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[ ' ABSTRACT Ch .
.{ 3_ ) oo The: concéept of otganizing health care systems on a
. B \'0 . D. -)

'regionql basis has enjoyed videspread attention in health
services litetature, yet the applicability of regionalization
fto specific health progta-s is rarely tested. The study was

.undertaken to detetnine the feasibility of regionalizing

,%i’ B mental hospital programs in Alberta, and to identify the

éTf . possible effects of tegiqnalization on a selected facility

| (Alberta Hospital,vanoka).v The study JPprocess. consisted of

~ an exaninatiqn of selected aspects of mental healtb and
sucial policy; a. geners concept of regionalization°

6rganizatioual elenents including hietarchy of autho

gptofessional and bur'auctatic orientations, the buﬁg

; prbcess* and finafib the conputer simulation of r ienalized

'de-and for inpatient services at’'a selected mental hospital

o

The results indicated that the regionalization of

LI ! : g

'nental hospital prograns should be given serious consider—“ s
at}on, uheteby institutional care is decentralized to serve
'local‘service area populations.i The quantitative examin— -
.ation reVealed the’ -arginal nature of change in demand
inpatient beds, and operating costs;ifjgesting that the'

nental hospital facility studied co be regionélized

'vithout wholesale changes to existing prograns,
“ ‘

i . S =
. N . . P



-+ . .The process of health regionalization is prinarilx y
é political undertaking. ‘Notc;thsranding the importance of

o
political and social interests,.the success of regionali-

zation depends on: the separation of adninistrative and
clinical responsibility, phe enploy-ent of personnel on a -
regional (rather than an inatitutional) basis' the develop;r
.ment of regional health boards vith broad fiacal and .
organizacional powers; local ad-inistrative autonony, and

on—going systens research to integrate nanagenent infornation.,

at the regional level,
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ooon & regicnal basis are substantial Therefore, a signiﬁi-‘

;Ponoké\

caArﬁER‘1‘

e § JINTRODUCTION

el
&
Y

I 'Punposr
The purpose of this study is to examine selecte&'%
aspects of nental health services in Alberta in order to

(4

determine the feasibility of providing mental hospital

1.

programs on a regional baais. The examination vill include'
1. an overview of nental health and social policy.

T 2. a consideration of organizational paraneters

;-

ﬁunderl ing the structure and process of regionalization. s

3. an investigation intovthe potential‘effects on

’

- . ¢ Lo ’ - 3 I
- utilization, inpatient beds, and operating cosﬂgﬂof region-
. - [} B

alizing a major mental hospita1,4nane1y, Alberta Hospital,

| ~
I1." SCOPE .

. o g N
Thefdefinit >nal problens associated with determinphg

omeaningful criterion variables of mental health mental

health services and the delivery of patient care programs

R

Y

cant portion of this study is directed towards a review of

A

the literature, and an examination of the concept of region-/

klizaéion fron selected standpoinrs including manifest sociaI'

-

policy, the Tole of professional and bureaucratic personnel;

political and legislative influences--and the budgetary

ptocess in govern-ent organizations.A_The'integration of
. - ' " g O :

A e
1 .

BN 4



this material provides a conceptual franevork fron which to

)
investigate the possible effects of inpleuenting a regianal

"cdncept of delivering mental health services. ﬁThis latter

investigation into the effects of regionalizing mental .
services will be restricted to: | |
1. A macro- analysis using quantitative techniques
'igto estimate the regional demand for in—patient mental
_hospital services at Alberta Hospital Ponoka (AHP).
2. A descriptive analysis of the potential effect on
aggregative operating costs and the scale of operations of

"AHP given a restricted service region (Central Alberta |

) Mental Health District). .

With regard to the impactﬂ £ regionalization on the

Provincial network of mental health ervices, no attenpt

will be made to deal specifically with services beyond the
hypothetical regiOn of “"Central Alberta." This study is;
-carried out by the author with .the appreciation that while :

a great eal of further information could be obtaindﬂ onfthe
impac§'of regionalizing mental health services, it w0uld not
be possible to develop their full inplications in the

context - ‘of this study. An in—depth study would not only

‘,,require trained investigators, but diverse specialists with

greater background knowledge. Accordingly, the" expected

'utility of this study is that it nay ‘serve as r contribution

~

to further, and fuller research into the area of regionali—

_&xg\ : o _ : o

zation.
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IT1I.  FORMAT OF THESIS
Thf& thesis is divided into six chapters.ieChapter 1

embodies the introduction,«scope of the study, and the ‘
¥

forﬁi?. Chapter 2 reviews selected aspects of mental health

.and social policy as a basis to a’ conceptual development of

N

”;regionalization. Chapter 3 offers .a general concept of

regionalization derived from institutional and geographic

factors related to, the provisiOn of specific resOurces to

‘promote health on a regional basis. Chapter 4 examines

the potential role of organizational elements on the process

"of regionalization, including.s hierarchy of authority-‘

professional and bureaucratic orientations- and‘ the budget—

ary process in government organizations. Chapter 5 ' .
s . . i
investigates the potential effects on a major institutional

‘.facility (Alberta Hospital Ponoxa), arising out of the

(hypothetical) impIementation of a regional concept of
mental health services delivery.-vThis chapter provides a

de8criptive analysis of the potential changes in aggregatiVe

y
-

costs, utilization, as well as shifts in the patterns of
admissiona-separations._ I
Finally, Chapter 6 providesba summation'of'major

parameters underlying the process of regionalization, and

offers rec mmendations reghrding the feasibility of region—;

I

falizing Alberta Hospital, Ponoka,jOn an‘experimental basis.

}
~



CHAPTER 2

fAN OVERVIEW OF MENTAL HEALTH &ND SOCIAL ?OLICY .

Regional health care pianning, in general, by
provincizl and federal authorities is a aominaht theme in

. . . . 9 : >
current health service literature. The exercise of regional
- r . o

)
1

: . . : T . ) . . R
mental healthAplanning has had profound effects on at least
one pfo}&nce —f-Saskatchewaﬁ.l Int}erms of the Alberta

situation, an examinatioﬁ-qf social policy and'ﬁentél health

pr

may provide,éoie"uééful insights into some criterion .

’}variableé that may assist in the fofmulation,ahd%implementf
ation of regional mental health service systems. Actorfiing-

. ' . R T V- . . B .
ly, rhis chapter will attempt to review selected aspects of
mental illness, and mental health service concepts. -

I.  INDICATORS OF SOCIAL CONCERN

‘ : , . , ' : : s
The éeneralﬁindigators of demand for mental .health

N

cére stem;;;ep the~utiii£atioﬁ of'aVailable Sgrvices;-the

allocation of funds; and the expresaiQné of s@ciai poli§§r.

.

'shift from dispersed and remote inpatient psychiatric v
facilities to a c.mprehensive community mental health centre
-serving a specific geo-political area 1is contained in,
Aldred H. Neufeldt, The Developing Community Mental ‘Health
Centre: A Study of Referral and Treatment Patterns Before
-and- After the.Openning of a Modern "Total Care" Pgychiatric
Facility (Saskatoon, Saskatchewan: Marcotte Research Centre,
“September, 1972). ' : S0 : g : ' :

1A cﬁomprehens.ive anélysi_,s of the Saskatchewan sy'stvem"s g

k]

‘4’
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_care beds in Canada are psychiatric.2

_genera

',??
.In Canada as -a uhole, over 161,700 people were
hospitalized for psychiatric treatment .in l970 of these,
51, 527 were first admissions. giving -a rate of first
admission for 1970 of 2. 41 per 1000 population. In the 1ast
decade the rate of first admission rose about 58 percent'
from 1.53 per 1000 population. The current utilization 1s

such that approximately one- half of all categories of health
. .

Alberta, by comparison, showed similar increases in

'<utilization of facilities, except that the rate of first

admi ssions rose more than 110 peréent to the 1970 rate of
3.44 per 1000 from the rate 0f 1.63 per 1000 population,
ten,years ago. Of the 10 500 total beds in the province

about 5000 of these were designated as psychiatric, and
. . J ) " -

" maintai ed an average of 5,195 pitients in res1dence da11y.3
‘Not - inc uded are the volume of patients seen 1in outpatient'

facilities, dav and night centres,.non psychiatric wards of

hospitals, half-way houses, and the offices of .
privat/e practitioners.
'In'1973 Alberta appropriated an operating budget of:'

appr ximately $28 million on provinc1al mental health

fac lities,'or about 12 percent of the expenditures on all

. 9 . .
2. é&
Canada, Mental Health Stltistics, In itutional

A missions and Separations (Ottawa: Information Canada,
"1970), Vol.‘l, pPP. 51, 157 193, and. 199

Ibid. S I

Y E
. Fe
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cther hospital programs being operated under the Alberta

7

Hospital Services Commission.4 In fact, that appropriation

isMighly conservative since it does not reflect the cost

N

of capital deprec1ation, and expenditures for new capital

.

equipment .and facilities. Given the general trend of rising

costs in health care; the cost of mental health services in

‘general and institutional services‘in particular, gre

n‘

likely to: 1ncrease. 'For example, the-aggregative costkfor

1nst1tut10nal care on a patient day basis has increased over

16 percent between 1972 and 1973.5

»Actlve‘SOcial policy is difficult to ‘measure, but .
: | e

the proliferation of policy statements by government and
the 1nterest of the public has ar , least demonstrated a

concern over -the state and future of organized mental health
. ENE : -
bR - :

serv1ces._ , .
. : o K ) o ' . °
ln Alberta; the Government commissioned the Alberta

a .

Mental Health Studv in January of 1968 with a mandate to

1nVest1gate mental health problems, and make recommendations
. .

for 1mprov1ng mental health serv1ce programs in the proxince;

st ‘ L) Lo
The,iirst of tvo volumes_arisingloutpof that study was

1

. ‘!; ‘ ‘ v
4A1berta, Public Accounts of the Province of Alberta -
for the Year Ended March 31, 1973 (Edmonton: (Queen's

-Printer, 1973), PP- 28& 302 and 358.

L%

' 5Calculated from cost per patient day statistics
reflecFing the experience of Alberta Hosnitals, Edmonton and
Ponoka'. Ibid., p. 302. - -



completed in February 1969 vith the second.being4published

-in March of 1973. Both documents have been videly,heralded

as landmarksegor mental health services reform. '_,

L.

. As well as having supported various studies A1 th»

v
2
. .

nental.health field the provincial government has conceryed
'itself with active legislation. The acts relating to mental

'health hawe not only been frequently amended over the years,

. P .
- buthave recently undergone total revision. The new Mental

health Act was assented to in November, 1972 and is,progress-

-

ive in its recognition of'patient rights.

& In sum, the explosive mixture of high utilization,

-

the allocation’ of substantial funds, and demonstrated social

policy, in regard to mental health in Alberta may pr&cipi—

4 [

’tate rapid changes in the mental health care delivery

system. Hhether change, or the appearance of change will

occur, should be of interest to_many in the health care
. _ 1 = | g
field. - B B , y _l~ /

A. _Assumptions and Format Underlying the ¢
Revie@f Mental Health and Social Policy

e

Given the\}qportance of professional and social

;policies on the structure and. process of mental health
.services, a: selective literature~reviev vill be organized '

around the following assunptions‘

'1;’ That a basic understanding of the phenomenon of

3 ’e
A B ~

mental: illness is an essential first step in dEtermining the~f

‘nature of the. health services problem. S %Q_



T 2. ‘That some knowledge of the social pProcesses
junderlying the - entry of patients into organized mental
health care programs is significant to the distribution of-

‘service facilities and the levels of care provided

Y <

. ' 3. That social policy, or lack thereof, is‘instru-
mentaL«in determining the "careers”.of patients who became

a part of mental health care programs. -

Material related to the development‘of theseb
assumptlons will be offered for consideration in Sections II,
to IV of this chapter. Section iI will examine concepts q?~
mental 1llness, with particular emphasis on_ social and
psychiatric determinants of case’ identification. Section‘

»III will present ‘a public health concept of mental health
services dealing specifically with Some problems in -
determining mental illness in a total population in terms

05.

irevalence and incidence information.. Finally, Section

‘this chapter will examine Jdeologies of mental health
ce systems in the context of community based compre—

-

hensive mental health services. —

IT. CONCEPTS OF MENTAL ILLNESS_

A. . SocialiDeterminantsf_.

A beginning review of the literature. shows a
proliferation of research into the definitions of mental
illness, but there appegrs to be ‘mo " unitary concept of what

mental disorders really are. Inugross terms,:mental g
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; disorders are hypothetically linked with concepts of illness

‘behavior, and societal reaction to that behavior. Illness

behavior on the part of the individual with symptoms often
. &

‘reflects the, social 4nd professiizjl attitudes of soc1ety.6 P

In the case of mental illﬁess, .professional diagnosis and
treatment is often preceded,by.societal reactions to in-.
3 apprdpriate behavior. Accordingly,vthe brocess of social
'rejection is a hajbr factog in the‘definitioh of mehbal
. .
-ﬂillness, and the operationalization of therapeutic programs..
(f/n$5 The degree of visibility, tolerance, and the degree
Of»anhoyance and disruption,caused:bv particular pattefns of .
.symptoms are comhonent variables: of culture, soc1ali§at10n, -
and other environmental c,onditions.7 Within this g@lative
’b
framework Lemert in his work on social devian e%ﬁrecognizes
two»broad stages of behavioral deviance. (1) Aﬁe primarv |

1

act of deviation by the 1ndividual which may .

wide variety of social, psychological fsiological
: ‘ o S : y: h .
causes, and (2) secondary deviation wh o2yl f«resses the

influence of ‘social forces.in response

S

. 6David Mechanic, "Response Factors in Illness: - The
~Study of - Illness Behavior," in Social Psychiatry (196&8
PpP. 11-20.. . . ‘ e _‘e
7Ibid. R
. __f“ Tt !
8

E.M. Lemer? Human Deviance, Social Problems, and o
Social Control (Bnglewood Cliffs, N.J.: Prentice Hall, Inc.,
1967): and E. Goffman,.Stigma (Englewbod Cliffs, N J.. .
.Prentice Hall, Inc., 1963)

1

‘. : ’ ' o
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The original causes of deniation often gives way to social
‘reaction inddcing the individual's.defensive, ggressive, or
_adaptive‘responses to social stigma. Susser contends that
thelconsiderable'changes in the s‘ouence of the reers of
_mental payiénts, are the result of organized titudes
given official form in mental health care delivery programs.?
The implication is that professional intervention into
disordered behavior can influence the social capacity to
: accommodate mental disorders, as well as treat the patient
‘directly. '” L o } g

| Su‘sser..10 presents twailevels'of.accommodationvthat
fare liable to professional adjustment:‘ (l) the primary
.stage of accommodation by the fanily or society of she""
disordergd‘fndiv1dual before treatment, and(Z)_the secondary

. "y .

accommodation of the patient after treatment. - o ‘

A high level of primaty accommodation tends‘to
insulate disordered persouns from profes31onal intervention,
‘whereas a high level of secondary accommodation makes.
rehabilitation of the patient_easier;l;» The movement-Of.
the patient appears_to‘be.partly dependent‘on_the degree'of

societal accommodation at both levels.'FQstensibly,-mental
o N

In. Sussgr, Community Psychiatry. Epidemiological
aid Social . Themes (New York' Random House, 1968), pp. 17-19.

Ibid., pp. 41-48.

Mipia.
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e

health care programs should attempt to vary the levels of
g\
primary and secondary accommodation. Since rejection from

created. 'This:has important implicationsfto the visibility
and location of therapeutic facilities within. the community,

in that vthe process of\rejection, diagnosis, treatment and

a

rehabilitation may be enbanced bv this setting.

%.

. B. ychiatric Determinants'

1. Ideologies

Psychiatric practice tends to reflect two broad
conceptualizations of the phenomenon of mental disorders‘
(1) that mental illnesSes are primarily disease f with:‘
some specific combination of. physical causes, apd (2) that
mental disorders are active behavioral disturbances due to'

12
‘Some broad social and environmental causes.vi Current

(_ classifications of mental disorders such as that used by the

Horld Health Organization incorporate both concepts.13

2

.~ The "disease" pevspective. or medical model of mental‘

12M. Kramer,‘”G;OSS National Study of Diagnosis of
‘Mental Disorders: " Origin of the Problem," American Journal(
- of Psychiatry (1969) 125, p.‘l.” _ ST NG
1 Horld Health Organization, Expert Committee on
. j~Hea1th Statistics, Eighth . Report (Geneva: World Health

' Organization Technical Reproduction Services 261, 1963).




disturbances implies that each psychiatric diagnosis'
. N .
corresponds to. a different syndrome,‘with\corresponding

d1fferencés in approaches to therapy- @nd research Current

’dlagnostic manuals such as that used by the American

Psychiatric Associationlé attempt to standardize the criteria
for identifying particular psycﬁiatric syndromes, as well ‘as

categorize those cases where the gross behavior patterns of

patients are not identifiably due to physical pathology.

‘The socialvmodel leans heavily to the belief that the".
external environment by way of:SoCial,~community, and patient,

cirCumstances‘leads to behavioral disorders. Accordingly,.

‘therapeutic intervention is directed to social circumstances

as’ well-as‘the patient. Mental disorders are seen as a

a

fdeterioration process from a state of wellness to illness,

and that chronic psychosis can be averted by effective early

.15
treatment.” .

- A/
'\‘In practice, however both tﬁe roi 1 (external .
v r

LV

{é environments) and the physical ([nternal ehvironmeﬁt) aspects“

'oj mental disorders seem to be inseparable. This is

o

;workers,‘and community mental health counsellors in thevcase

T s

’York; Basic Books, 1964), pp. 35-38.

Nt I " . ) J
. . 3

C l‘American Psychiatric Association, Diagnostic and
Statistical: Manual: Mental Disorders,.an edition - (Washing-

‘ton, D.C.: Committee on Nomenclatur'e and Statistics,_1968).

1'SG...Caplan, Principles of’ Preventive Psychiatrx (New

~
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management . of psychiat%ic patients.

2. Reliability of Psychiatric A5f6i§i2nt : L
Despite ideological differe‘pes bet \proponents of

X medical and social models of psychiatry, ‘the practices of

g“ .
both groups tends o be reinforced by what society 1n3gereral
@ Ve

m identifies as aberrant behavior. In this important sense,

«

Es
societyjrelies on the diagnostic exnertise of psychiatrists

-for the admission of patients to organized mental-healthL
:service programs, as vell as their discharge and rehabjili-

tation into sgfiety.- The.availabilitv of‘ps'chiatric

—

specialists is considered fundamental to the operation of

mental health programs, regardless o?xthe level of care

being prov1ded and <the. associated treatment methodologiés.

being implemented.164 In the face of divergent treatment\

nethodologies and ideological differences, the critical o

i i

aspect to patient flow through mental health nrograms

facilities ;and agencies is the. reliabilitv of psvchiatric

N

diagnosis. Studies have shown that despite experimental

g

(changes in diagngstic criteria,.the rates. of diagn@sed

[~

- psychosis requiring hospital care remained consistent‘with

17 Lo
previous patterns of practice. - With less acute.conditions,k

T
- . 3

LQG. Caplqn, The Theory and Practice of Mental Health

Consultationi(London.‘ Basic Books, 1970)

0

v 17E H.-dare and J. K.-Hing (eds. ); Psychiatric Epide—
miology (Toroﬂto." Oxford University Press, 1970),
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: changes in assessment criteria resulted in diagnostic

differences between clin1ca1 psychiatrists.18 DeSpite‘
oy [od "

ideological differences, psychiatrists, as’a group,‘tend‘to-
agree on broad diagnostic .categortes. A recent International
study by the World Health Organization into the reliability
of psychiatric assessment of schizophrenic patients indicates

that 94 percent of the tested clinical psychiatrists agreed

S

/

on the ICD (Internati nal Classification of Diseases) 3—

.dlglt diagnostrc c tegory of general schizophrenia, and

68.9 percenf’agreed onsa more specific 6 -digic classifi-

cation such as paranoid schizophrenia."_-19 _;,:

: \ _
/}n"sum, there is geheral reliab%!%ty of psychiatricv

~ 1
|\

R ; - K _' e 1 s
assessment; and tha_,reliability-tends to 1increase as more -

T
I-~

51mple or general diagnostic categories are used Further—
more, - the profe351onalization of diagnostic procedures has'
. < .

‘made psychiatric practitioners a prominent‘factor in the

formhlation and implementation'of mental_health_prograns{

: L
18J “Wing et al, Reliability of a ?rocedure for

eMeasoring and Classifying Present” Psychiatric State,™ Britishav’
Journal of Psychiatry (1967) 113, PP 499 515. :

Lo 19 Lin, E.M, ‘Brook, and N. Sartorius, "Reliabilihy of
”Psychiatric Assessment in International Research in E _
Hare and J.K. Wing (eds.), Psychiatric Epidegiology (Toronto.

Oxford University Press;, 1970), p. 138. L

.‘ /‘
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ITI. SOME PROBLEMS IN DETERMINING

HENTAL ILLNESS 1IN A TOTAL POPULATION

A, Public Health Concepts

"In general psychiatrists»have tended to 20
concern, themselves with individual patients."

-

The mental health care needs of a total populatidn
are difficult if not 1mpos51b1e to meet und;r an exlusive -
.one—to—one approach byllimited numbers of psychiatrists.21
Moreover,‘the belief that mental health care was unevenly‘

//‘ distributed and was not in proportion to the population
served, has precipitated a widening interest in regional
mental health care planning.'

vlhe appropriate mobilizatlon of mental healthv

‘_resources, however» depends on and is limited by the eplde—

miological (agd demographic) dat1 avaxlable on the target

_, H

, population.??' Thls 1s partxcul&rly relevant to the potential

'success of primary, secondary, and tertiar\ prevention of

psychiatric morbidity in a given regional nopulation.
L
PrimaTy prevention is concerneﬂ with the’ actual

. i

. 20 Hilleboe and P.V. Lemkau, "General Health
(Administratiqn and Mental Health," in S.E. Goldston (ed.),
Mental Health Considerations in Public Health - (Hashington
D.C.: U.S. Government Printing Office, 1969) p.~1?

°

21” R{N. Blair, Mental Health in Alberta: - A" Report on
the. Alberta Mental Health Study, Human Resources and Research
.and Development Executive Council (Edmonton: Government of
_Alberta, 1969) ' : : ' :

‘

T -22M Kramer, Qpplications of Hental Health Statist1cs:°
. (Geneva: WOrld Health Organization, 1969) . 9. :
2 ; o . -



16

av01dance of disorder, by identifying and counteracting pre-

morbid conditions. Unfortunately, this approach is severely

hampered by the inherent. definitional problems of mental

111ness, and the extent to which causal agents, and the

" sequence of environmental circumstances which precipitate

mental disorders,'are known. There is'continuing research
into social and s:tuational high risk factdrs . and their
pre-morbid combinations, but verv little is available in.
‘the way of firm epidemiological data on which to base

23
programs.

I is'possible, howeyer, to prevent to some extent'

mental disorders-: that are sequelae of other 111nesses such

J 'as alcoholism, drug addiction, ‘and phvsicak\pathology. The

™

SN

"preventible™ component of mental illness, and mental
deficiency may be more relevant to general healthbcare.

services, than to direct mental health care programs. In

>

areas such as perinatal and postnatal care, ‘genetic

counselling, and‘metabolic'therapy, it is.clear'that'the
scope, and quality of general health care (and potentially

soc1al development) have a great deal to do with lowering

.the 1nception ‘of mental disorders. Information systems such

as h1gh risk registers,'and integrated health care patient

‘records- would be an essential first step in providing the

23D3Vid Mechanic, ‘Mental Health and Social Policy o

(Englewood Cliffs, N.J.: Prentice Hall, Inc., 1969), p. 101.

t;wﬁ‘ "
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necessary dita to implement these programs,

stahlished disorder is a Late ‘Stage . at which to take
’ . . A ) .
actiop,ert the majority'of epidemiological data is based on
demonstrated mental illness. ‘Secondary prevention, the °

avoidance of further aequelae, and tertiary.prevention, the

avoidance of chronicity, tend to absorb most of the mental

health care resources. In the transition from a singular

patient orientation, to the commitment of organized

<

i resources to reduce morbidity in the total population, data

systems on the population 25.

may already be available to guide such change.~

B. Epidemiological Considerations

.

Epidemiology is frequentlg‘called the diagnostic
science of public health."” ' S

'As “such, the major concer of epidemiology is the

distribution of disease, defects‘ and disabilities in

populations. If the organization of'healthvcare services is

¢

directed to countering morbiditv."epidemiological research
may also include interventiqn svstems "and the impact of such
/-

The above‘may_be summarized into parameters of

240 C. Cassell and A. H Leighton, "Epidemiology and

' Mental Health," in S.E. Goldston (ed.), Mental Health

-Considerations ‘n Public Health (Washlngton, D. C.u' U.S.

Government‘Printing Office, 1969), '69

kS
Y \,, -

ulgﬁDavid Mechanic, "Problems and Prospects in :
Psychiatric Epidemiology " {n. E.H, Hare and J.X. Wing " (eds‘)g

- Psychiatric Epidemiorogy (Toronto/ Oxford University Press,
. 1970), p. 3. , ‘ )

— LS
B ’

«©



. | o S v 18

operational research as:_v(l) thc original measurement of
51gn1ficantﬁumlth problems in the population, and (2) the
evaluation of programs implemented by a remeasurement ‘of the 4
target population. Theoreticallv, thc.evaluation of programs
23
largely depends on the degree to which goals have been -d' /(
,determinegg)and that health care goals should be related to
, morbid and pre-morbid conditions in the population.z6
Accordingly, the follow1ng sections will examine . the
applicability of epidemiological methods in estimating the
rrevalence‘and incidence of mental illness in_a total

p pulation.

1. Prevalence o

,Prevalence rateS‘attempt to descrihe the amount of
disorder ex}sting in a defined/population, either at a point
in time (point prevalence), or. oveﬁ some defined period of
time (period prevalence) 27 Prevalence surveys, indicateva
‘ cross sectional view of the population, but do not
‘necessarily isolate the causes or circumstances of. cumulative n
‘mental dlsorders. vFor example,uihe enumeration.of one |
sChiszhrenic case nill.register a sinéle incident,lbut may /(-‘
_ not-prdvide data on changes in illness statusvand circum- |
n o : :

i
e

26For a more detailed revirw see, ‘M. Kramer, Appl -

cation of Mental’ Health Statistics’ (Geneva' World Health
Organization, 1969), p. 9. : : »

27M. Susser,iop.‘cit., pr 205.
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‘stances, or sequelae between the time of onset.and enumer-

ation. - o . S . - ' .

.The technical aspects of survey design, case4finding,'
classiflcation; and statistical methods w1ll not. be dlSi
cussed‘here;'except to point out that valid prevalence
'surveys of total po;blations are rarely considered feasible,
due to the expense and complexity involved.

.' }‘ Prevalence surveys by population sampling -are more

common. The well publicized Midtowh Manhattan Surveyzg_

-found that. less than 20 percent of the adult (aged 20- 59)

poéulation ‘surveyed had always been free of sSymptéms
. o~

related to‘nental problems."The,Stirling Countv Sthdyzg‘
founthhatvbetVeen"33’to 50 percent of the sample population'
were free‘of symbtons. _Thelgeneral message of - these and
other prevalence surveysmislthat a sitnificant portion of

the public are»Sufferihg; or have.suffered from mental

-

disorders. . The psychiatric significance of data from

'prevalence suryeys is the major problem. That 1s, do

prevalenCe surveys determine the proportion of. the population

rat risk to psychi tric disorders, or is.the ac{ual risk to -

“lesser and transient levels of mental distress’

a

Although there ‘1is continu1ng rcsearch into the extent

- o i' | | ‘: | »

28L. Srole et al., Mental Eealth in the Hetropoli%:
_The Midtown. Hanhattan Study (New Yorkg McGrag—Hill, 1962).

. 29D.C. Leighton_et.alt, The Character of Danger (New -
York: Basic Books, 1963). Ty ' : '

NN

T T e
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and distribution of mental illness 1n the population, using

a variety of “illness" standards, much of this research is

difficult to validate.30 ﬁeqhanic summarizes the dilemma in

this way:  "As theiconceptoof illness expands, the prevalence‘

' 31
rate increases."

Cy

. 2. Incidence : ;

Incidence stndies are actually the gathering ‘of data

on disorders of patients vho have been registered for

e
%

treatment in mental health -care 1nstitutions. The major

P

.advantage of - incidence data.is that the circumstances
relating to mental disorders are u8ua11y included within
the psychiatric diagnosis. The datavcurrently reported by
service agencies,provides infornation on a large.numher of
cases such that statistical analvsis may be carried out
without straining the data.32 Desprte their limitations
fo7/:stimating the total incidence and - nrevalence of mental
disorders,,institutional data may provide a solid start to

the planning and 1mp1ementation of mental health care

programs.

30A H. Leighton, D.cC. Leighton and R.A. Danley,.‘ _
"Validity in Mental Health Survevs,”" Canadian Psychiatric
Association Journal (1966) 11, pp. 167~ 188 :

31David Mechanic, HentaI Health and Social Policy
(Englewood Cliffs, N. J.. Prentice Hall, Imc., 1968), p. 66.

32M Kramer, Application of Mental Health Statistics

(Geneva. World Health Organization, 1969), p. 15.

a



In that epidemiological investigation depends on o

"some degree of consistency 1n case identiflcation, morbidity

information on mental illness draws heavily on psychiatric

-

data. This,agrees with the social policy wherein

,psychiatrists are the major reference group in society for

’ determining the 51ckness ‘'of unusual behavior. Accordingly,'

much of the statistical information on "mental health;" is
)

in fact data. on psychiatriﬁ*morbldity. Statistics Canada,.

oS

Ain their Hental Health. ' gtatistics, is'reporting data
generated hy, psychiatric activitv. Demoéraphicfanalysis of
this data may reveal patterns of high risk characteristics
-in a populafion which may in turn reveal.a more appropriate
distribution and style of organized 1ntervention to reduce
pre—morbid and morbid sfates. Similarly, the evaluatlon oft”
the effic1ency and effectiveness of mental health services
:delivery may be carried out by enamining those crlteruﬁ?f

ariables characteristic of the functioning system,‘such as:
‘irpquency of patient contact'.case flow in terms of
admissions and separations, cost‘analysis and economic'@ : /
vgrationaliration, and many other quantitative measures of
“organizational act1v1tv.; In most cases, quantitative
analysis tends to reduce“adminfstrative uncertainty;xgnd is,
therefore, a fundamental asset to the planning, management,
and control of patient service activities. |

The prime source of incidence data is derived from

’patient records and is of tup basic tvpes: (1) cross-
" . B NN R T

Ty
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sectional data on age, sex, diagnosis and demograpﬁﬁc

& N v

. 'V'

.Provincial Mental hospitalsﬂ agd (2)

" L . ¥

~vgqu'¥;t data that
reflects changes in patient po%ulation over a speeific
period. ' .. . | e B
l(ratnca_):‘}3 describes three basic nethodg'of collecttng. “
crOSSQSQCtional data: (1) by case register, conbining. |
'individual_patient data from a'defined range of psychiatric
'Services within'a‘geographic Suhdiyision, (2) sampling
rmethods.by special.survey_to obtain’nofe-detailed data on
‘particular pa%ients admitted to a'facility‘during a defined
period; and (3) tabulation of a selected diagnostic subject
(for example, a distribution of annual admissions by age,
sen,'marital status and geographic or1gin) from each
facility. Of these methods, tabulation of selected

b
diagnostic groups predominates current data collection.

The case.register‘mezhod, although the most ideal:
source of information on psychiatric patients, is probably
the most difficult system to implement. This concept is not
only complicated by the mechanics of reporting .and statis—
. tica11y integrating data, but also raises professional and J

.

~ social questions on the ownership of patient information;_

Ibid., p. 17.
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Despite these difficulties, an EDP case register system of

- -

patients referred for care to psychiatric facibitibs
(whether in or out of hospital) is being currently used by

the Psychiatric Services Branch Saskatchewan Department of

Public H'e_alth.34 At the present time, the Division of

Mental Health in Alberta is contemplating the development of

~

a similarvsystem._

Sampfing methods are not routinely performed 'and are”
primarily ,used for micro analysis rather than large scale
vaestigations into the function of mental. health service
(systems, . |
| From ‘the standpoint of availability, the tabulation
‘ method of gathering psychiatric data provides the bulk of

mental health services in €anada todav. Mental Health

Statistics (Canada), annually tabulates a wealth of data

. .\ - . .
reported from institutions across the . country, of a general

nature as well as data made’ spec1fic for age, sex, marital

status and general demographic éharacteristics. Avmore

”,

detailed tabulation on a provincial basis of such factors as

<

geographic origin and distributions of patients is available

'from the Annual Report of the Department . of Health 1nc1ud1ng

Vital Statistics Division (Province of A berta;

- 3!'li‘or a description of the Electronic Data Processing
(EDP) system refer to, A.H. Neufeldt, "A Province-wideéﬁﬂﬁ
' System for Community based Psychiatric Services,” in - ™ g
Canadian Psychiatrﬁc Association Journal (1969) 14, pp. 13%11 AR
141 . . BN
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IV.  MENTAL HEALTH SERVICE CONCEPTS

“

A. Community Mental Health
' Underlying current social policy on mental health care
programs is a belief in the early diagnosis and treatment of
disordered individuals, and the rehabilitation of patients.
In fact, mental health care programafhave undergone
con51derab1e change over the years, yet the manifest
philosophy ofvearly treatment and rehabilitation has remain-
ed more. or less constant
Pinel advocated over 170 vears ago that the insane
\
'should be treated with kindness and dignity.35‘ Rossi
describes the contribution of medical men to a more humane
ethic in the 1890'5.- Y
“"Frederdick Peterson and - John Chapin began
advocating a new type of institution for the
-care of the insane. This new institution
called a psychopathic hospital' was to be
located in the. community it served, ‘in contrast
.to the location of asylums, and its primarxy.

function would be the provision of treatment
rather than- custodial care. "36

The implicatioﬁ was that mental patients required\instit-

"'utional-treatment of their "disordersﬁh but these facilities

should b phicaliy near thchcommunity. . The proposition

that the_communit

@ -

environment outsidevthe’hospital wallsv"

35P} Pinél A Treatise on lnsanity (New York."H“”fner'

~Publish1ng Company, 1962), 'reprint.
O

. 36A H Rossi "Some Pre~-World War II Antecedents of
Community Mental . Health Theory and Practice,” 1in A.J. Bindman
.and° A.D. Spiegel (eds.), Perspectives in Community Mental
Healtb (Chicago: Aldine Publishjng Company, 1969), p. 11.

B

~
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could be therap Vic was: presented .as early asg’ 1906 by. Adolf

Meyer.37, ,Rossi goes on to say that the concept of community— -

oriented care, became known as the "mental hygiene movement "

and by 1930 led to the first: International Congress on
Hental Hﬁgiene in’ Washington, D. C. The purpose of that
meeting was to formulate a mental hygiene policy Taken
from the same article by Rossai:

'"The National Comnittee recommended 'a four
fold program, one of ‘treatment¢ and prevention;
education and” demonstration and includes, among
"others, the following basic activities:
Integration of mental health principles into

%(,the Practice of social work, nursing, public

" health administration, education, indystry and
government; encouragement of institut onal g
programs favorable to the creation of mentally
-healthy’ ‘environment and the co- ordination of
community forces to this end'. "3 ‘

Further to tﬂe attempted zmelioration of psychiatric
facilities throughout the first half of the twentieth

vcentury, the 3urrounding community is now being considered.

"as a. potential locus of therapy.

v

‘B.‘ Therapeutic Concepts of Community :\

In general . terms, current mental health cqre
literature promotes the belief that the process. of treating
and rehabilitating the mentally ill must include Vthe

community. Klein argues that more traditional models of _’

37 1b14d. | p. 20. ' L .

Ibid., p. 23.
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“psychiatric practice for years \required that, "people

(¥ .
o

entering mental_hospitals\;nd clinics check their communi-
he

tl ?-at the door."3? T] ajor nole of cOmmunity psychiatry

o by contrast, is to alter the quaiity of individual and

K

social interaction in order to restore disordered persons to

the community, using the community itself as a major locus

of therapy.n There are’ varying theoretical propositions by:
‘ proponents of community psychiatry as to what degree this
may be possible. I ' \

Caplan pProposes that psychiatric morbidity can be
81gnificant1y reduced by a series of preventive programs

»

directed at high risk factors in the population. v"Primary

prevention “would reduce pre—morbid conditions, secondary
X i g"»‘( )
¥
intervention" %ld alter the course of incident mental

'illness, and "ter iary prevention could reduce chronicityv

by active rehabilitation.4ob SR '_4 o o

Primary prevention may be considered as the maximum

degree of professional\intervention Anto the very fabrf% 8f

=) : ~

society. The underlying hypothesis here is that socially
patterned behavior is- ‘not necessarily sane, and that some

incidents of aberragt behavior may be" due to social

"insanity; rather than the psychotic‘states of digordered

-

"39D.C.<K1ein, Community ngamics and Mental Health

(Toronto:- John Wiley and- Sons, Inc., 1968), p. 10.

s

- .AOG. Caplan, Principles 6f Preventive Psychiatry (New
York: Basic Books, 1964), p. 16.. : _ o
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ind'ividuals.l'1 vDuhl argnea that primary prevention should‘v
be the main thrust -of social psychiatry and that the-major
role of psychiatrists would be, controlling the~environment
which.man has created. 42 ‘Eaplan does not sharefin Duhl's

optimism, and concludes that a combination of social, as

well as individual ;atient therapy is . probably more viable.é3

Despite snecific ideological disggreements in the .
¥

literature, there is a strong trend to practice community

L3 » .
psychiatry, and deal with speciftc catchment populations on

[

a consulting basis as vell as in ddrect "one-to-one" terms.
v o , .

c. Integrated Health'Seé;ices S | B
As Hell ,as providing for comprehensive leve %@

'u

mental health care, current lLterature is proposing hat

mental health at the community level become an integral part

o ‘ . . N

of general- health programs.l'4
Most of the: theorétical" reasons for 1ntegkitipnaré

based on the holistic iew of mental and physical £ nctioning}

N 4 . : . 3 -

41E. Fromm, The Sane Society (New \ork.' Holt,_%&nehart—
and uins:on, 1955). ‘ » .

' S . P Yo
. 42L.'Duhl (ed.), The Urban Condition (New York:. Basicl”‘
Books, 1963), p, 73, ' L - : .o o

Caplan, The Theory and Practice of Méhtal Health
Consultation (London: Basic Books, 1970)

“4H F.-Shore ard F.V. Hannino (eds.), Mental Health
and the Community: Problems, Programs, and Strategies (New
. York: - Behavioral Publications, 1969) o : : ’

~¥
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Shands_proposes_that-the 'mind is not in the head," that is,

mentation involves the whole body in ways which progress—{
45 .

ively change ‘with competence.v " The separation of mind"

“from a responding "body,".may be - ‘a premature - limjitatian of

. 'potential therapy andirehabilitation.46' The prac:ical

s

<

overlaps between psychiatrists proposing a soc1ogenic, or

problems in living hypothesis to mental illness, and those
primarily supporting a pathogenic orientation, may in a
broad sense- support the holistic framework of health.

Integration might encourage communications among the

professionals, as well as facilitate clinical attendance for

‘Q. .
patients.who‘had moré than one type of health problem. -

-Furthermore, if mental‘health services are to also‘proVide

-

for the enhancement of effective social role. capacity, then

it would be appropriate to 1nc1ude facilities and personnel

\

.related to social development. The greater message of

integration is that, although there may be many illnesses, .

’

the concept of "health" should be unitary,min that- the
individual is the - obvious common denoanator in health care
. . . &%
programs.v It may, therefore, ‘be moref p;nopriate to view .
s
the process of healith services regionalizition as the‘

U

. A Critical Appraisal (Detroit‘

,
0y

45H C..Shands, "Why the Min£7 s Not- in’ the Head "im
M. Levitt and B. Rubenstein (eds. The Mental Health Field:

: ?yne:State‘Universi;yf'
Press, 1971), ) :

A
o
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integration of general and nental healch services, rather

than an independent decentralization’of large blocks of

separate'facilities'such as provincial nental hospitals.
In sum, the preceding sections -of this chapter have

attempted to p@ovide an overview of the literature.

lNotwithstanding the’ conplexity and diversity of the subjects

1within the .area of Hental Health, the dominant trends»

indicate:
' 1. that mental health problems are being explained

within a total social and cultural context (social pathology)

"as opposed to solely dealing with individual psycho— |

pathology.
2, Athat interdisciplinary programs are being
organized to bridge the gap betveen the mental hospital

the community, the family (or extended family) and the-

'-patient.

3. that there is a trend tovard the redistribution

‘of psychiatric services on a regxonal basis.‘p. N
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CHAPTER 3

A CONCEPT OF REGIONALIZATION

Current social policy‘as denonstrated bf recent
Legislation is promoting the regionalization of mental health

. services, and ultinately all health care prograns. Con-

~

,sistent with these initiatives are the-connonplace goals of

improving the efficiency and efféctiveneés of-bOth the oo

regional health organization, ‘and the health bureaucracies

at the Provincial level. \

The concept of regionalization will likely evolve from

. the bargaining process between diverse interest groups.

N

However, there are general guidelines around which the

:process:of debatevwill'be'centgred}.'

.8

As a setting for the discussione contained in this‘g
‘chapter; a genera1~concept”of regionalization ;ilj heb_draw'nr
,f}oﬁ aelected institutional and geographic,factoréa_ The_
following sectionslwill deal with“ocial and noliticaln
guidelines 1éading to regionalization; paying particular,..'

attention tovlegislative'paraneters-

I. A GENERAL CONCEPT OF REGIONALIZATION

AL Health Services Delivery on'aiRegional Basis - x o

o The concept of health program regionalization

-generally refers to the syste-atic distribution of organi-

,/‘

30 - ¢
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| | i . |
zational and economic means to promote\the overall health
‘status of.defined_pOpulations,47 For.the purposes of this
study the delivery of health services:reters to the
provision of specific human and capital resources to promote
‘health, rather than the distribution’of "health" per se.
"Health” in turn; is anroutcome of complex professi:nal
environmental and patient interactions,_and must, therefore,
be established bvievaluation; and not by'assumption.‘
Regional health programs would attempt to rationalize their
consumption of scarce health care manpower and funds, on the
basis of»promoting real benefits,to the population.

’ Basic.to the*implementation of:regional health care

the design and developmeqﬂ of. organizational < ructures

within which various professional bureaucratic and partici-

pant social units can fuqction.t In the ultimate sen.e such

an organization would deal with, the effectiveneés (outcomes)

IS
-

of particular patient services, and the relative economic

efficiency of the regional health delivery system.éa‘ilns

' 47This d@finition of regionalization has been derived'
from JJR. Griffeth, Quantitative Techniques for. Hospital
Planning and: Control (Toronto: D.C. Heath and Company,
1972); and F.D. Chu and S..Trotter (Nader Reporters), The
Mental Health Complex, Part I: Community Mental Mealth :
Centers (Washington, D.C.: Centre for . Study of Responsive
Law, 1972). S R

R

s 48 " Etzioni, ."TVO APProaches to Organizational T

'Analysia. ‘A Criticue and a Suggestion." in: H.GC. Schulber
et al. (eds.), Program E¢aluation. in the. Health Fields EL
(New Yo:k: Behavioural Publications, 1969) B

. o e

“ . 5
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- practice, the understanding of what constitutes an effective,
‘Vtotal outcome is far from unanimous. This 1is partly due to

'the fact that health care infgeneral and mental health

A

programs in particular, tend to serve diverse interests. In

the face of such'divérsity, it would appear-that the
.organiaation will have multiple'goals. -Therefore, its
1Structure must accommodatefthe resolution of conflict, as

well as provide the;capabilitngE delivering multiple health

services. .
o ‘In the final analysis, before real health benefits

"can be derived at the consumer level there must be‘a'

structural capacity to do.f It is also imperative that this
organizational structnre be conceived as a neutral instru—

ment of service that is responsible to its regional popul—

’:ation, and yet remain responsive to the socio economic, ‘and

'ipolitical,interests of Provincial public.

- B. Regional Concept of Demand for Services' -
To facilitate the planned distribution of health

service resources on a regional basis, the nature and

ﬁguantity of demand should be estimated*for_the projected

service population. Demand for services may be analyzed by
. " ° . .

,,examininthwo'basic and interrelated variables: (1) the

needs" of the region, and (2) the willingness on the

part of patients to participate in regional programs. »In*

" the area'of mentfl illness, the.definition'of the needs" of

FIEN

)

r

¢
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?ﬁ¥~. t.h'e.p,‘opultat:ion'-i's,.aeno;'mously.d'iffi'cult.l‘9 The question of
o villingness is assum;d to be demonstrated by the number of
'"QgLVOluntary and involuntary patients that participate in“
7(demand) organized programs. “The dichotomy between. volun—
vtary and involuntary patients is important in that regional

e

mental health programs respond to- both the_'willingness" of

uvoluntary patients, and the willingness _ofvsociety to

commit involuntary cases for treatment.

A

In terms of regional mental health planning this is
an lmportant distinction since the distribution of voluntary.
versus involuntary patients in a given region will affect the
size amd characteristics of the regional program. In
essence the de f\ition of a regional population baSed -on

in- patient psyc iatric need, versus preventive and
rehabilitativef eed may be'contradictory.- It is conceivable
'that adjacent re'fonal areas ‘may ha e to share psychiatric

hospital facilities

“here the.distribution.can be
improved. The historical'case has‘been to concentratey
"involuntarya_and_othervise:difficult‘cases'in one‘offtwo.

4Provincial mental tatilities.v Characteristically; this sort

>

of regionalization tended to specialize proVincial hospital
T

‘\_' programs on the basis of a relatiJely small but difficult'

case load.

‘ 9 ’69The needs approach has been previously/elaborated
in Chapter 2, pp. 17 23 of ‘this study._ ’
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Given a'more comprehensive approach to program

planning, regional services would have to face the demand of

- a more "nornalized"'populationltha;-ﬁonld-tend to seek_a

broader af;aj of nreventive and rehabilitativelsernices-on

a voluntany as well as an involuntany basis. |
Basie'eo the resolntion'of diversified denand is.the

- concept of geographic availability.so As an important

»aspec; in geographic accessibility;vecological 5oundaries-
‘vould'hayé-to be connidered,prior to establishing a aerviqe
nopulation;: This neans-;hat the travel time in,;ural, as
'vell‘aé urban regions nillﬂlafgelylnetetmine vhether”mental
health progran; afe.considere nearQand‘aocessible; or
distant.S}l Although'cultural econonic, and psychological
Vacce331bility are equal in inportance to geographic'
considerations'in structnring ptograns,ithese factore‘are_n'
unlikely toAbe~sofVed-£y formula. 1In fact, thefdverf

formnlation‘of such specific policies would :ontradict -

.

tailoring speeific progra-s to neet.regional needs..'Accord-

ingly, policy fornulation within tegional ateaa should be '
encouraged by the developnent of regional organizations to

monitor denand,-and provide rational inputs into higher—»

305 g, Griffeth op. cic. »’"-?,ﬁ 24.

3lsee I.R. Gfiffeth Taking the Hospital téo . the

Patient: Home Care for the Small Community (Battle Creek
'Hichigan.. H.K. Kellogg Poundation, 1966).'

oA
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level regional, and'Provincial’authorities.
‘ S i

I1 SOCIAL AND POLITICAL
' CONTEXTS'OF.REGIONALIZATION” |

A.  Political Underpinnings

The literature is abundant vith coherent ideology,
and optinistic proposals for regional mental health
programs, but these have neither been widely implemented nor
proven effective. Hechanic points out that'~

-"The operation of mental health programs has.

ptOceeded more on an ideological thrust than

on any enpirically supported ideas concerning

. - the feasibility and the effectiveness of
' particular alternatives "52

In the absence Bf a unitary concept of nental‘illness;§3 and
diverse odels of therapy;sa the mental healthdfield.is’
:particularly open to public aa well as profeSsional

controversy._ It is not surprising that the mental health

' field is beconing more and more dominated by political

~

g

' 52David Hechanic, Mental Health and Social Policy
(Englevood Cliffs, N.J.: Prentice Hall, Inc,, 1969), p.096.

Eeh

: 53U A. Scott, "Research Definitions of Mental Health
and Mental Illness,” in H. Wechsler, L. Coloman and B. M.
Kramer' (eds. ), Social Psychology and Mental Health (New
York‘ Holt " Rinehart and Winston, 1970)

SAR N. Butler, A Critique of Anerican Psychiatry and
-Medicine: Ideals Versus Realities (paper presented at the
"University of Delawvarée Health Science Synposiun, April 12,
1972). : , .
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processes.55 Part of the redson for this has been tne

. growing conflict'betneen the established’nentai health

prefessionals and tnoee that a;e'attenpting to 1egitimate
their plaee in the fieid.ss The political'basis ofJ.
prnfeésional noner in health.ca:evorganizations has been
kn&wn“%br some time. Accotning to VOilmet and Mills:
"thempting to influence govetnnentai &ecisions is one of

j e _ enta » |
thﬁ historic purposes of organized medicine,"57v

g : There is no evidence to suggest that the influx of

{

additional professions into_the politics of mental healthl

T

wigl improve the effectiveness of patient programs.

quevig;;it.may be ppssible to_increase the'scope of Services

‘by de-empnesizing the role of medical care provided within

PR

7

'1nstitntﬁnns. This would mean ‘the development of/sncial
‘ ‘} o . o - T . .

) ! : » L
‘the residue of in-patient facilities. Rather ‘than

%

"

>

,

?snpport systems and service networks, in combination with

fpreting:regionalization as the eipansion‘of treetment

v‘d'mainSvfbr the psychiatric profession, or the displacement O

v

e

33R.H. Connery et al., The Politics ‘of Mental Health:

Organizing Community Mental Health 1in Metropolitan Areas’
- (New York. Columbia University Preas, 1968). .

Y
v .
;

: 56A R. Somers,\"ﬂealth Care and the Political System,"
in American Journal of Opthamology 73 QPKApril 1972), PP-

'-600 609.

57H M. Vollmer and D.L. Mills, Professionalization.
(Englewood Cliffs, New Jersey. Prentice Hall, Inc., 1966),.
p. 321. : o A '

Y
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of the'paychiatric role by non-medical professions, the idea

of regionalization'should be‘to provide a comprehensive

range‘éf accessihle, and coordinated services that would
_include_the:rational.participation of medical and non-

medical health worhers. In essence the political conflict

for professional domination of a public service are; is
intereeting, but ignores tke basic organizational problem

of how to integrate the functions of diveérse professionals ;___l_.

to.serye-regional publics; ' : ' Coe

B ‘ a
“ *

Despite the enormous complexity of attempting to
foster functional ‘as well as palprical cooperation of

k
regional health programs,‘thiJ aspect tends to be ignored.

;

'in the current literature. It is interesting to note that
‘the current panacea ‘to such organizational problems is the
.80~ called "health care team approach."sak There is no
1evidence ‘to suggest that the team can simultaneously manage
patient care as well as the health care bureaucracv.
Furthermore, the team concept does not mitigate the fact
gtnat 1t may once again be captained by a single prcfession.

It must also be remembered that the patient popul-
ation is not the only group being‘served by méntal health

programa. Organizations tend to-deal with many publlcs,

that is, . the public in contact, ‘the public served, and the-

-

58J E.F. Hastings, The Communitv Health Cen@re in

.Canada (Ottawa: Department of National Health and Welfare,
1972), p. 35. .

-
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public—a't—large.59 Similarly; mental health organizations

must endeavor to serve and hear diverse publics, namely, the

patient, the surrounding community, and the provincial

public. . | ' _ ! : : / =
| Previously, the majority.of‘public mental health

-programs were primarily orie@ted togferve'the.Provincial
. P .

public. Despite the‘regional locale of facilitiesg most
programs were designed for a type and size of patient

~ populatiom that could,not have been referred solely from the

: N ’ : . C ) .
surrounding community. This being the case, professional

and'bureaucratic workers in thesevfacilitiesjaddressed their

responsibilities to the. Provincial population. Under these -

. ‘#Z%"
circumstances it would be next to impossible to deal vith

- the regional puhlics specificallv, without distorting the
_original mission of providing Provincial (as opposed to
community) services.-»’ |

Explicitly, some compOnents of the provincial mental;
'health structure should be responsible to the patienti
‘populatiOn being served at the regional level. This | E .
,redistribution of responsibility is an essential feature of

]

"regionalization, unless of courSe, the idea of regionali—

'zation is to disseminate Provinc1al psychiatric facilities

'

throughout the Province. The difficulty ofathat-course,fis

. _59P.H.”Blau'and'w R. Scott, Formal Otganizations
(San Francisco: Chandler Publishing Company, 1962), p.‘196
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~:that'institutionalAprograms are under»egonomic and social -

pressure to reduce their provincial orientations in favor of’

L]

a more regional outlook.

B.‘ﬂ\Legislative Parameters' |
fhe‘degree to whicﬁ"the development of regional

' mental health programs‘ean be‘implemented depends largely
on the interaction of elite publics.60 Therefore,‘regionf
alization is linely to be the process andJOutcome of N
political compromise.f~The question is, what are  the basic’
parameters around which the process of compromise will |
revolve’_: |

The’natureband eitent of information regarding
regionaliaation impoaes certain limits on decision alterna—
:tives.t In the case of regionalizing'mental health services,
the fundamental standards for decision- making at. all 1evels'
are incorporated in Provincial legislation.:‘Although the
outcomes of bargaining between bureauorats, professionals,
and‘diuerSe publics are‘not‘routinelf predictable; it is
important to reiiew the~basio_Legislation whieh-will guide_
their debates. | |

Asla maximum boundary condition to such,discussions,

~

’ &
v-_public mental health programs have evolved as a Provincial
: - N :’

'

i A

60R H. Elling, "The Hospital Support Game in Urban
-Center,' in E. Freidson, The. Hospital in Modern Society
'(London: Collier—Macmillan Ltd., 1963), pp. 73-111.

® ' . .

- . ' .
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responsibility.61 Accordingly,_the first stage 'in region-

1 -

alization would deal with those‘persouﬁel and facilities
'If“ /

presently under Provincial jurisdic*ion. The second, and

subsequent stages would relate to the functional coordinatir 7

e g
of private professional practices and the mental health
programs being run by hospitals and institutions'under the

Alberta Hospital Commission, as well as by Federal health

programs. . ) i - B
. ““ ,

e

The emphasis here will be to. review important-legis-

_lation dealing with Provincial public mental health services.

1. ADecentralization

Despite the regionalized authority of the electorate,
the process of legislation is largely centralized at the~'
Provincial capital. Significantly, the administration-of
'public programs, including.that of mental health,htends‘to
be centralized as well. Undoubtedly, there are‘tremendous .
advantages to central administrative authority, but there isd;
also ‘an increasing difficulty in trying to deal with
specific regional as well as Provincial needs. In’response
to this complex and enormous task governmentS'arewbecoming

increasingly dependent on the administrative process for

the»jormulation of specific mental‘health pdlicies as well

<

61For ra brief historical review of the Provincial

Mental Health Service, see W.R.N. Blair, Mental Health in
_Alberta, Vol. II (Edmonton' Queen K3 Printer, March, 1923),
PP- 8—33." . : :

~



41

'as the:r execution..62 This has not only increased the size,
and complexity of the civil service branch, but it has also’
centralizedioperating control over the network of facilities
and programsobeing operated under Provincial jurisdiction.
| ‘While coordinating general financing, and policy‘

El

formulations are- important aspects of central administratlve
authority, these need not absolutely dominate the operating
autonomy of tegional mental-health programs. 'For example, .
Provincial budgetary constraints may be operationalized
‘either by a flexible global budget or the conservative line-

) by line budgetary method threas the former recognizes

X
the dilemma betveen central operating guidelines and

.

,regibnal autonomy, the“latter tends to subjugate,regional
o gl
Q

nuancgéé o sfirice central controls.63 The reorganization of
et AP
?rovingff%%yﬁhtal health services should anticipate thg

simultaneou;yﬁeed for Provincial control and regional

.ca»
pProgram autonomy. )

. : B ) . ' A

‘ESsentially;.thisvstructural conflict'is.the basic

4

62H W. Boyer, Bureaucracy cn:-Trial: Policy Making by,

Government Agencies (New York: The Bobbs- Merrill Company,
Inc., 1964). .

: : 63For a discussion of control versus management >
orientations to budgeting, see A. Schick, "The Road to PPB:
" The Stages of Budget’ Reform," in F.J. Lyden and E.G. Miller,
-Planning Programmin ng Budgeting: A Systems Approach to
_ ‘Management (Chicago.- Harkhan Publishing Company, 1972)
' pp. 15-39. -

Y,
4
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inconsistency between order and‘freedom.64 If regional-

o ’(, N

ization is an attempt to reconcile the dilemma between
central and regional needs, the decentralization of admini-

strative authority should be considered,;;ln snpport:of'this

/the Blair Report recommended that:

v

"The decentralization of control over the
operation of mental health facilities ‘and

programs to the. community level, with _
Government retaining comntrol over plans, ‘ o
policies, standards and finance. The '
decentralization' would extend to the mental

‘hospitals, clinics and similar unitsg."65

This recommendation appears to be,embodied in recent

‘legiislation dealing-with mental health services, namely, the

new*Mental Health Act (1972) To foster decentralized

patient ‘care, and to delegate operational control to

o

communities, the Act provides for the establishment of

3

regional mental health councils;” Further to - this, the Act

4

i allows for the designatfon of treatment “facilities in -
faddition to the'historical ones of Alberta Ho@pitals,

Edmonton and Ponoka.

2. ' Comprehensive Regional Services
As well as-providing for 1evdecentraliiation of
Provincial mental health'programs,_there hasvbeen some

1egislative,pressure to inteérate mental services with those

64,

P.M. Blaand.-_,W-.R. S.cott_';, op. city, n. 247.

65w R.N. Blair, Mental Health in Alberta, Vol. 11,

"(Edmonton., Queen 8 Printer, March, 1973), p. 3.
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_ be in conflict with existing regional health and we}fare

- coordination.

services. : : S . &

Cpp. 10-11. | | R

13
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. of other health and social develqpment programs., According

to the literature ‘the concept of “health" should be unitary

vin that the individual is the obvious common denominator in

.

: health care programs.66 Furthermore, if health programs are

to enhance the effective social role of patients, then it
would be.appropriate to re&ate the functions of social
development to ‘the- preventive and rehabilitative aspects of .
mentallhealth services.6,7 Another concern has been the
possibility of defining regional service boundaries that may

o

service areas, thereby imposing an unnecessary barrier to

L

- At the present'time, government has pnepared legis—

lation for the development of regional health services based

on co- terminal political and ghographic boundaries

LA
S

”1Genera11y referred to as the "Conprehensive Services Act,

vand known as Bill 219,¢Ihis act provides for the functional-

'.\ .:.

.organizational and financial integrat1on of existing. and new’

health programs on a regional basis. Bill 219 provides for%w
.

3 f‘»’:"l.

a regional health board" to coordinate partidipating

66Previously‘cited in Chapter 2, P. 2 of this thesisL

7Refer to discussions contained in®™Chapter 2,

!



service, regional integration‘along theﬂlines;of Bill'219_.
Vvould likely reduce the central. orientation of current
mental facilities. -On the other hand the economic‘and
‘financial control of present programs, by the Province, may
eventually include other health services by absorption.-
Implicitly, there is an. opportunity to’functionally integrate
/<f\\*%uiverse health programs at the regional level as well as
implement coordinated planning at the central Provincial

AN o S 3

1evel.

More specifically, "decentralization of the control

* -

system rests on the fundamental theory that health centresf
’are within the framework of an organization, the (Provincial
jhealth network), vhose function. beside planning health

programs on a regional basis, cansists in supporting health

Pl ]

1','centres, providing them vith instrumentation and channelling

their efforts towards conmon objectives. Given ‘the

-.requirements of guality iﬁicare and efficiency in di;trib-

f

.ution centmes,'this organization is irreplaceable. Finally,

h"ﬂ‘ .

-i decentraleation sigqifies that the Department of Health
¥, i

'kfjl abandons its role of administrator for that of leader and
?planner, a roL@.which cannot be assumed by another in 1its
S pl Le."08

At the Present time, Bill 219 reads as draft_

~

‘6 Quebec, Report of the Commission o@ﬁ;nquiry on
_Health ‘and Social Helfare, Part Two (Quebec’: Government of
Quebec, 1970), P. .65. : ‘

PN P . o N -
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legislation;;its;execution for the moment being optional,

and at the pleasure of Provincial and"” regional politics. .
From the foregoing, it can be seen that regional—_'

l1zation isithe process as: well as thevoutcome of complet‘
X - ‘n,.

. interactions between various publics, regional versus- ;.-”’
ngvincial interests, political bargaining,-variable demand

for services, and ultimately, the very understanding of

[

mental health i It is also clear that .a’ number of compromises

Y IS
hz.:

will have to be made in structuring the organizatiOns that

. [ PR
* . “

will ;eflect regional autonomy within ‘a framework of
éroyincial planning. Finally,.two basic issues arise out ofi;
the many contradictory requirements of regionalization; |
(1) the degree to which central authority at the Provincial?l
level can be decentralized without'compromising overali
'coordination, and (2) the degree to which the regional
integration of diverse services will be possible given the

,competitive interests of existing programs.



CHAPTER 4

ORGANIZATIONAL ASPECTS OF REGIONALIZATION

The primary purpose of organizational change is to
‘improve the attainment of selected goals. ln the.case of '
-Tegionalization; the’goals revolve around: '(l)'the
coordination of regional programs to foster comprehensive:
care for the target population, and (2) promoting -an optimal.
distribution and utilization of human and capital resources
to match specific regional demands for output services.

| In terms of coordinating regional programs, this'n
chapter will attemptAto examine the potential roles of
professionals, and bureaucrats vorking under a. modified

. hierarchy of authority (decentralized) Following this,‘

the structure and process of the budgetary process in

~

R

government organizations will be examined on the basis that
the decision making process at the regional level, in regard
to the planning, management and control of programs will be

significantly influenced by the operating interests‘of

+

provincial.health bureaucracies.

- )

I POTENTIAL ROLES OF PROFESSIONALS AND:
' BUREAUCRATS IN COORDINATING REGIONAL PROGRAMS .

The very nature of the . services providedvby health
care organizations requires the 1nput of diverse profession-

3

als. At the same time,'the complexity and size of supporting

[N

46
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personnel_and,servﬂ&ys necessitatesvsome degree of

'health_sefvices delivery, coordination

.admim;strative coordination.v Given a regibnal'systeh of

would involve: the

Iunc;ional»iqtegration of patient programs, within and

vithout, individual facilities; and the coordination of

human and capital reséurces to prov:ide
effective health services across as wel

. Programs at the regional level. - The fo

O

examine the potential roles‘of‘ptofessi

in coordinating Reg1ona1 Programs.

A, Regionalization and o 69
’ the Hierarchy of Authority ~ °

fff‘regioqgl‘8eivices are in fact

meet particular’yregional circumstances,
. Rt s T )

[acR

of aeéentraliza

fquibility,"ﬂanﬁ factors would 1nf1ué

level of regional autonomy including ec

ﬁ{@ilability of manpower, rural versus

AQpngities,iand of course thé.quality of

. 69"H1erarchy'of Authority" refers

“otgan&zation of'offices for organizatio

positions or offices are organized into
Structure. In the usual case this hier
shape of a pyramid wherein each officia

- his subordinates' decisions and actions
~-to.the superior above him in the pyrami
official has authority over the officia
~ scope of .authority of superiors over su

circumscribed” (refer to .P.M. Blau. and-

P“’ 32)' ‘ . <

efficient and
1 as within specific.
llowing sections

L iy ' : "
onals, and bureaucrats

K

~to be specialized to

then a certain level

tion 1is essehtial to:foster program /

nce the absolute
onomies oﬁ.scale,
urban population.

management. On' the .

to the linear -

nal control. "The

a hierarchical

archy takes on the.

1 is.responsible for
..as wéll as his own -
d and wherein each
ls ‘under him. ' The
bordinates is clearly |

W.R. Scott, op. cit.y
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last point, the higheftzhé level of education of Lnit geads,_;‘
the gr ater the decénfrélization the total_(Provincial
hea th hgtwork) organi¥ation cgn-tolerate.7o_‘civeﬁf
‘responsible‘management,uthe major advéntage of:deéentral—
~ization is tﬁat»regibnél health programs would become more
adaptive to their immediate setﬁicé denénds.71 >The B;sic
organizatioﬁal~a;guménﬁ is'tha:<the tallavertical‘speciél_
ization of-;enfrglized authority can be reduced to promote

horizontal specialization;iz

More Specificslly, hb?izoptai spegialiig%ioniigfe;é

" a more p;ofegsionai Outloék in sérvihg'the heaith otg&hi;f
zations' inmediaté‘publics, by;feduciné'its off1cia1
orientatioﬁ to'its distanc‘pﬁb11C'in:£he fétm‘of Provinciai
‘authority. 1In efféét tﬁe'sige73'of‘th¢ orgéﬁization‘dealing
. gith spéqific régibnél pbpuiations vduld hotmgliy~be sﬁallér
thén tﬁg,prgsént.organization‘whicﬁ offiéigliy,dealswwith” -

-

Provihcial service demands. A.coﬁﬁeniert analogy'would be_‘

704, Etzioni, op. cit., p. 28. . oy
,‘71The'resu1ts of several studfes of centralized versus

decentralized managenent;conttols, indicate increases in

-local experimentation and unit flexibility. Ah,examplg

" relating to independent: versus .centrally controlled systems

'1s contained in A. Etzioni, ibid., p. 29. ' o

Bl

721b14., p. 30.

' 7381ze‘tefers_t0-the geographic extent of Qrgéni¥ _
zational responsibilities, the volume of patients, and the
extent of human and capital resources. S
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the effect of reducing the gservice area of Alberta Hospital,;l
Ponoka, from the. Southern Alberta catchment’ area, toithe
lesser area of the Central. Alberta//egions The re t vould
‘be that the institutional size: vould be reduced along with
its basic orientation to central bureaucra:y.

Organizationally, this reduction in size can be

interpreted as reducing the hierarchy of authority.

Hierarchy functions prinarily for ine situations. By
‘introducing the possibility of service specialization at the.»
regional service level the organization may und&rgo a

degree of de- bureaucratization.74 At the same time, the

Fal

4
increased possibility of providing diverse and less routin—

_ized services, introduces a conconnitant need for greater
coordination. This is particularly important 1f inter-
'dependent (as opposed to paralle ) cpecializati_on75 is to be
encouraged to reduce duflication, and effect operating
economies at the regional conmunity level.

| _In_sum, the effects of regionalization as interpreted
,primarily by ‘a decrease in size, vould appear to. flatten the.
'hierZrchy of authority.“ Fron thc standpoint of~the central:
'bureaucracy, whose service units are located in remote areas

", ...‘

'and dispersed over the entire Province,-thesé implications

74P.u. Blau and W.R. Scott. op. cit.
) V751bid., pp. 183-186. A discussion of parallel versus.
interdependent specialization and coordination.



‘of phwsical as well as}hierakﬁhgf ncenaould have
! . s 4 DoV N
. T
be countervailﬁﬂ by a coordinated sybtem‘oﬂ log
& g N vl ¢

planning, as ‘well as explicit operating guidellg-

the dilemma hetween Provincial versus regional needs, it.
would appear that two relativeliyﬂﬂstinct organizations ;°
could evolve.l those that cater to community service needs
and those that serve Provincial ‘interesé€s.

At this point it would be useful to examine the

regional organization in terms “of its rationalization of

1

fmeans, and\itsfselection of'ends in the'service‘ot regional
needs. Given that a- hierarchical structure is essehtial in
the'division and coordination of 1ahor,76' what role does.
this hierarchy play in the general selection of godls’
Theoretically, "the important point about organi-‘

zational behavior is that the hierarchical structure permits
all decisions, except those)defining ultimate‘objectives,A'
to rest on factual rather than on value premises, that is,

to be. decisive about means rather than ends."77 This"g

ees with the ‘view that public service organizations

=

.should be influenced in goal selection by external democratic

76These characteristics are cited by Weber in his )
model of ideal bureaucracies. A summary is contained in,
~ Charles Perrow, Complex Organizations, A Critical Esgay

(London.: Scott, Foresman and Company, 1972),\pp. 53-53.°

v 77A Downs,_Inside Bureaucracy (Boston. Little, Brown
and Company, 1967), P 48 ‘ S
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processes. Therefore, there should be a formal, explicitly
:recognized organ for setting'!he initial goals and for their

t

amendment@b "In practice, goals are often set in a

groups within and without the organization. n?9 At the

complicated power play involving variOus individuals and éi
regional level, the involvement of public members would
introduce a locus of nower for the community. This suggesta.
the formulation of a regi%;al health board vith‘agmixed
membership from_the regiongl community, and participating'
'h931th care;Agencies. | |
As with most health boards, specific. profe}sional and
vadministrative.advice will: be required in the selecvion of
ends, and the rationalization of means.
'In:order‘to examine the'possible relationship‘of'
'professionals,.and adninistrators to the'corporate board, ic
is,uséful totekamine their respective orientatione.

Professional and
}; Bureaucratic Orientations

The general att ibutes which all professions seem to

'possess include. a body of eory that has been organized

into an internally consisten system of knovledge;"extensive

-

Sk

, o 78See the section "Bureaucracy and Dem cracy,' in P.M.
Blau and M.W. Meyer, Bureaucracy in Modern Society (Nev York:
Random ‘House, 1971), pp. 145-168. Lo R .

<«

79A.,Etzioni,‘op. cit., p: 7;
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educational requirements to meet minimum st}ndards of
Practice; sgelf- regulative code of ethics/(peer-revie;);
community sanction of authorigg, affective neutrality in
dealing with clients, and that decisions involving clients
- must not be based on the. practitloner s sélf interest.80
'Despite the soc1eta1 basis of professionalism,-the,major-
characteristic of protessionals is that.they endeavor to
primarily serve the individual. Within the context of the )
health sector, the individualyty hf service and ultimate
'legal responsibikﬁty to single clients has far reaching
effects on. the authority structure of professionals operating
in organized health care programs. .

For instance, the source of professional discipline
is the colleague group,'thereby reducing accountabi’ity to
the hierarchy of bureaucratic authority.81 Presently, the
fee—for service structure reinforces the independent status
of the physician. " In the case of salaried professionals;{
-asic principles such as peer review conflict with
bureaucratic authority. Although it mﬁy be ,argued that the

special circumstances of involuntary patients in institution-

al programs makes it possible for salaried professionals to

%.
. V ‘l . ' v'.‘ . s ‘ B \
80 This general list has been derived from H.M. Vo lmer

and D.L. Mills, op. cit., PP JO 19; and, P. M. Blap and

Scott Op. cit., pp. 60 61.

81y . Blau and W.R. Scott, ibid., p. 63. = |
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-be responsible tthierarchical authority;B? would this be -
the case in‘a_more comprehensise health service program?

| Whereas the professional bdeefinition is cgmmitted
to the representation of individuals, the professio af'
:administrator‘has a legal and structural'commitnent‘to
vrepresent groups,iand the organization as a whole. Innthe

- past, ghe narrow nature of institutional services, and the

legal status of their mental'patients made it tenable'to
combine clinical expertise, and organizational responsibility,
in the form of the medical superintendent. ’ However, their

rising costs,-and the complexity of coordinating socio-

economic means to provide regional service favors the use of
4. -

t

management professionals. -

é Y : e

The basic d&fference between professional ‘and

¥
administrativevoriEntations can be drawn from this, analogy

I} “

Uhereas it is in the interestéqof the' patient to acquire as

-

much global health resou;ces,’it is in the public s interest

y.' .
;oyconserve, and equitably distribute human and capital

4
71

¥ i

f resources. Thefefore, the professional and the administrator
‘ may be considered ag functional adversaries within the
ﬁ? framevork of the health care organization. This" structural

‘ separation is consistent with the organization charts of

major Canadian and American health care organizatioas. .

82Ln Alberta mental hospitals, most profeSSionals‘
including physicians and psychiatrists are salaried and
.legally responsible to .the Hinister of Health :
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In contrast, theQ?ritish,National Health SerVice;vhas
tried ‘to temper the adversary process by attempting to

construct management teams consisting of medical, nursing,
9. ‘ _
42nd "business" personnel. This was largely possible by the

almost exclusively salaried status of medical personnel as.
]

-well as their full- time occupation of official “¢o0les within

the . hospital sgitem. In additjon, patient and professional
. ‘ : : 4

staff mobility between regional nospital'centres was %,

'discouraged; It is as difficult and impractical to compare

the relative merits of either the British or Canadian

system, as'it is“pn suggest that the socio- —economic and

83

geographic va,\ ,1es are-identical in both countries.
'Since,gtne‘current Albef;assyStem of mental health
services is.a mixture of ‘both "priuate,"fano public )
insg%§‘é?bnaimpractices,'the-thrust;of regionalized services
onuagqnave to aCCommodate salaried and fee for—service

e
(
i :5

_.penson el Finally, the application of the concept of

comprdhensive care requires the presence of a number of
® : -
specialists at all levels'” pdychiatrists, psychologists,

1rhygienists, epidemiologists, social workers, etc. In the

ffcontext of the scarcity ofkthg&g resources, it appears,
"’ Utopian to recommend that each health centre-and each level

. “
. . . N

® - Lo
Vi

a‘.

83For an informative critique of the British system of
management refer to Cyril Sofer; "Reactions to Administrative
Hospitals," in Human Relations (1955) 8 pp, 291-316.

S x

. N
o N ; . u
N v . N .

;/‘y :
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of care have 'its'vspecialist."ag ' PR .

In. sum, the basic princigles of professionalism, as
well as the need for_increased mobility sggﬂificantly
reduces'the hierarchical role of patient practitionersbin
the organization."On the.other-hand this structural
detachment from bureaucracy 1s llkely to foster closer
professional and’ interprofessional cooperation in the complex

djob»of providingvcomprehensive care at.thevregional level.

In turn; decentralization of authority over regional mental'

health programs, by @educing the size of individual pr°grams”‘“’

may foster closer cooperation between professional and
bureaucratic components in that these components 1dent1fy
vith similar publics - that is, the regional,service R

|

_population.

C. UnitaryIRepresentatiop of
' the Regional Organizapion

lq Professional and Bureaucratic Components

v

Ultimately, the sSuccess. of regionalization will

depend on the degree that each member of the organization is

e 0

.willing to modify his own behavior ‘S0 that it fits in w1th

the behavior of . other members.85 Inconsistena patterns of

a0 -

,behavior, in the organizational context inevifably result

8I'Queb_.e'c. op. cit., p. 92.

_gSA. Downs, op. cit.; p; 50.
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in conflict. In the interests of organizational efficiency;
there-is a need.to limit the dysfunetional aspects of
conflict by coordinating the behavior of members in the
.organization; While direct_behavior modification is a
theoretical‘possibility; the_very sociologyiof large

organizations prevents the obtrusive manipulation of each

member.86 . The manipulation of structural variables can
. . . - Q . 1

‘situate,the=behavior of members, and thereby exert

unobtrusive and.less—alienating mechanisms of control. In
.

the case df“{he inherent adversary positions of professionals

and . bureaucrats, it is essential to reduce the possibility
"

of conflict without negating the balancing effect of the
. 87 . . : S ' » o 'b
. adversary process. . S '
Furthermore, proper channels\ofacommunications'are

fundamental to the successful interaction of professional /

‘and bureaucratic interests in a regional health organizationx
of’ particular interest is the potential source of confdict
between professional and bureaucratic sectors when formal'
(and informal) lines of communication outside the organi-
zation unduly favor one. sector, at thevexpense of the other.

PO

86For a. critique of the behavioral . approach to. ‘
organizational coordination, see A. ~Etzioni, op. cit., pp.
41-48.. » : : : : .

( _ 87The advantages of structural mediation of profession—
al versus bureaucratic interests is contained in: W. o

Kornhauser,."Research " in H.M. Vollmer and D.L. Mills, op. ,
cit., pp. 292-293. . ‘ ' ' . : A



EXplicitly, official communications to outside agencies‘onn(‘:?;;
‘;;ganizational matters should be unifiedgin order to re— ?z -
inforce, rather than confound its boundaries. Undoubtedly,

-commun&cation between regional and proﬁincial levels of
organization is essential for overall plannlng and economic
control but this Should be on a formal basis designed to
represent whole’ organizations, as distinct from particular
parts.88 ‘An example of the dysfunctional as%fcts of
.imperfect organizational boundaries is the current acthority
structure of medical staff practicing within the Provincial -
mental hospital system.

| In additibn to _the umbrella of collegial authority;
physicians in the Provincial service are legally responsible
to the Minister of Health and on a day- to—day basis there |
are external sourceseof power ‘via the division of. Mental

{
Health Provincial offices. This structural ability to. access

external sources of snppqrt tends to increase the 1nf1uence

.1\.

~of the practitioner ;A the internal operations of the
hospital Therefore, ‘the profes;ional is not only able to
exercise influence over the informal network of organizational
behavior, but is structurally free to manipulate power over

th&vbureaucratic machinery within the hospital Seemingly,

the functional capabiiity of the adversary process between

: aaB.R. Clarck, "Organizational Adoption:tO'Profession—v
als,”" in H.M. Vollmer, and D.L. Mills, ibid., p. 288. -

NI

.. &
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&
professional and~administrative interests is greatly

reduced In the foregoing example.89

D. Negotiated Order

The hierarchical orientation of bureaucrats suggests
-that they be given. authority over the economic means for
accomplishing organizational goals. This is consistent with
the bureaucratic sources of capital and operating funds, as
well as the  public ownership of regional health facilities.
Where possible, the community may elect o have a . regional
health board, in which case this board would communicate

regional program needs to Provincial authorities.' However,

the full time requirements of financial ,and organizational \
” : ) ‘
coord@nation could: be vested to a professional administrator.

The scale of organized health operations would determine ;hﬁ//..
N .

extent ‘of executive coordination required and therefore,

o
3

the number of administrative personnel., To'emphasize the
‘need for administrative authoritv at the regional level, the:

following excerpts “have" been drawn from the Castonguay

Report.90 - : - : L .
"In most countries, great importance is now
attached to the management function so that

.the action of an organization may be marked‘

)

: & :
89This observation is largcly drawn from the writer s
experience as an Administrative Resident, in the summer of
1973, at Alberta Hospital, Ponoka, Alberta.'

-

. 90Quebec,'o . cite, p. 68.



with success. The hospital environment,
where organization and functioning are
highly complex, utilizes very few modern
management methods. Operational research
and the application of new methods remain
exceptional facts. Then, too, management
personnel, whoge important task is
constantly being compared with that of _ v
physicians, give the impression of being '
the poor.relative, on the grounds that
their contribution to- the principal

~activity 6f the health centre remains :
indirect and obscure. Without doubt, the -
broader participation of various typesf
personnel 1in the hospital 8 objectives and.
the introduction of a system of eValuation
contribute towards making the administrator
4 partner of the other health specialists ,
and towards enlightening the nature of his. . v
contribution. 1In- ‘addition to all: thfs,{lyz'ﬁ‘f
however, it must be anticipated and shown
that with decentralization of decisions
respecting management, the management role
occupies a far more important stnategic
position. Also, ‘the health’ centre . must .
make way for intermediate and. high ranking .
personnel of”the first quality, in- sufficient.;_
numbers, ‘and enjoying recogpized authority."ﬂm

In addition to bureaucratic controls over the'

:

economic and organizational means. there is a fundamental

! B

.need for the participation of the practicing professional

in higher level administratiVe divisions _AlthOugh the ¢

N
i
.
o

practitioner has often been viewed as a "gueSt' in ‘the
health care organization, the fundamental purpose of this

organization is to provide the means by which the

professional may exercise his right to practice on behalf of’

"his patient. This implies that professional staff within

the mental health organization must coordinate their

n

combined interests in a forjil organization of their own to -

facilitate a functionalﬁ%dve sary relationship between

[
“. LR
> 3
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'themselyes, administration, and ultimately the regional

.board. ’ ' ‘ ' .

Although 1t may not be entirely applicable, where

S

;Eiéngls are involved, there would appear'to be
S ,.rc

some merif‘in éon;ﬁdering the "joint conference committee

diverse prof

: structure currently being used by major health care.

Aorganizations.gl The formalization of distinct but

‘complimentary professiqnal and. bureaucratic authoé@ky that.
is functionally contained in the regional health system,
should improve day-to- day interactions between both groups
by providing consistent lines of responsibility withln the
organization. In the final analysis the effective

negotiation of order may depend on the degree to which .the

roles o@ adminismr'm wand practitioners are structured,

h_as opposed to being chaotic.. With this in mind the

compli?iied process of regionalizing mental and finally all

4

health ograms can profit by the inherent and already

specialized orientations of the patient practitioners, and -

o

professional administrators. '4 o ’ @

v ’ P

: 1Examples of functional joint conferénce committees
‘include those of the Edmonton University Hospital and th_e1
Edmonton Royal Alexandra Hospital. Alberta.



'regionalization raises the dilemma between Provincial

~

61

II. THE BUDGETARY PROCESS IN G RNMENT
ORGANIZATIONS AND THE . PROECESS OF REGIONALIZATION

gPreviously; it was stated that the process of

controls, and regional autonomy. Up to this point the

“

discussion has largely been concerned with organi"ational.

facqors related to fostering regional autonomy._ Given

government 1ntervention into the public sector, and

v

particularly the control of public expenditures in the

\.’

health care area, the budgetary process. in gdvernment will

-

influence (if not dom#pate) the operating autonomy of

‘Tegional programs.

A. The Hultiple Nature of Budgets

“In 1its simplest form, the. budget has been- defined as
a financial plan serving as an estimate of and a control
92 | o
over future operations. N S
The need for budgets arises out of the multiple,
nature of organizational goals, which in turn requires

coordination of activitie%ﬁwithin the organization as well

as fitting its overall behavior to its social and ‘economic

.contexts. From the budgetary st1ndpoint coordination is

more commonly referred to as control. The control aspect of

‘,budgets ‘tends to . predominate organizational life through a

-

o

92E
Cliffs, N

L\ Kohler, A Dictionarv for Accountants (%nglewood
J Prentice Hall, Inc., 1963) . 75..

ap
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wide assortment of operating constraints, including, work
‘standards on the~hacceptable level of operating efficiency 3f'
i A . ‘
- . : RS O R L NS %' %,
and-effectiveness; requisition procedures, reporting o

A

procedures; and financial limita ions controlIing the{ Jﬁ,%@'iﬁf;

’ f_f.tx"' .
execution of organizational tasks.. This multi level naturce &g“&j
of control throughout the organization has been gharactertzedl
as . the;administrative process. s

. iy
I
B. Planning Hanagenent and Control Aspects ~=.j‘g7\y'5”ﬂ |
- Gt Lt ";jgj,, ‘
:uqﬁgrt Anthony identifies three distinct admini—v,u‘i: o

R ,v S e

strative processes, nanely, strategic planning, management'.

control, and operational control.93, In the context of the

v -

budgetary process, planning refers to the determination of_.7~

~

objectives, the evaluation of alternatives, and ultimately;‘
the authorization of prograns. VHanagement involves the;:“':7:'
operationalization of approved goals into specific projects.
and activities, and the procurement of human ‘and capital
resources to carry out approved programs.‘ Ideally, thehﬁy
:management process’constitutes the linkage between goals and_'
the efficient organization of activities necessary for their.:
effective attainment.; The term control generally refers to"

the prccess of binding operating officials to ‘the policies

and Plans of superiors. o ' ;j‘ l'.: ‘

) ".’) )\':"‘ ‘e

93For a detailed explanation refer to Robert N.
Anthony, "Framework for Analysis," in L.S. Rosen (ed. ) ~
Topics in’ Managerial Accaunting (Toronto: Hpcrav Hill -
Company, Ltd., 1970) PP- 145-157. : LYo

. Y. _ :

'
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jHarkham Publishing COnpany,‘19?l) pp. 33 41

In practice, the budgetary elements of planning,‘
management and control tend to be competitive processes
and are rarely given equal priority in the operation of ﬁ

'budgeting systems. More specifically each of these

'fprocesses often requires different administrative skills,

v

‘quantity and quality of information, and different time

S
frames for their execution.‘ This historical case has -
,exposed an. administrative bias for control, displacing the
‘Jonger-rnnge concerns of organizational behavior through

program planning.
‘4\‘ R
However, an effective system of short range controls

is a prerequisite for higher level planning techniques. To
‘illustrate'hfthe effectiveness of multi- ~-year costing as a
forecast of future expenditures is subject to the predict- -

ability of coSt’generating variables.?‘ In the authon's

&
opinion, preoccupation vith long—range plans in the health

Fa

sector vithout first having adequate short range controls
over the system has tended to COnfound planning at‘all levels;

The critical element in the brientation and
.implementation of budgefary features depends ‘on the existing

v

administrative biases of governing officials. Generally,_f

A budget ideology is largely dependent on the origin of the-

abudgetary process, and the level of authority over budget"

Refer to "Hulti-Year Costing,f in L. H Merewitz and
”Stephen H. Sosnick, The Budget's New Clothes- (ChicagO'

0 R . , SRRV \\\,

R N
N

o
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decisions_in the administrative hierarchy; -For“organizations.

e

in the public sector, suéﬁ as health care agencies, mecca

J

lies in the direction of government budget bureaus.

The following sections will attempt to describe the
R P
setting, and resultant‘structure and process'of‘budgeting
at the government level.

.
_’\

N 5 s 8!

4

‘III. BUDGETING AT THE GOVERNHENT LEVEL

A. The . Significance of the Aoproved Budget

-The approved budget in government is perhaps the

most concrete indicator of current social policy,, and

political priorities. "Taken ‘as a whole, the (provincial)a

budget is ‘a representation in monetary terms of government

I3 PRI E

95 !

activity. The budget has been conceived as a contract a

strategy, a coordinating mechanism, and even as ‘a method of

discipline, but above all the budget is :&b major locus of ’

.power for government; In short, the budget lies,at the

- . N .
v . o

heart of’the'pOlitical process. - y - .

The bargaining process is fundamental to ‘our system_

of pluralistic politics, ‘and as such tempers the technical

. . &} ! ‘ v
thrust of budgetary theory. Accordingly, theoretical

aspects such as program planning are reduced to being

instruments of service to politiciansirather than being

PET Y
'
-

SAaron Wildavsky,,The Politics of the Budgetary

Process (Tofonto.- Little, Brown and Company, Ltd.,‘1964),

p. 4. : % ' s,d'

[\vadl . :u
i. B

“
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c 7 e
conclusive factor n budgetary decisions.96 Technical -

methods, by virtue of their specific rather than general.
-focus on issues and problems are used sparingly by govern-‘
wments who are already over burdened with the enormous detail
and complexity of running public affairs.- Eurthermore,
-elected officials may not only be: disinterested in
comprehensive budgetary.infbrmation, but may not be parti—
cularly qualified to deal with every aspect of the budgetary
process.

‘The implication is fhat the successful impiementation“
of comprehensive budgeting may. depend on a radical change in
‘our political process, namely, a shife from a bargaining
posture to a more technocratic orientation: For the present
' the budgetary process continues to be dominated bv
pluralistic bargaining, and, 1t is unlikelv that political
control over the allocation of public funds w111 diminish in

vChe future

B. The Bargaining Process
The process of bargaining tends,to‘reduce the

: applicability of purely technocratic approaches to budgetarv

-decision making Despite the theoretical ratlonallty and
efficiency of quantitative dec151on theory, and the Drec1sion

of information being produced by technical expe;ts, the facts

. : 96M J. White, "The Impact of Management Science on
Political Decision-Making," in F.J. Lyden and E.G. Miller'
(eds.), Planning, Programming, Budgeting (Chicago‘ Markham
Publishing Comoany, 1972),_pp. 397- 417. :

-,

S~
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are that people must make personal judgements. ?oland

McKean observes, ,that the positive sciences ca = >t predicte
all the effects oszn action with certaintv, people must
inject personal judgements about those effects on the basis
of whatever clues are available. 'Peoble can egitimately
disagre?,.therefore, end ttkere is no criterionrthat can
point to the correct_public sbending choices.”

| - For organizations ‘in the public sector, the ability
to bargaln tends to offset the coercive nafure of government
by introducing additional information and v1ewpoints to
matters of public: policy. On the other hand, poor1y~
informed bargaining tends to reduce the decision -making
process to developing a. coalition large ‘enough to enforce
its will upon those who, for whatever reason; disagree with
it.' Ideally, the procees of budgeting should take advantage
of the efficiency of economic and organizational theory, and
yet provide for the modification of technocratic recommend—
ations by non- efficiency considerations exbressed by
politicians and the general public, Essentially, the»right
to dissent, and therefore, thefright to,bargein ensnres that

"COSt,"

is not the only criteria for the formulation of .
‘bndgetery policiesland their subsequent exécution in the

form ofvapproved‘programs.

.

o mr RE

5‘34@.‘"‘

97‘Roland McKean, Public Spcnding (Toronto
Hill Book Company, 1968), p. 41.

M[ cGraw-
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‘The very nature of hargaining~instills non—efficiency
aspects in setting budgetary policy. In the first instance,
the bargaining process 1is not merely the exchange of

/ ,
official values;‘unofficial values are also the currency of

pluralistic debate. Bureaucratic officials, like all other

agents in society are significantly —-= though not solely --

i motivated by their own self—interests. This combination of

individual and official behaviour is due to at least three

basic factors:98

1. Officials seek to attain .their goals ratlonally

-

but are influenced ,their own evaluations of the relative

. utility of goals. This means that, as the personal and

official costs associated with attaining Specific goals
increases, their relative desirability decreases
2. Purely official behavxour is unrealistic, 1n
that it‘is mitigated by a complex set of personal goals
including Jpower, income, ptestige, securigy, convenience;
as well as the desi;é\jo serve the public. |
A 3.-‘The social‘contexts of the organizations,
strongly influence the relative’values of their offic1a s.
:In addition to the mediation of technocratic, official

and,personal interests by bargaining;-purely technical “

behaviour is inhibited bv real limits td the quantity and

"98A. Downs;vog.-cit.; p.l2.



quality of available information. Firstly, these‘are
diverse costs in acquiring and interpreting'data,”in the
form of time, effort, and ultimately, money. Secondly,
decision—makers_have'limited capabilities with wﬁich.to
rationalize complex problems, by virtue of the time they
+ can spend on decisions, the number of ues they can AR o~
‘consider simultaneously, and ultimat!IjSZIe amount’of data
they can absorb to deal with any one problem, Finally,
regardless/:;\the quality of dec1sion making there are
always the elemenis of source credibility, and uncertaintv

of outcome.

Given’these realities, there are few‘budgetary
.decisions which are not in fact compromises.' The process of

bargaining, however, provides a forum for compromise between

-w-.,v

. so- called non- eﬁficiencv considerations (political impact

50cia1 customs, and social stability) and those of a more

,technical nature such as economic and financial efficiency,
and pragmatic cost benefit analysis. . In terms of.makingf
correct decisions, the bargaining process also provides a”

mechanism for establishing the social as well as. quantitatiVe

criteria for - evaluating decisions.

C. 'Establishing "Correctnessg" Through Bargaining

In theory, a decision is referred to as correcr or

rational" if it can be shown to attain some specified

objective. In practice, goals and’ objectives are difficult

to define; and if definitions are possible these tend ¢t

. <




by ‘the funding agency.

example the experieqc%'

objectives.
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o

»multiple and connradictory. In the budgetary process, it

is a fact that organizational objecgtives underlying the’

requisition of funds are usually different - than those upheld ’
T

2

In the face of differing ‘goal orientations, the :

bargaining process tends to avoid the discussion of program

objectives thereby

0

tressful conflicts. .For

A '
or relations indicates that
. N ' \

e ideological disagreements, yet

BB
&

labor and management

‘arrive at a settlement‘on specific proposals. In most'

J
cases the settlement is based on_ the means of the proposal,

ias opposed to its absolute objectives : Similarly, the

e

.‘budgetary Process relies heavily on achieving agreedents

between adversaries. More specificallv, budgetary bargaining
tends to deal with the determination ~and selection of means,'

rather than debating the merits of different progran

111
s

Political agreement is, therefore,uthe primary -

S

'measure whether budgetary policy is "correct" or "rational."

Furthermore, the approval budget arising out of budgetary

bargaining normally indicates an’ agreement of means and not
4

ends. A good example of this process is the concept of the
‘global budget being used by the Alberta Hospital Services‘

.Commission. Despite the control aspects of the approved

budget the hospital administrator can exercise some

+

latitude in the selection of ‘ends or program objectives to

[N
— .
-\
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suit particular circumstances. Providing the attainment of

the particular hospital s objectives do not subvert the

o -

Alberta Hospital Commission s general financial guidelines,.

"
I v - LR o
T

?administrators and government policy makers can maintain

’vadministrat;}S..and ultimately pro)ide a. comprbmisjfbetween A‘;

'standpoint of centralized budget authority.'“d e “

\

quite different goal orientations. L. &
s )
In the theoretical sense, thegprocess of bargaining

5 v
' -~ F - - L

reduces the impact of evaluating policies against objectives.

However, objectives and their subsSequent’ evaluations may P

have naq, ultimate validity other than the fact that they d‘&\v//ff

agreedupon r“‘I-"urthermore, ‘the critical element in evaluation

is simply: who has the right, i.e. the pdwer,‘the influence

-

The dominant exercise of
R - Q ﬁ o
determining,aand agreeing on the. means for differenti

programs may be just .as rational as the tedious process of

fheoretically connecting means’ to specific ends.} Finally,*-

<

it is possible that. the consideration of means)rather than

a conflict over ends may foster a functional adversary

process betheen government budget bureaus and program

el -
the multiple goals between organizationar entities
~ - N ) L2

The following section will examine the implicit goal'

orientations of the government budgetary process from tbe -
. s ] \ .

Y]

o P . . .
N ) . : : . v

99A H. Neufeldt, Consideratdons'o the Implémentation |

5 of Program Evaluation (Paper pPresented - the Fifth Banff

International Conference on Behaviour Modification, March . W

S 1973). . L . CERS

X% N :
o . ) : _
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v, EFFECTS OF CENTRALIZATION ON’BUDGETf%G
1 ‘ ¢
A. Control of Public Funds

~

.

‘Theoretically,-democratic government accedes to the
will of the electorate in the legislation dﬁd execution of
public policy. However, despite the political regional— -
ization of provincial electorates, ‘the prOCess of legisLation
is largely centralized at ‘the Provincial capital. Signifi-

'.cantly, the financia administration (and sbmetimes operating’}
control) of public programs tends to be centralized as well._":

Y (7‘

e Undoubtedly,vthere is a tremendous advantage to centralized S

"

budgetary control but.there is also an 1nEreasing difficulty
‘in trying to deal with the specific financial and organiias

zational problems of each and every program, agency or ;
\ . [

institution reporting to government. Ln addition, there is
the difficulty of trying to. reconcile the expectations and ’

bbiectives of regional prognmm and the interests of central
N government. In responséN:o this’ complex and enormous task

; . . .. y )
governments are becoming increpsrnglv dependent on the :~

"administrative process for the formulation of budgets as }
/ . . S

‘well .as thei; execution.‘ This has not only increased the

- - ?’ ERN

N - . e

4
size and%complexity of the civil serv19e (e g., the budget

bureau) but it has also provided a basis for separation

between "the budgetary interests of elected and civil" service

officials. From the»budgetary point of view, this separation

' is basically one between non-routine (politicaI) and

relatively rou.ine (civil service control) budgetarv

e
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decisions.vﬂBOth"levels; however have‘a conservative bias
“in that politicians try to avoid Yarge shifts in policy to
avoid public reaction, and the civil service branch attempts'
to neduce the visibility of management problems by making
small incremental decisi:ns‘based on previously successful
budgetary precedents{ At the same. time, politicians wish
to gain SOme public visibility by;championing popular,
causes. ' | | o |
The two-level decision-making mechanism is
exemplified by the operatlons of the Cabinet Priorities
'Committee. Essentially;.thé Priorities Committee makes
general policy decisions in terms of increasing the .

-t

f1nancial v151bility of selected programs. FoS&example; one

of the program priorities in the 1972- 73 budgetary period
0 .
'was the improvement of Mental Health programs,1 Q, whereas in

1973 74 tﬁe emphasis shifted to: programs and facilities for-

'101 o . .
the mentally retarded _ R

an -t v

. P00 ° i o F

v . Specifically, the Province will be supporting a_
substantial program ‘for expanded psychiatric facilities in T
active treatment hospitals in the Province.". Refer to: ’
Alberta, 1972 Budget Address (Edmonton. Government of
Alberta, 1972), p. 11. o : :

'lOlSpecifically, the prog ams for community basedv
services for handicapped childre ‘and adults - ‘including: _
‘community residences, shelter wor hops: and day training
centres will be. increased by approximately\l million for. -
further facilities and services.” ‘Refer to:  Alberta, 1973
.Budget Address (Edmonton. Government:of_Alberta, 1973), p.
12 " ) . e . ‘ : - —

’

3
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Previously it was stated that the political aspects
of the budgetary Process are essential to the structure and
process of democratic government, and that non—efficiency
considerations may be;, just as socially important‘as

technpcratic ones} Furthermore, the political aspects of

¥
4

budgeting tend to respond to the strength and direction of
. s
( o pluralistic bargaining At ‘the civil service level of
/ k,/ ’
budgetin-‘_h- 3 ', ,the efficiency and technological level of
3 L PG, N

ﬁ?’a. E-making are important considerations.
.‘.17‘ % ?q*’%
i Given the compleiity and the mass of. non—political"
’ decisions that accrue to government bureaucracies, what is

the nature of decision- making technology being used’

. ¥ . .
B. Limitations}bf Centralizagion o : R
" . on‘the’ Budgetary Process, o .

.- A NP . » ~ s

'The centralization of both the political and“the

o

administrative processes of governmert reduces its sensitivity

N
~

- e -LO regional problems and fssues.lqz In effect the flow of

3
' ; Cari v LA
T L

‘»operating information tends to be vertical 'rather than !

Y A N > » . . v -

horizontal between related and interdependent programs. f,"

‘., ) L
S N ‘

Theféfore, budgetary information is rarely integrated on a

regional basis,,possibly effecting operating efficiencies of

programs serving similar publics.i This is. supported by the

-

N virtual impossibility of trgnsferring funds between.

<« g < . Co : LD
't.‘ .

’ 4102w.w,.Boyer,ugE.‘cit, P. 94,

'S
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appropriation categories within the same. program, let alone

»

between programs, without a special. "order in council" by

. N ) - ’
- government' (based on-autHér's personal experience),

&

The, present struc;ure'and Process of budgeting
for programs and facilities being operated under the auspices
of government is largely one of control, Even if accurate‘

and detailed informatdon were‘available on the operatipns,

'and'objectives of regional programs it is: unlikely that

i .
their planning and ‘management* concerns would. be similar to

those of‘government. Given the ultimate authority of-

)

gﬁcentral government bureaucracies over public funds, the

n f
‘development of managemernt information tailored to theﬁneeds

\ »»»»»» -

\

requirements of government de ision- makers. Under thev

condition of regional versus central competition for
resourceSVto develop information systems 1oca1 program

administfhtors must make specific po icy initiatives to
- - s

ensure that secondary" management information systems are.

¢ ‘ \ Al . - ‘ .

‘@eveloped‘at the regidnal level Failing local initiati es

Eb deveLop a Jmaintain management informatio the. gather .
E) 3

‘ ‘y \
ing and interpretation of operating data often becomes

control oriented Moreover, if planning aspects enter into .

budget formulations, they tend to be oriented to provincial

" rather than regional priorities: If implemed%ed at the

'central-level planning featurea operate ‘as long- range

»

Y

/ . ' .
control mechanisms for government and tend to reduce the

P



?

5

’flexibility of regional programa.

This dilemma betveen the need for central controls,

nd'the need for program autonomy on a regiOnal basis is

- in Alberta general hospitals, except that the organizatrOnal

entity ‘would in fact be the network of health service

|

programs, agencies and’ %ﬁstitutions operating within a
. Kr\

’given regional area,

At the central- leVel of budget authority, contrdi‘

Y P

aspects would be asaimportant 1f ,not. more criticalpunder

i

Lk,

fthe &ﬁnancial regionalization of serviceS.‘ The question’

>
I e

remains, does central control faVQr a comprehen51ve or an

EN

S

;incremental style of - decision making7 The following section

ot

'defines incremental versus comprehensive styles of- decision—,!“x¥

’ . . . e

/.

"a

.

making, andwexamines their relative applicability to: regionaL

versgs central health organizations. e

N. COMPREHENSIVE VERSUS INCRhMENTAL
APPROACHES TO BUDGETARY DECISIONS

A, Limited Comprehensiveness - _
" at. the Central Bu@getary Level e &

-

’Lindblom categorizes two distinct methods of decision-g-‘

making. the Rational Comp;ehensive approach and the

FENA
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103

-techniqhe of Succegssive Limited Comparisons. The differ—

ence between the two is that the Rational Comprehensive
approach purports to investigate alternative c0ursesiof
o

action in absolute detail and with theoretical precision~
whereas tbe Successive Limited Comparisons method deals

only with relevant differences between alternatives. The
0 .

-

‘latter recognizes that goal attainment 18 at best partialh
o]

and that successive bnt small incremental changes are more
predictable in terms of outcome. A more'detailed»compari—‘

son of  the characteristic differences between the two

i
\.‘,

methods of decision—making are contained in Appendix I
\
, In the context d ‘provincial controls and specialized
regional health service rograms, the Rational Comprehensive

i

N

I

_ approach is inhibited y conflicts of 1nterest and .

- technical limitations.

A

Conflicts of i terest arise from differences in the

. . ; ~
any organization no two members have """ actby/nhe .same
o v 3;@ ’ ' .
'explicit goals, and.'asua,result may dlsq§&ee about ‘what °

"+ the organizafion ought to be doing, even if they possess
"104

S

;fe the s ame informatipn al% face no . uncertainty‘ '51milar;

e B

e 4

‘ 103Charles E Lindblom, "The Science of Huddling
Thr0ugh‘l in. Public Administration Review (Spring, 1959)
19:2, pp’.: 79-88, reprinted in- Robert T. Golembiewskl et al.
. (eds. ), Public A ministration: Readings in Institutions,
Processes, Behavior (Chicago-. Rand McNally, 1966).

‘104A.'Downs; op. cit.,‘p; 50.

M



1y the difference in goal orientations between‘government

J

g‘~budget administrators and the administration of reporting.

: organizationa obviates a unitary concept of a "rational—

*c0mprehensive“ approach to budget policy formulations.,y

'Technical limitations occur as a result of the:

4 R
\ . 2

“division-of_lahor and'the'subsequent'specialization of
_knowledgefanduinformation. The specialization of tasks

‘common to every ‘large organization inevitably 'leads to

"specialization of information, S0 that every official (or
~_set of officials performing the same task) pos;esses a
fdifferent "bundle” of infor%atkgn from every other offlcial
Previously; it was sfated that the budgetary process
providee a mechanism for the manifest control of conflicting
-goal orienthtions, and.the'coordination of activitiee to
ensure some measure of efficiency in attaining goals., 1In
:most cases budgetary information is designed to suit the
purposes of.those who are’ flnally respon51b1e for allocati?g
: public funds, This often results.in an information deficit -
for: planning, management;“and‘control”onrposes applicable‘

t the efficient operation of the report1ng organization.
Needless_to say, the'"botton-u; fdeaign of informatIOn mighth.-
7'be're1evant to theﬂreporting'organizationc, but result in

’ information overload at central (Provincial) levels. An
excellent example of thﬂp‘is the slow and guarded implement—.
iation-of program planning at the Ptovincial budgetary level.

| Program.accounting.(?PB)finvolvea claséifying- |

expenditures; .past, permitted, propoeed,'orkpredicted

¢



7.8

- expenditure, in terms ,0f desired outputs. Two general

steps are necessary for the implementation of PPB: (1) the

5

ing for»each program in the hieﬁgﬁchy the sum of direct and‘

‘determination of a hierarchy ofyprograms; and‘(2) ascertain-

. . : X
indirect expenditures. An examiﬁa&ion of present government

forganization ind1cates that few departments are - actually

organized by‘function. Therefore, the implementation‘of

that is, by obJect of expenditure, by agemg
105 : S i “44’%

Failing a massive reorganization of government -

program.

-departments,.this three4wav classification system would
ntail additiornafotosts in order to collect, interpret and

coordinate information.“ Given, the basic adversary position'

of funding agencies, and reporting programs it is doubtful

whether such information would be used for the same purposes,g
AN

thhréby providing disincentives to provide "too much"

AR

'"information. In those cases where comprehensive and detailed

:information was prodeed ‘the informatidh being generated has
ilimited value: it reflects arbitrary cogt allocations andA;.

it has had little impact on the style of‘decision makers in

government.lfi/Considering the)political,nature of,budgeting

-~

105 Merewitz and Sosnbck_ _p_ cit., D. 273,

- ~10§ Aaron Wildavsky, "Rescuing Policy Analysis from»
PPBS,"7in Public Admini%;ration Review 29 2 (March .1969).
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" at the_government level, and the conservative bias of

budget administration officials, why'should they;be overlyQ

v‘-q,

concerned with the objectives and operating information

¢

peculiar to each and‘everyvrepbrting organization?. Aside »

v

from those clrcumstances where competent internal management
" . 5

is not ‘available to programs, agencies, and 1nst1tutions

e

there is little reason fot government officials to "manage"
organizations outSide of their own bureaucratic concerns.
" Given responsible managemeng within programs efficiency and

“effectiveness ‘at the operating level need not necessarily .

'threaten the, control aspects of- ‘governmental budgeting, nor .

<

ddoes the shift from line- by line controls to more global

s

controls necessarily provide for mismanagement.v

B. The Utility of

Incrementalism for Central Control %'. - ;}

'The failure of comprehensiveness may‘be SUmm?rf;;d7as

a

‘1.being due to: (1) its,heavy reliance on data which is bevond

, that\reqpi&ed‘ﬁor control and e\penditure planning at the”

government leve ;'anﬁ (2) the fact that most theorv_is too-

-

impreciSe for .app igation to a policv process that moves
',.through small ineremental change | In contrast, the method :‘.'

dof Successive Limited Comparisons both eCOnomizes on the need .
for facts and directs the analysts attention to relevant and

fine differences between the polltically limited alternatives

’,facing decision makers.

Essentially, the.yalueshthat are relvant to_decision_

e

e

By
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making are those increments by Whichggblicies differ. The
decision rules are based on the rate of change from prior

years expenditure level, rather than on the absolute level,
A
purpose, and Ooutcome of expenditure. For example, the

general policy on health care exoenditures is simoly that,

expenditures should increase at a decreasing rate."107 Thel

_control nature of thi& general, :hut powerful policy

.

drastically reduces the need for‘exhaustive information,_
'leav1ng the analyst with dec151ons which dif¥er marginally.
Changes at the margin of: the health service 1 dustry fit in
v well with the conservative bias of government. Obviously,
a wholesale_cut?back‘on health care«expenditurer(even if.
'substantiated‘by precige comprehensive analysis) would not.

be well- received by health care professions, and the

general public.

Instead policy analysts in general. do largely

¥ -

limit their analyses to incremental or marginal differences

,in'policiesfthat.are chosen.to differ'only incrementally.

s
L

‘fThey.do‘so, however, because they desperaﬁgly ‘need some bay

’

to simplify their problems they also d0'so fn order to be
t,108 ,

(socio—politically) relevant, 2

The dif?iculty with comprehensive approaches is that'

large and highly visible policieq may be theoreticallv indi—b
f cated to foster program efficiency but constitute anunneces~

el

: ~ 107From a perSOnal imterview with Mr. Dave Howat, = ‘
Budget Bureau Officer, Province of Alberta, November 11 1973.

. (

108Lindblom, op.’cit., p; 71.



81

PO
v

sary administrative gamble. The basic virtue of,increment—

N
alism is that small marginal changes are relatively pre-

'dictable, and rarely constitute a political gamble. In the

event thft marginal change 1is proven ineffective, or highly

controverqial the incremental policy may be altered without

T
unduly disrupting the expenditure base of the program in
question.

-,

iyln sum;vinCremental'approachegﬁto budgeting offer

the advantage of security in ‘the . face of uncertainty due to:

. 4-‘!“‘( ‘:’-‘\‘3-!

(1) the fact that preceding sequences of pqlicy decisiéns

o . T

pr0vide a precedent and knowledge about the probable
consequences of further similar steps; (2) small incremental
changes -are more reversible than larger jumps towards |
.objectives, and (3) past errors can ‘be more easily'
evaluated and remedied<by dealing with increments, rather
than total‘policies;u The increme ntal approach howev%r,
is more’ appropriate to the control interests of‘government
T\S\\\Q:ivmay not be adequate for the rationalization ‘and
7/ .management ot‘regional programs,that face limited resources,
and diyersified demand for seryices.
In order to implement program planning and

evatuation at the reporting organization level additional

information may be necessary ‘beybad that which is required

for provincial budgetary purposes. The degree to“which-this
is possible may depend on -a shift in the organizations

‘commitment from & provincial orientation to omne that is
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”ﬂ,fmore/regionai. ~As am intermediary between the budgetary
—

1nterests of government, and the service interests of the\

aregional population, the organization would more equally

face_the combined‘pressure of consumers (the regional

publics) and centralieed'fundingyagencies.

‘v""(’[.v c. Regional Autonomy i*hl o \ . .
' A primary factor in decision—mgking is the 1evel of

uncertainty associated with particular policy initiatives.

% C it tﬁe central level uncertainty tends to be offset by the

security of successive sets of incremental policy steps.?
v N .

Given the political nature of . government budgeting,'most

additional information that is g erated to reduce

uncertainty is by the process 6f bargaining, and agreement;
rather than exhaustive comprehensive analysis of the program'
being considered. 1In fact the latter approach tends tok”\
overload policy analysts who may simply be concerned with
'the effectiveness of control (that is, the effective
-accomplishment of their. role in the budgetary process) as
’well as political security. Accordingly, the precise

planning and evaluation of specific reporting organizations

‘ may be possible only if the concerned regional health

'organizations take on this responsibility
" The tightening of financial controls in the health
care industry, may force specific organizations to plan and o

e‘aluate their programs to maximal&y utilize appropriated
i - . .
- funds -- simply;beCause operating'deficits and annual cost

-
-



R : ¢
inflation may no longer be ~aceceptable to society. At the

~

same time, however, some degreesof organizational autonomy

'ﬁ)uld be in order to‘gllow internal flexibility, such that

the results of planning and@:valuation could be 1mp1emented

-- provided, however,vthat this did not increase total costs.
In sumﬁ.government budget bureaus are by necessity

control- oriented and will likely become more so in the

_future as the rising costs of health care eventuallm affect

'taxpayers, and - their politicians._ On the otheﬁf\and
\ﬁ ‘ .
inéreased levels of general controls, such as global

fa,.l

,£%, . VI.  TOWARDS REGIONALIZATION: A
'SUMMARY OF ORGANIZATIONAL CRITERIA

This chapter has attempted to critfcally examine

-

"selected characteristics of heaJth organizations that have ~
. ]
e

';influenced health programs in the past and are likely _to
play major roles in the development of regionalized mental
health services in the future. Although the exact.nature,of

,organizational change cannot be predicted, theiforegoing

examination allows\the presentation of general criteria for

A
[

the formulationfand(implementation of regional mentallhealth.

programs, which include:.
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v . h1. Ihe separation of bureaucratic and profegsional
P %3'?responsibility to provide necessary checks - and\balances

[T >

bgt@&enthe”adminiatration ofdsociety'e health rea%nrces,

Ny

'and fheir utilization by particular patients and 3

<
‘ ~.. ~
~ . M
8
PS

practitioners. BT : -
%, . T

als on . a regional rather than an institutional basis in

',order to.maximize the relatively short supply of specialists
< \\/
(especially in rural areas), and\to provide consultation to

programs in the region and maintain adeqnate standards in

/ | the quality of care.109

v

oo "gt"' 3. The development of avregional health board to

foster _the working integration of health care prograns

institutions,hgnd agencies operating vithin Ehe region. .tf
AZ&;; The employment of conpetent full tine admini- :

o straﬁ@?s who have no clinical or patient—care responsibili—

N

{

ties, and who are responsible to the regional board v

\\VS\‘ .7"Srf The decentralization of budgetary responsibility

to regional health boards and the parallel development of

-

management information systems at the regional level in

. .

: NV, 3 L
°

A 10 R . . . \z "hV - -

C— 9This criterion saggests that professionals operating °
on a regional basis would, thZough increased: mobility, reduce
disparities in the atandatda-of‘clinical services tbroughout
-the region. The'desired ontco-e of increased mobility would

~be to- develop:a coiprehensive ntal health service for

‘remote conmunfties that would vide preventive, and after-

care for psychiatrio patients.

v - s

~ 2.' Employing clinicians and other health profession-ﬁ“,i

)

Vol
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personal interview, February 19 1974)

-,” ) a '. ’ ! ~S o 85

. . . ~ . - .
-~
£ . S .

. C - v Tt L L S
order to allocate, monitor and evaluate the utilizationJof'

regional health resburfes.llo,
A

The utiliration,of thege- criteria inm the_fegionalig

zation of-nrovincial‘mental health services should Qot only
: o ) , L
8
facilitate the administration of economic resources- bué
“ Co.e
provide an drganizational entity that is capableeof

involving the community in policy decisions. Finally, it

P

- v s‘
should be noted that the ptocess of health regionalization

"

is essentially a community phenomenon and should evolve
¢

from within. health*regions rather than be imposed by extra-

regional health authorities 111 - ',“- o o .

L ) . . e
/ 3 » e :

lloIt ‘is interesting to note that this criterion has
_been fundamental in thé development of the Community

;Resources ‘Council in Medicine Hat, Alberta (Source: Mr.

N

David Hart, Administrator, Hedicine ‘Hat General Hospital hy'

»

1115 stated preifoualy,”enabling ‘legislation is an v
important fat¢tor in providing a legal framework for region-

alization (see pp. 42-45). Further to this, the possibility -

of greater autonomy.,and self-destiny may act as incentives

'fto regional health interests to actively pursue merger, ’

~

. N
»

coordination and identification with the regional community.»;
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A QUANTiTATIVE APPROACH -
¢~ TO REGIONALIZATION . |

h CHAPTER

>
"
” .

»

I.u;'INfRODUCTION \ , |
% N . N
The study up to nhis point»has examined the 'litera-

- ——

' ture{/legislation, and organizational theory in order to ¢

deve op a suppd&tive framework for the regionalization of -

mental‘health services. “In. summary, there is o/erwhelming
.theoretical support in. favor of regionalization.- Briefly,

the objectives of regionali:ation may be’ summarized as
T . ) - u( . v
follows. : P . _ A 2
. s L - '(r /
1. To develop a manageable health service netvork

<
that provides comprehensive (rather than competitive)

patient programs.,.f

-

2. To facilﬂtate the distribution of health
L . \ "‘r.
resources ‘on a service population (rather thq@gin;fﬁtutional

Y

-:

~

,>~3{' To provide a definable consumer population in

3

order to evaluate the efficacy of diagnostic and treatment_

2 4
oF

programs.’ : o o o ;-

-4; To foster regional’hccountability for. the manage—‘

'ment of health~hollars by regional boa;ds»that are repre-

'fsentative of broad community interests._

P

Althoug the foregoinx objectives enjoy widespread
literature. their implementation is

suppoct.in the
‘ T

[

86 .

fentity) basis.z : : T : ' B

Teg -



:\bexamination o@,regaynalization,‘and to obtain baseline data

R ‘ 87
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confounded’ by the lack of practical information oﬂ”vhich to

<

base regional programs. .In order to provide a fuller

which vould be useful to government and community authorities

>for decision-making purposes, this portion of the study-will .

undertake a quantitative ‘analysis pf the conceivable impact

~ R . ~d

of regionalization on an existing segment of the- Alberta

: mental health system. - - ', - S : '4'
N G v
- g g ! .
II. THE QUANTITATIVE STUDY S - L
" . K . . o0 . ‘\ o . ‘
A, Purposé’and Rational e R

-~ ’

This study vill deal specificaily with the impact of .

’ regionalization on an existing mental hospital service

3

defined population. . The study process entails thre% | ,': x,i”-‘

operating withdn a defined geographic area ‘and.serving a

'Complimentary procedures, <1) the definition of a.s%rvicef‘,fhf

. . _ %,

~ .area population, (2) the simulationcof regionalization in

4

order to estimate the'demand for services .and (3) a
descriptive analysis of the . conceivable effects of regio -
alization on the plant and operating costs of an existing |
progra;. s = |

RN

; / , The results of the said procedutes should not only

"provide a quantitative dimension for future decision—making,

2

but hopefully serve as ,a framevork for further research ‘;” T

~

f( ’ ; : . y E . N .
: \ . : . . . o S o
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~B. Methodology - -

1. Definitions ‘
For»the purpose of thi:\}\udy,-"regionalization has

been defined as the moTye - or less exclusiv%’service of the

0

Central Alberta Hental Health District by a selected mental

: health facility, namely, Alberta Hospital Ponoka (AHP)

y

"lRegionalization vill be simulated by hypothetically restrict—
& ~ RS
ing admissions to patients whé are regional residents.

¢

References“to the ,non—regional" hospital popula—

tion refers to patients admitted from outside the Central

Alberta Hental Health region. S .

2. Resear-h Strategy
The res arch strategy is essentially po it-hoc and is
. .V an attempt to ocument inpatient utilizatiog) AHP in order
'?//26'estimate€3egi\ha1 versus non-regional dem\nd ‘The

resulting descriptive analysis 1s used as base data for the

[

3

experimental simulation«of regionalization of AHP services.

o

‘The base period selected for review is from fanuary 1,31970

to Dece;ber 31, 1972.

of ‘the mental health service system represented by AHP it
. has been decided to restrict criterion variables to. those

In order to provide a macrco analysis of ‘the portion_

that are charactetistic of utilizationQ:n; caseflow. As an
J aggregative measure of the functioning institutional system,~
the follouing baae parameters have been selected:

A~ _ -
1. ‘Admissiona-separations as a measure-of caseflow. "

~



. ‘ i ‘ B | . :‘g-f. [4 " ,v \>‘
C S DA - 89
v‘ ’ '\ » o .
. :

2. The length. f'hospitalizatfo&{Cumulatedfannuallyv

as a.proxy of the denaad'forfinpatignt'care.

These paraneters ‘are the basis for constructing a

’ - b .
caseflow nodel to measure differential demand between .

.bregional._and nou—regional patient_populations. _Descriptive
.variahles includei ,agei.sea,'area‘of'reSidence, and length -~
of hospitalization.. o . h S "_' s
Finélly, ‘the possible effects of regionalization on

AHP facilities in terns of inpatient beds,-and annual

operating costs are discus}ed _ o

3. Limitationsv o T

This study is’ subject to two- Broad limit ationa. In
the first instance, the "regionalizatiOn" of a segment of

the provincial ‘mental health service is lfk’ly to inf’ e

D
referral and tr!htnenu patterus outside the regional

district' these are not considered within the scope oﬁ theng
-study. The justification for this approach is that the
‘hypothetical regionalization of a portion of the system may
rcontribute in "buildiug block" fashion to knowledge regard—

¥

‘ing the possible future regionallzatiOn of Alberta in its

entirety.
‘ Secoudly, no attenpt 18 -made to examine clinical
factors related to serving patients on a reéional versuu

central basis. Ihia study aasunes that regional availability

of nental hospital servicea is a, valid alternative to'

;.
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'“by%the Division of uental ﬁealth Alberta. The data j

":r/ 4.‘. 9

This systen does not provide for a linkage of

duisiiqn};nd separation data, but separation reconds%ﬁ# : RS

\— .ﬁj'.] .
availability of adnission—aepatation dates on a single , _
& " g S

.acient record facilitated the construction of a caseflow, ,“"

¢ g iode*wnﬁasuting the precise contribution of each paQient

‘a(&ischarged) ‘to -the nu-ber of annual patient days . generatg}D ‘
Lo yhﬁ;&

© by selected hospital pOpulatizn? B Essentially, each‘

N

adnission-separation is tgeated ag an independent episode

‘ \signifying denand on AHP facilitiea.113
5\\\ -

T~ : cor

112'rhere ia anple evidence in the literature th tythis
1s. theoretically more desirabie under. a conprehensivew rvice -
philosophy that would provide pre-admission, and post- .
sepatation .care (tefer ‘to pp. 27-29 of this thesis).

s .
M »

'gprogtess through the system were required, the linkage of data

within Alberta nospital Ponoka, as well as the enti pro-
. vincial mental health aysten would be required. For a. de-

scription of a provincial data system uhich incorporates a
~universal identification number see: 12Nenfe1dt, "A.

_ Province-Wide EDP System for Co-munity—Bas d Psychiatric : :
‘Services,"” in Canadian Psychiatric Association Jourmal 14 ° %
(1969), pp. 135-161. ' S

113If reseatch .on the specitic patient states agz -their

v
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Additional sources of data”includedé‘

1. Census of Canada, 1956 197k.

a

2. Mental Health Statistics, Lnstitutional Admissions

and Separations (Statistics Canada), 1956 1972.

= ?

3. Publie Accounts of the Province of Alberta, 1956-

IILg A GENERAL DESCRIPTION OF THE HOSPITAL
7. AND THE REGIONAL SERVICE POPULATION ;

!

;ét.A;  Alberta Hbspital Ponoka.

Alberta. Hospital, Ponoka (AHP)-vas opened on July 4,

U 1911, and was the ‘only provincial institutiOn of its type

_until-1923 when Alberta Rospital -Edmonton, was opened .
Since its inception AHP ‘served a vide range of male

and fenale patients, adnitted fron all over Alberta. .The:
hospital itself is situated approximately 1 5- miles south
of the town of Ponoka. POnoka County is in the heart of .
Alberta, lyingnappraxiqately 60 milea“:outh of_Edaonton, and
120 miles to the nortﬁ:ofmcaigar&; ,Histdrieally,iﬁ%berta

. T o v

: Hosﬁital Ponoka, tended to'serve the sauthern portion df'.
- \,/

the Province lying below an east-wegt line running mid%way
etween Leduc and Hetaskivin.» In genqral terms,,mental

hospitals have: been centtalized in their setvice of
. | | ’ | S
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Albertans.yl” . - , < .
From ﬁu‘c:iginal inpatient P9pulation of 216_1n the

~year 1911,. AHP maintained as many as 1,6?7 1np§tient§‘in<

\ .

the faftgi part of 1941. “Since 1956,-the,patient'pppulation‘ :

‘haBVShbvn.alétéa&} deéliqe;- Adaissions and separations, -
howe;’}. have Qhovh.a histoiic;l iﬁcfegse (seeﬁfablg 1), with
é coiresﬁondidg deéféasé;iﬁ the average,inpatignt‘populétipn‘
to the year.IQGGQ; Ho;evet, by‘1971,vadnisalb%séegpatatio#s:

.~3hoﬁkq\de§i;a?e.éé_apﬁtoxim;telx 50fper§ént. |

“B. Centfaljnlberta ,
S "+ Mental Health District -

1. ;Gebgrephic Area ' "_- ."‘} _ f(
Thé régioﬁ vés}ﬁefined as thag‘areawtéfetred‘:o bf
_ihe'bivisiog-of Mgnta} H#alth, #s being,tﬁé inneaiate
f'_fegioual catchienf.area for vhidh”Albetta Hospitai, édnoka

“ [5§§ service respongibilities.lls The Central Alberta Menta;“-% f

: llADuring the study pgriod, January 1, 1970 Lo December
31, 1972, there were still two provincial menta yospitals
serving the Province. Alberta Hogspital, Ponokafwas charged
with serving "southern" Alberta, and Alberta Hospital, o

Edmonton was to serve regions to the north as well as portions
of the Northwest Territories. R A IR SR
~©  Although some attempts' have been made to designate’
"mental hospital facilities™ im other parts of ‘Alberta,

- namely Calgaryg,  the provincial institutions at Ponoka and
Edmonton continue to be major centres forfnental»h6§pitql
programs. (From a personal interview July, 1973, with Dr.
.C.P.'Héllon,'Directo:'of the Division- of Mental -Health;

- Department of Health and Social Development.) Lo

:llsrhis»rQSiOn,has been referredbtd‘as‘a‘najot catchment
» taotiin avrecent'publicati°n by AﬂPIOn_its“PtbsramS‘and ' '
.  facilities (Septenber’~1973)€ 7. , N ,



. o | TABLE 1

CHANGES' IN PATIEV1 POPULATION
" AHP, %?51 1971 .

. J : : - - Registered on
. Year Admigsions ' - Discharges ‘ Decémbgr 31 .
1951 . 654 R 594 1,539
' 1956 . 658 s 1,592 °

1961 o L,068 . 929 . 1,269
1966 . 1,435 . 1,483 1,126
1971 ‘ 740 ;i\ 745 f B £ TS B

>Soﬁrce: ,Annual\Report of the 2;partment of Public
. ' Health and Vital - Stat tics Division .
(Edmo$£on,_ &overument of Alberta, 1951 1970)

,

(S



Health Diqtrict occupies fhe centrﬁl portion of the province'

1
rOughly bounded between the 47th andothe 33rd parallels,. .

from the eastern provincial boundary to thé western border

of Banff NatiOnal Park 116 " ' h- - g

,

Within the Central Alberra aree are three Public -

t‘).A---

Health Districts, with a portiq
&

’«

124

fa fourth being included

o

by definition of this me7tal heaLt ‘district They are Red

i . .
‘Deer H U., Wetoka H U., Alberta East Central H. u, and

"y:
Mountain View H. U (part) ‘In keeping with the popular
philosophy of defining mental health catcpment areas in i o

terms of existing health sFrvice districts this study

_“_ will refer to Public Health Digltricts in any specific 3¢L

)

mnexaminations of. the regional population/served by Alberta'

' Hospital Ponoka (refer %/-Map 1, p. 95).
. ﬂ . . .
y . I . _ S _ '/
”'2. P0pu1at10n'Charadteriatics ‘- - . o

Within the Central Alberta area is a population of

171, 779‘ of which the largest urban centre is the city of
\

-J Red Deer (population 27,674 in 1971). Table 2 shows the Y 2

4
RS

- _ | ya

population shifts between the major urbran ceg&res and their o

) \" ‘ 116For a composite listing of counties defining the
Central Alberta ‘Mental Health District, and the make up of
‘;Public Health Districts,.refer to. Appendix I1.
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N -,' ¢ ' TABLE 2, \ S
RURAL URBAN DISTRIBUTION OF SELECTED PoaﬂLAIIon'

CENTRES 'IN THE CENTRAL ALBEBTA g

L ' MENTAL HEALTH DISTRIC o T,

PO . £ o \ o [

3 N X B o : . . . ‘ ' " N S
'cemtIe‘ P “ Census Year R

' 1956 1961 . 1966 1971
Red Deer (Urbam) 124338 . 19,612 . 26,171_ 26,674
- (Rural) ,338 13,477 /”12 943" 12,735

5,817, 6,939 . 8,362 . ', 8,673

‘ Ca-rose (Urban) _ » _
9,626 (9,041 . 8,285 - 7,653

(Rural)

ﬁetaskiuiB (Urbvn)

4,476 % 5,800 - 6,008 " 6,267
(Rural)- 9,466 8,707 . 8,435 8,023
A § - » [ ) B o N
Source: - Dominion Bureau of Statxstics, Census of L
K ~ Cynada (Ottawa: ' Queen's Printer,’ 1951 1971)

Y
L L ©
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Hhile there is evidence from the above table of a

o

rural to urban" shift, the whole of the Central Albetta area

is predominantly rural., (The regiqnal population shows an

’increase of approxinately 15 percent from 1956 to 1966 ‘

/
census dateé/ﬁbut appears to be stabilized through 1966 and’
1971. /Tabl//3 teflects these patterns by public health

. r'd
districts. } ' o ) o \\y _

o,

(
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41 ' © . TABLE 3 BRI

»

GENERAL POPULATION BY PUBLIC HEALTH DISTRICTS
OF THE CENTRAL ALBERTA MENTAD % -
- HEALTH DISTRICT, 1956-1971 B

: b ‘ Census Year
Public Health _ - - — —
District . 1956 ' 1961 1966. : 1971
. Alta. East : o : . ,
. Central H.U. 51,655 51,542 52,328 50,119
~T X : o ‘ ' '
a! toka H.U. 29,351 30,634 31,942 _ 30,470
. - ‘ ) .
~ Red Deer, ' S ' S : L
© H.ULD e o 53,476 63,55%‘ 72,745 75,742
% ‘Mount View R | | (/\ .
- H.U.. (part) ’ - 13,852 14,553 . 14,833 15,448
\k‘ Total General I R .
) Population . 148,334 160,285 $171,848 171,779

Source: [°minion Bureau of Stat sticsq Census o§>
C:nada (Ottawa: Queen's Ptinter 1956-1971).



Iv, "?RESENTATION AND ANALYSIS.OF THE DATA n

. ‘ ,
A, Descriptive Statistical Data ) o ¢

F
1. Total and Regional Service Populations

In graetiee, the service nopulatibn’for Alberta

Hospital, ‘Ponoka consisted of all patients admitted; howeverh~

Rth“ actual study population was patients who were either
discharged from or admitted to this hospital ° ‘over a three—
year period (January 1, 1970 to December 31, 1972) -,

The theoretical service-population was-defined'as_:
residents of the Central Alberta Mental Health District Hho

had been involved wit the hospital during the study period

In ‘total, there were 2,300 discharges and 2,202.'

admissions between Januar 1,

‘these discharges, 747 were identified as being generated by

)

the Gentral Alberta population. In addition, 72 "transient"//

cases were randomly assigned out of a total of '203. which were-

"V\§>attributed to patients with no-fixed address, 'or who were
¥

117 R ' g '
The number of diséﬁirges due to

non- Alberta resideﬂts.
the Centeel Alberta region was flnally calculated at 819.

A similar technique was used in the determination of .

<

e - 117This assignment was ‘based on the fact that some

proportion of transient cases could conceivably be the -

responsibility of AHP under regionalization. Specifically;iﬁ

747

3300 _.203.r 203 = 72 non- resident casesr . »Aﬁ“

fv.kk.

1970 and December 31, 1972.  Of



. o . o 100
regional versus total admissions to AHP. Out of 199
admissions generated by "transient"‘patients, 72 were

<

randomly assigned to. the regional service area. After
N
ﬁa;ssignment, there were 804 admissions from the Central
Alberta region (versus 2,202 in total). 118
From this information it is clear that Alberta
Hospital, Ponoka served a large number of patients from
outside the Central Alberta.Hental Health ﬁistrict. The
fact that only‘820 disch;rges and 804 admissions verei
derived from the regional service population; has’ relevance
to AHP in planning for regiOnalization.' Tables 4 and 5 give

a further breakdown of discharges and admissions between the

Central Alberta and non—regional se;vice populations.p

B. Statistical Information on Regional ,
: Versus Non Regional Patient Populations'

In order to provide a furaher breakdown of the.AHP-
population, this sectiOn provides a descriptive comparison
between regional versus non regional patient characteristicsl
‘Data was - obtained fron{both zeparation and admission records
reflecting caseflow over the~;e>iod 1970-1972. vThe i_';:
variables selected for examination‘dnclude -age, sex, area of
-

,fesidence, an7 lengqh of hospitalization. With the'

exception thai length-of hospitalization data is only

[ V

. llsSpecificall}': : 2202732730 x.' 199 = 72 non-re,sident',‘

cases.
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| TABLE 4 )
REGIONAL AND NON-REGIONAL SEPARATIONS -
< ' . FROM AHP, 1970-1972
- » Annual Sepbrations _
Patient Source , -1970 : 19'7!1 ' 1972 + ., Totals
Regionai v v
Alberta East : B : x , 0
Central H.U. o 76- - 65 66
Wetoka H.U. 85 48 72 e
Red Deer R ' SRR L
H.U. T 124 123 124
Mount View : AR . - g
H.U. (part) _ 19 . 18 3 ' '
Regional Total 304 250 - 265 819
_Non—Rggionaf.{q{‘_ - _ A + .
Edmonton //ﬁ> : , 34 w24 . . 41 :
Calgary . 252 _'.197 239 ® .
Other e | 266 221 209
Non-Regional Total 547 445 489 1,481
Tot~1 Separations 851 . -. 695 ° 754 '@'z,aoov .
e don _ C SR
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TABLE 5 -
REGIONAL AND NON-REGIONAL ADMISSIONS
' TO AHP 11970 1972
! ‘ . . AW
v Annual Admissions, .
" Patient Source- 1970 1971 1972 , Totals
' \\ Regional
Alberta East I o : S R
Central H.U. - . 84 ’ 73 . .67 o
. Wetoka H.U. . 71 49 _ . 82.
Red Deer | . : '
H.U. - 103 120 127
Mount View ' g SR -
H.U. (part) - 14 - 12 2
Regio al Total 272, 254 278 804
Non;Re onal v | . |
Edmonton : o 23 66 18
Calgady - 219 . 201 o244
Other/ . - 203 267 262 !
Nop-Regional Total 445 496 457 1,398
: /Total Adnissions
. / - ’
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available from.sepdrations data, these yvariables are common

to all.patients_on admission and discbarge. , -

»

»

Age: An analysis of the.agé distribution of patients (
_on admissions and,diScharge reflects differences_in the
median; mode and the miuiuum/maximum age between‘the

regional andvnon—regional patient grQups. gﬁhe following

t

illustration presents theae statistics calculated in years
over the study period In addition, Tables 6 and 7 provide
the age grOup distributions of regional and non- regional,

patients’ vho were either admitted or discharged over 1970~

1972.
‘ AdmiSsion’Data E .~ Median - Mode Min Max @ . Cases
_Central Alberta .  42.3 29.0 2 92
Non-~Regional oy 3919 21.0 12 98

Separation Data . : v-

_Central Alberta  ~ 42.4 28.0 12 99
Non-Regional ©39.8 21.0 12 98"

From the above, Central Alberta patients tend to be

generally older on adnission as vell as at the time‘of

s

separationi, This phenonenon is difficult to explain other
than to suggest that the age differential may be due to
bregional differences in the‘1ncidencelttreatment'aﬁd/or‘
Eeferral patterna of bsychidtric patientaiwhich'mayfhaue
incruded: (1) a greater denand for adolescent aud young

adult paychiatric care outside the Central Alberta area,:

(2) highly viaible servicea available to older residenta of

.the region; (3) availability of patient aervices for younger

R}
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I

TABLE 6 -
¢ DISTRIBUTION OF REGIONAL VERSUS NON-REGIONAL
~ PATIENT AGE ON ADMISSION, 1970-1972
, CentrallAlberta - ‘~=-Non-Regiona1‘
Age Group. Cases Percent ' Cases Percent
10-14 4 0.5 21 1.5
15-19 . 59 7.3 131 9.4
20-24 70 - 8.7 | 202 14.4
25-34 152 18.9° 295 21.1
- 35-44 . - 143 17.8° 241 17.2
- 45-54 . 126 15.8 . . 205 ‘14,7
_ ' = | \ -
55-64 - - 98 12.2 132 . - 9.4
65+ - 152 - 18.9 BT T 17.3
Totals N\ 804  100.0 " 1,398 -+ 100.0

A
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O
o
e TABLE 7 __
DISTRIBUTION OF REGIONAL \VERSUS NON-REGIONAL
PATIENT AGE ON sniﬁya ION, 1970-1972
, ¥ J
A Centrai/Albetta » Non-ﬁgf onal
Age Group ‘ .Cpseé Percent ' .Cases qu@ént
o | | L
10-14 0.4 13 0.9
15-19 »/ 6.6 122 8.2
 20-24 9.0 192 13.0
25-34 18.9°  : 295 '19.9
35-44 7.6 " 242 © 16.3
254 16.6 216 14.6
' | | 12.6 © 175 11.8
65 120 18.2 226 15.3
Totals - 819 100.0 . 1,481  100.0
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same on discharge, as well as admissions.;;

. o - . 106

X

age groups in the region from facilities such as Linden

House 1in Red Deer.llg ‘

Sex: In bot:/;h gional and the non-regional

-grbups, the proport on of males to females was approximately

»

2: 1 for regional and non- regional residents. From the
following distributions, more nales than females tequited

hospitalization over the study period (1970 1972) Hoveverg

\
there were proportionately less males (61 2 percent)

<)

admitted from Central Alberta, than. were admitted from
outside tke region (68 percent) It is interesting to note'

that the male to female ratio remained apprqﬁimately the

o

o e .
_ Central.Albertagv ‘ Nom- Regional
i Adnissibn Data = . Cases  Percent ¥ . Cases Percent
Males S 492 " 9s0 68.0
Females = , 312 448 32,0
Totals 804 1,398 100.0
Discharge'Datn
Males . - - S1T 1,030 . 69.5
Females . 308 451 . 30.5
. . ) . . Lvd
Totals © 819 .100.0 . _IGA8L . 100.0
.- _,’ ' . ’ g
N . N . . . . . . e‘]e‘ “ ‘
' 4
119

Linden House serves disturbed children. -Source:
"W.R.N, Blair, Mental Health in Alberta, Vol II. (Edmonton:
Queen 8 Printer, March, ‘1973), p. 58. ‘ s '

@ .

/)
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Area of Residence: From previous discussi¢ns it was
obvious that the greater proportion of patients served by
AHP were referred from areas outside'the.Central Alberta
regiOn. Approximately 67 percent 5; patients discharged
‘were derived from non—regional areasr

Within the Central Alberta Hental Health District
the greatest proportion of patients (on discharge) came
: from the Red Deer Health Unit (37l'from 1970- -1972). Hount.
. View Public Health District prOV1ded the least number of
cases (40) The greatest number of non- regional separations
were identified as residents of. Calgary (664 cases).

An examination of admissions over the same period
produced similar results, vith the greatest number of°i

adgissions being due»to non-regional‘residenta.' For a’

further breakdovn of. admissions and separations refer to

3
.

Tables 4 (page 101) ‘and 5 (page 102).

Length -of- Hpspitalization-° The median,~mode and thev

minimum/maximum length of stay for the Central Alberta and
_the non- regional separations were- different ' The folloning

statistics illustrate the differences in days. Table 8- '5u

[V I

prov1des the distributién regional tersus non- regional caaes

-

by sel‘ﬁted length of stay groups. S . S

- Days
7 Median - AHode' ‘Min - Max Cases
Central Alberta - 61.3 ~ 10 . 1 15,365 819

'Non-Regional - 90.0 28 1 20,990 = 1,481
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§
" TABLE 8
'DISTRIBUIION OF REGIONAL VERSUS NON-REGIONAL
| - CASES BY SELECTED LENGTH OF STAY ‘
~ (LOS) GROUPS, 1970-1972 '
: Central Alberta ‘TNon4Regional
LOS Group- ) » ' — ,
(days) .. Cases  Percent " Cases Percent
1-30 T 219 26.7 ©o325 219
31-91 - . 295 - 36.0 422 28,5
92-182 . 134 6.4 238 16.1
183-365 70 . &5 153 10.3
366-547 - .26 209 T gy 4ls
'548-730 16 - 2.0 . 28 1.9
731-1195 14 B T S & 4.1
;o1196+ 47 5.7 . 187 ~12.6
Totals - 819 100,00 . 1,481 1100.0
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was greater at 62, 7. Pertent, (Agereas the s ame length of

‘higher than non—regiOnal resident o L ,A- .
SN :

S S ' . . 109

. From the foregoing comparison, Central Alberta"
residents were hospitalized for shorter periods,.than vere.

non- regiOnal cases. 'An examination of Table 8 reveals that

.the*proportion'of regional cases staying from 1 to 91 days'

stay group accounted fox 50.4 percent of. non- regiOnal cases.

-

Conversely, for patients'staying one year or more, the non-

<

regional proportion was 23, l percent versus 12.3 percpnt

for the Central Alberta group. . -

c. Summar of 3 B e : o
' Descriptive Statistical Data

The foregoing descriptive analysis of the Central

Alberta versus non- regional patient groups ralses the

A,

following observations.

1. That the median and modal ‘age of Central Alberta
; , ¢_
(regional) patients on ainssion ‘anc separation,tends to be .

Vil 1
-

-

2, }That the proportion of. males (approximateiy 2:1

- °

females) was generally less on admission/separation than

. that of non-regional cases (2 3: l)

- ‘ 3.‘ That the regional patient group generally

texhibited shorter lengthC—of hospitalization. This is

3 .l I

supported hy ! the fact that 62 7 percent of regional versus

50. 4 percent of non- regional separations stayed 91 days or

.:less. For patients staying a year or more, the case

& . ]
prOportions'were:j 12;3'percent'of Central Alberta

/

" % 1
o # . . .

>
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. 1 - - : .- ’ ,‘
residents, and 23.1 percent for non-regional residents.

4. That the ratio of non-regional to regional cases

was approximately 2:1 from both

';records. R ‘ ) ‘ ¥ N | \ \'

-
R
4

Given,these'differences id’the age/sex distributions

betveen Central Alberta patients and those referred from'

< o-
/

of AHP services could have an effect on the ultimate

outside this region, it is clear th&t the regionalization

composition of patient programs "and £ cilities at’ AHP
Finally, it is conceivable that shorter 1engths of stay,
’ combined_—f~ﬁ_3‘&aaaer‘number of ana ients under regional
,,}service nonditions could resq}t in an overall decrease in

'

the facilities required at AHP - ”Q‘ o ' ‘ \

£

The following seq?fons of this chapter attempt to_ .o~

K
! slmulate the possible effects of reduced inpatfent demand’ on,

~ AHP 3ipen the act (hypothetical) of regionalization.

Y .

V. ANALYSIS OF INPATIENT DEMAND = . ;
. . ' : 4 .

v \

A. »qucriptidﬁfof'Caseflow Aunalysis

~The denand for inpatient services at AHP has been

defined in terms of the annual number of patient days

v

-generated by the admission-separation process° and.is

calculated fron length- of—stay information obtained from

<

patient aischarge records. .o . .- 4
The caseflov analysis undertaken for this study

'.accounted for the patient—daysvcontribution of the follow- -

e , - e o Lt
)/ﬂ\\ - S ' ‘

S o - 110
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ing admissiOnfseparation patient cohortsﬁ
///f/’/// 1. Patients:ad;itted prior‘to.Januany 1, 1976 but
'discharged at any point‘dmringithevstudy period 1970-1972.
. ‘ ‘2;.:Patients-admitted and discharged within the study

period. ,

Although caseflov information is obtained from
separationirecorda the analysis assigns the length'of stay
of rach. patient during the study period by admission and

f,separation dates.a For example, a patient admitted ‘on March
2, 1970, and discharged on January 4 1971 would have the
//blength of stay portion occupy 1970 assigne;\to 1970 and
| .likewise fc- that segment of his length -of- stay occupying
: 'g; 1971. Thus, the utilization of AHP facilities by inpatient
| caseflow was measured for all patients which had been
sepafated during 1970 1972 |
rThe foregoing casefloudanalpsisiexcludes demand:
expressed by patients not accounted for- by separations data
némely. those patients who had been admitted but vere not
'separated over the 3-year period*'and.th03é patients wha-
were in hospital throughout the period - In order  to: I C
Vestimate the number of patient days generated by these two‘ (,f
groups, the difference betveen the published number of
patient days and those accounted for by separaiipnbrecordsi

a

was.used., Within the context of thf§-study,'theSe‘cases'are

3

"referred to as "the inhospitallserxice base."



B. Regional Versus
NoneRegional Demand,

With the exceptiqp of inhospital service patients,
residence codes were available for a breakdown of regional 3
v versus non.regional inpatient demands " An .examination of :
Table 9 presents regional/non-regional demand expressed in
patient days. This table bas-compiled from. two sources of
patiernt information. | |
.///x"' _ In the first instance the caseflow analysis developed
for this study provided a measure‘of demand from separation
records. The compilation of annual patient days accounted
for by separations is illustrated in Appendix I1I. The'second
source ofeinformation on the annual number of patient days
expressed by AHP cases was published data reporting total
patient days. ‘As indicaied preVLOusly,Lthe total number of
t patient days. (published) less the number of patient days
accounted fon_by discharges, provided an estimate of the
demand being expressed by patiengg/who,uere not separated
during the course of the 3-year study period (1970-1972).
‘ Table 9. integrates demand obtained from caseflow
. %

) analysis, and estimates of the demand being expressed by

i

-~ —— Y.

. . .
inhospital patients. An examination of this table reveals
that regional demand measured in annual patient- days accounts

for approximately 28 percent of total demand being expressed

N 3

on AHP In addition, Central Alberta demand appears to be.
L relatively stable, ranging from 85 830 to 87,896 patient days,'

whereas demand expressed by non-regional residents reflects
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TABLE 9

PATIENT-DAY DEMAND EXPRESSED BY REGIONAL
AND NON REGIONAL CASES, 1970-1972

Demand Source

Annual Patient-Days

Vel

—_————

1970 1871 . 1972
Regional Residents ) _ )
1970-72 Admissions . . 19,815 125,261 17,185
Admissions prior to 1970 27,070 11,067 3,248
Caseflow Analysis 46,885 36,328 . 20,433
Petients_invuospital* 38,945 45,039 67,413
Total _ 85,830 81,367 . 87 5
Non-Regional Residents N P
1970-72 Admissions 32,511 46,962 27,719
Admissions prior to 1970 93,058 42,003 12,048
Caseflow Analysis 125,569 88,965 39,767 -
Patients in Hospital 104,305 110,296 131,201
Total 229,874 199,263 170,968
Total Source of Demand o . » .
Inhospital Patients 143,250 155,337 198,614
" Caseflow Patients 172,454 125,293 60,200
Patient-Days all Sources** 315,704 280,630 258,814
. L " . . " .

* ' L
' Estimated from regional versus non- regional caseflow that

= Regional Caseflow
13 Regional Inhohpital Patient Days Total Caseflon x

Total Inhospital Patient-Days' for example, l;g 8:2 x 143,250
72,454 |

= 38 945,

et s

Xk L : '

-Calculated from, Public Accounts of the Province of- _
Alberta, 1970- 1972 (Edmonton. Queen's Printer, 1970°% 1971,
1972). v : ER C ‘ : o
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TABLE 10 ' - .
REGIONAL PATIENT- DAY DEMAND BY PUBLIC
HEALTH DISTRICT, 1970- -1972
Demand Source. Annual Patient-Days
‘ : 1970 1971 1972
Alberta East Central ‘ A L .
- Caseflow . . . ' - 10,891 9,168 5,266
‘Inhospital* - : 9,047 11,366 17,374

| 19,938 20,534 22,640
Mountain View . - .
Caseflow , 2,855 1,591 . 387

Inhospital* " 2,371 1,972 - 1,277
5,256 . 3,563 1,664
Red Deer _ g _ ‘ . S : IR
Caseflow | "\ 20,955 17,637 9,348
Inhospital* - : 17,406 21,866 30,841
38,361 39,503 40,189
.Wetgka ' ' . : o ' .
Caseflow =~ . : o 12,184 7,932 5,432
Inhospital® -~ .. . 10,120 - 9,833 17,921
R s 22,304 17,765 23,353
Regional_Totai' o » R o o o :
Caseflow = ‘ 46,885 36,328 20,433
- - Inhospital* : 38,965. _45,039 67,413
85,830 . 81,367 87,846

Health District Caseflow
' Total Caseflow AR

Estimared‘by'- x Total Inhospital

: Patient Days' fqt example, Alberca East Central = %%4%%% x

e 38,945 = 9,047.




115

a decline over the study period'from 229,874 patientédayeb

" to 170,968. ) | | | V-

A fu;ther breakdown of patient-day demand originatin

within the Central Alberta region by-Pubiﬁc Healtwvbieékict

}ii;ﬂroﬁided in Table 10. Inhospital patient-days are‘

estimated for each'ﬂealth District regionm, and are integrated
with caseflow demand to'provide an overall estimate of

total patient day demand for each of the four health

-districts.

‘From Tables. 9 and 10, it can be comcluded that
overali demand for AHP services in general is felling, and
that regionai demand for irpatient~care is considerably
less (28 percent) than the demand being expressed by non-
regional adm%ssions.--ﬂiearly, the possibility of reduced
demand underxregional serv;ce conditions could conceivably‘
reduce the number of beds, ‘and the annual operating costs of
AHP. These possinle effects are :nelenﬁject‘of'further

examinetion in‘Sectinn'VI, pp;‘118-122vof this study.

C. Acute Demand

'As'stated_previdusly,einhospigalvdemand refers to
cgseload'at AHP which is not accounted for by patient -
~ ' - SRR ’
“?

separatione, In the pteviousianalyeis, 1nhospit41 demand

was estimated, and»edded to(caseflon demand to provide

.1nformation nn'the‘disttibutiqn of:petient—day'demand

betveen‘regional and'nnn—regional area‘populations; This

?as'necessary to overcome the limitations off§ﬁe caseflow
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analysis which does not adequately measure inhospital demand.

Although it is not possible to measure either

Jchronic'or acute care demand by the caseflow analysis of

o - .
Separations data, a caseflow examidatiOn-of patient

,VQroups who were admitted and separated in one year periods .

should provide an insight into the general status of

patients staying one year or less.

- Table 11 illustrates the results of 1imiting demand

A

analysis to three admission separation/cycles over - the

study period 1970-1972. A perusal of the patient day demand

being expfhssed by short term- patients from regional and

non regional areas suggests that acute demand is relatively

atable over the stndy period It is also interesting to

note that regional patients acc0unted for 40° percent of this

3

sample of acute cases, compared to 28 percent of overall
demand.. This agreea with the previOus finding that the

regional patient group exhibits shorter lengths of—

lhospitelization than patients admitted from outside -the

region (re ex

X

to pp. 10]—109 of ‘this study). E .

VI. = ANALYSIS OF DEMAND UNDER REGIONALIZATION

‘A, A Simulation Approach:

-The foregoing descriptive analysis of regional’ and

non~regional patients has diaclosed that the regionalizatifn

.,}_

. of AHP' could alter the nature and extent of inpatient‘

services required. This sectipn of the study'attempts_to

N . . - ) . ‘ 'R

N
3
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TABLE ll

REGIONAL VERSUS NON- REGIONAL ACUTE DEMAND BY CASES
~ADMITTED- ~SEPARATED DURING THE ANNUAL 7
PERIODS 1970 ‘1971, 1972 -

- Patient-Days by ‘Admission/’

Length of Stay ‘ L Separation Year
Group - Souree, 1970 - 1971. 1972
1-30 days . R S 1,112. 1,076 1,265
< NR © 7 1,731 1,975 2,142
31-91 days R 55163 3,840 - 3,439
| - NR : 7,096 5,598 7,060
'92-182 days . R 4,294 7 3,235 - 3,159
CNR. 6,873 6,373 . 4,938
183-365 days - R . - _ 2,401 - 1,417 2,094
o : NR. .+ 2,099 2,451 - 1,924
Total " Regional (R) 412,970 9,618 9,957

Non-Regional (NR) 17,799 4“16,392v 16,064

k)
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examine the conceivable effects of regionalizing AHP in .-
terms of shifts in demand, the_number of ‘beds, and ‘total
operating“costs. | o
Regionalization in the context of AHP would mean the
implementatiOn of a policy restricting admissions to those
patients vho are residents of ‘the Central Alberta Mental

Health District. The antic gpated general effect on AHP

TR
would be ‘a reductioﬁ“in the demand for inpatient care.

The effect of regionalization on . overall inpatient

a

demand vas simulated over the study period 1970-1972, and
is based on the hypothetical regionalization of AHP as of

January 1, 197b.' Given the implementation of an admini— -

strative policy to ‘restrict admissions to AHP to permanent
residents,; two general resu:\s could be - anticipated
The first vould involve an increased demand for

inpatient services outside the Central Alberta.regiOn, ingﬁ? {

o

. v <
areas‘such as Calgary»and Edmonton. This demand would of

¢

course, have to be planned for in advance of regionalization.‘

°?

- Secondly, the demand being expressed on AHF would

decrease as non- regional patients Ain hospital were discharged

over time, and as’ the inpatient populatiOn became increasing—
. o
e
ly composed of Central Alberta residents., It is anticipated

that a decrease in acute admissions vould have a relatiVely
immediate effect 'uhereas chronic demand vould decrease at a

‘8109er rate. At some point' however the level”of_patient—
days would. stabilize, resulting in an overall decrease in. the

S

o
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" The examination of 't§ t cipatgd’effects$ ' region-

- "J'_)"

alization is divided intoc two ,ndﬁiimén:axy phases Thq;,hJ
first phase meagures the shift in demand that vould have

occurred from January l 1970rto.December 31, 1972 - In the

.
wm e

second phase, the effects of reduced demand on AHP inpatient
'beds and annual operating costs are estimated for the study
period. o ' N
‘l,f Inpatient.Demand '
Table 12 illustrates the anticipatedidecregge in
overﬁll inpatient demand.' The sharpest decline occurs
between l970 and‘l97l and represents a 17.5 percent.decrease
in patient—days; The period between 1971 -1972 shows a lesser
,decrease, and may be partially due to the slover separation
>rates associated with longer—term patientsa
In general, it appears that_regionalization ma& not.
“have an immediate impact on AHP due to the substantial
'demand being expressed by longer term patients resident in fm
‘this4hospital. This may in fact ease the-transition from a .—
z'provinCialfbased service to one. that is regionally oriented

'since'program changes at. AHP could be implemented gradually.

2. Beds Required
A general dectease of inpaaﬁent demand after region—~*

‘alization could effectiveli reduce the number of beds'

v

o
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oo

COMPOSITE PATIENT—DAY DEHAND’UNDER SIHULATED

PR REGIONALIZATION

1970- 1972

Demand‘Sou:ce

Ahnual'Patient—Days

1970 1971 1972
p ‘?3\ Regional 85,830 81,367 - 87,846
: Non- -Regional 229,874 199,263 170,968
(less) 1970-72 Non-Regional : ' I . '
.. Admissions. - ©(32,511) ;, (46,962) (27,719)

"Total Patient-Days

under Regionalization

"Actual Patient—Dafs 

Net Change (loss)

o5
of

N

"~

283,193 233,668
== - ——__— %

315,704 280,630

(32,511)  (46,962)

231,095

258,814
(22,719)
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required at-AHP. Assuming that historical occupancy rates
of approximately 95 percent were applicable the foflowing-,

distributiOn of beds would be required

Annual Bed Complement

Utilization Source  <° 1979 1971 1972
Regional . : - 247 , 234_ 252
S Non-Regional 661 . 573 . 492
(less) 1970~72 Non- ~Regional " L R :
: " Admissions ‘ (93) (135) - (80)
Beds required under . '
Regionalization ' 815 - 672 664
Actual Beds Required . .908 807 - 744
k . . . -
. From the foregoing 111ustration, the'number of N

dnpatient beds reﬁhired under regfonalization would have S
decreased by approximately 308 over the 3—year period If
‘ this decrease were to continue at a similar rate beyond

4 :
‘be reduced to

fl972, the number of beds required may

)approximately 250 by the year 1977 There is insufficient

information to make: more aCCurate forecasts, but it is
L 'y
conceivable that AHP vould hgye been reduced. to a predomin-
| v

hantly re ional facility by 1978 with a bed complement in

the range‘ 253250, primarily serving Central Alberta

'. patien‘ta.‘ . \/\'
3. Costs

A thorough examination of the effect of decreased

demand on the costs of operating AHP under regional
-

conditions is not possible vithin the limited scope of thts
: 1)

i
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3

gtudy.lQQT%Therefore, anly'a preliminary'esqimatevof cost - ;
ranges that?could be anticipated under regionalization is .‘
provided for consideration.
"Estimates of the annual'operating costs ‘are-
Calculétéd‘grom published expenditure 1nforhation.‘,The.. ;
: . . S o ' 3 ,,;{
resﬁltq of this aggregative costing dre presented in the '
following illustration. The reader is cautioned in ihter—/
preting this data sipce it'dmes not discriminate between
fixed,-vafiable, separable and non-separable costs, ‘ :. o
| ' , '3
_ _ ; Estimated Annual Costs#*
Cost Generators 1970 1971 <;«_ 1972
V. ». ‘“' ‘ R N A}
Rggiqnal" R o ' S ,
Patiept-Dgys - $1,356,119 © $1,506,918 $1,958,972
Non-Regiona@.' v oo : . R :
Patient-Days . 3,632,004 3,690,349 . 3,812,580 _
‘Estimated Cost S T . , c
under Region- S . ' . S » -y
alization - 4,475,449 4,327,531 5,153,418 =/
- Actual : S o . o
. Expenditure o o K Lo
- Reported. S '$4,988,126 'L‘ﬂ?,197,278~ $5,715,483
Cost Change $ 513,677 $\ 869,747 $ 562,065
*CalculaCednfrom Published cost per patient-day ratesg. .
Source:: Alberta, Publiec Accounts of the Province df Albdercta,
1970—1972‘(54monton: Queen's Printer, 1970,;1971,_1972).‘;‘
120 - | A : | S :
-A,thorough.gxamination would involve:-~(l),cost7

finding studies to determine the ratio of fixed to variable

costs; (2) cost per case analysis to differentiate cost

changes due to the»appa:ent‘fncrease to ‘a more” chronic
service; (3) external costs to the patient, and the provin-
tial government arising out of a»decreased'traqsportation

distances for non-regional cases; and, .of course, (4) the

determination of the costs of meeting non-regional demand in

facilities outside the Central Alberta area:
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Under regionalization, the foregoing estimates reflect
..a possible expén%iture decrease»ig?the Ofder.of $l,454,789
‘over. the period. 'This figure cannot be considered as a cost

'1saving to the Provﬂnce since, alternative facilities, and/or

-ﬁfforms of care would have to be provided for non- regional

Ve

"'3caseflow. Conversely, the process of regionalizing AHP

'might»make such excess" funds available for mental health

te
-

'programs outside the Central Alberta area..
Despite the inadequacies\of estimating expenditure

changes by direct proportions, it 1s a fair assumption that
_ N ' '
‘the regionalization of AHP could conceivably have reduced

its operating costs over the period : A88uming that AHP

would become a regional mental hospital unit of approximately.
’N .

225~ 250 beds by 1978, 'operating.expenditures may.be-reduced"
& .. - .. . ) .

by as_ﬁk%h as 65 percent. Y
S |

VII. 'suuMAhY_OF coNcLusiBNs .
| Throughout the chapfer,”concluSions havelbeen drawn
znfollowing the presentation of specific descriptive data
Aregarding the process of regionalizing Alberta Hospital
Ponoka.i Assuming that the’ design of the simulation experi-

ment elicited valid information,/a summary of conclusions

is now presenté%

Whileﬁthe implementation of an administrative policy

e

-~ to regionalize mental hospital services may be considered a
< v A

'radical.initiative, the effect on inpatientvdemand'is

§
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gradual;l It is concluded that thé theoretical advantages ofl
providing health services on .a regional basis cited in
Chapters/z to 4, may be tested vithout_wholesale-change_in‘
‘the opératiOnal nature of AHP. dhether provincial and
Lcommunity authorities decide to Lnitiate the process of
‘regiOnalizatfon or maintain thig hospital as a central

psychiatric resource, there is a definitive need for mental "’
%

hospital services outside the Central Alberta region
T w . .

particularly in Calgary.. A high referral rate fromyEdmontom

’l.'{‘ %

suggests that the AHP counterpart, Alberta Hospital,

. . . o ] . )
Edmonton, be examiniq:with regard to its regidnal responsi—

bilities. o - | S

From the decreasing number of beds re red both‘

- under regionalized apd provinc111 service conditions, the

'investigatbr concludes that the,:aci}ities of AHP could
effectively be reduced. L “ L
> It is f%}ther'conclrd d that operati g'costs’under'

_regionalization could be reduced over the longer—term;

.thereby freeing up provincial resources for the development
., 2

of other regional mental health programs elsewﬁere. Since

the i‘Vestigator is awvare of the economic contribution of =
AAHP to the town of Ponoka, it is further concluded that the
possibility of reduced cashflow'be anticipated by both

‘ _ ; v _ . _ T

‘municipal and provincialnauthorities. o - "Q'

vCasefIOV analysis illustrated several“itmttations
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~in the quality and availability |of inpatient data. Im

_general linkage of separation, and discharge records was

not readily possible, nor was EDP data available on chronic’
W

patients. who were resident in the hospital during the study

period If the process . of reg onalization is to provide an.

improved geographic and potent ally political framework for

‘mental health planning, it is'suggested that initiatives be

undertaken to redesign the pr sent mental health informstion

system. Provisions should be made to integrate provincial

;mental hospital data with other hospital programs -—- possibly-

through the PAS12 informati n system.

The summary, and rec mmendations arising from the

study as a whole are presen ed ia Chapter VI

121PAS is short' or The Connission on Professional andé
Hospital Activities,, n Arbor, dichigsn, ‘which compiles
monthly discharge p&mmaries for participating hospitals.

»\



CHAPTER 6

SUHHARY AND RECOHHENDATIONS

v
I.  SUMMARY 2 \ o -

This study was undertaken to det;rmine the f . a31billty
b of regionalizing mental hospital programs in Alberta and to
identify the potential effect of regionalization on a select-
ed facility, Alberta Hospital Ponoka. The expected utilicy
of this approach is to provide. baseiine information vhich in
conjunction with data from- other health programs, would be
useful to government'and local health authorities for
Planning add decision-making purposes.

, The study pProcess was divided into’toopcouplimentary_:H
bstages. The first stage was directed touardaian'examinationv._
Cof: (1) contemporary trends in mental health andcsocial
Jpolicy,'and (2) the organization:l paraueters which uould
.have to be considered in the prOcess of- regionalization. In. -
'the second stage,‘this st%dy was directed tovards a
-b‘quantitative investigation of the potential/effects of .
:regionalization on Alberta Hospital Ponoka

‘ A review of social policy regardin;\;ental hospital
services indicated professional and social support for the
‘delivery of all phases of -ental health on a regional basis
Interdisciplinary prograns are being attenpted in,order'to"

bridge the gap betueen the nental hospital the-connunity,

é'.

v
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'separation of administrative and clinical responsibility'

127 ..

and the patient, Contemporary literature is not Only
stressing the role of preventive intervention in the com-

munity, but the utilization of the community itself as a

locus of rehabilitative therapy.' The inescapable conclusion

is that a common community defined in geographic and
Political terms on a regional level, c6uld enhance the
delivery of comprehensive mental health services --A'
including inpatient care provided by mental hqspitals

The Process of health regionalization is primarily
a political undertaking. Notwithstanding the theoretical
advantages of economic savings, organizational codrdination,
"and integration of multiple patient care levels, the success

of the Process of regionalization depends on: (1) the

[N

(2) the employment of clinicians and other health profession-'

. als (including administrators) on a regional rather than ' f”4

o
P

'institutional basis' (3) the development of a regiOnal

health board with broad fiscal and organizational powers
over health programs operating in t‘fﬁregion' (4): the
provision of management autonomy to regional health boards

by central government health bureaucracies° and (5) the

formulatiOn and implementation of on- going operations

research in ‘order to integrate information at the regional

health/program level, and to provide 1oca1 authorities with
x

valid data uith which to plan, manage,-and control healtb o

programs in the region. Furthermore, regional data need not

/.



with province
The
zation on Alberta Hospital

nature gflchange in demand

~wide health management

inpatient beds,

¥

quantitative examination of potential regionali—

Ponoka reveeled the gradual

4

and operating

coats.; This .was found to be due to the chronic service

AbnatureJof AHP .

be as follows

Pat L-Da

. Actuil

Regionalized K.f
mDifference

-Actual-

Regionelized“l
Difference'

| Qngxg;ing'ggsga-'

Actual oo
Regionalized

?,Difference

Although there is inSufficient data to forgcast the_

rate of decline in the demand expressed by non~

' Beaidents,

could in

the study period

Specifically,

- 908
815

a [ 3 .

93

94,988,126
4,475,449

1970 1972

$ ,513,@67'

2

© 1971

280,630

233,668 .

‘-‘_—_.

46d962'

- 807
672

—
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§55197,278w
4,327,531

i§;:t69;746

L

Specifically\

the differences were found to

1972

258,814
231,095

27,719

744

664

80

$5,715,483
5,153,418

s ,Sez”oes'

e

regional
the demand on AHP by Central Alberta residents

\ he future approximate the trends arising out of'

e .



X 1970
Patient-Days ;1Lf.vh'. 185,830
3 . 5“ _,,“5‘.-'. :.,‘-ﬂ ;- . N Lo
"Beds . ¢, 247

P R
Estimated

Apnual Costs $1,355,255

1971

81,367

234

$1,476,811

129

1972

87,846

252

$1,939,639 |

Depending on the elasticity of the patient per day

costs to- the reduction of patient—day demand,

4 a

. i ¥ T
costs'could‘be'reduced by’as high as 65 percent.

operating

This would

me an that the size of AHP would be reduced to approximately

<>

250 beds:given‘the act of regionalization.

AIthough the study was based on a combination of

theoretical information from the literature, and historical

'caseflov data,

Alberta Hospital,

it was c?ncluded that the regionalization of

Ponoka to service Central Alberta

residents could provide a valuable adjunct to the health

care of Central Albertans

From the level of demand being

expressed by non- regional referrals, it vas'also concluded

‘that active review of the availability of mental health_h

,programs in Calgary and Edmonton be undertaken by local: and

government officials
N » Y
II. RECOHMENDATIONS

The recommendationa are based on’ the findinga and

conclusions offered throughout the atudy,‘and are. 'a reflect-

ion of qpntemporary ideas expres.ed in the literature. They

‘are developed,around three’ parametera;

v

(1) the general

rs
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process of organizingtregionalieation° (2) the apparent
feasibility of regionalizing Alberta Hospital Ponoka;- and,

(3) further regsearch in relation to the planning, management .

he it
and control of mental health Programs on a regional ba51s.

4

l'

A, Process of RegionalizationA

The theotetical basis underlying the regionalization
of health prograns in general and mental hospital pregrams'
"‘in particular is that a- fuller and - more integrated cycle‘
-/eg,patient servicesbcan be provided ranging from prevention
;of hospitalization, to early discharge into rehabilitative
programs in the community. :Due to the relatively low rate -
of hospitalizatioa\\f patients in mental hospitals as"com-
pared tohthat of genmeral-acute hospitals, a.degree of
' centraliiatiou i3 Inevitable, ,Centralization at the
prdvincial level, hooever‘ unnecessarily complicates pre—
adnisaion chechs,(follow ~up andbfunctional integration with
other health programs.' ._7 '
Although the foregoinp theoretical.propositions pnjoy
wide supportvin the literature,‘there-is insufficient
.eyidence to either substantiate.or refute“the,economic and'
orgénizatioual benefits accruing outvof regionalization.
'However, social policy as indicated by recent government_
legislation appears to be in favor of regionalization;
Accordingly, it is recommended; | . |
’ 1. that-regionalization of a‘selected portion of_ -

7the provincial mental service be undertaken_on‘an

g
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experimental basis.

2. that evaluation become an integral element of
any regionalization experiment; |

The organiaational-process of regionalization would

involve the participation of diverse publics, professionals,_

-and - hopefully patient representatives. On  the assumptionv.

‘that regionalizatiOn of nental ‘hospital programs is widely

acceptable on an experimental- basis,<it is further
recommended~ . | |

3. /that the definffion of mental hospital districts
coincide with existing health dministration units, namaly
public health districts and m;Etal health regions.

4. that regional mental nealth management boards be

developed in order to facilitate a regional outlook in

'providing programs.

o

'5. that day to- day administrative coordination and
control of regional mental health resources be vested in

‘a professionally-trained administrator who 1s .not himself-a

'clinician, and who ib responsible to:the regional board.

6rv that psychiatric, and para psychiatric personnel

be given the responsibility of regional follow-up of mental'

‘hospital patients- Ideally, these personnel vould become

involved with. pre- admissiof checas, and provide consultation.-

‘to practitionera dia- the'community before the patient was

y

admitted to hospital

7. that initiatives be undertaken to exchange~
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information on mental health,services between mental

hospitals, acute and auxiliary hospitals, and agencies

operating at the regional Level.

B. Feasibility of Regionalizing AHP
It will be recalled that the‘regionalization of
Albertaﬂﬂospital, Ponoka need not’ traumatica11y°change

existing facilities, and programs - the_gradual'change in

demand after“simulated regionaliiation suggests that

a

reorganization could take place over a period of years;
ﬁevertheless -gome recomnendations on the nature of these
changes are‘provided: -’
9. that AHP be characterxzed over the longer term as
_ka\mental hospital facility primarily serving Central Alberta
residents, Hith a rated bed capacity of approximately 250
It is not possible to determine ‘the future date at which only -
- 250 beds w0uld be required but ’50 uould be sufficient to
'serve Centrél Albertans, barring sudden shifts in ;he
population and/or the incidence of hospitalization;
| 'ld. that the demand for Hental Health services beingv
expressed by out~-of-region areas such as Calgary be. |
investigated in order to estimate the size and type of
facilities required as alternatives to AHP under regionali—
t : (4

zation. This nay ‘mean the development of a third mental

hospital program serving Calgary, and environs.
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c. Future Research o o o <?
If the operationalization of mental hospital programs
is in fact to proyide an economical, and,manageable service,

it is erucial that management information systems be

'developed at the regional level -Previously, it was stated

S
-

that the centralization of administrative information, and
control of hospital programs is complicated by the fact of -
,"information—overload and‘the political hargaining
‘process. -In’order'to'allow the development of.detailed
‘information fov??glional,management of resources, and the p
hcomplimentary development”of simpler_indicators for central

@7&‘ . ‘;.govemment purposes, it 1s recommended:

N 11, that a mental health management information

2

R

system be formulated at the regional'leyel,by compétent
gsystems research experts. .
? " 12. that thais regional system be developeﬂ initially

at Albert£ Hospital Ponoka, and Subsequently for other
. o -

. -;rdesignated district mental hospitals. Y-
'13, that this information be primaril} provided to
the-regional mental health board,vand Secondarily for,
7;\reporting purposes to'centralvgovernment authorities. ,
; | 1f management information systems are to provide
' clinical » as wvell as administrative information, and.to
7‘ ,foster on- going research .caseflov should not only bev
*." identified in terms of mental hospitals, but for the province

: A
as a whole. Accordingly, the suggestions are made' -@‘
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14, that admission—separation‘records bé'integrated
in order to allow the measurenent of those cases admitted
—_— S , : . ‘ ,

to hospital but not separated -- without having to resort to

census., = .

15. that unique patient identification numbers be

' assigned and routinely checked for validlty.
/

16. that access to a central EDP service be provided

for the use of managers clinicians and researchers interest-
ed in province—vide ‘mental health probl;ms.

Finally, this study is'concluded by‘the general
suggestion that the regionalizatfon of mental hospital
services he_nndertaken on an enperimental basis, and that
on- going evaluation be undertaken-to detefmine whether the
,regionalizati?n of the total Alberta Wental Health system is
in fact a Qgrthwhile.change. In this regard the present
provincial mental ‘health service is at an advantage over

general hospital programs, since there is at’the'present

time a central organization_ehich.can be decentralized.
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APPENDIX 1

COﬂg%RISON OF COHPREHENSIVE VERSUS INCREMENTAL
METHODS OF DECISION~-MAKING

Succeasive'Liﬁited

Rational-Comprehensive Comparisons.

la. Clarification of values '1b, Selection of value goals
“or objectives distinct and empirical analysis of
from and usually pre- ' the needed action are not
.requisite to empirical '~ distinct from one another
analysis of alternative , but are closely inter-
policiea.' .. ; ‘ ' twined,

2a. Policy-formulation is 2b. Since means and ends are

: therefore approached " not distinct, means-end
through means-end ‘analysis is often
analysis: First the ends . inappropriate or limited.

"are isolated, then the
means to achieve them
are sought..

3a. The test of a good“ 3b. The tegt of a good"-
policy is that it can be policy’ *is typically that
.shown to be the most vatious. analysts find
appnppriate means to . themselves directly

jired ends. y - agreeing on a policy

L : (without their agreeiug
that it 1is the most
appropriate means {o an
agreed objective).

"4a..Aaalysis‘is eomprehenw' 4b . Analysis ieﬁdrastically

sive; every important 1limited: - . : .
relevant factor is taken ) 1) Important possible out- o
- into account. comes are neglected. ‘

ii) Important alternative
potential policies are
" neglected. .
: 1i1) Important affected
. " " values are neglected,

.Sa, Theory is often heavily  5b. A succession of compari-

relied upon. ‘ - 7. sons greatly ‘reduces or
P ' eliminates reliance on
theory. ‘

Source: Charles E Lindblom "The Science’ of Muddling
Through," in Public Administtation Review.:19:2 (Spring,’
1959),vrept1nted in Robert T. Golembiewski et al. (eds.),

‘Public Adninistration. Readings in Institutions, Processes,

Chicago‘“ Rand McNally, 1966)
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APPENDIX I1I

COMPOSITION OF CENTRAL ALBERTA MENTAL HEALTH
DISTRICT BY PUBLIC HEALTH UNITS AND COUNTIES

!

Health District =~ : . ; Countz

“Alberté_East Céﬂtrai ' S Camrose County 22

Flagstaff County .29
o . .. Stett'ler County 6
T - Vﬁ?Paintearth County 18
‘ Municipal District 52
Special Area 4

‘Mount View (part) o - Mountain Vigé County 17

Red Deer ) S " Lacombe County 14

' ' ' ‘ ' Red Deer County 23
Improvement District 10

Wetoka L o . . Ponoka County 3
' ‘ : : Wetaskiwin County 10
- Improvement District 11 .

1




APPENDIX III, Part 1

TOTAL P‘ATIENT—DA‘_IS FALLING IN THE ANNUAL PERIOD
1970, BY YEAR OF ADMISSION AND SEPARATION

“y
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VAROf®

TOY PCT 1 70,000 71,001 72,001

"’"""""'1?;7""“1"“'"“‘I“"'"!I.,

ADMISSION 12,00

~ YEAR

29,00

/

| ;\gv;o.ob

31,00
§3{dg
}34;60
35,00

 coLumN
TOTAL

(CONTINUED) N

Iy /-7 1 o1 . 0.1
0,0 I o,0 1

I 300,0 I

I 0,001 90,0 I 0,0 1
1 0,0 I 0,0 %1 0.0 I
o]lescsvanne iw.------- ]ecanneea]
1 0 365 1 730 I
0,6 1 1,8 1
0.0 I 0,2 1 0,4 I

olecscnnvalvccncwrn]encnvnan]

32a 1 0. 1 0 1

100,0 1 0,0 I 0,0 I
0,4 I 0,0 I 0,0 I
0,2 1 +0,0 I 0,0 I

[ 3 --’-----I----’--._I.F-.‘-.-I
: 100,0 1 0,0 1 0,0 I

2261 . 0.1 - 0 1

S 1100,0 I 0,0. T 0,0 I

6,0 I 33,3 1 66,7 1
I

v 1 0 1.,

0,0 I 0,0 1 0,0 I
0,0 I 0,0 1 0,0 1

- ---.’---FI-{},-Q_..--I...-_--..I'

"ROW
TOTAL

T
0,0

1095
. 0.6

0,3 I 0,00 i- 0,0 I

08 I 0,0 X 0,0 I

- p---.--‘.l .-----".‘-l -----.-..‘I

1 280 I - 365 I 0 1

1
1
1
1
I
1
1
I
I 711
I
1
1
1
i
1
1
I
I

1 39,7 1 60,3 1 0,0 1

I 0,1 I 0,2 I 0,0 1

I 13,8 1 43,1 I .a3,1 I

_.l--.-----I---h—.-.l-i-,---?l )

I 350 1 1095 1 1309 [

I 0,5 "1 1,9 1. 2,71 1

1 0,2 1 O0.6-1 0u6 1
.I.------‘-I'p-----d-l .'.---,OQ-I
76072 56164 40218
ad T3l 23,

\
\\.

172454 -

© 100,0
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1g
P
|
A VARO22 'SEPARATION YEAR
o COuNnY. | ' _ . '
2y ROw #CT 1 » ' ~ ROw
- ‘ cCoL PCT I : TOTAL
) 101 PCT 1 70,001 71,001 72,001
v‘Ro‘b -.---'--l‘f-.----l.‘----‘.1-‘*----.1" v
ADMISSION 36,00 I 599 1 0 I 365 1 964

YEAR 1 62,1 1 0,0 I 37,9 1 .0,6 .

I 0,8 I 0,0 1 0,9 1 _

1 0,3 1 0,0 1 0,2 1 Nk
-I--------!--------I--------I

’ : 37,00 1 245 -} 730 1 - 0 1. 975

S 1 25,1 1 74,9 1 0,0 1 0;6

01 03 I 1,31 o001

1 0,1 1 0,4 1 0,0 1 -

-I--------]-.---Q-pI--------I

38,00 I e’r 1 365 1 730 I 1392

21,3 1 26,2 1 S2.,4 1 0,8

1
1 0,4 @I 0,6 I 1,8 T~
1l 0,2 I 0,2 1 0,4 1

. . ;)------.-I--.--.--1--------1 ) o
NG © 39,00 308 I 365 1 365 1 1074

32,0 1 34,0 1 34,0 I 0.6
0,5 I 0,6 I 0,9 I
0,2 1 0,2 1 0,2 1
-----.-I.-------l--------l
506 1 . 365 I 365 1 1236
40,9 "I 29,5 I. 29,5 1 . 0,7
0,7' 1 0,6 1 90,9 I
0,3 1 0,2 1 U2 1

40,00

1
1
I
1
ol
1
1
1
o |

. __' wl]le -------I.---.-—-l--—----.I

41,00 1 0 1 [ A & 730. I 730

| 1 1 0,0 1 100,0 I 0,4

1 1 0,0 . I 1,8 1 :
1 I 0,0 1 0,4 1
wle
I
1
1
I
]l

-I.---‘---]--------I

42,00

Q0,0 I S 8 1
0.0 1 0,4 1

--------I--.-----I--------I

COLUMN 76072 S6164 . 40218 . 172454
TOTAL 48,1 32,6 - vZS.} 100,0:

(CONTINUED) | v#

0 1 730 1 j004
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VAR016
-ADMISSION
YEAR

VAROZ2?2. SEPARATION YEAR
COUNT I iﬁ‘ »
ROW PCT I | RO~
CoL PCY I TOTAL
"T0T PCY 1 70,001 71 001 72,001 : .
.-------I--------I--------l------.-I
43,00 1 0 1Y 0 I 365 1 365
I 0,0 I 0,0 I 100,0 I . 0,2
, 0s0 1 0,0 . I 0,9 1
1 0,0 1 0,0 I 0,2 1
.I--------I--------I--------I‘
44,00 1 490 I 730 1 730 1 1950
1 25,11 37,8 1 37.4 I 1.1
10,6 1 1.3 1 1,8 1
1+ 0.3 I‘ 08 1 0,8 I
il---.----l---.----I-—-----.I
45,00 1 1022 1 365 1 365 1 1752
1" 58,3 1 20,8 I 20,8 1 1,0
I 1,3 I 0,6 I 0.9 I
10,6 1 02 I . 0,2 1
- - -1------.-I--------I--------I .
46,00 1 229 1 365 1. & 130 1 1324
g 1 17,3 1 27,6 1 SS,1 1 0,8
1 0,3 1 0,6 1 1.8 1 '
1 0,1 1 0,2 I 0,4 I
-I--------I--------l'----‘°'I
47,00 1 837 1 730 1 1095 1 2382
1 22,7 1 30,9 I.. 46,4 I 1,4
I 0,7 T 1,3 1 2,7 1
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: - -I--.-----I--—-----I---- cawl
48,00 1 0 T 1095 1 730 "I .182%
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.. 0,0 T 1,9 1 1,8 1
1. 0,0 I. 0,6 I .0.4 1
f' -I------.-I------.-l-------.I
49,00 1 14 I 365 1 365 I 744
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I 0,0 I 0,6 1 0.9 I }
1 0,0 1I. 0,2 1 0,2 I
‘ 3 '.x------.-I--------l-----'-’l ) /
- COLUMN © - Te072 56164 40218 ’1724Pa
TOTAL .. 44,1 - 32,6 23,3 loo.q

(CONTINUED)
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VARO22 SEPARATION YEAR
COUNT | | o~
ROW PCT I " ROMW
. CoL PCT I ToTaL.
10T PCT 1 ; 70,001 71 001 72,001
VARO16 '6-------1--------1--------1--------1_
ADMISSION 50,00 | 358 1 365 1 730 1 1453
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I 0,2 I 0,0 'I. 0,0 1
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' o ole -.---.-I--.-----I-------.I o
,hgsgoo 1 194 1 365 1. 1095 .1 1654
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1------.-1--------1--,----QI
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~ COUNT. | '
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VARO16 il LT PN S
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APPENDIX ITII, Part 2

TOTAL PATIENT-DAYS FALLING IN THE ANNUAL PERIOD -

1971, BY YEAR OF ADMISSION AND SEPARATION
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VARO1 6

) .“' O-------I --------il -“-----1
ADMISSION 29,00 I 36 -1 5 730 I
YEAR 1 a,7. 1 95,3 1

(CONTINUED)

_ g
: VAR022 SEPARATION
COUNT |
ROW PCY 1
CoL PCT 1

1 0,1 1 1.2 1

I- 0,00 1 0,6 1

34,000 1 287 1

‘91
1'100,0 1 o0 I

YEAR

. ROW
L rgrAL
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0.0

0

T 0,51 0,0 I
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| VAR022 SEPARATION YEAR
COUNT I -

-ROW PCT 1 : . ROW
coL PCT I | . TotaL
o ‘ 10T PCY I 71,001 72,001
"VAROi®6 -------.1--------1.-------1
ADMISSION 40,00 ] 89 1 365 I 454
. YEAR : 1 19,6 1 B04 I 0,4
. 1 0,1 1 0s0 1 , .
I 0,1 1 0,3 1 o
) ] .l---.-,-.-l--------l : i —- .
- 431,00 1 0 1 730 1 730 .=

1 .0,0 I 100,0 I 0,6
I 0,01 1,2 1
1 0,0 I 0,6 F
| SR CITTOTES S :
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"1 0,0 I 0,6 1
' pl-----.--I--‘-----.I
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1 0,00 1 0,6 1 :
T 0,0 1 0,3 1
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I 38,3 I 61,7 I 0,9
1 0,4 I 0,6 1I.
) 'l'-"""l-"’7‘°‘1' . .
45,00 I 109 1 365 1 - 474 3
1 23,0 1 77,0 I 0,4 -/
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I ’ ool ,I 003 L
‘ -l.‘?--‘--l-‘-'-"‘l
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! 0.3 I 0,6 1
.I--------I---‘----l‘ : .
" COLUMN 63080 62213 125293
| ~_ TOTAL 50,3 49,7 100,0
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‘ VARO22 SEPARATION
COUNT I :
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-I--------I.-.----.I
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.I r.-p’.-I--------I.

50 00 - 711 ”73Q 1

e
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e _  B T SR SRS OIS S
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L T 15 R ST S S
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VARO22 SEPARATION

'YEAR
COUNTY 1 _
fo ROw PCT 1 ROW
g L f coL per 1 TOvAL
TR Fas TOT PET'I 71,001 72,001
kﬁVﬁgﬁlﬁﬁf’ seseccac]ecccnccalocnnacan] s
"~ .ADMISSION 55,00 I 44 1 1095 [ 1139
YEAR I 3,9 1 9,1 -1 90,9
I 6,1 I 1.8 1
1 0,0 1 0,9 1
-I---..---I--------Il ]
37400 I - 0 I 365 Ig' 365
N 1 0,0 I 100,0 1 0,3
-1 0,0 I 0,6 I
1 0,0 1 0,3 1
. oltﬁcanconluq---icol -
5 58,00 I . 952 1 365 ‘I 1317
- L o72,3 1 27,7 1 3,1
I 1,5 1 0.6 1 '
‘ I 0,8 1 0,3 1
L *lecccmmeclececacan] |
e v 059,00 1 122 I 730 1 @852
SR S I 14,3 1 85,7 1 0,7
A I 0,2 1 1,2 1
2 ¥ | I 0.1 1 0,6 I |
ljfiL”. :if '.Iﬂ‘nn--ndld--n--n.l .
60,00 1 48 I 365 I 413
A 1 11,6 1 88,4 I 0,3
1 oll 1 o'b 1 '
1 0,0 I 0,3 I
) D CLL T LTS CITTHCTYS SR
61,00 I 190 "I 3650 I 3840
T 4,9 1 95,1 1 3.1
I 0,3 1 5,9 1
¢ 042 1+ 2,9 1
v H ’ -I-"---.--?,-I-'""---'I_
62,00 I 117 1 365 I 482
, I 24,3 1 75,7 1 0,4
5 I 0,21 0,6 1
- ‘0,8 1 0,3 I
11 -l-.-.----lqodcnu--l :
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VARO22 SEPARATION YEAR
COunT 1 - f '
ROW PCT 1 & _ ROW °
coL PCcT I . TOTAL
. T0Y PCTY 1 71,001 72,001 -
VARO16 = ecceecec]acaaccic]remccnns]
ADMISSION 63.00 1 724 1 365 1 1089
YEAR 1 66,5 1 33,9 1" 9,9
‘ R § 1.1 1 " 0,6 1 S
1 0,6 ‘1 0,3 '}
) ‘l'?---'_.'x-...f--"'l -
64,00 I 160 I 365 I 25
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oo 03 1
. . ol---i----l----..--.l v o . | -
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. -I----.---I--.-----I
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,‘ -l‘-----‘-l-"‘""'I;-L-.
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1 1.0 1 3,2 1 g
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TOTAL PATIENT DAYS FALLING -IN THE ANNUAL PERIOD
: 1972 BY YEAR OF ADMISSION AND SEPARATION
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1 100 o 1 v°oa
/ IY o 4 I
.I‘--'-----.I '
1- 100 1 too0
I 100,0 1 g.a
I 0,2 1 3
Tl 0,2 1 o
Celemesieeeg
1 271051 270
1 loo 0.1 0,4
1 0,4 1 '
-I-.---o-tl -
L pJos ot 303
1 100,0 " 0,5
I 0,5 1 _ ‘
1 0,5 1
-‘.I----.--wl o
60300 60300
100,0 " 10%50

o

VAR022 SEPARATION YEAR

ROw

. ToTaL
TOT PCT I 72,001 °

meecccsew l ----.-*:.' I .
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: VAR022 SEPARATION YEAR
COUNT 1 ' '

RUwW PCT 1 ROwW
COL PCT 1 ) TOTAL
10T PCY 1 72,001
V‘ROlb\ --------1----.---1 _
ADMISSION 42,00 1 130 1 130
" YEAR ' 1 100,0 1 0,2
o 1 0,2 1
1 0,2 1 .

.I-.--.---I o
43,00 I 315 1 35
1100,0 1 0,5
I 0,5 1 :
I 0,5 1 ; , -
- -1.-6.--&;[ : :
44,00 1 2717 1 277
" 1100,0 T 0,5

- | 1 0,5 1
C 1 0,5 ‘1
: 'I.-----..Iﬂﬂ
45,00 1 = g 1 59
1 100,0 T 0,1 -
I 0,1 1 :
1 0,1 1

Dl----.---I .
46,00 1 337 1 337 -
1 100,0 0.6
1 o0t 1 R
1 0,6 1 DI . ‘ ’
) » : .I.-.---..I . : -
47,00 1 404 I  uod
I 100,0 0,7
1 0,7 1
1 0.7 1
: nlnfbuunpyl ) .
48,00 1 267 1. 267
: 1 00,0 1 0,4
I 0.4 1 :
I 0,4 I
.IOQQ-Q--QX
COLUMN 60300 60300
. 10TAL - 100,0 100,0
"(CONTINUED) ' :
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N VAR022 SEPARATIC YEAR
“J counr g

ROW PCTY | ROW
COL PCT I TOTAL oo
: . TOT PCY I 72,001 ’ g
VARO16 ceeeeccn]eccucana] ‘ T,
ADMISSION 49,00 ] 102 | 102 '
YEAR , I too,0 1 0,2
1 0,21
I 0,2 1

. elemesieea]
50,00 I 106 I 106
A | 100,0 1 0,2
1 0,2 1
I 0,2 1 ©
.ld-.----nl )
53,00 I 59 [ 59
: 1 100,0 1 0,1
1 o.l ¢
-I.-.’.-..I

54,00 I 549 I 549

~ B | 1100,0 I 0,9
-1 0.9. 1

-l --------I

55,00 1 704 1 704

1 100,0 1 1,2, =
I 1,2 1 |
I 1,2 1.

. I--------I ’
57,00 1 31 713
| 1100,0 1 "o,

1 0,1 T
1 0,1 I
'-1--------1‘
568,00 I 10 1° 10
. 1 100,0 I 0,0 | |
| I 0,0 1 . -
1 0,0 I .
. 'ilofpoi-hnlf o
COLUMN 60300 60300

: . ToTAL  100,0  100,0
(CONTINUED) . - R |

g

!" 14
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VAROZZY SEPARATION YEAR

COuUNT |
ROW PCT 1 ROw /
coL PeT 1 TOTAL ;
TOT7 PCTY 1 72,001 '
VAR0O16 = eececcaaleeaicces]
ADMISSION 59,00 I 158 -1 158
YEAR ; .1 100,01 0.3
L 0,3 1 .
I 0,3 1
v -I..-.-----I
60,00 \I - 50 T 50
1 300,00 1 0,1
1 0,1 1
I 0,1 1
. .I--,------I
61,00 1 1941 I 3947
: . | -‘00.0 I 303
- 1 3,2 1 :
13,2 1
: .IO-DF--.GI ‘ o
62,00 1 10 1 10
I100,0 040
1 0,0 I
I 0,0 1
 elessmeces]
63,00 I S5 1 55
© 1100,0 I 0,1
1 0,1’ I
I 041 1 . :
. .-I-h-.-b--l . L
64,00 I 39 1 39 *
o INQPL0 T 0,1
1 o1 1
1 0,1 1 )
. -l--.--_-‘l : : -
65,00 I 392 1 392
-1 100,0 T 0,7
1 0,7 1
1 0,7 1
. SLLITTEL TS &
CaLUMN 60300 60300
T0TAL 100,0  °100,0

(CONTINUED)
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. VAR022 SEPARATION YEAR

COUnNT 1
~ ROW PCT I ROw
COL PCT I .  TOTAL
. roTecT 1 72,001
VAR016 = ececcuce]ecemalea]
ADMISSION 66,00 I 636 [ 636
YEAR 1 100,0 1 1, ‘
v I l.’ x N
I 1ol I ["f)
) .I'.-d--'--_.ql : » )
67,00 1 2419 I 2419
1 100,0 1 “4,0
/”\\\\ I 4,0 1
1 4,0 1
) '.1-.--.-.-1 . - . - -
68,00 )I 2381 1 2381} S T :
| / I too,0 1 3,9 - ,
: , I 3.9 I * .
1 3,9 1 |
. -1.--.----1’ . -
69,00 1 2530 1 gS39
1 100,00 1 4,2
1 4,2 1
I 4,2 7 , :
e pI------‘-.I -0 T
© 70,00 1 3343 I - 3343
| 1100,0 1 5,5
I 5.5 I C
I . S.S 1 *
G S _'.1-‘--’---.-1
71,00 I 1agey 1 14169
1 106,0 I 23,5
1 23,5 1 , o
. ‘_-I---"-----I ‘ . Co ¢
72,00 I 27392 I 27392
1 100,0 I 45,4
1 45,4 1}
I 45,4 7Y
: .I------y-!
COLUMN 60300 60300
TOTAL 100,0  100,0

}



