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Abstract

Purpose: The purpose of this research is two-fold. The first is to explore the obstacles to the
successful implementation of a new medical district composed of a University of Texas medical
school and a teaching hospital in Austin. The second purpose is to explore the strategies to

overcome those obstacles to implementation.

Method: This research uses two working hypotheses, each composed of three sub-hypotheses to
explore the threats to and solutions for the implementation of the new medical district in Austin.
A limited case-study method is used to assess the hypotheses, which are tested through focused
interviews with those identified as responsible for the implementation process of the medical

district.

Findings: The results indicated an adequate level of support for the working hypotheses.
Primary and secondary recommendations are provided based on the results of the study along
with suggestions for further, future research. However the results should be considered with
caution because this is a qualitative study, based on the verbal reports of nine individuals, and is

limited in external validity.
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Chapter I: Introduction

The Patient Protection and Affordable Care Act (Obamacare) became law in 2010. This
landmark health reform law was passed in response to public demand for access to affordable
healthcare services. The Act enables millions of previously uninsured Americans to access
affordable health insurance. The Congressional Budget Office estimates that the legislation will
provide insurance to an additional 32 million Americans by the year 2019 (Elmendorf, 2010, 9).
This enhanced access to health insurance, along with an aging and growing population, is

expected to increase the demand for healthcare service providers.

Hofer et al. (2010, 69), estimate that an additional 566 — 923 primary care physicians will
be needed by 2019 in Texas in order to keep pace with the rising demand. Primary care
physicians are generally the entry point into the healthcare delivery system thus, an adequate
supply of these physicians is needed in order to meet the anticipated increased demand due to
Obamacare (Hofer, et. al, 2010, 70). The Institute of Medicine defines primary care as:

The provision of integrated accessible healthcare services by clinicians who are accountable for
addressing a large majority of personal healthcare needs... practicing in the context of family
and community (Grumbach, 2007, 6).

According to a Seton Family of Healthcare commissioned study, Travis County is

projected to face a shortage of 770 primary care physicians by 2016 (Jacob, 2012, 1).
Compounding this shortage, Austin residents with serious illnesses such as cancer are unable to

access necessary specialized healthcare services in Central Texas. These patients must travel



outside of Austin for life-saving, research-based treatments, wait longer for appointments, and/or

use costly emergency rooms for basic care (Conway, 2010, 4).

Research Purpose

The healthcare provider shortage is projected to worsen and can only be addressed long-
term by expanding the output of physicians from US medical schools (Cooper, 2004, 711). An
effective way to decrease the provider shortage and increase access to healthcare services is to
develop a new medical district, composed of a research-intensive medical school and a cutting-
edge teaching hospital, in Travis County. This medical district should expand graduate medical
education and improve access to services. The school is to be named The University of Texas
Dell School of Medicine. In November 2012, Travis County voters approved Proposition 1, an
increase in property taxes from 7.89 cents to 12.89 cents per $100 (UT-Austin, 2012). This
increase will provide $35 million per year in tax dollars that will be combined with UT-Austin"s
resources to help fund the construction and operation of new medical school buildings needed to
establish the new district. This district can be thought of as a new medical teaching facility as

well as a new healthcare service provider for the Austin-area.

Historically, the implementation process of publically-funded projects in Austin has been
problematic. The City of Austin describes these problems as including: political opposition;
disagreements with contractors; higher than expected costs; staffing limitations; and difficulties
acquiring land and right of ways (Coppola, 2012). Despite voter-approval, the medical district
has opposition such as, Austin“s large, private healthcare and hospital provider, Saint David*s
Healthcare. David Huffstutler, President, and CEO of Saint David®s explained the opposition to

the project: “We are very supportive of bringing a medical school to Austin... But we do not
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believe that this is the appropriate way to fund it” (Saint David®s Healthcare, 2012). This history

indicates some common obstacles that may be encountered in this project.

The stakeholders responsible for implementing the new medical district aim to avoid the
common pitfalls of project development in Austin. The purpose of this research is two-fold. The
first is to explore the obstacles to the successful implementation of a University of Texas medical
school and a teaching hospital. The second purpose is to explore the strategies to overcome those

obstacles to implementation.

Public Administration Relevance

The lack of access to healthcare services and life-saving treatments is an important public
administration issue. Publically-funded hospitals and health clinics are the primary providers of
healthcare services for many lower-income, uninsured, or underinsured individuals (Judd and
Swanstrom, 2004, 340). This will continue to be the case despite Obamacare. Though access to
affordable healthcare has been expanded, not everyone may choose to purchase adequate health
insurance. This means that some of the community*s citizens are dependent on city and county
resources for healthcare, which puts pressure on the city and county administration. These

residents are provided “safety-net” healthcare services by Austin“s public sector.

Implementation and Public Administration

Implementation is a relatively young field in public administration (Winter, 2003, 220-
221). Pressman and Wildavsky define implementation as, “to carry out, accomplish, fulfill,

produce, complete” (Pressman and Wildavsky, 1984, xxi). Implementation is thus, an on-going
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process with steps, rather than a destination. Bardach (1977, 2), provides a helpful
conceptualization of this process:

Whatever else it is, a policy- or program-implementation process is an assembly process.

It is as if the original mandate... that set the policy or program in motion were a blueprint for a
large machine that was to turn out... healthier older people, or better-educated children, or more
effective airplanes...This machine must sometimes be assembled from scratch. It can sometime
be created by overhauling and reconstituting an order, or preexisting, machine. Putting together
the machine and making it run is, at one level, what we mean by the “implementation process”.
“Implementation problems”... are specific to the assembly activities that constitute some
“implementation process”.

The study of implementation can be a valuable tool for public administrators when
executing new projects, programs, and policies, like the medical district." According to Alan
Werner (2004, 2), the core mission of implementation research is to describe, assess and explain
what is happening and to document how a program operates. Implementation research is helpful

because it documents the process, which can be used to identify and address mistakes and

missteps.

Chapter Summaries

Chapter two discusses the setting of the medical district. It highlights the basic population
and demographic statistics. The chapter also presents the projected costs and benefits of the new
medical facility. In chapter three, the scholarly literature on the implementation process is
reviewed. The chapter identifies the potential threats to implementation as well as potential
strategies to overcome those obstacles. A summary of the conceptual framework is presented at

the end of the chapter. The research methodology used to assess the implementation process for

'Foran example of a Texas State University Applied Research Project that explores the implementation process
see Joseph Scanio (2006).
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the new medical district is described in chapter four. It examines some of the advantages and
disadvantages of the research method used. The chapter also discusses the operationalization of
the conceptual framework. The results of the study are provided in chapter five. The responses to
the focused interviews are presented. Conclusions and recommendations based on the results are
provided in chapter six. It discusses the possible bias associated with the study. Chapter six

concludes with suggestions for future research.
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Chapter II: Setting

Chapter Introduction

Austin provides a beneficial and complementary setting for the medical district. This
chapter discusses how the city and its population will benefit from the district. In addition, it
describes the setting in which the implementation process of the medical district will unfold.
Understanding the context of this process should provide insights into future problems. Images

of what the proposed medical district will look like are provided in Image 2.1 and 2.2 below.

Image 2.1: The Proposed Medical District, Looking South toward the State Capitol
Building

Source: The University of Texas at Austin Medical District Master Plan, Spring 2013
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Image 2.2: Final Build-out: Future Medical Program UT Austin Future Academic
and Research Buildings

Source: The University of Texas at Austin Medical District Master Plan, Spring 2013

The proposed medical district will require massive investment and will ultimately double
the size of the UT-Austin campus from its current 40 acres, to 80. The images presented here are
of buildings that will have to be constructed, some of which in the places where other structures,
like the Frank Erwin Center, currently stand. The UT-Austin campus is located in downtown
Austin. In order to understand the context in which the new medical district will be implemented

the basic demographic statistics should be considered.
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Demographics of the Austin/Travis County Area

Map 2.3: Austin, Texas Map 2.4: Travis County, Texas

Source: Texas Tech University Center for Geospatial Technology Source: Wikimedia Foundation

Austin is the State Capitol, and is located in the heart of Central Texas. Austin lies within
the Travis County jurisdiction, as shown in Maps 2.3 and 2.4 above, highlighted in yellow and
red respectively. According to The Regional Healthcare Partnership Plan, (Central Health,
2012, 47), Travis County has 1,024,266 residents. Of that, an estimated 842,592 people reside
within the Austin City Limits (U.S. Census, 2010). The community has a high educational
attainment rate. Over 40% of Travis County adults have a bachelor*s degree or higher, compared

to just 26% of Texas adults (U.S. Census, 2010).

Austin has several institutions of higher education including the State*s flagship research
university, The University of Texas at Austin (UT-Austin). Such institutions contribute to the
County*s high educational attainment rate. A workforce with high educational achievement
could provide the knowledge, skills, and expertise needed to fully implement the medical school
at all levels. In addition to the available educational resources, the medical district should

benefit from the city™s healthcare resources.
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Existing Hospitals

Austin is home to large, established hospitals that already have research initiatives in
place, along with thousands of knowledgeable staff members who could enhance the
implementation process of the medical district. For example, the Seton Healthcare Family
(Seton), the largest healthcare provider in Central Texas, is currently conducting research in
neuroscience, pediatrics, and trauma (Seton, 2013). Seton values collaboration because it brings
together scientists, physicians, entrepreneurs, and venture capitalists to, “help create and enhance

tomorrow"s economy and quality of life for Central Texas” (Seton, 2013).

Seton has partnered with UT-Austin for the medical district. This is appropriate because
Seton has experience operating the University Medical Center Brackenridge (UMCB), which
trains residents from the UT- Southwestern Medical School, located in Dallas (Seton, 2013).
Over time, UMCB has become outdated and inadequate to accommodate the healthcare needs of
the growing population. A new medical district should provide needed supplemental service to

the community.

Benefits for the Austin/Travis County Area

The medical district should directly benefit the community. For example, according to the
Community Health Assessment: Austin/Travis County, Texas (City of Austin, et. al., 2012, 39),
cancer is the leading cause of death for Travis County residents, just above heart disease.
Currently, there are only few places to get research-based cancer treatment. Generally, a cancer

diagnosis would involve traveling to research hospitals outside of Austin, if it is financially
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possible. Lower-income residents, and those who are under- or uninsured, may not have the

resources to travel outside of the community for healthcare.

Teaching hospitals provide 71% of the charity care in the U.S., acting as healthcare safety
nets, serving those who are under-insured or uninsured (Seton, 2013). Obamacare should reduce,
though not eliminate, the uninsured population, as more people should have access to healthcare
they can afford, increasing the demand for healthcare services in the Austin-area. As such,
healthcare capacity needs to be increased to keep up with demand. In addition to the social
benefits, expanding healthcare capacity with the new medical district will provide significant
economic benefits to the community.

Projected Economic Impact

The medical district should have a significant, positive economic impact on the
community. The Perryman Group, Texas-based economic research and consulting firm,
published a report on the impact of this project. According to the Perryman Group report (2007,
41), the medical district is projected to generate gains in business activity through operations,
research, student spending, and spin-off firms in related industries. Specifically, the medical
district is projected to generate more than $2.3 billion in annual spending in the regional
economy and over 19,000 new jobs (2007, 6).

According to the UT-Austin (2013, 35), the city has the opportunity to develop an
innovation district near the new medical campus. Such capacity and technical resources would
provide UT-Austin with the chance to translate research into products and businesses. Despite

the benefits, it is necessary to address the costs of implementing the medical district.
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Costs to the Austin/Travis County Area

According to The University, (UT-Austin, 2013), the construction of the first phase of the
medical school portion of the new district, is projected to cost $334,500,000. Phase I of
development includes: the construction of new educational, administrative, research, and medical
office buildings; a parking garage; and a new teaching hospital (2013, appendix). Financing for
the project has been committed from several sources. The University of Texas System has
allocated the funding for the construction of the medical school campus, operating costs, faculty
recruitment, and support (UT-Austin, 2012). Seton has committed the construction a new
teaching hospital that will replace UMCB (UT-Austin, 2012). Travis County property tax payers
will provide funds towards the school“s operating expenses. Additional funding is expected from
the philanthropic community. Thus far, the Michael and Susan Dell Foundation, has donated $50
million to the project (UT-Austin, 2012). Some support is expected from the State, but the
medical district will not be dependent on funding from the Texas Legislature. According to the
National Academy of Sciences (2012, 10), state appropriations for research universities, like UT-
Austin, have declined by 25% over the past 20 years. As such, the new medical facility cannot

rely solely on legislative funding.

A New Healthcare Education Model

Traditionally, healthcare service delivery has been fragmented across several government
and non-profit agencies. For the past 18 years, safety net care in the county has been split
between local government and Seton‘s non-profit facilities. Primary care has been the
responsibility of a government entity, either Central Health or the City of Austin. Central Health

was created in May 2004 by a vote of Travis County residents as a political subdivision of the
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State of Texas, not a part of Travis County Government. Central Health does not directly
provide services rather, it contracts with a variety of providers to meet the health care needs of
eligible residents (Central Health, 2013). Central Health owns University Medical Center
Brackenridge (UMCB) which it leases to Seton. Inpatient and outpatient hospital care is provided
by Seton, under contractual arrangement, at UMCB (Central Health, 2013, 3). This approach is
not systematically coordinated and resulted in fragmentation. This system divided the two major
healthcare players, both of whom acted semi-autonomously. Such an approach is insufficient and

inefficient instead, a new sustainable and integrated model for the medical district is needed.

According to Central Health, the new model to be used in the Central Texas case is
characterized by the integration of healthcare service delivery. This should improve care
coordination and create a more sustainable safety net system (Central Health, 2013, 8).The new
healthcare service delivery model combines education, industry, philanthropy, charity, and
community resources into a coordinated system. The health professionals educated at the Dell
School of Medicine will be directly involved in service provision, spending their residencies
training at Seton“s new teaching hospital. This multi-disciplinary approach represents a changed

vision of healthcare service delivery and medical education.
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Table 2.5: Healthcare Model Comparison

Traditional Healthcare Education Model Integrated Healthcare Education Model
e Segmented by college/discipline. e Based on synergies among existing UT
o For example, liberal arts and schools, programs, and assets.
biological sciences colleges o For example, the existing UT-
function independently of each Austin schools of engineering
other. and social will be working with

the medical program.

e Funding determined by state legislature
via a formula. ¢ Funding based on public-private

partnerships via contractual agreement.

e Integration and expansion of existing
healthcare and biomedical
infrastructure.

The Vision of the Medical District

The vision of the medical district is specified in UT-Austin®s, Medical District Master
Plan. According to the University:

The medical district will be a compact, dynamic, urban setting that nurtures innovation,
collaboration and community. It will be developed through a partnership between UT Austin,
Seton Healthcare (Seton), and Central Texas Healthcare (Central Health), and will contain the

University“s planned new medical school and medical research building, as well as a new
teaching hospital and medical office building. The vision for the district is founded on an
innovative idea for medical education that integrates healthcare, teaching, and research within an

interdisciplinary setting, taking full advantage of adjacent university resources (2013, 5).

The new model is based on synergies among UT-Austin“s existing schools like: nursing;
engineering; social work; and pharmacology (UT-Austin, 2012). The medical school is projected

to be completed by July of 2016 (UT-Austin, 2013, appendix). The teaching hospital is expected

to be completed along the same timeline. The non-binding, but important, Letter of Intent
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between Central Health and Seton, describes the integrated healthcare delivery system as
,dependent upon several components®. This includes, “...the creation, funding, construction, and

operation of a medical school and safety net hospital located in Travis County” (2013, 1-2).

Chapter Conclusion

This chapter discussed the context in which the medical district will be located.
Understanding the setting of the process should afford a better awareness of the implementation
problems the project may encounter, allowing for better solutions to be developed. Basic
population and demographic statics of the area were highlighted. The projected costs and
benefits were presented. In addition, the resources available in Austin were discussed. The
chapter introduced a new, integrated healthcare delivery and medical education model. The
chapter concluded with the vision the stakeholders have for the new medical district. The next

chapter reviews the scholarly literature on implementation and applies it to this case.
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Chapter III: Literature Review

Chapter Purpose

This chapter reviews the scholarly literature on program implementation as well as the
key factors that affect the implementation process. The research goal is achieved through a set
working hypotheses designed to explore the factors that could impact the implementation of the
medical district. The working hypotheses aim to identify both the potential threats, and strategies
to mitigate such threats to the process. The literature helps identify areas for concern and ways to
address potential problems. The working hypotheses framework is used to develop interview

questions for the stakeholders responsible for implementing the new medical district.

Implementation Defined

Implementation research can be helpful to the stakeholders responsible for bringing the
medical district to fruition. Alan Werner asserts (2004, 2), that the core mission of
implementation research is to describe, assess, and explain what is happening; to document how
a program operates. Implementation should be thought of as an ongoing and systematic process.
The study of policy implementation emerged in the 1970 and has evolved through different

models over time.
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Implementation Models

Implementation research originated with Pressman and Wildavsky*s seminal
implementation case-study, Implementation: How Great Expectations in Washington are dashed
in Oakland, originally published in 1973. The study sparked debate over the issue of joint action
in the implementation process. It analyzed the implementation of federal-local Economic
Development Administration programs in Oakland, California (1984, 90). Their model,
“complexity of joint action”, asserts that: the implementation of new programs and policies are
negatively related to the number of participants and decision points involved in the process

(Pressman and Wildavsky, 1984, 90).

Pressman and Wildavsky: A Critique

According to O“Toole (2003, 238), Pressman and Wildavsky*s (1984), model is now
considered flawed because it contradicts an abundant body of real-world evidence on joint action
(O*Toole, 2003, 238). There are many examples where complex policy/program implementation
has become routine, thus contradicting the Pressman-Wildavsky model. Medicare and Medicaid
are examples of complex programs functioning with a multitude of other players. These
programs are administered by the federal and state government, and services are provided by
public and private healthcare providers in the local community. This paradox is illustrative of the
role context plays in implementation. In some cases, the involvement of multiple actors with
diverse interests can lead to failure. Yet, in other cases, additional actors can increase the chance

of successful implementation (O*“Toole, 2003, 239).
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Top-Down Implementation Model

Two schools of thought have emerged from the evolution of implementation research:
top-down and bottom-up (Matland, 1995, 146). This study explores the early stages of
implementation which are inherently hierarchical, and characterized by the top-down approach.
In top-down models the top-level policy designers (legislators) are the central actors controlling
the implementation process, (Matland, 1995, 146). Pressman and Wildavsky provided the first
top-down model in which a program was directed from the highest-level. Top-down
implementation provides an applicable model for the new medical district because the project in
the stages of early implementation, and is being directed by high-level officials. According to
Winter (2003, 241), the newer top-down implementation is more optimistic than the model
offered by Pressman and Wildavsky, and it adds a long-term perspective. Exploring the
successes and failures of past project or program implementation can provide insights needed to

bring the new medical district to reality.

Failed Implementation

According to Winter (2003, 221), previous studies indicate that there are many barriers
to, and factors that can increase the chance of, successful implementation. Alexander, (1989,
463), argues that the Pressman-Wildavsky model is a special case which is unrepresentative of
the implementation process in general. Yet, their groundbreaking study still offers some critical
insights into problems that may be encountered. To Pressman and Wildavsky (1984, 90), failed
programs are characterized by: contradictory criteria [of success], antagonistic relationships

among participants responsible for implementation, and an elevated uncertainty about even the
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possibility of success. Pressman and Wildavsky describe a program or project as a failure if the

results do not achieve the goals (Pressman and Wildavsky, 1984, 211).

Alexander (1989, 463), asserts that the implication of the Pressman-Wildavsky study is
that implementation models should be clearly matched to the specific context in which they
operate. Those responsible for the medical district can learn from other failed projects by
recognizing some of the common pitfalls that delay or diminish new programs. This study uses
working hypotheses, developed from the literature reviewed, as a framework to explore the both

potential implementation problem and solutions to those problems.

Conceptual Framework

According to Shields and Tajalli (2003, 315), a conceptual framework provides
coherence to empirical research and are used to connect all aspects of inquiry. Shields and
Tajalli, present five conceptual frameworks each linked to a corresponding research purpose
(Shields and Tajalli, 2003, 317). This study assesses a project that is still in the preliminary
stages so the research purpose used is exploratory, and uses the “working hypothesis” conceptual
framework.” According to Shields and Tajalli (2003, 320), Working hypotheses are a provisional
means to advance further inquiry, but like formal hypotheses they are still statements of
expectations that cannot be proven but will either be supported, or failed to be supported, by
evidence. In this case, exploratory research is used to identify potential obstacles to the
implementation of the new medical district and ways to overcome them. To achieve this purpose
a set of working hypotheses were devised which are composed of sub-hypotheses. Through this

conceptual framework, empirical data is collected and the hypotheses tested.

? For other Texas State University Applied Research Projects that use the working hypotheses see Ruiz (2010),
Douglas (2011), Irle (2011), and Painter (2013).
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Since this study is not interested in explanation or causality the exploratory study purpose
is preferable. Thus, a comprehensive set of formal hypotheses is unnecessary. Working
hypotheses are a starting point, which can be more fully examined through future studies.
According to Shields (1998, 202), “working hypotheses enable and focus evidence collection.
They are particularly useful in qualitative research”. The literature (for example: Anglin, 2001;
Pressman and Wildavsky, 1984; Winter, 2002), revealed some common barriers to any type of
new project implementation. Broadly defined, such problems include resource constraints and
diverse or divergent perspectives among those responsible for the implementation process.
Potential implementation problems and possible solutions to those problems are used to construct
working hypotheses. The working hypotheses are used as the basis for interviews with

stakeholders responsible for implementing the medical district.

Threats to Implementation (WH 1)

Identifying possible obstacles and potential problems can assist in devising strategies to
move past barriers. Though all the constraints to cannot yet be foreseen; there are common
obstacles to any type of program implementation, including: resource shortage, lack of
coordination, and poor planning (Pressman and Wildavsky, 1984, 212). Mazamanian and
Sabatier, (1983, 21), assert that there are three factors, each composed of multiple variables that
drive the implementation process: tractability of the problem; the statues [law/mandate] ability

to structure the process; and effects of political variables.

There are also more-nuanced barriers that lie within the structure of the community and
administration (Anglin, 2011, 109). For example, political issues such as Saint David®s, public

opposition to Proposition 1; it is not known what their next actions toward the medical district
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may be. In addition to identifying such barriers, stakeholders must also consider community

assets.

According to Blakley and Bradshaw, (2002, 49), in order for local projects to succeed in
the new global economy communities must understand how to identify and mobilize their assets,
without waiting for assistance from a federal program. Austin has a wide range of assets, for
example, UT-Austin, a highly- educated workforce, and vibrant non-profit sector, and
technological industries. There is diversity among these assets thus, stakeholders must work to

bring agreement and cohesion to the project.

Bardach, (1977, 37), asserts that in order for the implementation process to succeed it
must be understood as a:

Process of assembling numerous and diverse program elements... these elements are in
the hands of many different parties, most of whom are in important ways independent of each
other. The only way such parties can induce others to contribute program elements is through the
use of persuasion and bargaining.

The stakeholders responsible for the medical district are operating within a complex,
dynamic, and inter-connected setting. Bringing the medical district to reality involves a varied

set of players working together within the community and a tight budgetary climate. Therefore,

one would expect:

WH 1: Those responsible for implementing the new UT medical teaching facility
recognize that there are potential threats that could diminish its successful

implementation.
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Financial Resource Limitations (WH 1a)

One of the three driving factors of the implementation process identified by Mazamanian
and Sabatier, (1983, 21), is the ability of the statue to structure the process. This factor is affected
by the initial allocation of financial resources. Mazamanian and Sabatier, (1983, 26) state, “the
initial policy decision establishes the general level of funding. An inadequate level can doom a
program before it begins. Conversely an adequate level can help, but not guarantee, that program

gets off to a decent start.”

For example, according to Matland (1995, 162), the World Health Organization®s
program to eradicate small pox was successful because it was provided with the necessary
resources to continue active implementation until the disease was eliminated. Conversely, a
similar federal program to contain tuberculosis was de-funded in the 1980s, once the the number
of cases began to decrease. As a result, there has been a resurgence of tuberculosis since the

1990°s along with the emergence of a drug-resistant strain of the disease (Matland, 1995, 162).

Money is needed for any project, as Roland Anglin, (2011, 11), states the, “lack of capital
and access to capital prevent meaningful wealth building and economic development”. Without
proper resources there is no way to build, staff, operate, or maintain the medical district. There
are multiple dimensions of financial capital resources required for implementation, including
fiscal assets, land, and operating costs. The medical district will require billions, and as such, the
traditional medical education and healthcare service delivery funding models are inadequate for

successful implementation.

29



Traditionally, public research universities received nearly two-thirds of their revenue
from the state, but that has dropped significantly (Lewis and Hearn, 2003, 1). Stakeholders
cannot solely rely on state funding to implement the medical district. The new medical district
will be operating within the context of a new economy, and must have differently approach to
revenue generation. Blakley and Bradshaw, (2002, 175), offer a solution, project financing as
opposed to funding. Financing involves the flexible use of existing assets. For example, rather
than relying on the Texas Legislature to appropriate money for the project, stakeholders must

leverage existing, community assets. Therefore, one would expect:

WHJ1 a: Financial resource limitations are a threat to successful implementation.

Human and Social Capital Resource Limitations (WH 1b)

Successful program implementation is not limited to financial resources; it also requires
human and social capital resources. Another of the variables that affects the implementation
process as identified by Mazamanian and Sabatier (1983, 34), involves the commitment and
leadership skills of the implementing officials. This variable can be thought of as a type of
human capital. According to Ostrom (2009, 18), human capital involves the properties of
individuals. Specifically human capital refers to the skills and knowledge of individuals or
groups of individuals, which can increase future benefits (Ostrom, 2009, 21). Sarrides and
Stengos (2009, 4) assert that human capital includes: the quality of the education of a
community; the general health of the workforce; and both formal and informal training. To
successfully implement the medical district, human capital resources are needed. For example,
such resources include a range of educational skills and technical skills. Another dimension of

human resources needed to achieve the vision of the medical district is social capital.

30



Social capital should be thought of as value of relationships among members of a group.
According to Ostrom, (2009, 17), social capital resources are those available to members of a
social network. Generally, such resources can be accessed by all of the members of a group.
Nahapiet (2009, 205), states: “social capital theory focuses on the value of social connections. ..
firms well-endowed with social capital create competitive advantage through better access to
opportunities, options and resources through their relationships”. This theory can be extended to

the public and non-profit sectors as a way to maximize efficiency and quality of projects.

It is important to note that social capital is not inherently good or bad. Bull and Frate,
(2003,145), argue that social capital can facilitate or hinder access to additional social, economic,
and, political resources depending on the context in which it operates. For example, because
social capital refers to human relationships, it could take the form of trust or distrust, depending
upon the circumstances. There are multiple players responsible for implementing the medical
district. The types of social capital resources needed for this project include trust and positive or
fruitful working-relationships among all the diverse stakeholders involved. Yet, when dealing
with human relations, neither trust nor effective partnerships can be taken for granted. These take

effort, time, and commitment to build. Therefore, one would expect:

WHL1 b: Human and social capital resource limitations are a threat to successful

implementation.

Diverse Goals among Participants (WH 1c¢)

The implementation of the new medical district involves multiple participants, all of

whom have different perspectives, interests, and backgrounds. To Pressman and Wildavsky
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(1984, 90), antagonistic relationships and agreement breakdowns were common among failed
programs (Pressman and Wildavsky, 1984, 90). Disagreement can emerge for various reasons.
For example, agreement can breakdown if participants feel such pressure as: direct
incompatibility with their other obligations; preferences for some programs over others;
simultaneous commitments to other projects; dependence on others; and differences of opinion

on leadership and organizational roles (Pressman, Wildavsky, 1984, 100).

According to Clingermayer and Feiock (2001, 13), mutual obligations and outcomes
among all the parties participating in the implementation process, must be aligned and
coordinated (Clingermayer, Feiock, 2001, 13). Coordination among participants is needed for
effective collaboration, which a critical component of project development (Anglin, 2011, 18).
Collaboration involves working together in many, various ways (Bardach, 1998, 8-9). However,
collaboration cannot eliminate basic underlying conflicts that may arise among participants
(Bardach, 1998, 17). According to Lachapelle (2008, 54), “situations viewed through conflicting
lenses tend to be antagonistic”. Thus, conflicts among stakeholders can lead to antagonistic

relationships, which can breakdown agreements and doom a project to failure.

There are multiple stakeholders responsible for the implementation of the medical
district, each with unique perspectives, values, and missions. Stakeholders include: the
University of Texas System, UT-Austin, Seton, Central Health, Travis County, the City of
Austin, and the CCC. The multiplicity and diversity of the goals among stakeholders can threaten

the implementation process. Therefore, one would expect:

WHJ1 c: Diverse goals among participants are a threat to successful implementation.
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Strategies to Overcome Potential Threats to Implementation (WH 2)

Past implementation failures can be used strategically to develop ways to overcome
common threats to implementation of the medical district. For example, Pressman and
Wildavsky (1984, 90), argued that failed programs are characterized by contradictory criteria of
success and antagonistic relationships responsible parties. Mazamanian and Sabatier (1983, 22),
identified additional variables that can threaten the implementation process, such as financial and
non-financial resource constraints. Once the threats to implementation have been identified,

strategies can be developed to overcome them.

According to Bardach, (1977, 254), when implementing a new policy the consideration
of resources allocations and rule design are critical for success. For example, the stakeholders
responsible for the medical district represent diverse organizations. The creation of a shared,
clear vision was identified as a strategy that can be used to align diverse players. Anita Pankake
(1998, 27), asserted that a clear vision with defined goals is a prerequisite for successful program
implementation. A clear vision helps determine the future state of a program and the benefits that
are associated with it (Pankake, 1998, 30). This can help protect against agreement breakdown
and mistrust because all of those involved have a mutual understood result to work towards. The
creation of clear vision with defined goals can be accomplished through strategies such as
mission statements, a stated shared vision, or the development of explicit purpose and desired

outcomes (Pankake, 1998, 27). Therefore, one would expect:
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WH2: Those responsible for implementing the new UT medical teaching facility can

identify strategies to overcome the potential threats to its successful implementation.

Provision of Financial Resources (WH 2a)

The literature, such as Matland (1995) and Mazamanian and Sabatier (1985), revealed
that fiscal resource shortages can threaten implementation. Fiscal assets include financial
resources, land, buildings, and costly equipment (Chen et. al., 2009, 66). For example, one

strategy to overcome resource constraints is public-private partnerships.

The medical district is a public-private partnership between the University of Texas,
Seton, and Central Health. Public-private partnerships, or P3*s, are defined by the National
Council for Public-Private Partnerships as, “the investment of a locality*s capital and other
resources, leveraged with those of a private entity or another public entity to achieve a significant
benefit that could not otherwise be achieved” (Philips, et.al., 2004, 14). Bardach (1998, §),
asserts that such collaboration increases public value, such as increased efficiency, effectiveness
of equity and joint-activity, which creates possible new sources of value through pooled
resources (Bardach, 1998, 8-9). In addition to allowing for more financial resources, P3*s also
provide enhanced knowledge, skills, and expertise (Considine, Giguere, 2008 45) which increase
the human and social capital resources available. If well designed, public-private partnerships
should provide stakeholders the necessary fiscal resources to implement the medical district. The
partnerships between the University of Texas, Seton, and Central Health should alleviate the
dependence on legislative appropriations for the funding of the new medical district. The
stakeholders will need strategies to achieve a new funding model that should overcome financial

problems. The stakeholders will need strategies to achieve this end. Therefore, one would expect:
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WH 2a: Those responsible for implementing the new UT medical teaching facility can

identify strategies to address financial limitations.

Provision of Human and Social Capital Resources (WH 2b)

O“Toole, (1996, 150-62), asserts that inter-organizational implementation needs both the
cooperation and coordination of multiple institutional actors. Collaboration is one strategy to
address resource limitations. Collaboration with organizations from other sectors can provide
access to significant additional resources that otherwise would not have been available to the
public sector. Specifically, public-private collaboration can provide an integrated approach to
addressing specific issues or dimensions of a problem, in order to promote the best possible
solutions (Considine, Giguere, 2008, 3). Furthermore, according to Anglin (2011, 18),
collaboration across sectors is a vital component of community development. Social capital for
example, is enhanced by norms of cooperation and respect among collaborators, which can

produce future benefits (O“Toole, 2003, 240).

However, according to Bardach, (2000, 4), collaboration is not possible without a culture
of trust, pragmatism, and a consensus building process. Bardach states that these do not just
appear, rather: “it takes time, effort, skill, and a mix of constructive personalities who are around
long enough to build effective relationships” (2000, 4). For example, working groups and
committees representative of stakeholders are strategies that can be used to build the social

capital necessary for the medical district.

Therefore, one would expect:
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WH 2b: Those responsible for implementing the new UT medical teaching facility can

identify strategies to address the human and social capital resources limitations.

Reconciling Diverse Goals among Participants (WH 2c¢)

The literature such as Pressman and Wildavsky (1984) and Lachapelle (2008) identified
different, often conflicting goals and perspectives among responsible parties as threats to the
implementation process. For example, conflicting goals can lead to antagonism and agreement
breakdown which could erode the commitment and collaboration needed for the implementation

process.

According to Guess (1985, 576):

Inefficient project execution is largely a product of failure to understand the history of
role conflict and incentive structures used by project participants.... The historical conflict
process creates opportunities for an appropriate oversight strategy. Where these results are

recognized, project results may be improved.

Guess (1985, 583), identifies strategies to address conflict that can be applied to the

implementation of the new medical district including:

...project managers-designers should guard against...the tendency to innovate for
innovation®s sake and to shroud tasks in excessive complexity... designers of multi-year capital

projects should first build up internal capacity for technical oversight...

Putnam (2010, 333), identifies three strategies that can transform disputes, “differentiate

conflicts, alter conflict framing, and enact collective sense making.”
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According to Clingermayer and Feiock (2001, 13), local politics involves making deals
such as coalitions, contracts, and public-private partnerships. It is crucial that the expectations of
mutual obligations and outcomes among all of the participating parties are aligned. Coordination
between participants can help formulate a clear and unified vision with defined goals. Teisman
and Klijn (2002, 197), “the achievement of the goals of each individual actor requires activities
by the other actors; mutual adjustment is an important prerequisite [for coordination].” Pressman
and Wildavsky (1984, 133), characterize coordination between participants as, “mutually
supportive policies or actions that are not contradictory, with participants that contribute to a

common goal.”

Therefore, one would expect:

WH 2c:  Those responsible for implementing the new UT medical teaching facility can

identify strategies to address the problems of diverse goals among participants.

Summary of the Conceptual Framework Table

Like all new projects, the