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EXECUTIVE SUMMARY

Many common management practices in healthcare organizations, including the
practice of strategic planning, have not been subject to widespread assessment
through empirical research. If management practice is to be evidence-based, evalua-
tions of such common practices need to be undertaken.

The purpose of this research is to provide evidence on the extent of strategic
planning practices and the association between hospital strategic planning processes
and financial performance. In 2006, we surveyed a sample of 138 chief executive
officers (CEOs) of hospitals in the state of Texas about strategic planning in their
organizations and collected financial information on the hospitals for 2003. Among
the sample hospitals, 87 percent reported having a strategic plan, and most reported
that they followed a variety of common practices recommended for strategic plan-
ning—having a comprehensive plan, involving physicians, involving the board, and
implementing the plan. About one-half of the hospitals assigned responsibility for
the plan to the CEO. We tested the association between these planning characteristics
in 2006 and two measures of financial performance for 2003.

Three dimensions of the strategic planning process—having a strategic plan, as-
signing the CEO responsibility for the plan, and involving the board—are positively
associated with earlier financial performance. Further longitudinal studies are needed
to evaluate the cause-and-effect relationship between planning and performance.

For more information on the concepts in this article, please contact Dr. Kaissi at
amer.kaissi@trinity.edu.
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Formal strategic planning requires a

sizable investment of organizational
time and other resources, and strategic
planning is commonly believed to be
important to the effective functioning of
organizations, including healthcare or-
ganizations. However, evidence on the
practice of strategic planning is scarce.
Which organizations are more likely to
plan? Do healthcare organizations that
plan exhibit better performance in the
marketplace? What characteristics of the
planning process are particularly impor-
tant to better performance? Does better
performance stimulate more or less
planning over time? This research con-
tributes to an evidence base for health-
care organizations to more optimally
apply the commonplace management
and leadership function of strategic
planning. More specifically, it aims to
assess the extent of strategic planning
processes and the association between
hospital strategic planning processes
and financial performance.

In a previous study, we interviewed

20 hospital chief executive officers
(CEOs) and vice presidents of strategic
planning in the Twin Cities, Minnesota,
area and in San Antonio, Texas, to ex-
plore strategic planning practices (Begun
and Kaissi 2005). The findings from
the interviews suggested that strategic
planning generally is viewed as a key
value-added function of leadership in
healthcare organizations. All but one of
the organizations had a formal strategic
plan. In the respondent organizations,
physicians were moderately involved in
the planning process, and the plan was
reviewed and/or approved by the gov-
erning board. In addition, the impor-
tance of executing the plan was stressed

by the respondents. However, because
of the small sample and data limita-
tions, we did not empirically assess the
association between strategic planning
and performance.

Other empirical evidence on the
extent and variety of strategic planning
in healthcare is highly limited and rarely
includes findings that link planning to
organizational characteristics. Most of
the reports derive from case studies or
small samples (e.g., Dubbs 2002; Lemak
and Goodrick 2003; Sollenberger 2006;
Wells et al. 2004). Zuckerman (2006)
reports healthcare strategic planning
practices based on a survey of 440 plan-
ners, finding widespread support for
strategic planning but does not present
the associations between planning and
hospital characteristics.

CONCEPTUAL BACKGROUND
AND PROPOSITIONS
Against this backdrop, we studied sever-
al common strategic planning assump-
tions and practices that are promoted
in the health administration literature.
Some of these practices are also sup-
ported by particular organizational
theories. The first practice relates to the
organizational decision to produce a
strategic plan.

Leaders generally support the
perspective that strategic planning is
a key component of their role as stra-
tegic managers. This is based on the
belief that organizations guided by
correct strategies perform better and
that organizational leaders make bet-
ter strategic choices if they are able to
more accurately read their internal and
external environments (Luke, Walston,
and Plummer 2004; Swayne, Duncan,
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and Ginter 2006; Zuckerman 2005). The
benefits of strategic planning include the
creation of organizational focus, mo-
bilization of stakeholders, and motiva-
tion of the workforce, in addition to the
development of better strategy (Begun
and Heatwole 1999).

Theoretically, strategic planning re-
ceives some support from the structural
contingency perspective, which argues
that organizational structures need to
change in concert with environmental
change (Donaldson 2001). The accu-
rate reading of environmental change,
presumably, is enhanced by strategic
planning. Institutional theory adds
another argument for having a strategic
plan. Having a formal plan legitimates
the organization in the eyes of impor-
tant stakeholders, such as the commu-
nity and accrediting organizations (Scott
2000). Based on common practice and
the structural contingency and institu-
tional theory arguments for planning,
we forward Proposition 1.

Proposition 1: Having a strategic

plan in place is positively associated
with financial performance. Having

a strategic plan is not enough in itself,
however, because plans differ in breadth
and depth and may or may not be
implemented. For planning advocates,
the most useful plans are those that

are fully developed, including external
analyses of the environment and in-
ternal analyses of the organization as
well as strategic goals and objectives
that guide the organization toward the
implementation of the plan. This belief
is best illustrated by the Baldrige criteria
for strategic planning, which provide

a comprehensive framework for the

“ideal” strategic plan (Baldrige National
Quality Program 2006). Again, structui-
al contingency theory and institutional
theory support the notion that more
comprehensive plans are more likely to
be useful to the organization. Therefore,
we submit Proposition 2.

Proposition 2: Having a more fully
developed strategic plan is positively
associated with financial performance.
However, even the best-developed
strategic plans are useless unless they are
actually implemented by the organiza-
tion. The importance of implementa-
tion is well documented in the busi-
ness literature (e.g., Bossidy, Charan,
and Burck 2002) and was stressed in
interviews with healthcare leaders in

an earlier qualitative study (Begun and
Kaissi 2005). As noted earlier, structural
contingency theory assumes that plan-
ning activities are useless unless imple-
mented. Based on these arguments, we
offer Proposition 3.

Proposition 3: Fully implementing
the strategic plan is positively associ-
ated with financial performance. The
responsibility for developing the stra-
tegic plan varies within organizations.
In some organizations, only the CEO
has that responsibility, while in others,
the responsibility is delegated to a vice
president (or director) of strategic plan-
ning or is shared by all members of the
executive team. No evidence suggests
which structure is more conducive to
better performance. Classic hierarchi-
cal organization theory will argue that
assignment of any activity to the CEO
elevates its importance in the organiza-
tion. Assigning the CEO responsibility
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for the plan also raises the likelihood
that the plan will be well resourced and
implemented. Therefore, we present
Proposition 4.

Proposition 4: Assigning the CEO the
responsibility for strategic planning

is positively associated with financial
performance. The importance of the
role played by boards of directors in
strategic planning is well documented
in the governance literature. The board’s
involvement ensures that stakeholder
input is incorporated in the strategic
planning process and that organiza-
tional goals are driven by stakeholders’
needs and expectations (Orlikoff and
Totten 2006). This involvement ensures
that the agency relationship between the
governing board and the organization is
monitored and strengthened. According
to the health administration practice lit-
erature, this involvement demonstrates
that the executive team, the physicians,
and the board are all focusing on the
same goals, which gives everyone in-
volved the confidence to move toward
achieving those goals and improving
performance (Rice 2006). Therefore, we
submit Proposition 5.

Proposition 5: Involving the governing
board in the strategic planning process
is positively associated with financial
performance. In addition to the gov-
erning board, a key stakeholder group

in the strategic plan of any hospital is
physicians. Traditionally, physicians’
involvement in hospital strategic plan-
ning was limited to formal or informal
interviews conducted with key physi-
cian leaders, invitations to select phy-

sicians to strategic planning retreats,

or presentations of strategic planning
process results and recommendations
to a physician advisory group (Rovin-
sky 2002). However, these approaches
may be insufficient to enhance physi-
cians’ support of the strategic plans and
its recommendations. Analysts have
suggested that when physicians have a
meaningful role and when their needs
and expectations are well incorporated
in the strategic planning process, the
organization is more likely to improve
its market position and financial perfor-
mance (Rovinsky 2002; Van Kooy and
Eutinger 2002). Alexander (2006, 40)
asserts that “strategic planning cannot
drive an organization to success without
real partnering with physicians on pro-
cess, critical issues, vision, and strategy
development.” Proposition 6 is based
on these aforementioned arguments.

Proposition 6: Involving physicians
in the strategic planning process is
positively associated with financial
performance.

METHODS
Specification of Variables

Hospital performance. Hospital perfor-
mance is a multidimensional concept,
as outcomes typically pursued by hospi-
tals include such dimensions as em-
ployee engagement, community health,
clinical quality, operational efficiency,
and financial performance. In this study,
we focus on the dimension of financial
performance. In analyzing the financial
performance of hospitals in this study,
three outcome measures were originally
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employed: net income, profit margin,
and return on assets (ROA). These are
among the wide range of financial indi-
cators that have been used in previous
studies in healthcare (e.g, Burns, Gimm,
and Nicholson 2005; McCue and Kim
2005; Menachemi et al. 2006; Song and
Smith 2007).

We sought to capture indicators of
the ability to control expenses, generate
revenues, and use assets wisely, as all
are likely targets of strategic plans. Net
income is calculated as revenues minus
expenses; profit margin is calculated
as net income divided by revenues;
and ROA is calculated as net income
divided by total assets. In the analyses
we conducted, however, the models for
ROA did not achieve overall statistical
significance, so ROA was dropped as a
measure of financial performance.

Strategic planning process. Characteris-
tics of the strategic plan and the strategic
planning process are measured by six
variables:

1. Does the hospital have a strategic
plan? (No/Yes)

2. Extent to which the strategic plan is
fully developed (1-7 scale, based on
the Baldrige criteria)

3. Extent of actual implementation of
strategic plan (1-7 scale)

4. Who is assigned the responsibility
of strategic planning? (Others, CEQ)

5. Extent of involvement of the govern-
ing board in the last major revision
of the strategic plan (1-7 scale)

6. Extent of involvement of physicians
in the last major revision of the stra-
tegic plan (1-7 scale)

Four other variables are employed as
control variables in the analyses: orga-
nizational ownership (private for-profit;
private not-for-profit; government),
system membership (no/yes), location
(urban/rural), and hospital size (total
number of beds).

Data Sources
The two main sources of data are (1)
Texas hospital financial data obtained
from the Centers for Medicare and
Medicaid Services for the most recently
available year—2003, and {2} a strategic
planning process survey conducted in
Texas in May through June 2006. We
limited the survey to Texas hospitals to
maximize the response rate and to con-
trol for interstate differences. The sam-
ple consisted of all 390 general acute
care hospitals in Texas, as listed in the
US News{American Hospital Association
National Directory website (see www.
usnews.com/usnews/health/hospitals).
We developed a mail survey instrument
based on the themes that emerged from
interviews with healthcare leaders in
2004 (Begun and Kaissi 2005). The sur-
vey instrument was reviewed by seven
CEOs and strategic planning experts,
and their comments were incorporated
to derive the final set of questions.
Surveys were mailed to CEOs of the
390 Texas hospitals in the summer of
2006. The protocol used was approved
by the Institutional Review Board of
Trinity University in San Antonio, Texas.
After two mailings, 138 surveys were
received, for a 35 percent response rate.
This response rate is similar to that
achieved by many other surveys of top
leaders, who typically do not consider

201




JOURNAL OF HEALTHCARE MANAGEMENT 53:3 MAY/JUNE 2008

completion of optional surveys a high
priority. For example, response rates for
recent surveys of senior hospital execu-
tives (Finley, Ivanitskaya, and Kennedy
2007), board members and CEOs
(McDonagh 2006), and nursing home
administrators (Calhoun, Banaszak-
Hall, and Hearld 2006) were 26 percent,
31 percent, and 44 percent, respectively.
No differences were observed in hospital
characteristics between the hospitals
whose CEOs responded to the survey
and the sample population, except that
system hospitals and not-for-profit
hospitals were slightly overrepresented
among respondents.

Statistical Analyses

Associations between the strategic plan-
ning process characteristics and net
income (Model 1} and profit margin
(Model 2) were examined using mul-
tiple linear regression analysis. For each
of the two regression analyses, hospitals
with net income or profit margin values
more than three standard deviations
from the mean were excluded from the
analyses (six hospitals for net income
and three hospitals for profit margin).
Correlations among the independent
and control variables were all below .40,
except for board involvement and physi-
cian involvement in strategic planning,
which were correlated at .71. A series

of interaction terms between system
membership and the strategic plan-
ning characteristics was tested, based on
reasoning that system membership may
‘lead to different relationships between
performance and strategic planning for
individual hospital members, as com-
pared to nonsystem members. Only one

interaction term contributed to overall
model significance—system member-
ship and board involvement, and it was
added to Model 2,

FINDINGS

Table 1 reports descriptive statistics for
the sample hospitals. The large major-
ity of the CEOs (87 percent) indicated
that their hospitals have a strategic plan.
Overall, the CEOs rated their plans as
partially or fully implemented in their
organizations (mean score of 5.55 on a
1-7 scale). In 54 percent of the surveyed
hospitals, the CEQ is assigned the re-
sponsibility for strategic planning,

CEOs in Texas indicated that their
hospitals have moderately to fully
developed strategic plans (mean score
of 5.3 on a 1-7 scale). The level of
involvement of the governing board in
the last major revision of the strategic
plan varies by hospital, with most CEOs
indicating moderate to high board -
involvement (mean score of 4.9 on a
1-7 scale). Consistent with the find-
ings of Zuckerman (2006), the involve-
ment of the physicians in the last major
revision of the strategic plan is slightly
lower (mean score of 4.6 ona 1-7
scale). Profit margin for these hospitals
is 1 percent, which is significantly lower
than the industry average of 5 percent
(Gapenski 2005).

The results of the multiple linear
regression analysis for net income
(Model 1) and profit margin (Model 2)
are reported in Table 2.

Model 1: Net Income
The regression model for net income
performs reasonably well, with 40
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TABLE 1
Descriptive Statistics (N = 138 hospitals)

------------ PN I0e8 000000000000 0E0Es0UNETaTEREDIRRISITTIIIIIITIRIOPS

Mean or Standard
Variable Percentage Deviation
Control Variables
Ownership
Private not-for-profit ownership 41.3% —
Private for-profit ownership 21.0% -
Government ownership 37.7% —
System member 45.7% -
Number of beds 142.46 160.42
Urban location 52.2% —
Strategic Planning Processes
Have a strategic plan 86.9% -
Extent of implementation (1-7 scale) 5.55 0.94
Fully developed strategic plan (1-7 scale) 5.28 1.16
Responsibility for the strategic plan
CEO 53.6% -
Others 46.4% —
Level of governing board involvement (1-7 scale) 4.86 1.71
Level of physician involvement (1-7 scale) 4.62 1.53

Dependent Variables
Net income
Profit margin

$1,728,277 $6,255,342
0.01 6.11

P eI 00 IONEaEIEAIIEREIIPAINOEREROERETRIERIITL sesessrsevene

percent of variance in net income
explained. Three variables are related
to financial performance in Model 1.
Among the control variables, larger size
is associated with higher net income.
The individual assigned responsibil-
ity for the strategic plan and the level
of involvement of the governing board
are also associated with net income

at a statistically significant level. More
specifically, assigning the responsibil-
ity for strategic planning to the CEQ is

R L T Y Y TR Y Y P P Y P P PR Y Py Y PP Y PY L R Yy Ry Y Y Y Y Ty PP TP Y P Y P

positively associated with net income.
This finding is consistent with Proposi-
tion 4. Consistent with Proposition 5,
higher-performing hospitals report more
involvement of the governing board in
the last major revision of the plan. No
support is found for Propositions 1, 2,
3,and 6.

Model 2: Profit Margin
Model 2 explains less of the variance
in the dependent variable, with an
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TABLE 2
Regression Analysis Resulls
Model 1 Model 2
Dependent Variable: Dependent Variable:
Net Income (N = 132) Profit Margin (N = 135)
Unstandardized
Coefficient Standard Error  Unstandardized Standard
Variable (1,000,000) (1,000,000) Coefficient Error
Control Variables
No1-for-profit ownership 2.33 11.54 -.01 .02
For-profit ownership .68 1.93 -.02 .02
System member 2.76 1.40 -.06 .04
Number of beds .02 .00 .00 .00
Urban location .57 1.56 .01 .02
Strategic Planning Processes
Have a strategic plan 8.82 5.83 .19 .07
Extent of implementation -.13 .73 -.01 .01
CEO responsible 2.49 1.19° .01 .01
Fully developed plan -.26 .67 .01 .01
Board involvement 1.20 .54° -.01 .01
Physician involvement -1.09 .57 .01 .01
Board involvement-system — - .02 .01
member interaction
Constant -11.76 7.21 -17 .09
Overall F 5.29°" 1.90*
R? .40 .21

Note: Reference category for the ownership variables (for-profit ownership, not-for-profit ownership) is government ownership.
*p<0.05 *°p<0.01;** p<0.00}

4000040 0ss0snsannes 3000006000000 as0EManEsNcERIIERETEEIRIIROEIRIEITLY avesee 40000 0r000000000000000000 000000000000 0s0s IXETTYYTYRS

R? value of .21. Depending on the plan is significantly related to a higher
interaction terms entered in the equa- profit margin.

tion, overall mode! significance wa-

vered around the .05 confidence level. DISCUSSION

Only one variable—having a strategic As reported by CEOs, most Texas hos-
plan—was consistently significant in pitals conduct strategic planning as it is
its association with profit margin. As typically explained in textbooks, with
reported in Table 2, having a strategic 87 percent having a formal plan that is
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comprehensive, largely implemented,
and developed in concert with physi-
cians and the governing board. Substan-
tial variation in practice was observed in
the dimension of assignment of respon-
sibility for the plan, with about one-half
of hospitals assigning responsibility for
strategic planning to the CEO.

Six propositions that relate these
characteristics to financial performance
were tested in the analyses. Proposition
1 (having a strategic plan}, Proposi-
tion 4 (assigning responsibility for the
plan to the CEO), and Proposition 5
(involving the board) were supported,
although for only one of the two
financial outcome measures for each.
The three confirmatory findings have
important implications, although the
fact that the performance measures
are dated 2003 and the strategic plan-
ning process measures are dated 2006
restricts the interpretation of the find-
ings. Hospitals with a strategic plan in
2006, hospitals that assigned the CEO
responsibility for the plan in 2006, and
hospitals that involved the board more
in strategic planning in 2006 are more
likely to have performed better in 2003.
The three strategic planning processes
are positively associated with past finan-
cial performance. Whether the findings
hold for concurrent and future hospital
performance, however, awaits future
longitudinal analysis. For the time be-
ing, the positive findings are limited to
the association of three dimensions of
planning with past performance.

Having a strategic plan in place in
2006 is positively associated with hos-
pital profit margin in 2003. Hospitals
with higher profit margins have lower
expenses relative to revenues. Having ex-

penses under control may indicate com-
mitment to a planning process, because
a strategic plan allows the organization
to focus on activities that maximize
internal capabilities (Swayne, Duncan,
and Ginter 2006). This finding sup-
ports the perceptions of the respondents
in our earlier qualitative study, who
described strategic planning as “worth-
while,” “critical,” and “one of the most
important processes” in a healthcare
organization (Begun and Kaissi 2005).
The extent to which the strategic
plan is fully developed, and the extent
of actual implementation of the strategic
plan, are not associated with either of
the financial outcome measures (Propo-
sitions 2 and 3). As shown in Table 1,
the variance in both the extent of devel-
opment and the extent of implementa-
tion measures is low, and absolute levels
of both measures are high (more than 5
on a 1-7 scale). Most leaders consider
their plans to be comprehensive and
implemented. This may have contrib-
uted to the lack of a significant finding.
Hospitals with higher net income
are more likely to have assigned the
CEO the responsibility for the strategic
plan (Proposition 4). While it may be
important for the CEO to involve others
in the planning process, some advantage
may come from having the CEO assume
the lion's share of the responsibility for
the whole strategic planning process.
Parrington (2006) argues that character-
istics of the strategic planning process
are less important than leadership’s
commitment to change. Note that this
structure does not necessarily equate to
a dictatorial leadership style or micro-
management by the CEQ; it simply
indicates that the CEO is ultimately
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accountable to the board for the de-
velopment and for the results of the
strategic plan.

Involvement of the governing board
is positively associated with hospital net
income (Proposition 5). The governing
board represents the needs and the ex-
pectations of the important stakeholders
in the organization, and its involvement
may reflect greater pressure to perform
well. Physician involvemnent, however,
did not have an independent associa-
tion with financial performance (Propo-
sition 6). While physician involvement
in strategic planning may be critical
to the development of strategies that
enhance the quality of care delivery in
hospitals, physician participation may
not necessarily be associated with better
financial performance.

Trying to draw implications for prac-
tice from this study illustrates the ge-
neric issues around developing evidence
bases for management practice (Kovner
and Rundall 2006). First, interpretation
is in the eye of the beholder. Proponents
of planning could argue that given the
methodological challenges in this study,
it is remarkable that any performance
indicators at all were found to be associ-
ated with planning. Detractors could ar-
gue that the findings overall are so weak
that the value of planning as evidenced
in this study is neutral at best.

Second, drawing implications from
one study is dangerous, particularly
from a study with a small sample and a
limited explanatory model. We see this
study as one among a number that will
unfold over a several-year period and
contribute to a more robust evidence
base. In fact, a major purpose of this
research is to stimulate more com-

prehensive research. We hope it will
encourage others to undertake similar
research that assesses strategic plan-
ning and other common management
practices.

Limitations and Future Research

The research design and data reported
here present several limitations. The
financial data used in this study were for
2003, while the strategic planning pro-
cess survey data were collected in 2006.
We cannot assess whether strategic
planning leads to better performance.
Longitudinal research designs, with per-
formance data before and after strategic
planning, are needed to ferret out these
issues of causality.

Choice of outcome measures is
important in assessing performance.
The measures of hospital performance
we used capture only selected financial
outcomes and do not include indicators
of the quality of care provided (which
were not available for these hospitals)
or other dimensions of performance.
Future research should strive to include
additional measures of financial perfor-
mance and other measures of hospital
performance, such as quality and em-
ployee satisfaction.

Additional improvements in study
design include having multiple respon-
dents for each organization for the
strategic planning survey and having
more objective (less perceptual) mea-
sures of the planning process. As noted,
the hospital population in the study
was limited to Texas. In comparison to
all U.S. hospitals, Texas hospitals have
a higher proportion of for-profit owner-
ship, which limits generalizations of re-
sults (AHA 2004). National survey and
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performance data will provide a stronger
evidence base. Finally, measures of the
market environment, such as degree

of competition faced by each hospital,
may provide clues to additional sources
of systematic variation in planning
processes.

CONCLUSION

Strategic planning is a basic manage-
ment function undertaken in most hos-
pitals and, in this study, the vast major-
ity of 138 Texas hospitals. The impact of
planning and variation in the planning
process on future hospital performance
remains a matter of conjecture, although
having a strategic plan, assigning the
CEO responsibility for the plan, and
involving the governing board in the
planning process in 2006 are all associ-
ated with higher financial performance
in 2003. The retrospective performance
measures and the modesty of the find-
ings in this study reinforce the need for
further research that employs a longitu-
dinal design, a more comprehensive ex-
planatory model, and multiple dimen-
sions of hospital performance.
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PRACTITIONER APPLICATIQON

Thor W. Nelson, FACHE, director, Cardiovascular and Imaging Services,
Mercy Hospital, Allina Hospitals and Clinics, Coon Rapids, Minnesota

his article supports what many of us who have done strategic planning believe to

be true: Strategic planning done well is associated with higher performance. As
the authors describe, little quantitative evidence shows exactly what it means to do
strategic planning well. This article is a step in the right direction to empirically prove
the link between specific characteristics of a strategic planning process and higher

performance.

The authors conclude that higher-performing hospitals (in 2003) exhibit three
distinctive planning characteristics (in 2006)—having a strategic plan, assigning the
CEO responsibility for the plan, and involving the board. I suspect that these plan-
ning characteristics both contribute to and are reinforced by higher performance.
While these planning steps may be intuitive, hospitals face challenges when making

them happen.

Having a strategic plan requires a significant commitment of time and resources.
In hospitals, the natural motivation is to have goals in areas such as quality and
financial performance. Many of our day-to-day priorities are in these areas and are
shaped by processes for regulatory compliance, quality measurement, and budget-
ing. The result in many cases, however, is that goals are often short term (one year)
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and may best be described as operating goals rather than strategic goals that have a
longer-term horizon. The ability to take a longer-term view requires, among other
things, research of industry trends, market analysis, and benchmarking. Finding the
time to do this work is not easy amid the daily pressures that hospital leaders face.

This pressure of time and resources also relates to the challenge of assigning
responsibility for the plan to the CEO. Assigning responsibility for the plan can-
not mean that the CEO manages the process alone. Based on my own experience,
the CEO is most effective when he or she can lead the strategic plan while another
person acts as the facilitator of the process. Involving the governing board requires
different processes than does involving other leaders, staff, or clinicians. The overall
process needs to be tailored for the different stakeholders. Doing this well requires
significant preparation and work that a CEO cannot realistically manage alone.

The CEO's responsibility for the plan is inherently related to successful involve-
ment of the board. Strategic planning needs to be built into the board meeting
calendar as the CEO and board chairperson set the agenda. The board may also need
to give additional time in the form of additional or extended meetings. A board's
willingness to commit this extra time requires a higher degree of preparation and the
resources to conduct a highly effective board session.

Strategic planning must be a priority for hospital leadership. The authors take
an important step in providing evidence on the link between strategic planning and
improved hospital performance. While many priorities compete for a leader’s time
and for organizational resources, a commitment to strategic planning is vital. The
commitment must start with the CEO and the organization’s willingness to assign
the appropriate resources to the strategic planning process.
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