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PREFACE

The Regional Medical Programs Conference and Workshop on Evaluation, held in
September 1970, marks the first time that coordinators and staff members from all 55
Regional Medical Programs met to exchange views on evaluation and to assess their own

activities and programs. :
A number of factors and circumstances prompted the idea of such a conference-

workshop. Most of the 55 Programs were at least three or even four years old. It was a
natural time for stocktaking. Changes had been slowly taking place within the Programs
and were subtly emerging; goals and objectives, and means and methods for achieying
these ends, were being examined; and national priorities and budgetary restrictions were
leading the Congress and the Administration to scrutinize federal programs more closely
than ever. This current of events emphasized the need for greater self-assessment.

The impetus for the Conference lay largely in the Regions themselves, and most of
the Conference planning and development was undertaken by the Regions. Moreover, the
content of presentations and discussions were drawn directly from the evaluative work of
the Regions. This fact illustrates more clearly than anything else the considerable strides
that Regional Medical Programs have made in the past several years — not only in building
up their evaluation capability, but also in putting it to good use.

The Conference was significant in its purpose, development and content. Some of
the issues posed were broad and generic to the program itself, such as is “change” really
the mandate? Others were more specific to evaluation, e.g., how much should be spent on
evaluation? Still others were directed to specific aspects of the Regional Medical Pro-
grams: What is the Regional Advisory Group’s role in evaluation?

If there was a central issue posed by the Conference-Workshops, it must, I believe,
have been capsulated by Dr. Donald Schon’s presentation. If the whole Regional Medical
Program is greater than the sum of its parts, those specific activities supported by it — as
its proponents have long argued — then the total program must be a primary object of
evaluation or assessment.

The Conference-Workshops provided few solutions to the great gamut of issues and
problems that were raised. It did, however, make more explicit than ever before those
questions that had to be answered. That in itself is a considerable accomplishment and an
auspicious beginning.

Any measure of the relative success (or failure) of a conference such as this one
must of course be deferred. Its major impact, its final contribution, will only emerge in
the actions and changes which will follow.

I hope these “Proceedings” will be useful to those many persons who are concerned
with, and who will carry out and evaluate, the Regional Medical Programs, their activities
and their efforts. This volume itself provides a fair index of the range of both the interests
and work of the Regional Medical Programs to date.

Mﬁv&/Q/ ZMU‘L& W hity
C/

HAROLD MARGULIES, M. D.
Acting Director
Regional Medical Programs Service
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- AN APPROACH TO EVALUATION FOR TH#
REGIONAL MEDICAL PROGRAM

DONALD A. SCHON, President
Organization for Social and Technical Innovation

Introduction

The questions in which we are primarily interested

are these:

« What are the criteria, methods, and measures per-
tinent to evaluation of the activities of the Re-
gional Medical Program?

o How can evaluation be linked most effectively to
the planning process?

e What are the appropriate roles for those engaged in
evaluation at project, regional, and national levels?

These questions have a deceptively simple ring. They

raise, in fact, not only the special problems stemming
from the nature, context and history of RMP but several
more fundamental questions of theory concerning the
evaluation of any activity.

Section 1
Toward a General Theory
of Evaluation

Evaluation is an essential part of intelligent individual
and organizational behavior,
It is the process through which individuals or organiza-
tions perceive the consequences of action, assess their
meaning for future action, and reformulate plans and

policies.

i

Within this framewrk evaluz=oz serves three distinet
purposes:
Justification: to defund whz?'s ciznned or what has
been done. We justify i1 ¢7<
punishment (as in “prading”}. o decide what re-
sources to commit to an aCtisIToo o7 simply to place
an activity on a scile of excsllenos In any case, justi-
fication concerns itsell with iZsatifving what has

been done, or whal Is propeseZ. and appraising it

against some standiid.

Control: to monitor an on-going activity in order to

make it conform (o standard.

Learning: to chanpe activity, 10 &0 it better. Learning
may be limited to the sclection oF means to achieve
goals or to conform to standazds. or it may en-
compass change it the goals 2nd standards them-

selves.

For any program such a8 RMP, there are always demands
for justification, control and learning. But it is not
always recognized that these several purposes have

different implications for methods and systems of eval-
uation.

We are accustomed to think about evaluation from
the point of view af & rational manager who supervises

Action by Individual

(Work)

(implementation in organization)

-

Y

Reform.iation of Action by Individual

Perception of Consequences by Individual
(Judging)
(Evaluation by and of organization)

(Planning)
(Fatin fermulation by management
of organization)
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tion consists, then, in assessing the jmpact of pist or
proposed activity on established systems objectives. How
effective are these activities in meeting objectives? How
cfficiently do they use resources? Control consists in
monitoring ongoing activity to make it conform to
established standards. Learning is limited to the selection
of means for achieving objectives.

The evaluation process zppropriate to the rational
manager’s model depends on the assumption that every-
body in the system is to some extent a rationul manager.
People’s accountabilities for activities within the system
are supposed to mirror the systems rationale.

Within the organization or program, as within the
systems rationale, activitics are organized hicrarchically.
Each person is accountable for the activities of his com-
ponent, whosc goals are keyed, in turn, to the objectives
of the system. The job of evaluation is to compare
accountabilities with the actual behavior of individual
components within the system. Evaluation tends, then,
to become an auditing process in which a third party
assesses behavior in terms of the systems rationale, and
sends information toward the top of the system. On the
basis of this information, decisions flow downward to
influence the behavior of the components below. At
each successive step of the way, the primary use of infor-
mation is in justifying and then in controlling the per-
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interests may have little to do with the interactons and

interests imputed to them under the systems rationale,

The “discovered systems’ of organizations and pro-
grams tend to have certain features in common. Regard-
less of systems rationale, individuals tend to be in-
terested in:

o their own survival in their positions;

o independence of action;

e local conditions and needs (as opposed to “cen-

tral’s” view of them);

e protecting and extending territory;

o maintaining stability.

These interests characterize the informal, homeostatic
structure of organizations and programs. But discovered
systems tend also to be open-ended, associated with
emergent objectives and swift changes in goals which
correspond to individual interests in creativity and re-
sponsiveness. Often the rational manager’s model con-
strains creativity, responsiveness and freedom of action
in ways that run directly counter to the interests of
actors and agencies within the system.

Within any on-going program, the rational manager’s
model and the discovered system always co-exist. The
state of their relationship critically determines the
nature of evaluation.

When the two systems have little overlap and little
interaction, evaluation is limited to retrospective justifi-
cation.
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In this condition, the evaluation system produces
statements believed neither by the producer nor by the
consumer, which are generated ritualistically in response
to formal demand. Rational managers produce justifying
statements at regular intervals, expressed in the language
of the systems rationale, and resources continue to flow
into the system. Evatuation processes have no other
putput than justification. They are used neither to
modify the systems rationale nor to force the real social
system to conform to it.

Where there is little overlap, but the rational manager
seeks to impose a systems rationale on the discovered
system, several things may happen:

{. The discovered system may respond verbally

- without other changes in behavior, by offering pro forma

retrospective justification long on language but short on
substance, a process generally known as “‘conning.” The
two systems operate substantially in parallel.

2. The discovered system may respond to the controls
that the rational manager seeks to impose by adapting to
the evaluation measures he prescribes but continuing to

" operate as much as possible as before. Measures of per-

formance are always different from performance itself.
For example, in an effort to control expenditures of the
vocational rehabilitation system, Congress demanded to
know how many “rehabilitations per year” the agency
effected for a given investment. “Rehabilitations™ were
defined as job placements lasting three months or more.
As a consequence, the vocational rehabilitation system
began to “cream” its clientele for those most likely to
graduate to job status leaving out those who were most
in need and least able to qualify; to select low-level jobs
for graduates so as to facilitate entry; systematically to
avoid distinguishing between a “case” and a person, so
that a graduate who had achieved job status, lost it and
returned to training, could be counted as another
“rehabilitation”; and systematically to avoid follow-up
of clients after three months.

3. The discovered system and the rational manager’s
system may fight one another more or less openly until
they reach a compromise. From the point of view of the
discovered system, this is paying a price. Those in the
system do some of what the rational manager wants in
order to preserve considerable ability to satisfy the
interests of the discovered system. From the point of '
view of the rational manager, the discovered system is
merely distorting system objectives in the direction of its
own interests; but he has to put up with it to get any
response at all.

In none of these dissociated cases is there any interest
in producing or using information that runs counter to
the strategy of evaluation as justification. Where the
systems are operating in parallel but without much
contact, there is common interest in avoiding informa-

tion that threatens dissociation. In the other two cases,’

there is common interest in information that supports
the systems rationale; since justification rests on the
systems rationale, and resource allocation rests on justifi-
cation. The discovered system is content to generate
information that conceals how great the discrepancy is
between the goals of the rational system and the be-
havior of the discovered system in order to protect the
resource allocation they need to continue doing more or
less what it is they want to do.

However, where the whole activity is conceived as a
learning system, then relationships between rational and
discovered systems can be fundamentally different from
those just sketched. The opportunity for learning is
primarily in the discovered system. The discovered
system offers the most vital basis for reformulating
systems objectives and redesigning systems theory.
Discrepancies between the rational manager’s system and
the discovered system as perceived by its inhabitants
become the basis for progressive modification of the
system’s rationale, of modifying the real interests of
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Teation of objectives and activities, evaluation includes

much more than sere measurement of the extent 1o

which activities conform (o specification. The evaluation

system that s oriented to learning has special features:

o The conceptual framework for evaluation has to

include a description of the discovered system as

well as the rational manager’s statement of systems

rationate. This includes a description of key actors

and agencies, actual relationships and modes of

interaction among them, and the several interests

af all of them. Tt must include also a description of

the real (if informal) evaluation system as dis-

covered — the information that actors in the

system in fact produce, are interested in pro-
ducing, and how they use it.

s An analysis of discrepancies and overlaps betwecen
the systems rationale and the behavior of the dis-
covered system. This analysis takes account of the
differing perspectives of actors in the system.

 Strategies for responding to discrepancies between
the discovered system and the rational manager’s
system. Mere analysis is not enough; learning must
be capable of application.

These factors focus on gathering accurate information
about the discovered system. The discrepancy between
the rational system and the discovered system, or the
response  of the discovered system to the rational
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i3

be Jimited to amonmts, complexities, and nrecl
siens deteninined by the capubility and willingness
of actors within the system to learn from it, as
experienced in actual practice. Nobody in the
system should be presented with more information
than he can handle, nor information laid out in
more precision or complexity than he can respond
to. Analyses should not present actors with a
greater breadth of alternatives than are real for
them. As a corollary, the cvaluation system needs
to be able to detect the changing capability and
willingness of actors to use information, and
should itself be capable of responsive modification
in turn.

e The ecvaluation process should be structured to
accomodate the different kinds of learning ap-
propdate to different roles and levels within the

system (rational managers, project pushers, cvalua-
tors, planners, ete.).

e The learning objective should also determine the
content, extensiveness, duration, and accessibility
of information in the evaluation system memory.
This requirement places high priority on accessi-
bility and retrieval capability on behalf of many
different levels within the system in addition to
that of the rational manager.
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. Since the learning derived from evaluation may be
applied to evaluation processes themselves, the
conceptual framework for evaluation may itself be
expected to change (sometimes rather rapidly); so
information needs to be gathered and formulated
in ways that make it more or less equally usable in
terms of a broad range of systems rationales. Prior-
ities should be given to those bits of information
that are likely to retain high relevance across a
range of manager’s rationale and discovered

systems.

Cases in Which There is
No Explicit Systems Rationale

What if the activity to be evaluated is itself recog-
nized as so diverse, diffuse, swiftly changing, and open
that no overall systems rationale is credible? This situa-
tion may occur with respect to public problems urgently
requiring solution but for which there are no clear policy
answers, where national willingness to devote resources
to their solution is high, though the credibility of
proposed rational solutions may be low. Agencies may
be funded to work on such problems, constrained only
within very broad limits as to what their work should
be like. What are the implications here for evaluation
systerns?

¢ FEach region or subregion (or other entity) saddled
with 2 whole problem becomes a center of its own
problem-solving process. The number and location
will depend on the number of centers that turn
out to be capable of functioning under their own
individually developed systems rationales. In this
situation the distance between information and
analysis is minimized, and responsibility for
designing and conducting the evaluation process is
very close to the actors who are accountable for
the activities under evaluation.

s In this case central management’s evaluation func-
tion is changed with respect to that of the regions.
Central management may now impose on the
localities criteria for the evaluation process, but it
is no longer in a position to impose criteria for
substantive evaluation of concrete activities. For
example, central management can still ask whether
regional evaluation processes are differentiated in
terms of justification, control, and learning; but
the central evaluator will accord just as high marks
to a region displaying one workable form of
differentiation as to a region displaying another
form. It is only the region that does not explicitly

attempt through its own evaluation processes to
accomplish justification, control, and learning that
is downgraded. Accordingly, the evaluation infor-
mation flowing to central from the local regions
normally reflects the nature of the processes devel-
oped for raising and answering evaluative questions
in the localities rather than the answers to any
specific questions thought up by central manage-
ment.

e Central also takes on the role of building a net-
work learning system, facilitating information-
transfer from locality to locality and encouraging
specific local experiments.

Section 2
RMP in the Context of
Evaluation Theory

To place the Regional Medical Program in the evalua-
tion context developed in the previous section, some of
RMP’s principal characteristics should be recited.

1. There is no single organization corresponding to
RMP. RMP is a broad-aimed Federal program concerned
with introducing changes of various kinds into a
number of more or less interconnected systems of actors
and agencies involved in health care. Within these
systems, RMP attempts to play a variety of related roles
with respect to other actors and agencies; but for the
most part it cannot directly control them. RMP does
not, therefore, have to do with a single rational
“system,” in the sense used earlier, and its boundaries
are vague and shifting.

From the point of view of evaluation, this assertion
has several implications, RMP’s scope and turf do not
have sharp boundaries. We cannot go about analyzing
RMP as though it were a unitary organization, like the
Veterans' Administration, for example, And while RMP
has formulated broad objectives for itself, its funda-
mental activity in relation to these objectives must be
understood for the most part as “influencing” or “facili-
tating” rather than direct control.

2. There is no single, established systems rationale
cither for the health care system as a whole or for RMP
in particular. There are various rationales, held at various
times and in various contexts by different actors in the
system.

3. The larger health care system and the RMP are
changeable. They are not in a stable state. The character
and functions of these systems are themselves in process
of constant change. Within them, the key actors are
often unsure of their principal functions or of how best
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Like most bread-gauged federal programs, the legisia-
tion establishing RMP represented
mises amony the Jiv

a1 series of compro-
arse interests of various concerned
craups. The authorizing legislution s, therefore, a Xind
of mosaic of obj:"ctivc , values, and C(mstminls. Among
the more important elements of the mosaic are these:
s Emphasis on the provision of means to improve
the treatment of the three “categorical” diseases --
heart disease, cancer and stroke.

o Emphasis on the transmission of advanced tech-
niques and knowledge relating to these diseases.

o Emphasis on the method of continuing education
as a device for this transmission; and on the major
academic medical center as the principal source of
expertise.

» Emphasis on maintaining or improving the quality
of medical care.

o Concern with the region as the principal unit of
activity; concern, that is, that the program be a
regional one, with regional centers of activity
throughout the country; concern with recognition
of regional diversity of problems and resources;
and concern with “regionalization” as a process of
knitting together or building regional resources to
realize the purposes of the Act,

e Emphasis on the establishment of voluntary
arrangements among regional institutions as the
dominant mode of program activity.

o Specific warning against “interference in the
interface between patient and doctor.”
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cancer, stroke, an
related dmmscs. Individual projects are scen as maans to
these ends, and fall basically into the following cate-
sories: deployment of new facilities (for
nary care units); establishm

miedical centers

example, coro-
inkages between
yroviding centers
(for example, exchange of pumnnd), the development
of new working relationships (for example, changes in
referral patterns); continuing education (for example,
traiuing of physicians and other medical personnel); and
information dissemination (for example, DIAL access).

The major kinds of evaluative questions under this
interpretation of the RMP system are these:

I. What are the kinds of baseline data and measures
of performance by which the impact of diffusion pro-
jects on mortality and morbidity can be assessed?

2. What is the rclative effectiveness and efficiency
in relation to cost of the various technologies diffused,
seen as means of achieving reductions in rates of mor-
bidity and mortality?

3. What is the related effectiveness, for particular
technologies and for particular regional situations, of the
various methods of diffusion? This question leads, in
turn, to questions about the optimal “regions” for diffu-
sion, the forms of greatest *‘diffusion impact™ for a given
investment of dollars and other resources, patterns of
utilization of new facilities and the like.

ent of new 1
and peripheral cares

Other aspects of the activities within the center-
periphery model of RMP — for example, the manage-
ment of new institutional arrangements at the regional
level — must be judged in terms of their effectiveness in
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Jeading to enhancement of the quality of care through
the more effective diffusion of advanced technology,
with the ultimate effect, of course, of reducing mortality
and morbidity from the categorically identified diseases.

In the minds of many key actors in Washington and

in the regions, the DeBakey model came to dominate the
conceptual climate of the early phases of RMP. But it
was not always or everywhere the dominant view of
RMP activity. In the discovered systems of some of the
regions, regional co-ordinators and other key actors took
gs primary the sorts of changes in institutional arrange-
ments which, from the point of view of the DeBakey
model, figured only as secondary means to an end.

In this interpretation:

o« RMP’s central concern may be expressed through
categorical diseases or with the diffusion of ad-
vanced medical technology, but RMP consciously
concerns itself with overall improvement in quality
of care and equity of access to care.

o But these sorts of improvements require changes in
the structure and modes of interactions of care-
providing institutions which no single agency con-
trols ~ changes that can be generally described as
knitting together components of the system that
are now fragmented so as to permit more effective
and rationalized planning and action.

e These systems changes are necessary conditions for
improvement in quality or equity of care. They
must precede any significant improvement along
these lines. ;

In the past year, systems transformation® has begun
to dominate among competing systems rationales for
RMP (without, of course, completely displacing other
views) at national as well as some regional levels. While it
is to some extent a subject for guesswork why this shift
has occurred, certain factors suggest themselves.

There has been a movement into good currency of
certain basic concerns about the national system for pro-
viding medical care — concerns about rising medical
costs, about the effective exclusion from the health care
system of large numbers of disadvantaged people, about
shortages of medical manpower, about the difficulties of
negotiating the medical care system even for ordinary
middle class people.

. —

*“RMP, as process,” “RMP as facilitator,” “RMP as oppor-
tunistic change agent” were expressions heard as early as 1967
and conveyed the underlying idea behind systems transformation
bef:ore this rationale became as significant as it now is. Recent
legislative proposals convey the idea even more explicitly.

The effects of substantial investment in Medicare and
Medicaid have begun to convince observers that no
amount of investment in payment for care will suffice to
introduce necessary changes in the provider system.
There is clearly need for some forms of intervention on
the provider side as well.

There continue to appear to be overriding objections
either to the development of nationalized systems of
care or to such decentralized solutions as community-
based group practice, on a large scale. Shortages of
scarce resources of medical manpower suggest that
changes in the system will have to work with existing
personnel and, very largely, with existing institutions.
This means. to a great extent, attempting to facilitate
voluntary re-arrangements of existing institutions.

Of the available program instruments (Neighborhood
Health Centers, Comprehensive Health Planning, Com-
munity Mental Health Centers), RMP presents itself as
perhaps the most promising candidate for intervention
of this kind. What RMP has been doing, initially en route
to the DeBakey model in some regions or in other
regions as a matter of primary though informal agenda,
now is emerging as a more dominant (though not exclu-
sive) rationale for the program as a whole. It must be
added, or course, that by no means all regions regard
themselves as primarily involved in systems transforma-
tion. Some RMP’s still regard themselves as solicitors and
screeners of proposals, and do not yet conceive of them-
selves as “programs” in any sense other than as clearing-
houses for projects. And in nearly all regions, there is the
residue of the view of RMP as a conglomerate of projects
centering around continuing education, training, coro-
nary care units, and the like. At the very least, then,
co-ordinators face, as part of the task of systems trans-
formation, the problem of what to make of and what to
do with the projects initiated under earlier views of
RMP.

Under a systems transformation model for RMP:

e The primary unit for evaluation becomes the pro-
gram; and since RMP is conceived as an essentially
regional enterprise, this means the regional pro-
gram. It will be necessary to reach both “‘above”
this level to the national program and “below™ it
to the project; but the regional program is pri-

mary.
e Every element of RMP takes on a dual aspect. As
we seek to assess projects, regional program and
national program, we must ask both about sub-
stantive changes in the provision of care — changes
in the quality and configuration of services,

7




changes in access to services, changes in health —
and about systems transformation. Seen as systems
transformation, RMP functions in two ways:
through the direct efforts of the regional co-
ordinator and those he works with to knit together
or otherwise .influence elements of the medical
care system of his region, and through the shaping
and selection of projects which become occasions
to_effect systems transformation.

« Evaluation must take account of regional diversity.
The starting conditions of the region, the array of
resources, the problems to be attacked, the level of
development, the regional strategy — there may be
as many of these as there are regions. From the
point of view of evaluation, therefore, the content
of regional programs should be expected to be
different. There is no “model™ of a regional pro-
gram to be applied to all regions, although we
should be able to develop a conceptual framework
which will allow assessment of diverse regional
models.

¢ Evaluation must not only take account of this
regional diversity; it must also take account of the
fact that regional programs are in critical ways
open-ended.

Regional programs undertake systems transformation
by engaging the emerging issues of medical care in the
region. These are only partly, if at all, within the co-
ordinator’s control; to be effective he must use them and
build on them. Evaluation must take account of the
open-ended or existential character of regional activity;
except within a very broad range, it cannot second-guess
the issues to be encountered in a particular region at a
particular time; and it must not impose on the region a
model of sequential activities independent of the issues
of medical care which in fact arise.

The central questions of evaluation now become
these:

1. How can we facilitate learning about systems trans-
formation, at all three levels, but with emphasis on the
regional program?

2. Given regional diversity and open-endedness, on
what basis can we control regional activities or hold
them to standard?

3. Given the several levels of change relevant to eval-

uation of RMP, how can we go about the justification of

past or projected regional activity?

The questions of justification demand separate treat-
ment. Given the multiple impacts of RMP activity, justi-
fication requires methods for identifying baseline data,
endsinview, and indicators of change at the several

8

levels of change in health, access to health care, qualiy
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The issue of justification raises sharply the problem of

what it is possible to know about these matters, and g
what level of generality it is possible to know it.

The remainder of this paper will be taken up wity
questions (1) and (2), above. We will focus on the viey |

of RMP as systems transformation and will attempt t, ;
spell out the bases on which, in spite of regional diver.

sity and open-endedness, judgments about regional per.
formance may be made and learning about systems
transformation may be fostered.

Section 3
The Central-Regional Dialogue

There is a conceptual framework for systems transfor-
mation in RMP from which we can derive criteria and
questions useful in undertaking and assessing systems
transformation, without violating regional differcnces
and without second-guessing particular regional answers
to the substantive questions of medical care.

The essential clements to which attention must be
paid are these:

¢ Starting conditions (What is to be changed?).

e Endsdn-view (Changed to what end?).

o Processes and techniques (How can change be

accomplished?).
Broad regional strategies for systems transformation
express directions for the process through which the
region may be brought to move from its starting condi-
tions (as they are conceived in a particular instance) to
particular ends-in-view. Characteristically, such a process
proceeds in stages of:

o Diagnosis (getting started, casing the region).

¢ Involvement (engaging these individuals and agen-
cies whose interaction is taken to be critical).

» Planning and goal-clarification (discovering feasible
processes and choosing and testing specific ends-in-
view).

These stages are apt to be cyclical rather than sequen-
tial. The passage from diagnosis through implementation
leads to a revised picture of starting conditions, and
through the cycle again. Because several streams of
activity often proceed concurrently, the region may at a
given time engage simultaneously in all stages. As the
region moves through stages of systems transformation,
in its developmental cycle, it may extend the scope and
depth of the issues it tackles.
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“The U™ and because “everybody™ was trained at
“The U, the issues take a special form. Centralization
of the Clinic and decentralization of the University
complicates their association, whenever joint commit-
ments are required or contemplated. Good acute care
general hospitals are a dime a dozen, and coming to view
one another as competitive whether they are or not.
Many are trying to become referral centers both in big
specialist consulting staffs and many high technology
services.

Generally the establishment, medical and non-
medical, exhibits a tough-minded, “show me” con-
tempered by a very active consensus and
willingness to try out credible ways of improving the
situation (e.g., 40% of X-State private physicians have

tried out group practice. They and their patients like it
well enough to stick with it.)
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the money is. In the meantime, the cultural institutions
of the major urban center continue to tend to tum
inward, there is very little that can happen “unless you
own it.” So the tendency is rather stronger than average
to want to turn RMP and training dollars to the enhuance-
ment of existing institutions and departments.

Rivalry conditions all attempts to regionalize or
otherwise bring about constructive associations between
people in the somewhat depressed cities of the North
and the rich primary city,
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e Some appraisal (i.e., development of a more or less
acceptable description) of the way the local RMP
went about data selection and gathering.

o Gradual clarification, through the dialogue itself,
of the specifics on which detailed information is
needed.

The following are excerpts from regional diagnoses
which illustrate something of the variety of starting
conditions to be discovered.

X Region. X is a prosperous, relatively homogenous
society. Good medicine is practiced here, and the profes-
sion is in relatively good repute with the local political-
social establishment. As yet medicine and the other
health professions are facing only tentative questions
about the “relevance” of where sub-specialization and
bigger-better hospitals take us. But something very real is
brewing in the state legislature’s effort to force a
“Family Practice” Department on the distinguished
specialists of the University medical faculty. Additional
intimations exist in the reluctance and opposition of the
Academy of General Practice to the way the medical

faculty had first planned to go about teaching family
medicine,

Layer on layer of competent, skilled, devoted people
working in hospitals and other health care institutions all
over the state, all of which tend to emulate or somehow
react or respond to the presence of the internationally
famous institutions: the Central Clinic, the University,
and Rehabilitation Foundation. There is an apparent
shortage of manpower willing and able and wanting to
perform health care services on the level of ordinary care
for ordinary conditions. Town-gown issues are real, but
because “gown” somehow includes Central City as well
as “The U,” and because “everybody” was trained at
“The U,” the issues take a special form. Centralization
of the Clinic and decentralization of the University
complicates their association, whenever joint commit-
ments are required or contemplated. Good acute care
general hospitals are a dime a dozen, and coming to view
one another as competitive whether they are or not.
Many are trying to become referral centers both in big

specialist consulting staffs and many high technology
services.

Generally the establishment, medical and non-
medical, exhibits a tough-minded, ‘“show me” con-
servatism, tempered by a very active consensus and
willingness to try out credible ways of improving the
situation (e.g., 40% of X-State private physicians have
tried out group practice. They and their patients like it
well enough to stick with it.)
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RMP has to make its way among a number of glan,
all zealous defenders of quality medical care, each Wiy
its own tradition of constructive innovation, each Wi
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independence.
Y Region. In the region’s largest city there is one
large medical school and one large community hospity &

The region consists of five quite different countie;
Three counties made common cause with RMP from 1}1,?1

outset. Two are left. In one, a private physician has y f

own comprehensive health plan; prepaid medical cayf ",

A

has been attempted under his auspices; success is be §

lieved to be uncertain; critics prophesy failure. The othe(#ﬁ
county is simply cut off and disinterested. It is difficyy | . system- Where
to get medical or consumer representatives from eithe
county even to meet for reasons that pre-date RMP, by}
embrace it: several of the major counties are joined iy { -

uneasy alliance, with many rivalries, all felt particularly g

strongly in the smaller cities.

Z Region. The major hospitals and associated medical 3
schools are all in the major city and dominate the region, §
These are set against the smaller community hospitals, ¥
each of which in turn is trying to be a medical center, E
Not surprisingly, there is relatively thin patient use of §
these expensive facilities in suburban hospitals. Not sur- £

prisingly, too, there are parochial and compartmen:

talized referral patterns disturbed by conflicts among the &
several large medical schools and hospitals. There tend to £
be economic and social distinctions drawn between the &
largest and the other medical school complexes, though §

these may be decreasing, and certainly keep changing,
With all, the distribution of physicians to patients is
highly inequitably spread over the region.

e ghetto areas: 1/3000 to 1/5000

e center city: 1/200

e suburban: 1/700 to 1/800

e rural: 1/1000 to 1/2000

The S medical centers have limited goals. All are
under great financial pressure, pressure relative to in-
come, to student load, and pressure to pay attention to
the ghettoes. They are beginning to believe that is where
the money is. In the meantime, the cultural institutions
of the major urban center continue to tend to tum
inward, there is very little that can happen “unless you

own it.” So the tendency is rather stronger than average
to want to turn RMP and training dollars to the enhance-
ment of existing institutions and departments.

Rivalry conditions all attempts to regionalize or
otherwise bring about constructive associations between
people in the somewhat depressed cities of the North
and the rich primary city.
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2. Preliminary strategies. — Proponents of the re-
gional diagnosis should be capable of meeting challenges
a5 to the accuracy or relevance of their analysis. But the
analysis need be neither exhaustive nor entirely accurate.
It is of greater importance that it be capable of shifting
in response to challenge and that there be, in the inquiry
undertaken by the co-ordinator, a continual source of
challenge to be met. In particular, it is important that
judgments about major issues of health need, quality of
care and access to care, facilities, manpower, cost of
care, and the political and organizational structure of the
health care system, all be subject to the continual test of
the multiple perspectives of key actors in the health care
system. Where important conflicts of perspective arise,
they should be confronted explicitly and actively. Where
they cannot be resolved, these conflicts of view them-
selves become issues for continuing work and inquiry.

Based on the regional diagnosis, the co-ordinator
should have formulated preliminary directions of
strategy which reflect defensible judgments about
crucial substantive issues of health care, issues relating
to the political and organizational structure of the
health care system, and key actors and initiators of
innovation in the health care system.

While the co-ordinator should be capable of arguing
for these directions of movement, on the basis of the
regional diagnosis, these preliminary views about strat-
egy should remain developmental, in two senses. They
should take account of the issues they do not address,
and there should be some thought as to the means by
which these other issues may come to be addressed. And
they should be responsive 1o changes in the regional
diagnosis which come to light in the course of RMP
activity.

The basic question is “How have you gone about
formulating preliminary strategies for systems trans-
formation?”

¢ Through what process have you gone?

» What is the substance of the strategy as so far

developed?

e Why this far, and no further — or why so far in

this direction?
Often, the best way of getting at these issues in the
dialogue is through questions such as these:

¢+ Where are the outstanding strengths and weak-

nesses among key agencies and actors in the medi-
cal care system?

o What are the patterns of alliance and conflict, and

how are these changing?

o For key actors in the system, and for the issues

they regard as critical, what are the ends-n-view

both for changes in the delivery system and for
changes in their own position within the system?

e What are the critical “starting issues,” and how

might these be used to move toward systems trans-
formation?
But the specific forms of these questions must come
from the regional diagnoses, and must elicit the ways in
which preliminary strategies address themselves, or fail
to address themselves, to the issues raised in these diag-
noses.

The following are examples of some of the prelimi-
nary strategies emergent from the fragments of diagnoses
listed above, and questions that the evaluator can or
should raise about these strategies, to push the dialogue
a step further:

X Region

The primary problem is the isolation of many small
communities, especially rural communities from which
physicians are slowly disappearing, and their disinclina-
tion to collaborate. Corollary to and underlying this is
the past success of medical education in selecting and
training physicians to want to work in sophisticated
hospital settings, thus creating strong impetus for hospi-
tals to compete, even within communities, and to attract
physicians by offering ever more highly differentiated
and costly services, without careful, credible investi-
gation of community needs and how they are satisfied.

The function of RMP should be (and is) through
projects, membership on advisory committees, and core-
staff activity to facilitate connections and collaborations
among elements of the medical care system, particularly
among small communities and particularly among physi-
cians. The connections and collaborations should be
multiple and small-scale, so as not to ruffle too many
feathers.

So RMP, for example, should serve as broker and
supplier of seed money for the merger of hospitals in
adjoining rural market towns; should support short-term
in-residence programs for GPs at the Clinic; should dot
coronary care programs around the State; should
promote outreach programs from the Clinic and the
University; should use the RAG and its committees to
involve all elements of the medical care system and
representatives of its consurners, in order to connect
small communities with one another and with the
centers.

The object is to build larger movements toward colla-
boration and more ambitious ends:dn-view from the
success and the fallout from many small-scale efforts, in

11
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Often the formulation of preliminary strategies de-
pends upon the involvement of key actors and agericies.
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A cuse in point is the following:

Y Region

The RMP has taken the position that it is a clearing:
house for projects; it solicits and processes applications
from elements all over the region. RMP is, therefore, 2
conglomerate of projects; how can it have a program
strategy for systems transformation or any thing else?

But there is the sense of need to involve the two
counties currently disengaged from the program. Th_e
preliminary strategy has impacted on the starting condi-
tions in a way that permits, encourages, and partly
specifies a revision in approach.

o, sriie

. "p\,udli‘x\v

wotb o

H
i
il
LS
A
¥

e -]y\n{pi\' -
s of s app

> iy
R e At B

sajor physic

ahout
JS I
ound UL

ceeoening in

r.u in bis mun‘\y

‘ Somd O‘{{PT

\1‘ )
[) the investin

TV

“7\,\)1\(, men

: ',),\“.,p\:? COIA
e
gt teglth care

wed clent ents

5, pr()lcssmns,

sents, medical so
what are the po
«tdbution, cte.)
aow? How does @
egional diagnosis
2. What are tl
cossful in Involvi
distinguish pro fe
sxample, visibilit
toward the prof
some “‘teaching ¢
out of the count
county to lend
ingness of Dr.
development of
participate with
3, Ends-in-V
- ends-in-view s
confront at lea
as crucial
health care,
| constant healt

“ health care.

- At a zone
1.of “getting al
tem of form
- the strategie:




of lht‘]ud;;{

edical cqry § strong physician, has no involement in the RMP pro--

dlagnosls
the Outset
be exp[,c
" Jor ove.

ation ip 4

tvement i+ §
tures initi-‘,ﬂi 1
: betweep §

ssolved by

al attempt :
icluded i -
tive really
/ited? Was™

e co-ordj.
is strategy
1g learned -

ut who is
Imstances
d.

aff learng -
from the
3 do over
y increas- '}
tin their

ator’s at-
r skilled,
css, well

).

clearing-

slications
rrefore, a
program
else?

the two
am. The
1g condi-
d partly

One county, medically under the leadership of a

am. And there are 250,000 people there. The belief in
the county is that the big city always wins, and that’s

where the money is.

In spite of its apparent role as a “clearinghouse for

projects, »* the RMP turns out to be operating on a strat-

egy which says, “Get every major actor and every
county active in RMP.” Their tactics are based -on this
strategy.

The major physician in the isolated county is con-
cerned about diagnosis of cancer, and about the
100-mile round trip required to get specialized diag-
nostic screening in the large city. He is encouraged,
therefore, to propose the establishment of a diagnostic
center in his county.

Some of the relevant questions, especially appropriate
to early involvement phases:

1. Is the investment worth it? How much does it take
fo “purchase” involvement? as a percentage of the over-
all budget? compared to the costs of confronting other
urgent health care issues? Are there other excluded or
isolated elements of equal importance (geographical
areas, professions, voluntary associations, health depart-
ments, medical societies, hospitals, or a combination)?
What are the potential future consequences {enmity,
retribution, etc.) of failing to try to involve somebody
now? How does an effort to include Dr. H. relate to the
regional diagnosis?

2. What are the signs that investment has been suc-
cessful in involving Dr. H and his county? How do you
distinguish pro forma from significant involvement? For
example, visibility at RMP meetings? Attitudes of Dr. H.
toward the proposals of others? Willingness to permit
some “‘teaching days”™ in the area? Other projects coming
out of the county? Willingness of Dr. H and others in the
county to lend voices in support of RMP activities? Will-
ingness of Dr. H. to share his emergent strategies for
development of medical care system in his county, or to
participate with others in formulating such strategies?

3. Ends-in-View. ~ Qut of interactions of key actors,
ends-in-view should have been established. These must
confront at least some of the key issues earlier identified
as crucial in the region. On the level of substantive
health care, they must confront at least some of the
fonstant health problem themes, or emergent issues in
hedlth care,

At a zone in time, attention shifts from the problem
of “getting all the key actors active in RMP” to the prob-
lem of formulating the more specific ends-in-view and
the strategies for achieving them which are to emerge

from the interaction, planning, bargammg and negoti-
ating of the key actors.

These ends-in-view are the specific rearrangements
sought in systems transformation. They, too, have many
qualities that are subject to evaluation. The emphasis,
again, is first to discover what attempt has been made td
identify these qualities, and to deal with them. Evalua-
tion of specific content makes sense only after its clear
and more or less agreed what has been attempted, and
the context for attempting it.

The following are examples of appropriate questions:

e Have the issues earlier identified as crucial in the
region found their way into the formulation of
ends-in-view?

This is an illustration of what such a list of issues

might look like:
“— Guidance to get people into the health professions.

— Coordination and involvement of the voluntary
agencies.

— The urgent need for dental care in the north.

— The lack of out-patient care centers except for
emergency rooms.

— Essentially no preventive medicine is done in the
State.

— Too many community hospitals trying to become
medical centers.

— There is no weekend and almost no night-time
medical coverage now in a major rural county
area.”

Is the RMP engaging some of these issues through the
deliberations and interactions stimulated among
elements of the health care system? “Engaging” means,
here, facilitating the formulation of ends-in-view and
strategies adapted to them.

e Certain general criteria cut across regions and
across possible activities within regions. Questions
about “relevance” of particular activities apply not
only to the match between ends-in-view and
judgments about issues, but to the need for some
attention to these criteria.

- Costs of care, particularly for hospitalization,
extended care, and costs as experienced by
lower- and lower-middle income persons as well
as others.

~ Quality of care, and the distribution of quality
of care across the region.

— Access to care, and equity of access to care,
across socio-economic strata, minority and ma-
jority groups, and geographic subregions.

» Have the processes making for inclusion, discussed
earlier, extended beyond formal membership in

i
Dy

1
b
[




RAH o Sk Tornaintion of endsinviow and

straies

a [low are i\-;'fr!:'ifig'\‘ forsls

v
cnted o e

citer explicitly o

deliberations and interacdons o 2lements of 1he
1

predical core sysien, or are they handled by the
orocore staff 'ﬁum" or ostens } (%1%

o Washipgton? IF thore are umﬂicts

crents judeed 1o be orocial to the revion

exaniple, conilict veeeen major hospitals
medicd]l schools, heitween town and sown,
ween professional providers and representatives

ol users - are contlions dh@\\ul and on-

couraged to cnter inwg the formulation of

plim';liuﬁ Duoes the cosolinator intend to atlenipt

to build clusters ut hese clomments into working
groups, throngh explicit confrontation of ihese
y“\?mu\’ IT he is not deing this, is it a matter of

cliberate fntent? Is he working -~ temporarily, or
as a matter ol continuing strategy - on a model of
compartmentalization, in which contlicts over
peioritics and ends-in-view are not allowed to come
up, except within Himited subsets of clements? Is
he “sub-regionalizing” in this sense? It so, does it
ke sense to do so?

Is confiict of ends-in-view bemg handled as a

dividing up the pie” among competing
actors, or is there also an atiempt to relate such
judgenents to shared judgements about the
urgency of health issues, or about the usefulness of
issucs as ways into systems transformation in the
region?

o Major themes of RMP activity should be developed
and stated. These should be not merely a reflec-
tion of what is common to ongoing activities, but
a source of guidance for the generation of new
activities. Questions of priorities among ends-in-
view should have been confronted, through a
process in which key actors in the region work on
their conflicting interests not only on the level of
ownership of RMP resources but on the level of
substantive health issues and strategies.

¢ How appropriate, acceptable and feasible are the
strategies being developed for achieving the ends-
in-view adopted? For example,

<

matter of

*This may be the first time that themes of RMP activity
become explicit and that questions of priorities become real
issues (often first stimulated by conflicts over ownership of
limited funds).
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Where the focus is on leaming, attention will go not only

to questions ot this kind but to questions about the

ways in which the development of strategics is handled:
Is there evidence of the active consideration of
alternative ways of achieving the same ends-in-
view?

— Does the deliberation over strategies carry with it
consideration of effectiveness of the strategy in
relation to the costs of carrying it out, and con-
sideration of the cost/effectiveness characteristics
of alternative strategies?

Are there timetables for accomplishment? How

realistic are they?

Has there been consideration of ways of deter-

mining over time how effective strategies are in

achicving ends-in-view? Tests for their achieve-

ment?
Where the focus is successfully placed on learning, the
impact of such questions will not be to ‘“grade” the
strategies at this zone in time where emphasis is on the
development of specific ends-in-view, but to influence
their development positively, by “‘accelerating” and
“enriching.”
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4. Implementation. — The process of implementation
should be characterized by involvement of implementers
in selection of ends-in-view and strategies for achieving
them; and by a relationship of co-ordinator or core staff
10 implementers which permits continuing mutual
modification of strategy and end-in-view and of im-
ngmenting activity. .

The implementation of strategies toward ends-in-view
may take the form of core staff activity, of the conduct
of specific RMP projects, or of the activities of commit-
tees or ad hoc groups, under the aegis of RMP. The
end-in-view and the strategy may be specific enough to
lend themselves to only one of these kinds of activity,
and to a well-defined unit of implementation, or they
may lend themselves to a widespread cluster of activities.

For example,

End-in-view Implementation

A coronary care project jointly
granted to the 13 hospitals,
requiring the use of com-
mon facilities.

To foster collaboration and
rationalization of planning
among 13 community hos-
pitals.

Brokerage functions by core
staff, RMP support of one
hospital staff member
charged with working out
details of the merger.

To encourage multi-level
collaboration between two
hospitals in adjacent rural
communities.

To increase the “‘power base™
of the medical community
“on the other side of the
mountain.”

A serics of projects, funded in
that area, linked to major
medical institutions.
Brokerage activities. Use of
RMP comimittees to estab-
lish relationships crossing
the mountains.

Some of the relevant questions are these:

« Are initiators and leaders of the activity aware of
the ends-in-view, and the processes leading up to
their formulation, on the basis of which the
activity actually came to be undertaken by RMP?

o What are the patterns of access to resources
required for implementation? Is there a basis for
judgments to be made, on a continuing basis, as to
the adequacy of resources to the task?

» Is attention given to the possibility of shifting
definitions of ends-in-view as more of the reality
of the discovered system comes to light? Is the
project or activity leader locked into a potentially
stultifying view of what constitutes “success”?

s What constitutes progress? Are there operational
tests of performance, short of more nearly final

judgments of impact, which can help to guide per-
formance in the course of the activity?

e What is the relation of the regional co-ordinator
and his staff to the activity? If it is not their activi-
ty, do they have, in relation to it, a continuing
monitoring, learningevaluative contact which
allows mutual modification of the ends-n-view
and the strategies by which the attempt at
implementation is being made?

e How compartmentalized is the activity? Is it con-
nected to analogous activities in the region, or to
activities which are parts of the same program
strategy, so that both learning and concerted
action may occur, where appropriate?

e What is the relationship of these processes of
implementation to the overall strategies of systems
change held by the coordinator and/or his col-
laborators? Has the coordinator attempted to be
explicit about these? Is there an effort to relate
them to particular strategies for achieving
particular ends-in-view? For example, to connect a
particular activity as a feature of a “master plan”;
to identify a particular negotiation as part of an
overall strategy which seeks to involve key actors
in a process of negotiation over their interests and
conflicts in relation to the system of medical care.
Is the coordinator able to use the experience of
particular activities to learn from or to influence
his overall strategies of systems change?

There is one side of the question of impact which
should be treated separately here, because it involves the
impact of the process of implementation, which can
reflect back both on the formulation of particular ends-
in-view and on the region’s capabilities for carrying out
further systems transformation activities. This is the
process through which the definition of accepted ends-
in-view may shift.

o The connections established and reinforced in a
particular activity may lay the groundwork for
new forms of collaboration, e.g., the joint planning
of a coronary care unit which leads to joint plan-
ning of a range of common facilities; the diagnos-

tic screening project in a county previously cut
off from the medical system of the region, which
leads to a series of boundary-crossings. Are these
things happening? Are therc attempts to make
them happen?

o Learning from an implementation process can lead
to changes which facilitate new processes, €.g., the
cumbersomeness of a process of review and
monitoring can lead to simplifications which make
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it easier and more attractive for others to enter the
orbit of RMP activity.

s Processes of implementation can display or enable
development of “role models” which influence the
character of new activities undertaken, e.g., the
impact of Jim Musser as broker-facilitator on other
key actors in the North Carolina region, or of Paul
Ward in California, e.g., the influence of the few
emerging medical care corporations in California
on similar, varying approaches to medical corpora-
tions.

Questions about impact of implementation, then,

need also to be addressed to the impact of the process of
implementation itself,

At this point, RMPS criteria for systems transforma-
tion in the region take the form of meta-criteria for the
evaluation processes carried out in the region.

o Without specifying evaluative criteria to be used in
assessing the impact of implementation on any of
the levels of change, RMPS should require that
such criteria be developed and that they be appro-
priate to the ends-in-view and strategies adopted.

e These criteria should not be limited to program-
matic criteria (e.g., how many nurses trained? how
many calls received?) but should attempt to assess
change at one or more of the several levels of
change in substantive health care.

s In each instance, consideration should have been
given to the choice of level at which change is
assessed, aiming at health outcomes, then at access
to delivered care, and so on. There should have
been review of the definitions, test-methods, and
measures appropriate to the end-in-view and
strategy involved.

e With respect to the process of evaluation, the
evaluative framework should have been developed
collaboratively between the regional center and
the implementing agency. There should be an
openness to modification, through the process of
evaluation, both of the implementing activity and
of the original choice of end-in-view and strategy.
This openness should be evidenced in the demon-
strated capacity of evaluative activity to influence
the planning of the implementing process, and in
the evolution of the concept of end-in-view and
strategy during the course of implementation; and
the frequency and pattern of contact between core
staff and implementing agency should be such as
to make that kind of mutual influence feasible.
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o The evaluative processes adopted by co-ordinate,
and core staff should be conducive to leaming
across sub-regional boundaries, so that those

cngaged in analogous activities (continuing educy. §

tion for GP’s, for example) can learn from ope
another’s experience, and those whose activitieg
are elements of a larger strategy can interact in the
light of that strategy.

5. The Developmental Cycle. Regional programg
develop iteratively, if at all. Cycle succeeds cycle, each
growing out of, but resembling, its predecessor. A
regional program, seen as systems transformation, moves
through its cycle: casing the region, planning and im.
plementing. Then through another cycle widening and
decpening its rings of activity. The evaluative questions
of any one phase continue to be relevant; only, new sels
of questions are also relevant to established activities,
and to other sets of activities. The process of bringing
new elements into RMP, for example, continues even as
the ends-in-view emerging from earlier processes of
inclusion begin to be carried out.

The most relevant new questions help uncover the
directions of change in the scope and purchase of the
whole program as it moves through successive inter-
actions of the process. These questions are of several
kinds:

o [sthe process increasing its scope? -
— Is it increasing in the overall volume of activity,
as measured by actors involved, dollars
mobilized, number of separate activities under-
taken?

— Is there a widening range of parties involved in-

interaction and negotiation? Is the level of ag
gregation of the parties increasing? For
example, is the interaction beginning to involve
clusters of community hospitals rather than in-
dividual community hospitals? Is the level of
aggregation also decreasing? For example, aré
individual physicians as well as medical society
representatives coming to be actively involved
in a way that extends the scope of the program’

- Is there an increase in the number of health
issues engaged? Is there an increase in the

coverage of the region represented by thost §

issues and by the endsin-view and activities
generated? Within each phase, the map of the
issues confronted and their location in the
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Phase 2

e Is the process increasing in depth and intensity?

— Is there an increase over time in the perceived
importance, urgency, and ambition of the issues
engaged and the ends-in-view formulated?

— Is there an increase in the connectedness and
“clout” brought to bear on the issues engaged?

— Is the level of aggregation of the parties de-
creasing? Are individual physicians as well as
medical society representatives coming to be
involved in a way that deepens the program?

We can provide an example of the development of
ends-in-view and strategies in a regional program as it
begins to go through a succession of cycles:

The K Region

Dr. P., the coordinator, came from a program of
continuing education in the one large medical school, a
program of continuing education for GPs which, by his
own present view, was not too successful. He began by
seeing the creation of RMP as an opportunity to expand
his own educational program, and obtained a planning
grant to create K-RMP. He visited local medical socicties
over the region and with them set up a program around
Wmor registry, coronary care units, and continuing
education. Boundaries of the region were set up by the

expression of interest of the parties approached who at-
tended the meeting. '

As the program has begun to expand, its emphasis has
shifted away from the categorical approach. The RAG,
which began with 30 physicians, has begun to change
composition to include laymen. In view of the relative
weakness of other institutions, including the State
Health Department, KRMP has moved toward a control-
ling position for health planning for the State.

Concentration at the beginning has been on work
with individual physicians and community hospitals,
with an emphasis on education, viewed as the easiest and
least threatening way in. At the same time, core staff
became involved in project-writing for individual hos-
pitals, KRMP has now withdrawn from CCU programs,
except for continuing education. However, a similar
effort based on the earlier experience (establishing
facilities, loaning equipment to communities who could
not afford to buy it) is now being carried out for respira-
tory programs.

Dr. P. now realizes that in his region, which is poor in
physicians and clear in its referral patterns and which has
one medical school and not much institutional rivalry,
the provision of continuing education to physicians and
others is not enough. What is needed is the provision of a
system of care and appropriate facilities within which
the fruits of education can be realized.

Here, since the structure of the program as a whole is
built around the coordinator, the development of ends-
in-view becomes very much the development of his own
views of the issues that need to be confronted and the
ends-in-view adopted. Is the process characterized by an
evolution of issues, ends-in-view and strategies, which
reflects learning?

The regional diagnosis of the coordinator, the issues
he takes to be important, the ends-in-view and strategies
to which he is committed — in short, his own systems
rationale — may shift in response to new perceptions of
the discovered system of the region, as regional activities
bring that system into focus.

This learning may take the form of an explosion of
“rational” plans for the building of the health care sys-
tem, by contact with the political interests and powers
of the real-world actors in the system. It may take the
form of a shift in priorities about health issues, as
previously “hidden issues” — for example, the depth of
inadequacy of health care in ghettos — come to the
surface. 1t may take the form of perceiving the extent to
which the needs of physicians and community hospitals
in “have not” areas are inadequately served by diffusion
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of the technologies and rescarch findings generated at
the major medical center.

In each instance, the discrepancics between systems
rationale and discovered system, at the regional level,
may lead to the reformulation of regional diagnosis as
well as of ends-in-view and the strategies corresponding
to them.

It is not reasonable to set uniform standards for the
periods of time within which regions should have
reached certain levels of maturity in their developmental
cycles, just as it is not reasonable to apply uniform
standards across regions to the time periods within
which the . various stages of development should be
completed. On both levels, the time intervals will vary
with regional conditions. The key factors here are not so
much the size of the region as its complexity, its internal
connectedness or disconnectedness, the number of
conflicting or disconnected elements within it, and the
scriousness of their conflicts or isolation from one
another.

Elements that affect the speed of motion include:

— simplicity of the politics of the medical care
system. Few elements to be connected; few
conflicts to be resolved.

— relative weakness of other elements of the system,
permitting RMP to function from the beginning in
dominant or unusually significant health planning
role.

— relatively high degree of connectedness among
elements of the medical care system.

It may be possible to establish a typology of RMP
regions in terms of their potential for movement,
similarities in strategy, and characteristic types of
activities chosen to carry out the RMP program. There
are, for example, many instances of efforts to stimulate
collaboration among community hospitals through their
joint involvement in some program of approach to
categorical disease; to establish outreach arms of major
medical centers; to reach isolated subregions through
programs using paraprofessionals, continuing education,
and the secondary support of specialists. Regions and
subregions differ as to the constraints they put in the
way of these kinds of activity, but they, too, can be
grouped in terms of the seriousness of those constraints.

The purpose of such a typology would not be so
much to permit judgements of the effectiveness of one
region against another as to provide guidelines both for
RMPS and for regional coordinators as to the rates of
movement it is reasonable to expect in a given region
and for a given kind of activity.
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Judgements about a region’s progress in systemsg ot 1
transformation may be made on the busis of its ability 1, o

meet criteria within any given stage of develupmen;. ity 1

rate of moveinent from stage to stage, given the coy.
straints under which it is operating; and the level of
scope, depth and learning evidenced by its overall ¢yl
of development.

[n point of fact, most of the RMP regions are g
primarily involved in the problems of inclusion of key

elements of the medical care system in RMP activity ang %
on the formulation .of preliminary directions of move. §

ment and strategics. In spite of the number of opera.
tional projects, most regions are only beginning the work
of fitting projects into strategies for achieving specific
ends-in-view. Most are only now at the stage where the

formulation of themes of RMP activity and the con. !

frontation of questions of priority among ends-in-view
become feasible tasks.

Conditions for the
Central-Regional Dialogue

Having sketched out a national-regional dialogue
aimed at fostering learning in relation to systems trans-
formation, there remain questions about the particular
vehicles through which such a dialogue may be brought
to reality and the conditions under which it can be ef-
fective.

e The two parties to the dialogue must begin with
some commitment to and understanding of the goals and
methods of this kind of evaluative process. The require-
ments here relate both to the theory of the evaluative
process and the role of the dialogue within it, and to the
particular skills and techniques involved in carrying it
out.

o Although we have used simple words like “central”
or “RMPS” and “coordinator,” the parties to the dit
logues will be complex. On the regional side, the dialogu¢
will be carried on by groups of varying kinds, depending
on the makeup of those involved in carrying initiative at
the regional level. In one region, it may be a ‘“‘strong mad
coordinator,” his key assistants, and from time to time
others that he may wish to bring along in order

involve or educate them. In another region, it may be

the team the coordinator has been trying to assemble

out of core staff, certain RAG members, and certain key -

actors in the medical care system of the region.

e On the side of the national staff, there is 2 kiy
in the:
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o Lhe li'e of the rezion’s ‘evelepment under RMP,

e requirzment for continvity becomes particularly
Licel, given the diversity and open-endedness of
';‘_m-al aporoaches to systenr transformation: it is only
j»ulf of intmate knowlede: of the content of earlier

s of cevelopment that contral can be :ftective in
;[}‘-{‘_yg,u«‘ wi:h the region.

pt, givin the realities of life in both central and
.-ional bureaucracies, continaity of this kind is to be
"\.’:11(3‘@[ not through ore me: but through small groups
JLose niensbers overlap in the course of tme.

Fror central’s poini of vizw, the small group permits
42 inclusion of the varictics of competence required to
srry out effective dialogue with the region — conl-
-atence to question and respnd on issues of substantive
Siadical care and on issues of syslems transformation,
.-d skills in the evaluative nrocess of the dialogue itself.

There will be no need o distinguish the central-regional
falogue from funding decisicns, and, concurrently, to

1

pove away from the usual mode of centrel-regional

sontact, in which the region displays its wares for central
ad centrul and the region then cngage in a game of
eitack and defense. For the central-regional relation to
g2 selely or primarily in this mode prohibits learning, in
tie senses outlined above, and makes it difficult or
mpossible for central even to gain information about
r-giona’ activities.

On the other hand, the dialogue requires that the
EMPS staif be capable of being tough with the region,
aiving issnes hard enough to be heard and challenging
e regior in the light of findings and commitments
vhich emerge from the dialogue over time.,

Ir erder to make these things feasible, there is first a
1eed to model the roles involved and to sel the tone for
such o dialogue, and concurrently to set apart and
lormally  distinguish the funding-justification process
from the central-regional dialogue. The dislogue will
trely feed into RMPS judgments about regional fund-
by but should be formally and operationally separate
from the funding process.

Will such a distinction be feasible, given the tendency
of the region to view ceniral as monolithic and the
f“’;\fun‘s knowlzdge thut funding decisions will be made
W central? This problem is comparable to the problem
va the regional evalusior in establishing his “helping”
e, i spite of the fact thet his findings will be influ-
ol for decisions on project funding; indeed, the
Moblem s central to any process of good management
M which the manager secks both to fucilitate learning
Uil 1o exercise control, The feasibility of the effort will

?
‘-‘Kf}\»\

end Witimately on the good faith that central and the

region are able to estzblish with one another, and on the
extent to which the dislogue is found to facilitate learn-
ing.

The dialogue requires a certain frequency of contact
between central and regional groups. Given the rate of
movement in most regions, once a year is not often
encough. Within the interval of a year, too much happens,
and tco many decisions are made which lock the region
into patterns of activity. Frequency of contact should be
determined by the time required for the coordinator to
take significant steps, or for the regional situation to
shift in significant ways that mark important milestones
in the stages of systems transformation. Intervals are
likely to vary over the course of the region’s cycle of
development. For example, contacts might be estab-
lishad around key events such as the first formulation of
regional diagnosis, the establishment of themes of RMP
activities and the first cffort at establishing priorities for
specific ends-in-view, or the first phase of experience in
implementing a specific strategy. Within the range of
frequency indicated by “‘oftener than once a year,”
there should be provision for flexibility increases if a
representative of central and the regional coordinator
can maintain contact during intervals between meetings
of central and regional groups.

The central-regional dialogue offers another perspec-
tive on the role and conduct of regional site visits, and
on the proposed process of anniversary review.

The central-regional dialogue could become the main
function of the site visit. The site visit team would then
becoine central’s party to the dialogue. Such a concept
would answer some of the problems currently reflected
in regional and central reactions to the conduct of site
visits — for example, the pattern of regional display and
of attack-and-defense which make it difficult or im-
possible to find out what is really happening in the
region; lack of continuity in the site visit team; lack of
feed-back to the region; inability of the site visit team to
respond to the region by clarifying or modifying
central’s “‘signals.” There are also significant potentials
of the site visit as a vehicle which the central-regional
dialogue may help to tap: the opportunity for on-site
contact with regional actors and agencies, and the
presence in the region of persons regarded as peers by
many of those undertaking regional activities.

There is the further issue of the manpower require-
ments RMPS would experience if it took seriously the
conduct of central-regional dialogues with all of its
regions. The site visit team concept, in which outsiders
are mobilized alongside central personnel, would provide
a crucial extension of central staff. But the concept
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would also require intensive efforts at internal training
and team-building for the site visit teams.

With respect to Anniversary Review, that event would
have a very different significance if it were to function as
the vyearly culmination of central-regional dialogue,
rather than as an isolated contact which will tend to be

20

seen, whatever the intent, as a funding-justiﬁcatim_f' |
process. The site visit team would then come to play, )
critical role in the anniversary review process, and .} ..
results of earlier phases of the central-regional dialogue 3
would then provide the basis for the inquiry conductey} .
and the judgments made in the course of anniversmi E
review. ‘
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HOW OTHERS SEE REGIONAL MEDICAL PROGRAMS AND EVALUATION

ALEXANDER M. SCHMIDT, M.D.
Dean, Abraham Lincoln School
of Medicine,

University of Illinois

Having come in late, I was sitting in the back of the
room, tather than here on the platform; and I am very
leased to have been able to hear the elegant discussion
on Regional Medical Programs and systems change by
pr. Schon. I was late arriving this morning because our
three upper classes are returning this morning, and I met
with them - about 625 strong - for a re-orientation
session. This is something new for us. Change now is so
great, and the rate of change is so rapid that we are not
only orienting our incoming freshman class of 225
students, but are re-orienting students who have been on
vacation. The need for such sessions was made evident
by their questions, 1 thought as I was driving to the
meeting. Among the questions asked were:

“Is Cook County Hospital still alive and well?”

“How many medical schools are there in Illinois
today?”

And finally, “How many people have you added to
the university police force?”

And my answers were respectively:

“Not very.”

“Ten.”

and “Plenty.”

I was also musing that it was only a couple of years
ago that I gave a talk entitled, “Is Evaluation a Dirty
Word?” The response from the audience then clearly
indicated that they thought it was.

In the ensuing years, however, it has become apparent
that the word “evaluation,” like some other words we
are now hearing almost daily, has had the shock value
worn off, as more and more people have used the word
in open public.

It is really too bad that evaluation got off to a rather
shaky start in Regional Medical Programs. From time to
t}me [ have tried fo figure out just why it happened.
Certainly from the viewpoint of the administrator (who
hopefully is a good manager) evaluation is a very power-
ful friend. Evaluation ranks along with cost accounting
and program budgeting (two other dirty words), as one
of the most powerful management tools we have. We all
Prabably know this, and believe in at least the theory,
¥et our response to the word is too often less than

" favorable. It has occurred to me there are three principal

reasons for our aversion to the subject of evaluation.

First, there is the general feeling, expressed over and
over to me, that “seat of the pants flying,” if it gets you
there, can’t really be all that bad. Over the past decade,
through trial and error, in both education and health
service, we have evolved methods that we think we know
to be both good and effective. It is my belief that we are
far too content with this type of reasoning.

Secondly, evaluation turns out to be hard work,
expensive, time-consuming and technically difficult.

Lastly, it is now apparent that evaluation is a
discipline all by itself, and not many disciples are
available. It seems also true that the discipline is, to
some extent, quite backward in its development. Thus,
application of the discipline is even more difficult.

The great importance to Regional Medical Programs

of evaluation was recognized early by the National
Advisory Council and Review Committee. Many of you
will recall the numerous early messages from the
Division about evaluation, and the resulting anguish,
frustration and even outright hostility felt in some of the
regions. In retrospect, I don’t think anyone concerned
fully appreciated the three reasons I have given for the
initial negative feelings about evaluation.

During the early years of the programs, the case for
evaluation was argued. A significant amount of research
in evaluation techniques was supported by the Division
(wisely, I think) — as well as training programs,
conferences, seminars and the like — all designed to
provide needed expertise. As a result, while we are much
better off today than we were four or five years ago, the
problem still remains. I'd like to discuss RMP evaluation
as 1 now see it in 1970, from the perspective of a
member of the Review Committee and a medical school
dean.

To go back for a moment to the first of my three
reasons for our aversion to evaluation, it seems obvious
to me that the trouble with “seat of the pants” flying is
simply that technology has rendered it totally obsolete
except in bush country. Anyone flying a plane
nowadays, almost anywhere, can pinpoint his location
accurately in seconds. And, if he is appsoaching O’Hare
Field and wants to survive, he must do so, and know
how to use the proper technical devices.
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In point of‘fact, the methods we have developed by
trial and error over the past 50 years in both the educa-
tional and health service ficlds simply aren’t doing the
job, and we must now very accurately and scientifically
determine our position, and plot a new course. We must
assess our education and health service systems, and plan
to make needed changes. ['m absolutely convinced that
Regional Medical Programs are, as Dr. Schon has said,
the best mechanism that now is available for doing so.

Since we are trying to make changes in a lot of
“traffic” — when surrounded by agencies and organiza-
tions and individual citizens (often irate) trying to do
similar things, I think the O’Hare Field analogy is quite
appropriate. Anyone trying to get a program off the
ground today had better know precisely and scientifical-
ly where he’s going, how he’s going to get there, and
very importantly, when to land. “By guess and by gosh”
isn’t good enough anymore. And we should reject the
argument that intuition tells us we’re being good or
successful in medicine as in flying airplanes.

, The importance of regional capability in evaluation is

made evident by the current efforts of the Division to
decentralize authority and thus enhance regional autono-
my. We are moving to the anniversary review system, to
local project review and approval and to greatly in-
creased overall regional autonomy. In theory, this is
very, very good. In practice, there are definite dangers
and problems.

Early in the program development, the Review Com-
mittee often found that regions were passing the buck to
the Review Committee when theoretically they
shouldn’t have been doing so. Two reasons were com-
monly given for this avoidance of local responsibility:

First, regions were new, and local expertise simply
wasn’t available to allow local determination of the value
of the proposed program. The Review Committee early
on saw literally dozens of projects with no stated goals,
no hope of evaluation and really no hope of accomplish-
ment. Yet, this was the best the region could do at that
time, in that particular field of endeavor. This was very
understandable, and led to the establishment by the
Division of the research and training programs men-
tioned earlier.

More bothersome, really, was to receive a proposal of
much poorer quality than one might expect from a
particular region. This was often justified by the region
on the basis of political expendience: it would be better
for the National Review Committee to tum a poor
project down than for the local program to run the risk
of alienating some faction. I’m sure that early in the
program, many local fights and much hard feeling were
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avoided by this ploy, but such tactics do delay decemm_

ization of project review and approval. Happily, 1 thin
we are now rapidly overcoming these difficultics and‘;
using Dr. Schon’s analogy, I would agree that y,y

metaphase is upon us, and the diagram on the boarq 4,F

your right really is applicable now, if the Nucley,
chromatin represents the evaluation and review of mos;‘;‘
activities within Regional Medical Programs. ‘

[ recently have discovered that most regions reafi
that the National Review Committee is only a collectigy
of individuals drawn from regions. Several regions hay |
begun developing their own specialized review bodie
which often for specific purposes are better than

was provided with sounder, more detailed reviews ap
critiques of projects than the National Review Cop i
mittee has had the time to develop. Some regions hay |
mounted their own project site visits, using both thejr i
own experts and consultants from other regions. Severd

of these project reviews were so good that the Division. {,

sponsored site visits added little to the understanding of |

the project or activity. I'll add parenthetically thatij
have noted a regrettable reluctance by regions fo
respond to the criticisms of their own experts and review f
bodies, so that the same deficiencies existed, both at the ¢
time of the Division-sponsored site review and the sub- ¢
sequent Review Committee and Council meetings. But |

of great importance is the growing realization by regions

of the value of a sound review process, of good project
planning, and of good evaluation (of both program and §
projects), demonstrated by the willingness to hire or 3

borrow the expertise necessary to do these jobs well.

As for the future, I agree almost completely with Dr. §
Schon’s estimation of what will be important for ust ¢
accomplish. Anyone following developments in the §
health field today, for example, realizes the probability |

that private medicine is in danger of pricing itself out of

existence. As one result, during the next few years2 |

great effort will be made to control, however possible

the cost of medical care. This may well involve Regiond §
Medical Programs. For example, there is currently 3 g

mo
Y or not county

great rhubarb, which interestingly enough is pitting the ¢

American Hospital Association against the AMA and ;‘: help in cre

others, concerning the idea of creating “professiond!
Standards Review Organizations.” They represent
expanded, more powerful utilization review committees.
It has been proposed that these organizations be estab:
lished by local medical societies, which would then b
charged with evaluating medical care and makin
decisions as to reimbursement for this care. The conflict
arises over who should have this degree of power. Bub
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| more importantly, the question to be asked is whether

or not county medical societies have available to them

“ ‘the expertise to do this job. If this legislation passes, I
would imagine that at least in some areas, Regional

Medical Programs will very suddenly be in the business
of evaluating not only their own programs, but also the
extent and quality of medical care delivered in their
region. This should be a sobering thought to a good
many of us here today. I believe that our traditional
involvement with the providers of medical care will soon
pe put to very good use, indeed, as we get more and
more directly involved in the problems of quality and
availability of health care.

If you have also followed the life and hard times of
medical education, you know that while we need many
more physicians, simply graduating more of the same
type of physicians we now have is not thought a solution
to our health care problems. We are told that our current
graduates are not able to solve the problems of our
health ‘care system, that our curricula are too narrow,
and the training base, largely the urban specialized teach-
ing hospital, is irrelevant to much of community
medicine. Thus, there is now general agreement that
medical education must be geographically distributed,
for one thing. Also, medical schools must assume in-
creasing responsiblity for graduate and continuing
medical education, and they must train a variety of
types of physicians to practice the profession in totally
new ways. Medical schools must engage more and more
in health services research. Finally, the new physicians
must stay in the state where they were trained, and be
paragons of virtue and excellence. What is common to all
these goals is the involvement of what is now called the
“private  sector” of medicine. Indeed, what we in
medical education are looking for is some way to create
a brand new education/medical care system out of the
old separate systems of education and care.

In the past, some Regional Medical Programs have
looked to medical schools to provide expertise for plan-
ning and for projects such as training programs for
Coronary care nurses. I'm convinced that medical schools
should now be looking to Regional Medical Programs for
help in creating the new education and service mix, in-
corporating most or all practicing physicians into a new
System of teaching, learning and service. Our new
Braduates, like many physicians now, must all assume a
lifelong responsibility for learning and teaching, for re-
Newing their own talents and skills and those of others.
If medical societies or the profession as a whole is given
Or assumes the responsibility for setting and keeping its
own house in order, Regional Medical Programs will,

without question, be turned to for the process and the
expertise to do this job.

An important key to success in all of these things is
good evaluation. Regional Medical Programs are still the
best instrument our society has created to do all these
jobs, and we must develop the necessary capabilities. As
the action moves to the regions, whether we succeed or
fail will depend on how well we manage the tasks. If we
know what we want to do, we also have to know how
well we are doing it. And evaluation in these terms is the
only possible way to manage our efforts. [ believe that
the climate is now favorable for evaluation. In recent
years we have seen significant fractions of Federal
agency budgets earmarked for evaluation. It has become
accepted practice in Regional Medical Programs to
budget specifically for the costs of evaluation. Thanks to
Regional Medical Programs and other agencies such as
the National Center for Health Services Research and
Development, growing numbers have been trained in the
science of evaluation. If these experts are not locally
available, they usually can be brought in as consultants
for a time.

I suspect that as we mature as a program, national
conferences such as this will diminish in number, and we
will have regional conferences on evaluation, regional
training programs, and the emergence of the word “eval-
uation” as a very friendly, commonly used, everyday
household word — safe even for young children.

PETER D. FOX,Ph.D.
Senior Economist, Office of Management
and Budget

I would like to begin by discussing some of the trends
in Federal health expenditures as background to under-
standing the context in which all health programs,
including Regional Medical Programs, are likely to be
evaluated in the next few years. Federal health expend-
itures are large. They are expected to exceed $20 billion
for the first time this fiscal year and represent over 10
percent of the total Federal budget.

Many of the health programs were started during the
1960’s and carry with them the potential for tremen-
dous demand for increased funding. For example, some
80 comprehensive health centers, funded by the Office
of Economic Opportunity and HEW, are now in opera-
tion, and each center receives an annual Federal-contri-
bution of roughly $2 million. Few of these centers can
be self-supporting without Federal project funds, and
estimates of the number of centers required to meet
health needs in poverty areas run as high as 800.
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Similarly, the Federal Government has supported
staff of community mental health centers on a seed
money basis. Federaily financed centers now in
operation provide services to less than 20 percent of the
country. Already, the authorizing legislation has been
changed to extend the time limit on the grants from 51
months to 8 years because many of the centers have not
become. self-supporting. Whether these centers will be
self-supporting after eight years is questionable, and in
the meantime, increases in budgets are required merely
to support existing commitments.

Similarly, pressuses exist to expand the Medicare and
Medicaid programs. Many medical schools, rightly or
wrongly, say they face insolvency if they do not receive
additional Federal support. The pressures for Federal
support of health research are strong. Some people argue
that health services rescarch is underfunded. And, last
but not least, I sce estimates that Regional Medical Pro-
grams requires at least twice its current level of funding
to be fully operative.

[ will not attempt to project the actual size of the
Federal health budget in the coming years. However, it is
clear that we must do better with the funds that we are
already spending. This is the environment in which we
live, and it is a considerably tighter environment than
the one to which we were accustomed during the last
decade.

What, then, does the Office of Management and
Budget expect RMP to contribute? The goals of Federal
health programs in general include improving the health
status of Americans, increasing the efficiency with which
care is delivered, and fostering equity of access to
medical care, RMP is expected to assist in achieving
these goals, and in setting budget levels, OMB must
assess whether the $97 million currently spent on RMP
could have higher payoff if spent on other programs
such as Comprehensive Health Planning or the National
Center for Health Services Research and Development.
We also assess the alternative of not spending these funds
at all.

Measuring directly the impact of RMP on the achieve-
ment of these objectives is difficult, and one must be
content with proximate measures. These include changes
in decisionmaking procedures, in decision outcomes, and
in attitudes. For example, RMP should be able to
demonstrate that it has promoted sharing of health re-
sources in a manner that contributes to better care or
increased efficiency. The commonly used argument that
RMP has achieved better communication among those
concerned with the health care system does not in itself
justify the current level of expenditures.
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Most of RMP expenditures are for three ty

stration projects, and continuing education and trainip,
programs. Consequently, the questions that the Offjg, (;f
Management and Budget is likely to ask of Rmp n
future years will largely be directed towards the Outpuy
of those activities.

First, with regard to core statf. Are their activitieg in
fact promoting new patterns of medical care? Subsidiary
to this, one can ask whether these activities are succeys,
ful in rationalizing the relationships among the varigy
organizations in the region that deliver health care ¢
otherwise impact on the local health care system. Ryp
should prevent wasteful duplication in training programs
and health care facilities. Core staff should both fosty
the acceptance of new technology and promote new ap-

proaches to health care delivery. For example, training

programs for physicians assistants and other types of
nonphysician manpower are now multiplying in an up.
coordinated fashion. The problems of the location of
training facilitics, training content, career mobility, and
physician acceptance of new forms of manpower should
be concerns of RMP. Is RMP successful in achieving
solutions to these problems? Similarly, is RMP bringing
about proper coordination among health care facilities?
Has it achieved an appropriate level of coordination with
other government programs such as Neighborhood
Health Centers and Comprehensive Health Planning? Isit
providing a vehicle for physician acceptance of new
forms of medical practice, such as prepaid group practice
or improved referral patterns, that may lead to higher
quality or less expensive care?

We also expect RMP to fund only those demonstr
tion projects, continuing education courses, and training
programs that are an integral part of a well-conceived
strategy to satisfy the health care needs of the region
rather than their essentially reflecting discrete and uf
coordinated proposals that are simply related to the
interests of the persons applying for funds. Much h#
been said about the diversity that exists among RMP's.

Such diversity is commendable if it represents a respon¥ §
to local conditions and factors. It is less commendable if

it devolves from confusion over objectives or how (0
carry out these objectives.

Core staff should also avoid funding projects or trai;lj ;
rtake §

ing activities that the market place is likely to unde

without Federal support. Nor should it engage in aCt‘W;i ‘
ties that do not result in efficiency increases or medic® §
care improvements that are of sufficient magnitude 0 1

justify the related expenditures.
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In evaluating demonstration projects, market criteria
seem very appropriate. Funds for these projects are in-
tended as seed money. This implies both that the funds
serve to stimulate new activities that would not have
peen undertaken without RMP support and that the
activities are sufficiently attractive that the medical
market place is willing to support them after an initial
trial period. The extent to which RMP-generated
projects are sustained after RMP funds are withdrawn is
an important measure of effectiveness.

Training programs should increase the ability of
health professionals to deliver health services by bringing
them up to date on recent technological developments.
They should also increase the productivity of the
medical sector. Health professionals should be trained to
use new capital-intensive devices. Physicians should be
trained to use new forms of medical manpower. Non-
physicians should learn new functions so that they can
substitute for physicians and thereby permit physicians
to spend time on activities that only they can perform.
As with projects, one might ask why individuals’ courses
require RMP funds and why they are not supported in
the private market place.

Program evaluation has at least one function other
than simply leading to decisions on whether program
expenditures are justified. In particular, evaluation
should result in redesign of the program. Thus, if certain
program activities appear to be successful and others
not, the successful activities should be emphasized.
Similarly, one would hope for information to improve

_the functioning of even the most successful elements of

the program. The Office of Management and Budget is
interested in the quality of evaluation at all levels. We
are interested in evaluation of the total program, of in-
dividual RMP’s, and of individual projects and training
efforts. We expect evaluation to lead to assisting or
phasing out weak programs or projects. While an overall
cost-benefit analysis of RMP may not be feasible at this
time, we would like to see a few clear successes perhaps
along with quite a few ambiguous ones. We recognize
that there will always be some mistakes and failures in
this type of program, although one would hope that
these would be as few in number as possible.

The health care problems of this country will not be
solved simply by expanding Federal programs to support
health services or by increasing the supply of existing
Mmanpower and institutions. RMP should be at the fore-
front of promoting the changes required at the local
level to make the health care system and its related tech-
nology more efficient, more effective, and more ac-
cessible to the American people.

RICHARD S. WILBUR, M .D.
Deputy Executive Vice President,
American Medical Association

Thank you very much for the kind introduction and
the chance to be here before a group of people in whose
work the AMA is so deeply concerned.

Now, when I speak for the AMA [ should make it
clear that I am speaking for an organization of practicing
physicians, and as such we are concerned primarily with
the problems of practicing physicians — in the manual
aspects of the delivery of health care services — the
people who actually touch the patient.

Our major problems are those general problems you
know so well:

The manpower shortage. . . And I'd like to say this is
mainly a shortage of frontline troops. If any of vou
have followed the development of armies over the last
century or so, you know that, in years gone by, if a
general had 100,000 troops, he could usually expect thu
most of them would get into the fight on the day of the
battle.

As you now know, if a gencral hus an army of
100,000, he’s lucky if 10,000 of these men actually get
into the fighting. . . Or maybe they’re unlucky.

What we find in the medical care field is very much
the same sort of thing. Everybody wants to be a consuli-
ant. There’s little reward or recognition for the primary
physician, and he sometimes gets a little loncly when he
thinks of all those night house calls he has to make and
all the people who are planning on how he should make
still more of them.

So the manpower shortage to us is that of the prac-
ticing physician, although there are many other short-
ages as well.

Second, we have a concern about quality of care that
has been expressed before today.

Third, is the much discussed problem of cost which
needs no elaboration before this audience.

And, of course, we have the problem of remembering
that we are dealing with human beings. Problems of cost
and human factors are certainly widespread today. At
least we know the feelings of our college students, who
are well versed as to their educational institutions and
the loss of human factors in some of the larger medical
teaching institutions. -

The problem pertinent to this meeting is how to gei
information to those doctors who, so to speak, are in the
front lines.
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We find that what the practicing physician needs
most is help in solving the common problems of com-
mon diseases in common people.

Sidney Garfield of Kaiser Permanente, in writing for
Scientific American, speaks of the “slightly sick
and the worried well.” These people make up the
volume of patients that these doctors see.

We need help in knowing how to see them in the
office, and possibly even more so, we need help in keep-
ing these patients well so they don’t have to come to the
office. And what is even more important, we need help
in keeping them out of institutions, particularly, of
course, hospitals.

Being in an institution is not only bad for the budget,
as Peter Fox has just stated, but it’s bad for a patient,
and he should avoid it if at all possible. Being in a hos-
pital is bad for a patient’s morale. And as many of you
know, it’s where most of the side effects of treatment
oceur,

The physician needs help in the prevention of disease.
I don’t mean by this just immunization, because we
don’t see many diseases these days that are preventable
by immunization. Maybe it’s because we have im-
munized people so well already.

We don’t need help in delivering more physical
exams. | won’t bore you with the argument of whether a
physical examination is worth the money spent or not,
except to say it’s a highly debatable subject — and that I
intend to go on getting them. As a good internist, I
could do no other.

But we do need help in the real problems that face us,
the things that cause people to get sick and to come to
the doctor’s office — tobacco, automobile accidents,
pollution, the lack of exercise, nutrition — in the inner
city, too little nutrition, and in groups like this, too
much nutrition — urban crowding, sanitation, alcohol,
drugs, etc.

And then, of course, what causes us the most trouble,
is the psychic stress of our day which drives the patient
into the doctor’s office.

This is where we need help. And as we look at and
evaluate the ability of RMP to plan, it’s not just how
many coronary care units are set up, but by working on
the causes of disease, how many people could be
prevented from ever having to use a coronary care unit.

The value to the provider is in helping him to take
better care of people. And, as I said before, he needs
help in dealing with the common diseases which
common people develop commonly,

Now, there is an historical problem that has de-
veloped with getting this help from the medical schools
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and other institutions. In times gone by, clinical research
was done by a clinician, who took an afternoon or
evening off, or even went on a sabbatical and did re.
search. He could then use this research in his practice.

As research became more complex, this evolved untj]
there were two people, the clinician and the research
man. They got together at lunch time or shared common
meetings to exchange information.

It’s often said now that we need a third man, a trans.
lator, who could tell the research man what the clinician
was doing, and who, more particularly in recent years,
was able to explain to the clinician just what it is that
the researcher did and what it means to the clinician in
terms of his practice.

I think we need a fourth person too, and he is in the
ficld with which you are concerned — the communica-

tion of this information to the clinician affer it is trans-

lated so that he can understand it and can use it. Just as
important is the communication back to the medical
school, of the kind of information that the clinician
really needs, so that it can be translated, at least at the
clinical level — not at the basic research level — into the
kind of research that is going to help him do a better
job.

We need a two-way street. Let me use an example.
Many of you know John Hogness, a former Dean of the
Medical School at Washington. He wrote a very good
article and gave a superb speech about the time he spent
a couple of weeks filling in for a general practitioner in
the rural areas of Eastern Washington.

He’s not quite sure how medical care in that com-
munity fared during the period he was there, or how
much he helped it, but he is very sure that he learned a
great deal that was of value to him in training more
physicians.

It’s a two-way street, with which we need your help,
because we need practical planning - planning for
people and not just for census tracts.

We need to avoid overspecialization in planning. We
need to avoid the problem we run into when we solve
one problem and, as the old saying goes, we cause two
others. It’s all well and good to solve the problems of
uremia with renal dialysis and kidney transplants and to
make these procedures generally available, but in doing
so we diminish the budget available for housing and for
pollution and for the other problems of health care
which may be more important to more people.

As we solve the problems of keeping the elderly and
the chronically ill alive, we build up the problems in-
volved in the population explosion. As these people stay
alive there is less for the rest of us. Or, if you believe in
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the theory of population zero, the longer you keep an
older person alive by new modern techniques, the longer
it is before a new life may enter this world.

e must have overall planning, not single- problem
planmng

The doctor himseli must always be concerned with
his own individual patient. He cannot be concerned with
whether keeping his individual paticnt alive is a good
thing or a bad thing. He is commitied to keeping the

atient alive.

And, therefore, you must be concerned with whether
his success and your success will actually make this a
poores world for all of us to live in.

Our evaluation may not be as sophisticated as those
which you have heard and which will be discussed
further at this meeting, but we will certainly ask: Have
you in your planning helped physicians to deliver better
care and have you helped the people of this country to
live a better life?

If you have done this, then our evaluation of your
planning will be that it is a total success.

JOHN M. BLAMPHIN
Assistant Burcau Chief - Washington Office
Medical World News

For several years now, I've been covering medical
meetings and listening to speakers get up and give their
papers. It always seemied so easy. I fizured all you had to
do was to step up to the microphone and say with some
depree of confidence — “First slide please.” And the
projectionist would do all the rest.

So here’s my big chance and I didn’t bring any slides.
As a result T stand up here this morning with a bit of
hesitation, knowing full well that of all present at this
conference, I know the least about the intracacies of
WMP and the science of evaluation.

But before 1 jump into the topic of evaluating
Regional Medical Programs from the public side of the
fence, I thought I should tell you something of what I
do, and how I view my own relationship to what you are
trying to do.

As you know, 1 work for Medical World News,
McGraw-Hill’s weekly news magazine for physicians. It is
y job, simply put, to tell doctors what is going on in
Washington that is important to their practices. My
piimary audience is about 200,000 physicians in private
Practice and on hospital staffs.

In addition, we go to about 5,000 people around the
country who subscribe or are on our “Freebee” list. In
Washington, the list includes dozens of Congressmen and

Senators and their personal and committee staffers, top
officials in HEW and through the department’s health
agencies, and many representatives of voluntary and
professional health association and consumer groups.

We also go to a select mailing list of medical and
science writers on major newspapers across the country.
Hardly a week goes by that MWN is not quoted in the
press. or on radio or television news. So, the public 1
represent is far wider than the medical community.

In Washington, my beat is primanly the political and
economic side of health. I regard my role as one of
evaluator. I watch what is going on, attend hearings, read
testimony, talk to dozens of policy makers both on the
Hill and in the Administration, listen to the reaction of
other groups, then when the time is ripe attempt to set
events into some perspective for my readers.

As to Regional Medical Programs? 1 joined the
magazine during the days of the DeBakey Commission,
and began to cover Capitol Hill during the House and
Senate hearings on Regional Medical Complexes, That
was the time of the mighty 89th Congress when passage
of a new federal program was regarded as the answer to
all the problems which plague mankind. You know —
take one RMP, add water and stir. Voila! Instant health
care for all. I believe that approach, incidentally, did you
a great deal of harm. But more about that later.

So I watched what went into the Congressional mill
and | saw what came out. 've been watching and eval-
ualing, and reporting your progress ever since. Evalua-
tion of RMP takes a simple format for me. I merely look
to see what progress you’re making toward a single goal
— the delivery of high quality medical care — the latest
medical science has to offer — to patients with heart
discase, cancer, stroke and related diseases. I also look to
see in which ways the means developed to deliver that
specialized care are also used to cope with other more
general health problems.

Over the past five years, I have performed this evalua-
tion by reading your annual reports, by hearing your
representatives before congressional committees, by
talking to RMP officials in Washington, by visiting
regions whenever 1 can find the time, and by listening
and reading what others say about RMP — the usual
routine a reporter goes through covering his beat.

In the course of this evaluation, I have formed some
opinions about RMP and health care in general which I
believe are shared by a great many people in Washington
these days. To me, the quality of care and the way it is
delivered go hand in hand. One is useless without the
other. It does no good to tune an automobile engine
with new points and plugs, and add a fancy fuel
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injection system, if the car’s transmission is shot, and the
tires are bald. It’s the same in the health biz. Tuning the
skills of physicians and hospitals to a high degree of
quality and efficiency is no good if the system through

which those skills are passed on to patients has broken
down.

[t is my opinion and the opinidn of others in
Washington I spoke to about this before coming out
here, that a federal program such as yours which is using
the taxpayer’s money, cannot stop at providing the
physician, the hospital, and other providers with quality
tools. It must also do what is necessary to see that these
tools are applied to patients. Many of us have the un-
comfortable feeling that there are those in Regional
Medical Programs who feel their responsibility has ended
at the conclusion of a continuing education course, or
after the technicians have installed the coronary care
equipment.

Nevertheless, I have seen evidence that you are
moving — albeit slowly — toward a patient-centered goal.
About a year and a half ago, for example, Dr. Robert
Headly, a Bowman Gray cardiologist, took me on a tour
of several small hospitals in the State of Franklin in
Western North Carolina. During our visit, to the 50-bed
C. J. Harris Community Hospital, the doctor showing us
around asked Dr, Headly if he would look at one of his
patients who was in the hospital’s coronary care unit -
staffed incidentally by nurses trained with RMP funds.

Dr. Headly readily agreed and a few moments later in
the hallway I heard this exchange: “If you can you'd
better send her on in,” said Dr. Headly. “You’ve gotten
her out of a failure this time. But if it happens again,
she’ll probably go fast. If we give her a valve, she’s got an
85% chance.” The local doctor pondered a moment,
then asked “When can you take her?” “In a day or so,
I'm sure,” replied the younger man. He pulled a pad of
paper from his inside pocket and began making a few
notes. “You talk with her family and I'll let you know

tomorrow, maybe tonight, when to bring her down to
Winston-Salem.”

I don’t know the outcome of that case, but I suspect
the exchange between rural physician and medical center
specialist saved a life. I do know that it probably would
never have happened were it not for the North Carolina
Regional Medical Program.

I also understand that after the RMP helped put
coronary care units in several of the small hospitals in
Western North Carolina and also established a mobile
coronary unit staffed with rescue squad workers and
aided by local physicians — that the mortality rate from
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heart attack has dropped better than 60 percent. | cal
that delivering health care to people.

[ region after region RMP has successfully broy
the normally fragmented elements of the health cop,

&

situation,

For the private sector of medicine this is a tremen.
dous accomplishment. For the first time, in many

sections of the country there are evolving systems of b
health care which are more than the sum total of thej

parts. This advance may well have laid the groundwork

by HEW, which could never come about without the
change in atmosphere which RMP’s have created. '

But lest you think [ have been completely snowed by
RMP, [ must also say that I believe this success has been
spotty, and has worked better in rural areas and smaller
communities than it has in highly complex metropolitan
arcas. As a colleague of mine said to me at lunch the
other day, “The real test of the RMPs is not in being
able to organize care where it is unorganized, but to
organize care where it is disorganized. And this,” he
added, “just hasn’t happened.”

Since I have followed the RMP for five years, perhaps
more closely than other reporters in Washington, I un-
derstand the significance of what you have achieved.
know also how difficult it is to evaluate this type of
groundwork in terms of the usudl morbidity and mortal-
ity indices.

But let’s speak about the public for a moment. By
public I mean just about everyone outside of RMP and
the health professions. Included might be the present
administration in Washington, the Congress and

voluntary and professional health organizations. How do
they evaluate RMP?

The present Administration evaluates RMP in terms
of national goals. And so far as health is concerned, this
means using federal money first and foremost to in-
fluence changes in the organization, and delivery and
financing of medical care. It also means spending money
in a more flexible, non-categorical way. One needs only
to read the Administration’s Health Services Improve-
ment Act of 1970 to get the Administration’s present
evaluation of RMP.

"1 must also say in passing that the Administration’s
committment to health care so far hasn’t manifested
itself in much more than rhetoric. If the President i
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serious about solving the so-called health care crisis, he is
oing to have to substibute money for talk.

Now, to the Congress: Here the evaluation has been
more simplistic. It also demonstrates how RMP got off
to a bad start. It goes like this: “If you spend all the
money We appropriate, you're doing a good job. If you
don’t you must be dragging your feet.”” As Rep. William
Springer of Hlinois said during the hearings on extension
of RMP two years ago, “The initial legislative testimony
was presented before this committee to justify a pro-
gram for a billion dollars, which turned out three years
{ater to have spent $85 million.” But he also shows a
great deal of insight into the nature of new programs,
and especially of RMP’s when he says, “1 think it ought
to be brought out here that what we get in the way of
Jandslide testimony here is a selling job and snow job
claiming that something can be done immediately.”

It has been my observation that the promises which
were made for health care at the beginning were made in
terms of the original DeBakey Commission report. They
were not significantly modified as the program itself was
modified by the Congress. As a result, the evaluation of
the promises and potential was made before the RMP
even began. And when you try to evaluate what you
can’t even define — and who in 1965 could define a
region in understandable language — you get into
trouble.

Only recently have members of the legislative and
appropriations committees begun to understand the
subtleties of RMP. But they too, like the administration,
expect RMP to pay more attention to problems of
delivering health care. As Sen. Ralph Yarborough said
earlier this year in introducing his bill to extend the
RMP program: “Explicitly, the extended legislation
provides that Regional Medical Programs concern itself
with improving the organization and delivery of all
health services, and strengthening our primary health
care system.”

In the meantime, RMP still has to prove itself on the
Hill. One Capital Hill staff member told me the other
day that “Regional Medical Programs have failed to take
on broadened responsibility in health care and have hung
tenaciously to heart disease, cancer and stroke labels.”

True, you have pointed out that without the disease
Categories, medical center specialists may be less likely
to participate. There may be some truth to that. But
many on the Hill read it as a cop out and as an attempt
to maintain the status quo.

Individuals within health associations in Washington
e also skeptical of RMP progress. But these, of course
fepresent vest interest groups — hospitals, medical

schools, voluntary health associations — all of whom are
looking for a piece of the action themselves. ‘

Now why is there so much cynicism surrounding
RMPs? [ think my friend Ed Friedlander would boil it
down to a problem of communication, of providing the
facts from which others can make evaluations.

Certainly, not everyone can spend time looking over
the operating projects within one or more regions to
learn first hand what is going on. So, I would suggest
that you consider very carefully how you justify your
existence to your publics. In a nutshell they — and I'm
talking about those in Washington — want to know what
you are doing for people, for patients, for constituents.
When they hear you talk in your own jargon of regional-
ization, of cooperative arrangements, of closed-circuit
TV and other gadgetry, they are going to go away
shaking their heads. Maybe you can translate those
matters into improved delivery of patient care, but they
can’t. As far as they are concerned, you’re off in some
other world.

Let me give you an example of what I mean. About a
year ago during the budget crunch for RMP, the Illinois
program, like a lot of others, wrote letters to its Senators
pleading for reinstitution of RMP funds cut out by the
House, and describing what would happen to the pro-
gram if the money is not put back. The letter was well-
written, telling how the region had been organized,
about the progress toward achieving regionalization, and
how after months of planning, grant applications were
pending to put the program into gear. The letter said
that if the money wan’t forthcoming that those grants
could not be awarded.

But nowhere did it say what the money would be
used for in terms of helping the people of Illinois who
just happen to be Senators’ Percy and Smith’s consti-
tuents.

You must remember that members of the House and
Senate get dozens of letters a day pleading one cause or
another. Most of these are handled by aides and only get
a cursory review by the boss. If you had been sitting in a
busy office on Capitol Hill reading that letter, knowing
nothing about the concept of regionalization and caring
less, what would your evaluation have been?

To me it boils down to this: If you communicate the
proper information, and by proper I also mean that it be
honest, and communicate it in the context which your
audience can understand, that is patient care, the
evaluations you get will more likely approximate the
true state of RMP. You will, of course, still have critics
who will say that only total federal control of health
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services can eliminate the gaps in delivery and quality we
now face.

In the long run, you will be judged by the changes
that occur in the quality and delivery of health care
which result from your activities. And in the future, for
Regional Medical Programs to survive as a major federal

program in health care in the eyes of the admip
of the Congress and of the public, those actj
estimation are going to have to be dir
and more toward improvement in the
system through which the best medic
science reaches the patient where and w}
At least that is going to be my yardstick.
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LUNCHEON REMARKS

HAROLD MARGULIES,M.D.
Acting Director, Regional Medical Programs and Service

When Dr. Glasgow was introducing me, he talked
about my task of drawing together the threads of the
morning session as a “herculean task.” I remembered
some of the labors of Hercules. One of them was to
cean the Aegean stables. I guess you do remember,
don’t you?

I was also thinking this morning as 1 listened to the
descriptions of evaluation and of the Regional Medical
Programs, of something that I had almost forgotten
about — a flashback to my early youth where I once saw
a picture of a man standing on the deck of a ship. He
was the greatest archer in the world, sort of the modern
Robin Hood. He was standing on the ship’s deck with
the deck going up and down. There was an empty keg
floating in the water with a little cork in the bung, and
his job was to hit that cork with the arrow.

I had the same sensation when someone was talking
about evaluating the Regional Medical Programs, and it
gave me the opportunity as I sat there to decide what
the title of may talk should be, because I frequently give
talks without titles and then somebody wants one.

I have selected one for this one. It is as follows: “By
the Time I Get to Where It’s At, It’s Always Where it
Was.” Which seems highly reasonable.

Before 1 comment on the general discussion this
morning, I must say it was superb from every point of
view. The thanks should go not only to the participants
but-to Pete and the people who have helped him put the
program together. It’s off to an awfully good start.

1 would also like to say a few things about the general
atmosphere, sort of overall environment in which we are
thinking about evaluation, whether in Regional Medical
Programs or in other areas. I was particularly charmed
by the sense of determination to deal rationally with
systems which have often been dealt with intuitively,
and the expressed preference for the rational over the
intuitive.

At the same time, I had to realize that there is a drift
in this nation, a preference for mysticism over thought-
fulness, which expresses itself in interesting ways. The
Knight newspapers did a survey not long ago of some
1,700 readers to see what they thought about people
landing on the moon. Some of them had interesting
comments which give you a sense of what at least part of
the country feels at the present time. One lady said, “I

can’t see how they could have been on the moon. My
TV set can’t pull in New York. How could it pull in the
moon?” They talked to a man in North Carolina, and he
said, “You know, if you got on an airplane and went to
Ashville and then came back and I saw you again, how
would I know you had been in Ashville?”

I’d like to also point out the fact that 1,200 of the
nation’s 1,700 newspapers carry daily horoscopes — and
a few years ago 90 did. And last year there were 2
million ouija boards sold — which is the greatest bonanza
in the history of the business. Now, those are just casual
observations, but they are, at the same time, symp-
tomatic of a drift toward the mystic, toward the intui-
tive, toward the doubtful, toward the seeking for
solutions which are non-rational, at the same time that
we are trying to look very strongly in rational directions.

When [ looked in the New York Times this morning
the present status of important legislation was listed, but
as always the Regional Medical Programs were not men-
tioned. I think this also helps you to appreciate the
environment in which we are functioning.

Aside from these general statements, I think we must
recognize that in looking at the Regional Medical Pro-
gram or any other health activity from the evaluative
point of view, we have to enter into a game to which we
are generally unaccustomed. The health profession does
not characteristically evaluate its own practices or its
own institutions. It may do so on an individual basis, but
on a broad basis, little or not at all. If you doubt that,
try to look at your own program sometime, or look
nationally at what you have available if you want to
measure the influence of some health event or the com-
munity. And look very hard to see if you can find any
information that will allow you to say, “Here is where
we stand and here, as a consequence of what we are
doing, is where we are going, and here in retrospect is
where we have been.” It’s an astounding fact that those
kinds of data bases do not exist.

We do not, generally speaking, relate our institutions
to the processes which we have been discussing today.
We do not relate general health problems to the efforts
in which we invest. And we allow ourselves little
managing room to set up a conceptual basis for future
planning. To ask Regional Medical Programs, as a
consequence, to enter into this kind of a process is to be
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fiswe wish 1o he in the health care system.

i thonght the major speaker of the morning described
iticently the problems involved. He told us that we
s hove some zoals which are clearly stated, that are
etenmined locally by the regions, and that these goals

g the controfted with imeaning and with purpose on
“a cvirtral basis. He described to us a pattern

i Medical Programs which have their own
al nowledee and their own special issues which

st be introduced into their planning flexibility, and
which must design well defined goalrelated pro-
sramimatic cfforts that can be cvaluated. He said, as did
others, ihat some of this may have to be retrospective,
and that makes me a little nervous, because I think very
tittle of what we enn cvaluate retrospectively is going to
fave much meaning when we get to the prospective end
point, and a reconsideration of what Regional Medical
Programs are all about. In fact, the issue of which
direction RMP will take is either an evaluative, a political
issue, or a social issue which must be looked at very
attentively. And perhaps this was a little bit vague in the
prescrtations this morning or there wasn’t time to get
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[ilso heard this mering that we nist be careful not
to ruftie too many feathers. | suspeet gy einphasis
would be to ruftle the fevthers but don't simash the bird
in the process, because [ think some feathers will indeed
have (o be rufiled.

[ Teard something else — the need to look at varions
aspects of the evaluative process, the justification aspect,
for instance, which from my point of view is a very
wgent one because I have (o defend and justify the
Regional Medical Programs at all times in Rockville,
Washington, or wherever I inay be representing them.

I heard about evaluation. It has something to do with
methods of controlling what happens, of conformation
to standards - standards which are established according
to the requirements of the program and which are
determined locally - and of a process which is called
learning in which we perceive new ways of doing those
things which we do, and their relationship to where we
wish to go. I was especially pleased to hear references to
the need to avoid replacing the objectives which are
being sought with the mcasures utilized to reach a goal.
It is so casy to establish measures - and we in the
bureaucracy are fully capable of doing that — so easy to
establish measures that describe how to get there, and
then concentrate on meeting those measures so fully
that why we established them disappears.

I used to see that a great deal when I was working in
Asia, where the great game was to have a five-year plan.
The five-year plan would contribute - whether it was in
education or in agriculture or in health - what was to be
done from point zero to the end of that point. One
could be very sure that at the end of the first year, 20
percent of the goal would have been reached, at the end
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of the second year 40 percent, and so forth. Any
yariation from that was easily corrected by replacing the
fellow who was doing the reporting. This is one way of
gettiﬂg where you want to go, but it does seem to
emphasize the measures more than the goals.

There also appeared during the course of the dis-

cussion some reference to the need to examine all
slternatives instead of simply taking advantage of the
opportunities. And again I was thinking a little of what
might be called a kind of Mae West approach to this
thing. A young lady asked Mae West how she could get
out of the particular dilemma she was in. She said, “I'm
sure I can never do what you have done, which is to find
2 man who loves me and has $10,000 and who would
puy me the beautiful kind of a mink that you're
wearing.” And Mae said, “Well, honey, you could think
about getting 10,000 men with a dollar each.” You see,
she understood the discovery system and she understood
the ways in which you do develop alternatives.

| suspect that most of us were thinking during the
course of the morning what all of this discussion about
evaluation meant with reference to the process that we
are going through at the present time in Regional
Medical Programs. The process is something which is
called anniversary review, and will obviously place a very
different kind of burden and emphasis on the Regional
Medical Programs. If T do nothing else in the process, I
would like to say that 1 am convinced that what you
heard this morning is so highly consistent with what we
anticipate in the process of decentralizing the RMP’s,
that it could easily be played back again to you every
morning for several days to make sure that the message
is clear,

There can be no question not only that RMP’s will be
given the prerogative, but it will be demanded that they
establish programmatic directions, and within those pro-
grammatic concepts, establish projects which specifically
fit those programs. The core activities will all have to
move in that direction. There’s no question that this will
be the way in which we will have to go. There is also no
Question that there will be a need to evaluate the ef-
fectiveness of that whole process and that the way in
which you evaluate it will have to be based upon your
Understanding of where you wish to go and what your
Senses of value are.

I there is anything to add to what was said this
morning, it is that there was probably less emphasis on a
ense of expediency than 1 would have liked to have
i’}f:'d~ It came out. It was mentioned. It js that part of
thmevaluatwe process that had to do with how rapidly

8 are to be accomplished. But at the present time, ]

am confident that whatever Regional Medical Programs
must do, they will have to do it more rapidly than seems
at all reasonable.

There are two other aspects of the evaluative process
that I would like to speak about. If RMP, as you have
heard this morning, is to be as diversified as it should be,
and if it is to maintain the flexibility which is one of its
great assets, and if it is to mobilize those providers who
are always going to have to be involved with the delivery
of health care services, it is going to do it in a variegated
fashion. And that’s fine. But this presents a great
difficulty for us in Regional Medical Programs Service.
Because while this kind of an activity is going on, there
must also be a sense of coherence, which if not main-
tained, will make the RMP look like another process in
fragmentation and in activities going off in a variety of
directions. As a consequence, | think it is essential that
we establish more effectively within RMPS and among
the Regional Medical Programs an understanding in the
process of programmatic development and in the process
of pursuing programmatic goals, a communication net-
work which lets everybody know what is going on and
which gives a better understanding of the expectations in
RMPS, with reference to what represent HEW overall
goals.

For me to pretend to you that this government or
any government can support activities without our own
concept of what those goals should be, and without at
least a broad kind of framework in which we will
function, is to be misleading.

Now, it is not likely that at any point we will be so
foolish as to direct the RMP’s to do a specific number of
things. We would fail in that effort. But I think you need
to join with us in the interpretation of what really
matters in this country in the health care system. And
this you have heard over and over again. You heard that
people are concerned about the costs of medical care.
You heard that people are concerned about access to
medical care. You heard that they are concerned — and
I'm not sure in what way this is true — with the quality
of medical care. In the public mind quality has a lower
order of priority. I think access and cost are far and
away the greater considerations.

You also heard from the people who are looking at
the evaluative system, where we will have 1o go and what
will have to be done, on the basis of what we have.
Simply flooding more into the system is no longer going
to be the answer.

You heard a very strong inference, which I join in,
from the Office of Management and Budget, that there
will have to be greater selectivity in what is supported
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and a readiness on your part to abandon what doesn’t
really seem to be working very well. This will entail
some risks, but careful risks. You will have to eliminate
what appears to be ambiguous, and give heavy support
to what appears to be a strong direction in which to
move toward the kind of goals which we have embraced.
Now, if we can manage this variety of activities in such a
way that we can interpret them coherently in our own
defense of Regional Medical Programs, | think we can do
well,

Now, mind you, I'm saying this at a time when our
legislation has not yet appeared. We are really living on
borrowed time — and we’re used to that. We still do not
have appropriations. We are living on borrowed money. —
and we’re used to that. But regardless of how these
events emerge, and even if the definition of our legisla-
tion is fairly narrow, you as individuals responsible for
RMP’s would be most foolish to overlook the elements
of evaluation that have been discussed today, and there-
fore the elements of purpose in Regional Medical Pro-
grams.

If we came out with legislation that says: “Confine
yourself to categorical programs and within those pro-
grams to continuing education,” - which for the most
part consists of what [ now describe as episodic informa-
tion transfer - if we indeed are to move, are mandated to
move in that direction and we do indeed respond by
isolated categorical projects, there will no longer be a
Regional Medical Program.
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There are times to use judgment. There are times tg
exercise your own knowledge of what is going op ang
what needs to go on. And what you will have to do 4
establish evaluative techniques which anticipate eveny
and then be ready to prove, when you arrive at that
event, that you have done what is necessary in p,
process of projection. Anything that depends entirely
upon what is here and now is likely to fail. Anything
that is purely retrospective will surely fail.

If you have difficulty in deciding where you need to
go or what matters, I think a careful scrutiny of tp,
daily newspaper is very, very helpful. If you need to 20
beyond that, it helps considerably to go where some of
the problems are, to talk with some of the people why
are not getting the kind of medical care they wish, tq
consider the fact that the quality of care is not merely 5
matter of considering the exchange between the provider
and the lucky person who enters the system and gets
quality care. You must also consider that the final
measurement of quality care is diluted by factors such a
those who do not get care, or where the quality is so bad
that it is a very large minus.

These broad considerations can probably be resolved
by a sense of societal concern which has been expressed
wherever I have gone in the Regional Medical Progranss,
But there is a difference between one RMP and the next
in the determination that a bold direction is a good
direction. In fact, at the present time, the bold ones have
been the wise ones, and in a kind of paradoxical way the
bold have been cautious.
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HSMHA — AN INSTRUMENT FOR IMPROVEMENT IN HEALTH SERVICES

VERNON E. WILSON, M.D.
Administrator, Health Services and Mental Health Administration

Thank you, Harold. There are enough of you who
have heard me speak before, that no one will expect a
flowing, eloquent speech that is “snake charming” in
capability.

’'m delighted to be evaluated by this kind of group. It
seems to me if anyone will do this in an objective way,
you will.

As many of you know, the Regional Medical Pro-
grams have probably been closer to my heart then any of
the other new movements of the federal scene in recent
years. This is not a maudlin sentiment. It is my evalua-
tion of the promise of this program.

A substantial portion of that promise arose out of the
opportunity to allow the grass-roots mobilization of in-
novation and the grass-roots decisionmaking process to
take hold.

In that context there were several kinds of problems
with which you’ve been struggling over the past few
days. I'm not going to treat anew the things you have
been talking about. But among them, of course, has been
the continuous struggle between the two polar tugs. One
of these is to give clearcut guidelines so that people
know specifically what to do in order to assure a *“‘good”
performance. The other is to wait patiently, Rogerian
style, until from all of the massed intelligence, the dis-
comfort of silence brings forth the new idea.

This has been an extraordinarily challenging sort of
process following the Rogerian style, because Congress,
which votes money on the strength of local support, has
had some difficulty understanding why there was a
strong movement.

Some of you need to keep this set of complex
variables in mind as you look at the way we are trying to
explain to the Congress how extraordinarily important
we think it is that we let the grass roots make the
decisions.

If one characteristic of RMP can be set forth, it is
that RMP has not had a distinct public. There hasn’t
Peen one particular group, external to the organization
self, which has gone to Congress and said, “We must
,have this.” Instead, there have been several publics who
have gone to Congress, each with its own image of
Regional Medical Programs, and therein lies part of the

aroblem which 1 hope we are beginning to resolve.

If you say HSMHA or Health Services and Mental
Health Administration, the usual reaction is, “What is
that?” I understand that reaction because it was my own
when they first talked to me about HSMHA last May.

Let me give just a precis of the Health Services and
Mental Health Administration for those of you who may
not know what it is.

Regional Medical Programs is one part of HSMHA, as
you well know. The Community Health Service is
another substantial part. It is a program with a budget of
some half billion dollars a year. Incidentally, this is
where Comprehensive Health Planning fits in. The
National Center for Health Services Research and De-
velopment, which some of you have contacted, is
another component of HSMHA. The National Center for
Health Statistics is another.

In the newly established family planning endeavor,
Dr. Louis Hellman is setting policy for the Department.
Dr. Frank Beckles, as Director of the National Center for
Family Planning Services, has most of the administrative
responsibilities in HSMHA.,

The Indian Health Service is another HSMHA
prograrh, as is the hospital program providing care to
merchant seamen and other beneficiaries. These direct
care activities account for a substantial number of our
employees. The National Institute of Mental Health,
HSMHA’s largest single component, has a wide variety of
programs in research, training, and service. The Hill-
Burton program, Maternal and Child Health, and the
Center for Disease Control are other constituents of
HSMHA.

To present it in simplistic terms, in the organizational
structure there is a director for each of these major
HSMHA programs who has a direct responsibility for our
legal and fiscal relationship to the Department and to
Congress.

In addition, included in our programs are some
guidance responsibilities that we assume for other
agencies. These include, for instance, the Federal Em-
ployee Health Service, the medical portion of the Ap-
palachia programs, the foreign programs under P.L. 480.
And more recently we have been asked to have a look at
the design of the Health Maintenance Organization.
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In each of the ten regions, which recently have been
slightly reoriented, there is a Regional Health Director.
Roughly one-third of HSMHA’s resources are now being
expended at the prerogative and under the administra-
tive authority of the regional health director.

I answer for these responsibilities directly to Roger
Egeberg who answers to the Secretary.

It’s an interesting and complex organization. I'll not
go further into this, other than to say that the author-
ities for all of our programs are vested in the Secretary.
And most of them, with other than policy impact, are
then delegated to the Office of the Administrator and, in
turn, to the program directors and regional health
directors.

I hope this outline of HSMHA’s organization will give
you some idea of the perspective from which I will talk
about RMP this morning.

The RMP concept has always attracted stimulating
and innovative people. This conference is simply another
manifestation of this fortunate tendency.

We are at a critical juncture, a decisionmaking point
in the health care field generally. There are a substantial
number of evaluations going on at all levels and with all
degrees of sophistication. Currently, there isn’t an effort
in the health care field, public or private, that is escaping
scrutiny; and apparently no assumption is going to be
taken for granted in the foreseeable future.

The Executive Branch itself is engaged in a funda-
mental reexamination of both the appropriateness and
the effectiveness of its health care programs. The
Congress itself is entertaining proposals that are
enormous in their scope and diversity. And all across the
country groups of health professionals, such as this, and
individual patients themselves, are weighing the options
available to them in choosing courses of action that are
now beginning to determine our health care system of
the future.

Some of these evaluations, like the three-day session
which you have had, are objective and as thorough as the
state of the art will permit. Others are very subjective
and based only on anecdotes or fragments of evidence.

It’s important for you, I think, to remember that
sophistication carries no guarantee of acceptance unless
we make sure that our input is registered. The naive
assessments may be the ones that are crucial to our
future.

In the Health Services and Mental Health Administra-
tion, we too are deeply engaged in self-evaluation.
Roughly one percent of our total expenditures, which
are in the nature of $1.5 billion a year are set aside for
evaluative purposes. We are trying to find out what the
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scope of our agency’s role should be as a respOnsibg‘
Federal agency in health services delivery. Apq We's
looking at HSMHA primarily as an agent for Wor
with the systems of health delivery.

The Federal role in health care has beep MOvipy
recently from a passive to a more active invo]vemem,,\,l
you know, in the past the Federal functiong haw
emphasized limited direct responsibility ang |
siderable use of various kinds of stimulating mechanisp,
It is my impression that even when it is stimulagy,
privat_e initiatives, the Federal role in the future wij| tend
increasingly toward setting the terms and conditiogy
under which those initiatives will be carried out, ..

Now, we in HSMHA have made some assumptions iy
the early deliberations during my 85 days of this iy
carnation; and I should like to share some of them w;
you for your thoughts. These are not dicta but are,|
think, bases for departure in the analysis process.

The Federal role should always be complementary o'
the private sector insofar as possible. :

The Federal role must, however, protect the commo
good where inadequacies or inequities appear in the;
system. ‘

Maximum effectiveness must be assured when federal
dollars are used either as an expenditure or as an invest:
ment.

And Federal leadership must assure coordination of .
efforts and common communication among healt“ :
activities in both the public and private sectors.

None of these is new. You have all thought of them..
Perhaps the difference is that we intend to act on this set
of assumptions; and that might make a difference. .

In our opinion, the government should help the
energy in the health care system to flow where it will do..
the most good. Viewed in terms of energy flow, we have_
to look at ourselves in proper perspective. For instance,
we have 25,000 employees who contribute 25,000 man-
years to the health care system; whereas the practicing,
physicians of this country account for roughly 300,000
man-years. And the 7,000 hospitals across the nation

have a combined energy input of several million mafi- .
years. he role 1
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While there is no such thing as a common unit of
health energy, it is evident that our problem is how !0
make the contribution we have effective in a very 1argé-
system. :

Ideally, the government activity should concentraté lation as
as we have already said, in the areas where the fre¢; es, such a
market is unable, for one reason or another, to fulfill the. ¢ ator of
public need. Such areas tend to occur when the antic J gcehere 1

pated private return provides insufficient motivation of.



ESPOHSibie i
And we're
T workjng ‘

N moving
ement, A; |
ions hay,
and con.
:chanismg,
iimulating
: will teng
sonditiong
t. 4
nptions iy
>f this i
them with
but are, 1
S, .
1entary to

* Common
ar in the

en federal
an invest.

ination of
1z health ~

tof them. > }
on this sef -
ce. .
help the™

it will do”
', we have »

instance, -
000 man-’
practicing
300,000 -
he nation
ion man-

n unit of -
is how to.
very large .

1centrate,
the free
fulfill the

jgere the scale of investment required is beyond the
spability of the private resources.
y'd like to give youa few illustrations of fields where

{sMHA believes it can perform a valuable service to the
1.stem as a whole.

As 2 health care delivéry agency of the federal

{covernment, we can meet one urgent national need for a

gntral source of valid and creditable information on the
glivery of health care.

Now, I don’t know how many of you have really
one at the business of looking at our performance in
fe health care field. But it turns out that any set of data
ihat you pursue far enough seems to come back to the
yational Center for Health Statistics, often somewhat
mngled in the process, and discouragingly far from
aything that tells us about the health status of the

pation.
It tells us a little about the absence of disease, but not

| sgreat deal about the health status of the nation.

Somewhere there needs to be a competent group of
experts to sift through the diverse health care activities
that are conducted in our many localities under many
different auspices, and to analyze and summarize the
national experience.

To the best of our knowledge, no such source really
exists that is capable of providing validated information
on multidimensional and multidisciplinary questions on
health care delivery.

In my opinion, efficiency dictates a single central
source, and logically this is the role which the federal
Government should do as it has already done in agricul-
ture, commerce, and to a substantial extent in bio-
medical research through the NIH.

It is our intent to become the locus of such an
activity . Interestingly enough, we have the mandate. In a
substantial number of our programs, including Regional
Medical Programs, Comprehensive Health Planning,
Mational Center for Health Statistics, and National
Center for Health Services Research and Development,
we even have the models. We have the instruments, and

~ we have the capacity.

The role represents one way in which this small
tnergy input can help direct the flow of alarger system.

A second role to which we might aspire will be
characterized as a kind of guardian of the nation’s
Slandards in health affairs. And I’'m not thinking here of
Tegulation as much, although this may apply in a few
Cases, such as in quarantine; rather I am thinking of an

he antici:
vation oOf

“Vﬂ'hlator of performance—which is exactly what you’re
d‘fmg here today—and an activator of the public con-
Science,

When it becomes apparent that a given segment of the
population—for example, expectant mothers or migrant
workers—is not receiving the kind of health care it has a
right to expect, someone has to be responsible for set-
ting this forth in clear terms and making it a part of

.-community thought.

Someone has to begin a stimulation process to a
point that the system will respond. This does not imply
direct action in terms of meeting the need, altthough we
are involved in some of that, but I think more impor-
tantly involved is getting the selected endeavor into
realistic discussion.

This function will have in it at least two phases. The
first is a2 continuing systematic and sophisticated over-
view of what the health care system is doing, projected
against two grids—what it could do and what the needs
are. At this time we don’t have really adequate surveil-
lance of performance, capability, or need.

The second phase involves getting something done
about it. And certainly from our relatively small fiscal
base, we will have to look at communication and
persuasion rather than direct entry into meeting the
need itself.

The tools at our disposal then are going to be com-
munication, persuasion, selective encouragement of in-
novation. And that’s the name of RMP as far as I'm
concerned.

We need to use that instrument well. One instrument
of stimulus for improvement can come from RMP’s
functioning as a center of expertise; and this is the
instrument of information display in which we hope you
will join us.

1 think all of you are aware of the fact that when a
company’s stock is performing badly, this is made pretty
clearly visible in the daily listing on every financial page.
And general knowledge is a powerful spur to self-
examination and.change in those whose stock is not
doing so well.

In health care performance, the criteria may be a
litile harder to define and the comparative information
harder to acquire, but once acquired and displayed, it
could and should have a similar effect.

We have some other instruments for change, programs
that are explicitly designed to stimulate innovation in
health care delivery and effective synthesis of health
resources for the benefit of the patient. This, of course,
again includes RMP. .

It also includes the planning and project support
activities of Community Health Services and the other
activities we have talked about such as Maternal and
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Child Health, the Center for Family Planning, and the
others.

I’m aware that the relationship among these programs
and particularly between RMP, Comprehensive Health
Planning, and the R&D Center has been the subject of
endless debate since these programs began. Almost
everybody in the health field has had a piece of this
action. We have had advice from everybody, but the
subject still remains.

I’m sure this is one of your concerns. It is one of my
highest priority items; so much so, in fact, that we have
initiated an intensive administrative study that is
targeted to the specific mission of defining separate,
distinct identities for these three major programs.

There is an extra special group of consultants who
will be functioning in various ways. The work will be
coordinated by Dr. William Willard of Kentucky. Dr.
Willard will be spending about eight days a month with
us over the next several months. His efforts are going to
be augmented in various ways by Dr. Monty Duval, Dr.
Ed Pellegrino, Dr. John Hogeness, Mr. Nathan Stark, Dr.
Jufius Richmond, and Dr. Ward Darley. I think those of
you who know some of the stalwarts in the field recog-
nize that we really have pulled out the biggest guns we
know of to get some administrative discussion of how
we can do this constructively and preserve the tremen-
dous promise of each of the programs. :

In a generalized way, the shape of the distinctions can
be deduced from the terms in which these programs
were originally framed, at least as I understand them.

RMP was originally conceived as a bridge between
human need and scientific advance, if you put it in
simplistic terms. It represented in a sense a practical at-
tempt to link C.P. Snow’s “two worlds,” which may be
somewhat out of date now, but, nevertheless is what was
in mind.

The requirements of the individual patient were to be
better served by creating arrangements that would
enhance the flow of greatest expertise to the patient’s
bedside through an effective linkage of the providers—
and 1 should like to emphasize the effective linkage of
providers.

It did, as we have already said, give providers an op-
portunity to innovate from grass-roots ideas.

Comprehensive Health Planning approached the same
ultimate objective from a different angle of attack. Here,
by fostering planning processes at the State and com-
munity level, the intent or at least the greatest promise
seemed to be to encourage a political consensus, in the
broadest sense of a political consensus, as to health goals
and the use of health resources.
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The planning agency had its greatest promise g4 the
voice of the people in the political sense, enuncj
the providers the public determination of needs ant
priorities. )

It has a geopolitical responsibility to assure ¢, it
constituents equity of care at the highest possible levy
of quality through the instrument of planning.

The R & D Center, the newest member of the triag,
was' envisioned as an experimental instrument applying
scientific disciplines to the model of the health servig
delivery system in the community. Hopefully it was (,
be a generator, tester, and evaluator of innovative ap.
proaches in the system, addressing itself to such things 4
cost containment, equity of access, and efficiency of
resource utilization.

These philosophical differences, however satisfactory
or unsatisfactory they may be in the intellectual seng,
haven’t provided adequate guidelines for practical dis.
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It is imperative that this situation be clarified in such
a way that we maximize cooperation and minimize the
overlap and confusion among these programs. Unneces-
sary duplication, with its resultant waste of effort and
money is intolerable. In fact, it is destructive in the face
of a limited budget and an unlimited need for improve-
ment in health care.

The effort at clarification to which I am assigning top
priority is not to be construed as competitive. We are
not talking about one program versus another. 1 view it
as essential if we are to justify and obtain continuing and
productive support for all of the efforts of HSMHA,
wherever they may be.

If you are concerned about administrative arrange-
ments at HSMHA headquarters that have an important
bearing on the conduct of your RMP activities across the
country, [ am sure that you will make it known to usin
whatever unrestrained or restrained manner you have in
the past. We solicit that kind of interest and input.

[ have made a fairly fast attempt in a short period of
time here to sketch out for you in broad strokes some of
the dimensions of the broader stage on which your in-
dividual programs are enacting an important role.

RMP is an integral and extremely important part of

HSMHA. HSMHA, in turn, is the agency charged with
exercising appropriate federal stewardship in DHEW for
health care delivery. It is not simply a collection of pro-
grams; it is a composite. And each of its components is
to contribute to a common mission.

The test of our performance, yours and mine, will bé
whether or not we can apply our combined leverage $0
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the total impact of our efforts is greater than the sum of

the parts. -
As you go through this evaluation conference and

our further evaluative efforts in RMP, you need to do

s in this broader context. Your evaluation efforts .

should be an important input for ours. The results of our
evaluations, in turn, must be factored into the equations
which involve the total health care system.

For this reason, it is important that we make our
findings and your findings widely and freely available.
Just as communication is one of the strongest instru-
ments for change within the system as a whole, it is
almost our only instrument for change. It is going to be
effective in proportion to our use of the evaluation
process. If we don’t make known what we know, we will
have no cause for complaint if we are not a part of the

future.

Finally, in all of our evaluative activities it is
imperative we keep in mind the uitimate objective of our
endeavors—that what happens to the patient or pre-
patient is really what we are supposed to be concerned
about. That’s the hardest evaluation of all. '

The one thing we still lack is the measure of health as
an ultimate yardstick.

In the same area, we’re dealing with the health care
system which is still a crisis-oriented system. It pays least
attention to first things—health maintenance and disease
avoidance—the greatest attention to illness after it has

occurred.
We need to be sure, if we are thinking truly about

serving the public both present and future, that we are
not similarly distracted in the planning process.
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The Values and Limitations of National Data
CHARLES A. METZNER

A short presentation on this large subject can only
sketch the topics and arguments. The attempt to be
short results in more direct and unconditional state-
ments than are strictly warranted, but this may be the
basis of the discussion to follow, although my aim is not
to be deliberately argumentative to stimulate contro-
versy. I shall try to elucidate problems and lead toward
some useful conclusions. Explanations are not complete,
either, but questions, if necessary, can elicit more. What
I'am trying to do is to stimulate thoughtful considera-
tion.

Censuses are not new. In fact, there is Biblical
mention of a census and the ideological response to it
then still has repercussions among fundamentalists. One
is reminded also that total counts are sufficient - Gideon
became famous by applying a behavioral test to select a
subset with characteristics he wanted. Now many charac-
teristics are incorporated into census data. The attempt
en at health data is not utterly recent, however. In
1870, the United States Census became very ambitious
d, among many other data, tried to obtain informa-
ion on fllness. The procedures were somewhati crude,
but the amount of data of all kinds was so voluminous as
o theaten the decennial census by taking over ten years
9 process. This is the point at which the mother of

invention enticed Herman Hollerith to father punched
card procedures for mechanical data processing, which
now make possible, particularly since electronic pro-
cedures have been substituted, the derivation of so many
tables that it is hard to find our way around in them.
One additional historical point may be interesting to
you. It was in 1942, a relatively recent date, that “A
New Sample of the Population” was developed, which
embodied the first practicable methods for probability
samples of human populations. It may be worth recalling
that these area sampling methods were a product of the
WPA, and later incorporated into the Bureau of the
Census. Sampling enabled many more data to be
generated at much lower cost when estimates are suf-
ficient.

Sources

There are some guides to data that are useful. The
Statistical Abstract of the United States presents an an-
nual overview of data, with references to sources.Itisa
good index to availability. It is mentioned (on page five)
in what should become a basic reference, the National
Center for Health Statistics’ short pamphlet, “A State
Center for Health Statistics: An aid in planning com-
prehensive health statistics”. (Revised October 1969.) It
is available from the Center or the U. S. Government
Printing Office. Among other items, the chart on page
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11 on input-processing-output relations describes roles
that may conflict and useful advice is given for handling
these. In particular a number of user-designer problems
are considered. On page 13 is a discussion of the use of
computers and the necessity for thought that makes all
else commentary. A rich passage, deserving expansion,
occurs on page 14 with respect to cooperative relations
between users and suppliers of data.

Some state agencies have been developed, and many
health and planning departments generate data that
should be looked into. As mentioned later, the more
local the data the more specific the estimates that may
be derived.

As an introduction to problems, another publication
of NCHS is valuable: The 1970 Census and Vital and
Health Statistics. A Study Group Report of the Public
Health Conference on Records and Statistics. Docu-
ments and Committee Reports, PHS Publication No.
1000 - Series 4 - No. 10. Government Printing Office,
April 1969. This is a planning volume for the 1970
Census, still useful on issues.

Problems
National data involve many kinds of problems. In
common with other data, becoming knowledgeable

involves not only the names of variates but definitions, .

particularly embodied in a questionnaire, the instruc-
tions, and codes - in short - all processes which shape
the final product.

There are some special issues concerning terms and
definitions that arise in a nation like ours. Some of this

may be easy to see nationally, but you should not be too
certain that this applies only to someone else. Ours is a

pluralistic, individualistic society, with plural health care
systems. A single basis of definition does not encompass
all. Ordinary classifications, such as the “International
List”, assume an M.D. etiological base, largely micro-
biological. Because we have not recognized the ways in
which other people live and think, we are being tested
again concerning some accommodation to multiplicity.
How far are we willing (or able) to go?

Would we accept a voodoo health center? The
question is put in this form to test associations. Since
the audience is more or less white, and more or less
Christian (although perhaps not up to the standards of
Dr. Martin Luther King), we are inclined to be shocked
but accept the racist implication that this would be a
black enterprise. We should examine our readiness to
accept the implication. California does pay faith healers,
Christian Scientists do not get the diseases of the Inter-
national List, and Jehovah’s Witnesses do not accept all
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of the ordinary beliefs concerning blood 1,
Demoniacal possession is not included ip many g;
classifications, but you should check witp your
religious leader as to what he thinks your beliefs gy, &
include. It is my understanding from Nutritionjs B
the usual concept of what constitutes a “plapg» die
little more to recommend it than the idea of “ho
“cold” foods. ;
The point should now be made that we have
gated subgroups in our population. The discussion
have seemed farfetched and rather distant from ¢
believe 1 can make multiple use of the ideas, howetey
trying to follow the implications of a pluralistic $0¢
for a) the generality of findings, b) the generalj;
concepts used, and c) the necessity, flowing from
for greater freedom of research, particularly ing
ment.
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Implications
The Generdlity of Findings

From the fact of high variation within our_sociél}f
follows that national data have little specificity and b
variation. Certainly, the mean outlay per person’

health care times the number of persons equals terms o
economic load on the private sector for health case, § it by how h
the mean is not very representative. Not very ma iplics. is a stror

people get the mean income. The standard deviati
so vast as to encompass most of the information 2
render the mean almost meaningless. If you looka
distributions in the heaith field, you can see this. T
one reason why insurance is so important a mech
for achieving a mean value. o
There are several ways in which this is direg
important. The variations in national data can and}
spread between Census regions, states, and regions
RMP sense. National data do not necessarily repr
your area, to the extent that your area is dis ‘
National data must be sorted to yield data for youra
which may be done, and cognizance should be taken
the fact that the Census is willing to do this, and
one large study is cheaper than several small studi
However, for sample data, the results may well be)
reliable for small areas. And equally important, ¥
sampling distributions for the estimates may be deﬂu
in general the common statistical tests (t, chi-squart/ % i
not valid for these statistics.
A frequent procedure to “adapt” or “dervé
mates” for a particular area from data for anothet
analyze the data by other variables (age, seX, P
condition of servitude) and use regression or standa

ening begins
the problem

of illness
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gbution of the analytic variables. Unfortunately, the
,esid\lal variation also applies, because the analytic
ﬁﬂables can only transfer as much of the variation as
absorb, and what remains is errox, in both cases.

for health data, our analyses so far do not account for
quch variation, and the estimates are correspondingly
or. The fact that it is done with mathematical statis-
jeal formulae on a computer will not improve it. More
omplete statistical analyses or a mathematical presenta-
jon would verify the logical argument above. Any statis-
jeal text dealing with multivariate techniques will

piplain this.

The Generality of Concepts

Again, there are several limitations encompassed in
the generality of concepts. The first involves com-
nunicability and response. Respondents understand and
gport only those terms they know. And much knowi-
edge of what is or was wrong with us comes from the
palth care system. This is a feedback process of some
mmportance. We learn as we use, both in terms of
dgnosis, which must be given us to be at all reliable,
and even in terms of recognizing what symptoms are
important by how health professionals respond. What
this implies is a strong bias against reporting by those
a0t habitual or economically enabled users. The prob-
kms of non-users are not reported by a system

' wsuming use, and the resulting confounding conceals

poblems of the system. When a symptom list is used, it
will help those who recognize the symptoms, but it will
mt elicit a misery or a devil bothering a respondent

wnless it includes these. It is much easier to adapt to this

fxally, since many terms are regional, although they
miy be ethnic or status-related also. To check, find out
fom your friends from different parts of the country

§ vhen evening begins for them, and you will get some

a of the problem. At any rate, the reliability and
ulidity of data are high only for those using the system
Enerating the concepts, and may cause serious under-

 Rporting of illness and the unorthodox treatments

fﬂgaged in by those uninvolved with orthodoxy. Of
m‘fm, only a national study can demonstrate all of the
Wiability, but then only if they are prepared for it. If

1
% wants to find out about problems, one must be
Heplive,

v “derive OE

W? {Soez(md issue is the problem of *“general purpose”
X ¢ used by many. Of course, agreement on what
0 mation 1o get is a political and economic necessity,
" However valuable compromise may be in politics, it

does not settle conceptual problems, at least correctly.
To settle an issue of the best, which is to say most
predictive or homogeneous, definition of what is an
epidemic or what constitutes group practice, we have to

_.try them all and find what difficulties ensue or what

utilities be in each. Frequently, we are forced by

circumstance into premature definition which is copied

and standardized. Sometimes we just pick up a handy
classification, as in the case of health studies using the
International List, reflecting etiology. This classification
is no doubt valuable for the practice of medicine, but it
does not resolve (or predict) the use of services which
forms the basis for manpower and cost studies. At least,
some concept such as the seriousness of the illness must
be added when the fiscal or personal impact is what we
really desire. Much more must be done to develop
concepts suited to purposes. And this leads to the
concluding issue.

Freedom of Research

The argument thus far culminates, 1 believe, in a plea
for greater support for many kinds of data and for re-
search more nearly directed toward well specified prob-
lems. Much of this may best be done in the locality of a
problem where the distinctive character of the situation
may be seen, although without effort and receptivity
there is nothing to warrant a belief that being next to a
problem ensures noticing it. Most people with glasses do
not report any disability, and it is hard to convince
people that they are deaf.

Mainly, 1 believe, it is necessary for our national
policy to incorporate the fact that to encompass the
variety and subtlety of our national life entails in-
dependent thought and effort and the development of
queer and unpopular ideas, and mistakes. Qur affluent
society does have people suffering from hunger. We must
acknowledge that we do not with any certainty know
how to interrupt the transmission of poverty from
generation to generation. Uncovering the hunger implies
allowing studies, and particularly analyses. Discovering
procedures for bringing ghetto dwellers fully into the
society or organization into the health system neces-
sitates evaluated experimentation. But we all too
frequently constrain those with the information from
using it for analytic monographs, and insist that a prob-
lem be fitted with a single agreed-upon solution. Diver-
sity in the society must be matched by diversity in ap-
proach, conceptually and operationally.

Our national agencies are producing many good and
useful data. If they themselves, who know a number of
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the weaknesses better than those with second-hand ac-
quaintance, were allowed to use them to draw con-
clusions, we might do better. They are willing to meet us
more than half way, though. There are many special
analyses that may be obtained, if we ask, and although
they will not be free, they are less costly than special
purpose studies. The Census Bureau will, for example,
design.samples for us using their rich data base. Within
the limits of confidentiality, information on special
groups may be obtained.

National data can be exceedingly useful, but they are
no panacea. They are not universally applicable, they
are not fully analyzed, and they do not serve all pur-
poses. We must consider the limitations in the light of
our objectives, and we may thereby help to eliminate
some limitations.

Data for Ambulatory Care Planning
J. WILLIAM GAVETT

American communities are concerned with the in-
adequacies of existing primary ambulatory services, but
do not have quantitative data necessary to plan alter-
native systems for the delivery of ambulatory care.
Studies of primary ambulatory care are relatively new
compared to studies of hospital care. New techniques are
needed to evaluate existing, as well as proposed facilities,
for the delivery of primary ambulatory health care. The
existing facilities include: private practice (solo and
various forms of group practice), occupational health
services, school health services, hospital emergency
departments, hospital out-patient departments, neigh-
borhood health centers, health department clinics, as
well as various state and federal primary ambulatory
services. Proposed models include facilities differing in
manpower, financing, and utilization patterns located in
different areas under private, voluntary or government
auspices. '

Variables to be studied might include legal, contrac-
tual, and business arrangements; availability, acces-
sibility; degree of specializétion vs. generalization of
services; consumer payment mechanisms; reimbursement
for services mechanisms; manpower configuration;
equipment; ancillary services; capital, financing arrange-
ments; and characteristics of services rendered. Within
the context of defining the basic characteristics of
primary ambulatory care organizations, consumer at-
titudes, outcome of care, and design characteristics such
as: working spaces, procedure and communication
systems, etc. are less important.
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The purpose of this article is to consider the
palizing of a

ships between patient classification, data collection 3
facilities and manpower utilization for ambulatory'@@
Before doing so three caveats are offered:

1. The design and implementation of a datg sy
for ambulatory care should proceed concurrently
the development of hypotheses about the planning
organization of such care. The data will Provide g,
decision maker with the necessary statistical infOrma‘;a
for evaluation of alternative ambulatory care Proposs 4
Unless hypotheses about changes are offered prior ‘W
simultaneously with the design of the data System, 1& facilitate the ¢
latter effort may be extremely costly for what infom, “ignal designs. This
tion is required and used. ~ mplexity of the ¢

2. There is no single decision maker in the typics § The primary Cé
community ambulatory care system. The comnmm';} of cefse cot
system is typically fractioned and consists of a variety ¢ cally simple ¢
independent organizations (listed previously). Changes
individual and independent organizations can make sepy
from a community systems point of view only if thers
coordinated and cooperative community planning &4
unless severe legal constraints are imposed in such
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objectives. The purpose of voluntary “communify
planning is to provide the independent decision maken
(administrators, physicians, etc.) with information th MD require
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3. Data and information collection must be related
both the consumer of health care (the patient) and t
the processes (methods) of ambulatory health care. TRE
MD require

efficacy of a data and information system in aiding
planning will depend on the manner in which b

. ) ) Possibly re
patients and processes are classified, described, ad

measured. It is on this issue that the remainder of t# (c)cr)nsult

discussion will focus.

Tt is suggested that a classification scheme that ¥3

relate health care demand to the manpower, equipmeth

and facility requirement is needed. Traditional classificr;

tion methods include patient characteristics (maté MD or

and child health, pediatrics, veterans services), P‘{m

physiologic processes (tuberculosis, cancer,hemOPhﬂ“ g Problem ¢

services rendered (radiology, medical, surgical), arig demgr‘
specia’

(neighborhood health center), as well as organizs
rendering the care (private group practice, hospital ouk
patient department, occupational health services). E2
of these classifications have some use in health caréP
ning. For primary ambulatory care planning, 2 classﬁ:
tion system is needed to categorize, compare,?

project patient utilization for different types of P“mm

ambulatory care delivery units. A measurement



mand in a given ambulatory unit is the first step in the
conceptualizing of alternate ways of satisfying demand.

The demand or load placed upon a primary care or-
~ization at any given time can be expressed in terms of
e number of cases (patients), the episodes (specific

interface between the patient and the health care
‘sysfem/- A classification system based upon a set of
aiteria refated to the characteristics of the case and the
visit as they relate to the services rendered is proposed
I i nder the assumption that such a classification scheme
- ill facilitate the conception of alternate care organiza-
tional designs. This classification method focuses on the
complexity of the case and visit.

The primary care setting encompasses a continuous
sale of case complexities. At one extreme is the
- medically simple case in which modest resources (man-

sdical problems requiring management), and the visit

power and equipment) are involved. The other extreme
is the critical, medically complex case in which extensive
resources are used often within a short period of time. It
is suggested that cases might be classified into categories
such as 4, B, and C, where 4 is the urgent, complex,
resource-intensive case; and C is the simple case, in-
volving minimal resources. The B cases would include
those involving long term episodic illnesses where diag-
nostic skills, continuity of care, complex therapeutic
measures, and extended support and observation are

required. _ ,
Figure 1 represents a definition of each class in terms

of specific attributes. These include manpower and
facility requirements, frequency of visits for the episodic
illness, diagnostic problems and disposition of the case
visit. A fourth class might be developed for psycho-
somatic cases and minor psychiatric cases.

FIGURE 1.—Case Classification Table
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The ABC classification, and further refinements of it
to include subclassifications, provides a basis for
considering the questions of ambulatory care organiza-
tion. For example:

1. For a given community, what proportion of case
visits by 4, B, or C type are made to which organiza-
tions; are resources allocated among organizations in an
intelligeiit manner, e.g. perhaps demand for type 4
services should be consolidated at one or more hospitals?

2. For a given ambulatory care organization, what
proportion of case visits are in each of the 4, B, and C
classes; are the unit’s resources intelligently related to
the given proportions?

3. How can a rural community, that cannot attract or
hold an MD, benefit by an A-B-C cldssification of its
ambulatory patient load? e.g..

a) Could class A cases be serviced by volunteer
community-supported emergency units, highly trained
to provide on-thescene first aid and transportation
service to the nearest intensive care unit (presumably
located centrally)?

b) Could class C cases be treated at a private or
community-supported convenience clinic, manned by
paramedic personnel, and organizationally linked to the
nearest community hospital or group practice?

¢) Could class B patients be provided with long term
episodic care by nearest physician (patient’s choice) but
with routine and non-complex class C visits serviced by
the convenience clinic?

4. Where in the management of 4, B, and C cases are
community-sponsored facilities advantageous in the
larger community? For example, what community or-
ganizations should sponsor multiphasic screening, con-
venience clinics, special preventive medicine clinics, etc.

5. Can a clinic for the treatment of C cases be ef-
fectively used also for the purposes of triaging non-C
cases to other community health care organizations for
those individuals who do not have access to other
primary care organizations?

6. What proportion of ambulatory case visits clas-
sified as C cases involve mainly support and reassurance?

7. How are the concepts of family medicine and
comprehensive care relevant to the class 4, B, and C
cases?

8. How is the question of the use of paramedic
personnel specifically related to 4-B-C case care? Does
the C case and C visit load on the community consume
significant physician resources such that extended use of
paramedic personnel is justified?

9. The case classification technique may reveal which
variables are important and should be incorporated into

46

ambulatory care data systems for patient care, instigg,
tional management, and for community planning,

10. What is the role of the hospital in ambulato,}.
care? Analysis of the Emergency Department ang Ou.
Patient Department by case classification c}mracterisu(_.1

may provide quantitative data for reorganization of the )

hospital’s ambulatory services.
11. Does the measurement of low income urhy,

ambulatory care demand by the case classification tec,

nique provide insights as to how to organize ambulato,«y
services for the urban poor?

Information Systems to Meet Common Data Needs
of Health Agencies

KATHARINE G. BAUER

It has been observed that information is to the
decision-making process what oil is to the interna
combustion machine. It does not itself make the process
work, but without it there is considerable wasted effort,

misdirected motion, and eventual breakdown.! Thos }

who are at the wheel in making health policy decisions
usually find themselves in the position of the motorist
with a dry engine in the middle of a Texas oilfield. The

million barrel output of raw material surrounding himis $
useless to meet his urgent need for a mere two quarts

which have been suitably processed to meet his engine’s
requirements. We would all agree that health data gushes
more freely than oil — and that for the most part we
haven’t yet found very satisfactory ways of tapping and
refining it for the particulaf uses of those who make

health decisions — whether these involve expendituresof ¥

thousands of dollars, or of millions of dollars.

My assignment today is to discuss the organization of
a health information system as a means of meeting such
important needs, particularly those of RMP evaluaton
and their opposite numbers in other agencies. Can such?
system be designed to supply, link and refine the many
streams of health data that are routinely being generated
from diverse independent sources - such as the facilities,
manpower, and vital statistics compiled by Stat?
agencies, the various utilization and patient origin
records from hospitals and other service providers? An

can these be more usefully related to the basic dem® §
graphic and health statistics from the U.S. Census and
the National Center for Health Statistics? I was asked 10 §

lead off this discussion by virtue of my association wi

 Tri-State RMP
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What do we mean by the term “health information
system?” T suspect this is one of those in-terms that
ople have come to use quite widely without benefit of

‘v_\‘defimtlon For our purposes today, I'm simply going to~

pe generic and talk about a systematic approach to

-producing, storing and gaining access to many kinds of

health data produced from many sources, for multiple
gses, by multiple users. Also, in an effort to put first
things first, this paper focuses primarily on the organiza-
tional process for systematizing this access to data —
only incidently on computers. As an analogue — if we
didn’t yet have libraries but many writers were
producing books which many potential readers needed
to read, a first step would be to organize some system to
identify the books of interest and to decide on policies
for their acquisition, storage and circulation. Only as a
second step would one commission a computerized
index. The health information broker system recom-
mended by our Boston study naturally differs in many
respects from conventional library organization — yet
there are underlying similarities of function.

"The broker system predicates that it would be
mutually beneficial to a region’s major public and
private health programs and agencies, such as RMP,

1 Biue Cross, State Health Departments, comprehensive

and area facility planning agencies, to join forces to
obtain and share the kinds of data they need in common
for their separate research and planning activities. At the
same time, the study warned against constructing un-
workable multi-million dollar data banks. Before
describing this model, and telling you some of the con-
siderations that influenced its design, let us briefly

. Teview some of the reasons it seemns particularly timely

Tight now to promote this or some other type of cooper-

- ative organization for improving health statistics.

Why a Health Information System?
As budgets in every sector of the health system get
tighter in the face of medical price inflation, it seems

~certain that in every type of program, public or private,

the big questions of accountability raised to you yester-
day in the plenary session will be increasingly posed:
what benefits are patients actually receiving for the
Money spent? How can the program policies be modified
and adapted to improve these cost-benefits? Obviously

, the day is almost over when those who pay the bills will

be satisfied by simple tallies of patient days and O.P.D.
Visits JUxtaposed with total dollars expended and a
Tequest for 5 15% budget increase next year.

This means that throughout almost all health pro-
grams, not just RMP, researchers will be trying to
construct various types of performance indicators — to
permit comparisons of past and present experience
within a program. To measure the impact of their pro-
gram on specific target populations over time, and to
compare their program results with those of other pro-
grams which use other techniques or methods. However,
as we all know, the right kinds and quality of data are
rarely available to permit this crucially important re-
search to be carried out. One can make a safe guess that
not only throughout our concurrent workshops now,
but in similar health evaluation research meetings every-
where, the identical complaints are being voiced: “The
1960 census data were obviously useless for computing
1969 rates — we simply can’t tell the trend so far .. .” or
“Unfortunately the reporting system changed, so it’s
impossible to compare past and present performance” or
“we can’t compare our results with those of program x
because they used entirely different age breaks — and
besides we have no way to get comparable unit costs.”
One concludes that all concerned have an enormous
stake in improving the kind and quality of the data base.

To provide the denominators of the rates they need
for their various pruposes, researchers in all major health
programs seem almost universally to require certain
common types of data — the demographic, health status,
vital records, facility and manpower and the kinds of
utilization data reviewed here earlier. Some of this
simply isn’t now available — such as disability rates of
populations in cities or small geographic areas. Other
widely needed data, however, such as about health
facilities, are being routinely generated for their own
operating or management purposes by some one agency
which, in turn, may need management — generated data
from other agencies for its own evaluation research.

Finally, staffs in different agencies quite often
duplicate their research efforts, both in their separate
quests for identical source materials, and in time-
consuming activities such as constructing SM.S.A.
profiles, or population projections. This costs everyone
money.

Given such common needs and problems it would
seem that major health organizations have everything to
gain by joining forces at least for the limited goals of:

» improving the quality and comparability of exist-
ing data commonly shared,

identifying commonly neceded data now un-
available, and finding means to secure them,

o climinating duplications of research effort,




e arriving at agrcements for specific types of data
sharing.

Although funds were not available last year for a
proposed demonstration of our Boston model, it seems
possible that within the next few weeks Congress will
authorize federal support for experimental health in-
formation systems of this kind as part of the Health
Services Improvement Act of 1970.*

Funding is only one aspect of the problem of data
sharing among independent organizations. Given the
realities of the operating environment, can a satisfactory
means be found to promote inter-agency cooperation?
When one looks at the activities of the Bureau of the
Census and of the N.CH.S. and other important in-
formation centers at the federal level one can feel
hopeful. But further down the line at the regional, state
and sub-state levels where mixes of various public and
private data sources are sought, issues of agency con-
fidentiality and of inter-agency power struggles inject a
host of complexities. Whether organizational forms can
be devised during the next few years to circumvent the
problems while fulfilling the need remains to be seen.
Cur Boston study’s recommendations represent one
possible approach — Dr. Wennberg will tell you about
another, and I know that several other pcople here have
been wrestling with these problems in their own regions
— from New Mexico to Ohio.

The Broker System Model
The Boston study concluded that (and I quote):

“The needs of health planning and research in this
area at the present time will best be served not by a
new prime data processing computer system, but by a
mechanism designed to interface between several
newly developing hospital, public health, mental
health, and social welfare information systems at
regional, state, metropolitan area and municipal
levels. Such a mechanism should promote compati-
bility between the subsystems and thereby maximize
the possibilities for mutually beneficial information
spin-offs, now and in the future. A consortium of
health planners, major health agencies and research
organizations should establish a health information
system to serve this broker function, to facilitate the

*“The Secretary is authorized, directly or by contract, to
undertake research, development, demonstration and evaluation,
relating to the design and implementation of a cooperative
system for producing comparable and uniform health informa-
tion and statistics at the Federal, State and local levels.”
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development, sharing and use of information peryi. |
. i
nent to their common needs. Such an info[maﬁon :

system should be planned at the outset as the firg
step in a more complex communication nCtWol:k

should future expansion seem indicated.”

A broker function between independent heajip in.
formation subsystems rather than a centralized daty
bank was recommended because it would:

o adapt better to the predictably ever-changing day,

needs of its users,

e provide better quality information over the long.

run,

o avoid direct confrontation of the issues of agency

confidentiality and of individual patient privacy,

» function better within the present limitations of

computer software-yet permit adaptation to futuge
technological advances expected there.

Finally, a consortium of users was recommended g
the policy-making body for the broker system, with
administration temporarily vested in a university. This
structure was put forth in order to avoid threatening the
existing power relationships among agencies sufficieatly
to foreclose their participation.

Before going on to claborate on some of these points,
I'd like briefly to mention some activities proposed in
the Boston model.

Somie Possible Functions and Activities
of a Shared Information System

1. Making data more available for secondary analysis
by: .
¢ inventorying and catalbging data sources and files,
o furnishing detailed descriptions of data files to

guide the user — such as dates and methods of data
collection and up-date; sample size; format in
which preserved (file folders, magnetic tape, etc.)
person responsible for maintaining files; conditions
of access, etc.,

o guiding and helping the user select and use com

puter programs best suited to his needs.

2. Improving the utility of available data by actively
encouraging data generating agencies to arrive at:

» compatibility of key items on report forms — such

as age, residence, condition, service, etc.,

o compatibile definitions of terms used in such

reporting. .

3. Identifying common unmet data needs, and
helping meet them by:

e promoting addition of new categories of informa-

~ tion in existing data sources — such as finer ag¢

breaks in a State census,
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« developing directly, or contracting to develop, new
sources of information — such as population
health surveys.

4. Helping users find the computer resources most

gppropriate to their needs by: -

o organizing local conferences and workshops —
such as are now conducted by the census,

o inventorying and brokering use of agencies’
partially idle computer hardware,

o evaluating software packages, and purchasing for
joint use,

« demonstrating, through case examples, the uses
and benefits of new -advances in computer
science.

5. Developing policies regarding privacy:

o formulating policies governing agreements for
sharing data,

s+ promoting codes of ethics; specific legal safe-
guards.

6. Furnishing routine monitoring and special status

reports such as:

» trends in the locality’s death rates, health facilities,
manpower, utilization, etc.

» comparisons with other regions, states, etc.

7. Promoting the integration of separate streams of

data by:

s negotiating agreements between agencies for data
sharing,

o advising on legal matters and computer Jocks to
safeguard privacy,

« conducting file merging operations and providing
tables and maps — such as county, city or census
tract profiles showing health status, mortality, the
population’s use of hospitals and health resources
— and utilization profiles according to service,
patient characteristics, conditions, and proportion
of community served.

It is assumed that any such information system would
build in its own evaluation process and would con-
tinuously re-cycle on the basis of experience, new health
research and planning needs, and new computer tech-
nology

You will note the heavy emphasis placed on staff
activities. One important thrust of their work would be
to inventory and catalogue data sources and computer
hardware resources in the region, and to evaluate com-
puter software packages. Another set of functions would
telate to improving the quality of the data, by
egotiating format compatibilities, and promoting
aoption of common definitions. Again, staff would
help negotiate inter-agency agreements for data sharing,

and promote common efforts to contract for or in other
ways gain access to commonly needed new data, such as
from small area population health surveys. Finally, the
broker system staff would provide direct research
services, such as file-merging operations, and would
furnish regular monitoring reports on health and social
indicators requested by users. However, it was assumed
that the system would not require its own computer
facilities at least in the foreseeable future, but would
contract for the use of the necessary resources.

Why a System of Sub-Systems?

A coordinating mechanism between independently
organized information sub-systems rather than a central
data bank was dictated by users’ requirements for
flexibility, quality, and privacy — as well as by the state
of computer art. I will touch briefly on these points.

Flexibility.—Health researchers need to tap data
flowing from many sources. Although much of it comes
from the operational and management reporting systems
of institutions and programs, it is important to remem-
ber that despite the overlaps between the specific types
of information required for good research and good
program management, there are usually marked dif-
ferences in the characteristics of the data required for
these different purposes. For example, instant on-line
inputs and retrieval are hardly necessary to provide data
for studying the effectiveness of appointment systems in
following no-show cancer patients, yet can be invaluable
for actual appointment scheduling. Above all, the
particular characteristics of the data a researcher needs
usually changes with every new problem he addresses.
For each study he may need not only different types of
data, but different geographic breaks, frequencies -of
data updating, degrees of individual patient identifica-
tion, etc.

At an even higher level of generality, maximum flexi-
bility is imperative in a system designed to serve the
information needs of policy makers. There can be no
fixed solutions to the problem of providing health in-
formation since both needs and solutions are dynamic
and ever-changing. Many methods of care and facilities
for treatment we regard as essential today will be
obsolete or unnecessary ten years from now. New
methods of payment will be adopted. New health
professions will emerge. Information to serve research
and policy makers must therefore, above all, be designed
to anticipatc and to accommodate to change. A network
of sub-systems permits this.

Quality.~In view of the massive data base required
and the large number of files that might need to be
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tapped for all the various types of health delivery system
evaluation that might be desired now and in the future it
would be sheer fantasy to expect that any one central-
ized system could incorporate them and manage their
updating and quality control. Nor would that be pro-
gress. [t is far more desirable that each organization have
a genuine and active concern within itself to continually
improve _its own information management, while taking
due cognizance of the needs and requirements of others.

Privacy.—The privacy issue was another major factor
in recommending a broker system where every agency
would maintain custody of its own files. Clearly, data
sharing is an area fraught with fears and ambiguities —
where the power of information can be used on in-
dividuals and institutions alike for good or ill. And
where the conclusions as to what is good and what is il
depend very much on who is making them, and under
what circumstances. Or, more succinctly, whose ox is
being gored. Confidentiality of information about insti-
tutions and organizations relates clearly to issues of the
confidentiality of their actions and effectiveness. The
Boston study, as the better part of valor, resolved these
issues by recommending data be limited to that which
could be used in aggregated form, and by promoting
specific inter-agency agreements on data sharing
designed with appropriate legal consultation. After the
system had proved itself and appropriate controls
designed, moves might be made towards more specific
sharing of fine-grained data. ,

Computer Limitations.—A huge, centralized data
system incorporating many files presents problems not
as yet adequately solved by computer science. With long
lead times for design, by the time such a system goes
into operation it is apt already to be behind the state of
the rapidly changing computer art — to become a vastly
expensive antique. Such disasters have occured regularly
in the urban information systems so hopefully installed
in the late 60s. The M.I.T. computer scientists on the
Boston study recommended instead, careful develop-
ment towards a network structure among participating
programs, where hopefully in the future a varety of
computers of different types and sizes, with different
hardware and software configurations might be able to
talk to each other under the control of appropriate
permissions. They expect that the next decade may well
witness revolutionary software and hardware break-
throughs to make this possible.

Who Plays the Role of the Broker?

Undoubtedly this is at once the most sensitive and
the most crucial question to be faced in implementing
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this model or any other cooperative health informyg,
system. The answer will determine whether the Sysk:m
ever actually gets funded and into operation; thth?
those who generate the necded data will, fac:
contribute to it, and finally, whether it will truly Sené
the purposes of research and policy guidance for whig
it was designed.

The National Center for Health Statistics, which 4
you may know has recently published a description ofy

model for state centers for health statistics, states 153

cardinal premise the absolute need for information that

is completely unbiased and authoritative. I quote: “y,
inevitable disagreements on how to deal with healg,
problems must not be confounded by controversy o
the basic facts of the situation. . .This also means that ng
pertinent facts be suppressed. . .In effect, the statisticg]
function must be discharged with high competence ang
cannot be captive to a particular point of view.” Thys
the N.C.H.S. model calls for the information system to
be administratively independent of any one planning
agency, though with strong working relations with all,

But how does one identify an administering agency
which will command the trust and respect of all, in an
environment where knowledge is indeed power — and
where, in almost all programs, worry about loss of power
is the name of the game? If there is an answer at all to
this auspices question, I suspect it will be a different one
in each region or state. Some possibilities to be con-
sidered are:

e ageneralized state statistical center,

¢ some other state agency (possibly the university),

e aregional commission or center,

» aquasi-public information authority.

In addition to auspices, many important questions of
staffing and function, of cost, and of the cost-benefit of
such information systems remain to be explored. If
Congress does now authorize the funding of experiments
in cooperative health information activities perhaps you
can all soon begin learning by doing. Certainly the
failure to develop satisfactory efforts along these lines
can only mean the continued burden of handicap t0
those who try to measure the successes and failures of
our operating programs and thus to give the public the
most value for its health dollar.

lPeter J. Henriot, “Political Questions about Social Indi-
cators,” Western Political Quarterly, Vol. XXIII, No. 2, Junc
1970.

2Moynihan, Beshers, and Cydel. Problems and Perspectives in
the ‘Design of a Community Health Information System (U.S.
Public Health Service Contract PH 110-234), Joint Center for
Urban Studies of M.I.T. and Harvard, Feb. 1969.
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The Northern New England Regional Medical Program
Health Planning Data Base

JOHN E. WENNBERG,M D.

' Those of us involved in Regional'Medical Programs -~

gre continually reminded that health planning, without
on adequate data base, is more of a visceral than a
cerebral process. We are often asked to support solutions
which clearly are proposed without proper identificatior
of the problems involved and are usually made without
reference to other priorities. To a very large extent, our
informational base for planning decisions in health is
limited to impressionistic, non-verifiable opinion com-
monly arranged or provided by parties advocating a
particular solution. Under these circumstances planning
decisions run a high risk of being - at best-irrelevant.

A prospective population-based health information
system appears as a particularly attractive solution to
our data problems. As you have heard today, the
necessary technology is not obscure. In fact, it has been
available for some time. Why, then, does it remain
generally unimplemented? The reason for this cannot be
simply cost; it can be convincingly argued that health
information systems could more than pay for themselves
by providing the informational base for wise decisions. A
more probable obstacle to establishing prospective in-
formation systems derives from the direct lack of utility
of the system to the provider of the data. To provide
accurate data is a bother and the effort to produce it
must be either rewarded or required by law. Under our
existing pluralistic planning and management systems,
good planning is neither strongly rewarded nor required
by law. Under these circumstances the establishment and
maintenance of prospective health information systems
ae expensive - probably intolerably expensive - in terms
of currently available management and pursuasive
energies,

If the current Regional Medical Program and Com-
prehensive Health Planning legislation docs not contain
}he mandate necessary to promote prospective health
information systems, is there an alternative approach
which can begin to achieve the data base necessary for
Planning and management systems? I think the answer is
% qualified Yes: under certain circumstances, Regional
Medical Programs can establish an ad hoc but systematic
%ta base which minimizes administrative inconvenience
“f Participating institutions and is at the same time
bighly useful to its own planning and evaluation

| Purposes, 1o Comprehensive Health Planning and other
o §

dlth agencies. In addition to the immediate utility of

e data, establishment of ad hoc systems affords the

opportunity to accumulate experience with the technical
and management problems of developing large data
systems. It also allows one to evaluate the utility of
components of the system. This should be of value to
the future development of prospective, population based
health information systems which, I think, clearly will
be given central roles as part of the management struc-
ture of a national health insurance system.

The immediate purposes of the Northern New England
Regional Medical Program data base are to provide in-
formation for health problem identification and program
planning, evaluation and management. It supports plan-
ning efforts at the areawide and state health planning
levels. A primary customer of the system is therefore the
Vermont Comprehensive Health Planning Agency.
Contractual arrangements have been made with that
agency to supply them with necessary information. The
data base also supports planning and operating activities
of the Regional Medical Program, including primary care
activities and disease control and continuing education
programs. Finally, certain features of the system have
been of use to operating health agencies and in some
instances to planning agencies outside of our area. For
example, aspects have been utilized by Vermont Planned
Parenthood, The Province of New Brunswick in Canada,
The Maine Regional Medical Program and the Maine
Facilities Planning Council.

Basically the data system provides a characterization
of the health system in terms of:

1. the communities being served in demographic,

socio-€conomic environmental terms;

2. the manpower, facility and dollar resources of the

health delivery system;

3. utilization supply and distribution aspects of th

health care system; :

4. outcome, as measured by morbidity, mortality and

patient satisfaction.

The major products are planning documents and
status reports covering the above mentioned areas.
Examples are available from the Program office on
request.

Establishing the data base has required a major effort
which cannot be systematically reported at this time.
However, 1 would like to elaborate on five important
features of our approach: (1) choice of the New England
town as the geographic base; (2) strategy governing
collection of data; (3) resume of the contents of our
data file; (4) approach to data processing; (5) approach
to data analysis.

The geographic region covered by the data base in-

cludes the entire service area of the Northern New
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England Regional Medical Program. However, in
designing our approach, we wished to use the smallest
feasible geographic unit that was available. The New
England town turned out to be nearly ideal - for the
following reasons: (1) it appears in the census; {2) most
unit records in the region (for example hospitals and
vital records) contain the individual’s town of residence -
thus utilization rates can be calculated on a town basis;
(3) there are a total of 356 distinct towns in the region -
251 towns and gores in the State of Vermont - 51 in the
three counties of upper New York - and 54 in con-
tiguous portions of New Hampshire. Populations in each
town vary between 35,000 and 10, with a median value
of about 1500. Thus, using the town as a population
base allows for a large number of discrete geographic
units in the system. This in turn provides great analytic
flexibility.

Strategy governing collection of data: all effort has
been made to avoid duplication of existing data. When-
ever possible, we have used existing sources of data,
either published or existing in unit record files collected
by cooperating agencies:

Existing data includes those collected, processed,
and published by local, state, federal and national
agencies: for example, reports of the Bureau of
Census, National Center for Health Statistics, Amer-
ican Hospital Association, Blue Cross/Blue Shield,
State Health Department and The State Planning
Agency.

Existing unit record files include those collected
by operating agencies and made available to the Pro-
gram by special cooperative arrangements: by way of
example, a three year file of 200,000 patient dis-
charge abstracts obtained from the hospitals partici-
pating in Professional Activity Survey (PAS), the
decade files of the Vermont-New Hampshire Vital
Records and the individual tax returns from the State
of Vermont Tax Department for 1967.

Special collection protocols have been established for
“missing” data. This includes surveys, conducted by the
staff, of hospitals, nursing homes and home health
agency records. It also includes a housechold survey
capability . * '

The avoidance of administrative inconvenience to
institutions in providing data is fundamental to success
of an ad hoc data system. When data collection has
required staff time - such as reviewing unit hospital

*While an integral part of the “data base™, this paper does
not discuss the NNE/RMP social survey capability.
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records - we have used part-time Regiona) Medicy] | %
gram personnel under close core staff supervisioy. Und?
these circumstances cooperation has beep “Car]q
universal, d

While much of our data base spans more thay one
year and is updated periodically, the costs involveq .
ficlding special utilization surveys led to a decision to
restrict (at least initially) the complete utilization file 1
the calendar year 1969. Informational items Correcteg
through special protocols have been kept to a minimyp,
These include patient record number, age, sex,
diagnoses, procedures performed, length of stay, date of
admission, type of insurance, referring and attending
physicians.

Resume of Content of Data Files: Currently, our daty
files contain the following information:

1. Utilization review: hospitals, nursing homes ang

home health agencies.

A complete review - based on unit records - of all area
hospitals for the year 1969. 68,000 records were taken
from PAS and 29,000 collected by staff review of the
hospital records. In addition, referral hospitals in Han.
over, Albany and Montreal have been reviewed.

A complete 1969 review of all area nursing homes,
(85 homes, and 4,000 records).

A complete review of area home health agencies (45
agencies, and 8,000 records).

2. Vital records:

Through excellent cooperation with the Vermont,
N.H. and N.Y. health departments, decade files of birth
and death records have been established. Mortality data
is a particularly useful source for defining major health
problem areas for measuring outcome.

3. Manpower file:

Hospitals staff listings have been obtained from all
institutions of the region. Health Department and
AM.A. registries are being utilized to classify physicians
in the region by locality of practice, specialty training,
age, board certification etc., both on a current and an
historical basis.

4. Facilities:

In cooperation with the Tri-State Regional Medical
Program, special inventories of hospital facilities
throughout the region have been completed with the
following areas being stressed; coronary and intensivé
care, emergency care, stroke care, radiotherapy and
chronic pulmonary care.

In addition, published data encompassing facility
staffing, size and location as well as cost data have beet
compiled from a variety of secondary sources for hos:
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5. Socio-economic and environmental:

Arrangements have been made to secure 1970 census

1apes containing available processed tables. This will"
establish age-specific population rates on a town basis.
of particular importance is intercensal estimates on a

jown and other small area basis. Work has been com-
pleted in conjunction with the State Health Planning
Agency personnel to construct inter-censal population
age-sex structure for towns and counties.

Indicators of economic status are being constructed
through the use of income data. In conjunction with the
state Tax Department individual income tax returns
have been analyzed by town, occupation and industry to
provide an economic profile of the State and its sub-
divisions.

6. Published data:

For example, complete set of reports from the
National Center for Health Statistics.

Approach to Data Processing. Routine reports
prepared by agencies and organizations in the health
field rarely provide direct answers to specific questions

" as they arise in planning, management and evaluation
“activities within a local or regional context. Processed

data, organized and tabulated according to external
dictates, is often irrelevant to immediate concerns. The
limited utility of reports furnished hospitals by the Com-

- mission of Professional and Hospital Activities (PAS)
1 and of publications of state and federal health depart-

ments reflect the series of compromises that must be
made in developing multi-purpose reports. From several
standpoints, the most effective method of information
storage is raw data on individual cases. This is particular-

o ly true when efficient storage and retrieval methods are
“ available.

Accordingly, the RMP has devoted a significant effort

“to the development of individual case files. Because

secessible data derives from diverse sources, a number of

- Pompatibility problems have been encountered. These
- Tange from differences in coding of such items as sex and

age to problems in format design and basic character
configurations. As an example, sources of data include
magnetic tape obtained from PAS (Minneapolis Honey-
well), Vermont State Government (General Electric) and
New York Health Department (Burroughs). To solve
these problems generalized recoding and formatting pro-
grams have been developed.

Approaches to Data Anafysis.—The usefulness of the
data base relates to 1) the completeness of each file (for
example, one year of hospital experience for the total
population) and, 2) the inclusiveness of the system in
terms of the large numbers of separate data files contain-
ing relevant health data. This enables (for example)
correlations between demographic and environmental
factors in health status. Much of the analysis undertaken
by the RMP has been computer based and allows for the
study of complex relationships between “input” and
“output” variables. Examples of correlation analyses
that are possible include relationships between per capita
income, admission rates, death rates, infant mortality
rates, expenditures for medical care, procedure rates,
etc.

While a number of general statistical programs have
been adapted, we have also developed a series of new
an innovative types of health system analysis. Of
particular note is a program designed to characterize
total utilization and allocation of medical resources
relative to the patient service areas of particular insti-
tutions. This includes resource allocation rates in terms
of admissions, patient days, beds, dollars or skilled man-
power. Because virtually all utilization experience for
each town in the region is known, these rates describe
the total experience of the population, Thus, for the
first time, an accurate estimate, based on a small popula-
tion, is possible: this includes total cost for institutional
care, procedure rates, bed utilization and beds available
rates, etc.

During the next year, the NNE/RMP will complete a
number of reports for areawide and state planning
purposes. I hope that the next time I repost to you on
the data base we will have much more to say about the
effect the data has had on the planning process.
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Measuring Changes in Knowledge

WILLIAM R. CRAWFORD

Sometines the measurement of knowledge seems to
be a st :htforward procedure. Perhaps that is true
when ore is interested in measurement of simple recali
of basic iformation which has been memorized. How-
ever, siiiile recall of basic information is usually not
sufficier: for measuring the achievement of educational
objectiv:+ in areas as conceptually complex as medicine
and the :Ylied health professions. In most cases we are
interest.! in assessing changes which are related to the
ability t.- :pply principles, solve problems, and iuterpret
data, to -..me only a few. Clearly, these complex intel-
lectua] {1i.ctions cannot be assessed with instruments
designe. 1o provide an estimate of the number and kind
of meirorived facts which can be recalled.

How, then, can we approach the greater problem of
measurii:; the ability to engage in more complex intel-
lectual {nctions? The obvious first step is to define
what tiw2 functions are, why thev are important, and
how ..y relate to specific tasks which must be per-
formed ¢y the job. Defining these functions is a major
Operaiion, and an essential step before specific
measurcnent instruments can be developed. The second
ftep Is to take these definitions and transtate them into
Wstruinents which can validly and reliably mcasure the
functic: 5, and which will produce meaningful data. Con-
turrent with the development of the instruments one
Must dvoJop a procedure for scoring and a plan for
porting and interpreting the scores.

CAl : . . . :
‘mf‘ow,,mg is a brief outline of the topics covered in
sEJS Sussion of the workshop, each of which was con-
dere

It more depth in the working session.

Multiple Choice [tems

A. Advantages
1. Some tusk clearly defined for each examinee
2. Large sumple of items permissible
3. Scoring keys are standardized
4. Easy to score
B. Disadvantuges
1. Requires recognition of correct response, not
produczion of it
2. Permits guessing
. Difficult to construct
4, Task is completely structured

w

Measuring Changes in Clinical Performance

BARBARA J. ANDREW, Ph.D.

The health profession:’s ability to solve clinical
prablems has long been regarded as one of the most
important dimensions of quality health care delivery.
Yet because of its complexity and the challenges which
it presents for quantitative measurement, clinical per-
formance has not been as widely used as a criteria for
evaluation as its importance would suggest.

Clinical performance is essentially a problem solving
process which involves:

1. knowing what data are relevant;

2. gathering the data;

3. analyzing the data and evaluating their relative

importance and significance;

4. synthesizing the data into conclusions;

. knowing about available health care strategies;
6. selecting and applying the most appropriate

strategies; ,

7. evaluating the effectiveness of the strategies;

(93]
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8. making whatever changes in health care strategies

which are needed.

Speanic cnnical problem selving activities can be
classified as primarily diagnostic or therapeutic in
nature. That is, while diagnosis and therapy are inter-
dependent components of clinical problem solving, some
health professionals have primary responsibility for
diagnosis, while others are concerned with suggesting or
administering therapeutic procedures. Still other health
professionals, such as the physician, are responsible for
diagnosis as well as therapy.

The measurement of clinical performance can focus
either upon the entire problem solving process employed
by a specific health professional or solely upon the
frequency with which certain behaviors within the
process are observed. In measuring changes in clinical
performance to determine the effectiveness of particular
experimental treatments, the decision to observe the
entire problem solving process or only some specific
behaviors within the process will be a function of the
purposes of the study and the hypotheses which have
been stated.

The validity of clinical performance measurement
will, of course, rest upon the quality of the instruments
which are devised to record the problem solving be-
havior. The following procedures should be followed in
the development of such instruments:

1. the clinical skills to be measured are identified;

2. criteria for evaluating these skills are developed;

3. the criteria are stated in terms of specific clinical
behaviors;

4. a method of scoring is developed which is logically
appropriate to the skills being measured;

a. the assignment of differential scores to various
levels of performance should be clearly defined
and require as little subjective judgment of the
rater as possible;

b. scoring intervals need to be sufficiently
sensitive to permit the discrimination of dif-
ferent levels of clinical performance;

5. prior to establishing the validity and reliability of
the instrument, extensive pre-testing is undertaken
to determine its usability and capacity to measure
all relevant aspects of the specific clinical skills;

6. if the instrument is to be used by a rater who
observes an actual or simulated clinical setting, it
should not attempt to measure more than can
reasonably be observed and recorded by a single
individual. [If two or more simultaneous
dimensions of clinical performance are to be ob-
served, additional instruments can be developed
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and used by different raters (e.g., NON-verhy
well as verbal interaction during history [ﬁkim{}?
7. finally, the validity and reliability of e ins;;j
ment are estimated. (In instances where the !i
strument has been designed for use by ragor 5
observe clinical performance, sufficient training 1,
improve inter-rater reliability should be unde;.”
taken). ‘

The selection of appropriate validity and reliabilip, '

estimates depends upon the nature of the measuring fy, -
strument itself and upon the purposes for which tegj;
data are gathered (3).

ance. This procedure necessitates the refinement ang

careful definition of the skills to be measured and cate. -’

gories for recording performance, as well as the training
of observers so that acceptable inter-rater reliability can
be achieved.

When the measuring device consists of a paper and
pencil test of clinical performance or the simulation of 3
clinical situation, comparability of forms and compar

isons over time offer the best cstimates of reliability,

Estimates of the test-retest reliability of simulated
clinical performance test are complicated, however, by
the fact that these simulation tests permit the examinee
to receive feedback from his selections and, hence, to
some extent constitute a learning situation. Even if the
time interval between test administrations is lengthened
to enhance forgetting, one cannot control intervening
variables which might improve the subjects’ problem
solving skills.

Since in measuring changes in clinical performance
one is primarily interested in determining the degree to
which the health professional possesses certain clinical
problem solving skills, the use of criterion-related valid-
ity is somewhat less pertinent than is construct validity.

The establishment of construct validity can be under-
taken by hypothesizing outcomes of performance for
various groups on the problem solving test, and sub-
sequently administering the test to determine whether
the hypothesized outcomes occur. In instances where
other tests of the same clinical performance exist, the
correlations between the test being developed and th_e_Se
other measures should be estimated.

Regardless of the kinds of validity and reliability ™

which are considered appropriate for a specific measure
of clinical performance, the subjects on whom validity
and reliability studies are conducted should closely
resemble the population for whom the test has been

Crs by

3
In estimating the reliability of observation devigs

one needs to determine the correlation among the ey}, -
uations of several raters of the same clinical perforp, -
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desigﬂem in terms of their composition and relevant
‘Characteristics.

“fwo general approaches to the measurement of
dinical performance may be taken: 1) the direct ob-

- gvation and measurement of actual or simulated
“linical situations; 2) the indirect measurement of actual

or simulated clinical situations.
" The advantages of evaluating actual clinical situations
result primarily from the difficulties in simulating some
of the complexities and spontaneous aspects of actual
p;oblem solving settings. For example, the clinical per-
formance of some medical technologists requires the use
of actual specimens, thus rendering observations under
gmulated conditions considerably distorted and of
limited value. This same difficulty is posed by the use of
smulated patients from whom the physician could take
s history and perform, in some instances, a physical
examination, but on whom it would be impossible to
perform  laboratory procedures not only because the
obtained data would be inconsistent, but because of the
understandable unwillingness of subjects to undergo
such experiences. Thus, the use of simulated clinical set-
tings restricts to some extent the range of skills which
¢can be measured.

However, since the measurement of clinical per-
formance is generally for the purpose of assessing the
gffects of an independent variable upon clinical problem

solving behavior, or to make comparisons among individ-

uals regarding their clinical competence, the use of
actual clinical settings may pose difficulties in obtaining
uiform testing conditions and in securing adequate
mimbers of subjects. Thus, if one wanted to measure the
effects of an instructional film on the management of
hypertensive patients in a hospital clinic one would need
a sufficiently large patient population randomly assigned
to clinic physicians in order to permit valid conclusions
to be drawn. ,

The decision to employ either direct or indirect
measurement of clinical performance in actual or
simulated situations will usually be based upon a number
Of considerations such as: 1) the kind of clinical skills to
be measured; 2) the availability of subjects and ob-
Servers; 3) the number and extensiveness of the clinical
sills to be measured; and 4) the amount of time
Tequired for gbservation.

_Peterson’s study of North Carolina general practi-
toners (28) represents perhaps the most comprehensive
atfempt to measure physicians’ clinical problem solving
skills by direct observation of an actual situation. The
O,bservation forms developed by Peterson and his col-
“dgucs measure the physician’s skills in history taking,

physical examination, laboratory procedures, and
therapy. Particularly relevant to measurement of this
kind is that the evaluation of clinical performance be a
function of specific disease entities and the diagnostic
and therapeutic procedures which are indicated for each.
Thus, the validity of the conclusions drawn from this
kind of measurement depends not only upon the ap-
propriateness and sensitivity of the observation forms,
but upon the clinical competence of the observer who in
an actual situation must not only record physician be-
havior, but must develop his own diagnosis in order to
evaluate the appropriateness of that behavior to the
particular clinical problem.

While the direct measurement of a physician’s
complete management of a clinical case results in a more
comprehensive evaluation of physician performance,
some studies have focused upon specific components of
patient management (2, 14). Foster and Lass (14}
will soon be reporting procedures for the measurement
and evaluation of patient interviewing. The measurement
of patient interviewing skills can emphasize content
(how much and what kinds of information are elicited)
and/or process (the techniques used to elicit informa-
tion). In order to measure the process of patient inter-
viewing one needs to: 1) identify those dimensions
which will account for all possible aspects of interaction;
2) determine whether these dimensions are essentially
verbal or non-verbal; 3) develop observation forms which
provide sufficient scope and flexibility to permit the
recording of relevant aspects of communication and
interaction.

Barrows and Abrahamson (4) have reported the use
of trained actors to simulate patients with neurological
disorders in order to measure history taking and physical
examination skills. Aithough the use of the programmed
patient imposes limitations upon the kinds of disorders
which can be simulated, the pre-determined nature of
the medical setting permits more accurate evaluation of
the extent to which pertinent data have been uncovered
by the examinee.

In a somewhat different approach to measuring
competence in data gathering and analysis, Cline (7),
Langsley (19), and Levit (22) have reported the use of
motion pictures to assess observation and interpretive
skills. The films which consist of a history and physical
examination show a wide range of signs and symptoms
which are both pertinent and non-pertinent to the
formulation of a correct diagnosis. The data is presented
with equal emphasis and in such a manner that the
examinee must analyze all data, make judgments about
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their relative significance, and draw conclusions con-
cerning the nature of the patient’s illness.

The medical audit, which in essence is an a posteriori
evaluation of the clinical management of an actual case,
has been the subject of numerous articles
(5,6,20,21,26,27,29,30). Such a process requires the
careful establishment of criteria by which the medical
record isevaluated and the training of medical specialists
who will serve as auditors of the medical record. There is
the danger, however, that onc may be measuring the
accuracy and completeness of the medical records them-
selves, rather than the clinical performance of physicians.

Yet another indirect evaluation of clinical problem
solving is the so-called “‘patient management problem” -
a written simulation of a clinical case which measures
data gathering and interpretive as well as decision-
making skills (10,16,25,31,33). Although its use has
been reported primarily with physicians and nurses, its
applicability to other health professionals appears
feasible. The problem-solving exercise is initiated by a
brief description of the patient and consists of “a series
of sequential, interdependent decisions representing the
various stages in the management of the patient” (25:1)
in which the results of cach decision are given in the
form in which the health professional would receive
them in an actual clinical setting. Moreover, the problem
not only allows the examinee to make a wide range of
decisions from very harmful to very helpful, but forces
him to deal with the consequences of his decisions by
presenting additional choices through which the
examinee can either correct or further compound his
mistakes. Allowances are also made, where applicable,
for the use of more than one acceptable diagnostic or
therapeutic procedure.

The following selected bibliography has been included
so that individuals wishing to do so may further explore
the literature on clinical performance measurement.
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Transcript of Workshop—Remarks by Moderator
ROBERT R. CARPENTER, M.D.

DrR. CARPENTER: Thanks to Mitch Schorow, I
found an interesting book, published in Boston in 1917
by E: A. Codman. It’s called “A STUDY IN HOSPITAL
EFFICIENCY, A DEMONSTRATION BY THE CASE
REPORT METHOD OF THE FIRST FIVE YEARS IN
APRIVATE HOSPITAL.”

It says by way of foreward that this hospital has for
sale a product of a standard which is to be described on
pages 12 through 63. It aims to be a $100 hospital with
4 $100 surgeon.

The volume is dedicated to Richard Cabot because
Dr. Codman respected his motives and admired his
courage and energy though he heartily disapproved of
some of his opinions and methods. “He seems to want to
reform the profession from the bottom whereas I think
the blame belongs at the top,” says Dr. Codman.

The case report is subtitled “A Practical Illustration
of the Fact that It’s Possible to Use the End Result
System in a Hospital.”

And the first page I think suggests how little progress
we have made since 1917: “The trustees of our chari-
table hospital do not consider it their duty to see that
good results are obtained in the treatment of patients.
They see to it that their financial accounts are audited
and they take no inventory of the product for which
their money is expended.”

“It is against the individual interests of the medical
and surgical staffs of hospitals to follow up, compare,
WMalyze and standardize all their results because (1) it is

scldom that any individual’s results are sufficiently
better than those of his colleagues so that he would
desire such comparison. Perhaps the results as a whole
would not be good enough to impress the public very
favorably. (2) An effort to thus analyze is difficult, time-
consuming, troublesome and would lead, by pointing
out lines for improvement, to such onerous committee
work by members of the staff.”

“Neither trustees of the hospital nor the public are as
yet willing to pay for this effort.”

“Although the staff would admit that such follow-up
analysis was a good thing for all, yet each practical man
— and the practical men always hold the power - would
wait for somebody else to do the work.”

And he goes on to point out that the superintendent
would be the last one to undertake this task because he
surely would lose his job.

I enjoyed that 1917 description of what we are trying
to do in Western Pennsylvania in 1970 and I don’t know
that we have come terribly far in our ability to measure
health status and particularly any change in health status
attributable to any of our efforts to improve what we
are doing.

Yesterday we heard the public and the Bureau of
Budget — good morning, Dr. Fox — ask for health status
outcome measurements. [ think RMPS asked for end
results but not really health status end results. They
were asking for lower cost and better distribution of
care which is significantly different than outcome
analysis going to end results.

I was interested in this workshop above all of the
others. Since I am interested in the Regional Program as

61

i
i
|
i
i
|




a way to improve health, | want to know how to
measure health and its improvement.

I think we have an unusually talented group with us
this morning to help us do this. The speakers who will
enter into discussions with you off and on during the
morning have spent a good many years measuring health
status; I look forward to learning a great deal from them.

They are Dr. Henderson, Mr. Shapiro, Dr. Kelman
and Dr. Lewis.

{ want to show you just four numbers as an example
of the problem and promise of end result evaluation. We
looked at the hospitals that serve a community of
200,000 and at the mortality from stroke in those
hospitals. We were surprised to find that patients with
heavy paresis when they were cared for by generalists
died more frequently whether they were male or female
than did patients with the same reported neurologic
signs if they were cared for by internists.

I hoped from this that we could attract the medical
staffs’ interest to more careful care of stroke, attract
interest in helping to understand these results.

We identified some cases that the medical staffs were
particularly interested in reviewing: The patient who
died with a diagnosis of cerebral vascular disease without
any neurologic signs, for instance.

I hope as the morning goes on that we can learn the
value of such measures of outcome as others who have
made them more frequently have seen this value. I hope
that we can find out when it’s worthwhile to make such
measures and how to make them. [ hope we can learn
how to interpret them once we have them. I hope that
we can learn, particularly from Dr. Kelman, the key data
bits that help us to measure and talk about outcome.

And, finally, I hope we can learn how outcome and
process analysis interrelate.

Mr. Sam Shapiro will begin the discussion. He will
describe some of his studies and discuss why and when it
is worth measuring health status.

The Value of Health Status Measures
SAM SHAPIRO

I’'m not sure that I'm going to be dealing with the
questions precisely the way you have outlined them.
What I thought might be useful is for me to give you
some general considerations that underlie the concern
with measurement of health status changes and then use
a few samples principally from my own experience to
illustrate what’s really at stake when you get involved
with health status measures.
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The acceptance of the desirability to determjy
effect of health programs on the well being of 3 p
tion is quite general not only among researchers,
among planners, administrators, and among
responsible for allocation of resources.

ut alsy
thoss

This acceptance moves from a state of passivity g .

worried preoccupation when change is contemplateq g
alternatives weighed in circumstances ranging from 1
highly specific component of health care to the broad
design of organization and financing of health services,

It usually slips back to an uneasy but quiescent state
when the complexities of end result measurement, costs,
and time requirements become apparent.

This is not in the nature of a sharp criticism of the
past. The difficulties of assessing the impact of particula
actions on health status were and still are great. Further,
the introduction of changes affecting the availability,
delivery and economics of health care often could not
and will not in the future wait for hard evidence from
studies of impact.

Similarly for the introduction of some programs
aimed at modification of primary and secondary
prevention of specific diseases.

However, many of the problems and issues we face
are stubborn, and courses of action are not at all certain.
Because selection of an available alternative often
involves commitment of scarce manpower, equipment
and financial resources for which there is sharp com-
petition, implementation faces serious obstacles.

As we all know, these are the considerations that
force many of us to think in terms of demonstration
projects or R & D projects in which operational effec-
tiveness related to costs and manpower is a central con-
cern,

Now, this is fine, but often the question that wil
remain even after a project has been well executed is
whether any health benefits have resulted.

Bypassing the issue can compromise the potential for
moving from demonstration to general acceptance. In
fact, where the effort required for the extension is great,
absence of evidence of impact on health status may well
prevent such extension.

Conversely, availability of evidence of a program’s
health benefit can stimulate widespread consideration of
early implementation.

I want to emphasize that many programs cannot be
nor need be tested for health benefits although there aré
programs under active consideration today that will b¢
plagued by doubts and challenges until the issue of
health benefits is dealt with effectively. Just to mentiont
a few: early disease detection through automated multi-
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nasic health testing; intervention aimed at modifying
jfe styles in order to lower prevalency of risk factors for
articular  diseases; altering medical care systems to
petter respond to the need for care; and so on.

[ want to move away now from general statements

jhout the interest that exists in health status and end

result measures and offer a framework for considering
what is involved when we become concerned with such
measures. This will be followed by a discussion of several
projects that vary in aims and in the hardness of the end
result criteria being used.

For purposes of this discussion, the term ‘health
are” includes the range of services available, the person-
el and facilities of providing them, and the conditions
that affect their receipt, such as organization, costs, and
methods of financing them. The term “‘end-result” refers
to some measurable aspect of health status which is in-
fluenced by a particular element or array of these
dlements of medical care.

By definition, comparison is an essential element of
end-result research, and the variable of interest is some
identifiable aspect of medical care. Ideally, all other
parameters of the end result being measured are to be
controlled so that they don’t influence the comparison
involving medical care differences.

This condition is not often present, and less certain
alternative methodologies may be required.

For example, useful conclusions about end-result ef-
fecis can frequently be reached from comparisons
between population subgroups for which some, but not
all, of the significant intervening variables are identi-
fiable.

Before-and-after studies in a population experiencing
changes can be a potent methodology, provided, how-
ever, there is assurance that other circumstances not
related to the change being tested remain reasonably
constant.

Judgments regarding quality of medical care in terms
of end results may also be made by determining that
medical care associated with a designated end result is
being provided in a manner that leads to the known end
tesult, This type of research depends on fairly complete
knowledge of the circumstances of the end-result study
that demonstrated the end-result effect and its ap-
Plicability to the situation under scrutiny.

For example, assume that a screening program leads
to earlier diagnosis of conditions A, B and C and that
With appropriate followup and treatment, disability
from these conditions, or mortality, is reduced. Then,
inferences about medical care related to screening in a
Particular medical care setting cam be made through an

examination of the availability of screening, its utiliza-
tion, and the followup and treatment of conditions
detected. Each of these components must be looked at
critically to arrive at a conclusion.

In the case of utilization, a hard look at performance
in a medical care setting will go beyond the overall rate
of utilization and will examine the extent to which dif-
ferent segments of the population avail themselves of the
screening program. The objective of this closer look is to
have a basis for estimating the impact on health that
might be expected from the program as it is being
implemented. The end result of the program would be
quite different if known high-risk groups appeared for
examination than if utilization were concentrated among
the low-risk groups.

Another example is follow-up. Follow-up is de-
pendent on the behavior of both the patient and the
personal physician. As those engaged in screening pro-
grams know, one of the more difficult problems is to
motivate the patient to seek appropriate follow-up care
and to have the physician receiving the results of the
screening examination pursue positive findings agressive-
ly. Without knowledge of success in these areas, little
can be said about the likely effect of the screening pro-
gram in a particular setting.

Now, similar types of questions can be structured for
availability in terms of the organization and conduct of
the screening program and for treatment in terms of the
methods that are being practiced.

In short, the application of what I am referring to as
an indirect approach in end result studies will often not
rest on a “presence” or “‘absence’” determination but
will depend on a careful determination of the appro-
priateness of extending the results from direct studies to
other situations.

Despite these complications, the indirect method
should have a great appeal. It does not require the ob-
servation of two groups for later comparison, and the
study can usually be carried out relatively quickly. Often
conclusions can probably be based on the existing in-
formation and modest extensions of it. The difficulty, of
course, is that the indirect approach must wait for
evidence from the direct method, and this has been a
long time in coming.

I want to turn now to a few projects in which end-
result evaluation has and will be figuring very prominent-
ly.

The first project concerns the categorical disease of
female breast cancer. The procedure being tested is
periodic screening with clinical examination of the
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breast and mammography. The measure is change in
mortality from breast cancer.

This is the situation. It’s generally acknowledged that
screening will lead to earlier diagnosis of breast cancer,
but there has been no evidence that this results in lower
mortality. Costs for including breast examination with
mammography, in particular, are high. And, in fact, in
autornated multiphasic health testing programs where
this procedure is used, mammography is the most costly
single test.

In short, a national effort to screen women for breast
cancer would require massive expenditures and diversion
of equipment and manpower from other health care
activities.

Clearly, to acquire a high priority, breast cancer
screening should justify its value in the most rigorous
manner possible. And as many of you know, a
randomized clinical trial directed to this issue has been
underway since 1963 in HIP under a contract with the
National Cancer Institute.

The main objective is to establish whether breast
cancer screening using mammography and clinical
examinations results in a reduction in breast cancer
mortality. Other objectives relate to the epidemiology of
breast cancer and the search for high-risk factors that
might be useful in future screening programs.

I don’t want to go into the details of methodology.
These have appeared elsewhere. But a few key points are
important for me to touch on in this discussion.

Thirty-one thousand women aged 40 to 64 enrolled
in HIP have been assigned randomly to a study group

and a similar random sample to a control group. Only °

study group women have been invited for screening
examinations. About 65 percent appeared for the initial
screenings.

Three additional screening examinations at annual
intervals were scheduled, and large proportions of the
women with an initial examination have returned for
these.

Control group women continue to receive their
regular medical care.

Screening examinations have been performed at 23 of
the HIP medical group centers. The clinician and radio-
logist record their examination findings and recom-
mendations independently. Later their findings are
reviewed jointly by a physician for final recommenda-
tions. Intensive follow-up to identify breast cancers
diagnosed and mortality is carried out with equal rigor
for women screened, women who refused screening, and
control group women.

All screening examinations have been completed,
at every stage of the investigation when ﬁndings wer
reviewed it was clear that mammography ang C“nim}z
examinations coaiributed independently to the detee.

tion of breast cancer. If mammography hagq beey |

excluded, 31 percent of the cancers would haye
missed during screening. If the clinical examinatjq
been omitted, 44 percent would have been missed.

Further, screening did lead to detection of larger
proportions of breast cancer with no evidence of axillary
nodal involvement — 70 percent — than among the con.
trol group — 45 percent.

Preliminary results on mortality are now beginning 1
be collected and will shortly appear in an article in
JAMA. The findings are highly encouraging. There are
52 deaths due to breast cancer in the control group ag
compared with 31 breast cancer deaths in the total study
group in the period available for follow-up. ‘

The case fatality rates for cases with histologically
confirmed breast cancers reinforce the impression that,
in the short run at least, screening leads to lowered
mortality. ‘ '

These observations are preliminary, and more time is
needed to establish whether the effect of the screening
program is short-term or long-term.

However, the findings do provide grounds for
cautious optimism and it would appear prudent to ac:
celerate efforts to develop and test methods capable of
dealing with the broad demand for periodic breast ex-
aminations that might emerge within a few years.

What I'm describing 'is a progression from very
intensive study involving huge resources, a long period of
time, and dedication of large numbers of personnel to
achieve a result which if sustained can significantly
affect the approach that medical care might be taking to
the whole issue of screening for breast cancer.

Those of you who have been close to this field over
the years know how much disappointment there has
been in dealing with the problem of breast cancer, and
how widespread is the pessimism about the effectivencss
of breast cancer screening.

There is a great deal at stake in this study, and as 1 s¢
it, these preliminary results are placing high on the
agenda a new set of concerns, mainly related to the
question, “what kind of screening pre~--m would be_
required to reach effectively large i - ¢ wein |
the present findings persist?” »
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¢ out a case for
yone will agree
‘spedmm of he:
is jmportant t¢
\HT’s effect on

gialll pe expected
o

] »;ﬂd \'Vell beillg.

Two projects ar
flonger duration

J il Group in!

ery well know
!,]‘16 second phase
"“iﬁs is to demons
be aPPhEd tc
peed, efficiency

ening techniq
Gore accurate ar
Zerformed, and ¢
% bemtional object
#: The other pha

iples of the
qudy and contrc

examination are !
! Morbidity, dit
to be deter
ough periodic
This is an a
tential of pro
periodic healt
mponents of i
‘Anyone whi
aching an ans
sues that have




mgs We[e

ld ChﬂlCa} ]

the dete _

ation }jéj‘di
ed. o
of Ia[gé’l
>f axillary
g the ¢op

ginning t

article i |

There 4
L group a
ntal study

olog1cally
sion thaf,
> lowered

e time iy
Screening

unds for’:
znt to ac-"ly
apable of
breast ¢
s,
rom very '
period of
:sonnel

3 ¢t efforl
ted multi
tifications
t want 0

ake out a case for or against such programs. However,
weryone will agree that AMHT is a costly addition to
the spectrum of health services and most will agree that
it i important to seek out opportunities to assess
AMHT’s effect on health status and on behavior that

might be expected to have a desirable effect on health -

and well being.

Two projects are now directed to this issue. The one

of longer duration is being conducted by the Permanente

Medical Group in California. One phase of that program
is very well known, probably much better known than
the second phase which deals with the end result issue.
This is to demonstrate how automation and computers
cn be applied to improve — and I'm now quoting —
«speed, efficiency, and quality control in multiphasic
screening techniques so that not only more tests, but
more accurate and quantitative measurements can be
performed, and at a lower cost.” All very important
operational objectives.

The other phase of the program includes a set of end
result criteria in the evaluation. Two randomly selected
samples of the plan’s member have been designated
study and control groups. Efforts are made to have the
study group appear for the examination. The control
group is not approached, but those who request an
examination are accommodated.

Morbidity, disability, and medical utilization patterns
are to be determined over a long period of follow-up
through periodic questionnaires and medical records.

This is an ambitious undertaking. But it has the
potential of providing decisive information on the value
of periodic health examinations generally and of selected
components of it particularly.

Anyone who questions the time requirement for
reaching an answer really has to look very hard at other
issues that have come up in the past which have been
plagued by doubts and questions long after the point in

time when it would have been possible to initiate anend

Tesult investigation.

One of the outstanding examples is the Pap smear. It
Is no longer possible to carry out a control study in this
tountry on Pap smear as an effective measure for
teducing mortality from cervical cancer. There are very
few people on the firing line who really raise any
Questions about Pap smear. But if you look at the
sientific literature, there are some very serious ques-
tions being raised about the Pap smear.

The second end result study in multiphasic health
testing recently started at HIP. This project is utilizing
Tepelitive health testing to define the health status,
Practices and attitudes of a defined poverty population

" covering 2 broad age range—12 years and older—from an
_ absolute standpoint and relative to a nonpoverty group

that will also have AMHT.

Action to modify adverse aspects of these health
components among the poor is to be instituted, and
evaluation is in terms of change as compared with what
occurs in the nonpoverty group.

An underlying question is whether through the
AMHT program, and activities generated by it, the
anticipated gaps between the two groups can be nar-
rowed.

A broad spectrum of measures are being developed to
measure health impact. These include changes in im-
pairment of function, immunization status of children,
and complications of disease.

The last project 1 want to describe is in the proposal
stage and is now being reviewed for possible funding. It
concerns sudden death from coronary heart disease.

There is general agreement that until effective
primary prevention methods can be identified and
implemented, significant progress in reducing the in-
cidence of this cause of death will depend on changes in
community practice which bring advances in coronary
care to patients who under present circumstances do not
survive to reach a hospital.

1t is estimated that about 60 percent of deaths due to
acute myocardial infarction occur outside the hospital,
and a great effort is being made to cope with the prob-
lem of rapid response to requests for medical care when
a heart attack is suspected. Also, increasing attention is
being given to finding out how patients and their
families behave when faced with prodromal symptoms.

The proposed project is designed to incorporate these
approaches in a comprehensive action program. It repre-
sents a combined effort of HIP and two of its Queens
medical groups with a population of about 50,000, aged
35 to 74, and HIP’s LaGuardia Hospital which serves
both medical groups.

The goal is to effect more rapid requests for medical
care after the onset of a heart attack or suspected heart
attack and to institute a system capable at all times of a
rapid and appropriate response which fully utilizes
current medical knowledge.

The end result sought is a reduction in the present
high rate of sudden dealth from coronary heart disease.

Basic changes to be made in the health scrvices sys-
tem consist of the following main elements: -

o Patient education. Varied educational approaches
will be made to the entire adult population of the
two participating medical groups and their




physicians with the aim of reducing delays gen-
erated by patients or their families in seeking
medical care for possible acute coronary episodes.
A special target will be individuals at relatively
high risk for sudden death (those with prior CHD,
hypertension, hypercholesterolemia, etc., as iden-
tified through the HIP centralized medical record
system).

e Centralized telephone screening at LaGuardia
Hospital by physicians of calls from all possible
coronary suspects in the population will take place
24 hours a day, 7 days a week. The aim is to
reduce communication delays in bringing the
patient’s symptoms to trained medical attention.

e Operation of a special pre-coronary care area
(PCA) at LaGuardia Hospital for observation of
patients in defined categories, one of which
consists of persons who do not meet usual current
criteria for hospitalization, but who may be in an
early stage of an acute MI not yet recognizable.
The other consists of patients who might be ex-
periencing an ischemic episode not destined to
lead to MI but capable of inducing a fatal ar-
rhythmia.

For purposes of this meeting I think what is of particular
importance is that two types of evaluation have been
planned for. The first is directed at those aspects of the
project that bear on generalizing experience for possible
use by other organized providers of medical care in
Queens and the New York area. Information will
become available regarding the operational effectiveness
of the educational program, communication procedures
for rapid response to patient’s call, training of para-
medical personnel, and the operation of the pre-
coronary care area.

This information would be related to manpower
requirements and costs.

By itself, this would represent an important advance
1 knowledge concerning the modification of health care
systems to reach a patient early when a heart attack
occurs. However, we would still be left with the un-
answered question as to whether the effort involved does
have payoff in reducing mortality.

A second type of evaluation has been included which
“is aimed at answering this question. The approach is to
compare the rate of sudden coronary heart disease
deaths in the demonstration groups with the rate in
other HIP medical groups, and also provision has been
made to compare the mortality situation in the demon-
stration groups before and after start of the program.
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Each of the studies | have described contaip
result criterion. In the breast cancer study we
have the hardest type of evidence. It’s a single
mortality. A randomized clinical trial approacp,
used, and it takes a very unusual set of circumg
make this type of approach a practical one.

The other investigations shade off in hardness
effort is made to maximize the opportunity w

S ap thi
probam:‘

out, to reach sufficiently hard conclusions about the of.
fectiveness of the programs, from the standpoint u;
health status measures, to serve as a basis for futyze
action.

One question that often comes up is whether all o
most demonstration programs should attempt to in.
corporate an end result criterion? I don’t believe

Costs are high. Technical requirements are great. Apg |

frequently the kinds of issues that are being faced ape
not susceptible to the inclusion of an end result measuge.

But in the field of medical care, with all the changes
that people hope will take place over the next decade -
maybe they’re being optimistic about the next decade,
but let’s say the next generation — there are very large-
issues with very large stakes associated with them. My
point is that it is essential to seek out those few sit-
vations where such issues can be investigated effectively
utilizing end result measures and thereby provide the

basis for making judgments that have regional or

national implications.

DR. CARPENTER: Thank you very much. I gather
that hard work makes a man cautious. It seems that you
are an enthusiast for health status measurement under
proper conditions.

I heard you saying that the detailed effort required to
carry out a study significant enough to be generalized
from one hospital to another is very great indeed. You
alluded to an indirect method of end result analysis
which sounded as though it might be more often ap-
plicable to the problems faced by Regional Medical
Program evaluators. In just a moment we will have 3
chance to discuss these and some other issues with you-

Before we go on, it’s worth noting that the man who
is evaluating the evaluation conference is with us—Glen
Hastings from Nassau-Suffolk. Welcome, Glen; we'll be
very careful what we say from here on.

Before we discuss Mr. Shapiro’s paper, Dr. Henderson
will speak to closely related issues. Maureen will discus$
some of the problems of end-results anslysis, particularly
as she experienced these within the framework of the
Maryland Regional Medical Program where she i As
sociate Director of the Epidemiology and Statistics
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MAUREEN M. HENDERSON, M.D.

] propose to review a very different level of research
from Sam Shapiro. One major value of this workshop is
ihe way it illustrates the need for many different dis-
ciplines and approaches in the evaluation of health
services. Mine is a very limited approach within the total
context of health services research and evaluation. As an
epidemiologist, I am most interested and only com-
petent to deal with biological measurements. The end
results I have been looking at in relation to the Maryland
Program have therefore been measurements of mor-
bidity.

I believe it is important to talk about ways of making
these particular measurements because non-epidemi-
ologists are not always aware of the series of con-
founding issues and problems related to their observa-
tions.

I trust those present who are sophisticated in epide-
miologic techniques will bear with the fundamental
levels T am going to discuss.

Let us first consider biologic outcome measurements
“in relation to overall evaluation of regional services. The
two types of measurements consistently used are those
of death and morbidity. We have made very little use of
death records.

In looking at the picture of our total region, we have
been using case fatality rates. The latter are of limited
use now for two reasons: (1) there have been great
changes in denominators—the census population from
1960-1970 and (2) death rates have been at a standstill
for the past few years.

In terms of disease or morbidity we are looking at the
prevalence and severity—that is, the distribution of the
frequency and severity of disease as we see it in the
tegion. We are also looking at aggregations of disease—
that is, multiplicity of disease problems in patients who
are found at points on each disease spectrum.

One good example is the presence of cardiovascular
diseases and diabetes mellitus in stroke patients with
mild or serious neurological deficits.

The greatest amount of the data we are currently
studying comes from hospital in-patient records. I think
it is appropriate to speak mostly about hospital in-
patient records today because I am sure that most
fegional programs use these as their major source of mor-
bidity data.

Let me briefly describe the collection of the informa-
tion I am going to show. We took a random sample of
admissions to every short-term general hospital in the
region during a 12-month period just before the regional
medical program began. The data, therefore, describe

" patients and procedures in every ‘‘acute” hospital

whether or not it prepares its own statistics or has easily
accessible records. In most other morbidity surveys, in-
formation is collected only from hospitals with viable
(for research) record systems.

The Maryland Region includes all of Maryland except
Montgomery County and includes York County, Penn-
sylvania.

The specific medical records reviewed in our sample
were identified by our own staff and abstracted by
trained medical abstractors under constant quality
control and surveillance. Standardized abstracting forms
and procedures were used.

The measurement data collected were specifically
selected to:
1. get estimates of need;
2. look at the secular effects of the total program and
of individual programs;
3. insure proper comparisons in assessing needs or
effects.

The last purpose is one Sam Shapiro spoke about very
briefly and one on which 1 would like to enlarge. When-
ever you examine an effect or an end result in different
time periods or between different groups of poeple or
different geographic areas, you must be sure that you are
comparing like with like. The original numbers that Bob
Carpenter presented draw attention to this point, and
because he mentioned that he was going to show those
particular stroke data, I brought some of our own stroke
data to illustrate and amplify this point.

This slide describes short-term general hospital dis-
charges in the region of Maryland before the Regional
Medical Program began. It shows annual case fatality
rates from four hospitals. The rates are estimated from
our sample. They vary enormously from 16 percent to
60 percent between the four hospitals. Just looking at
the total numbers, you might infer that the hospitals
seeing thé most stroke patients give the best care and
have the lowest case fatality rate. But in Maryland there
is a great difference in the patients admitted into dif-
ferent hospitals. The easiest and quickest way to
describe patient differences is to look at the racial dis-
tribution. The next slide shows how proportions of
black and white patients differ from one hospital to the

next.
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The next slide shows one of a whole series of analyses
to identify truly comparable groups of patients. With
comparable groups of patients we can begin to look at
the outcome of care in different groups of hospitals.

In this analysis we divided all “immediately ad-
mitted” stroke patients according to the severity of their
condition on admission. Classes of severity are in ranking
order and are exclusive. The worst class included all
patienis who were not conscious; the second identified
those who were conscious but had swallowing difficuity.
The third identified those with speech problems who
were conscious and could swallow. The fourth category
includes those with none of the three more severe con-
ditions. Looking separately at the data for white males,
white females, non-white males, and non-white females,
you will see that 20 per cent of the white males were
unconscious when they were admitted; fifty per cent of
the non-white males were unconscious when they were
admitted; thirty per cent of the white females were un-
conscious; and fifty per cent of the non-white females.

If you go to the other extreme and look at patients
with no severe conditions, you will see 50 per cent of
the white males; 30 per cent of the white females; none
of the Negro males; and 20 per cent of the Negro fe-
males. These data may, of course, mean that blacks and
whites have different diseases; that we are dealing with
different age groups in the two races or that the two
races choose to go to a hospital when they have different
manifestations of disease. Hospital admission policy is
another possible explanation. Whatever the explanation
of racial differences, you cannot compare admission out-
comes unless you adjust for at least the severity of
disease at the time of admission.

One other point I mentioned, that of aggregations of
disease, is also well illustrated in stroke patients.

In all Baltimore surveys looking for conditions pre-
disposing to strokes, we have observed heart disease and
general vascular disease behind a majority of pre-stroke
symptoms. This association shows up again in our hos-
pital admission survey. The numbers you see in the slide
are from the reviewed records before total sample
estimates were reconstituted. The slide shows data from
approximately 4,000 stroke patient records. Different
stroke diagnoses are listed across the top of the table and
down the side are listed other major chronic discases.
The numbers and per cent of stroke patients with these
other diagnoses are shown in the cells of the table.

The heart disease category shows the most obvious
relationship. For every stroke diagnosis, a high pro-
portion of discharge records have a secondary diagnosis
of heart disease. More than 50 per cent of stroke
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patients had at least one heart disease diagnosis. So,
you are looking at the outcome of stroke pitients f“;ﬂs
one place or from one hospital to the next, yoy Cangyg
ignore the fact that a lot of patients have coincideny,
disorders such as heart disease which affects thejy like.

lihood of survival and recovery. Once more we haye . ‘

adjust for the presence of other diseases before we can
say whether outcomes of different treatment Programs

are more or less successful. All these examples Mustrage § ¢
§ icularly  we

why the first question epidemiologists raise when they
look at any evaluation is: Are the patients comparable)

The second question is: Have the physicians taken
equal pains to make the diagnosis? That is, are e
comparing the same diagnosis with the same diagnosisy

In this example you see the frequency of a very usyg

diagnostic technique, E.X.G., in patients witha primary
diagnosis of heart disease.

In this slide, [ want you to look at the overall
frequency with which the test was used and also it
patterns of use in these patients. We have divided the
regional hospitals into four groups according to their
size. We have used the annual numbers of discharges as
our measure of size. These E.K.G. frequencies are, there-
fore, tabulated from the smallest to the biggest hospitals.
Remember we are only talking about patients admitted
with a primary diagnosis of heart disease. In the smallest
hospitals, only three quarters of the patients had records
of an E.K.G. examination. There was evidence for 92 per
cent in the largest. In all except the largest hospitals, the
proportions of patients with E.K.G. examinations were
lower in black (mostly service patients) than in the white
(a sizeable percentage of private patients).

[n our data, therefore, the degree of certainty thata
heart disease diagnosis is correct is going to vary from
one kind of hospital to another and from one kind of
patient to another.

To repeat: the second question in the epidemiologists
mind is: “What was the extent of the effort that went
into making a diagnosis and were efforts sufficiently
alike in different hospitals and among different patients
that outcome measurements can be compared?”

Next we consider the recording of the physicians
diagnosis and medical information. What do the record
librarians do with them. To get some estimate of the
possible variations we should expect from this particular
source, we took two or three troublesome diagnoses and
sent them to record librarians in a majority of hospitals
and asked them to “code” them for us.

This slide shows the three diagnoses and the specifi¢
International Classification Codes given to them by 29
of our regional record librarians. The first one is one that
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| will speak about again later—cerebrovascular accident.
Twenty-five out of the 29 librarians coded it as cerebral
pemorrhage which is correct procedure by instructions
given in the index of the classification manual. Four
fiprarians did not use this code number. The librarians
were less consistent for the second diagnosis of transient
ischemic attacks. The third diagnosis of chronic bron-
chitis really gave inconsistent coding results. We were
particularly worried about this disease because the
gerage age of admissions with a code number for
chronic  bronchitis  was between 30 and 40 years.
Obviously the group includes patients with more than
(other than) chronic bronchitis. In this case we felt that
the difficulties inherent in coding chronic lung diseases
prevented us from learning about true distributions of
that disease from our samples of morbidity data.

Another classification problem arises in relation to
collective diagnoses and group outcomes.

I mentioned above that the diagnosis of cerebro-
vascular accident had concerned us in another context.
The International Statistical Manual suggests that cere-
provascular accident be coded with cerebral hemorrhage.
This next slide shows specific diagnoses given to stroke
patients in hospital records. They are cross-classified by
the severty of stroke on admission. If you look at the
diagnoses of cerebrovascular accidents, you will see that
three per cent of patients admitted to our hospitals with
this diagnosis were unconscious when they were ad-
mitted and 92 per cent were free from any of our three
major degrees of severity.

If you then look at the diagnosis of cerebral hemor-
thage, you will see that 50 per cent of these patients
were unconscious when they were admitted and only 18
per cent were without all three severe degrees of disease.

Epidemiologically, these are two very different
diagnoses as physicians give them but they are lumped
together in the descriptions of groups of patients de-
seribed by code numbers in hospital statistics.

We looked at our total morbidity and mortality data
to see what proportion of the people we were counting
as having died or been admitted as a result of a cerebral
hemorrhage had, in truth, been given the diagnosis of
terebrovascular accident.

One-third of discharge diagnoses coded as cerebral
hemOrrhage had, in fact, been a primary diagnosis of
Ce{t’,brovascular accidents. The same proportion (one-
‘}flfd) of additional non-primary “cerebral hemorrhage”
diagnoses were actually cerebrovascular accident diag-
Noses.

In the patients’ past medical histories, more than half
of those given a cerebrovascular hemorrhage code

number had actually had a diagnosis of cerebrovascular
accident. In a sample of death certificates, again more
than a third hud cerebrovascular accidents. Once more
the decision of the “coder” to put cercbrovascular ac-
cidents with cerebral hemorrhages and the proportion of
each in the total group of patients can make a lot of
difference to end-point measurements. In our stroke
registry, we code all diagnoses separately so our end-
results for cerebral hemorrhage will probably ditfer from
a majority of others.

I would now like to tatk about a different kind of
bias: one | mentioned earlier and one that 1 did not fully
appreciate before we started this survey. Our usual mor-
bidity data come from the records of our best hospitals.
By “test” I mean the biggest hospitals with adequate
record keeping facilities and the most accessible diag-
nostic indices. These are the only hospitals from which
investigators and planners can easily get the kind of
listings of record numbers and diagnoses needed to
collect morbidity data. The following slides illustrate
why this is so. This slide shows the status of our recozd
rooms in Maryland at the beginning of 1969. Twenty-
one hospitals (half) could produce a computerized list of
their admissions and used the International Classifica-
tion. Thirteen had a card file and used the [.S.C.D. We
went through these hospitals card files by hand and
made lists from which we could prepare samples. Seven
other hospitals had a card file and used standard
nomenclature. For these hospitals we had to develop a
code compatible with our selected 1.S.C.D. categories
and we had to go through the card file by hand to
identify all compatible diagnoses in the given time
period. At the time we did the survey two hospitals were
without a filing system. We sampled from all of their
records for one year and read large numbers of records
to get our balanced sample of patients with stroke, heart
disease, cancer, diabetes mellitus, and chronic bronchitis.
The crux of the matter is that the likelihood of getting a
list of patient discharge diagnoses varies enormously
from the larger to the smaller hospitals, An even harder
problem to deal with, and one that limits available data
more than the actual mechanization of the index system,
are hospitals that fail to identify which listed or coded
diagnosis was the reason for admission.

They simply write every listed diagnosis into their card
file with no indication which one the physician listed
first.

The next slide shows that the proportion of hospitals
that can identify primary discharge diagnoses increases
steadily from the smallest to the largest group. However,
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rot all of the largest hospitals identify primary diag-
noses. This failure is a major barrier to collection of
evaluation ‘information. You may want to know about
patients with heart disease. If you go through all the
index cards and count all people admitted in a certain
period of time with heart disease, you end up with a
count of everybody who had heart disease listed in any
ranking order among their discharge diagnoses. This
specific problem almost doubled the staff work needed
to abstract information for our survey. To make sure
that my complaints are about systems and not medical
records staff let me first show you evidence of the
magnificent effort and cooperation of our regional
medical records departments. We asked for about 21,000
medical records. The percentages at the bottom of the
next table describe the few records the record librarians
could not produce for our review. It was a total of less
than 2 per cent of 21,000 records.

The next slide shows the extra work we undertook to
identify the diagnosis for which each patient was ad-
mitted.

In this slide the “rejected” records were those pulled
and reviewed but unused. The main reason for non-use
was that the disease of interest was not listed first among
discharge diagnoses. You can see from our “‘control”
sample of all admissions other than heart disease, cancer,
stroke, diabetes mellitus, and chronic bronchitis that 12
per cent of the records were not included in the sample.
There were excluded for the following reasons:

1. the disease was not coded;

2. the record pulled did not match with any record

number in our sample;

3. the admission was either before or after the

defined study period.
With the major RMP disease diagnoses we had to reject
as many records as we accepted. The difference between
the 12 and 50 per cent was due to the non-primary
nature of the diagnosis.

To summarize, available morbidity information is
biased towards large hospitals. These hospitals differ
from smaller hospitals in their patient populations, their
availability of diagnostic techniques, quality of the in-
formation in medical records and its method of storage
and retrieval. We should recognize this bias when we
make generalizations about changing medical care and
service programs on the basis of local and national mor-
bidity information.

One further problem in using morbidity data from
medical records that I will mention today is that of
missing information and the bias it may have on your
final interpretation of those data.
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We have tried to look at the patterns of care ang floy
patterns throughout the region. One of our chosen
measurements was the interval between onset of symp.
toms and admission to hospital. The next slide shoy,
these intervals. 1 would like you to notice the “py
recorded” column. About 20 per cent of all records j,
the sample were without information that would help g
decide the delay between onset of symptoms and hog.
pitalization. These incomplete records
centrated in the smaller hospitals.

Any assumptions from these data about patterns of
medical care have to be made with the knowledge that
one in five pieces of information is missing. It is even
harder to find information about the places patients
were discharged to from the hospital.

We wanted to know where patients go when they leave
acute hospitals. From the next slide we see that in some
hospitals, 50 per cent of the medical records had no
useful information on this point. Are we going to gener-
alize our findings with the Maryland region—we cannot.
The data we have apply to only a very small number of
hospitals and patients.

We have tried to use other types of morbidity datain
our region to get some baseline measurements for
expected changes over time. They are summarized on
the next slide. We have used death certificates. Some
problems in the use of death certificates are mentioned
on the table. We only use deaths to follow up the out-
come of individuals who fell into our sample. We have
been trying to trace deaths in all of the people that have
appeared in all of our samples. This is a large scale opera-
tion. All names in our samples have to be matched with
names that appear in subsequent mortality data. Once
we get the death certificates, the diagnosis is always in
question and steps should be taken to get validation.

We have tried to get information about out-patient
visits. Those of you who use out-patient records know
their two major obstacles: There is no way of getting 8
list of diagnostic problems unless they are listed by 2
secretary in a log book or clinic file as patients are see:
the out-patient records themselves have no “interval”
diagnoses.

We spent all last summer in out-patient clinics getting
information about visiting patients. We found that
patients attend diabetic clinics for years, and theif
record contains no definite statement that the patlent
has™ diabetes mellitus. The diagnosis has usually to be
assumed.
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- gther problems met in our surveys are: definitive
.onoses are rarely entered. Further, the information on
:ch we could make a survey diagnosis is limited.

1 am not going to talk about functional end-point
asurements because I know Dr. Kelman is going to
ﬁlkabout them.

In terms of disease measurements, out-patient records
md physician records have very limited value.

Finally, I would like to show you some of the ways
ge are using these different kinds of disease measure-

{ ments to get estimates of regional needs.

One of the questions we have asked ourselves about
o region in general is: Should every patient seen

: (omewhere) with astroke diagnosis be admitted to a
{ pospital immediately. We are not talking about patients

+ho never appear in any kind of medical care facility,

} only those who appear somewhere in the health care

gstem. If so, how many bed days would be needed. The
pext slide shows an example of the type of construction
we are making to get this information. From our in-
patient survey we have estimates of all the patients ad-
mitted to our hospitals in one year. From a surveillence

1 of the emergency rooms of certain city hospitals we

inow how many individuals with stroke diagnoses visit
the emergency rooms of those hospitals and are sent
tome. From these two sets of numbers we can get a
total number of people with stroke diagnoses seen some-
where in the hospitals in a stated period of time.

We have not yet added into our sum of patients the
out-patients with new stroke diagnoses we identified
during our out-patient survey. '

Now, what else have we done. We have completed a
follow-up study of all patients seen in emergency rooms
and not admiited in a defined period of time. We visited
al living patients two years later to find out what

‘1 lappened to them since the initial emergency room visit.

We also visited all patients admitted to the same city
hospitals two years after they were discharged and asked
them the same question. We also know whether and
¥hen any patients in both groups died, and whether and
when they were admitted to other hospitals. We know
what they say about their experience since the time they

| %ent to the hospital when some were and some were not

;ldmilted. By putting together these various pieces of
information we can look at all “recognized patients with
roke™ and see if there is any evidence of a difference in
8utcome for similar admitted and not admitted patients.

Our outcome measurements for this study are death
d hospital admissions.

This s obviously a time-consuming and slow study
U 1 hope it will give us some basis for estimating our

short-term general hospital bed needs for stroke
patients? '

The next question, as far as stroke patients are con-
cerned, is: Do we need acute care beds for admitted
stroke patients; or for how many patients do we need '
acute care beds? We are on the planning road towards
getting the answer to that question. Four neurology
centers have funds for acute stroke units. They have all
agreed and have already started to set up standard
criteria for all centers. These standard criteria will allow
us to describe the patients in the same language so they
and their outcomes can be compared. The standard
criteria will also ensure that all patients have at least a
minimum number of standard diagnostic tests. Each
center will add its own special tests to its protocol but
each-has agreed to use a standard basic protocol.

Above and beyond this agreement to develop stand-
ard information in the four centers, we are working on
the design of a randomly allocated therapeutic trial to
allocate patients with different degrees of severity into
our limited number of acute stroke beds and into other
neurological beds. This study will identify the kinds of
patients for whom acute care makes a difference in out-
come.

This is one of the very tight end-points that Sam
Shapiro was talking about and one that we believe has
tremendous implications for the country as a whole. We
want to be able to say how many (expensive) acute
stroke care beds we need.

Finally, I would like to discuss one figure I borrowed
from Dr. Matthew Tayback who is a member of our
department. It is a beautiful illustration of a point Sam
Shapirc mentioned about the need for comparison
groups even when you are looking at changes over time.

Dr. Tayback has been looking at improvements in the
outcome of pregnancy in relation to maternal and infant
care programs. These outcome measurements show a
beautiful downward trend in phase with program de-
velopment. (Slide)

My colleague is wise enough to look at trends in cities
who chose not to develop maternal and infant care
programs during the same years. Curves are shown for
prematurity rates and for neonatal mortality rates in
nonwhites. The hard lines representing cities with
maternal and infant care projects are mirrored exactly
by trends in the cities without programs. The initial
assumption that these programs are easy to measure
because they have dramatic changes over time is proven
wrong. It is very hard to measure the value of these
programs because the other cities seem to be doing just
as well.
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This one pair of graphs illustrates Sam Shapiro’s point
that I want to emphasize—the need for comparisons even
when looking at changes over time.

I would be glad to answer any questions about other
aspects of our studies Jater in the program.

Discussion

DR. CARPENTER: That’s fine. You noted the
complexities of analyzing data from existing medical
care records, and Mr. Shapiro said it was a complex job
to devise new records and get decent information from
those, This is one indication of the difficulty of end-
result analysis,

Are there any questions for any of the panel members
from the floor?

QUESTION: With regard to the stroke patients, when
you listed other diagnoses like heart disease, presence or
absence, what criteria were used in deciding whether a
stroke patient had heart disease?

Dk. HENDERSON: The data I showed you are from
hospital records that were already in existence. The
diagnoses we used were abstracted from the discharge
diagnosis. In other words, we copied every discharge
diagnosis listed in the medical record onto our data
form.

Our data say that whoever wrote out the discharge
summary in the medical record listed this disease as
being present.

QUESTION: The diagnosis of heart disease in these
patients may have been based on EKG findings or not?

DR. HENDERSON: May have been based on any-
thing the physician used to make up his mind that the
patient should be given the dignosis.

QUESTION: Are these face-sheet diagnoses or
extracted from the discharge summary?

DR. HENDERSON: Discharge summary. Not face
sheets. | had my abstracters copy the discharge sum-
maries at length.

QUESTION: What was your hypothesis in getting
involved with reviewing these thousands of records prior
to the operation of the regional medical program?

DR. HENDERSON: We had four reasons for this
survey: 1. To get information for planning. We felt it
was really unrealistic to plan to set up new programs or
extend programs unless we knew what was already in
existence.

2. The second reason was to get baseline measure-
ments for evaluation. If there were improvements over
time, for example, in deing more EKGs when people
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pital stay. You can use measurements of function.

were admitted—then we wanted to be able to S3Y the |
has been an improvement. So we wanted baselineg from;
which we could measure improvements both in thy
process and in the outcomes. o

3. We wanted to be able to describe our region i,
terms of patient movements through the medicy] care
facilities, consultation, delays etc. We felt this Was the
quickest way to get the picture.

The best alternative was to take a group of people
with each discase and follow them through the System
for a number of years.

We decided to use a cross-sectional approach,

4. The last purpose was to identify comparisey
groups. We now have a pretty good picture of the people
seen in all of our health care facilities in the region, If, 5 !
has happened, one area sets up a program for chropie
respiratory discase, then from our data we can pick oyt
an area that has similar patients that doesn’t have a pro.
gram and maybe we can make comparisons.

That was our rationalization. i

QUESTION: Paint of information. T was wonderirg
how you could define morbidity. i

DR.HENDERSON: How I define morbidity?

QUESTION: Yes. It came up in your discussion a
number of times.

DR. HENDERSON: I suppose [ was just using it ‘
loosely. In general terms it is a measurement ofillness,a; | folrs
opposed to mortality which is a measurement of death. }:

There are obviously different kinds of measurements
of morbidity. You can describe the disease itself. You
can describe the use of services by people who have
disease or by people who do not have disease as 2
measurement of morbidity. You can use length of hosf

grams. People
Now [ believ

this same
three sets

I used the term in a generic sense meaning measuré-
ments of everything related to disease separate from
mortality. ’

QUESTION: How long did it take you to gather this -
data? And in the meantime did you wait to start a pie
gram? :

DR. HENDERSON: No. Let me explain our situation -
in Maryland. We have an epidemiology center which ha
been busy collecting these kind of baseline data and
which is now working with the directors of individua
projects to set up their evaluation schemes.

The center started after the Regional Medical pr®
gram began and projects were funded before any survey$ |
were set in motion. e

It is supported by RMP funds, but is administrativel)
in the department of epidemiology in the Johns Hopk
School of Hygiene and Public Health.
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jt is an advisory and a scientific arm of the program QUESTION: Or whether a facility existed that they
i mministered by the University and it was very un- could be moved to that would have been a physician’s
ortunate that the program began before this particular  first or second choice? |
stivity was funded. However, in spite of the delays, the DR. HENDERSON: We have not done that. We have ! [
{ csult of our surveys (now being cleaned up) seemtobe  collected a lot of subsidiary data. For example, we did a
} oming at a good time. survey to identify all of the relationships, both formal l
“{n my cpinion, (with its limitations) the region has  and informal, between and within all our hospitals and /i [
o

{

{ oen a lot of activity as a result of initial funding of  between our hospitals and all other instifutions. So we
programs. People became interested and began to work. do know with which nursing homes and which other
Now I believe we know the active and interested  hospitals each individual hospital has relationships.
qembers of our professional society and we are at the QUESTION: Dr. Henderson, would you care to give
dage where we really need some overall direction. I an opinion about the necessity to have a program which
pelieve the Center’s results are going to be available at  would significantly improve the hospital systems for
e time when some overall direction needs to be de-  data collection and data management in view of the fact

weloped. that it’s terribly expensive and very difficult to set up a
How long did it take us to do the record survey? It modern type of information system? ‘

{ook us a year to collect the in-patient data and another Do you feel that the data that’s needed is so essential

tree months to collect it from the out-patient clinics.  that this is one of our major problems?

Over this same period of time we have collected data DR. HENDERSON: Well, you've got to separate this

from three sets of admissions to a sample of nursing into the data needed for patient care and the data

wonde{u{g { tomes so we know about their population and its turn  needed for overall planning. The speed at which these
ty? aver. . systems have to run is different for the two purposes.
liscussior 4 [ think it has been a fantastically rapid job in terms of The fast systems are the most expensive. Dr.
.4 the amount of information collected. Williamson knows much more about this than [ do.
Ist usinéit» We are currently having a lot of problems with I think we need to have our systems improved, there
3fﬂlnes§,é§~ malysis because the sampling frame was really con-  is no question about it. The major data problem is
1t of death{ founded by all of these problems we met in getting  quality.
sasurements § mples of records and finding which ones were usable. Most people improving data systems are really taking -
itself. You | We are presently working hard at sample estimates. To no notice of the quality of the data.
> who hae { thange our estimates we had to look at all of the re- In my opinion, which is an epidemiologist’s opinion,
Jisease a5 3 ] leted records (five thousand of them) and tabulate the  a great deal of effort in RMPs across the country has
\gth of hos { Tasons why they were rejected. We have just finished  gone into the technical improvement of data systems
“Hon. this exercise. Overall it has taken two and a half years to without taking any notice of information that will come
ng measur?;, tollect, process, and begin to churn out data. out of the system in the long run.
parate from DR. CARPENTER: [ think at the rate things move in Perhaps we tend to go the other way and place too
w47 Western Pennsylvania data collected within three years is much emphasis on the exact meaning of the information
o gather this. | bound to approximate baseline data. and its accuracy.

There may have to be some approach between these

y start aP“f QUESTION: Were you able to differentiate between
‘ two points of view before we reach the best data

the care received and the disposition of the patient that

our situatio? { atually occurred and what the medical person in charge ~ Systems.
ter which b} would have wanted for them? But we obviously need an improvement in medical

ne data and. D records systems.
I R. o N ’ : ( . 2 . . .
of individud! doi HEN QERSON NOt fmm past 'records We are The biggest holdup in Maryland, if you want to look
i toing that kind of thing in evaluation of separate . L4 . :
; . at the speed with which information becomes available,
Piojects. These are retrospective data so they are hard to . . . . :
wlidate is in making the record sumimaries, getting them
) _ completed and getting them into the record room. No
QUESTION: Not even on discharge placement, where system is going to do that. You have to get substitutes

Medical pro:
& any surveys

5 i first chos oy
ministrati\'d)ﬁ,‘ ¢ir first choice of placement would have been? for the physicians or give the physicians time to write Lo
ohns Hopkin! DR. HENDERSON: You mean you go to the patient  their summaries. s

2o ™ find out whether they actually went there? We DR. CARPENTER: Dr. Williamson, do you want to I

haver’t done that. It could be done. comment on this?




DR. WILLIAMSON: (Johns Hopkins University,
Baltimore, Maryland): Yes, I agree fully with what
Maureen has said, and my own bias is against trying to
throw a lot of money into developing a fancy record
system when nobody has an idea for what purpose it’s
going to be used or what kind of decisions are going to
be influenced by the information you will get out.

[ think it’s much better to try to aim at developing an
assessment function within the medical care group and
then especially to get the physicians involved so that it
becomes a part of the problem of trying to attack and
identify what problems or priorities to aim at first and
then what kind of measure they want to make and then
start to work backwards to the system to say, “Now, if
we are going to measure this particular disease, this
particular problem, we are going to have to have a much
better form, and let’s standardize it so all the physicians
will use it, and we can get that and start collecting
standard data on that problem to see if we can arrive at
some conclusions as to where we can improve the out-
come of care for these kinds of patients.”

So I would strongly stress going after the function of
evaluation and setting up expertisc and getting phy-
sicians and members of the group involved with that,
rather than taking some part of the process and trying to
bring this up in a not very sophisticated way without the
balance of the other parts of the system that will
eventually lead to decisionmaking and altering the
system itself.

DR. CARPENTER: It’s almost what you were saying,
Sam. Onc needs a special data collection system to
measure a specific end-result. Existing systems seldom
work.

MR. SHAPIRO: Well, by themselves they are almost
invariably not adequate to serve the purpose of the kind
of end-result studies that I was describing.

But at the same time I think that there is a danger
even within the framework of these large studies that I
was describing to overlook the important role that exist-
ing record systems may play.

For example, the multiphasic health testing program
that I very briefly described and that’s just getting
underway in HIP is very heavily dependent for some of
the evaluation on what will be found in the physicians’
records.

There is being developed a retrieval system to obtain
diagnostic and physician and other medical personnel
utilization information from the existing records.

One of the questions—it isn’t an end-result type of
question. It’s a process type. It’s related to process. But
one of the important questions that we’re raising is the
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extent to which the poverty and nonpoverty HENDERS(

differ in what is already known to physiciang aboutm) looked at

health conditions and the health conditiong (hatt or, I do belic
b

found through this heallth testing program apq wha :
the medical care behavior of people in light of Why ]
known and can be retrieved from the medical records -

In cevery one of the studies with which [ haye b.e{
associated in the past, the existing medica] TCCorgf ample. We hi
system has played a very important role. In some cass u: g
has been more subsidiary than in instances to the’
specialized effort to obtain information, overc()minw,
some of the problems that existing records pose. ‘

QUESTION: Does the HIP regularly monitor o have
a quality control system with regard to how Physiciang
enter their medical records? What do you do ahgy
keeping up on a certain minimum level of quality?

MR. SHAPIRO: There’s no continuous monitoriﬁg,
system for quality of the information being reported i
the medical records that cuts across all records, By
some of you may recall the quality of care studies thy
were carried out during the 1950’s and early 1960% s
HIP in which the information in the medical records-
provided a critical source for evaluating physician per
formance. 2o

This left its mark on the system and had a very
profound effect on the way in which records have been
organized and maintained. .

Also, the payment system within HIP does containg.
provision for annual review of a sample of recerds in.
each medical group, for new entrants into the system,
and for entrants during the previous two years, and the
quality of records is judged on the basis of this review,
and money flows to the onés that meet the criteria. ,

So while we don’t cut across all categories of patients;
in the system, there is a considerable amount of at-

at’s not a ve
Wkéd‘at enough
ndous variati

tention given. e thisis a
I might also point out one of the strengths of the d probably
record system in our plan is the ability to retrieve it to know it

formation without breaking your back going out into
the general community.

There are 30 medical group centers, and a centralized
record system provides a very powerful means for _ef‘
ficiently obtaining access to the total medical car
received in the system.

QUESTION: Many dollars have been spent on studif?s
in the name of health planning, and I was interested I -
the suggestion that as a result of the work you have done .
in Maryland you anticipate some of the course of the
program might be modified from some of the results
your study. I wonder if you could just enlarge on this3 -
little bit. 4



“pr. HENDERSON: Well, I'm speaking here before
4 have looked at our total data even for one disease.
fowever I do believe that it does point out differences
g services, diagnostic services, differences between the

5 geerity of disease at the time people get into hospital,

id also follow-up differences.

1 think we have already made a beginning with stroke,
for example. We have met with neurologists and pointed
ot that there are groups of patients who were not get-
jng follow-up care. And I think just looking at our series
of descriptions of patients, investigations and modes of
ferapy, the neurologists are going to come up with
geas about what is needed to improve care across the
poard.

That’s not a very specific answer I know, but I have
poked at enough of the data to believe we are seeing
yemendous variations.

If the neurologists agree that certain standards of
ggnostic investigation are necessary, and we show

§ wriations in frequencies of diagnostic investigations, it is
1 ihe responsibility of the region’s neurologists to begin to
| g up a program to see that necessary investigations are

pailable to all patients. ‘
We are trying to provide the clinical specialists with

1 data they can use to make decisions about gaps in the
{ we. I think we see enough variation to predict there
{ vilbe enough gaps to keep everyone busy.

QUESTION: One of the morbidity figures that you

i1 gowed in the first slide, Maureen, was prevalence. And [

sondered if you agree with the viewpoint that preva-

' knce should be one of the last measures one would ever

e to assess the effectiveness of regional medical pro-
pams, in that prevalence, which is the frequency of
dicase at any one moment of time, is likely to go up if

§ egional medical programs are truly effective.

And this is a somewhat embarrassing finding that we

%ould probably not want to show, although we may
§ %ant to know it ourselves.

‘DR HENDERSON: That is very true. We are aware

49 it. We are trying to get some estimates of care needs

Bterms of prevalence, not look at the outcome in terms

§ % prevalence.

“The MIC program is, again, a good illustration of your
Pt In areas without good facilities before the pro-

¥am began we are gefting an increase in the stillbirth

§ ¥, and an increase in the mortality rate, only because

" ate finding babies never registered in the past. So the

§ Mesare g0ing up as the care initially improves.

DI.*. CARPENTER: Let me ask the audience and the
. elist whether anyone has now in their hand end-
Ut measurements which have led to new decisions in

your own region or health care system. Does anybody
want to claim credit for that? That doesn’t mean you
claim good data; it just means somebody did something
because you showed data to them. Sam, you must have

~ had that experience.

MR. SHAPIRO: Yes. I was waiting for Maureen or
Chuck or somebody else.

Yes, the breast cancer screening program has had a
very direct effect on what is being included in our multi-
phasic health testing program. We're going to have
mammography there. There’s a move within HIP to
include as part of the general physical examination not
only palpitation, which ordinarily is included, but also
mammography.

Now, this may sound like a trivial affair, but mam-
mography is a costly procedure.

Now, if the information we currently have hardens
over the next couple of years, there’s— Well, I'm going
to be the optimist to say there’s no question in my mind
but that there will be major efforts in many parts of the
country, including efforts among those groups that are
concerned with the regional medical program’s regional-
ization and expansion of services, to include breast
cancer screening.

In fact, in your area, Abe Lilienfeld has a project that
ties with RMP to have every woman admitted to hospital
go through mammography.

This program I am sure he will acknowledge is a
direct consequence of the tentative findings that we have
made in the breast cancer program.

DR. CARPENTER: Incidentally, were the mam-
mography cases usually curable? That is, the cases dis-
covered only by mammography?

MR. SHAPIRO: Well, I'm not going to be able to give
you a direct response to that because our numbers are
still quite small. But the histologic type of breast cancer
picked up through mammography is more heavily
concentrated of the intraductal type where there is
evidence outside of our program that survival rates are
much more favorable.

At this point, both those cases picked up through
mammography and those cases picked up independently
on clinical examination have very favorable and very
similar types of survival.

Dr. LOGSDON: I would only add as far as end-result
evaluation of a test that the dental examination that
included oral cytology had such a very low yield in
number of positive cases that were thereby treated that
this was deleted from the process rather than adding to
it. :
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So that end-result evaluation can delete as well as
add.

DR. CARPENTER: There’s another good example
then of how end-results can change the system — end-
result measurements,

Anyone else?

Do you want to give us an example of how some of
the end-result measures you have made, John, have
motivated either your own institution or your Regional
Medical Program to undertake health care a little dif-
ferently?

DR. WILLIAMSON: I guess the two most dramatic
illustrations might be, first, our heart failure study at

Baltimore City Hospital, where we took a lock at a range.

of outcomes from case fatality rates to people who were
still out of work a year after leaving the hospital that
should not have been out of work.

And having found that the results did not meet some
very stringent criteria we set up, the administration of
the hospital was impressed but didn’t do anything. But
then they did okay some more studies. And then one of
my graduate students took and replicated the same type
of study in another area and found the same kind of
rate. For example, the case fatality rate was almost
double that which they predicted under the worst of
circumstances.

We identified that the problem had been that the care
given during the time they were at the hospitaj was great
but it was that year after they left. Then this other study
found the same thing — they then appropriated money
and hired some new staff and set up what they call a
follow-up clinic to follow the patients after they leave
even through the hospital may not have responsibility.
They still wanted to find out what could they do to see
that these patients get to another physician, to see that
they do fill their prescriptions, to see that they are going
to be followed. With heart failure there are disastrous
results if they don’t take certain medications and have
certain medical care.

And this has resulted in, I think, quite an innovative
approach to this whole organization of the clinic system,
and we are rather pleased with what seems to be happen-
ing.

Now, the payoff will be to—which we want to do—
repeat the study and now see if we find any different
results as far as outcomes go or see if we are just
measuring something where there are other factors that
might explain this.

But this is a definite change that occurred in the
whole clinic system as a result of these systems.

DR.CARPENTER: Good.
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DR. HENDERSON: We have one that wa
an outcome. That’s why I was not speakin
follow-up study of patients a year after they hag Bisc
discharged from three hospitals in Baltimore w'*
diagnosis of stroke. We wanted to find out what ,,,eﬁ?aw-
care problems they had had in between times, &

One of the reasons for doing this study was
Maryland Heart Association wanted to develp

S not foy

8. We digy

that y
P sty

programs and wanted to know the nceds of iy
4

patients living in the community.

We found that many, many patients said that the
could not get to their usual medical care facilities 1 guy:
their blood pressure measurements, their pills, and g
the kinds of month-to-month care patients with lhi:
kind of chronic disease require. »

They could not get there not because they \Ve,t
paralyzed and couldn’t be gotten out of bed but becaugs
they could not speak well enough to feel confident [t
travel or because they were too insecure or unstablg 2&1
go without an escort, s

And as a result of this study the Heart Association‘
was given a van, and it now has a transportatioy
program—the van driven and staffed by volunteers, It has -
started to offer a free service to needy patients in the
metropolitan area to take them to their medical care.
facility if they have no other means of getting there, - - ]

So we did have a particular effect. It wasn’t RMP
sponsored, but it was a community organization. ‘

The process of doing evaluations has, in fact, had
numerous effects on programs. The simplest to describe
is in our coronary care units. We have been looking at
coronary care units throughout the region. All the units
have beautiful patient information forms which include
all kinds of measurements. Few of them actually
measure and record weight. .

We have been abstracting information from one of
these units for some time, and they are now beginning to
make much better attempts to get complete records. We
are having a real effect on the recordkeeping systems of
the unit,

Again we have been going to hospitals looking at the
performance of nurses who have been through stroke
education programs. We look for care plans and whether
care plans changed after the nurses attend the course.
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The process of evaluation inevitably affects ordinary .
programs. This is not decisionmaking; it is a sort @
infiltration from the bottom.

'DR. CARPENTER: Very good. Does anyone €l  §

have any examples?
Are there other matters then that came up
morning in the discussion of the problems of health
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DR. MARGULIES: You know, I was impressed by a
guple of things this moming. One of them is the sense
of reassurance I got that in the years that I have left
gedical practice the problem of medical records has
gmained so stable that I don’t have to relearn anything.
s about where it was.

But the other thing that I really wanted to raise on
e basis of the experience of the people who have been
gescribing their efforts in evaluation and measuring out-
ome is how important they feel this issue of medical
cords is. Obviously you feel that it is very important.

This then raises the basic question in my mind in any
¢nd of evaluative procedure of having adequate in-
formation. And if you are going to measure what you
xe doing and measure the effects of any kind of
ctivity, whether it’s regionalization or clinical pro-
cdure, whatever it may be, as you very correctly
pointed out, you have to have something that you can
tompare with something else.

For Regional Medical Programs that could very easily
be 2 major goal—to look at the capacities which we have
for influencing medical records, for introducing stability,
wnsistency, and so forth.

Now, that’s one aspect of it, but you also pointed to
wother which is of real concern, and that is the varying
wrceptions of medical record librarians of how they
giform in a record system.

Have you pursued this particular issue further and do
you have some advice for us? -

DR.HENDERSON: Well, we have been pursuing it in
weral ways: One, through setting up meetings and
istruction. As a matter of fact, it is not really instruc-
tion. Interestingly enough it is easier to use the Inter-
mational Code than a standard nomenclature. We have to
“unlearn” the record librarians. We have tried to en-
“urage them to change their use of codes.

We also have a pilot study setting up an educational
Pogram for a new kind of person that we are calling a
medical yecords summarizer. I said earlier that medical

{ cord summary is one of the biggest hold-ups in the

*tcord systern. We have had in our research programs for
Many years medical record abstractors who are very
®mpetent and can abstract a medical record perfectly
¥ell, getting all the detailed information we need. We are
"W trying to see whether we can train an assistant with

B his s . . .
4 'S capacity who can be used in a service function to

Mmmart . .

‘;mmdn/_e the medical record to the physician’s satisfac-
;“ S0 that he will sign it. This would really give us a
el more rapid flow of records and we will get better

summaries of the essential information we want for both
patient care and research. We currently have a girl who is
over-educated for the position working with us to set up
the content of a training program. We are hopefully
going to add another couple of candidates in the spring.

We are comparing the girl’s summaries against medical
residents’ in one special area after the other. A successful

‘program would be a great step forward in speeding

things up. .

DR. MARGULIES: Of course, this still confines you
to what you can do in improving medical records in
hospitals. And on a continuing basis, as you pointed out,
you have had to confine your observations to isolated
incidents and, in fact, to patient response on the basis of
their own experience.

DR.HENDERSON: Right.

DR. LEWIS: I’d like to jump in and comment.

1 think besides Maureen’s program with medical
records librarians your comment raises the issue as to
whether or not ambulatory care, traditional or radical,
can ever be evaluated without a problem-oriented ap-
proach to recordkeeping.

DR. MARGULIES: That’s really what I'm getting at.
Can it be? I doubt very much it can.

DR.HENDERSON: No, I do not think it can.

DR. LEWIS: The second point—and it’s even more
subtle than that—is the problem of distinguishing be-
tween the actuarial content versus the contractual ele-
ments of the medical record.

Let me put it back. Sam and many of us would be
interested in data that allows us to do a life table kind of
following of what happens in time on patients from the
actuarial kind of prognostic point of view.

In fact, however, when one looks at medical records
in tracing backwards the history, one is a prisoner of the
kind of medical information which that physician chose
to write down which really was in part 2 fulfillment of
his contract with the patient.

And one has a highly biased view of the world, much
of which serves to remind everybody who will read that
record that he was in fact doing a good job as he saw his
job with that patient.

This sort of contractual, or legal, ethical reason, I
think, is one of the more serious problems which. has
been cited by Garfinkel and others outside of the
medical care system, and one which raises the question
as to whether or not professionals can record actuarial
information without the kind of super-structure that has
been built in special long-term studies to get information
that is other than almost a self-fulfillment prophecy.




DR. CARPENTER: Let me see if I can take a more
positive point of view about the medical records. Our
data was obtained from medical records, and we were
curious as to what we could find out about the medical
records, how bad or how good were they.

We tried to find certain expected correlations. One
would think if a patient came in comatose that he
ought to die more frequently than someone who came in
alert. And this kind of correlation, in fact, we could find
in the records. But maybe the correlation is so strong
that even with a much muddieheaded recording in the
charts it is evident.

If you get past the diagnosis sheet and look at what
the doctor wrote in the record you can learn some inter-
esting things.

For instance, in the county we studied, the sig-
nificance of coma with no neurologic signs is really not
adequately recognized. Often if the spinal fluid is
examined and blood is found, the diagnosis of sub-
arachnoid hemorrhage is not made. And if spinal fluid is
not examined, the urine may not be examined either.

It may show unrecognized 4-plus sugar and 4-plus
acetone.

So- by getting past that face sheet into the details of
care, somebody who is adequately trained can learn a
fair amount.

We are now in the process of saying to the people in
our study county, “Some of you lose more patients than
others. The difference is not related to age, sex, or
certain measures of severity.” We also can say, ““it looks
as though you’re not all doing an adequate neurologic
exam. Generalists lose many patients without definite
neurologic signs who are diagnosed as stroke. Similar
patients (without clear signs) who are treated by the
internists die less frequently.”

These and other data lead us to conclude that though
hospital records are imperfect, they do contain useful
data.

QUESTION: Was there any evidence that hospitals
that take part in the PAS program of the Committee on
Professional Hospital Activities keep any better records
than those who don’t take part in that program?

DR. HENDERSON: No. No, we looked at that. The
only differenice was they could supply us with a printed
index. That was very helpful.

DR. CARPENTER: Are any of your hospitals using
any kind of automated history?
DR.HENDERSON: No.

DR. MARGULIES: Does the utilization of the
screening program, the automated multiphasic screening,
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have an influence on hospital records that yq, ¢
perceive? S
MR. SHAPIRO: We don’t have the experience yet
We are going to become operational in Novembe;,
that’s a very easy question to answer. We don’t knoy ]
But this issue is one part, one phase of our evaluatiop,
[ want to comment on the quality of records issug 1

What Chuck has referred to as the actuarial approach o

be thought of in terms of prospective studies. There ae | ‘

enormous difficulties even under the best of circupy.
stances when you try to use information collecteq
during a previous period.

You have the problems of reconstituting a popuf&, ;

tion. You have problems related to, again even under the
best of circumstances, absence of information that gig
not appear to be terribly relevant initially.

This in no way detracts from the importance of major
efforts to improve medical records, and we too are get-
ting involved in new approaches to improve quality of
records.

I want to emphasize that in every research projectin

which outcome measures have been used, we have

depended on the HIP medical records in one way of |

another. The record has not supported completely the
investigation, but without the record we would haw

been in terrible difficulties. Even in the “purest” types °

of outcome studies, existing good records systems can b
of invaluable assistance.

DR. LEWI1S: If I may make a comment, since the issu
has arisen, I think there is a tendency to confound tech-
nology with validity, or neatness with validity. _

For example, Maureen’s comments about PAS hos
pitals who had a printout, but had no better records
than those who didn’t support this. I'm sure some of
you are aware that lots of people are pushing automated
history-taking and computerized forms so that the
physician gets a very neat printout. The issue of validity
seems to have been totally overlooked in a good number
of these projects. )

Whether or not it looks neat and comprehensive 8
one thing, but whether or not it means anythi®
whether or not anything has really been measured that1s
of any value, is another. '

How to Measure Health Status
HOWARD R. KELMAN, Ph.D.

What I would like to talk about are some Ways.*
which — and I think for this audience this will not n€¢%
sarily come as anything new or unique — others hs
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]ooked at health status and have tried to measure it
focusing principally’ around the measurement or the
determination of disability and related kinds of measures
of discomfort or dissatisfaction.

- ] think it was probably Kerr White who first coined -

the five “D’s” of measurements of health status — death,
-gisease, disability, discomfort, and dissatisfaction.

And it seems to me to be as good a way as I can think
of to define the different kinds of ways in which health
can be thought about and determined.

Qur speakers this morning have concentrated, or
focused T should say, most of their discussion and at-
{ention on measures of, and utilization of measures of,
mortality and disease or sickness, and I'd like to talk a
jittle bit about the third D and maybe get a little bit into
some of the other D’s.

Of course, I couldn’t help but get the feeling follow-
ing the discussion early this morning that, why bother
gven to begin, when we have so much ground to cover in
terms of defining really what the RMPs are supposed to
do, to begin with, and to achieve and develop a kind of
apparatus for assessing these largely undefined or global
objectives.

But I suppose if we waited until objectives were
clearly delineated and everybody was really sure about
what they wanted to do, we might not even be meeting
here.

Let me go on a little bit further and talk about dis-
ability measures and why and how it might be utilized in
RMP programs — which I know very little about because
my connections with RMP have been rather peripheral.
That is, I've been approved but not funded.

1 suppose it’s worth starting out by asking: Why get
concerned with disability or discomfort or dissatisfac-
tion? What has that got to do with medical care?

I leave the obvious answer to that to you to think
about for only two seconds, because, for a variety of
reasons, we have become increasingly concerned with

| the social and economic and psychological consequences

for living of individuals who survive medical care (or
thronic illness) and what is done to them or for them or
on their behalf.

The increasing concern with chronic or long-term
lness and the consequences of that for individuals in

- terms of their ability to function physically, socially and

Pychologically has led to the desire to regard disability

8 a sequela of longterm illness and how this might or

Might not be affected by the care that people receive.
One of the major problems I think we face in trying

' look at disability, to measure, to define it, and to

then try- to relate it to medical care, is that the further

you get away from biologic measures of how people
function, the more the function of the individual is in-
fluenced by non-biologic factors such as their immediate
social environment, their aspirations, their past histories
and future desires.

So that what we might try to attribute to medical
care maybe gets less and less influenced by what medical
care can do and more so by what the patient’s social
situation is like.

I wanted to put that out to begin with because I
think that sometimes we make the assumption — and 1
think I'm as guilty as anybody else — that whether a
person can or cannot walk or will or will not go to work
is due solely to whether he feels and actually is healthy
or appears to be healthy.

For example, there are questions as you know in the
national health survey which ask people whether their
activities have been restricted due to illness. Well, this is
a loaded question, it seems to me. It’s something that I
think we need to consider with regard to measures of
disability.

The other thing I think we need to think about are
the data sources for information of this sort which are
different than those stressed by the previous speakers.

There is less dependency here on hospital records and
those kinds of reporting systems with their degrees of
unreliability and uncertain validity, and more reliance on
a hard source of information — namely, the patient or
somebody who cares for him.

Now, I know that it has been traditional to think of
measures of social functioning as relatively soft and
measures of morbidity and mortality as relatively hard.
But I'm convinced by what the first two speakers told
me this morning about how really soft the latter kind of
information is — and I would say I’ll put my bet down
on the patient.

But, quite seriously, I think the whole question of the
reliability of patient in terms of asking him how he feels
and what he’s able to do or not do for himself, or asking
his relative or asking somebody who has observed the
patient either in a treatment program or on a visit,
whether it be a visiting nurse or an occupational
therapist or an interviewer, does pose technical problems
of reliability and validity which are related to but some-
what different than the kinds of problems that we have
heard about this morning. )

Now, in thinking about this subject and in some prior
conversations with Dr. Carpenter, he inquired as to
whether there were some kind of standard measures of
disability, social functioning — you didn’t use the word
butT did “happiness” — those kinds of things.
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There are “standard measures,” and each person who
does a study develops his own ‘“standard” measure.
There are good and sound reasons for this.

One of them is that it is exceedingly difficult to get
any real consensus that goes beyond the confines of
perhaps an advisory group about what you mean by dis-
ability and what you mean by social functioning and
whether any of these things have anything to do with
the program that was supposed to influence any of these
states.

The other problem is that what might be regarded as
disability in a person with physical impairments is not
necessarily going to cover the same kind of ground for
presumably well people out in the community.

So that if you are interested in a small increment of
change, let’s say, in whether a person can now dress with
or without some kind of assistance because they have
sustained some kind of motor or neurologic impairment,
that would not necessarily be an appropriate measure or
question to ask of somebody who is out there in the
community and who is unemployed for one or another
kind of reason.

If you wanted to develop a battery of measures of
social, physical and psychological functioning to run
the gamut from patients who may be nearly or com-
pletely bedbound to those who are both fully am-
bulatory and who work quite effectively as physicians or
legislators or RMP coordinators, this is as yet a quite
formidable task to get anything beyond the crudest
kinds of information.

I think the other point that needs to be made is that
those of us — and there are many of us in this room that
I recognize and many who are quite expert in this
field—don’t view these measures really as replacing the
more traditional and hard-to-get-at and harder kinds of
information centering on, you know, mortality and
morbidity, but really try to see these measures as
perhaps other kinds of ways in which the benefits or
lack of benefits of programs can be documented or
tested.

What are some of the ways in which disability has
been thought about and how have some people been
going about it? Perhaps a word or two on that.

I have already referred, I think, to the National
Health Survey, and [ think it’s important particularly for
persons concerned with broad population groups and
planning for their care and meeting their care, like RMP,
to be aware of the kinds of information that are
produced not only out of the National Health Survey,
but also more recent studies conducted by the Social
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Security Administration with regard to disableg
and how they function in the community.

Essentially, the kinds of information that they collecy
are geared to basically well or “non-sick”” populatiops %
that how relevant it is to populations of sick pCOp]é is
something you really have to decide for yourself.

But with regard to the question you raised earlie
Maureen, about denominators, I think this is where thi;
sort of information may prove to be helpful if yoy Can
use the current information and if you find that the
numbers are adequate for the population you are tatking
about.
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Now, one of the problems, of course, is that these. are profound li)

usually national surveys, and depending upon the size of
your local community, you may only have a sample of 4
six or eight people in this national study. :

In any event, you may be able, with the aid of ve
competent people, to relate the local population you are
concerned with to adjusted rates based on these national
sources. I think it’s something that we don’t ordinarily
think too much about, at least in this area. .

Now, some of the kinds of things that they try to
collect information on in this survey— I'll just run
through it very briefly. I’'m sure that many of you are
familiar with it. '

They ask questions about days lost from work,
wholly or partially—the extent to which the individual
has restricted activity days I guess is the actual term that
they use—whether there are mobility limitations present
or whether the person in a sense is either confined to the
house or can get about without any kinds of difficulties.

And they also inquire,‘"very interestingly it seems to
me, about the person’s social role activities — that is, the
occupational information, if the person is a housewife,
or if a child, whether there have been any activity
restrictions with regard to those roles.

P’m not sure what they do about people who are 63
and over, because we have no real social role defined for i
those individuals unless one can call retirement a role. 50 |
I think part of the problem in talking about people 3g¢
65 years and over is that they would probably scoré
pretty low on these scales. They don’t work, perhaps- |
They may never get out of the house. (I shouldn’t s/
“never.”

Now, ranging from those types of very glO‘fal
measures— and I again want to emphasize that the I
dividual is asked and his response categorizes him = ¢ §
say whether limitations or restrictions in activity aré 4
to illness limitations. Nobody examines him. N0b°d'y
decides a priori, The individual categorizes himself 18
terms of his response.
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" So that you have disability measures of that type on
one end of the continuum, if I can put it that way, and
ot the other end of the continuum you have a variety of
gifferent kinds of measures of function which center

ground 2 core of what have come to be defined as ADL -

stivities — toileting, dressing, feeding, ambulation,
yansfer activities. You name it and you can find
ugeales” for it.

And these kinds of measures have been developed
essentially to look at rather severely disabled people, or
those with potentiality of becoming quite severely
disabled, who require a great deal of care and who have
qather profound limitations in the ordinary activities of
daily living. '

And you will find on this end of the continuum a
variety of different kinds of scales, all of which, or many
of which, have proved to be quite useful in terms of
evaluating change in patient status over a period of time
or over a period of exposure or lack of exposure to one
or another kind of treatment programs.

The scales vary in terms of the actual dimension that
they are cutting. But what they really are trying to get
at, it seems to me, is the extent to which not only the
individual can perform at one or another level but the
extent to which this performance is based on some
increment of care or assistance, whether this assistance
may be given by someone in the home, a relative, or by
somebody in the treatment institution — the extent to
which the individual can perform this particular func-
tion, dressing, toileting, transfer, etc., independently or
dependently.

And the scale endpoints usually range from some
level which is either “unable to” or ‘“‘completely bed-
bound” to, “can do by self” or “requires no kind of
assistance.” '

Now, investigators have usually used a battery of
these scales, and in some of these scales different weights
are assigned to different functions — ADL functions.
Other scales do not assign different weights but rather
give equal weight to performance on each of these
functions. Still other kinds of scales are concerned with
whether the patient needs help or doesn’t need help.

Some years ago in a study we had underway, we
found several different ways in which disabled people
tould be scaled or the scores manipulated, and we found
thet where there was change each of these scales revealed
Pretty well who was going to be changed.

Where there wasn’t any change, it didn’t really matter
Which of these scales were used.

Now, one of the other things I should mention with
"®gard to these scales is that they have for the most part

been based on information obtained from professional
people who know the patient. Sometimes it’s a team
making a judgment based on their experience with the
patient, coming up with a group judgment about the
patient or individual. In other scales it’s a single in-
dividual who knows the patient, who may have worked
with the patient, or who maybe sees the patient or
former patient out in the community — a nurse, perhaps
or an occupational therapist. Sometimes the patient
himself or a relative is the source of information.

It may be almost like splitting hairs, but we some-
times seem to take these three rather disparate sources
of information on particular individuals and throw them
all together as though they possessed similar qualities of
reliability and validity — and of course they don’t really.

However, with all of these problems, as I said earlier,
judicious selection and use of these scales has proven
quite valuable in terms of determining whether a given
program is having some appreciable effect on raising
levels of function of disabled individuals or on whether
it has reduced their need for assistance.

Particularly with regard to individuals in nursing
homes or who require great amounts of nursing care, a
small increment of gain from dependence to inde-
pendence, let’s say, in an activity like toileting can mean
a great deal over a period of time in an institution where
many in the population may require a great deal of care
and assistance in terms of toileting.

Certainly 1 don’t need to remind this group that a
small increment of gain in toileting in a patient who has
to be taken care of at home, while it may only reflect a
jump from 3 to 2 on the scale position, may reflect a
great deal more in a home situation if someone has the
responsibility for the care of that individual.

I think then that one of the other problems with
these scales is the fact that a stepwise jump from
position 4 to position 3, while it looks mathematically
neat, may not have the same kind of social meaning as a
jump from 4 to 3 on another scale.

But these are generally problems of scale, and I don’t
think they are specific really to this kind of problem.

When we move from this more or less traditional area
of definition of disability or disability determination and
its application either to broad populations or to more
narrowly defined clinical or patient groups, into the area
of discomfort, into the area of dissatisfaction, into the
area of social functioning with regard to let’s say the
family or the community, we get into terrain that is not
nearly as well worked over.




I guess in large part we don’t really think about or try
to affect family relationships, if I can put it that way,
when we think about stroke patients.

[ suppose the connection between whether the stroke
patient will now get along better or worse with his
spouse, and the application on the other hand of medical
measures to first see if you can keep the person alive and
then to make living a little more livable for the person in
biological terms in distant. Life saving does and should
take precedence. But we pay a lot of attention, at least
on paper, to social well being, and maybe we ought to
begin to think of broadening some of our concern into
some of these areas.

I shouldn’t want to leave you with the impression
that there aren’t studies of social well being of well or
sick people and that there aren’t studies of family well
being or compatibility, community participation and a
variety of other kinds of social measurements; e.g. social
isolation, work satisfaction, work performance.

But what I'm suggesting is that in terms of at least
some of the kinds of programs that we are talking about,
it may be well to think not only of scales which more
directly seem to be related to biological efforts centering
around disability, but also scales which seem — only
seem — less related, a little more remote from our
interests — for several reasons.

One is our own bias. That is, it may very well be that
while we may be increasing the person’s ability to
function independently in one or another area of
activity, this may have quite deleterious effects, when
this person gets home, on his family. We don’t know
that unless we look at it or think about it.

The reverse may also be true. We may have very little
success, for one or another reasons, in terms of basically
affecting the physical level of functioning of an in-
dividual, but perhaps the application of other aspects of
the program has had beneficial consequences in terms of
how the family may now function or how the person
may function in other kinds of areas.

I think part of the problem in moving into these areas
is twofold. One is to make, as we all do, some kinds of
decisions out of the plethora of dimensions of psy-
chosocial functioning, those which have some kind of
more plausible relationship to medical care programs
than others.

And 1 think here that we do have a wide selection
of— “scales” is hardly the word I think to use in this
regard — but dimensions out of which scales that have
been developed or can be developed can be applied.

Certainly it seems to me that with regard to sick
people, and particularly with regard to some of the
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comments Dr. Henderson made about followy
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that we ought to be interested in things like wh -
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patient is now better or less able to communicate toug § 2
b

the medical care system, to manipulate it to thej;
benefit. Maybe this ought to be, if it isn’t, one of the
kinds of things we ought to be aiming at with sjk
people. ,

Their whole knowledge of what is wrong with them
and what they might do about it, I think, Iepresents
another area that might be thought about with regard tq
looking at some of the kinds of programs that have been,
or that ought to be, developed.

What I’m suggesting is that for a variety of reasons we
may not be able to affect very basically the biologic
functioning or biologic status of many disabled in-
dividuals. We may be better able to affect some aspects
of the individual social situation, his social or psyche.
logical functioning, or the function of those around him,

I don’t know why, for example, the National Health
Survey doesn’t ask at least for information from family
members, and what their input is in terms of care of the
sick person. . .

That is, if the individual replies that he is not able to
work because of illness, oughtn’t we to get information
on whether the social role of some other individual has
been altered as a result of that? Is that not really part of
the disability picture that we all see pretty often? Does
this now mean that somebody else in the family is now
working? For somebody that is disabled and cannot
work, does this now mean somebody else in the family
situation’s work role has been affected?

What I'm suggesting then is a kind of broader view
that we might think about with regard to the plethora of
effects that programs that have been developed ought to
be looked at in terms of status or benefit.

Now, the obvious retort to that is that you can
extend the concept and idea of health status to a point
where it begins to be so diluted as to lose its meaning.
But I don’t think that some of these kinds of questions
that I have raised or some of the areas of inquiry that wé
ought to be undertaking are that far afield for us at least
to think about.

There are also areas in which there is enough meth-

odologic experience and technique and enough familiar-  §

ity in the health field in terms of sample survey that.a
ready transplantation — and I use that word advisedly It
this particular context — of these kinds of efforts woul
appear to be appropriate, with some cautions.

And T want to end up with noting some of thest

cautions and then see what you have to say about thesé
kinds of things. :
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These kinds of studies — you have heard how much it
costs from Dr. Henderson. Well, going out and inter-
vewing people or sending out people into the com-
qunity to ask and get detailed information about
activities of daily living is more expensive. It’s more’
‘egpensive to generate, to reduce, process and make
guailable information from this source than it is using
gvailable hospital records with all of their limitations.
And 1 want to mention that because it’s a consideratior
we all do think about even today.

The other thing I think one has to think about is the
racticality of obtaining many of these measures. I recall
in one study that I was involved in we were concerned,
in addition to getting physical and social measures of
functioning, with getting psychological measures of
functioning. And this involved first obtaining and then
sending 2 highly qualified, highly trained clinical psy-
chologist into nursing homes with a suitcase which he
opened up and then did his testing in front of the
patients.

This whole apparatus — and I won’t even get involved
in terms of the development of this procedure, ran
anywhere from one to three hours.

Well, I'm not suggesting that these very detailed kinds
of measures on memory, on judgment and recall are the
kind of thing that ought to be done routinely, but there
‘may be some programs where this kind of measure
would be entirely appropriate and may be the most
Crelevant criteria of benefit for some kinds of patients
‘ and therefore shouldn’t be excluded. But it is expensive.
 Again one or two comments. The data, of course,
considering again the source, is highly— well, I was going
10 say highly reliable. Relative to other forms of
information on mortality or morbidity it is no more or
- 1o less subject to problems of reliability and validity
than these data are, although the problems are different.
. "And, finally, 1 would end up with just a reminder
-~ that, as T said earlier, the further one moves away from
I physical and biologic measures of function, the more the
Actual functioning of the individual and the patient is
fing to be influenced by things other than what was
i done to him medically or what his biologic status is. And
‘ this presents a problem in terms of evaluating program-
- Matic impact,

[ think Il stop there and ask if there are any
Questions that 1 could try to answer or any points that
You would like to have me try to elaborate on.

Discussion

Dr. CARPENTER: Thank you very much, Howard.

I think you said that it’s often worth measuring dis-
ability and T was fascinated that you talked about
measuring family disability, not just patient disability.
By the time we get that on the front sheet of the
medical record, we’ll be quite far down the line.

Dk. KELMAN: Not in your or my lifetime. Well,
maybe yours.

DR. CARPENTER: It’s interesting you pointed out
that sometimes it’s hard to understand the validity of a
measure of death unless you know a concomitant
measure of disability. Dr. Stoneman pointed out that
probably those of our patients whom the internists
appear to have saved went home comotose and wet the
family bed for ten years before they finally died. And so
it is necessary to measure both death and disability to
understand the value of their treatment. By the way,
disability on discharge was the same for both physician
groups.

QUESTION: As you were speaking of different ways
of measuring health status, one thing struck me. I think
some of these measurements have to be reproducible if
we are going to use them in evaluation.

In evaluation evidently we are going to pick them up
at one point in time and then later on pick them up in
order to evaluate programs. How can we pick up
reproducible measurements?

DR. KELMAN: I think many, if not all, are re-
producible. | think the question is whether it’s a measure
you want to get and whether it’s relevant to your pro-
gram.

For example, it is not difficult to ask one or more
times or of one or more points in time, not difficult to
get from the patient the answer to a question, “How do
you feel?” I think the prior question is: Do you want
that piece of information?

It is not, I think, difficult. Now, some of the con-
siderations you would have to take into consideration
are: How stable is that feeling state? Is this going to be
something that he is telling me right now and is it going
to be based on what has happened to him.in the past five
minutes, or is this a more or less enduring state of being

that I am concerned about?
One of the things in the program may have been

directed towards altering favorably the feeling states, the
moods, the emotional status, whatever you want to call
it, of certain kinds of patients. So that may not be the
most efficacious way of getting information.

But you can get 1eproducible information by asking
those kinds of questions.

Now, whether they are the kinds of questions that
relate to the kinds of information you are seeking is the
prior question.
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This is true also of measures of social function and
measures of activities of daily living which are a little
more enduring than the example I cited but I really used
that just to make a point.

DR. WILLIAMSON: Howard, if you were to recom-
mend to us one key reference in the literature on the
validity and reliability of disability measures, what
reference would you recommend?

DR.KELMAN: On the validity and reliability?

DR. WILLIAMSON: This question of looking at the
reliability and validity or usefulness and general ap-
plicability of these measures. What literature could be
pulled out that would get us going in studying this more
thoroughly?

DR. KELMAN: I think one of the places I would
start is with— [ forget the author—but it was a mono-
graph put out by the National Center for Health
Statistics.

DR. WILLIAMSON: Sullivan?

Dr. KELMAN: Sullivan I think the name is. I think
that’s a good reference to start out with not only
because of the kinds of questions he raises and how he
tries to relate disability to the broader questions of
health status, but also because [ think he has an excel-
lent bibliography.

[ think the article by Ellinson in the Handbook Of
Medical Sociology on sociomedical measures or measure-
ment problems is an excellent discussion of method-
ologic problems.

DR.WILLIAMSON: Levine’s?

DR. KELMAN: Right. In that book. I think you
would do well, if you haven’t already, to write to
Murray Wylie and get some reprints from him.

And I think with that a person would be well armed
and well acquainted with not only the problems of the
application of these kinds of measures but their poten-
tial and actual utility.

DR. CARPENTER: You can also look up Kelman in
the literature. That will get you a long way down the
road.

DR. RIKLI: A small observation. Those five D’s that
you attributed to Kerr White — I have heard them on
many occasions — are most useful in taking a project or
a program and running down those five.

And as you talked about disability, you talked about
the independence. It seems to me that probably a sixth
“D” might be dependency — financial dependency,
emotional dependency and physical dependency. And I
think that’s probably the greatest concern of people —
when a parent or uncle or aunt becomes dependent on
them in"some manner. And dependency is measurable,
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and 1 think that is one of the parameters you haye to
watch pretty carefully.

DR. KELMAN: I agree completely. And it my
impression that most of the scales you get into witp the
disability measures, whether it’s vocational or Occupa.
tional or activities of daily living, are really geared
towards estimating how dependent or how independeny
a person is either occupationally, vocationally, socially
-r physically.

DR. RIKLI: I'd just like to add one point there, apg
that is about disability. A man may be missing a leg or
missing an eye or have many other disabilities which are
really compensated for and are not really of serigys
concern to society when a person makes the adjustment,
But if they are unable to adjust and have a dependency,
then they become a serious concern.

DR. KELMAN: Right. And your comment reminds
me of something, namely that we have to distinguish |
think between an impairment such as this and a dis
ability. They are separate things. There are many of us
who function with a whole varety of impairments quite
well. o

That is, if I were an engraver, with my level of
impaired vision, 1 might be quite disabled occupation-
ally. But in terms of the kind of vocational situation I
am in now, I’'m not at all.

These are other problems, and this is part of what 1
was trying to get across in terms of the point I made
about when you begin to move away from the biologic
functioning of individuals to estimating how they
function in social terms and in social situations. The
biologic becomes less influential. Not uninfluential, but
less influential.

I’'m glad you raised the point of distinguishing
measurement of disability from measurement of impair-
ment. They are both important, but they are dif
ferent kinds of things. We sometimes tend to think that
when we measure impairment we are measuring dis-
ability, and vice versa, but we are not.

DR. CARPENTER: It’s hard to get the diagnosis
adequately on the front sheet of the chart and a little
easier I think to get survival indicated on the front sheet
of the chart. Are there any obvious measures of dis-

ability on discharge that could be coded on the front

sheet of a chart?
DR. KELMAN: [ think there are a number of things
that would be very useful to try to get in some standard-

ized fashion. I think it would be extremely useful 0

know a few pieces of information. (I say that as though
it’s so easy and so simple.) The extent to which an i
dividual is able to perform certain limited activities 0
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idaﬂy living—and God knows why on any hospital record

ou can’t find out how much education the person has. [
wish we could get that in. And where the person is going
o, more explicitly than “discharged, improved.” If we
could routinely know whether the person is returning
pome of to some alternate living situation, I think would -
e 2 way of starting out.

ized fashion, fine. But to have the ward clerk or some-
pody else, you know, just scribble down some things is
sot worth the bother.

DR. LEWiS: I was looking for some of the partici-
pants in a four-center contract from the National Center
now, and I guess there isn’t anyone here.

The Harvard center, Western Reserve, Syracuse and
Johns Hopkins, have a contract with the National Center
for Health Services Research to develop a classification
system for patients that deals with three levels:

« The problem of the patient, the actual management
of the patient.

¢ Second, the problem of institutional management,
in terms of length of stay—the usual issues that an or-
ganization or institution is concerned about.

¢ And a third level of coding which has to do with
interorganizational needs — in reality, what the com-
munity has to furnish patients in the way of extended
care facilities, etc.

The classification is in the early stages, first de-
veloping a common language, and is designed to work at
several levels like any taxonomy which progresses to
deeper levels in which information is going to be
obviously less and less available.

This is an attempt at the kind of classification which
would lead to a series of codes some place on a record
that would describe a functional disability, to an insti-
tutional problem and interinstitutional problems.

"And, as I say, I don’t see anybody from one of the
groups here.

DR. CARPENTER: And this language will describe
activities of daily living?

- DR. LEWIS: Part of it will. In essence it looks at a lot
of the kinds of things Howard has been talking about. It
ties to take into consideration all of this. They have
been reviewing the literature trying to develop between
four institutions a common language so that when some-
body says they are impaired, for example, in mental

i the ffO

ings 7 ) :
ver of tgmi_: status, they will now know it is coded, in terms of dis-
ne Stq‘;u] ¢ Orented by place, by time, by person, etc.
ly use It poses a real problem in numerical taxonomy.
at as thUghf

MR . SHAPIRO: Well, Chuck, does this effort contem-
Plate major changes in the contents of hospital records?

which ani
activities

Again, if you can do that in some kind of standard- '

DR.CHARLES LEWIS: But looking at institutions to
examine the feasibility of recording information, I think
the real question is the one you raised: If you have a
marvelous language which is somehow or another
codable in a series of digits, so what? How will it be
accepted? How will it be involved in medical records? To
what extent will it actually influence patient care, or-
ganizational behavior, interorganizational behavior?

But I think that’s maybe a remote question because
the real issue is that there is no way of communicating
this between institutions, between patients.

This is an attempt to try to standardize — to deal
with Howard’s original point that everybody starts out
by inventing a new wheel.

DR. KELMAN: There was an attempt — some of you
may be familiar with it. I haven’t heard what happened
to it, but it was called “rehabilitation codes.” That
effort involved a number of advisory committees who
for years tried to develop a common way of coding
relevant information for patients in rehabilitation and
related kinds of programs, institutions and facilities. And
they developed reams and reams of material. I don’t
think it was ever used much by anybody.

I don’t really know why it wasn’t, because there were
many, many places and many, many people and advisory
committees that worked on development of it and
worked very hard, and a lot of it was good. Maybe all of

it was good.
But I guess there’s a different set of problems in-

volved in developing these beautiful codes and then
trying to take that and translate it operationally in terms
of some ongoing system like a medical care system. And
I really don’t know what happened to it.

The Relation of Process and End-Result Evaluation
CHARLES LEWIS, M D.

1 want to approach this from the stance of an
operator, somebody who has to make decisions about
evaluation data as well as someone who is supposed to
be providing it.

And T will assume at the beginning that we evaluate
things in order to change things, not as some form of
self-amusement, (which it does turn out to be some-
times), but in order to provide some guidance for those
who would like to really change the way things operate,
if they need changing.

Now, I'd like to restate very, very simply what was
said more eloquently this morning. Something — and |
have decided to call it a condition, not a problem, not an
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event, and not an in-put — just a condition at a time
zero, whatever time you care to choose that to be — is
usually measured in some kind of units. ‘

And the units are hopefully relevant and possible of
being measured, assessable, and hopefully available. And
[ think we would like these to be valid, replicable,
practical, and sensitive.

For operators, the thing we are currently concerned
with is that the condition needs altering, or else there is
a question of it being altered. After looking at this
condition we do something, not just anything but
something specific, and that the thing we do is also
measurable or assessable.

Having done something, a whole bunch of messy
things happen that are called processes. And I would just
say that one man’s process is another man’s end result,
that somewhere in here people may choose to stop and
say, “That’s all I’'m interested in.”

And this is particularly true I think in looking at
continuing education, in which maybe all we want to do
is show they were sitting in the room.

The next thing we may decide we’d like to know is
that they sat in the room and learned something.

Then we’d like to know if they took it home they did
something with it.

Now, as I have just indicated here, most of the times
when we are concerned with process we are concerned
about the number of things that are done, the number of
things used, the nature of things done or not done in
terms of quality. Basically, process evaluators count
heads, or something, or the use of things. People who
look at disability, deaths, and so forth, as in the
morning’s discussions, are concerned with end results.

The major point I’'m going to make — [ hope — is that
it is difficult to affect change without doing both, that
end-result and process evaluation need to be carried out
conjointly if one is going to be an applied evaluator and
attempt to use results to redirect efforts.

Let me just point out some of the other things that
by some of these terms I think relevant.

The use of evaluation data depends upon two sets of
factors:

One, organizational factors. Organizations need to
maintain themselves. They need to perpetuate the status
quo, their prestige and individual’s vested interest.
Evaluation basically questions the reason for being in a
certain business, and doing certain things. Fear of the
consequences of change, change in rank, or change in the
structure of an organization are certainly sufficient
causes to reject evaluation data.
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The second factor is the state of the art of evy)
in general.

If we present those who are coordinators of programs
with end results which say “it worked” or “your pro- i
gram is good” — that’s all they want. a4

But if one is going to present someone with informg.
tion which is other than socially acceptable, it’s usefy] to !
be able to tell them what processes went wrong, becayge -
this provides alternatives for strategies in terms of
restructuring programs.

Donald Campbell and others have talked about the
problems of reforms as experiments, and the socja
legislation that has been enacted to create social change
and why evaluation of these programs has been o
difficult. \

If you had a million dolars riding on a program in
which it was announced a priori there were no alter.
natives to success except through this approach, you
have some idea of why individuals resist evaluation (at
the risk of going out of business).

The failure to specify strategies, alternate strategies,
for experimental programs creates a problem.

Perhaps one of the few ways we can deal with this
type of program is by looking at the nature of the
processes that went on while reaching an end result and
presenting these data to those who have to make policy
decisions.

This is particularly important, I think, if one is going
to institutionalize experimental programs — that is,
change the way people do things. The transfer of a
program which seems to produce results into a different
setting is difficuit. Unless one has some idea of what
went on.

Maybe this is related to some of the problems in dis-
ability evaluation.

I didn’t stop and spend as much time as I should have
here talking about the measurement of “do something.”
I think there are probably more “good” programs that
have succeeded because the “do something” was, in fact,
a phantom treatment that never got done than other
kinds, in which something rather dramatically happened.

It’s very useful to know what it was you did that
made a difference, and 1 would just suggest as you look
at the literature (as one moves from clinical trials of
drugs where we are sure we injected “something”, t0 3
program in which we install a new kind of health man-
power) that we really don’t take the same consideration
to standardize the dosage, the blood levels, and othef
things that we are concerned about. The process ©
evaluation begins with knowing what the experiment
treatment was.
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* ] have selected out of the literature eleven papers that
ye concerned with evaluation, and I'd like to comment
on them and then talk about the kind of evaluation that
was done in each of them and what it would mean (to
me) in terms of trying to implement these results.

Jasses of end, and process, evaluations that these papers
represent.

The first one and the simplest type is the reporting of
end results — end results in a group of patients or insti-

4 wiions that describe the fact that different things

happened.
The second class or type of paper looks at variations

4 in end results between groups or among groups or within

groups, as a function of patient or doctor characteristics.

Type three is similar to type one but related to
process evaluation. These describe what happened — the
processes that were carried out and how they varied.
This ranges all the way from results of chart audits and a
whole bunch of things that are done to people or things
that are used.

A little more complex, and fourth, is the study. of
processes of care as a function of certain provider

| characteristics. This is an attempt to describe the dif-

ferences in the way processes were carried out as a
function of the professional’s background, training, and
50 ON.

The fifth type, is a look at both process, or treatment
done to somebody, and the end results of that treat-
ment, without any comparison to other similar events.

In the sixth class, there are two processes — one I
have listed as “C” for control, in which there was no
freatment, and an examination of the end results among
two populations or groups with different kinds of treat-
.ments,

[’m staying away, in this discussion, from the kind of
complex experimental designs that many of us would
like to carry out and are very comfortable with in the
laboratory, i.e. cross-over, factoral designs. Because they
don't come along very often in the business we are
involved in.

There are some other kinds of quasi-experimental
designs that are possible such as a time series observation
that was pointed out this morning, regression dis-
tontinuity designs, etc. 1 refer you to the paper by
Donald Campbell in the American Psychologist, for dis-
Cussion of these.

With this very crude and perhaps debatable
dassification I'd like to go over eleven papers. [ really
didn’t choose these with any bias, except that they il-
‘hIStrate these types of evaluation.

Let me begin, though, by oversimplifying certain --

1. The first one was a sub-study that came out of the
national halothane study of the incidence of hepatic
necrosis with halothane. This was a report of insti-
tutional differences in post-op death rates. Among 34
hospitals, the end results (death rates) in surgery varied
by afactor of 27. They were subsequently adjusted for a
few things like age and sex and other things, and that
difference is resolved to 10-fold. There were sub-
sequently readjusted for severity of procedure, and the
difference collapsed to 3-fold. This is the kind of study
which says the death rates in hospitals are different —
nothing else — and if we age-adjust and do some other
things that we know how to do, they are still different,
but we don’t really know why.

2. The second paper is by Leon (Gordis) on the
evaluation of a program for preventing adolescent
pregnancy. This is a paper that looked at a program in
which teenage girls who were sexually active were
treated in a special clinic by social workers, by phy-
sicians, gynecologists, and placed on oral contraceptives.

The design then was to follow these girls to determine
how many of them stayed under treatment month after
month. About 50 percent dropped out of the program
within the year. The characteristics of those young ladies
who did not stay in the program versus those who did
were coinpared.

3. The next paper, an evaluation of community
nursing services in the care of the mentally ili, was done
by Tayback. It looked at what happened when a bunch
of patients discharged from mental institutions were
provided services by visiting nurses in the home, in terms
of a criterion called rehospitalization. The result was
that there wasn’t any difference among control and
experimental patients.

The paper raises some interesting questions as to why
there wasn’t any difference. I think from the descrip-
tion, I might point out there wasn’t any standardization
of treatment. One really didn’t know quite what was
being done and how this might have varied or how
certain subgroups of women might have had a better
prognosis than others. In terms of looking at the
probability of rehospitalization as a function of the
patient, this is another kind that fits in second category
also.

4. The fourth papers comments on genetic counsel-
ing. And if any of you know any other studies of the
efficacy of genetic counseling, I’d appreciate knowing
them. This is about the only one I have come by.

Families who had had one or more defective children
for whom the genetic inheritance patterns were known,
were provided counseling services (not further described)
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and then followed forward for a period of time. Ap-
proximately 60 percent of the patients went ahead and
had another child. It would suggest about 40 percent of
this counseling, however it was done, had some effect on
further child-bearing.

Here again there was no discussion of the effects, no
discussion of the characteristics of patients. It represents
a straight-forward statement that so many children were
born who had major congenital anomalies or minor
congenital anomalies to families who had been
counseled.

5. The fifth paper presented is from San Francisco
data on the neighborhood clinics for a more effective
outpatient treatment of tuberculosis. This was prompted
by some observations that (in San Francisco) about 80
percent of alecholics, (50 percent of blacks and 20
percent of Chinese) broke their appointments to the TB
outpatient clinic.

The public health department went into each of these
neighborhoods, organized clinics with the help of the
local citizenry. The compliance rate with broken ap-
pointments, sometimes used as a measure of satisfaction,
dropped to about § to 10 percent.

The interesting thing about the paper is that nobody
reported whether or not there were any readmissions or
active cases of TB.

This is a discussion essentially of processes and
change in processes related to the structure of a pro-
gram, which, oddly enough, did not look at the payoff —
which is whether or not any of these tuberculous
patients complied with their medications, or were
readmitted to hospitals.

6. The next paper is a study of variations in the
incidence of surgery. This was a study which looked at
all Blue Cross subscribers in the state of Kansas and
looked at the incidence of certain common operations,
T&A, appendectomy, etc., in various economic
subregions of the state, defined so they’d be fairly
homogeneous in nature.

The “Glover” effect or variation in rates for tonsil-
lectomy was reconfirmed, as was a 34 fold variation in
rates for appendectomy, cholercystectomy, and a variety
of other procedures. The rates for surgery were studied
as a function of the availability of surgeons, beds, and
general physicians in the area. The percent of the
variance of these rates that could be explained was
rather phenomenal. For appendectomy, 70 percent of
the variation could be explained by beds and surgeons.

It has some interesting implications, but it doesn’t say
anything about the consequences of these surgical pro-
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cedures. It looks at processes as a function of certaj
variables in the structure of medical care. 1

7. The next paper is by Thompson and his groﬁp a
Yale on end result measurements of the quality o
obstetrical care in two U.S. Air Force hospitals,

Thompson looked at two Air Force hospitals g4
perinatal mortality by race, and found out that i ong
hospital, the black perinatal rate was higher, but in e
next hospital the white prematurity rate was higher,’

He went back and looked at utilization of care by
trimester of pregnancy and found out that all of these
ladies were using prenatal care rather early. It’s a very
facinating paper because the more you read it, the mora
you have trouble reconciling some of the results.

8. The next paper measured the quality of medical
care through vital statistics. This is a comparative study
of appendectomy rates in the hospital regions around
Rochester, New York. There were large variations in
rates at which appendectomies were performed. And no
relationship was found between rates of appendectomy
and deaths due to appendicitis — an example of looking
at a process, and the variations in process as they relate
to an end result.

9. The next study of comprehensive outpatient care
in rheumatoid arthritis is one of the ones that deserves
reading if you’re going to read any of these. In this one
Dr. Katz does several things. He defines the condition
that he’s trying to deal with. He measured disability with
all of the problems that Howard Kelman mentioned
earlier this morning. He describes the processes of care
for a group that got physical therapy, nursing, public
health nursing, comprehensive team approach, and
describes it very well. He measures outcome, significant
changes in disability, as a result of applying com:
prehensive care for ambulatory patients with rheumatoid
arthristis.

10. The next one is a study that we did in Kansas on
continuing medical education. This is a study which
basically looked at the tremendously aggressive program
in continuing education that had been mounted at th}"
University of Kansas for over 30 years with circult
riders, with regional courses and with conferences and
seminars held at the medical school.

It was an attempt to look at the participation of al
physicians in the state for each year at risk over & ten-
year period.

We took a look at the predictors of use, as a function
of. physician characteristics, and found among oth¢f
things that it’s related to being near a regional centéf
(having it available}, being a specialist, and being a recent
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é}aduate, but not at all related to place in class on
g,‘a'duation.

" 11. The last is from the nurse clinic study at the
gﬁiversity of Kansas by Barbara Resnick and myself
,f;‘hich looked at activities, events and the outcome of
gmbulatory care in which a population of patients with
defined chronic illness were previously examined,
Jescribed in fair detail, were randomized into two
groups- One went back to medicine clinic, the other
received care by nurse practitioners.

The critical incident technique was used to try to
measure some of the activities of the nurse clinic, some
of the things that John Williamson and Paul Sanazaro
‘ pi]oted. We looked at outcomes; death rates, in which
there was no difference; the level of disease, no dif-
ference. There were significant differences in disability
pates at the end of one year of care under these two
systems; the nurses’ patients were far less disabled. There
were significant differences in discomfort and satisfac-
tion levels. This paper attempts to look at processes and
outcomes.

If T were presented with the data on institutional
post-op death rates I would say, “I don’t understand
why our hospital is either so good or so bad.” But I
don’t have any answers, and if we were good I'd be
‘happy .
=1 think that regarding the second paper, evaluation of
:the program for preventing adolescent pregnancies, I
would say, “This looks good, but I really can’t tell what
“you're doing to these young ladies, and I really can’t tell
if anything is happening. Therefore, [ think you’d better

§ try to measure what you're doing to them a little better

if you want me to pick up the tab for this kind of a
.“program after the grant support wears off.”
“"For the third paper, an evaluation of community
‘nu“rsing services, I think the comments would be as for
the previous study.
~ This comment on genetic counseling. I don’t know
what you can say when you’re confronted with
information that says patients don’t do what doctors tell
‘them to do except begin to deal with their patientsin a
little more sophisticated way.

For the TB clinic study, this looks good on the
statistical - sheets, but did anybody get TB? Again the
fack of outcome data creates major problems.

This morning when Bob said, “Does anybody here
have end results that influenced decisionmaking?”, Sam
Shapiro talked about mammography, and someone else
entioned dental cytology. And John talked about the
heart failure study and the creation of a follow-up clinic

that was discovered when it was found out that the
deaths occurred after discharge. ,

Let me tell you about one that I'm willing to talk
about, and it’s a negative one, about how process in-
formation, and perhaps some outcome data influenced
program planning in the Kansas Regional Medical Pro-
gram. Perhaps we can get a postscript from Bob Brown
who is now in charge of the program.

In 1967, the very start of the program, we like
everybody else were trying to get people involved and
trying to convince everybody it was their program. No
one believed this.

We were always saying, “If you just bring us projects,
we’ll help you get them funded.” And they brought us
one from an area in Kansas that has some problems with
economic growth, where the population was relatively
aged, the physicians likewise, and no younger physicians
were going, and there were lots of rehabilitation
problems.

Some of the people in that area said, “We want funds
to train assistants in occupational therapy and PT assist-

“ants, because we have a junior college, and we can train

these people, and then they’ll provide our rehabilita-
tion.”
We said, “Fine. We need some data to support it.”

We had done a survey and were quite aware this was a
very disabled population.

We also took a look at the occupational and physical
therapy facilities in hospitals in this nine county area
and found without exception all of them were operating
at less than 50 percent capacity.

We interviewed a sample of about 50 percent of all
practicing physicians in this nine county area and we
sent our young ladies to them, and they asked:

“Have you seen anybody who needed occupational or
physical therapy?”

And then there was a little probe to explain what
occupational therapy was.

The next question was, “Did they get care?”

The final one was, “Do you think we need more?” —
to which the answer was always yes.

When we took this data back, we were able to say to
the people, “Look, you have lots of problems, end
results that need to be changed; but you have facilitics
that are being underused. There are occupational and
physical therapists who are going to leave their jobs
because they don’t have any work to do.”

If we look at who creates demand for rehabilitation
services (doctors) and talked to them, we found that
they (the doctors) were not aware of the need for this
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service and had identified patients for whom these
services should be prescribed.

We didn’t try to make any interpretations. We
presented this to influential citizens whose comment
was, “It looks like we have a job to do with our own
doctors.”

[ don’t know, Bob, whether there is still pressure for
this. But I think that in one case we were able to show
that by looking at the processes, that is, why patients
who need care do not get it, we were able to avoid
spending some money at least at that time.

I have asked some of the experts around the room to
give me some feedback on some questions that [ have
raised. I think Il start by asking Sam Shapiro. It seems
to me that one of the reasons you have been so effective,
Sam, in influencing programs is that you really have
been looking at end results, but also describing to your
own group the processes that they were pursuing and
carrying them right along with you.

Discussion

MR. SHAPIRO: Yes. Well, Chuck, I almost have to
say “of course.” .

The influence of an end result observation is going to
be very heavily affected by the ability to understand the
process by which you achieve the end result, and as
much attention has to be paid to the issue of process as
the end result.

The only reservation that I would have is that there
are occasions when it becomes incredibly difficult to
tease out of the situation anything but very, very global
descriptive information about process. But yet the end
result in itself can be a very firm one. And [ have a very
specific situation in mind.

Some time ago we looked at the question of perinatal
mortality and prematurity in HIP in contrast to the rates
among patients of private physicians in .the community
and did all the necessary standardizing. We came up with
a finding of lower mortality and prematurity in HIP.

And the next question we raised was: What is there in
HIP that produces this type of result; in other words can
we identify the process of care responsible, as well as
other factors?

But, it was just not possible for us to examine the
process by which people received their prenatal care and
the other circumstances in the process of medical care
that might have influenced this result. I think the whole
cause of reducing infant mortality would have been
advanced if we had been able to get at the process, but

S0

certainly the end result standing by itself in conjunctioy
with the particular kind of setting in which it was Carried
out has been of an enormous importance in assessip
the impact by prepaid group practice’s impact op healy

So while I want to repeat that, of course, proceg “
terribly important, there are on occasion very importany
practical considerations that make it extraordinarily
difficult if not impossible to get at process.

The reverse is true too. An advance in understandmg
process with some implied benefits from process with g
ability to get at the end result is also worthwhile,

DR. LEwIs: I think that’s an excellent example. Anq
the question has always occurred in my mind: If this
sort of care system is related to these kinds of outcomes,
then why have the, let’s say, perinatal and infant mortal.
ity social gradients in the United Kingdom not been
totally eradicated by the emergence of the national
health system?

MR. SHAPIRO: Do you want to get into a discussion
of that? ,

DR. LEW1S: No, sir.

MR. SHAPIRO: Look, in a system like HIP, we know
that there are very important gradients by social class.
don’t want to get into that issue because [ think it opens
up a new, highly complicated issue. .

DR. KELMAN: Well, I would like to go a little bit

further and reject if 1 can, just for the sake of a con |

troversy, your emphasis on process evaluation. I'm not
against it. Let me say that like everybody else, I'm for
motherhood and all of that. No, these days you're not
supposed to be for motherhood. I'm not opposed to

process evaluation, However, I think, Chuck, that at §idg

least as I look over much of the evaluation literature, I'm
struck by the fact that we have many more overall
descriptions of program and process and visits than we
have end-result evaluations. As I look over the process
kinds of things — and this may be strictly persona.l,butl
don’t think it is — they raise no questions in my mind
about program. However, when I look at outcome eval:
uations with or without process, they at least raise 3
question and would give me some pause about programs
Now, I don’t agree with the kind of response that you
made to the first study — that if it’s good, fine, and if
it's no good, let’s forget about it. I don’t think that
would be an appropriate response to outcome feS“l‘
where you may not know the process or channel.

I can give you an example of a study we’re involved ‘

in where the outcome was negative. We had excelleﬂ‘

descriptive material on the process. Nobody paid any g i
attention to it because it was a negative finding- >

that’s one point.
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" The second point I would make has to do with the
ptifity of evaluation. I think that obviously there are
factors aside from the presence or absence of process
information that would make the acceptance or
}ejection of an outcome result affect its acceptance. It
there is no question to begin with about the program, if
everybody is sure that is the only thing that can affect
family planning, if this is the only alternative to patient-
neglect, then I submit this is not a question to be studied
or to be evaluated and an evaluation is strictly eyewash.

It would seem to me that what is really wanted is
documentation of the efficacy of what people’s faith is
in something, and I submit this is not an appropriate
condition for evaluation of either process or outcome.

DR. LEWIS: Let me respond and say that when I was
making comments about these papers, I hope you didn’t
lose the fact that I have been in and out of character in
this discussion, one of which is a political animal con-
cerned with getting things done and trying to keep peace
and run an organization.

And maybe that’s what all this is about — interor-
ganizational conflict and the ways one deals with it using
gvaluation information. »

It seems to me that the majority of people who want
to evaluate something, Howard, come at it the way you
just said: “We have a good thing. Wouldn’t it be nice to
show it?”

DR.KELMAN: “For you to prove it.”

DR. LEWIS: “For you to prove it.” I think some-
fimes the most fascinating opportunity for evaluation
comes serendipitously that way. And you can say “We
don’t do that kind of evaluation,” wherever you are
locally enshrined, or you can say, “Okay, buddy, we’ll
have a go at it but let’s be prepared to take the worst
answer you are prepared to hear.”

It seems to me that evaluation almost could not be

separated — just a personal opinion -- from the political
and the ethical context in which it is performed and
without the consequences to those who are involved in
it. That may be a little more philosophical than I’m
supposed to be.
- DR. FOX: Two comments. I agree with what you
say. However, { think that one must separate two very
important issues. One is the bureaucratic and political
Pressures to prevent good evaluation.

Now, that is a very important product. In fact, I tend
10 believe the primary reason why good evaluation
doesn’t take place is more for that reason than the
Tason that technology doesn’t exist.

The second aspect though, the relation between

Process and outcome studies, is itself a terribly impor-

tant separate question, and I wouldn’t treat them as
necessarily intertwined. .

The other thing is that my own hard evaluation
experience — I mean in terms of doing long-term studies
— has been in mental health, which is a little different
from a lot of other studies. ‘

But we did a study where we were looking at re-
habilitation of chronic VA patients with control in
an experimental ward and reached a conclusion on most
of our variables that the experimental ward was a little
better and on one variable it was worse. And in a sense
that was hard, you know. I mean the data was as good as
you ever get in psychiatry, which is a little weak.

But then I think the creative part of this in some
sense came in a bunch of us sitting around the table —
by a “bunch™ this included some patients too, in-
cidentally — and trying to figure out, “Well, gee whiz,
we thought we were going to get big differences.” And
yet we were only getting very smali differences.

What was the process? And, furthermore, what were
processes that didn’t exist in either ward that might have
been instituted that one might want to carry forward in
further experimentation?

That’s a very soft set of procedures. I think it’s very
important that this be done.

I agree with one of the comments that was made that
there’s a great tendency to get so embroiled in process
because outcomes tend to be more difficult to measure,
that you end up patting yourself on the back as the
process looks pretty good.

DR. LEWIS: Let me restate. I have tried to say that I
think both have to be done whenever possible — but
there are circumstances in which only one or the other
can be done and appropriate circumstances when maybe
only one or the other should be done.

But I don’t think there is such a thing as process or
end results. And this gets to be an ideology, and it really
breaks down between the denominator and numerator
people in the world, those who are concerned about
groups and don’t give a damn about cases, and those
who are only interested in what happens with the case.
And these two subcultures have always existed.

'MR. SHAPIRO: Present company excepted.
DRr. LEWIS: I don’t want to— I'll run up a flag in

minute. But I think, quite honestly, this is one of the -

problems in trying to diffuse this issue of what are you
going to do, because it really is related to personal orien-
tations about how you see care.

DR CARPENTER: Dr. Brown, there is a lull here. Do
you want to give us that followup? Are they still trying
to train occupational therapists in way-out Kansas?
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DR. BROWN (Coordinator, Kansas Regional Medical
Program): Well, it’s a very complicated thing, and there
has been a great deal of study of the situation. It’s
essentially where it was at that time.

Another similar thing, however, Chuck, having to do
with changing conditions. [t’s the phenomenon we see
with the home health care service. If the nurse makes
rounds in a hospital with the physicians, she builds her
clientele for the visiting nurse association very rapidly. If
she is at headquarters and doesn’t go into the hospital
and make her own, she doesn’t get referrals, which is the
same — which has to do with awareness of physicians,
you know, of whether everything is really lovely or
where it isn’t,

The same with the PT. Since they don’t know and
have personal experience, they really think everything
must be all right and they really don’t need it.

1t’s a complicated problem hooked up with our whole
educational process in the state. So they haven’t really
made any progress.

DR. CARPENTER:
gather.

Dr. LEWIS: We didn’t spend some of Dr. Brown’s
money anyway.

DR.BROWN: They still want it.

DR. CARPENTER: Well, could we get some dis-
cussion around the question, “should end-result analysis
be undertaken by every region funding a coronary care
program?”’

MRS. BLAXALL (Budget Examiner, Office of Man-
agement and Budget): I don’t know if we want to specif-
ically limit it to that. But a year ago we had a session
with Pete Peterson and Karl Yordy and a couple of
people — the Assistant Secretary for Planning and Evalu-
ation — and Don Schon was there and a couple others
from his firm.

It was effective evaluation [

Anc the whole point of the meeting was to try and
get a handle on the kinds of evaluation criteria, in-
dicators, whatever you wanted to call it, that the Bureau
of the Budget might use not so much in evaluating in a
hard sense but perhaps even describing the process of the
activities of Regional Medical Programs in the budget
appendix, for example.

We were using such things as the process indicators —
how many participants in the training program, how
many regions were operational, just, you know, just
indicators, nothing that really explained anything related
to Schon’s systems transformation model, nothing that
gave any flavor of Regional Medical Programs in the
description.
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It was the most elementary kind of analysis Which v,
are all used to.

And the conclusion of the meeting, which Wi
When you think about it, a year ago we didn’t teally
know as much then as we do now. The conclusion of the
meeting was that we had to get a handle on ways g
describe Regional Medical Programs, from my poin of
view, that would be able to focus in on what kinds of

transformations were taking place in the health care

system through Regional Medical Programs.

You know — big deal — that’s the conclusion,

Well, we haven’t really got any further than that,apg
yet I feel when I go looking at the budget submissiop
when it comes in to me and I have to make some recon.
mendations that [ can’t really justify Regional Medicg
Programs budget just on terms of additional trainees thig
year or whatever. That’s not really what Reglonal
Medical Programs is about any more.

And I don’t know what kind of indicators to use,
This is a tough question.

DR.CHARLESLEWB:Todmpbm*andmymm&
thing here since I'm out of the RMP business, isn’t this
the whole problem since 1966, that the RMP was based
on a promissory note which could never be delivered,
which was really the elimination of heart disease, cancer,
and stroke, and some of us had a strong feeling that
besides providing “improving the care of the patients” it
was really about regionalization, and the establishment
of relationships, and the introduction of change within
the system which occurs only under certain conditions.

It sure helps to have a little money. It helps to have
some doctors who are hurting::

I think it’s fascinating that we have focused most of
our attention on university medical centers, which are
about the last things in the world that are going to
change because of the density of prestige and populs-
tion.

I think if one really wants to see innovation in the
medical care system today you go to the small towns
any place in the country and you find nurse practi-
tioners and physicians’ assistants and mergers of hos"
pitals and all sorts of interesting things that aren’t
making the New York Times.

But I suspect if one were going to invest a little RMP
cash, one could very easily facilitate regionalization out:
side of those sorts of procrustean things that hav

probably already died but the message just hasn’t gOt o

the brain yet.

MRS. BLAXALL: That’s nght I agree with )’0‘“
statement.
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DR. LEWIS: A lot of people don’t.

MRS. BLAXALL: But it doesn’t help me in the
gestion I have. This is a tough question we’re still
working on. For example, does that mean instead of

srecdotal elements?

peasured I would assume.

if you would like to talk about the availability of care
for populations and the provision of care to populations
frat don’t have any care, as a byproduct of RMP, I think
{hat can be measured — providing that’s what your
objectives were.

But there have never been any objectives except to

smprove the quality of care for patients with heart
disease, cancer, and stroke” — starting at where the care
{ yas probably the best.
i MRS. BLAXALL: Does this get back to the question
then that 1 hear when I go around and talk to some of
the regions, “Who’s making the objectives for RMP?”
Washington or our local RAG? Is that the kind of
question that you’re getting towards?

Because if there aren’t any concrete objectives at the
national level, which is what I suppose 1 have to worry
asbout, then —

. DR. LEWIS: I think RMP when it emerged in

1966, for some of us that really got seduced into the
planning process without knowing what is going on and
found ourselves operational before we really knew what
was going on, we had been at that time fascinated by the
fact that this was a program in search of objectives, that
there was an enormous amount of money to be spent for
doing something, but no one ever defined from hierarch-
ical quarters up there what was expected of regions, and
regions grew depending upon, essentially, the philosophy
of the coordinator or the parent institution.

And at that time I think many of us felt the

(P was basgd ]
e delivered

sation i taxonomy of RMP. There were hardware-oriented
small tegions and software-oriented. There were disease-
1urse p viented and there were people-oriented. They were

tentralized and there were decentralized. They were
dearly determinable by the nature of the people in-
volved in the original programs.

I do not know whether it has changed or not. This
¥as the equivalent of the identity crisis which over-
Whelms the teachers of preventive medicine annually.

DR. CARPENTER: You know, it’s interesting that
ow we are stuck with really so many objectives that
”}ef@ are people who say we don’t have any. Each in-
dw?dual region has a large number of objectives, some of
Which are immeasurable, some of which, though, are

yiing the old indicators that we should focus in on

DR. LEWIS: No, there are end results that can be

measurable. The diversity — the major strength of the
law’s permissiveness toward local innovation — makes
for such difficulty of expression that it now becomes the
bane of the evaluator’s existence. Having no national
decision that a priority, for example, for coronary care is
acceptable, he has less clear evidence as to whether his
Region has placed significant priority on such care.

DR. LEWIS: I think if your programs had written real
objectives and not statements of vague goals, they might
have been evaluatable. And it’s like teaching, you know.
If you just tell them what you want, which we usually
do, it’s a mess. Writing educational behavioral change
objectives is a very difficult job.

DR. HASTINGS: It occurs to me maybe we have got
a new definition of what RMP is really about. If we
make the assumption that RMP’s real business is social
change, if we are supposed to be changing things, then
perhaps we should shift our statement of what our ob-
jectives are from disease—related, medically-related
criteria as listed in each of these articles, as enumerated
in each of these articles that you just discussed, and
frankly say that we’re in the business — that we’re in a
political business, an organizational business instead of
being in a task-related business, that we’re in the busi-
ness of changing a system.

* And if we define ourselves that way, then it’s possible
to state objectives that one can measure, different kinds
of objectives that people have tried to measure.

But if that’s what we are about, maybe that’s what
we should be doing.

DR. LEWIS: It would have been nice if the original
law hadn’t said in it as long as it doesn’t interfere with
current patterns of practice.

DR. CARPENTER: But interference and change
aren’t the same. ‘

DR.HENDERSON: That’s right.

DR. STONEMAN: [ think there is a real gap that has
developed in this conference. I think it’s been there all
the time. I think Dr. Lewis alluded to it. It concerns me.
I’m sure it concerns many other program coordinators.

I think a lot of us were seduced into RMP by the
bright hope of local initiative and local decision making
and system building within the context of the law as it
was written, with perhaps a few liberties with the inter-
ference clause.

But we did develop regional advisory groups. We did
develop systems. We did spend a couple of years teach-
ing them what the law says and what it’s all about. And
we did do this on the thesis that unless we put a system
together that could work together we were never going
to be able to move the system in any effective way. We
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have begun to make some progress toward doing that,
but we aren’t there yet. I don’t know all about all the
other regions. I know we’re not there yet.

The law is being renewed. It’s written by Congress.
It’s still virtually the same language except for some
kidney wording and a few other minor changes. And yet
the Bureau of the Budget and others in Washington are
coming through with a clarion call that we’re going to be
judged on whether we’re agents of social change and
whether we can materially, with the doilars we have,
affect the health status of the nation very soon.

Now, we spent all day finding out nobody can tell us
how to measure health status to begin with. So we can’t
evaluate that pursuit except in individual program
activities, and that’s out. We’re not supposed to measure
activities as much as we do broad program. The people
back home still think we’re working under Public Law
89-239 and renewals. »

Now, it seems to me that there is an obvious question
here that [ hope will be addressed before the meeting is
over. I don’t think we can do what we have been asked
to do until we do what we set out to do — put a system
together. And [ don’t think we can do it by fiat within
the next four months or within the next 12 months,
probably not in less than several years.

And this comes back to the question the young lady
asked about — what do we put down to justify your
existence? I don’t think we’re going to with $94 million
this year produce enough product in additional health
care delivered to amount to a minuscule fragment of the
total systems production.

Maybe we’re going to produce a process that can put
us in a position to do something about that, but I can’t
give you much more justification than that.

DR. HENDERSON: | want to just try to remove one
misconception I think I heard. :

I would not say we cannot get measurements of
health status. I say we can. I tried to say that it is a
difficult task and it takes experts in many fields to apply
their knowledge and do it efficiently.

I think you have seen that. There are experts in
several kinds of measurements here today. We have all
tried to say that it takes a lot of effort, a lot of skill, and
a lot of skilled personnel focusing on doing the specific
kinds of evaluation. I do not think the RMPs have had
people with the right kinds of expertise in their pro-
grams to start off with—for good reason. The majority
have been planners and people who had to get programs
implemented and were well versed and became well
versed in these aspects.

94

This may be just a time lapse. But I do not think
you should say or anybody should say that we ca
do it. Given enough money and the proper input 3 c
be done. But it cannot be done except by collabgration
between many kinds of experts with backgroung ang
training in the sciences needed for the purpose.

DR. STONEMAN: [ know, bu{t_given the fact‘(]m
each region is doing its own thing, if you will, even given
the kinds of that you describe—and I listened very clogel
this morning, very interestedly-at $200,000 for the first
year how long with that kind of a data base would hy°
regional medical program have to go with operatiopy

Nnot

activities directed toward the soft spots and gaps that 1
you identify and develop before you can come back §
with a continual status evaluation that will answer the |

question that she asked—for one region?

DR. HENDERSON: I can in part answer your ques.
tion. I cannot give you a time limit. But I can tell youa
problem about the whole program that [ think extends
this time. Because of the insecurity of funding, from
year to year, our unit has no full-time professional
person, No one with enough epidemiological and statis.
tical experience to organize this kind of center can at

that stage in their career afford to go full-time ona |

program without surety of continuity and funding. So if

the program had a more stable base, it could be donein

much shorter time because you would get people work-
ing at the job full time. The very nature of the program
is extending the length of time it takes to do evaluation.

DR. LEWIS: I think just to reintroduce Buck Rikli’s
question as we have come full circle, it’s whether or not
the kind of data that we are talking about will influence
planning and operation, '

MR. SHAPIRO: I don’t see how you can answer that
question—in a kind of global way any more than I could
possibly grapple with the global way of stating the issue
of changing medical care systems. You can think in
terms of a change of medical care systems involving
total approach. This is a $65 billion-a-year industry. And
anybody who thinks that RMP is going to change
medical care systems in a very fundamental and decisive
way just doesn’t know what’s going on. It’s unthinkable.

But you could define medical care systems in clusters,
in smaller units, in a dimension which you can begin t0
grapple with.

I hate to come back to our own experience and ouf
own aspirations, but the program that I was describing
this morning in coronary care is directing itself at 2
categorical disease, but to be effective, the way we vieW
effectiveness, it means a change in a system. Hopefully,
through a demonstration of the kind we are projecting
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" .So I think that there is a danger of stating issues in
quch broad terms that it becomes absolutely impossible
1o cope with them.

Dr. KELMAN: Well, again I think if you came away
from the discussion all day with the idea that we can’t
measure health status, then really we failed.

I don’t think we here could allow you to slide out
from taking a hard look at RMP easily by saying, “We
can’t measure health status so therefore RMP can’t be
evaluated in those terms.” It’s not appropriate.

" The discussion we have heard thus far initiated by the
young lady in the back is very similar to many dis-
cussions | have been in after a program has been
jaunched and they say, “Well, we’d better get an
evaluator in here to tell us what we’re doing because we
don’t really know.” And I think that’s pretty sad after
4l this time. I cannot for the life of me understand how
we could get into the sorry state of spending all of these
millions of dollars setting up all of these regional offices
and then come around and say, “Well, I really don’t
know how to judge whether one or another region or
one or another unit should get more or less funds for
what it wants to do.”

" This is an extremely dangerous kind of situation,
tying it back into some of Chuck Lewis’ comments, for
an evaluator to aperate in, because he or she can’t
possibly win in such a situation. In other words, you're

" putting the evaluator in the position of defining the

objectives of the program. Do you really want that? I
don’t think you do.
DR. CARPENTER: Bill, you stimulated a lot of this.
DR.STONEMAN: Yes, I'd like to respond.

I didn’t mean to sound like an evaluation nihilist. The
-thing that bothers me is that we have had for some time
now some very broad and general aims for RMP out-
lined which are extremely vague, and if [ overstated their
Vagueness and the unlikelihood of their immediate ac-
tomplishment, I apologize. But 1 apparently made the
- point,

If we are going to go to program evaluation at the
tegional level instead of concerning ourselves with in-
dividual project activities, then I would submit that most
of the evaluative techniques that were described this

o Morning are more appropriate to project evaluation, if I
tan use that term, than they are to program evaluation.

‘ Then it’s necessary for us to hold our own feet to the
e in terms of setting some precise program objectives

before we can begin to decide how we are going to eval-
uate them. '

And I must confess it’s still not clear to me what
evaluative methods we are going to use for that. I have
got some strategic concepts of why I'm doing many of
the things I'm doing, but they are steps along the way to
what has been discussed in terms of more profound
changes in the system than the reorganization of a given
subsystem within our coronary care process. I hope that
clarifies what I said to some extent.

DR. BROWN: It gets back though to this business
about process and end results. If you’re going to try to
define how many people’s lives you saved or so on,
that’s going to take a very long time and may not be
possible and probably isn’t even important. But the
process is important, the process by which subregional-
ization or regionalization occurs.

Now, that may be hard for people in the Bureau of
the Budget to measure, but that’s their problem as well
as ours, because that is where maybe the $36 million can
have some influence on what is happening in terms of
the whole.

Now, that’s about as global as I could make it, and
within that there are 55 sub-sets and probably 25 ap-
proaches within those sub-sets of 55 regions, and then
within that there are a lot of other smaller things that
Dr. Shapiro refers to which are terribly important, but [
don’t know how you measure those in terms of lives you
save.

DR. KELMAN: Could I be antagonistic and ask why
it’s important to have all these subregional clusters and
paraphernalia? ‘

DR. BROWN: It’s a mechanism because someone
feels that there might be a better way or a more
economic way or something to deliver health services.

DR.KELMAN: I’'m asking an outcome question.

DR. BROWN: [ was struck with this business here of
the neighborhood health clinic where the analysis of the
report says that 95 percent of the patients get followup
contrasted with only ~ what? — 10 percent or 20 per-
cent. Therefore the neighborhood health center is a good
thing?

DRr.KELMAN:Idon’t know if it’s good.

DR. BROWN: Well, nobody knows, but that’s one of
the objectives it seems to me we're hearing, one of the
goals of the regional medical program. Access. Isn’t that
access? It doesm’t make any difference whether the out-
come was better for the patient. Nobody measured it,
But if we could guarantee access, that’s politically im-
portant right now.
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Now, I’'m not saying that’s good or bad. I'm just
saying if you take stability of data you could say, well,
here are X number of people who did not get followup.
Now they get followup. Therefore, you've improved the
system. ’

Maybe all you have done is added a component to it
that costs you money.

DR. CARPENTER : I suppose the fear is, Bob, that
although that is politically important today, it doesn’t
sound as though it’s going to stay politically important,
whereas whether or not there is increased access to
improved health care may have a little longer staying
power as an argument.

MR. SHAPIRO: Let me give one example briefly.
Then I’ve got to leave. And I’'m going to oversimplify the
situation. _

During World War II, there was an EMIC program —
emergency maternal and infant care. Nobody thought in
terms of an evaluation of that program. There were
miltions of women who were delivered through this
program. After the war that program was abandoned.
There was no supporting evidence that could be used to
sustain a program that roughly corresponded to the
EMIC program. There are a lot of people who are
convinced that some form of EMIC program would have
been maintained after the war and hopefully would have
resulted in further reductions in infant mortality in this
country instead of the long sustained period of small
decreases if those responsible had taken the trouble to
think through the importance of evaluation.

There is currently a program in maternal and infant
care, and there’s a huge amount of money being poured
into that program. I don’t believe that that program will
continue in the long run unless it can prove itself in one
way or another.

I think in the RMP there are very similar types of
situations. I don’t care how carefully you regionalize an
ambulance service to respond to coronary care
emergency situations. You may have a beautifully
operating program. But unless somebody can establish
whether or not that program is really accomplishing
something in terms of outcome, that program is going to
be chopped. That’s the rationale behind outcome.

DR. LOGSDON: Could I just comment about
another program that had a similar type of outcome in
the migrant health bill that was passed and which
operated on a budget much less than this, about one-
fifth of the amount, and was passed primarily because of
Steinbeck, his writing, and some special interest groups
that were able to get enough support in the Congress.
And this program provided health and environmental
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- the lack of grass-roots support, this program i i

services to migrants all over the country. Byt becayse
the lack of solid evaluation information ang because of
jeopardy right now of being lost in the shuffle of anoth
bill that was passed. And if [ was any kind of Prophe:;
would say that the same thing could well happen tq the
RMP. 7

DR.CARPENTER : Dr. Fox?

DR.FoX: I think Martha and [ would like tg respong
to some of the comments.

For those who don’t already know, this is Marthy
Blaxall who is a budget examiner in the H_ealth Branch in
the Office of Management and Budget. She also helps me
write speeches for places like here and ropes me intg
interesting meetings.

I think a couple of points have been raised. The
problem of insecurity of funds, for example, has some
validity. The issue of lack of goals may or may not have
validity. I think that can be carried too far.

I wonder, for example, whether you were at lunch
and listened to Dr. Margulies’ speech. He enumerated
certain things that were as clear as they are going to be
enumerated, and if you people don’t understand what
they are, then I don’t know what else can be done.

You also heard in the morning that the co\ncept‘ of
themes versus specific objectives was talked about by
Don Schon, and I haven’t heard anybody dispute that as
a concept. You know. The messages that you’re going to
get will consist of themes. You’d scream if you were
given specific objectives in terms of numbers of this and
that type of unit that you must engage in.

We have heard that you can’t measure health status.
Well, you know, I made a big point of this yesterday in
my talk, and presumably you heard that. Not that you
can’t measure health status, but that you won’t get 2
single measurement of the impact of RMP tied up in one
cost-benefit measure. We’re aware of that.

On the other hand, there are things that can be done.
I sure learned a heck of a lot today. It (the panel) has
some of the best information of what the state of the art
in measuring health status really is.

Let me tell you some of the things that I think one
can expect. I think one can expect movement in
directions. What those directions, the precise directions,
ought to be, that’s up to you people again. You knoW
the themes. What are some of the system -hanges? IS
duplication in facilities being eliminated or new duplica
tion being prevented?

We're on the verge of entering into the kidney field
for big. Are we going to have the same fiascos there We
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pave had in open heart surgery? If we do, then maybe
the program should be questioned.

we have also heard examples here, and I have heard
them, anecdotally, of important situations where dupli-
ation of facilities has been prevented.

We know manpower is important. You know. Is RMP-
doing something to rationalize the introduction of new
‘manpower in the project areas? ,

These are meant to be seed money projects. Are they

engaging in projects that are real projects that are
sbsorbed into the regular system after, say, a two- to
five-year period?

One can look at core staff and ask whether they are
developing a regional strategy that intuitively makes
gnse or is it a case of just responding to individual
requests and interest groups that come in?

We have heard statements that the evaluator can’t set
objectives. Well, this is true in a purist sense. But if the
evaluator can’t help the decisionmaker set objectives,
can’t start to ask questions that assist the decisionmaker
in setting objectives, then the evaluator ought to be fired
~ and I really mean that — because that may be the
most important thing that he can fulfill.

And I know to some extent the regions have to come
forth and say, “Look, within these themes these are the

good things that we think we can do, and these are our
objectives. This is what we think is _';easonable to
measure us by. Here are some measures that might be
tempting from your point of view but we'thinl; they are
unrealistic because — . -

And I think the regions have to come forth with
honest information, not with snow jobs.

Now, in a sense, things are bad. There’s uncertainty.
But the uncertainty isn’t, I contend, anywhere near as
bad as what your statements make us believe.

DR. JESSE B. ARONSON: I'd like to ask the ques-
tion as to why in all of these discussions of measure-
ments we haven’t brought in or I have heard really
nothing about the measurement of the cost factor.

We know that we are far from getting cost-benefit
studies. We certainly can get cost-effectiveness of
process. And if we are going to start measuring process
without measuring costs, I don’t think we’re measuring
process in any realistic sense, in any case that will in any
political sense certainly be realistic.

And T think we ought to put more of our thinking,
and we ought to have examples of studies, where the
cost-effectiveness of process becomes an essential
element in our whole measurement system. o
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Approaches to Program Evaluation

H. W.KEAIRNES,M.D.

Evaluation is assuming a larger role in the planning
and management of Regional Medical Programs. The
new procedures for anniversary review program applica-
tions and in-depth site visits indicate that increased local
autonomy in management of activities and funds is
contingent upon a clear understanding by Washington of
Yesterday’s achievements by the program. Under these
conditions, past performance is equally as important as
future plans. Evaluation, whether done formally or in-
formally — if done at all — helps build the bridge from
the past to the future.

Recently 1 tape-recorded a brief interview with Mr.
Robert Lawton, Deputy Director of Tri-State Regional

Medical Programs. After talking about the impact of the
anniversary review guideline on local programs, I asked,
“How do you expect the evaluation activities to con-
tribute to the development of these program applica-
tions?”” This is the dialogue that followed:

MR. LAWTON: The program application and program itself
has to demonstrate that it can manage the process in ifs
own region of good health service problem solving. The
(evaluation:) technique for doing that must not only exist
in the region but must be visible in the application. The
region has to know how to apply and use the technique
and how to use the results of the evaluation technique. 1
think it’s a good circle involvement. You have to develop
and put down a technique that helps you do your job ~
better.

DR. KEAIRNES: You talk as if evaluation has something to
do with planning.

MR. LAWTON: [ find them hard to separate. J think that the
credibitity factor is extremely important here, I think if
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you are going to do good things for patients and good
things for patient care through rationalization, then you
have to demonstrate that what you did yesterday had
some merit and improved patient care — so that evalua-
tion is an on-going thing. Today’s planning and tomor-
row’s results are pretty dependent on yesterday’s evalua-
tion.

In the game of improving patient care, that’s another
way of saying that evaluation is part of the process of
winning. Planning and action are, or should be, based on
experience. Evaluation involves the systematic de-
scription of these experiences and the associated achieve-
ments. If done well, evaluation can supplement the gut-
level feclings that play such a prominent role in most
decisionmaking about the future. Unfortunately de-

cisionmakers have functioned so long without systematic-

‘evaluation that many feel that they can win without it,
or, at least, by paying no more homage to it.

The model for winning through the use of evaluation
has been established by that multi-million dollar in-
dustry -- professional football. Each week cach team
records the process of their winning or losing in the
game movie. The coaches and, to a lesser extent, all
members of the team spend many hours reviewing the
game movie. They evaluate cvery plan and the per-
formance of every member of the team. Those plays that
worked well will be used again. For any play that didn’t

work, decisions will be made about the performance of

each player and the appropriateness of the play. On this
basis plans are made for practice and for the next game.
And then they practice. There is little mercy for teams
that continue to make the same mistakes in decision
making and performance that were obvious in the game
movies. Of course they have to take into account the
limitations of their personnel and their system and the
new challenges presented by the next opponent. In next
week’s game, if they have successfully evaluated, cor-
rected and planned, they will win. And they may even
win over a team that has superior personnel and re-
sources.

The task of a broad-base social change organization
such as Regional Medical Programs appears more
complex than that of a professional football team, but
only superficially. They both have the same over-all
objective — winning. RMP’s goal line, however, is less
well defined. There are many more ways of scoring
points. The process of moving down the field involves
many more players. The opportunity for fumbling is
much greater. The rules and the officials are much more
difficult to identify. The fans are often not interested in
paying to see the team win. And there are no time outs
during the game or between games.
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* the process of medical care delivery.

But none of these differences negate the vy

game movie and the process of planning for tomorrey

on the basis of what happened yesterday. What followy ‘

is a description of the concepts and methodology f,

) . ) g
taking an RMP game movie that will allow a clear assegs
ment of the performance of the teams involved iy, win

ning or losing the game of rationalizing and improving

Concepts of Information Support

Evaluators in Regional Medical Programs play the role
of cameramen, not coaches or players. In their role, they
must keep the camera focused on the crucial activities
on the playing ficld if the coaches are to have usefy)
game movies. Evaluators have not been hired as judges,
Only those persons whose decisions influence the fate of
an organization can really be considered as judges,
Evaluators are hired to provide information to decision.
makers so that their judgments are not made on in.
complete, inaccurate or biased information. In this
sense, they are concerned much more with INFORMA-
TION SUPPORT than with judgmental evaluation.

This concept of information support makes sense
only when the decisionmakers utilize the information. If
no one but the cameraman sees the game movie, then
the plans for next week’s game will be based on the
rather undetailed and unsystematic recollections of the
coaches and players. Similarly, taking two weeks to
develop the film destroys its usefulness. If the film is
available and utilized, then it must be of such quality and
content that the coaches and players find it useful. If
they feel that it is useful, they will utilize the informa-

tion in their planning and decisionmaking and they will

request that the service be continued. In Regional
Medical Programs information support services can be
justified only when there is utilization of the informa-
tion and requests for additional information by the
decisionmakers.

Decisionmakers in RMP

Who are these decisionmakers in Regional Medical
Programs that correspond to the coaches of the profes-
sional football teams? One of the important differences
between the two games is the larger number of players
and decisionmakers involved in RMP activities. RMP
decisionmakers fall into several important groups:

1. Coordinators or directors — the senior executives - B9
who are responsible for the implementation of the 913'* ;

ning and operational activities of the program.
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9. Planners — the committee members and core staff
ersonnel who determine the direction — objectives — of
the program and the activities that will move the pro-

am and the region in that direction.

~ 3. Project directors and officers — the core staff and

roject personnel who manage the process of project’
Jevelopment and operation.

" 4. Grantors — the members of local and national.
advisory groups and the staffs of granting agencies whose
decisions determine which activities and programs
ecome funded.

eir role > they

5. Consumers — both professional and lay persons
cial activi

whose support determines the success or failure of most
proad-based social change programs.

If the decisions of all these people about how the
game should be played are correct, Regional Medical
Programs stands a good chance of winning the battle for
nationalizing the medical care system through voluntary
b mechanisms. The thesis of this paper is that meaningful
information based on past experiences and provided in a
yseful manner will improve all crucial decisionmaking.
0Of course, evaluative information becomes only part of
| the decisionmaking process and, by itself, cannot over-
come problems in communication, resources or con-
straints that also influence the decisionmaking process
and its results.

Work of the Evaluator

‘Meaningful information forms the context for the
work of the evaluator. He must understand how the
game of Regional Medical Programs is played, who the
pl ayers are, what direction the team is heading, and what
“the coaches want to see before he knows where to focus
‘the camera. For example, focusing on the wide flanker
{ while he sits on the bench during a defensive play may
be the same as focusing on the evaluation of a project
when the decisionmakers really need to understand how
althe components of the program are working together
lo further the task of winning the game. Narrowly
| focused observations have limited value to understanding

iional Me ‘1‘}16 total game process. Indeed, focusing on the wrong
of the pmll | - area may prevent the coaches from observing the process
int differ of scoring. Meaningful information that is useful for

Planning the next game depends on a description of the
tntire field including the play of all members of both
= feams and the success of both teams in crossing the goal
ine, It includes all the projects — both operational and
Planning — a5 well as all non- project activities of staff
ind committees. It also includes everything that the
9pposing team — the forces for the status quo — is doing

iber of play
ctivities.
groups:

to resist the activities directed towards rationalizing the
health care system.

The evaluator in focusing his information support
services must first know the location of the goal line and
the rules of the game. Then, if he understands who the
key players are and how they participate in the game, he
stands a reasonable chance of providing a meaningful
service; that is, he will make the appropriate observa-
tions on the appropriate players during the entire game.
Being guided by the decisionmakers in this process of
focusing his observations improves his chances of making
a game movie that the decisionmakers will find useful. If
the decisionmakers will not provide the assistance or if
their assistance is not sought, making the game movie
becomes an irrelevant exercise. Fortunately for both
decisionmakers and evaluators there are some general
guidelines to follow.

Location of the Goal Line—
Problems and Objectives

Each problem in the medical care system defines a
different goal line. Setting objectives is the process of
specifying which goal lines should be crossed. Planning
specifies the activities which if carried out should lead to
crossing the goal lines.

Analysis of published studies, surveys, reports, and
applications gives the first level view of the problems of
a health care system in a geographic area. Interviews
with all classes of decisionmakers and other key persons
are rtequired to understand the relation between
described and perceived problems. The degree of
concensus or agreement on high priority problems gives
some indication of the potential cohesiveness of the
medical care system for problem solving.

Obviously the Regional Medical Programs cannot
cross all possible goal lines or solve all the problems of
the medical care system simultaneously. Objectives and
priorities help direct the team towards those problems
that most need to be solved or are most amenable to
solution. Published objectives may or may not be the
true operational objectives. Discrepancies arise when
operational objectives are perceived as being not socially
acceptable or when there is lack of concensus among
decisionmakers about desired objectives. Such dis-
crepancies make it more difficult to mobilize reseurces
to accomplish the objectives.

Public objectives can be determined from documents.
Operational objectives can be determined by direct
interviews with, and by secondary interviews about, key
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decisionmakers. Following these processes allows de-
scription of the nature of the objectives and of dis-
crepancies between published and operational objectives.

Data Source: documents
direct interviews
secondary interviews.

nature of problems and objectives

consensus on problems

discrepancies between published and operational
objectives

Analysis:

Rules and Playing Conditions of the Game -
Resources and Constraints in the
Medical Care system

The Regional Medical Program’s task lies in a setting
created by existing institutions and their services, key
persons both lay and professional, existing legislation
and regulations, and financial resources both fixed and
flexible. General socio-economic conditions, population
distribution, transportation patterns, communication
systems and educational resources are also part of the
milien. Describing these facts makes apparent the
playing conditions of the game.

The constraints in the system are created by legal
forces, institutional relationships and history. Legisla-
tion, regulations and guidelines may be found in
published documents, but their impact and their ability
to respond to new problems can be learned only from

administrators who have had to work within and around-

them. Institutional relationships can be characterized by
patterns of 1) institutional exchange of board members,
staff, clients, and communications, 2) institutional
domain for clients and resources, 3) domain conflict
both actual and perceived, and 4) participation in joint
planning activities. Historically the fate of previous
change efforts and the general responsiveness of the
system to new problems and new resources suggests the
rules which influence the success of all future change
efforts. These are the rules of the game.

This information, although crucial to evaluation, is
the keystone of planning. It makes clear the condition of
the playing field and the rules of the game. The eval-
uator should watch for ignorance or misperceptions of
the conditions and rules by persons playing for the local
Regional Medical Program.

Data Source: documents
interview

identification of key persons, institutions, and re-
sources

Analysis:
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distribution of key persons in relation to

institutional relationships as characte
exchange, domain, domain conflict,
planning activities

history of previous change efforts

probis
rized by
and Joing

Record of Teamn Performance —
Results of Previous Resource Allocations

Local Regional Medical Programs have Up to threy

years of experience as operational programs. Unless 5

game movie exists, this description of team performanes
will have to be primarily performance statistics that are
generally available, such as the number and types of

downs, penalties, and scores. Recollections of the

players give some clues to the process, but they ap

subject to bias. Nevertheless this information is part of
planning for tomorrow.

can be considered to be staff, committee and advisory

roup members, and all other persons in the medical care
BIOPP P ! Fabviously depenc

system. It is important to identify through interviews all

the members of the team, their skills and attitudes, their °

assignments in the change process, and their per

formance record. Their skills relate to their training,
their position in their institutions, their concern, and |
their commitment. Their assignment as well as their per- |

formarnce vary with the activities.

Identifying all the activities or plays that are carried
out is perhaps the most difficult task facing the eval
uator. There are so many simultaneous activities with
vague starting points, a\palgcity of progress reports,
confusion as to who is participating, and a lack of agree-
ment on when the play is completed and, therefore,
when it is appropriate to measure progress. The easy way
out is to restrict one’s concern to funded operational
projects. That is appropriate if operational projects
account for 90 percent of core staff and project staff
time and budget. Unfortunately that is rarely the case.
The whole spectrum of activities that must be identified
include operational projects, planning projects, con

mittee activites, central administration services including:

communication, research, data collection, and
evaluation, conferences, developmental negotiations.

Once an activity has been identified the players, theif
assignments, their performance, and the effectiveness @
the activity should, if possible, be identified. The
performance of individuals relates to how well they
carried out their assignments. The effectiveness of the
activity asks not only how many yards were gained —2
short term estimate of progress usually based on 2
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gchievement of project objectives — but also whether the
play or activity resulted in a first down or the crossing of
ggoal line — a long term description of the resolution of

objectives focused.
- Resource allocation is akin to selection of plays and

program objectives is obviously related to having the
i izt players and the right play. Resources include
i} ersonnel time and funds which are directly accessible to
1 the local regional medical program plus all available
pe;sonnel time and dollar resources in the region that
1 could potentially be mobilized towards achievement of
program objectives.

Restrospectively many details of resource allocations
1 and player performance are lost. Effectiveness both in
moving down the field and in scoring, however, is ap-
parent because significant gains are usually obvious.
{ Details become more important when progress has not
4 been obvious. In this circumstance winning in the future
q obviously depends on developing a more effective
1 alocation of resources because new players and new
dollars are not usually available.

Data Source: documents
interviews

descriptions of persons mvolved in
Regional Medical Progrém activities

identification of activities

identification of effectiveness

description of resource allocation

Analysis:
hat are carried
acing the eval-"
activities with

 Once the location of the goal line, the rules and
playing conditions of the game, and the record of team
prformance have been developed by the evaluator, he
hzs two obvious tasks: first, to report this information to
1 bis organization, and secondly, to set up an ongoing
1 mechanism for recording and reporting evaluative infor-
mation. Both of these processes depend upon the spe-
dfic conditions and needs of his program. He must re-
Member that the information should be considered con-
i fidential and that the coordinator of the program should
have complete control over the use of his analyses and
§ ‘eports. The evaluator should work closely enough with
the coordinator so that the results are made available in

rarely the c
18t be identi
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sllection,

egotiations. %
1e players, the

effectivenessth -4 .
identified. Th ! concise, meaningful, useful form, but with enough
how well the Xcompanying detail for use by other decisionmakers if

tired by the coordinator. The evaluator in developing
the information should recognize that the reports should
Lonstructive and not destructive. The reports should
O an opportunity for development of winning

stiveness of
were gained
ly based 0

any of the specific problems on which the program

she assignment of players. Effectiveness in achieving

patterns and should not result in the players becoming
so defensive that they will not participate. '

The ongoing mechanism for recording and reporting
evaluative information depends on the philosophy of the
coordinator, the evaluator, and the core staff. But
participation in the evaluative process will probably
result in more effective utilization of the information. In
his assigned role, the evaluator should be responsible for
surveillance of documents, especially minutes of meet-
ings, application for planning and operational projects
and reports of projects and studies in order to maintain
some general structure for all evaluative observations. He
may supplement his observations by interviews with
persons involved in the various activities, by participant
observations in committee meetings, planning activities
and consultations, and systematic reports from core staff
and project directors. Involvement of many of the staff
in reporting participant observations and their analysis
provides an opportunity to train them in evaluation
concepts and the use of evaluation information.
Although discrete segments of the program may seem to
require specialized research or project evaluation such
activities are not a substitute for ongoing program
evaluation. Program evaluation requires the identifica-
tion of all activities, all the players on the teams or some
other major category. The performance of the players in
each of the activities, the success of the activities in
making progress down the field and drawing first downs
and the effectiveness of the whole mix of plays and
players and short-term achievements in moving the pro-
gram across the goal line in scoring gains against the
problems that exist in the region.

In this context evaluation itself is one of the major
activities of a program. Effectiveness of evaluation
activities can be judged from its influence on the
decisionmaking and the planning processes. Indeed, if
evaluation cannot be demonstrated to contribute to
winning the game it cannot be justified as an important
activity of the Regional Medical Program. Effectiveness
and relevance must guide the entire process of observa-
tion, analysis and reporting of evaluative information —
that is, effectiveness and relevance to the decisionmaking
of all classes of decisionmakers from consumers to
Congressmen.

The importance of involvement was summarized
quite well by Mr. Lawton in our interview when I asked
him if he had an opinion about what proportion of RMP
effort should be put into evaluation. Let me close with
his response:

“No, I don’t think I have.
1 see it working in this way, an evaluation component,
such as you and your associates, but in addition I think our
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program evaluation is concerned with the conglomerate
ctivities that have poorly defined objectives, that often

qnnot be clarified to the satisfaction of all the users of

saluation infornation. Here the evaluator must be
~tremely flexible and understanding in order to dedl
yith the complexities of the task. Rigid application of
aditional evaluation approaches, such as may be ap-
sopriate for discrete projects, becomes increasingly
qrelevant as programs become larger or broader in their
wope. Precise evaluation of one compouent of the pro-
qam usually gives little insight into the totel program
‘nd usually provides little assistance to those who must
sdminister or justify the financing of such prograns.

socess of Program Evaluation

For the purposes of this workshop, program eval-
ation was defined as a process. This process definition

.ok into account the very primitive state of the art of

srogram evaluation. Although projects are underway to
ievelop the methodology of evaluation of broad range
ocial change organizations such as Regional Medical
Programs, there are no generally agreed upon and tested
nethodelogies at present.

This process of program evaluation follows the

ollowing steps:

1. The evaluator shall develop a thorough under-
standing of the philosophy, history, strategy, and
activities of the program. In this step. he may infer
from his observations what the objectives of the
program are and how these observed objectives
relate to  published or reported goals and
objectives. Such inferences should be verified
when possible.

2. The evaluator shall determine who wants or should
want program evaluation information. From each
of these individuals or groups, he shall obtain the
criteria by which they make judgments and their
intended uses of the information: justification,
control, or learning.

3. Based on these objectives, criteria and uscs, the
evaluator shall develop a program  evaluation
methodology. This methodology  should  be
comprehensive, practical, and cfficient. Unless he
has outside financial support for evaluation re-
search, the costs of carrying out the evaluation
should probably be less than 10 percent of total
program funds. The scientific disciplines incor-
porated into the methodology should reflect the
needs of the users of the information rather than
the particular scientific discipline of the evaluator.
The evaluation should take into account the

temporal flow and sequence of activities -- that is,
process and  organization cun be

but significant effects of

effects on
observed in 1-3 yeurs

transforming  the mulma care system on the
process or end results of patient care may tuke

3-10 years.

Stated in a dirferent manner this process calls for:

1. Wdzntification of all activities of 1 program —
pzmt p”icnt and anticipated.

2. Identification of all possible effects of these
umviti&
3. Developing m ¢ process and

cthods for describing the

the effect of all activities, not linit
funded operational projects.

. Conducting  the
frame.

. Reporting the
Wiy

ing the scope to

4

evatuation In a rational time

(]

information to decisionmakers in a
thut helps them make more rational dec

Understanding program evaluation as u process rather
than as a precedure s fundumental to evaluators being
successiul in their activities, In this context, success in
program evaluation is defined as a developmwent in a
body of information which is perceived as being useful
by individual and group decisionmakers concerned with

Cisions.,

the operation of the program and that played some part
in decisions that were made.

EDUCATIONAL PROCESS

The workshop attempted to reproduce this evaluation
process. One particular regional medical program was
selected so that the process and its associated problems
could be illustrated.

Following an introductory lecture on program eval-
uation, a group of consultants met in a panel discussion
with several members of the staff of the illustrative pro-
gram. This panel had two major objectives:

1. To identify the philosophy, history, strategy, and
activities of the program.

To identify the questions that the staff members
felt needed to be answered by the evaluation
process.

The staff members described their regional medical
program as being directly concerned with transforming
the medical care systemn through influence and a variety
of activities into a system that filled the gaps in care,
made better use of manpower, improved quality of care,
and controlled the costs of care. They used the term
“opportunistic intervention” to describe the fact that
their activities were guided more by requests for as-
sistance  than by comprchensive, objective-oriente
planning. “Tilling the soil” was the term they used to

[ o)
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The closing session of the workshop, o veneral

ard reporting

session. was designed  to demonstrate the range of
priorities, methods, and solutions that were availible to
solve common problems in program evaluation. This
depended on the developments in cach small group
discussion and was intended to reflect the learning that
had occurred in this open-ended educational formut,

OBSERVATIONS ON THE EDUCATIONAL PROCESS

The fuculty anticipated many problems in this educa-
tional endeavor. Approximately 130 man hours of plan-
ning plus two trial worksheps with smaller groups made
the faculty aware that most evaluators would require
10-15 hours of training before they would begin 1o
understand the concepts of program cvuluation as a
process. In spite of that, an attempt was made to
compress this lcarning experience into five hours. The
planning, however, could not compensate for the short
time allowed for the workshop. Asa result the objectives

of the workshop were only partially attained.
sorted

themselves into two categories: evaluation or program

Participants in the workshop immediately

personnel. In general, program personnel, most of whom
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that they  fund.  Application  of simple concept
developed in project-oriented cvaluation activities ®
often inzppropriate. Fvaluators who hold responsib i
for program eve llurmn are often the victims of theff
previous training und experience in project evaluation.
In  order for cveluation

sociaf-change programn is often much

meaningful - program
methodologies to be developed. traditional evatuation
methodologies must become subservient to the proads
range demands of these broad-range programs. The first
step in this process is developing evaluation concep®
that are similarly broad-range. It probably requires that
valuators no longer sit on the side-lines of the progral?
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55 judges and that they become actively involved in the
qatire change process with program responsibilities in

1 ,ddition to their evaluation responsibilities. Only when

galuators have a profound understanding of their
cogram will they know which consultants and which
methodologies are truly appropriate to the task of
program evaluation.

Training and program evaluation begins with an
uderstanding  of the program to be evaluated. It
proceeds to the development of program evaluation
concepts. Having passed these stages, it can focus on the
3pp1ication of proven methodologies or the development
of new methodologies. Training in program evaluation is,
sherefore, just as much of a process as is program eval.
uation itself.

ograms. The e
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ably requires ‘;
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SUMMARY

The educational content and methods of a workshop
session on evaluation of Regional Medical Programs has
been described. The objectives for the workshop were
only partially attained. Observations on the complexity
of the subject, the time limitations of the workshop, and
the previous experiences of the participants were related
to the partial success of this particular training method.
Further developments in the field of program evaluation
depend upon evaluators actively participating in_their
own program activities and in a continuing educationl
process.
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Cost-Benefit and Cost-Effectiveness
Analyses in the Health Field

JOHN GLASGOW

Rising levels of health care expenditures; the as-
sociated increases in medical prices and alleged shortages
ol manpower and facilities; the declaration that access to
‘ edical care is a right, not a privilege; and the growing
| 10le of the government in the health care ficld have led
| 10 concern with the effectiveness of alternative delivery
systems or resource allocations. Concern with the ef-
fﬁmtiveness of delivery emphasizes the importance of

bsing scarce resources (or dollars) in such a way as to
| Maximize the return per dollar spent. This, in turn, has
1 kd to the search for planning and analytical techniques
{ “hich might aid in the task of rationalizing the resource
aﬂocative process. Two such techniques are cost-benefit

ind cost-effectiveness analyses.

The Crystal-Brewster paper' provides an introduction
'O costeffectiveness and cost-benefit analysis. The
1 f;et;ent essay attempts to build upon this introduction
| ' 1o suggest certain conceptual and methodological

concerns that the user of these techniques needs to keep
clearly in mind if he hopes to use them effectively and if
he is to understand what information these techniques
do and do not provide. The purpose is not to present a
step-by-step “how to do it cost-benefit manual”
although one might be desirable and desired. Examples
of calculations of both a hypothetical and theoretical
nature, in addition to that provided by Crystal and
Brewster, abound.2"13 Neither is the purpose here one
of exploring new theoretical frontiers.. Indeed, as
Klarman has pointed out “so much has been written. ..
about the application of cost-benefit analysis to the
health field that almost every point that might be made
has been made.”** Although perhaps something of an
overstatement reminiscent of Mill’s premature claim that
everything that was to be known of economics was
known, the observation has sufficient validity to narrow
the present concern. The attempt here will be to ensure
that terms and concepts used in cost studies are clearly
understood as to their definition, the underlying
assumptions, and the result and implications for the
analysis. It should be clear that the objective is not to be
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critical of previous work. However, an understanding of
the limitations involved in such studies both increases
their value to the decisionmaker and provides a
reminder of the need for constant improvement of the
analytical techniques involved. A secondary goal is to
consolidate into one paper a number of points which are
fairly well-developed in the literature, but widely
scattered and therefore less accessible to the less special-
jzed reader. A final objective is to provide to the
interested reader a bibliographic resource for further
personal investigation.

THE NATURE OF THE BEASTS

Cost-Benefit and Cost-Effectiveness are terms often
used interchangeably. In actual fact, the two are not the
same although both concepts do derive from the same
theoretical fount—capital budgeting theory. In essence,
capital budgeting theory is concerned with the present
and future costs, and the associated benefits over time,
of alternative investment strategies. The goal is to
allocate scarce resources to their most productive
(profitable) uses. Thus, the theory is concerned with
determining the effects, as well as the costs, of specific
alternatives available.

In cost-benefit analysis, the monetary cost of a pro-
gram, or intervention activity, is compared to the
monetary value of the expected benefits. This cost-
benefit ratio (of total costs to total benefits) might then
be used to compare alternative programs to determine
which is the best potential investment. For a specific
activity, the comparison of costs and benefits is for the
purpose of answering the question: Do the benefits
received justify the expenditure (i.e., is the ratio greater
than 1 or some other arbitrarily set number)?

Cost-effectiveness analysis, in contrast, attempts to
compare the cost of alternative approaches to the
achievement of a specific set of results. The goal,
therefore, is not to determine the feasibility of achieving
a goal (theoretically that has already been decided), but
rather to select from among alternative approaches the
one approach which will result in a given output for the
least cost or the maximum output for a given cost.

Although somewhat artificial in nature, the definition
of the terms does allow us to specify in some detail the
major characteristics of, and distinctions between, the
two concepts.

1. Cost-benefit analysis is more comprehensive in its

focus than cost-effectiveness analysis.

a. Cost-benefit includes a consideration of social
or external effects as a part of the complete
enumeration of the costs and benefits. In

principle, cost-effectiveness should do the Same,
In practice, however, cost-effectivencss analyseg
are often less complete in listing the toty) cost
and benefits. For example, external effectg are
often ignored and certain desired results or
benefits are specified with all others regardeq 5
constants or relatively unimportant.

b. Cost-benefit analysis normally values the cogtg
and benefits in monetary terms. This provides
the common denominator necessary for com.
parisons of alternative types of programs. Iy
cost-effectiveness analyses the measure of oyt.
put often is not in terms of dollars, but rather
in some other unit such as man-years saved.

2. These differences in comprehensiveness and tech.
nique result in cost-effectiveness being used most
often “when various benefits are difficult to

measure or when the several benefits that are !

measured cannot be rendered commensurate,”3d

3. Cost-benefit analysis allows comparisons among
several programs which have different objectives.
Cost effectiveness is used to compare differing
ways of obtaining the same objective.

4. The objective of a cost-benefit study is to deter-
mine if an action or program is worth undertaking;
the objective of a cost-effectiveness study is to
determine the best way of achieving an aIready
determined course of action.

CONCEPTUAL AND METHODOLOGICAL [SSUES

In this section, differences between cost-benefit and
cost-effectiveness studies will be ignored for the most
part. Here the concern will be with the terms used, the
concepts involved, and the implications of the measure-
ment techniques used. In general, the comments will be
applicable to both types of studies.

The Measurement of Costs and Benefits

The essence of the cost-benefit approach is the assign-
ment of dollar values to all resources so that the benefits
of a specific activity might be compared to the cost of
the intervention and to the projected benefits from
alternative investment opportunities. Obviously, it is
vital to include in the dollar valuation all the relevant
effects associated with a given action.

Economic Costs of Disease Defined. The economic
cost of disease or injury, as contrasted to expendltuﬂ?S
for medical care, reflects both direct and indirect cost

components. Direct costs include the actual medical cart |

expenditures necessary for the treatment of the diseast
or injury. These expenditures would include both
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pe;sonal (i.e., the cost of hospital care, nursing home
qare, physicians’ service, drugs, nursing services, and
gmilar type expenses) and non-personal expenditures
Ie., the cost of research, training, facilities, equipment,

gsurance). Indirect costs are those costs to the in-
$tributable to the disease or Injury. In essence, this

~ LSt
is Proﬁndé gmounts to imputing a dollar value to the productivity

] ectancy, labor force participation and earning rates by
fifferent sex and age groups; the “value” of individuals
§utside the market pricing mechanism (i.e., housewives,

snsurate.”
sons am
t objecti

4 That is, the benefits to be derived from an action are the
{diminated losses in production output, personal well-
ieing, and resource utilization which result from a

i Enumeration of the types of factors included in the

wual cost study makes it clear that a number of costs
d benefits are typically excluded from the calculation.
$ In addition, a number of assumptions, both explicit and
mplicit, underlie the definition of direct and indirect
asts, the valuation of specific components of each, and
the use of the technique of discounting which have
mgjor implications for the validity of any cost study.
Again, the emphasis on the presence of biases in the
| tehnique and approach is not designed to be overly
 titical. Rather, the purpose is to explicitly recognize
{ What conclusions these studies do and do not allow to be
thawn from the data presented.

D_espite the effort to define the economic cost of
figase broadly to include both direct and indirect costs,
11s obvious that not all costs and benefits are included
8 even the most rigorous analysis. For example, it is
Ymmon to ignore the so-called “spill-over” effects.
te are “the desirable (or undesirable) secondary
Pacts of a given action. Illustrative of such a
kc?ﬂdary impact would be the effect on prices and
m‘llabﬂity of medical care for the general population
"h’ch resulted from the attempt to provide for the
lieé[h care needs of the aged through Medicare and
oicaid. Another cost often not incorporated into the

qd include Felation is the cost of “locking” oneself into a given

,,Td'a pro-rated share of the annual cost of health .

 widual or to society in the form of lost productivity -

technology when making a long-term- capital invest-

ment!? Other examples of significant omissions could ™
be provided, but the point has been made. Many costs

and benefits are excluded because (1) there is no known

way of measuring the factor, (2) because it is assumed

any undesirable side-effects could be corrected if desired

through fiscal tax and transfer measures, or (3) because

the analyst considers them of minor import for his

purposes. Valid as the reason for exclusion may be, the

fact remains that the end result is for most studies to

concentrate on what is easily measurable. Unfortunately,

in many cases, the easily measurable are not the most
important effects which should be considered. As a
result, particularly in the health field, it is vital to avoid
undue stress on the importance of economic measure-
ments. In general, this means it is necessary to
complement economic values with other non-economic
values in determining the proper resource allocation.

The Quantification Assumption. The most basic as-
sumption in any cost study is that it is possible to
quantify in monetary terms the benefits and costs as-
sociated with a specific activity. In actual fact, even as-
suming that all benefits and costs will be included, it is
still not possible to quantify with precision even the
most relevant factors despite major advances in measure-
ment techniques.#-!! The reasons are easily explained.
The implications are somewhat more subtle.

It was noted that the benefits associated with the
success of an activity tend to result from (1) increases in
economic productivity due to decreased mortality and
morbidity levels; (2) reductions in the need for facility
and manpower resources given the eradicated or reduced
health problem and (3) the existence of certain
intangibles (consumer benefits) associated with good
health such as reduced anxiety in the individual and
society or an increased sense of well-being.

It should be clear that (1) and (2) above are more
susceptible to precise measurement than is (3). As a
result, most studies tend to ignore the latter effect. The
result is therefore to often significantly understate the!
potential benefit of any activity and to particularly
underestimate the value of any activity in which
consumer benefits constitute a major portion of the
total benefit. That is, since the consumer benefit
component of total cost varies between types of diseases
or illnesses,’® the exclusion of such benefits, or even
their inadequate valuation, will tend to result in a mis-
leadingly low cost-benefit ratio for those diseases with a
high consumer benefit element in comparison to
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programs aimed at diseases having a larger mortality or
moribidity impact on productive potential . *

"The need to quantify all resources in dollar terms also
introduces the problem of how to value those individuals
and resources which do not enter into the market place
(ie., housewives, children, the elderly, and the unem-
ployed) and therefore have no “price” attached to their
services. Economists and statisticians have developed a
number of ways to surmount this problem. These
include a valuation based on an estimate of what these
individuals might earn had they been working or a
valuation based on the replacement cost if you had to
buy the equivalent services (i.e., of the housewife). But
however done, there remains an unavoidable and un-
fortunate by-product of the attempt to quantify in
dollar terms. The unavoidable aspect reflects the fact
that working women receive less wages than men (even
for comparable work); that the elderly often, if not
usually, have little or no remaining productive potential,
that the young’s productive potential is relatively far in
the future; and, that the earnings potential of certain
minority groups is small. The unfortunate by-product is
to produce a definite bias against programs aimed at
these members of the society when cost-benefit analyses
are rigorously and literally applied. Additionally, the
tendency in some studies to value the services of house-
wives or the elderly at zero (on the grounds that this is
consistent with the methodology employed in the
national income accounts) again understates the costs of
any disease and thereby underestimates the potential
benefits from its eradication. Recognition of these biases
again emphasizes the danger in over-embracing the
results of an analysis based on purely economic consider-
ations.

The Population at Risk Assumption. Another
concern in the area of cost and benefit measurement
might be noted. Assuming an ability on the part of the

*The purpose here is not to suggest methodological ap-
proaches or techniques which could be used to estimate the
desired values. In many cases, the state of the art provides no
acceptable technique. However, it is worth noting that attempts
are being made to “measure the unmeasurable”. For example,
Smith (8) reported on a 1967 Bureau of the Budget study which
attempted to derive different values of time based on different
uses to which time could be put. Others (3b, 13, 15) following
the concept of revealed preference theory, have suggested the
value of “consumer benefit” might be estimated by measuring
the sum individuals would pay for medical services which do not
increase earnings or reduce future expenditures. Such sums
would be, by definition, for pure consumption purposes and, by

analogy, might be used as a proxy value for consumer benefit -

associated with similar diseases.
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analyst to identify and quantify the relevant costs anq
benefits attached to various potential programs, it i stilf
possible to make an unwise allocation decision if one
fails to adequately define the population at risk ang e §
proportion of that population served. That is, evey alltey
estimating the program’s cost, it is important tg deter.
mine not just cost per capita, but cost per involveq in.
dividual or cost per effectively treated case (if that i (e
objective). Failure to consider such things as (e
probable number of cases in the population at large; {hy
probable ability of the proposed program to reach theg §
cases; the probable effectiveness of the activity for thog :
reached given the probable number of completed treq.
ments and the cure rate of the treatment; and simija,
factors, can cause the true cost of the program to
significantly exceed its apparent cost. ;

The Eradication Assumption. Explicit recognition |
that all programs are not 100 percent effective
emphasizes still another assumption often made in
calculating costs and benefits —~the assumption of
eradication or total control. Three points should be
made in regard to this assumption. First, as Crystal and
Brewster point out, in those cases where the disease can
be only partially controlled, an additional cost — a
control cost equal to the additional expenditures for
future training, research, and services to maintain the
desired level of mortality and morbidity — must be
computed. By subtracting the cost of control from the
total economic cost (benefit) of the disease, one can
obtain a net benefit which more closely approximates
the value of the proposed activity. Second, to the extent
that reduction or control of one disease creates potential |
costs (i.e., spill-over effects) associated with the onset of |
other conditions, then a further cost should be
subtracted from the gross benefits. Third, in most cases,
decisions are made not in “‘all or nothing” terms, but in
terms of incremental gains from additional expenditures.
Thus, the analysis should be in terms of marginal (ad: ]
ditional) benefits and marginal costs. The basic idea is §
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that the decision to be made is usually whether oné casons. Never
should spend more on this activity at the expense of goring of the
doing something else and not whether the activity has nderstatement

value in itself and should be supported.

This last point is worthy of special emphasis. All too
often, cost-benefit comparisons are made on the basis ¢
total costs and benefits (however defined). Unfortunaté:
ly, this tends to result in both a distorted approach
the problem at hand and to erroneous conclusions abPF’,‘, |
the correct action. The first result, partially eXPlai“_»e
above,reflects a confusion between the need to decide 1
whether to spend more to gain a given benefit increment
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1t costs apg*@  gnd a decision about the desirability of past expend-
jtures. The second result might be illustrated best by a
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“_ assume — an investment of $10 in a device
which produces 50 units an hour and we learn of an
invention of two improvements {to]increase — ef-
ficiency. Item A — costing $5 — [increases productive
capacity to]60 units per hour. Item B — costing $7,
can increase the output to 65 units per hour — which
adapter would be the best choice from a cost-
effectiveness standpoint?

The total cost, if we buy item A, will be the
original $10 plus the added $5, or $15, and the total
resultant output is 60 units per hour. Dividing output
by cost gives us a ratio of 60 to 15 or 4. The total
cost, using item B, will be the original $10 plus $7, or
$17 with a resultant output of 65, or a ratio of 65 to
17 or 3.8. The conclusion using this misleading anal-
ysis is that item A is preferred because it seems to
give the largest ratio of effectiveness to cost.

The marginal or added cost for item A is 35, and
the added output is 10 units per hour for a ratio of
10 to 5 or 2.0. The marginal cost using item B is §7
or 2.1. Our conclusion using this correct procedure is
that item B is preferred because of its greater
marginal ratio.”

Additional Issues, Although not technically cost and

. benefit measurement issues, four other comments need

‘to be made concerning this general area. First, many
. studies distinguish between the effects of an activity on
- production (income) and the effect on the distribution

of income resulting from the fact that beneficiaries are
not necessarily those who pay for the program, that
there can be an impact on relative prices and real
incomes; that program investment implies foregone alter-
natives; and similar forces. Typically, these distributional

“effects are ignored in most cost studies and for good

reasons. Nevertheless, it should be noted that the
ignoring of these effects can lead to either an over - or
understatement of total benefits derived. For example, if
an activity not only treats a disease but leads to a more

--equitable tax policy, the ignoring of this latter fact

seriously understates the value of the program.

Second, it was previously noted that one cost often
excluded from most cost calculation was the effect of a
Program’s initation on the price and availability of re-
sources which could have been used in alternative ways
had they not been used in this activity. This implicitly
BSumed a state of full employment. However, where

there is significant unemployment among the resources
in question, utilization in this activity not only entails
little or no cost, it may provide an additional benefit.
That is, the result may be a pure benefit composed of a
net output gain plus reduced welfare costs.

Third, those who would make use of these techniques
often desire the specification of a policy which would
simultaneously provide the greatest benefit and the least
cost. While theoretically possible, the attainment of this
goal is limited by at least two factors: (a) limits on
ability to spend and (b) requirements for expenditures
of a given size. To illustrate, it is often possible to obtain
a larger benefit from a larger expenditure and the
increase in benefit size need not be proportional to the
increase in expenditures. As a result, increased expend-
itures can often result in a much higher cost-benefit ratio
than would be a lesser expenditure for the same activity.
But if you do not have more funds to invest, the larger
ratio is immaterial. In the same way it is possible that
unlimited funds properly allocated among a variety of
alternatives might provide a total benefit greater than
the same amount invested in a single project. Yet if the
required funds are limited, the use of funds in one area
effectively precludes simultaneous investment in the
alternative. That is, given the cost of doing A, you may
not be able to do any part of B given its minimum cost
requirements. This suggests two factors of import. €]
Cost analysis, in the usual case, will be able only to
suggest policies which will provide the greatest benefit at
a given cost or a given benefit for the least cost; and (2)
in order to provide even this direction, there must exist a
clear-cut statement of the objectives desired. In short,
cost studies are not a substitute for decision making, but
rather a tool to help rationalize the decision making

process.

Fourth, it is also of some value to emphasize that the -

total dollar cost of a project does not always reflect
accurately the allocation of resources which it
theoretically summarizes. That is, the relevant market
prices of resources do not necessarily reflect their true
value (ie., actual costs) to the system within which they
are being allocated. Some of the reasons why this is true
have been previously alluded to (e.g., valuation of “non-
market resources” or of human life itself and the use of

previously unemployed resources). Other reasons include

the fact that prevailing prices reflect a given income dis-
tribution. A different income distribution might result in
a different demand and price structure. Finally, one
might note that only if the structure of market prices is
that which would occur under perfect competition

113

==



would the social opportunity cost® equal the net cash
payments for the project.'®

Ideally, then, as Wennberg has noted,?? the vigorous
application of these techniques presupposes a detailed
and accurate analysis of the system and the economic
environment if the cost and benefit implications of the
proposed project are to be fully understood.

The Discounting Procedure

Previous mention was made of the desirability of
expressing future benefits and cost in terms of their
present equivalent value (ie., to determine the present
value of future dollars). The present value of future
expenditures is the sum of money that would have to be
set aside at present and cumulated at some rate of
interest in order to equal the monetary cost of the ex-
penditure at the time it will be incurred. Reversing the
idea, one might discount a sum of future money by the
interest rate chosen to get its present equivalent.

Obviously, the choice of the discount (interest) rate
used in the calculation is of vital importance. Some
argue  that the proper interest rate to use is the pre-
vailing market rate. Others argue that this is inappro-
priate for a number of reasons. No attempt will be made
to examine the controversy surrounding the proper rate
of discount to use since this entails a field in itself. It is
of value, however, to briefly summarize some of the
major issues involved in the controversy leaving to those
interested the task of reading the references previously
cited.

First, even a desire to use a market rate of interest is
hampered by the fact that there is no single market rate.
Rather the rate varies with the type of loan or obligation
involved, the borrower, and time period, among other
things. Second, in the choice of a proper discount for
social benefits and costs associated with public invest-
ments, the choice is complicated by the existence of a
close relationship between investment decisions and the
social discount rate used in investment planning and
between investment, the method of financing used, and
fiscal policy. Third, a discount rate is intended to equate

*Social Opportunity Cost is the reduction in consumption
and investment which occurs due to the transfer of funds from
the private to the public sector. It is the sum of (1) the amount
of foregone direct consumption in the private sector and (2} the
discounted value over time of the decrease in future consump-
tion which would otherwise have resulted from the investment
of the portion of after-tax income not presently consumed. For
an excellent review of the concept and its development, the
interested reader might consult the references to Feldstein in the
bibliography. Further and more recent works are those by
Baumol, Arrow, and Pauly also listed in the bibliography.
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the productivity of an investment and society’y
reluctance to sacrifice current for future consumption
Attempts to utilize a private market rate of interegy
assume that the individual’s time preference for money
coincides with the collective preference as cxpressed in
the market rate. This is not necessarily ture.?? Indeeq,
it is argued that the individual’s discount rate for the
distant future will tend always to exceed society’s 2§
Fourth, the time preference for money is not constany
with age. That is, it tends to vary inversely with life
expectancy. Finally, for any discount rate chosen, it j
usually assumed that the general price level ang
productivity will remain constant over time. This is not 4
valid assumption, but an understandable one given the
measurement problem involved. However, Klarman hag
suggested the desirability of developing an effective net
discount rate by combining price and productivity
changes that are simultaneously operative into a single
rate3® For example, one might divide the chosen
discount rate by average price change (in percent). This
ratio divided into the sum of the present value of output
in dollars terms multiplied by the increase in
productivity expected would give an effective net rate of
discount, )

It is clear from the above summary that the choice of
the discount rate to be used, no matter how universally
accepted, is an exercise in value judgment and quite
arbitrary. Under these circumstances, one might wonder
why the discounting exercise is performed. Blum, for
example, suggests abandoning the practice.?® However,
it seems clear that there is no other effective way to
reduce continuous and unequal dollar streams to
comparable values. Consequently, accepting the need for
and value of discounting, the concern is with the
implications of the process for the results of the study.

The most obvious implication is that relatively small
variations in the discount rate chosen can produce
relatively large differences in the cost-benefit ratio. And
the greater the time span involved the greater the
variance. A second implication is that the higher the
discount rate chosen, the less likely programs with long
delayed returns are to be given high benefit-cost ratios.
A third implication, which flows from the second, is that
service programs will be favored over research programs
in the usual case. As a result it often is suggested that
studies should provide multiple rate analysis 10
demonstrate the range of priority ranking which results
from different rates.

Miscellaneous Problems
In addition to the biases and weaknesses imposed by
measurement techniques or the discounting process, two
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society oher problem areas might be mentioned. First,
ISUmptiop campare.:d to the valuation of human life or some of the
of interes;” i other indirect costs, the .calculation of amounts
for money expended for medlcal.care (direct costs) is conceptually
<pressed iy qasy- Practically speaking, however, it may be as difficult .

1o develop accurate estimates of these costs given the

portionment of total cost-benefits when multiple morbid
conditions exist in concert, and, the existence of free
rvices or payment in kind. To the degree this difficulty
4 exists in a particular case, benefits may be either over-or

ociety’s ?
3t constant
y with life

hosen, it 5~

level ang f understated by a significant amount.

his is nota"“}? Second, many cost studies subtract the cost of his
e given the -4 maintenance from future earnings in calculating the
larman has- | economic value of a man*” If deducted it should be
Ffective net | ] realized that the calculation can result in a value measure

of output loss which might be negative. That is, it may

roductivity * ;

1to a single © 4 sppear that economically speaking the best course would
the chosen” 1 be to “kill off” the population at risk. This is generally
rcent). This  § fot considered a practical recommendation. In any case,
e of output | the practice will tend to bias program selection toward
ncrease in - those activities aimed at the “high income” or younger,

s et rate of - § more productive worker.

1¢ choice of ] CONCLUSION

runiversally - 4 1t should be clear that cost studies are not infallible

t and quite’:§ guides to proper resource allocation. In fact, applied
ight wonder **§ rigorously a comparison of cost benefit ratios would
. Blum, for’ 4 tend to result in a prepondenance of programs serving
¢ However, - ¢ the young adult, white, college male. _

tive way to -1 = It is equally clear that given the present state of the
streams to ] arf, no cost study can hope to include all the relevant
the need for . § costs and benefits or to measure even those included
is with the ) with any real degree of precision. Indeed, the whole
f the study. -{ process from conceptualization of objectives to measure-
ttively small ;. 1 ment of benefits is a continuous exercise in value
an producé .| judgements compounded by a concern with events that

are uncertain and often unmeasurable.

In that case, why bother with such studies at all? The
rason is quite simple. If one keeps in mind that these
techniques often give an unwarranted appearance of
objectivity and that they are not a substitute for
decision making, then these techniques can be of real
Ylue to the decision maker. They can be of value by
forcing the decision maker to explicitly list the expected
benefits and costs of a proposed activity and thereby
dlow critical examination of these claims. It highlights
the presence of value judgements, assumptions and
Wbitrary valuations. It is, in short, a method for Sys-
t‘ffnatic information development, compilation, and
Ulization. Moreover, while it is not true that to be
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useful these techniques must “yield unambiguous

criteria on the project over another”,2? it is true that use

of these techniques does force program objectives to be

unambigously specified.

Finally, one can argue that the difficulties involved in
doing an adequate study has value in itself. Certainly,
these problems should force the decision maker to
question whether the technique should even be applied
to certain problems or decisions. That is, in many cases
the time required, and the sophistication of analysis
involved, may be greater than required or affordable.
After all, the study itself will involve the use of resource
which might be more profitably employed elsewhere.
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Role of Social and Behavioral Scientists
in RMP Evaluation®

MICHAEL ZUBKOFF

First let me preface my remarks by stating that |
believe the social and behavioral scientists’ key contri-
butions to RMPs are in the areas other than evaluation,
such as being an initiator of change in the region as well
as aiding in the development of program strategy for
achieving RMP specific goals of increased regionalization
and more equitable distribution of health services. .

Before turning to a “definition” of the role for social

and behavioral scientists in RMP evaluation, it is neces-

sary to spend a few moments reviewing: 1) the various

levels of evaluation that exist and 2) possible strategics |

of evaluation within RMP.

Levels of Evaluation

Basically there are three levels of evaluation:

1. Monitoring of specific projects.

2. Medical evaluation of specific projects in terms of
quality of care.

3. Social, behavioral and economic evaluation of
RMP specific goals of increased coordination and
more equitable distribution of health services.

Strategy For Evaluation

The following breakdown is suggested as a possible |

strategy:
Role of RMPS

1. The setting of priorities between categories a0
within categories, and the SUPPORT thereof, f°‘ :

complete end results medical evaluation of spec ’; E

projects throughout the nation which RMPS fe¢
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may be worthy of possible replication (ie.,
coronary care units, etc.).

‘Role of Local RMPs

1. Monitoring of all projects.

2. Assessment of project and the program’s ability to
effect RMP specific goals of increased regionaliza-
tion and more equitable distribution of health
services throughout the nation.

3. Aiding in those “medical” evaluations that RMPS

designates as needing such in-depth evaluation.

The reasoning behind this type of breakdown is
pasically that RMPs should “practice what we preach”.
In other words, we preach reduction of duplication of
efforts within our region, while at the same time
fostering continual duplication of efforts with respect to
evaluation of projects. Without having access to RMPS
records, it is impossible to tell the extent of this duplica-
tion; however, as one meets evaluators from around the
nation, it is quite discouraging to discover that the same
type of project is concurrently being evaluated, often
without adequate support, in numerous regions. This is
using up substantial portions of RMPs limited resources.

Thus, it would seem wise for RMPS to set priorities
where in-depth medical evaluation should be undertaken
to determine whether or not specific projects should be
replicated throughout the country with RMPS support-
ing said evaluation in terms of dollars and manpower.

With respect to evaluation, a paradox seems to exist.
) , RMPs are charged with trying to act as catalysts to
On- ik ‘44 initiate change with respect to increasing regionalization

- and increasing a more equitable distribution of health
s in terms of 3 services, which as a process is definitely a long-term
1 phenomenon, while at the same time the criteria being
,imposed by Washington for evaluation is short run.

It is important to understand that the effectiveness of
RMPs must be measured as a long-term phenomenon and
in fact I would suggest that if RMPs do their job as

-catalysts well, while documentation of change

coincident to RMPs’” entrance into a situation or setting

will be possible, credit for their role will probably not
ever be acknowledged. This can in part be explained by
the difficulty and perhaps impossibility of sorting out
the changes that have resulted from the program’s

strategy’
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1 RMPS feels
: Social Scientist’s Role in Evaluation
an to Wﬁll

The role of social and behavioral scientists must
primarily be related to those evaluations (the behavioral,
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social and economic components) aimed toward as-
sessing RMPs’ specific' goals of more equitable dis-
tribution of health services and better coordination of
services. Here projects can often be evaluated on an in-
dividual basis although it is in terms of the TOTAL
program’s efforts (results of all projects) that this type
evaluation is most relevant. Such program evaluation can
only be done in the true sense in the long run.

~ The social scientist’s tools for analysis of changes in
the distribution of health services, regionalization and
cooperation must be at the heart of ANY and ALL
attempts to evaluate local RMP programs.

The methods of measuring RMPs ability to meet its
goals will be many. One may study RMPS’ role in
bringing about:

1. Changes in functions of individual providers.

2. Changes in organization of providers.

3. Changes in the accessibility of care.

4. Changes in patterns of financing.

5. Changes in behavior following continuing educa-

tion courses.

In addition to evaluation efforts aimed at judging the
program’s (and/or project’s) achievement of its goals,
there is in evaluation efforts another area in which social
and behavioral analyses should pay off.

That is, trying to assess WHY a program (or project)
fails or succeeds (i.e., what are the behavioral, social,
cultural and economic forces that make for success or
failure). There are a number of advantages to this focus.
Foremost among them is the ability to anticipate the
outcome of Project A (or Program Strategy #1), that is
in many respects quite different from Project B (or Pro-
gram Strategy #2), which has received evaluation - (e.g.,
if there are social and economic forces that are related to
the failure/success of a physician’s assistant project, the
same forces may be related to success/failure of projects
to recruit physicians, or even the success/failure of
coronary care units).

The Application of Economic Analysis
to Regional Medical Programs

JAMES K. JEFFERS

INTRODUCTION

Economics is the study of the allocation of scarce
resources among competing needs for them. It is an
economic fact of life that even our rich nation’s re-
sources are not sufficient to produce all the goods and
services that we as consumers want. Therefore priorities




have to be established, and choices involving how much
of our limited resources are to be devoted to producing
particular goods and services must be made.

The real cost of producing a quantity of a particular
good or service is the value in consumption of those
goods and services not produced which could have been
produced had resources been used to produce them
instead of other things. Thus economics is the science of
determining: (1) what needs exist, (2) how resources can
be used most efficiently in the production of goods and
services, and (3) how rational choices can be made
among consumption and production alternatives.

METHODOLOGY OF ECONOMICS

The methodology of economics consists largely of
abstraction, deduction, and induction. By abstraction I
mean the formulation of models. Models are logical
devices erected on a foundation of certain assumptions
and empirical knowledge of behavior, custom, and insti-
tutions and are welded together by deductive logic
resulting in one or more statements or hypotheses
capable of empirical confirmation or refutation.

The trick in model building is to abstract sufficiently
from reality in order to avoid the overwhelming
¢omplexity posed by the real world. At the same time,
sufficient specificity with respect to key elements must
be retained in order to provide reliable and relevant
deductions as to how key variables are likely to be
related and how they interact in real world processes. In
a certain sense, abstraction plays the same role as
*“control” in the research methodology characteristic of
the natural and biological sciences. Since social scientists
in general, and economists in particular, seldom have an
opportunity to “standardize” populations or otherwise
manipulate social conditions with the exactness of
environmental control provided by modern laboratories,
theoretical abstraction permits, at least, clear thinking
concerning a few highly important elements of a
complex system or process. .

The resultant of the construction of a theoretical
model is the clear statement of behavior or of a relation-
ship that logically exists given the assumptions and
empirical knowledge on which the model is based. As
such, these statements purport to say something about
reality and may be useful in the sense that they provide
a logical explanation of how certain things of interest
work. Very often they are convenient ways of “looking
at things” and are suggestive of new relationships and
new “ways of looking at things” as well.

For the scientific researcher, however, things cannot
terminate - with accepting such propositions simply

4, cription of realif
because they are plausible. Many Propositions e alysis, let us say -
plausible, but not all are true. Such statements rightfuy ‘
should be regarded as conjectures or hypotheses ancyl ?
should not be regarded as scientifically meaningfyy
unless they relate specifically to a body of data that i |
principle could be examined by some means for the
purpose of adding support or rejecting the existence of
the relationships proposed by the theory. :
This is the point at which inductive reasonings take
over. The stateraents produced by theory are deductive
generalizations set somewhat unfirmly on a foundation
of assumption and on some not so certain “knowl
edge.” The truth of the theoretical conjectures may be 7
presumed to bear no more closeness to reality than that
of the truth of the assumptions and “facts” on and from
which they are drawn. Thus these theoretical conjectures
must be tested against data purporting to describe
reality. o
In economics such tests are usually conducted statis.
tically. While it is not usually possible to effect environ.
mental control in sufficient measure to make data
conform to the degree of abstraction required of the
theory, advances in the theory of statistical inference
and econometrics permit a degree of standardization of
variables permitting the testing of many, but not all,
theoretical ~conjectures. Multivariate analysis, as
exemplified by analysis of variance and multiple regres-
sion® techniques, permits the estimation of the relation-
ship existing between economic variables of greatest
interest while at the same time neutralizing the impact
of other variables on these relationships. o
Thus the final “proof of the pudding” in economi
analysis les in answering the. question: Do the
hypotheses advanced on the basis of theory square with
the facts as exhibited by real world data? If the answer is
no and if the assumption that statistical design used in
testing is appropriate, the hypothesis must be rejected
and the theory discarded as not being useful. If the
answer to the question is yes, the theoretical conjectures
should remain in the list of plausible explanations
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marized in Figure 1, .
The emphasis in economics is on explaining the
behavior of the economic aspects of a social system, and
therefore a premium is paid for a theoretical explanation -
that is consistent with reality as opposed to a mer
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éescrz’pﬁon of reality. Pure induction involving statistical
gnalysis, let us say correlation techniques, may provide a
.ood description of what is “going on” in a social
context. But statistics by themselves never provide
sewers concerning “why” things go on the way they
do. Data do not interpret themseives, but rather they
must be interpreted within a context of logic involving
ause and effect relationships. Thus interpretation of
economic phenomena is facilitated by a clear statement
‘of the theoretical relationships that logically may be
expected to exist. This logic is incorporated in what
7 economists mean by a model which, as explained above,
is merely an abstract prototype of how key variables
‘may be expected to be related in the real world.

B

“"In my experiences many medical administrators
underemphasize the importance of a clearly specified
theoretical model prior to the collection of data. In
many cases great haste is made to collect data without a
clear conception as to how the data may be analyzed or
~interpreted to provide answers to questions essential to
program planning and evaluation.

APPLICATION OF ECONOMICS TO PROGRAM
PLANNING AND EVALUATION

The process of planning involves a continuous
conscious effort involving the following elements:

1. The specification of objectives of the course of
action being considered.

2. The specification of alternatives by which
objectives may be obtained.

3. The collection and interpretation of relevant data
and information.

4. The specification of the potential costs and
benefits of each alternative means of reaching each
objective.

S. The development of a model that abstracts the
relevant features of the situation being considered.

6. The specification of a decision-rule or criterion by
which it is possible to rank alternative ways of attaining
objectives in order of their desirability.

_Effective evaluation is also a continuous process and
differs from planning in the following respects:

1. Alternatives are not considered in the course of
evaluation since a course of action for attaining a desired

Ficure 1.—Economics Methodology
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obicctive has already been selected. (However, after
zvaluation has been performed, it may be decided to
terininate a particular program in favor of some
alternative); ,

2. Costs and benefits are measured in actual rather
than in potential terms;

3. The model abstracting the relevant features of the
siluation may be modified in light of experience, the
accumulation of data, or refinement in its design; and

4, The decision rule or criterion adopted should
apply consistently for all implemented programs for
purposes of assessing their relative contributions to the
overall objectives of the program.

One of the prime requisites of effective evaluation is
the statement of the objectives of a given program.
Statements of objectives should not be too broad and
imprecise, should not be conflicting, and should be
stated in quantitative terms whenever possible so as to
facilitate both planning and evaluation.

A much too broad statement of an objective for a
regional medical program would be: to reduce the pain,
suffering, and mortality of heart patients living within
the boundaries of the region of consideration. The state-
ment is much too broad since any coronary care pro-
gram, be it one of continuing education or one involving
the use of a mobile coronary intensive care unit, would
conform to the objective, and it would be impossible to
judge the relative efficacy of these two programs.

An example of a conflicting statement of objectives
might be: to reduce the morbidity and mortality of
coronary disease in a given region. This statement of
objectives is conflicting because the reduction of
coronary mortality may well raise the average number of
heart attacks experienced by many patients, thus raising
morbidity in statistical terms. Clearly, reductions in
morbidity and mortality are desirable, but it should be
recognized that these objectives are conflicting. They
should be stated separately, and decision makers must be
prepared to compromise between the attainment of both

objectives since they are in conflict.

Neither of the statement above are sufficiently
quantitative in that they fail to clearly relate to a body
of data that may be examined in the interest of planning
and evaluation. A better statement would include a
specification of the extent to which improvement in the
condition of patients is expected. An example of a
better statement would be: to reduce the morbidity of
coronary heart disease by “X” percent over a specified
time interval. Of course, the specification of the exact

percent of reduction of moribidity or the exact time
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interval must be reasonable and initially cap only by
determined or estimated on the basis of the eXperiency
of other programs conducted elsewhere or on the basy
of expert opinion. o
Economists can be of some assistance in deve]op;,1
statements of objectives. Economists can pOint‘m‘g
objectives that are conflicting and can assist iy the
development of quantitative statements, However, ha ,
ultimate responsibility for doing so lies with regiona] :
advisory groups. o
Given an appropriate statement of Objectivﬁ, »
economists can make a very significant contribution to -
the evaluation process in the areas of modeling, daty
collection, and the analysis of data. Lol

COST-BENEFIT AND COST-EFFECTIVENESS
MODELS

There are many specific models which economi '
have developed over the years that would be useful to
program evaluation. They are too numerous to d‘éscri‘
in the space allotted. Therefore at the risk of omittin,
many models that may be of interest for the purposes at
hand, T will briefly describe the one that, in my opi.nioh‘ ,
is particularly useful. This is the cost-benefit or cost
effectiveness rmodel. It is particularly useful for g\)ai—
uation purposes since in principle it permits’ the
simultaneous evaluation of the performance of sever:
different operational programs. Economists generally
regard cost-benefit analysis as an offspring of welf;
economics and public finance, although the fi
practical applications of the technique were mad by
engineers in this country around the turn of the centu
However, economists had initially developed the ¥
nique in the middle 1850’s and had refined - the
principles of the methodology by the early 1950’s.

In essence, cost-benefit analysis is a way of evalu
the desirability of a project or of a set of projects when
it is important to view project activities over a long ti
span where there are likely to be many spill-over or side-
effects on people, other programs, and other acti o
In simplest terms the method consists of a carg
enumeration of all direct and indirect elements of.c?
and benefits. It should be noted that when ber!‘eﬁt
costs are not measured in comparable units. \®
dollars), the technique is usually, but not always, labe
cost-effectiveness analysis—thus explaim'ng‘. the
ference in the terms used to title this sect_lon?
paper. The phrase “costbenefit analysis” will be
throughout the remainder of this paper.

Cost-benefit analysis involves a companson
and benefits associated with a program of ¢
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ms where the latter are viewed as alternatives or
competitors for overall program funds. The cost side of
the equation consists of estimated or realized program
gxpenditures as itemized in program budgets with due
Jlowance for the real costs of resources voluntarily
contributed to the project effort. In general, benefits are
dewed as future losses that will be avoided by the

<= § mccess of programs. The major purpose of health pro-
objectives, § g
{ geveral categories of benefits: (1) gains in economic out-
1 put (usually measured in terms of income), (2) satisfac-

ams is to save lives and reduce illness. There are three

fions from improved health, and (3) savings in the use of
health resources. o
Before going further it should be noted that some of

: i the differences among authors as to how they measure

xconomists *
e useful to

penefits are due to differences in the availability of data
and do not reflect philosophical differences as to the
appropriate use of the methodology. However, some
differences of philosophy do exist even if the same
authors had access to identical data. Mention will be
made of this later in the paper.

Once having enumerated all types of benefits and
costs, usually some sort of discounting technique must
be discounted by an appropriate interest rate to adjust
comparable. This is because benefits are likely to be
realized over an appreciable period of time and costs are
usually incurred in the present.

For example, the benefits of a program designed to
save lives may be measured by the earnings of individuals
whose lives are saved over the period during which their
lives have been extended. Since such earnings extend for
a significant time in the future the income stream must
be discounted by an appropriate interest rate to adjust
future earnings downward rendering them comparable to

costs that are incurred in the present. The choice of the
appropriate interest rate is as yet an unresolved
theoretical issue and thus in most applications several
interest rates are used resulting in alternative estimates
of the discounted benefits of each program.

Once having measured costs and benefits for several
different projects we can make a comparison between
them. If we are faced with sclecting one project to the
tlimination of all others, the analysis is simply a matter
of determining which project has the largest benefit to
Cost ratio and implementing that project. Note that no
Provision is made for the project with a benefit to cost
Tatio of less than one. Such a project would not be
Undertaken since the returns to such a project would be
txceeded by the costs of the project.

Now we can consider the case for a set of projects
which can be participated in at varying levels rather than
in an absolute fashion. Attempt is made to achieve:

where subscripts 1-n represent
different projects.

= mby = ... = ’mbn mc; is the marginal cost of the
ith cure.

mb; is the marginal benefit of
the ith cure.

It is profitable to participate in a program until
rmn‘T‘lbriZ 1 + i; that is, as long as benefits achieved are i
(where i represents the discount rate) times greater than
the cost of producing the benefit. With this considera-
tion in mind, the optimally sized regional medical pro-
gram budget is one which allows that all projects a region
wishes to undertake are participated in to the level that

the return from each project is

mby - mby o =My ooy

mcl m02 an

SOME CONCEPTUAL DIFFICULTIES

The first conceptual problem that one encounters is
in developing appropriate measures of benefits. One is
tempted to measure what appears to be objective and
reproducible at the expense of other benefits not so
easily measured. The economic gains of saving lives is
usually measured by taking account of the increased
income stream forthcoming to the individual whose life
was saved. This is tantamount to saying that the value of
a man is what he earns and neglects the affection

accorded to the aged who have lived a productive life

and who are retired and who are no longer employed. As
yet a satisfactory measure of the loss of a “non-
productive” member of society has not been devised.
Similarly no indices of the welfare gains stemming from
reduced pain and suffering exist.

Even if income or earnings are adopted as the
appropriate measure of benefits, questions remain con-
cerning whether income net of consumption should be
the measure or whether gross income should be used.

CONCLUSIONS

Mention of these problems serves to underscore the
fact that economic models in general and cost-benefit
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analysis in particular cannot provide easy objective
answers to all questions involved in program evaluation.
However one of the major contributions of an economic
model is to systematically categorize the key economic
issues, variables, and relationships that are involved.
Once these have been set out, analysis using objective
data provides guides as to appropriate decisions. Even if
complete answers cannot be provided on the basis of
objective data and analysis, a systematic specification of
the evaluation problem coupled with what objective
evidence is available facilitate the consistent application
of judgment and expert opinion so vital to correct
decisions.

Summary of Remarks

JOHN E. WENNBERG, M.D.

A successful health planning and management
capability requires the development of an adequate data
base. This should be approached through the use of
multiple disciplines in both the design and analytic
phases. Relevant disciplines include Dbiostatisticians,
epidemiologists, economists, sociologists and systems
analysts.

The NNE/RMP has developed a planning and eval-
uation base by assembling existing data sources into a
compatible, computer-based system. The data base has
been supplemented by ad hoc field studies involving
retrospectively collected utilization data and facilities
inventory. In addition, a complementary field social
survey capability has been organized.

Details concerning the data system are reported at
another conference session. Here 1 would like to report
by way of example how socio-economic analysis, using
information in the data base, can help clarify, if not
answer, certain questions of concern to planners.

The questions chosen for example include those
related to the cost of care and consumer preferences and
opinions. The importance of these questions to the plan-
ning process will be emphasized.

Social Scientists and the
Process of Evaluation

CONRAD SEIPP, Ph.D.

The field of evaluation is like the field of heart
disease, cancer, and stroke. In both there is a serious gap
between what we are able to do and what we are in fact
today doing. We know a good deal more about the
process of evaluation than current practice suggests, it is
my contention. There is a substantial body of meth-

122

odology for evaluation, we command some
powerful techniques for this purpose, by
harnessed very little of their promise in a sy
organized way.

Like heart disease, cancer, and stroke we seerm t
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the ability to relate the various pieces of the technicy
competence we command to pursue evaluation intg

meaningful total arrangements. The involvemeny of
social scientists in the evaluation of regional nediey)
programs is likely to prove productive only to the exteny
that there is widespread understanding and conceptyy
clarity on the part of program administrators about the
evaluative process. Social scientists on the basis of the

particular skills they possess are in a position to ¢op, §

tribute to the evaluation of on-going programs. However,
their relevant role is restricted and confined to certain
discrete levels of the process of evaluation. Further, their
entry into the process most often presupposes the
excrcise of a great deal of prior normative judgment.

In order to use social scientists in appropriate ways in
the evaluation of social programs, it is necessary to be
clear about the different levels of the evaluative process
and about the underlying values which assert themselves
in any particular program under review. We must be able
to specify the purposes to be served by evaluation and
the criteria of judgment that are reflected in the
formulation of those purposes.

Program evaluation is predicated on various essential

assumptions, however obvious these may appear to be.

It is necessary, for example, to accept the belief that a
program embraces purposive activity, that socially
valued resources are deployed with intent in order to
accomplish something. Programs must have goals if they
are to be evaluated. We are also sensitive to the fact that
resources are limited. At a time when the avaitability of
resources appears to be becoming progressively tighter,
this is another premise which is easy to accept. Programs
accordingly reflect the exercise of some form of ration-
ing. The first essential task that we face in the process of
evaluation is therefore to ascertain the extent to which
our programs are accomplishing the goals which we have
set for them. Programs consist of a bundle of more of
less discrete projects. If the planning of a program has

reached an acceptable degree of precision, each of its .

constituent projects possesses a clearly defined set of
targets. A target is a statement of the end results which
are sought through the activity that is called for in 2
project. It identifies the amount of accomplishments, if
possible in quantitative terms. to be achieved within 2
specified period of time. A number of projects ar
collectively the means for achieving the objectives which
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are set for the total program. Thus, the first level of

¢ potent

ut we ‘evaluation s in principle at least relatively simple and
ystemat ‘dear. It is to measure the extent to which various

: projects are meeting their targets.

seem to Jy 1t is an integral part of the responsibility of the ad-
the te¢ ministration of a program fo ascertain the extent of the
luation _ ,Progress that is made in fulfilling project targets. There is
dlvemer ‘1o point in becoming involved in other levels of evalua-
mal me tion unless this kind of intelligence is at hand. Perhaps
to the exge the particular tasks and routines upon which reliance has
1 concep peen placed in the planning of some project came to be
s aboyt yiewed as inadequate on their definition, their organiza-
basis o tion or their implementation, but it makes little sense to
tion to evaluate the adequacy of these unless there is firm
ns. How knowledge of where a project stands in meeting the
:d to certajn'¥ targets which have been set for it. Similarly, it is point-
urther less to attempt to assess total program accomplishment
upposes, until the extent to which the targets of the component
dgment. projects are being met has been acertained.

riate ways Buried in the targets of a project, however, are a host
essary t of value judgments which need to be made explicit if
itive proce gvaluation is to be pursued at a higher and more
¢ themse inclusive level of concern. Program people in the field of
:E::igi health and medical care still speak of securing the

greatest possible return, however this may be measured,
for the least expenditure of socially valued resources.
‘One knows what they mean when they say that they
want to get the most for the least. However, this kind of
formulation of the economizing intent of a program is
inimicable to evaluation. It must be challenged if evalua-

rted in

belief th’a_t‘

1at ,sgqa]i tion is to proceed. For the most is in theory infinitely
n lcr.;:h ‘great and the least is zero, and this makes nonsense of
goals L their concern. A program administrator is motivated
the fact tha

either to maximize output, the desired end results of a
v tishiéi course of action, with a given input or he wants to
vely tightely 3 geure  some specified accomplishment with the

. ffrigrm minimum expenditure of socially valued resources.
Ie]processo Those responsible for a program are most often, in
nt to wl fact, motivated both to accomplish as much as they can
ich we have 4 With the resources at their disposal and at the same time
of morfe to reduce what is required to achieve the objectives
)'rogram‘ Vf’hich they entertain. The evaluator, however, cannot
each of its 37 Simultaneously pursue both concerns, for they consti-
ined st of 7t fute separate and discrete analytical tracks. Each must
wsults which be independently assessed as part of the process of eval-
ed for it Uation. Further, the evaluator must ascertain the relative
iGhments importance to be attached to each in a particular pro-
od withi gram. This rests upon a normative judgment which
rojects Constitutes a given at this second level evaluation.

Correlative to this distinction is the differentiation

stives whi
between the effectiveness of a program or a project and

its efficiency. The quest for efficiency lies in reducing
inputs per unit of output, of minimizing the resources
which must be expended to obtain a target or a set of
objectives. In the case of effectiveness, we want to know
how much we are getting as return on the resources we
are expending. These must be seen as separate problems
to be dealt with in the process of evaluation. The eval-
uation of a program entails analysis along both lines.
How the resulting intelligence is to be assembled into a
comprehensive assessment of a project or a program
depends upon the assumptions and the suppositions, the
bias, if you like, which is incorporated in it. Program
evaluation should conform to the norms and the criteria
of judgment which are manifest, however covertly, in
the planning and the design of a program, even though
the evaluation that is done of a particular program by
others may be predicated on different normative
grounds.

The thrust of these comments is to underscore the

-importance of clarity about the values that inspire evalu-

ative effort. Evaluation, involving the measurement or
assessment of program accomplishment, proceeds on the
basis of certain standards of comparison and particuiar,
normative criteria of judgment which are current in a
program and these must be understood and made
explicit. The social scientist who is involved in the evalu-
ation of programmatic endeavor has an important contri-
bution to make in exposing and laying bare the
construct of values which are reflected in a particular
program. The need to insure a continuing explication of
value premises is not only a requisite for meaningful
evaluation; it must also be made an inherent attribute of
program planning. This is the point at which planning,
evaluation and research, meaning evaluative research,
operations research, administrative research, call it what
you will, emerge most explicitly as aspects of a single
function.

The ways in which the social scientist is currently
involved in this aspect of program evaluation is at best

shadowy and uncertain. The relevance of his skill at this -

level of concern needs to be more fully appreciated and
the role which he potentially can play requires more
definitive delineation. The credentials which the social
scientist commands to enhance the sensitivitv of the
staff of a program to the value implications of their
actions are none too solid or convincing. His contri-
bution in this regard is surrounded with difficulty.
Further, the more penetrating and critical he is, and
thereby the more useful, the less appreciated he is likely
to be.

The task which I am suggesting for the social scientist
at this level of concern is to ask those administering a
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program why they are doing what they are doing, what
evidence they possess to validate the assumed worth of
those actions, and how they see the consummation of
particular tasks and activities as related to the attain-
ment of the broader objectives of their program. The
social scientist is hopefully equipped somewhat more
adequately than others to recognize the ways in which
diverse values assert themselves in a program and to ap-
preciate the wvarious social roots of the normative
judgments that are reflected in the activity he observes.
His presence first of all may help to make this dimension
of a program’s endeavor more explicit. He is able to

assist others in identifying and acknowledging the .

normative premises upon which action is based, in
recognizing the existence of forces which militate for
alternative standards of judgment, and in exposing
inconsistencies between the value base of different parts
of a program. In this respect the social scientist’s role
within a program is essentially one of education; it
involves increasing the self-consciousness of the staff of a
program about the social forces which impinge upon
them and of which they are a part.

The social scientist can obviously make no exclusive
claims to such a role. Yet he is in a position to deploy
the special competence he is assumed to command in
clarifying the normative bias of a program, particularly
as it is expressed in the functional linkages and
relationships which the program generates. In this he
helps to expedite the process of evaluation at the same
time that he contributes to the course of planning. His
contribution, if he functions with effect, is to facilitate
the formulation and appreciation of a clearer, more
meaningful design of the interrelations between ends and
means. Each project, I have suggested, should have an
explicit target, an end result which has been opera-
tionalized as a measurable accomplishment to be
achieved within a specified period of time. However,
each project must also be seen as the means for attaining
the objectives of a program. Further, the place of the
program as a part of the endeavor to realize the aims of a
more inclusive health plan must be adequately
visualized. This is the essential conceptual matrix for the
conduct of effective evaluation.

Given an adequate spell-out of this kind of a
hierarchy of goals and of the interrelations between
them, the problem of program evaluation is not
especially complex, it seems to me. Assessment of the
extent to which targets are achieved, even the measure-
ment of the accomplishment of program objectives, can
and should proceed without any particular need to enlist
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the assistance of a social scientist. There do N0t appasi
to be any compelling reasons to suppose that the soci :
scientist has a unique contribution to make iy such tagk,
as ascertaining whether the development of 5 corona“
care unit in a hospital is on schedule or determinipa
where things stand in instituting a tumor registry, -nw'
same applies if the evaluative concern in regarg to tha
tumor registry is less proximate and centers upon én
assessment of its consequences or impact. If the plannin
of the program has been adequate, the problemy is 'ty
determine the extent to which the project did in fact fi
into the larger scheme of the regional endeavor as
intended. Very possibly the talents of a social scientjst
might usefully be drawn upon if the issue that emerges
in the course of the process of evaluation comes to

center upon the efficacy or the validity of the technjea]
prescriptions that a program has made to achieve's -

particular end result. Yet this type of concern, I would

argue, should not be included as a primary function of

program evaluation. Rather, it should be considered as

an assignment for evaluative research which relies upon a-
different institutional base and set of resources. Regional -

medical programs will inevitably become involved in
such activities but not, as [ see it, as the agents who have
a primary responsibility for undertaking such analysis.
Rather, they should be a part of a larger consortium of
concern that is involved in the pursuit of such questions.
The social scientist does appropriately come back into
the process of program evaluation in the appraisal of the
broader and less specific objectives of a program. Here,
for example, one encounters the need to evaluate success
in promoting the legally. mandated obligation to
promote cooperative arrangements as an end in itself but
also at the same time to sce those arrangements as
instrumental to improvements in the health care delivery
system. However, at this level of concern the per-
formance of those social scientists who have been
involved in the evaluation of programs is far too often
disappointing. There is a gross disparity between per-
formance and promise. Social scientists tend to be
mesmerized by a conviction in experimental design s
the only road to salvation and they are reluctant t0
abandon the rigor and the apparent certainty that such
procedures imply. Only slowly and with great pain ar¢
they learning of the tremendous practical difficulties of
imposing experimental designs upon on-going social pro-
grams. Yet there are also theoretical grounds for suggest-
ing that excessive emphasis has been placed upon 'h‘?
controlled experiment as methodologically essential in
the evaluation of programs with broad and ambitious
aims. These are as compelling to me as the many
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which permit radonal wllocations of rescurces in circum-

stances where  the complexity of data and  inter-

relationships exczed the capacity of common sense
decision-making.
Let us set a goal for any allocations problem: to ue

the most for cur money.
“most.”

But the problem is to define
To most patients and doctors, the
suve a patient’s

“most” s
life. But one patient’s fife may not have
the same social significance of another, an cveluation
mostly related to the age of the respective putients. if
mcre must be a choice, the 40 year old will usually be
preferred to the 90 year old. This has led to the use of
hfe-yuars saved” rather than lives saved (cf. Michacel,
Spatafore, et al). Public policy adheres more nearly 1o
this notion of life-ycars saved than the old favorite of
economists, “life carnings saved.”

What is the practical significance of lifc-years saved
when resources are limited? On the basis only of life-
vears saved, would vou give the next spot on an artificial
kidney to a 90 vear old or a 40 year old? Most of you
would select the 40 year old. But what would be the
choice if there were only time or resources to save cither
one 40 year old man from a burning building (or a sink-
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a single working person on the top ﬂon
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raplegics or

the single working man—what would you choose?

Ii‘ vou save the working man, then you are assigning 2
value of something less than one half the value to the
1 car O‘ a 1

you save the
SO

ed-ridden putient as ¢ working man. Or. &
two quadraplegics. you are assigning them
the value ol the working

mething more than one half

ar.

This comprises the basis for a propased benefits scule
as helow, The assigned volues are arbitrary but not ot
of keeping with public opinion.

1.0 good health, working
7 not working. at home
4 not working, institution
0 dead )

If policy makers were able to decide on such a beneflt
scale, and with whatever data is available on the I‘CSU%[S
of medical programs, rationdl explicit decisions could ¢
made with such a scale as a basis.
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For example, relative benefits of competing programs
could be calculated in terms of life-years saved. But
saving the life of a working man counts more than saving
e life of a bed-ridden patient: more than twice as
much.

Relative benefits could -also be calculated for
improvement of function. For example, returning two
and a half, not-working institutionalized patients to
work would be equivalent to saving the life of a working
mar.

These rough and ready calculations have not taken
into account the number of years a patient would gain in
each functional category, and a proper calculation
includes these adjustments.

A theoretical example with hypothetical numbers
ilustrates how these calculations could assist in choosing
among four proposed projects to be funded from an
RMP.

The calculations (Appendix A and B) indicate how to
get the most for the money: put it all into the program
where you get the most for the money: the EDDU
(Early Disease Detection Unit) at a cost of $2351 per
benefit unit.

But this solution does not take into account the
number of stroke patients to be rehabilitated nor the
number of doctors, nurses, or hospital beds available. It
is this quandary that the multiple equation linear pro-
gramming model helps to resolve. Given 20,000 doctors’
hours (on an annual basis), 100,000 nurses’ hours,
15,000 bed days and 100,000 office visits, what is the
optimal mix of programs (not the single best program)?
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Stroke Rehabilitation
Early Disease Detection Unit
Cancer Registry
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APPENDIX B

Comparative Costs Per Benefit Unit
For Each Patient in Program

ei] Assume MD Hours $ 15 (not counting overherd in institution or office)
RN Hours $ 4
Hospital Days $100
Office Visits $ 5 (not counting MD income)
Stroke EDDU ICU coronary unit Cancer registry
me)hours 20x$ 15= 300 0.1x%15= 15 20x$ 15= 300 10x $15= 150
is as follows: - 4 g hours 80x$ 4= 320 02x$ 4= .80 150x$ 4= 600 20x$ 4= 80
# Hospital days 20x $100= 2000 0 10 x $100= 1000 0
A gffice visits 10x$ 5= 50 12x$ 5= 60 0 20x$ 5= 100
“1otal cost per patient $2670 $62.30 $1900 $300
E
‘: Cost unit benefit 2670 = $2840 62.30 =$2351 1900 - $4343 330 = $2981 ‘
] .9400 0265 4375 1107 ‘
i
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APPENDIX C
alih field, we tumn
g, samuel Greenho
‘gg wblic Administratic
The Most Efficient Program ::‘qu System.‘ His ap
ﬁ }16 major structural
3 Maximize = 0.94X, +0.0265X, + 0.4375X 5 + 0.1107X4 1
A‘ Objectives
Stroke EDDU Ell Ca. Reg. Programs
MD hours 20%, 0.1%, 20%3 10X, 20000 (l0doctory ~ §  Program Alte
4 Outputs
RN hours 80X 0.2X; 150X 20Xy 100,000 (50 nurses) Progress Meat
i Input
Inst. days 20%4 0 X, 10X5 0X4 15,000 (45 beds) Alternative V
Office visits 10X; 12 Xy 0X3 20X4 100,000 ] Systems Ana
d: So that we do
Solution: 750 6992 0 430 4:uld like to offe
Total Patierits : would
4 terms:
“ "
¢
Total Left Over i SLIDE
MD hours 750 6992 0 430 .
x20 x 0.1 - x10 ‘ Objectives must
15,000 699 4300 20,000 0 8 1 bedirectly
RN h 750 4 2. describean
- S R g { 2 <monie
60,000 1398 8,600 70,000 30,000 4 4. be honest;
: . : 5. be broken
Inst. days 750 6992 0 430 expectations.
x20 x0 x0 i
15,000 0 0 15,000 0 i
4 Program
Office visits 750 6992 0 430 :
x10 x12 x20 ] A pafkagfio‘;vs
7,500 83,904 8,600 100,000 0 4 an RMP S € ‘
1 of objectives.

Accountability and Decision-Making
in the Iowa Regional Medical Program

CHARLES W. CALDWELL

My charge is to describe how Planning-Programming-
Budgeting concepts are being implemented in an
accounting/decision-making system in the Iowa Regional
Medical Program. I will note some of the advantages of
the system over the more traditional accounting systems
and relate some of the problems which we face in our
constant effort to remain true to the concepts we are
incorporating,

The Iowa Regional Medical Program is a small pro-
gram, funded at a level of slightly over $700,000. Our
core structure consists of ten professional staff members.
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Our system cannot be compared with PPBS structures in § Program Altern:

large bureaucratic agencies, but it illustrates how certain 1 Other possi
PPBS concepts can be applied at any functional level. ¥ decided upon.

I can offer no pat formula for evaluating a Program’s §:
overall impact on a Region, for establishing priorities, §. Output

even for determining broad program direction. But Ical . Tangible ou’
tell you of a system that does permit the core structur® ;
to provide certain objective information to the
decision-making process. ¥ Answers th
8 planned for m

A Progress Meast

It should be emphasized that the system does not

make decisions. It merely provides objective information tnput

which, in actuality, may be completely ignored by the !
decision-makers in favor of information that is pureb' i Total quat
subjective in nature. { and materials



-cause of our organization’s size and due to the
less intangibles which confront all of us in the
field, we turned to the PPBS approach described
amuel Greenhouse in an article that appeared in
Adrhinistration Review, to guide us in devising
5ystem His approach is simple and clear. He listed
ajor structural members of PPBS as: (Shde Number

Objectives

‘Programs

Program Alternatives

Outputs q

Progress Measurements

Input

Alternative Ways To Do A Job

- Systems Analysis

So that we do not become confused by semantics, |
uld like to offer a precise definition for each of these

SLIDE 1-DEFINITION OF TERMS
Objectives must

1. be directly related to ‘o‘ver\all mission;

~ 2. describe an important end Service;

3. be amendable to quantitative measurement;

“4. be honest;

5. be broken down into immediate and long-range
pectations.

-+ A package which encompasses each and every one of
n RMP’s efforts to achieve a partlcular objective or set
of objectives.

Program Alternative

- Other possible programs besuies those already
decided upon.

Tangible outgrowth of a partlcular program.
rogress Measurement

Answers the question: How closely does the progress
planned for match the progress actually realized?

nform i
yred by nput
it is pur Total quantity of manpower, facilities, equipment

and materials applied to a program.

Alternative Ways to do a Given Job

Rearrangement of input to an already-existing pro-
gram in order to improve output.

-

Systems Analysis
Application of cost studies.

Objectives

The success of our system stems largely from

accurately defining this term. Without doubt, it is the

“apex term” in the PPBS idea-structure. These are
criteria for judging the validity of an objective within
our system: i '

1. It must be directly related to the overall mission of
the IRMP.

2. It must contain a description of an 1mportant end-
service.

3. It must—at least to the fullest extent p0531ble—be
amenable to quantitative measurement. What is
not quantifiable has no valid usefulness within the
PPBS context. )

4. It must be honest. In other words, the stated
objective must be identical to the true or rea.l
objective. :

5. When appropriate, it must be broken down into
immediate and long-range expectations.

Programs

A program is a package that encompasses each and
every one of an RMP’s efforts to achieve a particular
objective or set -of allied objectives. A program could
consist of a single comprehensive project or of several
projects which have allied objectives. It is confusing that
in RMP jargon the overall effort within a region is called

“program.”’; But .for'the.purposes of our system the
term will be uséd as just defined. '

The whole PPBS idea is to facilitate the coordination
of all our efforts to meet a particular objective, so the
validity of each program may be judged in terms of its
overall strategy, dimension and costs, This permits it :to
be compared with, other programs, potential or existing.

In our system no objectives are acceptable unless they
suggest a program specifically designed to fulfill. them;
and no entity can be described as a program unless it is
designed to accomplish explicit objectives. -

Program Altermatives

Program alternatives are programs to the same general
end other than those already decided upon. Program
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alternatives suggest a choice between two or more pro-

grams designed to advance the same overall mission.

Output

An output is a producf or a service. As produced by -

the RMP, it is a tangible outgrowth of a particular
program. It must be a kind of service that can be singled
out as an indicator of program results. It must be an
important end-service and must satisfy an important
objective.

Progress Measurement:

If output means only those pragmatic end-services

- that satisfy explicit RMP objectives, then program ful-

fillment demands an output that was planned and has

been produced. Therefore, progress measurement must

satisfy one question: Does the progress achieved match
the progress anticipated?

Input

Input is the total quan{ity of manpower, facilities,
equipment and materials applied to the program. Like
most, we summarize this input in’ units of dollars.

Alternative Ways To Do A Given Job

This concerns the rearrangement of input invested in
an already-existing program to expedite production or
upgrade services. In other words, one would rearrange
the manpower, facilities, equipment and materials going
into a program in order to improve the quality of service
or arrive at the stated objective in a shorter period of
time. Do not confuse “alternative ways to do a given
job” with “program altematives.” Program alternatives
are output oriented. Utilization of a program alternative
changes the output, because it is a substitute for a whole
program and has different specific objectives. Alternative
ways to do a given job are input oriented and deal with
the best way to achieve an already chosen output or
objective.

Systems Analyszs

Systems analysxs within the IRMP system is primarily
the application of cost studies. These studies are of
special usefulness in two areas of the system: (1) the
determination and evaluation of alternatives and (2) the
measurement of costs versus progress within a given
program. _ .

These mlght be called ““pure” defi mtlons As 1
proceed you will see how we bend and abuse these
definitions within our system,
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- available.

“ment of priorities should include evaluation of need,
scientific feasibility, practicality, effectiveness, timing,:
amount of resources available and community, ac

" because we will still have no basis for relating changes

THE IOWA SYSTEM

Six major steps have been identified by the IRM
essential to significant progress toward us over
mission. In aspect, each step is continuoys and :
ended, and its influence changes as new mformati(m
gathered and updated. (Slide Number 2) -

The first of these six steps involves the gathermg
morbidity and mortality data and related mformatnon
that permit us to evaluate the effectweness of
existing health care system in lowa.

The second step is the assessment of all ex:stin
health resources within the region that fall w1thm th
parameters of RMP legislation.

The third step is the identification of needs From
information provided by steps one and two, an Iow
Regional Health Profile is being developed It should ,
emphasized again that this profile is open-ended and wil
continually change as new information beco
On the basis of the existing profile;’
endeavor to identify. where existing services need. to g
expanded, coordinated or reinforced to meet the needs-

identified. We determine where new services need-to be -

initiated and supported.
The fourth step is the cstabhshment of prlormes
Conventionally, the criteria considered in the establi

ceptance. -
The fifth step is the plannmg and 1mplementat1
programs to meet these priorities. N

The sixth step is the continuous evaluation of those ;
programs accompanied by modification based upon hpw_
well they meet their planned objectives and—insofar asit

can be determined—the impact that meeting these

objectives is having an achievement of the over;l},
mission of the orgamzatlon St

Our accountability/decision-making system mvolVeS

only steps five and six. Not until we reach step five can. |
we measure precisely how well an objective is being met

and consider—if mdxcated—an alternatlve program tO‘
meet those objectives. -

Other than mtumvely, we have no way of eva]uatmg ‘

the overall impact of the IRMP on the health system i

Jowa. A principal reason for this is that presently We. {
have no way of obtaining accurate morbldlty data. We‘

hope to solve this problem soon.

Good data.on morbidity will certamly aid us
selectmg pr10r1t1es Such data will not however be
enable us to evaluate the overall 1mpact of the IRMP

-
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- SLE 2

T ' S . STEP1

Morbrdrty and Mortality -
Statistics and Other Health
Statistics on the Population in

- Order to Determine the Effective-
ness of lowa’s Existing Health Care
System.

STEP 6
Program Evaluation

- STEP 5

The Design and Implementa-
tion of a Program to Meet
Those Needs

the establish.
fon of need,
ness, timing,
mmunity ac-

morbrdlty to the existence of our organization. Too

‘ controllable varrables -
Now let us examme how the lowa system ¢an be used
i in the development and selection of programs to meet
A priority objectives by looking at the decision-making
# process from another perspective. (Slide Number. 3)
Visualize a “hierarchy of . objectrves that relate to
dlfferent levels of this process
step five can' H- 1. At the top is the organization’s overall mission.
+ is being met ‘B 2. At the second level we put program objectives
program e designed to meet priority needs.
"' 3. At the third level are groups of project objectives
- that make-up a program package.
4. At the fourth level we find the obJectrves -of
.. specific activities within a prOJect
S. The final level is occupied by the day-to-day
objectives that are to be met within a project
activity. ‘ '
Our system is applicable at the second level and
downward, since it supplies data that grow in objectivity

of evaluating

and preciseness as we travel toward the bottom of the V

Establishment of Priorities
4STEP 4
hierarchy. Actually, the system can be applred at any

many. assumptions would have to be made, due toun-
: of the ‘hierarchy, all these levels are means to an end and

'no ends in themselves I : o P

;d1ssem1nate the resultmg mformatwn to the decision-

» recogmzed by breakmg 1t down mto four broad areas of

STEP 2

The Assessment of
- all Health Resources

STEP 3
Identification of
Needs

level—so long as we remember that, vrewed from the top ;

In lowa, all staff members contrrbute to our system—

’partrcularly in gathermg mformatron makmg program

evaluations and undertaking cost studres ‘They also

makers.
The nuts and bolts of the” system can be bst |

activity: "
1, Establishing the costs of program ‘alternatives.
+ 2. Establishing the’ costs of Alternatrve ways to do a L
- given job. :
3. Accounting and costmg of ex1stmg programs’on a
monthly basis. :
4. Accounting and evaluation of core activities on a
monthly basis.
First, cost estimates are made on all program alter- C o
natives. Most of our program alternatives come to us in
the form of new project proposals. The cost estimates
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SuibE 3.—Hierarchy- of Objectives.

bel

‘ , OVERALL MISSION
1st Level (To improve the availability and level of health care for all per-

sons residing within the lowa Region” without regard to age,
color, or economic status, but with special emphasis on heart
disease, cancer, stroke and related diseases.)

2nd Level A ' B ¢

PROGRAM

OBJECTIVES
Example:

(To improve the availability and quality of care for lowans threatened by or !

suffering from Stroke through Projects designed to provide continuing education,
demonstrations of care and better availability of care.)

3rd Level Bl B2 B3 B4 1 c2 c3 c4

PROJECT OBJECTIVES
Example:

(To develop subregional stroke programs that will demonstrate
comprehensive patient care (including out-of-hospital care) and -

provide education to physicians, nurses and other allied profes-
sions and'information to the public.) ;

Bla Blb Ble Bid C4a C4b Cdc

C4d
4th Level -
1
PROJECT SUBOBJECTIVES
Example: e
(To provide rehabilitation workshops for /
nurses in hospitals and long-term care
facilities. ' A series of four workshops /
are presented to each facility, each work-
shop consisting of four hours,)
L\
- " Activit; Level : ’ Activity Level
5th Level: y

SUBOBJECTIV N \

SR : Heh
S E8 R g
LN &8
EHao & N
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Level

Activity

{ye broken down to determine what it will cost to
chieve each precise objective of a program alternative.
Each program alternative must compete with other
rogram alternatives and with all existing programs for
the limited resources ‘available. In summation, we are
Jking two actions with program alternatives: (1) we are

. }amework for comparisons by the decision-makers.

Where arriving at the costs of alternatives are
concerned, we have a lot to learn—not only about the
gchniques involved but in making the figures under-
sandable. We need to improve in the presentation of
pformation to our decision-makers so that they will be
sble to use it more readily to make informed decisions.
Alternative ways to do a given job are usually in the
form of new, single project proposals that fit within an
dready-existing program package. They may also
emanate from an existing project as a request to alter or

yually staff-generated. Except that they fall at a lower
level of the hierarchy of objectives, they are treated
much the same as program alternatives.

~

, termining cost factors and (2) we are providing a

place a certain project activity. The latter source is .

Our monthly accounting of programs by objectives is
based primarily on time studies that are completed daily
by project staff. In each project, these time studies are
broken down by the project’s tangible output. (Slide

Number 4) Each output can be easily’ measured and

relates’ to a precisely stated sub-objective. The per-
centages of time are converted to dollars. Since salaries
usually make up more than 75 percent of a project’s
budget, the unassignable remainder of the ‘budget

‘expenditures are arbitrarily broken down according to

personnel expenditure percentages. Large equipment,
consultation or travel expenditures that can be easily
assigned to a given output are assigned separately.

The monthly report is similar to this one. (Slide
Number 5) Monthly expenditures for programs, projects
and project activities are reported by traditional budget
categories. As you can see, projects are grouped together
in program packages when that is appropriate. This way,
we are able to know more precisely what we are
achieving within a program area and what that
achievement is costing us.

Activity l Level

e\

5th Leve!
SUBOBIECTIV
- SCSTIYVEITVES

o Name:
SLIDE 4-COMPREHENSIVE STROKE MANAGEMENT PROJECT :10““;’“1
. , nth:
Time Study by Tangible Output °
Date Nursing Nursing Home Stroke Pubplic Physician Total Notes
] Workshops | Education Service Unit Education | Education
\_
xp
\
\_‘
\
-
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Program B -

SLIDE 5~MONTHLY ACCOUNTING BY PROGRAM, PROJECT AND OBIECTIVE

Personnel Consultants | Equipment

Supplies | Travel | Publications Other

Program A

Project Al

Objective Ala

Objective Alb

Project A2

Objective A2a

Objective A2b

Objective A2c

Objective A2d .

Project A3

Objective Ala

Project B1

Objective Bla

Program C

Project C1

Objective Cla

Objective Clb

Objective Cld

Project C2

Objective C2a

*'l****************************’**.'

TOTAL

At the same time costs are recorded, accurate records
of tangible output are mamtamed which makes cost
analysis an easy task at any time it is needed. Here are
examples of how these outputs are reported. (Slide
Number 6) (Slide Number 7) There is no uniform
method of reporting and these outputs are reduced to
different types of units for costing. We probably need
more uniformity, but due to the constant changes in
many of our programs, any standard form would be
obsolete before it was off the press. Each of these
reports usually involves several telephone calls to clarify
information,

This is an example of the type of cost-analysxs report
that can be made at any interval and presented to the
decision-makers. (Slide Number 8) (Slide Number 9)
This particular example mcludes costs other than those
being met by the IRMP and therefore required informa-
tion not available on a month-to-month basis. -
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One important evaluation factor that isn’t portrayed
here is the quality of the output. Output is evaluated for
quality in much the same manner that all RMPs carry
out evaluation, which includes pre-testing and post:
testing, attitudinal questionnaries and other techniques-
Like all RMPs, we are constantly endeavoring to improve
our evaluation methodology

Of course, it is"easy to see that thlS system isn’t |

comprehensive. Many intangible benefits are unac
counted for. In the presentation of our objective infor

mation we attempt to qualify the information, carefuﬂY'
“spelling out those probable benefits which are I!°t -

-reflected by tangible output. We cannot ignore th

benefits, whether tangible or lntanglble form an im &

portant part Cof the analysns 5 e
- .In the third broad area of activity, we ‘are truly.
~bending—if not breakmg—the conceptual rules of PPB

because we are accounting for core actmtles tha m

most cases ca
fow it works:

Daily time
re activities
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\is system isnt
fits are unat
objective info:
1ation, carefully
which are B0
10t ignore that
2, form an i

y, we are UU‘;‘«,
1 rules of PPB> 1
ctivities that ¥

most cases cannot be related to an end-service. Here is
' pow it works: (Slide Number 10) '

Daily time studies are made based on a breakdown of
core activities into the functional activities shown. Each
of these activities produces a measureable output that

“Joes not relate to any precise objective in many cases.

The time contributed to operational projects as depicted

{ in the first nine columns can be related to project output

and figured into the costs of operating the projects.

The column entitled “other” is for those core staff
functions that can be related to an end-service other
than that of an operational project. For example, we

i have a central medical library network that receives a

limited amount of attention from core staff members.
The last four columns, entitled “Project Planning,”
“pata Collection,” “Public Information’. and *Staff
Education,” are strictly functions and do not relate to
an end-service. However, we have arbitrarily identified
tangible output as a gauge to evaluate our core activity.
For example, we can compare the amount of time
invested in new project development, which would fall
under “Project Planning,” with the number of new
proposals submitted to our decision-makers. We can
compare the amount of time we are spending on a given
operational project with that project’s output.

SLIDE 6—NURSING WORKSHOPS
(July 1, 1969 - January 31, 1970)

Type of
workshop

Each workshop is three hours in duration.

SLIDE 7-NURSING EDUCATION CONFERENCES
(July 1, 1969 - January 31, 1970)

Location Number of Days
Dés Moines .. ............... 2
MasonCity .. ............... 1

TOTAL 3

HOME SERVIC_E CONSULTATION

(July 1, 1969 - January 31, 1970)

July - August, 1969 . . .. ... ... ... 139 visits
September. . . . ... ... . L. 42 visits
October ...t e e 28 visist
November .. ... .. ittt 23 visits
December .. ... ... .. 41 visits
January, 1970 .. ... .. ... L i 58 visits

TOTAL . ... .. i 331 visits

Average patient load: 72

Total number of patients admitted:
Average patient stay in stroke unit:

STROKE UNIT

Capital Division
Number of ]
workshops Attendance
15 295
15 301
11 214
9 161
_ 50 971
North Central Division
16 371
14 395
10 199
.9 151
49 1,116
Northwest Division
33 810
26 617
35 725
35 643 '
129 2795 ’
Attendance P

110

25
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July 1, 1969 - January 31, 1970)

81
12.5 days

f

49 patients
23 patients
25 patients
19 patients
35 patients
37 patients

188 patients
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. RMP cost per visit made to a patient was $20.86

. RMP and Heart Association cost per visit was $22.56

. RMP, Heart Association and Volunteer cost per visit was $24.15

. RMP cost per patient in the program was $83.44

. RMP and Heart Association cost per patient was $90.34

. RMP, Heart Association and Volunteer cost per patient was $96.60

SLIDE 7—(Continued)

PUBLIC EDUCATION

Conferences . Attendance

Northwest Division . . ... ... .. ... 7 122
Capital Division . . . . . ... ... ... 10 347
North Central Division . . .. .. ... .. 26 ’ 576

TOTAL 44 1,045

Conferences averaged one hour each.

SLIDE 8—COST ANALYSIS FINDINGS

Nursing Workshops

. The cost to the RMP for each nurse who was a student in the workshop was $1.88 per hour (Student Hours).

. The combined cost to the RMP and the Heart Association (16 cents per student hour) was $2.04. - .

. The total cost to the RMP, the Heart Association and Heart volunteers (an added 39 cents per hour) was $2.43.
_ The cost of instruction to the RMP for the workshops was $40.31 per hour (Instructor Hours).

. The cost to the RMP and the Heart Association per instructor-hour was $43.60.

. The cost to the RMP, the Heart Association and Heart volunteers per instructor-hour was $52.07.

Nursing Education Conferences

. The cost to the RMP per student-hour was $3.77

. The cost to the RMP and the Heart Association per student-hour was $4.08

. The cost to the RMP, the Heart Association and Heart volunteers was $6.15

. The cost to the RMP per instructor-hour was $307.70

. The cost to the RMP and the Heart Association per instructor-hour was $333.30
. The cost to the RMP, the Heart Association and Heart volunteers was $502.66

Home Service Consultation

SLIDE 9

Stroke Unit

. RMP cost per patient admitted to the stroke unit was $197.24
. RMP and Heart Association cost per patient was $213.07

RMP, Heart Association and Volunteer cost per patient was $306.04
RMP cost per patient day in the stroke unit was $15.77

. RMP and Heart Association cost per patient day was $16.24
. RMP, Heart Association and Volunteer cost per patient day was $24.48

Public Education

. RMP cost for each individual attending conferences was $3.71 per hour (Student hour).
. RMP and Heart Association cost per student-hour was $4.06 ’
. RMP, Heart Association and Volunteer cost per student-hour was $4.90
. RMP cost per instructor was $91.64 o hS
. RMP and Heart Association cost per instructor-hour was $98.79 E e
. RMP, Heart Association and Volunteer cost per instructor-hour was $119.11.

-~
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udgment as to whether or not these costs are reasonable, The value of this type of analysis is )
go? be compared to the same unit costs in similar projects. This information shotld be shared .-
gith ‘other Regional Medical Programs and Heart Associations that are conducting similar projects in the hope that they, in turn, will . -

uThere has been no attempt to make aj
“.tly enhanced when the unit costs can

gare similar information with us.
i The one classification that can be compared internally between the sub

gorkshops, since all three sub-regions of the project have identical programs. The results of
s only, are depicted below. . .

//J
Northwest Division Capital Divisidn North Centrai Division
pr student-Hour $ 1.8 T $ 270 $ 224
per Instructor-Hour $25.49 $52.40 $50.97
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Name:

SLIDE10—CORE STAFF

Position:

Month:

Time Studies by Functions
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This information places us in a better position to

determine how and in what areas we should be spending

our time. Except as it relates to operational projects, this
information is not reported regularly to our decision-
makers. It is presented at regular staff meetings, where
we jointly evaluate how usefully our time is spent and
establish work priorities.

Following a true PPBS structure, the entire expense
of the core activity would be assigned to project output.
In truth, within the core structure we are not evaluating
our success on the basis of end-product. We are evalu-
ating means, not ends. However, we are supported by
one school of thought which believes that indirect
activities should be allocated to a program only when
weh an allocation would contribute to a better decision.

In summation, the system permits us to:

1. Undertake better cost-accounting for individual

projects.

2. Obtain more efficient use of scarce manpower,

including staff time.

3. Provide more accurate cost estimates to our

decision-makers.

What I have described here is only a start on the
construction of a system designed to support our
decision-making process with objective information. I
believe the system has influenced decisions as those
decisions are concerned with alternative ways to do a
given job. In all honesty, I can see very little influence
on decisions that relate to program alternatives, possibly
becausc we haven’t considered that many program alter-
natives since the IRMP became operational. 1 think it
may have more influence at the end of the current
three-year funding period when political influences and
obligations will be greatly lessened.

The system is faced with many problems. We need
in-depth cost-benefit studies which will carry all the way
down to the consumer and will take into account the
many economic variables that affect health care. We
nced to develop better ways to present our information
to the volunteer decision-makers.

Presently, we have neither the resources nor the
expertise to deal ‘with social costs. Comprehensive
costing should also include estimates of cost that arc
related to changes in other human systems as a result of
lecisions we make.

We must continue to search for better and more
tomprechensive ways to quantify services. It is to be
ftmembered, however, that we are primarily a service
rganization and therefore must be conscious that there
52 point of diminishing returns.

Our cost studies on projects would be more valuable
if we had cost studies from other regions with which to
compare them. Because not everyone is willing to play
under our rules, we sometimes feel like the only honest
guy in a crooked crap game.

We need a national review and evaluation system that
is more consistent in both scheduling and methodology.
For example, we have had four fiscal years assigned to us
in three years’ time,

We need to be permitted to set our own priorities.
Presently, while we are setting our own priorities we
must try to second-guess what is currently popular in
Washington.

Finally, in my opinion PPBS is not a set of techniques
so much as it is a set of attitudes. Unless one is really
interested in getting the most for the tax dollar, it will
not work. Old concepts such as the “budget is a political
tool,” “the harboring of privileged information,” or the
“measure of an organization’s success by the size of its
budget” are concepts which are not compatible with
PPBS concepts.

The purpose of PPBS is to bring together the
budgeting process with the decision-making process,
evaluating both processes on the basis of tangible out-
put. Its intent is to make and keep us mission oriented
since we will be ultimately judged on how well we ac-
complish our mission.

FOOTNOTES

1. Samuel N. Greenhouse, “The Planning-Programming-Bud-
geting System: Rationale, Language, and Idea-Relationships,”
FPublic Administration Review, XXV1, No. 4 (December, 1966),
p. 273.

Resource Allocation and the Evaluation Process

CHARLES L. JOINER

ECONOMICS, SOCIAL PRODUCTION FUNCTIONS,
AND RESOURCE ALLOCATION

Economics

Economics is the science of allocating scarce re-
sources among alternative uses so as to attain the
greatest or maximum fulfillment of society’s unlimited
wants, i.e., “doing the best with what we have.”

Optimum Allocation of Resources

Classical economics assumes the “rational man”
concept. Therefore, if the decision maker then wishes to
combine resources to minimize the costs of producing a
given level of output; if he knows the resources (inputs)
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that can be used in producing the output, and if he also

- knows the prices for increasing each input (and the

increase in output that will result from each input
entry), then the way to achieve minimum costs is as
follows: the decision maker should use those resources
in such a combination that the additional increment in
output per dollar spent on each input is equal.

The allocation of resources under the assumptions of
classical economics is assumed to be optimized because
of the competitive nature of the system itself. Unlike the
classical model, many social action programs, including
health, involve the allocation of relatively scarce public
resources. In addition, there is the need of properly
meshing these public funds with private resources for
maximum effectiveness for improving or maintaining
health. Needless to say, any model constructed for the
allocation of resources for better health will have its
shortcomings, e.g., the allocation of resources for health
means fewer resources available for non-health purposes.

,f If one considers the health sector as a system of itself,
optimum resource allocation requires that the additional
benefit rising from the allocation of an additional
expenditure (cost) for a particular health problem must
be equal to ratios of benefits to costs for other health
problems. For a theoretical explanation, additional
benefits and costs may be referred to as marginal
benefits and costs. Therefore, the optimum allocation of
resources toward the solution of various health problems
is accomplished when:

MB, = MBy, =MB, ... MB,
MC, MC, MC, MC,

where: MB equals marginal benefits accruing from the imple-
mentation of a particular technique or approach for solving the
health problem within a series of health problems, a b c..n

MC equals the marginal costs resulting from the implementation
of a particular technique or approach for solving the health prob-
lem within a series of health problems, a,b,c,..n.

This marginal benefit-cost approach for optimum
allocation of resources for the solution of various health
problems may also be applied to the allocation of
resources among alternative strategies or approaches for
the solution of any given health problem. In fact, this
benefit-cost approach should be an inherent part of any
normative decision making process. However, the ap-
plication of such a theoretical approach becomes
extremely difficult when the decision maker does not
know or can not determine precisely the benefits or
outputs of a particular technique or approach to the
solution of a health problem. It is for this reason that
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this paper now turns to the question of social prody,
tion functions in relation to the political decisioy
process and such problem-solving approaches as PPBS,
Social Production Functions and the Decision Process
Before one is completely enthralled with the idea of
the determination of social production functions and the
role of benefit-cost analysis in the allocation of scarce
resources, some reflections on the realistic politica]
decision process are necessary. Charles Lindblom® hag
quite adequately described the real political decision
process which in some ways appears to be distinctly
different from the problem solving approach of PPB,
Lindblom states as a first rule of the successful political
process, “don’t force a specification of goals or ends.”
The reasoning here is that not only is the specification of
objectives intellectually difficult, but also pragmatically
harmful. In fact, it could mean that agreement among
diverse interests on specific measures may be completely

blocked.
For example, the Elementary and Secondary Educa-

tion Act of 1965, which is considered a landmark piece
of legislation in terms of federal aid to education,
needed the support of at least three divergent interest
groups. The parochial schools saw it as a step in pro-
viding financial assistance for parochial school children.
A second group saw it as an anti-poverty measure, since
the distribution of funds for Title I of the bill was based
on the number of poor children in each school district.
A third group saw it as a broad beginning of a large
program of federal aid to public education. It does seem
quite possible that the bill would have been defeated had
any attempt been made to secure strong agreement on
long-run objectives.

A second major feature of a desirable decision process
as seen by Lindblom is its incremental characteristic.
The process toward objective attainment should proceed
in very small steps because of our inability to foresee the
full social consequencies of any program and the fact
that political decision costs tend to increase as the
decisions conflict with values held by interest groups.

The third major element in the Lindblom approach is
referred to as the “advocacy’. process of reaching
decisions. To the extent that advocates of every related
interest have a voice in policy making, the self interest
motivation will insure that each advocate takes the
responsibility for researching the consequences of any
action for the value he represents. Obviously, this ap-
proach is not idealistic. Instead, it is pragmatic, stresses

!Chasles Lindblom, ““The Science of Muddling Through,”_Puin"
Administration Review, Vol. 19, No. 2 (spring 1959), pp. 79-88.
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process rather than substantive criteria. Therefore, by
definition, a “‘good” decision is one which obtains
consensus rather than one which meets the requirement
of efficiency or effectiveness.

In order to properly relate political values to
analytical program decisions involving the allocation of
resources, the decision process must include some deter-
mination of the social production functions that
translate program specifications (input) into program
consequences (output). An analogy may be drawn here
to consumer preference theory. Economic factors of
produétiOﬂ—-Iand, labor, capital, and management—are
not directly evaluated in terms of consumer preference
functions, but only through a process which translates
these inputs into outputs. It is the output, or final
product, that enters directly into consumer preferences.
The process of translating inputs into outputs, of course,
assumes knowledge of the production functions in-
volved.

If the analogy is applicable, we need to know the
social production functions of health programs. It is at
this point that the task of the social scientist becomes
“more difficult because many of the social action pro-
grams of the federal government do not deal with the
simple translation of factors of production into com-
modities, but the production functions are determined
largely by institutional or behavioral characteristics.?
Determination of social production functions involves
complicated systems in which institutional, technical
and economic factors interact with each other. There-
fore, we cannot expect the technical expert to define all
of the input-output relationships, i.e., relying totally on
physicians to evaluate all health programs or engineers to
implement the design of pollution control systems.

It seems imperative that the analysis of production
functions in most public programs must take a
systematic approach rather than being confined to tech-
nical considerations. Many times it is extremely difficult
to predict with any real degree of certainty the specific
performance of new or proposed social programs. Some
of this uncertainty concerning the relationship between
inputs and outputs can be reduced via either ex-post
evaluation of operating programs or the implementation
and evaluation of demonstration projects. Although the
process of decision making described by Lindblom of
incremental changes has been recognized as an effective
means of proceeding under uncertainty, this does not
reduce the need for systematic analysis. In some

2Charles L. Schultze, The Politics and Economics of Public

Spending, (Washington, D.C.: The Brookings Institution), pp.
55-76.

instances, evaluation must involve in-depth studies using
sophisticated statistical techniques—particularly when
the impact of one program is only a part of a much
larger program. Feedback of results from operating pro-
grams is an absolute essential to program planning, and
systematic analysis provides the necessary feedback for
decision making and planning.

INTRODUCTION OF CONCEPTUAL AND ACTUAL
PROJECT EVALUATION PROCESS
IN RELATION TO PPBS

[t is commonplace to wade through an article on
evaluation and find it is like the last ten you read. The
mass of articles on evaluation emphasize the necessity
for evaluation and they generally state that a conceptual
evaluation model should be designed. These evaluation
articles stop at this point. I plan to go beyond where
others stop and speak to you on a conceptual model
designed and tested at ARMP.

In June, ARMP instituted a systematic and in-depth
evaluation of all approved projects. This was a first step
in total program evaluation and an experiment with
PPBS.

The majority of core staff at ARMP were skeptical
about PPBS. It was decided that the first two aims of the
PPB system should be used to evaluate ARMP projects.
These aims are:

1. the careful evaluation and examination of goals
and objectives in each major area of activity, and
then to

2. analyze the output of a given program (project) in
terms of its objectives.

An evaluation model was designed and used with four
projects this past summer. The model was found to be
adequate for use on these projects. The experience
acquired by developing an evaluation model along with
the actual evaluation process has led to a more knowl-
edgeable understanding of problems associated with
analytic investigation as well as giving an indication of
problems linked with PPBS.

Divisions of the Model and Experiences Gained
Project Development

Assumptions: 1. When projects are developed, the
alternatives, if known, are brought out and discussed.

2. The project goals and objectives meet program
goals and objectives.

Step 1. Determination of the project goals—This first
step consists of determining in rather broad and long-
range terms what is to be achieved by the project. A
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statement of project goals is necessarily broad and
frequently long-range, and, for these reasons, a project’s
goals may not be capable of direct measurement in the
short-run. One problem encountered in the evaluation
process was that several of the projects did not have
realistic goals.

Step 2. Determination and statement of project
objectives—Project objectives, as used in this evaluation,
are narrow and short-range statements of what the
project is to accomplish. Project objectives are derived
from and must be compatible and consistent with the
project goals. The difficulty encountered here was that
often the project objectives were vague {e.g., increase
patient care) and had to be rewritten in measurable
terms.

Comment: These problem areas have been corrected.
Realistic goals and measurable objectives are a part of all
new projects. The evaluation process actually begins
during this stage of project development. All goals and
objectives are being challenged by the evaluation co-
ordinator to make sure they are feasible and applicable
to total program goals and objectives.

Pre-Evaluation Process

Step 3. Determination of measures of objective
attainment—these measures would include, for example,
such things as: days, hours, dollars, ratings, ratios, per-
centages, attitude changes, and patient behavior.
Repeatedly, it was found that project directors of
funded projects did not know what data to keep and
how to record collected data so as to justify the project.
There were several reasons for this, one being poorly
written project objectives.

Step 4. Establishment of standards—standards, as
used in this evaluation, refer to desired levels of attain-
ment. Only through the use of implicit or explicit state-
ments of acceptable and/or unacceptable standards can
the administrator decide whether to continue, adjust, or
discontinue a particular project. Standards frequently
were not written into the projects. This has led to a poor
percentage of approved projects for ARMP at the
national level (27%). The lack of standards has also made
projects difficult to evaluate.

Comment: The problems in steps 3 and 4 are being
corrected by a pre-evaluation process. Before any project
is written, measures for objectives are agreed upon by all
people concerned. During the pre-evaluation process,
standards are established. Alternatives to the project are
further discussed.
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Actual Evaluation Begins

Step 5. Collection of performance data—once the
desired level of action is decided, the relevant data whigp
will permit the determination of the actual level of pey.
formance must be collected. Collection of evaluatiog
data should be an integral part of the on-going project
implementation. If steps 1 through 4 are complied wity
as described above, then actual evaluation can easily be
accomplished. It is a matter of inserting data into the
proper place. Output studies are important and the type
study (e.g., cost-benefit analysis) should be determineq
when the project begins so that adequate data are
available.

Step 6. Comparison of actual performance with
standards previously set—This is considered the program
(project) effectiveness step. Programs may differ in thej
effectiveness depending on the extent to which pre.
established objectives are attained as a result of activity,
Based upon a comparison of actual performance with
the standards, the performance will be concluded to
have been satisfactory or unsatisfactory. After a deter
mination of satisfactory or unsatisfactory performance
has been made, the project administrator has a number
of alternatives available to him. If the performance is
concluded to be satisfactory, the project may be
continued unaltered, or, if the goals and objectives have
been met, the project can be satisfactorily concluded. If
the performance is determined to be unsatisfactory, the
administrator may modify his project objectives and/or
standards (objectives or standards are unrealistic),
attempt to improve efficiency (inefficient use of re-
sources}, or recommend discontinuance.

Comment: It is felt that a seventh step is required
between step 6 and the final recommendation. This
would be a step for feedback between the evaluator(s)
and members of the program (project). Honest com-
munications should take place between the evaluator(s)
and the project staff so that apparent results can be
discussed. If discrepancies are discovered during these
discussions, further study can be made. The evaluator(s)
and project members should agree on the results,
whether satisfactory or unsatisfactory.

Summary and Conclusions

Economics is the science of allocating scarce 1€
sources among alternative uses so as to attain the
greatest or maximum fulfillment of society’s unlimited
wants, i.e., “doing the best with what we have.”

If one considers the health sector as a system of itself,
optimum resource allocation requires that the additional
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4 penefit rising from the allocation of an additional ex-

penditure (cost) for a particular health problem must be
equal to ratios of benefits to costs for other health prob-
lems.

This marginal benefit-cost approach for optimum
gllocation of resources for the solution of various health
problems may also be applied to the allocation of
resources among alternative strategies or approaches for
the solution of any given health problem. However, the
application of such a theoretical approach becomes
extremely difficult when the decision maker does not
know or can not determine precisely the benefits or out-
puts of a particular technique or approach to the
solution of a health problem.

In order to properly relate political values to
analytical program decisions involving the allocation of
resources, the decision process must include some deter-
mination of the social production functions that
translate program specifications (input) into program
consequences (output).

Determination of social production functions involves
complicated systems in which institutional, technical
and economic factors interact with each other.

The second part of this paper speaks to a conceptual
model designed and tested at the Alabama Regional
Medical Program. The model was found to be adequate
after it was used to evaluate four projects during the
summer of 1970.

Divisions of the model are:

Project Development

Step 1. Determination of the project goals.
Step 2. Determination and statement of project
objectives.

Pre-Evaluation Process

Step 3. Determination of measures of objective at-
tainment.

Step 4. Establishment of standards

Beginning of Actual Evaluation

Step 5. Collection of performance data.
Step 6. Comparison of actual performance with

standards previously set.

After a small-scale testing of the first two aims of
PPBS, ARMP reported the following benefits:
1. Improved project development.
2. Increased control of funded projects.
3. A better appreciation and understanding of the
value of evaluation.

4. An acceptance by the staff that the total program
should be evaluated, probably using the PPBS
method

5. Development of a more sophisticated decision-
making mechanism.

In November, ARMP will continue to experiment
with PPBS and will further evaluate its effectiveness. At
the present time, however, ARMP is working on other
priorities—some of which were determined by the eval-
uation process described in this paper.

EDITORS NOTE: Two Appendices to Dr. Joiner’s
paper are not reprinted in the Proceedings. They are:

1. Medical Information System via Telephone
(M.1.S.T.) Evaluation Report.
2. Reality Orientation Technique Evaluation Report.

Both were prepared for the Alabama Regional
Medical Program by Edward M. Smith, Ph.D., Research
Associate, Bureau of Research and Community Service,
School of Health Services Administration, University of
Alabama in Birmingham and Douglas Patterson, MHA,
Evaluation Coordinator, Alabama Regional Medical
Program,
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A “Weighted Aggregate” Approach
To R&D Project Selection

DAVID H. GUSTAFSON, GOPINATH K. PAI,
GARY C. KRAMER

Introduction

There appear to be few formal decision theory proce-
dures for optimally allocating funds among potential
projects. One reason for this is the lack of effective
methods for assigning a value to each alternate project.
With a few notable exceptions®?,* previous project
evaluation systems have been either theoretical efforts
requiring many modifications before being practical or
methodologies lacking the scientific rigor to assure
reliability or validity.

Two excellent articlesS» 8 have reviewed the research
up to 1967 so their efforts will not be duplicated here.
Since then, J.R. Miller® has suggested some interesting

_but relatively untested procedures for evaluating alter-

nafive projects using an additive model where the criteria
‘are weighted ac_con_i_l&g__to importance.

LP. Hellman” has evaluated a value measure for
selecting proposals for research grant support. The
model he used is based on the Churchman-Ackoff® ap-
proximate measure of value, modified to satisfy the
needs of the National Institutes of Health. The evaluation
of each proposal was based on the relative values of the
objectives of the funding agencies, the relevance of the
proposal’s objectives and the probability of success of
the proposal’s objectives. Proposals with high overall
expected values were selected for funding; this model
appeared to be superior to the previous method of
proposal selection.

Abernathy and Rosenbloom® have discussed the pros

and cons of parallel and sequential project selection

strategies. A parallel strategy involves simultaneously
taking two or more approaches to solving the same
problem. In a sequential strategy the best approach is
pursued; other possibilities being considered only if the
first approach proves unsuccesful. The authors have in-
corporated the incremental cost of adopting a parallel
strategy, the probability of success of each strategy and
the cost of failure in a normative mathematical model
which selects which strategy to use.

This paper will (1) describe a general project evalua-
tion model, (2) discuss problems with current ap-
proaches to implementing the model, (3) propose
methodologies to solve these problems, (4) report on the
evaluation of some of these methodologies, and (5)
suggest areas for further research.

The General Model

Complex evaluation problems generally possess five
characteristics. First, there are several criteria which are
important in evaluating the merits of the projects.
Second, the relative importances of these criteria vary
from one judge to another. Third, the extents to which
these criteria are satisfied are not always directly
measurable on an interval scale. Fifth, the criteria are
sometimes interdependent.

Recognizing that the overall evaluation is some ag-
gregate of the valuations of individual criteria, we write

n n+m X
E = E WiB (X'l) + 2 WjRJ "

i=1 j=n+l

The i subscripts are associated with quantitative variables

and the j subscripts are with qualitative variables. W;
represents the relative weight of the ith criterion and [s
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(X;) represents the utility function associated with the
i criterion. X; represents the extent to which the ith
variable is present and Rj represents the extent to which
the ith criterion is satisfied. All criteria as well as
projects are assumed to be independent.

In order to implement such a model we must (I}
select project evaluation criteria, (2) assure inde-
pendence, (3) establish the relative importance of the
criteria, (4) develop scales with which to quantify or
categorize the variable, (5) determine for quantitative
variables the utility function associated with each
criterion, and (6) aggregate the evaluations of all judges.

Such a model has two uses. First, it can be used as an
aid in the proposal evaluation process. Technicians can
use the model to estimate the relative value of each
proposal and report the results to the committee as ad-
ditional information for their decision making process.
Second, it could be used as a guide to proposal modifica-
tion. The model could predict what decisions would be
made by the committee. The proposer could then
improve the proposal where necessary. By knowing W;,
B (X;), R, and the cost of increasing X; or R; by one
unit, he could select the criteria to give the greatest
increase in value for the least cost.

Criteria Weighting

A criterion’s relative importance {weight} should be
directly proportional to its impact on the decision
making process. Because weights define organizational
needs, a set of concisely defined and properly weighted
criteria can guide proposers to develop programs to meet
those needs. Those who lack this guidance may propose
programs of little interest, become discouraged with the
process, and be lost as a resource to the organization.

From the proposal evaluator’s point of view, criteria
weights permit him to more accurately and consistently
model the committee’s project evaluation philosophy.
Proposals are frequently too detailed or numerous to be
evaluated by the whole decision making committee so
they are normally reviewed by a subset of members and
staff. Unless each evaluator knows the relative impor-
tance of each criterion, their evaluations will lack
consistency.

Some project selection techniques assume that all
criteria have equal weight in the decision making
process. The success of this approach is directly propor-
tional to the degree to which this assumption is true.
Other models estimate weights by using an empirical
technique such as multiple regression.’ . The committee
rates hypothetical projects described in terms of the
criteria. Coefficients are estimated, using the method of
least squares, so as to best predict committee decisions.
There are two problems with this approach. First, it is
difficult to obtain enough data (and therefore degrees of
freedom) to yield valid, reliable coefficient estimates.
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Second, the regression approach will not improve com.
mittee decisions, only predict them, because this methog
is based on decisions that were made by the committee
rather than decisions that should have been made. Man is)
progressively less accurate in evaluating complex
problems as the number of criteria influencing hig
decision increases' ' ' 2. Hence, the regression approach
as a normative model, breaks down when the number of
criteria are large. The decision makers become “cogni.
tively overloaded™ and the decisions made may nofbe
the ones they would like to make.

We evaluated a2 third set of criteria weighting methods
where weights are estimated by the committee members,
There is evidence! ' ' ' to indicate that under certain
conditions, men do this quite effectively. Miller®
sugeests a hierarchical approach to criteria weighting,

Example

Assume that a list of criteria have been developed
in a hierarchical form (Figure 1}. All criteria in one
column that are connected by lines are related in that
they are components of one larger criterion in the
left, adjacent column. We will refer to each column as
a ““level”. Decision makers are asked to: (1) rank, in
order of importance, the related criterion in a given
level, (2) assign a value of 100 to the most important
and values between 0 and 100 to the others so as to
reflect relative criteriz importance. These weights are
normalized and then successively multiplied by
weights of related criteria at each higher level. In
Figure 2. vertical lines represent criteria and
lorizontal lines connect related criteria. Suppose the
first level criteria were ranked II, 111, and ! and
weights of 100. 60. and 40 were assigned. Weights
assigned within criteria sets (B, B2B3Bs), (CD),
(D,.D,) are shown in Figure 2a. Next, weights were
normalized by dividing each weight by the sum of all
weights within a set. The final weight of each lowest
level criterion is the product of the normalized
weights of itself and the connected criterion at each
of the higher levels. Thus, the final weight of criteria
D, is the product of weights assigned to criteria Dy’
Dy, and €7, in Figure 2b.

While this approach reduces the number of criteria
being considered at once, it replaces one bias (assessment
error due to cognitive limitations) with another (ag
gregation error due to multiplication of errors occurring
at each level of the hierarchy). As the number of Jevels
increases, the second tvpe of error becomes important.

We compared this approach with a modification (the
“ratio method™) that appears to reduce both aggregation

and assessment errors:
1. Rank the criteria in order of importance.
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FiGURE L.—Project Evaluation Criteria Displayed in a Hierarchical Fashion.
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FIGURE 2. Demonstration of Hierarchical Method for Criteria Weighting

2a—Criteria pyramid including criteria weights.

A=40 B+100

B,=100 B,=50 B,325 B,=25 D, 100

€360

C=100 D350

D,2100

2b—Criteria weights normalized within subsets.

A2 B'3.5 ¢
CL 667 D '}.333
1
B)=5 B,125 B,=.125 B,:.125 D=5 D,=5

2c—Criteria weights for lowest level criteria.

Criteria Products Weight
A . . .2000
B (.5) (.5) .2500
B (.5)(.25) 1250 ,
By (.5) (.125) 0625
B (.5) (.125) .0625
C (.3) (.667) .2000
Dy (.5Y(.333) (.3) L0500
D (.5) (.333) (.3) .0500
Total  1.0000

2. Compare the most important criteria with every
other related criteria. Estimate how many times
more important the top ranked criterion is than
each of the other criterion.

3. Repeat steps 1 and 2 for a new set of criteria
composed of the most important criteria from
each set.

4. Multiply the weights assigned to criteria in step 2
by those assigned, in step 3, to the top ranked
criteria from its set.

Example

Suppose for the criteria in 2a ratio weights are
assigned to each set as shown in Figure 3a. The new
criteria set (4, B, C, D,) are ranked (3,1,2,4) and as
signed weights of (1:1.5,1:1,1:1.25,1:3). The weights
in Figure 3c are obtained by multiplying the weights
in sets 4, B, C, and D by values of 1/1.5, 1, 1/1.25,
and 1/3 respectively. The final normalized weights are
obtained obtained by dividing each weight in Figure
3c by the sum of all the weights in Figure 3c. The
normalized weights are given in Figure 3d.
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Two factors may have caused the superior per-
formance of the ratio method. First, the hierarchical
method may yield higher errors because the errors are
multiplied rather than added. Second, the ratio method
uses an odds estimation methodology while the hierar-
chical method uses ratings on a 0 to 100 scale. Previous
research! ! indicates that odds estimation leads to more
accurate estimates of subjective probabilities. Possibly
the results extend to criteria weighting,

Criteria Independence

Two criteria are dependent when (1) the extent to
which one criterion is satisfied is influenced by the
extent to which another criterion is satisfied and (2) the
utility associated with a given level of satisfaction on one
criterion is influenced by the degree to which another
criterion is satisfied. When the assumption of criteria
independence, postulated in equation 1, does not hold,
total project value is no longer equal to the sum of the
values associated with the individual criteria.
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An additive model with interaction terms may
compensate for criteria dependence if enough degrees of
freedom can be obtained to accurately estimate co-
efficients empirically. However, if coefficients must be
subjectively estimated, the multi-dimensionality of the
interaction term would increase both the number and
difficulty of the estimates. While we have very little
information about the performance characteristics of
judges in weighting multidimensional criteria, we may
draw some insights from research into subjective
probability estimation.!? Several researchers'!»!' % have
shown that men are conservative probability * estimators
and that this conservatism increased with the number of
data to be simultaneously considered. Future research
should determine (1) if the same problem exists in
utility assessment and criteria weighting and (2) the best
methods for obtaining these estimates. Until then, the
criteria independence problem will have to be treated in
some other way.

*Conservative estimators overestimate the importance of
d?agncstic data and underestimate the importance of non
diagnostic data. :

FIGURE 3. Rario Method of Criteria Weighting.

3a. Ratio values assigned to criteria in Figure 2a.

A= 1:1 Bl = 11 C =1 D, = 1:1
B, =122 D, = 1:1
B3 = 1.4
B, = 14
3b. Rario weights assigned to new criteria set.
A= 1:15 B, = 1 C = 1:1.25 Dy =13
3c. Ratio weights of all criteria.
A= 115 B, = 1: C = 1:1.25 D; = 1:3
Bz = 1:2 D2 = 1:3
B] = 1:4
B4 = 1:4
3d. Normalized ratio weights.
A = 0.16 B, =024 c = .20 Dy = 008
By, = 0.12 D, = 0.08
B3 = 0.06
B, = 0.06

Criteria interdependence has been treated in several
ways in project evaluation models. Some ap-
proaches®>%!'5,1¢ assume that all criteria are in-
dependent. This biases the evaluations in direct propor-
tion to the magnitude of the interdependencies.! 7 Other
evaluation models® eliminate criteria causing
dependencies. Fishburn'® has suggested a method for
identifying such dependencies but there has apparently
been no experimental validation of the technique. His
method, which uses the concept of indifference between
pairs of gambles, is suitable when each criteria has
discrete levels and when the number of criteria is small.
Unfortunately, bias reduction may be more than offset
by the information loss resulting when dependent
criteria are discarded. This loss can be reduced by (1)
discarding criteria only when there is a high degree of
interdependency and (2} discarding those criteria having
the smallest influence on project evaluation. .

We propose the following untested procedure for
discarding criteria;

1. Select and estimate the relative importance of a set

of criteria using the procedures suggested earlier; a
subset of those criteria will be independent.
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. Select pairs of criteria having a major de-
pendencies. This can be accomplished empirically
if data are available. If not, experts can
subiectively select those pairs. ®

3. Remove from consideration those criteria that do
not have at least one major pairwise dependency.
These criteria can be considered independent.

4. Divide the remaining criteria into subsets having
high intradependence but low interdependence by
having experts sort 3x5 cards, each containing the
name of one criterion, into groups such that
a. the extent to which one criterion is satisfied

strongly implies or is implied by the extent to
which another criterion in that group is
satisfied.*

b. the utility function of each criterion in the
subset is influenced by the degree to which
another criterion in the subset is satisfied.

5. Select the criterion, C, with the largest number of
major pairwise dependencies. We will either
discard this criterion or all the criteria with
which it has major dependencies.

6. If its weight, as determined in step 1, is less than
the sum of the weights of all dependent criteria,
discard criteria C. If not, discard all those criteria
having major dependencies with it.

7. Repeat steps 5 and 6 for the criterion having the
next largest number of dependencies.

8. Repeat step 7 until all dependencies are

eliminated.

Example

Suppose we have a set of 10 criteria, Cy,. . ., Cyo,
with weights W,,. .., Wi assigned in step 1. Step 2
yielded subsets [C;,C;,C4,C7.Cs,C10], [C3.C6], [Cs],
and [Cgz]. Step 2 vielded major pairwise dependencies
for the first subset as shown below:

¢ G G G G G Cg

o X X X X X
X X

*This method for detecting criteria dependencies was
evaluated by Gustafson. He attempted to predict patient length
of stay by a Bayesian model that assumed data were conditional-
ly independent. In one case, he acted as if all data were in-
dependent. In the other, he used procedure 4a to form
conditionally independent subsets of data. The second method
predicted length of stay better than the first. This would indicate
that the proposed approach may be effective for identifying
major dependencies.
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C; has the largest number of dependencies (four) g,
it is the first to be considered (step 5). W, < W, +
W, + Wy + Wi so C, is discarded (step 6).

C, is the next criteria to be considered (step 7).
Wy > W, + Wi s0Cy and Cy ¢ are discarded.

Since C, no longer has pairwise dependencies it
forms a new subset leaving only the dependency
between C, and Cy to be rectified. Wy > Wg 50 Cg is
discarded. The new group of criteria subsets is C,,
[C3,C6] 5 Cs,C7,C3. W3 < u’s SO C3 is discarded. The
final set of independent criteria is €;.Cs,Cs,Cy, and
Cg'

Criteria Measurement

Measures of the degree to which criteria have been
satisfied must be reliable, valid, and easy to obtain,
Some evaluation models'*»'¢ use ordinal values as X;
entries in some variation of equation 1. These are
obtained by ranking projects according to extent to
which they satisfy each criterion. Unfortunately, ordinal
scale values should not be added®! because the resulting
project scores will be biased in proportion to the degree
to which the intervals between project ranks are
unequal.

Other evaluation models® select only criteria whose
values can be added. The important but qualitative
criteria are replaced by less appropriate but more easily
measurable criteria. In such an exchange, important
information may be lost.

As-an alternative, we suggest that criteria should be
measured on an interval scale whenever possible and
otherwise, ordinal scale values should be transformed
onto an interval scale using the method proposed by
Eckenrode.22 A set of statements (verbal descriptors)
are assigned values on an interval scale which indicate
the degree to which a project possessing that descriptor
satisfies the criterion. Sensitivity can be increased by
increasing the number of descriptive phrases as long as
this number does not exceed the evaluator’s ability to
discriminate. Previous research ?® indicates that men
may have difficulty discriminating beyond approximate-
ly seven criteria.

In order to test the effectiveness of these two
methods, nine of thirteen members of a committee
evaluating medical research proposals used the hierai-
chical and ratio methods to estimate weights for the 40
evaluation criteria in Figure 1. They also rank ordered
each of the 40 criteria. This rank ordering was a good
approximation of their true feelings because their
cognitive limitations were not exceeded. They compared
two criteria at a time until the ordering was complete.
These rankings were compared, via Spearman Correla-
tion Coefficient, with those derived by the subjective
weighting methods.

The results indicate (Figure 4) that the “ratio”
method does predict rankings more effectively than the
“hierarchical” method. The average Spearman coefficient
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: was 0.676 for the “ratio” method versus 0.309 for the
| “pierarchical” method. The standard deviations of the
i coefficients indicates that the ratio method has less
| yariation between subjects (0.021) than does the hierar-

chical method (.295). This implies that the ratio method
may more consistently model the decision maker’s true
feelings about criteria weights.

Inter-rator variability was examined for twenty four

‘ qualitative criteria in Figure 1 usinga diverse group of

twelve health related professionals including engineers,

| economiists, physicians, planners, and hospital adminis-

trators. Verbal descriptors were established for the 24

; qualitative criteria. Each committee member estimated

the importance of these descriptors by drawing lines

from them to an interval scale. For 13 of these criteria
the scale went from O to 100: for 11 of them, it went

from -100 to +100.

The results (Figure 5) indicate that: (1) The 0 to 100
scale has less overall variability than the -100 to +100
scale. (2) On the O to 100 scale, the end point
descriptors have less variability than the intermediate
descriptors. (3) It would appear that in each case,
subjects perceive the descriptors to be approximately
equally spaced in importance. This finding is somewhat
discouraging because it indicates that subjects may not
accurately perceive differences between these descriptive
phrases. Group discussion between decision makers may

FioURE 4.——Evaluation, via Spearman Correlation Coefficient of the Degree to Which Criteria Rankings Were
Approximated by Methods for Criteria Weighting.
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be one way to improve their perception of the values.
(4) The variation between subjects appears to be quite
large. This wide variability between subjects may be at-
tributed to individual differences in utility functions.
This may be especially pronounced in a group as diverse
in background as the one tested. Much more investiga-
tion is needed into performance of subjects using
descriptive phrases. However, these initial data indicate
that subjects can give more than a simple preference
ordering to the phrases.

FicURE 3. —Relation between Value of the Descriptors
and Variation between Subjects.
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Utility Assessment Technigues

Before an additive model can be employed, all criteria
measures must be transformed to have the same units of
value. One such transformation would be to relate
extent of criteria satisfaction to a utility scale.®s2° When
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the criteria being measured have clearly defineg end
points, there are several utility estimation techniqueg
that may be used.!®2° When the range of values is no
clearly specified, the end point can be approximated by
asking experts to estimate the value of the criterion fo,
which they would be very surprised to find a project
exceed.

Model Modification

If men are conservative estimators of criteria weights,
they will not attribute enough importance to diagnostic
criteria* and will attribute too much importance to non-
diagnostic critera. By raising the weight of each criteria
to a constant power greater than one, we are in effect,
increasing the value of diagnostic criteria and decreasing
the value of non-diagnostic criteria. Equation 2
represents such a modification of the weighted aggregate
model:

n n+m
E=z Wosxp + 2 WiR @
i=1 jEn+T

If the value of “a” that maximizes model effectiveness
were constant between decision makers, it would be
practical to estimate its value and thereby improve the
model’s evaluation capability. The value of “g” that
optimized the performance of equation 2 was calculated
in order to investigate this question.

Ten members of the proposal evaluation committee
rated on a 0 to 100 scale twelve hypothetical projects,
each described by five of the criteria in Figure 1. These
ratings were compared to estimates made by the
subject’s weighted aggregate model (equation 1) where
(1) criteria interdependence was not investigated. (2)
utilities were assessed by method of order'?, and (3)
criteria weights were established using the ratio method.
The results are indicated in Figure 6.

A ‘‘committee model” was then developed by
averaging the individually determined weights and uility
curves. The resulting evaluations of the twelve hypo-
thetical projects were compared, via the Pearson product
moment correlation coefficient with the average rzrings
assigned to each project by the ten members. The

*Diagnostic criteria are those having a major influence on the
rating given a project.
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Pearson product moment correlation between model and
ratio estimations was 0.9.*

We next calculated Spearman Correlation Coefficients
indicating association between averaged subject ratings

' and committee model evaluations developed using
© several values of “g” in Equation 2. Results, Figure 7,
¢ indicate that model performance first improves with
¢ additional weight being given to more important criteria

and then drops off as values of *“4” exceed 1.50. This
data would lead us to believe that subjects are conserva-
tive in weighting criteria and that equation 2 is a useful
modification of the weighted aggregate model.

We next investigated the variation between com-
mittee members in the optimum values of “@”. A
significant variation would require separate estimates of
“@” for each committee member. This would be a time
consuming task for both the committee and the
experimentor. Individual evaluation mode! performance
was measured at several values of “@”. The results,
Figure 8, indicate that there is substantial variation in the
optimum value of “@” between individual subjects.
Conservatism does not appear in all subjects. In fact,
some subjects appear to be radical in their criteria
weightings. At the very least, this would indicate that
values of “a” for equation 2 must be developed for each

. Figure 6.—Correlation Between Experimentally Derived Project Ratings and Ratings Computed via the

Weighted Aggregate Model.
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*These correlation coefficients are useful only as standards
against which to compare evaluation models with “a™ #1.0. The
results cannot, for instance, be used to imply that the committee
model is an effective predictor of committee decisions because
committees do not necessarily operate on a majority rule basis.

committee member if they are to be used at all. This
finding is not too surprising when viewed with the
results of similar research on subjective probability
estimations. The optimum value of a modifier of
subjective probability estimates was influenced by the
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importance of the criterion under consideration. They
also found substantial variation between subjects.

FIGURE 7. 4 Comparison of Committee Model Per-
formance Using Various Values of “a”

Value of “a” Spearman Correlation

Fortunately, it does not appear that there is myg,
improvement to be obtained by using equation 2, Tpe
last column of Figure 8 indicates for each subject the
percentage improvement that could be obtained by using
equation 2 rather than equation 1. In 9 of the 1
subjects the improvement is 5% or less. This relatively
meager improvement in performance indicates that the
additional work required to improve the basic mode]

Coefficient may be justified only when the projects under consider-
0.6 908 ation will require a large investment.
0.8 923
0.9 923 Further Model Modifications
10 922
1.1 935 Equation 1 assumes that all potential benefits will be
1.2 937 achieved and that the time required to achieve each of
1.5 them is the same. Neither of these assumptions is true.
20 915 Model performance might be improved by considering
2.5 .886 expected benefits modified by a present worth factor as
5.0 702 in equation 3:
n T4 p+m -It;
E=Z P(S]lYﬂ PPN ’Yin) \Viﬁ (Xj)e +.}: P(S_]lyll PR ,an) \\'jRje 3)
i=1 j=n+1
C(t)
where 5 = success of project in achieving benefit i T = the exponent of the present worth factor re-
Yik = degree of satisfaction of the kth factor lating benefit utility to time for achieve-
influencing the success of project in ment
achieving benefit i C(t) = present worth of project costs. All other
t; = time required before benefit is achieved symbols the same as in equation 1.
FIGURE 8. Performance of Individual Evaluation Models at Various
Values of “a”, Circled Value is Best Spearman Correlation for Each Subject.
VALUE OF “a”
% Deviation
Subject from opt. for
No. .2 4 .6 .8 1.0 1.5 2.0 2.5 3.0 a=1.0
1 _— —— .955 955 955 910 815 - — 2
2 J11 (18 764 764 585 .705 705 655 - — 24.5
3 809 832 770  .760  .707 580 222 — - 12.5
4 — —- 895 910 910 910 910 924 937 4
5 — - .820 820 (7856 856 856 856 .820 781 0
6 - — .960 960 960 (910 948 926 —= - 5
7 - -~ 895 895  .895 895 916  .938 912 5
8 944 930 979 .979 930 930 .950 965 - - 5
i0 —— —— .810 .810 .868 .853 810 183 - - 0
11925 925 925 920 850  —— - 0
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The basic concept behind equation 3 is not new but

" much work is still needed to validate its potential and to
' develop methods for estimating its parameters. At the

- same time, there is evidence to indicate that the model is

| practica

1192425 The research reported here has

| evaluated methods of weighting and measuring benefit
" criteria. We have suggested but not evaluated methods

for establishing independent criteria. The results of
experiments conducted at the research laboratories of

. Monsanto Company?? tend to support the hypothesis
i that R&D planning and control models that are based on

. subjective probability estimates may reliably be used as

an aid in project selection and funding. Other behavioral
research®»' %' ! indicates that the posterior probability
., Yin) can be effectively

' estimated by combining subjectively estimated likeli-

hoods through Bayes’ Theorem as follows:

COPSYy Lo Yy = POYRIS)  POYIS) PGSy @
CORSIYy oY) POYyIS) P(YIS) PGS)
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Comments on an Evaluation Model for the
Regional Medical Program

VERNON E. WECKWERTH, Ph.D.

How generic one wishes to make a mode!l depends on
how far one is displaced from the reality of application.
The creator of a model in the Ivory Tower can easily
assume away the inconsistencies of the world. To the
day-to-day doer of what could be called evaluation,
there is no way to assume away the problems in the
world. Judgment is totally pragmatic. The applied model
either represents what is or it is rejected.
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As a group, you have been subjected to some high
level forms of abstraction in terms of starting points,
preliminary strategies, ends-in-view, and implementation
with stated intents of transformation of the system.
This introduction will, by virtue of that type of
presentation, try to be as abstract and obtuse.

You have been told, and by report most of you have
acquiesced at least, to the proposition that the RMPs do
not form a closed, but an open system. That open
system is a seductive proposition. It is as seductive an
alternative as many propositions are when the ends-in-
view are mundane or repetitive. If the system is one of a
static nature — closed, just input, throughput, and out-
put — which is routine, reproducible, repetitive, stand-
ardized like a ball-bearing production system, then it is
even easier to be seduced.

1 propose, however, that the open-ended system
embrace is as deceptive in the argument for it as the
argument that any living, on-going process like life itself
is better than a dead-end. Even the old truism sum-
marized that belief from antiquity — you only have one
life to live — you can’t live it over again — you are all
different. Each RMP is unique and dynamic. For our
own mental health, could we believe otherwise?

There are two points to be made:

1. A model is only a model. It can be made suf-
ficiently complex so that it fits within a predetermined
degree of closeness to perceived reality so that you
choose to believe it and use it, i.e., you choose to believe
that the model fits your perception of things rather than
concluding that life is a haphazard sequence of chaotic
happenstances. It depends on your view of the meaning
of change — from what to what in what direction at
what rate. In fact, one could play with the words and
redefine status quo to be a constant rate of change. What
then happens to the obligation to transform the system?
It is merely the difference between evolution and
revolution. Orderly change with a built-in planning
sequence is a necessary part of any dynamic organiza-
tion. I am concerned that what the “change” model
implies is best described as the “rocking chair modei™ —
giving the health field a sense of movement but no sense
of direction. Restated, “evaluation of transformation of
the system” requires an articulate statement of change
from where we are to where we intend to go by a series
of defined steps.

2. If the end-in-view is looked at only as input,
throughout, output, rather than in the structure of
input, content in a context, then I propose that it’s the
wrong model. I propose that the definer of a closed
system has forgotten: the context of uniqueness, that
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process is dynamic, that outcomes (and benefits) 50 |

what we seek. Change is a means or an observation of
means, not an end.

The generic nature and benefits of the mode] fo;
evaluation proposed here are one of a system possessing
six ordered elements:

1. Context - That piece of the world under considera.
tion as it is found at a given point in time. This s
the “where” for the RMPs.

2. Content - The inputs of men, money, and material
in whatever extant form they are possessed,
whether or not they are identified, ordered, or
measured. This is the “who” and the “what” for
the RMPs.

3. Process - The way the content is put together in
some functional, organized way, both in terms of
the static, i.e., repetitive closed system meaning
like a production process, as well as in terms-of the
dynamic system of self-modification and directed
change. This is the “how and when” of the RMPs.

These three elements are in fact the independent

variables for any RMP. Each RMP, by its existence,

structure, and function, delimits and encompasses at any
point in time the dependent elements which are:

4. Output - This is the product produced from
content in the process in use within the context of
the operation. These are the obscrvable, record-
able, reproducible, measurable “why’s” of the
RMP’s using the classical definition of evaluation,
i.e., comparing accomplishment with stated
objective. These typically form the evidential basis
of hard fact observation, on which “output only”
evaluation is based.

. Outcome - These are the time-delayed impacts that
demonstrate whether the outputs were any more
than just outputs at the points in time. Qutcomes
(over time) show the time-delayed tmpacts of out-
put on health states, disease incidence, updated
practice, altered organization, complete and con-
tinuous care delivery, equalized access, cost ef-
fectiveness, etc. These should be the “why’s” for
the RMP, but these kinds of “why’s™ are either
too soft in the data sense or take so Jong in the
time sense that they are only rarely used. The out-
put “why’s” are accepted as the basis for funding
perpetuation and classical evaluation.

6. Benefit - This is the ultimate “why.” It is also the
vaguest and “softest” element in evaluation. It gets
at the associated, serendipitous, as well as intended
effects that are evident in an altered context.
Benefits can be represented in imputed CcOSt
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Obviously each RMP is unique if one considers a suf-
ficiently large number of items of context. The

. “wheres” are unique by combinatorial reduction to

absurdity.

Each RMP is also unique if one considers the specific
combination of the process (how’s) chosen. The how for
each RMP given merely combinatorial structure makes
each obviously different from any other.

Given these unique, independent variables in
combination the outputs will be by definition unique,
depending on how crude or fine one chooses to make
the outrut units.

The outcomes will also be obviously unique, depend-
ing, of course, on what time frame is used.

The benefits must of necessity be unique since the
context was.

Obviously one can chose or not to be seduced by the
age-old proposition that each is different from everyone
else, i.e., each RMP is an open, not a closed system. The
issue is not that RMP’s are open or closed and therefore
different but how different. How different must they be
so that being different makes a difference? The burden
of an evaluation is to categorize, order, measure, and
interpret the differences — either relatively or absolute-
ly.

The evaluation issue at hand is answering the simple
question, “What social good has the RMP produced?”,
where in fact the evaluators have the right and the
obligation to define “good.”

Or restated, what are the outcomes (or benefits) upon
which RMP is to be judged? On what basis are they to be
held accountable?

If it is to be on the basis of a change or the fancier
euphemism, “transformation of the system,” there must
be a clear statement of what “good” means in terms of
changed to what, from what, at what cost/unit of change
in what time frame — not just a nondirectional rocking
chair model.

If it is to be on the basis of process, then the rate of
change and the time horizon must be defined.

One would have to conclude that the goals and
purposes of RMP were intentionally stated in the vague
way they were because there was no desire to be held
accountable or there was no clear raison d’etre for them.
Apparently, it is now becoming necessary to define
“good” in terms of the process of change without saying
from what to what at which rate in what time.

The framework of the conceptual mode! represented
here which has as its basis a markovian process is a
model which may not be explicit enough for day-to-day
doing in RMP but the sequence — context, content,
process, output, outcome and benefit — is, however,
applicable at all levels — be it to projects, to the local
advisory or regional advisory groups, to the core staff, to
the board, to separate RMP’s, or to the RMP as a
program.

It should be clear that I believe that evaluation is
merely a means of responding to the question of the
“social good” of the RMP. It can be answered relatively
or absolutely. It is simply a judgment or opinion of the
person with the right to decide. This point is made very
clearly in the paper, A Tool or a Tyranny.

One last comment before the paper: Evaluation is
distinct from assessment. Assessment means to produce
the evidential base by which statements such as more,
less, or equal can be made. Evaluation means to attach
such words as good or bad to those assessment findings.
It is necessary to be clear on the value judgment meaning
of evaluation versus the quantitative meaning of assess-
ment. For example, it is possible that the same level of
assessment data could be judged to be “bad” in one
context-content-process combination and for the same
level judged to be “good” for a different context-
content-process combination. Obviously, an evaluation,
in my opinion, can be good or bad, better or worse,
whether the assessment data is identical in measured
quantity or order. This ends the introduction and leads
to the delivery of the formal paper which Mr. Ichniowski
asked me to discuss with you, weaving into it your
questions and comments.

On Evaluation: A Tool or a Tyranny!
VERNON E. WECKWERTH, Ph.D.

Evaluation is a ten letter word - in English. Beyond
that statement the only consensus about evaluation is a
fack of consensus. This paper is a series of loosely related
topics which attempts to give some limited perspective
into what evaluation means, how and why it is done and

" This paper is distributed for general interest. Reproduction
in whole or part is permitted if proper credit is given. This dis-
tribution neither expresses nor implies approval of its contents
by the Project, the University of Minnesota or the Granting

Agencies.

159

LH




in what ways the -vernacular use of the term in manage-
ment relates to the discipline use in research. It high-
lights four points:

1. There is no one way to do evaluation.

2. There is no generic logical structure which will
assure a unique “right method of choice.”

3. Evaluation ultimately becomes judgment and will
remain so0, so long as there is no ultimate criterion
for monotonic ordering of priorities, and:

4. the crucial element in evaluation is simply: who
has the right. i.e., the power, the influence, the
authority, to decide.

INTRODUCTION

A discussion of evaluation will lead to no useful result
unless one states at the beginning what evaluation
means; why evaluation is being done; to, by, with, and
for whom; what is the intended outcome of evaluation;
how does one “evaluate evaluation” and who has the
right to decide the what, why, where, when, how, and
who involved in evaluation.

Evaluation includes within it consideration of ap-
proaches, methods, techniques, and uses; a process
versus a goal approach; program versus individual
objectives; needs, demands, desires, and their inter-
relationships. It includes objectives versus goals; ac-
tivities versus accomplishments; inputs versus outputs;
outputs versus outcomes, outcomes versus benefits;
effectiveness versus efficiency; structure versus qualifi-
cation; and so forth. It includes the context, the con-
tent, and the process; the served and the server; the
individual and the group; the quantity and quality; and
others. It includes when and where, with or without
feedback, and how often. It includes a research versus an
administrative meaning. It includes vernacular versus
discipline definition. It includes much more than this.

Dictionary Definition of Evaluation

The dictionary says that to evaluate means “to deter-
mine or fix a value of” or *“to examine and judge”.
These two meanings give the first insight into evaluation.
The term, “evaluation” has value as its root.

Using the dictionary definition, one can separate
papers and practice into those to whom value means: 1)
a number value, or 2) a value system value. These two
groups can each be divided into those who are process
versus goal orienied. What is commonly missed is that
any element (variable, quality, attribute) that one selects
to be included for number value measurement is the
result of someone’s priority in its selection, i.e, it is of
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value in the value system of the one with the right ¢,
decide what is to be measured.

All of us knew the single most common applicatioy,
of evaluation is ! the evaluation of the quality of healty,
care. Quality of care, we know, serves to explain if costg
are high, productivity low or demands too great. [t wi]
serve here as the example to trace the development gf
how we arrived at where we are in the Art and Science
of evaluation.

EVALUATION OF THE QUALITY OF CARE

Consider the word quality. It has the same root a5
qualities. Originally, qualities were selected as the basis
for the first quality of care studies. The first question
asked upon beginning a quality of care study is, “what is
to be included to be measured?” That’s where the
laundry lists began. Out of that long list, a set was
chosen by whosoever had the right to decide. Typically,
the qualities were chosen because they either had to be
present or were desirable. Thus:

Development one: A list of qualities was presented (a
value system value decision) in which merely presence or
absence of each quality was recorded.

An array was generated with a laundry list on the left
and two columns to check either absent, score it 0, or
present, score it 1,

The measure of quality was therefore simply the
number of qualities present divided by the total number
of qualities. Low quality meant: a proportionately small
number of qualities present; High quality meant: a
proportionately large number of qualities present.

The first use of evaluation of quality was to make
present the qualities that were absent.

As time passed, it became obvious that some qualities
were more important than others.

Development two: A weight was attached to the
qualities reflecting the importance of each quality.

Obviously, these weights were attached based on who
had the right to decide. The array was modified by
adding a column of weights.

The measure of quality thus became the sum of
weighted presence of qualities. As time passed, these
weights became somewhat “standardized” and there de-
veloped what we now know as the setting of standards
of quality of care. It was a way of saving what qualities
had to be present. High value on c qual = . .07 -t
in a large weight. Sometimes qualities we . ideed and
weighted so highlyv that absence was identical to a veto.

Development three: Place a sufficiently large weight
on any one quality so that if it were absent the “quality
of care” would assuredly be “low”.
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Quite soon the simple dichotomy. absent or present,
was as unacceptable as was the equal weighting. It was
natural to expand the measure of presence from 0 or 1
only to 0, 1,2, 3 ... to as many “units of more-so-ness”
as was useful. These degrees of more-so-ness did not have
to be whole units or integers. These “measures” tied

. easily into “standards” since some standards were in fact

a level of the degree of presence rather than merely
preserice or absence.

Development four: Specify a measure of the degree
of presence for qualities.

Such a development was conceptually easy to come
by, but operationally very difficult to achieve. However.
that mechanical difficulty didn't deter the doing of
evaluation of quality of care. The procedure merely
became a listing of included qualities; the listing of as-
sociated weights, and an associated measure of the
degree of more-so-ness but combined in some “arith-
metical or number value way”.

Once that “‘arithmetical way™ was determined, one
merely proceded to specify the distribution of the values
and define low and high quality on the scale of that
measure.

There were, however, in the 40’s and 50°s mauy other
forces operating; new knowledge of statistics, proba-
bility theory, experimental design, and other measure-
ment technology. People were increasingly dissatistied
with simple arithmetic ways, including the implicit
assumptions of independence among qualities in the list.

Those faced with evaluation were soon developing
sophisticated research designs with fancy mathematical
models, formulae, and techniques. The limit functions,
interdependence of qualities handled by multivariate
correlations, covariance, factorial designs with inter-
actions, simple and main effects plus factor analysis all
became involved. In fact, these developments became
the life blood of the biostatisticians and the death
potions of most of those involved as delivering practi-
ticners - both clinical and administrative.

Development five: Only qualities with experimentally
determined measurability, validity, and reliability were
permitted to enter quality of care evaluations.

As a result, the evaluation of quality of care
developed to such a mathematically sophisticated extent
that those who first desired it and created it were
bypassed and found that it couldn’t be applied on a day
to day basis. Hence, evaluation became so detached that
now it is not recognized as a part of the ongoing process
of clinical management, or program administration, i.e.,
planning, organizing, assembling resources, directing,
controlling, replanning, -reorganizing, etc, It is seen as

two completely separate endeavors with the practi-
tioners worse o:f than before, since “evaluation” must
now mean something detached from day to day practise,
and in use most likely punative in addition.

WHAT CAN THE PRACTITIONER DO?

Every practitioner has taken at least the first steps in
evaluation. Each practitioner must determine how
sophisticated he wants to get and be prepared to defend
where he stops. if he stops short of research design. The
steps are simple:

1. Choose the qualities.

. Attach weights reflecting priorities.

. Specify measures of degrees of presence.

. Combine the created array in some functional
form(s).

. Generate distribution(s) of those function(s).

6. Set the cut off points to determine where the
quantitative representation concurs with his
judgment of desired quality.

He can call in help at any step: develop any number
of experimental designs and number value functions, but
ultimately that evaluation will boil down to who has the
right to decide and who renders the judgment.

oW o)
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ACCEPTED OPERATING DEFINITION
OF EVALUATION

Dictionary definitions help to give insight into the
“whats™ of concepts. Operational definitions help to
give insight into “how’s” of concepts.

The most commonly accepted operational definition
of evaluation, the “how”, is: Compare accomplishment
with stated objectives. This is itself a goal oriented
definition. The objectives are analogous to the qualities
or elements chosen in the quality of care example.

Since the operational definition is so simple - why is
evaluation so tough? Let’s look first at that operational
definition. In it five assumptions are made: 1) objectives
are stated; 2) in measurable terms; 3) accomplishments
are documentable: 4) in the same measurable terms as
the objectives; and 5) one knows what compare means,
ie., what is to be done?

WHAT USUALLY LEADS TO DIFFICULTY?

First: Objectives aren’t stated. Goals versus objectives
are rarely differentiated. Purposes, goals, salutes to
mother and country - and lots of other things are usually
stated - but not objectives. An analogy may be helpful to
distinguish objectives from goals. Consider the sequence,
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1/4, 1/9, 1}16, ... 1/n2, .... In this case, that sequence of
terms will approach a limit. That limit is analogous to a
goal. The individual terms in the sequence are like
objectives.

Second: Even if objectives are stated, most of them
are not independent. In fact, they frequently are in
conflict with each other and rarely would their sum-
mation add up to the program goals. Additionally, the
state of the art (or science) of evaluation has not
developed means of measuring most value system
objectives. Thus, our measurement ineptness reflects
both our ignorance and our errors.

Third: Even given stated objectives and appropriate
measures, we likely can’t enable the documentation of
accomplishment. Frequently, the measures are too
complex or the day to day documentation is either too
tedious, or not visibly relevant to the job being done on
an ongoing basis. As a result, we substitute approximate
measures or frequently just get lost in the data acquisi-
tion problems and consume so much time and resources
that we judge that documentation isn’t worth it - unless
it is an experiment in which service is only a necessary
evil or a necessary context.

Fourth: In the rare event that evaluation has
measurable objectives and documented accomplishment,
commonly nobody knows what to do with it! Or if, in
fact, someone knows, the comparison will still depend
entirely on the judgment of whoever has the right to
decide what to do with it.

A facetious and trivial example may help: suppose
that an MCH Program has an objective that 75% of all
mothers-to-be are to be seen by an O.B. physician before
the third trimester. We find that 73% do in project A,
and 77% do in project B. Now what? If n is big enough,
the difference may be statistically significant. So what?
Is the project with 77% awarded a gold star or more
money? Does the project with 73% get a budget cut? In
fact, is it not true that since both missed the objective,
that both are bad? Why is doing more an ultimate good?
After all, the 77%er allocated more resources than
should have been to that objective and that project
could be “penalized” for misallocation while the 73%er
should be given more resources because it was under-
allocated.

The overriding question being asked is, is the classical
operating definition of evaluation: Compare accomplish-
ment with stated objective the end of evaluation? Is
evaluation to be only descriptive? Is it merely to tell
how it was? If not, is it to include ground rules for
translating description into prescription, i.e., admin-
istrative action?
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SOME COMMENTS ON MEASURES

Frequently, a quality selected in evaluation hag
direct measure or has one which is too costly or tediong
to obtain. There frequently, however, are associateq or
indirect measures which can be used in lieu of a diregy
measure.

Some measures which are indirect are called proxy
measures. This obviously means that they stand in ligy
of what is desired to be measured. Frequently, proxy
measures in evaluation are used to predict or moniter
activities, and are useful because of their high associateq
though not causal relationship.

For example, the number of individuals using an
emergency room in hospitals is associated with the
phases of the moon. For administrative purposes of
staffing and the provision of service, it is not necessary
to know the direct or causal elements. However, if one
were to change the pattern of service “demand” it would
be necessary to know cause - and the relationship, and
not operate purely with proxy measures. Commonly,
“Comparison™ in evaluation highlights differentials in
such proxy measures. Actions are then frequently taken
on forces putatively “causal” but to the dismay of the
action taker, produce no change because - in medical
jargon - he treated the symptom and not the disease.

These experiences further alienate the practitioner
and result in his questioning even more, “Why eval-
uate?”

USES OF EVALUATION

No attempt is made to provide a laundry list of uses.
An attempt is made, however, to fit “evaluation”, in the
non-experimental design meaning, into day to day
operations.

First, we must answer, “For what purpose is the
evaluation done?” Regrettably, the answer that would
now be given (if honestly ascertainable) is, “The

law requires it.”” That is regrettable. In a
sense, the requirements in the law reflect a failure on
behalf of those responsible for programs to document
accomplishment in an orderly, measurable, and ar-
ticulate manner that met the desiderata of those with
right to make laws.

With the legal emphasis on evaluation and the mean-
ing of the term to be the rigid mathematical, numer-
ological, hard fact one, the day to day intuitive or soft
data meaning and use, has been both lost and rendered
unacceptable.

Evaluation has always been - in the dictionary mean-
ing of the word - present in anyone who was responsible
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in his work, and had a personal accountability for his

. acts. Evaluation is inherent in the process of administra-

tion - be it clinical or program management.
Anyone who manages successfully either a program

i or a patient goes through some orderly stages, beginning
' with planning: that is deciding what is to be done; by,
“with, for, and to whom, with what materiel, at what

time, in what sequence, at whar places, for what

intended outcome.
Thus the planning is the whas step in the admin-

- strative or management process with the Aow steps
' being organizing the what, assembling the resources,
. directing the delivery and controlling (or supervising, or
" monitoring) the operation (or performance).

An inherent part of the management process is its

" evaluation. That examination and judgment in delivery

of care is used as feedback to alter the process or treat-
ment of choice in order to replan, reorganize, reas-
semble, redirect, control, etc., ad infinitum.

Clearly, evaluation has been, is, and always will be, a
part of such a management process - be it for a program
or a patient.

The similarity in the process can be seen if we move
from the individual care of a patient, through a cohort
of patients to a program. Consider yourself first as a
physician- beginning with a work-up. You first chose
input facts, ie., qualities, such as lab tests, signs, asked
symptoms, soundings, touchings, etc., plus using the
history to assess the patient, derived mentally a set of
weights of what’s important, arrived at what’s relevant
(by degrees of presence plus weighted priority), deter-
mined a most probable “value” or judgment (or evalua-
tion) and rendered a care plan. You subsequently
compared this to what happened to the patient and,
depending on the outcome, either altered the care plan
or reinforced your confidence in your own medical
judgment, i.e., you evaluated on a one case basis.

Consider next a cohort of patients. You look at them
as a group. You select another set of qualities (some of
which are different from the case specific qualities
chosen in the one patient sense) and look at the cohort
from a view of those qualities being a set of intertwining
degrees of presence and priority. You mentally and
numerically measure and then compare the results of the
cohort to what is “good medical practise”.

At the program director level, you’d look at more
than only physician case management for either individ-
uals or for his cohort and include the other health care
functional services, living conditions, or what have you,
that are qualities of the “program” and go through the
same process to determine whether it accomplished what

vou stated it would. You have evaluated at the program
level.

Although there is a reasonable basis for saying there is
a single generic process in doing evaluation, the qualities
chosen for patient management are so different from
those chosen for program management that the
singleness of the process is lost. In fact, because the
priorities assigned to the qualities in patient versus pro-
gram evaluation are so discrepant, conflict has resulted
in the whole health care delivery system.

How 1O CHOOSE THE QUALITIES

Since all of us come from rigorous scientific fields, we
almost without thought believe we choose qualities
based on the facts. What one means by “based on the
facts” necessitates some expansion.

For this paper, consider four groupings of facts:

First: Theoretical facts. Starting with givens and a set
of known theoretical relationships, one by deductive
logic can arrive at some qualities which are to be
included in evaluation.

Second: Dogmatic facts. Dr. Lebon (that spells nobel
backwards - and he has one of those prizes and don’t
you forget it) says this is a fact - and it is. In general,
these are the qualities which those in positions of power,
influence, or authority include in evaluation.

Third: Pragmatic facts. Those which are based- on
astute observations, with data acquired from day to day
practise which every intelligent practitioner gathers.
These form the basis for selecting another set of
qualities. In general, they derive from “experience and
demonstrated use ...”

Fourth: Experimental Research Facts: These are the
facts derived from research studies which meet the most
rigid of experimental design requirements. The resulting
qualities are chosen by approaches and methods such as
factorial designs, controlled probability selection, or any
of the research statistical methods that strikes fear into
most day to day practitioners.

From these four fact bases, one can get the qualities
to be used in any evaluation schema. It is here also that
standards with which we are so obsessed in health care
delivery are included.

WHY MUST ONE USE EVALUATION?

If one is the perfect clinical practitioner or the
perfect program director, his intuitive ongoing soft data
system would be “evaluating” without need for a hard
fact base. But, since perfection is not a human reality,
one must set up a hard fact data system to document
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accomplishment. The less prestitious one is, the more
subject one is to the “tyranny of hard fact evaluation”.

Since ome cannot get continuous evaluation, some
choices of time intervals must be made - hourly, daily,
weekly, monthly, quarterly, yearly, or what have you
for ongoing programs. Evaluation of single shot pro-
grams are relatively easy if only a “final” evaluation is to
be made. One must determine if feedback is to be used -
of what kind, and how often. If so, how does feedback
fit into a subsequent round of evaluation? Is it now
another quality or element? If one does feedback
*evaluation” with the intent to alter the program. how
does one now evaluate the effect of evaluation?

APPROACHES TO EVALUATION

No attempt to be either scholarly or complete is
intended here. Only three commonly used approaches
are included:

First: Very commonly, programs are subjected to
periodic review. These “evaluations” are made by a
squadron of outsiders. Let us call this the J.D.A. - the
judgment day approach.

The big brother squadron, usually called a site visit
teamn, comes in on judgment day. The concern is
obvious, “Will one be judged for sins or virtues using the
same qualities that one has used 10 live by?”

Second: Another commonly used approach is one of
being reviewed by a hand picked panel called peers. Let
us call this the B.R.A. - the bunny rabbit approach. It’s
title comes from the setting in which Johnny brought a
rabbit to kindergarten for drag and brag (Show and
Tell). Mary asked if it were a boy rabbit or a girl rabbit.
Johnny said, “I don’t know”. The precocious Mary said,
“Since this is a participatory democracy, let’s vote.”

Although both these approaches have been practised
successfully (at least in the evaluation of these with the
right to decide), the invalidity is obvious: for the first,
one only needs to have the right to choose the qualities
and the measures and the weights and the cut off points;
and for the second, one merely needs the right to choose
the majority of the panel.

Certainly no one could object to those simpie
requests if the “right to decide” is not the crucial issue
in evaluation, and if evaluztion does not ultimately
become judgment, i.e., the opinion of the person with
the right to decide.

Third: The third commonly used approach is the
R.C.A. - the report card approach. It is essentially the
approach used for evaluation of the quality of care
example at the beginning of the paper.
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Consider the old fashioned grade school report carg
The *“qualities” are analogous to items like coursesm'
math, others like art, others like deportment.

By analogy, three groupings of qualities of Tepory
card items are apparent:

1. Those that have an inherent measurement ab.

soluteness in them (even though the measure may ‘

be arbitrarily defined) like feet, inches, etc. The
units have a meaningful metric on the scale. Tp,
mathematical formulas work beautifully,

. Those qualities that have an inherent relative o
more-so-ness meaning to them but lack absolyte.
ness such as strongly agree, agree, indiffereny,
disagree, strongly disagree. Again, the mathematics
is reasonably easy to apply.

. Those qualities that are named or categorizable
only. These are those qualities that either have ng
inherent measure of absoluteness or relativeness o
that as yet aren’t understood well enough to be
measured. It is with these, where real difficulties i
the mathematics are found because the weighting
is not inherent nor is there a logical way to attach
priority values.

Since every program or practise includes all three
kinds of qualities, we must, in our wisdom choose,
weigh, scale, combine, and then compare to the
objectives, i.e.. judge the result.

We render an evaluation. So what? We have gone
through 2 magnificently structured and logically jus-
tifiable process with bewildering numerological finesse
to arrive at the end point - a judgment or opinion of
what to do with it.

[29)

(3]

WHAT DIFFERENCE DOES IT MAKE?

It makes a difference only if the person in the
position with the right to decide agrees.

This formalized ritualistic numerological game called
evaluation. is a series of decisions of those with the right
to decide and ultimately rests on the judgment of the
person who can determine the outcome by:

1. Choosing the doers of evaluation.

. Choosing the elements for inclusion, and/or
- having the right to decide what comparison means.

Such evaluative manipulation can occur whenever
there js no ultimate criterion which assures a unique
ordering of priorities, and the resulting correct method
of choice.

(SO 361

WHAT DOES IT MEAN TO HEALTH PROGRAMS?

1. If one doesn’t play the game, or even worse realize
what the ground rules are. one may lose the
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funding or have funding reduced sincs it's easy to
relate dollars to points scored on a hard fact
evaluation index.

2. 1t’s an effective way for funders to mold or shape
the program, ie., dictate the health care delivery
system. They need only specify the proxy
indicators or elements, their weights and their
measures, and attach adequate punishment and
rewards so that grantees desiring continued
support will allocate the resources to maximize the
evaluation index. It’s the health care version of
“‘shape up or ship out”.

3. Quite clearly, those elements that are easily
measurable will get the attention and be assured of
inclusion in such an evaluation. 1 am personally
concerned that what is really important in life is
inversely related to what is easily measurable.

OTHER CONSIDERATIONS

Currently in vogue also is efficiency of health care
delivery. One of the chosen qualities is efficiency in
every evaluation. The usual operational definition is one
lifted bedily from engineering - the ratio of output to
input.

The hazard of this measure is clearly from whose

~ perspective output is viewed. From the doer, his

activities are always viewed as output. From the receiver,

_ those outputs are always viewed as inputs.

The classical data which allegedly measures output of

. laboratories, groups of personnel, institutions, etc. such

as visits, lab tests, encounters, and the rest are really
only inputs to the health of the seeker of service. Even
more interestingly, within the sequence of doers, the
prior doers’ output is also viewed as an input to the next

: one in sequence. Thus, the lab technician believes he is

highly productive because of outputting many lab tests,
and the engineering definition gives him a very high

* efficiency rating. The physician or nurse, however, looks
. at the lab tests merely as inputs and they in turn, value
¢ their visits and activities as the real outputs upon which

efficiency should be based.

What is incredible is that none of these measures of
efficiency really get at the question to be answered -
namely, are any of these inputs or outputs effective in
maintaining or altering the health status of the recipient
of service.

Clearly, effectiveness must first be defined before
efficiency has any useful meaning. It appears that we are
producing a health delivery system which is unit by unit
approaching 100% - efficiency while simultaneously
narching toward the other extreme in effectiveness.

By analogy, we are merely counting how many times
the bird flaps his wings, without asking, did the bird fly -
let alone how far and how high.

Clearly, outcomes as the measures of effectiveness
must be the starting point for evaluation before any of

the measures of input or output analysis of the ef-

ficiency kind have any meaning or usefulness.

TwWO AIDS TO ASSIST IN EVALUATING
HEALTH DELIVERY

In the face of such a bewildering maze of considera-
tions, two simple lists of elements are helpful in retain-
ing ones sanity: The first are the five A’s.

In the evaluation of any health care delivery,
questions of appropriateness, availability, accessibility,
and acceptability to both seeker and server must be
answered. These are a dependent sequence. For services
can be deemed appropriate yet be unavailable. Or they
can be defined to be available, yet not accessible. Or
they can be defined to be appropriate, and available and
accessible, but still not acceptable to either or both the
serving staff or the seeking client. However, overriding
these four A’s is the one called accountability. [t is the
essence of the moral contractual agreement made
between the seeker when he seeks and server when he
serves.

The second list is the generic structure of evaluation
implicit in this paper and necessarily a part of the
process of evaluation. There must be six interdependent
elements to any evaluation undertaking:

First: Context (what, where, when, and who).

Second: Content (program elements being or
intenided to be provided and why).

Third: Process (how care is organized and delivered).

Fourth: Output (how many times did the bird flap its
wings).

Fifth: Outcome (did the bird fly).

Sixth: Benefit (how high and far, with what re-
sources).

Clearly, context, content, and process combine in
many ways to produce the output, the outcome, and the

benefits.

SUMMARY

This paper was intended to give some limited perspec- -

tive into the what, why, and how of evaluation. It high-
lighted the reasons for misunderstanding between the
hard fact approaches to evaluation and the day to day
uses. It is not easy to describe a program even in terms
of telling how it was. For ongoing programs it is even
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Evaluation of Coronary Care Training:
Some Direct Observations of
Performance in Hospital Practice

RODGER SHEPHERD,M. D.

The objective of our Intensive Care Training Program
is to enable physicians in cadres from small general hos-
pitals to perform certain intensive care skills in their own

hospital settings. These skills include: use of central
venous catheter, use of intra-arterial monitoring
catheter, interpretation of blood gas data, continuous
EKG monitoring, airway care, controlled ventilation,
cardioversion, and others. The staff of our ICU had
visited small hospitals and identified these skills as
feasible but underused in smaller hospital ICU’s.

The training program is conducted in three phases.

During the first phase, the cadre and project clarify
" mutual objectives. During a second phase, each physician
3 from the cadre undergoes a week-long program of one-
;to-one instruction at a metropolitan medical center.
| During a third phase, an instructor-in-residence is main-
" tained in the cadre’s own intensive care unit around the
* clock for 10-12 days.

The direct observations of these instructors have
provided valuable anecdotal data on both the project

~ and the resulting student performance:

1. Standardization of Technique: The same single
standard technique for insertion of central venous
catheter is advocated during each individualized
instruction. The mastery of this technique is
certified by the instructor. However, the student
may not implement this technique in his own
hospital setting. It has been observed that the
failure of some physicians to support standardized

technique has a disruptive effect and reduces the
tendency of other physicians to implement the
advocated procedure at all.

. Availability of Equipment: Standardized tech-
nique depends on standard materials. Instructors
have observed the lack of certain critical materials
or instruments during introduction of a new tech-
nique. The attendant frustration during this
critical phase may abort or seriously retard the
adoption of the new practice in spite of adequate-
ly trained personnel.

3. Supporting Services: Interpretation of blood gas
data depends on complete confidence in the data.
We have encountered one hospital serting where
the student’s training in interpretation of blood
gas data was not implemented until we had
rectified certain analytical problems in the clinical
laboratory.

[ 39

Report on Xerox Study of Eleven
National Coronary Care Training Centers

DANIELE DEVERIN

In 1967, Xerox Education Division was contracted by
Public Health Service to conduct a 2-year evaluation
study of eleven national coronary care training centers.

OBJECTIVES

The study was designed to fulfill the following

objectives:
1. To determine the effectiveness of the training pro-
grams in imparting the knowledge, attitudes, and
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skills needed for a nurse to perform in a CCU at an
acceptable level.

2. To determine the effectiveness of the training pro-
grams in developing a high quality of performance
in the training graduates.

3. To determine the most effective training program
for achieving these aims.

4. To determine the distinguishing qualities and
characteristics of a successful CCU nurse.

5. To determine the most effective and reliable
methods for the selection of the “best” training
applicants.

METHODOLOGY

A systematic model was designed to analyze the three
interrelated primary spheres of concern:

1. Input variables: Trainees’ demographic data,

education, personality, expectations and attitudes

towards CCU nursing, etc.

2. Process variables: Training Centers® facilities, ap-

vroach, curriculum, ete.

. Output variables: Knowledge gained, post-training
expectations and attitudes, clinical performance
both in-training and on-the-job, etc.

In addition, Environmental variables were studied.
They consist of the sponsor hospitals’ facilities, ap-
proach to nursing, etc. that influence both input and
output.

The project staff then prepared, piloted, and revised
nine data-gathering instruments. A standard personality
test, the 16 PF, was also selected. This process involved
discussions with PHS contract officers and with various
consultants, visits to CCU’s, a review of pertinent litera-
ture and existing research information, and an analysis
of the content to be covered.

In general, data were collected on the trzinees befere
and after training, and at follow-up, between three and
four and a half months after training. Data were also
collected on the training programs, and on the sponsor
hospitals to which the trazinees were returning after
completion of the program. In tenns of the specific
problems addressed in this survev, two instruments are
of special interest.

The knowiedge tesr was especially designed and
standardized. The test contained 12 weighted sub-tests,
with sach sub-test containing a number of weighred
items. It was used both before znd after training. The
performance checklist was designed to tap the degree to
which the training graduates performed specific CCU
nursing functions at follow-up. Together, these instru-
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ments constitute the basic evaluative data bank of the
study.

The follow-up portion of the study was conducteq i,
two ways: mailed questionnaires were sent out 1g all
graduates of the programs, except as noted below, 1y,
addition, other questionnaires, including the per.
formance checklist, were sent to their hospital super.
visors. A systematic mail and telephone procedure
assured a return rate of at least 90%. In order to monitor
the reliability of the mailed returns, and to assess the
effect of non-respondent bias, a 10% random sample of

the graduates was selected for personal, on-site follow-up |
¥ markedly betw

visits. The results of these visits confirmed the high
degree of reliability in the mailed returns.

Data-Collection. The survey period extended from
August 1968 to September 1969. In the eleven centers
under study, a total of 57 sessions were monitored, for 3
total of 862 trainees. The 456 sponsor hospitals were afl
included in the survey.

Data-Processing. Standardized procedures were estab.
lished for handling and coding of raw data. Dats.
processing was completed at the end of October 1969. A
correlation matrix-was designed and run on 85 variables.

FINDINGS

Trainees. The “typical” trainee was female (98%), the
mean age for the group was 34 years, and the median
was 28 years. About half of the trainees were, or had
been married; of these, 60% had families, half of which
consisted of 2 or more children. 83% had obtained a
hospital diploma, 5% had an associate degree, 18% had a
baccalaureate degree and 2%, a masters. Previous
coronary care experience was as follows: 17% had
worked in a CCU for an average of 8 months, and 36%
had worked in ICU/CCU’s for an average of 14 months.
Most values of the 16 P.F. were close to the normal
mean, except on the general intelligence scale when their
mean was substantially higher than the mean of any oc-
cupational sub-group reported.

Sponsor Hospitals. Of the 456 hospitals surveyed,
53% had sent one nurse to training, 27% had sent 2
nurses, and the remainder 3 or more nurses. Hospital size
varied considerably: 16% had less than 100 beds, 26%
between 100 and 199, 21% between 200 and 299, and
the remaining 37% had 300 or more beds. Resulis
obtained before training showed that 27% of the hos-
pitals had a separate CCU and 41% a combined
CCU/ICU. These figures increased slightly at follow-up.
The most surprising finding of the survey was the
number of training graduates still not working in coro-
nary care at follow-up. With a 90% response (N=779)
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:f;olﬂy 510 nurses were found to work in coronary care, or
'4s% of the follow-up population. The reason given in
'65% of the cases was absence of CCU.

‘" Trainees’ Preparedness upon CCU entry. Evaluation
fof objective one was done on the basis of knowledge
};tests, trainees’ attitudes, and supervisors’ general ratings.
- Qut of a possible 220 points, the $62 nurses averaged
‘1;3p1'E'SCOT3 of 127.4 poinis, or 57.9%, which increased to
“74% on the post-test. The variability of test scores at pre
nd post for the group indicates that instruction had
-prought about a leveling of test performance.

Trainees’ expectations of CCU activities changed
‘markedly between pre and post-training, with a general
?g}ﬂf'[ towards a “middle-of-the-road” attitude, indicating
53 tendency, over the training cycle, for attitudes to
‘hecome more realistic, which is felt to be a positive and
fesirable training output. 63% of the trainees found the
program excellent and 33% rated it as “good”. When
‘wked, after training, whether they would select CCU
fraining again, 63% answered “definitely yes™, and 25%
“probably”.

The following curriculum areas were mentioned at
post-training as needing more preparation: Fluid and
Electrolyte Balance (53%), Interpretation of ECGs
{49%), Recognition and Treatment of Arrhythmias
(35%). While these figures may have represented the
‘trainees’ anxiety at assuming new responsibilities, similar
results were obtained among nurses working in CCU’s at
follow-up. Fluid and Electrolyte Balance was still on the
‘top of the list, non-coronary complications were men-
tioned by 38% of the working graduates, basic elec-
tronics and interpretation of ECG by 37%.

Suggestions by supervisors regarding possible im-

provements in the programs agree in general with those
of the trainees, the main one being for more stress on
the technical aspects of CCU nursing. Rating the nurses’
preparation on a seven-point scale, 77.5% of the super-
+visors selected the two top categories.
. Trainees’ Performance in CCU’s. Performance check-
lsts were received by each hospital, one for each trainee.
A total of 487 checklists were completed and returned
(56% of those mailed). By far the main reason given for
ton-completion of the form was “CCU not open™.

Overall mean performance was rated from *“good” to
“excellent”; however, while the mean ratings do not
Geviate significantly from one another, there was a
feneral tendency for nurses to be rated higher for tech-
Nical, CCU-specific activities than for non-technical,
Eeneral nursing activities. There is an apparent contra-
diction between these high “technical” ratings, and
Muggestions for more program depth in the same areas. It

would seem, then, that the sponsor hospitals view the
major function of ftraining as developing technical
competence, while general nursing qualities are viewed as
inherent in the potential trainee. This will be discussed
later under objective four.

A fair comparison between nurses trained at different
centers require that some allowance be made for skills
the frainces brought with them on entering the program.
In all cases, it was found that the centers rated highest in
nursing performance had trained the most experienced
population, while the lowest ratings were obtained by
those centers having trained the least experienced group.

Model program. The study failed in providing an
analysis of the model program, objective three of the
study. Both dependent and independent variables dis-
played inadequate variance characteristics. Further, the
training centers were quite similar, at least on the
variables tapped by the instruments. This result was, of
course, disappointing, but it should be noted that the
basic reason for this failure is the success of the pro-
grams in fulfilling the overall objectives.

Optimal characteristics of a CCU nurse. The fourth
objective was examined from the standpoint of high per-
formance, satisfaction with CCU nursing, and motivation
to continue work in coronary care.

Since performance ratings were typically either good
or excellent, a detailed study was made of those per-
formance items rated as “deficient” by the supervisors,
yielding a picture of what a successful CCU nurse should
not be, and inversely what characteristics she should
possess. The largest number of deficient ratings were
found in the broad area of “Communication and Inter-
action with Staff”; next in line was ‘“Performance of
day-to-day assignments” with stress on general nursing
competence, and skill in handling and verifying the tech-
nical equipment; finally “Communication with the
patient and his relatives”. Thus, a successful CCU nurse
would appear to need excellent nursing skills, an ability
to relate well with the members of the CCU team, with
the patient and his relatives, as well as technical
competence.

73% of the training graduates working in CCU’s
stated that they definitely wanted to pursue coronary
care as a specialty. A number of problems were ex-
pressed, however, the great majority stressing staffing
difficulties, and lack of support and communication
within the hospital in general, and the Unit in particular.
A smaller number of nurses also expressed frustration at
the occasional ‘““dullness” of Unit work. Successful
trainees derived great satisfaction from bedside nursing,
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and from the challenge and diversity offered by
coronary care work.

Since the follow-up period extended from 3 to 4 1/2
months, longrange tenure could not be ascertained.
When asked about their plans for a two-year period, 61%
of the nurses stated that they wanted to continue
coronary care nursing.

Selection criteria. The main criteria used by the
sponsor hospitals when selecting potential trainees were:
motivation and interest in CCU nursing; stability in
present position, and demonstrated excellence in general
nursing skills.

The results of the study point to the necessity of
providing the potential trainee with a clear perception of
what her role will be, prior to selection. They also
suggest a need for closer communication between train-
ing centers and sponsor hospitals, before, during, and
after training.

Evaluation of CCU Nurse Education in
Washington and Alaska

MARIELLA LARTER

In July 1969, the Subregional CCU Nurse Education
Project of W/ARMP became operational. The goal of the
project was to train 873 nurses per year in basic CCU,
and to train them in sixteen (16) subregional centers
rather than ina “core” or “Seattle based” setting. In the
last year, all but one of the sixteen centers has become
operational and an additional three communities have
become subregional education centers. Each center plans
its own objectives, curriculum, elegibility requirements,
course length, and teaching methodology.

The plan as outlined in the following pages was
developed by the Subregional Project staff in con-
junction with the Office of Research in Medical Educa-
tion of the University of Washington, Charles Dohner,
Ph.D., director. From its inception the evaluation was to
meet two goals: 1) to evaluate the impact of the project
on regional CCU nurse training; and 2) to provide feed-
back to course instructors on the strengths and
weaknesses of their courses and of individuals in them.
The evaluation design at present involves measures of
knowledge, attitude and skill. A patient care assessment
tool is presently under development,

KNOWLEDGE TESTING

Practicing physicians and nurses from throughout the
region were asked to submit multiple choice questions
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relating to a set of regional objectives. A pool of over 3 ﬂctors are re

¥iive content &
revised items were then rated by their authors ag being 3 %ach class.
either “essential”, “desirable”, or “supplememary“ 1 The instrt

knowledge for a CCU nurse. Only those items rateq ag §

800 test items were edited for content and format; these

“essential” or “highly desirable” were retained, leaving a
pool of 250 questions weighted in the following fashionp:

CCU Concepts 1
Anatomy and Physiology  3)  Summarized as CCU Concepts
The Classic MI 8)
Diagnostic Tests 5)
Rehabilitation 8)

Complications of an MI  13)

(excluding arrhythmias) Summarized as Complications

Electrocardiography 8)

FEquipment and Safety 3)  Summarized as Arrthythmias
Arrhythmias 19)

Chemical Therapy 13)  Summarized as Chemical

Therapy

Other Therapy (i.e.

pacing, resuscitation) 19)  Summarized as Other Therapy

Evaluation of CCU Nurse Education

Test items were randomly assigned to version A or B
of the exam. Each exam is equally weighted by content
but the individual questions remain different. After field
testing on student nurses with no CCU background and
on graduates of a USPHS five-week CCU nursing course,
fourteen items from each version were eliminated, After
item analysis of the test results of 200 nurses involved in
subregional courses was completed, eleven additional
items were deleted from each version.

Test A and Test B now contain 100 items each, and
are of equal difficulty according to standard statistical
measures. In addition to answering each question with
what she supposes to be the correct answer, each nurse is
asked to rate her certainly about that answer on a scale
from one to three, or absolute certainty to guessing. The
computer summary of her scores then computes not

only how many questions she answers correctly, but also

how many questions she was certain about, and how

many which she says she was certain about that she |
i pre course a

actually answers correctly.

We can thus measure with our instruments three areas
of potential change from pre to post course: 1) chang®
in knowledge (right-wrong score); 2) change in expressed
certitude and guessing; and 3) change in ability t0
evaluate her knowledge about CCU nursing. These thre¢
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cfors are recorded for the overall exam as well as for
e content areas within the exam for each student and

ch class.

The instructor can go over with each student her
eas of greatest knowledge or growth in knowledge, her
ressed confidence, and whether that confidence is
oIl founded or not, She has considerable data about the
atinuing education needs of her students at the
mpletion of her course as well.

The regional mean for the pre test (Test A) is 32%.
¢ regional mean for the post test (Test B) is 53%. The
tiability coefficients of these exams, when admin-
Istered to a group of ten or more individuals, range from

1089 to 0.95.

3mpﬁmti5§ﬁ

ATTITUDE TESTING

A standard semantic differential scale is used to
evaluate the attitudes of nurses on ten concepts in CCU

‘Thythmiag

1emical
nursing. Those concepts include: coronary care nursing;
coronary heart disease; cardiac monitoring; cardio-
‘her Therapy pulmonary resuscitation; doctor-nurse relationships:

change in nursing; independent nursing decisions; patient
individuality; patient teaching; and emergency sit-
gations. One other concept, “death”, was eliminated
sion A or B because of possible disagreement about what a desirable
by content §ange in attitude would be at the completion of a
After field eourse.

zround and .
- % The attitude scales are filled out on an anonymous

sing course, 3,
ne ! “}baszs at pre and post tests; results are scored by sub-

;:32&1:?; j“‘region. Analysis of results in the first formal evaluation
additional iperiod (September 1, 1969 - February 1, 1970), in

4which time over 500 nurses participated in Subregional
s each, and courses, revealed that overall there was not a significant

1 statistical 1 thange in attitude from pre to post course. Individual
stion with 1 tourses showed significant attitude changes in one or
’ Jmore “concept” areas; in discussing some of the puzzling

wch nurse is 4 . . ) .
Jattitude shifts with course instructors, it was learned

- on ascale . . .
essing. The sthat the majority of these shifts reflected an attitude
: £ consci i

aputes not sciously conveyed to the students by the instructor.

Iy, butalso

;, and how  Evaluation of CCU Nurse Education

it that she - Future planning calls for use of attitude measure at
. Pre course and at six months after course completion.

three areas . Knowledge and attitude scores have thus far showed no

1) change ! i torrelation; if this lack of either significant attitude
1 expressed : | thange or correlation between attitude score and knowl-
ability 10 | &dge continues, a new strategy to measure this area will
These three ¢ be devised.

SKILL TESTING

A skill test was designed to evaluate the functioning
of nurses when presented with simulations of clinical
emergencies. The testing involves an evaluation of
psychomotor abilities as well as the rationale for initia-
tion of certain therapeutic measures. The skill test is
designed to be administered in a mock-up setting using a
standard hospital bedside area, an arrhythmia anne
resuscitation doll, a bedside monitor, a defibrillator, and
standard emergency equipment (i.e. suction, medica-
tions).

In initial field testing, nurses suggested the following:

1. that they be in uniform when tested, and

2. that the evaluator “role play” as a new orientee to
a coronary care unit, rather than assume a strictly
observational and judgemental pose.

Taking these suggestions, a group of 28 nurses from
both metropolitan and rural hospitals were evaluated
using this tool in their own clinical setting. The range of
scores was 8 to 30, out of a possible 32 points. The
mean score was 22 points.

The evaluator summarized her conclusions regarding
initial use of the tool as follows:

1. Greater consideration needs to be given to the
standing orders under which a nurse functions in a
given agency; accepted therapy for nurses to
initiate varies greatly from agency to agency.

2. No more than one agency can be evaluated on.a
given day in view of unit pressures, staffing, and
patient census; the cost of sending an evaluator
any distance is considerable unless other duties can
be performed concurrently.

3. It is very difficult to remain neutral even when
involved in role playing; there is a constant
temptation to correct errors and teach during the
testing.

4. The nurses tested need to be thoroughly familiar
with all equipment used in the testing situation;
thus, hospital equipment or a like brand must be
brought to each testing site.

5. Many nurses responded appropriately to situations
but for the wrong reasons.

6. A weighting scale needs to be further refined so

that there is a greater spread in scores and dif- .

ferentiation between levels of performance.

7. The skill test is an excellent teaching tool but
needs further revisions to increase its effectiveness
as an evaluation instrument.
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Evaluation of CCU Nurse Education

Future plans call for the random skill testing of
nurses at the completion of basic courses utilizing equip-
ment they have used in mock-up drill sessions.

OTHER EVALUATION TOOLS

A. A personal profile sheet revealing 17 pieces of
demographic information about each nurse is filled out
at the completion of courses. Correlations are being run
between these 17 variables and combinations of variables
compared with pre test score, post test score, expressed
certitudes, accuracies, and changes in score. Data will be
available scon.

B. Use of chi square measure in conjunction with
certitude score has been employed by the School of
Medicine. A high and significant correlation was found
between a low chi square and the overall knowledge of
the students tested. This measure is being incorporated
into the CCU nursing data analysis.

C. A patient care assessment tool is under develop-
ment. It is hoped that this tool can be used to demon-

strate changes in patient care as a result of Post-graduage
learning experiences for nurses.

Additional Materials Available on Request:

1. Objectives for nurse training upon which knowy.

edge tests are based.

. Sample computer printout and explanation of dat,

contained in it.

3. Copies of Test A and Test B for review. (Copy.
righted material - not to be retained or duplicateq
in any fashion)

4. Answer sheet incorporating certitude measure.

5. Attitude test.

6. Sample of results of attitude testing returned to
course instructor.

7. Skill test.

8. Personal profile sheet.

ro

MARIELLA LARTER, R.N,
Subregional CCU Project W/ARMP
180 “U™ District Building

1107 N. E. 45th Street

Seattle, Washington 98105

Write:

CORONARY CARE NURSING EXAM.. .CONTENT AREAS
RELATIVE WEIGHTING, OBJECTIVES

CCU Concepts. . . relative weight 1
a: Synthesizes a concept of intensive coronary care in
relation to its implications for the professional nurse
b: Values the necessity for assuming responsibility and self-
direction for continued learning in CCU nursing.
Anatomy and Physiology. . . relative weight IIT
a: Comprehends basic anatomy and physiology of the
cardjovascular system
b: Interprets significant inter-relationships between the
cardiovascular, pulmonary, renal, and nervous systems
¢: Interprets significant concepts of stress.
Uncomplicated Acute Myocardial Infarction. .
VI
a: Synthesizes a concept of coronary artery disease in
relation to its implications for professional nursing care.
b: Develops a systematic approach to the assessment of the
individual patient’s status upon admission and in sub-
sequent days of hospitalization.
(content areas include: epidemiology; pathophysiology of
coronary heart disease; physiologic siress responses; psy-
chology of life-threatening diseases; history and classic signs
and symptoms of acute MI; cardiac ischemia as it relates to
relief of pain, anxicty, and administration of oxygen: dietary
modifications, activity restriction, fluid balance; planning
individualized care)
Diagnostic Tests. . . relative weight V
a: Analyzes the major diagnostic tools used in the diagnosis
of coronary heart disease in terms of their implications
for planining nursing care.

clative weight
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b: Evaluates the techniques used in the physical and psy-

chological preparation of the patient for diagnostic tests.
(content areas inctude: history and physical; serum enzymes,
ESR, WBC, temperature clevation; circulation time; chest
X-ray; serial EKG’s; heart and breath sounds; vital signs, CVP,
jugular veins, urine sp. gravity, 1&O0; nursing care plans
related to scheduling of tests; teaching plans to minimize
fear, discomfort, emergencies)

Complications of an Acute Myocardial Infarction (excluding
arrhythmias) relative weight X111

a: Applics the problem solving method to the identification
and treatment of the complications of coronary heart
disease:

. congestive heart failure

. cardiogenic shock

. acute pulmonary edema

. pulmonary-systemic emboli
. pericarditis

. cardiac rupture

. cardiac arrest

8. extreme emotional reactions

BowW N =

-~ O w

Flectrocardiography. . . .relative weight VIII
a: Synthesizes basis principles of electrocardiograph
serve as a basis for the evaluation of cardiac status of the
individual patient
(content areas include: electrophysiology; hemodynamic V8
clectrical properties of the heart; depolarization a0

y to
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repolarization of the myocardium; corrzlation of the electro-

physiclogy of the heart with the clcctrocardiugraphic tracing;

basic principles of polarity, amplitude, and configuration of
the PQRST in terms of lead axis and cardiac vector)
Equipment and Safety. . . relative weight HI

a: Applies fundamental principles of electrocardiographic
techniques to achieve maximum effectiveness and safety
of electrocardiographic monitoring and twelve lead cquip-
ment.

(content areas include: grounding; monitoring capabilities

and limitations as opposed to the standard EKG; essential

features; purposes and standaras of electrocardiographic
equipment; interference and means of eliminating it; how to
~use standard monitoring equipment: safety for staff and
patients with monitoring equipment)

arrhythmias. . relative weight XIX

a: Applies the problem solving methed to the identification
and treatment of the complications of coronary heart
disease, specifically cardiac arthy thmias.

b: Evaluates alterations in the electrocardiographic rhythm
strips and rhythms displayed on the oscilloscope accord-
ing to their significance to the patient’s total condition
and their implications for medical and nursing therapies,

c: Develops a systematic approach to the interpretation of
arrhythmias.

d: Utilizes the problem solving method in the treatment of
arrhy thmias.

(content areas include: arrhythmias by site of origin, effect,

treatment, and implications for nursing care)

Chemical Therapy. . . relative weight XIiI

a: Develops a systematic approach to the classification.
analysis of, rationale for, and the nursing implications
involved with chemical therapies in the treatment of
coronary heart disease and the frequently encountered
complications.

Other Therapy. . . .relative weight XIX

a: Appreciates the nurses role in the early recognition and
treatment of corditions that may precede life threatening
conditions.

b: Appreciates the importance of effective habit patterns in
the handling of emergency situations.

¢: Appreciates the importance of frequent review and
continued refinement of emergency procedures.

d: Develops a systematic approach to the identification and
treatment of cardiac emergencies.

e: Differentiates the nurses’ responsibilities in elective
cardioversion and the preventive use of pacemakers, as
opposed to the emergency situations involved with these
therapies.

f: Utilizes the problem solving method to determine
priorities in nursing care in the post-resuscitative period.

Rehabilitation. . . .relative weight VIII
a: Develops and communicates a nursing care plan that in-
corporates prevenrtative, therapeutic, and rchabilitative
aspects. .
b: Evaluates the patient’s CCU experience in relation to his
total life situation.

Determines implications for the planning of comprehen-

sive nursing care.

d: Values the role of the professional nurse in the health
team, especially in relation to her potential contributions
regarding the individual nceds of the patient and family
and continuity of care into the post hospitalization phase.

e: Reviews select basic nursing knowledge and skills in the
light of their implications for the patient with coronary
heart disease.

]

(content examples—vital signs, pulses, tracheal suctioning,
oxygen administration, respirators, patient positioning,
venipuncture, IV therapy and administration, rotating
tourniquet, skin care, passive exercising)

Summary of Content Arcas and Relative Weighting onboth pre
and post Tests:

CCU Concepts: 1/100
A-P: 3/100
Classic MI: 8/100
Diagnostic Tests 5/100
Complications: 13/100
Electrocardiography 8/100
Equipment & Safety 3/100
Arrhythmias: 19/100
Chemical Therapy 13/100
Other Therapy: 19/100
Rehabilitation: 8/100




A SYSTEMS APPROACH TO CORONARY CARE EVALUATION

Participants

Morton Robins - Moderator

Acting Chief, Study Design and Analysis
Staff

Regional Medical Programs Service

M. A. Rockwell, M. D.
Director, Rand Health Program
Rand Corporation

A Study of Coronary Care Unit Effectiveness
M.A. ROCKWELL

This report describes a continuing project conducted
by The Rand Corporation for the California Committees
on Regional Medical Programs (CCRMP) to measure the
operational effectiveness of coronary care units. During
the past two years the project, which began as a feasi-
bility study, has become a community action project
involving more than 100 hospitals. This report traces the
evolution of the study from its initiation up to the
present, describes what has been accomplished, and out-
lines future objectives.

Our study is based on the belief that every CCU
should continually monitor its performance. Data should
be collected describing patients admitted to the unit,
how rapidly they reached the CCU following their onset
of symptoms, their clinical course and treatment during
their CCU stay, and their clinical course and treatment
during their CCU stay, and their discharge status. Col-
lection and analysis of such data is necessary to ensure
that the unit is performing effectively.

In 1968, the CCRMP found that most CCUs were
trying to collect and analyze such data but many of the
units were having problems in their data collection.
First, development of the necessary data collection
forms and procedures proved to be too difficult for
many units. Second, many CCUs soon collected such a
large volume of data that it could not be analyzed by
manual techniques but required computer methods.
Most units did not have access to the necessary equip-
ment and expertise. Third, once the data was collected
and analyzed, it was often difficult to interpret because
there was no standard against which to compare the
results. It seemed desirable to allow each CCU to
compare its results with those of similar hospitals. Such
comparisons, however, required data collection and
analysis procedures to be standardized, a task obviously
beyond the capability of an individual CCU.

The CCRMP, aware both of the importance of col-
lecting performance data in CCUs and the difficulties
experienced by many units in collecting such data,
embarked upon development of a standardized data
collection and reporting system for CCUs. In December
1969, a contract was given to The Rand Corporation to
develop a prototype system and test its feasibility.
Medical guidance of the project was provided by the
CCU Steering Committee of the CCRMP.

During the past two years, a prototype data col-
lection form has been designed, tested and revised. On
January 1, 1970, a prototype data collection system
became operational and participation in the study was
opened to any California CCU that wished to partici-
pate.

The current system requires that about 100 items of
information be reported on each acute myocardial
infarction patient admitted to the CCU (only 10 items
of information are collected on non-MI patients). The
data forms are mailed to The Rand Corporation where
they are keypunched. Every three months the key-
punched data are processed by computer to produce
summary reports. Each hospital receives a 15-page report
describing the patients admitted to the unit and the out-
come of their hospitalization. Each unit can compare its
experience with that of the participating group as a
whole.

Preliminary indications are that the data collection
system has become an important part of the CCU
operation in many hospitals. Although participation in
the study is voluntary, the number of participating hos-
pitals reached 120 by June 1970. Thus, about two-thirds
of California’s CCUs are now involved in the study. In
addition, units from the Washington-Alaska RMP, the
Northern New England RMP and Missouri either have, or
are soon expected to join the study.

We believe that the study has had an important and
beneficial effect on CCU effectiveness. First, it has
helped some CCU directors improve the operation of
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their units by, for example, finding ways of speeding the
patient admissions. Second, periodic summary reports
have served as a focus for teaching conferences for CCU
physicians and nurses. Third, data collected by the sys-
tem have helped the CCRMP assess the effectiveness of
their nurse training program. Fourth, data collected by
the system should make it possible to investigate several
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ways of reducing the cost of CCU care without cop,.
promising its quality. These include: (1) using specially
trained CCU technicians to supplement nurses in the
units, and (2) using automated monitoring equipment (g
eliminate the requirement for continuous surveillance of
ECG monitors.
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EVALUATION OF INSTRUCTIONAL TECHNOLOGY PROJECTS

Participants

James E. Dyson, Ph.D. - Moderator
Director, Continuing Education Division
Colorado-Wyoming Regional Medical Program

Cecilia C. Conrath

Chief, Continuing Education and
Training Branch

Regional Medical Programs Service

James Barrett, Ph.D.
Continuing Education Division
Colorado-Wyoming Regional Medical Program

M. Gene Aldridge
Continuing Education Division
Colorado-Wyoming Regional Medical Program

William Engbretson, Ph.D.
President, Governor’s State University

Summary of Session
CECELIA CONRATH

The workshop session on Instructional Technology
was developed by the Colorado/Wyoming RMP. The
objectives of the session are given below in order of
priority.

1. To learn interests and needs of workshop partici-
pants for help in evaluation using instructional
technology.

2. To help participants learn functions of various
types of instructional technology, approaches to
evaluation of such technology and relative effects
of various approaches.

3. To present information on effective evaluation
procedures.

4. To develop an awareness of consultation/referral
resources nearby within region and on an inter-
regional basis.

The whole idea was to show how questions and
concerns can be quickly identified, how resources can be
located and used effectively, and to demonstrate that
the basic strategy of evaluation grows out of the needs
of the participants.

The session opened with a brief statement of the
status of instructional technology within RMPS by the
Chief of the Continuing Education and Training Branch
followed by an outline of the session by Dr. James
Dyson, Associate Director of Continuing Education,
Colorado/Wyoming Regional Medical Program. A prob-
lem census of interests and needs of participants was
conducted by Dr. James Barrett of the Colorado/
Wyoming staff.

While Dr. Barrett interviewed participants a written
recording of the answers was projected on an overhead
projector by Gene Aldridge also of the Colorado/
Wyoming RMP staff. This enabled a running inventory
to be kept in front of the participants as the session
progressed.

At the conclusion of the problem census a long
distance telephone conference was held with the follow-
ing consultants:

William J. Paisley, Ph.D.

Director, ERIC Clearinghouse on
Educational Media and Technology
at the Inst. for Comm. Research
Stanford University

Stanford, California 94305

Elizabeth Norman, Ph.D.
Associate Professor of Nursing
College of Nursing
Northeastern University
Boston, Massachusetts 02115

Rick Breitenfeld, Ph.D.

Executive Director

Maryland Center for Public Broadcasting
Owings Mills, Maryland 21117

Gerald W. Gaston, D.D.S.
OSRMP-CAI Project Supervisor
The Ohio State University
Columbus, Ohio 43210

David L. Bell
Box 488
Altadena, California 91001
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The results were not entirely successful because of
the small attendance at the session. This technique is
productive with a minimum of 10 and upward in an
almost unlimited number. There were only 5 partici-
pants and two left early.

Issues concerned with cost effectiveness of different
media, adaptability and conversion from one modality
to another, and status of evaluation research were
brought up during the conference call. Technical prob-
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lems; i.e. temporarily losing California participants anq
poor voice transmission interfered with the reception,

Gene Aldridge assembled kits of material on evy).
uation of instructional technology and learning theory
Bibliographies on the general field of learning, teachiné
with films, guides for TV teachers and considerations for
judging audiovisual presentation standards were among
materials distributed.
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EVALUATION OF PHYSICIAN EDUCATION

Participants

Daniet Fleisher, M.D. - Moderator
Director of Health Professions
Temple University

William B. Munier, M.D.

Staff Assistant, Continuing Education
and Training Branch

Regional Medical Programs Service

Summary of Session
WILLIAM B. MUNIER

The objective of the Special Interest session on
Fvaluation of Physician Education was to increase the
knowledge of the participants about the essentials of
sound educational projects. The methodology employed
was that of active involvement of participants in
deciding on what constituted a sound project. No evalua-
tion of learning was planned.

Specifically, three surrogate projects were presented,
one at a time. In each case, desirable and undesirable
aspects were listed, as volunteered by the participants
following review of the projects. Explanation and
analysis of the projects was led by the moderator, Dr.
Daniel Fleisher of Temple University, Philadelphia, as-
sisted by Dr. William Munier.

Two of the projects were poorly designed, and
contributed the bulk of the undesirable aspects. One of

the projects was very well constructed and contributed
the majority of desirable aspects. Following critique of
all three, a fairly complete list had been developed of
what constituted an effective project. It had been
developed by the participants themselves following
careful analysis of three projects representative of actual
RMP grant requests.

It was felt that the active involvement of the people
attending the session was more likely to increase their
knowledge than would a didactic presentation. The
actual proceedings at the session involved active debate
concerning which aspects were good and which were
not. Errors in judgement by a given participant — from
the moderator’s point of view — were quickly
lampooned by others. The resulting list at the conclusion
of the conference was educationally quite sound. Insofar
as no evaluation of learning was planned, the product of
the session was good, and all present participated
actively, the conference was subjectively judged a
success.

179




EVALUATION OF MULTIPHASIC SCREENING

Participants

Donald N. Logsdon, M.D.

Associate Director, Multiphasic Health
Screening Center

Department of Community Health

Brookdale Hospital Center

Frank R. Mark, M.D.

Chief, Operations Research and Systems
Analysis

Regional Medical Programs Service

Evaluation of Multiphasic Health Testing
DONALD N. LOGSDON

In the chapter entitled Evaluating the Quality of
Medical Care by Avedis Donabedian from the recent
book Presymptomatic Detection and Early Diagnusis by
Shark and Keen, the conclusion is reached that
“although the assessment of the quality of medical care
remains difficult and imprecise, there are several ways in
which one may arrive at judgment sufficiently valid for a
variety of administrative decisions”. Among the ways
suggested were “studies of the effect of greater precision
and detail in standards on the reliability and validity of
judgments (measurement)”. As applied to MHT the
current operating programs have attempted several eval-
uation studies which I will briefly describe and comment
on.

Dr. Matthew Tayback, in several meetings sponsored
by the U.S. Public Health Service in 1967-68, set forth
criteria which he suggested for determining the value of
Multiphasic Health Testing. He restated the proposition
that evaluation should rest on the success of attainment
of project objectives, namely, (1) per cent of target
sample reached (2) precision and accuracy of individual
measurements (Quality Control) (3) yield of screened
positives per major procedure (4) per cent of screened
positives who make contact with personal physician, and
(5) per cent of screened sample with minimum sig-
nificant benefit in health knowledge due to MHT.
Although it is highly pertinent and eventually critical to
consider cost-benefit characteristics or end results of
MHT, such data will not be forthcoming for several
years. In the meanwhile MHT technology needs to be
advanced on the principle of its cost-effectiveness and its
capability to efficiently process large populations.

Tayback considered establishment of a multiphasic
screening (testing) service to be based upon the follow-
ing operational model.

Therefore, evaluation of MHT projects funded
through NCHSR&D should proceed on three levels.

ACHIEVEMENT OF TECHNOLOGICAL OBJECTIVES

PHS was at that time proceeding on the assumption
that MHT is basic to the attainment of a national health
objective - periodic assessment of the health status of
each adult, 35-69 years of age. The system must undergo
continuous improvement resulting in added validity of
the health testing and in improved cost effectiveness.
Specifically, it was recommended that the achievement
of technological advances in MHT be measured by the
completion of defined tasks and with time specified end-
points. During the twelve month period, January 1,
1969 - December 31, 1969, the following tasks were to
be initiated and progress reports submitted by the end of
the period. These tasks are not a complete description of
the technical problems which need solution.

Glucose Tolerance Test

It is imperative to determine the relationship which
exists between the result of the abbreviated glucose
tolerance test as employed in MHT and standard oral
glucose tolerance test as performed in conventional
hospital or private laboratory centers.

The effect of time of day on the abbreviated tests
must be clarified.

Standardization of Norms

Interpretation of results from clinical lab tests, in-
cluding blood chemistry, hematology, and non-lab tests,
such as spirometry, by the practicing physician is diffi-
cult when the normal population ranges for a specified
measurement is not given in the report.
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i Target Population
A. Service inputs provided to a B. g OfP produces
of Specified Quantity
Specified Composition and
Quality Behavior
c. which when D. | Personal Physicians produces
Individualized interpreted by Utilizing the
Health Information in
Information A Specified
Manner
E. .
Desirable Benefits
Which Can Be
Specified
A standard procedure for reporting MHT results  Quality Control

should be adopted. The exact measurement obtained
should be reported and the normal range for the age, sex
and ethnic group category given.

Since the distribution of defined measurement by
age, sex, and ethnic groups has not been determined, this
should be developed as soon as possible.

Standardization and Documentation of
Computer Programs

Inefficiency (excessive cost) is generated by failure to
develop systems which can be replicated with minor
adjustments.

Existing computer monitoring of SMAIZ and VCG
interpretation needs to be validated with a view towards
selection of a standard program so that widespread use
can be made of the standard programs with minimum
further investment for software development in these
specified areas.

Cost Analysis

Major components of MHT needed to be defined.
Each component must then serve as a unit for the deter-
mination of cost.

Cost analysis data should be generated within the
next 12 months.

In view of the limited staff, this task should be
accomplished through a contract negotiated with an
interested and competent cost analysis service.
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Each major component of MHT requires a protocol
for establishment and control of quality of measurement
and test information generated. Each project should
develop a manual of procedures in respect to quality
control. PHS should then produce a standard manual on
quality control and annually update this document.

ACHIEVEMENT OF PROGRAM OBJECTIVES

Pending demonstration of benefits relating to reduc-
tion in disease, disability and age specific death rates,
MHT must receive process evaluation on the basis of the
attainment of program objectives and the cost-effective-
ness of services.

Such process evaluation will be possible by the
following strategy:

1. Each project should set forth the target population
it seeks to reach with its screening program and should
specify the fraction of the target population which it
proposes to reach.

2. Periodically (quarterly) demographic characteris-
tics of the screened population were to be reported to
PHS. Comparison of 2 with 1 will indicate the extent to
which the target population is reached. The minimum
set of variables for which information is sought should
include age, sex, race, income, occupation, source of
regular medical care, utilization of medical care within
past six months, date of last general physical examina-
tion, and follow-up results.
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3. The yield of significant positive findings per exami-
nation procedure for age, sex and ethnic groups will
permit assessment of the cost per abnormality detected.

4. The patient-physician contact ratio by major
screening classification type is 2 measure of the extent to
which significant screening findings receive follow-up
exams.

5. A survey of selected classes of the screened popula-
tion, prior to and following the date of visit to the
screening center could provide suggestive clues relative
to the health attitude and knowledge of consumers and
could provide information of consumer reaction from a
single exposure to MHT (a consumer study).

6. A questionnaire survey of physicians, who have
received MHT reports, with a view towards determining
their attitudes and knowledge of the usefulness of MHT
would complement information obtained through 5.

ACHIEVEMENT OF LONG RANGE OBJECTIVES

Control of clinically significant chronic disease and
prolongation of life are end results of MHT which can be
demonstrated only by ambitious research involving
careful prospective follow-up of large samples of adults
over long periods of time. Such a project is under way at
the KaiserPermanente medical service in and around San
Francisco.

It was recommended that aside from Kaiser-Perma-
nente, no extensive investment of funds should be made
at this time to demonstrate long term effects of MHT.

PROCESS EVALUATION

The Brookdale Hospital, Multiphasic Health Screen-
ing program has been a successful demonstration of
AMHT. The questions now to be answered are: What
difference does MHT make in the delivery of health
services in an urban environment? Can MHT become an
effective component in a primary health care system? [t
was established by PHS support to test the feasibility of
operating a MHT program in an “open” medical care
system with an adjacent poverty population.

In order to answer these questions it would be neces-
sary to “close the information loop” by establishing a
Follow-up Clinic which would have enabled the program
to gecomplish the following:

1. Provision of the necessary follow-up medical evalu-
ation and management for the screened poverty popula-
tion.

2. Validation of the screening results by comparison
with results of diagnostic studies for the poverty popula-
tion by Follow-up Clinic physicians.

3. Documentation and evaluation of the experiences
with this type of health service as compared with the
existing health services of the Hospital Ambulatory Care
Program. A central record system would enable monitor-
ing of the two types of care.

4. Further utilization of paraprofessional personnel
and instrumentation in health care. The use of physician
assistants, nurses, technicians plus hardware can be
tested.

The above factors are considered important in assess-
ing the difference MHT makes in the delivery of health
services. It is recognized that the addition of a Follow-up
Clinic would not alone provide an answer to the ques-
tion of benefits in terms of biologic outcome or end
results. However, as the methodology for this type of
evaluation is adequately developed, a prospective longi-
tudinal study of morbidity, mortality, and disability
could be attempted.

We began to evaluate MHT at BHC as part of a
primary health care system at intermediate points and to
determine feasibility of assessing end results.

In December 1969 a subcontract was signed and work
begun for biostatistical retrieval and analysis of the data
on the 14,000 screenees processed at the Brookdale
Hospital Center MHS program from the beginning in
February 1968 through October 1969. Initially, the data
were examined in terms of frequency distribution for
continuously distributed quantitative variables by age,
sex, and ethnic background. Dichotomous qualitative
variables were tabulated and percentage positives calcu-
lated also by age, sex, and ethnic background. Measure-
ments of central tendency and variation were performed
on continuously distributed measurements. This included
mean, standard deviations, median, 5 and 95 percentiles.
The number and percent of screenees with clinically
significant overt and occult abnormalities based on
currently acceptable critera was determined also by the
variables of age, sex, and ethnic background. Investi-
gations will also be made for correlation analysis, i.e.,
history vs. test results, and screening results vs. physician
diagnosis. This effort has been successful for Brookdale
MHS and should have application to other demonstra-

tion programs in MHT.
Problems of data retrieval and analysis include:
1. Quality of input-measurement and keypunching

Errors.

2. Storage on historical tapes, i.e., completeness and

documentation
3. Retrieval - group intervals, criteria of normal,

abnormal.




4. Analysis - Mean or median, standard deviation or
percentile, test of significance.

An economical evaluation can be approached by cost
per test as indicated in the cost finding protocol for the
past project year. The SRI method is being tested.

Effectiveness is being evaluated in terms of the yield
of unknown and uncontrolled occult and overt condi-
tions detected at the MHT Center. This, of course, is
related to the prevalence of disease in the target popula-

tion. High yields are expected for certain conditions in -

poverty populations, groups, due to prevalence and the
lack of adequate medical care, e.g., rates for hyper-
tension and hypertensive heart disease. The methodo-
logical problem of determining “unknowness” can be
solved by the use of questionnaire information from
patients rather than from M.D.s. Efficiency is being
calculated on the basis of the cost per positive screening
test and cost per valid diagnosis. Of course the latter is
dependent on adequate follow-up reporting. These eval-
uation efforts should be performed as the program
activities are carried out. Simultaneously, the end-result
evaluation is being explored for feasibility in an environ-
ment which prohibits randomization into study and
control groups for longitudinal study. Present plans
could include labeling a sample of the screened poverty
population for monitoring over time and comparing
their experience in morbidity, mortality, and disability
with non poverty population and/or national statistics
for the same age, sex, and ethnic group.

For preliminary results for total population see
Appendix I.

Determine the cost of MHT in a Primary Health Care
System:

1. The Brookdale MHSP, as a result of the SRI Cost
Finding Study of AMHT has begun to examine the cost
of the total program. Information is being collected on
the total expenditures for this program through the
Brookdale Hospital Center business office. However, it is
apparent that a true cost analysis of this program will
require the establishment of bookkeeping - cost account-
ing procedures separate from the Hospital System in
order to identify the various costs involved. In addition
to the usual itemns that are included under direct cost, it
will be necessary to itemize those costs involved in
recruiting the target population to utilize the facility and
the follow-up activities.
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2. In regard to the latter, the input for a time-effors
study has been built into the computerized module for
support of follow-up activities. These components mygt
be costed out in a AMHT in addition to those items
included in the recent reports on costs of the Kaijser.
Permanente MSP in the New England Journal of Medi.
cine. These additional items will obviously increase the
cost of AMHT programs involved in motivation ang
follow-up and the question to be answered is how much.

In addition, a cost effectiveness report can be pre-
pared for the follow-up activities wherein comparison of
costs for furnishing the follow-up services using alter-
native methods will be used with the objective of being
able to minimize the resources expended and maximize
the number of individuals receiving medical follow up.

Investigate Consumer and Physician Reaction to
AMHT:

1. During the 1969 project year 50% of the individ-
uals screened resided in the Hospital’s core area, and
25% were Black or Puerto Rican. A number of tech-
niques for increasing registration from the hard core high
priority areas were tested. Good progress has been made,
but it is apparent that “hard” data on the behavior
factors are necessary to improve performances beyond
this point.

Similar considerations are involved in improving the
70% figure for successful follow up.

The data generated by the screenee process must be
evaluated by a physician in the context of his examina-
tion of a specific individual. The physician’s knowledge
of and attitude toward AMHT therefore becomes of
central importance.

The staff of the Brookdale MHSC is actively engaged
in assisting the research group at Columbia University
School of Public Health and Administrative Medicine in
the development and implementation of two relevant
studies: Consumer Reaction to AMHT #HSM
110-69-212, and Physician’s Attitude Toward and
Acceptance of AMHT #HSM 110-HSRD-57 (9).

2. The Physician Attitude Study is designed to

determine:

a. What are the social and psychological factors
which affect the physician’s cooperation with, his
acceptance of, and his behavior concerning the
MHT at Brookdale, including those factors which
facilitate his utilization and acceptance of the
service, as well as those factors which are barriers
to effective utilization?
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b. What factors differentiate those physicians who
actively participate and accept the screening pro-
gram from those who do not, and what factors
differentiate those physicians who change their
attitude and behavior concerning AMHS?

¢. How can an automated system such as multiphasic
screening be made more useful and acceptable to
the practicing private physician?

d. How do physicians adapt their practices to an
automated health testing program?

e. What inferences can be drawn from this specific
study to the more general area of physician’s
response to automation in medical practice and
what impact does it have on medical practice?

In order to perform this type of study the project
must actively engage the support of the local Medical
Society. This can present a difficulty.

The study of physicians’ reactions to automated
multiphasic health screening presently provides for an
initial and a follow-up survey 10 months later of 1200
physicians in Kings County, New York. The two inter-
views will determine their attitudes, knowledge, and
utilization of the Automated Multiphasic Health Screen-
ing Center at Brookdale Hospital in Brooklyn, New
York.

The re-interviews were intended to concentrate on
changes in attitudes, behavior, and perception of auto-
mated screening resulting from exposure to the program.
When the study was planned it was anticipated that at
the time of the first interview, at least half of the
doctors would in the interim become exposed to the
Brookdale program and, as a consequence, alter their
image of it.

However, results of the first wave of interviews indi-
cate  that diffusion of the screening program has
occurred more rapidly than anticipated. This fact has
bearing on the timing of the re-interviews and in part
motivates this suggested modification.

Of the first 712 completed interviews, only 101
physicians have not been exposed to the program (86%
were exposed). There is no reason to expect that the
remaining interviews will show much departure from this
7:1 ratio. Therefore, we cannot expect dramatic changes
between the first and second interviews as a result of
contact with the program. Some early results from inter-
views of doctors follows:

In your opinion, did the summary contain more information
than was necessary, just about the right amount of information,
or not enough information?

More information than necessary . ......... 123 39%
About right amount of information ......... 133 42%
Not enough information . .. ............. 59 19%

315 100%

How easy was it for you to follow the general layout of the
summary? Was it very easy, fairly easy, somewhat difficult, or

very difficult?

Very €a5Y o v v i et e e e e 111 34%
Fairly easy . oo it e e e 112 34%
Somewhat difficult .. ....... ... ... ... 70 22%
Very difficult . ... ... .. 32 10%

325 100%

In your opinion, should the normal range of results be indi-
cated on the summary?

YES e e e 290 90%

NO i e e e e _ﬂ 10%
321 100%

Was the blood glucose test and result clear to you?

Y S e e 280 90%

NO e e .30 10%
310 100%

Was the histogram arrangement of the hearing test results
clear to you?

Yes oo 186 63%
NO i 111 37%
297 100%

How useful was the medical history questionnaire? Was it
very useful, somewhat useful, not very useful, or worthless?

Veryuseful . ... ... ... .. 34 12%
Somewhatuseful . ..................... 92 34%
Notvervuseful .............. ... ... ... 92 34%
Worthless . ... .. ie e et 55 20%

273 100%

What did you think of the fraction arrangement of positive
responses by body system? Did you think this was a good way of
presenting the medical history information or not a very good

way?
Goad WaY ot e e e e 127 50%
Notaverygoodway .................. 127 50%

254 100%
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How helpful did you find this reference manual in reading
the patient summary? Did you find it very helpful, or somewhat
helpful, or not at all helpful?

Vervhelpful .......... .. ... i .. 75 44%
Somewhat helpful . .................... 74 43%
Notatallhelpful ...................... 23 13%

172 100%

Now about what you think should be done by screening
programs like Brookdale’s. Do you think that a screening pro-
gram like Brookdale should be free of cost to examinees or
should there be a charge?

Shouldbefree .............. ... 152 50%
Shouldbeacharge ...........coveunnens 152 50%
304 100%

Do you think that a screening program like Brookdale should
refer both normal and abnormal patients for follow-up by a
physician or only patients with some positive condition?

Both normaland abnormal  .............. 241 67%
Positive conditiononly . ................ 103 33%
344 100%

Clinical Laboratory Quality Control Studies:

After several attempts over two years, there has been
relatively little success in providing assistance to the
Clinical Labs in AMHT for developing a sufficient pro-
gram of quality control. The Clinical Chemistry Section,
NCDC, has repeatedly demonstrated their interest in
providing this support, but various bureaucratic delays
have prevented any progress. The problem of assisting
these labs remains, and a modest beginning is proposed
for the next project year.

This effort would initially consist of a six-month
study and evaluation of AMHT interlaboratory standard-
ization utilizing the Brookdale Hospital Clinical Lab as a
starting point, and then extending the protocol to
include the other AMHT labs. The brief outline that
follows describes the activities and resources required:

Study and Evaluation of AMHT Interlaboratory
Standardization:

Preparatory efforts — Brookdale AMHT and NCDC
through individual and group interaction.

a. Develop recommendations for reference method-

ology, enzyme units.

b. Anticipate problems in SMA technology and

calibration.

c. Design and prepare Multiphasic Text Panel for the

eucidation of methodologic, technical, and cali-
bration problems. Check stability of materials.
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Pretest in local laboratory. Example: cholesterg]
study.

d. Design general outlines of AMHT internal quality
control system: calibration, serum monitor,
laboratory responses; design a system of external
evaluation.

OTHER STUDIES OF MULTIPHASIC
HEALTH TESTING

1. HIP - Utilizing MHT to define the health status,
practices, and attitudes of a defined poverty population
covering a broad age range (12 yrs. +) from an absolute
standpoint and relative to a nonpoverty group in the
same medical care environment. Action to modify
adverse aspects of the health components is to be insti-
tuted and evaluation is in terms of change as compared
with what occurs in the non-poverty group. An under-
lying question is whether through the MHT program and
activities generated by it, the anticipated gaps between
the two groups can be narrowed.

The program expects to begin processing patients in
November 1970.

2. Meharry Medical College MHT Project - Evaluation
of this project will be performed as part of the study on
comprehensive health services by Dr. Sam Wolfe.

3. North Florida RMP, Gainesville, ,Florida, Dr.
Richard Gordon and Co-workers.

In summary MHT is a complex, relatively expensive,
experimental system of health services. Evaluation in
terms of program effectiveness and efficiency is feasible
but the methodology for successful end result or out-
come evaluation has yet to be demonstrated for the total
system. MHT is adversely affected by two circum-
stances:

1. Tt appears too easy and glamorous which is
probably the result of over-selling the technological
developments, when in fact there are multiple techno-
logical problems still to be solved. The major program
problems involve the recruitment of the target popula-
tion and providing adequate follow-up for the individ-
uals tested.

2. The latter relates to the major uncontrollable vari-
able in assessing the value or benefit of MHT and that
being the lack of proven therapy for most of the chronic
conditions detected.

After struggling with evaluating MHT for several years
I usually caution people about trying to implement this
system of health services and especially to think through

~ the planned evaluation,
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absolut, v NUMBER AND PERCENT PREVALENCE OF CLINICALLY SIGNIFICANT ABNORMALITIES
i ¢ i ON 13,000 SCREENEES
pinthe THE BROOKDALE HOSPITAL CENTER
mOdlfy MULTIPHASIC HEALTH SCREENING CENTER
be insti. FEBRUARY 1968 - NOVEMBER 1969
Smpared
n under- Test Brookdale Hospital Center Kaiser Permanente®
ram Total all ages Total all ages
and No. % % Cost
between
Blood pressure >160/95 . .. ... ..o 4058 31.5 4.1 ‘
tients in f
Flectrocardiogram . . . ...« oo oo oo v oo 3203 25.0 173 $5.90
aluation CHESEXATAY + v e e e e oo e e e e 1053 8.8 74 6.20
tudy on
Cervical cytology, IIT . .. .. ..o oo e 8 A3
la, Dr.
’ Visual Distant >20/40 . . . .. ..o 1917 149 15.8 1.85
sensive, acuity:Near 2>20/50 . ...... ... e e 817 6.8
tlor{ in Tonometry:
feasible >21.9mmHg: OD ..o 545 4.7
or out- OS5 o it 659 5.7
1€ total
: >238mmHg: OD ... ... 194 1.7 0.3 183.00
sdrcum- <
OS i e 255 2.2
. . Spirometry:
Hch B Pred FVCKB0% ..vneiciiee e 2505 24.1 22 14.10
logical - Pred. MVV<80% ..o oveven e e 2327 22.4
.echno- "
rogram Audiometry >30db ..o 3050 28.3 16.2
sopula- |
pu‘a Dental: Teeth, poor 0T bad. <. v e v evoenn 1454 117 |
ndivid- X-Ray
Fdentulous . . . v e v v v v oo oncm oo 1333 18.0
le vari- Alveolar bone losssevere . .. ... ... .. 1439 19.5
«d that Other X-Tay abN. .+ v o v v v v v mae v v oo s 8785 37.8
hronic
Cytology IIFIV . .. .. oo e 31 25
| years *NEJM Vol 280 No. 9 p. 459-463
at this
irough
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CLINICAL LABORATORY TESTS
Tests Abnormal limits Clinically significant abnormalities
Brookdale Hosp. Center Kaiser Permanente
Total all ages Total all ages
: No. % % Cost
1 Hemoglobin:
Females .- ......... PP <12gms. % 737 9.5 10.3
Males . . o oo v e it e s <13 ¢gms. % 249 5.3 3.1
Total . .. i i v e e e 986 1.9
Hematocrit:
Females . ..o v v v v v v e eeennnos <38% 614 7.9
Males . . o e e <40% 122 2.6
| WBC . it e e e e <4 & >12,000/ 34 2.2
: cu mm
RBC:
Females . . oo v v e v oo ennannn <4.2m
Males . oo oo e e et e e <4.5m
Cholesterol:
>95 percentileforage . .. ... ... e 622 5.0
O T S 235 5.0
FemMales . . o v v et ee e ot oo r s s e e 387 4.99
VDRL . e e e et e e e e e Positive 81 7 1.5
Urine:
Culture:
Females . .. vv v v o me e >16 col. 679 8.8 3.3
Males o v o v o e e e > 16 col. 63 1.5 0.4
GIUCOSE .« o v v v e e e e e e e e e s 1+ to 4+ 780 6.3 8.2
Protein .. ... .. . i 1+ to 4+ 550 44 6.4
ACCIONE . o v v v wm e v e an e n e 1+ to 3+ 155 1.2
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EVALUATION OF STROKE — REHABILITATION

Participants

Jerome Tobis, M.D. - Moderator

Chairman Department of Physician Medicine
and Rehabilitation

University of California at Irvine

Charles M. Wylie, M.D.
Professor, Public Health Administration
University of Michigan

Bertram L. Tesman, M.D.

Assistant Coordinator, Stroke Program

California Regional Medical Program —
Area VII

B. Lionel Truscott, M.D.
Director, Stroke Program
North Carolina Regional Medical Program

Philip A. Klieger, M.D.

Assistant Director for Organizational
Liaison for Stroke and Rehabilitation

Regional Medical Programs Service

Evaluating Stroke and Rehabilitation Programs:
An Overview

CHARLES M. WYLIE, M.D.

At this late stage of the conference, evaluation is no
longer an attractive and novel word. The discouraged or
bored may suspect the reality of the Turkish proverb: If
a stone falls on an egg, alas for the egg; if an egg falls
on a stone, alas for the egg. If we fail to evaluate our
program, alas for the program; if we do evaluate our
program, alas for the program.

To evaluate or not to evaluate - that is not the ques-
tion for those of us who wish to continue working in
RMP’s. Society has always advised us to be critical of
what we do. The saying, all’s well that ends well,
reminds us that even centuries ago activities were
considered good primarily when their outcomes were
good. Thus the salient question is: how can evaluation
be a constructive force which improves programs rather
than a destructive force for the eradication of programs?
It will destroy, for example, if it uses criteria which are
so strict that we cannot meet them. It will also destroy if
it uses so much of our resources that we have little left
to run good programs.

Must evaluation affect us adversely, however ? It will
if we insist that it be completely free from stress. It will
if we expect it to resemble the French view of love, a
pleasant diversion between meals, or even more the
Swedish view, a pleasant diversion during meals. But
evaluation won’t harm us if we expect and accept

moderate stress, and use that stress to galvanize us into
improvements rather than into fits of depression. This
might be regarded as the power of positive thinking
about evaluation.

WHO SHOULD DO THE EVALUATION?

First, a brief word about the site of evaluation. To
increase the likelihood of acting on the findings, it seems
essential that the effect of RMP’s on the national health
levels be assessed by those working in the federal office,
the effectiveness of regional efforts be evaluated by
those in regional offices, while the evaluation of local
programs be carried out by local personnel. Too often in
their health activities federal personnel evaluate state
activities, states evaluate the local picture, locals don’t
evaluate, and little change occurs. Fortunately, RMP’s
have learned from mistakes made elsewhere.

The evaluation findings are more likely to be acted
on when program personnel evaluate the effectiveness of
their own activities. Examining evaluation realistically,
however, we must admit that the first priority of the
agency staff is to continue the program; program im-
provement is only a secondary goal, and destroying the
program is their great fear. They may often feel that
“conventional wisdom” from which the program arose is
more important than negative evaluation data. They will
correctly add that some decisions must be political and
humanitarian, neither of which viewpoints is considered
in evaluation.
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The likelihood of corrective action may be lower
with an outside evaluator, who may have other biases.
He may view evaluation as a chance to test theories or
methods which interest researchers. He may suspect the
evaluation effort, perhaps from bitter past experience, as
designed to give the program a legitimacy which it does
not deserve. He may suspect further that a critical evalu-
ation will be ignored, or that negative outcomes will be
quietly forgotten so as to ensure the growth of future
funds. Such events, we may hope, will be rare in RMP’s.
In evaluating stroke and rehabilitation programs, our
efforts are likely to aim at three levels of information:
1. Changes in resources, including the number or
quality of trained personnel.
2. Changes in the activities produced or the work
performed by these resources.
3. Changes in the end results of these activities.
Let us consider the strengths and weaknesses of each
level of evaluation.

RESOURCE CHANGES

RMP funds may improve the quality, quantity, or
both, of facilities, personnel, knowledge, or other re-
sources involved in producing stroke and rehabilitation
activities. A new hypertension clinic may be supported
to prevent stroke, another clinic established for the early
detection and treatment of transient ischemic attacks.
Health personnel may attend new courses which review,
for example, the optimum care of stroke patients. More
rehabilitation personnel may be recruited to consult
with personnel in home care programs or extended care
facilities.

If RMP personnel document that such resources have
been changed, but go no further in the evaluation effort
(like some annual reports in the past), they imply that
these changes will inevitably improve patient care.
However, there are too many skeptics among politicians,
the general public, and the health professions to expect
that such a primitive evaluation, with its possible but
still unproved assumption, will go unchallenged. Too
many clinics improve the care of small numbers of
patients who are already under care, but have no impact
on the large burden of neglected disease in the surround-
ing community. Too many health personnel may fail to
act on new information, obtained in courses, or may
return to environments in which they cannot apply their
new knowledge. Too many rehabilitation personnel must
provide minute doses of advice or care to their large
caseload of personnel and patients. All of these relate
both to the EFFECTIVENESS of what we do (the

extent to which we attain our objectives), and to the
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ADEQUACY of what we do (how much of the entire
problem we are likely to overcome).

Documenting a change in resources is a step which
can be swift and cheap; in our concern to “get on with
the job,” it is only too easy to stop evaluation at this
point. To ensure the long term survival of RMP’s, how.
ever, and to gain information on how our programs may
be improved, we must regard this as only the first step in
providing more convincing information on the value of
stroke and rehabilitation programs.

ACTIVITY CHANGES

Many activities are held to be desirable when they
seem likely to delay the onset of stroke or improve the
function and speed the recovery of stroke patients. An
effective change in resources, as described above, will
result in more of these desirable activities; we should
show that this has truly happened. The process of evalu-
ation becomes more complete and impressive when it
shows clearly that the new or improved resources have
truly raised the output or quality of activities as well.
The steps to collect these data must be planned before
the resources are changed. This advance planning makes
it possible to contrast the activities before and after the
change occurs.

Let us take the situation where an educational pro-
gram has been shown effective in improving the knowl-
edge of the participants. We wish to show that this
change in resource produces a change in subsequent
activities. One goal of an educational program may be,
for example, to encourage physicians to make better
diagnoses on their hospitalized stroke patients. A
regional committee of experts or of peers, let us say, has
determined the content of the optimal diagnostic
examination. The purpose of evaluation will then be to
show that physicians taking part in the educational pro-
gram perform an examination which is closer to the ideal
after than before the program. Is such a step feasible?
When physicians may frown on taking a test of knowl-
edge and attitudes before and after the educational
course, they will not rush to welcome an effort to assess
their methods of diagnosis. Compromises may be

needed, and we may have to monitor changes in groups
of health professionals rather than changes in the ac-
tivities of individuals.

CHANGES IN END RESULTS

Expert committes have been known to err in the
past, and a change towards “optimal” care may not in-
evitably improve the health of the recipients of care. It is
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essential, therefore, that some RMP’s try to show that
pealth status is raised when a change in resources is fol-
owed by more optimal activities. The evaluation of
changing health status has been reviewed in an earlier
workshop, and it is only too clear that this effort is
primitive and difficult. It seems likely, for example, that
most outpatient care must be evaluated in terms of ac-
tivities, since few tangible end results exist.

Case-fatality ratios are high in the acute stage of
stroke. An improvement in diagnosis and treatment
should be reflected in lower death rates among patients
in general hospitals. This will not be the only change in
end results, but it is the change which is most readily
monitored. Moreover, it is a change which should occur
at the same time as the change in activities, and will not
be delayed for years after the onset, for example, of
effective educational programs. We must have a different
time perspective for programs of primary prevention,
however, and [ shall discuss this in the next section.

In the field of rehabilitation, many measures exist to
reflect changes in the physical status of patients. Most
indices are based primarily on activities of daily living;
they range from those which describe a functional
profile of each patient to those which give one overall
score to reflect the degree of impairment. Most scoring
procedures seem to be repeatable, but little attention has
been paid to their validity. The fact that no single
method has been used widely may suggest that each has
serious inadequacies. Nevertheless, we cannot wait for
perfection to occur; it is probably true that any one of a
number of indices is better than none at all, and can
contribute much to evaluating the end results of rehabili-
tative care.

PRIMARY PREVENTION OF STROKE

Primary prevention of stroke involves those measures
taken to prevent the onset of cerebrovascular disease.
From the more distant viewpoint, however, cerebro-
vascular disease is merely a part of the natural course of
hypertensive and atherosclerotic cardiovascular disease.
Since these conditions begin at a young age, preventive
measures before onset are difficult to institute. In
practice, therefore, what we label primary prevention is
the taking of preventive measures before symptoms
begin of cerebrovascular disease.

Probably the technic with the strongest scientific
support is the early detection and active treatment of
hypertensive disease. How should we proceed to evaluate
this effort? We must first form the realistic perspective
that primary prevention is a long-term investment. The

cases prevented are mainly those which will develop
symptomatic stroke some five, ten, or twenty years
later. To expect an immediate and measurable fall in
hospitalization rates or mortality for stroke is to expect
too much of primary prevention. In its first few years,
this program must be evaluated in terms of its inter-
mediate activities and short range goals, the early detec-
tion and effective treatment of patients with hyper-
tension. Primary prevention is liable to be wrongly classi-
fied as ineffective if we evaluate it by an immediate fall
in incidence.

The benefits of primary prevention must be balanced
against the costs involved in this process. What must we
include among the costs, in addition to the more obvious
steps? Certainly we should include the costs involved in
diagnosing the false positives, the referrals who are
diagnosed as normal by their physicians. Probably we
should include the costs involved in diagnosing and
treating hypertensives who do not respond to care, or
who respond adversely to it. And if we wish to be strict
with ourselves, we should also count against the program
the cost of diagnosing those who are confirmed to be
hypertensive, but who are given no active treatment;
reassurance, supervision, and periodic office visits have
no magical ability to control the adverse effects of an
elevated blood pressure.

COMPARISON GROUPS

[f evaluation were partly a research activity, pro-
ducing new knowledge that can be applied to many
similar situations, evaluators would have to insist on
strict control groups with whom study groups could be
compared. Evaluation efforts have the more practical
aim, however, of showing whether or not a specific
endeavor is reaching the goals which have been set for it.
Its generic value has secondary importance; the evalua-
tive study does not have to show that other similar
endeavors are likely to be effective. Thus evaluators do
not feel compelled to use the rigorous methods and
strict controls of those involved in experimental re-
search.

Nevertheless, evaluators must show that activities
change and end results improve because of the program
being evaluated, and not because of an artifact occurring
throughout the region. The evaluation effort must
usually involve, therefore, a facility or group of patients
which have not received the service being evaluated.
Such a comparison group need not resemble the treat-
ment group so closely as it must in an experiment. It
must be similar enough, however, to be exposed to the
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same extraneous factors which could produce the
changes under study. “Before and after” studies become
much more successful evaluation efforts when they show
that the change occurred only in the group under study
and did not occur in a somewhat similar group, perhaps
located in a different institution or community.

CONCLUSION

To seek a graceful end, perhaps I should tell you that
around 160 A.D. the Roman emperor Marcus Aurelius
gave this advice: “Thou hast embarked, thou has made
the voyage, thou are come to shore; get out.” At that
time, sailors feared to test the effectiveness of their
navigational efforts by jumping ashore promptly. They
knew only too well the uncertainties and errors involved
in sailing in those early years, and feared the unpre-
dictable welcome that might greet them on foreign
shores.

In the 1970, we may still expect some voyagers in
the ships of stroke programs and rehabilitation to be
slow to leave their vessels for fear that they may have
reached wrong and hostile shores; even more reluctance
to evaluate the situation may stem from doubts that the
vessel has actually left the port of embarcation; and
perhaps most reluctance to assess progress will stem
from realizing that it takes more than a brisk jump
ashore to determine whether we have or have not
reached our goals.

An Evaluation of a Stroke Program
in California

BERTRAM L. TESMAN,M.D.

Area VI of the California Regional Medical Pro-
grams consists of Orange County and, for this specific
program, Long Beach. This area incorporates approxi-
mately two million people and includes 35 acute hospi-
tals and approximately 75 extended care facilities. To
promote effective treatment of patients with stroke, a
training program has been set up at Memorial Hospital of
Long Beach. Although all disciplines of rehabilitation
ideally are involved in stroke, the basic core of the
stroke team concept as implemented in Area VIII con-
sists of physician nurse-coordinator and physical thera-
pist. Each hospital in the Area is invited to send these
three members of the health team to Memorial Hospital
of Long Beach to take special stroke training; back-up
teams also can be trained. Hospital administrators also
are encouraged to attend the training session. The
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physician takes an intensive two-day course; the nurge
has three weeks of training; and the physical therapist
has two weeks. As of September 1970, seventeen teams,
plus selected guests, have been trained in Memorig]
Hospital of Long Beach.

The medical faculty to train these stroke teams ip.
cludes specialists in all aspects of the stroke problem,
The paramedical faculty includes all standard rehabilita.
tion disciplines, i.e., physical therapist, occupational
therapist, nurses, speech therapist and social service
workers.

After completion of the training program the core
returns to its own institution to utilize the team
approach and to train fellow workers in the method-
ology. As a result of this experience, the team members
have improved not only their own expertise but also
their awareness of the techniques of the other disciplines
in dealing with stroke problems.

The stroke team training divides stroke care and
rehabilitation into three phases. The first phase, Phase I,
provides the supportive care to the patient until his vital
signs have become stabilized. This includes passive range
of motion exercises, proper positioning and meticulous
skin care. The second phase, Phase II, consists of a multi-
phasic patient evaluation and implementation of an
active rehabilitation regimen designed to meet the
individual’s specific needs. The last level of care, Phase
IHI, essentially is a continuation of the second phase, but
emphasis is placed on the post-hospital needs of the
stroke victim.

The nurse-coordinator is the catalytic agent among
the various modalities in the stroke team. She visits and
assesses each new patient in her facility, initiates Phase I
at the physician’s request, assists in developing the
patient care plan with the attending staff and demon-
strates proper care techniques when indicated. In addi-
tion she is prepared to complete forms which are
intended to elicit data for the stroke registry in Area
VIIL

The physician is the medical coordinator of the
stroke team who is responsible for leading the patient
care conferences. He serves as moderator at staff meet-
ings when stroke data at his particular hospital are re-
viewed and analyzed. He will be available for consulta-
tion about the team approach to care of stroke patierts
for other members of the medical staff at his facility if it
is requested.

The physical therapist is responsible for a continuing
assessment of all the stroke patients in the hospital and
he helps establish their active rehabilitation programs.
He also is available to all staff members for consultation.
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Presently, one year after the team training was
initiated, an assessment of the stroke teams in Area VIII
reveals that only one hospital has an active program. We
would like to discuss some of the difficulties and obsta-
cles we have identified as a result of the evaluation and
we also would like to discuss our resultant plans for
increasing the number of effective stroke teams in this
Area.

The problems we confronted when attempting to
initiate the program were numerous. One year elapsed
between the time Area VIII submitted the grant and
funds finally were available. This posed a recruitment
problem for us. Although I had visited every acute
hospital in this Area and discussed the program with
administrators, by the time the project was funded many
changes had occurred in all levels of personnel. There-
fore, most of the commitments for placing staff in the
training program were no longer valid when the course
actually began; so, again, we have to begin a recruitment
program. Moreover, as a result of the change in fiscal
policy in Medical and Medicare funding, there was 2
marked curtailment of available monies to extended care
facilities in our Area. This not only makes it economi-
cally impossible for them to send staff for an extensive
training program, but also limits their ability to provide
optimum rehabilitation in their own facility.

Although the team concept in rehabilitation is not
totally new to the field of medicine, it is a new approach
in many of the hospitals in this Area. Because of the
emphasis placed on the active involvement of all team
members some of the physicians reacted to the program
with diffidence. Also, many of the nurses felt uncom-
fortable about suggesting the proper level of care to the
doctor as the patient’s physical needs changed.

Analyzing all of these difficulties, we believe we now
have some practical solutions. First, a follow-up faculty
is being organized to aid and supervise the already
trained stroke teams in their own institutions. This
follow-up team will consist of a nurse and appropriate
therapists to aid and help organize the individual stroke
teams within the hospitals. They will remain in an acute
hospital for approximately two to three months until
the training of all personnel has been accomplished,
team conferences and other aspects of the team
approach are underway and the total team feels
confident in their activities. They also will discuss the
entire program at staff meetings to orient the physicians
in the new rehabilitative techniques. In this way we hope
to stimulate the physicians as well as the hospital per-
sonnel to institute the team approach to stroke care. At
the conferences, which will be on a weekly or bi-

monthly basis, the personnel from the surrounding
extended care facilities will be invited. It is hoped that
personnel in the facilities will become more aware of
complete stroke rehabilitation and also that the physi-
cians on the staff of the acute hospital will become cog-
nizant of those extended care facilities which are willing
to cooperate in giving better care to their patients on
discharge from the acute hospital.

We also hope to develop a mobile van unit which will
transport a stroke team to the various extended care
facilities in our community in an attempt to introduce
the phases of rehabilitation that we have been teaching.
We hope that this demonstration pilot project may serve
as a model for other communities to augment rehabilita-
tion care where it is not available.

In addition, we have instituted a stroke volunteer
training program. Ten volunteers have begun a two-
month intensive training program utilizing a carefully
selected faculty representing all disciplines of stroke
rehabilitation. These volunteers will function in a capa-
city to aid in the resocialization of the stroke patient
and, whenever possible, will assist him in his rehabilita-
tion program under the guidance of the special therapist
following the patient’s discharge from the hospital.

In 1969 the Collaborative Community Stroke Survey
was begun in seven counties throughout the United
States in an attempt to gather pertinent epidemiological
data concerning stroke throughout our country and
compare various separate areas. Orange County became
involved with this study and we hope to use this data to
help us evaluate our stroke program concepts. The
mobile van team also will be recording their efforts with
patients and comparing them with a control group to see
if a coordinated team can aid and improve rehabilitation
care in extended care facilities.

We shall begin a follow-up study on stroke patients
this Fall utilizing a form which was developed by a
committee of members of all health disciplines involved
in the delivery of comprehensive stroke care. It was
designed to extract the following kinds of information:
the patient’s functional condition, types of medical care
and rehabilitation being rendered, social and economic
conditions, special needs of the patient and his family.

Follow-up visits will be made by public health nurses
from the Visiting Nurse Association of Orange County
from a random sampling of stroke patients six months
after their episodes, then again at twelve and eighteen
months.

[t is our feeling that the level of acute care to the
stroke patient has improved in our Area as a result of the
stroke team training. However, we have also made many
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mistakes in attempting the introduction of the stroke
team as we have designed it. An analysis of our work has
given us approaches to solving problems relating to the
stroke team. The assessment also has helped us seek new
and innovative methods of meeting the health and
rehabilitation needs of the stroke patient beyond the
walls of the acute care facility.

North Carolina Comprehensive Stroke Program
B. LIONEL TRUSCOTT,M.D.

OBJECTIVE

To offer the stroke patient increased opportunities
for early diagnosis and treatment, early hospital dis-
charge, and continued follow-up through a community
stroke program.

Development of the Program

Identification of Subobjectives. The objective must
be reached as a result of accomplishing subobjectives,
and these must be (a) realistic within the limitations of
personnel and time of the average community hospital
and the area it serves, and (b) subject to measurement.
The major subobjectives thus identified were:

1. A community health team for comprehensive
management of the stroke patient: from diagnosis
through follow-up.

2. Professional health personnel knowledgeable in the
most advanced methods of diagnosis and treat-
ment of stroke.

3. Increased availability of manpower trained in
rehabilitative techniques.

4. Guidelines for high quality, uniform, total manage-
ment of the patient.

5. Consultative support for communities lacking in
specialized personnel.

6. An evaluation mechanism to determine the extent
to which the subobjectives and activities had been
achieved.

7. Feedback of data to community, for measuring
impact of program and identifying needs.

8. Part-time Executive Secretary to administer all
activities.

Activities. The activities to accomplish each of the

above subobjectives were:

1. Development of an organizational framework for a
community stroke program, with clearly defined
areas of responsibility: Local Stroke Program
Committee with Subcommittees (In-Service Edu-
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cation, Discharge Planning and Follow-up, Area B

Resources Development, and Public Education.)

2. Development of a Basic Training Course for Stroke |

Teams and of an In-Service Education Program fo,
other professional health personnel of the commy,.
nity.

3. Development of an In-Service Training Program
for paramedical personnel to make them knowl.
edgeable in rehabilitative techniques.

4. Development of guidelines (organizational, megj. |

cal, nursing, and rehabilitative)

5. Coordination with State Board of Health Physical
Therapy Consultants and with Medical Centers for
consultative support to the community.

6. Development of a system to identify the accom-
plishments, problems, and breakdowns. (hospitali-
zation forms, discharge planning forms, follow-up
reports, etc.)

7. Computerization of appropriate data and retrieval
for feed-back to community health personnel.

8. Determination of qualifications and procedures for
obtaining a local, part-time secretary.

Program Design It was not considered feasible to
involve each community in the planning process of such
a complex program. In consultation with practicing
physicians and resource personnel from the three medi-
cal centers and the State Board of Health, the Project
Staff accomplished the above activities. To ensure that
all necessary steps were completed in correct sequence
for maximum efficiency, a time-sequential work plan
was developed according to the Program Evaluation
Review Technique (PERT).

Establishment of a Community Stroke Program

1. Community Approval. (a) The aims and proce-
dures of the Program are explained to a few in-
terested physicians. (b) The interested physician or
physicians appoint an ad hoc Steering Committee
representing all deliverers of health care; Project
Staff describes details and responsibilities in the
local program. (¢) A permanent Local Stroke Pro-
gram Committee is formed, and chairmen of Sub-
committees appointed. (d) Members of In-Service

Education Subcommittee (*‘Stroke Team’) are

selected by the Program Committee.

2. Education and Training. (a) Stroke Team attends a
4-day Basic Training Course. (b) Project Staff and
Consultants conduct two In-Service Education
sessions (2 hours each) for community physicians,

and nu
duct 5
niques
nurses
hospitz
loaned
needed
practic
Staff
session

Implemental

Admissioi
1. Nurse
2. Secret:
of Hea
Evaluatio
1. Nurse
consul

2. Physic
Treatmer
1. Guide
Dischargt
1. Secrel
memt

2. Confe
3. Copy
Patient L
1. Secre
charg

2. Form
Staff.
Follow-{
1. Proje
uatio:

Some Feat

Basic Tr
In-Servic
1. EvalL
2. Pre-a

Hospital
1. Date
2. Clinic

(Hos)
3. Date
4. Disct
5. Date
6. Date
Follow-i



W'Up’ Area
Ication‘)
for Stroke
'Togram for
he COmmu.

g PrOgram
:m knowl.

nal, medj.

h Physical
‘enters for

1€ accom-
(hospitali-
follow-up

d retrieval
nnel,
edures for

easible to
ss of such
practicing
ree medi-
1e Project
isure that
sequence
ork plan
valuation

i proce-
few in-
sician or
mmittee
Project
s in the
>ke Pro-
of Sub-
-Service
n’) are

‘tends a
-aff and
ucation
sicians,

and nurses. {c) Project Staff and Consultants con-
duct 5-6 practical sessions in rehabilitative tech-
niques (positioning, transfer, ambulation) for
nurses and physical therapists. (d) Community
hospital nursing staff, with aid of training aids
loaned by Program and help of Project Staff as
needed, conduct 3-4 practical sessions for licensed
practical nurses, aides and orderlies. (e) Project
Staff helps plan periodic continuing education
sessions.

Implementation of Community Stroke Program

Admission of Patient
1. Nurse notifies Secretary
2. Secretary notifies: Project Staff and State Board
of Health Physical Therapy Consultant.
Evaluation and initial orders
1. Nurse and physician record admission clinical data,
consultation and laboratory requests on form 1b.
2. Physician writes Stroke Admission Orders.
Treatment of Patient
1. Guidelines of Management followed.
Discharge Planning Conference
1. Secretary notifies Project Staff and Conference
members of date.
2. Conference held.
3. Copy of Discharge Plan sent to Project Staff.
Patient Discharged
1. Secretary notifies Project Staff of date of dis-
charge and of first follow-up.
2. Forms la and 1b completed and sent to Project
Staff.
Follow-Up
1. Project Staff and physician receive follow-up eval-
uation reports.

Some Features of Evaluation

Basic Training Course: Evaluation by participants
In-Service Education

1. Evaluation by participants.

2. Pre-and post-session testing.

Hospitalization Data

1. Date of admission

2. Clinical and administrative data
(Hospitalization Forms la and 1b)

. Date of Discharge Planning

. Discharge Plan

. Date of Discharge

. Date of first follow-up

Follow-up Date: Periodic follow-up reports

[0 SRV I SR V]

S ——

Computerization and Retrieval of Data

Feed-Back to Community

1. Periodic visits
2. Annual Workshop

Summary of Results

Improvement of, and accessibility to the health de-
livery system is apparent in the following brief sum-
mary:

1. Community Stroke Programs presently involve 22
hospitals and 8 nursing homes, with follow-up con-
ducted by 19 county health departments. Over
915,000 people reside in the counties with local
stroke programs.

2. Education, training, and more effective use of
manpower participating in local programs:

M.D. oo e 125
RN, . e e e 390
P.HN ... e 103
P. T, e 18
L.P.NsandAides . ............ 314
Others . . . v v e e e e i e s 55

Total .o vt e e e 1,005

3. Altered and improved patterns of care are indi-
cated by gradually increasing precision and com-
pleteness of clinical and laboratory evaluation,
institution of early rehabilitation, more organized
discharge planning, and systematic post-hospital
follow-up. Some pertinent facts, from the hospital-
ization forms used in this program, illustrate
changes after the start of a local program: (These
figures are based on 122 prestroke program and
145 post-stroke program patients.)

Pre-stroke Post-stroke

program program
Patient evaluation cohort cohort :
1. Blood pressure . ... .. 71% 96% :
2. Type and speed of
onset . ...... AP 70% 88%
3. Side, severity of
weakness . . . .. .. . 59% 72%
4. Functional ability .. .. 46% 63%
Use of Multitests
1. Electrocardiogram . . .. 27% 51%
2. FBS./2hr.p.p.
[17:+:0 S 39% 63%
3. Other (skull x-ray, ) i
BIC) . e 18% 21% ;
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Patient evaluation

Treatment

1. Stroke admission
orders. . .. ......
2. Rehabilitation begun
within 48 hrs. after
admission. . ... ...

Mortality within 48 hours . .
Discharge planning done . . .

Scheduled, follow-up care
to date

Pre-stroke
program
cohort

1%

0%
24%

49%

Post-stroke
program
cohort

1%

22%
16%

61%

100 pts.

Measurement of Health Status (side and severity of
weakness, functional abilities, etc.) at admission, djg
charge, and at 3-month intervals thereafter is presently

. available on approximately 200 patients treated accorq.

ing to the Guidelines of Management. These data are
now being retrieved for evaluation.

Reduction of hospitalization costs. Comparison of
pre-stroke program cohorts with post-stroke program
cohorts indicate that the latter have a reduced hospital
stay of over 4 days (approximately $200 less per pa.
tient).

Future Plans

1. Consolidating gains of participating communities

2. Stroke Prevention and Surveillance. '

3. Training additional manpower through new pro-
grams.
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EVALUATION OF CANCER REGISTRIES

Participants

Charles R. Key, M.D. - Moderator
Assistant Director for Cancer
New Mexico Regional Medical Program

Charles R. Smart, M.D.
pirector, Intermountain Tumor Registry

George Linden
Chief, California Tumor Registry
State Department of Health

Abraham Ringel

Public Health Analyst, Operations
Research and Systems Analysis

Regional Medical Programs Service

Use and Evaluation of Cancer Registries

ABRAHAM RINGEL

Service-oriented cancer registries are organized and
operated primarily to assist physicians and patients in
the care of the latter. This is accomplished most directly
with periodic letters to physicians, and sometimes also
to patients (with the physician’s consent) to ensure rou-
tine surveillance of the disease. Thus, one measure of the
effectiveness of a registry is the increasing percentage of
successful medical follow-up of patients over time. The
advantages of medical follow-up are also reflected in the
increased diagnosis of additional primary malignancies
and recurrent cancers in the early stages of the disease.

Additional services may take the form of periodic
comparative reports to physicians to evaluate the diag-
nosis and management of cancer in the community and
in the separate hospitals. Patient information by age,
race, and sex by cancer site and histologic type, by
extent of disease (stage), methods of diagnosis, treat-
ment modalities, and survival may lead to improved
understanding and management of the disease in the
community. For example, the data collected by the
registry - may be used to determine the trend in the diag-
nosis and survival of patients with various sites of cancer.
This information may also be helpful to hospital admin-
istrators in the development of strategies for optimum
aperation of their institutions, as well as t