total Respondents

321

100
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Respondents were asked if they had previously attended
a seminar on strategic planning (Table 4.3 0). Of these
respondents, 256 (77%) indicated that they had attended a
seminar. When asked if they would attend a one-day seminar,
287 (88%) said they would attend (Table 4.31). This leads
this researcher to believe that there is a great deal of
interest among administrators in management and managementrelated educational offerings. Conversations with
administrators over the past four years leads this
researcher to believe that a number of administrators are
coming to a realization that clinical skills alone are no
longer sufficient.
The most appropriate setting (Table 4.32) for an
educational conference was then explored. Respondents were
not limited to one response. One hundred thirty-three (39%)
indicated that the NHO Annual Management Conference would be
appropriate; 3 6 (11%) indicated the NHO Annual Clinical
Conference; 73 (22%) indicated a separate conference would
be appropriate; and 165 (49%) indicated that state
conferences would be appropriate.
In response to a request for information on the type of
planning practiced (Table 4.33), the respondents indicated
that 121 (36%) are performing strategic planning; 207 (61%)
are performing tactical planning; 239 (70%) are performing
operational planning; and 100 (30%) indicated that no
planning is being practiced.
One hundred forty (140) chief executives responded to
the question related to the percentage of time spent on
strategic planning (Table 4.34). Of these, 66 (48%)
indicated they spend less than 10% of their time in this
activity; 55 (40%) spend 10-20%; 14 (8%) spend 21-30%; 4
(3%) spend 31-40% and 1 (1%) spends 51+%. No administrators
reported spending 41-50% of their time on strategic
planning.

175

Table 4.30

Previous Attendance at a Seminar on
Strategic Planning

Strategic Planning
Seminar Interest

Number of Administrators

Had Attended

256
77
333

Had Not Attended
Total Respondents

Table 4.31

77
23
100

Would Attend a One-Day Seminar
in Strategic Planning

Strategic Planning
Seminar Attendance

Number of Administrators

Would Attend Seminar
Would Not Attend Seminar
Total R e s p o n d e n t s

Table 4.32

%

287
39
326

%

88
22
100

Preferred Setting for Strategic
Planning Seminar

Setting Preference

Number of Administrators

%

NHO Management Conference

133

39

NHO Annual Meeting
Separate Conference
State C o n f e r e n c e
Total Respondents

36
73
165
3 36

11
22
69
100

'
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Table 4.3 3

Type of Planning Practiced

Type of Planning

Number of Hospices

Strategic
Tactical
Operational
None
Total Respondents

Table 4.34

121
207
239
100
336

%
36
61
207
30
100

Time Spent on Strategic Planning

Time Spent on
Strategic Planning

Number of Hospices

< 10 % of time
10-20 % of time
21-30 % of time
31-40 % of time
41-50 % of time
51 % + of time
Total Respondents

66
55
14
4
0
1
140

177

%

48
40
8
3
0
1
100

One of the questions which was presented to help
determine whether strategic planning was actually being
practiced related to the number of participants in the
process (Table 4.35). It is this researcher's belief that
the greater the number and broader the base of participants
(stakeholders), the more likely the organization's process
is to be a true strategic planning process. In over 15
years of experience as a consultant in planning, this
researcher has participated in many educational seminars and
has helped in the development of 16 plans. Those planning
processes which involved a broad base of internal and
external stakeholders were successfully completed and the
plans accepted, adopted, and implemented. Those which were
primarily internally directed, generally were less
successful and were often shelved.
A list of 14 possible participants was provided for
respondent review. Data on the number of respondents who
reported inclusion of the participants in their planning
process are reported in Table 4.35. Each respondent was
requested to mark all that apply. A review of the data
revealed that the executive director (or chief operating
officer), board members, the director of clinical services,
and the director of volunteers were the most frequent
planning process participants. This will be further
analyzed in this chapter.
A second question related to strategic planning and to
the planning activities of the organization considers the
number of essential elements performed following the
Hensley-Schoppmeyer and Roark Strategic Planning Star
Models. The essential elements and their response rates are
presented in Table 4.36.
This researcher's position is that the greater number
of elements performed, the more likely it is that strategic
planning is being practiced. The number of essential
elements undertaken in a planning process provides a measure
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Table 4.35

Planning Process Participants

Participants

Number of Hospices

%

Executive Director

145

43

Board Members
Medical Director
Admitting Physicians
Director of Clinical Services
Director of Social Services
Director of Volunteer Services
Director of Finance
Staff Nurses
Staff Social Workers
Volunteer Staff
Chaplain
Community Representatives
Others
Total Respondents

124
98
31
110
88
101
90
86
66
46
71
56
32
337

37
29
9
32
26
30
27
25
20
14
21
17
10
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T a b l e 4.3 6

Strategic Planning Essential Elements

Essential Elements

Number of Hospices

Positioning t h e Architects
M i s s i o n Evaluation
Environmental Assessment
Analyzing Strategic Options
Designing Unit Plans
Accepting t h e Agenda
Adoption Stage
Tactical Planning
Operational Planning
Total Respondents

180

55
115
88
102
49
62
55
97
95
336

%
16
34
26
30
15
18
16
29
28

of the depth and breadth of the planning process. The more
elements considered, the more likely the organization is to
have a true picture of the internal and external environment
in which it must operate. Further, plans which are
inclusive of many elements require a broad base of
participation from within and outside the organization.
This researcher found that mission evaluation (34%),
analyzing strategic options (30%), and tactical (29%) and
operational (28%) planning are the most frequently reported
elements. It should be noted that these totals are not
cumulative as respondents were requested to mark all that
apply. This will be further evaluated in this chapter.
A third question which relates to the practice of
strategic planning dealt with the existence of a written
plan document. It was found that 76 chief executive
officers reported having a written plan in place. This
represented 22% of the total respondents and 63% of those
who say they practice strategic planning. Twenty-six (18%)
of the plans were completed prior to 1990. These data are
shown in Table 4.37. Only ten plan documents were actually
received for review. These will be discussed later in this
chapter.
The (question of the face validity of the HensleySchoppmeyer Model was presented to the respondents. Data
were gathered on each element of the process and are
presented in Tables 4.38 and 4.39. All of the elements of
planning important to Hensley (1992) were rated as important
or greater. This will be further evaluated in this chapter.
The face validity of the Roark Strategic Planning Star
was presented to the respondents for consideration and
rating. The findings are presented in Table 4.40. Of the
3 38 respondents, 93% rated it as having somewhat high or
greater validity. Of the respondents, 16% rated the model
as somewhat high validity, 47% rates it as very high
validity, and 30% rated it as extremely high validity.
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Table 4.37

Existence of a Written Plan Document

Year Written Plan Completed

Number of Hospices

%

1982

1

1

1983

2

3

1984

1

1

1985

2

3

1986

0

0

1987

5

8

1988

4

5

1989

11

14

1990

12

15

1991

13

17

1992

16

21

1993

9

12

76

100

Total Respondents

182

Table 4.38

Face Validity of the Hensley-Schoppmeyer Model
Model Elements

RATING

POSITIONING

MISSION

SCANNING

ANALYZING

DESIGNING ACCEPTING

ARCHlTECrS

EVALUATION

ENVIRONMENT

STRATEGIC

UNIT PLANS AGENDA

OPTIONS

ADOPTING
STRATEGIC

TACTICAL
PLANNING

OPERATIONAL
PLANNING

PLAN

0-NOT
IMPORTANT

13

1 - ONLY
MINOR
IMPORTANCE

10

2SOMEWHAT
IMPORTANT

21

14

11

14

10

12

19

362

27

27

55

48

57

35

59

52

SIGNIFICANT

105

64

64

105

120

119

71

109

95

5-ESSENTIAL

127

239

239

152

156

143

217

151

159

IMPORTANT
4-

Total Respondents

338

183

Table 4.39

Face Validity of the Hensley-JSchoppmeyer
Model by Element

Planning Element Rated

Number
Rating it
Significant or
Essential

%

Mission Evaluation

330

97

Environmental Assessment

330

97

Designing Unit Plans

324

95

Adopting the Strategic Plan

323

95

Accepting the Agenda

319

93

Tactical Planning

319

93

Analyzing Strategic Options

312

91

Operational Planning

306

89

Positioning the Architects

294

86

Total Respondents

338

Table 4.40

Face Validity of the Roark Strategic
Planning Star Model

Validity Rating

Number of Hospices

Not Valid
Very Low Validity
Somewhat Low Validity
Somewhat High Validity
Very High Validity
Extremely High Validity
Total Respondents

184

%

2
5

1
2

12

4

61

16

159

47

99

30

338

100

Information on the types of educational materials
respondents believe to be important for inclusion in
educational workshops was next gathered. The respondents
indicated overwhelmingly that education on all of the
essential elements is important. Accepting the Agenda, one
of the foundational elements of this study, was rated as
important by 100% of respondents. Education on Positioning
the Architects was rated as important by 85% of the
respondents, and 98% of the respondents rated Adopting the
Strategic Plan as important. These responses are shown in
Table 4.41.
With regard to knowledge delivery methods, chief
administrators indicated that they would like to see a
course(s) and workshops offered. Data are presented in
Table 4.42.
Although not rated as a priority, articles, a
national conference on strategic planning, books, video
tapes and consultant assistance were valued by many
administrators.
Determining What is the Need for
Strategic Planning Education
for Practicing Hospice
Administrators
The research question, "What is the need for strategic
planning education for practicing hospice administrators?"
was posed.

In order to evaluate this question, six

hypotheses were proposed.
The first hypothesis relates to the completion of a
course in strategic planning or having had a course which
considered strategic planning as a part of a degree. Of 315
responses to this question, 113 are performing strategic
planning. Although the number whose degree included
strategic planning, who are performing strategic planning,
and those not performing strategic planning are
approximately equal, the number of those performing
strategic planning who had a course (48 or 15%) seems to
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Table 4.41

Importance of Education Materials by Element
Responses of
Significant or Essential

Planning Element Rated

Number of Hospices

Accepting the Agenda
Analyzing Strategic Options
Adopting the Strategic Plan
Environmental Assessment
Tactical Planning
Designing Unit Plans
Operational Planning
Mission Evaluation
Positioning the Architects
Total Respondents

Table 4.42

284
283
276
269
266
261
259
241
241
338

%

100
99
98
95
94
92
92
86
85

Administrator Knowledge Delivery System
Preferences

Delivery System Preference
Articles
Course(s)
Workshops
Books
National Conference(s)
Video Tapes
Consultant Assistance for
Board of Directors
Total Respondents

186

Number of Hospices

%

123
215
249
70
105
73

36
62
66
20
30
21

93
338

28

point this researcher to a conclusion that a higher
education course in strategic planning probably does have an
impact. These data are shown in Table 4.43. When the chi
square test of independence was performed, it was found that
there does appear to be evidence of a relationship between
the variables.
Hospice administrators were asked if they would take a
course in strategic planning if it were offered at the
university level and was available to them. As shown in
Table 4.44, respondents, 214 (67%) said yes. In reviewing
the data, it was clear that respondents believe that higher
education coursework would be useful. This was true for
both those who report planning strategically (68 of 116
respondents or 59%) and those not performing strategic
planning (146 of 205 or 71.2%). Fifty-five percent of those
with no interest in higher education coursework do not
practice strategic planning, while 44% of those with no
interest in a course report that they currently perform
strategic planning in their organizations. The chi square
test of independence was used to compare the practice of
strategic planning to interest in taking a higher education
course. Based upon an analysis of the data, there does seem
to be a relationship between the variables.
Prior attendance at a seminar on strategic planning was
then considered. As shown in Table 4.45, 256 (77%) of the
respondents had attended a seminar on strategic planning.
Of these, 112 (34%) reported that they currently do
strategic planning while 144 (43%) reported that they are
not performing strategic planning. Only seven (2%) of the
respondents currently plan strategically and have never
attended a seminar. The chi square test of independence
indicated that a relationship between attendance at a
seminar and performance of strategic planning does seem to
exist.
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Table 4.43

Planning Status of Administrators Whose
Degrees Included Strategic Planning
Degree Included
Strategic Planning

Planning Status

No

%

Doing Strategic Planning
Not Doing Strategic Planning
Total Respondents

65
153
218

21
48
69

Yes
48
49
97

%

Total

15
16
31

113
202
315

chi square = 11.29 with 1 df
p value = 0.0008
a = .05
Table 4.44

Planning Status of Administrators Whose
Interest is in Higher Education
Strategic Planning Coursework
Would Take a Strategic
Planning Course

Planning Status

No

%

Yes

%

Total

Doing Strategic Planning
Not Doing Strategic Planning
Total Respondents

48
59
107

15
18
33

68
146
214

21
46
67

116
205
321

chi square = 5.292 with 1 df
p value = 0.0214
a = .05
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36
64
100

Table 4.45

Planning Status of Administrators Who Have
Attended a Strategic Planning Seminar
Seminar Attendance

Planning Status
Doing Strategic Planning
Not Doing Strategic Planning
Total Respondents

No

%

Yes

%

Total

%

7

2

112

34

119

36

70

21

144

43

214

64

77

23

256

77

333

100

chi square = 3 0.96 with 1 df
p value = 0.0001
a = .05
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Future interest in attendance at a one-day seminar was
considered. An analysis of the data revealed that 286 (88%)
of the respondents reported that they would attend a one-day
seminar. Of the respondents who strategically plan, 98
(84%) reported that they would attend a seminar, while 188
(90%) of those not doing strategic planning would attend a
seminar. Only 39 respondents (12%) stated that they would
not attend a seminar. Of those who would not attend, only
2 0 (10%) are not doing strategic planning while only 19
(16%) of those doing strategic planning would not attend a
seminar. These data are shown in Table 4.46. The chi
square test of independence indicated there was not enough
evidence to reject the null hypothesis although this was
very close to showing a relationship (93% vs. 95%
confidence).
Findings Concerning the Need for
Strategic Planning Education
In response to Research Question B, "What is the need
for strategic planning education for practicing hospice
administrators?" the analysis of the data revealed that
there is a need for strategic planning education. This is
supported by the fact that 64% of administrators do not
currently plan strategically, and only those with a master's
degree in nursing perform strategic planning more than those
who do not. Having had a higher education course in
strategic planning positively influenced the practice of
strategic planning; 67% of the respondents desire to take a
higher education course in strategic planning; and
attendance at a strategic planning seminar was found to have
a positive influence on the practice of strategic planning.
Although this researcher had insufficient evidence to reject
the null hypothesis related to interest in attendance at a
one-day strategic planning seminar, he was able to show that
completion of a higher education course in strategic
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Table 4.46

Planning Status of Administrators Who
Indicated Interest in a One-Day
Strategic Planning Seminar
Would Attend a One-Day
Strategic Planning
Seminar

Planning Status
Doing Strategic Planning
Not Doing Strategic Planning
Total Respondents

No

%

Yes

%

Total

%

19

6

98

30

117

36

20

6

188

58

208

64

39

12

286

88

325

100

chi square = 3.111 with 1 df
p value = 0.0778
a = .05
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planning and prior attendance at a one-day seminar are
related to the practice of strategic planning. These three
relationships became the basis for the decision to answer
the research question in the affirmative. Yes, there is a
need for hospice administrators to have strategic planning
education.
Strategic Planning Status
Determining the Status of Strategic
Planning in Hospice Organizations
The research question, "What is the relationship
between the practice of strategic planning in hospice
organizations and organizational characteristics?" was
posed.
The size of the program as defined by the number of
admissions was first evaluated. The number of those
performing strategic planning increased as the program size
increased. For example, the data in Table 4.47 show that a
relationship between program size and strategic planning
does seem to exist. A review of the data reveals that 2 5
(61%) administrators of hospices with 400 or more admissions
practice strategic planning as compared to 37 (26%) in
organizations with 100 admissions or less; 24 (31%) with
100-199; 18 (45%) with 200-299; and 13 (45%) with 300-399
admissions. The larger the hospices in terms of the number
of annual admissions, the more inclined they are to do
strategic planning. This would seem to indicate a need to
focus attention on smaller hospices. Further, larger
organizations usually attract professionals with broad-based
training and experience. As the organization increases in
size, the administrator must spend more time dealing with
issues in the internal and external environment and less on
daily operations. Therefore, larger hospices must secure
the services of administrators with these skills. When the
chi square test of independence was performed comparing
192

T a b l e 4.47

R e l a t i o n s h i p Between Admissions and S t r a t e g i c
Planning
Admissions C a t e g o r i z e d

Planning S t a t u s

<100 100-199 200-299 300-399 400+ Total

Doing S t r a t e g i c Planning

37

24

18

13

25

117

Not Doing S t r a t e g i c Planning

106

54

22

16

16

214

Total Respondents

143

78

40

29

41

331

c h i s q u a r e = 20.74 w i t h 5 df
p v a l u e = 0.0009
a = .05
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program size to the performance of strategic planning, it
was found that there does seem to be a relationship between
the variables.
The ownership of the hospice and the performance of
strategic planning was next considered. Data could best be
presented in five categories: freestanding hospice
programs; those operated by home care agencies; those which
are hospital based; those operated by visiting nurse
associations; and those classified as all others, such as
government and church. Only home health agency based
hospice administrators (11% of all respondents) had more
respondents who perform strategic planning than who do not.
Freestanding hospice administrators represent 51% (143) of
the respondents. Of these, 86 (60%) do not perform
strategic planning. These data are shown in Table 4.48.
The chi square test of independence showed insufficient
evidence to reject the null hypothesis that there is
independence between the variables although this was very
close (94% vs. 95%).
The essential elements listed in the HensleySchoppmeyer Model were evaluated in relation to strategic
planning. In order to make the data more usable, it was
categorized into two classes of response: those
administrators who report performing between zero and five
essential elements and those performing more than five. As
shown in Table 4.49, 284 hospice chief executives (83%)
reported between zero and five of the essential elements in
their planning process, and 58 (17%) reported between six
and nine essential elements. Of those doing strategic
planning, the number reporting zero to five was 69; and six
to nine, 50. Of those not performing strategic planning,
215 reported zero to five essential elements, and 8 reported
6 to 9 essential elements. The chi square test of
independence (Table 4.49) was performed on the variables
essential elements performed and the performance of
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Table

4.48

R e l a t i o n s h i p Between Type of H o s p i c e
O w n e r s h i p and S t r a t e g i c P l a n n i n g
Ownership C a t e g o r i e s

Strategic
Planning Status
Total

Doina

Not Doina

Total

Number

%

Freestanding

57

21

86

31

143

52

Home

11

4

8

3

19

7

21

7

61

22

82

29

6

2

9

3

15

5

6

2

13

5

19

7

35

177

65

278

100

Care

Hospital

Based

VNA
All

other

Total

Respondents

101

Number

%

Number

%

chi square = 8.937 with 4 df
p value = 0.0627
a = .05

Table 4.49

Relationship Between Essential Elements
of Planning and the Practice of
Strategic Planning
Essential Elements Categorized

Planning Status

0-5

%

6-9

%

Total

Doing Strategic Planning
Not Doing Strategic Planning
Total Respondents

69
215
284

20
63
83

50
8
58

15
2
17

119
223
342

chi square = 81.37 with 1 df
p value = < 0.0001
a = .05
195

%
35
65
100

strategic planning.
these variables.

There seems to be a relationship among

The existence of a written plan document was also of
interest. As shown in Table 4.50, 70 (57%) of those
reporting that they are performing strategic planning have a
written plan document. Nineteen (54%) of those not doing
strategic planning reported having a written plan while 16
(46%) do not have such a plan. It appears that most plans
probably were tactical or operational. The chi square test
of independence (Table 4.50) was performed to determine if
there is a relationship between the existence of a plan
document and the performance of strategic planning. It was
found that there is not enough evidence to reject the null
hypothesis that there is independence between the variables.
A third variable believed to be related to the
performance of strategic planning is the number of
participants in the planning process. In order that the
interpretation might be more clearly presented, the data
were grouped as 0-7 participants and 8-14 participants; 2 07
(60%) of the respondents who reported not performing
strategic planning indicated that they had between 0 and 7
participants and 16 (11%) reported 8-14 participants. In
the evaluation of the data on those performing strategic
planning, 61 (51%) report 0-7 participants and 58 (49%)
report 8-14 planning participants. These data are shown in
Table 4.51. The chi square test of independence was then
performed to evaluate the relationship between the number of
participants and the performance of strategic planning.
This researcher found that there does seem to be enough
evidence to show a relationship .between the variables.
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Table 4.50

Relationship Between a Written Plan
Document and Strategic Planning
Categorized Responses

Planning Status

No

%

Yes

%

Total

Doing Strategic Planning
Not Doing Strategic Planning
Total Respondents

39
16
55

27
11
38

70
19
89

49
12
61

109
35
144

%

76
24
100

chi square = 1.108 with 1 df
p value = 0.2926
a = .05

Table 4.51

Strategic Planning and Planning
Process Participants
Categorized Responses Process

Planning Status

0-7

%

8-14

%

Total

Doing Strategic Planning
Not Doing Strategic Planning
Total Respondents

61
207
268

18
60
78

58

17

119

35

16

5

223

65

74

22

342

100

chi square = 79.06 with 1 df
p value = < 0.0001
a = .05
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%

Findincfs Related to The Practice of
Strategic Planning and
Organizational
Characteristics
In response to the question C, "What is the
relationship between the practice of strategic planning in
hospice organizations and organizational characteristics?"
the analysis of data revealed that the greater the number of
participants, the greater the number of essential elements,
the older the program, and the greater the number of
admissions, the more likely a planning process will be
strategic. Slightly more than one-third of the
administrators (36%) perceive that they are doing strategic
planning, and 22% say they have a written plan.
Although this researcher did not have enough evidence
to reject the null hypotheses related to the existence of a
plan document and type of ownership, he was able to show
that the number of participants, the number of essential
elements, program size, and the age of the hospice (year
organized) do seem to be related to the practice of
strategic planning. This supports the evidence of reports
that claim that one-third of the administrators believe that
they are performing strategic planning. This researcher,
therefore, believes that selected organizational
characteristics are related to the practice of strategic
planning.
Administrator Characteristics and
Strategic Planning
Determining the Relationship Between
Selected Administrator
Characteristics and
Strategic Planning
The research question, "What is the relationship
between selected administrator characteristics and the
practice of strategic planning?" was considered. Six
hypotheses were developed for evaluation.
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The first variable to be considered was the attainment
of a degree in management. The 39 administrators who hold
management-related degrees represent 12% of the respondents.
Of these who hold such a degree, 16 (41%) were performing
strategic planning and 23 (59%) were not. Of those with a
nonmanagement degree, 98 (31%) are performing strategic
planning and 178 (57%) are not. These administrators seem
to be performing operational or tactical planning although
54 (30%) are not doing any type of planning. These data are
shown on Table 4.52. In order to determine if there is a
difference in these variables, the chi square test of
independence was performed. The analysis revealed
insufficient evidence to reject the null hypothesis of
independence between the variables.
The highest degree earned by all respondents was then
determined to be of interest as it relates to the practice
of strategic planning. The highest degree listed by chief
administrators was categorized into seven groupings which
related to the educational level of the degree. The
categories selected were AA/BA/BS (first degree); BBA/MBA/
MPH/MPA/MSHCA (management degree); BSN (first degree in
nursing); MA/MED/MD (masters degree in a health related
field); MSN (masters in nursing); MSSW (masters in social
work); and RN (three year nondegreed registered nurse). The
analysis revealed that the type of degree seems to be
unrelated to the practice of strategic planning with the
exception of chief administrators with a Master's Degree in
Nursing. This is the only category of administrator which
has more respondents performing strategic planning (10 or
56%) than not (8 or 44%) . These data are shown in Table
4.53. To test the relationship between the highest degree
attained and the practice of strategic planning, the chi
square test of independence was performed. The results
showed insufficient evidence to reject the null hypothesis
that there is independence between the variables.
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Table 4.52

Relationship Between a Degree in
Management and Strategic Planning
Categorized Responses

Planning Status

Yes

Doing Strategic Planning
Not Doing Strategic Planning
Total Respondents

16
23
39

%

No

%

5
7
12

98
178
276

31
57
88

Total
114
201
315

%

36
64
100

chi square = 0.4506 with 1 df
p value = 0.5020
a = .05

Table 4.53

Relationship Between the Highest
Degree and Strategic Planning
Highest Degree

Planning Status

AA/BA/BS

Mgmt

Masters
RN
& Doctorate

BSN

MSN

MSSW

ToUl

Doing Strategic Planning

23

16

36

12

9

10

8

114

Not Doing Strategic Planning

59

23

50

22

25

8

14

201

Total Respondents

82

39

86

34

34

18

22

315

chi square = 8.272 with 6 df
p value = 0.2188
a = .05
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The year of award of the highest degree was then
considered as it relates to the practice of strategic
planning. Review revealed that this could best be analyzed
by grouping the data into categories by decade. The largest
number of degrees, 147 (49%), were earned during the decade
of the 1980s. As a percentage of the strategic planning
category total, those who earned a degree in this same
decade are often performing strategic planning. Across all
categories, the respondent chief administrators performing
strategic planning represent an average of 34% of all
administrators. These data are shown in Table 4.54. In
order to determine if the year of the award of the highest
degree and the practice of strategic planning are related,
the chi square test of independence was performed. There
was not enough evidence to reject the null hypothesis that
these variables are independent.
The type of affiliation as a professional hospice
worker and the practice of strategic planning was next
evaluated (Table 4.55). Of the 316 administrators, there
were 18 MSRNs; 22 MSSWs; 139 RNs; 11 social worker/
counselors, and 126 chief administrators who listed a
variety of titles and degrees which are often not considered
for professional certification in the health care field. A
review of the data revealed that more master's degreed nurse
administrators appear to practice strategic planning (10 or
56%) than those who do not (8 or 44%) . Further, respondent
RNs with no degree or who hold a baccalaureate degree
reported that they perform strategic planning 44% of the
time (49 of 139). This is generally reflective of the
overall 36% of all hospice chief administrators who report
that they perform strategic planning.
Master's degreed social workers were found to be very
similar to MSRNs. Ten (45%) reported performing strategic
planning, while 12 (55%) reported not performing strategic
planning. Three (27%) of chief administrators who reported
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Table 4.54

Relationship Between the Year of
Highest Degree and Strategic Planning
Year of Degree Award

Planning Status

Before 1960

1961-70

1971-80

1981-90

1991 +

ToUl

5

7

34

51

6

103

Not Doing Strategic Planning

iQ

21

61

_96

_9

197

Total Respondents

15

28

95

147

15

300

Doing Strategic Planning

chi square = 1.400 with 4 df
p value = 0.8442
a = .05

Table 4.55

Professional C e r t i f i c a t i o n and the
Practice of Strategic Planning
Professional

Planning

Status

Doing Strategic Planning
Not Doing Strategic Planning

Total

Respondents

RN

Certification

MSRN

MSSW

10

10

49

3

29

101

8

12

90

8

97

215

18

22

139

11

126

316

chi square = 7.196 with 4 df
p value = 0.1259
a = .05
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SOCIAL WORKER/
COUNSELOR

OTHER TOTAL

that they are certified as social worker/counselors perform
strategic planning, while 8 (63%) do not. Of the other
category respondents, 29 (23%) reported performing strategic
planning while 97 (77%) reported that they do not practice
strategic planning. In order to determine if a relationship
exists, the chi square test of independence was performed.
There does not seem to be sufficient evidence to reject the
null hypothesis of independence between the variables.
The percentage of time spent on strategic planning was
evaluated. Of the 140 respondents to this question, 66
(47%) reported that they spend less than 10% of their time
in this activity, while 74 (53%) reported spending 10% or
more of their time on this activity. Of those responding,
106 (76%) reported that they are performing strategic
planning. Thirty-four chief administrators reported that
they do not plan strategically. These were divided equally
between those spending less than 10% of their time and those
who report spending 10% or more. Of the latter group, a
detailed review of the data revealed that 8 responded that
they spend 31-40% of their time on strategic planning, and 7
spend 41-50%. When the chi square test of independence was
calculated to compare time spent in strategic planning and
the practice of strategic planning (Table 4.56), it was
found that there is insufficient evidence to reject the null
hypothesis of independence between the variables.
The characteristic, "experience as a hospice
administrator," was next reviewed. An analysis of the data
revealed that the percentage of chief administrators
reporting that they perform strategic planning remains
relatively constant across the experience categories (in the
2 3-2 6% range) with the exception of those with 0-1 years of
experience (16 or 24%) and those with 4-6 years of
experience (32 or 37%). Further, that those in the 0-1 year
category who do not perform strategic planning outnumber the
strategic planners by three to one, while the 2-3; 4-6, and
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Table 4.56

Percentage of Time Spent on Strategic
Planning and the Practice of
Strategic Planning
Time Categorized

Planning Status

< 10%

%

10% +

Doing S t r a t e g i c P l a n n i n g

49

36

57

40

106

Not D o i n g S t r a t e g i c P l a n n i n g

17

12

17

12

34

Total Respondents

66

48

74

52

140

chi square = 0.1471 with 1 df
p value = 0.7013
a = . 05
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%

Total

7-10 year categories are not strategically planning by a
ratio of two to one. Administrators with 11 years or more
experience practice strategic planning by a two to one
ratio.
When the chi square test of independence (Table 4.57)
was performed on the variables, experience as a hospice
administrator and strategic planning, this researcher found
that there appears to be a relationship between the
variables.
Relationship Between Selected
Administrator Characteristics
and the Practice of
Stratecfic Planning
In response to Research Question D, "What is the
relationship between selected administrator characteristics
and the practice of strategic planning?" the analysis of
data revealed that 41% of administrators with a management
degree plan strategically; 56% of administrators with a
master's degree in nursing perform strategic planning, the
only category of administrators with more performing
strategic planning than those who do not. The highest
degree earned, the year of the award of the highest degree,
the type of affiliation, and the percentage of time spent on
strategic planning do not seem to be related to strategic
planning. Because of insufficient evidence to reject the
null hypotheses related to these characteristics, the
research question was therefore not accepted. Only total
experience as an administrator seemed to be related to the
practice of strategic planning.
It is this researcher's belief that the more
experienced administrators are professionals who are able to
adjust to the constantly changing hospice environment. They
have learned to adapt and in so doing have come to realize
the importance of management skills. In this process, many
have gone back to school or have attended NHO management
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Table 4.57

Experience as a Hospice Administrator and
The Practice of Strategic Planning
Experience Categorized

PLANNING STATUS

0-1

2-3

4-6

7-10

11 +

Doing Strategic Planning

16

23

32

26

23

120

Not Doing Strategic Planning

51

50

55

52

ii

219

Total Respondents

67

73

87

78

34

339

chi square = 20-24 with 4 df
p value = 0.0004
a = .05
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Total

conferences when new skills and techniques have been taught.
These administrators desire further knowledge. Many of the
less experienced administrators are also seeking new
knowledge in management. Respondents to this survey
indicated that they are among those with such a high level
of interest.
Administrator Characteristics and the
Roark Strategic Planning Star Model
Determining the Relationship Between
Administrator Characteristics and
Perception of the Roark Strategic
Planning Star Model
The fourth research question, is "What is the
relationship between selected administrator characteristics
and the perception of the validity of the strategic planning
star model?" was analyzed. The "t" test was used to assess
relationships. In order to determine if the research
question could be affirmatively answered, three hypotheses
were posed. The question of inclusion of a course in
strategic planning was first addressed as it related to the
Roark Strategic Planning Star Model. Administrators whose
degree included a course in strategic planning seemed to
rate the Roark Strategic Planning Star Model higher than
those whose degree did not include such a course (Table
4.58). The number of chief administrators taking a higher
education course in strategic planning as a part of a degree
was 98 as compared to 218 who did not. However, this was
not statistically significant.
The age of the chief administrator and the face
validity of the Roark Strategic Planning Star Model were
evaluated. The majority of chief administrators rated the
Roark Strategic Planning Star as having somewhat high
validity or greater (Table 4.59). It was found that 157 of
336 (48%) are in the 41-50 age group and 250 (75%) are

207

Table 4.58

Higher Education Coursework and Strategic
Planning
Strategic Planning
Course in Degree

Degree Status
Degree did not include
strategic planning
Degree did include
strategic planning
Total Respondents

Mean

Number of Hospices

%

3.9814

218

69

4.0000

98
316

31
100

t = 0.02775 with 1 df
p value = 0.8678
a = .05

208

Table 4.59

Administrator Age and theiir Rating of the
Roark Strategic Planning Star Model
Administrator Age

Age Range

Mean

Cases
Number

%

30 <

4.5000000

2

1

31-40

4.0000000

93

27

41-50

3.9294872

157

48

51-60

4.1739130

70

20

61 +

4.6285714

14

4

336

100

Total Respondents

F = 1.5382 with 3 df
p value = 0.05
a = .05
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between 31 and 50. When the "F" test was performed, the
difference in the means was found to be significant. It
therefore appears that the older the administrator, the more
likely they are to be doing strategic planning.
The gender of the chief administrator and the face
validity of the Roark Strategic Planning Star was
considered. Of the 336 administrators, 284 are female and
52 are male. The difference in the means between genders is
not considered to be significant, therefore, there was not
enough evidence to reject the null hypothesis (Table 4.60).
In an effort to determine the effect of the difference
in the gender mix might have on the survey. National Hospice
Organization was contacted to obtain data previously
collected on the gender mix. Demographic data on gender
currently does not exist. However, Miller (1992) believes,
based on attendance at NHO Annual Management Conference,
that approximately 80% of hospice administrators are female.
This corresponds to the 859 females who responded to this
survey.
In a review of the literature related to surveys, it
was found that all respondents tend to be better educated,
have higher social status, are more intelligent, and more
likely to be female (Krathwohl, 1993).
The question of ethnicity and the face validity of the
Roark Strategic Planning Star Model was addressed (Table
4.61). Nearly 98% (331 of 339) of the respondents are
Caucasian/ nonhispanics, and only eight are in other ethnic
groups. The caucasian/nonhispanic administrators and all
others believe the model has validity. The difference in
means is not considered to be significant, however, and
there was not enough evidence to reject the null hypothesis.
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Table 4.60

Administrator Gender and the Roark Strategic
Planning Star Model
Administrator Gender

Gender

Mean

Number of Hospices

Female

3.9858657

284

85

Male

3.8823529

52

15

33 6

100

Total Respondents

%

t = .7367 with 1 df
p value = 0.4618
a = .05

Table 4.61

Ethnicity of Administrators and the Roark
Strategic Planning Star Model
Administrator Ethnicity

Ethnicity

Mean

Caucasian/Nonhispanic

3.9636364

Other

4.285714

Total Respondents

t = 1.3237 with 1 df
p value = 0-1865
a = .05
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Number of Hospices

%

331

98

8

2

339

100

Relationship Between Selected
Administrator Characteristics
and Strategic Planning
Research Question E, "What is the relationship between
selected administrator characteristics and the perception of
the face validity of the Roark Strategic Planning Star Model
for health care organizations?" was analyzed. Four of the
hypotheses were found not to be related to the
administrator's rating of the face validity of the Roark
Strategic Planning Star Model. These include the number of
essential elements in use, the completion of a higher
education course in strategic planning, gender, and
ethnicity. Age was the only category showing a relationship
with a p value of .0500 or less.
Hospice and Strategic Planning
Characteristics
Determining the Relationship Between
Selected Hospice Characteristics
and Strategic Planning
The research question, "What is the relationship
between the selected hospice characteristics and planning
process elements and participants?" was then posed. In
order that this might be evaluated in light of the data, a
series of hypotheses were proposed.
After reviewing the plan documents, in an effort to
further understand the data, this researcher determined to
consider an additional research question and evaluate
certain relationships using chi square analysis. The first
data to be evaluated compared the year the hospice was
organized (age) and the number of process participants. The
data are presented in Table 4.62.
Although it is clear that the majority of hospices
(79%) do not meet the criteria defined by this researcher
for strategic planning (eight or more participants), 21%
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Tabl e 4 . 6 2

Hospice Age and P a r t i c i p a n t s
Year Organiz ed

Number of
Participant

1970s

1980-84

1985-89

1990-93

0 - 7

49

101

63

49

268

79

8-14

21

29

18

4

72

21

Total Respondents

70

136

81

53

340

100

TOTAL

%

5

chi square = 9.167 with 3 df
p value = 0.0271
a = .05
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(72) state that they utilize eight or more participants. It
is the belief of this researcher that there are at least
eight internal stakeholders which must be involved in any
planning process:
1. Administrator,
2. Medical Director,
3. Chief Financial Officer,
4. Director of Nursing,
5. Director of Social Work,
6. Board Members,
7. Representatives of the staff, and
8. Volunteer representatives.
Therefore, unless eight or more participants are
included, the internal organization is not appropriately
represented and the plan will not be accepted and adopted.
It is this researcher's further belief that at least the
following external stakeholders must be included for this to
occur.
1. Admitting physicians,
2. Representatives of local hospitals,
3. Representatives of local home health agencies,
4. Representatives of local businesses,
5. Representatives of local political jurisdictions,
and
6. Representatives of local foundations and other
funding sources.
When the chi square test of independence was performed,
it was found that a relationship between the variables does
seem to exist. It appears that the longer the hospice has
been in operation, the greater the number of participants in
the process. It seems likely that more experienced
administrators and boards have come to realize that the
greater the number of persons involved in the process, the
greater the opportunity for success.
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The relationship between the year the hospice was
organized (age) and the essential elements of planning was
next reviewed. The findings are presented in Table 4.63.
Two hundred seventy-seven (83%) of the respondents have
less than six essential elements in the planning process
when compared to the year organized. As the age of the
hospice increases, the number of elements included in the
process also seems to increase (1970s vs. 1990-93). When
the chi square test was performed, it was found that a
relationship does seem to exist between the age of the
hospice and the number of essential elements practiced. The
Hensley-Schoppmeyer Model contains seven essential knowledge
elements and two planning process essential elements or a
total of nine essential elements. Based upon his knowledge
of small organizations and of planning, and his experience
in consulting with similar organizations over the past 15
years, this researcher has concluded that strategic planning
is essential for survival in the future. Partnerships with
sponsors and constituents (stakeholders) are the foundation
for future success. This can only be accomplished through
the adoption of a process such as that described in this
research. Although all nine elements are believed to be
essential, this researcher concluded from discussions with
administrators that a standard of nine was too stringent for
this study. Therefore, a standard of six of nine (66%) was
selected as a reasonable measure.
This researcher was also interested in the relationship
between the total number of participants and the number of
admissions. As shown in Table 4.64, 259 respondents (78%)
report that they have less than eight participants. The chi
square test of independence indicated that a relationship
between the variables does seem to exist. As the number of
admissions increases, the percentage of hospices which have
more than eight participants seems to increase.
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Table 4.63

Year Organized and Essential Elements
Year Organized

Essential
Elements

1970s

1980-84

1985-89

1990-93

0 - 5

46

113

71

6 - 9

24

17

70

130

Total

Respondents

TOTAL

%

47

277

83

10

6

57

17

81

53

334

100

chi square = 18.64 with 3 df
p value = 0.0003
a = .05

Table 4.64

Admissions and Total Participants
Number of Admissions

Total

<100

100--199

200-299

300-399

400+

Total

%

Participants
0 - 7
8-14
Total
Respondents

129

62

25

22

21

259

78

14

16

16

7

20

72

22

143

78

41

29

41

331

100

chi square = 35.61 with 4 df
p value = 0.0001
a = .05
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The relationship between the number of essential
elements and admissions was then considered. As presented
in Table 4.65, 274 (83%) of the respondents utilize fewer
than five of the essential elements in their planning
process. As a result of the chi square test of
significance, there does appear to be enough evidence to
reject the null hypothesis of independence between the
variables.
Relationship Between Selected Hospice
Characteristics and Planning Process
Elements and Participants
The research Question, "What is the relationship
between selected hospice characteristics and planning
process elements and participants?" was evaluated. In
reviewing the data, there appeared to be a relationship
between essential elements and participants and the age of
the hospice and the number of annual admissions. As has
been demonstrated in the four chi square tables presented,
there does seem to be a relationship between these
variables. Both admissions and participants seemed to
increase as the age of the hospice increased. Further, the
number of essential elements practiced and the number of
participants seemed to increase as the number of admissions
increased.
It is the belief of this researcher that larger
hospices, those with 3 00 or more admissions and which were
generally formed prior to 1980, are administered by more
experienced executives, many of whom hold advanced degrees.
As a result of this combination of age, experience and
education, it is this researcher's belief that they are more
likely to practice strategic planning, that they have a
larger number of essential elements, and that they have more
participants in the planning process.
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Table 4 . 6 5

A d m i s s i o n s and E s s e n t i a l

Elements

Number of A d m i s s i o n s
<100

100-199

0-5

132

69

29

20

6-9

11

9

11

Total Respondents 143

78

40

Essential
Elements

200-299

chi square = 34.62 with 4 df
p value = 0-0001
a = .05

218

300-399

400+

Total

%

24

274

83

9

17

57

17

29

41

331

100

The Hensley-Schoppmeyer Model
Determining the Face Validity of the
Henslev-Schoppmever Model
Research question G asked the question, "Do hospice
administrators consider the Hensley-Schoppmeyer Model for
Strategic Planning to be valid?" Mean values were
calculated for the face validity ratings assigned each
element using the "t" distribution. The mean for all of the
elements was above 3 (important) and, in most cases, above 4
(significant) with 95% confidence for the entire population
(Table 4.66). The confidence interval for the individual
means was found to be 3.9099 < /x (mean) < 4.3053. The
actual mean of the 9 means was 4.1070 with an alpha of .05.
Confidence Interval for the
Hensley-Schoppmeyer Model
for Strategic Planning
The confidence intervals calculated for the mean
responses to research question G, "Do hospice administrators
consider the Hensley-Schoppmeyer Model for Strategic
Planning to be valid?" for each of the essential elements
resulted in this researcher concluding that the
administrators do consider the model to be valid.
The Roark Strategic Planning Star Model
Determining the Face Validity of the
Roark Strategic Planning Star Model
The question, "Do hospice administrators consider the
Roark Strategic Planning Star Model to be valid?" was
addressed.

A confidence interval using a "t" distribution

was calculated with 95% confidence, the mean falls
betwee'n 3.875 and 4.072.

The actual mean rating of the

Roark Strategic Planning Star was 3.973.
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Confidence Level for the Roark
Strategic Planning Star
The results of the confidence interval testing of the
hospice administrator responses to the question, "Do hospice
administrators consider the Roark Strategic Planning Star
Planning Model to be valid?" resulted in this researcher
concluding that the administrators believe that the Roark
Strategic Planning Star has face validity.
Plan Document Evaluation
Determining if Plan Documents Submitted
for Review Meet the Criteria for
Designation as Strategic Plans
The question, "Do written plan documents meet the
criteria for being considered strategic plans?" was next
posed. Ten plan documents were received. Using the CUES
Checklist for Strategic Planning (Hensley and Berry, 1994)
and this researcher's previously prepared strategic plan
documents for health care organizations as guides, criteria
were established as desirable elements of a strategic plan
document for hospice organizations. The ten plan documents
were then evaluated against these criteria and a standard
format for review was established. Each plan reviewed will
be described following a standard format depicted in Figure
4.1. The plan documents received were reviewed in the
numeric order received.
Analysis of Plan Documents
Hospice 15 is located in a major metropolitan area in
central Texas. The organization cared for 261 patients in
1992; had an average daily census of 35 patients, and an
average length of stay of 59 days; and is a not-for-profit,
freestanding hospice. The administrator is a 41-50 year old
female, has 7 to 10 years of experience and is a nondegreed
nurse. This hospice has ten categories of participants and
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Type of Plan and Date;
Plan Document Length (number of pages);
Table of Contents;
Executive Summary;
Description of Model Used;
Description of Architects;
Mission Statement;
Philosophy/Values Statement(s);
Purpose Statement;
Assumptions;
Environmental Assessment;
Strengths, Weakness, Opportunities and Threats
Analysis;
Goal Statements;
Objectives Statements;
Strategic Statements;
Unit Plans;
Summary and Conclusions;
Bibliography.
Figure 4.1

Criteria for Evaluation of Strategic Plan
Documents
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has community representatives who are management-level
personnel from major businesses; the planning committee is
chaired by a board member; and designing unit plans and
positioning the architects are reported not to be a part of
the strategic planning process. The review of this plan is
shown in Figure 4.2.
Hospice 62 is located outside a major eastern
metropolitan area. The hospice was founded in 1978,
serviced 113 patients in 1992, with an average daily census
of 18 patients and an average length of stay of 54 days.
The administrator is a 41-50 year old female, has less than
one year of experience in a hospice, but 4 to 5 years of
experience elsewhere in public health and has a bachelor's
degree in nursing. The hospice is not currently medicare
certified. Five categories of personnel, all hospice staff,
and board members, are involved in planning; the committee
is chaired by the president of the board, and there is no
community input from outside the board. The administrator
reports that seven essential elements are performed. Those
not performed are positioning the architects and designing
unit plans. (Figure 4.3)
Hospice 63 is located in a metropolitan complex in the
western United States. The hospice was founded in 1979,
admitted 184 patients in 1992, had an average daily census
of 18 patients, and an average length of stay of 42 days.
The administrator of the hospice is a 51-60 year old female,
has 11 or more years of experience as the administrator of
the hospice; has not been an administrator in another
setting, and holds a degree in nursing. The hospice uses a
consultant to assist in planning; 12 of 14 individuals or
group were marked as participants in the planning with
admitting physicians being left out; and all nine of the
essential elements are marked as being performed. Although
the plan clearly states that it is a long-range plan
(therefore tactical by definition), the response to Question
223

Type of Plan and Date:
Plan Length:

Long Range, 1993;

Four pages;

Table of Contents:

Not provided;

Executive Summary:

Not provided;

Description of Model Used:

Not provided;

Description of the Architects of the Process: List of
board members and community participants is provided.
No information on occupation or position is provided.
Mission Statement: A one-sentence statement dealing
with quality of care, the nature of the illness and
teamwork is provided.
Philosophy Values Statement:
Purpose Statement:
Assumptions:

Not provided;

Not provided;

Not provided;

Environmental Assessment:
SWOT Analysis:

Not provided;

Not provided;

Goal Statements: Five goal statements which deal with
growth; program quality; promotion in the community;
establishment of a leadership position in the
metropolitan health care delivery system and resource
development were provided.
Statement of Objectives: These are called strategies
for accomplishing each goal. No time frames
accomplishment are provided.
Strategies: These are called action plans and
information on the specifics is not provided.
Unit Plans:

Not provided;

Summary and Conclusions:
Bibliography:
Figure 4.2

Not provided;

Not provided.

Hospice 15 Plan Review
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Type of Plan and Date:
Plan Length:

Long Range, 1991;

Seven pages;

Table of Contents:

Not provided;

Executive Summary:

Not provided;

Description of Model Used:

Not provided;

Description of the Architects of the Process:
provided;

Not

Mission Statement: This is called a vision statement
and deals with quality of care; nature of illness;
bereavement services and community training on the
concepts of death and dying.
Philosophy Values Statement:
Purpose Statement:
Assumptions:

Not provided;

Not provided;

Not provided;

Environmental Assessment:
SWOT Analysis:

Not provided;

Not provided;

Goal Statements: Goal statements are provided for each
of the areas listed in the mission statement.
Statement of Objectives: Objectives are provided for
each goal. Time frames for accomplishment are
provided.
Strategies: Strategies for accomplishing objectives
are provided for each objective.
Unit Plans:

Not provided;

Summary and Conclusions:
Bibliography:
Figure 4.3

Not provided;

Not provided.

Hospice 62 Plan Review
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27 is that the organization plans strategically. Figure 4.4
reviews Hospice 63 plan.
Hospice 138 (Figure 4.5) is located in a major seaside
metroplex in the southeastern United States. The largest
hospice returning the questionnaire began operation in 1977,
had 2,676 admissions in 1992, had an average daily census of
589, and an average length of stay of 68 days. The
organization provides primarily in-home services and had a
six-bed residential facility. The administrator has 11 or
more years of service at the hospice and no other
administrative experience, is a 41 to 50 year old female,
and is a MSSW social worker. The administrator describes
her planning process as being strategic planning; states
that the planning process includes all categories of
participants except admitting physicians and the medical
director; lists no nonemployee, nonboard member planning
participants; and lists all essential elements as being
performed.
Hospice 171 is located in a small community in the far
northwest. The hospice used a planning consultant, was
organized in 1988, had 44 admissions in 1992, had an average
daily census of five and an average length of stay of 41
days. The administrator is 41 to 50 years old, is a male
with 2-3 years of hospice experience, has 11 years
administrative experience in a home health agency, and is a
registered nurse with a masters degree in nursing
administration. The organization is a not-for-profit
homecare/hospice agency. The organization has seven
categories of participants in the planning process
representing the hospice staff and board; the planning
committee is chaired by the executive director, all nine
essential elements are listed as a part of the process; and
the type of planning listed is tactical. In a cover letter
to the hospice, the consultant engaged to assist in planning
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Type of Plan and Date: Long Range, 1993;
Plan Length: 34 pages;
Table of Contents:
Executive Summary:

A table of contents is provided;
Not provided;

Description of Model Used: There is no description of
the model provided. There is a general description
of the planning process which began in 1993.
Description of the Architects of the Process: Not
provided. A consultant is used in the planning
process.
Mission Statement: This statement deals with quality
of services; nature of the illness; the service area;
and psychosocial support.
Philosophy/Values Statement: Not provided;
Purpose Statement: This document contains a statement
of purpose for the planning process and includes a
background and history of the hospice movement, the
hospice which the organization operates, and includes
the governing principles under which the hospice
operates.
Assumptions: Not provided;
Environmental Assessment: Not provided;
SWOT Analysis: Not provided;
Goal Statements: Goal statements are provided for
professional services; funding; demographics; and
service expansion; administration; professional
alliances; and marketing. Each is subdivided into
subgoals.
Statement of Objections: No objectives or time frames
for accomplishment are provided.
Strategies: Not provided;
Unit Plans: Not provided;
Summary and Conclusions: Not provided;
Bibliography: Not provided;
Appendices: An appendix related to demographics is
provided for the years 1994-1998.
Figure 4.4

Hospice 63 Plan Review
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Type of Plan and Date: Titled Strategic; described in
the plan as being long range in nature, 1992.
Plan Length: 12 pages;
Table of Contents:

Included;

Executive Summary:

Not provided;

Description of Model Used: The model used is described
as a triangle with five elements beginning at the top
of the triangle with mission; organizational goals;
organizational objectives; departmental goals; and
departmental objectives. The ongoing process
includes planning, monitoring and evaluation. No
model diagram was provided.
Description of the Architects of the Process: There is
no description of the participants in the process.
Mission Statement: The mission statement describes the
type of care provided; supports life after loss by
survivors; and emphasizes that death is a part of
life.
Philosophy/Values Statement: Not provided;
Purpose Statement: Not provided;
Assumptions: Not provided;
Environmental Assessment: Not provided;
SWOT Analysis: Not provided;
Goal Statements: Goals are defined in the following
areas: quality of care through an interdisciplinary
team; maintain preeminence in the market; expand
capabilities to meet newly-identified community
needs; finances; promote integration of hospice
services in the health care continuum in the region;
maintain physical plant; continue its national
leadership role; ensure care regardless of ability to
pay.
Statement of Objectives: Each goal is supported by two
or more objectives with completion dates and assigned
staff responsibility.
Strategies: Not provided;
Unit Plans: Not provided;
Summary and Conclusions: Not provided;
Bibliography: Not provided.
Figure 4.5
Hospice 138 Plan Review
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states that, "The most important element of strategic
planning is the process" (Emmerich, 1993). Figure 4.6
outlines this planning process.
Hospice 185 is a hospice in a major city in the
northernmost state of the United States. Founded in 1980,
the hospice had 23 admissions in 1992, an average daily
census of five and an average length of stay of 60 days.
The hospice is not medicare certified; the administrator has
less than one year of total experience in administration in
all settings, is a 31 to 40 year old female, and has a
bachelor's degree in leisure services. The administrator
reports that the agency plans operationally. Questions
related to participants and essential elements were not
answered (Table 4.7).
Hospice 187 is a major provider of hospice services in
the central midwest. Founded in 1978, the organization had
1,2 09 admissions in 1992, had an average daily census of 210
and an average length of stay of 62 days, and has a 35-bed
residential facility. The administrator has 11 or more
years of experience in her hospice; is in the 51 to 60 age
bracket, has an MS in nursing, and reports that she
practices tactical planning. No questions were answered
related to participants or essential elements (Figure 4.8).
Hospice 194 is located outside a metropolitan area in
the mid-Atlantic states. Founded in 1986, the hospice had
174 admission in 1992, an average daily census of 23, and an
average length of stay of 43 days. The administrator has 4
to 6 years of experience in a hospice and 7 to 10 years in
public health administration. She is in the 41 to 50 age
bracket, holds a MSRN, uses a consultant, and calls the
planning process a strategic plan. She reports seven
participants but does not include admitting physicians or
community representatives outside the hospice board. Four
essential elements are reported to be a part of the planning
process: mission evaluation, environmental assessment,
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Type of Plan and Date: The administrator describes it
as tactical. The consultant describes it as
strategic, 1993.
Plan Length:

5 pages;

Table of Contents:

Not provided;

Executive Summary:

Not provided;

Description of Model Used: Despite the fact that the
consultant describes this as the most important
element of the process, this is not described.
Description of the Architects of the Process: Not
provided;
Mission Statement: This statement describes the
organization's mission of providing quality patient
care; coordinated services; employee involvement; and
leadership in the community.
Philosophy/Values Statement: Seven valued related to
quality of life, care, education, and personal
development; teamwork; patient and family care;
community involvement and flexibility are described.
Purpose Statement:
Assumptions:

Not provided;

Not provided;

Environmental Assessment:
SWOT Analysis:
delineated;

Not provided;

Strengths and weaknesses are

Goal Statements:

Not provided;

Statement of Objections:

Not provided;

Strategies: Strategies for meeting the values are
described with dates for accomplishment;
Unit Plans: Plans for expansion of services through
branch offices are provided;
Summary and Conclusions:
Bibliography:
Figure 4.6

Not provided;

Not provided.

Hospice 171 Plan Review
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Type of Plan and Date:
Plan Length:

Operational Plan, 1992;

5 pages;

Table of Contents:

Not provided;

Executive Summary: A one-paragraph introduction is
provided describing discussions with other like
agencies before developing a mission statement;
Description of Model Used:

Not provided;

Description of the Architects of the Process:
provided;

Not

Mission Statement: A five paragraph mission statement
is provided. This deals with the reason for the
organization; describes the home care service; deals
with funding; discusses its role in the community;
and describes the purpose of the agency's board.
Philosophy/Values Statement:
Purpose Statement:
Assumptions:

Not provided;

Not provided;

Not provided;

Environmental Assessment:
SWOT Analysis:

Not provided;

Not provided;

Goal Statements: The goal areas are listed: Scope of
Services; Internal Operations; Physical Facilities/
Equipment; Public Relations; and Finance;
Statement of Objectives: A one-paragraph statement is
provided following each goal to describe how it is to
be accomplished. Dates for accomplishment are
provided in some cases;
Strategies: This section is called "Methodology" and
consists of two or more steps for accomplishing the
objective;
Unit Plans:

Not provided;

Summary and Conclusions:
Bibliography:
Figure 4.7

Not provided;

Not provided.

Hospice 185 Plan Review
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Type of Plan and Date:
Plan Length:

1993, Tactical;

4 pages;

Table of Contents:

Not provided;

Executive Summary:

Not provided;

Description of Model Used:

Not provided;

Description of the Architects of the Process:
provided;
Mission Statement:

Not provided;

Philosophy/Values Statement:
Purpose Statement:
Assumptions:

Not

Not provided;

Not provided;

Not provided;

Environmental Assessment:
SWOT Analysis:

Not provided;

Not provided;

Goal Statements: The entire plan document consists of
goals in four areas: Finance; Board of Directors;
Staff; and Programs. Each goal is prioritized and
the status of achievement rated;
Statement of Objectives: Objectives under each goal
are listed and ranked as above;
Strategies:

Not provided;

Unit Plans:

Not provided;

Summary and Conclusions:
Bibliography:
Figure 4.8

Not provided;

Not provided.

Hospice 187 Plan Review
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tactical, and operational planning (Figure 4.9). In the
comments section (Questions 42 and 43), she stated that the
hospice had its first planning retreat the weekend before
receiving the survey instrument. She felt that the HensleySchoppmeyer and Roark Strategic Planning Star Models would
have helped the participant's understanding if it had been
available.
Hospice 283 is in a metropolitan area located in the
central portion of the southwestern United States. Founded
in 1978, it cared for 775 patients in 1992, had an average
daily census of 116, had an average length of stay of 56
days, and has a 20-bed residential unit. The administrator
has 4 to 6 years of hospice experience and 4 to 6 years
experience in a hospital setting; is in the 31-40 age
bracket and she holds a master's degree in health care
administration. Planning is described as strategic
planning; there are seven participants listed representing
hospice management, the board and admitting physicians
although the medical director is not included; and
positioning the architects and operational planning are
essential elements reported as not being performed (Figure
4.10). The plan document is presented in a special bound
booklet with an attractive cover.
Hospice 316 is located in the central mid-Atlantic
states. The hospice served 499 patients in 1992 with an
average daily census of 120 patients and an average length
of stay of 60 days. The hospice is a not-for-profit
hospital-based organization, founded in 1981. It is
administered by a female with 11 plus years experience as a
hospice administrator; her age is 31-40 and she holds an MS
degree in Social Work. The planning process is described in
Figure 4.11 as strategic; ten participants from the hospice
administration and board are listed excluding admitting
physicians; the committee is chaired by the executive
director; and seven of the nine essential elements are
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Type of Plan and Date:
Plan Length:

Strategic, 1992;

3 pages;

Table of Contents:

One page list of subjects;

Executive Summary:

Not provided;

Description of Model Used:

Not provided;

Description of the Architects of the Process:
provided;

Not

Mission Statement: A one-sentence description of the
medical and psychosocial aspects of patient care is
provided;
Purpose Statement:

Not provided;

Assumptions: The 15 assumptions on which the plan is
founded are listed;
Environmental Assessment:

Not provided;

SWOT Analysis: Strengths, weaknesses, opportunities,
and threats are delineated;
Goal Statements: Goal statements are listed according
to constituency groups;
Statement of Objectives: Objectives in the areas of
census, contributions, reimbursement and budget are
delineated. These are not related back to goals;
Strategies: Critical issues and action plan for
dealing with each are provided in relation to
objectives;
Unit Plans:

Not provided;

Summary and Conclusions:
Bibliography:
Figure 4.9

Not provided;

Not provided.

Hospice 194 Plan Review.
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Type of Plan and Date: Strategic, 1992;
Plan Length: 42 pages;
Table of Contents: A table of contents and list of
tables is included;
Executive Summary: An excellent executive summary is
provided. It outlines the thinking behind the
process and presents itself as a comprehensive review
of the organization since 1988 and looks to 1993, but
not much beyond. This makes the plan appear more
operational than strategic;
Description of Model Used: Not provided;
Description of the Architects of the Process: Not
provided;
Mission Statement: A one-sentence description related
to patients, their families, quality of life and
compassionate support is provided;
Philosophy/Values Statement: Not provided;
Purpose Statement: The strategic plan is described as
a control instrument to guide the future development
of the organization;
Assumptions: Not provided;
Environmental Assessment: Internal and external
environmental assessments are provided including
demographics; mortality trends; trends in health care
reform and competition; community and physician
relations; and an historical review of the internal
environment is provided;
SWOT Analysis: Included as a part of the critical
issues and success factors section;
Goal Statements: Four goals are identified. These
include: quality and reliable service delivery;
customer satisfaction; market identity/reputation and
sound financial position and performance;
Statement of Objectives: These are "delineated under
goals;
Strategies: These are delineated under objectives with
dates for accomplishment;
Unit Plans: Not provided;
Summary and Conclusions: A list of four challenges are
provided. These include: managing growth, staying
abreast of state and federal legislation;
competition; and debt retirement. From this critical
success factors are developed and delineated;
Bibliography: Not provided.
Figure 4.10
Hospice 283 Plan Review
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Type of Plan and Date: Strategic Plan for 1993-1995,
dated 1992;
Plan Length: 17 pages;
Table of Contents: Not provided;
Description of Model Used: Not provided;
Description of the Architects of the Process: Not
provided;
Mission Statement: Not provided;
Philosophy/Values Statement: There is a two page
narrative which spells out the role of the hospice
within the hospital system; emphasizes the
organization's need to develop its internal
infrastructure and service to the community;
Purpose Statement: Not provided;
Assumptions: Not provided;
Environmental Assessment: Not provided;
SWOT Analysis: Not provided;
Goal Statements: There are eleven goal statements.
They are in the following areas: growth; quality
care; education for staff and community; expansion of
services to nursing homes; establishment of a
residential facility; clinical team development;
development of a grief support program for children;
bereavement services; volunteer services; office
development; and outreach to rural areas;
Statement of Objectives: Objectives are not discussed
as such;
Strategies: Specific action steps for accomplishing
each goal are provided with dates and staff
responsibility assigned;
Unit Plans: Not provided;
Summary and Conclusions: Not provided;
Bibliography: Not provided.
Figure 4.11
Hospice 316 Plan Review
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practiced excluding positioning the architects and
environmental assessment. As a hospital-based program, the
administrator describes the plan as very unsophisticated,
developed by the hospice staff and sent to the hospital
vice-president and board. She states that there is 100%
ownership by staff who participated in the development.
Plan Review Summary
In order to make each plan review more meaningful,
information from the respective completed questionnaire was
introduced to assist in the analysis. Of the ten plans
received, none met the criteria established by this
researcher.
The plans came from every major region of the United
States and were from the largest respondent organization as
well as a rural hospice program. Admissions in 1992 ranged
from 233 to 2,676. All of the organizations are not-forprofit organizations, one is home health agency based, one
is hospital based, and the remainder are freestanding
organizations. Nine administrators are females; all are
caucasian/nonhispanic; three are aged 31 to 40; five are age
41 to 50; and two are 51-60. In terms of experience, only
one had 0-1 years experience, and three had less than ten
years; six had 11 or more total years of experience in
administration. Information on each of the respondent
organizations is presented in Table 4.67.
Meeting the Criteria of Strategic
Planning with Use of Written
Documents
The following were findings in relation to the
research question "Do written plan documents meet the
criteria for being considered strategic plans?" In terms of
type of planning practiced, seven of the respondents who
submitted plans stated that they practice strategic
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Table 4.67

Respondent Characteristics for Plan Document
Analysis
RESPONDENT CHARACTERISTICS

Hospice
Location

METRO

NON
METRO

MEmO

METRO

RURAL

METRO

METRO

METRO

METRO

METRO

Respondent #

15

62

63

138

171

185

187

194

283

316

Age

41-50

41-50

51-60

41-50

41-50

31-W

51-60

41-50

31-40

31-40

Sex

F

F

F

F

M

F

F

F

F

F

Type
Planning

S

S

S'

S

T

O

T

S

S

S

Admissions

261

113

124

2676

44

23

1209

174

775

488

ADC

35

18

18

589

5

5

210

174

775

499

ALOS

59

54

42

68

41

60

63

43

56

60

Participants

10

2^

12

11

7

0

0

7

7

10

Essential
Elements

9

7

9

9

9

0

0

4

7

10

Experience

7-10

7

IH-

IH-

11-1-

0-1

11 +

15 +

8+

11 +

BSRN

MSW

RNMS

BS*

MSRN

MSRN

MSRN

MSHCA

MSW

Profession RN^
Medicare

Y

N

Y

Y

Y

N

Y

Y

Y

Y

ConsulUnt

N

N

Y

N

Y

N

N

Y

N

N

Year Org

1980

1978

1979

1977

1978

1980

1978

1986

1988

1981

#Beds

0

0

0

6

0

0

35

20

0

0

Ethnicity

C

C

C

C

C

C

C

C

C

C

1 =
_

Long Range Plan

^ = All Staff

' = No Degree
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A

= Leisure Service

planning, two practice tactical planning, and one practices
operational planning. One administrator states that
strategic planning is performed, while the plan document
describes the process as long-range (tactical) planning.
Six of the eight administrators who report that they
plan strategically do not include admitting physicians, the
medical director, or community representatives in their
planning process.
Four of the administrators who report that they plan
strategically do not include positioning the architects and
designing unit plans in their planning process, while four
report that they include all nine of the essential elements.
Three organizations use consultants, but the consultants are
not listed as architects in the planning process by any of
the three.
Five hospices were organized before 1980, three were
organized in 1980 and 1981, and two in 1986 to 1988. Two
hospices are not Medicare certified. Three hospices have
residential facilities with bed sizes of 6, 20, and 35. Six
of the administrators hold nursing degrees, two hold social
work degrees, one holds a degree in health administration,
and one holds a leisure services degree.
A review of the data from the survey responses
revealed that most of the written plans were developed by
administrators in their mid-careers. Although the largest
hospice (2,676 admissions in 1992) describes its process as
being strategic planning, its plan document is only 12 pages
long and omits essential elements such as the environmental
assessment and the strength, weakness, opportunities and
threats (SWOT) analysis. This plan does, however, have one
element that no other plan has, a description of the model
used. Although many parts considered important are not
included, the plan is well written and could be developed
into an excellent example of a strategic plan document.
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Another document submitted by Hospice 283 also comes
very close to being a model plan document. The major areas
of shortcoming are positioning of the architects and a
description of the planning model. This is clearly a wellwritten operational plan with great potential for expansion
into a 3-5 year strategic plan.
The eight remaining plans have varying degrees of
success in meeting the criteria. An example of superior
work in individual plans include number 138 which has a
descriptive model and a very effective method for presenting
the mission and long-term goals as a part of this long-range
plan.
Another plan (194) is unique and excellent in that in
two pages it covers vision, mission, values, assumptions,
products of the SWOT analysis, goals, objectives, and
critical issues and action plans in bullet format. This is
clearly the product of an extensive planning process.
Unfortunately, the planning was done by the staff and board;
does not include physicians and members of the
organization's external constituency groups; and involves
only four of the nine essential planning elements:
environmental assessment, mission evaluation, tactical and
operational planning. This is a good example of tactical
and operational planning.
The ten plans submitted for review clearly do not meet
the criteria established for designation as strategic
planning. This researcher believes that the reason
physicians are not included in planning is that hospices
started as a counter-physician movement. A significant
resentment remains on the part of many physicians that
hospice care is provided primarily by nurses; and although
they are normally kept well informed and remain in control
of the patient's care, many physicians still resent the
hospice movement. Further, physicians are reluctant to
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devote time to something as nebulous as "planning" since
they usually derive no direct benefit from it.
Written Responses to Open-Ended Questions
The research question, "What guidance do the written
responses provide concerning strategic planning?" was then
addressed.
Questions 42 and 43 were open-ended questions and were
included in order to obtain information on the planning
processes in place at the respondent's organization and to
elicit guidance on how the Roark Strategic Planning Star
Model might be enhanced. Because the responses were varied
and did not generally address the questions directly, it was
decided that all open-ended or narrative responses would be
reviewed. Similar significant responses were grouped and
discussed. After several reviews of the 147 questionnaires
which contained a written response or responses, a process
called coding was used to differentiate the responses into
groups (Bogdan and Biklen, 1992; Jung, 1993) In this
process, sentences and paragraphs were reduced to a single
code word which described the central thought, as shown in
Figure 4.12.
Comments were divided into four general categories:
system; process; tools; and miscellaneous. These are
defined as follows: The term "System" related to comments
from hospices which were a part of a hospital organization
or were a part of some other system such as a hospital
system, governmental unit, or for-profit hospice
organization that owns several hospices that were considered
as a single unit. These were described as either being
included in the system planning process or as not being
included.
The second code category. Process, was used as the
overall receptor for comments related to the organization's
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System
Included (as a part of system plans)
Not Included (as a part of system plans)
Process
Discussed (No model given)
Similar (to Star model)
Operational
Tactical
Evaluation
Implementation
Formality
Steps
Complexity
Length
Results
Problems
Diagram
TQI
Finances
Enhancements
Improvements
Time
Tools
Assistance
Consultants
Workshop
Video
Manual
Miscellaneous
Comments concerning the National Hospice Organization
Figure 4.12

Planning Codes
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planning process and/or the Roark Strategic Planning Star
Model. Eighteen sub-categories were developed within this
code.
The third code. Tools, was used to deal with all
comments related to the kinds of help that administrators
stated would be useful to their organization. Five
categories of response were developed.
The final code included all other responses. Under
this heading comments concerning the National Hospice
Organization were grouped. Because the comments received
concerning the NHO were believed to impact the entire survey
process, these are first discussed.
Miscellaneous
At a national management conference held in
Washington, D . C , in May 1993, this researcher observed that
some of the senior female hospice administrators who are
considered to be a kind of lead administrator by less
experienced administrators complained about NHO sending out
too many surveys. Several publicly commented that they were
tired of surveys and would not fill out any more.
This was considered of major significance by this
researcher. He observed that a number of less experienced
administrators followed these more experienced lead
administrators around the conference and seemed to hang on
every word uttered by the lead administrator.
The work of Blumer (1990) seemed to bring the groupthink syndrome into focus. In his discussion, Blumer looked
at human relationships and the need to construct and share
social needs. Hospice administrators, like other humans,
gain their strength from relationship with peers. Generally
speaking, nurses stick with nurses, social workers with
social workers, and so on. This researcher's impression
from over twenty meetings at the state and national level
during the period since April 1990 is that many hospice
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administrators are leaders in their own right but they are
also followers of the founders of the movement. These
administrators seem to be very provincial in their thinking.
This group thinking was considered by this researcher
to have been a factor which might have affected the response
rate to the survey. For example, in analyzing the written
comments, the following nonconforming responses were
received. This is reflected in two comments received from
respondents to the questionnaire. These commentors stated:
I am very tired of filling out surveys for NHO.
All the same demographics again and again. What
do you do with this info?
Yours was only one of several surveys requesting
information and I could not bear to look at
another one.
I am very tired of filling out NHO surveys.
If this survey is designed to position us to
"revolutionize the health care industry, how
did you decide to revolution would be a
site? Get real."
I know about strategic planning and have
been involved in a plan at the Illinois
State Hospice Board of Directors level. It
is often a process not to even encounter on
a program level because of the difficulty
in inservicing staff; the unavailability of
staff with the educational level to
understand; and as always, time.
Strategic planning is a mystery to me. I won't
attempt it.
A lot of strategic planning for Hospice may be
useless at this time.
I'm sorry—I'm just not into this right now.
Have no background for it and quite frankly
little interest in it.
Planning is important—the particular
process serves only those who invent and
present it to others. Persons with vision
and common sense can work through planning
without special models, etc.!
When the surveys were reviewed for the source of the
comment, it was found that the above responses came from
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either one of the more lead administrators that this
researcher had talked with at the March 1990 National
Hospice Organization Meeting or one of the "followers" who
were a part of one of the group discussions. This
researcher, in reviewing the responses, found that the lead
administrators were doing little strategic planning as
defined herein. Some longer-term hospice administrators
were very negative toward NHO and to strategic planning
research. These long-term hospice administrators may be
experiencing "burnout" as they seem to be negative about
accepting any innovation.
Process Description
Responses related to the planning process in place at
hospices were varied and provide useful insight into how
planning is practiced as well as how administrators view
strategic planning and its role in their organization.
Eighteen categories of comments were identified and
evaluated. Many of these comments such as those on TQI,
enhancements and improvements in the model will guide future
model development.
In considering comments related to the Roark Strategic
Planning Star Model, this researcher found that all of the
respondents who commented on the use of a model to guide
their planning process, with the exception of one, stated
that they found the Roark Strategic Planning Star Model and
the planning definitions to be helpful and useful in future
planning efforts. Examples of the types of comments
received are as follows:
The Strategic planning Star looks great! My
board is asking us to do just what you are
proposing. I look forward to seeing this taught
at a management conference. Our previous efforts
left out many of the participants that you
suggest including. This was a big mistake.
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We should have solicited more community
involvement in our process. We plan to follow
your suggestions in the future.
I find the strategic planning process presented
to be very comprehensive and appropriate for
formulation and implementation of projected goals
for a successful program.
The only significant negative comment was received
from Hospice 291 who rated the Roark Star Model as being not
valid and the Hensley-Schoppmeyer Model as largely invalid.
Only mission evaluation was rated as being an essential
planning element. This respondent stated that no planning
is done by her organization. She reports having four to six
years of experience as a hospice administrator, holds a
nursing degree, a masters degree in education and is a
certificate holder in diaconal ministry. She commented:
I do not validate strategic planning as an
effective process for achieving desired outcomes.
The only process I will teach or use is called
Planning and Managing Change by the Center for
Constructive Change in Durham, New Hampshire.
Planning models in health care are "fix-it"
oriented and either start with needs assessment/
problem identification or move to it right after
determining purpose. This kind of planning
creates an end result which is a reflection of or
variation of what we started with.
True planning starts with desired
outcomes/results and then implements a direct
process by which to achieve them. The only
limits are what we can imagine.
Other comments received related to the implementation
of a strategic planning process:
Our hospice has not really gone beyond
operational or tactical planning. We are hungry
for this information. I've recently ordered
materials so that we can at least begin to
explore the process in the hope of doing
strategic planning in the near future.
We have been involved in operational and longrange (three year) planning. I think your model
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We have been involved in operational and longrange (three year) planning. I think your model
is comprehensive and has a logical progression.
We need help in getting our board to see the need
to involve staff and others with the board in the
process.
We need help and information.
In a hospital-based program, hospice can be lost
in the organization. We need help in convincing
administrators to include us and in realizing the
importance of including a broad base of
participants like you suggest. We would
appreciate help in knowing how to do this.
This process is much better than anything we do
now. We will use it in the future.
The final area related to process believed to have
real meaning in this research relates to enhancements to the
model. Two specific aspects of this were found to be
helpful. The first was the need to clarify, change, or
redefine the term "Designing Unit Plans."
In this regard, one of the respondents expressed
concern that department plans should not be developed until
the departmental personnel could see the wholeness of the
overall plan and then ways to bring the department into
alignment with the organization's common goals should be
developed. This points to the need to better define the
term "Designing Unit Plans." This must be clarified, if not
changed, in documentation developed subsequent to this
research in order to bring about the level of understanding
need by administrators to implement the process fully.
Other suggestions for process enhancement include
removal of the numbers since the process is interactive; the
need to add clarifying documentation which would help the
administrator to understand where how ongoing monitoring,
re-assessment, and modification fit into the process; a need
to help administrators understand that strategic planning is
not an overpowering, highly complex process; a need to
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create an environment in a hospice organization in which a
board of directors will have a desire to do strategic
planning and want to involve as many participants as
possible, even though the process may take time to complete
and involve a significant amount of work; and a request to
find ways to include quality improvement programs such as
TQM and CQI (Deming) in the planning process.
System Comments
Responses related to system also described the
planning process in place or how the hospice was left out of
the process when they are owned by hospitals or others which
view the hospice as an element of a system.
Tool Description
The third section, tools, included specific requests
in addition to responses to Question 41 (Figure 4.2).
Written requests specified a video, workshops, and a manual.
Responses also helped this researcher to determine
that a book or manual should help guide administrators in
implementation and perpetuation of a strategic planning
process; that higher education courses and seminars are
highly desirable; and that technical assistance is
essential.
Analysis of Plan Process Descriptions
Determining If Written Responses
Substantiated Criteria
Fulfillment
As a part of the evaluation process, this researcher
identified eleven returned questionnaires which included a
written description of a planning model or process in place
at a respondent organization. These will be depicted and
described in relation to the Roark Strategic Planning Star
Model in the order in which they were received.
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Hospice 16 Process Description
The management team of hospice and the board come
together. We do a SWOT Analysis. Each participant writes
his/her thoughts on post-it notes. To assure anonymity,
they are turned in and then put up on a flip chart. The
group then categorizes and ranks them. Then, one or more
categories are chosen to develop strategic goals and
objectives for.
When this process is compared to the
planning process as depicted in the Roark
found to be linear and not an interactive
participants from both inside and outside

strategic
Star Model, it was
process involving
the organization.

The steps described as a part of the process at this
respondent organization seem to relate only to a part of the
environmental analysis and to the Analysis of Strategic
Options functions.
Hospice 29 Process Description
The planning process employs the following: hiring a
consultant, data analysis, group process, resource
allocation, time table projections, organization retreats,
and community task forces. This process is essentially an
operational and tactical planning process. Although a
strategic planning process may begin with the hiring of a
consultant, to be strategic as defined herein, the process
must involve stakeholders from within and outside the
organization, must assess the organization's mission, must
evaluate the internal and external environment which does
not seem to be a part of this process. Strategic options
must be analyzed as is probably done in the group process
step; and unit or departmental plans do not appear to be
developed. This researcher views timetable perspectives and
resource allocation as part of the process of developing
goals and objectives which should be developed as a part of
the departmental or unit plan development process.
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In the process as described, the organization then has
retreats and uses community task forces to distribute the
plan products to the community to obtain commitment and
acceptance. This researcher believes that this is a
reversal of the positioning of the architects step. Rather
than obtaining community stakeholder participation via input
throughout the process, it seems that this is the final
step. To this researcher, the principal benefit of
stakeholder involvement is to bring about immediate
ownership through active involvement.
In looking at the responses to Question 34, the
professions or occupations of planning process participants,
the following were listed: attorney, hospital
administrator, and corporate vice-president of finance.
This researcher believes that these are important
participants. However, they are stakeholders whose
interests are likely to be essentially operationally
oriented matters (budgets, census, referrals) and not
related to issues of patient care (nursing staffing and
shortages, employee training, social needs of patients in
the community, respite care). It is the further belief of
this researcher that this clearly establishes the
operational and tactical nature of this process.
The principal elements and sub-elements of the process
are as follows:
1. Situational Analysis;
Internal Environmental Assessment,
External Environmental Assessment,
Purpose, Mission, Vision, Objectives;
2. Strategy Formulation;
Situational Analysis Products,
Alternatives, Evaluation, Choice, Plan;
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3.

Strategic Implementation;
Marketing Strategies,
Organizational/Staffing Strategies,
Financial Strategies;
4. Strategic Control;
Objectives, Measurement, Evaluation, Action.
These are described as being linear with a feedback or
corrective action process beginning at the final step and
progressing up the linear structure apparently to the level
determined to be appropriate by those making the strategic
control decisions. In order that this researcher might
better understand this process. Question 32 (list of
participants), Question 3 3 (identifying question concerning
chairmanship of the planning committee. Question 34 (list of
outside participant occupations), and Question 35 (list of
essential elements currently in the process) were reviewed.
All participants are hospice staff members; no
admitting physicians were included, and the medical director
was not included. The committee is chaired by the executive
director; no outside participants were listed, and essential
elements 6, 7, 8, and 9 of the Hensley-Schoppmeyer Model
were not included as being a part of the process. It is the
belief of this researcher that these elements. Accepting the
Agenda, Adoption Stage, Tactical Planning and Operational
Planning are essential to the existence of a strategic
planning process. In over 15 years of experience helping
others to develop plans, this researcher has come to realize
that the greater the number of persons involved in the
process, representing both internal and external
constituencies, the greater the opportunity for acceptance
and adoption of the process and its products.
Although the respondent administrator describes the
process as strategic planning, it is the belief of this
researcher that the process is operational and tactical with
a good feedback process for correcting ongoing operational
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problems. The process seems to be more of a strategic
decision-making process than strategic planning.
Hospice 102 Process Description
All departments and board committees meet and
establish goals, projections, concerns, etc. A strategic
planning committee (made up of board, administrative staff
and community representatives) reviews the recommendation
and submits a final report to the board at their fall
Retreat.
Board Fall Retreat—The board modifies the plan and
outlines the priorities for the coming year and writes
general goals (5-6) which summarize all suggestions. This
is summarized and the strategic plan is put in final form.
November—all committees and staff department receive
a current plan and write action steps and objectives from
goals related to their areas.
Staff departments and committee meet approximately
quarterly to update, modify and revaluate their progress.
These reports go back to strategic planning committee and
the whole process starts again. It is, therefore,
essentially circular. The respondent stated that the
process as described is considered to be strategic. In
order to understand the process more fully, this researcher
reviewed the responses to Questions 32-35.
In response to Question 32, participants, the
respondent stated that the entire hospice staff and board
was involved as well as physicians, the Medical Director,
and community leaders. In Question 34 these were identified
as being a college professor, an elected official,
businessman, and religious representative. The chairman was
identified in Question 33 as a community leader.
In Question 35, the respondent indicated that
Positioning the Architects, Accepting the Agenda, and
Adoption are not included in their planning process.
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This researcher believes that the process described by
this respondent is very close to what he believes strategic
planning to be. However, the three steps which have been
deleted are the three steps which prompted his development
of the Roark Strategic Planning Star Model.
Although the organization has included community
representatives, like other respondents (#42, for example),
the organization still has not included the stakeholders
that are considered essential to the process. These include
representatives of social service agencies in the community,
nursing home, hospital nursing, and social work department
representatives, city and county social services department
representatives, and persons who are or were caregivers or
family members of patients served by the hospice.
The final two steps. Acceptance and Adoption, flow out
of the Positioning of the Architects process. When these
participants or stakeholders are a part of the planning
process and they have had the opportunity for their ideas to
be heard, they will have ownership in the plan and will see
that the plan is implemented in the community.
This researcher believes that this process comes
closer to his concept of strategic planning than any other
process described in the study but falls short due to
limited community stakeholder involvement.
Hospice 142 Process Description
The following elements are listed as being a part of
the organization's planning process:
Background,
External Situation Assessment,
Vision and Mission Development,
Internal Situation Assessment,
Needs Assessment,
Strategic Goal Development and Prioritization, and
Operational Objective Setting.
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In order to understand the process as listed.
Questions 32-35 were analyzed. The responses were similar
to those of hospice 102. This respondent has the hospice
management staff involved with the board and medical
director, but does not include community physicians or
community representatives. The president of the board
serves as chairman of the committee and the functions of
Positioning the Architects, Accepting the Agency, and the
Adoption Stage are deleted.
Although described as Strategic and the steps somewhat
similar to the activities described under the Scanning the
Environment, Analyzing Strategic Options, and Designing Unit
Plans functions, it is difficult to know for sure what is
included in each of the respondent's steps as they are not
defined.
Because the three essential elements of Positioning
the Architects, Acceptance, and Adoption are not included,
this researcher believes that this process lacks certain
necessary elements to be strategic. This is apparently
recognized by the respondent who states, "It appears that we
should use a new model. The Roark Strategic Planning Star
and Hensley-Schoppmeyer Model help to explain the importance
of each step in the Strategic Planning process."
Hospice 187 Process Description
The following were listed as plan process elements:
SWOT Analysis,
Projection of Where the Agency wants to be in five
years,
Goals (Finance, Board, and Staff) ,
Ad Hoc Committee Establishment (charged with
developing a written plan), and
Board Review and Approval.
This respondent described the process in place at her
institution as operational and tactical. Because this
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respondent is known personally and is a highly respected
leader at the national level, this researcher spoke
personally with this respondent (Schmoll, 1993). Although
she recognizes the need for strategic planning, the
respondent is struggling with the implementation of the
process. Because she is very busy (as is every other
hospice director, according to this respondent), she is
having difficulty with what seems to be a very formal
approach that requires a lot of time to plan and carry out.
She also expressed concern that things are changing rapidly
in health care delivery and five years may be too long a
time to try to plan.
Clearly, this hospice administrator, like most others,
is caught up in matters of operation. She is correct that
at first glance the process can seem awesome and a way to
help administrators get beyond fear of the unknown must be
developed.
Hospice 229 Process Description
The process outlined includes: Identification of key
staff and board members; and establishment of sub-committees
(legislative issues, financial issues, and hospice
services). These sub-committees draw on staff to evaluate
current hospice services and upon community leaders to
ascertain if hospice is meeting community needs. The
chairperson of each committee participates in a larger
steering committee.
This respondent describes the process as being
strategic. However, in response to Questions 32-35 it is
clear that only managers and board members are involved from
the organization; community leaders are limited to an
attorney, a manager of a local home care agency, and a
businessman who is the financial controller for a nursing
home. Four essential functions are not included in the
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process: designing unit plans, adoption, operational, and
tactical planning.
The respondent, a nurse, states that she has just
begun the planning process. This is after 7 to 10 years
experience as administrator of the hospice where she is
employed.
Hospices 62. 118, 177 and 182
Process Descriptions
Four respondents described their planning processes as
being similar to the first cycles model. No further
description was provided. However, Questions 32-35 were
reviewed and discussed as follows:
Hospice 62 reports that only management staff and
board members are involved in the planning process; the
planning committee is chaired by the board president;
Positioning the Architects and Designing Unit Plans are not
included in the process; and the planning process is for
three years. When the economy changed in 1989 and 1990, the
previous three-year plan was shelved.
Hospice 118 reports using a consultant; planning
process participants are limited to board and staff; the
committee is chaired by a board member, and one non-hospice
board member or employee, an RN, is listed as a community
representative. All of the functions of the Strategic
Planning process are listed as a part of this organization's
process. The process in place is listed as a circular
process shown in Figure 4.13.
Hospice 177 indicated that operational and tactical
planning are practiced. Only the executive director is
involved in planning, and there were no functions listed as
a part of the planning process. In the margin, the
respondent indicated that she develops a business plan,
looks at the current status of the agency, looks at trends
in health care, and does a SWOT analysis.
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Figure 4.13

Hospice 118 Planning Process
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The administrator of Hospice 182 indicated that she
practices strategic planning, that planning participants are
members of the hospice staff and board; the chairman of the
committee is the board president; and only mission
evaluation, tactical and operational planning are functions
of the process.
Written Plan Document Compliance
With Evaluation Criteria
The responses to the research question, "How do
written plan documents meet the criteria for being
considered strategic plans?" were evaluated. Four
respondents indicate that their planning process is like the
Hensley-Schoppmeyer Model depicted in Question 37. The
respondents believe strongly that their processes are
effective and accomplish the purpose that their organization
needs; however, based upon the criteria established for
judging whether or not a process is strategic planning, none
of the described processes meet the criteria.
It appears that none of the described processes or
models meet the basic definition of strategic planning as
outlined herein. As described, this researcher believes
that all nine of the essential elements listed in the
Hensley-Schoppmeyer Model are primary functions of strategic
planning. A standard of six of nine elements was
established. Clearly, these, as a whole, do not meet the
standard.
This researcher listed 14 possible participants or
categories of participants. A standard of nine of fourteen
as a minimum was selected as a measure of whether or not a
planning process is strategic. The plans described, as a
whole, do not meet this criteria.
A model to guide the development of strategic planning
in hospice organizations clearly seems to be needed.

This

researcher, after reviewing the data and analyzing it, has
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developed conclusions and recommendations related to this
research. These are presented in Chapter V.
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CHAPTER V
SUMMARY, FINDINGS, CONCLUSIONS, AND RECOMMENDATIONS
"If we are to achieve results never before accomplished, we
must expect to employ methods never before attempted."
Sir Francis Bacon
The Research
This research has determined a need for strategic
planning education for practicing hospice administrators.
One hundred twenty-one of 343 hospice executives (36%) state
that they plan strategically; however, when an analysis of
quantitative and qualitative responses was performed, it was
found that none of the administrators practice strategic
planning as defined by this researcher. Hospice
administrators stated that technical assistance is needed
and that this can best be delivered through seminars at the
National Hospice Organization annual Management Conference
or at a state hospice organization conference. It was also
suggested that strategic planning courses be offered through
colleges and universities. Further, administrators
suggested the development of articles, workshops, a book,
and perhaps a video tape to assist in their understanding of
strategic planning. This researcher found the HensleySchoppmeyer and the Roark Strategic Planning Star Models to
be valid and established baseline data on hospice chief
administrators and operational hospice programs. These
models were intended to be hueristics that would assist
hospice administrators develop a strategic plan. The
hospice administrators in this study strongly supported the
purposes of the models..
Basis for Research
Purpose
This research was undertaken to (a) provide baseline
data on the current status of strategic planning education
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for chief executive officers of hospice organizations; (b)
guide the development of an education course on strategic
planning for hospice chief executive officers; (c) validate
the Hensley-Schoppmeyer Strategic Planning Model; and
(d) validate the Roark Strategic Planning Star Model for
health care organizations.
Problem
The Overarching Higher Education Problem
of Training Hospice Administrators to
Plan Strategically
The critical problem that this study addressed is the
higher education needs of hospice administrators because a
significant number of the 1,500 hospice chief executive
officers of operational hospices have not been trained for
their current positions. Consequently, they do not have a
number of administrative skills which could be taught if
higher education programs were available. Strategic
planning is an essential skill that is lacking in hospice
administration; consequently, institutions of higher
education should provide strategic planning education as the
solution to this critical problem.
The Problem of Rapid Organizational
Growth Without the Development of
Advanced Planning Skills in Extant
Higher Education Programs
Hospice organizations, for the most part, are
community-based providers of home health services for
terminally ill patients.
Growth during the last quarter century has generally
been rapid for this new health care delivery institution.
As programs grew internally from a few patients to many,
their staffs also grew from one or two members to teams of
professionals in the fields of nursing, social work, and
pastoral care. Their administrators often came from
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founding nurses or social workers. Some of these
administrators attended seminars and took higher education
coursework to improve their competencies. Those who learned
the skills needed by effective managers made the changes
necessary to take advantage of new management techniques and
provided stability to the organization. Others, though
excellent with patient care and in handling day-to-day
operational matters, have not acquired the planning and
administrative skills necessary to lead the organization
into the twenty-first century.
The Problem of the Lack of Conceptual
Models for the Hospice Field
of Practice
If hospices are to remain viable organizations and if
the discipline is to be successful, proper planning
strategies must be developed in order to continue to meet
expanding community needs.
One of the major problems facing hospice chief
executive officers is the lack of a valid model to guide
their program development activities. Educational
development for planning courses is complicated because the
status of planning in hospice organizations in the United
States prior to this study was not known. This researcher
found that there was no accepted model for hospice planning.
There have been discussions with regard to strategic
planning at the annual National Hospice Organization
Management Convention in Washington, D . C , for the past four
years; unfortunately, a model was not developed prior to
this time which could help hospice administrators with their
planning. This researcher has found no strategic planning
technical assistance studies to determine the needs of
hospice administrations for strategic planning education.
This study found that hospice administrators believe that if
a model such as the Roark Strategic Planning Star were
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available, it would have great potential for assisting them
in understanding the strategic planning process.
The Problem of Distinguishing Strategic
Planning from Other Types of Planning
At this time, hospice administrators do not have a
management terminology that allows them to distinguish among
the various types of planning that are being conducted in
the health care enterprise. Yet, the definitions used to
distinguish different types of planning are vitally
important for planning in health. This researcher believes
that the hospice movement has been evolving so rapidly that
it has not yet developed standards of management
terminology.
In order for hospice administrators to understand
strategic planning and its elements, operational planning,
and tactical planning, planning terminology must be provided
in health care literature. This dissertation has provided
an extensive glossary of planning terms for health care
administration.
The Problem of Incorporating Strategic
Planning into Professional Development
for Hospice Administrators
This researcher observed that one of the principal
areas where skill is lacking among hospice directors is in
strategic planning. Management literature clearly
identifies the need for strategic planning, but a review of
literature in the hospice field reveals very limited
information on strategic planning.
In hospices, as in many other developing organizations,
concerns seem to be only for today and plans usually seem to
be for the short term. Strategy issues, such as changes in
Medicare reimbursement, technological advances in health
care, state and federal laws and regulations, physician
referral patterns and other issues related to the medical
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environment within the community, are apparently not being
considered by hospice administrators and their partners.
These issues affect the progress of every hospice and in
many instances determine their survival; yet they had no
provision for incorporating strategic planning into their
organizations' professional development program.
The Problem of the Delivery of
Knowledge to Administrators
Management literature lists planning as one of the four
basic functions of trained managers. Even though planning
was recognized as an important activity many years ago by
authors such as Sloan (1991) and Drucker (1943, 1967, 1973,
1977) , and new techniques have been developed to accomplish
this function, often smaller institutions and health-related
organizations have been slow to adopt the management
technology available. At times, this failure has been the
result of a simple lack of knowledge on the part of the
manager; at other times, a lack of funds. The result has
been that many either failed to plan adequately or they
planned without benefit of available conceptual models.
Organizations which were the most effective at planning
followed a procedure which brought community leaders, board
members, medical staff, hospital staff, and administration
together to view and discuss all aspects of the
organization, its philosophy, its mission, and its operation
for the purpose of building partnerships. The data from
this study shows a lack of professional development
opportunities to promote the understanding of these
concepts.
Recently a group of academicians known as
epistecyberneticists have begun exploring the best methods
for upgrading the knowledge of practitioners in a variety of
fields. These researchers are advocating the use of the
structure of knowledge validation design developed by
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Hensley and Tunstall (1993) as their mode of inquiry. These
pioneers do not dwell in any of the traditional educational
camps. Most were trained in primary disciplines such as
chemistry, engineering, and mathematics; and practice
scholarship, teaching, pedagogy, and research; however, all
at some time changed their thinking from classical modes to
the radically different expert systems analytical method of
inquiry suggested by Bertalanffy (1966) and Harmon, Maus,
and Morrissey (1988).
Those who study epistecybernetics believe that a new
way of thinking about knowledge is necessary. In the
hospice field new ways of thinking about planning is impeded
by the lack of a valid model which will serve as a heuristic
for the development of research and higher education
programs in the health care field. To meet the needs of
these professionals, this researcher developed and validated
a model using an epistecybernetic model-validation research
design. This validated model should serve to guide the
understanding of strategic planning as a part of the
management discipline.
Acceptance of the Thesis Statement
This researcher found that the majority of hospice
organizations are not planning strategically and could
benefit from adopting this process. He determined the
educational status of hospice administrators with regard to
strategic planning, the type of planning being done in
hospice organizations and found a need for strategic
planning education. Those who are not planning
strategically as defined herein are candidates for
educational course offerings which will facilitate their
beginning a strategic planning process. This researcher
intends to develop an inservice training course to help
hospice administrators understand the strategic planning
process and accept, adopt, and implement such a process in
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their own hospice organizations. By adopting a valid
strategic planning model, boards of trustees, physicians,
and community leaders can better plan their future
operations, increase participation in fund raising
activities, improve ownership and implementation of plans,
and position the organization for a significant role in the
developing delivery system of the 1990s.
The Roark Strategic Planning Star Model for strategic
planning was assessed as being valid. Therefore, the field
of hospice administration now possesses an acceptable design
for the practice of strategic planning. The new model will
now make it possible for training and evaluation in this
essential process to be made available to administrators in
the hospice field.

1.

2.

3.
4.
5.
6.
7.
8.
9.

Research Findings
The research findings are as follows.
Growth in the number of hospices has been rapid. (In
1968 there was one hospice in the United States. In
1994, there are over 1,800.)
Forty-three percent of the hospices have less than 100
admissions annually and are considered small
organizations.
Care is primarily in the home.
Sixty-four (19%) of 334 respondents have residential
patient care facilities.
Not-for-profit hospices are the predominant
organization type.
The mean age of hospice chief administrators is 41-50.
Forty-one percent of chief administrators have 3 years
experience or less.
Chief administrator experience is primarily in
hospitals, nursing homes, and home health agencies.
Administrators are predominantly white/nonhispanic
females.
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10.
11.
12.
13.

14.
15.

16.

17.
18.
19.
20.

Three hundred sixteen of 343 administrators have
degrees. Most were obtained in the 1980s.
Fifteen percent of the administrators are currently
enrolled in academic coursework.
Thirty-one percent of the administrators had previous
coursework in strategic planning.
Completion of a course in strategic planning was found
to have a positive impact on the performance of
strategic planning.
Sixty-seven percent of the administrators expressed an
interest in taking a course in strategic planning.
Eighty-eight percent of the administrators expressed an
interest in participation in a one-day seminar, and 84%
currently planning strategically would attend such a
seminar.
The National Hospice Organizations Management
Conference was identified as the best setting for
presentations on strategic planning.
Thirty-six percent of the administrators indicate that
they currently practice strategic planning.
The Hensley-Schoppmeyer Model for Strategic Planning
was found to be valid.
The Roark Strategic Planning Star Interactive Model was
found to be valid.
Educational materials were found to be highly
desirable. Courses and workshops were the preferred
method of knowledge delivery.

Conclusions
Research questions and the related hypotheses are
presented in the order they appeared in the study. When
more than half the hypotheses were found to show a
relationship, the research question was considered to have
been answered affirmatively.
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Research Question A
What are the demographic characteristics of hospice
organizations and their administrators?
Hospice Demographics
Growth in the number of hospice programs has been rapid
over the past 25 years. The survey found many hospices
(43%), however, remain small with less than 100 admissions
annually and an additional 43% have less than 400 annual
patient admissions. The average daily census (ADC), the
second measure of size, for these programs averages 8.8
patients per day. The average length of stay for these
programs was 50.68 days (Table 4.7).
The overall mean for the study was 342 admissions; the
mean average daily census was 41, and a mean of the average
lengths of stay was 54 days for all respondents.
The most immediate conclusion from this study is that
there remains great potential for growth and through growth,
significant services to the patients, families, and
communities. The majority of all hospice care is in the
patient's home. Strategic planning will be necessary to
help these emerging institutions take the next growth steps.
While the mean statistics show that most hospices are
small, the anecdotal information leads this researcher to
make the following observations about their growth. It
appears that hospices have grown by 400% since 1980; this
rapid growth will continue as home health agencies,
hospitals, and others move into the hospice arena; and the
number of admissions and the average daily census will
continue to grow as more and more terminally ill patients
make the decision to die with dignity at home surrounded by
family and friends.
Although there is a significant need for care for
patients without caregivers and who are in acute pain that
cannot be adequately cared for at home but who do not really
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need hospitalization, only 64 of the 334 respondent
organizations surveyed have facilities to meet these needs.
These facilities are operated by hospices with admissions of
300 or more patients per year. The majority of hospices
provide their principal services to patients in their
private home settings although over half of the programs
offer services in nursing homes. The number of planned
inpatient facilities is limited. This study found fifty
seven (21% of respondents) plan to build such facilities in
the 1990s. This researcher believes that the need for
hospice care will far exceed the available resources
requiring more hospices, more hospice facilities, and
hospice administrators who will need strategic planning
higher education. The limited number of residential
facilities is expected to continue as long as reimbursement
for institutional care remains limited.
Seventeen percent of hospices have not obtained
Medicare certification. Because grant funds and community
fund raising is not expanding as in the past, these
organizations must reassess their decisions. The economic
realities of the 1990s and beyond dictate that these
programs remain small or that they close due to limited
resources. Without Medicare and Medicaid, they are likely
to fail.
The survey found that freestanding not-for-profit
hospice organizations are the predominant organizational
type. It is expected that this may continue to predominate
although alliances are likely to develop to affiliate more
closely these organizations with other provider groups under
health care reform. Even should this occur, hospice
administrators will operate in these complementary
organizations, and they will continue to need strategic
planning higher education.
It was found that only 67 (22%) of the respondents
report having a written plan document.
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This researcher found that both the number of
participants involved in the organization's planning process
and the number of essential knowledge elements practiced
were limited. Neither the plan documents submitted for
review nor responses to the survey instrument produced
evidence which would lead this researcher to conclude that
strategic planning as defined herein is being practiced.
For strategic planning to be accomplished, as defined by
this researcher, the number of participants should include
at least 14 individuals or groups including community
representatives. The number of essential knowledge elements
must include all of the essential elements identified in the
Roark Strategic Planning Star Model. Positioning the
architects, accepting the agenda, and adopting the strategic
plan at a minimum, must be among those used. Neither of
these combined criteria is met by respondents. Existing
hospice plans could be enhanced by the administrators taking
a higher education course in strategic planning in which the
administrators would learn the importance of the essential
elements and the role of participants as stakeholders in the
organizations' strategic planning process.
Administrator Demographics
Forty-one percent of hospice administrators have three
years of experience or less as a hospice administrator. For
those with outside experience, prior experience was in a
hospital, nursing home, home care agency, or some
combination thereof. The study indicates that the less
experienced administrators have a need for help with the
theoretical and operational aspects of planning and could
benefit from higher education courses and training sessions
in strategic planning.
The mean age group for administrators was the 41-50 age
category while females dominate as chief administrative
officers of hospices.

Registered nurses were the
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predominant professional group and when combined with the
smaller social work group, made up over half the population
of administrators. White/nonhispanics were the predominant
ethnic group. In terms of age, the younger administrators,
ages 2 0-39, seem to be prime candidates for higher education
courses and seminars which will teach modern management
tools including strategic planning.
Opportunities for males and minorities seem great. For
persons with management experience, a degree in management,
and strategic planning experience, the opportunity seems
even greater.
For hospice chief administrators, the 1980s was the
predominant period during which the highest degree was
obtained. The majority (316) of hospice chief
administrators hold a degree from a higher education
institution. Of those with a bachelor's degree or advanced
degree in a field of management, only 41% practice strategic
planning while 44% of those with a master's degree in health
care administration do so. Moreover, 56% of those with a
master's degree in nursing report planning strategically.
This holds significance for higher education instruction
because many modern master's degree programs in nursing
emphasize management skills such as strategic planning.
It was found that 15% of administrators were currently
enrolled in some type of academic coursework; 31% had
previous coursework in strategic planning; 67% expressed an
interest in taking a higher education course in strategic
planning; and 88% expressed interest in a one-day
educational seminar on strategic planning. Thirty-eight
percent of those currently enrolled in higher education
coursework reported practicing strategic planning, a figure
which is consistent with the overall survey finding that 3 6%
of administrators who report that they practice strategic
planning. Evidence from this study shows there is a great
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need for and interest in strategic planning education among
hospice chief administrators.
The National Hospice Organization Management Conference
was identified as the best meeting at which to hold a
seminar on strategic planning followed by meetings at a
state level.
With regard to planning, 3 6% of the administrators
reported that they practice strategic planning, 61% practice
tactical planning, 70% practice operational planning, and
3 0% practice no planning. Because strategic planning has
been identified as a process which can help administrators
and organizations prepare for the future, and as only 3 6%
are currently practicing strategic planning, there is a
great opportunity for management training and education in
this process.
The majority of chief administrators report
spending less than 10% of their time in strategic planning.
Educational materials were found to be highly desirable
for use by hospice chief administrators. Eighty-five
percent or more administrators responded that they desire
additional information in all nine essential knowledge
element categories.
In dealing with a question related to knowledge
delivery methods, it was found that courses and workshops
were the preferred methods.
It appears that larger hospices with more experienced
chief administrators who have had prior exposure to
strategic planning through coursework or seminar attendance
practice a brand of planning believed by the chief
administrator to be strategic planning. As a result of a
review of ten plans submitted for evaluation and an analysis
of responses to the survey instrument, this researcher
concluded that none of the hospices perform strategic
planning as defined herein. He further believes that the
hospice chief administrator data support his thesis that the
majority of hospice administrators are not planning
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strategically and that strategic planning education is
needed to help them understand, adopt, and implement the
process.
Research Question B
What is the need for strategic planning education for
practicing hospice administrators?
Discussion
The first hypothesis related to whether or not the
administrator's prior degrees had contained a course in
strategic planning. When compared to the practice of
strategic planning, it was found that 48 of 97 (50%) of
those doing strategic planning had higher education
coursework in strategic planning. This compares to 3 0% of
those doing strategic planning who have not had prior
coursework. When the chi square test of independence was
performed, it was found that there does seem to be a
relationship between these variables and that having had a
strategic planning course or having had strategic planning
as a part of higher education coursework does seem to have
an impact.
It is this researcher's belief that when the essential
knowledge elements of strategic planning are appropriately
presented and the potential benefits understood,
administrators will seek the opportunity to implement such a
process for the benefit of the organization that they serve.
The second hypothesis related to interest in taking a
higher education course and the practice of strategic
planning. Two hundred fourteen of 321 respondents reported
that they are interested in such a course. Of these, 68
currently practice strategic planning. When the chi square
test of independence was performed, it was found that there
is a relationship between the practice of strategic planning
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and interest in taking a strategic planning higher education
course.
«

In recent years, there has been much discussion in
health care about problems with health delivery and the need
to restructure. Management and higher education literature
as well as literature in virtually all fields of study
contains references to strategic planning and the potential
benefits of implementation of this process. Further, the
National Hospice Organization has encouraged implementation
of this process by offering seminars annually for the last
five years at its Management Conference. Because most
hospice administrators have degrees and are oriented toward
academics, it is not surprising that such a large number
expressed interest in taking a course if it were offered.
The third hypothesis posed compared the relationship
between prior attendance at a strategic planning seminar and
the practice of strategic planning. It was found that 77%
of respondents stated that they had attended a strategic
planning seminar. Of these, 112 were practicing strategic
planning. Only seven respondents who state that they
practice strategic planning have not attended a seminar.
Two hundred fourteen (64%) of the respondents are not doing
strategic planning. When the chi square test of
independence was performed, it was found that there appears
to be a relationship between the variables.
This researcher believes that attendance at an
educational offering heightens the attendees' sensitivity to
the subject and can serve as a stimulus to action. It is
his belief that such attendance prompted many administrators
to try strategic planning. Because mciny have already
attended a strategic planning seminar, have an interest, but
have not yet begun to do strategic planning, this researcher
believes that further strategic planning seminars will have
similar results and that more administrators will begin the
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process as they have knowledge and understanding of how and
why it works and how it can help their organizations.
Interest in attendance at a one-day seminar on
strategic planning and the practice of strategic planning
were the variables in the fourth evaluation. It was found
that 286 (88%) of the administrators would attend a one-day
seminar while only 39 (12%) indicated no interest. When the
chi square test of independence was performed, it was found
that there was not enough evidence to reject the null
hypothesis of independence. Because the number of
respondents is 22% of the population, and because the
response in other related questions have supported the
relationship, this researcher believes that a larger
response rate might produce different results.
Results of the Analysis
In response to Research Question B, "What is the need
for strategic planning education for practicing hospice
administrators?" the analysis of the data revealed that
there is a need for strategic planning education. This is
supported by the fact that 64% of administrators do not
currently plan strategically, and only those with a masters
degree in nursing perform strategic planning more than those
who do not. Having had a higher education course in
strategic planning was found to have a positive influence on
the practice of strategic planning; 67% of the respondents
desire to take a higher education course in strategic
planning; and attendance at a strategic planning seminar was
found to have a positive influence on the practice of
strategic planning^
Although this researcher did not have enough evidence
to reject the null hypothesis related to interest in
attendance at a one-day strategic planning seminar; he was
able to show that completion of a higher education course in
strategic planning, interest in taking higher education
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courses, and prior attendance at a one-day seminar are
related to the practice of strategic planning.
Because this researcher found that a relationship could
be shown between the dependent variable strategic planning
and the independent variables in three of the four
hypotheses, it is this researcher's belief that these
variables substantiate the need for strategic planning
education for practicing hospice administrators.
Because a large number (67%) of respondent
administrators indicated a desire to take a course in
strategic planning, a model course outline was developed for
consideration by universities with an interest in offering
such a course. This is presented in Appendix H. It is the
belief of the researcher that such a model can facilitate
the process of new course acceptance and adoption.
Research Question C
What is the relationship between the practice of
strategic planning in hospice organizations and
organizational characteristics?
Discussion
In order to answer this question, six hypotheses were
proposed. The following are the findings.
The first hypothesis to be considered related to the
age of the hospice (year organized). It was found that 63%
of the hospices from which a response was received were
founded in the 1980s. This is consistent with National
Hospice Organization statistics on hospice organization
founding dates. It was found that hospices founded in the
1970s were the most likely to be performing strategic
planning.
It is the belief of this researcher that this was found
to be the case because the older organizations tend to have
older, more seasoned administrators as their chief executive
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officers. Other analysis revealed that older administrators
with more years of experience tend to practice strategic
planning more than younger administrators. When the chi
square test of independence was performed, it was found that
there does seem to be a relationship between the variables.
The size of the hospice program was next evaluated.
The measure used was annual admissions. When reviewed in
relation to the practice of strategic planning, it was found
that the number of administrators practicing strategic
planning increases as the number of admissions increases.
For example, when the organization has less than 100
admissions, 26% report performing strategic planning. This
increases to 31% with 100-199, 45% with 200-299, 45% with
300-399, and 61% with 400 or more admissions.
It is the belief of this researcher that this is
consistent with previous findings related to hospice age
(year organized) and administrator age and experience.
When the chi square test of independence was performed,
it was found that there does seem to be a relationship
between the variables.
Hospice ownership was the third independent variable
studied. Data were grouped into five categories for
analysis. It was found that only home health agency based
hospice administrators, which represent 11% of all
respondents, had more respondents who perform strategic
planning than who do not (58% to 42%). Freestanding hospice
administrators represent 143 (51%) of the respondents. Of
these, 86 (60%) do not perform strategic planning.
When the chi square test of independence was performed,
it was found that there is not enough evidence to reject the
null hypothesis that there is independence between the
variables although this was very close (94% vs. 95%).
This researcher, after studying the tabular data and
the individual survey responses, was not able to establish a
single set of characteristics which best describe hospice
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administrators. This researcher is concerned that
freestanding hospices apparently have the lowest percent of
administrators who practice strategic planning. In view of
health care reform, it seems that these agencies have the
most to lose if they are not positioned to deal with the
changes which inevitably will occur. Further, only 2 6% of
administrators of hospital-based agencies report performing
strategic planning. This is a concern as hospices may be
left out of the hospital strategic planning activities or
the hospital may itself not be performing strategic
planning.
When the chi square test of independence was performed,
it was found that there was not enough to reject the null
hypothesis of independence.
The number of essential knowledge elements in the
hospices planning process was next evaluated. Of the 342
administrators responding, 284 (83%) reported having 0-5
elements and 58 (17%) reported 6-9 elements. Not only are
hospices, in general, reporting that they do not perform
strategic planning, but they confirm this. For the purpose
of this study, this researcher established a minimum
standard for measuring which organizations are performing
strategic planning. To be so considered, the organization
must use at least six of the essential elements if it is to
achieve adoption of the planning products.
This researcher believes this to be true because
hospice administrators do not have a management terminology
that they understand and use and they do not have a model to
guide their efforts. If such a model were available and
could be understood, it could be accepted and adopted and
become a part of the administrator's repertoire of problemsolving solutions.
When the chi square test of independence was performed,
this researcher found that there apparently is independence
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between the number of essential knowledge elements used in
the planning process and the practice of strategic planning.
The existence of a written plan document and its
relationship to strategic planning was the fifth independent
variable evaluated. It was found that 70% of the
administrators who are doing strategic planning report that
they have a written plan, while only 19 who are not
performing strategic planning have a written plan. A total
of 144 administrators of 343 (42%) responded to this
question. This researcher believes that the remainder do
not have a written plan document.
In comparison to those who say they plan strategically
(121 or 36% of survey respondents), the 144 who report
having a written plan seems reasonable. However, when the
ten written plans submitted were reviewed, none met this
researcher's criteria for strategic planning as virtually
all were found to be doing tactical (long-range) planning.
The chi square test of independence revealed that there
was not enough evidence to reject the null hypothesis. This
was confirmed by the plan document review. This researcher
believes that administrators do not understand the essential
knowledge elements of strategic planning and believe that
because they have a plan document, they are prepared to deal
with the future.
Two hundred thirty-nine administrators reported
performing tactical planning. It is the belief of this
researcher that the administrators do not understand the
role of written documentation in the process. Clearly, a
written plan does not mean that strategic planning or any
other type of planning was performed. However, it can serve
as a record of the results of the planning process,
regardless of the type, and as a guide to future actions and
decisions. In strategic planning, future decisions are not
made in the present, but rather data are gathered and plans
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made so that future decisions are then based on solid
information and are the best possible.
The sixth variable considered was total participants in
the planning process. This is a third element of planning
considered essential if the process is to be determined to
be strategic.
In this evaluation, it was found that 268 (78%) of the
administrators report having 0-7 participants, and 22%
report having 8-14. This is as expected by this researcher.
In reviewing the survey responses and the ten plan documents
received, it is clear that administrators do not understand
the importance of having a broad base of persons involved in
the process so that through their participation, they can
help to bring about acceptance and adoption and eventually
implementation of the planning process products.
It is the belief of this researcher that in their
problem solving, often crisis orientation of daily
operations, hospice boards, and executives have forgotten
their roots and are depending upon internal plans to carry
them through. Because most hospices began as grass roots
organizations with a broad base of community support, it is
this researcher's belief that they must revisit their
beginnings and institute a planning process like that which
made them strong in the beginning.
When the chi square test of independence was performed,
it was found that there does seem to be enough evidence to
show a relationship between the variables.
Results of the Analysis
In response to Research Question C, "What is the.
relationship between the practice of strategic planning in
hospice organizations and organizational characteristics?"
the analysis of the data revealed that the greater the
number of participants; the greater the number of essential
elements; the older the program and the greater the number
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of admissions, the more likely a planning process will be
self-rated as strategic.
Although this researcher did not have enough evidence
to reject the null hypotheses related to the existence of a
plan and type of ownership, he was able to show that the
number of participants, the number of essential elements,
program size, and the age of the hospice (year organized) do
seem to be related to the administrator's perception that
they practice strategic planning.
This researcher was therefore able to accept the
proposal that there is a relationship between organizational
characteristics and the practice of strategic planning.
Research Question D
What is the relationship between selected administrator
characteristics and the practice of strategic planning?
Discussion
Selected administrator characteristics were evaluated
in relation to the practice of strategic planning.
Attainment of a degree in management was first evaluated.
It was found that only 39 (17%) of respondent administrators
hold this type of degree. This is believed to be true
because most administrators came from nursing, social work,
and the social services. Many patient services personnel
grew up with a program and became administrators.
Of the administrators who do not have a management
degree, 36% (98) perform strategic planning and 276 (64%) do
not. It is this researcher's belief that the National
Hospice Organization must explore, ways to bring about a
change in this statistic. More of the currently practicing
hospice administrators must begin to plan, and more
management-trained professionals must be recruited.
When the chi square test of independence was performed,
it was found that there is independence in the relationship
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between these variables as there was not enough evidence to
reject the null hypothesis of independence.
The highest degree earned by all respondents was then
determined to be of interest as it relates to the practice
of strategic planning. The highest degree listed by chief
administrators was categorized into seven groupings which
related to the educational level of the degree. The
analysis revealed that the type of degree seems to be
unrelated to the practice of strategic planning with the
exception of chief administrators with a master's degree in
nursing. This is the only category of administrator which
has more respondents performing strategic planning (10 or
56%) than not (8 or 44%).
This researcher believes this to be true as educational
course offerings in nursing, social work, and the social
sciences do not, in general, deal with elements of
management or its essential element, strategic planning.
Only in recent years have master's degree programs in
nursing and other professions begun to prepare practitioners
in management techniques.
To test the relationship between the highest degree
attained and the practice of strategic planning, the chi
square test of independence was performed. The results
showed that there is not enough evidence to reject the null
hypothesis that there is independence between the variables.
The year of award of the highest degree was then
considered as it relates to the practice of strategic
planning. Review revealed that this could best be analyzed
by grouping the data into categories by decade. It was
found that the. largest number of degrees, 147 (49%) , were
earned during the decade of the 1980s. As a percentage of
the strategic planning category total, 49% who earned a
degree in this same decade are performing strategic
planning.
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Based upon data related to age presented previously,
this researcher believes that the mean age of hospice
administrators is 41-50. If they pursued a college degree
immediately after high school as was the tradition in the
1940-1980S, the administrators would have graduated with
their first degree during the period of the 1970s and early
1980s and have earned master's and terminal degrees during
the 1970s and 1980s.
In order to determine if the year of the award of the
highest degree and the practice of strategic planning are
related, the chi square test of independence was performed.
It was found that there was not enough evidence to reject
the null hypothesis that these variables are independent.
This researcher believes that emphasis on continuing
education and the pursuit of advanced degrees should be
encouraged. This emphasis should be upon management and
related skills which will help the administrator and his/her
organization prepare for its place in the developing health
care delivery system.
The type of affiliation as a professional hospice
worker and the practice of strategic planning was next
evaluated. It was found that there were 18 MSRNs; 22 MSSWs;
139 RNs; 11 social worker/counselors, and 12 6 chief
administrators who listed a variety of titles and degrees
which are often not considered for professional
certification in the health care field. A review of the
data revealed that masters-prepared nurse administrators
appear to practice strategic planning (10 or 56%) more than
those who do not (8 or 44%) . Further, respondent RNs with
no degree or who hold a baccalaureate degree were found to
report that they perform strategic planning 44% of the time
(49 of 139). This is generally reflective of the overall
3 6% of all hospice chief administrators who report that they
perform strategic planning.
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In order to determine if a relationship exists, the chi
square test of independence was conducted. This researcher
did not find enough evidence to reject the null hypothesis
of independence between the type of affiliation listed by
the respondent and the practice of strategic planning.
This researcher believes that the health and social
sciences, in preparing practitioners, must take note of the
changes which are occurring in society and prepare
practitioners to play key roles in planning for the future
of their careers, their employers, and their profession.
The percentage of time spent on strategic planning was
evaluated. Of the 140 respondents to this question, 66
(48%) reported that they spend less than 10% of their time
in this activity while 74 (51%) reported spending 10% or
more of their time on this activity. Of those responding,
106 (76%) reported that they are performing strategic
planning. However, 34 chief administrators reported that
they do not do strategic planning. These were divided
equally between those spending less than 10% of their time
and those who report spending 10% or more. Of the latter
group, a detailed review of the data revealed that 8
responded that they spend 31-40% of their time on strategic
planning, and 7 spend 41-50%. This is an indication that
there is much confusion about strategic planning in the
field and a further indication of the need for adoption of
the Roark Strategic Planning Star Model through seminars and
courses.
When the chi square test of independence was calculated
to compare time spent in strategic planning and the practice
of strategic planning, it was found that there is not enough
evidence to reject the null hypothesis of independence
between the variables, the amount of time reported to be
spent on strategic planning and the practice of strategic
planning.
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This researcher, based upon his own experience and that
of other administrators with whom he has worked, believes
that most administrators do not know how much time they
spend on planning. If a time log were kept, this researcher
believes that administrators would find that they spend no
more than 5% of their time on planning regardless of the
type of planning done. It is the researcher's belief that
administrators should spend 10-15 percent of their time on
planning. He further believes that planning and work
efforts that lead to the accomplishment of planning
activities must become matters of daily conscious effort if
the organization is to position itself today for future
decisions.
The characteristic "experience as a hospice
administrator" was next reviewed. An analysis of the data
revealed that the percentage of chief administrators
reporting that they perform strategic planning remains
relatively constant across the experience categories (in the
2 3-2 6% range) with the exception of those with 0-1 years of
experience (16 or 24%) and those with 4-6 years of
experience (32 or 37%). Furthermore, those in the 0-1 year
category who do not perform strategic planning outnumber the
strategic planners by three to one while the 2-3; 4-6, and
7-10 year categories are not strategically planning by a
ratio of two-to-one. Administrators with 11 years or more
experience practice strategic planning by a two-to-one
ratio.
When the chi square test of independence was performed
on the variables, years as a hospice administrator and
strategic planning, this researcher found that there appears
to be a relationship between the variables, experience as a
hospice chief administrator and the practice of strategic
planning.
This researcher believes that experience is a key
factor in the efficient and effective management of hospice
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organizations. As the program size increases, experience
becomes more important as the administrator must delegate
more and more of the responsibilities for daily operations
and deal with issues that will affect the organization not
only in the short term but also its future. In hiring
administrators, this researcher believes that boards of
organizations should establish criteria that will result in
the hiring of an executive who is prepared educationally and
is experienced appropriately to meet the needs of the
organization both at the time and into the future.
Results of the Analysis
In response to Research Question D, " What is the
relationship between selected administrator characteristics
and the practice of strategic planning?" the analysis of
data revealed that 41% of administrators with a management
degree plan strategically; 56% of administrators with a
master's degree in nursing perform strategic planning, the
only category of administrators with more performing
strategic planning than those who do not. The year of the
award of the highest degree, the professional certification,
and the percentage of time spent on strategic planning do
not seem to be related to strategic planning. This
researcher did not have enough evidence to reject the null
hypotheses related to these characteristics. Only total
experience as an administrator seemed to be related to the
practice of strategic planning. It is this researcher's
belief that people who become administrators and continue in
this profession over the long term come to realize that they
must continually upgrade skills if they are to maintain
their positions. They therefore seek out educational
opportunities and skills identified as essential to the
profession. Strategic planning is one such essential skill.
Although the data and the evaluation through hypotheses
resulted in not being able to show a relationship between
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selected administrator characteristics (other than
experience), this researcher believes that this research has
shown the importance of advanced education and the need for
administrators to be trained for their positions.
Research Question E
What is the relationship between selected administrator
characteristics and the administrator's perception of the
validity of the Roark Strategic Planning Star Model?
Discussion
The question of inclusion of a course in strategic
planning was next addressed as it related to the Roark
Strategic Planning Star Model. It was found that
administrators whose degrees included a course in strategic
planning seemed to rate the Roark Strategic Planning Star
Model higher than those whose degree did not include such a
course.
The number of chief administrators taking a higher
education course in strategic planning as a part of a degree
was 98 as compared to 218 who did not. However, this was
found not to be statistically significant as a result of the
"t" test.
It is the belief of this researcher that administrators
who have had coursework in strategic planning are likely to
rate the planning process as described higher than those who
have not. Further, the model used to guide the development
of the Roark Strategic Planning Star Model is described in
detail as a part of the survey instrument, and definitions
of the types of planning and the essential knowledge
elements of the models are clearly delineated. This
researcher believes that administrators, most of whom have
degrees, were therefore able to understand the models and
rate them.
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The age of the chief administrator and the face
validity of the Roark Strategic Planning Star Model were
evaluated. It was found that 77% of the chief
administrators rated the Roark Strategic Planning Star as
having very high or extremely high validity.
When the analysis of variance was performed using the
"t" test, the difference in the means was found to be
significant.
Data on administrator age has been consistently found
in this research to be related to the administrators opinion
of strategic planning. It appears that the older the
administrator, the higher the rating of the Roark Star
Model. The youngest administrators, those under 30, also
rated the model very highly. Because there were only two
such respondents, this was not considered to be a large
enough sample to base a solid finding.
The gender of the chief administrator and the face
validity of the Roark Strategic Planning Star was
considered. It was found that there were 284 female
administrators and 52 males. In review of the analysis of
variance calculations, it was found that females support the
model more than males. The difference in the means is not
considered to be significant and there was not enough
evidence to reject the null hypothesis of no difference
between groups when the "t" test was performed.
This researcher believes that females are more likely
to respond to surveys than are males. Although a possible
source of bias, this is not believed to be the case. In a
conversation with the National Hospice Organization's
Director of Research, this researcher learned that the
number of male administrators is very small in relation to
the number of females, possibly 15 to 20%. In this study,
19% of the respondents are males. Further, the literature
supports the findings with regard to male and female
respondents.
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A series of analyses were performed to distinguish
between the male and female respondents. To establish a
basis for comparison, 52 females were selected at random and
the responses of these administrators compared to the 52
male respondents. The following variables were reviewed:
age, highest degree, participants, essential elements, and
administrator rating of the Roark Star Model. Only age was
found to be related to the practice of strategic planning
for these two groups at a 95% confidence level (p value =
0.0481, chi square = 26.44 with 16 df) .
This researcher believes that males, like females, can
read, evaluate, and make decisions based on like
information. Therefore, the failure to show a difference
between the genders in their ratings is considered to be
within acceptable limits.
The question of ethnicity and the face validity of the
Roark Strategic Planning Star Model was next addressed. It
was found that 329 of 340 respondents to this question were
caucasian/non-Hispanics and only nine were widely spread
among ethnic groups. Both the caucasian/non-Hispanic
administrators, and all others believe the model has
validity. The difference in means is not considered to be
significant, however; and there was not enough evidence to
reject the null hypothesis when the "t" test was performed.
Results of the Analysis
Research Question E asked, "What is the relationship
between selected administrator characteristics and the
perception of the face validity of the Roark Strategic
Planning.Star Model?" Three of the hypotheses were tested
via chi square and were found not to be related to the
administrator's rating of the face validity of the Roark
Strategic Planning Star Model. These include the completion
of a higher education course in strategic planning, gender.
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and ethnicity. Age was the only category showing a
relationship with a p value of .0500 or less.
Research Question F
What is the relationship between selected hospice
characteristics and planning process elements and
participants?
Discussion
The first variables considered were the age of the
hospice (year organized) and the number of planning process
participants. The year organized was the dependent
variable.
Although it is clear that the majority of hospices
(79%) do not meet the criteria defined by this researcher
for strategic planning (eight or more participants), 21%
state that they utilize eight or more participants. When
the chi square test of independence was performed, this
researcher found that a relationship between the variables
does seem to exist. It appears that the longer the hospice
has been in operation, the greater the number of
participants in the process.
This researcher believes that the older hospices have
more experienced administrators and that these
administrators better understand the need to plan
strategically, although they may not be involving as many
external constituents as this researcher believes to be
desirable.
The relationship between the year organized (age) and
the number of essential elements practiced was next
reviewed. A review of the data revealed that 57 (17%) of
the 334 respondents utilize 6-9 of the essential knowledge
elements in their planning processes. Sixty-six percent of
hospices organized in the 1970s used 6-9 elements, 13% in
the 1980s, and 11% in the 1990s.
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This researcher believes that the older the hospice,
the more likely it is to be performing strategic planning,
which seems to confirm this hypothesis.
When the chi square test was performed, it was found
that there does appear to be a relationship between the
variables, year organized, and number of essential knowledge
elements included in the process.
The relationship between the number of admissions and
the total number of participants was reviewed. In reviewing
the data, it was found that 78% of the respondents report
that they have fewer than eight participants. When the chi
square test of independence was performed, it was found that
a relationship between the variables does seem to exist. As
the number of admissions increases, the percentage of
hospices which have more than eight participants seems to
increase. This researcher believes that this finding is
consistent with other findings related to admissions and
participants and the practice of strategic planning by
administrators.
The relationship between the number of admissions
(dependent variable) and the number of essential elements
was evaluated. It was found that 83% of the respondents
utilize fewer than five of the essential elements in their
planning process. Further, as the number of admissions
increases, the number of participants as a percent of total
participants increases as follows: <100 (8%); 100-199
(12%); 200-299 (27%); 300-399 (31%); and 400+ (41%). When
the chi square test of significance was performed, it was
found that there does seem to be a relationship. It appears
that as the number of admissions increases, the number of
essential elements found in the planning process also
increases. This researcher believes that this serves as a
final confirmation of the relationship between size and
strategic planning. Further, larger, longer established
hospices tend to have more seasoned administrators who are
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more likely to perform strategic planning than younger, less
experienced administrators.
Results of the Analysis
It was found that number of admissions, number of
participants, and number of essential elements practiced are
related to the practice of strategic planning. As the
number in each category increases, the likelihood of the
administrator practicing strategic planning increases.
Research Question G
Do hospice administrators consider the HensleySchoppmeyer Model for Strategic Planning to be valid?
Discussion
In evaluating Research Question G, mean values were
calculated for the face validity ratings assigned each
element of the Hensley-Schoppmeyer Model. Sample means were
then used to determine confidence interval for the
population means. It was found that the sample means for
all of the elements was above 3 (important) and, in most
cases, above 4 (significant) with 95% confidence for the
entire population. A confidence interval for the individual
means was then calculated. This was found to be 3.9099 < /i
(mean) < 4.3053. The average of the 9 means was 4.1070.
This researcher believes that the administrators of
hospice organizations are well educated, bright, and
intelligent. He further believes that because most have
previously attended a strategic planning seminar, they were
able to review and understand the definitions and the
narrative on the strategic planning model. This positioned
the individual administrator to evaluate the model for
himself/herself. The individual evaluations consistently
confirmed the model.
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Results of the Analysis
This researcher was able to answer the research
question in the affirmative.
Research Question H
Do hospice administrators consider the Roark Strategic
Planning Star Model to be valid?
Discussion
A confidence interval using a "t" distribution was
calculated for the responses to the model using a Likert
scale of 1-5. The confidence interval established was
3.875< mean < 4.072. The sample mean was 3.973 which fell
within the confidence interval that was acceptable for a
high validity rating of the model; consequently, this
researcher is reasonably confident that the model is valid
for use by most hospice administrators.
Results of the Analysis
The results of the confidence interval testing of the
hospice administrator responses to the question, "Do hospice
administrators consider the Roark Strategic Planning Star
Model to be valid?" resulted in this researcher concluding
that the administrators believe that the Roark Strategic
Planning Star has validity.
This researcher believes that following review of the
essential knowledge elements of planning and the HensleySchoppmeyer Model, the administrators were able to evaluate
the interactive model and rate it as valid.
This researcher was able to answer the research
question in the affirmative.
Research Question I
Do written plan documents meet the criteria for being
considered strategic plans?
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Discussion
It appears that none of the described processes or
models meet the basic definition of strategic planning as
outlined in this research. As described, this researcher
believes that all nine of the functions listed in the
Hensley-Schoppmeyer Model are essential elements of
strategic planning. A standard of six of nine elements was
established. Clearly, submitted plan documents, as a whole,
do not meet the standard.
This researcher listed 14 possible participants or
categories of participants. A standard of nine of fourteen
as a minimum was selected as a measure of whether or not a
planning process is strategic. As a whole, the plans
submitted do not meet these criteria.
A model to guide the development of strategic planning
in hospice organizations clearly seems to be needed.
In reviewing the data, this researcher observed that
additional analyses might be beneficial. It appeared that
there might be a relationship among essential elements,
participants, and existence of a plan document. When these
were evaluated simultaneously to see how many hospices were
performing 6 to 9 essential elements, had 9-14 participants,
and had a plan document, it was found that no hospice meets
all three criteria.
Results of the Analysis
This researcher concluded that he could not answer the
research question in the affirmative as no document met the
criteria established for this research.
Research Question J
What guidance do written comments provide concerning
strategic planning?
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Discussion
Written responses were provided to Questions 42 and 43
of the survey instrument. These were included in order to
obtain information on the strategic plan process in place at
the respondents' organizations and to elicit guidance on how
the Roark Strategic Planning Star Model might be enhanced.
Because the responses were varied and did not generally
address the questions directly, it was decided that all open
or narrative responses would be reviewed. Similar responses
were grouped and responses which were believed by this
researcher to be of significance discussed. After several
reviews of the 147 questionnaires which contained a written
response or responses, a process called coding was used to
differentiate the responses into groups. In this process,
sentences and paragraphs were reduced to a single code word
which described the central thought.
Comments were divided into four general categories:
system; process; tools; and miscellaneous. These were
grouped as listed in Figure 4.12.
The most meaningful part of the response related to the
research question dealt with enhancement of the Roark
Strategic Planning Star Model. There is a clear need to
spend time with administrators in an educational setting
where the essential knowledge elements of the model and the
steps in the process can be explained and questions
answered.
Hospice executives are eager to obtain this type of
information. Executives believe that the model is
comprehensive and logical in progression. However, the
designing unit plans element was suggested to be changed to
designing department plans and the process for involving
staff from the start of the process explained.
Help was also requested in getting hospital and other
corporate level administrators to recognize the place of the
hospice in the organization and to include this element as
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well as other non-inpatient components of the institution or
corporation in the planning process. A method for meshing
the hospice organization's common goals into the overall
institutional goals should be developed.
Other suggestions for enhancement include removal of
the numbers on the Roark Star Model since the process is
interactive; the need to add clarifying documentation which
would help the administrator to understand where and how
ongoing monitoring, re-assessment, and modification fit into
the process; a need to help administrators understand that
strategic planning is not an overpowering, highly complex
process; a need to create an environment in a hospice
organization in which a board of directors will have a
desire to do strategic planning and want to involve as many
participants as possible, even though the process may take
time to complete and involve a significant amount of work;
and a need to find ways to include quality improvement
programs such as TQM and CQI (Deming) in the planning
process.
Nine responses were received which described the
planning process in place, and one model was suggested.
From the descriptions, four respondents indicate that their
planning process is like the Hensley-Schoppmeyer Model
depicted in Question 37. Although the respondents believe
strongly in their processes and they are effective and
accomplish the purpose that their organization needs, based
upon the criteria established for judging whether or not a
process is strategic planning, none of the described
processes meet the established criteria.
Results of the Analysis
A review of 147 responses to Questions 42 and 43
revealed that there is a need for educational offerings and
tools to assist hospice administrators in the development of
and ongoing implementation of a strategic planning process.
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A number of responses were received which support the
validation of the Roark Strategic Planning Star Model. The
Model will be placed in use in hospice organizations in 1994
and 1995 and will be revised based on feedback from this
process.
Recommendations
Recommendations for Practice
It is recommended that:
1. An effort be made by the National Hospice
Organization to encourage universities to develop and offer
courses in strategic planning designed to assist
administrators as they position their organizations for a
leadership role in health care delivery in the twenty-first
century. A proposed model course outline is included in
Appendix H.
2. Seminars using the validated model be developed in
cooperation with the National Hospice Organization and state
hospice organizations.
3. Boards of Directors be encouraged to participate in
strategic planning educational seminars as a part of each
hospice organization's ongoing board education program.
4. More male, minority, management-prepared, and
strategic planning experienced administrators be recruited
into positions as hospice administrators.
5. More inpatient facilities for persons without
caregivers or with short-term acute care needs be developed
to serve better the needs of hospice patients.
6. Educational tools for use in strategic planning
education be developed and offered to practicing hospice
administrators to include a planning manual, video, and
consultation services.
7. One year post educational seminars, and follow-up
evaluations with participants to find out where they are in
their strategic planning process.
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8. The term "unit" in the Roark Strategic Planning Star
Model as tested be changed to "department" to help hospice
administrators better understand the terminology.
Recommendations for Future Research
Based upon the review of the related literature, careful
evaluation of the research findings, and discussions with
professionals in healthcare and higher education, the
following recommendations are offered.
1. This researcher believes that further research into
the demographic characteristics of hospice executives and
organizations should be undertaken. A profile of hospices,
administrators, and organizations should be developed to
assist future researchers with baseline data, including a
profile of hospice organizations by size and type, and
administrator characteristics.
2. A study of curriculum taught in bachelor's and
master's programs in health and social science disciplines
should be conducted. Where courses in management and its
essential knowledge element, strategic planning, are not
offered, universities should be encouraged to introduce this
into their curriculum.
3. A study of hospice executives should be conducted to
determine the full extent of perceived educational needs.
This should include other essential knowledge elements of
management and other social science disciplines which
influence or might influence the administrator's practice.
4. A study of administrators who practice strategic
planning (MSRN's) should be conducted to determine why they
practice strategic planning. This study should also include
persons with degrees in business or health care
administration to determine why they are not practicing
strategic planning.
5.

Research should be undertaken to determine how those

currently in the hospice administrator profession who lack
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and who desire management skills and training can best be
delivered educational information to assist in upgrading
skills needed for success in the twenty-first century.
Implications for Practice
This study has shown that strategic planning as defined
herein is not practiced in the majority of hospice
organizations in the United States. Because most of the
1,500 operational hospices were small (less than 100
admissions annually) at the time that this study was
conducted, and because most administrators have not had
strategic planning education, it is imperative that higher
educational courses and seminars be offered at state and
local hospice meetings. Further, if hospice administrators
are to develop the partnerships necessary to position their
organization for a leadership role in their health delivery
environment, techniques that will result in the acceptance
and adoption of plans by internal and external stakeholders
must be practiced.
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APPENDIX A
SAMPLE EXPLANATION OF HOSPICE SERVICES
FOR HOSPICE OF EL PASO
What is Hospice?
Hospice is a community organization which provides care
throughout the organization's service area to terminally ill
patients and support to their families during the illness
and bereavement period. The Hospice concept focuses on
obtaining and maintaining as high a quality of life as
possible for patient and family during the period of illness
when cure is no longer a realistic expectation.
The concept of Hospice care is based on the premise
that death and subsequent bereavement are a natural part of
the life process and to that end provides an
interdisciplinary program designed to meet the physical,
emotional and spiritual needs of patients/families who are
coping with terminal illness and resulting grief.
Hospice services are normally provided in the patient's
home in an environment which is comfortable for the patient
and family. Hospice stresses:
a. Palliative rather than curative care;
b. The patient and family as the unit of care; and
c.

The administration of care by an interdisciplinary
team.

Hospice Statement of Philosophy
Hospice is based on the belief that death may be viewed
as a natural, acceptable part of the life process, and that
every effort should be made by Hospice staff members to help
terminally ill patients and their families deal with their
changes and losses in their own homes, in a manner
appropriate for them. Hospice emphasizes this home
environment, making the patient comfortable and teaching the
family to help with these tasks.
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This approach focuses on

palliative (comfort producing) care rather than aggressive
measures.

Mission Statement
Hospice of El Paso is a community based, community
supported organization which recognizes that death and
subsequent bereavement are a natural part of the life
process. Therefore, Hospice team workers (or staff) provide
a high quality interdisciplinary program designed to meet
the physical, emotional and spiritual needs of patients and
families who are coping with terminal illness and resulting
losses. Additionally, they educate the public on the
Hospice philosophy of death and dying.
History of the Agency
Originally, the term hospice referred to a medieval way
station for religious pilgrims. The modern concept
originated in England after World War II and came to the
United States in 1974.
Planning for Hospice of El Paso was started in 1978 by
a concerned community group of professionals and volunteers
and was incorporated in January 1980. In March 1982 Hospice
began providing services to patients through a contract with
the Visiting Nurse Association of El Paso. At the end of
July 1985 Hospice ended the contract with VNA, except for
billing services which continued through December 1985. In
June 1984 Hospice of El Paso became a Medicare certified
Hospice, licensed by the Texas Department of Health as Home
Health Agency "A" license-HOSPICE. Effective May 1, 1988,
Hospice of El Paso began offering the Hospice benefit to
Medicaid patients.
In El Paso, the focus in on home care for terminally
ill patients; to enable severely ill patients to remain at
home as long as possible in an alert and pain-free state and
to help patients and families maintain their independence,
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dignity, and self-determination. Services continue during
the bereavement period for up to one year following the
patient's death.
The agency is governed by a Board of Directors composed
of individuals with different backgrounds who are interested
in the delivery of high quality patient care services to
residents of El Paso County.
Who Owns and Operates Hospice of El Paso?
Hospice of El Paso, Inc. is a community based nonprofit
organization established in 1981 under Section 501 C (3) of
the Internal Revenue Code.
The Hospice Board of Directors is composed of 22
community leaders and medical professionals who are
concerned about the needs of persons residing in El Paso
County who are terminally ill. The Board is actively
involved in support of the organization and in fund raising
activities.
Hospice is operated by an Executive Director who is
responsible for the day-to-day operation of the
organization; a Medical Director who is employed to provide
guidance and direction in the medical component of the
patient care program; and a Director of Patient Services who
oversees the clinical service areas which include nursing,
social workers, volunteers, and spiritual care.
Is Hospice Licensed and Certified?
Hospice of El Paso is licensed by the state of Texas
and is certified by Medicare and Medicaid to provide the
Hospice benefit.
Who Makes Up the Hospice Team?
The Hospice team is composed of the patient's
physician, as well as Hospice nurses, home health aides.
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social workers, volunteers, chaplains, the Hospice medical
director and consulting therapists, as the need dictates.
Team members are highly trained, experienced
professionals in their fields. The profiles of average
Hospice professionals reveal persons who have numbers of
years of service in their fields, are compassionate and
concerned about the special needs of persons who are very
ill and are focused on delivering the highest quality
palliative care.
What is Palliative Care?
The concept of palliative care dictates that Hospice
personnel work to assure that the patient is maintained as
symptom- and pain-free as possible, in a comfortable
environment, normally his or her home, supported by family
and friends.
The patient's medical needs are cared for by
professional nursing personnel and home health aides.
Social and psychological needs are attended to by social
work professionals, while volunteers supplement these
activities with families and work within the community, as
well. Spiritual needs are addressed when requested by the
patients by minister of choice, or the Hospice Chaplain.
Working as a team, these professionals, along with the
patient's primary caregiver, work to assure that the patient
receives the needed care and is at a maximum level of
function and comfort.
Admission Criteria
Admissions are limited to persons with a diagnosis of
terminal disease whose life expectancy is six months or less
as documented on the "Hospice Team Plan of Care—Physician's
Certification" form. Both the primary physician and the
Hospice Medical Director must certify the prognosis as six
months or less.
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Admission is limited to an individual who has an
established patient/physician relationship. It has been
determined that treatment for curative purposes can no
longer be expected. The primary focus of care will be
supportive and symptomatic except for specific complications
or intervening illness.
Any physician who is licensed in the state of Texas, or
eligible to practice in an El Paso governmental facility,
may admit patients into the program. The primary physician
must give consent to the patient's admission, and be willing
to provide medical direction in cooperation with the Hospice
team.
The patient and family must have been informed of the
diagnosis and prognosis, understand the Hospice philosophy,
be willing to cooperate and participate in the Hospice
program, and plan to care for the patient at home for as
long as possible. The patient must reside in and be a legal
resident of El Paso County.
Admission to care is not denied on the basis of
national origin, race, creed, sex, religion, age, physical
or mental handicap within the resources available. Hospice
will provide services for patients without a third party
payment source or the ability to pay for services.
The patient must have a designated primary caregiver,
willing and capable of assuming responsibility for the
patient. If the patient is able to care for himself is able
to self-administer medications and function independently in
activities of daily living, he may be admitted into the
program on the condition that he arranges at the time of
admission to obtain a caregiver when Jie can no longer
perform independently. A willing, responsible party who
will provide caregiving if the patient becomes incapable of
making his own decisions must be identified. The patient
and responsible party maintain the right to revoke the
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Hospice election if they choose not to provide a caregiver
when the Hospice team determines one is needed.
The Hospice team is responsible for determining the
appropriate location and level of care for treatment after
consultation with family.
There must be sufficient staff available to meet the
current needs of the patient/family adequately while
continuing the Hospice commitment to quality care for those
patients/families already admitted to the program.
What Services are Routinely Provided?
At start of care, a nurse and social worker do the
initial assessment of the patient, of caregiver capabilities
and of family members and other support persons.
Determination is made of the physical needs of the patient,
equipment, medicines, supplies, supportive services—and of
the support needs of the caregiver and other family—
teaching caregiving techniques, respite care, financial,
legal, spiritual and counselling services.
From this assessment, the Team Plan of Care is
developed and, with concurrence and recommendations of the
patient's primary physician as well as Hospice's Medical
Director, implemented. Professional nursing visits are
scheduled based on the patient's physical condition and
frequency is adjusted as necessary. Visits are scheduled to
monitor the patient's condition, determine efficacy of
treatment/medications, do wound care, instruct in patient
care techniques, introduce new therapy procedures, and
provide anticipatory guidance for caregivers and other
family. The prof.essional nurse also supervises the care
provided by LVNs and HHAs.
LVNs work under the direct supervision and direction of
the RN and provide much of the home-bound care. HHAs also
work under the direct supervision and direction of the RN.
They provide physical care which can include personal
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hygiene, nutritional and elimination support, as well as
maintaining the patient's environment in a safe manner.
Social workers elicit the patient's and the family's
views of illness and of the family system. They work within
that framework to (i) enable the family to solve resource
deficits, (2) provide communication tools for the solution
of perceived patient and family problems and dealing with
accumulating losses, (3) help the patient and the family
begin to incorporate changes in condition and roles and
prepare for an appropriate death.
Services provided on a scheduled/as needed basis
include:
Professional nursing services—Registered Nurses and
Licensed Vocational Nurses provide skilled in-home patient
care services according to the patient's plan of care. Care
includes wound and skin care, medication administration,
intravenous therapy and other care as required.
Home health aide services—Trained Home Health Aides
provide supportive care to Hospice patients. Such care
includes personal hygiene, linen changes, minor cleansing of
the patient's room and/or restroom and nutrition and
elimination support.
Social services—Professional social workers assist the
patient and family to deal with issues related to the
patient's medical condition, treatment and pending death,
social and financial matters and bereavement following the
patient's demise.
Dietician services—A Registered Dietician is available
to assist the patient and family to meet the patient's
nutritional needs. The Dietician helps the family to plan
nutritious meals that will provide the nutrients necessary
to meet the patient's needs.
Physical therapy services—A Physical Therapist is
available to meet the special needs of patient's related to
primary diagnosis.
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Occupational therapy services—The services of an
Occupational Therapist are available to meet the needs of
the patient for assistance in areas of activities of daily
living.
When is Care Available?
Care is available 24 hours per day, 7 days a week.
After-hours services are available through an on-call nurse
who responds personally to all calls for assistance.
How is Hospice Reimbursed?
Reimbursement for services come from Medicare and
Medicaid, as well as private health insurance and private
payments for services. Patients who request consideration
for financial assistance are evaluated and financial
arrangements are made based on their ability to pay.
Services provided to patients who are unable to pay are
underwritten by memorials, donations, grants, and the annual
Celebrity Waiters Luncheon.
Statement of intent
The Hospice Board and staff are dedicated to the
ongoing day-to-day commitment to provide quality care to
patients and their families; to compliance with the rules
and regulations and standards established in state and
federal laws; to continuous improvement of operating systems
within the agency; and to continue the ongoing process of
evaluation and improvement to assure the delivery of high
quality patient care services to those whom we serve.
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Table B.l
^"^^"^^
AK
AL
AR
AZ
CA
CO
CT
DC
DE
FL
GA
HI
lA
ID
IL
IN
KS
KY
LA
MA
MD
ME
MI
MN
MO
MS
MT
NC
ND
NE
NH
NJ
NM
NV
NY
OH
OK
OR
PA

APPENDIX B
Hospice by State 1993 - Operational and Planned
HOSPICE BY STATE
SURVEY RESPONDENTS

Rl
SC

SD
TN
TX
UT
VA
VT
WA
WI
WV
WY
STATE
NO

GIVEN

TOTAL
•

Source:

8
35
23
26
164
28
35
4
3
38
38
8
50
16
81
54
39
29
22
46
42
25
85
81
49
15
16
77
12
18
27
38
11
9
73
77
26
38
94
9
24
16
34
87
12
43
15
33
56
17
13
0
1919

.42
1.82
1.20
1.35
8.55
1.46
1.82
.21
.16
1.98
1.98
.42
2.61
.83
4.22
2.81
2.03
1.51
1.15
2.40
2.19
1.30
4.43
4.22
2.55
.78
.83
4.01
.63
.94
1.41
1.98
.57
.47
3.80
4.01
1.35
1.98
4.90
.47
1.25
.83
1.77
4.53
.63
2.24
.78
1.72
2.92
.89
.68
100%

2
5
4
4
21
5
3
1
1
17
5
2
5
1
14
7
13
9
4
8
6
3
17
12
4
1
6
14
2
4
3
9
2
3
11
21
4
5
8
3
4
1
3
23
1
7
2
6
5
6
0
8
343

.58
1 ,60
1 ,17
1 ,17
6 12
1 60
87
29
29
4 96
60
1 .58
1.46
.29
4.08
1.85
3.79
2.62
1,17
2.33
1.75
.87
4 .95
3 ,50
1 ,17
,29
1 ,75
4, 08
58
17
87
62
58
87
3 20
6 12
1 17
1 46
2 33
.87
1.17
.29
.87
6.71
.29
1.85
.58
1.75
1.46
1.75
.0
2.33
100%

National Hospice Organization, 1993
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APPENDIX C
GLOSSARY OF STRATEGIC PLANNING TERMINOLOGY
Administrator.
The chief executive officer, administrator,
executive director, president, or director of a
hospice. The individual with full time responsibility
for its daily operation.
Alternative.
One of various options available for
realizing a goal or objective.
Board.
Governing body of a hospice. The board holds the
legal and ultimate responsibility to the community
and/or its owners for the efficient and effective
operation of the agency.
Certificate of Need.
A confirmation, usually legal in
nature, by State Planning Agency that a proposal for
establishing a program, purchase of equipment, or
constructing a facility meets an estimated unmet need
in a service area.
Community.
A group of people with common interests or
attributes who reside in approximately the same
geographic area.
Consumer. The user of health care services.
Criteria. The basis on which decisions will be made so that
one alternative is preferable to another. Specificity
is important, for example, "the program must meet or
exceed the standards of the accrediting agency" is an
acceptable criteria rather than "high quality must be
maintained."
Decision Element. A one page summary of the research
project. This single page document contains the
following decision-making factors for consideration by
planners such as:
project title
project period
project status
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Demand.

project purpose (objectives)
benefits and achievements expected from the
adoption of the project, consequences of not
adopting the project, total resources required
annually to implement the project (input) and
quantitative measures (output).
The purpose of this document is to provide
essential information necessary to evaluate the
value of a proposed project.
Demand is the desire to use a service by a

consumer as expressed through his physician. Demand is
influence by availability of services, by accessibility
of the services, and by ability to pay for the service.
Epistecyberneticist. One who practices the study of the
science of knowledge.
Epistecybernetics. It is the science of knowledge that
advances investigation into the nature, creation,
organization, dissemination and utilization of
knowledge with the purpose of improving its practical
use (Hensley and Fedler, 1990). It has the purpose of
describing and explaining the evolution of knowledge
within disciplines and improving the efficiency of
knowledge creation, organization, storage dissemination
and utilization.
Essential Elements. Those specific generic solutions which,
by their placement as a necessary part of a
subdiscipline of management, actually tend to define
the subdiscipline.
Expert System Design. A process through which a need is
identified by an expert in a field of practice.. The
expert develops a problem-solving process that can be
used by others to arrive at a practical solution to an
everyday problem that might otherwise be difficult or
impossible for a novice to solve.
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Facility. A specially designed structure in which health
care activities are carried out and which is licensed
for a specific level of care.
Goal. The end result that the organization or program is
trying to achieve by certain actions, rather than the
actions themselves.
Health Care System. The network of personal health care
services consisting of persons who provide services,
facilities and resources that support these services,
financing mechanisms, the legal framework, and the
communications and relationships that link one part of
the system to another.
Health Service Area. A geographic area established under
federal law to establish a basic health planning
process. Each such area is presided over by a Health
System Agency.
Health System Agency. A voluntary not-for-profit agency
established and funded under federal statute with an
area-wide focus. These organizations are interested in
the optimum development of the health services system
as well as in order, more general aspects of health in
the area in which they serve. The agency may have
certain regulatory powers, particularly in states that
have enacted regulatory statutes.
Hospice Program. A coordinated program which provides
palliative care to patients, and supportive services to
patients, their families, and significant others on a
scheduled basis, 24 hours a day, 7 days a week, in both
home and in-patient settings. Physical, social,
spiritual and emotional care is provided during the
last stages of illness, during death and during
bereavement by a medically directed interdisciplinary
team consisting of patients/families, professionals and
volunteers.
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Indigent Cr^rf^.

Providing health care for individuals who

cannot pay for services.
investor Owned or For Profit. An organization owned by
private investors or by a corporation whose ownership
is accomplished through stock. Profits are paid to
owners through dividends in stock.
Lonq-Ranqe Planning. Typically pertains to a period of time
that extends three to five year into the future.
Mission. The purpose of an organization, its reason for
existence. Mission justifies continued operation of
the organization.
Niche. A suitable place or position such that the buyer or
user of a service chooses it in preference to other
options or competitors.
Not-For-Profit. An organization which may be privately
owned by a religious group or publicly owned by a
private organization or by the government which pays no
taxes. Not for profit generally refers to the tax
exempt status of an institution. No benefit resulting
from the net income of the organization occurs to
anyone individual or owner.
Objective. Measure of progress toward reaching a goal.
Operational Planning Scope: Less than 1 year. The day-today individual activity of job-to-job planning. The
administrator or department manager thinks through and
plans the means for achieving objectives on a daily,
weekly, or monthly basis.
Overall Plan. A flexible plan usually written for
development of an agency's programs, services,
facilities, and financing. It is often confused with a
master plan.
Partner. According to Webster, a partner is one who joins
in an activity with another or others. (Webster, 1970)
In strategic planning, partnerships are relationships
which develop when an organization undertaking a
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planning process reaches out to the community in which
it exists, identifies leaders whose talents, when
combined with those of the organization's staff, board
and medical staff, can result in the organization
becoming all that it can be in service to the community
and joins these groups together. Meeting on a regular
basis, these new partners evaluate the organization
past and present in anticipation of preparing the
organization for the future. This is accomplished
through a review of the organizations mission;
evaluation of the environment in which the organization
operates; analysis of strengths, weaknesses,
opportunities and threats, identification of strategic
issues; development of goals; and the development of
departmental objectives.
Performance of Strategic Planning. This is the conscious
action on the part of a hospice administrator to
establish working with the organization's board of
director a consistent process for the development of
common understandings of the future purposes of the
organization. (Hensley, 1991) .
Planning. Means a detailed description of the future work
to be accomplished by an organization.
Planning Process. The style of guiding the development of
courses of action through the direct interaction of the
persons who are concerned with the action to be taken.
Problem. A topic for study, not necessarily an area of
conflict or difficulty. It is synonymous with subject
under consideration.
Program. An organized activity with a definable purpose.
Program Planning. The development of a service or an
activity for a population group. It covers the various
steps required to develop, mobilize, and coordinate all
the resources necessary to carrying out the activity.
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Provider.

An individual or organization that provides

health care services in exchange for reimbursement from
a purchaser.
Resources. The facilities, manpower, money, and knowledge
needed to accomplish a set of program objectives.
Forecasts of resources requirements and availability
are input in the planning process.
Role. The place an agency or activity occupies or the part
it plays in the health care system.
Service Area. The geographic area in which all or a
majority of an organization's clientele reside. This
may be a special planning area defined by law and is
not necessarily related to market areas or other
considerations. In this document, it is synonymous
with the community served by an organization. The
service community may be only a part of the total
community if other providers provide similar services
in the same area.
Short-Range Planning. Refers to plans that are expected to
be accomplished in one to three years.
Situational Analysis. The process of identifying and
assessing external opportunities and threats facing an
organization, the internal strength and weaknesses of
an organization and the values, mission and objectives
of an organization. Often called SWOT analysis.
Size. Hospice organizations are generally categorized by
the number of patients admitted to the program annually
(admission) or by the average number of patients seen
on a daily basis. This is known as the average daily
census (ADC).
Strategic Control. The process of reviewing the goals of an
organization comparing the goals with the performance,
assessing the strategy and taking corrective action if
necessary. (Duncan et al., 1992, p. 29).
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strategic Implementation. The process of translating the
strategy of an organization into more specific
functional level strategies, programs and budgets.
Strategic Issue. A fundamental policy choice effecting an
organization's mandates, mission, values, product or
service level and mix, clients or users, cost,
financing, organization, or management. The strategic
issue identification process has as its purpose the
identification of fundamental policy changes facing the
organization. Virtually every strategic issue involves
conflict: what will be done, why will it be done, how
will it be done, when will it be done, where will it be
done, who will do it, and who will be advantaged or
disadvantaged by it. Two basic outcomes are a part of
this step. The first is a list of strategic issues
facing the organization. The second is an arrangement
of the issues on the list in some sort of order:
priority, logical or temporal.
Strategic Management. The philosophy of managing the
organization that is externally oriented and links
strategic planning to operational decision-making.
Strategic management attempts to achieve a productive
and creative fit between the organization's external
environment and its internal situation.
Strategic Planning SCOPE: Usually 5 or more years. A plan
document outlining organizational goals and departmental objectives is usually developed. This is the
process of developing common understanding of the
future purposes of an organization and its partners.
It involves the major partners and constituencies of
the organization participating cooperatively with the
board, staff and referring physicians on a formal basis
to develop and achieve mutual goals over the long term.
In this process members of the board, hospice
management and staff meet together with community
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leaders who have been selected for their support and
vision to review the organization's past and present,
and to anticipate its future. The strategic planning
process usually takes several months to complete and
involves a series of task force or committee meetings
each with a specify assignment related to the ongoing
operation of the organization. These often include
committees/task forces on Organization and Operation;
Patient Care Services; and Finance, for example.
Elements in the process include mission
evaluation; internal and external environmental
assessment; identification and evaluation of internal
strengths and weaknesses as well as external
opportunities and threats; analysis of strategic
options; establishment of departmental goals; and
results in the acceptance and adoption of the resultant
plan through the establishment of partnerships with
major constituencies. Once established, the process is
ongoing and involves continuous reassessment and
adjustment in response to the changing environment.
Strategy Formulation. Based on the results of the
situational analysis, this is the process of generating
strategic alternatives, evaluating the alternatives,
and formulating a strategy for the organization.
Tactical Planning SCOPE: 1 to 5 years. A plan document may
be developed. This type of planning is often called
long-range planning. It is concerned with selecting
the means to accomplish specific objectives and
includes the development and execution of an annual
budget established by the board and/or administration.
It is concerned with policies, procedures and practices
by which organizational goals and departmental
objectives are to be accomplished.
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APPENDIX D
PROPOSED SURVEY INSTRUMENT
1.

In what year was your hospice organized?

2.

Estimated date first patient taken

3.

In what setting does your hospice provide services? (please
indicate number of patients who reside in or were cared for at
time of admission in each setting in 1991.)
Complete all that apply.
(^)
in home
(5)
in hospice facility
(2)
in nursing home
(6)
in other residential
care facility
(3)
in hospital (non(7)
in other (please
acute)
in hospital (acute)
specify)
(4)

4.

Patient admissions information:
1990
Number unduplicated
(1)
Average daily census
(4)
Average length of stay (7)

incorporated?

1991
(2)
(5)
(8)

1992
(3)
(6)
(9)

Do you have an inpatient facility?
(1)
yes
(2)
no
(3)
# of beds
6.

If you answered #5 yes,
(1)
freestanding
(2)
in hospital
(3)
in nursing home

7.

If you answered #5 yes, please indicate all levels of care
provided in your inpatient facility:
(1)
acute
(2)
respite
(3)
caregiver
(4)
other, please specify

8.

If no in #5, do you plan to build an in-patient facility?
yes When?_
( 2 ) _ no

9.

Is your hospice Medicare certified?
(1)
yes Year first certified
(2)_
no

10,

Who owns your hospice? (Mark all appropriate responses.)
church sponsored
investor owned
(7)
(1)
senior center
not for profit
(8)
(2)
home care agency
hospital based
(9)
(3)
Visiting
Nurses Association
freestanding
(10)
(4).
other (please specify)
nursing home
(H).
(5)
(6)
government agency

please indicate where located:
(4)
lease
(7)
own
(5)
lease
(8)
own
(6)
lease
(9)
own
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The initial section, Hospice Identification is included in order
that the data generated may be tied to a specific hospice program for
analysis purposes only.

The data gathered will be aggregated and that

which is released will be done in summary form only.
The administrator information section has been included to obtain
information from which the researcher and the National Hospice
Organization can develop a profile of hospice directors from the
personal, professional, and educational perspectives.

An original list

of 20 questions was reduced to twelve in order to obtain only that
information considered essential to the study and to the development of
the national data base.
Questions #11—#19 are considered vital to the study in that, when
studied in relation to question #1, will provide a data base on the
educational background of hospice directors and their perceptions of
their need for strategic planning education.
11.

How many years have you been the chief administrator of your
hospice?
(1)
0-1
(2)
2-3
(3)
4-6
(4)
7-10

12.

What are your total years experience as a chief hospice
administrator?
(1)
0-1
(2)
2-3
(3)
4-6
(4)
7-10

13.

Have you been a health care administrator in another setting?
(1)
yes
(2)
no

14.

If you have, was it in a:
(1)
hospital
(2)
nursing home
(4)
(3)
home health agency
(4)
other (please specify)^

15.

16.

other (please specify)
^

Number of years experience in #14?
(1)
1-3
(2)
4-6
(3)_7-10
What is your age?
(1)
30 or under (4)
(2)
31-40
(3)
41-50

11+

51-60
(5)
61 or over

17.

What is your gender?

18.

What professional affiliation/certification do you hold?
Mark all that apply.
(1)
MD/DO (2)
RN
(3)
^MSRN
(4)
^MSSW (5)
CSW (6)
Clinical Pastoral Counselor
(7)
Other (please specify)

19.

(1)

(4)

^male

(2)

female

Please indicate your ethnic/racial origin:
(1)
African American (2)
Asian American
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<^)
(^)

Hispanic
(4)
Caucas./Non-Hisp. (6)

Native American
Other (please
spec i fy)

A separate section was also developed to obtain an
educational profile on hospice administrators.
numbers 20-26.
20.

Please List
degree
degree
degree

These questions are

They are as follows:
the degree(s) you have earned:
year
major
minor
year
major
minor
year
major^
minor

21.

Are you currently enrolled, or have you been enrolled within the
last 12 months, in a program leading to an academic degree?
(1)
yes (2)
no
Where
Major^

22

Did your higher education coursework for either your bachelors or
advanced degree(s) include a course in strategic planning?
(1)
yes
(2)
no

23.

Would you take a course in strategic planning at the college or
university level if it were available to you?
(1)
yes
(2)
no

24.

Have you ever attended a seminar/session on strategic planning?
(1)
yes
(2)
no

25.

Would you attend a one day session on strategic planning if it
were offered?
(1)
yes
(2)
no

26.

Please indicate your preference for the conference setting:
(1)
NHO Management Conference
(2)
NHO Annual Meeting
(3)
Separate Conference
(4)
State Hospice Association Conference
(5)

Other (please specify)

Perhaps the most important consideration in the instrument is
found in Question 27:

"As defined in the definitions listed below, in

what type of planning is your hospice engaged?"
are:

The response categories

Strategic, Tactical, Operational, and none.
Question 28 relates to Question 27 in that it extends Question 27

to ask the respondent who is not currently planning strategically if
there is a'n intent to do so in the future and, if so, when.

Therefore,

the question in the future is posed, "If you are not currently
conducting strategic planning, do you plan to do so in the future?"
Question 29 was included because the researcher, in his experience
in dealing with smaller health care organizations, has come to realize
that a successful strategic planning process can most often be effected
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with the assistance of an outside consultant.

This is especially true

for an organization which wishes to begin strategic planning for the
first time.

Therefore, the question, "Do you use an outside planning

consultant for planning?" was asked.

In order to know who is assisting

hospice organizations to plan, the response categories:

name, address,

phone number, and type of practice for the consultant was included.
This will allow the NHO and the researcher to build a data base on firms
and individuals who consider themselves consultants.

Further, this will

provide information that will be used later by the researcher.
Those respondents who are not planning strategically are them
requested to skip to Question 37, the beginning of the administrator
demographics section.
In conversation with administrators, the researcher has been
impressed that very little time seems to be spent in planning by
administrators, especially in strategic planning.

The question, "What

percentage of your time do you devote to strategic planning?" was posed
in question 31.

Response categories are based on 10% point breaks up to

51% plus.
In an attempt to learn who hospice administrators believe are the
important players in their strategic planning process. Question 32 was
posed:

"Who are the participants in your planning process?"

Respondents are asked to mark all who are involved in the process.
Options include hospice staff, physicians, board members and community
representatives.

the researcher believes that the responses to this

question may serve as a validator of Question 27.
Questions 33 and 34 were included to obtain information on the
perception of the organization's chief administrative officer with
regard to the selection of the architects of the planning process.
These questions are as follows:
33.

Who currently chairs the strategic planning committee?
(1)
board president
(5)
community leader
(2)
board member
(6)
medical director
(3)
community physician
(7)
health professional(non
physician)
(4)
executive director
(8)
other (please specify)

34.

Please list the profession/occupation of other non-hospice
employee planning committee members:
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In an effort to determine what functions were considered by the
chief administrative officers to be essential elements of planning.
Question 35 was developed.

The elements listed correspond to the

elements of the Hensley-Schoppmeyer Model as adopted with the addition
of Tactical and Operational Planning.
35.

Question 35 is as follows:

In your hospice, which of the following functions are currently a
part of your planning process?
(1)
Positioning the Architects
(2)
^Mission Evaluation
(3)
Environmental Assessment
(4)
^Analyzing Strategic Options
(5)
Designing Unit Plans
(6)
^Accepting the Agenda
(7)
^Adoption Stage
(8)
Tactical Planning
(9)
^Operational Planning
This question will be evaluated in relation to Question 27 and 37

in an effort to see how administrators who plan only strategically,
operationally and tactically view these elements in relation to their
planning process.
In order to determine the number and type of hospice organizations
which have developed written plans. Question 36 was developed.

The

findings will be compared to findings in Question 27 in order to
characterize the types of organizations which have developed written
plans.
36.

Do you have a written strategic plan document?
(1)
yes (2)
no
Year written strategic plan document first completed

.

Question 37 was included in order that face validity might be
established for the planning model.
37.

Please rate the following elements of strategic planning for
validity. For example, rate an item a "5" if you think the
element is essential to strategic planning or rate an item a "0"
if you believe it contributes nothing. Please print your rating
in the space provided by each element listed.

0

1

Not Important

Only minor

at all

(1)_
(2)_
(3)_
(4)^
(5)

importance

2

3

Somewhat

4

Important

Significant

5
Essential

important

Positioning the Architects
Mission Evaluation
Environmental Assessment
Analyzing Strategic Options

(6)
(7)
(8)
(9)

Designing Unxt Plans
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Accepting the Agenda
Adopting the Strategic Plan
Tactical Planning
Operational Planning

Question 38 also relates to the face validation process.
Strategic Planning is viewed by the researcher as interactive and
ongoing.

The linear Hensley-Schoppmeyer Model (First Cycle Model) has

been adapted to and depicted as a six-sided star which shows the kind of
relationship which actually exists in strategic planning.

Question 38

deals with the validation of this process.
38.

Please rate the strategic planning process as described in the
Strategic Planning Star Model for validity. If you believe the
model, as depicted above, accurately describes the ongoing
strategic planning process, please rate it a "5". If you believe
that it does not reflect the strategic planning process, please
mark it a " 0 " .
Please circle only one niimber.
0

1

2

3

Not valid

Very low
validity

Somewhat
low validity

Somewhat
high validity

4
Very high
validity

5
Extremely
high validity

If, in your opinion, the model should be changed, please write the
modifications directly on this page.
42.

Please review the process in Questions 37 and 38. Compare it to
the planning process that you follow. If you have a schematic
and/or model process that you follow, please describe the
differences and give at least one example of each major
difference. Please provide a copy for use in this evaluation.

43.

Please provide comment concerning planning for your hospice
organization that has not been addressed by this questionnaire.
(Use additional pages if necessary).
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APPENDIX E
QUALITATIVE REVIEW OF SURVEY INSTRUMENT
Respondent "A" is Executive Director of a hospice in
Central Texas which averages approximately thirty patients
per day. Respondent "A" indicated in his written response
to the initial request that the survey took 2 0 minutes to
complete. He identified several key words such as
"sensitization" and "PERT Chart," require further definition
in order to be understood clearly by the hospice executive
completing the survey. He suggested that on the next draft
the printing be on one side only in order to prevent the
bleeding through of ink on the paper making it difficult to
read or the use of heavier paper.
After looking at these and other proposed revisions as
written on the survey instrument, the survey instrument was
revised to reflect the great majority of the suggested
comments. In the conversation with respondent, the initial
question outlined in Figure E.l was presented. The
respondent indicated that in his review of his own responses
to the instrument and the revisions contained in the new
survey instrument, he found the changes to be very much in
line with his thinking and believed that it will
significantly improve the response from hospice executives.
He raised the point that the matter of strategic planning is
often not understood by hospice executives. Because the
words strategic planning are "buzz words," many executives
use them in order to describe their planning process when in
fact strategic planning is not being conducted. The
respondent and the author discussed how to get around this
problem and to obtain a true idea on whether or not the
organization is actually performing strategic planning. It
was determined that a second or third question to be located
somewhere in the body of the text of the survey instrument
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1.

Based on your experience as a hospice executive
and your review of the planning survey, do you
believe this instrument will serve as a valid tool
for obtaining information on the status of
strategic planning in hospice organizations?

2.

What are its strengths?

Give specific examples.

3.

What are its weaknesses?

4.

What could be done to improve the questionnaire?

5.

What is the utility of the instrument for

Give specific examples.

obtaining the educational status of hospice
executives and identifying their educational
needs?

Figure E.l

Guided Interview Questions
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might be developed to try to provide a check on the answer
to Question 1, indicating the type of planning being
conducted by the hospice executive.
Respondent "B" is Executive Director of a hospice in
Central Texas which cares for approximately 14 0 patients per
day. In response to the original survey instrument sent to
this respondent, he had indicated that a question should be
included to determine if hospice executives would desire to
have a course or have opportunities made available to gain
understanding about strategic planning. This question was
added to the survey (Question 23, Appendix F). By
telephone, the author began by asking the first question
listed in Figure E.l. The respondent indicated that she had
just finished re-answering the survey instrument. This time
it took her approximately ten minutes to answer the
questions whereas previously it had taken approximately
twenty minutes. She indicated that the survey instrument
was clear and was probably a better instrument as a result
of the changes in the definitions relating to planning, the
shortening of certain questions in Section 3 of the
questionnaire, and indicated that with the addition of the
question concerning the executive's interest in strategic
planning courses in the future would make it more beneficial
and should obtain the information desired.
Respondent "C" is a member of the staff of the National
Hospice Organization. This respondent had suggested major
changes to the survey instrument as originally proposed,
including clarifications, a re-numbering of the instrument
to change the order and to obtain the desired information
more accurately. She also suggested the elimination of
portions of several questions. All of the suggestions by
this respondent were incorporated into the survey
instrument. Upon calling this respondent, the author began
the conversation with the first question as listed in Figure
E.l.
The respondent indicated that, after reviewing the
instrument as revised, she was satisfied that the survey
instrument would obtain the desired information. She
337

indicated that she could see no specific weaknesses which
she thought would render the instrument ineffective. In
reviewing the instrument, she indicated that it was her
belief that the changes in the definitions would make a
substantial difference in the understanding of the
respondents with regard to strategic planning. With regard
to Question 17, which deals with professional certification,
she suggested a wording change to read as follows: What
professional affiliations/certification do you hold? The
responses would be revised to include: (1) M.D./D.O.; (2)
R.N.; (3) M.S.R.N.; (4) M.S.S.W.; (5) C.S.W.; (6) Clinical
Pastoral Counselor; (7) Other [please specify]. She also
raised a question with regard to Questions 15 and 16 and
mused whether or not it is legal to, in a survey instrument,
ask the age of the respondent and his or her gender. She
suggested that a consultant who does surveys all the time be
contacted in order to obtain a clear understanding of any
legal requirements which this might violate. This was found
to be no problem on further investigation.
In response to the original survey instrument.
Respondent "D" wrote a letter in which she indicated that it
took fifteen minutes to fill out the survey. This
respondent indicated that it was her opinion that many
directors who work more as department heads rather than
executive directors have difficulty differentiating
strategic planning from tactical planning and operational
planning. It was her opinion that the definitions which
were provided originally would be beneficial but suggested
that perhaps they needed further clarification. She then
suggested a number of editorial matters such as indicating
when more than one block should be checked, definitions of
terms such as "SWOT" and the addition of the term "current
chair" when referring to the person chairing the strategic
planning committee.
In response to the telephone call, the responding
executive indicated that she could see no particular
improvements which were needed in the survey beyond those
which had already been made. She indicated that she could
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see many significant changes including those in definition
and in the revision of the order of the questions as well as
significant work in shortening or revising questions. She
offered no additional suggestions with regard to weaknesses
or ways of strengthening the questionnaire. She thought it
would probably elicit the kind of information desired.
Respondent "E" indicated in his written response that
he needed to discuss the questionnaire with the respondent
personally. Therefore, the fifth telephone interview was
conducted with the Vice President for Research of the
National Hospice Organization. The following is a summary
of comments listed in the order of the questions as
presented in the survey instrument in narrative, paragraph
style because of the number of suggestions and their
significance.
The opening question found in Figure E.l was used to
introduce the discussion. The respondent stated that he was
very pleased with the quality of the survey instrument and
its design. There was a lengthy discussion of the
definition section and the most effective way to assure that
hospice executives clearly understand these definitions.
Two things should be done. First, the definition of
strategic planning should be further clarified with the
addition of one sentence. This, he believes, will
operationally define strategic planning. The second step
will be to add a cover letter to the survey when it is
mailed by the National Hospice Organization, on Hospice of
El Paso letterhead, briefly explaining the desired
assistance. Additional suggestions were as follows:
With regard to Question 31, the statement, "Check all
that apply." Should be added before the responses.
In reviewing Question 32, Items 9-12 should be moved to
Items 6-9 and Items 6-9 renumbered 9-12. Items numbered 13
and 14 should not be changed.
Question 33, Item 3 should be clarified as follows:
Opportunities, threats (competition) analysis. (This was
ultimately deleted.)
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In Question 34, add the word "hospice" to modify the
phrase to read, "non-hospice employee."
For Question 19, add a fifth and sixth category,
"Native American," "Asian American" and renumber "Other" as
No. 7.
For Question 4, add the following after the word 'for':
"at time of admission." This was subsequently revised again
and these words deleted.
The final sentence should be reworded as follows:
Thank you for your participation. Results will be
distributed through a National Hospice Organization
publication. (This was later revised and other wording
substituted.)
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APPENDIX F
EXECUTIVE DIRECTOR PLANNING QUESTIONNAIRE

March 29, 1993

Dear Hospice Administrator:
Will you help by participating in a national survey of hospice
organizations with a focus on planning? The purpose of the study
is threefold:
(1)
(2)
(3)

To develop a profile of the hospice organizations in the
United States vith a focus on the key administrators;
To detenaine the number and type of hospice organizations
which currently have a strategic planning process in place,
such as that described In the survey instrument; and
To determine what educational opportunities, if any, key
administrators believe would be beneficial in the development
or further• enhancement of a strategic planning process in
their hospice organization.

The National Hospice Organization has graciously agreed to assist
in this study which is being undertaken as a part of the
requirements for my doctoral dissertation.
The challenges facing hospice organizations in the 1990s and beyond
are many and varied. As a professional managing an organization
that has the potential of revolutionizing health care delivery in
the United States, you are surely concerned that your hospice be in
a leadership position at the forefront of the changes which will
occur in the last part of the 20th century.
Please complete the enclosed questionnaire and return it by April
19.
The results will be treated CONFIDENTIALLY and will be
published in summary form only in a National Hospice Organization
publication.
Depending on a strong interest in this study,
strategic materials and planning sessions will be developed. If
you would like a summary of the results, please enclose a stamped,
self-addressed envelope.
Please help me, your hospice and the National Hospice Organization
to be prepared to meet the challenges of health delivery in the
21st century.
Sincerely,

Charles E. Roark, FACHE
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EXECUTIVE DIRECTOR PLANNING QUESTIONNAIRE
This survcj- deak with planning. Inchnfed in the survey instniment arc ftfinidoP5_of planning which shooW help you lo respond lo the survey items. The
questionnaire should take about 20 minutes. This document is CONRDENTIAL. Data win be reported in summary form only through a National Hospice
Organizadon pubGcation.

HOSPICE IDENTIFICATION:
Hospice name

_

^

ExtculM Director.
Address
Telephone (

)_.

^

Dale survey completed.

Name of Petson Compiefing Satvey

Tide

Best Gme to contact: Day of Week

.

Hour

HOSPICE DEMOGRAPHIC INPORMAnON:
I. In what year was yoor hospice organized?

incorporated?

2. Estimated date Grst palieni t^en
3.

In what setting does yoor hospice provide services? Please mdkale number of patients who reside in or were cared for at time o( admission in each settin? in 1992.
Complete all that apply.
(1)

i.

in home

(4)

in hospital (acute)

(2)

in norang home

(5)

in hospce tadity

(3)

in hospital (non^acute)

(6)

in otficr residential care fedlity

in otlicr (please spedt))

Pafcnt adnussions information

1990

5.

(J)

1991

1992

Number unduplicated

(0

m

P)

Average dafly census

(1)

(5)

(6)

Average length of stay

U)

(8)

(9)

(I) Q yes

(3) Number of beds.

Do you have an inpafcnt bdEty?

(2) Q no
6.

If you answered *5 yes, please kficate where located-

(I) L J frecstancfing
(2) Q In hosptal
(3) L J m nursing home

(4) L J lease
(5) Q lease
(6) L-1 lease

CO Q own
own
(8) Q own
(9) L J own

7. If you answered ^S yts, please uidicale all levels of care provided in your inpatient fadOfy:
(I) •

acute

(2) Q respite

P) Q

caregiver

8. If no in tS, do you plan to build an in-patient fadfi^?

(I) Q

yes When?

(2) G no

9.

(Q •

yes Year Erst cettited

(2) G no

b your hospice Kfaficare certified?

10. Who owns yoor hospice? Mark all appropriate r e s p o n s e * .
(1) • investor owned
(G)
(2) Q not (or profit
CO
(3) Q hospital based
P)
( 0 Gftwstandnj
(?)
(5) Gnuranghome
(10)
(II).

Q
G
G
G
Q
G

(4) •

other, please spcdfy

government agency/aging organiafon
church sponsored
jcniorcentcr
home care agency
Visitmg Nurses Assodalfcn
other (please spedW

342

ADMINISTRATOR INPORMATION:
II.

How many years have you been the cliici administrator of your lKK()ice?(l) Q M

(2) G 2-3

^)G «

(<) G 7 10

(5) G ll«

(3) Q «

(<) G 710

(S) G ll«

12. Wtat arc your total years experience as a diicf lios|»ice adminislralor?

( I ) G 01

(2) G 20

13. Have you been a health care administrator in another setting?

(1) Q yes

(2) G no

H.

If you have, was '< in a

(I) G

hospila]

(2) I I nursing home
(3) G

home health agenqr

(<) Q

other (please spedfy)

15.

f»hmiber of years experience in *M?

(1) G IJ

16.

What IS your age?

(1) G

30 or wider (2) G 3 1 ^

17.

What is your gender?

(1) G

mak

(Z) G 4«

(3) Q 710

(4) G ll«

P) Q 4150

(4) G 5I-S0

(5) Q

(5) G CSW

(G) Q anical Pastoral Counselor

61 or over

(2) G female

18. Wliat professional atlifiation/ccrtificalion do you lioM? M a r k a l l that apply.
(1) G

MD/DO

(2) G

RN

(3) G

MSRN

(4) G MSSW

(7) G Other (please spcdiy)
19. Please mdicale your ethnic/radal origin:
(5) G

Caucasan/Non-Hispanic

(1) Q African American

(2) G Asian American

( 3 ) G IILsianic

(4) G Native American

(6) G Other (pkase spcdfy)

EDUCATIONAL INPORMATION:
20.

Please Ost the college degree(s) you liavc earned, year of completion, major and minor.
(I) degree

(2) year

(3) major

(4) mhwr,

(5) degree

(6) year

(7) major

(8) minor.

(9) degree

(10) year

( I I ) major

(12) minor.

21. Are you currently enrolled, or have you been enrolled within Uic bst 12 months, in a program leading to an academic dcijrec?

( I ) G yes

(2) G no

22. Did your h'^hcr cducatkjn coursework for either your bachelors or advanced degrcc(.<;) indudc a course in strategic planning?

( I ) G yes

(2) G no

23. WouW you lake a course in strategic planning at the college or unwcrsily level if K were available to you?

( I ) G yes

(2)G no

24. Have you ever aOeiided a seminar/session on strategic planning?

( I ) G yes

(2)Gno

25. WouW you attend a one-day session on strategic planning if t were offered?

(I)Gyes

(2)Gno

(3) Where

i<) Major

26. Please inrtcate your preference for the conference setting:
(1) G NHO Management Conference

(2) Q NHO Annual Meeting

(4) G Stale Hospice Assodation Conference

GO G Otlicr Q)fease spci^).,
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(3) Q Separate Conference

PLANNING PROCESS:
27. As defined in the defmhlons Bstcd below, m wlal type of pbiining B your hospkx engaged? Mark all that apply.
(1) G

strategic

(2) Q

bctical

(3) G

operational

(4) G rwne

Ifyou believe Ih.t y , o . r e doing .trmlegic planning bnt M.C « p r o c e s . dUfcrent from that defined h » « | p , plttu:

expl.ln y o . r p r o c M . la M 2 .

n>NNING means a delaied d e s c r ^ n of the future work to be accompfshed the major partners and cortstituendes of the or^aniation particvaling cooperatively
oy an organaation.
with Ibe board, staffand referring physicians on a formal basis lodevetop and achieve
OPERATIONAL PLANNING SCOPE Lett than I year. The day^o<lay "nuhBl goats over dietongterm.
in<ividual adivily of jobto^b planning. The administrator or department manager
Inlhisprocessmembersoftlicboird.hospicemanagcmentandstallmecttogctlicr
thfliks through and pbns the means lor achieving objectives on a daily, weekly, or *^' communityfcadoswho have been scleded for their support and vison to review
monthly basis.
tlic organization's past and present, and to antcipale iu future. The jlralegic planning
TACTtCAL PLANNING SCOPE: / f o 5 /eart. A plan document may be P'"**^^ "?"'**'' *^^ **^*' ™""^ ^ complete and involves a series of task force
devetoped. This type of planning is often called long-range pUnning. k B concerned ° ' commiaee meetings each wkh a specific assignment rebted lo the ongomg
with sctecting the means to accompish spcdfic objectives and indudcs the ^"^
^ ^ organization. These often mdude committees/task forces on
dewfopraent and ewoilkxt of an annual budget estaWished by the board an<Vof Organizafion and Opcrafion; Patient Care Services; and Finance, for example,
idministraboiu I B concerned widi poicies, procedures and prac6ces by vrhich
^"'•'"s •" lh< process iocfcide mission evafuation; internal and eriemal
otgarKTafiniml ynal^ and department^ objecftcs are to be accomplshed.
environmental assessment; kfcntificalion and evakiation of mtemal strengths and
KTVkTFrw PtASNiNO iU^Pt^. ,r. „ <
» .
^«»''n«.«aswelasex1emalopportjnkies«ndthreal5:analysisof*trategicoption5:
STRATEGIC PI>NNING SCOPE. Utually 5 or more yenn. k plan cstabfislumcnt of departmental goals; and rest*s in «ie acceptance and adoption of
donim«nt onl Ining organizational goals an4 departmental objet- the resultant pbn through the establKhment of partnerships wkh majorconstitueiKics.
' 5 V ! * """"^ developed. This B the process of devcfoping common Once estabSshed, the process is ongang and involves continuous rejuasstnent and
understanding of Ihefahirepurposes of an organization and its partners. It invoh«s adhistmeni m response to the dialing environment
28. Ifyouarenolcuirentlycoiiductiiifistralegicplanning, doyouplantodosomthehHure? ( l ) G y e s
(3) H yes, when
29. Do you use an outside planning consultant in your current planning activities?
Name of consukanl
Address

(i)G

». b die constfanl's primary practice in: (1) G

(3) G

heaW) care

(2) G

(2) G no

(2)Q

yes
Phone

business

hospice

Ifyou do not nurenlly plan strategically, please skip lo question 37-Strategic Planning Model Validation.
31. Whalpercentage o( your work time is devoted to strategic pfenning?
( I ) Q <\V%
( 2 ) G 1020%
(3) G 21-30%
32. Who are die participants in your plann'mg process? Mark all
(1) G ciecufive dvedor/administiator
(6) G
(2) G medkal dmxlor
(7) G
(3) G tdmiaing physiciaRs
(8) G
(4) G director of cfinical services
(9) G
(5) G (frector of social services
(10) G

(4) G

3M0X

participants.
director of vohinteers
(firector of biance
board members
stafl nurses
social work stall

(S) G

(11)
(12)
(13)
(14)

G
G
G
Q

41-50%

(6) G SI-%

vokntecr stall
dupten
community leprescnlativcs
other (please specify)

33. Who currently chairs the strategic planning commiltcc? Mark o n e response only.
(1) G
(2) G
(3) G

board presklenl
board member
communiy pbysfeian

(5) G ' community leader
(6) G me(fical (firector
(7) G heakh professional (non physician)

(4) G

executive dredor

(8) G other (please spedfy)

34. Pkase 1st the profession/occupation of other noivhospice employee plannmg committee members:

35. In your hospice, which of the follovring hindions are oirrenftr a part of yoor planiwig process?
(1) Q Positioning Ihe Ardikeds
(4) Q AnaJ)fflnR Strategic Options
(2) G Mission Evakiatioo
(5) G Ocagnmg Unk Plans
(3) G Environmental Assessment
(B) G Accepting the Agenda
36.

Do you have a writlen strategic plan document?

(1) G

yes (2) G

(7) G
(8) G
(9) Q

Adoption Stage
Tactical PUnning
Operationil Planning

no (3) YearoriginialwTiUenstralcglcptandocum«nifirstcomplele<}?_
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PLANNING PROCESS:
77.

As defined m the defmitJons Sstcd bckjw. in wliat type of pbiiiiing is your hospice engaged? Mark all that apply.
(1) G

strategic

(2) Q

tactical

Q) Q

operaUonal

(4) G

none

If yoa believe lh«l you ir« doing tIrBlegIc planning bat M«e • process ditrcrent fro™ thai defined herein, pleif»? explain yosr process la '*!.
PLANNING means a delaied descrption of the future work lo be accompTohed
bf an organization.

the n^or partners and constkucnaes of the organization partjdpaling cooperatively
with the t>oard, staff and referring physiciins on )formalbasis lo devctop and acJiieve
mutual goals over die fong term.
In Uiisprocess members of tlic board, hospkx ma nagemenland stall meet together
witli commMnity leaders who have been selected for that support and visfon to review
llic organization's past and present, and lo antidpale its hiture. The strategic planning
process usually lakes several months to complete and invohTS a series of Gsk force
or comm'inee meetings each with a specific assignment rebted lo Ihe o.ngomg
operation of tfic organization. These often indude commitIees/;ask forces on
Organization and Operation; Patient Care Senrkxs; and Finance, for example.

OPERATIONAL PLANNING SCOPE: Lett than 1 year. The day^oilay
individual acthnly of jobtojob pUnning. The administrator or department manager
thinb through and plans the means lor achieving objectives on a daily, weekly, or
monthly basis.
TACTICAL PLANNING SCOPL" / fo 5years. A plan document may be
dcvetoped. This type of planning is often called long-range planning, k is concerned
with selecting 6\e means lo accompish spedTic objectives and mckides the
devefopoient and cxecutkxi of an annual budget establislied by the board an<Vor
adm'mistration. I is concerned widi poides. procedures and practices by whidi
pnfanb^nal goals and departmental objectives are to be accomptshed.

Efements in the process indude missfon evaluation; interruJ and external
environmenlal assessment; kientificafion and evakiation of internal strengths and
weaknesses as wel as external opportjnities andlhreats:analysts o(strategic options;
estabhslnmcnt oi departmental goab; and results in tie acceptance and adoption of
the resuhanl plan through die establKhmem of partnerships with major constilwendcs.
Once estabfished, the process is ongoing ind Involves conlinooos rei^sessment and
adjustment in response to the changing environment.

STRATEGIC PI^NNING SCOPE: Utually 5 or more years. K plan
document oalllning organlzaltonaJ goails and departmental tAjtctlves Is nsnally developed. Tlus is die process of devcfoping common
undcrstandiog of Ihe hiture purposes of an organization and ts partners, h mvohres
28.

If you are not cuireiidy cuiiduUiiig strategic planning, do you plan to do <« m Ihe hiture? (1)

G yes

(2)0

no

(2)0

no

(3) H ves. when

29.

(i)Q

Do you use an outside planning consultant in your current planning activities?

yes

Name of consukant
Phone

Address

30.

k die consuhanl's primaiy practice in:

(1) G

health can:

(2)

G busmess

(3)G

hof^ice

If you do not cnrrently plan strategically, please skip to question 37 — Strategic Planning Mc)del Validation.
31.

Wh^pcrcentage of your work time B devoted to strategic pfenning?

(I)Q
32.

(2)G

1020%

(3) Q

(4)G

2IJ0%

31-40%

(S)G

41-50%

(6)G

executive dffedor/adminJsUator

(6)

G

(fcectoT of vohinteers

(11)

G

vokflilccr Stan

G

(firector of finance

(12)

G

cbapiajn

(2) G

medkal director

(7)

(3) G

admitting phy^dans

(8)

G

bMtd members

(13)

G

coiniiiujiity representatives

(4) G

dntdof of ctnical senices

0)

G

staR nurses

(14)

G

o&M (please specify)

(5) G

(Sredof of sodal services

(10)

G

social work staff

Who currentfy chairs the sfrategK planning committee? Mark o n e response only.
(1) G

board presklenl

(5)

G ' community leader

(2) G

board member

(6)

G

me<fical (firector

(3) G

community phySKian

(7)

G

heakh protessfonal (non physician)

(4) G

executive (iredor

(8)

G

odier (please spedfy)

34.

Please Sst die profession/occupation of oUier nonhospice employee planning committee members:

35.

In your hospice, which of the following hmcfions are currcnflv a part of yoor planiwig process?
(1) Q Positioiwig the Ardikeds
(4) G Analynng Strategic Options

(7)

G

Adoption Stage

(2) Q

Ocsgning Unk Plans

(8)

G

Tactical Planrung

©^ G

(3) G

36.

51-%

Who are die participants in your plannmg process? M a r k ^ I participants.
(1) G

33.

<I0%

Wssfon Evakiation

(5)

G

Environmental Assessment

(B)

G

Accepting flw Agenda

Do you have a written strategic plan document?

(1)

Q

y«

(2) O

Operational Planning

no (3) Year originial written stiafycptan document fkst completed?.
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38.

Please ralediestra^egicpUnnrng process as described inUieSlrate^cPlanningSurModd for vaEdify.Uyoubcricvc the modd,as depk3edabovc,acaira1efy(lestrJ
the ongoing strategic planning process, please rate it a "5'. If you txfieve ttiat il (foes not reflect Itie strategic planning process, pliase mark t a "0". Ptease cl rcle
only o n e numtier.

1
NotvaBd

Very low
vafKity

Somewhat
low validjty

Somewhat
high vaScity

ExVem€.y
high vaiidty

Very Wgh
vaTidily

If, in your opinion, the model should be changed, please write the nwdiGcartons directly on this page.

Strategic Planning Star
Interactive Strategic Planning Model for Health Care Organizations
^

Strategic Planning, as described herein, is a process that invohfcs the members of
manasemeni of an orgaruzation working together with the employees, medical staff
and community lo plan for Ihe fuhire of the organiiation. The steps are foDtwed in
Ihe order presented beginning with 'Poafioning the Ardiiteds" and prDcec<«ng
clockwise. In all future mtcracfions. the general scheme is followed but, because each
element B interacti\'e. the steps wiD often be undertaken simultaneously. Each elemenl
buads on the previous as weH as the succeeding cJements. resulting in the ongoing
process depicted by Ihe model resembfing a sixfotntcd star.
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39.

Whfch of die tolowing elements of strategic planning would you Ike lo see induded ki education^ materials and/or workshops. Pfcase mdicate by r^jr
g kom IS
die degree of importance. Please rate all 9 categories.

40.

41.

n

1

•>

.»

Not knptxtant
at all

Only in'ux>r
impoftar>ce

Somewhat
important

Important

43.

5
Essential

(1) Positionkig die Archkeds

(4) Ajialyiing Strategic Options

(7) Adoption Stage

(2) Mission Evahiation

(5) DesgnJng Unk Pbns

(8) Tactical PUnning

P ) Envtronmenbi AisesMnrnt

(6) Accepting die Agen(ta

(9) Operational Planning

in undetstamfing die strategic planning process as defined herein, wHdi parts might you need help wkh m g»aing more knowledge ol ks efficacy? n e « » € check
all that apply.
(1) G Portioning the Ardiiteds

(4) G Anafyring Sbalegk Options

(7) G Adoption Stage

(2) G Mission BrakBtion

(5) G Dcsignkig Unk Pbns

(g) G TadicaJ Pbnning

(3) G Envwmmental Assessment

(6) G Accepting the Agenda

(9) G Operation^ Pbonkig

Whal type of knowledge deiveiy system wouU you Ike to see used to devetop strategic pUnning knowledge. Mark all that apply.
(I) Q Artide(s)
(6) G Video Tape(s)

42.

4
Significant

(2) G
(7) G

C(wne(s)
(3) G Workshop(s)
(4) G
Consukant assistance for die BoanJ of DiredoR

Book(s)

(5) G National Conlerence<$)

Please review the process descnhed in questions 37 and 3 1 Compare I lo the Pbnnhig process that you foiow. Please descnlie the differences and give at least
one example of each major difference. If you have a schematic or model, please provide a copyforuse bi Itds ev^uation.

Please provkie comments concemmg pbnnkigforyour hospice organization dial has not been addressed by diis tjuestionnaire. Use adifibonal pages if necessary..

IF YOU HAVE A PLANNING DOCUMENT, PLEASE PROVIDE A COPV FOR REVIEW.
THIS IS CONFIDENTIAL AND WILL NOT BE RELEASED.
Thank yoa for your participation. This is a confidential survey. Only group results will be distributed
through a National Hospice Organization publication. Please fold, tape, stamp and mail.
CopyrrgK © 1993 Qiarit? F. Roark FAaiF.
7
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f

FRObA:
NAME
STREET
CITY

STATE

ZJP

BUSINESS REPLY MAIL
FIRST ClASS MAIL PE«MtTM0.423 aPASO.TX
POSTAGE W U . BE PATO BY AIX)flESSE£

Mr. Charles Roark
Hospice Of El Paso, Inc.
4150 Rk) Bravo, St© 100
El Paso, TX 79902-9906

il,.ill.l..l.liilli....l.ll.li.l.l..ll..il..lil...l
Please fold here and tape
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NO POSTAGE
NECESSAnV
IF WAILED
IN THE
UNITED STATES

APPENDIX G
SURVEY RESPONDENTS
ANACONDA PINTLER HOSPICE
ANACONDA, MT 59711
ANGELA HOSPICE CARE INC.
LIVONA, MI 48154
ANN'S HAVEN HOSPICE
DENTON, TX 76201
APPLETON COMMUNITY HOSPICE
APPLETON, WI 54115
ATLANTIC CITY MEDICAL CENTER
PLEASANTVILLE, NJ 08232
AUBURN FAITH HOSPICE
AUBURN, CA 95604
BARITAN BAY MEDICAL CENTER HOSPICE
PERTH AMBOY, NJ 08861
BEACON OF HOPE HOSPICE INC.
ST. LOUIS, MO 63128
BIG BEND HOSPICE
TALLAHASSEE, FL 32308
BLUE WATER HOSPICE, INC.
PORT HURON, MI 48060
BREMER-BUTLER HOSPICE
WAVERLY, IA 50677
BREVARO HOSPICE
ROCKLEDGE, FL 32956
CATSKILL AREA HOSPICE
ONEONTA, NY 13820
CEDAR VALLEY HOSPICE
WATERLOO, IA 50702
CENTER FOR HOSPICE CARE
(SAN JACINTO METHODIST HOSPITAL)
BAYTOWN, TX 7752 0
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CENTRAL HOSPICE CARE
ATLANTA, GA 3 0339
CLINICARE HOSPICE
KANSAS CITY, KS 66103
COLUMBUS HOSPICE INC
COLUMBUS, GA 31904
COMMUMITY HOSPICE
ASHLAND, KY 41101
COMMUNITY HOME HEALTH AND HOSPICE
SIDNEY, MT 59270
COMMUNITY HOME HEALTH HOSPICE
SIDNEY, MT 59270
COMMUNITY HOME - CARE & HOSPICE
WHEELING, WV 26003
COMMUNITY HOSPICE
ASPEN, CO 81611
COMMUNITY HOSPICE
EL DORADO, AR 71730
COMMUNITY HOSPICE
FRESNO, CA 93704
COMMUNITY HOSPICE CARE
TIFFIN, OH 44883
COMMUNITY HOSPICE CARE OF ORANGE COUNTY
ORANGE, CA 92807
COMMUNITY HOSPICE OF ST JOSEPH
FT WORTH, TX 76104
COMMUNITY HOSPITALS INDIANAPOLIS-HOME CARE
INDIANAPOLIS, IN 46250
COMMUNITY NURSE ASSOCIATION OF FAIRHAVEN
FAIRHAVEN, MA 02719
CORRY AREA HOSPICE
CORRY, PA 164 07
CRANBERRY AREA HOSPICE INC.
KINGSTON, MA 02364
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CRAWFORD COUNTY HOSPICE
BUCYRUS, OH 448 20
CROSS TIMBERS HOSPICE INC.
ARDMORE, OK 73402
CROZER HOSPICE CROZER
CHESTER MEDICAL CENTER
UPLAND, PA 19013
CUMBERLAND COUNTY HOSPICE
SOUTH VINELAND, NJ 08 3 60
CYPRESS BASIN HOSPICE
GREENVILLE, TX 75403
DELAWARE HOSPICE INC.
WILMINGTON, DE 19810
DMH HOSPICE
DECATUR, IL

6252 6

DUPLIN HOME CARE AND HOSPICE
KENANSVILLE, NC 28349
EAST VALLEY SAMARITAN HOSPICE
MESA, AZ 85201
ED MARC HOSPICE FOR CHILDREN
PORTSMOUTH, VA 23707
ELKHART COMMUNITY HOSPICE INC.
ELKHART, IN 46514
ELLA MCFADDEN HOSPICE
PARIS, TX 75460
EVERGREEN HOSPICE
ALBANY, OR 97321
FAIRVIEW HOSPICE
MINNEAPOLIS, MN 55406
FAMILY HOSPICE
DALLAS, TX 75231
FAMILY HOSPICE OF BELLEVILLE AREA
SWANSEA, IL 62221
GATEWAY HOSPICE
LIVINGSTON, MT 59047
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GILA REGIONAL MEDICAL CENTER
SILVER CITY, NM 88061
GOOD SAMARITAN HOSPICE
GRAND ISLAND, NE 68802
GOOD SAMARITAN HOSPICE
IDAHO FALLS, ID 83401
GOOD SAMARITAN HOSPICE
PUYALLUP, WA 98371
GOOD SAMARITAN HOSPICE CARE
BATTLE CREEK, MI 49015
GOOD SAMARITAN HOSPICE CARE
BATTLE CREEK, MI 89015
GOOD SHEPHERD HOSPICE OF MID-FLORIDA
WINTER HAVEN, FL 33880
GRAND VALLEY HOSPICE
GRAND JUNCTION, CO 81502
GREEN RIVER HOSPICE INC.
CALHOUN, KY 42327
HAND IN HAND HOSPICE
GAINSVILLE, GA 3 0501
HAPPY DAYS CONVALESCENT CARE
LA MIRADA, CA 90638
HEALTHCAST HOSPICE
ST PAUL, MN 55102
HEALTHSPAN HOSPICE
ROSEVILLE, MN 55113
HEART OF HOPE HOSPICE
PERTH AMBOY, NJ 08861
HEART OF THE HILLS HOSPICE
KERRVILLE, TX 78029
HENRY FORD HOSPICE
DETROIT, MI 482 02
HERITAGE HOSPICE
DANVILLE, KY 40422
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HERNANDO-PASEO HOSPICE
HUDSON, FL 34667
HIGH PEAKS HOSPICE
SARANAC LAKE, NY 12983
HOME HEALTH UNITED HOSPICE
BARABOO, WI 53913
HOME HEALTH & HOSPICE CARE
NASHURA, NH 03 060
HOME HOSPICE AGENCY OF ST. FRANCIS
NEW CASTLE, PA 16101
HOME HOSPICE OF SONOMA COUNTY
SANTA ROSA, CA 95401
HOME HOSPICE WITH LOVING CARE
ROSCOMMON, MI 48653
HORIZON HOSPICE
CHICAGO, IL 60614
HOSPICE ALLIANCE
KENOSHA, WI 53143
HOSPICE AND HOME CARE OF JUNEAU
JUNEAU, AK 99801
HOSPICE AT HOME VNA
SAN JOSE, CA 95110
HOSPICE ATLANTA
ATLANTA, GA 3 0303
HOSPICE BUFFALO
AMHERST, NY 1422 6
HOSPICE CARE, INC
NEW HARTFORD, NY 13413
HOSPICE CARE IN DOUGLAS COUNTY
LAWRENCE, KS 66044
HOSPICE CARE INC.
MADISON, WI 53713
HOSPICE CARE INC.
WAYNESBURG, PA 15370
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HOSPICE CARE OF MERCER COUNTY
BLUEFIELD, WV 24701
HOSPICE CARE OF RHODE ISLAND
PAWTUCKET, Rl 02860
HOSPICE CARE OF WILLIAMS COUNTY INC
MONTPELIER, OH 43543
HOSPICE CHAUTAUQUA COUNTY
SINCLAIRVILLE, NY 14782
HOSPICE FAMILY CARE
BATAVIA, NY 14021
HOSPICE HOME HEALTH
CHILLICOTHE, OH 45601
HOSPICE HOME HEALTH CARE AGENCY
TORRANCE, CA 9 0505
HOSPICE HOMECARE
CINCINNATI, OH 4 52 02
HOSPICE IN THE HOME
VNA OF LOS ANGELES
LOS ANGELES, CA 90057
HOSPICE IN THE PINES
LUFKIN, TX 75901
HOSPICE INC
WICHITA, KANSAS

67201

THE HOSPICE INC.
GLEN RIDGE, NJ 07028
HOSPICE INCORPORATED
WICHITA, KS 67201
HOSPICE MAUI
WAILUKU, HI 96793
THE HOSPICE MED CENTER
ONE MANDAN
MANDAN, ND 58554
HOSPICE MEMORIAL HOSPITAL
MARTINSVILLE, VA 24115
HOSPICE OF ABILENE
ABILENE, TX 79604
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HOSPICE OF ACADIANA
LAFAYETTE, LA 70502
HOSPICE OF ALAMANCE CASWELL
BURLINGTON, NC 27217
HOSPICE OF ALEXANDER COUNTY
TAYLORSVILLE, NC 28681
HOSPICE OF ANCHORAGE
ANCHORAGE, AK 99503
HOSPICE OF ATCHISON
ATCHISON, KS 66002
HOSPICE OF BATON ROUGE
BATON ROUGE, LA 70806
HOSPICE OF BENNINGTON COUNTY
BENNINGTON, VT 05201
HOSPICE OF BLOOMINGTON INC
BLOOMINGTON, IN 47402
HOSPICE OF CABARRUS COUNTY, INC
CONCORD, NC 28 026
HOSPICE OF CAMBRIDGE
CAMBRIDGE, MA 02138
HOSPICE OF CATAWBA VALLEY
HICKORY, NC 28601
HOSPICE OF CEDAR LAKE
MABANK, TX 75147
HOSPICE OF CENTRAL FLORIDA
MAITLAND, FL 32751
HOSPICE OF CENTRAL KENTUCKY
ELIZABETHTOWN, KY 42701
HOSPICE OF CENTRAL MICHIGAN
MT. PLEASANT, MI 48858
HOSPICE OF CENTRAL PENNSYLVANIA
HARRISBURG, PA 17025
HOSPICE OF CLALLAM COUNTY, INC
PORT ANGELES, WA 983 62
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HOSPICE OF CLINTON COUNTY
MULBERRY, IN 46058
HOSPICE OF COSHOCTON
COSHOCTON, OH 43 812
HOSPICE OF DAYTON, INC
DAYTON, OH 45420
HOSPICE OF EAST ALABAMA
ANNISTON, AL
3 62 02
HOSPICE OF EAST COUNTY
ANTIOCH, CA 94509
HOSPICE OF EAST TEXAS
TYLER, TX 75703
HOSPICE OF EASTERN MAINE
BANGOR, ME 04401
HOSPICE OF FAIRFIELD COUNTY
LANCASTER, OH 4313 0
HOSPICE OF FLORIDA SEACOAST
KEY LARGO, FL 34641
HOSPICE OF GEORGETOWN
GEORGETOWN, SC 29442
HOSPICE OF GREATER KALAMAZOO
KALAMAZOO, MI 49001
HOSPICE OF GREATER NEW ORLEANS
NEW ORLEANS, LA 70001
HOSPICE OF GREEN COUNTRY
TULSA, OK 74135
HOSPICE OF GUERNCRY COUNTY
CAMBRIDGE, OH 43725
HOSPICE OF HILLSDALE COUNTY
HILLSDALE, MI 49242
HOSPICE OF IHC
SALT LAKE CITY, UT

84106

HOSPICE OF INTERHEALTH
WHITTIER, CA 90602
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HOSPICE OF IREDELL
STATESVILLE, NC 28687
HOSPICE OF KITSAP COUNTY
BREMERTON, WA 98310
HOSPICE OF KNOX COUNTY
MT VERNON, OH 43 050
HOSPICE OF LAKE AND SUMTER
TAVARES, FL 32778
HOSPICE OF LAKE CUMBERLAND
SOMERSET, KY 42502
HOSPICE OF LAWTON
LAWTON, OK 73502
HOSPICE OF LENAWEE
ADRIAN, MI 49221
HOSPICE OF LINCOLNLAND
MATTOON, IL 61938
HOSPICE OF LONGVIEW
LONGVIEW, TX 75606
HOSPICE OF LOUISIANA
SHREVEPORT, LA 71130
HOSPICE OF MADISON COUNTY
GRANITE CITY, IL 62040
HOSPICE OF MAINE
PORTLAND, ME 04101
HOSPICE OF MARION COUNTY
OCALA, FL 32678
HOSPICE OF MARSHALL COUNTY
GUNTERSVILLE, AL 3 5976
HOSPICE OF MARTIN INC
STUART, FL 34996
HOSPICE OF MASON COUNTY
LUDINGTON, MI 49431
HOSPICE OF MERCY
CEDAR RAPIDS, lA

52403
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HOSPICE OF MONTEZUMA
CORTEZ, CO 81321
HOSPICE OF MORRIS COUNTY
MORRISTOWN, NJ 07960
HOSPICE OF NORTH IOWA
MASON CITY, lA 50401
HOSPICE OF NORTH OTTAWA
GRANDHAVEN, MI 49417
HOSPICE OF NORTHEAST CONNECTICUT
POMFRET CENTER, CT 06259
HOSPICE OF NORTHERN BERKSHIRE, INC
NORTH ADAMS, MA 01247
HOSPICE OF NORTHERN NEVADA
RENO, NV 89520
HOSPICE OF OKEECHOBEE
OKEECHOBEE, FL 34972
HOSPICE OF PRINCE GEORGE'S COUNTY
LARGO, MD 20772
HOSPICE OF RANDOLPH
ASHEBORO, NC 27204
HOSPICE OF REDMOND
REDMOND, OR 97756
HOSPICE OF ROANOKE MEMORIAL HOSPITALS
ROANOKE, VA 24033
HOSPICE OF ROCKINGHAM COUNTY
WENTWORTH, NC 27375
HOSPICE OF SAINT FRANCIS
TITUSVILLE, FL 32783
HOSPICE OF SAN ANGELO
SAN ANGELO, TX 76903
HOSPICE OF SOUTH TEXAS
VICTORIA, TX 77901
HOSPICE OF SOUTHEAST GEORGIA
ST MARYS, GA 31558
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HOSPICE OF SOUTHEASTERN MICHIGAN
SOUTHFIELD, MI 48075
HOSPICE OF SOUTHERN INDIANA
NEW ALBANY, IN 47131
HOSPICE OF SOUTHWEST FLORIDA
SARASOTA, FL 34238
HOSPICE OF SPOKANE
SPOKANE, WA 99210
HOSPICE OF ST JOSEPH COUNTY
SOUTH BEND, IN 4 6601
HOSPICE OF ST LUKE'S
NEW BEDFORD, MA
HOSPICE OF ST MARY'S
LEONARDTOWN, MD 2 0650
HOSPICE OF STARK COUNTY
CANTON, OH 4472 0
HOSPICE OF ST. PETER'S
HELENA, MT 59601
HOSPICE OF TABITHA
LINCOLN, NE 68510
HOSPICE OF THE CANYON
CALABASAS, CA 91372
HOSPICE OF THE FLORIDA KEYS
KEY WEST, FL 3 3 041
HOSPICE OF THE FLORIDA SUNCOAST
LARGO, FL 34640
HOSPICE OF THE FOOTHILLS
GRASS VALLEY, CA 95945
HOSPICE OF THE FOOTHILLS
SENECA, SC 29679
HOSPICE OF THE HEARTLAND
ALGONA, lA 50511
HOSPICE OF THE HEARTLAND
BELOIT, KS 67420
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HOSPICE OF THE HILLS
RAPID CITY, SD 57709
HOSPICE OF THE KENTUCKY RIVER INC.
RICHMOND, KY 40475
HOSPICE OF THE MIAMI VALLEY, INC
'HAMILTON, OH 45013
HOSPICE OF THE MIAMI VALLEY INC
HAMILTON, OH 45013
HOSPICE OF THE NORTH SHORE
DANVERS, MA 01923
HOSPICE OF THE OZARKS
MOUNTAIN HOME, AR 72 653
HOSPICE OF THE PANHANDLE
MARTINBURG, WV 25401
HOSPICE OF THE PANHANDLE
PAMPA, TX 79066
HOSPICE OF THE PRAIRIE
DODGE CITY, KS
HOSPICE OF THE RED RIVER VALLEY
FARGO, ND 58102
HOSPICE OF THE SHOALS
FLORENCE, AL 35631
HOSPICE OF THE SOUTH SHORE
BRAINTREE, MA 02184
HOSPICE OF THE SOUTHWEST
ODESSA, TX 79762
HOSPICE OF THE VALLEY
SAN JOSE, CA 95128
HOSPICE OF THE WESTERN RESERVE
MENTOR, OH 44060
HOSPICE OF VISITING NURSE ASSOCIATION
VAN WERT, OH 45891
HOSPICE OF VOLUSIA/FLAGLER
DAYTONA BEACH, FL 32114
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HOSPICE OF WASHINGTON COUNTY
HAGERSTOWN, MD 21702
HOSPICE OF WAYNE COUNTY
WOOSTER, OH 44671
HOSPICE OF WICHITA FALLS
WICHITA FALLS, TX 763 08
HOSPICE OF WILKES
NORTH WILKESBORO, NC

28697

HOSPICE OF WINSTON
SALEM/FORSYTH COUNTY
WINSTON-SALEM, NC 27103
HOSPICE OF YUMA
YUMA, AZ 85365
HOSPICE PROGRAM OF VA MEDICAL CENTER
WILKES BARRE, PA 18711
HOSPICE PROGRAM WAUSAU HOSPITAL
WAUSAU, WI 55401
HOSPICE PROJECT CARE INC
BETHANY, CT 06524
HOSPICE SERVICE OF SANTA BARBARA
SANTA BARBARA, CA 93101
HOSPICE SERVICES OF HOWARD COUNTY
COLUMBIA, MD 21045
HOSPICE SERVICES OF WESTERN WAYNE COUNTY
GARDEN CITY, MI 48135
HOSPICE SOUTHWEST
VANCOUVER, WA 98668
HOSPICE SUPPORT CARE
WILLIAMSBURG, VA 2 3187
HOSPICE TEAM CARE INC
JONESVILLE, WI 53545
HOSPICE-MEMORIAL HOSPITAL
FREMONT, OH 4 3420
HOSPICE-VISITING NURSE ASSOCIATION
ARLINGTON, VA 222 06
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HOSPICE/HAYS MED CTR
HAYS, KS 67601
HOSPITAL HOME HEALTH & HOSPICE
FAYETTEVILLE, TN 373 3 4
HOUSTON HOSPICE
HOUSTON, TX 72 024
ILLINOIS VALLEY COMMUNITY HOSPITAL HOSPICE
PERU, IL 61354
ITASCA HOSPICE PROJECT
GRAND RAPIDS, MI 55744
JACOB PERLOW HOSPICE
NEW YORK, NY
JASPER COUNTY HOSPICE
RENSSELAER, IN 47978
JEANNE B. COOLEY HOSPICE
GARDEN CITY, KS 67846
JESSAMINE COUNTY HOSPICE
NICHOLASVILLE, KY 40356
JOURNEY: HOSPICE OF SISTERSVILLE HOSPITAL
SISTERSVILLE, WV 26175
KEWANEE HOSPITAL HOME CARE
KEWANEE, IL 61443
KITTSON COUNTY HOSPICE
HALLOCK, MN 56728
KNO-WAL-LIN COASTAL FAMILY HOSPICE
ROCKLAND, ME 04841
LAGRANG MEMORIAL HOSPICE
COUNTRYSIDE, IL 60525
LAIRD HOSPICE CARE
PHILADELPHIA, MS 3 9350
LAKE CITY AREA HOSPICE
LAKE CITY, MN 55041
LAKELAND HOSPICE
WOODRUFF, WI 54568
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LAZARUS HOUSE HOSPICE
COOKEVILLE, TN 3 8503
LEROYER HOSPICE
ANTIGO, WI 54409
LEVI HOSPICE
HOT SPRINGS, AR

71902

LOMA LINDA HOSPICE
LOMA LINDA, CA 92354
LOURDES HOSPICE
PADUCAH, KY 4 2 003
LOWER CAPE FEAR HOSPICE
WILMINGTON, NC 28401
LOWER VALLEY HOSPICE
SUNNYSIDE, WA 98944
LUTHERAN HOSPICE CARE
WHEAT RIDGE, CO 80033
MAINE HOSPICE
AUGUSTA, ME 04330
MAITRI AIDS HOSPICE
SAN FRANCISCO, CA 94114
MCOSS HOSPICE
ASBURY PARK, NJ

07712

MENDOCINO COAST
DISTRICT HOSPITAL-HOSPICE
FT BRAGG, CA 95437
MERAMEC HOSPICE
ROLLA, MO 65401
MERCY HOSPICE
REDDING, CA 96049
MERCY HOSPICE
SACRAMENTO, CA

95827

MERIDIAN HOSPICE
CHICAGO, IL 60617
MESILLA VALLEY HOSPICE
LAS CRUCES, NM 88005
363

METHODIST HOSPICE
MEMPHIS, TN 38117
METHODIST HOSPITAL HOSPICE
ST. LOUIS PARK, MN 55410
MIDDLESEX HOSPICE
MIDDLETOWN, CT 06457
MIDLAND HOSPICE CARE
TOPEKA, KS 66604
MOBILE AGENCY FOR
SOUTHWEST HOSPICE (MASH)
GARDEN CITY, KS 67846
MONTEFIORE HOME
BEACHWOOD, OH 44122
MORGANTOWN HOSPICE INC
MORGANTOWN, WV 2 6505
NATHAN ADELSON HOSPICE
LAS VEGAS, NV 89119
NEW RIVER VALLEY HOSPICE
BLACKBURG, VA 24060
NO IDENTIFICATION
GRAND RAPIDS, MI 49300
NO IDENTIFICATION
NO IDENTIFICATION
NO IDENTIFICATION
NO IDENTIFICATION
NO IDENTIFICATION
NO IDENTIFICATION
NO IDENTIFICATION
NO IDENTIFICATION
NORTH COUNTRY HOSPICE
BEMIDJI, MN 56601
NORTH COUNTRY HOSPICE
KALKASKA, MI 49646
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NORTH HAWAII HOSPICE
KAMUELA, HI 96743
NORTH STAR HOSPICE
HIBBING, MN 55746
NORTHLAND COMMUNITY HOSPICE
THIEF RIVER FALLS, MN 56701
OASIS HOSPICE
FALLON, NV 89406
OLD COLONY HOSPICE
STOUGHTON, MA 02072
ORANGEBURG-CALHOUN HOSPICE
ORANGEBURG, SC 29116
OTSEGO AREA HOSPICE
GAYLORD, MI 49735
PALLIATIVE CARE CENTER
FOX CHASE CANCER CENTER
PHILADELPHIA, PA 19111
PALLIATIVE CARE SERVICE
PROVIDENCE HOSPITAL
WASHINGTON, DC 20017
PARTNERS IN HOME CARE
MISSOULA, MT 59802
PATRICE C MOORE
HOSPICE OF NORTH CENTRAL FLORIDA
GAINESVILLE, FL 32608
PAX CHRISTIE
STATEN ISLAND, NY

10310

PENNYROYAL HOSPICE
HOPKINSVILLE, KY 42240
PIONEER MEMORIAL HOSPICE/HOME HEALTH
PRINCEVILLE, OR 97754
POTTER COUNTY HOSPICE
COUDERSPORT, PA 16915
PRAIRIE HOME HOSPICE
MARSHALL, MN 56258
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QUALITY OF LIFE HOSPICE
MARION, OH 43302
QUEEN ANNE'S HOSPICE VOLUNTEERS, INC
CENTERVILLE, MD 21617
RAINBOW HOSPICE, INC
PARK RIDGE, IL 60068
REGIONAL HOSPICE SERVICES
ASHLAND, WI 54806
RIVERVIEW HOSPICE
RED BANKS, NJ 07701
ROANOKE CHOWAN HOSPICE
AHOSKIE, NC 27910
SAMARITAN HOSPICE
MOORESTOWN, NJ 08057
SANGRE DE CRISTO HOSPICE
PUEBLO, CO 81004
SHAWNEE REGIONAL HOME HEALTH
SHAWNEE, OK 74801
SIERRA HOSPICE
CHESTER, CA 96020
SMITH COUNTY HOSPICE
SMITH CENTER, KS 66967
SOMERSET VALLEY VNA
BRIDGEWATER, NJ 08807
SOUTHEAST HOSPICE
CAPE GIRARDEAU, MO

63701

SOUTHEAST TEXAS HOSPICE
ORANGE, TX 77630
SOUTHWIND HOSPICE
PRATT, KS 67124
SPECIAL CARE INC.
BULLHEAD CITY, AZ

86442

ST FRANCIS HOSPICE
PEORIA, IL 61637
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ST MARYS HOSPITAL HOSPICE
RICHMOND, VA 2322 6
ST. ELIZABETH HEARTLAND HOSPICE
LINCOLN, NE 68510
SUPPORTIVE CARE PROGRAM
ST VINCENT'S HOSPITAL
NEW YORK, NY 10011
TALBOT HOSPICE FOXJNDATION
EASTON, MD 21601
THE KLAMATH HOSPICE, INC
KLAMATH FALLS, OR 97601
TOMAH MEMORIAL HOSPITAL
HOSPICE TOUCH
TOMAH, WI 54660
TOMBIGBEE HOSPICE
LIVINGSTON, AL 35470
TOMLINSON HEALTH SERVICE
DALLAS, TX 75247
TRIANGLE HOSPICE
DURHAM, NC 27707
TUCSON MEDICAL CENTER HOSPICE
TUCSON, AZ 85712
TUOMEY REGIONAL HOSPICE
SUMTER, SC 29150
UNITED HOME CARE HOSPICE
CINCINNATI, OH 45202
UNITY HOSPICE CARE
WESTON, WV 26452
UNITY HOSPICE
(FORMERLY ST. FRANCIS HOSPICE)
LA CROSSE, WI 54601
VA MEDICAL CENTER HOSPICE
MARION, IL 62959
VALLEY HOSPICE
STEUBENVILLE, OH

4 3 952
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VERMONT RESPITE HOUSE, INC
WILLISTON, VT 05495
VISITING NURSE ASSOCIATION
FRANKLIN HOSPICE PROGRAM
FRANKLIN, NH 03235
VISITING NURSE ASSOCIATION
OF CLEVELAND HOSPICE
CLEVELAND, OH 44114
VISITING NURSE ASSOCIATION
OF RHODE ISLAND HOSPICE
PROVIDENCE, Rl 02906
VISITING NURSE HOSPICE
OF NEWPORT COUNTY
NEWPORT, Rl
02840
VISITING NURSE SERVICES
HOSPICE CARE
NEW YORK, NY 10118
VITAS HEALTH CARE
FT WORTH, TX 76102
VNA COMFORT CARE HOME HOSPICE
SHEBOYGAN, WI 53 081
VNA HOSPICE OF BRAZORIA COUNTY
ANGLETON, TX 77515
VNA HOSPICE OF BRAZORIA COUNTY
ANGLETON, TX 77516
VNA HOSPICE OF CHICAGO
CHICAGO, IL 60607
VNA OF FRANKLIN
FRANKLIN, NH 03235
VNA OF GREATER WAUKESHA
WAUKESHA, WI 53186
WASHINGTON, DC
WOOD RIVER, IL

2 0017
62095

WASHINGTON COUNTY HOSPICE
HILLSBORO, OR 9712 3
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WASHINGTON REGIONAL
MEDICAL CENTER HOSPICE
FAYETTEVILLE, AR 7273 0
WESTERN PRAIRIE HOSPICE
OGALLALA, NE 69153
WINONA AREA HOSPICE SERVICES
WINONA, MN 55987
WIREGRASS HOSPICE
DOTHAN, AL 3 6302
WOOD RIVER TOWNSHIP HOSPITAL HOSPICE
VISITING NURSE HOSPICE
WEBSTER, NY 14580
YADKIN COUNTY HOSPICE
YADKINVILLE, NC 27055
YOLO HOSPICE INC
DAVIS, CA 95617
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APPENDIX H
MODEL COURSE DESCRIPTION FOR A HIGHER
EDUCATION STRATEGIC PLANNING COURSE

University of Texas at El Paso
Department of Health Care Administration
HCAD 3832, Strategic Planning
Spring, 1996
Instructor: Charles E. Roark, EdD
Course Description
I.

Description and Objectives;

This course is designed to provide knowledge and
skills appropriate for the function of strategic planning in
a health care facility. This orientation is to be
distinguished from area-wide or comprehensive health
planning in its focus upon the execution of planing simply
as a management activity and functional division of
management within the institution.
Areas to be covered include an analysis of strategic
planning theory emphasizing strategic planning concepts in
an era of regulation and competition, understanding of the
Roark-Hensley Strategies Planning Star Model, data and
orientation to designing the services offered by the
institution and the organizational process of strategic
planning.
II.

Methodoloav and Requirements:

Primary emphasis is upon reading, case studies and
exercises, seminar meetings, and preparation of a major
project dealing with institutional planning activities.
A.

Text:

Roark, Charles E.
Administration.

1995.

Strategic

Planning

Englewood Cliffs, N.J.:

in

Healthcare

Jossey-Bass.

Additional required readings have been placed on
reserve at the University library.
This course will provide an opportunity to develop
proficiency in a state-of-the-art base for strategic
planning. A data base will be installed on a microcomputer
in the Department of Health Care Administration. Several of
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the course requirements will be facilitated by the use of
this planning tool.
B.

C.

Written submissions:
1.

Case study in strategic decision-making.

2.

Case study analyzing demographic data.

3.

Organization structure and process for planning.

4.

Projects: In addition, students will carry out
one of the five following group projects. All
students will be required to present a written
report of his/her work.
a.

A marketing plan for a hospice using the
data base and demonstrating use of the
health care marketing literature. The group
will develop a written market plan which
will include the following elements:
(See Hillstad and Berkowitz, 1984)

b.

Execution of the project including data
gathering and analysis with evidence of a
thorough assimilation and incorporation of
the current literature pertaining to the
project.

c.

Development of a stakeholder grid for a
major health care delivery provider
organization.

d.

Analysis of the strategic planning process
in place at a major health care facility.

e.

A formal presentation of the findings of the
project. Both the written report and the
presentation should include graphic
presentations of the data analyzed in
carrying out the project.

Process and Techniques:
Students will demonstrate accomplishment in two areas
of "process skills" during the course of the semester:
1.

Computer use:
Each student will identify two individual
personally-executed tasks using the computer as a
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tool in strategic planning and marketing. One of
these tasks may be word processing. A task
demonstrating use of spread-sheet analysis and
incorporating graphic presentation of data is
strongly encouraged as the second demonstration
of computer use. The University microcomputer
labs and microcomputer in the Department of
Health Care Administration provide the tools
necessary to complete this requirement.
2.

Presentation:
Each student will make at least one presentation
in conjunction with a course assignment.

III. Topics and Reading Assicrnments
Topic
1.
Positioning the Architects
2.
Scanning the Environment
3.
Analyzing Strategic Options
4.
Designing Unit Plans
5.
Accepting the Agenda
6.
Adopting the Strategic Plan
7.
Strategic Stateholder Management
8.
Strategic Marketing
9.
Data Gathering and Analysis
IV. Evaluation:
Elements:
1.
Case study in strategic decision-making.

Weight
15%

2.
3.

Case study analyzing demographic date.
Exercise in organization structure
nd process for planning.

15%
15%=

4.

Project

40%

5.

Class Contribution

i^

Q-

Total:

100-
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