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ABSTRACT

The U.S. Health Planning and Resources Development Act of 1974 introduced

into the Trust Territory of the Pacific Islands (TfP1) and later the Federated States of

Micronesia (FSM) created a national planning office to devise and implement

broad-ranging health plans that could achieve a better match between local needs and

resources. The planning program established in 1976, set out to do rational planning.

This study is designed to review the relationship between the FSM's health planning

efforts and its health care problems and needs, in the light of its limited resources and

the challenges confronting its health planning efforts.

The research has as its focus the review of health planning in four (4) FSM

states in order to analyze and reach conclusions regarding:

1. The evolution of health planning during the last two decades as reflected

primarily in the national and four state plans of the FSM;

2. How the plan documents, and the planning process related to service delivery

in the FSM as a developing island nation of the Pacific; and particularly

3. Community participation in planning for the delivery of primary health,

particularly the dispensary and outer island health within the four states of the FSM.

In developing nations, an effective planning process requires decentralization

of decision-making procedures, use of networking, promotion of community

participation in plan implementation, all of which promote a "community of interest".
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The central hypothesis of the study is that responsiveness to community needs

and the adequacy and appropriateness of health programs in the villages and the

islands is related directly to the initialplanning processes employed. Health programs

planned through involvement of local people are more likely to be responsive and

appropriate to needs than those following the conventional approach of involving only

the professional planners and the health managers.

More specifically the following questions are the focus of

this research effort:

Question 1.0. Did the development and existence of health planning

(1970-1980) stimulate and contribute to health system

changes, (and possibly improved health outcomes for the

citizens) in the four FSM states?

Question 2.0. Did the healthplanning process and council activities

conducted in the FSM (1970-80) stimulate changes in the

health system, (and possibly contributed to improved health

services)?

Question 3,0. Did the state and national health planning efforts (1970-80)

create opportunities and targets for community involvement

and participation, (and possibly contribute to improved health

services delivery and health outcomes)?
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A three tier exploratory study has been designed to review the four FSM state

plans, all created in 1976, the planning process that took place between 1976 and

1982 as a result of the U.S. Public Law 93-641, and the extent to which the general

population is aware of the health services available for their use.

The review of health planning in the FSM during the 1970s and 1980s

produced several major findings of this effort which had a significant impact on the

delivery of health services in Micronesia.

1. Study of the evolution of health planning in the FSM has highlighted the

importance of the TIPI Plan in shaping the subsequent development of the process of

health planning in the FSM.

2. P.L. 93-641, reinforced by TIP! guidance, mandated that the district health

plans be drafted by state and headquarters health staff and particularly the health

planning personnel. During the 1970s, health planning was centralized and based on

minimal community participation.

3. Although the plans identified evaluation as a planning activity to check

accomplishment of plans, none of the state plans set up operational responsibility for

plan evaluation.

4. Substantial differences between the two smaller FSM states of Yap and Kosrae

were reflected in the commitment of planning to the achievement of primary health

care objectives.

5. The most positive aspect of the planning process conducted in the FSM during

the 1970s was the creation of a Micronesian Health Coordinating Council. The
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activities of the MHCC stressed the value of community involvement and participation

in the plan development.

6. In summary, all the plans were weak on: evaluation, health budget

relationship with other sectors, and involvement of Non-Governmental Organizations

in heath planning activities. Village organizations, community people input to the

plans, council responsibility for intersectoral implementation and population-based

budgeting and resource allocation were weak in all the plans.

7. Certain popular health attitudes and practices seemed to have improved since

the 1970s. Yet, at the time of the community survey, very few (28%) of the

respondents understood and used prevention and promotion services in the

communities and in the dispensaries. More than half of the respondents were

dissatisfied with hospital services because of lack of supplies, medications, and

inappropriate services.

8. There seemed to have been a significant variation among the four FSM states

regarding the level of knowledge, attitude and practice of health care in the dispensary

system. Yapese used the dispensary system more than any three of the other three

states. However, the population of all the outer islands of Yap, Chuuk, and Pohnpei

used primary health care service less than the central island population.

The history of Micronesian health development has revealed problems such as

fragmentation of service delivery, poor distribution of resources, and frequent

experiences in service delivery breakdown. this study had documented a number of
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factors which emerged during the seventies, all of which will require future policy

and action. These challenges can be summarized as:

o rapidly rising health care costs;

o rising expectations for better health services;

o an increase in acute and chronic illnesses;

o an apparent gap in response to develop the community and the local

people to participate in ways of improving health infrastructure and

programs for them.

Commitment to primary health care (pHC) and early intervention and

prevention programs have been only partially instituted in the FSM states, and

although demonstrably effective, has included a relatively small proportion of the

available resources that have not been well integrated with the health planning effort.

Specific recommendations have been developed to make the necessary

resources to expand the current PHC efforts. The reintroduction of a Planning

Council will also enhance the new undertaking and efforts to address these issues in

the FSM states.
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CHAPTERI. ThITRODUCTION

SETIING THE STAGE

The U.S. Health Planning and Resources Development Act of 1974 (P.L. 93

641) introduced in the Federated States of Micronesia (FSM) in 1976, created a

national framework for national and district health systems planning, to devise and

implement broad-ranging health plans that would achieve a better match between local

needs and resources. (Institute of Medicine, 1980). The planning program, in short,

set out to do rational planning using state involvement and participation, through a

national health council made up of both consumers and health providers. This study

will review the relationship between the FSM's health planning efforts and its health

care problems and needs, in the light of its limited resources and the challenges

confronting its health planning efforts. It will in particular focus on the process of

planning in relation to community participation.

This introductory chapter offers a statement of purpose, some historical

background on the FSM, the specific research focus, the guiding research questions

and the inter-relationship among concepts and variables. The conceptual framework

is also presented, including a discussion of the three basic constructs--networking,

participation and "community of interest"--which have guided the development of the

research.

1
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A. Purpose of the Study

This study is about how to utilize the health planning process to improve

health service delivery in the Federated States of Micronesia. Our major interest

relates to finding out how health planning can play a role in the development of the

primary health care strategy for this developing country. The study will analyze the

role of health planning for eventual implementation in national and state planning

efforts. It has as its primary focus the view of health planning in four (4) FSM states

in order to review and understand:

1. . The evolution of planning (1970-1980) as reflected in the national and four

state plans of the FSM;

2. How the planning process has related to services delivery in the FSM as a

developing island nation of the Pacific; and

3. The role of community participation in planned changes in delivery of health

care through primary health care, or Health for All by Year 2000, particularly the

dispensary and outer island health care system of the FSM.

B. Historical Background of the FSM

In less than a century, the three island groups comprising the former Trust

Territory of the Pacific Islands have passed through three different national

administrations and are currently moving out of the fourth one: Spanish, German,

Japanese, and United States. Each of these colonial powers has held different

interests in and different goals for the islands. None, until the United States, held the
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improvement and expansion of health services as apriority. As a consequence, very

limited health care services were available to the islands in the past. (TIPI, 1980:1).

Under the United States administration, efforts were made to place health care

facilities on many of the tiny islands. Construction projects have ranged from

dispensaries in outlying regions to modem, fully equipped hospitals; local health

professionals ranging from health assistants to physicians have been trained together

with numerous para-professionals; and many health service programs have been

initiated. These activities were conducted and developed by the governments, mostly

by the U.S. federal government and the Trust Territory. In spite of these efforts,

relatively few local people were involved in this expanded construction and sudden

build up and expansion of health services.

In 1965, the first step towards self-government in the Trust Territory occurred

with the formation of the Congress of Micronesia, with elected Senators and

Representatives from all island groups in the TIP!. Shortly thereafter, a Future

Political Status Commission was established by the Congress of Micronesia to study

the possible alternatives. Negotiations began with the United States on the basis of a

loosely defined concept of "Free Association," a status which has assumed a variety

of forms in differing circumstances.

This history of the Federated States of Micronesia, as a political entity distinct

from the TIPI, commenced on July 12, 1978. Following national elections, the

present National and State Governments of the Federated States of Micronesia were

installed and the Constitution took effect on May 10, 1979. The National and State
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Governments assumed responsibility for virtually all internal and external affairs

functions formerly performed by the Administering Authority or the United States.

Since the Federated States of Micronesia government remains linked to the

United States through agreements in the Compact of Free Association, the new

government structure continues to expand its economic resources to meet the needs of

the populace and to be as self sufficient as possible. In doing this, the FSM

government continues to struggle to resolve issues of an imposed Western health care

system which the indigenous economy can neither maintain nor support.

As the new nation moves away from subsistence towards a cash economy and

as families migrate to urban centers, economic factors will continue to test traditional

social. systems. The erosion of the extended family structure is increasing the demand

for national, state and community services. In particular, the need for education,

social, and health services is escalating, creating more pressure on an already strained

system due to limited local resources. Increasingly serious environmental problems

such as waste disposal, pollution of lagoons and shorelines, contaminated waste water

systems, and ineffective sewer system, coupled with over-crowding in the more

populated centers, contribute to the difficult task that the decision makers of this

nation face. In addition, developing adequate health services in the face of rising

expectations by the citizens and declining resources in the governments has created a

challenging environment involving costly and life threatening decisions.
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STATEMENT OF RESEARCH FOCUS

A. Guiding Research Questions

The central hypothesis of the current inquiry is that success in meeting

community needs and creating adequate health programs in the villages and the

islands is directly related to the processes followed in the initial planning of the

programs. The health programs that are planned through the involvement of as many

people as possible in the planning process are expected to be more successful than

those that follow the conventional process of involving only the professional planners

and the health managers.

The corollary hypotheses is that implementation success is a function of:

1) pragmatism or incrementalism,

2) decentralization in the planning process,

3) networking, and

4) participation.

More specifically the following questions and null hypotheses are the focus of

this research effort:

Ouestion 1.0 Did the development and existence of the comprehensive health

planning documents (1970-1980) stimulate and contribute to

health system changes, (and possibly improved health outcomes

for the citizens) in the four FSM states?

5



Null H)!JJothesis 1,Q. There was no significant relationship between the comprehensive

health planning documents (plans) and the various programs and

projects implemented in thefour FSMstates.

Question 2.0 Have the health planning process and council activities

conducted in the FSM (1970-1980) stimulated changes in the

health system, (and possibly contributed to improved health

services)?

Null H)!,pothesis 2.Q. There was no significant relationship between the comprehensive

health planning process (councils) as described by the 'key

informants', and the health programs andprojects implemented

in thefour FSMstates.

Question 3.0 Have the state and national health planning efforts created

opportunities and targets for community involvement and

participation, (and possibly contributed to improved health

services delivery and health outcomes)?

Null Hypothesis 3.0 There was no significant relationship between the community's

participation efforts and involvement in health planning and

health program implementation within the overall health services

delivery systems.

6



B. Inter-Relationship Among Concepts and Variables

The hypotheses stated above, although not for laboratory testing, have been

reviewed and statistically analyzed and the results reported in Chapters V and VI on

Findings. The findings are then used in the discussion of implications in Chapter VII

which explores the extent to which the planning process in the FSM has proven

effective. The study also reviews improvements in health services generated by the

planning process. How the government has used the planning process to strengthen

and improve primary health care, by following the goals and objectives set up in the

health plans, is of great interest. These efforts are considered necessary as the

government continues to improve local health conditions as a part of its commitment

to Health for All by the Year 2000.

. Health planning combines voluntary planning and consensus building among

citizens, professionals and health providers and other interest groups. This study

explores questions such as: To what degree has planning and policy analysis created

opportunities for effective plan implementation in the FSM? To what extent has the

planning process been conducted in terms of improved health actions? What planning

mechanisms (or model), if any, have been developed and followed to stimulate and

monitor health activities in the states and the FSM federal health system? These are

the questions of relevance in the current study.
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C. Conceptual Framework

1. Using two models--the comprehensive rational model and the pragmatic or

incrementalist model-this study explores the planning process inherent in the Health

Planning Act (93-641) and its use in a less developed country such as the FSM.

Rational planning methods require reliable data, skilled manpower and fiscal

capability, and the limited resources of a developing nation pose serious constraints to

comprehensive rational planning.

2. As a result, the study postulates that the health planning process in a

developing nation is normally approached pragmatically. In such cases, solution of

problems tends to be fragmented, remedial, and sequential, and planning is naturally

subject to incremental changes in direction and objectives.

3. In developing nations, an effective planning process may require

decentralization of decision-making procedures, the use of networking, and the

promotion of community participation in plan implementation, all of which could

promote a "community of interest". These concepts of planning are explored in this

study.

4. The planning process that does not decentralize decision-making procedures, or

use networking, does not facilitate participation in plan implementation and will not

enhance a "community of interest" effort.

This networking/participationl"community of interest" framework then forms

the theoretical context of the study.
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D. The Basic Constructs, Concepts and Variables

Networking- is considered an independent variable in this study. Participation

is a dependent variable and the concept of "community of interest" is a third

dimension of a planning process which involves balancing needs against limited

resources within a local community planning process.

Networking, according to Duhl (1986) is defined as the exchange or

information, ideas, or services among individuals, groups, or institutions. It

facilitates the communication of information and experiences among different people

and groups. It links management and planning in different systems through bottom up

participation. Under this concept, adequate two-way support and referral processes

are developed that link various institutions starting from individuals and the simplest

of health institutions in the community. Under networking, the planning-action model

is not top-down, but involves decentralized power as well, and it encourages

individuals, groups and states to actively plan for their own health affairs.

Networking refers to the linking of relevant individuals and groups through

formal or informal channels of communication so as to bring about plan formulation

and implementation. Networks, therefore, are communication channels that mayor

may not be a part of the formal organization. Networking is an innovation of

communication among people who are involved. An information network, for

* For the definition/explanation of this and other terms used in this study, see
Appendix I, Glossary.
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example, arranges communication channels which permit all those who are involved

in programs to work together at the same level. Networking is using channels to

reach individuals whom one might have difficulty reaching through the hierarchy.

Networking recognizes the importance of compromises, selection and flexibility

among individuals and groups. Since networking is informal, it motivates individuals

to work together on the intrinsic benefits that the members receive from working

together. (Benveniste, 1989).

Participation is an important aspect of any planning activity. It is, for

example, just as important within the corporation as it is in regional planning.

Participation is defined as taking part or having a share in decision making.

Participation is an important aspect of the planning-action model. Since the people to

be serviced are affected by the plans, they must, likewise, have a part in the planning

process. The system of government can devise appropriate ways of promoting such

participation, supporting it, and providing information to strengthen the planning

mechanism. (Benveniste, 1989). Participation does not always take place. This

study explores the presence of participation as a dependent variable, conditioned in

large part by networking.

The governments, institutions and health planning process can enlighten the

people in health matters and ensure that people participate individually and

collectively, as a part of the planning process. In this process, participation involves

political, social and community leaders and others in appropriate local, state and
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national government. (WHO, 1979). Participation also allows those who are affected

by certain actions to have a voice in the decision making process.

"Community of interest" has been specifically emphasized as a concept derived

from networking and participation among community residents in the process of

designing and implementing plans and health activities that affect them. Planning

carried out from top-down alone may not facilitate implementation at the community

level. The community needs to be educated and be provided with the necessary

experience to participate in the planning process, implementing and evaluation of

programs and projects that affect them and their daily lives. This could only be

possible through networking and participation.

SUMMARY

This study is designed to find out the extent to which the planning process as

mandated by P.L. 93-641 has been proven useful and effective in the FSM. The

study's purpose--to review the plans, the planning process, and the outcomes of

planning--has been identified. Analyses of plans and the extent to which the

governments utilized such plans for health development will be documented.

Although the questions and the null hypotheses set up for this research are not to be

tested in a laboratory setting in this study, relationships among networking,

participation, and continuity of interest have been reviewed.

The study will also review the extent to which the process assisted in

strengthening and improving primary health care programs (HFA) by the year 2000.
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In this regard, three basic questions are to be addressed during the study: To what

degree has planning and policy analysis created opportunities for effective program

implementation in the FSM? To what extent has the planning process been to

improve health programs? What planning mechanism or model has been developed

and followed to stimulate and monitor activities in the states and the FSM federal

health system?
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CHAPTER II. BACKGROUND: A mSTORY OF HEALTH PROBLEMS

AND PLANNING IN THE FSM

This chapter explores the role of health planning in response to health needs in

the FSM. First, it deals with health conditions in the FSM prior to the planning

developments. Another section of the chapter deals with current health profiles of the

four FSM states, including a situational analysis of the health status of the people in

the FSM. The chapter ends with a background discussion on the development of

health planning (p.L. 93-641), and the FSM experience with the new health planning

mandate.

A. Health Problems of the FSM

1. Health Conditions Surveyed Prior to Health Planning

Government involvement in health care during the past fifty years in the FSM

has seen expenditures for health care increase in response to identified problems. The

post-World War II era showed the effort of the government to broaden coverage and

improve the health care system. A comprehensive health survey was initiated in 1948

following the trusteeship agreement in order to survey the population for prevalence

of health problems and provide data on which to base health policy. The survey was

carried out under the auspices of the U.S. Navy from 1948-1950; it was commonly

known as The USS Whidbey Survey. (Hetzel, 1950).
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The survey was to establish a profile on disease prevalence, morbidity, and

sanitation to help develop health services policy for the Trust Territory citizens.

Determination of vital statistics, height and weight, blood pressure, and basic

sanitation practices were made along with prevalence of endemic diseases such as

yaws, intestinal parasites, venereal diseases, tuberculosis, skin diseases, upper

respiratory infections, eye disease, and other diseases were made. This was the most

comprehensive survey of its kind to date. Most of the findings about the problems

identified are still valid in the tiny islands.

A subsequent survey mission to Micronesia in 1962 headed by Anthony

Solomon during the administration of President John F. Kennedy cited deteriorating

physical facilities and inadequate health services. The Solomon Report was the basis

of Kennedy's mandate to bring health services in the Territory up to, at least, the

minimum acceptable standards of a United States small community. (Solomon,

1962). This was a generous and ambitious goal, if one takes into account the

difficulties inherent in the Territory, the scattered nature of its population and the

problems of communication and isolation.

During the 1967 United Nations Mission to the Territory the members were

informed that the physical conditions of the dispensaries in the Territory were

generally mediocre and sometimes completely inadequate. The dispensaries were

generally in sub-standard condition - unsuitable buildings, inadequately equipped and

lacked the necessary medical and surgical materials. (UN Reports, 1967 and 1970).
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At the conclusion of the 1970 United Nations Mission Report, the Trusteeship

Council took note of the steps that had been taken to expand the health services,

especially with the Peace Corps' initial efforts to work in the area of health and the

post-war construction of new dispensaries. (Trusteeship Council Report, 1970). The

Peace Corps' Health Generalists Program provided valuable assistance in filling gaps

in the shortage of professional personnel in the health services of the Trust Territory.

The public health program of the Peace Corps began with the arrival of the first

group of volunteers at the end of October 1966. Peace Corps volunteers were sent to

various places throughout the Territory and to remote villages and islands at some

distance from district centers. They took a census of the population, worked on

facilitating the preparation of demographic statistics, improving detection of leprosy,

filariasis, tuberculosis and venereal diseases, promoting environment sanitation by

work on water supplies, waste disposal and control of rats, and conducting community

efforts in health education and organization. (UN Reports, 1967 and 1970).

The Hill-Burton Hospital Survey and Construction Act (p.L. 89-74) program,

1947-1974, helped the Territory build the first post-war hospitals and dispensaries

during Construction Phase I in 1972. (Institute of Medicine, 1980). At the same

time, U.S. style health planning was being introduced in the Trust Territory. P.L.

89-74 provided for federally supported planning at state and local levels directed

"comprehensively" at all health services and resources. The CHP program provided
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formula grants to the Territory under Section 301 "a" state agencies for planning, and

required establishment of a state health planning council, including consumers as

members of the health council.

Under this health planning mandate, many of the tiny, remote islands were

ignored in the studies and the frequent visits made by the foreigners from the

colonizing nation. Kosrae, for example, remained a part of Ponape until January

1977. In all the studies cited above, Kosrae was never involved as an independent

entity. Many of the activities and resources scheduled for Kosrae were screened and

allocated through the district center in Ponape. Yap, Palau and the Marianas received

more attention during the prior colonial periods of the Spanish, Germans, and the

Japanese.

2. A Health Profile During the Planning Era (1970-1980)

Health care delivery during this decade was inadequate for the community and

outer islands throughout the FSM states, particularly among children, mothers and the

older population. At the Micronesian level of economic development, locally

generated resources of the government and the communities have not been adequate to

meet increases in health services needs or, for that matter, the health care

requirements, fostered by an alien system of health care and the long period of

indifference under prior foreign domination.

In addition, changes in age, sex, and specific population at risk were

considerable. There were considerable negative effects of the changes in life styles,

as more people were influenced by outside (Western) styles of living. There was
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widespread over-utilization of inappropriate services such as the regular use of

hospital emergency and outpatient departments with concomitant under-utilization of

local dispensaries and health centers. There were many instances of unmet health

needs of persons to whom services were not readily available; many services were

regularly available only in the state centers; there were many cases of people having

difficulties accessing local services; there were local residents unaware of the

importance of certain health measures (primary health-hygiene, home sanitation, early

treatment of common diseases and illness).

During the years 1970 to 1978 the birth rate in the FSM was considerably

higher than most developed nations. The FSM's death rates for infants and children

was as high as most other Pacific nations. Diarrhoeal diseases continued to be major

killers of children and infants in the 1970s. Respiratory diseases accounted for 13

percent of all deaths in the FSM. Accidents and suicides were significant causes of

deaths. (ITPI, 1980).

At the 1981 U.N. Trusteeship Council annual meeting, Asterio Takesy of the

FSM pointed out that "the problem of basic health care in Micronesia is not simply a

hard battle that is in the process of being won; it is, on the contrary, a hard battle that'

is steadily being lost, ..It profits Micronesia very little to build a new hospital if there

are no qualified medical personnel to staff it or if as has happened, one sends a sick

child to a shiny new hospital only to find that the hospital has no antibiotics and not

even an aspirin. One extreme fear related to this subject is perhaps best portrayed by

relating the unofficial results of recent health surveys...that have shown an alarming
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incidence of active tuberculosis in children entering grade school in Pohnpei and an

equally alarming number of cases of leprosy in the states of Chuuk and Pohnpei. .. "

(pCRC, 1983).

In most cases, the health problems affecting Micronesians were preventable

through public health and nutrition education, family planning, immunization and

communicable disease programs, improvement of the environment and other general

public health efforts. Public health programs were inadequate to deal with the

problems. Outer island populations were particularly under-served, both on their

home island and in the state centers. Many preventable health problems became acute

because of fiscal limitations or reduced delivery of basic health services.

The new nation indeed inherited an alien health care system. And with foreign

aid commitments and local resources declining while the population was steadily

increasing, the health status of the general population continued to suffer. In

particular, the need for health, education and social services escalated, creating more

pressure on an already strained system.

3. Contemporary Health Status in the FSM

In the 1990s, the health status of the FSM population has not been significantly

changed for the better. The standard of children's health as measured by mortality

and illness patterns (morbidity) reflects conditions consistent with a developing nation.

In 1990, the five leading causes of infant morbidity were respiratory diseases (32% of

all hospital admissions), intestinal infectious diseases (26%), accidents and violence

(6%), perinatal and congenital anomalies (5%) and skin disorders (5%). A
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breakdown of infant morbidity rates reveal consistently higher rates of disease among

males. For example, 60 percent of all infants with respiratory diseases reported in

1990 were males. Respiratory diseases were the leading cause (28%) of all

admissions to hospitals of children aged 1-4 years, and intestinal diseases account for

26 percent. Again within this age group, males consistently had higher rates of

reported illnesses.

Children, however, are most dramatically affected by preventable diseases

such as diarrhoea, malnutrition, otitis media, Vitamin A deficiency, intestinal

parasites and immunizable diseases such as measles. The infant mortality rate, the

number of children under 12 months of age who die per 1000 live births, an indicator

used to reveal the overall health of a nation, is unnecessarily high. Various estimates

range from 31 to 45/1000 live births. It is believed that some babies deaths go

unreported. Over one-third of all infant deaths between 1986 and 1989 were due to

perinatal complications. Among the problems are a high incidence of low birth

weights (8% with 18% unreported), an increasing number of teenage pregnancies

(especially in Pohnpei) and a high rate of infections. Many of these complications

arise at the time of delivery. Reported deaths from pneumonia have doubled in the

period 1986-1989. Women experienced high rates of morbidity and mortality as a

result of teenage pregnancies, high parity, poor birth-spacing, child-bearing

complications, malnutrition, poor or non-existent prenatal care and late entry of

expectant mothers into the health care system. These problems are exacerbated by

rapid population growth, overcrowding, and social and family problems. Of the
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women attending prenatal clinics only 11 percent of all women made their first visit

during the first three months of their pregnancy and nearly 60 percent do not attend

until the last three months.

The strain on medical services is compounded by scarce resources and lack of

manpower, inadequate services, and lack of qualified professionals. The nation

spends $116 per person on health care, however, this figure varies significantly by

state: $96 in Chuuk, $108 in Pohnpei, $143 in Yap, and $162 in Kosrae which has

few problems in access. This distribution of funds is based on population size of each

state under a formula.

Primary health care (PHC), and early intervention and prevention programs

have been initiated in the FSM states and, although already demonstrably effective,

have received a relatively small proportion of the available resources. Strides have

been made in the number of children immunized. State laws now required evidence

of complete immunization prior to school entry. By 1990, 81 percent of all two-year

old in the four states will have had a complete set of immunizations (polio, DPT,

HBV, MMR); however, there is considerable variation in coverage within the states:

Ninety-five percent of all two-year-olds in Kosrae had complete coverage, but only 60

percent in Pohnpei, while there was 91 percent in Yap, and in Chuuk 79 percent, a

much larger percentage of two year old children who were fully immunized.

Progress is being made in leprosy control, although it continues to pose a significant

health threat. Tuberculosis is also widespread throughout the nation but as yet no

preventive immunization program exists. (FSM Report, 1991).
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B. Health Planning: An Attempt to Develop

Sound Policy and Action

Obviously, in the light of the health status of the population, the FSM

government needed to embark on a policy to develop new and innovative activities to

stimulate community efforts directed at improving the health status of the general

population. Health Planning efforts, involving the application of the Planning-Action

Model could be applied to primary health care as one element of such a policy.

(WHO, 1979).

Health planning was first officially introduced to the Trust Territory

administration in 1976. Such a concept was a formulation mandated in the islands

and supported through an Act of the United States Congress (U. S. Public Law

93-941, as amended). (TIPI, 1980). Health planning had been an on-going activity

in the Trust Territory of the Pacific Islands prior to P.L. 93-641 and resulted in a

compendium of health related issues entitled State Plan for Health Services. This

document has a historical value and serves as a baseline to monitor future planning

endeavors. It also was utilized to expand the TIPI response capability to health needs

by assisting in the identification and utilization of federally assisted programs. It has

significance in that it represents an early attempt to systematize the health delivery

system under a planning strategy. (TIPI, 1980).

The activities conducted under the planning program have revolved around one

single policy, the improvement in health status of the residents in the islands. The

overriding principle of the health plan was to systematically organize available health
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and other resources into a comprehensive system. This system was to strive to

improve the health of the general population and to continually maintain the health of

the people. In order to accomplish the purpose of the Act, the plan was organized

around four principle themes:

1. The need to increase resources to protect health and to assure the provision of

adequate health services;

2. The need to shift emphasis of services away from curative health services

toward an emphasis on promotion of healthy living practices and the prevention of

avoidable conditions of ill health;

3. The need for equality of access to health services;

4. The need to provide primary health care, basic services and health supportive

services in the outer islands.

Underlying these four themes is the concept (which any planning process

should promote) that the health of a community is the responsibility of the people who

live in that community, not just the few health care workers of that community. It is

the responsibility of the entire community to protect the health of its members and to

prevent people from becoming sick. This positive pro-active aspect of th.e planning

process relates directly to the various principles and guidelines specifically adapted in

most primary health care efforts.

The health planning process involved many individuals and groups in the

TIP!, but the most active ones were the staff and the members of the Micronesian

Health Coordinating Council (MHCC). The composition of the Council followed the
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mandate of P.L. 93-641 with respect to the equal involvement of providers and

consumers in health planning, equal distribution of males and females in health care,

and representation of diverse interests and professional groups, as well as public

officials. Coordination and representation was also considered important specifically

in involving the outer islands and the grass-roots level.

At the onset of the TIPI health planning, a comprehensive health plan was

developed for the territory and for each of the seven districts during 1977-1979. The

TIPI comprehensive plan was completed in 1980. (TIPI, 1980). Specific milestones

of the health planning activities since the first year of conditional designation included

the following:

1. development of district health plans,

2. development of district health education plans,

3. development of district manpower plans,

4. development of district annual implementation plans, and

5. development of the territorial certificate of need program. (TIPI, 1980).

Improvement of the health of the population and reduction of the health status

gap between outer islands and the state centers in the light of shrinking budgets is not

yet a successfully developed strategy. It may take a number of years of

implementation of health plans, and greater emphasis on primary health care, before

the government can attain improved health status while deploying a reduced budget.
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C. Relationship of Health Problems to Health Planning

Under P.L. 93-641

The FSM government's meager resources are used to address problems of

great rnagnitude--the prevention of common diseases which contribute to a high infant

mortality rate, the extension of medical care to a large portion of the population

lacking services, especially in the outer islands, and response to urban and rural

sanitation, to name just a few. This issue of scarce resource allocation has been a

major concern from the inception of the health planning efforts in the Trust Territory,

and has extended through the history of the FSM. This problem was addressed under

the new Compact government, May 10, 1979. (FSM, 1985-1989). In 1976, however,

under the new law of health planning, comprehensive health plans were developed for

each of the Trust Territory districts, including the four FSM states of Kosrae,

Pohnpei, Chuuk and Yap. Under the new set up, these issues were again expressed

as major planning issues that needed attention.

The new law, and specifically the SHPDAlTTPI agency and its planning

process, thrust many of the health administrators and workers in Micronesia into a

new role, filled with political and economic confrontations alien to their past

experiences. It introduced a new way of conducting business for which many health

workers were ill-prepared, since responsibilities under the planning act required more

than conventional competencies. Moreover, the later developed FSM national health

care "system" was characterized by discontinuity and separation into state sub-systems

because of geographical isolation and harsh logistical realities.
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When the SHPDA agency and its planning activities were extended to the

Pacific Insular areas of Guam, the Marianas and the Trust Territory, the planning

process received immediate endorsement. The process provided an opportunity to

implement, through the planning process, health activities that would achieve a better

match between substantial local needs and meager local resources for health care.

Balancing enormous needs with limited resources for maintenance of support services

for the hard-to-reach populations has continued through to today to be the major issue

of health planning.

The explicit emphasis of comprehensive health planning somewhat changed the

health care system in the islands. Comprehensiveness, continuity, accessibility,

extended coverage and control and certification of quality of care were all made

visible by the health planning process. The new planning process was known as

something different to follow. Traditionally, new program introduction and

assignment to government health agencies usually meant the direct operation of

services. The health planning program, however, called for governmental agencies to

fulfill their missions through a new health planning agency, or through new

mechanisms which became essential components. Relationships usually were not

specified prior to the introduction of the new planning act.

Generally speaking, legislative goals were established in the FSM to be

implemented administratively by the state agency, acting with specific federal

monetary resources. When the goals and activities involved a multiplicity of

participants, they were much harder to achieve especially under conditions of
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pluralistic decentralization. If and when planning failed to live up to its expectation

during the TIPI experience it was because of the technical, administrative, and

political aspects of comprehensive planning all of which require strenuous efforts to

utilize planning through a process of public participation. Such participation is a

central issue of effective planning.

SUMMARY

Using the planning process to improve needed health services for residents in

the many tiny islands of Micronesia has been an important objective for the FSM

government. Planning for health problem solving has become more difficult with the

reduction in funding from U.S. Federal resources and in the light of rising health care

costs, starting with the Compact government in 1979. Moreover, although provision

of medical services has continued as a high priority, the environment and personal

habits as even greater determinants of poor health status than lack of medical care

have surfaced as the foci of health planning in relating scarce resources to burgeoning

health needs.
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CHAPTER III. THE STATE OF PLANNING THEORY AND ITS LITERATURE

This chapter provides a discussion of the relevant literature including four

critical elements: 1) broad planning issues as they relate to the current study; 2)

planning in less developing countries; 3) the use of a planning model, especially the

WHO Planning Action Model, and its application in specific approaches to evaluation

of health services in the FSM; and 4) previous health planning related research

conducted in the FSM.

A. Discussion of Broad Planning Issues

1. The Cost Effectiveness of Planning as a Mechanism for Change

The planning of personal health services in a public context is of special

importance to this study because of the disproportionate inflation in the cost of

medical care and the deep involvement of government in the delivery system.

However, even strong opponents of intervention would agree that there are areas in

which government must lay down certain standards to protect the public, and that

process could only be conducted through an adequate planning and managerial

process.

If planning is to contribute to learning and adaptation, it cannot,

organizationally speaking, be isolated from those who are learning and who are

27



stimulating new ideas, new approaches, and new demands for goods and services.

Learning implies risk taking and risks are not always encouraged in organizations.

(Benveniste, 1989:15-24).

Effective planning takes time, energy and organizational commitment.

Effective planning flourishes within informal management structures in what Barnard

(1938) called "informal executive organizations". To quote a passage from his classic

book on The Functions of the Executive: "The functions of the informal executive

organizations are the communications of the intangible facts, opinion suggestions, and

suspicions that can not pass through formal channels without raising issues calling for

decisions, without dissipating dignity and objective authority, and without overloading

executive position; also to minimize excessive cliques of political types arising from

too great divergence of interests and voices; to promote self-discipline of the group;

and to make possible the development of personal influences in the organization. "

(Barnard, 1938:225).

Barnard did not write about planning. He wrote about management and

change. Leonard J. Duhl (1986) also writes about the importance of social and

personal change and in finding solutions to health problems. He speaks, therefore, to

issues of personal development, health planning, and ways to conceptualize health

issues. He writes from each person's or organization's perspective, claiming they

each are "right". Each domain is a private world of values, beliefs, and actions

which are continuously self-reinforcing.
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The type of planning that is the main interest of this study is non-bureaucratic

and assigns a clear-cut responsibility to planners for thinking about and organizing for

future change. (Duhl, 1986). The planner-manager combination supervises activities

while also taking into account the political feasibility of the choices of projects and

objectives to be made. Under this model, the planner-manager also controls and

allocates resources to support the planning process.

2. Is planning the same everywhere?

Duhl (1986) and Benveniste (1989) treat planning and policy analysis as if they

were a single, common activity. This concept lumps together strategic planning in

private firms, public-sector planning, and policy analysis as if they were the same.

(Duhl, 1986). There are peculiarities in different situations, to what is being

achieved, and to the culture, style, and beliefs prevailing in different organizations.

There are also diverse cultures, styles, and beliefs associated with the professions

participating in the tasks or with the citizens with whom planning interacts and builds

coalitions of supporters.

Yet organizing a coalition of supporters within a large research university is

not that different from organizing a similar coalition in an urban environment in that

they both deal with human beings. The management of planning and the concept of

planning as management have common universal elements that cut across totally

different technical, legal, historical, cultural, and organizational realities. In

emphasizing the managerial dimensions of planning, one begins to emphasize what is

common to all planning and policy analysis. Planning processes are similar because
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of the ways knowledge is created and translated into action. But organizational

differences mask these similarities in many instances. Organizational cultures vary.

Our definition of health planning has brought us a step closer to understanding

why planning is inevitably intertwined with management. Organizational learning

does not take place only at the center or at the top of the organization. Learning

takes place both at the top and at the bottom, at the center and at the periphery, so

states Benveniste (1989).

What does this suggest for this study? The distinction between planners and

policy analysts will tend to disappear, and the differences between public- and

private-sector planning will no longer have the significance they currently hold. As

the management function of planning is applied to organizational difficulties, the

training of planners and policy analysts will be altered to increasingly emphasize the

importance of the managerial dimensions. Eventually, the training of planners and

policy analysts for public and private service will take place in integrated programs

that will weave together the existing standards of the profession.

3. Whose interests are pursued in public planning?

Marris (1987) has shown in his studies of community planning that the

planning process is often tortuous and that politics dominate the ultimate allocation of

goods and services. But this, he argues, does not mean that planning is irrelevant. In

his view, planners have a special mission: to protect the underprivileged. He makes

a point that effective planning must begin with an understanding of the existing power
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distribution. Planners must take power into account, they do not redistribute it. One

can reasonably expect, therefore, that planners will be held more accountable in the

future and will continue to espouse political causes.

4. Problem Statements, Forecasts, Monitoring and Evaluation

William Dunn (1981) discusses the role of public policy analysis in planning

and offers technical skills and clear concepts for analyzing public policy problems, in

diverse disciplines and professions; specifically in applications of policy analysis to

problems found in several issue areas such as health, energy, foreign affairs,

education, transportation, urban affairs, labor and employment. Dunn defines policy

analysis as an applied social science discipline which uses multiple methods of inquiry

and arguments to produce and transform policy-relevant information that may be

utilized in political settings to resolve policy problems, such as in health care and

planning. Policy analysis is important in the planning process in structuring policy

problems, forecasting policy alternatives, recommending policy actions, monitoring

policy outcomes and in evaluating policy performance. (Dunn, 1981).

In structuring policy problems Dunn indicates that the structuring process is

probably "the most crucial and least understood" step in management-planning and he

stresses the necessity in asking and solving the "right question" before engaging in

actions. What is implied here is that planning need should be properly carried out

before any specific design actions are undertaken.

As important as structuring policy problems is, there is a great need for

forecasting policy alternatives which distinguish among projections, predictions, and
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conjectures through planning. Forecasting is a method for producing conceptually

clear and reasonable predictions about true states of society on the basis of

information about the nature of policy problems. (Dunn, 1981).

No matter how desirable or feasible a recommended alternative may seem

before the action is taken, the consequences of policy actions are never fully known in

advance. In planning, therefore, there is need for monitoring of outcomes of the

planning process and policy analysis. The planning process monitoring yields

knowledge or contrasts among approaches to social system accounting, social

experimentation, social auditing and social research cumulation.

Evaluation, by contrast, is a policy-analytic procedure used to produce

information about the performance of policies and planning in satisfying needs,

values, or opportunities that constitute a "problem". (Dunn, 1981).

Evaluation is an important component in this study. Howard Richard (1985)

has compiled several discussions on the evaluation of programs in less developed

countries, which draws on the ideas of the social sciences with evaluation and its

relatives--naturalistic, responsive, ethnographic, transactional and democratic

approaches. He formulates in his study a set of definitions intended to reflect a great

deal of contemporary thinking on evaluation in the social sciences in general. He

names the set of definitions in his framework "the systems approach." His approach

will also be valuable in the review of evaluation of contributions that planning has

provided through meanings as causes, resolutions and conflict resolution in the

planning process.
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In planning-management activities, evaluation monitoring answers the question:

"What difference does it make?" This study places a high value on linking

monitoring and evaluation together and addresses the important question of the

policy-analytic method of evaluation of the health planning process in the FSM. This

study will deal with approaches to evaluation of health actions, techniques for

evaluating, and utilizing information for decision-making and methods in evaluating

problems in structuring, forecasting, recommendation, monitoring, and evaluation.

(Dunn, 1981).

5. Implementation--Public or Private

Implementation issues are basic concerns in the planning process model.

Rushefsky (1984) writes about the role of government in providing health care

services to the population. His general thesis is applicable to the trend toward a

decreasing government role in the planning process or the economy if program

implementation is to be successful. His argument is that in letting the market regulate

activity, the chances of successful implementation will be realized. As Rushefsky

says, little thought has been given to implement a policy that ostensibly involves

pulling the plug on government involvement.

In arguing this, Rushefsky also provides something of a review of the

implementation literature. This study will touch on implementation issues of health

programs within the context of the governmental sector. How much government

involvement is necessary is a question that could be addressed when this study is

complete.
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6. The Reasons for Planning Failures

A good deal of the literature on the implementation of policies and plans has

focused on failures. These are the conventional horror stories of unintended

outcomes. They often depict the endless administrative ramifications that inevitably

arise when numerous agencies at the federal, state, and local levels are involved.

(Derthick, 1972; Pressman and Wildavsky, 1979).

Failures and distractions are inevitable when top-down planning and the

absence of networking encounter the realities of the field (Williams, 1980; Berman,

1978, 1980). This is particularly so if the planners have not made any attempt to

match the potential capabilities of the implementors, and, more generally, and have

failed to deal with field reality (Elmore, 1979-80; Wittrock and de Leon, 1986). We

can link these failures directly to the planners' lack of awareness of the importance of

networking, and we can therefore understand better why they are unable to design

implementable policies.

7. The Ethics of Planning

This broad review of the literature on health planning issues will not do justice

if it ends without a brief discussion of ethics, social and cultural aspect of conducting

activities that effect people's lives.

Numerous elements of this study are impacted by ethical considerations and

this discussion may help highlight these concerns. Amy (1987) has raised the

question "why have the professional planners and policy analysts been reluctant to

incorporate ethical concerns into the process and the methodologies?" The first
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obstacle Amy explains is the client-analyst or planning relationship. Clients usually

have a desired goal or outcome. If the analyst or the planner is to have a good

working relationship with the client it is best to steer clear of ethical issues which

could raise burdensome moral questions. The second obstacle is group dynamics

which take place in policy making process. (Amy, 1987). Group pressures tend to

discourage individuals from discussing ethical positions differently from those of the

group. Third, the technical image which serves to promote and legitimize the role of

analyst or planner needs to remain value-free to maintain legitimacy. A manager also

seeks to maintain a technocratic image to insulate him from political risks and

criticisms.

Amy recommends the use of ethical analysis to be increased in program

planning and implementation. The more promising way to accomplish this, according

to Amy, is by demanding that an emphasis on ethical policy analysis be incorporated.

This would require clients and managers to "demand more serious analysis of the

ethical dimensions of plans and implementation issues". Amy offers three

approaches: 1) first, appeal to the moral sense of policy makers or planners that

ethical, cultural and social analysis should be at the center of deliberations; 2) second,

show administrators and managers that ethical analysis is in their interest; 3) third,

use political pressure, particularly from the public, to persuade policy makers to

consider ethical issues. (Amy, 1987). The issue of ethics is important for any long

35



range on-going programs to be successfully implemented and have long lasting effect

on the management of the programs and the people who are supposed to benefit from

the programs.

B. Relationship of the Study to General Planning

in Less-Developed Countries

The pragmatic approach of planning has been commonly applied in most less

developed nations. Pragmatic planning, however, resting heavily uponjudgements

not reinforced by data and systematic analysis is relatively vulnerable to political

pressures that are not oriented to the long term welfare of the whole country.

Myrdal (1968) has noted, in his three volume study on social planning and

their implications for Pakistan, India, Ceylon, Burma, Malaysia, Thailand, Indonesia,

the Philippines and to a lesser degree, South Vietnam and Cambodia, that economics

development can not be understood unless it is structured in its broad political and

social matrix. Myrdal noted that the planning models cast in terms of physical

investment alone has been widened by some planners to encompass "investments in

human resources". Investment in education and health, for example, are considered

very important for the over-all development of a country. Thus, in planning of

investment in health and education, human resources should be defined in terms of all

costs related to health, for instance, and must includealso nutrition, clothing,

housing, and all other consumptions contribute to health status.
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Agarwala (1983) in his work on Planning in Developing Countries defines

planning to include anticipating the future and formulating systematic programs of

action to attain desired goals. In that general sense, all governments engage in

planning; all budgets are plans, as are military or corporate action programs.

Three conclusions have emerged from Agarwala's study. First, planning

failed to live up to expectations in most less developed countries. There is no clear

association between a high degree of planning efforts in these countries and their

performance in terms of success. Countries that perform best, however, were those

that combined effective planning for the public sector with the avoidance of price

distortions for the economy as a whole. Second, the technical, administrative, and

political causes of the failure of comprehensive planning in mixed economies were

inherent in the process and were unlikely to be remedied merely by more strenuous

efforts to strengthen the planning process. That is, weak planning of public sector

investment, could lead to inefficiency and low growth. Third, planning must be

oriented toward new goals: a) greater emphasis should be put on streamlining the

incentive system, rather than on preparing long-term blueprints for development and

targets for sectorial investments and outputs; b) greater emphasis needs to be put on

coordination and consultation--both within government and in the private sector-than

on obtaining consistency through top-down technical exercises; and c) greater

attention needs to be given to programming public investment than to detailing total

national investment.
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This study concluded, after a view of thirty years of planning in developing

countries, that the planningprocess needs to be reoriented rather than abandoned.

The desired means of reorientation are: streamlining the incentive system and public

investment program; and emphasizing consultation, flexibility, selectivity, and

coordination in formulation of plans. Efforts should be directed more at improving

the data base needed for policy analysis and decision-making and less toward

preparing detailed long-term social and economic projects. (Agarwala, 1983).

Waterston (1965, 1968, 1969) has stated n •••planning.. .is an abstraction.

Standing by itself, it has no clearly identifiable meaning... " To him, national

development planning has emerged as a diverse phenomenon which almost invariably

different in some important respects from one country to another. To an even greater

extent, diversity arises because not only the aims of planning but the methods used to

formulate and implement plans are closely conditioned by a country's political,

economic and social values and institutions, and its stage of development. Since in

these respects every country is unique in some way, the results of planning in one

country usually differ markedly from those in another even when both have adopted

the same planning methods. Yet every country has qualities and planningproblems

which are common to all. It is, therefore, a mistake to believe that the planning

experience of some countries have no relevance to others as much as it is a mistake to

think that one type of planning is the answer to development in all countries, less

developed and more developed countries alike.
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C. Relationship of the Study to Policy Planning

Models-Specific Approaches

Two theoretical models (Comprehensive and Incrementalist) of the policy

planning process have been useful in this study, and will be utilized further in the

analysis of concepts and variables in this study. The two models were utilized in

analyzing the health planning process in the Federated States of Micronesia during the

ten-year period (1970-1980).

The first of these models is based upon a rational, and legal ordering of

relationships, with clear separation of functional roles; this model is bureaucratic and

traditional and has been the model which delineated early planning functions in many

other less developing countries, including the FSM. (Waterston, 1965). The

comprehensive rational approach model, according to Waterston, is a set of

procedures whereby the planner clarifies goals, conducts systematic analysis to

generate a set of policy alternatives, and once choices have been made and

implemented, monitors results through a set of plans. This is a systems view and an

approach where the analysis must be comprehensive if it is to be rational and

workable. All elements about the comprehensive system contributes to the over-goal.

This model implies that science-both natural and social--should govern the behavior

of the actors in the health administration.

During the introduction of P.L. 93-641 in the islands of the FSM, the

comprehensive model was applied under the premise that once the u.S. Congress

passed the Health Planning Act (1974) and registered its decisions in the statutes, the
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task of the administration was to find solutions to implementing the policy.

Efficiency was the predominant value in this model; its necessary condition was the

specification of policy by a body (SHPDA agency) external to the health service

system. The normal corollary assumption was that the agency would accomplish the

planning process out of resources allocated directly to it. It basically involved the

rationalized identification of needs, assessment of limited resources, and identification

of activities and policies and programs available for problem-solving.

Comprehensive health planning and systematic choices of expertise, however,

could also be dysfunctional. By separating themselves from those who manage and

implement in the field, planners could come to disregard practical reality.

(Benveniste, 1989). More importantly, claims of expertise can be dysfunctional when

they are not met.

The comprehensive rational approach, however, provided the basis for a

normative definition of planning in the FSM. State planning could not be

comprehensive and rational, in a less developed country, where limited resources had

to be balanced against problems of great magnitude. Meanwhile, the experience that

the government has undertaken in understanding comprehensive, rational and

bureaucratic approaches to planning and problem-solving has opened many doors for

serious thinking, planning and action. (Agarwala, 1983).

The second, Pragmatic or Incrementalist model, has been applied by

administration as an element in a loosely, coordinated societal system. (Lindblom,

1959). It suggested that the rationalized solution to social problems, basic to the
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comprehensive model,has been limited severely by the highly pluralistic nature of the

society and the open-endedness of the decision-making process. While administrative

agencies may have been involved in these decisions, other capacities for rationalized

behaviors have been generally limited to those operations that could be routinized and

programmed.

How have decision makers dealt with difficult choices in this kind of system?

Charles Lindblom has argued in a series of books and papers that decision-making

should be incremental, a matter of mutual adjustment. It is based on successive, yet

limited, comparisons among a few alternatives that incremental model builds on. This

process, he calls the "science of muddling through". (Lindblom, 1959, 1979;

Braybrooke and Lindblom, 1963).

Lindblom has postulated that social policy initiatives, like health planning, are

dealt with through political mechanisms that closely resemble the economist's idea of

the free market. In place of the rationalized component of the administration

establishing an ordered political system, the model sees government as an actor in

action continuing to monitor social conflict and struggle, ratifying and registering a

series of social decisions as successive points of equilibrium in the welfare of a

plurality of interests. Effective decision-making, under the incrementalist model, has

consisted of small steps taken one at a time. (Benveniste, 1989). Because there can

never be enough time and resources to be comprehensive, the incrementalist reigns in

this argument, especially in less developed countries.
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Which is an effective model for the FSM? Lindblom (1959) argued that since

planning will never be really comprehensive, because of limited resources, time,

manpower, economics and social situations, it will be more effective to use the

incrementalist model in most less developed nations, including the Federated States of

Micronesia.

In order to further elaborate the two policy planning models that have been

discussed and used in this study, the WHO planning action-model has been set up to

guide the rest of the analysis of the planning process in the less developing nation of

the Federated States of Micronesia. (WHO, 1979). In the WHO attempt to identify

meanings and uses of the planning action model in various national, regional or global

contexts to connote "planning" and "management" of the national health programs and

other developments, the Executive Board of the Organization in 1979 has defined the

concept of the planning action model as:

"a systematic, continuous national planning and programming process.
It includes policy formulation and the definition of priorities. It
involves the preparation of programs to give effect to these priorities,
the preferential allocation of budget to them, and the integration of
different programs within the overall health system. It also deals with
the monitoring and evaluation of strategies and plans of action, as well
as programs and services and institutions for delivering them with a
view to modifying existing plans for preparing new ones as required, as
part of a continuous cycle." (WHO, 1979:21-23).

This, then, provides the basic framework for this study of health planning in

the FSM.
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D. Relationship of the Study to Previous

Research Conducted in the FSM

Rody (1987) conducted a community primary health care study in the

Federated States of Micronesia, in which she investigated the question: Can an

empowerment process in primary health care contribute to the development of

community competence in health practice? She concluded in her findings that

empowerment contributed to success in community health programming through

competence in participation by those who are affected by the government programs.

In brief, she recommended that the empowerment process be introduced into

community primary health care programs in the state of Yap of the FSM.

Murry (1989) demonstrated in her study in Pohnpei state, Community Health

Care for Micronesian Outer-Island Population, that preventable health problems have

become acute in the rural and outer islands of Pohnpei state, due largely to constraints

on delivery of basic health services. In addition, the study demonstrated that

health-related resources have becomeprogressively more concentrated in the state

center, despite government advocacy and donor-financed PHC development efforts.

She has concluded that the success of the community-based provision of health care to

remote islands and communities could be successfully implemented through

community-based focus and efforts, commitments, and full participation of decision

makers in the planning process.

Implications and experience of these two studies have contributed substantially

to the development of the current study. Community participation in planning is
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empowering as Rody (1987) stated in her study. Sources of the community-based

provisions of the health care to remote islands and outlying communities could reduce

health problems from getting acute or chronic, so concluded Murry (1989).

SUMMARY

Development planning has emerged as a diverse phenomenon which almost

invariably is different in some important respects from one country to another. To an

even greater extent, diversity arises because not only the aims of planning but the

methods used to formulate and implement plans are closely conditioned by a country's

political, economic and social values and institutions and its stage of development.

The approaches to community planning and improvement of lives of people consist of

the various processes discussed by these contributing authors: Barnard (1938), Duhl

(1986), Marris (1987), Dunn (1981), Richard (1985), Rushefsky (1984), Williams

(1980), Elmore (1980), Amy (1987), Myrdal (1968), Agarwala (1983), Waterston

(1969), Benveniste (1989), Lindblom (1979), WHO (1979), Rody (1987), and Murry

(1989).

The study cites these authors because of the values they placed on planning,

and it is a mistake to think that one concept of planning developed by one author is

the answer to development in all countries, less developed and more developed

countries alike. In terms of this study, here is what usually happens: 1) In terms of

prerequisite arrangements, usually an elite set of decision makers of the centralized

planning unit undertakes the task of planning. 2) Problems, alternatives, and

44



solutions tend to be haphazardly defined by the planners themselves with little or no

adequate participation by the citizens, experts, or partisan constituencies in the

community. 3) Program planning concludes with submission of a proposed solution

or proposal to a policy-making body and/or a funding agency. Problems of adoption

and implementation tend to be passed on to policy makers and administrators. Other

partisan groups and agencies vying for limited community resources become aware of

the proposal and attack it, delay it, and force significant compromises before its

adoption or they terminate it altogether. 4) New programs tend to be implemented

without an evaluation study. The more one knows about these many concepts, the

better the chance that he or she will not commit such oversights.

This summary leads us into the discussion of the chapter on Research

Methodology. The setting is the American Pacific Trust Territory, including four

states of the Federated States of Micronesia. The period under review covered health

developments prior to 1970, during the 1970's, and, to some extent, the past decade.

How did the four FSM states do?
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CHAPTER IV. METHODOLOGY

This chapter contains the description of the methods and study design of the

three Tiers: I - the plan document review, IT - the 'key informant' opinion survey

focused on planning process, and III - the survey of community-based respondents

regarding involvement, participation, and knowledge, attitudes and practice in health

care utilization and the delivery of services. Another section included in this chapter

deals with the issues of reliability and validity, using Cronbach alpha to assess the

internal consistency of scales used. (Cronbach, 1951). The chapter also outlines the

sample selected and the procedures used in the selection of the sample.

Before presenting these methodological elements, however, it is necessary to

review the actual settings in which the field interviewing was undertaken. The field

study was conducted in the four states of the FSM from June to August 1991. In

addition to the structured interviews described below, there was also an effort made to

identify problems, accomplishments and improvements in services by means of

documentary reviews of council activities, records and files of health program

activities. The investigator also, through select interviews and general interviews in

the villages and the state centers, reviewed the relationships of the initial planning

process to the subsequent health systems changes introduced years later.

A. The Setting of the Research Study

The Federated States of Micronesia consists of four states: Pohnpei, Chuuk,

Yap and Kosrae, serving a total population of 88,137 (1987 estimate). Land areas for
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the FSM states are as follows: Pohnpei, 133.4 square miles; Yap, 46.8 square miles;

Kosrae, 42.3 square miles; and Chuuk, 49.2 square miles. Most islands in the FSM

are high mountainous islands or volcanic origin, and low coral atolls. Each state has

a different configuration of land-mass topography and population.

Chuuk state, the most populous with 43,662 people, consists of 40 inhabited

islands, high and low, and spans about 95 square miles in the Western Pacific region.

This state includes six separate island groups: the Chuuk lagoon islands, scattered

within a lagoon with a diameter of 48 miles; the Hall islands, about 60 miles north of

Chuuk lagoon; the Namonito group, about 165 miles to the northwest; the Western

group, about 200 miles to the west; the upper Mortlock group, about 60 miles to the

east; and the lower Mortlock group, about 180 miles to the southeast. The local

services in the state are administered by operating 39 municipalities with a population

of 43,662.

Kosrae state consists of only one main high island with no outer islands. The

island is politically divided into four operating municipalities with a total population

of 6,481. All communities in Kosrae are accessible by land transportation, with the

exception of the municipality of Walung.

Pohnpei state consists of Pohnpei island proper, including the FSM capitol at

Palikir, three southern islands, the farthest about 445 miles from the state center, and

two eastern islands, the mostdistant one is about 160 miles from the center. Local

affairs on Pohnpei Island are administered by six operating municipalities and each of
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the outer islands is also a separate municipality. Based on 1987 estimates, Pohnpei

has a total population of 28,823 people.

Yap state, the farthest removed from the FSM capitol consists of 14 inhabited

islands which include Yap proper and fifteen outer islands or atolls. Some of these

atolls are much closer to Chuuk than to Yap Island proper, the state's capitol. Local

affairs are administered by 21 municipalities. Estimated total population for Yap in

1987 was 9,749.

Table 4.1

FSM Estimated Population (1987) by States and Zones

Zones

Main Is
Urban

Yap
%

2599 26.7

Kosrae
%

6481 100.0

Chuuk
%

9272 21.0

Pohnpei
%

6140 21.3

Main Is
Coastal 3625 37.2 0.0 0.0 24883 57.0 15564 54.0

Main Is
Rural

Outer Is

112 1.1

3413 35.0

0.0 0.0

0.0 0.0

446 1.0

9061 21.0

4669 16.2

2450 8.5

Total 9749 100.0 6481 100.0 43662 100.0 28823 100.0

Note: Population estimate is taken from the Department of Health's 1988 Annual
Report, Compact Section 221(b).
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Table 4.1 shows the total population for each of the states in the Federated States

of Micronesia, and the breakdown for each state zone. The differences among the

states in terms of demography accounted for elements of the research design and

survey sampling procedures.

B. Research Design

A three tier exploratory study was designed to review the four FSM state

plans," all created in 1976, the planning process that took place between 1976 to

1982 as a result of the U.S. Public Law 93-641, and the extent to which the general

population was made aware of the health services available for their use during this

time. The tiers of this exploratory study presented in Table 4.1 involved the

following:

1. Tier I. A review of the planning documents and the organizational context of

these plans was conducted. Such a design was purposive and involved these four

FSM state health plans (n=4).

2. Tier II. Interviews of key informants who were members of the health

coordinating council were conducted on the planning process and the impact and

changes brought about by the planning process in the health systems. This part of the

study was also purposive and involved twenty five respondents (n=25).

* As noted earlier in Chapter II, these plans were originally developed as TIPI district
plans, but because of their use and application over the years subsequent to FSM
establishment they have functioned as FSM state plans.
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3. Tier III. A survey of community residents throughout the FSM was

conducted, providing data on health services, community participation, knowledge,

attitudes and health practices among people in the four FSM states through

face-to-face interviews with selected community respondents. One hundred fifty

respondents (n= 150) were selected on a nonprobability basis. This part of the study

was designed to determine whether planning had made any impact on the health

services in the villages and communities throughout the four FSM states.

In summary, this study reviewed:

a) the content, approaches and strategies of the four plan documents that

guided the state health care systems during the 1980s, the impact of these

four state plans and the national health plan and the planning process

employed;

b) the planning process as it related to the health system and changes in the

services, especially in terms of networking, community participation and

"community of interest";

c) data obtained from a non-probability community sample reflecting the

knowledge, attitude, and practice of health among people living in various

islands, villages and communities in the FSM states of Yap, Kosrae,

Chuuk and Pohnpei.
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Each of the three tiers was designed to contribute complementary data for the

review, analysis and evaluation of theplanning process in relation to the overall

health system.

The investigator conducted the reviews of the four state plans and the national

plan. Four FSM health staff members were also selected to conduct independent

reviews of four stateplans following criteria set up by the investigator. Interviews

conducted with the 'key informants' followed pre-arranged questionnaire forms. Most

of the questionnaires were completed by the investigator, who conducted the

interviews with the 'key informants'. The interviewer did the recording, not the

people who responded to thequestionnaires.

Interviews were conducted and were recorded by the local interviewers in the

field. The instruments used for the second and third tier studies were structured and

standardized in order to assure comparability and uniformity from one state to

another. Since the instruments were similar, the interviewers were provided

standardized directions to follow in completing the interviews. Instructions were

given and interviewers were trained and given a study orientation session before the

actual administration of the interviews. Questions were arranged the same and were

asked of all the respondents without variations.

The investigator was responsible for conducting the training and orientation

sessions for the interviewers. The interviews were administered only after several

training and orientation sessions were completed. This way there was adequate time

for the interviewers to become familiar and comfortable with the tasks assigned to
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them and they were, in tum, able to build rapport with those they interviewed more

easily. The interviewers were also expected to be able to make direct observations in

the field while they were completing the forms.

The 'key informant' survey involved 25 former members of the TIP! Health

Planning Council who are program managers, health services directors, high level

health staff, politicians, community leaders, and health consumers. These individuals

were selected (68% of the former TIP! Health Planning Council membership)

because of their broad range of knowledge regarding the planning process in

Micronesia. The key informants had been involved in the planning process and

council activities in different states and the national health services during its

inception in the mid-1970s up to early 1980s.

The 'key informants' were all familiar with the programs and the plan

documents and their contents; they were familiar with the key political figures and

local leaders, policy makers, as well as the problems and the successes of the

planning process and the various local customs and cultures. The 'key informants'

were also reliable observers who had the time and the inclination to respond to the

study questions.

The community survey (n=150) involved people selected from various

communities in the islands in the FSM on a nonprobability basis. Those selected

were chosen to highlight the thinking of the community at large. The Tier ill

interviews were more structured than those of Tier IT. Respondents in Tier ill had

52



used the government health services, knew how the local health programs operated on

a day to day basis, and had some idea whether the operating programs, outcomes

were good, satisfactory or bad.

C. Operational Definitions"

Tier I - Concepts and Variables

1. Plan Development Concepts

The variables used in the comprehensive review of the plan documents

included:

a. Equity, Efficiency, Appropriateness (see Part A of the Plan Review

Instrument)

Equity refers to fairness in response to needs, in the patterns of

distributing fmancial resources, facilities and manpower in health

services, Efficiency refers to how economically and effectively

resources are utilized to achieve an intended goal. Appropriateness is

the major criteria by which alternatives are reviewed in terms of

presumed usefulness in meeting needs. The operational indicators for

these concepts are whether the plans:

o contained goals and objectives,

o made provision for service improvement and expansion,

* All the elements presented in this section are geared to the specific ingredients of the
review and survey instruments presented in Appendices II, ill, and IV.
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o made provision for location of health facilities (hospitals and

dispensaries),

o made provision for supervision of personnel working in health

facilities.

b. Health Service Coordination (see Part B of the Plan Review Instrument)

Coordination is the effort to link each of the various interdependent

parts of the operating health care system according to the requirements

of all the otherparts of the total system. The operational indicators for

this concept are whether the plans provided:

o mechanisms for health system coordination,

o controls of duplication and service overlap,

o measures to assure accessibility (cost of care, waiting time for

services, and travel time for care).

c. Intersectoral Cooperation (see Part C of the Plan Review Instrument)

Intersectoral cooperation refers to relationship between different

organizations of the social system in building programmatic efforts in

the health system. Cooperation is identified by joint or common efforts

of diverse entities showing willingness to work together. The

operational indicators for these concepts are whether the plans:

o coordinated and facilitated work among different government

departments,
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o facilitated work among staff in the differentelements of the health

system,

o established procedures for review of health council policy

implementation,

o monitored health planning implementation efforts, especially beyond

the health system.

d. Health Promotion (see Part D of the Plan Review Instrument)

Promotion refers to the advocacy of illness prevention and health

maintenance activities, furthering health on the part of individuals in

the general population. The operational indicators for this concept are

whether the plans:

o established policies against smoking and drinking,

o promoted child immunization.

e. Resource Allocation (see Part E of the Plan Review Instrument)

Resource Allocation refers to the distribution of resources, tasks,

responsibilities among and within operating programs of the health

system. The operational indicator for this conceptis whether the plans:

o contained proposed budgets and fmancial commitment for state and

national health services.

2. Plan Implementation Concepts

Plan implementation concepts describe the second part of the planning process

after the plans are put in place.
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a. Programming and Implementation (see Part F of the Plan Review

Instrument)

Programming and implementation refer to the second phase of a

planning action model after the plans have been put in place and before

the evaluation phase of a planning action model takes place.

Programming and implementation involve putting an idea or a concept

into action. Programming means working through the plans,

alternatives and strategies which have been selected for action.

Implementation refers to the process of creating and putting policies

into operation, such as a health program or a hospital service.

The operational indicators for these concepts are whether the plans:

o delineated assignments of tasks of health personnel,

o delineated supervisory and management roles,

o promoted community organization for program implementation,

o identified specific health personnel (medex, nurse practitioners), to

implement health activities.

3. Plan Evaluation Concepts

a. Feedback and Evaluation (see Part G of the Plan Review Instrument)

Feedback is the flow of information from the implementation phase of

the planning process to the next iteration of planning. Evaluation is

simply defined as reviewing the evidence regarding the value of an
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implementation activity. It is the process of assuring the achievement

of stated objectives. The operation indicators for these concepts are

whether the plans:

o assessed the implementation activities against the program objectives

previously set up,

o established processes for evaluations of health programs,

o facilitated the use of evaluation for improving health programs,

o established the frequency of evaluations.

4. Other Plan Development Concepts

a. Quality Control (see Part H of the Plan Review Instrument)

Quality control refers to efforts at maintaining or improving the

effectiveness of health programs and services. The operational

indicator of this is whether the plans:

o set formal criteria for health standards maintenance.

b. Managerial Process (see Part I of the Plan Review Instrument)

Managerial process is the systematic, continuous effort at implementing

planning and program formulation. The operational indicators for this

concept are whether the plans:

o identified government policy for priority setting,

o defined functions of health personnel in hospital and dispensaries,

o identified sources of funds for manpower development and training.
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c. Health Supervision (see Part J of the Plan Review Instrument)

Health supervision refers to close watch and directing of health

personnel, programs and activities in the system. It also refers to

delineation of functions of health centers, functions of hospitals, and

functions of all healthprofessionals. It also deals with resource

allocations for health personnel training, etc. The operational indicator

for this concept is whether the plans:

o facilitated work of special health personnel categories (medex, nurse

practitioners, etc.).

o defined the specific functions of dispensaries, and community health

centers.

o defined the functions and services of the hospitals, with respect to

primary health, secondary care, and tertiary care.

Tier II - Concepts and Variables

1. Planning Process and Systems Changes Concepts

a. Networking (see Part A in the Planning Process Review Instrument)

Networking is defined as the exchange of information, ideas, or

services among individuals, groups, or institutions. It is an innovation

and a form of communication among people who are involved. The

operational indicators for this conceptare whether the plans provided

for:
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o scheduled planning activities,

o yearly plan implementation,

o policy guides for actions on plans,

o involvement of other governmental sectors in health planning

activities,

o planning process review and program direction for program

implementation,

o information gathering for monitoring,

o data processing to guide activities among the states, Territorial

government, and the people.

b. Participation (see Part B in the Planning Process Review Instrument)

Participation is defined as taking part in or having a share in

community decision-making about health services. Since people to be

serviced are affected by the plans, and if the plans are to be successful,

the affected population needs to feel that they have a part in the health

planning process.

The operational indicators for this concept are whether the planning process

required allowed or encouraged:

o public hearings to be conducted on the plan and its implementation,

o adequate time for plan review by the public,
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o results of plan reviews to be used for service and program

implementation,

o community people to be involved in the planning process,

o plans to be reviewed periodically by planning staff and council

members,

o feedback from the review process be made available to the citizens,

o different community sectors assist in plan implementation.

c. Needs Assessment (see Part C in the Planning Process Review

Instrument)

Needs Assessment refers to the act of identifying health needs, usually

by systematic identification and analysis of health needs. The

operational indicators for this concept are whether a formal process of

need identification includes participation by:

o elected officials,

o district health departments,

o consumers,

o TIPI government,

o district governments,

o traditional leaders,

o staff planners,

o U.S. government officials.
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d. Stakeholder Involvement (see Part D in the Planning Process Review

Instrument)

Stakeholder Involvement refers to the process use by the planners and

the planning process in including the parties who affect and who are

affected by an activity or a health program in identifying needs. The

operational indicators for this concept are whether the planning process

involved participation by:

o health departments,

o consumers,

o traditional leaders,

o elected officials,

o U.S. federal government officials.

e. Role of Planning in Health System Changes (see Part E in the Planning

Process Review Instrument)

This refers to the health system's use of the planning process to affect

health system changes. This variable involves evidence of use of

planning documents, group discussions, and formal decision-making to

formulate and execute changes in the health care system. The

operational indicators for this concept are whether the planning process

employed included:

o involvement in program implementation,

o focused concretely on changes in health care delivery,
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o identified specific objectives to be accomplished,

o introduced planning action recommendations,

o facilitated staff and consultant conducted of evaluations.

f. Impact of Planning on Health Services (see Part F in the Planning

Process Review Instrument)

Impact refers to the actual changes that health planning brought about

in the health system. The operational indicators for this concept are

whether planning:

o provided for adequate time to carry out plan implementation,

o recommended specific planned changes that were adopted in health

system performance,

o provided for council decisions to be adopted and implemented,

o identified short term actions to be taken,

o reviewed progress made on the targeted long term objectives.

g. Planning Process Feedback (see Part G in the Planning Process Review

Instrument)

This term refers to the use of information and communication about

implementation to be applied in generating new plans. The operational

indicators for this concept are whether the plans:

o made provision for periodic reviews,

o made provisions for special evaluation studies,

o made provision for process observation.
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D. Study Sample and Sampling Procedures

1. Tier I - Plan Document Review

The TIPI district plans (ultimately used as the four FSM state plans)

developed in 1975, as well the FSM national plan of 1980 were selected for review,

as well. The health plans selected were the most current and comprehensive in the

four FSM states. The investigator himself conducted a review of the plans according

to pre-established criteria which were also used by four other professionals who

reviewed the plans for the health system of the FSM. (TIPI Plan, 1980). (See

Appendix II.)

The four FSM health professionals were selected by the investigator, after

consultation with the Secretary of the Department of Human Resources, to conduct

independent reviews of the plans. Each reviewer analyzed one plan from one state.

The results of these reviews were compiled by the investigator into one common

report.

In addition to the review of the four state health plans and the national plan,

the investigator also reviewed other individual program plans in Maternal and Child

Health, Community Health Center, Public Health and Health Services plans.

The four reviewers were selected because they were knowledgeable about the

plans; they were available on site in the FSM; had time to do the review and were

motivated to carry out this work. The four plan reviewers completed the review

process during the course of one week in July, 1991.
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2. Tier II - Key Informants Survey (n= 25)--Planning Process Review

Tier II focused on the impact of health planning, especially its influence on the

national and state health systems. Did the planning process make a difference in the

way health care was delivered in the FSM? The 25 Key Informants were selected

from among the members of the former Micronesian Health Coordinating Council

(MHCC). Under the terms of P.L. 93-641, the Trust Territory of the Pacific Islands

government functioned as a "state" for purposes of funding eligibility and

responsibility in planning. As a "state" the govemmc.it designated MHCC as the

state health coordinating council to prepare and review the comprehensive health plans

for the Trust Territory. MHCC, mandated in October 1976, was composed of 27

original members representing each of the TTPI 7 districts. In 1980, MHCC had 16

additional members designated to represent the 3 newly developed governmental

jurisdictions (Republic of the Marshall Islands, FSM and the Republic of Palau).

(TTPI, 1980).

Of these approximately 43 members of the MHCC, the 'key informant' sample

of 25 was selected for this study. Five criteria were used for selection of the 25 'key

informants', as follows:

a. directors of health or ministers of government departments;

b. local leaders and consumers of health services;

c. interest and willingness to be interviewed;

d. accessible for the interviewing;
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e. continuing interest in current health concerns and current impact of

health policy on them personally.

The FSM Secretary of Human Resources assisted in the final determination of

the 25 'key informants' to be included in study. "Snowball" sampling was also

employed as part of the purposive selection method. The investigator asked initially

identified members of the 'key informants' group to expand the sample size by

naming additional members they knew about. (putt and Springer, 1989).

Table 4.2 presents the characteristics of the respondents.
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Table 4.2

Frequency and Percentage of Demographic Characteristics
of the Key Informants (n=25)

Characteristics Frequency % Sample

Gender
Male
Female

Age
35 - 44
45 - 54
55 - 64
65 and over

Ethnicity
Yapese
Kosraen
Chuukese
Pohnpeian
Chamorro
Palauan
Caucasian
Others

Occupation
MedicineIProfessionals
NursinglTeachers/etc.
Manager/Director

Forms of Employer
Executive
Legislative
Private

Employment
Self
Other

Council Position
Provider
Consumer

Educational Level
High School Diploma
Junior College AS
College Degree BA
Graduate Degree MA

19 76
6 24

2 8
7 28

12 48
4 16

6 24
3 12
4 16
4 16
3 12
2 8
2 8
1 4

13 52
4 16
8 32

15 60
2 8
8 32

7 28
18 72

12 48
13 52

7 28
2 8

15 60
1 4
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3. Tier III - Community Attitudes Survey (n= 150)

Selection of respondents was based on criteria set up by each of the state

health directors and the key staff members designated to work on the interviews. The

selection of the sample was nonrandom, and was based on judgment by the health

directors, all of whom were highly knowledgeable about the communities and the

residents of the various communities and villages in the four FSM states.

In a nonrandom sample, the larger the sample size, the less the error in

estimates for that sample. The cost of the overall study significantly influenced the

number of observations and visits made to the outlying villages and communities.

A sample size of approximately 150was set as the target within time and cost

factors constraints of the survey. This would providea large enough sample for plan

and service evaluations and was still within the constraints of time and funds available

for the study.

Tier III survey had to face several limitations regarding sample selection: 1)

conducting a survey in the FSM was a case of selecting a sample from a universe that

was not totally identifiable. There were no general population listing, and no housing

tract listings available from which to draw a study sample. 2) There were stringent

deadlines with regards to travel and data collection schedules for each state. 3) Cost

factors were obvious as there were no financial support made available from the local

health offices to aid in the conduct of the survey in various communities.

For all these reasons, the following steps were followed to manage the

selection and the conduct of the interviews in the four FSM states.

67



Table 4.3

Sample Responses for the Community Survey

State Population Sample %

Yap 9749 25 .25

Kosrae 6481 25 .38

Chuuk 43662 50 .11

Pohnpei 28823 50 .17

Step One - OfficePreparation Work and Selection

The first stage of sample selection was completed at the FSM National Health

office in consultation with the Secretary of the Department of Human Resources and

the four state health directors. Maps of the four FSM states were compiled, prepared

and marked for selection of villages and municipalities within each zone. The zones

were set up as follows: main island, urban, (n=50); main island, rural (n=40); main

island, coastal (n=30); and outer islands (n=30).

Step Two - BlockSelection

The state health directors to~k charge of the implementation of the survey.

The directors selected employees who were to be assigned to assist the investigator in

the completion of the interviews. The Yap state director assigned two staff members

for the project; Kosrae state health director assigned two staff members; the State
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health director in Chuuk assigned ten staff members; and Pohnpei assigned seven staff

members. The state health directors selected the state interviewers based on the

following: 1) position in the health system; 2) work experience and knowledge of

the respective communities; 3) regular and routine community health work schedules

during the time of the interviews; 4) willingness of the state health workers to conduct

the interviews.

Step Three - Respondent Selection

During the two weeks that the investigator spent in each state, he directly

managed the training and orientation of the state staff members in the use of the

instruments. Specific decisions as to who to interview in each village and what house

to visit was a decision left entirely to the discretion of the state health workers who

served as interviewers in the respective states, although a guide to selection was

provided (see Appendix VII, Maps). They ultimately decided what villages and

houses to visit, based on what they knew about the villages. They used their own

methods in deciding who to interview in each house, what age group to contact, and

what gender to include in the interviews. The overall objective was to complete, in

two weeks time, the interview forms given to them. In Chuuk, the ten people who

assisted were each assigned six forms. In Pohnpei state seven field workers, each

was assigned eight forms. In Yap, each field worker had to complete 13 forms, and

in Kosrae, the same numbers were administered by each of the interviewers there.
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The state field workers conducted the interviews during their regular scheduled

public health visits to the various villages. Some of the interviews were also

completed during the mobile outreach team visits to the communities.

All the individuals who were involved in the conduct of the interviews

received thorough instructions on how to use the interview instruments.

Although there was no pretesting of the instruments, the investigator was in

the field to respond to questions by the field workers. This was also a way of

assuring consistency and an attempt to reduce errors and increase reliability.

E. Procedures for Data Analysis

The completed forms were not coded until the investigator returned to the

University of Hawaii in August. A code-book was not developed, but the data that

were obtained through the three different methods were processed following general

social survey guidelines. Code sheets were developed for the completed forms.

The first set of responses obtained from the plan document reviews, using

interview guide one, were coded in accordance with planning variables and indicators

defined earlier in this chapter, underTier I. In the second set of responses, the data

obtained were coded under another set of variables also defined earlier under this

chapter, under Tier II. The set of responses obtained from the community health

survey, using the third design, were used to identify health concepts and targets for

health service evaluation.
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Data entry was carried out using dBase and SPSS/PC+ software packages.

Out-of-range variables and any apparent indications of inconsistencies of data were

also checked at the entry analysis stage on dBase software. Data entry procedures

were completed by the investigator upon return to the university.

F. Descriptive Data

1. Descriptive and Analytical Statistics

The first level of data analysis in Tier I highlights the extent to which the

plans satisfied basic plan expectations under P.L. 93-641. Secondly, analysis of the

plans assessed the quality, appropriateness and applicability of the documents. Thus

there was provided a general description of the plans in terms of the content of health

plans in the FSM.

The descriptive data obtained involved use of analytical statistics to explain the

pattern of health services planning regarding the following:

a. The kinds of programs, objectives, goals and projects emphasized in

the four respective plans.

b. The extent of responsiveness of the plans to meet basic planning criteria

regarding planned change in the health systems. The key concepts

employed were equity, efficiency, management, supervisions, resource

allocation, etc.
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2. Correlational Analysis

The second and the third tier surveys of "key informants" and community

people included analysis of factors relating to the planning process, plan

implementation, and the impact of the planning process on health system changes.

Data gathered were used to describe relationships among selected variables such as:

networking, participation, needs assessments, stakeholder involvement, and planning

process impact on health systems in the FSM states.

Pearson's Correlation (r) was used to identify significant relationships or

intercorrelations between pairs of selected variables in the study groups. The data

were used to examine patterns of association within the Key Informant and

Community Survey study groups. It measured also how strong the associations

between variables were.

Both frequency distribution and analytic statistics were used to describe the

relationship among planning variables and other factors in the FSM health systems.

Variables were cross-checked against each other. Correlations among different

variables were conducted to analyze relationships, performance and effectiveness of

certain factors in planning and the health system.

G. Dealing with Issues of Validity and Reliability

Errors in measurement can occur in all stages of research, from conception to

data processing (Bailey, 1982). Vaguely defined concepts, for example, could result

in the use of incomplete measures. Even when concepts are clearly specified, data

72



collection procedures could be a source of errors. The use of obtrusive methods, for

example, may confound attempts to collect reliable data since respondents are aware

that the information supplied may affect decisions. Coders could mistakenly

categorize responses. Even the simplest measurement methods have their potential

for reliability errors. Systematic non-random errors could also result in invalid

findings, such as misunderstood, ambiguous questions. The current research is not

immune to any of these research limitations; constraints and efforts have been made

to correct for these potential problems.

In this study, Cronbach (1951), "coefficient alpha and the internal structure of

tests" was used as the basis to assess reliability of the instruments, and in particular

the selected variables used in the 'key informant' survey on health planning impact on

health systems changes, and the 'community survey' on community participation and

involvement in health care and services.

These variables and indicators were measured for reliability and the Cronbach

alpha scores revealed the extent to which there was internal consistency in responses

to test items. The results of reliability tests are presented in Table 4.4. The alpha

scores for the various scaled variables were adequate in both the key informants and

the general community surveys. The alpha values for networking and participation

were the highest under the key informants survey. The needs assessment and

stakeholder analyses were the second strongest, followed by the role of planning

process and planning impact. Planning process feedback was the weakest under the

key informant survey.
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Table 4.4

Reliability Analyses

Data Set Variables Cases Items Alpha score

Key Informants Networking 25 7 .7834

Participation 25 7 .8348

Needs assessment 25 8 .6145

Stakeholder 25 4 .6198

Planning process 25 6 .5248

Planning impact 25 6 .5037

Planning feedback 25 5 .4074

Community Survey (KAP) Health service 150 5 .7009

Health Service dispensary 150 3 -.3615

Prevention and promotion in dispensary 150 2 .7334

Health Service in hospitals 150 4 .6046

The instrument for the Tier Ill-community survey was shown to be internally

consistent on community involvement and primary health care, health promotion and

prevention in community, acute-chronic care in the dispensary, traditional healing and

hospital outpatient. The instrument was internally consistent on measuring community

attitudes toward hospital services, adequacy of hospital services, and adequacy of

hospital equipment and supplies. It was not internally consistent on dispensary

services to the community.
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An attempt was also made to reduce errors and increase reliability and validity

through the use of multiple and overlapping measurement strategies involving

different people, and different groups, all of whom understood the local situations.

Local people involved in conducting the interviews were trained in the concepts,

variables and indicators that were under study. Reinforcing the reliability and validity

of findings was the use of multiple measures in which confirming data reflected in

two or more different measures, and validated by local input, provided more reliable

findings.

SUMMARY

This chapter has reviewed the design of the study and the methods used in

obtaining data on planning in the four states in the Federated States of the F.S.M.

The methodological elements involved in the study included structured interviews with

'key informants' and community people through surveys. Reviews of state planning

documents, and specific state health plans, community health centers, public health

and preventive services, maternal and child health programs, were also conducted.

Results of participation observations in the field were also recorded.

The key concepts and operational indicators were reviewed, along with

particulars regarding the three tiers of the study. Tier I involved review of plan

documents; Tier II involved 25 key informants surveyed about the planning process;

and Tier III was a community survey of 150 cases examining community participation

and knowledge, attitudes and practices of the island residents.
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Since the study was based on a universe that was relatively unknown, the

community survey of 150 respondents posed special methodological problems which

were addressed. This third phase of the study was perhaps the most difficult stage of

the study's developments. The investigator utilized, therefore, the expertise and

experience of health workers who were in the system for quite a long time, involving

the Secretary of the Department of Human Resources at the national level and the

four state health directors in the four state levels. These key people assisted in the

sample selection and the conduct of interviews in various communities and villages,

under the Tier III design.

To test for reliability and validity, the study used the Cronbach (1951)

"coefficient alpha and the internal structure of tests" to confirm reliability of the

instruments and the methods utilized in the study, specifically on the 'key informant'

and the community survey designs. There was sufficient evidence to conclude that

the measurement methods, and the testing of concepts procedures were internally

consistent with the study's intended purpose and the constructs it set out to measure in

the field.

In the following chapters, the findings, conclusions, implications and

recommendations are presented. The analysis of the data has been utilized to respond

to the three major research questions set up to guide the study.
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CHAPTER V. FINDINGS, PART I

PLANS. PLAN DEVELOPMENT AND THE PLANNING PROCESS

This chapter presents the study's results focussing on the questions addressed

in each of the three tiers: the review of planning documents, the key informants

survey on the planning process, and the community health survey of community

participation and knowledge, attitudes and practices in the FSM. The data summaries

on the Key Informant and Community Survey questionnaires are presented in

Appendices V and VI.

The evolution of health planning in the FSM provides necessary background

for a review of the plan documents themselves. The planning process which has been

employed is also analyzed, including review of community participation and

consideration of the impact of planning on health systems changes. The research

questions which focussed the study and the hypotheses which were established, are

presented, including statistical analyses, in the following chapter.

A. Evolution of Health Planning in the FSM

The TIPI Plan has been important in shaping subsequent health planning in

the FSM. This plan's development in the late 1970s presented an overview of the

major problems affecting health and health care, and identified the major goals,

objectives, and strategies for the health sector. It described the environment, the
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health status of the population and the health system; it presented pertinent data and

analysis of such data; it defined problems; and outlined goals, objectives, and

strategies recommended for actions.

The TIPI district (or FSM state) health plans of 1977, issued in response to

P.L. 93-641, and the Annual Implementation Plans developed for each district,

likewise, formed a basis for all subsequent planning developments. The FSM state

plans presented detailed analyses of health status and of the health system, together

with specific problem identification and development of specific goals, objectives, and

strategies to meet the unique needs of each district/state.

P.L. 93-641, reinforced by TIP! guidance, mandated that the district health

plans be drafted by TIPI and the planning agency. Since the TIPI had been defined

as a "state" for purposes of funding eligibility and compliance and responsibility,

compilations of all the planning work took place only at the highest Territorial level.

The people in the villages and the outer islands got to know about the plans only after

the plans had already been developed at the Territorial level. Thus, during the 1970s,

health planning was centralized and based on minimal community participation.

In a study on development planning in the Trust Territory, Kent (1982) stated

that "people cannot become fully developed unless they undertake their own

development planning". This study further stated that "planning for the people in

Micronesia had usually been preempted by outsiders...Micronesians had been denied

that development which comes from planning for oneself, and Micronesians had not
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been prepared for systematic development planning...Over the long run, efforts will

have to be made to strengthen the role of Micronesians in planning for themselves... "

(Kent, 1982).

The current study found that the difficulties of fostering direct consumer

participation in the plan development were aggravated by many factors: a) the nature

of health issues addressed, b) level of experience, knowledge and involvement in the

planning process by the consumers and the health providers, c) disagreements between

national government, and the local people, d) gaps that exist between community

interests and program efficiency, to name a few.

As planning documents, however, the four state health plans of 1977 were

more than adequate to guide specific health planning activities for the four FSM states

of Yap, Kosrae, Chuuk and Pohnpei during the early 1980s. Prior to the 1970s,

before Public Law 93-641 was adopted, there was no one specific plan that the

Territory used for health services planning and policy implementation.

In 1985, each of the four FSM states completed preparation of economic

development plans as part of the FSM National Economic Development Planning

process. This was promoted and supported by the United Nations Development

Program. These state development plans, prepared by local people, built upon the

earlier foundation for effective use of each state's limited financial, physical, and

human resources. The FSM National government also developed a national Five

Year Plan (FSM, 1985-1989) to guide the state plans development efforts. In the

national plan, a health sector component was included as a guide for health
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development. The Second Five Year Plan (FSM, 1990-1994) has recently also been

completed, at both national and state levels in the FSM. It, too, contained a health

sector plan to guide health developments in the four FSM states, as it relates to the

overall plans for the nation.

Thus, health planning and development planning have been intertwined in the

1980s in the FSM. This intersectorallinkage has been of great assistance in the

evolution of health planning.

B. Analysis of State Health Plans of the 1970s and 1980s

The review of the four state health plans has provided some clear evidence of

adequate planning efforts during the 1970s. The four FSM state health plans

contained clearly stated objectives and goals on various health issues such as health

status, health facilities, assignment of personnel, nursing and medical services, dental

services, sanitation, public health, maternal and child health, etc. The Territorial

government during the later 1970s utilized these common themes as a basis for action

with the districts; later the FSM government used them as a basis for national and

state policy.

Some of the stated goals and objectives in the various health plans were

appropriate and relevant to needs; others were not, but all the plans contained them as

a basis for national and state efforts in health delivery improvements.

EQUITY (the fairness of patterns of distributing financial resources, facilities

and manpower) and efficiency, and appropriateness of health care was dealt with in
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all four plans. Goals and objectives were clearly stated in all four state plans. All

the plans included recommended service improvements as major efforts to be pursued,

except the Yap state plan which was neutral on the service improvement issue. All

the plans, except the Kosrae plan, made provisions to accommodate location of

dispensaries in relation to the community and the location of homes and villages in

three states. Accordingly, placements of health facilities to accommodate services in

under-served areas were emphasized in the plans for Yap and Pohnpei, while Chuuk

and Kosrae plans were neutral on the health facility location issue. All the states

utilized the health plans as mechanisms and means for coordination of services.

All the plans, except the Kosrae plan, addressed economics and financial

access, as challenges in program implementation. All the plans, except the Pohnpei

plan, addressed geographical difficulties relating to health delivery.

Pohnpei and Yap plans both addressed cultural barriers, but Kosrae and Chuuk

plans did not address the issue. Figure 5.1 graphically presents the summary findings

of plan document review regarding equity considerations.
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Figure 5.1 Equity in State Plans

Reviewers' Average Scores Regarding Equity" in the Four State Plans

4.5
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Yap

The four state plans specified RESOURCE ALLOCAnON for personnel,

materials, supplies and equipment for project implementation. Health budgetary

allocations were discussed in three state health plans, except Pohnpei which was

neutral on the issue. There was no discussion in any of the four plans about health

budgets relative to other sectors in the government. Population-based resource

* Based on the Plan Review Instrument A, #1-6; B, #7-14.
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allocation was discussed only in the Pohnpei state health plan. Strategies for

maintenance of funding were mentioned in the plans for Yap, Chuuk and Pohnpei,

except the Kosrae plan.

IMPLEMENTAnON activities were the most important and common element

that all four state plans shared. Implementation had a higher priority rating than

evaluation as stipulated by the four state plans. Plans addressed intersectoral

cooperation in all states but Kosrae. All state health plans established health councils,

except for the Kosrae plan. Task assignments for personnel were indicated clearly in

all the state plans. Community organization inputs prior to program implementation

was not strongly indicated in any of the state health plans.

See Figure 5.2 for a graphic presentation of the summary of findings regarding

Plan Implementation and Resource allocation.

Health system SUPERVISION AND MANAGEMENT roles were identified in

all four state plans. (See Figure 5.3.) Health Council responsibility was clearly

delineated for INTERSECTORAL IMPLEMENTATION in the Pohnpei plan. Health

education and community organization and promotion were mentioned in all the state

health plans. Involvement of NGOs and voluntary organizations were not mentioned

in any of the state health plans.
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Figure5.2 Plan Implementation and Resource Allocation in State Plans

Reviewers' Average Scores Regarding Implementation" and
Resource Allocation"
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* Based on the Plan Review Instrument C, #15-19; F, #29-35.

** Based on the Plan Review Instrument E, #25-28.
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Figure 5.3 Planning and the Managerial Process

Reviewers' Average Scores Regarding Planning and the Managerial
Process" in the Four State Plans
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Plans allocated resources for training and manpower development in all states.

All the plans contained provisions for licensing of professionals, except for Kosrae's

plan which did not delineate the procedures for professional licensing for health

practitioners in that state. Plans provided for expanded roles of health professionals

in Yap and Kosrae, but Chuuk and Pohnpei did not.

All the plans provided criteria and procedures for MAINTAINING QUALITY

STANDARDS of health services, except the Kosrae health plan. All the plans

* Based on the Plan Review Instrument I, #44-50; I, #51-55.
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Figure 5.4 Surveillance Over Quality

Reviewer's Average Scores Regarding Surveillance Over Quality-

Pohnpei Chuuk

STATES

Kosrae Yap

identified personnel policies as priorities, except Kosrae's plan. All the plans defined

health personnel functions and roles in the dispensaries as priorities. All the plans

defined geographical allocation of personnel, except the Pohnpei state health plan.

All the states offered career development provisions in their plans, except the Kosrae

plan, which did not accommodate career development needs. (See Figure 5.4.)

All the plans identified EVALUATION as a planning activity to be conducted

in order to check accomplishments of objectives stated in the plans. The only state

that did not make provision for it was Kosrae. None of the plans set up the necessary

* Based on the Plan Review Instrument C, #17; H, #43; F, #31-35; I, #44-50.
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criteria to delineate responsibility for evaluation of the planning activities. None of

the states identified the use of evaluation to check progress of activities, and none of

the states spelled out the frequency and time of evaluation of health activities specified

in the plans. None of the plans identified the relationship between evaluation and

successful accomplishment of goals and objectives as a mechanism to guide health

actions.

Figure 5.5 provides a graphic summary of the plan document review findings.

It shows that the Kosrae state plan was the least developed plan in the FSM with

seven major elements lacking in the plan. Yap state had the most developed plan.

All the common elements of a good plan were covered in the Yap plan, and four

additional elements were present, that were not found in the other plans. Chuuk's

state plan was the next most developed plan with only two common elements lacking,

plus four additional elements present. Pohnpei's plan, as indicated in Figure 5.5,

followed the Chuuk plan in adequate development and appropriateness.

In general, all the plans were weak on: evaluation, health budget relationship

to other sectors, and involvement of NGOs in health planning activities. Village

organizations, community organization input, council responsibility for intersectoral

implementation and population-based budget and resource allocation were weak in all

the plans.
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Figure 5.5 Overall Summary of Plan Documents Review

Reviewers' Average Scores Regarding All Elements of the Plan Documents-

4.5

4

3.5

3

2.5

2

1.5....11:.....-
Pohnpei Chuuk Kosrae

STATES
Yap

All the state health plans contained the following common elements: goals and

objectives, mechanism for health activities coordination, task assignments for health

personnel, health system supervision and management, health education and

community organization and promotion, resource allocation for training and

manpower development, health personnel functions and responsibilities.

In general, the plans provided provisions for service improvements and

innovations, identified geographical locations of dispensaries, except the Kosrae plan.

* Based on the Plan Review Instrument, all 55 questions.
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The plans valued intersectoral cooperation, except for Kosrae's plan. All the state

health plans accommodated health budget allocations, identified activities by progress

toward objectives, criteria and procedures for maintaining health standards, priorities

for health programs, career development patterns, except for Kosrae's plan. All the

plans provided for geographic allocation of personnel, except for Pohnpei. All the

plans accommodated health system professional development.

Minimal attempts were made to solicit community organization input prior to

program implementation, involvement of NGDs and voluntary organizations, health

budget allocation plans relative to other sectors, responsibility for evaluation,

explanation of evaluation, identification of frequency of evaluation, council

responsibilities for intersectoral implementation, except in Pohnpei. None of the

plans identified population-based resource allocation, except in Pohnpei.

On certain issues, the findings of plan document review were mixed. The

plans made provisions for placement of facilities in under-served areas in Yap and

Pohnpei, but not in Kosrae and Chuuk. The plans addressed cultural barriers only in

Yap and Pohnpei. Only in Yap and Chuuk were strategies identified for maintenance

of funding for health services. Yap and Kosrae state health plans provided for

expanded roles of professionals where not enough health professionals was available

to cover needed services.
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Table 5.1

Frequency and Percentage of Demographic Characteristics
of the Key Informants

Characteristics Frequency % Sample

Gender
Male
Female

Age
35 - 44
45 - 54
55 -64
65 and over

Ethnicity
Yapese
Kosraen
Chuukese
Pohnpeian
Chamorro
Palauan
Caucasian
Others

Occupation
MedicineIProfessionals
Nursing/Teachers/etc.
Manager/Director

Forms of Employer
Executive
Legislative
Private

Employment
Self
Other

Council Position
Provider
Consumer

Educational Level
High School Diploma
Junior College AS
CollegeDegreeBA
Graduate Degree MA

19 76
6 24

2 8
7 28

12 48
4 16

6 24
3 12
4 16
4 16
3 12
2 8
2 8
1 4

13 52
4 16
8 32

15 60
2 8
8 32

7 28
18 72

12 48
13 52

7 28
2 8

15 60
1 4
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C. The Planning Process

Findings regarding the planning process were derived primarily from the Key

Informants survey. (See Appendix V for the data summary on this survey.)

The people most actively involved in the planning process in the Territory

were the planning staff at the headquarters level, and the members of the Micronesian

Health Coordinating Council (MHCC). The Council included individuals with

different interests, represented different groups with different ethnic backgrounds, and

was composed of people from various public and professional groups, health

providers, and consumers. The 'key informants' group was made up of mostly

males, primarily age 55 up to 64.

The individuals actively involved in the Council were well-educated and had

good paying jobs in the governments. About 28 percent of those individuals

interviewed in the 'key informants' group were self employed; the rest were working

either for the Executive or the Legislative branches of the government.

The majority of the key informants felt that there was a model set up by the

Territorial government to guide health activities during the planning period. This

model, authorized by P.L. 93-641, provided through its several requirements a

framework for planned improvement of the health of the population.

The plans established for the four FSM states and the national government

made recommendations to reduce health care costs; to improve availability and access

of public health care through primary health; and to emphasize preventive health care.

Both long range and short range planning issues were addressed under the model set
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up by the planning law. The four state plans included provisions for the: 1) unique

needs of each respective state; 2) issues of decentralization of planning activities and

health actions; 3) actual health delivery conditions in each state; and 4) local planning

efforts, whether planning was carried out or not. (See Table 5.2 for a summary of

findings about a model.)

Table 5.2

Key Informants Responses on the Planning Model
Set Up by TIPI, 1970 to 1980

Key Informants Response Categories (%)
Indicators Survey-Quest. # yes no Total

Presence of a planning model
to guide health actions 1 80 20 100

Short term planning focus 40 80 20 100

Long term planning focus 41 72 28 100

During the initiation stage, plans were developed mainly by the staff planners

at the Territorial level, with input from the state health directors and the United States

federal agencies. (See Figure 5.3.) The funding authority for the planning activities

in the Territory was made possible by the U.S. federal government under a special

grant. However, in order to receive continued U.S. funding, the federal government

was heavily involved in need assessment, unlike the traditional leaders and the local

governments. Action recommendations for achievement of goals identified by the

planners did not include input from the traditional or community leaders in order to
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make the planning process work more effectively. A mere 12 percent of the key

informants felt that traditional leaders were involved in the needs assessment process.

Because participation of traditional leaders in need assessment was low, health

improvements and services did not receive the local support needed to expand and

improve services.

Table 5.3

Responses on the Planning Process and the
Conduct of Needs Assessment and Input

Indicators

Government officials

State health departments

Traditional leaders

Staff planners

u.S. federal officials

Key Informants Response Categories (%)
Survey--Quest. # yes no Total

15, 18 60 40 100

16 84 16 100

20 12 88 100

21 80 92 100

22 80 20 100

Ideally, all stakeholders should be involved in: defining health problems and

needs of the communities; setting up objectives to meet needs; and designing the work

plans for plan implementation. In the opinion of the key informants, however, only

the staff and council members were engaged fully in the plan development and

program implementation design processes. Only 28 percent of the respondents felt
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that the traditional leaders were adequately involved and invited regularly to express

their opinions about the planning process and the contents of the plans. (See Table

5.4.)

Table 5.4

Responses Regarding Sector Involvement
in the Planning Process

Indicators

Periodic plan reviews by staff
and council members

Planning process involved:

Health departments

Traditional leaders

Elected officials

U.S. federal officials

Key Informants
Survey--Quest. #

12

23

2S

26

27

Response Categories (%)
yes no Total

76 24 100

agree disagree Total

92 8 100

28 72 100

52 48 100

80 20 100

The key informants indicated that the planning process reflected few

Micronesian priorities. The list of priorities indicated in the plans were those of the

United States and the TTPI health services. This was due mainly to funding of the

programs by federal grants and other resources, which were not available in the local

health budgets. When federal funds were provided, for example, there were

guidelines set up to control the use of such funds. Funds for travel costs from the

districts to the headquarters were made available. There were no funds for travels to
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the outer islands and the areas at the periphery. Relevant issues affecting the outer

dispensaries were often not included in various planning meetings.

Decisions and priorities were normally set up outside the local health offices;

only 40 percent of the key informants indicated that adequate time was allowed for

planning. (See Table 5.5.) Although the plans were developed to address local

problems, benefits, goals and objectives, there was minimum time allotted for staff

training.

In most instances, the planning staffs were not well-prepared for planning

work and, in most cases, the planners failed to secure proper public hearings on the

program budgets and other resource utilization schemes.

Table 5.5

Key Informants Responses on Resource Commitment
in the Planning Process

Key Informants Response Categories (%)
Indicators Survey--Quest. # yes no Total

Adequate time allowed for planning 37 40 60 100

Adequate staff training and
experience in planning 38 64 36 100

Planning staff support
council activities 39 68 32 100

Because the planning process involved mostly health planning agency

personnel, health departments representatives, and U.S. federal government officials,
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traditional leaders, and elected public officials were not adequately involved in the

implementation of the programs. About 76 percent of the key informants felt that

adequate policies for implementation were in place, but only 36 percent said that the

policies were enforced, and only 52 percent said that the Annual Plans were executed.

Only 60 percent stated that the plan reviews were used to improve implementation of

health activities, and only 68 percent felt that the planning process involved other

sectors in implementation (see Table 5.6).

Table 5.6

Responses to Plan Implementation Process

Key Informants Response Categories (%)
Indicators Survey-Quest. # yes no Total

Annual plan implementation 2 52 48 100

Policies for implementation 3 76 24 100

Multi-sectoral implementation 4 68 32 100

Plan documents used for state
Territorial coordination 7 72 28 100

Use of plan reviews for
improved implementation 10 60 40 100

Mechanism for enforcement of plans 45 36 64 100

D. Community Involvement and Participation

One key element of the planning process is community involvement and

participation. Participation is designed to enable community members to become
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responsible for planning and implementing programs that facilitate development of

their communities. Underlying this notion is the concept that the health of the

community is the responsibility of the community as a whole, not just a few health

workers in that particular community. Only sixty percent of the key informants felt

that different community sectors assisted in plan implementation to protect the welfare

of the people.

The FSM state health plans, through the Micronesian Health Coordinating

Council, stressed the value of community participation and input. The MHCC and

the staff planners conducted public hearings in villages and communities indifferent

islands about the emerging plans, their programmatic ingredients, and the planning

activities underway. Seventy-two percent of the key informants agreed that such

efforts were made, and public hearings on the plans were carried out. (See Table

5.7.)

Only 52 percent stated that adequate time was allowed for plans to be

reviewed by all the appropriate community groups. In addition, only 44 percent of

the 'key informants' felt that results of public hearings on the plans and planning

activities were adequately distributed to various communities so that the citizens could

review the results of the hearings and make comments on the results. Eighty-four

percent of the key informants felt that the traditional leaders were not adequately

involved in need assessments, program evaluation and reviews, and plan

implementation.
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Table 5.7

Responses to Opportunities for Community
Input and Participation

Key Informants Response Categories (%)
Indicators Survey-Quest. # yes no Total

Public hearings conducted 8 72 28 100

Adequate time allowed for plan
reviews by various groups 9 52 48 100

Community people adequately
involved in planning 11 48 52 100

Feedback to citizens about
plans and implementation 13 44 56 100

Different community sectors
assisted in implementation 14 60 40 100

Needs defined by consumers 17 48 52 100

Traditional leaders involved
in needs assessment 20 16 84 100

The apparent limited exchange of information between the staff planners and

the communities made it difficult for consumers of health services to help implement

programs in the villages. Only 48 percent of the key informants felt that the health

and community needs were defmed adequately by the consumers and the public.

Most planners believed that providing people with knowledge, through

education, would greatly improve the health services and health status of the

population. As a result, approaches were developed in the planning process to

involve the people who needed the services. Yet, only about 52 percent of the people

interviewed said that the planning process involved the concerns of the public-at-large
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in discussing and deciding what was good for health care in the communities. The

planning process provided opportunity for the community people to be involved, but

other system problems prevented full participation.

In summary, the interviews with the key informants indicated public hearings

were conducted on the plans, yet only about half said that ade.quate time was allowed

for plan review that community people were involved in the planning process. Only

44 percent of the 'key informants' said that feedback about results of planning reviews

were provided by the planners. Only 48 percent said that health needs were defined

by the consumers. (See Table 5.8.)

Most of the needs were defined by the health planners and the agencies that

provided the funds for the planning activities. Only 52 percent agreed that the

planning process provided the full benefits of community input and participation for

health care.

Table 5.8

Key Informants Views on Opportunities for Community
Input and Participation in the Planning Process

Indicators
Key Informants

Survey-Quest. #
Response Categories (%)
yes no Total

Planning process involved
the consumers and the public 24

99
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E. Impact of Health Planning on Health Systems Changes

There is a natural expectation that planning will have an impact on the health

system, producing positive changes in delivery of care. Sixty-eight percent of the key

informants did indicate that the completed health plans and the health planning process

provided some directions for health program activities in the states and the outer

islands. Yet only 40 percent said that plans facilitated changes needed in the health

systems. (See Table 5.9.)

Table 5.9 .

Planning Impact on Health System Changes

Key Informants Response Categories (%)
Indicators Survey-Quest. # yes no Total

Plans provided directions
for program implementation 5 68 32 100

Plans facilitated changes needed 36 40 60 100

Health planning assisted health program implementation according to 80

percent of the key informants who were interviewed, and 76 percent stated that the

planning process enhanced health care delivery yet, only 40 percent of them felt that

objectives for health planning and health services were accomplished. (See Table

5.10.)
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Table 5.10

Planning Process Improved Health Services

Eighty-eight percent of the 'key informants' felt that the planning process and

the plans that were developed for the FSM provided for procedures for reporting data

and monitoring. About half felt that periodic review schedules were developed, that

evaluation meetings were to be held and only 36 percent said that there was a

mechanism set up for process observation. (See Table 5.11.)

Table 5.11

Planning Process, Feedback and Evaluation

Key Informants Response Categories (%)
Indicators Survey--Quest. # yes no Total

Procedures for reportingdata
and monitoring 6 88 12 100

Periodic review schedule 42 S2 48 100

Mechanism for process observation 43 36 64 100

Meetingsset up for evaluation 44 S2 48 100

Presence of mechanism for enforcement 4S 24 76 100

District health departments
assist health planning 46 72 38 100
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F. Primary Health Care: General and Dispensary Services

In the 1980s, during the health planning activities days, certain health attitudes

and practices of the community have improved. Introduction of health planning and

primary health care in the FSM contributed to some degree of improvement. The

third tier of the study has been designed to document some of the changes in attitudes

and improvements in health practices among the people in the FSM, as a result of

their involvement and exposure to primary health care and the health planning

process.

Primary health care is not concerned with advanced medical care and

technology, but rather with applying already tried and tested health procedures to the

health problems of the poor and the underprivileged. In this study, the 'poor' and the

'underprivileged' were those people living far away from the state centers on the

outer islands and villages, and who did not have ready access to the health care

provided in the central health facilities.

The Tier TIr survey was set up to review people's attitudes and health practice

related to their involvement in the planning process and the primary health care

efforts.

The 150people who made up the sample for the community survey were

selected on a nonprobability sampling basis. The majority of people who responded

were between ages 25 to 44. About 60 percent of the respondents in the sample were

males. Forty-three percent of the respondents were people living on the main island
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in each state center. Only 12 percent of the respondents were outer islanders living

on the main state centers. No visits and interviews were conducted on the outer

islands. (See Table 5.12.)

Table 5.12

Frequency and Percentage of Demographic Characteristics
of the Community at Large Interviews

Characteristics Frequency % Sample

Gender
Male
Female

Age
15 - 24
25 - 34
35 -44
45 - 54
55 - 64
65 and over

Ethnicity
Yapese
Kosraen
Chuukese
Pohnpeian

State
Yap
Kosrae
Chuuk
Pohnpei

Zones
main island-urban
main island rural-coastal
main island rural-inland
outer island

86 57
64 43

14 9
29 33
40 27
28 19
17 11
2 1

25 17
25 17
50 33
50 33

25 17
25 17
50 33
50 33

64 43
33 22
34 23
19 12
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Table5.12 - Continued

Frequency andPercentage of Demographic Characteristics
of the Community at Large Interviews

Education and Employment Background

Characteristics Frequency % Sample

Education
No schooling 26 18
1st to 12thgrade 68 45
College and over 56 37

Degree
High school Dip 56 37
Junior college AS 31 21
College degree BA 19 13
Graduate degree MA 5 3
NA 39 26

Occupation
MedicinelLaw/Others 3 2
Nursing/Teachers/others 38 25
Manager/Directors/
Administrators 20 13
Clerical/others 30 20
LaborerslFarmers 9 6
Homemaker 1 1
Elected official 1 1
Others 48 32

Employment
Self 11 7
Someone else 95 63
NR 43 30

Employer
Executive 88 59
Legislative 5 3
Private 11 7
NR 46 31
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Forty-two percent of the people in the villages indicated that they understood

and used primary health care services. Another 41 percent said that they understood

and used the services made available by the hospital outpatient departments.

However, only 31 percent of the community people interviewed indicated that they

understood and used the services in the dispensaries for both acute and chronic care.

Only 28 percent of the people interviewed understood and used health promotion and

prevention in the communities and in the dispensaries. (See Table 5.13.)

Most of the respondents stated that they had difficulties when they sought

services in the dispensaries, either because the staff was not available, or because the

health assistant who was assigned to the dispensary did not know what to do, or was

not well-prepared to do the work he was assigned to do.

Table 5.13

Understand and Use of Certain Health Services
Among Community Respondents

Community Survey Response Categories (%)
Indicators Question # yes no Total

Understand and use PHC A 42 S8 100

Understand and use promotionlprev B 28 72 100

Understand and use dispensary C 31 69 100

Use hospital outpatient E 41 S9 100
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Many village people felt that the dispensaries are adequately set up to address

their needs. About 59 percent of the respondents said that they had no difficulty

when they sought assistance from the dispensary. Half of the respondents said that

the dispensary staff was normally available when they visited the facilities, and about

2/3 felt that the health assistants working in the dispensaries were qualified to conduct

health work in their respective posts. (See Table 5.14.)

Table5.14

Extent and Use of Certain Services in the Dispensary

Community Survey Response Categories (%)
Indicators Question # yes no Total

Felt difficulty when seeking
help at the dispensary HI 41 59 100

Felt adequate staffing was available H2 51 49 100

Felt health assistant was qualified H4 67 33 100

Less than half of the respondents said that the prevention program in the

villages were good to excellent. Acute and chronic services were rated good to

excellent by 52 percent. Less than half of the people living away from the central

facility utilize the dispensaries for prevention activities. (See Table 5.15.) Yet only

52 percent used the dispensaries even for acute and chronic care services.
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Table 5.15

Prevention and Acute Care in the Dispensary

Indicators
Community Survey

Question #
Response Categories (%)
yes no Total

Prevention program in dispensary

Acute and chronic care/dispensary

I1

I3

47

S2

S3

47

100

100

Even if they did not use the dispensary on a regular basis, about 76 percent

said that it would make a difference to them if no dispensary facilities were available

in the villages. Thus, in places where there are no dispensaries, people often see a

need to set one up. Only Yap state had a functioning dispensary network system.

People in the FSM were still not exercising the opportunity to use the dispensary for

preventive activities in nutrition education, basic health education, basic health

services, and extension health care.

Among the people interviewed, 56 percent of them were dissatisfied with the

hospital services; and 59 percent said that they were not receiving adequate care from

their hospitals, 79 percent indicated that the hospitals were not equipped and supplied

properly to operate a sound and responsive hospital service. (See Table 5.16.)
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Table 5.16

Extent and Use of Hospital Services

Community Survey Response Categories (%)
Indicators Question # yes no Total

Would make a difference if there
were no dispensary J 76 24 100

Satisfied with hospital and
personnel services L 44 56 100

Receiving good services M 41 59 100

Hospital generally well-equipped
with supplies and equipment N 21 79 100

SUMMARy

Study of the evolution of health planning has highlighted the importance of the

TIP! planning process in shaping the subsequent development of the process of health

planning in the FSM. This review of the four state health plans has provided clear

evidence of adequate and appropriate health planning efforts during the 1970s, under

P.L. 93-641.

During the 1970s, The Trust Territory government, utilized the health plansas

a basis for national and statehealth policy development. The state health plans,

through the Micronesian Health Coordinating Council (MHCC), stimulated and

improved community awareness and participation in health policy development,

according to the Key Informants. More than fifty percent of the Key Informants

indicated that the plans and the planning process provided direction for health

programs activities in the FSM states.
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In the FSM, during the health planning activities in the 1970s, certain health

attitudes and practices of the people in the community have improved. Very few of

the respondents (28%), however, understood and used prevention and promotion of

services in the communities and in the dispensaries in the outer islands. More than

half of the people were dissatisfied with the hospital services because of lack of

supplies, medications, and inappropriate services.
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CHAPTER VI. FINDINGS, PART II

The previous chapter presented the three tier findings in a simple, convenient,

and hopefully easy-to-understand form. This chapter describes the relationship among

several key planning variables, in response to the original research questions posed.

The first question focused on the plans and their impact and was not addressed in the

survey data. As a result, no analysis was conducted of this question in this chapter.

The key concepts of networking, participation, needs assessment, stakeholders,

planning process and feedback are examined here' for correlational validation. There

is also analysis of the relationship between acute and chronic care, hospital outpatient

care and primary care in each of the four states and among different zones in each of

the state. Final conclusions, implications and recommendations are reserved for the

postscript, Chapter 7, which follows.

Testing the Hypotheses: Statistical Analysis

To what extent was networking associated with participation? To what extent

was participation associated with needs assessment? To what extent were stakeholders

involved in feedback, was there evidence of impact of planning? To answer these

questions, we must turn to a statistical analysis of Research Questions II and ill and

their respective hypotheses.
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QUESTION TWO Have the health planning process and the council activities

conducted in the FSM (1970 - 1980) stimulated changes in the

health system, thus contributing to improved health services?

Null Hypothesis There was no significant relationship between the comprehensive

health planning process, including the council activities, as

described by the 'key informants', and the health planning

programs andprojects implemented in thefour FSMstates.

In order to relate the findings to the general research question two above, the

study selected several variables from the 'Key Informant' and the 'Community

survey' samples for statistical analysis, using Pearson's (r) correlation and the Chi

Square statistics. The Pearson product moment correlation was used to examine

relationships or inter-associations between pairs of variables. Chi Square was used to

assess the extent to which there were associations in cross classification tables.

The study found that where there was high level of networking, there was

likely to be high level of participation if there was an association. Networking was at

work when there was clear exchange of information, ideas, or services among

individuals, groups, or institutions. It was a form of communication in the planning

process among people who were involved. There was a model set up for planning,

and yearly plans were implemented. There were planning guides set up for actions on

the plans. Other governmental sectors were included in the planning activities, and

111



the planning process reviewed programs directions and implementation schedules.

Data and information were available for program monitoring, and data and

information were used as guides to coordinate activities between the TIP! and the

health services in the four states.

Participation was defined simply as taking part in the planning process. The

people to be serviced by the plans were supposed to be affected by the plans, and in

the process, they were made to feel that they had a part to play in planning through

public hearings, village meetings, etc. The community people were given the

opportunity to review the plans. Results of plan reviews could be utilized during

program plan implementation. The planning staff and the council members made

periodic reviews of the plans. Feedback on the results. of plan reviews were often

made available to the general public. Different community sectors were involved in

the plan implementation.

The Pearson (r) showed that there was a significant relationship or association

between the two variables, networking and participation, as reflected in Table 6.1.
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Table 6.1

Pearson Correlations: Combined Total
Indicators Under Networking and Participation Variables

Networking Participation
Stat Symmetric Dependent Dependent

Lambda .38235 .46667 .31579

Uncertainty coefficient .56110 .62625 .50823

Somer's D .52941 .50373 .55785

ETA .90981 .73416

Stat Value Significance

Cramer's V .70093

Contingency coefficient .86411

Kendall's Tau B .53010 .0004

Kendall's Tau C .50400 .0004

Pearson's (r) .69917 .0001

Gamma .61086

(n=25) p=<.05

p=<.OI
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The study also found that when there was a wider sector participation in the

planning process, the needs assessment result was also significant. Needs assessment

refers to the act of identifying health needs; or the systematic identification and

analysis of health needs. The elected officials helped defined health needs. The

district health department were also involved. The consumers were included in the

needs assessment process, as were the traditional leaders. Both the district health

departments, Territorial and U.S. Government officials were also involved in the

needs assessment process.

Where there was active participation, there was high level of involvement by

various sectors in needs assessments. In Table 6.2 Pearson (r) showed that there was

a significant relationship and an association between participation and needs

assessment in the planning process.

A significant relationship also existed between participation and stakeholder

involvement variables. Where there were different interests involved in the planning

process, participation level was also high. Stakeholder involvement referred to the

number of people and various agencies that participated in the planning process. The

planning process included people from the health departments, consumer groups,

traditional leaders, elected officials, U.S. government officials and certain groups of

people in the health system. Each party, however, had different levels of

involvement.
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Table 6.2

Pearson Correlation: Combined Total Indicators
Under Participation and Needs Assessment Variables

Needs
Participation Assessment

Stat Symmetric Dependent Dependent

Lambda .27778 .26316 .29412

Uncertainty coefficient .47702 .44420 .51509

Somer's D .38462 39683 .37313

ETA .68960 .73879

Stat Value Significance

Cramer's V .64068

Contingency coefficient .86129

Kendall's Tau B .38480 .0075

Kendall's Tau C .36571 .0075

Pearson's R .52892 .0033

Gamma .44643

(n=25) p=<.05

p=<.OI
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In Table 6.3, Pearson (r) showed that there was a significant relationship or an

association between participation and stakeholder analysis in the planning process.

Table 6.3

Pearson Correlation: Combined Total Indicators
Under Participation and Stakeholder Analysis

Participation Stakeholders
Stat Symmetric Dependent Dependent

Lambda .50000 .52632 .47619

Uncertainty coefficient .67335 .70147 .64741

Somers'D .46886 .46043 .47761

Eta .82552 .81727

Stat Value Significance

Cramer's V .69544

Contingency coefficient .90177

. Kendall's Tau B .46894 .0011

Kendall's Tau C .45511 .0011

Pearson's R .66564 .0001

Gamma .50794

(n=25) p= <.05

p=<.OI

116



In another relationship that was observed in the statistical data, it was apparent

that where there were significant participation in the planning process, there were also

plan reviews and feedback, and evaluation of the planning process also took place.

However, it was noted that different sectors participated differently in the planning

process. When the community leaders and other interested parties--such as the

consumers, traditional leaders, staff planners, health departments, and the U.S.

government officials were involved--a higher level of participation was registered. In

Table 6.4, Pearson (r) demonstrated that there was a relationship or an association

between planning process and feedback variables.

A significant relationship also existed between an active Planning Process and

a more consequential Impact on the health system. Impact referred to the deliberate

changes that health planning brought about on the health system. Where there was

evidence of serious planning being conducted in the various FSM states, there also

was clearly presence of activities conducted in the health systems to facilitate planned

changes, council activities, short term and long term program planning and activities.

In addition, when adequate time was allowed for plans to be reviewed by all parties

concerned, changes in the health systems were likely to be implemented also. In

Table 6.5, Pearson (r) showed that there was a significant relationship and

inter-correlation between the planning process and impact on the health services.
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Table 6.4

Pearson Correlation: Combined Total Indicators
Under Participation and Planning Process/Feedback

Planning
Participation Process

Stat Symmetric Dependent Dependent

Lambda .42105 .42105 .42105

Uncertainty coefficient .60750 .60294 .61214

Somers'D .58692 .58801 .58582

Eta .77247 .83911

Stat Value Significance

Cramer's V .64022

Contingency coefficient .88698

Kendall's Tau B .58692 .0001

Kendall's Tau C .55822 .0001

Pearson's R .75061 ooסס.

Gamma .65145

(n=25) p=<.05

p=<.OI
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Table 6.5

Pearson Correlation: Combined Total
Indicators Under Planning Process and Impact Variables

Plan Process Impact
Stat Symmetric Dependent Dependent

Lambda .42105 .452105 .42105

Uncertainty coefficient .63021 .65016 .61144

Somers'D .60853 .60294 .61423

Eta .92168 .93863

Stat Value Significance

Cramer's V .70273

Contingency coefficient .90351

Kendall's Tau B .60856 .0000

Kendall's Tau C .58311 .0000

Pearson's R .79355 .0000

Gamma .67213

(0=25) p=<.05

p=<.01
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Null Hy'pothesis

The selection of the sample of the 25 'key informants' was non-random. We

viewed the results as valid in that it was improbable that all the above-noted observed

relationships among these variables might have resulted from sampling error alone.

Therefore, we reject Null Hypothesis Two, and conclude that in the Federated States

of Micronesia between 1970 to 1980, a significant relationship existed between the

planning process and its overall impact on the health systems.

QUESTION THREE Have the health planning efforts of the FSM states and

the national levels created opportunities and targets for

community involvement and participation, thus

contributing to improved health services delivery and

health outcomes?

There was no significant relationship between community

participation and involvement in health planning andprograms

that were implemented in the Federated States ofMicronesia.

This section of the analysis of the data employed Chi Square based measures

to determine association inferences at the nominal level, using selected variables.

Three different cases are explored.

a. Case One - Acute-Chronic Care in the Dispensaries of the Four States

There seemed to be a significant relationship and association between

the four FSM states (jurisdictions) and the knowledge, attitude and

practice of acute-chronic care in the dispensaries.
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Condition 1: There is no association between the FSM states

(jurisdictions) and the use of acute-chronic care in the

dispensary.

Condition 2: There is an association between the FSM states

(jurisdictions) and the use of acute-chronic care in the

dispensaries.

The Table 6.6 demonstrates an association that is placed outside the expected

(p=.05) limits of sampling error. The inference that can be drawn from the analysis

is that there seems to be a significant association among four different states and the

level of knowledge, attitude and practice of acute-ehronic care in the dispensary

systems. Yap state was developed and utilized, more than any of the three states, the

services from its dispensary system. The level of development and utilization of a

dispensary system in Kosrae is the least favorable. While Chuuk and Pohnpei are

using the dispensary system with a higher rate than Kosrae, the utilization rate for the

two states is less than Yap.
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Table 6.6

Health Jurisdictions and Acute-Chronic Care
in the FSM Dispensaries

Chi Square DF

51.39950 15

(n= 150)

Signif

0000

MinE.F.

.833

p=<.05 p= < .01

Cells with E.F. <5

10 of 24 (42%)

b. Case Two - Hospital Outpatient Services in the Four States

There is a moderate association between the four states populations

(Yapese, Kosraen, Chuukese, and Pohnpeian) in the FSM, and the use

of hospital outpatient services.

Condition 1: There is no significant association between the four

major populations in the FSM and the level of hospital

outpatient utilization.

Condition 2: There seems to be moderate association among the four

populations in the FSM and the level of hospital

outpatient utilization.

Kosraens in that state use the hospital outpatient system much more than the

other three states. Yapese in that state seem to use the outpatient services more than

both Chuuk and Pohnpei. Kosrae state does not have any dispensary system, so most

of the health services there are centered at the central health facility in Tofol, except
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the public health clinics and other services provided by public health mobile teams in

the villages. This also partially explains why Pohnpei state utilizes hospital outpatient

less than Chuukand Yap. The two big states of Chuukand Pohnpei people utilize

hospital outpatient less because of distances to the outlying villages and lagoon islands

in the two states.

Table 6.7

Hospital Outpatient and Ethnic Background (Race)

Chi Square DF

29.28333 15

(n=150)

Signif

.0148

MainE.F.

.667

p=<.05 p= < .01

Cells with. E.F. <5

12 of 24 (50)

The information inferred from Table 6.7 demonstrate that an association

between the two variables is outside the expected (p=.05) limits of sampling error.

The inference that can be drawn from this analysis is that there seems to be a

significant association among the four major population groups in the FSM, and the

level of knowledge, attitudeand use of hospital outpatient services.

c. Case Three - Community Involvement and PHC Within the Four States

There is a minimum association between the four zones (main island
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urban, main island coastal, main island rural, and outer islands) in the

FSM states and community involvement and primary health care under

the sample.

Condition I: There is no association between the different zones in the

FSM states and the level of understanding and use of

community involvement and primary health in the

villages.

Condition 2: There seems to be a minimum association between the

different zones in the FSM states and the level of

understanding and use of community involvement and

primary health care in the villages.

Kosrae state does not have any outer islands to care for. All the cases from

that state are classified, therefore, 'main island urban' health users. Yap state has the

most outer islands, and uses primary health care the most by patient service per

capita. Both the main coastal, and inland residents in Pohnpei and Chuuk utilize

community health and primary health less than Yap, but much more than Kosrae

state.

The outer islands use the least primary health care services as reflected in the

current study sample. However, an exception must be made to this finding because
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the researcher did not conduct any interviews or visit any of the outer islands. The

outer islanders who responded to the questionnaire were people who resided in the

state centers.

Table 6.8

Community Involvement and Primary Health by Zones

Chi Square DF

24.41056 15

(n= 150)

Signif

.0584

Main E.F.

.887

p= <.05 p=<.OI

Cells with E.F. <5

14 of 24 (50%)

Table 6.8 demonstrates that a weak association exists between the primary

health care/community involvement and various population zones in the four FSM

states. There is onlya slight inference that could be drawn from the analysis of the

current sample. Thus, the null hypothesis was not rejected.

SUMMARY

In this chapter, data from the surveys were used to answer the research

questions and to test the research hypotheses. Detailed analyses were conducted using

Pearson (r) to describe intra-associations among selected variables, and Chi Square

based measures were used to make inferences of the sample to the study population.

Three major questions had been posed for research but only two of the

questions were analyzed in this chapter, using the findlngs from the surveys in Tier II
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and m. Two of the study questions and one of the corresponding hypotheses were

confirmed. The null hypothesis under Question Two was rejected, as there were

signifIcant relationships among the several variables tested. The null hypothesis under

Question Three was not rejected; the statistical inferences drawn from the third

sample was minimal and weak, and therefore, the null hypothesis could not be

rejected.

In short, this study has found that the health planning process and its council

activities conducted in the FSM during 1970-80 did in fact stimulate changes in the

health system and contributed to improved health services. There was, however, little

or no relationship between community participation and involvement in health

planning and the health programs implemented in the FSM, particularly in the area of

PHC in the outer islands and use of dispensary services for acute-chronic care.

126



CHAPTER VII. POSTSCRIPT: CONCLUSIONS, IMPLICATIONS

AND RECOMMENDATIONS

A. Conclusions

This review of health planning in the FSM during the 1970s and 1980s

produced several major findings regarding this effort which was designed to have a

significant impact on the delivery of health services in Micronesia.

1. Study of the evolution of health planning in the FSM has highlighted the

importance of the TTPI Plan in shaping the subsequent development of the process of

health planning in the FSM. Following the overall TIPI plan, the FSM state plans

provided detailed health status and the health system findings and offered an approach

to problem identification which highlighted the development of specific goals,

objectives, and strategies to meet the unique needs of each district/state. Clearly, the

state plans were responsive to TIPI guidance, although they opened the door to a

decentralized planning effort, as evidenced by Yap's PRC and dispensary system

development.

2. P.L. 93-641, reinforced by TIPI guidance, mandated that the district health

plans be drafted by state and headquarters health staff and particularly the health

planning personnel. Since the TIPI was defmed as a "state" for purposes of federal

funding eligibility and compliance and responsibility, compilations of all the planning

efforts took place at the highest Territorial level. The people in the villages and the

outer islands did not know about the plans until after the plans had already been
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approved at the Territorial level. Thus, during the 1970s health planning was

centralized and based on minimal community participation. This seems to be no

evidence of any reversal of this pattern in the 1980s.

3. Although the plans identified evaluation as a planning activity to check

accomplishment of plans, none of the state plans set up operational responsibility for

plan evaluation. None of the states identified the specific operational evaluation

requirements to check progress of activities, and none of the states identified any

significant relationship between evaluation and successful accomplishment of goals

and objectives.

4. Substantial differences between the two smaller FSM states of Yap and Kosrae

were reflected in the commitment of planning to the achievement of primary health

care objectives. Yap state had the most developed plan which contained all the

elements of a good plan for primary health care. Only Yap state has developed a

functioning dispensary network system. Kosrae's plan was the least developed PHC

plan in the FSM largely because of its geographic access and limited budget. Also,

because it was not an independently identified district under the TIPI, it did not

receive full support through the Pohnpei decision-making process.

5. The most positive aspect of the planning process conducted in the FSM during

the 1970s was the creation of a Micronesian Health Coordinating Council. The

activities of the MHCC stressed the value of community involvement and participation

in the plan development. The council and the staff planners conducted public

hearings in the villages and communities in different islands about the plans, the
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programmatic ingredients, and the planning activities, thus providing education about

health problems and issues. Seventy-two percent of the key informants stated that

such efforts were made, and public hearings were conducted on the plans. In general,

the MHCC provided a prototype for the FSM to pursue in order to facilitate

community involvement and participation in health care services.

6. In summary, all the plans were weak on: evaluation, health budget

relationship with other sectors, and involvement of Non-Governmental Organizations

in heath planning activities. Village organizations, community people input to the

plans, council responsibility for intersectoral implementation and population-based

budgeting and resource allocation were weak in all the plans.

7. Certain popular health attitudes and practices seemed to have improved since

the 1970s (e.g., immunization rate). Yet, at the time of the community survey (1991)

very few (28%) of the respondents understood and used prevention and promotion

services in the communities and in the dispensaries. More than half of the

respondents were dissatisfied with hospital services because of lack of supplies,

medications, and inappropriate services.

8. There seemed to have been a significant variation among the four FSM states

regarding the level of knowledge, attitude and practice of health care in the dispensary

system. Kosraeans had little knowledge and practice of PRC, therefore they used the

hospital outpatient system much more than the other three states. Yapese seemed to

know and use the dispensary system more than any of the other three states.
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However, the population of all the outer islands of Yap, Chuuk and Pohnpei used

primary health care service less than the central island population.

10. In general, state level goals, objectives and specific policy implementation in

the FSM were coordinated and supported through health planning when the

responsibility was held by the TIPI government. However, when the activities

involved a multiplicity of state and local participants and sectors, the goals and

objectives were not nearly as well achieved.

B. Implications and Recommendations

These conclusions are of some consequence to a deeper understanding of the

role of planning in the development of the health sector, and particularly in

developing Pacific nations. These findings are also important to the shaping of future

policy regarding health system development in Micronesia.

The history of Micronesian health development has revealed problems such as

fragmentation of service delivery, poor distribution of resources, and frequent

experiences in service delivery breakdown. This study has also documented a number

of factors which emerged during the seventies, all of which will require future policy

and action by the FSM governments, national and state and especially at the

community or municipal level. These challenges can be summarized as:

o rapidly rising health care costs;

o rising expectations for better health services;

o an increase in acute and chronic illnesses;
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o an apparent gap in response to develop the community and the local

people to participate in ways of improving health infrastructure and

programs for them.

The health system that has evolved for the FSM is based on a United States

model. The introduction of the health planning process, under U.S. P.L. 93-641,

required the TIPI to respond to health needs in seven districts, through utilization of

U.S. federally assisted programs. The process was significant in that it represented

an early attempt to impose an "alien approach II to the health delivery system under a

formal planning approach previously unknown in Micronesia.

Recommendations

The commitment to primary health care (pHC) and early intervention and

prevention programs have been only partially instituted in the FSM states, and

although demonstrably effective, has included a relatively small proportion of the

available resources that have not been well integrated with the health planning effort.

Improvement has been made in the percentage of children immunized in the FSM

through primary health care efforts, but this progress cannot be attributed to the

health plans or the planning process of 1970s.

1. Under PHC, resources should be allotted to the peripheral regions, where the

need is the greatest and the service is often limited. This has rarely been the case. In

addition, the operating challenge is to integrate basic services at the primary level into

a functional and a comprehensive PHC service system. In the light of the current
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health status of the general population of FSM, the government will need to develop a

policy on health planning designed to stimulate active community involvement and

participation through a PHC strategy. Such a policy of focusing health planning on

primary health care should, therefore, respond to the following issues:

a) the need to increase locally available resources to protect and to assure the

provision of basic and adequate health services;

b) the need to shift emphasis throughout the system of services and resources

away from curative health service toward an emphasis on promotion of

healthy living practices and the prevention of avoidable conditions of ill

health;

c) the need for "geographic equality" of access to health services and health

service planning;

d) the need for supportive services for primary care in the outer islands and

in the rural regions on the central islands.

2. These essential elements of a primary health care and planning strategy will

coincidentally require village residents to take increasing responsibility for their health

care. It should also stimulate communities to provide resources and services for the

care of municipal residents. This positive-proactive approach to planning for primary

health care highlights a new concept that must be utilized in order to address health

issues and challenges in developing nations of the Pacific.
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3. One aspect of the concept of "community of interest" is multisector

involvement with health concerns. The health sector is not an entity in itself. It

interacts and functions with other sectors in nutrition, education, housing, etc.

Intersectoral or multisectoral collaboration is one of the pillars of primary health care.

Health sectoral planning is unable to bring about changes in health status. The health

status of a community reflects the influence of various factors, of which medicine is

only a part and not necessarily the most important. The focus of health efforts

should, therefore, be increasingly on social, environmental and economic challenges.

"Community of interest" has been emphasized as a concept relating networking

to the participation of villagers in the process of planning and involvement in

designing plans and health activities that affect them. Planning, therefore, can not be

carried out effectively from top-down alone. The people of the local communities

need to be educated and provided with the necessary skills, information and planning

experience in order to participate effectively in the planning process, designing,

implementing and evaluating programs and projects that affect them in their daily

lives.

The community of interest concept can only be deployed appropriately through

a process of decentralization of decision making procedures, use of networking, and

promotion of community participation in plan implementation. In addition,

decentralization in service delivery is essential if the service is to respond to local

needs and conditions.
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4. To stimulate the role of voluntary organizations is also important in channeling

human interests, professional knowledge, and grass-roots participation in health work.

Special emphasis should be placed on cooperation between health officials, the

schools, and other organizations at the local level through a decentralization process

to make the community of interest concept productive. As a part of the

decentralization effort, attempts should be put in place to strengthen middle

management. Skills will be taught to managers at the state, district and hospital

levels. Consequently, budgetary control will have to be decentralized as well.

5. Another important recommendation that emerges from the study is that health

staff are going to have to spend more time in outreach activities in order to increase

the effectiveness of local service delivery. The need for reallocation of government

resources to support outreach program is critically important. The magnitude and

complexity of decentralization and empowerment requires greater efforts to ensure

that the communities are the main actors and the conductors of health care policy in

the planning of primary health care. The formulation of health consumer groups

might be an important way of overcoming the powerlessness that people often feel as

individuals, particularly with regards to the information available to them about their

health.

6. Well-developed outreach services illustrate how more efficient use may be

made of existing scarce resources in building community of interest responses. When

health teams reach out and provide services in the communities, at the primary level,

it costs less than to bring people into the hospital setting, where secondary and
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tertiary care are rendered. Obviously, the elimination of waste and the better use of

available resources will be a challenge in the coming decade in the FSM.

7. The way forward is to seriously implement primary health care. Use of the

planning action model (as defined by WHO in Chapter, 3, p. 54) should involvement

of the community in the planning, implementing and evaluation process. Such

involvement is essential for success in meeting health care challenges of the 1990s.

There are no simple solutions to such obstinate challenges. A

learning-by-doing approach is the way forward, and it must be backed up by an

intensified commitment to 'community of interest' to ensure that we, health providers

and consumers, learn from acquired experiences and from each other. A loose

federation is at work in the FSM. The President and the Secretary of the Department

of Human Resources will initiate the necessary work to refine the new working

relationship with the four respective states of Yap, Kosrae, Pohnpei, and Chuuk. The

FSM Congress endorsement and support will be secured by way of legislative act,

specifically to facilitate collaborative efforts between the national and the state

governments on primary health care and other preventative activities, including a

sound budget to support the new health initiatives.
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APPENDIX I

Glossary

Several health indicators and terms have been used in various forms throughout
this study and are defined below.

Allocation - the distribution of resources, tasks, responsibilities to and within a
program; a general term comprising suchspecialized terms such as assignments,
apportionment and allotment.

Assessment - the identification and analysis of a varietyof factors that mightexplain the
evaluation findings. Assessment is a function of management in evaluation.

Centralization - the act of bringing together operations of the same type, or activities
that are similarin functions, and combining them to form a central group or unit
with delegation of authority to effect and executive action. Centralization is the
opposite of decentralization.

Community of Interest - the use of networking and participation among community
residents in the process of designing and implementing plans and healthactivities
that affect them.

Community Participation - refers to the process of active involvement and decision
making of a community in the activities and policy that affect their lives.

Coordination - the activity which each of the various inter-dependent parts of a social
system conducts according to the requirements of the other parts and of the total
system.

Decentralization - is the dispersion of the same type of work or activity with full
decision-making powers to the responsible authorities of variousareas away from
the center, thereby locating the workclose to the source that initiatesthe activity.

Diwensary - is a placelocated away from thehospital thatprovides medicines anddental
drugs in the villages.

Efficiency - is a measure of how well resources are utilized to achieve a given outcome.
It is concerned with the balanced use of resources. (WHO, 1980).
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Equity - is a general indicator of the pattern of distributing financial resources, facilities
and manpower in health service.

Health Service - can be described as a permanent country-wide system of established
institutions, with the multipurpose objective of which is to cope with the various
health needs and demands of the population, and thereby provide health care to
individuals and the community, including a broad spectrum of preventive and
curative activities, and utilizing, to a large extent, multipurpose health workers.

Health Status - is the state of health of a person or a population,assessed by reference to
general morbidity, morbidity from particular disease, impairments and mortality.

Impact - is an expression of the positive effect of a program,service or institution on
overall health development and on related social and economic development.

Implementation - is the process of creating and putting something into operation, such
as a health strategyor a hospital service. By extension, a project may be said to
be implemented when it is being carried out.

Management - is "getting things done". It is to make efficient use of resources and to
get people to work harmoniously together in order to achieve objectives.

Managerial Process - is a systematic, continuous planning and programming process
employed by those responsible for operating programs.

Monitoring - is a feedback mechanism designed to gather information relevant to
management decision-making.

Networking - the linkingof relevant individuals and groups throughformal and informal
channels of communication so as to bring about plan formulation and
implementation.

Participation - see Community Participation.

fIan - is an arrangement for doing or using something considered in advance. It is a
model of an intended future situation; a program of action predetermined to
achievethe intended situation. Plans havebeen specified in at least the following
ways: 1) priority health problems and healthimprovement objectives and related
targets, the strategies chosen to solve them, and the community-wide programs
that have to be formulated in response to them, together with a time table for
their implementation. (WHO, 1984).

Planning Process - is an activity that can be considered as an umbrella concept
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incorporating five inter-related phases which have been described: 1) problem
analysis/needs assessment; 2) formulation of the policy framework, or goal and
objectives setting; 3) analysis of alternatives; 4) programming and
implementation; 5) evaluation and feedback. (WHO, 1984). There are other
definitions of planning, the simplest of which is "advance thinking as a basis of
doing". Another is that planning is "scientific problem solving". (Sigmond,
1967). Planning process as a rational approach has assumed that there is a best,
most efficient, logical solution to the problem that can be developed by expert
planners. The concept has been defined in this study as an organized, conscious
and continued attempt to select the best available alternative to achieve specific
goals. It is an ongoing process of learning, adapting to change, and education.
(Reinke, 1988).

Primary Health Care - is essential health care based on practical, scientifically sound and
socially acceptable methods and technology made universally accessible to
individuals and families in the community, which is affordable and self
determining.

Public Health - is the science and art of preventing disease, prolonging life and
promoting mental and physical health and efficiency through community efforts.
Public health efforts involve sanitation of the environment, the control of
communicable diseases, the education of the individual in personal hygienes, the
organization of medical and nursing services for the early diagnosis and
preventive treatment of diseases, and the development of social machinery to
ensure to every individual a high standard of living. (WHO, 1984).

Relevance - relates to the rationale for having programs, or activities or services and
institutions, in terms of their response to essential human needs and social and
health policies and priorities.

Traditional Healing - is an inherited, customary pattern of helping individuals and
communities cope with illness and diseases. (WHO, 1984).
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APPENDIX II

Plan Review Instrument

STUDY TOPIC: USE OF THE PLANNING PROCESS TO STIMULATE,
MONITOR AND IMPROVE HEALTH SERVICES IN THE
F.S.M.

FRAMEWORK FOR EVALUATING EACH HEALTH PLAN (KOSRAE, POHNPEI,

CHUUK AND YAP)

Document name state name Year document------ ------

pUblished------ Period document covered------
The following checklist is used to review each FSM state

health plan. Under this framework, the responses could be
summarized as: Stronglyagree•....•••• 5

Agree 4
No opinion/neutral ••.•. 3
Disagree 2
Strongly disagree .••••• 1

A. Equity, Efficiency and Appropriateness

1. The plan contains clearly stated goals and
objectives for the state.

5 4 3 2 1

2. The plan makes provision for improvement in
services where none exists or where they are
inadequate.

5 4 3 2 1

3. The plan makes provision for the
location of hospital.

5 4
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4. The plan makes provision for the location of
dispensary.

5 4 3 2 1

5. The plan makes specific provision for health
care facilities to be placed in under-served
areas.

5 4 3 2 1

6. The plan contains standards for supervision
of personnel and management of health care
facilities.

5 4 3 2 1

B. Health Service Coordination

7. The plan provides a mechanism for health
systems coordination.

5 4 3 2 1

The plan establishes a mechanism to reduce
duplication and overlap of health services
between the national and the state levels.

8. National

5

9. State

5

4

4

3

3

2

2

1

1

10. The plan offers a system that promotes
coordination with emphasis on
decentralization.

5 4 3 2 1

11. The plan addresses service accessibility
regarding financial and economics barriers.

5 4 3 2 1

12. cultural barriers

5 4
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13. geographic barriers

5 4 3 2 1

14. The plan contains a mechanism to facilitate
planning proceus and management of services.

5 4 3 2 1

C. Intersectoral Cooperation

15. The plan contains a system to coordinate and
facilitate work among different government
departments.

5 4 3 2 1

16. The plan contains a mechanism to facilitate
working relationship among staff in the
health system.

5 4 3 2 1

17. The plan contains procedures for a health
planning council.

5 4 3 2 1

18 . The plan contains a mechanism to monitor and
evaluate the planning effort.

5 4 3 2 1

19. The plan addresses the effectiveness and
relevance of the council's activities.

5 4 3 2 1

D. Health Promotion and Public Awareness

The plan contains procedures to encourage
people to adapt healthier life style with
regards to:

20.

21.

22.

smoking; 5

drinking: 5

driving: 5
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2

2
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23. drugs: 5 4 3 2 1

24. The plan addresses measures toward parents to
use to protect health of their children
through immunizations.

5 4 3 2 1

E. Resource Allocation

25. The plan contains government resource
commitment to health that can be expressed in
terms of state and national budget.

5 4 3 2 1

26. The plan reviews the resource allocation for
health in relation to other sectors of budget
or the economy.

5 4 3 2 1

27. The plan provides for population-based
resource allocation.

5 4 3 2 1

28. The plan contains strategies for
maintaining on-going level of funding.

5

F. Implementation

4 3 2 1

29. The plan delineates assignments of tasks
of personnel in the health system.

5 4 3 2 1

30. The plan delineates supervisory and
management roles in the health system.

5 4 3 2 1

31. The plan makes provision to secure input from

community organizations before program
implementation.

5 4
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32. The plan promotes and charges the Councils
with inter-sectoral implementation of health
activities.

5 4 3 2 1

33. The plan contains provisions for promotion of
health education and community organization
efforts.

5 4 3 2 1

34. The plan involves voluntary and non
governmental organizations in implementation.

5 4 3 2 1

35. The plan identifies specific health personnel
categories (medex, nurse practitioners,
allied health of health workers) to implement
health actions in the community.

G. Evaluation

5 4 3 2 1

36. An evaluation dimension is present in the
plan to assess progress of health
activities in relation to plan objectives.

5 4 3 2 1

37. The plan identifies who should conduct
evaluations.

5 4 3 2 1

38. The plan identifies how evaluation
findings are to be used to improve health
activities and programs.

5 4 3 2 1

39. The plan defines the frequency of
evaluations.

5 4
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40. The plan clarifies the scope and purpose
of the evaluations.

5 4 3 2 1

41. The plan contains procedures to utilize
evaluation data.

5 4 3 2 1

42. The plan relates evaluation to the
information system.

5 4 3 2 1

H. Surveillance Over Quality

43. The plan provides criteria and procedures for
maintaining the standards of health.

5 4 3 2 1

I. Planning and the Managerial Process

44. The plan identifies government policy
regarding health planning priorities.

5 4 3 2 1

45. The plan defines functions of health
personnel and facilities in:

dispensaries

5 4 3 2 1

hospitals

5 4 3 2 1

46. The plan offers pOlicies for geographical
distribution of personnel.

5 4 3 2 1

47. The plan outlines a career development
structure.

5 4
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48. The plan allocates resources for training
and manpower development.

5 4 3 2 1

49. The plan contains provision for health
professional licensing (physicians,
dentists, nurses, etc.)

5 4 3 2 1

50. The plan contains provision for
expanded functions of health professionals.

5 4 3 2 1

J. Roles of Planning in the Supervision of Health
Personnel

51. The plan defines the duties of director
of pUblic health and other supervisors.

5 4 3 2 1

52. The plan defines the functions of health
centers.

5 4 3 2 1

53. The plan defines the functions of
hospitals.

5 4 3 2 1

The plan contains information on
supervision of special health personnel
categories such as:

54. midwives

5 4 3 2 1

55. nurse anesthetists

5 4
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APPENDIX ill

Planning Process Review Instrument

STUDY TOPIC: USE OF THE PLANNING PROCESS TO STIMULATE,
MONITOR AND IMPROVE HEALTH SERVICES IN THE
F.S.M.

QUESTIONS TO ASK SELECTED OLD-TIMERS IN THE TRUST TERRITORY

Respondent personal data: a. Name----- b. Date of birth

(optional) c. Sex male _ female---
d. Place of residence----- e. Home island-----
f. Ethnic background Kosraen--- Pohnpeian _

Chuukese--- Chamorro/Carolinian Yapese _

Palauan Other g. Present employment status--- -----
Job or position Since when----- ---
background __

h. Education

You are among the twenty five (25) individuals that have
been selected for this interview. This specific selection has

been made based on your past experience and contributions to
ealth development and involvement in health planning
tivities during the Trust Territory administration.

Please answer each of the following question. You can
also make special comments under each question.

A. Networking orientation

1. Was there a model set up to guide planning
activiti~s specified in the plans?

I_I yes I_I no
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2. Were yearly plans implemented?

1__1 yes 1__1 no

3. Were there policies set up to guide plan
implementation?

1__ 1 yes 1__ 1 no

4. Were other governmental sectors involved in
plan implementation?

1__ 1 yes 1__ 1 no

5. Were the completed plans provided directions
in health program implementation?

I I yes I I' no,-- ..
6. Were there procedures for data and information

to guide health activities?

1__ 1 yes I I no_I

7. Were the planning documents used for coalition
building between the districts and the
Territorial government?

I I yes I_I no

B. participation orientation

8. Public hearings were conducted according to
plans.

1__1 yes I_I no

9. Adequate time allowed for plan review process
involving different people and different
groups.

1__1 yes I_I no

10. Results of plan reviews used to improve
implementation.

I I yes I I no
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11. Community people were adequately involved in
planning reviews and actions.

1__ 1 yes 1__1 no

12. Plan reviews were conducted periodically by
health planning staff and council members.

I I yes 1__1 no

13. Government offered feedback to citizens about
plans and implementation strategies.

I I yes 1--1 no1--1

14. Different community sectors assisted in
implementing health planning activities.

1__ 1 yes 1--1 no

C. Needs Assessment Defined by

15. elected officials of the governments
(TTPI or others)

1__ 1 yes I_I no

16. the district health departments

I I yes '_I no

17. the consumers

I_I yes I_I no

18. the government (TTPI or others)

'_I yes 1_' no

19. the districts of TTPI

I_I yes I_I 110

20. the traditional leaders

I_I yes I_I no

21- the staff planners

I_I yes I_I no
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22. U.S. government federal officials

1__ 1 yes 1__ 1 no

Please provide your opinion on the issues discussed
below.

Your possible responses can be:

Stronglyagree .••... 5
Agree ••••..•••.••••. 4
No opinion/neutral .. 3
Disagree•••.••..••.. 2
Strongly disagree ••• l

D. Stakeholder Involvement

How much did the planning process involve the following?

23. the health departments?

5 4 3 2 1

24. the consumers and the pUblic at large?

5 4 3 2 1

25. the traditional leaders?

5 4 3 2 1

26. the elected leaders?

5 4 3 2 1

27. the U.S. federal government officials?

5 4 3 2 1

28. certain groups of people in the health
system?

5 4 3 2 1

E. Role of Planning in the Health System

29. planning assisted health program
implementation.

5 4 3
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30. The planning process enhanced and improved
health care delivery.

5 4 3 2 1
31. The objectives set up by the planning

process were accomplished.

5 4 3 2 1

32. certain health activities were not carried
out because no health planning involvement.

5 4 3 2 1

If agree, what were the limitations?

33. The planning staff were able to conduct own
evaluation of health activities.

5 4 3 2 1

34. Consultants were invited to conduct
evaluation of the planning process.

5 4 3 2 1

35. Did the health planning process actually
facilitate planned change needed in health
services?

1 1 yes 1 1 no

36. Was adequate time provided for the planning
process to be carried out fully?

1 1 yes 1 1 no

37. Were the staff planners sUfficiently trained'
and experienced to conduct health planning
work?

1 1 yes 1 1 no

38. Were the staff planners supportive of the
council's role?

1 1 yes 1 1 no

39. Was planning focussed on short term action?

1 1 yes 1 1 no
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40. Did the planning process target long range
problem solving?

I I yes I I no-- --
G. Planning Process Feedback/Evaluation

41. Was a periodic review schedule set up?

I_I yes I_I no

42. Was there a mechanism for process observation?

I_I yes I_I no

43. Were special meetings set up for evaluation?

I_I yes I_I no

44. Was there a mechanism for enforcement of
planning recommendation?

I_I yes I_I no

45. Did the various district health departments
assist in the conduct of health planning?

I_I yes '_I no

THANK YOU FOR YOUR ASSISTANCE!
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APPENDIX IV

Community Survey Instrument

STUDY TOPIC: USE OF THE PLANNING PROCESS TO STIMULATE,
MONITOR AND IMPROVE HEALTH SERVICES IN THE
F.S.M.

QUESTIONNAIRE FOR A SELECTED SAMPLE
150 CURRENT USERS OF HEALTH SERVICES

Respondent personal data: a. name b. date of

birth c. sex male---- female d. Place

of residence e. Home island, f. Ethnic

background Kosraen__ Pohnpeian__ Chuukese __

Yapese__ Chamorro/Carolinian__ Palauan__

Others----
g. Present employment status Job or Position _

Since when

Education Background _

A. Community Involvement and the Provision of Primary
Health Services in the villages.

1=1 do not know whether the service is provided.
2 = I know the service is provided, but I do not know
how to get it and from where the service is provided.
3 = I know that the service is available for everyone,
but I only seek it when someone takes me there.
4 = I have some understanding of the importance of this
particular service but I do not go there.
5 = I have an understanding of the service and I am
using and supporting the concept.
#=Such a Service is non-existent in my community.
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How much do you know about health care in this
community?

Explain _

B. General Health Promotion and Health Prevention
1
2
3
4
5
#

C. Acute and Chronic Care in the Dispensary.
1
2
3
4
5
#

D. Traditional Healing
1
2
3
4
5
#

E. Hospital Outpatient (OPD)
1
2
3
4
5
#
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F. What are the major health problems in your locality?

List five problems: (in order of priority).
1 lack of medicine
2__lack of supplies and equipment
3__lack of manpower
4__lack of space
5 lack of services
6 others

G. What sickness have you and your family had in the
last two years?

Name three: _

H. 1. Do you or your family have any difficulty when
seeking assistance from the dispensary?

I_I yes I I no1-

2. Is the health assistant usually available when
you go to the clinic?

I_I yes I I no1_'
3. How long do you usually have to wait before you

get treatment at the dispensary?

> 3 hours 3-1 hour < 1 hour

4. Does the health assistant seem well trained to
provide health services and primary health care
at the dispensary?

I_I yes I_I no

5. Does the dispensary generally have the
medications and supplies when you need help?

I_I often I_I sometimes I_I all
the time
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1. 1. How would you rate the dispensary in your community
providing both prevention and promotion services?

I_I poor I_I fair I_I good I_I excellent

2. Would you or your family use the dispensary if
you had better access to one?

I_I yes 1 1 no

3. How would you rate the acute and chronic
disease services at the dispensary?

I_I excellent
I_I good
I_I satisfactory
I If:'I_I air
I I poorI_I

J. Would it make a difference if there were no
dispensary in your village?

I_I yes I I no1-

K. When you visit the outpatient in the hospital, who is
usually on duty?

I I doctorI_I

I_I medex
I_I nurse
I_I others
I_I none

L. Are you satisfied with the personnel and services at
your hospital?

I_I yes 1 1no

M. Do you feel that you are getting good health services
at the hospital?

I_I yes 1 1no
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N. Does your hospital seem generally well equipped
with medicine, equipment and supplies?

I_I yes I_I no

O. Do you usually get advice about staying healthy at
the hospital?

I_I often I_I sometimes I_I not at all

P. How long do you have to wait at the outpatient
department at the hospital before getting services?

Explain. _

THANK YOU FOR YOUR ASSISTANCE!
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APPENDIX V

Key Informant Survey (n=25) Data Summary
Frequency Distribution by Question

Cumulative
Number Resp. Question Frequency Percent Percent

Al No Model to guide planning 3 12.0 12.0
Yes activities? 22 88.0 100.0

A2 No Yearly plans implemented? 12 48.0 48.0
Yes 13 52.0 100.0

A3 No Policies to guide 6 24.0 24.0
Yes implementation? 19 76.0 100.0

A4 No Other governmental sectors 8 32.0 32.0
Yes involved in implementation? 16 64.0 96.0
Other 1 4.0 100.0

A5 No Plans provided Directors 7 28.0 28.0
D.K. in program implementation? 1 4.0 32.0
Yes 17 68.0 100.0

A6 No Procedures for data information? 2 8.0 8.0
D.K. 1 4.0 12.0
Yes 22 88.0 100.0

A7 No Plan used for coalitions! 6 24.0 24.0
D.K. districts and territories? 1 4.0 28.0
Yes 18 72.0 100.0

------------------------------------------------------------------------

B8 No Public hearings conducted? 7 28.0 28.0
Yes 18 72.0 100.0

B9 No Time for plan review by different 12 48.0 48.0
Yes groups? 13 52.0 100.0

BI0 No Plan recently used to improve 10 40.0 40.0
Yes implementation? 15 60.0 100.0

Bll No Community involvement in plan 13 52.0 52.0
Yes review and action? 12 48.0 100.0

B12 No Periodic plan review by staff 6 24.0 24.0
Yes and council? 19 76.0 100.0
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Cumulative
Number Resp. Question Frequency Percent Percent

B13 No Feedback to citizens re: plans 14 56.0 56.0
Yes and implementation? 11 44.0 100.0

B14 No Different sectors in 8 32.0 32.0
D.K. implementing? 2 8.0 40.0
Yes 15 60.0 100.0

---------------------------------------------------------------------------------------------------------

N CIS No Elected officials 9 36.0 36.0
D.K. 1 4.0 40.0

E Yes 15 60.0 100.0

E C16 No District Health Departments 4 16.0 16.0
Yes 21 84.0 100.0

D
C17 No Consumers 15 60.0 60.0

D.K. 1 4.0 64.0
Yes 9 36.0 100.0

A
C18 No Government (TIPI or others) 6 24.0 240

S Yes 9 76.0 100.0
B

S C19 No TIPI districts 6 24.0 24.0
Y Yes 19 76.0 100.0

E
C20 No Traditional leaders 22 88.0 88.0

S Yes 3 12.0 100.0

S C21 No Staff Planners 1 4.0 4.0
D.K. 1 4.0 8.0

M Yes 23 92.0 100.0

E C22 No U.S. federal government 4 16.0 16.0
D.K. officials 1 4.0 20.0

N Yes 20 80.0 100.0

T
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Cumulative
Number Resp. Question Frequency Percent Percent

S D23 Neutral Health departments 2 8.0 8.0
I Agree 15 60.0 68.0

T StrAgr 8 32.0 100.0
N

A D24 StrDis Consumers 1 4.0 4.0
V Disagr 5 20.0 24.0

K Neutral 6 24.0 48.0
0 Agree 10 40.0 88.0

E StrAgr 3 12.0 100.0
L

H D25 StrDis Traditional leaders 4 16.0 16.0
V Disagr 5 20.0 36.0

0 Neutral 9 36.0 72.0
E Agree 7 28.0 100.0

L
M D26 StrDis Elected leaders 1 4.0 4.0

D Disagr 4 16.0 20.0
E Neutral 7 28.0 48.0

E Agree 12 48.0 96.0
N StrAgr 1 4.0 100.0

R
T D27 Neutral U.S. federal officials 5 20.0 20.0

Agree 12 48.0 68.0
StrAgr 8 32.0 100.0

D28 Neutral Certain groups 3 12.0 12.0
Agree 14 56.0 68.0
StrAgr 8 32.0 100.0

159



Cumulative
Number Resp. Question Frequency Percent Percent

p E29 Disagr Assisted program 1 4.0 4.0
H Neutral implementation? 3 12.0 16.0

L Agree 10 40.0 56.0
E StrAgr 11 44.0 100.0

A
A E30 StrDis Enhanced health care 1 4.0 4.0

N Disagr delivery? 2 8.0 12.0
L Neutral 3 12.0 24.0

N Agree 14 56.0 80.0
T StrAgr 5 20.0 100.0

I
H E31 StrDis Objectives accomplished? 1 4.0 4.0

N Disagr 6 24.0 28.0
Neutral 8 32.0 60.0

G Agree 9 36.0 96.0
StrAgr 1 4.0 100.0

S
I E32 StrDis Certain activities not 1 4.0 4.0

Y Disagr carried out because of no 5 20.0 24.0
N Neutral planning involvement? 5 20.0 44.0

S Agree 11 44.0 88.0
StrAgr 3 12.0 100.0

T
E33 StrDis Planning staff conducted 2 8.0 8.0

E Disagr evaluation? 3 12.0 20.0
Neutral 4 16.0 36.0

M Agree 11 44.0 80.0
StrAgr 5 20.0 100.0

S
E34 StrDis Consultants invited to 1 4.0 4.0

Disagr conduct evaluations? 3 12.0 16.0
Neutral 3 12.0 28.0
Agree 14 56.0 84.0
StrAgr 4 16.0 100.0
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Cumulative
Number Resp. Question Frequency Percent Percent

P F35 No Planning facilitating planned 12 46.0 48.0
P D.K. change? 3 12.0 60.0

L Yes 10 40.0 100.0
R

A F36 No Adequate time for planning 13 52.0 52.0
0 D.K. process? 2 8.0 60.0

N Yes 10 40.0 100.0
C

N F37 No Staff planners sufficiently 9 36.0 36.0
E Yes trained? 16 64.0 100.0

I
S F38 No Staff planners supportive of 7 28.0 28.0

N D.K. council? 1 4.0 32.0
S Yes 17 68.0 100.0

G
F39 No Planning focussed on short-term 4 16.0 16.0

D.K. action? 1 4.0 20.0
Yes 20 80.0 100.0

F40 No Planning targets long-range 7 28.0 28.0
Yes problem-solving? 18 72.0 100.0

______________________________________________________-------______ 00 ______------------------------------

F G41 No Periodic review schedule? 10 40.0 40.0
E O.K. 2 8.0 48.0

E Yes 13 52.0 100.0
V

E G42 No Mechanism for process 11 44.0 44.0
A O.K. observation? 5 20.0 64.0

D Yes 9 36.0 100.0
L

B G43 No Special meetings for 9 36.0 36.0
U O.K. process obeservation? 3 12.0 48.0

A Yes 13 52.0 100.0
A

C G44 No Mechanism for enforcement 17 68.0 68.0
T D.K. of recommendations? 2 8.0 76.0

K Yes 6 24.0 100.0
I

G45 No District health depts. 6 24.0 24.0
A 0 O.K. assistance? 1 4.0 4.0

Yes 18 72.0 100.0
N N

D
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APPENDIX VI

Community Survey (n= 150) Data Summary
Frequency Distirbution by Question

Cumulative
Quest. Value Variable Frequency Percent Percent

A. Community InvolvementlPHC
0 Such a service is non-existant in my community. 27 18.0 18.0
1 Do not know whether or not the services are provided. 20 13.3 31.3
2 Know the svc is prov, but do not know how to get it/from where the svc is prov. 7 4.7 36.0
3 Know that the svc is avail for everyone, but I only seek it when someone takes me there. 16 10.7 46.7
4 Have some understanding of the importance of this part svc but I do not go there. 17 11.3 58.0
5 Have an understanding of the svc and I am using and supporting the concept. 63 42.0 100.0

.....
0\
tv B. Health Promotion and Prevention in the Community

0 Such a service is non-existant in my community. 19 12.7 12.7
1 Do not know whether or not the services are provided. 16 10.7 23.3
2 Know the svc is prov, but do not know how to get it/from where the svc is prov. 11 7.3 30.7
3 Know that the svc is avail for everyone, but I only seek it when someone takes me there. 43 28.7 59.3
4 Have some understanding of the importance of this part svc but I do not go there. 19 12.7 72.0
5 Have an understanding of the svc and I am using and supporting the concept. 42 28.0 100.0

C. Acute and Chronic Care in the Dimensary
0 Such a service is non-existant in my community. 35 23.3 23.3
1 Do not know whether or not the services are provided. 18 12.0 35.3
2 Know the svc is prov, but do not know how to get it/from where the svc is prov. 5 3.3 38.7
3 Know that the svc is avail for everyone, but I only seek it when someone takes me there. 37 24.7 63.3
4 Have some understanding of the importance of this part svc but I do not go there. 9 6.0 69.3
5 Have an understanding of the svc and I am using and supporting the concept. 46 30.7 100.0



Cumulative
Quest. Value Variable Frequency Percent Percent

D. Traditional Healing
0 Such a service is non-existant in my community. 12 8.0 8.0
1 Do not know whether or not the services are provided. 4 2.7 10.7
2 Know the sve is prov, but do not know how to get it/from where the svc is prov. 17 11.3 22.0
3 Know that the sve is avail for everyone, but I only seek it when someone takes me there. 69 46.0 68.0
4 Have some understanding of the importance of this part svc but I do not go there. 11 7.3 75.3
5 Have an understanding of the sve and I am using and supporting the concept. 37 24.7 100.0

E. Hospital Oumatient
0 Such a service is non-existant in my community. 30 20.0 20.0
1 Do not know whether or not the services are provided. 5 3.3 23.3
2 Know the sve is prov, but do not know how to get it/from where the sve is prov. 4 2.7 26.0
3 Know that the svc is avail for everyone, but I only seek it when someone takes me there. 45 30.0 56.0
4 Have some understanding of the importance of this part svc but I do not go there. 6 4.0 60.0- 5 Have an understanding of the sve and I am using and supporting the concept. 6 4.0 100.00\

W

F. Attitudes and Practice of Health Services - Major Problems
1 Lack of medicine 5 3.3 3.3
2 Lack of supplies and equipment 4 2.7 6.0
3 Lack of manpower 3 2.0 8.0
4 Lack of space 1 .7 8.7
5 Lack of health care 137 91.3 100.0
6 Others 0 0.0 }OO.O

G. Attitudes and Practice of Health Services - Common Health Problems (Illness)
1 Colds/fever/flu 81 54.0 54.0
2 Chronie illness 9 6.0 60.0
3 Accidents 1 .7 60.7
4 Intestinal parasites 9 6.0 66.7
5 Upper respiratory illness 6 4.0 70.7
6 Childhood diarrhea 7 4.7 75.3
7 Infectious illness 2 1.3 76.7
8 Others 35 23.3 100.0



Cumulative
Quest. Value Variable Frequency Percent Percent

HI. Attitudes and Practice of Health Services - Dispensary Services
0 No 73 48.7 48.7
1 Don't know 15 10.0 58.7
2 Yes 62 41.3 41.3

H2. Attitudes and Practice of Health Services - Clinic Staff Available
0 No 58 38.7 38.7
1 Don't know 17 11.3 50.7
2 Yes 74 49.3 99.3
3 I .7 100.0

H3. Attitudes and Practice of Health Services - Waiting Time
1 >3 hours 17 11.3 11.3
2 =3 hours 31 20.7 32.0- 3 < 1 - 2 hours 78 52.0 84.0

~ 4 Others 24 16.0 100.0

H4. Attitudes and Practice of Health Services - Health Assistant Qualified
0 No 32 21.3 21.3
1 Don't know 18 12.0 33.3
2 Yes 100 66.7 100.0

H5. Attitudes and Practice of Health Services - Medicines in the Dispensary Adequate
1 Often 38 25.3 25.3
2 Sometimes 88 58.7 84.0
3 All the time 6 4.0 88.0
4 Others 18 12.0 100.0



Cumulative
Quest. Value Variable Frequency Percent Percent

L. Are You Satisfied With the Hospital Personnel and Services?
0 No 81 54.0 54.0
1 Don't know 3 2.0 56.0
2 Yes 66 44.0 100.0

M. Are You Getting Good Services From the Hospital?
0 No 81 54.0 54.0
1 Don't know 8 5.3 59.3
2 Yes 61 40.1 100.0

N. Is Your Hospital Generally Well-Equipped With Equipment, Supplies and Medicine?
0 No 113 75.3 75.3
1 Don't know 5 3.3 18.7..... 2 Yes 32 2.1.3 100.00\

UI

O. Do You Get Advice About Staying Healthy at the Hospital?
1 Often 35 23.3 23.3
2 Sometimes 103 68.7 92,0
3 Not at all 12 8.0 100.0

P. How Long Do You Usually Wait at the GPO/at the Local Hospital?
1 > 1 - 3 hours 105 70.0 70.0
2 = 1 hour 10 6.7 76.7
3 < 1 hour 26 17.3 94.0
4 Others 9 6.0 100.0



Cumulative
Quest. Value Variable Frequency Percent Percent

L. Are You Satisfied With the Hospital Personnel and Services?
0 No 81 54.0 54.0
1 Don't know 3 2.0 56.0
2 Yes 66 44.0 100.0

M. Are You Getting Good Services From the Hospital?
0 No 81 54.0 54.0
1 Don't know 8 5.3 59.3
2 Ves 61 40.7 100.0

N. Is Your Hospital Generally Well-Equipped With Equipment. Supplies and Medicine?
0 No 113 75.3 75.3
1 Don't know 5 3.3 78.7- 2 Ves 32 21.3 100.00\

0\

O. Do You Get Advice About Staying Healthy at the Hospital?
1 Often 35 23.3 23.3
2 Sometimes 103 68.7 92.0
3 Not at all 12 8.0 100.0

P. How Long Do Vou Usually Wait at the OPD/at the Local Hospital?
1 > 1 - 3 hours 105 70.0 70.0
2 = 1 hour 10 6.7 76.7
3 < 1 hour 26 17.3 94.0
4 Others 9 6.0 100.0



APPENDIX vn

Maps

The Proposed Enumeration District

An enumeration district is a small area in which the FSM is divided for the
purpose of the survey. You will be assigned one or more ED's, and will prepare rough
sketch maps showing boundaries and location of houses. Normally, each house is to be
numbered. In the FSM, houses are not numbered. You will need to determine
boundaries of an ED and house number in cooperation with the chief magistrate for each
village.

General Canvassing and Listing Rules

List the address of each housing unit or group quarters in the order that is
currently done in the local area, whether or not anyone is at home or whether the unit
is occupied or vacant. For a not at home unit make inquiries at the unit nearest to it.
Ask for the name of the head, the number of persons, and the best time to find someone
at home. Complete the canvassing of one ED before starting the next, if you have more
than one ED in your assignment.

Canvassing Block-Type Area

Based on the list set up, you will canvass one block or square at a time, walking
clockwise around it, so that houses are on your right as you walk.Enter a directional
arrow to show in which direction you canvassed the assigned block. If you find a side
of a block with no housing units or zero blocks as you canvass, note this on your map
and in your listing book.In the FSM people often consider the island their parents or even
their grandparents came from as their home, even if they have never lived on that island.
Watch out for this and try to get accurate information on where people actually
live. Usually you will interview the head of the household in each housing unit, but if the
head is temporarily absent, or ill, or for some other reasons is not able to be interviewed,
some other responsible adult should be interviewed.

See Code sheets attached.

Remember that some administrative boundaries may not reflect cultural
differences (such as tribal characteristics, language, etc.).
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Geographic code for the FSM states and for municipalities, islands and atolls

State
Code

01
02
03
04
05
06
07
08
09
10
11
12
13

01
02
03
04

01
02
03
04
05
06
07
08
09
10
11
12
13
14
15
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Names of States

Pohnpei
Kiti
Sokehs
Modelenihmw
Net
U
Kolonia
Ant
Kapingamarangi
Mokil
Ngatik
Nukuoro
Pakin
Pingelep

Kosrae State
Lelu
Malern
Utwa
Tafunsak

Chuuk State
Dubion
Eot
Fala
Fefan
Moen
Param
Pis
Pata
Polle
Romolum
Tol
Tsis
Udot
Uman
Wonei



South East Islands
20 Eta!
21 Kutu
22 Losap
23 Lukunor
24 Moch
25 Nama
26 Namoluk
27 Oneop
28 Pis-Losap
29 Satawan
30 Ta

Western Islands
40 Fanau
41 Magur
42 Murilo
43 Nornwin
44 Onari
45 Ono
46 Pisaras
47 Pulap
48 Pulusuk
49 Puluwat
50 Ruo
51 Tamatam
52 Ulul

Yap State. Yap Proper
01 Dalipebinaw
02 Fanif
03 Gangi!
04 Gillman
05 Kanifay
06 Map
07 Ruli
08 Rumung
09 Tomil
10 Weloy

Outer Islands and Atolls
20 Euripik Atoll
21 Elata Atoll
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22
23
24
25
26
27
28
29
30
40
41
42
43
44

170

FAis Island
Faraulep
Pigue
Ifalik Atoll
Larnotrek Atoll
Ngulu Atoll
Olimarao Atoll
Satawal
SorolAtoll
Ulithi
Falalop
Fassarai
Lathou
Mogmog
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Figure 2

Map of the Federated States of Micronesia
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Figure 3

Map of Pohnpei State - Main Island

o
I
o

1 2, ,
i i
2 3

3

i '.4 5

4
!

i
II

- - - - - - - - MUNICIPAL BOUNDARIES

Com2rehensive Health Plan, Pohnpei State, 1977-1978.

173



Nt

Figure 4

Map of Pohnpei State - Outer Islands
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Figure 5

Map of Kosrae State
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Figure 6

Map of Truk (Chuuk) State
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Figure 7

Map of Yap State - Main Islands
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