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Abstract

This study is a formative and process evaluation and analysis of what
occurred before and during the Waikato Hospital Board's Review of
Maternity Services. An historical perspective of the Service
Development Group (SDG) approach to health planning is presented
together with information about the establishment of the SDG and review
process. Nine objectives were proposed which were to: establish the
reasons behind the Board's decision to review existing maternity
services; describe what happened during the review period; describe the
reasons for the Board's decision to use a SDG to review maternity
services; assess the effectiveness of evaluation research techniques for
this study; describe participants' attitudes toward thes SDG; examine thne
interaction and co-operation between the various ccmmittees inveolved in
the review; attempt to measure the amount of satisfacticn with the SDG
exercise as perceived by participants; draw conclusions about the value
of the SDG and make recommendations for future Service Development Group

exercises.

Three major research techniques were used. Analysis of archival data
gave an historical perspective of the Board and its maternity services,
while gquestionnaires were used to gather information from the three
groups involved in the study an: 11 member Service Development Group,
the 6 member Board's Steering Committee, and several committee members
of each of the 7 SDG nominating organisations. Interviews with the SDG
and the Board's Steering Committee members providaed in-depth qualitative
information. One questionnaire was administered to SDG members after
pre-testing. It was then adapted for use with the Board's Steering
Committee and committee members of the SDG nominating organisations.
The research was sequential with preliminary data analysis being
completed before interviews were conducted with SDG and Steering
committee members. There were no refusals for interviews or
questionnaires. Data analysis consisted of descriptive statistics and
qualitative interpretation which highlighted the emergence of global

trends and allowed comparison between grocups.



Nine themes emerged from the questionnaire and interview data. The SDG
approach was positively supported as was the combination of professional
and community representation in health services reviews. Full
discussion and agreement on terms of reference for any SDG should
involve all participants. Other findings concerned the members' role as
nominated representatives, support for the SDG's work and its ability to
effect change, and concern with the methods of the general
administration of the SDG. Issues concerning group size and parochial
interests of individuals and groups were elaborated as were the SDG's
feelings toward the power of the Board's Steering Committee. An

awareness of cultural issues surfaced as a result of the SDG's work.

Advantages of the participant role of the researcher and benefits of
in-depth qualitative analysis are discussed. There is a critical
appraisal of the methodology and directions for future research are
discussed. Major recommendations arising from the research were that
the SDG approach is a worthwhile method for health services reviews,
that all potential SDG members should be appointed before commencement
of meetings, and that skilled public relations and comnunications
programmes should be wused. Terms of reference reguire careful
consideration, SDG membership should be limited to preferably less than
11 people, a key person is required to act as facilitator, and an
awareness of cultural issues 1is necessary. I+ was concluded that
evaluation research techniques were use2ful and successful when employéd

to monitor and assess the SDG process.

A prescriptive model for service development groups is prcposed in the

final chapter. The model presented would be aplicable to any SDG
involved in a service planning task. It is a model for planning,
implementing, monitoring and evaluating the impact of the service
development group. Consideration 1is given to the way that diverse

cultural and social viewpoints can be accommodated in the deliberations
of SDG's. The overall objective cf the model presented is participatory

democracy atempted through commurity involvement in planning.
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A Service Development Group (SDG) approach was used by the Waikato
Hospital Board to assist with a review of maternity services. This

study uses evaluation research technigues in an attempt to understand

the processes which occurred.

Library and computer (Australian Medline Network and Dialog) searches
were made to locate information about the use of service development
group techniques in New Zealand and internationally. Few examples
parallel to the New Zealand experience were found. Those with relevance
to the present study are described toward the end of this chapter.
Reasons for the Waikato Hospital Board's review of maternity services
will be given in Chapter Two. An explanation of health reviews which
have used the service development group approach is presented in this
chapter. Recent events which formed the background to the approach for
the Waikato Hospital Board's review of maternity services are

elaborated.

REORGANISATION OF HEALTH SERVICES IN NEW ZFEALAND

For over one hundred years there have been discussions about the
reorganisation of health services in New Zealard. There have been
commissions, inquiries, reports and papers as well as the occasional
reorganisation, which in turn have led to yet another round of reports

inquiries and papers (Editorial, New Zealand Hospitaleournal, 1976) .

Similar structural approaches are reported as occurfing in Britain,
Australia and Caneda (Anderson, 1975; Brunton, 1984; England, 1978;
Foskett, 1980; Malcolm, 1976, 1981; Smith & Tatchell, 1979; Tydeman &
Mitchell, 1978). |

One of the major attempts to reorganise health services irn New Zealand

was the White Paper A Health Service for New Zealand, produced by the

Labour Government in 1974. As part of the introduction to the White
Paper on the reorganisation of health services the Minister of Health,

Hon. T M McGuigan stated:

"In the past 25 years there has been a vast change in medical
technology. Sophisticated methods of diagnosis and treatment
have replaced the simple method of the 1930's. The age of the
general practitioner who did a modicum of surgery and

obstetrics, often in his [sic] surgery or in the patient's home,



has passed. The isolation of settlements in the past led to a
widespread dispersal of health services and facilities. Because
of modern transport services and communications networks, most
skilled activities can now be concentrated in hospitals, where
they can be carried out largely by specialists, in conditions
designed to provide greatest safety for the patient. Highly
specialised technigues and equipment require highly skilled
staff and efficient use of resou-ces. Much of advanced modern
medical technology must be located in regional centres to ensure
economic usage of skilled staff. Care, however, cannot begin
and end at the door of the hospital, but must provide for people
in the environment in which they live and work. The community
orientation of health services demands a community Dbased

service". (A Health Service for New Zealand, 1974, p 7-8).

Health, in reality hospital planning and development prior to the
introduction of the White Paper, was determined primarily in terms of
beds. The need for which was determined by "loose" demographic
projections, patient/nurse dependency studies, and hospital board
capital development plans. Hospital boards and their officers had
considerable experience in design planning, yet very few gave thought to

rational service planning (Brunton, 1984).

SERVICE DEVEIOPMENT GROUPS

The "White Paper", as it became popularly known, was modelled on the
National Health Service approach in Great Britain. It proposed the
establishment of fourteen regional health authorities in New Zealand by
1 April 1978. The proposals and public submissions on them were
considered by the Legal and Administrative Consultative Group (1976),
who recommended that service development groups, representing each
clinical and front line service, be the foundation unit of organisation
and planning under the proposed new regional health authorities.
Service development groups were to include people of each discipline and
agency connected to the service. A further recommendation was that the
service development group concept should be tested in "pilot" or trial

situations.



Conceptually, the term "pilot" meant that groups of people with a common
health service interest would be brought together to discuss issues
relevant to that specific health service area (Malcolm, 1981). The
service development group approach emerged from the attempts to improve
health service through administrative reform. Those attempts were
prompted by such problems as inequalities in the distribution of care
and resources, the imbalance between institutional and community care
and between curative and preventative care, increasing costs, fragmented
services and the absence of planning mechanisms or suitable
organisational structure (Barnett, Malcolm, Rayner, Smith & Wright,

1984) .

In 1977 a Special Advisory Committee on Health Services Organisation

(SACHSO) which was set up by the government developed the idea of

service development groups. These were seen by SACHSO as offering a

number of advantages:

1. They would provide a link between a planning authority and the
workforce in each service.

2. They would develop co-ordinated service plans through having
representatives of the public, private and voluntary sectors
serving on them.

3. Trey would become innovators by encouraging new health-promotion
strategies in the light of changing techniques.

4. They would assist in the allocation of resources by highlighting
the claims and priorities of particular services, and promoting

responsible approaches to cost control and use.

Service development groups were to identify local health needs and
problems, establish plans for the future (both immediate and long
term) , propose strategies for achieving those plans, and monitor

subsequent developments (Legal and Administrative Consultative Group,

1976) .

Service development groups appeared to have the potential to give
detailed consideration of the type of services needed by communities,
thus differing from the traditional methods of hospital planning, which
had revolved around the ‘"number of beds" required as the major

determining factor. In the traditional approach, community needs,



demogrzphic trends, changing requirements (for example styles of child
birth, out patient care, health education, prevention of disease) were

often not given thorough consideration (Brunton, 1984).

THE NEED FOR PILOT SCHEMES

One 1influence which contributed to a broader health planning
perspective was the publication of comparative data which suggested
that in international terms New Zezland was generously provided with

hospital beds (A Health Service for New Zealand, 1974; Brunton, 1984;

Legal and Administrative Consultative Group, 1976). SACHSO followed a

consultative approach and proposed that '"service" planning be tested by
"Shadow Service Development Groups" in pilot schemes in Northland and
Wellington. In both areas, especially in Northland, observers (Malcolm
1982; Wright, 1980) stated that the proposals were received with
apprehension, even hostility because the public believed health
services would be reduced. Despite that, the service development group

concept appeared to gain credibility (Brunton, 1984; Malcolm, 1982).

One of the main features of the pilot schemes was the minimal
initiating structure - advisory committees with no authority or
funding with an instruction from SACHSO to try the service development
group concept. They were consultative bodies which seemed to succeed
because of the democratic participative approach (Malcolm 1982; Wright,
1¢80) . The apparently successful outcome of the two pilot schemes was
because it was believed that they conformed very closely to sound
planning and organisational theory (Wright, 1980) . The service
development group approach is an arena in which varied perspectives
about a particular service can be co-ordinated and channelled toward

common objectives.

SACHSO produced a discussion document, Proposed Northland Pilct Scheme

in 1977. To test the proposals put forward in the discussion document
SACHSO decided to establish two pilot schemes, one in a rural area, the
other in an urban area. Northland and Wellington were chosen. The
Northland Health Services Advisory Committee was established in 1978;
the Wellington Hezlth Services Advisory Committee commenced its task in

May 1979 (Northland Health Services Advisory Committee, 1981;

Wellington Health Services Advisory Committee, 198l1; Wright, 1980).




In Northland, the Health Services Advisory Committee established
"shadow" pilot service development groups. These groups were to
develop procedures and to identify and assemble the data necessary for
service planning. They were tc be accountable to the Northland Health
Service Committee (which was in turn accountable to the Minister of

Health) which co-ordinated their work.

"Shadow" service development groups were established in Northland for:
Health of the Elderly; Primary Health Care; Mental Health; Dental
Health; Public Health and Environmental Protection; Specialist and
Hospital Services. Each group developed independent terms of reference
and produced individual reports. Unfamiliar concepts had tc be
explored. Service planning was new and most groups had to define this
service and its boundaries. The exercise proved to be of great value
in crystallizing policy in various areas of health study in Northland
and enabled Lealth workers to define areas of need ané explore

practical avenues of solution.

Another <f the concerns was the potential for the formation of a
Northland Area Health Board. It was envisaged that the shadow service
development groups would form the nucleus of definitive service
development groups to serve the Board if an Area Health Board was

formed (Shadow Service Development Groups. Reports to the Northland

Healtl Services Advisory Committee, June 19381). On 1 September 1985,

Northland became an Area Health Board urder the terms of the Area

Health Boards 1983 Act.

The Wellingtcn Health Services Advisory Committee commenced its task in
May 1979. Like the Northland counterpart the terms of reference were to
test the propositions put forward by SACHSO. One of the terms of
reference for the Wellington Health Services Advisory Committee was to:
"initiate the establishment of Service Development Groups to
develop the procedures and information for service planning”

(Wellington Health Services Advisory Committee Appendix 1981,

p. 21).



Shadow service development groups were established in May 1979 by the
Wellington Health Services Advisory Committee in five areas: Primary
Health Care, Dental Health, Healtl of the Elderly, Mental Health,
Public Health and Environmental Protection. 211 of these groups formed
individual terms of reference but the reports were published

collectively (Shadow Service Development Groups. Reports to the

Wellington Health Services Advisory Committee, 1981). The selection by

SACHSO of a 1large metropolitan area such as Wellington showed an
awareness that approaches to designing health services appropriate for
that area might be different to those required by a rural community
(Northland) . The groups alsio considered the fiture formation of én

Area Health Board in Wellington, although that has still to happen.

SERVICE PLAKNKING

Other examples of service planning occurred in the Nelson and
Hawke's Bay Hospital Boards. In 1977 the Nelson Hospital Board
proposed a Service Planning and Review Committee to bring forward
proposals on cbjectives and future strategies of the Board's services.
This committee was charged with establishing multi-disciplirary
inter-agency service advisory dgrcups to advise it on topics such as

geriatrics, medicine, child and maternal health, ambularce services,

mental health and community medicine (Wright, 1980) . The service
advisory groups met irregularly. There were no terms of reference or
clear direction. Lack of reliable information and adequate data were

reascns given for the eventual failure of the advisory groups.

when the Nelson Hospital Board Service Planning and Review Committee
reviewed the situation in 1980 it agreed that the service plarning
concept was still valid and recommended that two new service advisory
groups be established. These were Community Accident ard Emergency and
Community Services for the Disabled and were based on the assumption
that there would ultimately be an area health board in Nelson (Wiight,
1980) . Nelson Hospital Board and Health District formed into an Area
Health Board in October 1985. There arpear to be no further published
reports of the Nelson Service Planning and Review Committee (personal
communication, Pauline Barneti., Department of Hezlth Consultant to the

Nelson Area Health Board, 4 November 1985).



Service advisory groups were established by ﬁhe Hawke's Bay Hospital

Board Service Advisory Groups for two reasons:

1. Difficulties were being experienced in the Board's psychiatric
unit so a Psychiatiric Service Management Group was established in
1977;

2. In 1977 the new Medical Superintendent-in-Chief suggested the
establishment of service advisory groups which would reflect the
service development group concept as put forward by SACHSO.
Groups were estahlished for mental health; geriatric; child
health and obstetric services. Group members were approved by the

Board.

Support staff for the Fawke's Bay Advisory groups was provided by
university students and Temporary Emplcyment Project worlkers. Hawke's

Bay service advisory groups did not. prepare publications but conducted

workshops and¢ seminars. Group reports were presented to the Hospital
Board meeting (Wright, 1¢80). Informaticn presented by Wright (1980)
about Nelson anrd Hawke's Bay was obtained during interviews and

discussions with staff &and committee members associated witl each

programme .
Arrother branch of service development a&activity occurred in the
Christchurch-North area of the Canterbury Hospital Zoard. Public

health expenditure in this area in 1979/80 was more than $140 million,
and services were provided by more than six hundred and fifty
autonomous agencies, groups and individuals. Co-ordination of all
these services was a major motivating factor leading to the
establishmernt of service development groups. The process differed from
the SACHSO model of service planning where a service development group
was central to the planning process. In the Christchurch-North
Canterbury area the focus was on the overall development of a service
in whiich service develcpment groups were Important but not necessarily
the dominant or even the principal contributors (Barnett et al. 1984;

Wright, 1980; .

In Christchurch a service approach to health planning was evident from
the early 1970's (Wright, 1980). Initially service development groups
in Carterbury were restricted to hospital board personnel, but
gradually membership was expanded to include the private sector and

representatives of relevant professional disciplines. Some attempt to



evaluate the process of the work of four service development groups
(Community Mental Health Planning; the Establishment of a Geriatric
Co-ordinating Centre; The Establishment of a Primary Health Care Unit;

and planning for Alcohol Detoxification Services) was made using case

studies, interviews and questionnaires. A number of recurrent themes
emerged from the data collected. These were the importance of well
developed communications networks; the attitudes of agencies involved;
the impact of mnational policies; the availability of resources,

particularly personnel and finance; the provision of adequate back-up:
the commitment to a service planning approach; the frustration
associated with lack of implementation of recommendations, and the need
for an overall planning structure. It appeared that there was some
commitment to the concept, and service planning was viewed as a viable
approach which required a defined organisation structure and an
unbiased overview body to receive, consider and implement

recommendations where appropriate (Barnmett et al. 1984).

Malcolm (1981) stated that the service development group approach
implemented in Northland, Wellington and Christchurch seemed to be
offering a definitive strategy for the solution of health planning
problems. 1t was an innovation of international significance as it had
shown that a democratic participative model could work and lead to a

desire for change arising out of a network process.

INTERNATIONAL PERSPECTIVES

Some examples of similar types of health services research and planning
are worthy of mention in the present study. The countries involved are
Canada. Scotland, Britain, Venezuela and Australia. Of these the only
example with direct relevance 1is the Illawarra Health Board in
Australia. New Zealand borrowed some of the major concepts from Great
Britain and slowly developed its own style. Australia duplicated the

Northland Area Health Board scheme in the Illawarra.

Canada. Canada. as a whole. and its federated provinces have enacted
major social legislation to improve the health and well-being of its
citizens. A planning process which involved research and evaluative
systems was used to assist provincial and federal decision makers to

select the most appropriate options. A medical care data base was used



to help identify apparent needs and gaps. It was proposid that there
should be a regular national health survey, the development of health
status indicators, the identification of high risk segments of the
population, better use of national data banks, and a research emphasis

upon diseases of national concern and population life style (Anderson,

1975) .

Scotland. In Scotland health services reorganisation involved a

concept of planning under the umbrella of the National Health Service

(NHS) , Scotland. The Scottish Health Service Planning Council was
developed. It provided a unique forum where representatives of the
Health Department, Universities, Health Boards and National

Consultative Committees met together to discuss and advise on future
development of the NHS in Scotland. As well, policy and programme
planning working groups (geriatrics and mentally handicapped) and
specialist and support services working groups were set up. The former
were concerned with advising on the development of professional skills
and the latter on the provision of basic facilities and resources in
ways which would meet the needs of different client groups. Concern
was for health outcomes and community involvement in health care

(Hunter, 1975).

Britain. The National Health Service in Britain was reorganised in
1982 and uncertainty still exists about the way some of the new
management arrangements are working (Barnett, 1983) . New District
Health Authorities have been established and Management Advisory
Service trials undertaken. In particular, the Management Advisory
Service (MAS) in the Oxford/South Western Region was concerned with the
organisation of <clinical services as well as the management of
institutions and overall management performance. The MAS was financed
by the Department of Health and Social Security. It was independent of
regional and district management but responsible to & supervisory board
which had membership drawn from members of the regional and district
health authorities of Oxford and the South Western regions including an

independent member.

An illustration of the work undertaken was presented in the first four

studies by MAS. These were:

10.



1. Review of Management of Waiting Lists,

2. Review of Utilisation of Trauma and Orthopaedic Services,
3. Examination of the Capital Planning System,
4

. Examination of the Allocation of Units of Medical Time (Barnett,
1983) .

Community involvement (as demonstrated in the service development group
approach) was not so apparent in the MAS trials. Barnett (1983) noted
that Dbecause MAS was outside the normal channels and lines of
accountability the MAS role was to persuade and change attitudes of

local authorities and clients to ensure acceptance of new ideas and

policies.

Venezuela. A reorganisation of the health care system was undertaken
in Caracas Barrio (Rakowski & Kastner, 1985) . Decentralisation and
simplification of the bureaucratic process was the major aim. More

authority was delegated to the local level in order to speed up the
bureaucratic process to achieve regionalisation of the health care
system. The plan was clearcut on paper, yet the transition to
regionalisation appeared to be incomplete and generated some new
bureaucratic obstacles. In complete contrast to the situation in New
Zealand, one of the problems encountered in Venezuela was the practice
of sending women to the central maternity hospital which was so
overcrowded that women were assigned two to a bed. Women claimed to
have received inadequate care at district maternity hospitals and
requested referral to the overcrowded central maternity hospital for
treétment and delivery. Regionalisation enabled the question of the
women's needs to be approached. Professionals defined the issues and
the strategies to follow. Although information was made public through
newspapers, radios and television a great deal of confusion still
exists regarding 1lines of authority and responsibility (Rakowski &

Kastner, 1985).

Australia. In New South Wales, the Illawarra Health Service was
established in December 1985. The Illawarra region comprised 250,000
people in three local government areas and contains the major city of
Wollongong. It is largely a coal mining and steel producing district.
The Illawarra District selected and followed the model advocated by the

Northland Advisory Committee in New Zealand for the operation of an



Area Health Board. A structure characteriséd by service directors,
service development groups and a high level of community participation
has evolved. Community members, both lay and professional, are
represented on service development groups and community advisory
Councils. Overall, the Northland Model has been readily applicable to
this multi-cultural, multi-lingual coastal community. An advisory
officer for the community health section of the Northland Area Health
Board visited the Illawarra Area Health Board in 1985 to see how the
Australian version was operating two years after its inception.
Snelgar (1985) reported that the Board had experienced some anxiety
which resulted from different groups being amalgamated with the
curative hospital service at one end of the scale and the preventive
health programme of the Department of Health at the other. This was an
issue which was common to Northland as well but for both areas the main
objective was continuing health care. It was believed that the
setting up of service development groups would be the mechanism to
overcome anxiety and change attitudes. The success of service
development groups depended on administrative planning and research
support to carry out the preparation required between meetings.
Another impressive feature was the amount of money and resources set
aside for evaluating the success of the programmes. Snelgar (1985)
stated that in New Zealand evaluations are done if there was any money
left over but in Australia money was set aside for programme
evaluation. Similar "pilot" studies are underway in three other areas
in New South Wales. One is in the heavy growth areas to the south west
of Sydney, one in the Blue Mountains to the west of Sydney, and the

other on the far north coast (Brennan, 1985).

To summarise international findings some aspects of the New Zealand
experience can be seen in the examples from Scotland and Britain
although the situation is not really resolved in those countries.
Canada's example presents a broad spectrum approach to health service
planning. Problems with maternity services in Venezuela were outlined
to contrast with the situation existing for the Waikato Hospital Board.
Australia provides the most similar model with the service development

group approach of the Illawarra Health Service's reorganisation.

Rigid insistence on a service development group approach may not always

be the most suitable strategy for all health care/problem areas. In
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the Waikato area, for a sensitive topic such as maternity services, it

seemed appropriate as it allowed private, public and voluntary agencies
to have input. Parents Centre, National Council of Women, Maori
Women's Welfare League and Plunket Society representatives could
contribute equally with midwives, medical specialists, a general
practitioner and Health Department nominees. The plan prepared drew on
combined, yet varied knowledge and experience of maternity services in
the Waikato area, thus emphasising the difference between the expert
top-down method and the democratic-participative approach. The service

development group process is a way of finding solutions to existing

problems affecting health services. It allows good communication,
effective co-ordination, understanding of community needs and the
organisational responses to these. Chapter Two describes the Waikato

Hospital Board's area and the development of the maternity services
review which used a service development group approach to assist with

trying to solve a health services planning difficulty.
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In Chapter Two a general description of the Waikato Hospital Board
district, @geographic and demographic features, plus reasons for the
Board's review of maternity services are given. The service development
perspective on health planning is outlined in detail, wusing the example

of the Waikato Hospital Board's Review of Maternity Services.

THE WAIKATO HOSPITAL BOARD

The Waikato Hospital Board serves a geographic area ranging from Mercer
in the North Island of New Zealand to Taupo County (see Map 1 P 223).
It extends from the West Coast to the Kaimai Ranges and Rotorua District
in the east and is dissected by the Waikato River from Port Waikato to
Lake Taupo. The area covers one-eleventh of the area of New Zealand and
contains one-tenth of the population, 336.143 in 1986 (Waikato Hospital

Board, 1985-1986 Annual Report). The Board is one of the largest in

terms of both area and population and covers a diverse range of physical
and cultural features. 1t includes the densely settled farmlands of the
Waikato, the sparsely populated and rugged areas of the King Country and
the exotic forest plantations of the Volcanic Plateau. The Board's area
incorporates twenty local authorities (six counties, three districts,
ten boroughs and Hamilton City). All of the Waikato United Council and
parts of the Tongariro, Thames Valley United Council and Bay of Plenty

United Councils are also included.

Hamilton City with a population of 103,800 (1985 estimate. Government
Statistician, personal communication, 27 May 1985) is the largest urban
area and is located in the densely settled Waikato. Rotorua in the
south-east is the second largest urban area with a population of 62.000
(1985 estimate, Government Statistician, personal communication 27 May,
1985). Other main centres are Taupo and Tokoroa in the Volcanic Plateau
area, and Te Kuiti in the Waitomo District. The road network is
extensive in the Waikato area but is poor for most of the west coast and

other areas, other than the main highways going south and east.

The Board's population is concentrated in the northern half of the
Board's area with about fifty percent of the population living north of
Cambridge and Te Awamutu. Only six percent of the Board's population
lives in the Otorohanga and Waitomo Districts. Taupo County and Taupo
Borough cover a large part of the Board's area but account for only nine

percent of the population.
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Twenty eight percent of the Board's population are found in Hamilton and
fifteen percent in Rotorua with a further twenty six percent dwelling in
the remaining townships. About thirty percent of the Board's population
live in the rural areas of the counties and districts. For New Zealand
as a whole, nine percent of the population are Maori but for the Waikato
Hospital Board the figure is eighteen percent (Sceats & Pool, 1986).
The Waikato Hospital Board administered fourteen maternity hospitals in
1985 (see Map 2 P 225). There are one hundred and five operating public
maternity units in New Zealand and many of these are in rural areas

(Rosenblatt, 1984).

Births

The total number of births occurring at the maternity hospitals in the
Board's area has been steadily declining since the 1960's, but the
number of births at Waikato Hospital has increased during that time. 1In
1963/1964 births at Waikato Hospital accounted for thirty percent of all
births in the Board's area and this increased to forty-two percent in
1983/84, whereas births at most other maternity hospitals have decreased

(Waikato Hospital Board, 1984). The change in the pattern of births in

the hospitals over a period of twenty years is shown in Table 2.1.

Table 2.1

Number of Births in the Waikato Hospital Board's Maternity Hospitals

Region 1963/64 1973/74 1983/84
Waikato 1,875 2,563 2,748
Rotorua 1,196 1,409 1,289
Tokoroa 444 537 426
Cambridge 217 238 122
Huntly 412 295 113
Matamata 322 228 139
Morrinsville 267 163 131
Otorohanga 221 114 64
Putaruru 261 176 100
Taupo 357 275 166
Te Aroha* 187 119 78
Te Awamutu 443 313 194
Te Kuiti 334 263 199
Turangi - 167 79

*Te Aroha Hospital was closed for almost two months February/March 1984.
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Reasons for the decrease in births at district hospitals and increase at

Waikato Hospital are: (a) there has been a rural exodus balanced by

rapid growth in Hamilton (Sceats & Pool, 1986) ; (b) Obstetric

Regulations (1975) set criteria which meant that some pregnant women
were classified as being "at risk", in which case they were transferred
to Waikato Hospital before the birth to allow the immediate access to
specialist obstetric and resuscitation services. Even though the woman
and infant may subsequently be transferred back to a district hospital,
only the place at which the birth occurred is permitted to count the

delivery, which is the measurement used for comparing work loads between

hospitals. For example, a woman living in Turangi may receive all her
antenatal care there, but may be transferred for obstetric reasons for
delivery at Waikato Hospital (a "Level 3" obstetric hospital - see

Appendix 1 for a description of the different levels of care provided in
obstetric hospitals in New Zealand). Mother and baby would be returned
to Turangi Hospital as soon as possible for postnatal care. Even so,
Waikato Hospital would count the Turangi woman's delivery in Waikato

Hospital's statistics.

In 1981 a seven-bed maternity hospital at Te Aroha (which falls within
the Waikato Hospital Board's area) was forced to close because of a
shortage of professional nursing staff, causing considerable public
concern. The temporary closure led to a public meeting and a petition
of 1,000 signatures against the closure of the unit. It was also closed
for a short period during 1982, again because of nursing shortages. A
subsequent application by the Waikato Hospital Board to close the
maternity hospital on a permanent basis was not granted by the Minister
of Health. Instead, a letter to the Board (22 June 1982, see Appendix
2) stated that the Minister was unable to make a decision on the Board's
application to close the Te Aroha Hospital ward until he had an
understanding of how Te Aroha "does or does not fit into the pattern of
maternity services provided by the Board." In the same letter the
Minister requested that the Board carry out a comprehensive study of its
maternity services. It appears then that the closure of Te Archa

Hospital was the major reason for the review.

There were two other potential reasons for the review. It was known
that the Board had 109 maternity beds above the guideline figures of 0.5

beds per 1,000 population (Department of Health, 1977). At the same
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time, financial constraints were being impdsed on the Board by the
government which meant that any savings which could be effected by any

means would assist with the overall budgetary management.

COMMUNITY INVOLVEMENT

Although there are no formal records, the Board's Administration Officer
during that time recalled that members of the Board discussed fully the
way in which the review should be undertaken (E. Penn, 1983, personal
communication). One of the important aspects of these discussions was a
decision that there should be community involvement in the review. The
Administration Officer was asked to seek the advice of the Department of
Health's Management Services Research Unit in Wellington to assist in
writing an outline of a plan that could be followed for a review of
maternity services. A visit to Wellington plus extensive reading
enabled the Board's Officer to formulate a planning programme (E. Penn,

1983, personal communication).

At a Board meeting held on 13 September 1982, a draft plan document was
reviewed. The planning document set out a method for a way that the
maternity services review could be carried out. It was agreed that the
Board should proceed with the proposed planning programme (Draf:t

Obstetric Service Plan, Waikato Hospital Board Minutes, 13 September

1982, pages 540-547; see Appendix 3).

At a meeting held on 21 September 1982 (between representatives of the
Board and representatives of the Waikato United Council - a
co-ordinating body of local government which is a local authority and
can exert some power over regional schemes), the Chief Executive of the
Hospital Board stated that over the next five years a reduction of
$6 million dollars would occur in the Board's maintenance grant. Such a
reduction must affect the level of services that could be provided. It
was also recorded that:

"As a result of these factors and because the maternity

services at some hospitals were under-utilised, the Board has

agreed to proceed with an obstetric/maternity service plan.

The brief did involve a reduction in present services which

could be provided if a reduction of 10% or 15% were required"

(Waikato Hospital Board Minutes, 11 October 1982, p. 43).
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The Draft Obstetric Service Plan proposed that two committees be set up.
The first was called the "Board's Steering Committee", which was to
assist in the evaluation of objectives within financial restraints,
maintenance and quality of services and existing policies. The Steering
Committee's purpose was to advise and guide the Service Development
Group (SDG). It had power over the Service Development Group and was to
be made up by the Chairman of the Board, two Board members, the Medical
Superintendent-in-Chief, the Chief Executive and the Chief Nurse. The
second committee was to be called the "Service Development Group" and it
was to be made up of representatives of providers and users of the
service. An explanatory note stated that:
"During the last decade in New Zealand, it has been realised
that to plan health services effectively, there must be
cognisance of all the inputs to the service within a structured
planning approach. From this realisation has evolved the
'service planning' approach which has found particular
application in the testing of the Wellington and Northland
pilot schemes for health services reorganisation in those
areas. It has also become an accepted planning practice for
the North Canterbury, Tauranga, Auckland, Otago and Wellington

Hospital Boards" (Waikato Hospital Board Minutes, September

1982, p. 544).

A definition of '"service planning" was given as "planning by the
providers", but the essence of service planning (Malcolm, 198l; Wright,
1980) is that provision is made for individuals and groups with an
interest in a particular service to contribute to the process. A recent

Health Services Development Draft Strategic Plan for the Wellington

region provides a useful summary (Wellington Hospital Board, May 1985).

Service development plans are seen to comprise: assessment of a Board's
regional features and population profile, identification of factors
which determine the need for health care services together with
determination of the key problems and issues affecting the provision of
health care. The current financial 1level of service provision,
policies, objectives, priorities, long term strategies, plans for the
development of individual services as well as short term operational

plans are also included in service development plans.
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The Waikato Hospital Board accepted the idea of involving "providers and
users" of maternity services. A general objective was also agreed upon.
The Service Development Group (SDG) should set objectives for a future
maternity service based on the group's analysis of what an "ideal
maternity service" should be. Suggestions for future strategies for the

delivery of services throughout the Board's area were requested.

The SDG was set up in October 1982, with the following membership:
Chairman of Obstetrics and Gynaecology, Waikato Hospital Board
Director of New Born Unit, Waikato Hospital
A practising midwife from a district hospital
The Board's advisor on Obstetric Nursing Services
Research and Development Officer (Waikato Hospital Board employee)
Representative from:

General Pracitioners

Parents Centre

Plunket

National Council of Women

Public Health Nurse

A Board member (to be shared by the two memkbers on the
Steering Committee)

Maori Women's Welfare League (appcinted February 1983)

The representative from the general practitioners was to be a member of

the Medical Association and the practising midwife appointment was made

by the Chief Nurse in consultation with the relevant Nurses' Association

special interest group.

DESCRIPTION OF THE POSITION OF THE RESEARCH AND DEVELOPMENT OFFICER

The present author applied successfully for the new position as Research

and Development officer. The position was considered to be of a

project nature of a finite period though it was included in the Board's

permanent establishment, July 1984. The position description stated a

summary of the principal duties:

(a) to institute an ongoing plan of action to study the nature and
extent of services currently being provided by the Board;

(b) to collect, analyse and interpret data and information required for
service planning using approved data collection techniques;

(c) to liaise with senior Board staff and other related organisations in

investigating and studying development proposals;
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(d) to prepare periodic reports as required on aspects of the planning
and development of services for consideration by the Board's
executive;

() to attend meetings of the Board or other committees convened for
service planning purposes;

(f) to initiate action to prepare a maternity services and allied health

services plan for the Waikato Hospital Board.

Overall, the Research and Development Officer, although listed in the
SDG's membership, was also the administrator, facilitator and provider
of information for the group. That role meant that some influence over
the direction of the review was made possible through the typs of
information which was supplied. As well, the Research and Development
Officer was responsible for supplying relevant demographic information
and hospital statistics, drawing graphs, preducing photographs,
illustrations, maps and designing questionnaires. Two major reports
were drafted for the Service Development Group and Board's Steering
Committee. Later the Research and Development Cfficer was responsible
for the final production and distribution of the reports, especially the

Service Development Group Report (1983). Another duty was the procduction

of a pamphlet which presented the substance of the report. This meant
that as many people as possible had access to the information. A second

report, the Waikato Hospital Board Review of Maternity Services -

Maternity Service Plan, December 1984, represented the combined views of

the Board's Steering Committee and the SDG and was published as a report

of the Waikato Hospital Board.

The Waikato Hospital Board's review of maternity services had been in
progress for three years at the time the present study was conducted.
The Research and Development Officer was involved with all facets of the
review so that all the background reporting involved in this thesis was

based on participant involvement.

DESCRIPTION OF THE WORK OF THE SERVICE DEVELOPMENT GROUP

The first meeting of the SDG was held in October 1982, the second in
November 1982. At these two meetings the SDG arrived at the following

objectives for the "Review of Maternity Services."
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Objectives of the Service Development Group

1. Definition of an "ideal maternity service."

2. To identify, collect, receive, assemble and evaluate the data
required for planning a co-ordinated maternity service over the
Board's area.

3. To review present services and prepare a plan within twelve months
which will include philosophies, strategies and future programmes
for maternity services which -

- will provide an adequate level of service to people of the
Waikato Hospital Board area,

- reduce present expenditure by 5%,

- indicate the effects of the 5%, 10% and 15% reduction in
expenditure.

4. To identify hospitals where closure appears to be justified and/or
alternative functions can be undertaken without significant physical

alterations (Service Development Group Report, 1983, p. 4).

The Board accepted the SDG's objectives and added the following terms of
reference, which were financially based and service orientated: {(a) the
group was asked to produce a service plan which would produce five, ten
or fifteen percent reductions on the expenditure on maternity service,
which was $11.9 million as at 1 April 1982; (b) identificaticn cof a
particular hospital where functions in addition to the present maternity
service might be undertaken; (c) the possible closure of a maternity
hospital; (d) the possibility of the transfer of the management of a
particular maternity hospital in whole or in part to an alternative

group (Waikato Hospital Board Minute Book, 12 December, 1982).

The SDG decided that, as a first task, a definition of an "ideal
maternity service" should be made, after which there should be an
examination of what the Board actually provided. A statement which
outlined an "Ideal Maternity Service" was devised and minuted in
December 1982. The basic premise was that:
"An "Ideal Maternity Service" provides facilities which minimise
the risk to mother and baby antenatally, during and following
delivery, and provides for the care of the mother and newborn

infant in such a way as to enhance family relationships. The



Service Development Group's view is that this service will
usually be provided in hospitals - organised on a regional

basis" (Service Development Group Report, September 1983, p. 8.

See also Appendix 4 for the total definition).

The next phase of the review was for the members of the SDG to visit
each of the Board's fourteen maternity hospitals. During 1974-75 the
Maternity Services Committee of the Bcard of Health had reviewed all
maternity hospitals in New Zealand. These had been inspected "in
company with the sister in charge and the route followed was that which

would be taken by a mother in labour"” (Board of Health Report Series:

No 26, 1976 p. 6) . The Board's Research and Development Officer

suggested that a similar approach should be adopted for the SDG's visits

to the maternity hospitals. The idea of a standardised approach was
accepted, which meant that an attempt was made to give all places and
clinical areas equal attention. Background information (Board of Health

Report Series: No 26, 1976; Driscoll, 1982; Oakley, 1980; Ward, Forster

& Lee, 1981) indicated that points which the SDG should evaluate were

matters such as: standards of care; antenatal, delivery, postnatal and
resuscitation facilities; staff availability; environment; state of
buildings, access to transport (public, private and ambulance),

alternative commmunity or professional uses for the hospital, effect of

the loss of a maternity hospital on a town and loss of other amenities

as a result of possible closure. A check list was compiled to provide a
framework for comparative analysis and overall evaluation (see
Appendix 5) . As the SDG's work proceeded, the check list expanded as

other important areas were highlighted and added (Board of Health Report

Series: No 26, 1976; Minutes of a meeting of the Service Development

Group held 30 November 1982; Service Development Group Report, September

1983) .

As the SDG's visits proceeded, members of the various organisations and
professions brought a range of views to the assessment. Nominees were
able to discuss relevant areas of concern with health professionals not
usually easily accessible to them. Health professionals from each area

visited were able to meet the members of the SDG and express a "local"

viewpoint.
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Visits to the fourteen hospitals took place between December 1982 and
April 1983. Sometimes two or three places were seen on the same day.
Preparation of the visits included prior correspondence with the staff
at the hospitals and invitations to the local medical practitioners to
meet with the members of the review party, to facilitate discussion of
local viewpoints. On the day of the visit the group held a short
meeting at which they discussed what had been observed. Community
organisation representatives seemed to take special note of the adequacy
of antenatal and parent education procedures and facilities. Nurse
members were particularly aware of nursing practice and attitudes. One
medical practitioner was interested in architectural features (safety of
stairs, access to buildings, work-flow patterns) and another medical
doctor noted "family-oriented atmospheres" when they occurred. These
points were recorded, providing a source of information when later
consultation took place (Minutes of the Service Development Group 1982,

1983).

When the visits were completed, the SDG settled into a pattern of
regular meetings in order to produce a report within twelve months, as
the terms of reference had stated. Twenty-five full meetings of the
group and numerous sub-committee meetings were held between October 1982

and September 1983. It was agreed that the report would be published as

a discussion document (Service Development Group Report, September,
1983) .
After it was made public, the report attracted media attention

(newspapers, radio and television), with emphasis on the recommendations
which named five hospitals for possible closure. To ensure wide
distribution of the report's recommendations, a pamphlet was produced to
help inform those who did not have a full document available to them.
The pamphlets were widely distributed to libraries, county offices,

hospitals and organisations.

All interested people were invited to offer submissions about the
recommendations of the report. Seventy-five submissions were received
and four petitions (with 19, 17, 20 and 3,500 signatures) which were all
against the SDG's recommendations. There were only two submissions

which lent support to the recommendations of the report.
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As well as defining "An 1Ideal Service", touring the hospitals,
discussions and production of a report, the SDG was involved in a study

entitled Survey of Womens' Attitudes to a Level 3 Hospital (Driscoll &

Brockelsby, 1983). This study was conducted under the auspices of the
SDG, and gained information concerning the "perception of care" from
women who had been transferred for "at risk" obstetric reasons to
Waikato Hospital. A structured questionnaire was administered to 130
women aged between 14 and 39. The results indicated that nearly all the
women were happy with the care they had received during pregnancy,
delivery and postnatally. Some methodological difficulties were
experienced when designing the research and the subsequent analysis.
The Research and Development Officer drafted the questionnaire, and the
SDG examined it prior to administration. Questions about socio-economic
status and religion were deleted by the SDG because some members
disapproved of asking such questions. This meant that some information
for analysis was lost. This illustrates some of the difficulties of
conducting scientific research which required the agreement of such a
varied committee. Other background research which has been conducted
because of the review of maternity services includes: Time/Travel

Analysis for Maternity Hospitals in the Waikato Hospital Board

(Driscoll, Brockelsby, Coutts & Kirkland-Smith, 1984); Patterns of use

of the Delivery Suite Area at Waikato Women's Hospital (Driscoll, 1984);

General Practitioner Data-Analysis of the Number of Deliveries Conducted

by each General Practitioner in the Waikato Hospital Board's Area

(Addendum to the Report of the Waikato Hospital Board, 1985) ;

Demographic Profile of the Waikato Hospital Board (Brockelsby, 1985);

and compilation of newspaper clippings about the review of maternity

services.

At the end of 1983 the SDG was invited to take part in a series of

public workshops attended by the Board members and the Steering

Committee. These began 1in May 1984, centering on the SDG's
recommendations. The meetings were a continuation of the public
relations exercise. Further information was collected and collated at

the workshop meetings, some of which attracted as many as five hundred
participants. Completion of the public meetings marked the stage in the
review when the SDG held a meeting (10 October 1984) with the Board's

Steering Committee at which both committees were able to express views

concerning the exercise.
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This overview of the SDG and the work it dié for the Waikato Hospital
Board, attempts to describe an exercise which involved private and
public sector interests in health planning. The exercise was concerned
with maternity services, but the model could be used for any specialty
health service. The Board's review of maternity services was designed
and initiated without any documented evidence that evaluation procedures
were considered necessary. Evaluation research techniques were
appropriate for the present study as they assisted with analysis and
clarified aspects of the review. Aspects of evaluation research methods

will be discussed in Chapter Three.
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The service development group process has been promoted as a way of
finding solutions to existing problems affecting health services, since
the process can provide good communication, effective co-ordination and
understanding of community needs (Barnett, Malcolm, Rayner, Smith &
Wright, 1984; Malcolm, 1981; Snelgar, 1985). Service development group

approaches are written into New Zealand legislation (Area Health Boards

Act, 1983), so evaluation of the process has become an important issue

on a national basis. The Area Health Boards Act (1983), came into force

on the lst day of April 1984. The functions of an area health board are
generally to promote and protect the health of the residents of its
district, and, towards that end, to consult and co-operate with
individuals and organisations including voluntary agencies, Departments
of State and territorial authorities concerned with the promotion and
maintenance of health. Part II of the Act, (sections 29 and 30),
describes service development groups and their functioning within area
health boards. The Act directs area health boards to appoint (from time
to time) sufficient service development groups, consisting of two or
more persons, to advise the board in accordance with policy directions
on the full range of health services in the public, private and

voluntary sectors within its district.

Evaluation research methods, because of the versatility of approach and
combination of quantitative and qualitative research techniques, were
identified for this research as the most appropriate to find "what
really happened" or "what was going on" underneath and surrounding the
"public profile" of the Waikato Hospital Board's formal review of
maternity services. Early evaluation research relied heavily on

quantitative methods (Bernstein, 1976; Freeman & Sherwood, 1977; Riecken

& Boruch, 1974); however qualitative research methods have now become
important (Cameron, 1980; Robinson, R., 1984; Thomas, 1983). Some of
these studies are referred to in later discussion. For the present

project it was decided that a combination of quantitative and
qualitative data could prove worthwhile. Time spent in the setting
before the study was commenced allowed a thorough understanding of the

context in which this research project was initiated.

The topic revolves around the Waikato Hospital Board's review of

maternity services. The Service Development Group (SDG) and the Board's
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Steering Committee undertook that exercise. Although the present
research shares the same topic it is an evaluation of the review process
itself, rather than a review of maternity services. It was anticipated
that findings from this research would be helpful to hospital boards

setting up service development groups or to those making the change to

Area Health Boards.

Most of the literature reviewed is from North American studies; however,
examples from New Zealand evaluation studies have been used. Raeburn
and Seymour (1979) described the organisation of a comprehensive
community development project which managed to avoid political
pressures. Thomas (1982; 1983) examined theories of evaluation research

and also helped supervise studies by Garnham (1983) and Snelgrove

(1983) . Garnham (1983) reviewed a service programme dealing with child
abuse, while Snelgrove (1983) evaluated social services concerned with
children and families. These studies will be discussed to illustrate

some of the aspects of evaluation research as applied in New Zealand.

HISTORICAL BACKGROUND/DEVELOPMENT OF EVALUATION RESEARCH

Evaluation research has developed into an independent field of enquiry
during the last twenty years. Most of the development has occurred in
the USA (Levine, 198l; Robinson, R., 1984). Publicly funded projects
drew attention and there have been demands for assessments/evaiuations
of programmes which used large amounts of public mcney. Examples of
such programmes are (1) a study of the effectiveness of capital
punishment as a deterrent to crime (the White report; Robinson, R.,
1984) and (2) an investigation of the effects of early childhood
training on the intellectual, <cognitive and emotional development of
disadvantaged children (the Westinghouse Head Start programme; Robinson,
R., 1984) . Government projects centering on such sensitive topics
increased the public's interest in the evaluation studies. A demand for
public accountability was fuelled by a lack of substantial results from
the early evaluation studies. The problem appeared to be that evaluation
researchers were rarely able to conclude that a programme had had even
modest success in achieving its major goals (Mullen & Dumpson, 1976;

Robinson, R., 1984).
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Nevertheless, evaluation research has survived as a worthwhile activity,

becoming a component part of public programmes. It was estimated that
the U.S.A. government spending on evaluation had reached the billion
dollar mark by 1976 (Rossi, 1979). Other western countries such as

Canada, France, the United Kingdom, West Germany and Sweden have shown

similar patterns of development (Levine, 1981).

Academic backgrounds of evaluators include education, psychology,
sociology, medicine, statistics, anthropology, politics, 1law and
science. Merging of different perspectives and methodologies has meant

new approaches to the problems raised by evaluation could be developed

(Robinson, R., 1984). These approaches will be discussed later.

rogramme evaluation has been promoted as a way to provide the
methodologies and information needed to help implement reforms in public
administration; however, judicious use of scarce funds and human
resources was advocated as interest in evaluation studies increased
(Rutman, 1980) . A variety of approaches has emerged which includes
programme planning, budgeting systems, zero-based budgeting, management
by objectives and cost benefit analysis. Such technical tools and
procedures are expected to make the budgeting, planning and management

process more rational.

ASPECTS OF EVALUATION RESEARCH

Technical, political and social activities contribute to evaluation

research. Each of these aspects will be discussed separately.

Technical Aspects of Evaluation Research

Evaluation research requires an understanding of the programme requiring
assessment, and decisions about the most suitable research techniques to
use. A study of interest in the present context and which offered
guidance for some of the technical aspects of the present study was the
National Medical Care Expenditure Survey (NMCES; Berk, Wilensky & Cohen,
1984) . While the NMCES study was conducted on a large scale compared to
New Zealand research, it was a useful precedent and aspects provided a
model for the present study. The NMCES study was designed to provide a
comprehensive profile of how health services are used and paid for in

the U.S.A.
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Described as one of the most ambitious data collection efforts ever
conducted by a government health agency, the survey employed a series of
methodological procedures. Data was obtained in three stages. The
first was a household survey of 14,000 randomly selected households.
For the next stage respondents received a computerised summary of the
data obtained during the earlier household survey. Comment and feedback
were requested about the survey summary. The third stage consisted of
supplementary surveys which were conducted with physicians, personnel in
health care facilities, and with employers and insurance companies
responsible for their insurance coverage. The complex survey design
employed in NMCES created an opportunity to examine the usefulness of a
wide range of survey procedures. The series of procedures were
expensive in terms of time and money; however, NMCES stated that they
proved to be cost-effective and furthered the survey objectives.
Additional surveys are in progress but so far the study has appeared to
be more useful for the poor, the elderly, and those who have been in
hospital, than it does for the rest of the population (Berk, et al.
1984) . The NCMES study has been useful as a model allowing some
guidelines for the present, less ambitious, study about a service

development group process used to review health services.

Political Aspects of Evaluation Research

Evaluation is more than just a technical activity. It is also a
political one. Research 1is designed to aid the process of policy
formation, programme design and management which makes it a political
activity (Rossi, Freeman & Wright, 1979). Political activity means that
evaluations are conducted within contexts in which there are many
interested parties with interest in the outcomes of the efforts. The
major impetus for rational policy making and programme development has
been political and pragmatic. Leadership in the evaluation research
field has been given by politicians, planners and executives. It is the
political atmosphere that makes it possible to conduct evaluations of
ongoing social programmes (Rossi, et al. 1979). Outcomes of a political
process may be viewed as balancing the viewpoints of the representatives
of a variety of interested parties, with the outcome of an evaluation
being merely one more argument on one side or another. Information from
evaluation research can contribute to the political decision making

process. Rossi et al. (1979) comment that to imagine that evaluators
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have a special place in the political decision making process that
amounts to a veto over decisions, would strip the decision makers of
their prerogatives. It can be expected that evaluation outcomes will

play the role of an expert witness on the degree of effectiveness of a

programme.

Levine and Levine (1977) provided an unusual example of politics and
evaluation which made use of archival data to illustrate issues of
evaluation. It concerns the 1915 controversy over the introduction of
the "Gary" educational system, which was introduced and promoted by the
administration of Mayor Mitchel into two New York schools. The
superintendent of the schools was resentful of the interference in his
work and ordered an evaluative study of the Gary plan. An educational
psychologist (B R Buckingham) was given the evaluation task, which he
undertook using his own newly developed academic achievement tests to
compare the two Gary organised schools with six schools crganised on the
"Ettinger" plan and eight traditionally organised schools. Buckingham's
(1916) report criticised the proponents of the Gary system who had made
premature statements about 1its superiority to the other forms of

schooling.

As soon as Buckingham's report appeared sc did the rebuttals,
particularly a detailed critique by Howard W Nudd (1916), Executive
Director of the Public Education Association (published in the New York
Globe, The New York Times, School and Society and the Journal of
Education) . The president of the Board of Education, and the
Superintendent of Schools, found it advantageous to «cite Nudd's
interpretation of the Buckingham report up to a year and a half later,
while at the same time there was continued pressure from the mayor's
office to extend the Gary plan throughout the New York schools and to
make any increase in the education budget contingent on the wholesale
adoption of the Gary system (Levine & Levine, 1977) . An evaluation
study may have some very general impacts on decision making by changing
the grounds of political argument, but more realistically the results of
evaluation will be but one of the elements in decision making (Rossi, et

al. 1979).



Raeburn and Seymour (1979) described a simple model with general
application to the planning and evaluation of community programmes. It
was a systems approach emphasising wholeness and the interrelatedness of
parts, which consisted of seven procedural steps: overview, need
assessment, goal setting, resource organisation, action, reviews and
outcome statements. Application of this systems model was used in "The
Birkdale Project" (Raeburn & Seymour, 1977). Birkdale and Beachhaven
are two adjoining suburban areas (with populations of mainly young
families) located in Auckland, New Zealand. The project arose as a
result of the concern of local schocl principals about growing social
problems in the area and Raeburn and Seymour were invited to organise a
programme to plan and evaluate a community project which would provide
fresh directions. They decided to use the systems model and to let the
nature of the needs articulated by the community determine what was
done. The overall objective of the project was to promote the well
being of the community of Birkdale and Beachhaven. To ensure that the
project remained free of political pressures it was decided to obtain
all money for projects by local fund raising efforts. Step two of the
model had revealed a number of clear priorities, notably those relating
to facilities or services for preschoolers, mothers at home during the
day, school children, teenagers, elderly people and depressed and
anxious people. From the needs thus identified gcals were specified and

handled by 17 specific projects (for example Birkdale Creche Project for

preschoolers) . Each project was evaluated by telephone interviews of a
sample of project users. Results showed that 87% had "favourable" or
"very favourable" attitudes towards the project as a whole. Local and

central government started to take an increasing interest in the
Birkdale Project and subsequently made substantial financial
contributions toward its operation. Raeburn and Seymour (1977) appear
to have adhered to a simple research model, used community resources and
when the evaluation proved the model to be successful, attracted the

interest and financial support of local and central government.

Both the "Gary" plan (Levine & Levine, 1977) and the "Birkdale" project
(Raeburn & Seymour, 1977) illustrate the way in which evaluations can

influence decision makers to support a project or influence distribution
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of finance because of the contribution to the information base about a
particular topic. Groups and individuals can affect the way in which

evaluation results will be used by policy makers and individuals (Rawls,

1971, p 4).

The effectiveness of an organisation is often a sociopolitical question
concerning individuals' needs and the amount of importance placed on
satisfying demand (Pfeffer & Salancik, 1978). Sometimes evaluators
can be of more service to administrators, patients or colleagues by
conducting two politically influential studies on different programmes
instead of only one "conclusive" study on one programme (Rutman, 1980).
It may be necessary for the evaluator (especially in health evaluations)
to use suggestive evidence as satisfying the immediate demand which may
have become an important aspect of the evaluation. Scientific interests
may argue that one study carried out thoroughly is more important than
quick satisfaction of the needs of administrators. However, practical
experience (Garnham, 1983; Snelgrove, 1983) can provide a common sense
and careful approach in which both social justice and scientific
interest are taken 1into account. Immediate feedback to the
administrators involved may pave the way for further and ongoing

evaluation research. This idea could be part of an overall strategy.

Consideration of the "personal" and "political" aspects of evaluation is

a recurring theme in the literature {Dawson & D'amico, 1985; Finney &
Moos, 1984; Patton, Grimes, Guthrie, French & Blyth, 1975). It has
been predicted that programme sponsors, managers and staff will regard

positive evaiuations favourably and react with hostility to negative
ones, as it will appear as if it was only their activities that were
judged by the evaluation report (Rossi, et al. 1979). Anticipation of
such reactions makes it possible to reduce or avoid the amount or
intensity of conflict. Patton (1979) has emphasised the importance of
taking account of the issues of conflict, power struggles and
interpersonal animosities. Studies and reports which do not produce the
results and answers which funding bodies have expected or anticipated,
are often not published, labelled "Confidential", or conveniently
forgotton about (J. Johnson, personal communication, September 1983).
Negative responses, such as a reaction to setting up of evaluation

procedures in organisations, have to be anticipated. Staff may feel
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threatened because of their lack of knowledge of evaluation procedures
and because of the fear of discovering that deficiencies in services
will be revealed. Provision of feedback and reassurance can do much to
reduce negative reactions, as was found by Snelgrove (1983) in her study
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