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A more effective means of allocating scarce resources

to organizations supported by public funds is necessary. One

management tool which has been employed for such purposes is

a planning-programming-budgeting system (PPBS)

.

The problem in this exploratory research is to

determine what relationships exist between budgeting incre-

mentally and budgeting under the PPBS concept in the case of

a particular university student health service.

First, the literature i\ras searched to identify a

conceptual framework of PPBS and to study the development

and nature of university student health services. Also an

investigation of the University of Florida Student Health

Service (SHS) was accomplished by following the guidelines

of a field stud}'. Data were gathered through unstructured

interviewing, by observation, from documentary materials
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and through participation in the activities of an inter-

disciplinary task force forned to implement PPBS in the SHS;

and a model v.'as developed by appropriately relating this

information. Cost-benefit analysis is an important part of

PPBS; therefore, the literature regarding the benefit side of

the analysis is discussed.

Findings emanate from the study and conclusions are
i

drawn. There v.-as generally a lack of qualified, experienced

personnel, and implementation of PPBS was attempted too

quickly and on too broad a scale. Strong leadership and under-

standing of the potential value of the PPBS approach are

prerequisites for success although initial acceptance stems

from the value of PPBS as a vehicle for justifying require-

ments rather than as an effective internal m.anagem.ent tool.

The Director of the SHS \\'&s a strong leader, and PPBS seemed

to enhance his control. He could observe more accurately

the cost of programs, had an opinion on the degree of program

effectiveness and could judge v;hether the benefit v/as v;orth

the cost.

Planning for and implementing PPBS by the interdisci-

plinary task force formed in the SHS seemed more progressive

and imaginative than accomplishm.ents by largely administrative

groups. PPBS required the SHS staff to evaluate their

activities and to set future objectives. Commiunications

between administrative levels of the SHS and tlie parent

IX



Health Center were not siriooth and this caused unnecessary

work and obstacles for SHS personnel.

Finally, recommendations v;ere made. Responsibility

for initial implementation of PPBS should not be divided.

Additional personnel qualified in PPBS concepts and principles

should be recruited or available personnel trained.

A method of evaluating the effectiveness of the

programs of the SHS and the utilization of its facilities

should be developed in order to provide benefit m.easures

necessary for cost-benefit analyses. A possible approach

would be to com.bine information from interviev;s desianed to

reveal health habits of students with more precise physio-

logical data from polyphasic health testing.

Legislators should be familiarized with the concepts

and principles of PPBS. If this is not done, PPBS will fail

of its intended purposes.

The problem of determining benefits has been

discussed; however, cost analysis, although treated briefly,

requires further research.
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CHAPTER I

INTRODUCTION

A planning -programming -budgeting system (PPBS'J

attempts to link forv;ard planning to budgeting through

prograriming and to provide information which v/ill help

the manager to make resource allocation decisions. The

first task in implementing PPBS is to identify objectives

of the organization and to group required activities into

programs ^v'hicli v/ill accomplish these objectives. VJhere-

ever practicable, alternative means of accomplishing

objectives are specified and costs and benefits associated

with each alternative are system.atically compared. The

desired course of action is norm.ally chosen, according to

objective criteria whicli have been selected; hov/ever, the

decision is tlie responsibility of the appropriate decision-

maker. PFBS em.phasizes the output of a program whereas

traditional bi.uigeting stresses inputs or objects of

expenditure. Future costs and benefits are estimated and

considered in the system.atic analyses of alternatives.

The future is also reflected in the program and financial

plan v;hich is a m.ultiyear budget divided according to

program categories, subcategories and program, elements.

Schult-e (1968
, pp. 26-27) describes this plan as a

- X
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'"tabular record, of an agency's proposed activities,

measured in both physical and financial terms and grouped

by output-oriented categories."

Terminologically , PPBS is relatively nev: but many

of the concepts of which it is comprised are not (Movick,

1966, p. 1). The establisliment of the process in the

Department of Defense by Secretary McNamara in 1961

provided considerable publicity; but President JoJmson's

directive of August^ 1965, wliich instructed other major

agencies in the Federal Government to establish PPBS and

use the Defense Department model as a general guide,

provided a very important impetus to widespread imple-

mentation of the process in the public sector. Even with

such im.pressive support, hov;ever, there still exists

confusion and a general lack of understanding of PPBS,

significant terminological trouble, and overstatement of

potential and progress challenged by repeated reviev.'s of

limitations

.

The confusion and lack of understanding are not

surprising. Enthoven (1967, p. 2) apparently equates

system.s analysis with PPBS. Novick (1969, p. 60) equates

program budgeting with "the planning-programming-

budgeting systems abbreviated to PPB." Hitch (1967,

pp. 10-11) provides some clarity by explaining that PPBS

is embraced by two management techniques which are program
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budgeting and systens analysis. Confusion returns, hov;ever,

when he mentions that "program budgeting" is sometimes

shortened to "programming" and "systems analysis" is

replaced by such terT>s as "cost -e^'fectiveness analysis,"

"cost-benefit analysis," "operations" and "operations

research," McKean (1968, p, 135) maintains that "cost-

effectiveness analysis^' "systems analysis," "operations

research" and "economic analysis" are sim.ply terms used

for different applications of cost-benefit analysis, which

he describes as estimates of certain costs and benefits

associated with various alternative courses of action.

On the other hand, some authorities attach different

meanings to such term.s as PPBS. Churchman (1968, p. 81)

admits his frustration with the matter and explains that

various writers allow their backgrounds to affect their

definitions. Another likens the confusion surrounding PPBS

with the fable of the blind men and the elephant and believes

the trouble results from individuals concentrating on various

aspects of the process (W. A. Carlson, 1969, p. 2). Escarraz

(1968) discusses still other diverse views of the subject.

It has been clearly recognized, even by proponents

of PPBS, that overstatements of potential have too often

accompanied discussions of PPBS and perhaps the establishment

of the process in the Federal Governm.ent. President Johnson

advised that through PPBS vie will have the abilitv to
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Identify our national goals v/ith greater precision.

Determine which of these goals are the most urgent.

Develop and analyze alternative means of reaching
these goals most effectively.

Inform ourselves accurately of the probable costs
of our programs

.

Improve the performance of the Federal Government
to insure the Amierican taxpayer a dollar's worth of
service for each dollar spent. (Johnson, 1967a, p. 3)

The primary critics of FPBS v/ho strongly emphasize

limitations and other shortcomings are authorities from the

political ...science and public administration areas. Also,

it is no secret that m.embers of Congiess do not support all

aspects of PPBS (U. S. Congress, 196Sb, p. 5). Most of

these individuals are strong proponents of the political

decision-making process.

J. W. Carlson (1969) reports on the progress and

prospects of PPBS in the Federal Government and discusses

some limitations and achievem.ents which have become apparent

since the establishment of PPBS in 1965. Basically, he

believes that the ideal has not been accom.plished through

PPBS; however, when compared with accomplishments during

the pre-PPBS period, progress has been significant. His

closing remarks clearly indicate that capability at the

state and local levels to implemient the PPBS approach is
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becoming very essential. For all practical purposes,

$26 billion o£ federal expenditures v/ere administered by

state and local governments in the fiscal year 1970

(J. W. Carlson, 1969, p. 634).

In 1967, the State Legislature of Florida created

the Florida Office of State Planning (Chapter 23, Part 1,

1967 Florida Statutes). Although it was not explicitly

stated that this organization would implement PPBS in state

government in Florida, the terminology used implied such

responsibility and it was so interpreted. Realizing that

the state's public institutions, including the University

of Florida, might soon be formally directed to employ PPBS

techniques, several organizations at the university, in the

second half of 1969, expressed an interest in comm.encing

appropriate investigations concerning the PPBS process. One

of these organizations was the Student Health Service.

There are many organizations within the University of Florida

which are similar in nature and have comparable objectives;

however, the Student Health Service is particularly unique

and implementing PPBS in this organization presents a

definite challenge. One aspect of the challenge is the

current state of health services in general. As former

Secretary of Health, Education and Welfare, V/ilbur Cohen,

said, "there is no real orderly system in the United States

today for determining the optimum location, size and use of

health facilities" (1968, p. 4S6)

.
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A system also seems to be lacking in the operation

of most student health services. This is not to say that

all should be alilce, because as universities and colleges

vary in size, financial condition, and other aspects, their

objectives and programs probably should differ. Neverthe-

less, there v;ould seem to be many systems that are pertinent

to studvDt health services.

The Committee for Manage-r.ent Systems of the American

College Health Association was appointed in 1969 and is

already attempting to develop a uniform, cost reporting

system which could result in very useful comparative data

from participating student health services throughout the

country (Averill, 1970). If a standard of measuring

program output effectiveness could be developed, it should

be possible to perform^ cost-benefit analysis. This type of

analysis is, of course, a key element in PPBS. Measuring

costs can be difficult, but measuring output effectiveness

—

or even accurately defining the output of a particular

program—is extremely challenging in the health field. The

problems of output definition and measurement and the

question of standardizing measures of quality of output so

that tliere can be useful product comparisons have been of

recent concern to some very competent economists CSom.ers

and Somers, 1967, p. 35).
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There are other problems and characteristics of

student health services whose effects on the implementation

of PPBS are pertinent but are not so obvious. For example,

programs or emphasis placed on programs might differ from

other health organizations, because health problems of the

college student usually do not include diseases of infancy

and degenerative diseases; however, emotional problems of

maturation and adolescence can be very important (Farnsv;orth,

1964, p. 16). Unfortunately many university administrations

believe their concern should be directed toward providing

education and not promoting or maintaining student health,

except for emergency care (Ginsburg, 1955, p. 8).

Summerskill (1955, p. 71) found that policies of colleges

tov;ard responsibility for students' emotional and physical

welfare include noninvolvement in nonacademic affairs of

the student, token programs of involvement and serious

regard for students' total welfare. Apparently a very

important factor in the student health service operation

is this particular aspect of the philosophy of the univer-

sity administration. A related question of much signifi-

cance concerns the most effective way organizationally

for a director of a student health service to relate to the

university administration (Farnsworth, 1964, pp. 9-10).

Also a point of discussion is the maintenance of con-

fidentiality of medical information about students.
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Expectations of members of the university coinmunity vrho do

not appreciate the full impact of the legal, moral and

ethical obligations of the physician to maintain such

confidence causes som.e to question whether medicine can be

practiced in a university student health service as if the

service were a detached medical facility and not part of a

university (Coggins, 1970a). As noted previously these

latter problems and characteristics of student health

services have a more indirect effect than other problems

on PPBS implementation; nevertheless, their presence en-

hances the challenge of the overall problem.

The llat-v.-jce and Irrrpovtanoa of the Pvoblem

The specific problem v:hich will be investigated in

this research project will be to determ.ine what, if any,

relationships exist between budgeting traditionally

(incrementally or decrementally) and budgeting within the

conceptual framework of a planning-programming-budgeting

system in the case of a particular university student health

service. This investigation ^vill, of course, require the

developm.ent of a m.odel wliich v/ill include all or some of

such elements as program structure, objectives, measures

_of accomplishment of objectives (output measures), program

memoranda, special analytic studies and program and finan-

cial plans. Typically, these have proved to be formidable

tasks

.
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Although the Department of Health, Education and

Welfare has prepared a number of program analyses related

to health, there .is little discussion or specificity about

the programs themselves or representation of sequential

relationships (Gross, 1969, p. 135). V.'ith regard to student

health services, apparently no models of consequence have

been developed; therefore, it is hoped that the product of

this investigation \vill help fill a Isrge research gap.

The Chairman of the Comm.ittee for Management Systems

Development, .Ajnerican College Health Assoc iaticii, v:hen

queried concerning attempts to adapt the PPBS m.odel to

student health services, replied: "A fev/ scattered attempts

have been made at other health centers, but they have been

at best primitive and cannot be considered to be functioning

in the true sense that the PPB system was intended" (Averill,

1970).

Since it is planned that the State of Florida v/ill

commence changing to PPBS in fiscal year 1971, the timing of

the project, as far as gaining maximum, im.mediate benefit is

concerned, is excellent. However, the local situation and

the problem as originally stated are part of a larger problem

which seems to be r.revalent throughout the country.

It has been evident for some time that many univer-

sities suppoi-ted primarily by public funds are experiencing

increasingly more difficulty in acquiring the resources
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which university officiiils believe are adequate to provide

quality education and services (including medical service)

.

Reasons for these difficulties in attaining needed funds

are varied; however, inportant competing programs such as

welfare and highways, as v;ell as higher taxes and unusually

high rates of inflation experienced in recent years,

particularly in 1969, are cited (Maxie, 1969, p. 33).

There are some persons familiar with the situation

who belie\'e that past methods used by "institutions" to

gain necessary resources will not, suffice in today's

environment. Hitch (1967, p. 16) who moved as Assistant

Secretary of Defense, Comptroller, under McNam.ara to

Chancellor of the University of California, believes such

institutions as armies, navies, universities and hospitals

are ready for some management techniques which xv'ill induce

som.e efficiency. According to Hitch, generals, admirals,

educators, doctors and hospital administrators do not

believe that dollars matter because "national security" or

"quality of the next generation" or "life" is at stake.

Hitch believes that these programs are important but that

dollars do matter and that rules of economy and efficiency

should be follov;ed to achieve as miuch as possible from

scarce resources. Many legislators appear to be taking a

similar view^ although thev mav tend to m^ake decisions on

many occasions in the political decision-making process
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with only secondary attention given to economy and efficency.

I£ PPBS will assist in establishing a decision-making process

V'/hich will suggest ways of allocating scarce resources more

effectively, then this information should be known. Hope-

fully, this investigation will contribute to a better

decision-making process.

Methodology

This research is an exploratory study and consists

of the follov.'ing phases.

First, a thorough search of the literature \«/as

accomplished to identify a conceptual framework of PPBS,

including methods and formats which could be used to indicate

possible applications of PPBS to a specific university student

health service.

Second, a study of the development and nature of

student health services in general was accomplished by

examining the literature; and a careful investigation of the

development, rationale and operation of the University of

Florida Student Health Service in particular was completed

by generally following the guidelines of a field study.

Data ivere gathered primarily through uiistructured interviewing,

by observation, from documentary materials and through partici-

pation in the activities of a task force formed by the

Director of the Student Health Service in 1969 "to begin



- 12

•organized planning for tv/o purposes. The first, is to use

the techniques of systems analysis as an aid in acting on

long range goals of the Student Health Service. The second,

is to use the above data to support the planning and design

for a nev/ building for student health" (Coggins, 1969, p. 1)

In large measure, the first and second phases were

performed concurrently.

Third, a PPBS model was developed by appropriately

relating the information gained in the first two phases.

The objective of this model is to provide the bases for

analyses from which information can be gained which assists

in decision-making at the Student Health Service, particu-

larly in the area of resource allocation.

Fourth, comparisons will be presented of data from

a program and financial plan for the Student Health Service

with data developed by traditional budgeting methods to

determine what, if any, relationships exist betv/een elements

of the program and financial plan and the traditional budget

Fifth, conclusions are drawn concerning pertinent

relationships between PPBS and traditional budgeting and

the potential utility of the model in the student health

service setting.

Finally, appropriate recom.mendations are m.ade

.
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Sources of Data

A fev.' scattered attempts at application of PPBS

to university student health services have been made but

with relatively little success (Averill, 1970). Quantities

of PPBS literature have emanated from RAND Corporation and

some of this was used to assist in establishing a conceptual

framework of PPBS concepts of cost analysis and techniques

for measuring benefits. Otherwise, much of the literature

from RAND deals v;ith PPBS related particularly to Defense

Department problems. There is considerable additional

literature which deals primarily with PPBS concepts, poten-

tials and limitations. Although not dealing with health

problems in particular, some of this literature is general

enough, or situations in other areas of interest are

similar enough, that it could be used. There is some

literature available which deals v/ith the economics of

health, health costs, measuring various aspects of health

care, especially benefits, which has been used for background

material as well as a source of quantitative data where pos-

sible.

A principal source of data v;as government

publications, particularly those from Congressional

committees which have recently investigated PPBS in the

Federal, state, and local governments and tliose that have

delved into American health care problems. Also there has
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been useful guidance published by the Bureau of the Budget

for use by tlie various federal agencies which is appro-

priate for tills research since the State of Florida planning

authorities appear to be following this guidance in a gen-

eral way. The Department of Health, Education and 'Welfare

has published several program analyses of various diseases

as well as specific guidance to their several agencies

concerning the implementation of PPBS in the Department.

This information proved particularly useful.

As suggested earlier, a major portion of the data

was developed from a field study at the University of Florida

Student Health Service. The data 'vere collected through

unstructured interviews, observation and analysis of docu-

mentary materials.

Scope and Limitations

Scope

This research includes the development of a model

and analysis of selected aspects of the model, both of

which relate to the student population at the University of

Florida. The stated trends of college health programs are

changing to include (1) episodic health care for students'

dependents, faculty and staff, as well as environmental

surveillance and health promotion and (2) the coordination

of the college health activities with activities and health
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resources outside the college community such as local,

state, federal, public and voluntary health programs and

resources (Gage, 1969, p. 1). There is no argument with

the inclusion of the additional segments of the population

or the extraraural activities; hov;ever, the critical feature

lacking is that there has been little analysis of the kind

required by PPBS performed on any aspect of student health

activities. It is hoped that by analyzing the smaller

population initially, the model can be expanded later to

include the additional elements, and analysis v;ill be more

effective than if the entire problem were approached in

this investigation. This seems especially true since the

trends mentioned still appear to be in the conceptual stage

in many instances.

The model and analysis include interrelationships

which exist within the student health service. Interrela-

tionships between activities v.'ithin the student health

service and outside are discussed and represented in the

model; however, a thorough study of such "outside" inter-

related activities is not an objective of this investigation,

Limitations

Limitations associated with PPBS are numerous and

v^^ill be discussed in more detail later; however, limitations

of primary importance to this investigation concern the
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development of the program structure, measurement of total

costs and effectiveness of various student health activities

and programs and the selection of appropriate criteria

(McICean, 196S, pp. 131-135; Hitch and McKean, 1960, pp. 158-

177) .

These limitations, of course, derive from a number

of causes. There probably is not one program structure

that is unquestionably the best. For exam.ple, particular

activities may tal^e place in m.ore than one program and,

therefore, may be placed in different program.s. Changing

the program structure when deemed necessary does no great

violence to the PPBS approach, however.

Allocating costs to various elements of a particular

program or to various programs generally includes a certain

amount of arbitrariness and, therefore, impreciseness

.

Measuring effectiveness of these elemionts and programs is

usually even more difficult. The latter problem may occur

because objectives stated have been very vague at best, or

inaccurate or nonexistent at v;orst. Also, the qualitative

nature of health care makes the development of precise

measurements of effectiveness formidable. Establishing

appropriate criteria is similarly arduous because of the

qualitative nature of health; however, there has been

little need for criteria because of an apparent lack of

incentive to develop alternative courses of action.
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Somers and Somers fj?67, p. 5) mention that data

concerning the health field are fragmentary and dispersed

among institutional sources which are not well 'known. They

also note that characteristics of the health field make

economic analysis very difficult. For example, institutions

which represent a major portion of the supply of health

services are noncompetitive, nonprofit institutions; price

has a relatively minor part in the determination of the

demiand for and distribution of health care; and consum-er

choice also plays a relatively minor part "in a field i^^here

the consumer is a reluctant buyer, the financing is often

through third party instrumentalities, and the consum.er

typically lacks the knowledge, confidence, or any practical

mechanism for exercising meaningful decision as to the

character, quality, or quantity or services to be rendered"

(1967, p. 5) .

With respect to the trouble associated with the

development of precise measurements, Enthoven's counsel is

followed. He states, "We try to measure those things that

are m.easurable, and insofar as possible, to define those

things that are not, leaving to the responsible decision-

makers the job of making the difficult judgments about the

imponderables" (Enthoven, 1967, p. 9). Realistic proponents

of PPBS make no claim that it will produce decisions.

Enthoven (1969, p. 902) also points out that his experience
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has been that criteria are usually very crude initially

and not very satisfying but serve as a useful and necessary

starting point for the development of more satisfactory

criteria.

Results

Althougji a PPBS model has been developed which

-represents a specific university student health service,

it is hoped that the model can serve as a prototype for

other university student health services. In all cases,

the purpose of the model is to provide m.ore and better

information to the decision-maker v.'hich will assist him in

m.aking more effective decisions concerning long-range

planning and the allocation of scarce resources.

In attempting to determine what, if any relationships

exist between budgeting traditionally and budgeting within

the conceptual framework of PPBS, a conversion matrix or

"crosswalk" has been constructed. This is a means of trans-

lating from a program budget to the traditional budget or

appropriation/budget structure and is necessary during

periods when both methods of budgeting are being used. This

is currently the situation in the Federal Government.

The yardsticks for measuring costs and benefits of

the several programs as well as the criteria which are

selected are rather crude in many cases; however, it is
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•intended that tliey Kill activate argument vrhich. vrill result

in the development o£ m.ore precise measures and serve as a

point of departure in the further development of more

refined criteria.

In som.e cases, appropriate output measures may be

determined but necessary data are unavailable. In such

situations, procedures are suggested to commence the col-

lection of the necessary information. The PPES effort should

not stop because of the lack of desired data but should con-

tinue \\rith less desirable measures with knowledge of the

weakness and also that under the circumstances a crude

measure is probably better than no measure at all.

Related Research and Literature

During the sixties, while PPBS increased in use and

popularity in some areas, neither results of research nor

other types of literature were produced -iv^hich discussed the

operation of university student health services according

to the concepts of PPBS. Even current, general literature

about the nature of the operation of a student health service

is relatively sparse.

The Journal of the American College Health Association

,

where information is exchanged about medical practice in univ-

ersity student health services, recently published a revision

of Recommended, Standards and Practices for a College Health

Program with a supplement, "Ethical and Professional
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Relationships" (October, 1969). This publication represents

a very substantial effort and helps in the formulation of

objectives of individual student health services; neverthe-

less, little guidance was provided on the method of measuring

the accomplishment of the objectives cited. Terminology

included planning, programming, budgeting, programs and

program objectives; liov:ever, the use of PPBS or concepts

and rationale related to it was not suggested.

Generally, there is not m.uch evidence that PPBS has

been installed in many of the country's medical facilities.

Nevertheless, there does seem to be useful information

available, although some applies to specific parts of PPBS,

e.g., the measure of program effectiveness.

Opponents of PPBS such as Wildavsky (1966, 1969),

Mosher (1967, 1969) and Lindblom (1959, 1961, 1963 with

Braybrooke, 1965) seem to be primarily concerned v/ith the

possibility that PPBS proponents are attempting to replace

the political decision-making process. Also Mosher (1969,

p. 161) has pointed out that PPBS is not as well suited for

some types of organizations as for others.

Schultze (1968) has addressed the first concern

effectively in his attempt to synthesize the political

approach to decision-making and the analytic approach

suggested by PPBS. Schultze believes that the PPBS analyst

is naive if he ignores political constraints and thinks that
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"efficiency alone produces virtue" just as he believes

that a decision-maker cannot ignore resource constraints and

think that "virtue alone produces efficiency" (196S, pp. 75-

76).

With respect to the second concern, Hitch (1967,

p. 16) agrees that PPBS in.ay be implemented with varying

degrees of effectiveness but points out the danger of dis-

crediting the entire concept of PPBS if attempts are made to

move "too far too fast." He believes it can be useful in

most situations and specifically points out the potential in

the health field, as does Enthoven (1967, p. 9). Novick

(1969, pp. 63-64) expands implementation suggestions and

provides more detailed recommendations for two alternative

courses of action. One of the alternatives v/ould aim for

implementation of PPBS in 18 months to two years. The other

suggested course of action assumes the positive value of the

PPBS concept and includes specific instructions related to

taking some"great leaps" and putting PPBS into effect in

the current planning and budget cycle.

In 1965, the Department of Health, Education and

Welfare (HEW) was directed to implement PPBS, and Rivlin

(1969) describes what occurred during a three -year period

after implementation and suggests some valuable lessons that

were learned. Of particular interest is her description of

two types of program, evaluation followed. One is rouglily a
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pass- fail process v.'hich is performed for Congress, \vrhile the

other tries to identify successful iv'ays to commit funds to a

cited objective and increase average program, effectiveness.

She also discusses the performance of other important aspects

of PPBS such as analysis of alternative courses of action and

the planning cycle under PPBS (Rivlin, pp. 914-921). Some of

the information in this paper appears to be transferable and

useful during the process of implementation of PPBS in a

student health service.

Crosse's paper (1969) m.ay be even more useful since

it is entirely directed to the health field rather than the

three fields of health, education and v/elfare. He discusses

some of the data that need to be knov/n in order to m.ake

resource allocation decisions and describes approaches em-

ployed in the Department of Health, Education and V'Jelfare

(HEW). In order to gain better understanding, his four-step

procedure would include (1) problem identification, (2) assign-

ment of current and potential activities to the problem,

(3) learning the status of activities' resources and (4) under-

standing the political environment (Crosse, 1969, pp. 1199-

1200) . He also has useful discussion on developing information

and measuring program output. The very important point is

made that measures might be quite crude at first, e.g., in

terms of such initial program impacts as persons covered, and

then refined to such ultimate benefits as cases cured and
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productive years added. These and other implementation

procedures are explained in much more detail in a guidance

manual provided by HEV/ (1968b). In this manual, all PPBS

terms are defined, sample program structures are illustrated,

output data are discussed and the preparation of a "cross-

\\?alk" is explained, among other things, HEW has also pub-

lished several program analyses such as Cancsr (October,

1966b), A-VthTitis (Septem.ber, 1966a), Selected Bisease-Cor.tTol

Programs (September, 1966e) and Kidney Disease (1968a). As

cited above, these program analyses have been criticized

by Gross (1969, p. 135) because the programs are not

specified in adequate detail and also because no model

displaying sequential relationships is shown. .

•

Another source of very specific and useful guidance

is the Bureau of the Budget (U . S. Congress, 1968a). Vlhen

President Johnson (19&7c, pp. 1-2) directed that PPBS would

be implemented throughout the executive branch, he also

designated the Bureau of the Budget to supervise the initi-

ation -and operation of PPBS. Budgeting may be performed on

an incremental basis in which last year's budget is used as

a base and increased or decreased by a percentage of the

base. "Zero-base" budgeting has no base and each budget

item must be thoroughly justified each year. Incremental

budget procedures have normally been follov/ed in the govern-

ment but PPBS is zero-base oriented, in that current programs
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are evaluated on the basis o£ stated objectives rather than

last year's budget (Schultze, 1968, pp. 79-80). Schultze

(1968, p. 80) points out tliat personnel in his agency had

not intended to require a zero-base review for all program

elements, but admits there was a lack o£ selectivity by his

subordinates. The result was the submission of reams of

paperwork which represented "comprehensive analyses" but

actually were not worth m.uch. The important point for any

organization using PPBS to realize is that realistic criteria

must be selected by which programs or program elements will

be identified for analysis in depth. A very recent pub-

lication from the Bureau of the Budget provides even more

useful guidance, in that examples of various required sub-

missions such as a program memorandum, a special analytic

study, a program and financial plan and the federal budget

by program, structure are illustrated (J. W. Carlson, 1969,

pp. 676-762) .

There have also been publications which address the

specific problem of measuring the effectiveness of programs

in terms of output, v:hich PPBS emphasizes. This is a chal-

lenging task and one that has not been addressed effectively

because objectives to be measured have not been well stated,

-or useful m.easures or desired related statistics have not

been available, and there has been considerable reluctance

to commence v.'ith crude measures. As indicated above.
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Enthoven (1969, p. 902) encourages the use of crude measures

if these are all that are available, since this will initiate

argument which will produce more refined measures. A recent

conference addressed this problem of assessing effectiveness

and, although it pertained to child health services, the

concepts and possible measures discussed appear to be quite

transferable to this project (Bergman, 1967). In one paper,

for instance, measurement of the input (e.g., health per-

sonnel, facilities, patients), intervening factors (e.g.,

appointment keeping and utilization) and ultimate criteria

or output (e.g., death, disability and disease) are con-

sidered as parts of the medical care process (Haggerty,

1967, p. 62)

.

At the same conference, l\Tiite (1967, p. 24) correctly

points out the extremely important role that the definition

of objectives plays in the evaluation of effectiveness of

health care for adults as \\rell as for children. He speaks

of a "performance" budget and distinguishes between activi-

ties ("seeing children") and performance.

Fein, taking the economist's viewpoint and discussing

the benefit-cost rates, verifies a pitfall cited above when

he warns that trying to be too "scientific" will delay

progress and quotes Voltaire w]io reportedly remarked: "The

best is the enemy of the good" (1967, p. 50). With regard

to relating tlie benefit of the benefit-cost ratio to earning



- 26 -

power, Fein was criticized because it was suggested that

i£ such measures were used, handicapped children and young

adults as well as older adults would probably not receive

treatment (Fein, 1967, p. 52). This argument does little

violence to PPBS, however. Benefit-cost analysis is a tool

to provide more and better information to the decision-

maker, and criteria on which decisions are based are meant

to be selected by the decision-maker and not provided by

the analyst.

The condition of data in many areas is also

unsatisfactory; however, there are suggestions available

concerning this problem area. binder (1968, pp. 360-361j

believes that more is needed than a death rate to determine

an acceptable health index for the country and proceeds to

discuss new techniques which may assist in judging the

health of the nation. He tells of the many problems associ-

ated with medical case records collected by physicians or

compiled in hospitals and believes that it is necessary to

go to those persons about whom medical information is

desired. Sullivan (1966) discusses some conceptual problems

related to the development of a health index.

In a later chapter, appropriate information from

these and other sources is examined more carefully in an

effort to induce a conceptual framework, including procedures

and formats, which reflects the PPBS approach and may be used

to assist the decision-maker in a university student health

service.
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Overview

In Chapter II much o£ the literature concerning

PPBS is reviev/ed. Generally the information includes the

PPBS approach, the so-called traditional (incremental or

decremental) method of budgeting and the political decision-

making process. The purpose of the review is not to prove

or disprove the utility of the various approaches but to

establish advantages and disadvantages of each and partic-

ularly to discover possible applications of the PPBS to a

university student health service.

Chapter III is essentially a discussion of university

health services. It begins vith the development of student

health service and ends with the current status of university

health services. It draws heavily on the Recommended

Standards and Fvaatices for a College Health Program and

includes a brief but specific discussion about the Student

Health Service at the University of Florida.

Cost-benefit analysis is a very important aspect of

the PPBS approach; ho\\^ever, relatively little has been

developed x>.'ith respect to measurement of the benefits of

various health programs. This is such an important aspect

of the PPBS approach that Chapter IV is devoted to a review

of the rather limited information regarding possible criteria

for the measurement of the output of health programs.
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In Chapter Y a program structure for the Student

Health Service at the University of Florida is outlined

and the various program categories, subcategories and

program elements are explained.

Chapter YI compares budgeting at the Student Health

Service at the University of Florida according to the

traditional method with a PPBS approach to the same task.

To facilitate this comparison, a "crosswalk" procedure is

established.

Findings are reported, conclusions are drawn and

recommendations are suggested in Chapter VII.



CHAPTER II

THE PPBS APPROACH TO BUDGETING: CONCEPTS,
GUIDELINES, PROCEDURES AND LIMITATIONS

Opinions of PPBS range all the way from President

Johnson's (1967b, p. 2) claim that it is a new and revolution-

ary wa)' to plan, program and budget to that of the quizzical

political scientist (Mo s her, 1967, p. 70) who is still

looking for the differences between the PPBS concepts es-

poused by Dax'id Novick, R.A.ND Corporation and the Defense

Department and the traditional program budgeting v/hich

supposedly originated several decades ago. There are varying

accounts of the origin and development of PPBS (Schulte , 196S

pp. 1-17; Shick, 1968; Novick, 1966); however, only a

relatively brief description of this information seems neces-

sary for this investigation, since the prim^ary concern re-

lates to the concepts, guidelines and procedures which have

been developed in the Federal Government since 1961 or by

others v/ho have demonstrated expertise in the field and

whose contributions seem useful in addressing planning,

programjTiing , and budgeting problems in a university student

health service. Limitations of PPBS are also of prime inter-

est and several have materialized during implementation

periods

.

•
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Novick (1966, p. 1) states that program budgeting

\-rdS introduced into the Federal Government in 1942 by the

War Production Board. Although he is unable to pinpoint the

e-rigin in industry, he believes DuPont was practicing some-

thing very mucli like program budgeting before 1924. He briefly

traces the development of program, budgeting to the implemen-

tation directive by President Johnson in 1965 by explaining

the Controlled Materials Plan v;ith viiich he was closely

associated during World War II and cites later steps in the

federal development taken by the Bureau of Reclamation, the

Coast Guard and the RAND Corporation.

Schultze (1968, pp. 1-17) arrives at President

Johnson's directive to implement PPBS by a substantially

different route and gives much credit for his explanation

to a "perceptive article" by Shick (1966) . Both authors

essentially describe the evolution of budgetary techniques

of which PPBS is the latest major imiprovement and in some

respects represents, according to Schultze, "a quantum, jump

from the past" (1968, p. 5). Borrowing from Anthony (1965),

Schultze explains that a budget may have the roles of fi-

nancial control, managerial control and strategic planning.

Although he defines each role, he uses the purpose of the

roles to explain succinctly the significance of various

governmental dev^elopments :

Both financial and managerial controls take the objectives
of federal programs, their design and specification, and
the level at which they are carried out as given. The
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purpose of tliese controls is to insure that approx'ed
programs are operated honestly, efficiently, and ac-
cording to the provision of the lav;. Strategic planning,
however, brings into the budgetary process precisely
those decisions about program objectives, specifications
and level xvhich are taken as gii'en in the financial and
managerial control functions. (Schultze, 1968, p. 6)

Unlike Novick (1966) who credits industry for the

origin of PPBS, Shick (1966, p. 245) places the first stage,

which is piiraarily concerned v/ith expenditure control, in the

Federal Government during the period 1920-1935. During this

period of "control orientation," the Budget and Accounting

Act of 1921 was significant and established an executive

budget foi- the first ti~.e since Hamilton's days as Secretary

of Treasury. Tlie Bureau of the Budget v/as established; how-

ever, budgeting and policy making were completely separated,

and "paper clip efficiency" took precedence over more general

management practices (Schultze, 1968, pp. 8-10).

During tJ^.e New Deal Era, the President's Committee

on Administrative Management (the Brownlov; Committee appointed

in 195"^) criticized the forceful emphasis placed on control

by the Bureau of the Budget and strongly urged tliat it change

its emphasis to coordinating, under Presidential direction,

the elements of the rapidl> growing federal structure. Ac-

ceptance of the suggestion and the shift to a management

orientation became effective as the Bureau of the Budget

transferred organizationally fro^ the Treasury to the Execu-

tive Office of the President, It subsequently increased
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its staff tenfold A\7ith persons trained in public administration

rather than in accounting as had predominated when the emphasis

was on control. In 1949 the Hoover Commission labeled the

practice of budgeting according to activity as "performance

budgeting" (Schick, 1966, pp. 249--250).

Chronologically, Shick (1966, p. 251) places the be-

ginning of the planning orientation phase in the mid-1950 's

when Novick, Snithies, McKean and other economists strongly

suggested that the budgetary process be reformed by drav/ing

from economics and systems analysis. The performance budg-

eting concept Khich then guided the budgetary process drew

heavily from cost accounting and scientific management, and

references in the literature described budgeting as a manage-

ment tool and equated the budget to a "work program," Manage-

ment-oriented performance budgeting developed functional

budget categories and attempted to increase efficiency of

particular activities by supplying work-cost measurements.

However, program budgeting is oriented toward planning at-

tempts to provide for sound policies by supplying the decision-

maker with useful cost and benefit data related to alternative

courses of action in accomplishing established objectives and

by providing nonsubj ect ive criteria which are necessary for

effective accomplishment of the established objective. Ob-

jectives are generally fixed in performance budgeting; v;here-

as , objectives are continuously in the process of being
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refined in PPBS. Shick summarizes many o£ his ideas with a

table (see Table 1) v/hich depicts the nature of various

characteristics of the elements of the budgetary process as

they are related to the three primary budget orientations

which occurred during the 1920 's.

Many of those best knov;n for questioning the utility

of PPBS are political scientists and public administrators;

however, there is typically a reasonable amount of opposition

from many persons in organizations siii'ply because of resistance

to change. Schultze (196S, p. 2) explains that PPBS using

cost-benefit analysis is designed to provide answers to

problems by ascertaining the most efficacious solution based

on objective criteria; whereas, political decision-making

renegotiation betv/een individuals and groups who frequently

do not use objective criteria and, at the same time, possess

significantly differing values. Pursuing either approach to

the exclusion of the other does not seem to be the most real-

istic decision-m.aking practice. In many decision-making situ-

ations, it is not possible or practicable to develop the one

best solution; therefore, a certain amount of compromise or

arbitrariness is necessary. This is especially true in the

health care field because of difficulties in meaningfully

quantifying elements required for decision-making. Never-

theless, quantification and observance of objective criteria

where possible are useful just as it is useful to understand

that substantially differing values must be considered in
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many decision-making situations. Hopefully this problem may

be recognized and objection dismissed v;hen it is understood

that PPBS is not meant to replace all other forms of, and

aids to, decision-making but rather to assist significantly

in decision-making because it aims to supply more and better

information to the decision-maker and sometimes this creates

difficulties. It seems reasonable to assume hov/ever , that

most serious decision-makers would desire the maximum amount

of useful inform.ation available.

The first two phases of the changing budget orien-

tation emphasized control and efficiency, respectively; how-

ever, Schultze briefly explains how PPBS goes beyond control

and efficiency in at least three xv^ays v;ith respect to the

Federal Governm.ent:

. . . (1) it is concerned v;ith the specification of ob-
jectives and the selection of programs; (2) it presup-
poses that decisions on these matters can be aided by
systematic analysis, using criteria which are, at least
in part, not political; and (3) it establishes a planning
system that tends to strengthen the authority of the
upper tiers of the executive hierarchy—the President
and his department heads—against the lower tiers of
hierarchy—the heads of subordinate bureaus and offices.
And in so doing it significantly affects the web of re-
lationships betiveen the executive and the Congress.
(Schultze, 1968, p. 16)

Schultze cautions that in each of these areas, PPBS

is potentially in conflict with the political decision-making

process. It is not the purpose of PPBS to replace the politi-

cal decision-making process and Schultze (1968, p. 101) spends

much time in assessing the appropriate relationship between
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the analytic method employed by PPBS and the political process

This relationship is crucial since the survival of PPBS de-

pends on consideration ox "political constraints" in program

selection Khich vary from program to program.

Concepts

Enthoven (1969), Schultze (1968) and J. iv. Carlson

(1969) have all been intimately connected with implementing

PPBS in the Federal Government and all explain the process in

soraev:hat different terms. In some instances the differences

seem to be more apparent than real and in other cases differ-

ences appear to be slight but are meant to represent improved

instructions or explanations. Schultze (1968, pp. 19-24) has

listed six aims or tasks of PPBS v.'hich seem to represent the

concepts of all three authorities. First, PPBS requires a

careful and specific definition of the objectives of the pri-

mary areas of activity of the organization. This requirement

presents some very difficult problems initially. At times

objectives are stated in such general terms that their ac-

complishment cannot be measured and, therefore, are useless.

In other cases they have been so narrowly defined for ease

of measurem.ent that they are likewise not very useful as a

prim.ary objective of the organization. It is crucial that

the relationship between objectives and criteria (or output

measures) is tlioroughly understood. Objectives may have to
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be revised in order that meaningful criteria can be developed

just as criteria may have to be less statistically elegant

(at least initially) than is desired in order that some meas-

sure of accomplishr.ent of a meaningful objective can be made.

Of course, sim.ply defining an objective in a meaningful -w-ay

can be a torturous task in itself.

PPBS is output-oriented; therefore, the second task

is to determine v."hat the output of each program is and how it

will be measured. For example, using the nur^ber of patients

seen by a doctor as a measure of the effectiveness of a pre-

vention program in health care i>;ould not be desirable since

patients examined are inputs rather than outputs and do not

necessarily indicate the effectiveness of a prevention pi'o-

gram.

Third, the total costs of the program must be meas-

ured. This is possibly a less difficult task than measuring

output in m.ost cases, but it is by no means a sim.ple task.

There are frequently indirect costs which are difficult to

detect- but, nevertheless, should be provided to the decision-

maker and considered before making the decision. Necessarily,

a certain amount of arbitrariness accom.panies allocation of

costs and impreciseness accompanies arbitrariness. Addition-

ally, future costs of the various programs must be estimated

and listed. Program, recomm.endations have been accepted be-

cause the future benefits v;ere em.phasized and more than
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justified the initial costs, but in some cases costs of future

years became prohibitive and the program had to be abandoned

after much money had been spent but long before the pay-off

period. Knowledge of costs of programs for future years

—

even though they are rough esti-.ates—-v.-ill provide the decision-

maker with much information needed to avoid such long-range

situations where benefits are more apparent than costs.

The fourth aim of PPBS is to develop programs and

objectives for future years. Certainly v;ith respect to many

programs in the health care field, it would be difficult to

accomplish all potential objectives in one year. For example,

if it v;ere desired to provide complete health care for de-

pendents of students, it would probably be necessary to phase

in such a program over a multi-year period with various sub-

program.s and objectives established for each of the years.

There have been some problems in this area of PPBS implemen-

tation in the Federal Government. Rivlin (1969, p. 919),

J. W. Carlson (1969, p. 623) and Schultze (1968, pp. 22-23,

97-101) provide different views of the fact that the Bureau

of the Budget now instructs the various departments that the

program and financial plans "should reflect the future impli-

cations of current and past program decisions of the agency

head and, subsequently, of the President" (U . S. Congress,

1968a, p. 6). It should be noted that no provision is made

to reflect the implications of future decisions and associated
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projected costs. (This point will be discussed in more

detail later v/hen orogram and financial Dlans are described.)

Fifth, if PPBS is followed, alternative courses of

action will be considered nornally by comparing costs and

benefits of each program and supposedly selecting that course

of action which provides a specific benefit for the least

cost v:hen compared with other alternatives or provides the

maximum benefit for a snecificallv t)rescribed cost. This

approach does not produce the obviously correct ansv/er be-

cause of the precise quantitative data compared witli the

single quantitative criterion. The job is much, much m.ore

difficult, especially in the health care field and is

fraught with pitfalls stemming from the need to make nu-

merous qualitative judgments. (These limitations v:ill be

specified in some detail later in this chapter.) It is

necessarv to understand the value of using cost-benefit

analysis as a framexvork v/ithin which to think about the types

of choices that have to be made by the decision-maker

(McKean, 1968, p. 142)

.

Finally, after subjecting the appropriate policies

and programs to analyses along the lines described above,

the results should be combined with the budgetary process.

The results gained through the analytic process described

should provide data that will enhance the probability of

occurrence of more effective decisions. Schultze finally

summarizes the goals of PPBS as:
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. . . the specification of objectives, the evaluation
of progi'arii outpi'.t as it relates to objectives, the meas-
urement of total systems cost, r.ulti-year planning, the
evaluation of alternative program designs, and the inte-
gration of policy and program decision -^v'ith the budgetary
process. (Schultze, 196S^, p. 24)

Guidelines and Procedures

Since President Johnson assigned the Bureau of the

Budget the responsibility of supervising the implemientation

of PPBS throughout the executive branch of the Federal Govern-

ment, the most authoritative information and instructions with

respect to PPBS are contained in BoB Bulletins 6S-2 and 6S-9

(U. S. Congress, 1967f, pp. 9-34, and 1968a, pp. 1-19). Also,

even more current information is provided by Jack 1'.'. Carlson

(1969) , Assistant Director for Program Evaluation of the

Bureau of tlie Budget. More specific guidance for areas of

particular interest to this investigation are contained in

a publication from the Department of Health, Education and

Welfare (196Sb) . Utilizing information from these documents

does not mean revisions may not be suggested, and some of

the instructions may be of too general a nature because of

the level of the organization for which they v:ere developed;

hov/ever , since state, county and municipal organizations will

be working with organizations of the Federal Governm.ent , it

does not seem realistic to attempt to develop a thoroughly

original format. Accordingly, this investigation v/ill be
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pursued generally using the terminology and elements employed

in the publications cited. If additional, pertinent data are

developed by the State of Florida or by the University of

Florida, these, of course, will be used as applicable.

J. W. Carlson lists the following component parts of

PPBS: "(1) Program structures which display each agency's

physical and financial activities according to objectives or

common outputs; (2) issue letters which summarize the agen-

cy's and Budget Bureau's list of major policy issues in need

of analysis and evaluation during each planning and budgeting

cycle; (3) special analytic studies which reflect intensive

analysis of particular problems; (4) program memoranda which

register agency choices between alternatives and summarize

relevant analysis affecting the decisions; and (5) programs

and financial plans which display for the past 2 and next

5 years data on the financial inputs and physical outputs

resulting from proposed and past commitments" (1969, p. 613).

According to the Bureau of the Budget, activities

in the program structure should be grouped together in a

manner that allows cost-effective analysis of alternative

courses of action to be performed; consequently, each group

should contain activities with common objectives or outputs.

Hoxvever
,
program categories need not and probably will not

coincide with appropriation/budget structure categories or

with organizational structures. Usually tlie program structure
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of an organization will include program categories, program

subcategories and program elements which are established

according to the follov;ing general criteria specified by the

Bureau of the Budget:

a. Program categories—The categories in a program
structure should provide a suitable framev;ork
for considering and resolving major questions of
mission and scale of operations which are a proper
subject for decision at the higher levels of
management. . . .

b. Program subcategories—Subcategories should provide
a meaningful substantive breakdown of program cate-
gories, and should group program elements producing
outputs which have a high degree of similarity.

c. Program elements—-A program element covers agency
activities related directly to the production of
a discrete agency output, or group of related out-
puts. Agency activities which contribute directly
to the output should be included in the program
element, even though they may be conducted within
different organizations, or financed from different
appropriations. Thus program elements are the basic
units of the program structure.

Program elements have these characteristics: (1)
they should produce clearly definable outputs,
which are quantified wherever possible; (2) wherever
feasible, the output of a program elem.ent should be
an agency end product—not an intermediate product
that supports another element; and (3) the inputs
of a program element should vary with changes in
the level of output, but not necessarily propor-
tionally. (U . S. Congress, 1968a, p. 3)

An example of a portion of the program structure

developed for the Student Health Service at the University

of Florida and with four levels of classification is shown:
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2 Remedial Measures

2.1 Diagnosis and Evaluation

2.11 Inpatient
2.111 Intake
2.112 Evaluation
2.113 Discharge or Transfer

Developing the program structure can be very diffi-

cult but useful simply because it requires an explicit

statement of objectives as well as a determination of how

accoip.plishment can be measured. A careful analysis of this

nature can also indicate gaps in missions of an organization

as well as possible trade-offs and alternatives that may

be detected and considered (J. W. Carlson, 1969, p. 617).

Although the program structure is the framework of

PPBS, the primary elements of PPBS are three documents:

the program memorandum (PM) , the special analytic study

(SAS) , and the program and financial plan (PFP) . Program

memoranda concern major program issues (MPI) which are

specific questions that require answers during the current

budget cycle. Typically these questions will come to the

head of the organization in the form of "issue letters"

from the person charged with implementing and monitoring

PPBS. In the Federal Government, the Director of the

Bureau of the Budget sends out the issue letters, although

it is possible to establish a major program issue through

verbal discussion and without a formal letter. Major
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program issues are developed so that the most important

problems can be determined and analyzed, since competent

PPBS analysts are somewhat limited throughout the federal

agencies (J. IV. Carlson, 1969, p. 618). The Bureau of the

Budget provides the following guidance concerning major

program issues:

A Major Program Issue is a question requiring decision
in the current budget cycle, with major implications
in terms of either present or future costs, the di-
rection of a program or group of programs, or a policy
choice. The most important feature of the statement
of a Major Program Issue is the identification of
specific alternative courses of action, and the costs
and benefits of each. (U . S. Congress, 1968a, p. 2)

Instructions from the Bureau of the Budget in 1967

indicated that a program memorandum should be prepared on

each program category (U . S. Congress, 1967f, p. 10); how-

ever , this apparently v/as considered impractical with re-

spect to the somewhat limited analytic resources of the

agencies. Also, one former Director of the Bureau of the

Budget (Schultze, 1968, p. 80) indicates that some of his

employees may have been less than selective in their require-

ments for analyses. At any rate, BoB Bulletin 68-9 instructs

that:

A PM presents a statement of the program issues, a
comparison of the cost and effectiveness of alternatii^es
for resolving those issues in relation to objectives,
the agency head's recommendations on programs to be
carried out, and the reasons for those decisions. PM '

s

therefore provide the documentation for the strategic
decisions recommended for the budget year. (U. S.
Congress, 1968a, p. 2)
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The strategic analytic studies simply show the de-

tailed analyses that led to the decisions articulated in

the program memoranda. Some of the strategic analytic

studies analyze problems which are applicable only to the

current year while others are continuing studies which might

be established to gain more useful data, to study the effec-

tiveness of program objectives and possible alternatives as

conditions change over time and to gain information which

seems likely to prove useful regarding future major program

issues (U. S. Congress, 1968a, p. 2).'

The document which is derived from the aforementioned

documents and elements is the program and financial plan.

It is defined by the Bureau of the Budget as

a comprehensive multi-year summary of agency programs
in terms of their outputs, costs, and financing needs
over a planning period covering the budget year and
four future years, or a longer period if this is appro-
priate to agency programs. (U . S. Congress, 1968a, p. 2)

Although program memoranda deal only with major program

issues, program and financial plans will portray a summa-

rization of costs, benefits and financing needs for all

programs. Accordingly, the PFP is regarded as the basic

planning document of PPBS by the Bureau of the Budget.

Alice Rivlin (1969) , Assistant Secretary for Planning and

Evaluation, HEIV, until March, 1969, disagrees ;\dth this

belief and claims that the Bureau of the Budget now allows

consideration of future budgeting implications of only past
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and present decisions rather than requiring a comprehensive

multiyear program and finaricial plan \\rhich includes budgetary

implications of future decisions. Further, she accuses the

Bureau of the Budget of backing away from fori'/ard planning

with their change in procedure because a plan from which

implications of future decisions have been removed is no

longer a plan. She believed the Bureau of the Budget made

the change so that the administration v\rould not be embarrassed

by plans being exposed that could indicate a strategy or be

criticized when, in fact, no decisions had been made or ap-

proval given.

Schultze (1968, pp. 26-30, 97-101), Director of the

Bureau of the Budget during this implementation period, recog-

nized and discussed the problem cited by Rivlin and the di-

lemma tb-at existed. Although he realized that the change in

procedure took a^vay the forward planning aspect of the program

and financial plan, he feared that if longer term projections

were allowed without some constraints they would tend to be

"pie- in- the-sky" estimates and of limited value. Moreover,

if longer term plans were approved and later it was deemed

wise to stop or cut back the plan, he could visualize con-

siderable resistance. He suggests a compromise solution.

First, a PFP should be prepared on the basis of future impli-

cations of past and present commitments. Second, the head

of the agency could also prepare plans which considered
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longer term programs and related financial implications;

however, this second plan iv'ould be tentative in nature and

used prim.arily as an internal management tool by the par-

ticular agency head.

J. W. Carlson (1969, p. 623) is more specific in

his criticism of requiring consideration of financial impli-

cations of future decisions as outlined in the original in-

structions for the preparation of program and financial plans

According to Carlson, the original instructions resulted in

a series of "lengthy wishlists" which reflected the desires

of the heads of agencies if funds were generally unrestricted,

Many agencies indicated annual increases in program expend-

itures of about 25 per cent. Some agency heads attempted

to be more politically astute and asked for smaller increases

v;hich seened more likely to gai.n approval. Carlson believes

that without consistent constraints on the availability of

future funds, this type of program and financial plan prepa-

ration is of little value. The fact still remains, however,

that with the content of the PFP limited to future impli-

cations of past and present commitments, the PFP is not

really a document representing forward planning in its true

meaning.

One problem that arises for all organizations de-

rives from the need to establisli a direct relationship be-

tween the program, structure which is the framework of PPBS
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and the appropriation structure used as a framework on which

to base monetary appropriations. In other words, the organ-

ization must determine its requirements in terms o£ the

program category/budget structure and then translate these

requirements into appropriation/budget structure terms. This

is accomplished by developing a "crosswalk" which provides

a means of converting from the program structure of PPBS to

the appropriation structure. This conversion will be re-

quired until the U. S. Congress and state legislatures ap-

propriate funds according to program categories, subcategories

and elements rather than according to traditional or func-

tional categories. Relatively little specific information

is found in the literature i.vith respect to the development

of a crosswalk. However, HEV/ provides some quite specific

directions to its agencies concerning the relationship be-

tween the program structure and the appropriation/budget

structure. The crosswalk is described as "a simple table,

the stub of which lists program categories and the columns

of which show appropriations and budget activities" (U. S.

Department of Health, Education and welfare, 1968b, pp. 16,

50-57) .

Important in this translation is the program budget

code which is a six-digit code derived from the normal ap-

propriation code and assigned to each operating program

which is a combination of resources and activities that
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have the same management and a common source of funding.

There is also a program category code which is a six-digit

code assigned to a program element and indicating the lo-

cation of the program element in the program structure.

Each of the operating programs is assigned to a category

in t]ie program structure. Frequently one operating program

will he assigned to more than one program category but this

simply illustrates that operating programs have more than

one purpose. The program budget codes allow the multi-

objective nature of the operating programs to be identified

and analyzed through the program structure of PPBS and to

be translated again via the crosswalk into the operating

program, of the appropriations structure.

If there is a head of an organization who wants to

use PPBS and he has a competent staff of analysts, there is

a high probability that the system can provide significant

assistance to the top-level decision-maker who wants to make

his own decisions and understand why he makes a particular

decision (U . S. Congress, 1968d, p. 6). There has also

been a considerable amount of criticism directed at PPBS;

however, much of the faultfinding may be somewhat emotional

in nature and deriving from those who prefer the political

decision-making process to one emphasizing analysis. Never-

theless, there are real pitfalls and problems related to

PPBS which should be seriously considered oven by enthu-

siasts of this analytic approach.
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Limitations

l^Then President Johnson decided to implement PPBS

in the Federsil Government, he overruled suggestions from

some members o£ the Bureau of the Budget to follow a step-

by-step procedure and approach and implement PPBS in a few

agencies at a time on a selective basis. Hindsight suggests

that a less rapid rate of implementation might have been

more effective (U . S. Congress, 1968b, p. 2). The suc-

cessful development of PPBS in an organization requires

thorough understanding and a high degree of patience by

those charged with the responsibility of implementation,

a cooperative attitude by most of the other organization

members and a continuously demonstrated high interest on

the part of the top manager. Premature attempts to install

PPBS before such an environment can be developed runs the

risk of failure or at least less than the m.ost effective

operation. On the other hand, waiting until the situation

seems precisely "ripe" can allow the opposition time to

entrench themselves firmly enough to thwart any attempt at

PPBS.

If approval is gained to implement PPBS, many

operational problems can be anticipated. There will be

problems working out objectives, developing programs and

accomplishing the rem.aining requirements of PPBS. Initially
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it v/ill probably be necessary to work under the normal

appropriation/budget structure as well as the program struc-

ture o£ PPBS. This will require much additicT;al paperwork,

the development of a crosswalk and will undoubtedly cause

many to wonder if the initial or foreseeable results are

worth the additional effort, Accordingly, it has been

recommended that the program structure be as similar to

the appropriation structure as practicable (Novick, 1965,

pp. 293-294). Charles Zwick, Director of the Bureau of

the Budget in 1963 was quite specific about this in his

commentary accompanying PPBS guidelines to the heads of

executive agencies. At this tim.e he commented:

Bulletin 68-9 reflects recognition that a "two-
track system"—one geared to program analysis and a
separate one to appropriations—may result in confu-
sion and an undue burden of effort on both agency and
Bureau staff now involved in working with similar data
in both systems. In Bulletin 68-9 we have, therefore,
asked that agencies consider changes in their program
structures to assist in integrating program and ap-
propriations structure, where such changes will not
impair the usefulness of the program structure for
analysis and program decisions, (U. S. Congress,
1968a, p. 18}

It is generally understood that analysis is a very

important requirement for a successful PPBS and many have

expressed fear that analysis will provide irrefutable an-

swers and thereby obviate the need for judgr.'.ent by the

decision-maker and generally downgrade his role. Schlesinger
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(1968, pp. 3-7) recognizes this possibility but believes

that a more important question is whether the decision-

maker will allow all appropriate analysis to be performed

". . , even when it is his own hobby horses which are under

scrutiny? How many hobby horses are there? Are they off

limits to the analysts?"

Several authorities indicate that adoption of PPBS

will probably cause a centralization of power through con-

trol and there will be a shift of this control from the

lower levels of management to top management or the top

executive (Shick, 1969; Capron, 1969; Mosher, 1969). It

generally is reasoned that since PPBS will provide the top

decision-maker with more and better information about pro-

gram categories, he wil] be able to make effective decisions

himself rather than finding that many of the required de-

cisions have been made by the time recommendations reach

him (Shick, 1969, p. 143) .

There have been many references to the Defense

Departm.ent as the prime mover of PPBS and the implication

has frequently been that this analytic approach to decision-

making allowed Secretary McNamara to gain the control the

Secretaries of Defense should have had in the past. Mosher

(1969, p. 163) is quite specific on the point and states

that acquisition of strength by the Secretary of Defense in

his associations with the Joint Chiefs of Staff, the military
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services, the U. S. Congress, and private industry was

possibly the most significant outcome of PPES in the

Department of Defense. The assertion that under traditional

or incremental budgeting procedures followed by agencies of

the Federal Government, budgetary power resides in large

measure at the lov/er levels of management reinforces

McNamara's accomplishment (Shick, 1969, p. 143), Hov;ever,

recent information (Heiman, 1970} would attribute the shift

of power to the methods of McNamara and his Assistant

Secretary of Defense, Systems Analysis, Alain Enthoven,

rather than to PPBS. According to this account, the Joint

Chiefs of Staff and the military services submitted budget

estimates v.'hich reflected the monetary amounts necessary to

fulfill every United States commitment m.ade throughout the

world. This practice \\ras required by McNamara but, according

to the current Secretary of Defense, Melvin Laird, such a

budget estimate was unrealistically high. Nevertheless,

after the request was submitted as required, the Office of

the Secretary of Defense would lower the estimate by about

30 per cent "... thus annually emerging as heroes who

overcame the greedy brass" (Heiman, 1970, p. 43). In fact,

a Draft Presidential Memorandum \vhich indicated the com-

position and funding of the various program categories of

the whole Department of Defense was prepared by Enthoven 's

organization and the military services were given one month
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to request reconsideration. Typically, the rebuttals were

disapproved. Certainly tliis \;as an example o£ the power

of an organization shifting to the top; however, the changing

decision-making process did not seem to derive froni PPBS

techniques. In fact, it v/ould appear that the advantages of

the PPBS approach were not being exploited. Although the

military services were displeased vvith the way PPBS was

forced upon thera in the past, they currently agree that the

situation required them to develop an analytic capability.

Accordingly, they nov; feel perfectly capable to assume the

role of decision-makers v/ithin PPBS guidelines as articu-

lated by the Defense Department (Heiman, 1970, p. 45).

Recognizing the limitations of PPBS under these

circumstances. Secretary Laird has more or less reversed

the process and pushed much of the decision-making downward.

Although the Office of the Secretary of Defense still pro-

vides ceilings and general fiscal guidance to the Joint

Chiefs of Staff and the military services, these organi-

zations m.ay make various analyses and choose trade-offs

within tlie general fiscal guidance. Now analyses are being

transmitted to the Office of the Secretary of Defense for

review rather than the other way around (Heiman, 1970,

pp. 44-45).

There should be some flexibility in establishing

PPBS and changes in policies indicating such flexibility
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are apparent in the Federal Government. For example, the

Bureau of the Budget has changed its requirement from com-

prehensive projections of all contemplated programs to

projections related only to programs which have been approved,

nov\f requires program memoranda on only major program issues

and not on "matters small and large, peripheral and central,

and back burner and front" which produces useless volumes

that gathers dust on the shelves, and encourages organiza-

tions to develop a program structure which is as compatible

as possible with the appropriation structure and still allows

useful analyses within the framework of PPBS (U. S. Congress,.

1968b, pp. 3-4)

.

It is most important to understand that if the top

manager is not reasonably enthusiastic about installing

PPBS, this approach to decision-making will probably not be

very successful. Undoubtedly, McNamara ' s strong support and

very active participation contributed significantly to the

establishment and development of PPBS in the Defense Depart-

ment. Schelling v/as even more specific on this point when

he said:

PPBS works best for an aggressive master; and where
there is no master, or v/here the master wants the
machinery to produce his decisions ^^[ithout his own
participation, the value of PPBS is likely to be
modest and, depending on the people, may even be
negative. (Schelling, 1968, p. 2)

There arc some very difficult problems to be faced in

developing a program structure. Schultze (1968, p. 32) has
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warned against striving for an "ideal" program structure,

the existence of which he categorizes as one of the mis-

conceptions of PPBS. Fisher (1966b, p. 27) warns that months

or even years could be spent developing tlie "perfect" pro-

gram structure but suggests that since the perfect structure

does not exist, about two months of intensi\^e work is needed

to develop a useful initial program structure. This is a

very difficult job and Quade (1966b, pp. 19-26) discusses

some associated problems under the heading of lim.itations

.

He warns particularly that systems analysis is not scientific

research because, even though attempts are made to maintain

standards of scientific inquiry and follow scientific m.ethods,

the purpose of the analysis is primarily to suggest courses

of action rather than to predict outcom.es. Although there

is an attempt to emulate engineering and use the results of

science to accomplish things economically and efficaciously,

differences are apparent ivhen the approach is applied to

national problem.s. It becom.es evident that value systems

applicable to the problems are difficult to discover and

methods of testing validity are also generally unavailable.

Further, systems analysis is less objective than many believe

because of the judgment and intuition that enters into model

designing, determination of relevant factors, selecting

alternatives, choosing criteria and the like. Hov/ever

,

Quade believes tliat follovfing a "party line" unconsciously
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represents rke most hazardous pitfall faced by the analyst

and, further, that this situation exists to some degree in

all organizations. After citing the pitfalls, he specifies

that necessary incompleteness of analysis, lack of methods

to predict the future and the inexact nature of measures of

effectiveness are limitations which restrict analysis to an

advisory role.

There never seems to be enough resources to perform

an analysis with the degree of thoroughness and accuracy

desired by the analyst. Usually there is a time limitation

and also a m.onetary restriction which forces the analysis

to be cut short and thereby submitted in incomplete form.

It can only be hoped that the most important factors have

been considered. Even if time and money x\"ere not limited,

the intangible and incommensurable nature of some of the

factors would probably preclude appropriate consideration.

The best that can be done is to provide the decision-maker

with as thorough a description of the relevant factors as

possible.

Methods of forecasting are constantly being improved

but still it is not possible to be certain about tlie future;

accordingly, it is appropriate to predict future events in

term.s of ranges of possible futures. Certainly this type

of analysis is usually much better than no analysis, but

succeeding events can be disastrous if suggested courses of
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action are accepted v;ithout considering their contingent

nature. On occasion, quantitative values are assigned and

the analysis may appear so elegant that an undeservedly

high degree of validity and accuracy may be imputed to the

recommended course of action emanating from the analysis.

A considerable number of possible problems and

limitations associated with PPBS have been cited because of

past tendencies to overstate the utility of PPBS; neverthe-

less, this statement of conceivable problems is not intended

to dov/ngrade the very substantial, potential value of PPBS.

Rivlin (1969, p. 922) has called PPBS a "commonsense ap-

proach to decision-making." She believes that it may assume

other titles but that the decision-maker needs to plan

ahead, determine the effectiveness of programs, develop

alternatives and systeiTiatically analyze them, and arrive

at decisions with the aid of the maximum amount of useful

information. This is the essence of PPBS.

PFBr; ^^ the University of Flor-ida

The principal guidance document for implementing a

PPBS at the University of Florida v;as written by V/. K.

Boutwell (1970), Assistant Dean of Academic Affairs, v;ho

also \v'as responsible for providing much of the verbal,

day-to-day guidance to the various colleges, administrative

and support units, the J. Hill is Miller Health Center, and
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the Institute of Food and Agricultural Sciences. The first

two parts of the publication were the "Introduction" and

"Purposes and Concepts of PPBS," and both contained infor-

mation very similar to that available in publications of

the Federal Government which explained concepts and objec-

tives and described the content and preparation of documents

which would be developed by federal agencies implementing

the PPBS. The integration of planning, programming and

budgeting is considered a key feature of this approach as

x\/ell as the system portion of the PPBS. Boutv;ell believes

that the PPBS approach causes heads of subordinate units to

make decisions with the knowledge that budget dollars v/ill

be allocated on the basis of the efficacy demonstrated in

the accomplishment of organizational objectives. He suggests

that the following list of activities must be accomplished

in the indicated sequence if a system which relates budget

dollars to the achievement of objectives is to be established:

a. identification of the needs of the segments of
society xvhicVi are being served,

b. identification of potential objectives for the
organization,

c. identification and evaluation of alternative
ways of accomplishing potential objectives,

d. determination of which objectives v;ill be
pursued and how they will be pursued,

e. programming of tlie resources required to accom-
plish chosen objectives,

f. development of a budget from the resource pro-'
gram, arid
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g. evaluation of hov; resources are actually being
utilized and how well objectives are being ac-
complished. (Boutwell, 1970, pp. 2-3)

He also indicates that several documents are common

to previous impleinentation of the PPBS. These are the pro-

gram structure, the program and financial plan (PFP) , special

analytic studies (SAS)
,
program memoranda (PiM) , and program

change proposals (PCP) ; and these instruments are explained

in turn. All have been previously discussed in this chapter

with the exception of the PCPs which, according to Boutwell,

may serve tv;o purposes:

1. To provide detail data about changes requested
in the Program Memoranda

2. To provide a mechanism for requesting changes in
the Program and Financial Plan and operating bud-
get during the operating year. (Boutwell, 1970,
p. 6)

Allegedly the serving of these two purposes allov/s

the program m.emorandum to be a "thinking document" and can

result in a "current" program and financial plan by allowing

needed flexibility. Program change proposals \vere not

discussed in guidance from tlie U. S. Bureau of the Budget

(1967d) ; hov:ever, program change requests (PCR) and program

change decisions (PCD) are discussed in Department of Defense

Instruction 704S.7 (U . S. Department of Defense, 1969).

In Part 3,0 of his paper entitled, "A PPB System for

the UniA/ersity of Florida," Boutv:ell modifies the PCP and

uses the term "proposed program requirement" (PPR) whicli he
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describes as "showing the detailed resource implications

of each program proposal in the program memorandum" (1970,

p. 7). This area seems to include one of the essential

differences between the federal and the state implementation

of PPBS. Perhaps the stage of progress of each partially

explains this difference. As mentioned previously, early

guidance from the U. S. Bureau of the Budget (U. S. Congress,

1967f, p. 10; required that information be submitted in the

program, memorandum on each program category; howe^'er, later

guidance (U. S. Congress, 1968a, p. 2) requires data only

on major program issues. Apparently the earlier requirement

called for too much analytical capability to prepare and,

further, submissions were not examined thoroughly or at all

in many cases (U. S. Congress, 196Sb, p. 4). The program

memorandum at the University of Florida is to be a descrip-

tion of the objectives and proposed plan of the organization

for the next six years. The other key elements of the PPBS

are the proposed program requirements (PPR) and a six-year

academic program and financial plan (SYAP^FP) . The program

structure is, of course, critically imiportant; however, this

has been developed by the State Bureau of Planning and the

Office of the Chancellor of the State University System.

It is then necessary for each organization of the State

University System to "plug into" the program structure at

the appropriate location. The program structure which has

been adopted is as follov/s:
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PROGRAM STRUCTURE

3.3 Advancxed and Professional Education

3.31 Instruotion

3.311 Lower Division
3.312 Upper Division
3-313 Graduate
3.314 Advanced Graduate
3.315 Post Graduate

3.32 Creative Activities and. Research

3.321 Basic Research and Creative Scholar-
ship

3.3211 Natural Sciences
3.3212 Social Sciences
3.3 213 Humanities
3.3214 Professional

3.322 National Objectives

3.323 State Objectives
3.3231 Business, Agriculture, and

Consumer Ser\^ices
3.3232 Crime Prevention and Control
3.3233 Education
3.3234 Health
3.3 235 Manpov/er and Employment
3.3236 Natural Resources and

Environmental Studies
3.3237 Recreation and Culture
3.3238 Social and Rehabilitative Services
3.3239 Transportation
3.3240 Governmental Direction and Support

3.33 Public Service

3.331 Business, Agriculture, and
Consumer Services

3.332 Crime Prevention and Control
3.333 Education
3.334 Health
3.335 Manpower and Em-ployment
3.336 Natural Resources and

Environmental Studies
3.337 Recreation and Culture
3.338 Social and Rehabilitative Services
3.339 Transportation
3.340 Governm.ental Direction and Support
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3.34 Organized Aotivities

3.341 Home Management Houses
3.342 Teaching Hospitals
3.343 Farm.s, Dairies, etc.
3.344 leaching Theaters

3.35 InstvuotionaZ Support

3.351 Libraries
3.352 Instructional Resources
3.353 Media
3.354 Exhibition Facilities
3.355 Publications

3.36 Student Support

3.361 Primary
3.36 2 Seconclary

3.37 Administrative direction

3.371 Legal Obligations
3.372 Discretionary Obligations
3.373 Advisory Services to the Field
3.374 Liaison
3.375 General Support

(Boutv,-ell, 1970, pp. 8-9)

Since the Student Health Service is not primarily

an educations-l organization, some problems are created. This

is especially true since in June, 1970, the State Bureau of

Planning had not developed definitions for Student Support:

Primary and Secondary which appeared to be appropriate places

for the Student Health Service to "plug in." A table in the

boutwell paper (1970, pp. 11-12) shows hou' the various

organizations at the University of Florida relate to the

State University System program structure; however, the

Student Health Service is omitted. Fortunately, organizations

are a] lov/ed some flexibility in this matter.
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Very specific instructions are provided for the

Six-Year Academic Program and Financial Plan (SYAP^FP)

.

The purpose of this document is to show what resources will

be required to accomplish the objectives of the organization

for the next six years. It is indicated that the adminis-

trator should expect that funds in specific amounts will be

available in cording years if the plan is approved now.

Historically, such an expectation has not proved to be

realistic; hovrever, prior planning should be of benefit.

The last portion of the instructions concerning the SYAP^FP

seems significant . It states:

The SYAPqFP will be updated annually by making adjust-
ments in previously approved plans. Hence, the pre-
viously approved plan will form the basis for devel-
oping a nev; plan. The annual update will take the
form of additions to and subtractions from the previous
plan.

Currently ve have no approved plan which can be modified
to form our 1971-76 SYAPQFP. We must start from scratch
in de^; eloping such a plan. Thus, our first effort will
require more v:ork than will be required in future years.
However, because we are establishing the basis for
future planning exercises w^e must do a good job the
first tim.e around. Every effort should be made to make
out [sic] year resource requirements as realistic as
possible. Otherwise we will have a meaningless plan
and will have to start all over again next year.
(Boutwell, 1970, p. 15)

Next, the main purpose of the Program Memorandum is

explained as follovjs:

The primary purpose of a Program Memorandum is to explain
the numbers in the organization's SYAPQFP. It does this
by providing a narrative description of the organiza-
tion's objectives and hov; they are to be accomplished.
(Boutwell, 1970, p. 13)



- 65 -

Finally, instructions concerning the Proposed

Program Requirement (PPR) , which is the third nain document

to be prepared, are given:

The program •iiemoranda should not contain detailed
information about resource requirements. Only
summary figures should be shown in the Memoranda.
The detailed data for eaah program proposal in the
Memoranda should be contained in an attached Proposed
Program Requirements. . . . The PPR's are to be used
by the heads of the major budgetary units to make
changiiS in the SYAP^FP as programs are added, changed,
or deleted. . . .

A separate PPR must be submitted for:

1. Continuation of existing programs in each
program category

2. Each proposed improvement in existing pro-
grams in each category

3. Each proposed new program

4. Each proposed program deletion.
(Boutwell, 1970, pp. 14-15)

Instructions are completed by assigning specific

responsibilities for preparation of various organizational

program memoranda and SYAP^FP to selected key personnel

including the Executive Vice President, the Vice President

for Academic Affairs, the Provost of the Institute of Food

and Agricultural Sciences, the Provost of the J. Hillis

Miller Health Center, Deans of Colleges, Directors of

Academic Support Units, Department Chairmen, the Vice

President for Business Affairs, the Vice President for

Student Affairs, and the Dean of University Relations.

The Director of the Student Health Service was not mentioned
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•but it is assumed—under existing organizational structure-

that the Director of the Student Health Service will be

responsible to the Provost of the Health Center for carrying

out this function.



CHAPTER III

A UNIVERSITY STUDENT HEALTH SERVICE: THE HISTORICAL
DEVELOPMENT, SETTING, RATIONALE AND OPERATION

An understanding o£ a wide variety of historical

and operational data associated with college health pro-

grams should facilitate the development of meaningful organ-

izational objectives and related program structures, costs

and benefits which are necessary if PPBS is to aid in more

effective allocation of current and projected resources

to a university student health service. Quite obviously

all college health programs will not fit the same model.

There are variances in size and composition of the patient

population, geographic location of the school, institutional

philosophy concerning responsibility for health care, type

of financial support and other factors which affect a health

program. Some of these health facilities are "university"

or "college" health services rather than "student" health

services because they have been extended to serve faculty,

administrative staff, and dependents of students. A few

are cooperating with extramural health facilities and are

engaged in community projects. Nevertheless, it is believed

that enough similarities exist in order to establish a use-

ful conceptual approach which will lead to objectives and

- 67
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a program structure v.iiich may be feasibly modified as

required by the operation of the particular health service.

Following the "Recommended Standards and Practices for a

College Health Program" (October, 1969, p. 42), the term

"university" or "college" will be used interchangeably to

refer generally to "any institution for higher education."

Also when it is not particularly important to the discussion,

no distinction will be made between "student" health ser-

vices and those that include other members of the college

community as well.

In his keynote address to the American College

Health Association, Philip R. Lee, Assistant Secretary,

DepartBient of Health, Education and Welfare, commented:

The first fact that is evident is the lack of facts
available about college health services today. We
knov; too little about the health status of students
and faculty, about the effectiveness of different types
of programs, or even about the manpower and facilities
available to provide the needed services. (Lee, 1967,
p. 8)

He further complains that a thorough survey of college and

university health services has not been performed since

1953; consequently, it is very difficult to determine needs,

resources or program effectiveness. He cites other data

which imply that much information is sorely needed. In

1957 there were 285 institutions represented in tlie Ameri-

can College Health Association. In 1967 there were over

500 member institutions but this still represented somewhat
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less than 25 per cent of all colleges and universities in

the United States. Between 1955 and 1965 student enroll-

ment in colleges and iiniA^ersities advanced from 2,5 million

to 5.7 million; however, by 1975 this enrollment figure will

reach 8 or 9 million. Due to the lack of data, Lee cannot

be sure of numbers of physicians available to universities

and colleges on a full-time basis; he estimates the figure

to be 1,000 and believes an additional 7,000 are available

on a part-time basis. Lee (1967, p. 8) indicates that full-

time physicians are preferable; lioxvever. Groom (1968, p. 32)

points out pitfalls facing those who spend too much time

performing routine examinations on generally normal patients

(college students) and suggests that the use of part-time

physicians "Vvho supposedly have more occasion to sharpen

their diagnostic acumen outside the university might be a

very effective alternative.

Finally, Lee (1967, pp. 8-10) cites additional

areas of concern with respect to college health services.

He believes that these services are less than comprehensive

since only 100 or so colleges have fully organized mental

health programs, although this is perhaps one of the most

needed programs for college students; only 31 provide

dental care; and only about 6 per cent provide medical care

to dependents. There has been relatively little accomplished

with respect to protection of faculty and students from
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environmental hazards. Preventive medicine is cited as a

relatively weak area. A survey of 1,221 faculty members

at the University of Michigan points this out dramatically:

800 had defects which had not previously been recog-
nized

21 had malignant lesions

81 had diabetes mellitus

5] had unrecognized hypertension

9 had coronary artery disease with prior occlusion

4 had glaucoma

3 had multiple sclerosis

500 had never had a complete physical examination

200 had not received a physical examination within the
previous five years

10 had not been examined by a physician since being
discharged from military service (the problem here
being that the service was in World IVar I). (Lee,
1967, p. 9)

Also with respect to preventive medicine, very little has

been done concerning the provision for medical services

related to family planning. In the same area of preventive

medicine, there has been a lack of coordination of effort

regarding narcotics, drug abuse, and alcohol information

and education. Lee also points out that there is a sur-

prising lack of coordination betiv'een medical schools and

college health services. He believes there are good op-

portunities to perform cooperative research in particular

areas specifically significant in student groups (he
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specifically cites upper respiratory infection, attempted

suicide, trauina and drug abuse) v/hich v/ould not be possible

in many cases for the college health services to undertake

alone

.

Histoi'ical Development

A survey of che historical development of college

health services V'ill -nossibly provide useful insights by

showing ho'.v these organizations reached their current stage

of development. Boynton (1952, 1962) and Hurtado (1963)

agree that President Stearns of Amherst College first recog-

nized the desirability of providing for the health needs

of college students in about 1861 and appointed Dr. Edward

Hitchcock as the first medical director of a departm.ent of

physical education and hygiene. Boynton (1962, pp. 294-301)

discusses what she considers mdlestones in the develcprnent

of student health services. She confirms that for many

years the student health services were oriented toviard physi'

cal education and did not become medically oriented until

after World War I. Any change in emphasis, she points out,

usually occurred as a result of reactions to epidemics, a

student death or a possible solution to student absence

from class. For example, she credits the Unii^ersity of

California with the development of one of tlie first compre-

hensive college hc-alth programs and cites information
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written in 1913 by Dr. G. F. Reinhardt of California.

It may be a surprising statement that the University of
California infirmary ivith its large daily clinic and its
hospital facilities owes its existence less to a direct
effort to improve student health than an effort to im-
prove class attendance (Boynton, 1962, p, 295),

It was learned that absence was occurring because of sickness

and not idleness and a health service which offered medical

care and infirmary facilities to the student was opened in

1901. A typhoid epidemic in 1903 at Cornell University and

at the University of Wisconsin in 1907 provided a stimulus

for improved student health facilities at these two univer-

sities but had little effect on programs at other colleges.

Boynton did not describe many highly significant events as

far as the medically oriented developments of student health

services were concerned during the period 1861-1930 's.

Hurtado was much more critical in his descriptions

of the lack of accomplishments from the establishment of

student health services until the 1930 's but is quite posi-

tive that the trend toward medically oriented student health

services was much in evidence in the 1930 's. After recog-

nizing the change in student health services for the better,

he cites future challenges that must be overcome if college

health services are to fill a desired role.

Hurtado (1963, p. 294) considered the period 1861-

1930 's a period of professional stagnation for physicians

in the student health services. He points out that the
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founders combined physical education, nantal hygiene, public

health, clinical health and education to forri! "student health"

and that the emphasis shifted from one component to the other

for 75 years. During very early years, the physicians in

colleges worked closely with athletic teams and served in

areas closely related to physical education.

Policies that emanated from these early relationships

probably had much to do with the general opinion that student

health and ph}"sical health were very closely related. This

development caused many college administrators to consider

college physicians as physical education teachers and this

view has not been completely erased. Later, student health

came to be related more v/ith health instruction rather than

physical education and the physician became more a teacher

of hygiene than of physical education. During the same pe-

riod, many universities placed emphasis on health education.

One of the results was that college physicians emphasized

teaching and their clinical acumen was frequently impaired

as a result; however, to make the situation worse, their

teaching ability was being challenged by graduates of schools

of education v/ho had been trained specifically for such

duties. Surely many physicians had second thoughts about

entering the student health field when they realized that

their clinical ability v/ould probably suffer and they would

also have to acquire teaching capability which their
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profession did not normally require. This period v.-hich

Hurtado classifies as "professional stagnation" ended in

the 1930 's and he describes the period as follov;s:

So for three quarters of a century the college physician
was neither recognized or respected as a medical man
possessing medical or surgical skills. In some instances
he turned out to be an excellent teacher of hygiene and
health; he was a good mixer, personable, friendly, and
genuinely interested in the students' welfare; but,
medically, the scope of his professional activities was
limited to the treatment of sprained ankles and running
noses. (Hurtado, 1963, p. 294)

The definite change in orientation of student health

services tou"ard medical problems is very apparent now in

large numbers of colleges and universities; however, the

speed and m.agnitude of the change has generally varied di-

rectly v/ith the foresight and support of college and uni-

versity administrations. Still, one question that requires

continuous investigation and concern is "How can the college

healtli service most effectively relate with the college

administration?"

Hurtado (1963, p. 294) assures that the change in

emphasis to clinical service health programs that was so

clear in the 1930 's and grev; stronger as time passed is a

permanent change. He proceeds to discuss some clear re-

quirements and challenges that accompany this which must

be met if college health programs are to continue to pro-

gress toward truly comprehensive programs. The main thrust

of Hurtado' s (1963, pp. 29^--299) discussion of requirements
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concern the need to recruit highly qualified members of a

medical staff whose patient population will be changing

very significantly in size and composition. On the one hand

the potential physician for the college health service must

be fully qualified with respect to formal training and intel-

lectual ability; yet, he must have the ability, the patience

and the understanding to deal with health problems unique

to the college student. Further, the potential patient

population has been changing significantly as the college

health services have proceeded along their evolutionary

paths

.

The size of the college enrollments has been grov/ing

very rapidly and associated with this growth has been dra-

matic change in the composition of the student population.

Since the 1940 's older students have been returning to col-

lege for special programs, to complete work for degrees or

to gain credits which enhance their possibility for promotion

in business or other areas. The age span of the student

population has extended from 18 to 60 and this offers a

different clinical picture to the college physician than

the previous 18-24 range which \\'as once common. The numbers

of graduate students and foreign students have consistently

increased which adds to the heterogeneity of the student

population. As college health programs have become more

comprehensii^e , medical services have been offered to
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dependents o£ students, £a.culty and administrative staff and

their dependents. Privileges offered to these latter groups

may be abbreviated initially, but the trend appears to be

toward the offering of more comprehensive medical care to a

broader population. As universities have employed personnel

who are under the Workmen's Compensation Law, there has

been an increasing requirement to evaluate the mental and

physical status of these prospective employees and the col-

lege health service has performed the task. These changes

have been occurring for several years and the rate of change

seems to have been more intense in recent years. There is

no indication that the trend, which has greatly increased

the vo]ume and scope of medical responsibilities at colleges

throughout the country, will change significantly in the

near future. Hurtado (1965, p. 298) concludes that the pro-

gress made in college health services in the last ten years,

which has included an emphasis on clinical medicine, may

soon lead to college medicine being considered a medical

specialty. This development, he believes, \\fill allow the

college physician to be recognized as an experienced and

competent clinician and, therefore, deserving of the same

professional standing as his colleagues in private practice.

Such a development would surely assist in recruiting ade-

quate numbers of well qualified medical staff personnel.



Settina and Rationale

It is difficult tc generalize about the question

of attitudes concerning college health services bv college

administrations due to the lack of current information and

the significant variations between colleges. The key ques-

tion seems tc concern the philosophy of responsibility for

student health assum.ed by the college. If the college does

not assume a reasonably full amount of responsibility, then

limited resources allocated to student health services will

probably be minimal as will be the resulting health services

provided the student. Of course, resources allocated to

student health services will be minimal if resources for

the college are generally scarce, irrespective of the col-

lege's philosophy of responsibility for student health.

The last relatively thorough survey of health services in

colleges (Moore and Sum.mei skill , 1954 j indicated that there

was no standard student program in any of the colleges.

This survey was accom.plished by personal interviews with

the health service director or his representative at 1,157

colleges. Although the data are now relatively old with

limited utility in some areas, some of the possible expla-

nations of wide x^ariations in the health programs surveyed

might still be pertinent to the question concerning which

colleges accept varying degrees of responsibility for the

provision of health services at colleges. The survey
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(Moore and Suiniaerslcill , 19S4, pp. 101-102) showed that

differences in health services by geographic areas were

not great, although health services provided in the vrest

were somewhat less comprehensive than in other areas. It

was found that urban colleges provided somewhat limited

services and this was attributed in large measure to the

fact that many students lived at hom.e and utilized services

of family physicians or local medical services. More com.-

prehensive health services were offered by public schools

(e.g., state, federal) and 5omev;hat fev;er services offered

by denominational schools. Health programs in four-year

colleges were more comprehensive than those in two-year

colleges and colleges offering graduate and undergraduate

programs tended to provide more com.prehensive health pro-

grams. Colleges with a general and professional training

curriculum provided miore services than did liberal arts

colleges. The greatest variations in health services v:ere

associated w^ith the size of enrollmiont of the school. A

rather significant finding was that not only did the larger

colleges provide more comprehensive health services as well

as more complete facilities and larger m.edical staff but

that these variations were wholly attributable to the availa-

bility of funds. Less money per student for health services

was a\"ailable at the colleges with smaller enrollments.

These variations between colleges with small and large
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enrollments seemed to be attributable to variations of

philosophy with respect to the amount of responsibility for

provision of student health services which should be ac-

cepted by the college. Summerskill (1955) is more specific

concerning descriptions of philosophies and how many col-

leges seem to have which philosophy but leaves many un-

answered questions as to philosophies. He writes:

Behind the survey data stands the college's conception
of this responsibility. The policy of some colleges
is to steer clear of involvement in nonacademic facets
of their students' lives. Other colleges have estab-
lished token programs. Still others show earnest con-
cern with student welfare beyond its intellectual
components. (Summerskill, 19S5, p. 71)

Thus it is very difficult to generalize concerning

philosophies or attitudes of college administrations with

respect to college health services. Certainly some giant

strides have been made by college health personnel, and

attitudes of college administrators toward college health

services have probably changed somev;hat since the above

data were gathered. Nevertheless, current information of

this nature is needed because knowledge of the most effec-

tive manner in which to relate with college administrations

is a critical requirement for college health personnel.

Performance of this task effectively requires knowledge of

attitudes of college administrations toward college health

services and their philosophies concerning the degree of

responsibility for student health v/hich will be accepted

by the college.
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The effective operation of a college health serx^ice

is also dependent on knov;ledge of the attitudes of the

patients. Farnsworth (1964, p. 2) indicates that attitudes

of personnel working in health services, as well as patient's

attitudes, must be known if the health service is to be ad-

ministered effectively. T/ith respect to aims of student

health services, he cites the following: (1) to induce

utilization of health service by the student v:hen he re-

quires health care, (2) to gain confidence of the student

when he is being treated so that he will follow instructions,

especially v;hen in an outpatient status and (3) to get the

student to follov: suggestions which will prevent many health

problems, e.g., refraining from using tobscco, "pep" pills

and drugs, receiving inoculations, following suggestions

regarding proper diets and proper amounts of sleep and fol-

lov;ing safety practices which should m.inimise accidents.

Farnsworth (1964, pp. 2-4) also points out that the

degree to v;hich the student utilizes college health services

depends somewhat on how he perceives the service and its

utility. This, in turn, is dependent upon the student's

background as well as the image in the academic com.m.unity

reflected by the particular health service. Some studies

have shovrn that patients from working-class backgrounds

tend to feel they have more limited rights v;ith the phy-

sician and, therefore, are hesitant in asking the physician
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questions and do not expect much personal attentiveness

from him (Farnsivorth, 1964, p. 3), If impersonal service

is observed at a student health service, then the beliefs

of those who expect impersonal treatment are reinforced.

Accordingly, students with such opinions will probably use

college health services only in emergency cases. Also,

there is evidence which suggests that some physicians alter

their communications with patients according to social

class. For example, some physicians will not provide much

information to patients of a lov/er social class because

they doubt that such patients have the education to under-

stand explanations of their condition (Farnsv/orth, 1964,

p. 4).

According to Farnsworth (1964, p. 4), the fact that

college health services are organized on a bureaucratic

basis leads many students to expect impersonal and less

effective health care then they would receive from a pri-

vate physician. This situation creates a problem for col-

lege health services and they are thus challenged to convince

the student that the so-called bureaucratic organization

is not less competent but, on the contrary, is capable

of providing better health care than a private physician

because of the available facilities. Since Farnsworth

indicated that studies have suggested that patients expect

less satisfactory care from a bureaucratic organization.



82 -

a study (Franklin and McLemore, 1968) performed with college

students at the University of Texas suggests that this atti-

tude might not be as strong among students as believed.

Certainly one study is far from convincing but the results

are interesting and reinforce Farnsv/orth' s (1964, p. 3) sug-

gestion that research concerning students' attitudes about

college health services \\rould be very useful.

In the study conducted by Franklin and McLemore, it

was assumed that "students use the fee- for- service
,
private,

doctor-patient relationship as the standard against which

to measure the services of the Student Health Center" (1968,

p. 58). Consequently, the investigators expected the stu-

dents to evaluate negatively the health care obtainable at

the health center when compared to that obtainable from

private physicians. Instead of this finding, however, the

results indicated that more students evaluated the health

center favorably than unfavorably with male students evalu-

ating the health center more favorably than did the female

students. It v/as also found that the students used ser-

vices of the health center m.ore than they used the services

of prii'ate physicians; although, the utilization of the

health center by the students declined as the length of

enrollment increased. Also, the generally unfavorable atti-

tudes of female students tov/ard the health service deteri-

orated even more as the length of enrollm.ents increased

(1968, p. 59) .
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It v^?as expected that the students would evaluate

the health center unfavorably with respect to the services

o£ private physicians due to the "bureaucratized" nature

of the health center organization and the generally unfavor-

able attitudes toward bureaucracy. This expectation was

reinforced because of some of the specific complaints of

this nature by the students and observed by the investiga-

tors. Since the students did not evaluate the health ser-

vice negatively, the investigators believed that possibly

the students did not place such a high value on the services

of the private physician or possibly they (the investiga-

tors) had overestimated the amount of student complaints.

Results of further questions which were asked to check the

validity of these two possibilities were interpreted as

indicating that the students evaluated the services at the

health center favorably but considered services of private

physicians more favorably. This was further interpreted

to mean that people preferred services of private physicians

but did not reject organized medicine.

Perhaps more significant was the response of stu-

dents to the statement, "Other students at this university

tend to evaluate their Student Health Center positively."

Ninety-two per cent of the females and 75 per cent of the

males related their negative attitudes toward the health

center to the evaluations and opinions of their fellow
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students. The fact that the female students were less favor-

ably inclined toward the health service was partially attrib-

uted to the fact that the feraales on the campus studied v:ere

less autonomous and more influenced by opinions of fellow

students. Although Franklin and McLemore (1968) realize

their findings may not be valid in other settings, certainly

the need for more research regarding attitudes of students

toward college health services should be of inestimable

value to the director of a student health service.

Operation

There are probably not two college health services

exactly alike—nor should there be when it is considered

that each of the hundreds of existing organizations have

different requirements, problems and qualities. It has been

clear for several years, however, that there was a need to

develop standards which could be used as guides for the many

health services. One physician (Bergy, 1961, pp. 159-161)

related the need for recomm.ended practices and standards

for college health services to the requirements of justifying

new programs or changes in policy to college administrations.

According to this authority, provision of the "finest care"

cannot be accomplished at his university because of budg-

etary and sociopolitical pressures as well as an apparent

lack of confidence by administrative officials that an
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optimum program for student health care could be developed.

Accordingly, when nev/ programs or policies are suggested,

answers are required as justification to such questions as

"l\niat is the best v;e can do under the circumstances? ^^.Tiat

do they do at other schools? What are the recommended mini-

mum standards for schools of our size and mission? V.Tiat

are we legally required to provide?" He also wrote that

standards could protect the college health service from im-

proper requests and presumptions by administrators. Such

requests and expectations included the requirement for nurses

to practice medicine or pharmacy or physicians to undertake

tasks without proper equipment and facilities. Regretfully,

it is probable that such situations exist; nevertheless,

such justification for the development of standards and prac-

tices seems overly negative.

Standards and practices for a college health program

were developed by the American College Health Association

in 1964 after about five years of work and then revised in

1969. Each of the "Recommended Standards and Practices for

College Health Program" was published in The Journal cf ths

Amerioan College Health Association (October, 1964; October,

1969). The President of the American College Health As-

sociation, Dr. Robert W. Gage, described the "Recommended

Standards" positively when he editorialized:
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These standards are best seen as a statement of basic
principles and relationships, interpreted in terms
which are sufficiently specific to provide practical
guidelines for program development. Health programs
which are consistent with them may be considered sound,
even if open to substantial im.provement

;
programs which

fail to meet all of the standards may have areas of
great strength and may represent superb achievement in
the face of limited resources. (Gage, 1969, p. 1)

The statement was addressed to the problem of developing

standards that would be useful to a x\?ide range of types of

college health programs and did not pretend to represent

an optimum program for any particular health service. He

also indicated two definite trends in college health pro-

grams that require attention. One is the desire to develop

a college health program w?iich will serve the "entire insti-

tutional community." This includes students, student de-

pendents, staff and faculty with special em.phasis on

environmental surveillance and health promotion. The second

trend emphasizes tiie coordination of the health care re-

sources of the institutional and extram.ural communities.

This second trend would include industrial workers and resi-

dents of depressed and affluent areas alike. Such a popu-

lation, according to Gage (1969, p. 1), would "create an

ecological system which is a unique vehicle for studying

human health problems and developing means for resolving

them."

In discussing the 1969 statement of standards, the

goals and objectives are listed in the introduction and
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much importance v/as given them as a base from which to

develop the statement of standai-ds. For this reason as

well as the need to establish a point of departure for the

development of organizational objectives for the Student

Health Service at the University of Florida, authoritative

lists of goals and objectives of a comprehensive health-

program are reproduced below

Goals

1. To promote and maintain those conditions \v'hich will
permit and encourage each individual to realize opti
mum physical, emotional, intellectual, and social
well-being

.

2. To control those factors in the community and its
environment ^^7hich may compromise this well-being.

3. To guide the individual in the acceptance of health
as a positive value in life.

4. To stimulate the capacity of the individual to make
healthful adaptations to the environment.

Oh^ ectives

1. Organizing staff and facilities for:

a. Prevention of health hazards and problems for all

members of the academic community (including iden-

tification and recognition of potential problems
prior to their development)

.

b. Early recognition of developing problems (in-

cluding in the clinical area, pre- symptom diag-
nosis of potential illness and use of screening
procedures)

.
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c. Prompt and effective remedial action in the
presence of recognized health problems- (for in-
stance, high-quality care, readily available
under conditions which encourage timely and ap-
propriate use) .

d. Rehabilitation of all members of the community
' who have health handicaps, acute or chronic, to

maximum attainable restoration of well-being and
function.

e. Education of the community for healthful liv^ing,

including concern for both Individual and com-
munity well-being. This is to encompass develop-
ment of both content, and methods for health
education.

f. Control of environmental factors influencing
health. This should include the elimination or
control of noxious or harmful elements (physical
and emotional) and the insurance of a creative
climate which encourages development of health
and well-being.

2. Encouraging use of resources under conditions which
promote their effectiveness.

5. Promoting participation among the components of the
community (students, faculty, staff, administration,
health services) in the interest of developing goals
and objectives and of sharing satisfactions and prob-
lems, including the development of ethical standards
for relationships which recognize the need to handle
certain types of information with discretion and
confidentiality.

4. Recognition of the importance of the performance of
research for its dynamic influence on the health
program. . .

5. Continuous program evaluation, including specific
attention to high quality.

6. Coordinating of health resources of the institution
with those of the community beyond.

7. Developing and promoting health career opportunities
("Recommended Standards and Practices for a College
Health Program," 1969, pp. 41-42)
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According to the introduction of the "Recommended

Standards" (1969, p. 41), tliere were two notable changes

from the 196'! effort. First, the material v;as more effec-

tively organized according to plan rather than written by

independent authors interested in a particular discipline

and then related by means of a very lengthy introduction.

Second, most of the quantitative standards such as recom-

mended doctor/patient and patient/bed ratios were omitted.

Since there are such a vast number of variables which arise

when comparing colleges, it v.'as believed that comparison of

such ratios v;as not very useful. The "Recommended Standards"

(1969) were divided into five major parts: general infor-

mation; health programs—services and activities; health

personnel—qualifications, duties and education; physical

plant; and business management.

In the first section, the importance of the phi-

losophy of the institution as well as its goals and pri-

orities were stressed. Since a health service is basically

a supporting facility for the institution, it is obviously

important to know the institution's goals as well as its

philosophy concerning its responsibility for health care

of the students and other members of the academic community.

Also, the method in which the health service will relate

to the administration of the institution should be clear.

Every effort should be made to arrange for the health
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service to relate with a sufficiently high level of the

administration since the service should have the goal of

supporting the whole institution. It is important that

every effort be made to forecast as accurately as possible

the numbers and composition of the population of the in-

stitutional community for whom the health service will be

responsible, in order that appropriate planning may be ac-

complished by the health ser^-ice. The forecast data should

specifically indicate the various categories of students

such as male, female, married, single, undergraduate, grad-

uate, international, full-time or part-time status, and

the expected growth rate of each category. It v;ould also

be useful to know the number of dependents of students, the

number of staff and faculty and possibly their dependents,

and similar information about any additional groups to be

served, as well as the expected rate of increase in each

of these categories. These data are especially important

if the institution is responsible only for the health care

of students but wish to time phase the acceptance of re-

sponsibility for health care for these latter categories

as practicable.

It is desirable that the institution publish a

specific statement regarding the health care responsibility

it is accepting as well as a reasonably specific description

of the liealth program, to be developed. Normally, the aim
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should be to include personal health service, environmental

surveillance and control, and health education. It is also

important to designate how this program v;ill be supported,

especially the sources of financial support. There are

several possible sources such as general institutional funds,

student fees or a combination of sources.

Experience indicates that assignment of complete

responsibility for operating a college health program to

one unit results in a much more successful program than if

responsibility is split among more than one organizational

unit. A more specific description of the previously men-

tioned three primary areas of responsibility of a college

health service appears in the "Recommended Standards":

1. Personal health services: medical, dental and sur-
gical care, including preventive, diagnostic, ther-
apeutic, and rehabilitative services for both pliysical
and emotional problems. It is important that these
services focus attention not only upon individuals
but upon total community health and welfare.

2. Environmental surveillance and control, including
occupational medicine.

3. Education for health: This should include educational
programs for individuals through i\/hich they may be
motivated to healthful individual and community
behavior. (1969, p. 45)

It is possible for one or more of these areas to be handled

by a unit other than the college health service. In such

cases, however, particular effort should be expended by

the director of the health program to bring about effective
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coordination v.ith the units involved in any of these priraary

areas.

The director/coordinator of a college health program

may range from a well- trained nurse to a physician depending

primarily on the size of the program as well as the availa-

bility of qualified personnel. Of course, the desired

qualifications for the director would be a well-qualified

physician who has also demonstrated abilities as an effec-

tive administrator. Allegedly such a combination is rather

difficult to find due primarily to a lack of experience and/

or lack of interest in administration. There are obvious

advantages of having a physician as director since he will

have a keen appreciation of the medical problems faced and

also probably be able to establish more rapport with medi-

cal personnel employed by the program. However, due to the

difficult combination of ever r.iore scarce resources and

increased responsibilities, it is becoming critically im-

portant that the director be able to manage and allocate

his scarce resources in a highly effective manner. Today

it is alm.ost a foregone conclusion that he will not be able

to acquire all the resources that he would like to have.

The director should be delegated the authority to make pro-

fessional appointments and also to initiate and develop

various activities in the health program with approval of

the college administration. If his qualifications are



- 93

adequate and his duties warrant it, he should be av/arded

faculty rank. As in other areas, it is suggested that the

director be responsible to an administrator as high in the

college administration hierarchy as practical; however, the

real need for this is closely related to the size and re-

sponsibilities of the health program. If a reasonably com-

prehensive health program exists, however, it is unv;ise to

have the director responsible to the dean of students or

other officials in student affairs. This does not mean that

the director should not be required to coordinate with nu-

merous departments in the college.

A very large portion of the "Recommended Standards"

(1969, pp. 46-78) is devoted to a section entitled "Health

Programs." In this section a very thorough descri.ption

of various services and activities in a comprehensive col-

lege health program, is provided. Here it is repeated that

services in the three broad areas—"medical and other health

services, including community-oriented preventive services;

environmental health and safety; and education for healthful,

personal and community living" (1969, p. 46)—-should be

offered regardless of size of the overall health program.

Quite obviously, the degree of comprehensiveness will vary

with the size of tlie institution and resources available.

It is recommended, however, that when services cannot be

provided, arrangements be made to utilize extramural
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resources to satisfy various health care needs. The opinion

is also offered that health should be viewed positively and

not as simply a lack of disease. Rather it should reflect

positive aspects of health such as physical, emotional,

social, and intellectual vigor.

There should be outpatient facilities adequate to

provide at least initial assistance for anyone eligible

for the services irrespective of v;hether the person has

contributed directly to the program. First impressions are

important; therefore, service sliould be as courteous and

prompt as possible and as thorough as practicable since

outpatient treatment has an educational as well as clinical

function. It should be possible for an eligible individual

to make an appointment or to receive treatment on a "v\/alk-

in" basis. Normally the patient will see a nurse first;

hovrever, he should be allowed the choice of consulting only

with a physician. In any case, it is necessary that the

action of the nurse with respect to treatment and medication

conform to the Nurse Practice Act. The facilities for out-

patient service should be as close together as practicable

and convenniently located to class areas and living areas

of the students. If a choice must be made, close proximity

to the academic area iv'here students v."ill be located during

daytime hours is preferred. Facilities which have been

designed and built specifically for a college health
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program are preferred, so that treatment may be as efficient

as possible.

Each college health program should include specific

v;-ritten plans which are to be implemented in cases of emer-

gency or disaster. These plans should be thoroughly coordi-

nated with other departments which have a direct concern.

Also the plans should receive adequate publicity v;hen ap-

propriate .

If it is economically feasible, inpatient facilities

should be provided for eligible members of the college health

program. If there is generally a small need for such facil-

ities, then the cost of the inpatient facilities and the

support required will probably be prohibitively expensive.

The health service should indicate the type of bed care avail-

able according to categories suggested by the "Recommended

Standards";

a. None

b. Temporary day care until transfer can be arranged.

c. Intermediate care, day and night, for observation
or noncritical m.edical illness.

d. General medical care without surgery.

e. Complete general hospital care including surgery.
(1969, p. 50)

Although it is difficult to be precise concerning

bed/patient ratios, efficient size of units and other sta-

tistics due to varying philosophies of responsibility for
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health care, the "Recommended Standai'ds" (1969, p. 50) offer

some suggestions. If the students are primarily resident

students, five beds per thousand eligible subscribers are

considered adequate. Experience has demonstrated that at-

tempting to operate units of less than 15 to 20 beds will

probably be inefficient and too expensive. The college

health service has a responsibility of referring patients

to an extramural hospital whien required. With regard to

this responsibility, there should be some arrangement to

allow members of tlie health service staff to receive staff

privileges in hospitals to which students are referred so

that responsibility for the care of the patient may be

retained.

The importance of establishing uniformity in reporting

student morbidity and college health program activities has

been recognized for several years (Herbolsheim.er , et al . ^

1961, pp. 196-210). When either outpatient or inpatient

services are performed, it is vitally important that careful

records be kept. Accurate records have great importance in

an effective evaluation program which, in turn, is required

to determine benefits for cost-benefit analysis. An even

more important current aspect of record keeping is the ne-

cessity of maintaining strict confidentiality of information

maintained in the patient's record. It is very important

that staff and faculty respect professional and legal
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obligations of the physician's maintenance of confidentiality

of patient data. It has been further recommended that psy-

chiatric records be kept separately from medical records and

that the most careful precautions be taken to maintain their

confidentiality. Although maintenance of confidentiality

of medical records is extremely important, it is particularly

so with respect to mental health records. This crucial im-

portance derives from the facts that "because the nature of

the treatment is sucli that there must be absolute trust be-

tween patient and therapist and because the content of the

interview is concerned with the most intimate and personal

details of the patient's life" (Farnsworth, 1964, p. 73).

Sound emotional health is generally recognized as

an important requirement for high student achievement. One

authority (Boynton, 1952, pp. 4-8) expressed it more strongly

when she wrote: "Probably there is no field of medicine

in the college age group in which better preventive medical

work can be done than in the field of mental health." A

college health program should provide assistance from its

own staff or from extramural resources for those students

who require assistance in coping with stresses which con-

front them. Provision of long-term therapy for disturbed

students need not be an objective of the mental health pro-

gram. Means for referring patients to extramural sources

for longer-term therapy should be clear. It is also
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important that close liaison be established between the

mental health service and other offices which have a par-

ticular interest in mental health programs, such as coun-

seling/guidance personnel, clergymen, and residence hall

staff.

The responsibility for the athletic medicine program

is normally charged to the college health service. The

program may be divided into physical education, intramural

sports, and intercollegiate athletics. Close coordination

is required between the college health service and the phys-

ical education and athletic departments.

College students are susceptible to a wide range

of dental difficulties; however, dental caries and peri-

dental problems are the two most prevalent problems. Dental

emergency treatment as well as elements of a dental program

related to public health and health education should be

available to eligible persons if possible. Although there

is much dental work which need not be provided by the col-

lege health service, arrangements sliould exist which v/ill

allow persons needing continuing treatment or dental treat-

ment not available to be referred to appropriate specialists

in the area. Dental health services may be divided into

essential, optional and desirable services. According to

the "Recommended Standards" (1969, pp. 64-6S), essential

dental services should be financed as part of the college
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health program; whereas, optional services could be financed

on the basis o£ prepaid insurance or fee-per-operation . De-

sirable services could be made available through a prepayment

plan available through extramural sources.

It is suggested ("Recommended Standards," 1969, pp.

66-67) that rehabilitation services, including physical

medicine, be available in the college health program to as-

sist students who need the attention as a result of accidental

illness, "v/ork or academic program.s, as well as for those

students who arrive at the college with some type of physi-

cal, emotional or social handicap. One person should be

designated to coordinate the entire rehabilitation program.

Health promotion/preventive medicine is perhaps not

considered as imperative as diagnostic, therapeutic and re-

habilitative services; however, the long-term potential of

health promotion/preventive medicine is extremely significant

and should be a part of a comprehensive student health pro-
:

gram. The "Recommended Standards" (1969, p. 68) acknow-

ledges the particular importance of work in this area which

might determine relationships between smoking and cardio-

pulmonary disability, between diet and exercise and cardio-

vascular disability, and between drug abuse and emotional

health.

Another area which is rapidly gaining public attention

is environmental health and safety. Certainly an institution
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should assume a certain amount of responsibility for the

environmental health and safety of the members of its com-

munity; however, it should not be necessary for an insti-

tution to assume complete responsibility. A university, for

example, should be able to share responsibility for control-

ling such environmental factors as sanitation, safety, in-

dustrial health, radiation control (health physics) and

education for liealth and safety v\rith local, state and federal

departments as well as industry. The resources in the uni-

versity community should be combined and, if possible, co-

ordinated by one person who would be in charge of the

environmental health and safety division. The "Recommended

Standards" is quite specific about the responsibility and

authority of this organizational unit:

a. To maintain continuing surveillance of all environ-
mental health and safety hazards on campus, attempting
to anticipate, investigate, and describe all hazards
before they become clinically important.

b. To report findings to the central administration in
accordance iv^ith existing environmental health and
safety policies.

c. To make recommendations for the control of hazards as

they may arise or be anticipated.

d. To furnish consultation to central administration,
departments , and individuals on campus with respect
to implementation of environmental health and safety
policy and standards; to promote general interest in
the elimination and control of hazards on campus.
(1969, p. 69)

There should be very careful coordination of ac-

tivities and recommendations made when necessary by the
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person in charge of this division; however, it is the

responsibility of the central administration to enforce

the standards and policies recommended by environmental

health and safety personnel.

If a college health program is to be comprehensive,

attention must be given to staff, faculty and other employees

of the institution. IVhen attention is given to these groups,

occupational health becomes an important part of the overall

health program and the "Recommended Standards" has suggested

that occupational health program objectives should be "to

identify previously unrecognized illness, disability or

other limitations; to assist in placing staff in work situ-

ations consistent with their physical and emotional capac-

ities or limitation; to provide emergency or definitive care

for work-connected injuries and illness; to establish a

prevention program, including immunization, and standards

for safe use of equipment; and to present an educational

program concerning occupational hazards and stresses and

means for avoiding or coping with them" (1969, p. 72).

One of the most important objectives of a student

health service is to promote good health behavior among

students. Providing a good health education would seem to

be a normal approach; however, the student's time is thor-

oughly scheduled and it is difficult to compete successfully

for his time for the purpose of formal health education

programs. The best approach would seem to be to take
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advantage of each possible situation to provide health

education informally. Certainly each visit by the student

to the student health service should be viev/ed as a possible

teaching situation and some sense of the importance of good

health practices may be instilled in the student by exam-

ples which are set (Farnsworth, 1964, pp. 7-8).

Research is a significant part of a student health

program because it provides an excellent opportunity to

observe, record and analyze various aspects of disease and

other health problems under relatively v;ell controlled

conditions. To take advantage of such a situation, how-

ever, it is necessary to allow enough unscheduled time for

the health staff member to pursue such endeavors. In this

regard, it is very important that specific and acceptable

policies concerning the use of research of students and

others in the institutional community be clearly stated.

One area which deserves attention of all college

health programs, regardless of size and comprehensiveness,

is extramural resources. Every effort should be made to

coordinate closely with and utilize as fully as possible

all off-campus resources so that a reasonably comprehensive

program can be developed without duplication. This is not

a one-way proposition and on- campus resources should be

offered to the off -campus community v/hen possible. The

"Recommended Standards" (1969, p. 78) indicates that a
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potentially productive area for such cooperation is among

colleges and universities v:?iose proximity to one another

will allow a consortium to be established.

The "Recommended Standards" (1969, pp. 79-87) also

provides information concerning (a) health personnel

—

qualifications, duties and education, (b) physical plant

and (c) business management. However, the data are rather

brief when compared to the section on health programs.

Although the section on health programs v.'as quite thorough

and obviously represents much work, there is one rather

serious weakness from the standpoint of PPBS. In order to

perform cost-benefit analysis, it is necessary to compare

the costs and benefits of various alternatives. To derive

benefits, there must be a way of evaluating the results of

various programs. More specifically, measures of effective-

ness should be developed against which alternative program

accomplishments can be compared. The need for selecting

appropriate measures of effectiveness may suggest the need

to revise program objectives on occasion. The development

of objectives and measures of effectiveness or criteria

has been described as an "interacting process" (Hatry, 1967,

p. 5). A detailed discussion of this problem is required

but will be reserved for the follo\\^ing chapter. The pre-

ceding discussion concerning health programs was rather

all-inclusive; however, a description of the Student Health



104

Service at. the University o£ Florida should precede any

attempt to complete the program structure portion of a PPBS

model representing this service.

The University of Florida Student Eealth Service (SHS)

The University of Florida Student Health Service

(SHS) provides a wide range of services to students; hov;-

ever
,
personnel at the SHS are becoming involved more and

more with health problems outside the university student

community, according to the director (Coggins , 1970b). The

organization chart for the SHS is shov;n in Chart I. The

Infirmary is a 45-bed facility centrally located on the

campus in which is provided a v;ide array of medical ser-

vices including primary medical care, preventive medicine,

health screening programs and mental health consultation

and counseling.

Normally a student reports to the Infirmary with

his problem and is directed to a nurse unless he insists

on seeing only a physician. The nurse will take care of

the complaint or refer the patient to a physician. These

cases are categorized as "drop-ins" and represent an es-

timated 60 to 70 per cent of the patients. It is also

possible to call in and receive an appointment. Unless

an emergency exists, treatment wil] probably not be as

prompt in such situations. Approximately 300-325 patients
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per day are seen by nurses and/or physicians and about 90

per cent of the patient care is on an outpatient basis

(Pritz, 1970a). Space for handling these and other problems

is becoming very limited. This problem v/ill be discussed

in more detail in a following chapter.

Revenues for the SHS come essentially from student

health fees which are currently authorized to operate the

SHS. However, additional funds come from room and board

at the Infirmary, medical supplies and drugs which are pre-

scribed and furnished, charges for special medical proce-

dures, earnings for services provided to the university

and grant funds. The only funds coming from the university

are given to support the preemployment evaluation of cer-

tain employees of the university and also to support envi-

ronmental health activities. Otherwise, the SFIS is completely

self-supporting. Organizational lines of authority and

responsibility are informal.

In practice, the Director, SHS, is accountable to

the Provost of the J. Hillis Miller Health Center. He also

coordinates closely with the Vice President for Student

Affairs and, on occasion, coordinates directly with the

President of the University.

The Director of the SHS (Coggins, 1970b) believes

that four events which have occurred during the past ten

years have affected the status of the SHS significantly.



- 107 -

First, the appointment in 1957 of the first full-time

psychiatrist Kas an explicit commitment by the President

of the University to the development of a Mental Health

Program oriented tov;ard public health. The long-term ex-

perience in the Public Health Service of the psychiatrist

appointed led to the initiation of a Mental Health Research

Project in 1959. Since that time, this first project and

two later ones have been funded completely by federal grants

in the amount of more than $900,000. The objective of

these projects was the development of a mental health pro-

gram established on the principles of public health or com-

munity health. With this emphasis, there have been research

studies into the social and psychological characteristics

of students entering th^e University of Florida, with ap-

plication of the findings to preventive mental health pro-

grams in the university environment. These projects also

attracted psychology and personnel services trainees and

these trainees brought with them the inquisitiveness of

students. Second, a psychiatrist was appointed to head the

clinical side of the Mental Health Program with a joint ap-

pointment in the Department of Psychiatry in the College of

Medicine. The joint appointment carried with it an obli-

gation to teach in the Department of Psychiatry as well as

to perform clinical services for students. This arrange-

ment also induced participation in SHS activities of
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psychiatric residents and otlier staff members of the

Department of Psychiatry. A third major event occurred

in 1966 when administrative responsibility for the SHS

was transferred to the J. Hillis Miller Healtli Center

from the College of Physical Education and Health. The

impact of this change was that the Provost of the Health

Center would be administratively responsible for the SHS

but the SHS would be an auxiliary funded primarily by

student fees. Additionally, this change promoted under-

standing betu'een personnel of the SHS and the many dis-

ciplines at the Health Center and brought about some

limited interchange of personnel as consultants. The

Director of the SHS has a joint appointment in the Col-

lege of Medicine and this dual responsibility provides

opportunities for him to present SHS problems to appro-

priate persons at the Health Center and to acquire needed

consultation and assistance more easily than would other-

wise be possible. The relationship has also included

the use of m.edical and surgical residents as on- call

physicians at night and on weekends at the SHS and this

has served to reinforce the m.edical staff at the SHS as

well as to stimulate discourse and interchange of ideas

between the two groups. The fourth significant change

was in 1968 vrhen a commitment of its entire program to

community orientation was made by the SHS, then at
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full staff. This commitment was encouraged by the very

favorable cost experience of such prepaid, prevention-

oriented, health delivery programs as the Kaiser Permanente

Program (U. S. Congress, 1969b, pp. 813-81S, 934-989). The

health section had established the groundv/ork; it was then

logical to follow with the involvement of the physical

health service in university community activities in the

area of health care. The entire SHS staff was held re-

sponsible for involving themselves with students, adminis-

trative staff and faculty, for facing health issues outside

their daily routines and for extending their commitment

in appropriate areas to the non-university community.

This, according to the Director, has been done. A more

detailed description of the objectives and operation of

the SHS is contained in a following chapter.

It is difficult to generalize concerning problem.s

encountered by student health services at universities

without a medical school and teaching hospital. In such

a case, it is quite possible that a student health ser-

vice might be more directly accountable to the Office of

the Dean of Students which Farnsworth believes not par-

ticularly desirable (1964, pp. 9-10). Although there are

difficulties at the University of Florida Student Health

Service with regard to low salary scales compared to many

other parts of the United States, the presence of the
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medical school and teaching hospital at the University of

Florida (and the associated opportunities for teaching and

research) probably helps to attract young physicians xvith

a wide range of interests and other health professionals

from whom some personnel may be recruited to staff the SHS

(Coggins, 1970b). The absence of similar facilities prob-

ably increases the problems of recruitment of adequate num-

bers of highly qualified personnel by other student health

services

.



CHAPTER IV

MEASUREMENT AND EVALUATION: THE
PROBLEM AND SOME APPROACHES

It is popular to cite the "heart," or the "core,"

or the "most important aspect" of a management technique.

Various aspects of the PPBS concept have been suggested as

each being most important; hov/ever, it does not seen pos-

sible to attempt to prove conclusively that a particular

part of the PPBS is more important than the other parts.

Accordingly, no attempt will be made here to shoi: that a

specific part of PPBS is the most significant. Nevertheless,

considerable direct and indirect evidence in the literature

suggests that one phase of the PPBS, variously referred to

as measurement of output effectiveness, program effective-

ness, program, evaluation and criteria, requires considerable

attention, if the PPBS approach is to be successful (Lyden

and Miller, 1957, Part IV; Novick, 1965, Part III; Schultze,

1968, Chapter 2; Crosse, 1969; Rivlin, 1969; McKean, 1968;.

Katry, 1967).

Steiner (1965, p. 45) believes that selecting

appropriate alternatives is an important part of PPBS but

considers program budgeting to have a broader meaning in-

cluding structural, analytical and inf orm.ational elements.

- Ill
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As stated earlier, PPBS is end-product oriented from a

structural standpoint and this should be reflected in the

program structure. It is also important that an appro-

priate information system be developed in order to provide

accurate, timely data vvhich will assist in selecting correct

alternatives. The element of program budgeting of main

interest here, hov/ever, is the analytical. The "core" of

this process is "a systematic examination of alternative

courses of action and their implications" (Steiner, 1965,

p. 46). He cites cost-benefit analysis, systems analysis,

cost-effectiveness analysis and operations research as

appropriate methods to use in order to compare costs and

benefits of alternatives so that the correct alternative

m.ay be selected. From this point, Steiner's discussion

says little (as do many other investigations) about the

extreme difficulty of measuring benefits. The cost side of

the problem is not simple, but it appears to be somewhat

easier to allocate costs adequately than to measure output

effectiveness acceptably. Several authorities have made

keen observations about this problem; unfortunately, few

approaches to solutions have been offered. It is probably

true, as Knorr (1966, p. 12) points out, that m.onetary costs

frequently receive too much em.phasis and the outcoFie is

monetary cost studies rather than cost-benefit studies. It

seems possible, however, that this situation may exist be-

cause meaningful measures of non-monetary costs and espe-

cially benefits have not been developed.
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The Problem

Effectiveness of programs is seldom easy to measure

in any area, but it is obviously difficult to determine

appropriate output-oriented criteria v:hich may be used to

measure output effectiveness in the health field. Rivlin

(1969, pp. 913-914} gives three reasons for the measurement

difficulty at HEW. First, it is difficult to determine

just what will represent an appropriate measure or what

the program should produce. Second, the objective in most

instances in the health area is to improve the individual's

ability to function properly and this, in many cases, re-

quires the observer to follov/ the individual around which,

of course, is generally impractical. Third, it is difficult

to separate the effects caused by other factors. Also in

discussing HEl'/, Grosse (1969, p. 1222) verifies some of

the problems cited by Rivlin and states that, although PPBS

has helped HEW somewhat, one of the greatest problems that

still remains is "inadequate program evaluation."

In summary, there is considerable evidence in

literature relating experiences of most of the agencies of

the Federal Government with PPBS since 1965 which suggests

that one of the greatest impediments to a successful PPBS

is the lack of development of accurate and meaningful

measures of program output or, in relatively rare cases

where measures are developed, the difficultv of gaining the

required information (U. S. Congress, 1969a).
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\fhite (U. S. Congress, 1969b, pp. 352-53) stated

that although more than $45 billion are spent annually on

medical care in this country only $20 million, or less than

0.05 per cent, are spent developing and gathering data which

would assist in evaluating the effectiveness of the health

care. It has since been estimated that the monetary outlay

for medical care in 1969 soared to about $63 billion. At

that rate of increase, the amount spent on health care will

be $200 billion early in the 1980's (Faltermayer , 1970,

p. 81). Nevertheless, there are few signs that efforts to

evaluate the effectiveness of health care are increasing

as impressively as costs.

It has been mentioned earlier that a PPBS is output

oriented but this point of output orientation needs to be

stressed when discussing evaluation. Initially and when

other data are not available, information such as number

of patients examined and number of facilities available may

be used; however, increases or decreases in sucli statistics

do not signify much concerning the effectiveness of the

health care. Similarly, discovery and treatment of an

increased number of cases of a particular disease may not

indicate that the ef fectix^eness of the prevention program

is declining but that the effectiveness of diagnostic pro-

cedures is increasing.
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Same Avproaahes tc thz Vvohle^n

Ths Health. Index Approach

It has been suggested that it 'yould be useful to

have a health index similar to the CNP that might be able

to blend together into one number such items as "the days

of healthful living lost each year by the chronically and

acutely ill, the days of life lost through death that comes

too soon and all the impairment suffered for lack of medical

treatment and advice" (Linder, 1968, p. 360). The same

source regretfully reports, hoivever, that a single theory

and a common unit, like the dollar of the economist, which

would be needed to construct a useful index is not yet

available. Linder (1968, p. 361) does offer som.e advice

gained in developing the National Health Survey at the

National Center for Health Statistics. As yet there appears

to be no single group of data which would satisfy all or-

gauizations since their views and desires for information

differ. There are several problem.s associated with col-

lecting data from physicians and hospitals. Content of

fori^ns is not standard, patients seeing more than one

physician may have overlapping treatment and records, and

marky ill people may not see physicians or seek medical care

at all. For these reasons, it is better to attem.pt to gain

desired information from the individual. Although he is

not a diagnostician, he is very familiar with his medical

experiences. Data may be collected by means of interview
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or directly through physical examination. In any event

great reliance has been placed on population sampling as

a very useful technique to use to gain data on the health

cf the population of the United States. Some data such as

number of patients, average length of hospital stay, costs

of hospitalization, insurance and the like, can best be

collected from institutions. A m.easure of illness would

be useful if it could be done properly and Linder (1969,

p. 362) believes that possibly the most com.prehensive

category is "number of days of restricted activity." Cer-

tainly there are several other categories that could be

measured and the choice depends essentially on the type of

data desired.

IVhite (U. S. Congress, 1969b, pp. 353-54) discusses

three points of view related to the types of personal health

data required for different purposes. One view pertains to

the individual patient and his specific difficulties. This

view is also taken by the clinician and provides traditional

diagnostic information. Personnel in the health services

should understand that one of their important objectives

should be to assist individuals with their health problems.

A second viev; m.ight be termed an institutional viewpoint and

is usually taken by those accountable for the operation of

institutions such as hospitals, physicians' practices,

voluntary agencies, insurance prepaym.ent plans and the like.

The difficulty with data collected from, such sources stems
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from the fact that the so-called population at risk or

denominator (i.e., potential population susceptible to

health problems) is not known. Nor is complete inform.ation

available on those represented in the denominator, except

in those instances xvhere health care assistance was sought.

Third, a point of viev; may be taken which is directed toward

a particular community or specifically defined population

which may be delineated geographically, politically, or-

ganizationally and in other similar ways. Only in this

manner can an understanding of the ecology of medical care

be developed. •

Returning to the development of a health index,

Sullivan (1966) provides a thorough discussion of many

conceptual problems that exist in such an undertaking and,

at the same time, cites quantities of important literature

on the subject. Because of the objectivity involved, mor-

tality rates have generally been considered useful in the

development of health indexes; however, after declining

from 1900 to 1954, mortality rates stabilized. Moriyama

(1964) points out that mortality will probably remain at

the current level until some impressive advances are made

which will decrease accidents and chronic disease, but he

cautions that stability in mortality rates does not mean

that changes are not occurring in the other health areas.

Interest in both public and private health services has

increased considerably and this interest is directed to such
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areas as reduced productivity, prolonged disability and the

need for health care. Sullivan (1966, p. 2) believes that

-an index constructed for the purpose of appraising trends

"in the health conditions of the population of the United

States should (1) provide health information about the living

as well as citing death rates and (2) be developed so that

its various elements may be critically analyzed. Further,

the development of the index calls for specific concepts to

be developed or selected and then defined, measured and

finally combined into a single index. As mentioned, mor-

tality is rather specific and few problems exist in col-

lecting these data, except with regard to adequacy and

accuracy. On the other hand, when collecting data related

to morbidity, problems arise in determining v/hich data will

be useful and should be selected and which can be measured.

Certainly it has become clear that measuring health care

effectiveness requires morbidity rates and other health

information about the living in addition to the mortality

rate which has been used almost exclusively in the past to

indicate health levels.

There are objections to "negative measures" of

health. Two subcommittees appointed by the U. S. National

Committee on Vital and Health Statistics (1958, 1960) •

attem.pted to find or develop m.easurable indicators which

would show health levels in terms of positive health.

Neither group was able to develop such criteria; however,
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•their reports demonstrated the very diverse opinions of

the nature of positive health.

Since health care advances might actually increase

the prevalence of disease, Sanders (1964) attempts to measure

health levels in terms of "functional adequacy" \v-hich would

involve the determination of the number of days an individual

could fulfill a particular social role judged appropriate

for his sex and age.

Chiang (1965) has suggested a health index which

combines data from probabilistic models of frequency of

illness, the duration of illness and annual mortality

according to monthly distribution. According to Sullivan

(1966, p. 4), neither Sanders nor Chiang provides a specific

definition of variables which should be measured.

After some discussion, Sullivan concludes that

negative measures appear to be most appropriate v;hen studying

health problems of groups and then proceeds to identify a

schema of health levels developed by a Work Party of the

American Public Health Association. This schema is repro-

duced below: .

•

1. Mortality. The conservation of life is of paramount
importance at this stage.

2. Serious morbidity . The goals at this stage are
prevention, control, and treatment of conditions
that disable, cripple, or produce chronic illness.

3. Minor morbibity . Concern is focused here on minor
illnesses and conditions that cause inconvenience,
economic loss, personal tension, annoyance, or
impaired social relations.
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4. Positivs health,. This stage involves programs
intended to help all persons attain physical vigor,
mental well being, and constructive and wholesome
relations with others in a safe and pleasant
environment that promotes longevity and happiness.
(Sullivan, 1966, p. 7)

In 1960 the Committee thought that the United States

was ready to begin health activities only at the third stage

and that mortality and serious morbidity were still of

primary concern. Sullivan believes that this schema re-

presents a hierarchy of goals on I'/hich formation of official

policy, conduct of medical care and daily decision-m.aking

in health matters may be based.

There have been several attempts to identify and

classify various concepts of m.orbidity. Sullivan (1966,

p. 8) points out that all attempts are included in some

combinations of the follou'ing three types of evidence:

(1) clinical, (2) subjective and (3) behavioral. Clinical

evidence, according to Sullii^an, "consists of signs, symp-

toms, laboratory test results, and observations of tissue

pathology which have been evaluated by a physician and

organized according to diagnostic categories of syndrom.es"

(1966, p. 8). He cites several problems which occur when

using clinical data to measure morbidity, one of vfhich is

that potential sources of clinical data such as private

physicians, hospitals and even insurance system.s will be

reporting on a limited segm^ent of the- population. Addi-

tionally, if this type of information is gained from the
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individual, it is necessary to assure that a valid diagnosis

was given to the person and that he reiterated the data

correctly. It is clear that the vali.dity and reliability

of clinical diagnoses gained through interviews with the

patient contain some biases not included in clinically

recorded diagnoses. After a reasonably thorough discussion

of the measurer.:ent of morbidity with clinical evidence,

Sullivan [1966, p. 10) concludes that other sources of

evidence may better indicate the effectiveness of a health

program.

Sullivan says subjective evidence of morbidity

"refers to indicants such as an individual's report of

symptoms or feelings of illness or his opinion of his liealth

status" (1966, p. 9). These kinds of data have been used

as a measure of morbidity but have raised many questions.

Several studies have shown that such reports differ from

physicians' reports of the same situations but the causes for

the variances cr, indeed, all the possible variances have not

been determined (Sullivan, 196S, pp. 9-10). Until such dis-

crepancies can be satisfactorily explained, this measure of

morbidity presents some potential pitfalls.

According to Sullivan (1966, p. 10), behavioral

evidence of r.orbidity "includes such indications as ab-

senteeism, restriction of specified activities, medical

expenditures, seeking medical care, or institutional con-

finement." This type of evidence seems to have distinct
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advantages ovei* the txvo types previously cited. Since

this evidence is usually not recorded as it occurs, it is

gained through interviews or from the examination of records

Sullivan thinks that behavioral evidence is more adaptable

to survey measurement techniques and yet is less ambiguous

than clinical evidence. The primary reason for this derives

from the fact that "public observable events" are used as

referents. By using the survey technique, morbidity may

be measured regardless of whether medical treatment is

sought. Also absence from a major activity because of

"feeling ill," e.g., attending school, is probably a better

indication of morbidity than simply feeling ill. There is

still a degree of subjectivity here, however, and the pos-

sible bias in the data collected in this manner must be

recognized.

Drawing from the experiences of the Health Interview

Survey of the National Center for Health Statistics,

Sullivan (1966, p. 11) discusses some morbidity concepts

which are based on various types of disability that de-

veloped from interviews in t?iis survey. Most of these

surveys are designed to learn specific inform.ation about

individuals but classify the individuals from various

viewpoints. He suggests that these concepts of morbidity

be combined in order to develop a single concept of mior-

bidity according to disability. He considers a single day
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and then classifies the disabled for that day according

to the following mutually exclusive categories:

1. Persons confined to resident institutions because
of ill health. This category should include only
those unable to leave the institution for health
reasons, and exclude residents free to come and
go, prisoners confined for punishment, well children
living in institutions, and similar individuals not
disabled. Persons excluded sliould be classified
according to the following categories.

2. Persons—not classified in (1)—with serious
continuing limitation of mobility. This might
be defined to include all persons \vhose mobility
limitations are classified by the respondent as
"Confined to ti\e house," and ''Cannot get around
alone." Its measurement would require that the
limitation of m.obility classification be used for
all persons not classified in (1) above. . . .

3. Persons—-not classified in (1) or (2)—^^ith serious
continuing activity limitation. This category
might be defined in terms of the two activity
lim.itation categories, "Persons unable to carry on
the major activity for their group" and "Persons
limited in the amount or kind of major activity
perform.ed." Measurement would require classification
of degree of limitation of activity for all persons
not classified in (1) or (2) above. . . .

4. Persons—not classified in (1), (2), or (3) above

—

who are reported as restricting their usual activ-
ities for the day in question. This would correspond
to the "day of restricted activity" concept used in
the Health Interview Survey, but should be applied
only to persons whose usual activities or mobility
are net already seriously restricted by continuing
conditions. It would include those hospitalized,
bed-disabled, or absent from work or school because
of transient conditions, as \v'ell as those who cut
dov/n on recreational or other activities on the
given day. I'/lien desired this category could be
further subdivided according to these varieties of
disability. . . . (Sullivan, 1966, p. 12)

Sullivan believes these measures may be broadened or

made more narrow by altering the definition of disability
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from its present form in (2) , (3) and (4) . The categories

must continue to remain mutually exclusive, however. Since

the period is one day and the categories are mutually ex-

clusive, the number of persons in the individual categories

may be added and the total v/ould theoretically measure the

individuals disabled on a particular day. This single

figure would then represent the effect of morbidity on the

population for one day and, therefore, a unified concept of

morbidity. For longer periods measurement would be accom-

plished in a different way. A''ariable duration of episodes

would have to be considered if annual rates, for exainple,

were to have meaning. Episodes could be measured in terms

of days and they are mutually exclusive; therefore, Sullivan

thinks numbers in a particular category could be summed to

develop a useful estimate of the total days of disability

in a particular category for the period of a year or other

desirable period. He suggests that disability rates for

one year for categories (1) , (2) and (3) may be derived by

multiplying an estimated "annual average prevalence of persons

so disabled" by 365. This figure would probably be less

desirable for a university setting where the whole population

is typically not present for the complete year. Current

survey methods may be used for category (4); however, persons

in categories (2j and (3) should be omitted to avoid double

counting. Each episode is automatically weiglited relative

to its duration when this approach is used.
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Sullivan (1966, p. 14) states that reliability and

validity are extremely important in the measurenent o£

morbidity in terms of disability because a social rather

than a medical or biological measurement is being made.

Length of the recall period, variations of interviei.vers

,

stress placed upon particular survey items, duration and

severity of the episodes of ill health are important to

reliability. Validity of the acquired data v'ill probably

be questioned at least until several studies are performed

and results compared. Hov/ever, information gained from

small groups might be useful in validating and interpreting

disability computations for larger populations. With regard

to a student population, however, it may be appropriate to

use only selected parts of Sullivan's overall approach and

the development of an index may not be necessary.

Ik's Fi-Ve D 's Approaah

Haggerty (1967, p. 62) uses the 5 D's (death,

disabilit)', disease, distress and dissatisfaction), originally

developed by Elinson (1963) , as the ultimate criteria or

output to be m.easured in any study relating to the ex^aluation

of health care. Hov/ever, he stresses that there are inputs

(independent variables) and intervening factors which are

also part of the medical process and should be measured

along with the 5 D's. He represents this tas^ diagrainmatically

as follovrs :
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Intervening Ultimate Criteria
Input Factors or Output

Medical Care Utilization Death
Health Personnel Appointment Disability
Facilities keeping Disease
Patients Compliance with Distress
Disease therapy Dissatisfaction
Organization of Expenditures

care Attitudes
Financing

(Haggerty, 1967, p. 62)

'' Changes in tlie inputs can have very obvious effects

on both intervening factors and ultim.ate criteria; however

,

Haggerty also suggests that changes in intervening factors

which might cancel each other could result in an unchanged

output. Accordingly, if a thorough analysis is to be made

of the output, it seems important to be famiiliar with as

many interrelations between inputs, intervening factors,

and output as possible. This will require definitions in

all three areas and cause difficult tasks, but effective

analysis seems to require it. The accuracy with which inputs,

intervening factors and especially output can be mieasured

xcill depend on the nature of the problem, being addressed.

Unfortunately, Haggerty does not discuss the problem of

measurement in much detail.

The Eaonomia Approach

Fein C1967 , pp. 44-50) takes the econom.ist's view

and stresses the need to compare various programs and suggests

accom.plishing this task by comparing cost-benefit ratios.
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He recognizes that measuring health benefits is difficult

and suggests the need to use proxy measures vrisely. He

then addresses the problem of developing a common unit of

measurement so that outputs may be compared and chooses a

monetary unit such as the dollar as a possible common

measure. He then goes one step further and suggests the

use of measuring benefits of output in terms of increased

earning pov/er expressed in dollars. The benefits so measured

become the num.erator and the cost of the program the denom-

inator. All that is left is to compare the benefit-cost

ratios of alternative programs. At one point Fein (1967,

p. 48) suggests that the objective is simply one of m.axi-

mizing the benefit-cost ratio. Later, in discussing some

of the weaknesses of the approach, he mentions the importance

of "the effectiveness of resources at the margin" and v.-arns

not to "rely totally on the benefit-cost ratio" (Fein, 1967

,

p. 50). McKean (196S, pp. 138-145) is a great supporter of

cost-benefit (or benefit-cost) analysis but is quite specific

in discussing the pitfalls in terms of "criterion or test

of preferredness .

" He explains that in many cases it is not

a question of maximizing the rate but, rather determining

if the additional benefits gained are vorth the extra cost.

For example, the question might not be one of maximizing

a cost-benefit ratio but one of determining if it is worth

the $30-000 reouired to keep a leukemic child alive for
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one yeai'. A doctor at one hospital has said that 75 per cent

of v/ork being performed could be accomplished for 50 per cent

of tlie current cost if many of tliese expensive special treat-

ments were d.eactivated , but he hastened to add that such

action was unthinkable (Mecklin, 1970, p. 98). Both Fein

and McKean generally agree, hoivever, that cost -benefit

analysis provides a very effective framework within which

alternatives may be considered. The approach generally causes

a more systenatic analysis of possible alternatives and

frequently exposes the areas of disagreement so that they can

be discussed more effectively. Cost-benefit analysis is a

tool and should be considered as such. In m.any situations

it appears to be useful.

The PPBS Appi'-oaah

Hatry (1967) has provided some of the most useful

information by suggesting specific criteria (or measures of

effectiveness) v^hich may be used in evaluating alternative

proposals for health programs as well as for other programs.

Almost as useful is his discussion of the criterion problem

in general and of the qualifications and \vfarnings in partic-

ular .

He more or less equates "goals/' "aims," "purposes,"

"missions," "functions" and "objectives" and believes that

"criteria" and "measures of effectiveness" or "output

measures" have equivalent meaning. All criteria for program
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analyses should be relevant, should cover all major effects

regarding objectives and be capable of meaningful quantifi-

cation. Hatry thinks it is difficult if not impossible to

meet all three requirements but stresses the importance of

meeting at least those requirements for relevance and

coverage. As a matter of fact, he believes there has been

too much effort to discuss program output in terms of mone-

tary amounts since many governmental objectives are non-

monetary in nature and, further, that attempts to force

criteria into some common measure is not particularly

worthwhile (1967, p. 8).

Hatry points out several qualifications regarding

criteria which seem very useful. For example, when objec-

tives are stated in different v\rays , there is generally a

requirement to reword the criteria since there are very

obvious relationships between objectives and criteria. Just

as objectives are usually more general in nature at higher

levels, so too are criteria related to various levels of

specificity. At times it may be necessary to use "proxy,"

"substitute" or "indirect" measures, e.g., attendance of

students may be used as a substitute for more appropriate

measures of a student healtli level. This does not mean

that ill students should attend school so that a high level

of student health is indicated. Effective analysis of a

program will generally require more than one criterion
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because each criterion will probably contain some aspects

not contained in the other criteria. For example, the

-Single criterion of prevention o£ a particular disease

"i^culd probably result in too many limitations on indi\'iduals

,

too high a cost and the like. Essentially, the same criteria

may apply to different programs being analyzed. Such inter-

relationships need not be emphasized unless a situation has

particular relevance to the decision-making process. All

criteria should be carefully defined by specifying such

elements as persons involved, relevant tim.e periods, and

geographical limits.

Criteria may be expressed in terms of absolute

numbers, averages, rates, comparison of magnitudes, total

numbers, reduction or a combination of criteria into an

index. In all cases, care should be exercised so that

relevant data v:ill not be hidden because of the particular

criterion used.

Since a multiyear program and financial plan is an

important element of PPBS, it should be remembered that the

magnitude of the criteria must be estimated for each year

of the financial plan. The accuracy of the estimates can

be extremely important since an alternative course of action

might be chosen because of apparent long-range benefits.

It is theoretically possible to translate all non-

monetary criteria into monetary terms; hov;e\-er, Hatry (1967,
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p. 16) believes that such a translation sonietimes faces

some extremely difficult obstacles and v/ill represent the

opinion of only one group at a particular point in time.

It might be more realistic to follow expert counsel and

"try to measure those things that are measurable and,

insofar as possible, to define those things that are not,

leaving to the responsible decision-makers the job of

making the difficult judgments about the imponderables"

(Enthoven, 1967, p. 9). Measurement of costs can also

become complex i.chen it is necessary to distinguish betvreen

"program cosrs" and "program monetary effects"; "direct

versus indirect" costs and "primary versus secondary" costs

If discounting procedures are involved, then an appropriate

discount rate must be determined. Discount rates that have

been suggested have typically varied from 4 to 10 per cent.

Also x-;hen making decisions about program.s , risk

and uncertainty must be considered as well as political

considerations. These factors should be quantified if

possible but, when not possible, various aspects of the

situation should be thoroughly portrayed for the decision-

maker. If it has not already become apparent, then the

fact that criteria will be difficult to measure should be

emphasized no\\ . Nevertheless, there are several actions

that can be taken when data are less than desirable or when

criteria are difficult to measure. Desired information may
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be deterinined and arrangenents to gather the desired data

for the future nay be made. In the meantime, estimates

derived from, judgment alone may be made, experts may be

asked to use an arbitrary scale and assign values to

criteria related to the various alternatives, survey tech-

niques may be used, or proxy criteria may be required.

intangibles promise to be present in the future,

-especially in the health care field; however, continual

attempts to improve data and sharpen criteria should lead

to more effective planning and decision-making with regard

to the allocation of scarce resources.

Finally, Hatry lists objectives, subob j ectives and

criteria specifically related to the health care:

Objective: To provide for the physical and mental
health of the citizenry, including reduction of the
number, length, and severity of illnesses and dis-
abilities .

1. Incidence of illness and prevalence. . . .

2. Annual mortality rates by major cause and for total
population.

3. Life expectancy by age groups.

4. Average number of days of restricted activity, bed
confinement, and medically attended days per person
per year. (Such terms as "restricted activity"
need to be clearly and thoroughly defined. Also,
probably mere than one level of severity of illness
should be identified.)

5. Average nurnber of ^v^orkdays per person lost due to
illness per year.

6. Total and per capita number of school days lost
owing to illness per year.
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Number o£ illnesses prevented, deaths averted, and
restricted-activity days averted per year as com-
pared vrith the base. . . .

Average number of days of restricted activity, of
bed confinement and of medically attended days per
illness per year.

9. Number and per cent of patients "cured" (of specific
types of illnesses and various degrees of cure) .

10. Some measure of the average degree of pain and
suffering per illness. (Though there seems to be
no such m.easure currently in use, some rough index.
. . . could probably be developed.)

11. Som.e m.easure, perhaps from a sampling of experts
and of patients, as to the average amount of un-
pleasantness (including consideration of the environ-
ment in the care area) associated xvith the care and
cure of illnesses.

12. Number of per cent of persons \s'ith aftereffects,
of different degrees, after "cure."

13. Number of per cent of persons needing but unable to
afford "appropriate health care"—^both before re-
ceiving public assistance and after. . . .

14. Number or per cent of persons needing but unable to
receive "appropriate health care" because of in-
sufficient facilities or services.

15. Some measure of the overall "vigor," the positive
health, of the populace. . . . Meaningful measures
are needed.

Notes

a. A number of subob j ectives can be identified for this
major program area. Those subobjectives and the
criteria that attempt to measure each are as follows:

1. Prevention of illness—criteria 1 through 7.

2. "Cure" of patient when illness occurs including
reduction of its duration—criteria 1 through 9.

3. Reduction of unpleasantness, suffering, anxiety,
etc., associated with illness

—

criteria 10 and 11
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4. Reduction of aftereffects—criterion 12.

5. Making necessary health care available to the
"needy"—criteria 13 and 14. (Hatry, 1967,
pp. 24-27)

The Chargeable Health Impairment Unit (CHIMPU) Approach

Probably the most recent suggestions for the

evaluation of college health services were developed by

DuBois (1970) in the form of a working paper to be used as

a basis for discussion by the Task Force on Administration

of Health Services for the Fifth National Conference on

Health in College Communities. He introduces the concept

of chargeable health impairment units (chargeable to college

health services) in which health impairment is "used to ex-

press the concepts of socially dysfunctional illness, per-

sonal health impairment and disability" (1970, p. 183).

As mentioned earlier, university administrations

take varied viev;s concerning the degree of responsibility

for the provision of health care which the university should

assume. In view of a continuum of recognition of responsi-

bility and involvement ranging from none to complete, DuBois

(1970, pp. 184-185) has constructed "a typology of health

service systems at colleges and universities" (see Table 2).

There are two dimensions to this typology. One relates to

the level of service commitment and the other to the popu-

lation to be served. The first level of the service

commitment is limited to emergency first-aid required by
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TABLE 2

A Typology o£ Health Service Systems Associated
with College Communities

lass of Service
Commitment

lass 1

Focused on
control of
present and
future health
impairment

Scope of Population Commitment

Students
Only

Students

,

Faculty,
Staff and
Dependents

Student health
service
class 1

College
health
service
class 1

Students, Faculty,
Staff, Dependents

and College
Community

College community
health service
class 1

lass 2

Focused
primarily on
control of
present
illness

Student health
service
class 2

College
health
service
class 2

College community
health service
class 2

lass 3

Emergency
needs
(First-aid
service)

Students
first-aid
service

College
first-aid
-service

College community
first- aid
service

'Source: DuBois , 1970, p. 185
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campus accidents and medical emergencies ; at the second

level, responsibility to control current illness in the

student population is recognized; and, at the third level,

the university accepts responsibility to influence present

and future illness. With regard to the population to be

served, one range includes full-time students and occa-

sionally part-time and/or special students; the second

range includes student dependents, staff and faculty and

their dependents, in addition to those students in the first

range; and to the first two ranges, tiie college community

is added to form the third range. In a small college to\\'n,

this could represent the organizational base for the health

service system of the entire town. In other cases, the

college health service form.s a nucleus around which health

service systems may be develo]ped.

DuBois (1970, pp. 185-186) suggests that a health

service system should be evaluated on the basis of its end

result or objective, e.g., "to control health impairment."

He explains that direct m.easurement is preferred but very

difficult to accomplish since epidemiology and medical

treatment are based upon probability theory. IVhen incidence

or severity of health problems are not observed statistically

over population bases, t?i8n reliable predictions with respect

to the frequency or seriousness of health problem.s cannot

be made. Therefore, adequately reliable measures of health
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problems will probably not be possible until the population

at risk (or susceptible to health problems) is kncvm. Addi-

tional problems develop due to the episodic, £ee-£or-service

s-ituation which exists. For example, a person may be stricken

with the same health problem on two or three occasions and be

treated by tv/o or three physicians. Therefore, responsibility

for the progress or welfare of the patient cannot be assigned

to a particular physician or institution. Accordingly, the

effectiveness of the health care received by the patient

cannot be evaluated reliably. Effectiveness of health care

system.s of some institutions that have known populations for

whose care they are responsible could possibly be evaluated

more reliably. Since nonspecific populations have represented

the norm in the past, indirect measurement of effectiveness

has been the principal raethod of evaluating health care

effectiveness. One of the m.ost reliable indirect mieasures

has been im.m.unization. However, one of the m.ost popular

—

although unreliable—measures has been the number of physician

visits per time period (DuBois, 1970, p. 186). If this

last measure is to be reliable, it must be assumed that all

such visits improve the condition of the patient. Such an

assumption probably cannot be supported. On occasion,

accreditation and certification standards and managerial

standards have been used to evaluate health care ef fectix'eness

;

however, specific and effective performance cannot necessarily
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be presumed to follov/ the meeting of standards unless the

standards are performance standards.

DuBois (1970, p. 187) proceeds to develop "an evalu-

ative model for college health service systems." He points

out that a college health service has the advantage of having

a fairly stable and identifiable population at risk. Although

a. group of students is arriving and one is departing each

registration, the population is still quite stable. If

responsibility for staff and faculty are assumed, this group

may be considered separate from the students and also rep-

resent a reasonably stable population at risk. In measuring

the effectiveness of Class 1 and Class 2 systems, DuBois

suggests both direct and indirect measures. In the category

of direct measures of control over health impairment, he

deals v;ith the concept of chargeability or attributability

of deaths, disease incidents, and severity of chargeable

health impairment. He suggests expressing health in terms

of days of impairment, degree of impairment and degree of

chargeability. He lists the follov;ing example of a person

who contracted venereal disease v:hich caused 37 days of

impairment due to reinfection and additional problems

(1970, pp. 188-189). The rates of inpairm.ent were 30 per

cent for five days and 10 per cent for the remaining 32 days.

Further, it was estimated that the first five days should

be chargeable to the college health service at the rate of
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20 per cent and the remaining 32 days chargeable at the rate

of 50 per cent because of the ineffectiveness of the system

which v;as reflected by the reinfection. Initially 4.7 man

days of impairment iv'ere calculated as follows: (5 x .3) +

(32 .X .1) = 4.7. This figure then should be multiplied by

.46 as folloivs to account for the degree of chargeability

:

(5/37 X .2) -^ (32/37 x .5) = 17/37 = .46. The chargeable

health impaixment units (CHIMPUs) then becomes 2.16 which

is the result of multiplying the man days of impairment by

the chargeability factor of 4.7 x .46 - 2.16 CHIMPUs. Since

the CHIMPU is a measure of the total problem not controlled,

effectiveness could be measured by subtracting this number

from some number of CHIMPUs judged to be norm.al for the

paiticular health system. Also the change in numbers of

CHIMPUs for selected periods of time supposedly would provide

a measure of effectiveness (DuBois, 1970, p. 189).

The CHIMPU approach is imaginative but some possible

problems of implementation seem to exist. Gage (1970, p. 179)

points out that some ailm.ents such as appendicitis have no

effective cure and charging such a health impairment to a

health service would seem inappropriate. On the other hand,

charging peritonitis from appendiceal rupture could be charged

since it may have resulted from ineffective health care in

the form of a. lack of patient education or clinical discernment

by health professionals. There appear to be many such areas
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where accurate categorization by degree of chargeability

would seem very difficult. He also explains that measuring

the effectiveness of environmental surveillance programs

v\[ould be quite difficult if the CHIMPU approach v/ere fol-

lowed. It would also seem difficult to establish a standard

acceptable for national application which would describe the

degree of chargeability to be applied in various cases.

Although it is not necessary that a system of evaluation be

able to measure everything with the utmost accuiacy to be

acceptable, these very form.idable problem.s associated v/ith

the CHIMPU approach need to be recognized and their difficulty

appreciated.

These problems of measurement of program effectiveness

exist for all organizations; however, the characteristics of

a college student health service would seem to allov; it to

deal with the problems more effectively than miost. This

situation derives primarily from, the facts that the student

health service can identify the population at risk for which

it is responsible and, although some changes in the composition

of the population occur periodically, there exists normally a

relatively high degree of stability.



CHAPTER V

THE APPLICATION OF PPBS TO A UNIVERSITY
STUDENT HEALTH SERVICE: A MODEL

A program structure for the Student Health Service

at the University of Florida is developed in this chapter.

The term "model" is used because it is more commonly under-

stood; hoKever, in PPBS terms this is a program structure

with program categories, piogram subcategories and program

elements.

There were several approaches to the problem of

developing the model and tv;o were given primary consider-

ation: (1) the writer could interview members of the SHS

staff in depth and from this information develop a program

structure which would show accurately the SHS operation in

a way consistent with the PPBS approach and (2) the writer

could work closely with SHS personnel and provide appro-

priate and continuing guidance with respect to the PPBS

approach but allow the SHS personnel to develop the program

structure. The second approach was chosen for a number of

reasons. First, it seemed too presumptuous to believe that

a program structure that would be truly indicative of all

the specialized and complex health care procedures per-

formed at the SHS could be effectively developed by one

141
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not qualified in and with limited knowledge of health care

procedures on the basis of a relatively brief period of

interviev.'s . Second, an interdisciplinary task force, small

enough to work efficiently, was formed by the Director of

the Student Health Service in July, 1969, for the purposes

of (1) using systems analysis techniques as aids in devel-

oping long range goals for the SHS and (2) using any ap-

propriate information which might be developed by the above

means to support the plans and design for new physical fa-

cilities for the SHS (Coggins, 1969, p. 1). This task

force appeared to have the capability to develop an effec-

tive program structure. A further advantage to the writer

was that he was invited to become a member of the group.

Third, since several members of the task force were SHS

personnel, knowledge concerning PPBS and capability to han-

dle various specific aspects required by the PPBS approach

could be developed within the organization. Members of the

task force were the Director of the SHS who is a physician;

another physician whose areas of particular interest are

preventive medicine, polyphasic screening or health testing

procedures and the use of computers in healtbi care; a clini-

cal psychologist and a psychiatrist who were co-directors

of the Mental Health Service of the SHS; the assistant in

administration v;ho also prepares the budget for the SHS;

the chief nurse; an industrial engineering professor who
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is not a member of the SHS staff; a student; and the writer.

The final program structure \v'as about the fifth effort and

was basically prepared by the Director of the SHS and the

writer although many of the ideas, several of the objectives

and a considerable portion of the program structure were the

result of the contributions of members of the task force,

particularly the Director, the physician, the clinical psy-

chologist and the assistant in administration.

The memorandum which established the task force also

provided considerable insight into the philosophy and plans

of the Director regarding the SHS. He wrote, in part:

The increase in services rendered here is not explained
simply by the regular annual increases in size of the
student body, but also reflects the increasing expec-
tation of the students of v/hat a health care system
should provide.

Florida students are asking for more health care each
year, both for themselves and their dependents. Their
requests are generally reasonable ones, and they even
indicate an awareness and need of preventive functions
such as pre-marital examination and counseling, obesity
control, and early treatment of borderline high blood
pressure, to mention three frequent examples. There
is no health care facility in this country that truly
provides a total service for its clientele in one building
or one group of buildings, or within one organizational
framework. The nearest approach to such a spectrum of
services is that of the prepaid medical care system of
the Kaiser-Permanente operations on the West Coast.
Although Student Health Services should probably never
attempt to provide such a broad spectrum of services,
it is notevrorthy that we are also a prepaid health care
system in wliich the cost of services to high users is
borne by the low users to a considerable extent. It is
this feature alone which has enabled this Student Health
Service to progress as far as it has in providing a
ide spectrum of medical services for the student.w
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It will be necessary for this task force to view health
services as a commodity and to develop a satisfactory
unit of measurement of this commodity. This unit of
reference is alien to those of us who provide the ser-
vices because we almost always view our professional
activities in that special aura which we consider ex-
clusive to the patient-doctor or patient-nurse rela-
tionship. The physicians am.ong us will also have to
look past the traditional office contact with the pa-
tient, or the bedside visit in the Infirmary and con-
sider all aspects of the university environment in
which the student is at risk for illness- inducing factors
so that he can be a^vare of these risks and at the very
least make intelligent choices. In brief, we should
consider in our planning that the university is a

learning laboratory for healthful living. Most of the
major causes of death in this country at present are
the results of the individual's failure to conserve his
own resources, whether physical, mental or emotional.
If the Student Health Service fails to plan for the use
of present knowledge and the integration of future know-
ledge for the development of such a laboratory, then we
will remain in the position of the harried workers who
are continually fighting a flood rather than building
the dam iv^hich would prevent the flood.

An essential feature of our planning must be to outline
a method by which the members of the health team become
teachers of the students and not just treaters of them.
A secondary consideration here is that health profes-
sionals in the university setting must have equal status
with faculty if they are to engage in long term career
development in the university setting. This cannot be
accomplished by fiat, but must be done by effective
work in teaching and research, as well as service.
(Coggins, 1969, pp. 1-2)

Generally, the requirements of PPBS as outlined

by Schultze (see Chapter II) were follov/ed by the writer in

guiding the task force in the developm.ent of a program^. Es-

tablishing objectives in useful terms v/as reasonably diffi-

cult as expected; however, much of the difficulty arose l^;hen

it was pointed out that objectives should be in terms of

programs, each program must have an understandable output
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which must be measured and that the program must be capable

of being "costed" so that program costs could be compared

to program benefits. These requirements caused problem.s to

arise because of needed specificity as well as compromise.

The requirement for budgeting for future years also meant

that the objectives needed to be considered carefully in

order to portray effectively the plans of the SHS for the

future as well as intentions to phase out selected parts of

current programs. Such searching review and development of

objectives and programs were difficult tasks and impatience-

and frustration were noticeable at times among task force

members; nevertheless, most, if not all, were quick to see

the advantages of the PPBS approach and \vere discerning

enough to recognize its disadvantages. During the initial

period, virtually no guidance was received from the J. Hillis

Miller Health Center or from the University of Florida ad-

ministration. The responsibility for guiding the implemen-

tation of PPBS was divided in that the Vice President for

Academic Affairs v;as responsible for organizations in the

category of "education and general" while the Executive

Vice President of the university was responsible for the

J. Hillis Miller Health Center, the Institute of Food and

Agricultural Sciences, and others. When guidance was is-

sued, it was generally in terms of academic organizations

—

a mold into which the Student Health Service did not
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realistically fit. Fortunately it was possible to "plug

into" the program structure developed by the State Bureau

of Planning at the program elem.ent level and to submit very

generalized budget data. The actual statement of objectives

and program structure from which the generalized information

was developed were quite specific and was used extensively

as an internal planning tool.

Statement of Objectives

A general statement of objectives (Program Mem.crandumi,

1970, pp. 3-5) indicates that the SHS at the University of

Florida seeks to provide for the physical and mental health

of the students at the University of Florida, including

contribution to maximum physical and emotional health and

the reduction of the number, length and severity of illnesses

and disabilities and the number of deaths. A secondary ob-

jective is to insure sound health standards by providing

pre-employment health evaluations for certain employees at

the University of Florida. In accomplishing these objectives,

personnel at the SHS v;ill also be devoted to the more specific

objectives in the following primary areas of activity.

Prevention

To prevent disease, disability, death, disruptive

emotional experiences and dissatisfaction in matters of health
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Remedial Measures

To detect and diagnose symptomatic disease states

in students and certain university employees.

To cure those illnesses which are amenable to cure

and to rehabilitate the student with an incurable disease

or disability.

To accomplish the first two objectives in this

category with minimum interference \>fith the student's edu-

cational endeavors at the University of Florida.

To conduct research into diagnostic, treatment

and rehabilitative measures which are particularly appli-

cable to college students.

Eduoati-on

To increase the skills of personnel employed at

the SHS.

To increase the student's knowledge of personal

health care.

To provide training programs for volunteer students

and others in the community who wish to ivork tov;ard im-

proving the health of the students of the University of

Florida.

Extramural Consultation

To provide adx^ice, counsel and guidance to other

universities, colleges, junior colleges and high schools

of Florida regarding health services and systems.
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Adm-ini strati on and Genefal Supnort

To plan for, obtain and administer the necessary

funds, personnel and facilities to accomplish the above

objectives.

To provide the factors which v/ill allow employees

to achieve and maintain high productivity and good morale.

PrograiTi Structure

It is then necessary to group the various activities

required to accomplish the program objectives. This assists

in the evaluation of program effectiveness and the assign-

ment of objectives. In this v/ay, costs and associated bene-

fits of alternative means of accomplishment of objectives

may be portrayed to the decision-maker so that he may de-

cide which alternative represents the most effective allo-

cation of resources. A program structure for the SHS at

the University of Florida is outlined below. In consonance

with plans stated earlier (page 41) , the coding procedure

adopted by tlie State Bureau of Planning is used (Boutv/ell,

1970, p. 8), although this procedure differs somewhat from

guidance provided by HEIV (U . S. Department of Health, Edu-

cation and IVelfare, 1968b, pp. 30-50).
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PROGRAM STRUCTURE
STUDENT HEALTH SERVICE
UNIVERSITY OF FLORIDA

Prevention

1.1 Informal Education

1.111 Orientation
1.112 Small Group/Single Topic Teaching
1.113 Media Information

1.2 Environmental Health

1 . 2A Sanitation
1.2B Food Service
1.2C Water Purification
1.2D Air Pollution
1.2E Riot Control (Emotional)
1.2F Disaster Planning
1.2G Housing Standards
1 . 2H Accident Prevention
1.21 Fire Safety Control
1 . 2

J

Laboratory Safety
1.2K Employee Health Hazards (Total

University)

1.3 Research

1.31 Epidemiological
1.32 Polyphasic Screeming
1.33 Preventions Program Evaluation
1.34 Drug Evaluation

1.4 Screening

1.41 Admission Evaluation
1.42 Polyphasic Screening
1.43 Preemployment
1.44 Exit Evaluations
1.45 Examinations for Military Duty

1.5 Second.ary Prevention

1.51 Infectious Disease Control
1.52 High Risk (Emotional and Physical)
1.53 Disease Monitoring (Individual)
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2.1

2.2

3.1

2.11

2.12

2.13

2.14

2.21

2.22

23
24

11

12
13
14

2.111
2.112
2.113

2.121
2.122

2.131
2.132

2.211
2.212
2.213

2.214
2.215
2.216

2.217

2.221
2.222
2.223

2.224

2.225

241
242

Remedial Measures

diagnosis and Evaluation

Inpatient
Intake
Evaluation
Discharge or Transfer

Outpatient
Intake
Evaluation

Screening Follow-up Examinations
Intake
Evaluation

Ecological Diagnosis

Tveatment

Inpatient
Drugs
Nursing Skills
Psychotherapy, Counseling

and Group Therapy
Special Diet
Domiciliary Care
Special Procedures (Ap-
plication of Casts, etc.)

Physical Therapy
Outpatient

Drugs
Nursing Skills
Psychotherapy, Counseling

and Group Therapy
Special Procedures (Ap-
plication of Casts, etc.)

Physical Therapy
Ecological Manipulation
Rehabilitation

Specific Disease
Therapy

Eduoation

Insevvice

Nurse Practitioner Training
Visitor Speaker Program
Sub-professional Training
Administrative Procedure
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3

3

141
142

3.143

3.2

3.15

3.21
3.22
3.23

3

3

3

3

231
232
233
234

3.24
3.25
3.26
3.27

3.28

3.3

4.1

4.2

4.3

4.4

4.5

5.1

5.2

5.]1
5.12
5.13

5.21
5.22
5.23
5.24

Fire
Safety
Disaster

Peer Consultation

Formal

Medical Students
Residents
Psychology and Personnel

Course
Practicum Students
Doctoral-Master's Thesis
Personnel Services

Social Work
Nursing Students
University College Course
Guest Lecturers (University of

Florida)
Post-professional Degree

Volunteer Training Program

Extramural Consultation

Mental Health Research Project

Head Start

Community Drug Facility

Interuniversity

School Health (Public Schools)

General Support and Administration

Records

Business
Clinical
Statistical

Fiscal Management

Billing
Budgeting
Purchasing and Contracting
Inventory Control
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5.25 Payroll

5.3 Buitd-ing and. Service Support

5.31 Housekeeping
5.32 Plant Maintenance

5.4 Plant Development

5 . 5 Food Service

5.6 Personnel Management

5.61 Recruitment
5.62 Evaluation
5.63 Records Control C^-^ork Time

Records)

5.7 Transportation

5.71 Supply
5.72 Services
5.73 Patient

5.8 Research

The program structure here is developed in considerable

detail; ho^v^ever , the decision concerning the degree of specif-

icity should rest with the decision-maker, since he \v'ill be

using the information as the basis and support for decisions

regarding the allocation of resources. The Director of the

SHS at the University of Florida was particularly interested

in developing a useful tool for internal management purposes

and desired a program structure that clearly indicated activ-

ities of the SHS in detailed, output- oriented terms. Another

reason for the detailed preparation v/as that if requests for

resources were submitted in aggregated terms to higher author-

ities, as is frequently the case, the more detailed program



- 1S3

structure would allov-' more specific justification of requests

to be provided if required.

Quite specific instructions for the preparation of

the program memorandum were provided in a "draft" document

(Boutwell, 1970). Generally, organizations v^?ere charged

v;ith justifying num.bers in their six-year academic program

and financial plan with "a narrative description of the

organization's objectives and how they are accomplished"

(Boutwell, 1970, p. 13). The following program memorandum

outline was provided.

Program Memorandum Outline

I. Summary of Program Recommendations by Program
Category and Subcategory

II. Statement of Organizational Objectives by Cate-
gory and Subcategory

III. Discussion of Program Category "A"

1. Statement of Previous Accomplishments

2. Resources Required for Continuation of Existing
Programs with No Improvem^ent in Performance

3. Recommended Improvements in Existing Programs

4. Recommended New Programs

5. Recommended Program Deletions

IV. Discussion of Program Category "B" (same as III)

V. Discussion of Program Category "C" (same as III)

VI. Priority Listings of All Recommendations
(Boutwell, 1970, p. 14).
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Organizations were instructed to provide detailed information

for each program proposal in attached proposed program require-

ments (PPR) . Separate PPRs were to be prepared for (1)

continuation of existing programs, (2) each proposed improve-

ment in existing programs in each category, (3) each proposed

new program and (4) each proposed program deletion (Boutv/ell,

1970, pp. 14-15). These instructions were reinforced by

memoranda from the Executive Vice President (Sisler, 1970a)

and the Vice President for Academic Affairs (Conner, 1970).

The very substantial amount of paperwork generated by the

initial instructions was enhanced by differing instructions

concerning "inflation factors" which were to be used with

respect to salaries and other expenditures. With copies of

the initial instructions obtained informally, v/ork on a

program memorandum for the SHS was begun. Because of the

conditions described above and other opinions, it was neces-

sary to revise the quantitative data repeatedly until the

submission date. The programi memorandum v;hich serves to

describe the program structure or model of the SHS remained

reasonably stable and receives primary attention in the remain-

der of this chapter.

Current Programs and Previous Accompli siimeyits

The current programs and previous accomplishments

are described in the program memorandum, and are arranged in
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terms of the various program categories cited in the progr

structure above (Program Memorandum, 1970, pp. 5-11).

Medical services which include primary medical

care, preventive medicine, health screening programs and

mental health consultation and counseling are available to

all full-time students in the university. Services provided

for fiscal years 1968, 1969 and 1970 (estimated) are summa-

rized with comparative statistics in Table 3. The changing

patterns of health service use, with declines in costly

impatient services and increases in lower-cost diagnostic

and outpatient services, may be observed and reflect progress

toward SHS goals of an effective comprehensive health care

system. Table 4 sliovjs the incidence of diseases contracted

by students during the fiscal year 1969. Statistics related

to mental health and emotional problems are in Table 5.

Preve'rit-ion

Activities and accomplishments in the area of

prevention include the summer and fall orientation programs

which inform, students and their parents of the health facil-

ities available on campus and suggest how to use them prop-

erly. Such assistance is also provided through handbooks,

catalogs, brochures and posters wliich are brought up to date

annually and made available to new and returning students.

In addition to the planned orientation periods, there is also

time spent by SHS personnel in consultative periods conducted
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TABLE 3

Comparative Stitistics: Srrvic-S ProvideJ by University
of Florida Sfj.lent lioalth Service

Invat ij 1 t3

Nu.^ber of Inpatients AdT-.itteJ

Total Inpatient Lays
Average Cays Per Patient
Average Daily Bed Occiipar.cv

Outpat isy-.ta

""Nunber of Outpatient Visits
Average Outpatients Per Day
Number Seen by N'urje Only
TJurober Seen by Doctor Only
Number Seen by Nurse S Doctor
Nucber Seen 2-;ights S V.'eeVends

Nunber of N'ov.- Diagnoses
Infirmary First Visits

X-Ray

1^'amber of PrcceJares
Elect rocardiOi rams

F.Y. 1968

1 ,100
3,35'J

3.6
12.8

F.V. 1969

961
2,099

3.1
9.0

Est inatod
F.Y. 1970

1 ,025
2,611

3

9

6,42"



157

TABLE 4

Incidence of Diseases
Students at the University of Florida

Fiscal Year 1969

Disease of the Respiratory System 13,663

Traumatic Injuries 4,825

Diseases of the Skin and Subcutaneous Tissue 3,955

Disease of the Digestive System 3,319

Disease of the Genitourinary System 2,872

Infective and Parasitic Disease 932

Disease of the Ear 926

Disease of Bones and Supporting Structures 656

Disease of the Eye 652

Allergic and Immunologic Disorders 640

Disease of the Nervous System 547

Metabolic and Nutritional Disorders 427

Disease of Blood and Blood Forming Organs 361

Adverse Effect of Drugs, Physical Agents,
Chemicals or Other 205

Disease of the Circulatory Systems 204

Pregnancy and Related Disease 181

Ill-defined Symptoms 5,910

Treatments 1,576

Special Conditions and Exam^ination 2,462

Source: Program Memorandum, "Recommended Plan and Budget
for the Student Health Service, 1971-1976." Gainesville,
Florida: Student Health Service, University of Florida,
undated (1970) .
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TAB! n 5

University of Florida
Mental Health Service .T.d Research Project

Annual Activity Report
July 1968 - Juue 1969

I. EVALUATION' ACTIVITIHS

A. Hours

1. Evaluation 1544 hours
2. Clearance Screening 11 hours
3. Totals 1555 hours

B. N'ew Student Patients

1. Number ir.dividual students seen 1010
2. Number which are readriissions 29S
3. % Readmissicns 30 %

C. Disposition

1. Number closed 416
2. Number withdrew fron University 32
3. » Seen tliat withdrt-w fron University 2 %

4. Number new individuals in Therapy, MHS 40S
5. Referred elsewliere for Therapy 148
6. Total for Therapv 616
7. I for Therapy ' 61 ».

II. TIIEF^APY ACTIVITIHS

A. Type

1. Individual 1720 hours
2. Group 128 hours
'3. t-Iarital 39 hours
4. Totals 18S7 hours

B. Individual Students in Therapy

1. Total Nunber individuals in tlierapy 4 56

2. Total >iur.ber receiving drugs 153
3. I Student receiving drugs 37 I

C. Terninated Students

1.
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on an individual basis with students and/or their parents.

Although these programs require time and effort, the expend-

iture pays off well in the form of increased knowledge pro-

vided and resultant good will (Coggins, 1970b). Time is

also spent orienting administrative personnel on campus,

particularly personnel in the Office of Student Affairs and

Housing, regarding the health programs and services available

in the SHS and special health problems which affect the campus

Small group teaching of specific topics such as

sex education, drug abuse and other specific disease-oriented

topics (diabetes, obesity, etc.) are presented to dormitory

groups, fraternities and sororities and other appropriate

special interest groups on campus.

An educational program for residence counselors

regarding health and mental health matters enables this key

group to facilitate tlie preventive programs and health edu-

cation missions of the SHS v/ith the freshman, sophomore and

upper-division students whom, the counselors serve.

News media information is provided on topics such

as immunization programs, drug abuse, current diseases on

campus and administrative announcements on a periodic, recur-

rent basis at appropriate times. The Director of the SHS

is primarily involved in this task.

Environmental health monitoring is limited to the

part-time services of a sanitarian v/ho provides periodic
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inspection of food service facilities on campus, checks the

sewage disposal plant and immunization control of workers at

this facility, monitors control of animals on campus and

provides information and consultation services to the faculty

on laboratory and classroom safety standards.

Research actiA'ities in preventive medicine have

been in the area of applied research on epidemiological

features of certain common campus diseases such as influenza,

infectious mononucleosis, infectious hepatitis and upper

respiratory infections. A research program on nonautomated

polyphasic health testing has been going on for the past

three years and about 2,000 students have received physical

examinations. A physical examination of this type given by

traditional means would cost approximately $101.80; whereas,

the same physical, using the polyphasic health testing system,

costs about $10.20. If performed on a continuous, high-vol-

ume schedule, this cost could be further reduced by about 50

per cent. SHS personnel involved in this project are working

toward this end (Clark, 1970a)

.

Students participating in this project have been

primarily athletes, medical students and nursing students.

Students of the latter two groups were selected because it

was judged that they v;ould have a natural and high degree of

interest in research of health status, while the athletes

were chosen "because of their high incidence of traum.a, and
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the physical demands to Vv'hich they are subjected" (Coggins,

Thomasson and Clark; 1969, p. 419). Although there is consid-

erable question as to the value of physical examinations or

health testing as a means of diagnosing undiscovered disease

(Coggins, Thomasson and Clark, 1969, p. 425), substantial

dividends may be gained from health testing in the form of

morbidity statistics and. baseline data at critical periods

of the lives of students, e.g., at entry and at graduation

(Clark, 1970a).

Health screening has been a major effort within

the SHS . Evaluation of the preadmission history and physical

examination on all entering students has been improved by

the application of computer methods to the review and com-

pilation of these data. The SHS has headed a joint effort

of all the health services in the State University System

to adopt a standardized form with standardized methods of

evaluation. This is nov/ in effect throughout the State

University System.

Preemployment evaluation of certain university

employees is a program of many years' duration. This activ-

ity and the environmental health program mentioned above

represented the tivo areas in which the university provided

funds to tlie SHS. This represents the only income from state

sources which supports this health service.

Other health screening services include pregraduation

health evaluation for students entering the teaching profession.
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for those who will be employed in industry after graduation

and for those who require further examinations for military

duty.

The preventive treatment of individuals who have had

contact with infectious diseases of a highly contagious na-

ture prior to their development of symptoms is an example

of secondary prevention. Another involves those individuals,

identified as being at risk (susceptible to health problems)

on the basis of data accumulated from their preadmission

history and physical examination, but \>;ith no clear-cut dis-

ease diagnosis being made. With these individuals, active

evaluation and preventive treatment programs are instituted.

This requires 13 m.an-hours per week. In addition, those

individuals xvho have an identifiable disease in which sec-

ondary or more serious com.plications frequently occur, are

monitored on a periodic basis and measures are instituted

to prevent the occurrence of secondary complications.

Remsdial Measures

Remedial health measures include all those medical

services which characterize a visit to the doctor for most

persons. These services involve such activities as evalu-

ation and treatment of a specific complaint, as well as

follow-up visits and any rehabilitative actions which are

necessary. It is in this area where most of the rising
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costs and ri.sing concern about costs occur. For this reason,

there is a need to look at each step in the process of a

remedial transaction in some detail. This is no longer a

simple transaction between a doctor and a patient, i£ it

ever v;as . The steps in the process include intake (reporting

in by the patient) and identification of the individual so

that a satisfactory record can be started or recovered. Next

is evaluation v/hich means contact with at least a nurse and

a physician. Very often the evaluation process also re-

quires that the patient see one or more technologists in the

laboratory or x-ray section or possibly confer v:ith a mental

healtli professional. Providing these complex diagnostic and

therapeutic procedures creates most of the current financial

dilemma in the SMS. According to the Director of the SHS

(Coggins, 1970b), however, these costs are considerably low-

ered by the fact that the application of these procedures

reduces the number of days of disability and hospital con-

finement with the much greater costs engendered there. Table 3

indicates that tlie average daily bed occupancy in the Infir-

mary has decreased despite the increase in size of the stu-

dent body and the Director (Coggins, 1970b) states that the

trend has existed for a longer period. ;

The public health principles on \'/hich the mental health

division has based ser\^ice practices from its inception have

emphasized short-term, crisis intervention approaches and
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group methods, as opposed to long-term, one-to-one

psychotherapy. In this way, the emotional problems o£

the largest number of students can be dealt with in the

most economical way with the least amount of personal

and academic disruption for the student. With regard to

mental health and emotional problems, during the fiscal

year 1969, 1,555 hours were devoted to evaluation activ-

ities during which 1,010 patients were seen. Therapy

activities consumed 1,887 hours during which time 456

individuals were treated. Of this number seen, it is

estimated that the condition of 275 was improved; the

condition of 83 was unchanged; and the condition of 3

worsened at the time treatment was terminated. The re-

maining 95 patients continued therapy after the reporting

period. The fact that the condition improved in 60 per

cent of those receiving therapy is encouraging (Coggins,

1970b) .

In 1969 a mail survey of needs and services for

married students at the University of Florida v/as con-

ducted by the mental health research staff of the SHS

and funded by the National Institute of Mental Health

("Marriage and College Life," 1968). In the medical sec-

tion of the survey, many questions were asked which \\'ould

provide information and could be relevant to the meas-

urement of effectiveness of SHS programs. This provides
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data about married students and is not necessarily

representative of all students; nevertheless, many of the

questions are so structured that they might need only

slight alteration to provide even more useful program

evaluation data.

In addition, active consultation \\'ith and inservice

educational programming for the large numbers of counselors,

advisors, student leaders and others on campus help strengthen

the whole network of persons who deal with the personal and

emotional development of students.

Eduaation

The educational activities of the SHS include the

broad categories of inservice education for professionals

employed there and formal educational activities for uni-

versity students. Inservice education includes a nurses'

educational program of one hour per week throughout the

year. Instruction is primarily by the medical staff of

the SHS supplemented with a few outside lecturers. A

training program for nurses' assistants is conducted by

the nursing staff in order to upgrade the skills of these

assistants

,

Formal educational activities include consultation

and teaching of fourth year medical students who elect

rotations in the SHS. There is a regular rotation program
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for residents in psychiatry in the Mental Health Service

with one or tVv"o residents in training at all times. Doc-

toral students in psychology and personnel services also

are assigned to the SHS for periods o£ time to receive their

practical training under supervision. Space in the SHS is

provided for these graduate students for their patient con-

tacts. The Director of the SHS also engages in formal

teaching in the medical school.

Training programs for all staff in fire evacuation

of the building, safety programs and periodic review of the

disaster plan are accomplished on a regular basis.

ExtramuraZ Consultation

Over the past few years it has become evident , both

within the private health sector and in institutional health

services, that one of the problems in the rising cost of

health care has been duplication of services brought about

in part by inadequate coordination and consultation between

various agencies furnishing health care. T\sro years ago the

SHS took definite steps to strengthen and improve coordi-

nation of its activities which impinge on health care, both

in the community and in the state. Precedent had been set

by the Mental Health Researcli Project, which for several

years had conducted educational and evaluative programs on

the mental health aspects of transition of incoming students



167

from high schools and junior colleges to the University of

Florida. These activities have continued.

In addition, the SHS personnel have been involved

in several community programs. For example, a physician

from the SHS provides the medical administrative guidance

for Project Head Start on an annual basis. Space tor medi-

cal evaluation for this program is provided in eight or

nine doctors' offices in the SHS during the summer months

when the rooms can be made available without inconvenience

to the student body. Administrative planning and adminis-

tration of the Operation Concern Medical Evaluation of In-

digents in Alachua County in 1968 were provided by personnel

of the SHS. Evaluation of this program was accomplished

by the SHS staff during off-duty hours and a final report

was sent to the Governor.

SHS has provided administrative help and professional

planning and guidance for the Corner Drug Store, a community

facility devoted to the prevention and correction of drug

abuse by youth in Gainesville.

Active liaison and participation in affairs of the

Alachua County Medical Society, the Regional Health Planning

Council and the Community Medicine Division of the College

of Medicine, Univei'sity of Florida, have continued.

A staff member of the SHS has planned, organized

and implemented an athletic medicine program for the public



- 168

school system of Alachua County. This physician also serves

as Chairman af the School Health Ccmmittee of Alachua County

and performs duties as a member of the County Health Advisory

Committee

.

Additionally, members of the SHS staff have devoted

many hours to international, national and regional commit-

tees, athletic medicine, community mental health programs,

sex education, and consultations at other schools in Florida.

None of the above extramural programs are budgeted

items. It se.ems unrealistic to expect SHS personnel to

continue to spend so many off-duty hours on these projects;

nevertheless y the Director believes that these activities

are worthwhile since University of Florida students reside

in and interact with the Gainesville, Florida, com.munity

CCoggins, 19^^ Ob}.

Recommended Improvements in Existing Progi'ams

After explaining past accomplishments and current

projects, improvements in existing programs were recommended

(Prograra Memorandum, 1970, pp. 11-16). The writer recom-

m.ended to the. Director that the number of recommended im-

provements be held to two or three of the most needed changes

whose cost-bemefit advantages v;ould be fairly simple to

illustrate. This suggestion was made to avoid the tendency

to compile a '"'wishlist ," the items of which would probably
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be unavailable. Further, the very short preparation period

available seemed to preclude the development of sophisticated

cost-benefit analyses. The Director agreed with these sug-

gestions. Although no format instructions v:ere received,

the SMS follc-ved an approach which included (1) tlte state-

ment of the problem, (2) background information, (5) alter-

native proposals, and (4) a recommended alternative. This

format has been used by at least one agency in the Federal

Government (J. W. Carlson, 1969, pp. 676-697). More im-

portant, it seemed to be a well organized way of presenting

material. Programs related to health education, environ-

mental health, and nursing were discussed.

Health Eduoat ion

Statement of the pvohlem.—Thus far virtually no

support has been provided for health education for the stu-

dent. Drugs and sex are two such problems of current con-

cern. Results from a recent questionnaire survey conducted

by the SHS indicate tliat over 30 per cent of the University

of Florida students have used drugs one or more times. In

the first 10 nonths of the fiscal year 1970, 178 pregnancies,

most of them in unmarried women, and 56 abortions came to

the attention of SHS personnel. For the fiscal year 1969,

the figures wrere 110 and 11, respectively (Coggins, 1970b).

Backgr-oirnd.—^There is a real need to develop further

and improve current commitments in healtli education,
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especially in view of the very high value persons place on

health and longevity. Commitnents in certain elements o£

health education as outlined previously have been developed

because o£ the recognition o£ the need and because no one

else \vas addressing the problem. Woi»k in this area is per-

formed in large measure by SHS personnel outside normal duty

hours. Certainly there is a difference betv;een health edu-

cation for the consumer and for the future professional in

health; nevertheless, students at the Uni^-ersity of Florida

need to be stimulated to recognize the ever changing prob-

lems in health care and to be motivated to participate in

their solution (Coggins , 1970b}.

AlternatT^ve proposals

.

— (1) Proceed according to the

current practice of allowing some members of the present

staff to contribute their efforts after their normal working

hours. (2) Stop participation of members of the SHS staff

and attempt to stim.ulate other interested groups or agencies

to focus their efforts on the im.mediate and long-term prob-

lems. (3) Develop and implement a program in which those

colleges and/or departments which share mutual concerns in

various areas of health education with the SHS will, in co-

operation with the SHS, establish joint appointments with

joint funding of personnel who will undertake these activ-

ities.
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Becommended altevnative

.

—Alternative proposal (3)

was recommended since there v/as already precedent for such

administrative arrangement involving the SIIS , the College

of Medicine, the College of Education and the College of

Arts and Sciences in that "courtesy" faculty appointments are

held by members of the SHS staff and two members of the staff

hold regular, tenurable appointments. Personnel v;ho hold

faculty appointments in those departments have their major

commitment to and budgetary support from the SHS. The ad-

ministrative structure currently handicaps the strengthening

of these arrangements but this could be modified to allov/

full coordination of budgeting and appointment for such in-

dividuals with salary support from other departments when

such personnel and funds are available. This proposal had

the additional advantage of strengthening liaison through

a SIIS which maintains its primary dedication to medical care

but with a definite commitment to and support for the edu-

cational function. The budgetary and manpower implications

of alternative (5) were as follows: Budgeting $44,955 for

the fiscal year 1971 would provide two full-time equivalent

(P. T. E.) professionals, plus fringe benefits. The pro-

gram v.'ould be divided betxveen formal course offerings and

informal teaching as now designed primarily for undergraduate

students. Alternative proposal (1) was rejected because

it seemed wholly unrealistic to expect SHS staff members
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to continue the current program indefinitely during off-duty

hours, although this expertise should be recognized and sup-

ported. Alternative proposal (2) seemed reasonable but was

rejected because experience indicated that other campus or

community agencies not faced with the immediacy of the health

education problems would not respond to them but, rather,

would be guided by their own long-term educational goals and

would be hampered by the rigidities of their own staffing

and budgeting procedures (Coggins, 1970b).

The Enviroyxm.ental Health Program

Statement of the problem .-—The University of Florida

is not receiving reasonable services for its payment to the

Alachua County Health Department for the part-time services

of a sanitary engineer. More important, the welfare of the

student is endangered unnecessarily.

BacP.ground.—Although an institution need not assume

full responsibility for all environmental health measures

required, it has a clear responsibility to maintain contin-

ued surveillance of environmental factors which could ad-

versely affect the health of its students. Sanitary control

problems are becoming more difficult and numerous due to

increases in population and new problems are created by

changes in tlie way students live. The increase in numbers

and types of food vending machines on campus have created
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serious health, threats and sanitation problems for v/hich

adequate solutions have not been developed. Increasing num-

bers of anim.al pets are kept b)- students on and off campus,

causing a larger number of animal bites and scratches than

in the past. Ihis results in an increased potential for

rabies and other infectious diseases transmitted by animals.

The University of Florida administration has provided funds

which support part of the salai'y of a sanitary engineer based

in the County Health Department to provide sanitation in-

spection services for the campus; hovjever, a recent change

in the philosophy of the County Health Department away from

t?iis traditional aspect of public health and tov.'ard the pro-

vision of prim.ary medical services to the indigent population

caused de-emphasis in these services to the campus concur-

rently with the appearance of new and more serious environ-

mental pollution problems on campus (Coggins, 1970b).

Altevnative -proposals

.

— (1) Continue to compensate the

County Health Department and hope tliat interest in environ-

mental health problems \;ould increase and result in the pro-

vision of increased manpov/er to solve projected environmental

health problems. (2) Acquire the services of a full-time

environmental health specialist on the SHS staff.

Reoominended alternative .—^Alternative proposal (2) was

recommended in view of tlie fact that full-time services of a

sanitary engi.ncer can be acquired for an annual sum equal to
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the annual payment of $10,000 to the County Health Department

plus an additional $2,900 per year. This specialist v/ould

be assigned to the SHS and could provide specific services

promptly where needed. Further, he could coordinate efforts

of other departments on campus whose personnel are well in-

formed concerning techniques of measurement and control of

environmental threats to health and are actively engaged in

developing new methods. Although the SHS is short of space,

a location for this person could be arranged for the sliort

term. Alternative proposal (1) was rejected because experi-

ence with the County Health Department indicated that a

change in their philosophy to one which emphasizes increased

environmental health services for the campus seemed highly

unlikely (Coggins, 1970b).

Nursi-iig Service

Statement of the problem

.

—^There is a clear need for

the development of effective training programs for nurses in

college student health. Development of such programs re-

quires a nurse with much experience and excellent training

and capability who also has the time to devote to such duties

Such work is typically handled by the Director of Nurses in

teaching hospitals; hov/ever, the grade limitation placed on

the SHS has restricted the SHS from acquiring a Director of
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Nurses and made the development of appi'oi^riate training

programs for nurses impractical at the SHS (Coggins, 1970b).

Background.—Inservice education, training and

administration of volunteer support programs, evaluation of

nursing practices and training of nursing assistants are

four programs requiring improvements. In maiiy cases, the

nurse is the student's first contact with available health

services; consequently, her actions can contribute greatly

to the further wise use of the SHS by the students. She is

in an excellent position to counsel and to teach the student

about appropriate health behavior. At the SHS, the student's

initial contact will be with a nurse unless he has made a

prior appointment with a doctor. The nurses at the SHS saw

30,469 patients in the fiscal year 1969 and an estimated

38,343 in fiscal year 1970 (see Table 3). Although it ap-

pears that an increasing workload and an improved nursing

program would require additional personnel, qualified nurses

are becoming more scarce in the local area. The solution

is to upgrade and improve the skills of those already in the

SHS and to provide them with assistants v;here possible

(Coggins, 1970b). '

Alternative -proposals

.

— (1) Obtain authorization to

hire a Director of Nurses with the educational level of a

master's degree in nursing to be paid a salary of $10,000

per year. Her duties \'/ould include establishing objectives
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of the nursing program, outlining policies and procedures

which would guide the nursing staff with respect to daily

and long-range tasks, developing and implementing various

training and inservice education programs, and the scheduling

of the time of the individuals on the nursing staff in the

most efficacious manner. (2) Continue with the increases in

the current staff only as necessary to keep up with the rate

of increase of the student body.

Reeommended alternative

.

—^Alternative proposal (1)

was recommended. The cost would be $10,000 in the fiscal

year 1971. Development of a volunteer assistance program,

improving the scheduling of activities of the nursing staff

and the increased morale among nurses emanating from the

establishment of a Director of Nurses should further in-

crease the efficiency of the nursing staff. Alternative

proposal (2) was rejected because not only are the health

needs of the students increasing at a more rapid rate than

the number of students but the availability of new nurses

in the next 10 years will probably be more limited than in

the past (Coggins, 1970b).

Future Projeats

There was no requirement for a discussion of future

projects; however, it seemed to be a reasonable procedure
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to inform higher authorities that important needs exist and

that effort is being expended to gather data and perform

analyses in order that requirem.ents can be presented and

justified thoroughly and effectively. Also, it can be a

sounding board for future requests. A more candid reason

in the case of the two future projects discussed in the SHS

program memorandum was that there was not sufficient time

to present adequate analysis.

Investigation of means of evaluating program

effectiveness was begun in this research and the results

of most of the investigation appear here, especially in

Chapters IV and VII. The necessity for additional space,

the second future project discussed, for the SHS is prob-

ably rated as one of the most, if not the most, important

current requirements of the SIIS

.

Evaluation of Program Effectiveness

In consonance with the PPBS approach, the Director

indicated his intention to move from a measure of "activity"

at the SHS to a measure of "action" in terms of criteria or

output measures. Although statistics were presented in the

program memorandum wliich concern sucli measures as patients

treated, he pointed out that research whicli attempts to

develop medical care statistics that will allow m.easurement

of the effectiveness of the SHS in terms of outputs rather
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than inputs was being conducted. Attempts were to be made

to measure changes in such items as total and per capita

number of school days lost due to illness per year and num-

ber of illnesses prevented, deaths averted and restricted-

activity days averted per year as compared v/ith the base.

Effective analysis v/ill require that several criteria be

developed because each criterion v/ill probably contain some

aspects not contained in other criteria. He cautioned that

it is probable that funds vrould be required to support nec-

essary surveys of students to gain such data but believed

that, considering the absence of accom.pl ishments in this

area to date, any advances here would be highly significant,

A detailed report on this research was to be completed v;ithin

six months. This doctoral research is to be the initial

phase of the overall investigation. Other organizations at

the University of Florida generally did not address this very

important problem of evaluating or measuring program effec-

tiveness.

Space Esquirements

In July, 1969, a systematic analysis was begun of all

the functions of the SHS in order to lay the groundwork for

a presentation of necessary space requirements and to provide

a basis for a projected 10 -year program which would support

the best possible planning for a new physical facility for
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the SHS. Since health needs change with time, a comprehensive

outline of functions seemed to be the best starting point

from which to make intelligent plans for the construction

of a nev! student health facility.

The present infirmary building is crowded and

inefficient in its physical layout. According to recom-

mendations made by the Board of Regents, the minimum space

required to serve the projected student enrollm.ent in 1971-72

is 57,074 square feet. The 31,000 square feet currently

available is only 54.3 per cent of the required space (Pritz,

1970a). As the size of the student enrollment grows beyond

1971-72 as projected, the space shortage will become more

critical, particularly for outpatient (office visit) func-

tions. Space requirements for the years through 1976-77

arc shovm in Table 6.

Further, in recent years concern for health problems

for other members of the "college community" has developed;

e.g., dependents of students, faculty and staff and their

families. Certainly a plan to support this large group in

the near future would require an herioc effort. However,

the Director and personnel at the SHS do feel a responsi-

bility for the medical care of dependents of students. In

many cases, the situation of students and their dependents

is a semitransitory one in which it is quite difficult to

obtain needed medical services. T]ie very limited income of

many student families accentuates this problem. The student
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probably cannot do his best academically when there are

serious unmet health needs for his dependents.

No funds were requested for this facility in the

1970-71 budget, but SHS personnel are currently studying

this problem carefully and a full report with appropriate

requests will be submitted for consideration in the 1971-72

and later budgets.



CHAPTER VI

A COMPARISON OF INCREMENTAL BUDGETING AND
THE PPBS APPROACH AT THE UNIVERSITY OF

FLORIDA STUDENT HEALTH SERVICE

Discussion in this chapter is in general terms for

the most part and quantitatii^e budgetary data are not pro-

vided for two reasons. First, information is preliminary

and to a certain extent confidential. Second, a "crosswalk"

procedure was initially attempted and, because the forecast

expenditures were larger than the forecast revenue, the

Student Health Service v;as required to adjust to conform to

limits of normal budget procedures.

The difficulty of comparing the PPBS approach with

the "normal," "traditional" or "incremental" budgeting pro-

cedure at the University of Florida is that there is no

"normal" budgeting process—at least not one that is

authoritatively described or documented in any way. Al-

though there are legislative guidelines issued each year

with respect to budget preparation, these instructions tend

to vary from year to year. About the only xvritten material

available which discussed the subject was an outline of a

briefing about PPBS presented at the University of Florida

by the Director of Planning and Evaluation for the State

University System. In many ways tliis material suffers from

182
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the general treatment which characterizes many briefings.

The following paragraph from the briefing outline represents

such generality.

Program review is the basis for the new planning system.
Program emphasis or de-emphasis will be visible as it

has not been in the past. With this visibility, however,
comes a potential for misinterpretation of detail and
a selective evaluation of small pieces of operations.
On a statewide basis, program visibility is intended to
allow the plotting of alternative courses of action and
a six-year look at the implications of present and
future program decisions. (Kaludis, 1970, p. 11)

A new constitution for the State of Florida was

adopted in 1969 and this brought about a change in the

authority and the budgeting activity schedule at the state

leA^e] v.'hich, of course, affected in some ways most organi-

zations in the State University System (Kaludis, 1970, pp.

2-8). The passage of the new constitution as well as action

by the 1967 and 1969 legislatures caused the three following

significant changes which altered the state budgetary pro-

cess: (1) annual legislative sessions, (2) governmental

reorganization and (3) a new state planning system. Whereas

planning and budgeting required six months' preparation v;hen

there v;as a two-year cycle, a biennial legislative budget

and an annual operating budget, supposedly planning and

budgeting are now "unending processes" in the new time frame

which includes one-year and six-year cycles, an annual

legislative budget, an annual operating budget and an annual

revision of tlie six-year plan (Kaludis, 1970, pp. 2-6). A

planning activity schedule for both the old and the new
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systems is shown in Chart 2. These changes added to the

difficulty of con^.paring the old and new budgeting systems.

Under the old system, the legislature, Budget

Commission, Budget Director, Board of Regents and univer-

sities were involved. In the nev; process the Budget Cor.i-

mission and Budget Director have been eliminated but the

Governor, Secretary of Administration, Bureau of Planning,

Bureau of Budget, State Board of Education and Department

of Education have been added (Kaludis, 1970, pp. 3-4). The

Board of Regents was very specific about the unacceptability

of simply recasting currently available data into a different

form.at. Although this v/as an apparent alternative, it -vas

emphatically rejected as a total v."aste of time since such

an approach would restrict the contributions of operating,

academic and administrative officers which are necessary

(Kaludis, 1970, p. 11). Also there was no mention of

translating the data into terms normally used by the legis-

lature. Apparently it was assumed that requests for funds

could be submitted in th'? new PPES format and they xvould be

honored. Experience of federal agencies v;ith the United

States Congress has clearly indicated that such an assumption-

is an heroic one and that PPBS must be translated into the

normal appropriation budget format via a crossv;alk process

(U. S. Department of Health, Education and Welfare, 1968b).

Two additional problem.s of comparison are that the

SHS is an auxiliary organization and it m.ust be self-supporting.
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DLD—Two-year Cycle
(occurs once every two years)

NEW—-One -year Cycle
(occurs each year)

July- August
Analysis and preparation of

Biennial Budget

September
Jniversity Budget Hearings

with Chancellor

'^ovemhev
Board of Regents' two-year

budget to Budget Com-
mission

January
Budget Coivunission budget

Hearings

4avah
Budget Commission budget

recommendations to
legislature

Ipri I- May
legislative Session

Appropriation

June-JuliJ
University Budget Hearings vrith

Chancellor

September
Board of Regents' Budget to

Department of Education
Board of Regents' Six-year Plan

to Department of Education

October
Department of Education budget

recommendations to State
Board of Education

tlovember
State Board of Education budget

and six -year plan to Deport-
ment of Administration

January
Governor's Budget Hearings

February
Governor's Budget recommendations

to legislature

Apri I -May
Legislative Session

Appropriation

Source: Kaludis , 1970, pp. 7-8

Chart 2. Planning Activity Sequence
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Accordingly, the SHS must work tov/ard a balanced budget and

represent estimated revenue as well as expenditures rather

than simply submitting and justifying requests for funds as

is t?ie case of the academic organizations.

Discussions with the Assistant in Administration on

the SHS staff who was responsible for preparing the budget

during the past four years (Pritz, 1970b) and a review of

available \\rorking papers related to budget preparation and

instructions from the university administration indicate that

the overall process has changed insignificantly. There have

been some changes in format, e.g., a "new programs" category

is specifically listed in the 1970 form but not in the 1969

forin. Nevertheless, new programs had to be justified whether

they were listed formally or not. Also there were some

changes in dates of submission. A definite annual schedule

was not available and very short allowable preparation

periods could be anticipated; therefore, budget preparation

at the SHS was at times triggered by hunch and informal

conEmunications (including rumors). In July, 1970, for

example, instructions for budget preparation were trans-

mitted by telephone and not all of the needed guidance for

preparation was obtainable. Only three or four days were

available for preparation. Probably many of the most

recent budgetary problems were caused by delays which re-

sulted when tlie Governor questioned the constitutionality

of the budget passed by the legislature. It is not the
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purpose of this research, ho'./ever, to determine tlie sources

o£ problems in the state budgetary process but rather to

report as accurately as possible how and under what condi-

tions the budget at the SHS is developed.

The format for the budget preparation in 1970 is

shown in Chart 3. The 1969-70 Operating Budget is shown

for comparative purposes, the 1970-71 Legislative Budget is

revised as necessary and becomes the Operating Budget on

July 1 and tlie 1971-72 Legislative Budget is a requested

budget for that period. In the "Disbursements" category,

salaries and operating capital outlay (OCO) are self-ex-

planatory while other personnel services (OPS) figures

primarily reflect budget information about part-time em-

ployees. The expenses category includes such items as

utilities, administrative supplies, telephone cliarges,

building repair and maintenance. Although this format rep-

resents the specificity that is required, there is a much

more detailed account kept at the SHS on a continuing monthly

basis. For example, expenses or operating expense are sub-

divided in the follov;ing manner:

Operating Expense

Contractual services
Advertising
Telephone
Printing
Travel
Utilities
X-ray (radiology)
Laboratory procedures
Sanitary services
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RECAP OF OPEPATIOXS

1970-71
1969-70 Legislative 1971-72
Operating Budget Legislative
Budget Requested Budget

Cash Balance (Include
Investments) July 1

Current
Restricted
Other

A. TOTAL

Receipts (Detailed by
Major Source)

B. TOTAL

Available for Operations
(A 5 B)

Chart 3. Format for Budget Preparation—Auxiliary Units
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1970-71
1969-70 Legislative 1971-72
Operating Budget Legislative
Budget Requested Budget

isburse:?.ents
Current Programs

Salaries
Retirement fi Social
Security Matching C9'o)

Other Personnel Services
Line Item 701-Grad. Assts
Line Item 702-Stu. Assts,

and Labor
Line Item 708-Consultants
Other (Indicate Type)

Expenses
Operating Capital Outlay

Replacement
Nev; Equipment
Other

otal Expenditures for
Current Programs $ $o '

ew Programs
Salaries $ $

Retirement § Social
Security Matching (9%)

Other Personnel Services
Line Item 701-Grad. Assts. •

"

Line Item 702-Stu. Assts.
and Labor

Line Item 708-Consultants
Other (Indicate Type)

Expenses
Operating Capital Outlay ___________ „

otal Expenditures for
New Programs $ $ $_

otal Expenditures $ $ $_

ASH AND INVESTMENTS, June, .30 $ $ 1

ource : Sisler, 1970a

Chart 3

—

Continued
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Maintenance (routine)
Computer program
Psychiatric services
Orthopedic clinic
State Personnel Board

Total Contractual Services

Supplies
Bedding and linen
Pharmacy (drugs, etc.)
Pharm.acy supplies
Clinic supplies
Laboratory (syringe needles)
X-ray
Housekeeping
Administration (office supplies)
Food
Dietary supplies
Truck fuel

Total Supplies Cost
Total Contractual Services and Supplies

There are breakdo\;ns in the other principal

categories which are similar in detail. One of the primary

reasons for keeping a monthly account of this detailed

breakdown is to check the rate of expenditures over the

year. The budgeting officer also uses this more detailed

budget to determine his legislative budget (Pritz, 1970b)

An examination of budget working papers covering

years in the recent past as well as instructions from

university budgeting personnel reveals that justification

of additional expenditures v/as not rigorous, tended to be

very general and did not indicate the benefit of the

addition in any quantitative way. Sucli general reasons

as "if v;e are to provide service at our current level of

excellence" were common. Instructions from the university

administration diH little to require more specific jus-

tification. Instructions sometimes did not require written
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justification because of the necessarily short budget

preparation tiine, and in that event the SMS v/as informed

that justification could be presented directly to the Uni-

versity Budget Committee during the scheduled reviev; of

the organization's budget. According to the budgeting

officer at the SHS (Pritz, 1970b) most increases in ex-

penses, other personnel services and operating capital

outlay were justified on the basis of being necessary

support for additional personnel. Accordingly, the very

important part of the budget request was the effective

justification of additional personnel. In a case where

there would be a substantial increase in the operating

capital outlay request because of the need of a new facility,

then, of course, there would have to be special justification.

Under the conditions described above, it can be seen that

a shift from the biennial budget to the annual budget made

little difference at the SHS because detailed budgets were

maintained on a monthly basis. Also instructions generally

included guidance with respect to the increments which would

be acceptable and should be used for each category. Of

course, additional funds could be requested but required

special justification. For the SHS, increased revenue each

year came from anticipated increased student enrollment and

the associated portion of the student fees wliich are allo-

cated to the SHS. Although the amount of the student fee

has risen o\^er the last 20 years, the percentage of the fee
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.allocated to the SHS has declined. At one time 15 per cent

of the student fees was received by the SHS, but this has

now declined to 8.6 per cent (Pritz, 1970b). Also, the SHS

must pay for its utilities, building maintenance and the

like whereas the academic organizations do not pay such

charges but, rather, they are paid out of the general, •

overall University of Florida budget.

Budgeting was handled differently at the SHS when

the PPBS was implemented. Developing the program structure

is described in some detail in the previous chapter. An

examination of the program structure representing the SHS

shoiv's greatly differing segments of activities. As stated

previously, the program categories in the program, structure

represent output-oriented rather than input-oriented elements

At the SHS the budgeting officer first listed all personnel

who were involved in each of the five program categories.

For example, the following personnel were listed under the

program category "Prevention":

Research assistants Pharmacist
Physicians Medical transcriber
Psychiatrists Dietary
Psychologists Housekeeping
Nurses Sanitary engineer
X-ray technician Director of Nurses
Laboratory technician Clerk typists

The same type of personnel lists were compiled for

the Remedial Measures, Education, Extramural Consultation

and the Administrative and General Support program cate-

gories. Some persons appeared in one category and not in
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others; e.g., it was judged that a pharmacist's assistant

and a nursing aide v;ho spent 100 per cent of their working

time in remedial activities should appear only in the

Remedial Measures program category. Many employees, of

course, appeared in more than one program category in con-

sonance viith the amount of time and effort expended in

each area in terms of full-time equivalents (FTEs) . These

judgments were made by the budgeting officer on the basis

of past experience, some time-and-motion studies, statistical

analyses and financial reports. This was not a formal,

rigorous study although a considerable amount of time was

spent preparing the data. Then the percentages of FTEs

assigned various individuals were discussed with department

and section heads and revised when required. Costs or

dollar amounts could then be assigned to the various per-

sonnel and aii amount for salaries in each category obtained.

Based on previous experience, it was determined

that other personnel services, operating expense and oper-

ating capital outlay could most realistically be allocated

to the various program categories in direct proportion to

the cost of the FTEs in each category. For example, if 45

per cent of the total FTEs cost v;ere in Prevention, then 45

per cent of the funds available for operating expenses

should be allocated to Prevention. The amount of funds

available for operating expenses v/as determined by taking

last year's operating budget and applying factors received
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in instructions or guidance from higher autJiorities , Any

new requests are reflected; e.g., it v;ill be noted above

that the proposed Director of Nurses is listed in the pro-

gram category Prevention. This position was requested but

has not been approved (Pritz, 1970b).

Personnel costs for each program category were

calculated in terms of costs per FTEs and then, according

to the procedure described above, costs for other personnel

services, operating expense and operating capital outlay

were developed for each program category. It was a simple

matter to add the costs per program category of the various

budget classifications to develop total cost per budget

classification which was required when operating budgets

and legislative budgets v/ere requested.

A crossv/alk can be established by listing the

program categories (i.e., prevention, remedial measures,

education, extramural consultation and general support and

administration) along the vertical axis of a matrix and

legislative budget categories (personnel, other personnel

services, expenses and operating capital outlay) along the

horizontal axis as shov/n in Chart 4. Appropriate budget

figures can be placed in the chart so that funds for PPBS

program categories may be immediately translated into amounts

allocated for legislative budget categories. Both the pro-

gram categories and the legislative budget categories m.ay

be subdivided into anv level of detail desired as long as
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funds can be separated accordingly. For example, program

categories may be portrayed in the detail shou^n in the

program structure for the SHS in Chapter V. Likeiv'ise, the

legislative budget category may be subdivided to the degree

shown in the discussion of operating expense on page 187.

Of course, the objectix^e is to bring about a change

in the appropriations budget structure so that it will con-

form with the PPBS format and thereby decrease the amount

of preparation considerably. Then a uniform accounting

system can be established which v/ill allov/ expenditures to

be classified according to program categories. Finally,

much of the information can be computerized which should

decrease preparation time even more. This is the goal;

hov;ever, if the Federal Government is any example, then it

probably will be a few years before the state legislature

agrees to a legislative budget format change.

In the actual submission of the PPBS material by

the SHS, it was necessary to prepare the data four times

because of changed instructions. Initial instructions in-

dicated that budget estimates should be submitted in current

dollars and adjustments v;ould be made at the university

level (Conner, 1970, p. 2). Next, the Chancellor directed

that a 7.5 per cent annual increase be applied to all salary

and other personnel services expenditures and unix'ersity

officials recommended a 3.5 per cent annual price adjustment

be used for operating capital outlay expenditures and expense
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items since this figure was consistent v;ith the annual

increase in the v/holesale price index for industrial items

(Sisler, 1970a). Later a 5.2 per cent increase for salaries

was suggested (Sisler, 1970b). Finally, after the preceding

changes had been made, administrative personnel at the

J. Hillis Miller Health Center requested that the SHS budget

estimate be a balanced one. Necessary cuts were made; how-

ever, the requirements of the recommended improvement areas

remained in the budget estimate. For the most part, the

budget estimate that was submitted by the university was

quite similar to the one which would normally have been sub-

mitted, except this year an impressive amount of paperwork

in the form of program miemoranda from the various organi-

zations accompanied the budget estimate subm.ission.

Most of the difficulties experienced in the process

of implementing PPBS both by the other divisions of the

university and by the SHS were readily predictable in view

of the similar problems encountered by federal agencies.

In fact, these v/ere predicted by the writer and conveyed

to the Director of the SHS. Cooperation and coordination

at all levels are required to obviate these difficulties.

Despite these procedural problems, the results of the first

year's efforts at formulation and implementation of a PPBS

for the SHS are satisfactory at this point in time. Im-

provements may confidently be predicted if continuing efforts

of tlie same quality v.'ill be forthcoming.



CHAPTER VII

FINDINGS, CONCLUSIONS AND RECOMMENDATIONS

The PPBS approach is very new in Florida, and

attempts to iriiplement the approach on a statewide basis

have been underway less than a year. At this stage it is

much easier to point out errors v;hich have been made than

improved practices v/hich have accrued. The Federal Govern-

ment has been attempting to operate according to the PPBS

concept for five years and many problems have been and

still are being experienced. This situation should not

be a goal or serve to justify errors made by officials in

Florida's government in implementing PPBS. Rather, they

should profit from the Federal Government's experience

and avoid the same errors.

Find-ings and Conclusions

Guidanoe

There was virtually no guidance, instructions or

discussion provided to the Student Health Service with re-

spect to concepts, meaning or im.plementation of PPBS. There

was a lack of qualified, experienced personnel in the uni-

versity adm.inistrat ion assigned to the task of guiding and

supervising the im.plementation of PPBS at the University

198 -
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o£ Florida. Only tvv'o persons were available to visit colleges

and other university organizations and provide guidance. Even

after the SHS submitted PPBS data, there was some question

regarding whether auxiliary units such as the SHS were re-

quired to submit PPBS material at the same time as principal

university organizations.

Several problems which were encountered by agencies

o£ the Federal Government commencing in 1965, some of which

were mentioned in Chapter II, also occurred at the University

of Florida. There were few personnel qualified to implement

PPBS and few efforts were made to train such people. In

some cases assigned academic personnel were given the task

on a part-time basis. In other instances, administrative

personnel were assigned the job. Some organizations hired

outside consultants. Graduate students were also used and

doctoral candidates assisted still other organizations, as

in the case of the writer and the SHS.

Implementation of PPBS was attempted too quickly

and Oil too broad a scale. It was attempted too quickly be-

cause there simply was not adequate time to perform the anal-

yses and prepare accurately the substantial amounts of data

required—even if qualified personnel had been available.

It was attempted on too broad a scale because the majority

of personnel involved had little or no knowledge of PPBS
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and there were £ev; organized efforts and no formal programs

developed whicli would familiarize the personnel with the

PPBS concept.

Leadership

The direct relationship between tlie dynamic and

strong leadership of the head of an organization and the

successful implementation of the PPBS approach in that or-

ganization has been pointed out by several authorities and

cited earlier in Chapter II. This relationship was further

validated in this research. The Director of the SKS proved

to be an excellent listener and encouraged opinions and sug-

gestions of members of the task force and discussion among

them. Although he X'/as permissive with regard to complaints

about the PPBS concept, he left little doubt in the minds

of the members of the task force that he intended to imple-

ment the concept if at all practical. The Director had an

excellent grasp of tlie PPBS concept and developed a large

portion of the program structure and the program memorandum

himself. The need for the strong support of an undertaking

by the head of an organization, if the project is to be suc-

cessful, has been said before (Jones and Trentin, 1966,

p. 27) but in this research it was so important that it

bears repeating. If the Director had been resistant or

even not supportive, it seems highly probable that the
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effort would have been a failure because support and

cooperation from other members of the SI!S would probably

have been lov/. The strong support of the head of the or-

ganization was also important to this research because of

the specialized nature of the activities in the health

care field and the dependence of the researcher on members

of the SHS staff for much of the non-PPBS information.

Internal Management Toot

The prime reason for enthusiasm toward the PPBS

concept by SHS personnel was that they believed it was a

vehicle which could be used effectively to justify requests

for the most necessary requirements. In other words, it

was a better way to "prove" and reinforce the correctness

of what they had been saying and asking for all along.

Similar enthusiasm of key members of other organizations

was verified by informal conversations with persons working

with these organizations. However, tlie possibility that

PPBS could serve as a very useful internal management tool

did not impress most of the personne]. in these otlier or-

ganizations. Accordingly, when implementation problems

developed due to poor guidance or the requirement for plain,

hard thinking, disenchantment with the approach developed

rapidly. In tlie case of tlie SHS personnel, however, the

value of PPBS as a useful management tool was recognized
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and, although frustrations developed, disenchantment did

not. Part of this may be attributed to the Director's

encouragement and part to the understanding of the PPBS

concept by key personnel in the SHS.

Strong leadership and understanding of the potential

value of the PPBS approach appear to be prerequisites for

success although initial acceptance seems to stem from the

value of PPBS as a vehicle for justifying requirements rather

than as an effective internal management tool.

Control

Conflicting beliefs concerning the effect of PPBS

on control in an organization \vere m.entioned in Chapter II.

Opinions of SHS personnel with respect to the consequence

of PPBS on control in the SHS differed but were not neces-

sarily in conflict. As also mentioned earlier, the Director

was a strong leader but the writer observed that the PPBS

approach seemed to enhance his control with respect to

planning and budgeting. Under the normal budgeting system,

the Director tended to approve proposed allocations if they

were within authorized limits and particular projects in

which he had a strong interest received appropriate allo-

cations. Under the PPBS approach, however, he could ob-

serve how much the orientation program, for example, was

costing. He had an opinion on the degree of effectiveness
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o£ the program and could judge quickly whether this benefit

was worth the cost. He did precisely this at one of the

early meetings of the task force. The Director agreed with

this observation by the writer.

Another physician generally agreed with this

observation but expanded it. In some circumstances, he

believes, the Director was not aware of a] 1 the activities

that were occurring at the SHS until they v/ere developed

and portrayed in detail in the program structure. V/hen

the Director learned that these additional activities were

occurring, he realized he could not effectively control so

many activities personally; therefore, this physician be-

lieved that implementing the PPBS concept at the SHS has

resulted in the Director's assigning additional responsi-

bility to otliers at lower levels in the organization and

relinquishing some direct control of activities. It ap-

peared to the writer, however, that control generally

tended to move to the top because the Director could better

compare costs and benefits of various alternatives related

to activities in which he was expert and which were depicted

in the program structure.

Program Oriented,

The Director expressed the problem that members of

the staff experienced in attempting to visualize their
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daily activitss in terms of program categories such as

prevention and remedial measures. This problem was ver-

ified by other physicians who were interviev/ed . For ex-

ample, if a physician were seeing an asthmatic patient,

he might treat him for the current attack, advise him con-

cerning practices which might alleviate some of the pro-

blems, and finally telephone someone responsible for

residence assignments and recommend the patient be assigned

an air-conditioned room. The physician under such circum-

stances would consider that he had engaged in the remedial

measures, prevention and administration and general support

categories. Put another way, many of the remedial measures

recommended for the im.mediate or short -run tim.e frame might

be considered a preventive measure in the intermediate or

long term. This did not prove to be a serious problem but

should be anticipated when working with personnel in the

health care area. The potential problem may be solved by

spending more time discussing this aspect of PPBS. The im-

portance of the delineation becomes more apparent to most

physicians when the need to evaluate the effectiveness of

the various program categories, subcategories and elements

is explained to them as necessary for justification of

needed financial support. This very difficult problem was

discussed in some detail in Chapter IV and will be further

expanded upon later in this chapter.
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Interdiscip Zinary Apprcach

The interdisciplinary task force formed at the

SHS and consisting of professional as v/ell as administra-

tive personnel proved to be highly successful. Certainly

the leadership provided by the Director contributed to the

fact that the SKS seemed to implement PPBS more successfully

than in most organizations; nevertheless, in observing other

organizations who had assigned implementation primarily to

administrative personnel, their approach seemed much less

progressive and imaginative than that of the SHS. During

the task force meetings, the discussion was stimulating

and the viewpoints were varied. In some instances, pro-

grams suggested by one professional were challenged by an-

other or by the assistant in administration or by the writer,

Effective defenses of program recommendations v/ere the re-

sult. Developing the ability and the factual data neces-

sary to defend and justify programs effectively are t\\'o of

the aims of PPBS. At times the writer would research the

literature and prepare a paper for discussion on a perti-

nent point to be discussed at a task force meeting. There

was almost alv;ays assurance that the paper v/ould be read

in advance of the meeting and comments would be forthcoming

and useful. This approach allowed task force members to

spend more time performing their normal duties yet contri-

bute importantly to PPBS implementation. Also, task force
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members did not resist change if there seemed to he potential

improvement from the change. This attitude is important if

PPBS is to make progress in any organisation.

Ovganizatiorial Relaticmhips

The SHS is administratively accountable to the

Provost, J. Hillis Miller Health Center, but this relation-

ship was minim.ized by the Health Center personnel during

the implementation of PPBS. Although instructions and

guidance were sought from administrative personnel at the

Health Center, it v/as frequently delayed, if forthcoming

at all. V.'hen information v;as provided it generally tended

to force the SKS into a mold sim.ilar to the one developed

for the five colleges at the Health Center—-Medicine, Den-

tistry, Pharm.acy , .Nursing and Health Related Professions.

This practice was clearly inappropriate on most occasions.

On the otiier hand, administrative personnel at the Health

Center i.vere not hesitant in setting very short deadlines

for the SHS to meet. Communications between the adminis-

trative personnel of the tv.-o organizations, and failure to

transmit available instructions to the SHS in a timely man-

ner, Caused considerable extra work for the SHS staff.

Communication between the Director of the SHS and the Pro-

vost appeared to be com.pletely satisfactory although there

v:ere no vrritten guidelines or nolicies concerning this



207 -

relationshijj ; the only cominunications problem, appeared at

the administrative level.

An Appraisal

Although it is too early to draw firm conclusions

concerning tl,.e value o£ the PPBS approach to the SHS, it

tentatively appears to be favorable. PPBS could be more

accurate than the former budgeting system because expendi-

tures in many cases can now be more specifically identified.

The method of determining the allocation of costs in this

first attempt might very well be questioned. In fairness,

however, it should be pointed out that the preparation time

\\ras short and guidance was unclear. Also, some staff per-

sonnel at the SHS were involved but many others were not;

therefore, it: was necessary for the budgeting officer to

make some rather arbitrary decisions in this matter. In

this connection, it was observed that several staff members

were not particularly interested in becoming involved in

PPBS. Planning is a difficult job and requires "hard"

thinking. Ms.ny of the personnel in the SHS, as in other

specialized endeavors, seemed to accomplish their demanding

special tasks during the normal work day in a competent

and enthusiastic manner but preferred then to go home and

not think aljo-ut "the office" or PPBS and its related
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problems. This is not an unusual reaction, especially when

the process is rushed and little orientation is provided.

The other side of the cost-benefit relationship

was also a problem. The determination of benefits or meas-

urement of program effectiveness was perliaps the most dif-

ficult and possibly the most important problem related to

the imiplementation of PPBS. Measurements which could rea-

sonably be made in this short period were ones which could

be made primarily on the basis of experience and were rather

obvious. Ho'ive\'er, much ivas accomplished in that an approach

was developed, it is believed, which xvill aid in program

evaluation in future years. It will be presented as a rec-

ommendation later in this chapter.

Also requiring personnel to develop a program

structure which portrayed what they were doing in terms of

programs and further requiring them to state objectives of

these programs and then justify the programs was difficult

but very useful. It required the staff to think in term.s

of what they were doing, how effectively they were doing it

and what they vvould be doing in the future. Personnel in

a dynamic area such as health care must be required to de-

velop objectives and refine and update then as well as to

justify their present and planned programs in term.s of ac-

ceptable benefits and reasonable costs, PPBS provides a

potentially useful vehicle. Although the staff of tlie SHS
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tended to be impatient in seeking immediate results o£ the

PPBS undertaking, the outcome seemed very acceptable and

satisfactory under tlie circumstances.

Beaommendations

Implementation

In order to avoid much of the frustration, confusion

and the relatively poor quality of university PPBS submis-

sions, several positive and realistic actions can be taken.

First, responsibility for the implementation of PPBS should

not be divided between the Executive Vice President and the

Vice President for Academic Affairs. It seems more reason-

able to assign the responsibility to the Executive Vice

President since there are other than academic organizations

in the university. Single rather than split responsibility

would serve to avoid gaps and overlaps in authority and

accountability.

Second, additional personnel qualified in PPBS

should be assigned to the office directly in charge of PPBS

implementation. If persons who are not already qualified

cannot be recruited, then available employees should be

trained. Several universities and the Federal Government

provide such training or can suggest materials so that a

program at tlie University of Florida could be established.

A university would seem to liave more potential talent th-jn
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most settings to develop such a program. This training

program could be expanded as needed and developed into a

course to which other agencies within the state could send

their personnel for orientation and training. When per-

sonnel are sufficiently knowledgeable in the PPBS concept

to work in the university administration, each could be

assigned to assist a specific organization or organizations

so that he could develop expertise in the operations of the

particular unit(s). Frequent workshops should be established

so that as many affected employees as practicable can become

familiar v,'ith PPBS. It is not necessary that they all be-

come expert analysts but they should knov/ hov/ to use PPBS

and what to expect and require from it. Further, by discus-

sing its advantages and pointing out its value, much of the

resistance to PPBS might disappear.

Third, the Federal Government should be consulted

as much as possible during the implementation period for

several reasons. It has encouraged the implementation of

PPBS in the past in the form of grants and technical as-

sistance. Much information is available in the form of

agency instructions which may be applied to a local situ-

ation and in numerous congressional documents which point

out pitfalls encountered and errors ma.de by tlie Federal

Government. A knowledge of tliese documents by the appro-

priate persons would have been helpful in foreseeing
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potential problems and thus avoiding some of the errors made

at the UniAz-ersity of Florida in its initial attempt at im-

plementing the PPBS. Since many of the funds at the Uni-

versity of Florida, and especially in the liealth care area,

come from the Federal Government, justification consistent

with analytic processes of various federal agencies might

improve chances for approval for requests for funds.

Next, emphasis should be placed on major program

issues rather than trying to analyze or at least describe

the entire program structure. Certainly there will be som.e

issues which will require careful analytical studies; how-

ever, much of the activity in a program structure is routine

and need not be discussed. As the organization's analytic

capability increases, the required analytic studies may be

accelerated accordingly.

Finally, specific instructions of a routine nature

(e.g., tim.e schedules, formats and certain procedures) should

be published in an operating manual. Care should be taken

to avoid standardizing tasks where originality should be

encouraged (such as in the development of a program struc-

ture) . Such a manual, and subsequent changes as needed,

published by the Office of the Executive Vice President and

distributed to each person responsible for preparation of

PPBS material would eliminate much current confusion and

lack of direction.
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Familiarization with PPBS of Florida State Legislators

Special efforts should be exerted to familiarize

members of the Florida State legislature with the concepts

and principles of PPBS. While it has not been the present

purpose to examine the implementation of PPBS at the lei'el

of state government, a most important caveat must be sug-

gested. If the state legislature and especially its budget

committees do not familiarize themselves with PPBS proce-

dures and goals and continue to think only in terms of in-

cremental budgets, PPBS will fail of its intended purposes.

Further, the dual effort required to justify budget requests

in two ways v;ill be v;asteful.

Organizational Relationships

The organizational relationships between the J.

Hillis Miller Health Center and the Student Health Service

seem to be somewhat nebulous in that inconsistencies ap-

peared at times during this research. The organizational

chart for the SHS indicates that the Director, SHS is ad-

ministratively accountable to the Provost, J. Hillis Miller

Health Center; however, responsibilities and lines of com-

munication appeared to be unclear between administrative

personnel of the organizations. Therefore, at times during

the PPBS implementation, the SHS received no guidance from

the Health Center or from the university administration.
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On other occasions, an original instruction v:as received

but changes were not. The result was unnecessary work and

short deadlines for the SHS staff. The university adminis-

tration could cowmunicate instructions directly to the SHS

and require coordination with the Health Center or instruc-

tions could be relayed by the Health Center. In either

case, the procedure should be formalized. It is not the

intent to formalize organizational relationships to the

point of rigidity, but the current loose arrangements can

cause frustration and inefficiency.

With regard to the implementation of PPBS, the

section chiefs should be required to become more involved

in the determination of costs and benefits associated with

activities in their units. This will require time spent

in familiarization programs but the result should be more

accurate allocations of costs and measures of program ef-

fectiveness since these persons should be most knowledgeable

regarding activities in their unjts.

Program Evaluation

It would be useful to evaluate the effectiveness

of the health service programs of the SHS and the utiliza-

tion of its facilities by students. This would provide

benefit measures which arc needed to perform cost-benefit

analyses

.
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Probably some significant advances toward gathering

useful inforraation for purposes of program evaluation at the

SHS can be made by using data already available, by expanding

and modifying methods of gathering data now used and by de-

veloping new methods of gathering necessary data.

While it may be unlikely, it perhaps would not be

unreasonable to assume that the aforementioned groups of

medical and nursing students are a representative sample

of all students at the University of Florida from the stand-

point of health conditions, since physical examination data

are available and xv'ould probably provide useful experience

in developing evaluation procedures and techniques. Phys-

ical exam.ination data have been standardized so the degree

of variation between these groups could be checked. Nursing

and medical students have been undergoing tests in the poly-

phasic health testing program now for about three years;

therefore, this information could be useful and should be

supplemented with personal interviews with these students

to learn sorie specific information concerning their health

practices. As mentioned earlier, polyphasic health testing

can provide good morbidity statistics and baseline data at

important periods of an individual's life. Morbidity data

on freshmen collected over several years could provide in-

sight to the Director of the SMS concerning a useful health

care program. Data collected from these same students at
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graduation might assist in evaluating the SlIS health care

program and the utilization of these programs. The main

value of polyphasic health testing, ho\N'ever, is to provide

more precise physiological data (Clark, 1970a). This should

be supplemented with interview data as above which would

reveal health habits and health facilities utilization prac-

tices .

This approach would be realistic for meeting

short-term needs. For the intermediate and longer terms,

a program should be started now to select a good sample of

students representing people living on and off campus and

from all year levels including graduate students whether or

not they use the SHS . This program will require time to

produce sufficient useable data so it should be commenced

as soon as practicable.

Interviewers should try to find out such information

as how often the students were ill or did not feel well (e.g.,

too ill to go to scliool ; didn't feel well but attended

classes anysvay) , the nature of the illness, what they did

about the illness (e.g., went to a physician in Gainesville;

ent to the SHS), why they took such action, how long until

they did something about tlielr illness, why they waited if

they did wait, what type of treatment they received and

other such questions v/hich will reveal health habits and

practices. Chronic health problems should be noted and

studied independently.

\'}
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It has been estimated by the co-director of the

Student Mental Health Service that useable interviev; data

representing 10 per cent of student population should be

obtained (about 2,000) annually. Further, a properly

trained inter\'iewer should be able to interviev; about 500

subjects each quarter; tlierefore, four or five interviev;ers

ivorking full tine or eight to ten v/orking half time should

be able to acquire the necessary data (Barger, 1970a).

These interviev;ers could he properly trained students working

in such areas as psychology, sociology and anthropology.

It would be appropriate to use polyphasic health

testing along with selected members of the group being inter-

viewed. From this, precise physiological information can be

obtained. Such data cannot be obtained from interviev;ing

because of the students' inability to diagnose health prob-

lems. To some extent it can take care of the clinical prob-

lem of gathering data. Also studies can be miade of entering

groups, comparative annual studies can be performed and

baselines for various aspects of health can be established.

It has been estir.ated that 500 to 1,000 annually would pro-

vide an adequate samule in health testing to establish normalLi O

physioT.etric parameters in healthy individuals of the college

age groi.ip (Clark, 1970a). Follow-up tests would be important

and desirable. A good long-term measure of program effec-

tiveness could be established since a large percentage of

students remain residents of Florida. Follo'w'-up tests could
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be made 10, 20, 30 and even 4 years later. The payoff for

many health practices today often does not occur for several

years. Certainly such a program would not be favored by

the impatient, but it is believed that the long-term payoff

could be substantial.

Areas for Further Resear-oJi

Recommendations for further research in virtually

all areas of PPBS would not be unrealistic. Objectives are

difficult to state precisely and these can usually be im-

proved. Program structures will probably not remain constant

and they should, therefore, be continuously refined. Pro-

gram evaluation or the measurement of program effectiveness

is sometim.es ignored because of its difficulty. This problem

v\ras stressed in Chapter IV and a recommendation v/as made

above. This, of course, can be improved and only a beginning

is recommended. The other part of cost-benefit analysis is

the allocation of costs. Unless cost-benefit analyses can

be performed, PPBS probably will not contribute much. Ac-

cordingly, the area v/hich has not been addressed to any

significant degree in this research and the one which re-

quires m.uch research is cost analysis. It is not difficult

to assign costs arbitrarily to activities, but it is ex-

tremely difficult to do so with any assurance that this task

has been accomplished accurately. There will ordinarily be

some degree of arbitrariness involved in the allocation of
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costs to activities of an organization but there are many

techniques available to help do the job better. With regard

to the Student Health Service at the University of Florida,

the area of cost analysis requires further research most

urgently.
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