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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 achie,ying
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. Thk 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
cluestions 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.
/

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

...
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AN APPROACH TO EVALUATION FOR Tllfi
REGIONAL MEDICAL PROGRAM

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

htro&rction

The questions in which we are primarily interested

are these:
● What are the criteria, methods, and measures per-

tinent to evacuation of the activities of the Re-
gional Medical Program?

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

● 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
‘1’owarcla General Theory
of Evaluation

Evaluation is an essentiaI part of intelligent individual
md organizational behavior.

[t is the process through which indivirl uals or organiza-
tions perceive the consequences of action, assess their
meaning for future action, and reformulate plans and
policies,

Within this framewr~fk f~wll{~%~~~=~~~s three distinct
purposes:

Jllst~icution: to dcI’I:II(J,wh~:~s ;~~~.~ed or what has
been done. We jl~;lify lfl ‘Jr~~~ ~~ a<~ign reward or

punishment (as irt “WH(firI~’”.l- : ~’ ~e~ide what re-

sources to commi I I~~:Ifl a<~ti-’<=- ~: simply to place
an activity on a sc~(lf:of cxc~!~~:.:.~. In any case, justi-

fication concerns i~r,~:ll’witk l~=n~ifYillg what has
been done, or wll:t~ I(; Pr~~P~~~~- ~nd appraising it
against some star](l;l}tl ,

control: to moni(~lf ~11)l)n”goi~’= ~:tirityin order to
make it conform (t) s[:tf}{l:lrd,

Lerrrm’}rg: to Ch:IIII:L’JL’~iVitYt‘o ~-> it better. Learning
may be limited t~~111~’$~fcction ~~ l~leans to achieve
goals or to corll’(lltll ~~) stanri~:ds. or it may en.
compass change ill Ill{’ goals ~’:d st~ndards them.
selves.

I’h!p, there we :dways denl~ndsFor any program SU{IJJ]$ \
for justification, C(lllll”[ ‘ll’d leamin:. But it is not

a]waY5 reco~nj7.c({ (11:11~ll~sc se~~r:~l purposes have

different implications ({~rm~tllods :~lld systems of eval-

uation.

WC are accustotllt’~i ~~}tllillk ab~~lft evaluation fron~
the point of view (1I :1r:lti~~llalnlan:lgcr who supervises

Action by Individual

(Work)

(Implementation in organization)

A .
Perception of Consequences by Individual -+—~ ~L,l,,;~..,.‘~:’cn of Action by Individual

(Judging) (Planning)

(Evaluation by and of organization) ,ulation by management~p,,)l:, f~,,,.
c.: organjzat{on)

1
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The evaluation process apprl>pliate to the ra[iunal
manager’s model depends on the assumption dl:it m’Cl-y-
borly in the system is to some extent a rational mantigtr.
People’s wcouotabilities for activitics~vithin thesy’sten~

are supposed to mirror the systcr~~slatiollal~.

\Vithin the organkation or program, m within the
systems rationxle, activities are orgmilcd hicrorchically,

Each person is accountable for the activities ofhiscom-
ponent, whose goals arekcyed, intum, totheobjectivcs

of the system. The job of evaluation is to con~pare
accountabilities with the actual behavior of individud
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-

....n._._l . ..r-------

inlclt:d~ II):(YLl:ltc lltile to (!0 wi{h the ii:ttl:ictioils :11,LI

)Iltcrcsls ill]p~ltcd to tll~lll Lllldcr 11-1~~>.$t~ill$l:lf.i~~llalt.

~he “discorcrcd sjstc’nls” (If ulg:llli/.:ltit}n’s :md pro
grallls tencl to il[lvc cc~[:iill [.~:l~urc>in colnl-,lon. Rcg:tl.d-

Icss of systems rationale, iildividu:lls tend to bc ir~-

(clcstcd in:
o their own survival in their positions;
0 ii-ld~pelldence of Jction;
. local conditions :md needs (as opposed to “ccn-

ttal’s” view of them);

● protecting and extenciing territory;
. maintaining stability.

These interests characterize the in fol-nlal, horneostatic
structure of organizations and programs. But discovered
systems tenci also to be open-ended, associated with
cnwrgent objectives and s~vift charrSes in goals which
col-respond to individual interests in creativity and re-
sponsiveness. Often the rational manager’s model con-
str~ins creativity, responsiveness and frecdorn of action
in ways that run directly counter to the interests of

actol-s and ~gencics within the systelm.
Within any on-going program, the rational manaSer’s

model and the discovered system al\vays co-exist, The
state of their relationship cl-iticzd]y detel-mines the
nature of cvalu~tion.

When the two systems have little overlap and little
interaction, evaluation is limited to retrospective justifi-
cation.

Th
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Performative Retrospective

The System of the
Rational Manager

The Discovered
System

L

Iil this condition, the evaluation system produces
stat~MCIlfs believed neither by the producer nor by the

consumer, which are generated ritualistically in response
to forlnal demand. RationaJ managers produce justifying

statcnirrrts at regular intervals, expressed in the language
of the systems rationale, and resources continue to flow
iIlto the system. Evaluation processes have no other

output than justification. They are used neither to

modify the systems rationale nor to force the real sociaf
sySt*Clllto conform to it.

\!’here there is little overlap, but the rational manager

3. The discovered system and the rational manager’s
system may fight one another more or less openfy 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.
xeks to impose a systems rationale on the discovered

In none of these dissociated cases is there any interest
system, several things may happen:

1. The discovered system may respond verbally
in producing or using information that runs counter to

witi LOULother changes in behavior, by offering pro~orwza ‘ the stratew of evaluation as l~lstification. Mere t~~

ictlm~xxtivc justification long on language but short on
S{!I)S[ante, a process generally known as “conning.” The
t\~o systems operate substantially in parallel.

2. The discovered system may respond to the controls
tlk:l[ the rational manager seeks to impose by adapting to
tilt cwluation measures he prescribes but continuing to
operate as much as possible as before. Measures of per-
forlnaricc are always different froln performance itself.

For example, in an effort to control expenditures of the
vocational rehabilitation system, Congress demanded to

k[low 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 CCcreanl” its clientele for those most likely to

~l~~dllate to job status leaving out those who were most
io need and least abIe to qualify; to select low-level jobs
for gladllates so as to facilitate entry; systematically tO

avoid distinguishing between a “case” and a person, SO
t]~at a graduate who had achieved job status, lost it and

retu rnecl to training, could be counted as another
“rehabilitation”; and systematically to avoid follow-up
Of clients after three months.

systems a~e 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 co]mmon 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 diffc~mt from
those just sketched. The opportunity for learning is

primarily in the discovered system. The discovered
system offers the most vital basis for reformulatirlg
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 rationafc, of modifying the real interests of

3
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‘Ifl~In lI!:II)l!;IP: !;u:;ii!s to incorporate I nluhi:tl ]uodi-
IIc:ltiun [11 oi.jc:i~f:j 31111 activities, CVJU:lt-ic)rlirlc][]d~~
!llllClk lll~.)lC \l}<i!~],(>~c ,,]~:isr-rr~m~nt of [~~~~,t~,~t to
‘+\i)i(:!l:ictivilirs c[Infc~rIII[0 Specific ;ltiorl, TIIc cv:dualion

>),Stcrrl that is oiicnfud [o learning has special futures:
e The cc}rlctptul[ framclvork for ixaluation has to

include J description of the discovered system M
well ;ts tile r:~tion:d rllanager>s statement of systel~ls

I-:ltionale. ‘Ibis indudcs a description oficcy actors

md ligcncits, actuai relationships and modes Of
intcrmction Inlong them, anti the several interests
of all of thcm. It must include also a description of
the real (if informal) Cvalu:ltion system 2.S dis-
covered — the information that 3ctors in the

~~stcm in f-act produce, :Ire interested ill pr~.
ducing, and how they use it.

o .An onalysis of discrepancies and overlaps between
the systems rationdc and the behavior of the dis-
covered syste]n. This amrlysis 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 gathel-ing accurate information
about the discovered system. The discrepancy between
the r~tional system and the discovered system, or the
response of the discovered system to the rational

4

content, extensiveness, duration, and accessibility
of information in the cval uation system memory.
This requirement places high priority on accessi-
bili ty and rctrievd capability on be}lalf of many
different !eveis 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.

C%esin Which There is

No fiplicit 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 lational 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
systems?

Each region or subregion (or other entity) saddled
with a 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.
In this case central management’s evacuation 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 bllpOSe criteria for
subsranrive evaluation of concrete activities. For

example, central management can still ask whether
regional ev~uation 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.
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

RhlP 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 NIP
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
either 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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heart disease, cancer and stroke.

Enlphasis on (he transmission of advanced tech-
niques :md knowledge rekiting to these diseases,

Emphasis on the method of continuing e[iuc:ltion
as a dc~ice for this transmission; and on the major
academic medicai center as the principal source of
expertise.

Emphasis on maintaining or improving [he quality
of mcdicai care.

Concern with the region as tile princip[il unit of

activity; concern, that is, that the program be a
regional one, with regional centers of activity

throughout tile country; concern with recognition
of regionai 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.

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

Specific warning against “interference in the
interface between patient and doctor.”

[:, :\: i,tc)ql

9 ;.:,, $!”s ,(/,

. .,,, ); (:;/L,, rL.,

‘(/)i(”d )?’(

~ ,),; ( e17N i

j’ (:;/’(2 (1111

* /;:{; [,rlch(’

(](t) ,siruc [

pw:i(li;w

(,(1/s - <’/1

}:,lif~i}lg fI

f)rc I]OWf

~l?(l r!ltr’ol

e 1’)lC,YCS,)’s?
il)lpro L’(’F?

l~)ust prt
these [ille

[n the past
to dominote a

RMP (without
kiews] 3t natio
is to some extt
has occurred, c

There has 1
certain basic c
vialing medics

costs, about t]
System of iarg
shortages of n
negotiating t}
middle class p

*“RMP as F
turristicchange
andcanveyd tl
before this rati

______..—— ——————————



:empt

ltial cc
ny of t
e specil

velop al

beerr p(
ms ratio
Idly co
ceased

me that
e simple
pretatior
malizatio
and info
at medic;
e to judg
d region:

‘mortalit
troke, an

s means t,
wing cate
rrple, core
es betweel
ng center
welopmen

changes i~

r example
mnel); anc
4L access)
under thi:

d measure:
“fusion pro.
;ed?

I Zfficiincy
es diffused,
tes of mor-

r particular
:ions, of the
m leads, in

s“ for diffu-
‘ for a giverr
patterns Of

the center-
the manage
the regiofid

activeness in

]eading to enhancement of the quality of care through
the more effective diffusion of advanced technology,
with the ultimate effect, of course, of reducing mortality

gd morbidity from the categorically identified diseases.*..-
In the minds of many key actors in Washington and

K 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
~egiotrs, re~”orraleo-ordinators and other key acrors took
~$ ~rr”rtra~ the sorts of changes in instirulional arrange-

ments which, from the point of view of the DeBakey
model, fi~red only as secondaty means to an end.

In this interpretation:
RAW’s c;ntral concern may be expressed through

categorical diseases or with the difftlsion of ad-

vanced medical technology, but RMP consciously

concerns itself with overall improvement in quality

of care and equity of access to care.
But these sorts of impm vemerrls require changes in
the structure and modes of in tractions of care-
providing institutions which no single agency con-

trols – changes that can be geilerally described as
knitting together components of the system that
are now fragmented so as to permit more effective
and rationalized planning and action.

These systems changes are necessary conditions for
improvement t in quali~ or equity of care. They
must precede any significant improvement along

these lines.

the past year, systems transformation* has begun
to dominate a“mong competing systems rationales for
RMP (without, of course, completely displacing other
views) at national as well as some regionrd 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 medic~ manpower, about the difficulties of
negotiating the medical care system even for ordinary

fiddle class people.

“’RMP as process,“ “RMP as facilitator,” “RMP as oppor-
tunistic ~~ange ~gent~’\vere expressions heud as ear]~ as 1967
andc~nveYedthe underlying idea behind systems trarlsfOrnlatiOn
before this ~ationale became as significant as it now is. Recent
legislativeproposals 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 i~self 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 (thou@ 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 thrm as cIearin&

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:

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 nationai program and “below” it
to the project; but the regional program is pri-

mary.

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, R!vIP functions in two ways:
through the direct efforts of the region~l 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 bake ticcount of regional riive[sity.

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 existentiii 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
modeI of sequential activities independent of the issues
of medical care which in fact arise.

The central questions of evaluation now become
these:

1. flow can we facilitate learning about systems trans-
formation, at all three levels, but with emphasis on the
reg-ona[ program?

2. Given regional diversity and open-endedrress, 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 regnonal activity?

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

8

levels of change in health, access to heahh care, q[]alil~ ~ ~ivcll this sk

of care, configuration of health resources, as we]] ~ ! ~vjlu?tive Proe’
c]~arrges ill the institutional arrangements, inter mtiOllt~

tl,e foml of a c
and attitL1dcs c1;s,acteristic of the health care system, \

The issue of justification raises sharply the problei~l ~f ,,
i(l,V]lichthe re~

what it is possible to know about these matters, and aI i
~Odrespond ‘c
tii~e~ the oPcJ1

what level of generality it is possible to know it. ~rospective sYsl
The remainder of this paper will be taken up Wifll ~, from (rather

questions (1) and (2), above. We will focus 011the vieW !’ ~YstcI1lsratio~l

of RMP as systclrrs transformation and will attempt to ;, ~)fle~nother. T
spell out tfle bases on which, in spite of regional diver.

si[y and open-cndedness, judgments about regional per.
formance may be made and learning about systcln~

transformation may be fostered.

%etion 3

The Ccntrd-Rcgiond 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 differences
and without second-guessing particular regional answers ‘. tinuing, groun
to the substantive questions of medical care. i,

The essential elements to which attention must be (
paid are these:

● Starting conditions (What is to be changed?). ~
● Ends-in-view (Changed to what end?). ,

e Processes and techniques (How can change be ~

accomplished?).
Broad regional strategies for systems transformation ~
express directions for the process through which the I
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:

● 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-ire
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 afl stages. As the
region moves through stages of systerm transformation,
in its developmental cycle, it may extend the scope and
depth of the issues it tackles.
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Some appraisal (i.e., development of a more or less
acceptable description) of the way the local RMP
went about data selection and gathering.
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 startingI
[ conditions to be discovered.

X Region. X is a prosperous, relatively homogeneous
I 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 I-J,” 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, efilbits 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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RhIIP has to make its way among a number of gianh

all zealous defenders of quality medical care, each ~i
its own tradition of constructive innovation, each w

its own considerable institution~ inertia and sense
independence.

Y Region. In the region’s largest city there is

large medical school and one large community hosp
The region consists of five quite different coun

Three counties made common cause with ~p fro
outset. Two are left. In one, a private physician
own comprehensive health plan; prepaid medic
has been attempted under his auspices; succes

lieved to be uncertain; critics prophesy failure. TI

county is simply cut off and disinterested. It is

to get medical or consumer representatives fro
county even to meet for reasons that pre-date RMP, but .
embrace it: several of the major counties are j

uneasy alliance, with many rivalries, all felt pa
strongly in the smaller cities.

Z Region. The major hospitals and associate
schools are all in the major city and dominate the region.
These are set against the smaller community
each of which in turn is trying to be a medi

Not surprisingly, there is relatively thin pati
these expensive facilities in suburban hospita

prisingly, too, there are parocKlal and c
talized referral patterns disturbed by conflic
several large medical schools and hospitals,
be economic and social distinctions draw
largest and the other medical school complexes, though f and there shc

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

. ghetto areas: 1/3000 to 1/5000

. center city: 1/200

. suburban: 1/700 to 1/800
● rural: 1/1000 to 1/2000
The 5 medical centers have limited goals. All are

under great financial pressure, pressure relative to im
come, to student load, and pressure to pay attention to
the ghet toes. They are beginning to believe that is where
the money is. In the meantime, the cultural institution
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 efiance-
ment of existing institutions and departments.

Rivalry conditions all attempts to region~ize 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
~Sto 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

jn response tochallenge andthat there be, intheinquiw
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 multipie perspectives of key actors in the health care
system. Where important confticts 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
shotild have formulated preliminary directions of

strategy whicfz rejlect defensible judgmentx about
crucial substantive issues of health care, isst[es relating

[O the political and organizational structure of the
health care system, and key actors ant! 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 developmcntaI, 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 to changes in the regional
diagnosis which come to light in the course of RMP
activity.

The basic question is ‘~~ow have you gone about
formulating preliminary strategies for systems tratls-
forrnation?”

e Through what process have you gone?
● What is the substance of the strategy as so far

developed?
~ Why this far, and no further – or why so far in

this direction?
often, the best WZIyof getting at these issues in the
dialogue is througj questions such as these:

* Where are the outstanding strengths and weak-
nesses among key agencies and actors ill the medi-

cal care system?
* What are the patterns of alliance and conflict, and

how are these changing?

Q For key actors in the system, and for the issues
they re~ard as critical, what are the ends-in-view

●

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

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:

XRegio)l

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 RMF’ 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 ancl 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 mcdiCd care system and

reprcsen tatives of its consumers, in order to connect

small communities with one another and with the
cent ers.

The object is to build larger movements toward colla-
boration and more ambitious ends’in-view from the
success and the fiaIlout from many small-scale efforts, in
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The R\lP Ills t~iken the pc~sitic>nth~t it is a c]earing-

hOus~ for projects; it solicits ~nd proc~sses ~~pplicatiorls
frOITlclemcn[s ;Ill Ovdr tl~~ region W\lP is, t[~ercfore, 3

collglolncrale of piojccts: ]IOW can it have a program
strltcgy for Systems [l-ansf~rnl;ltion or an)[hing else?

fhlt there is the SeIISCOf need to irlvolve the twO

counties cui-rent!y disengaged fronl the program. The

preliminary strategy hm irnpacte~ on the starting condi-
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specifies i revision in approach.
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one county, medically under the leadership of a

~troog physician, has no involvement in the RMP pro-
~m. And there are 250,000 people there. The belief in
fhe county is that the big city always wins, and that’s
~vherethe money iS.

In spite of its apparent role as a “clearinghouse for

~rOjectS,“ the RMP turns out to be operating on a strat-

~~ which =Ys, “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-

~rned about diagnosis of cancer, and about the

10o.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

to “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, voluntaw associations, he~th 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

cmmty 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, Encls-in-View. – out of interactions of key Qctors,
ends-in-view should have been established. These must

confront at least some of the key iswes earlier identified

as crucial in the rep-on. on the level of substantive

health cure, they must confront at least some Of the

constant heal[h problem themes, or emergent iwues in
health 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, bargaining 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:
● 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.

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, anrl 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
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4. Implementation. – The process of implementation
~~lou[dbe characterized by involvement of implementers

in selection of ends-in-view and srrotegies for achieving
~henl;and by a relationship of co-ordinator or core staff

to implementers which permits continuing mutual

Vlodijicatiorl of strategy and end-in-view and of im-
plementing activity.

The implementation of strategies toward ends-in-view

may take the form of core staff activity, of the conduct

Ofspecific Rii 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
]end themselves to ordy 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,

Etzd-in-view

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

TO encouragemu(ti-leVel
collaborationbetween two
hospitals in adjacent rural
communities.

Toincreasetfre “power base”
of the medical community
“on the other side of the
mountain.”

Inzplenwntation

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

Brokeragefunctions by core
staff, RMPsupport of one
hospitaI staff member
charged with working out
details of the merger.

A seriesof projects, funded in
that area, linked to major
medical institutions.
Brokerageactivities. Use of
RMPcommittees to estab-
lish relationships crossing
the mountains.

Some of the relevant questions are these:
*

e

0

●

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

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

m o ni t or ing, learningevaluative contact which
allows mutual modification of the ends-in-view
and the strategies by which the attempt at

implementation is being made?
How compartmentalized is the activity? Is it con-

nected to analogous activities in the region, or to
activities which are parts of the s~tne program
strategy, so that both learning and concerted
action may occur, where appropriate?
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
the m t o 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

overaIl strategy which seeks to involve key actors
in a process of negotiation over their interests and
conflicts in relation to the system ofrnedical care.
Is the coordin:itor able to use the experience of

particular activities to learn from or to influence
his ove rail strategies of systems change?

There is one side of the question of impact which
should be t.rcated separately here, because it involves the
impact of the process of implementation, which can
reflect bock 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 encls-

in-view may shift.
e 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 coronory 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 b oundary-crossings. Are these
things happening? Are there attempts to make.-
them happen?

8 Learning from an implementation process can lead
to changes which facilitate new ,processes, e.g., the

cumbersomeness of a process of review and
monitoring can lead to simplificatiorls which make
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it easier and more attractive for others to enter the
orbit of RMP activity.
Processes of implementation can display or enable

rlevclopmel~t of “role models” which influence the

character of. new act ivities undertaken, e.g., the
impact of Jim Musser as broker-facilitator on other
key actors in the North Carolina region, or of Paul
I!ard in California, e.g., the influence of the few
emerging medical cal-e corporations in California
on similar, varying approaches to medical corpora-
tions.

Questions about impact of implementation, then,
need also to bc addressed to the impact of the process of
implementation itself.

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

e

0

*

16

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.

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.

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.

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 originaI 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.

e

5.

‘Ile evaluative processes adopted by co-ordillator
and core staff should be conducive to learning

across sub-regional boundaries, so that thost

engaged in ~ndogous acclivities (continuing edllca.
tion for GP’s, for example) can learn from Ollc
:Inothcr’s experience, and those whose activitic:
are e,lcments of a !argcr strategy CaIlhlte GICth the

light of that strategy.

The Developmerltal Cycle. Regional progralns

develop iteratively, if at all. Cycle succeeds cycle, each

growing out of, but resembling, its predecessor. A
regional pl-ogram, seen as systems transformation, moves

through its cycle: casing the region, planning and inl:
plementing. Then through another cycle widening and

deepening its rings of :ictivity. The cvahlative questions
of any one phase continue to be relevant; only, new sets
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:

● Is the 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 fil”
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, are
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 healfi
issues engaged? Is there an increase in the
coverage of the region represented by those

issues and by the ends-in-view and activities
generated? Within each phase, the map of the
issues confronted and their location in the
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region should reveal changes of the following
kind:

Regional Location

x x

x

Phase 1

Regional Location

x x x

x x

x x x

x x x x
Phase 2

* 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 form u]aterl?

— Is there an increase in the connectedncss 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 exzzrnple c)f the development of
ends-in-view and strategies in a regional program as it
begins to go thro~~ a suec~ssion of CyC]CS:

nle K Region

Dr. P., the coordinator, came from a program of
continllillg edllcatioll in the one large medical school, a
program of Continllillg edltcation for Cl% which, by his
O\\Wpresent Vielv, \\/as not too s~lccessftd. He began by

seeing the creation of RMP as an opportunity to expmd
his own educational program, and obtained a plannin~
grant to create K.R\lp, He ~isitcd local medical societies

‘Ver the region and with them set up a program around
t~JHOr regist~, ccjronary care units, and continuing
‘d~lcation. 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 begtm to expand, its en~phasis has
shifted away from the categorical approach. The RAG,
which begdn with 30 physicians, has begun to change

composition to include kryrnen. In view of the relative
weakness of other institutions, including the State
Health Department, KR\iP 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-writir~g for individual hos-
pitals, KRMP has now withdrawn frcnn CCU programs,
except for continuing education. However. a similar

effort based on the earlier experience (establishing
facilities, loaning equipment to comnltlniti~s who co~lld
not afford to buy it) is now being carried out for respira-
tory programs.

D)-. 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 rcalizecl.

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

Tile regiorial diagnosis of the coordinator, the issues
he takes to be important, the encls-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 systcrn into focm.

This learning may take the form of an explosion of
“rational” plaJIs 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 “hidclcn issues” -- for example, the depth of

inadequacy of health care in ghettos – come to the

surface. It may take the form of perceiving the extent to
which the needs of physicians ancl community hospit:ils
in “have not” areas are inadequately scl-ved by diffusion
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of the tcchnrr!ogies and research findings gencmted at
the major medical center.

In each instance, the discrepancies betwecw systems

ratiomrle and discovered system, at the regio)~d level.

muy lead to the reformulation of regional di:ignosis 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 Ie\’els 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 dc~eIopment should be

completed. On both levels, the time intervals will vary
with regional conditions. The key factors here arc not so
much the size of the region as its complexity, its internal
conncctedness or disconncctcdness, the number of

conflicting or disconnected elements within it, and the
seriousness of their conflicts or isolation from one
another,

EIerncnts that affect the speed of motion include:

– simplicity of the politics of the medical care

system. Few eicments to be connected; fcw
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 conrrectedness 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 RklP 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 judgments 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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JIKIw)l eII ts alm!t a regiotl’s progress in sy$tc,)l~
trunsformatiotl /}zay h nlade 011 the basis of its abi[jt)t to

j)jeet ~rj(crju lVi[h[)l ally ghMl stage Of devel~lp))lp)l[;itJ

ru[e of }?zovel]leizt fro}?z stage to stage, gll’ctl tlw ~(),l.

s[rai)][s utzder ~v}iich it is opera ting,” and tfie [eiIc[~j

scope, depth and leartiing evidenced by its o mull c~cle

oj’developmellt.

In point of fact, most of the RMp regions arc still
primalily involved in the problems of inc]usion of key

elements of the mcdic:d care system in RMP activity ~lld
on the for]nll]ation of preliminary directions of Inoi,c.
IIlent :~lld strategies. In spite of the number of opera.

tional projects, most regions are only beginning Lhework
of fitting projects into strategies for achieving specific

ends-in-view. Most al-e 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
CentraI-Regional l)idogue

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.

● The two parties to the dialogue must begin with
some commitment to and understanding of the goals and

i
,.,,, $tck and defem

I
, & solely or prim:
~j~ senses outlin

1

,,rrnpossiblefor ce,.
J kglonalactivities.,.
j:~)~,,Onthe other
~;$/dPSstaff be c
~,,,l~)$rgissues harl
~’~t~~region in th

methods of this kind of evaluative process. The require-. ‘:~l~~chemerge fro

ments here relate both to the theory of the evaluative ‘;,~~~,In order to m;

process and the role of the dialogue within it, and to tl~e ‘:~ed to model tt

particular skills and techniques involved in car
out.

● Although we have used simple words like “centrar
or “RMPS” and “coordinator, ” the parties to the di~

Iogues will be complex. On the regional side, the dialogue
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 man
coordinator,” his key assistants, and from time to time
others that he may wish to bring along in order ‘0
involve or educate them. In another region, it maY be
the team the coordinator has been trying to assenlb’e
out of core staff, certain RAG members, and certain key
actors in the medical care system of the region.

● On the” side of the national staff, there is a key
requirement for continuity of involvement
dialogue with region over long periods of time -

“



rc~i(>ll are able to est~bidl with one another, and on the
e>.tent to which the (iiaiogue is~ound to facilitate learn-
ing

‘The dialo~:uerequircsa cert~in frequency of contact
bctwct:n central and regional groups. Given the rate of
mc)vement in most re~ions, once a year is not often
cilouJ~. WitEin the interval of a year, too much happens,
and tco many decisions are made which lock the region
into p:~ttemsof activi t>. Frequency of contact should be
dc~er[llined by the tinlc required for the coordinator to

t:’ke signil:cant steps, or ~or the regional situation to ,,
1

shift in signiilcant ways that nuark important milestones i!,;
in ihe stages of systelns transformation. Intervals are 1[
likely to vary over the course of the region’s cycie of l,]
dwclopmmt, For example, contacts might be estab- ;:~
Iislmd arclu]ld key ever, tssuchas the first forrnulaticmof ,, !
regional diagnosis, the establishment of themes of RlfP ,5

activities al:d the first cft’ort at establishing priorities for /.

specific encls-in-view, or thLefirst phase of experience in 1;

ilnplcmentirr: a specific strategy. Within the range of !

frcclllcncy indicated by
,,

“oftener than once a year,” ‘,
there should be provision for flexibility increases if a
rei~resentative of centlal and the regional coordinator
can maintain contact cluring intervals between meetings ,,,

of central and regional groups.

The central-regional dialogue offers another perspec-
tive on the role and conduct c)f regions] site visits, and
on the Prc]posed process of anniversary review.

The ceilt[al-regional clialogcmcould become the main
function ofthe site vi:,it. The site visit team woulcl then
bccclle ccntrai’s party to the dialogue .Sucha concept
woIIld answer some of ths problems currently reflected
in rc~ional 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 happenin: in the
region; lack of continuity in the site visit team; lack of
feed-back to theregion; inability of thesitevisit team to
)espond to the region by clarifying or modifying
central’s “signals.” There arc also significant potentials
of the site visit as a vehicle which the central-regional
ciialuguc may help to tap: the opportunity for on-site
contact with regionai actors and agencies, and the
presence in the region of persons regarded as peers by
]litin.y of those undertaking regional activities.

There is the furher issue of the manpower require-
mcflts I04PS would experience if it took serjously the
c(mduct of central-regional dialogues with a]] of” its
rcgicns. Th,e site visit team concept, in which outsiders

al-c mobilized alongside central personnel, would provide
a crucial extension c)f 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 yearly culmination of central-regional dialogue,
rather than as an isolated contact which will tend to be

.
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seen, w}latever the intent, as a fundingjustifica~Ol,

process. The site visit team would then come to p]a~~

critical role in the anniversary reVieW process, and @
results of earlier phases of the central-regional dialogU:

would then provide the basis for the inquiry conductc~

and the judgments made in the course of annivers~y
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 corm in late, I was sitting in the back of the
~oom, rather than here on the platform; and I am very
~jeased to have been able to hear the elegant discussion
on Regional Medical Programs and systems change by
D1 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

ordy orienting our incoming freshman class of 225
studenfi, but are re~rienting students who have been on
vacation. The need for such sessions was made evident
by their questions, I 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.”
arrd ‘Wcrrty.”
1 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
indicaterl 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 hearjng ahnost 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
time I ha\,e tried to figure out just why it happened.
certainly from the viewpoint of the administrator (who

‘oPefu]ly is a good manager) evaluation is a very power-
‘U1friend. Evaluation ranks along with cost accounting

and program budgeting (two other dirty words), as one
‘f the most powerful management tools we have. We all
Probably know this, and believe in at least the theory,

~ct our response to the word is too often lCSSthan

favorable. It has occurred to me there are three principaf

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 evahration 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 – aIl 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 evahrat ion
as I now see it in 1970, from the perspective of a
member of the Review Comrnjttee and a Imedical school
dean.

To go back for a moment to the first of my three
reasons for our aversion to eval~lation, 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 approaching 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 fields simply aren’t doing the

job, aild we must now very accurately and scientifically
determine our poiition, and plot a new course. We must
assess our education and health service systems, and plan
to make needed changes. I’m absolutely convinced that
RegiofiaI 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’13are 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 t!le 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 Commit tee when theoretically they
shouldn’t have been doing so. Two reasons were com-

monly given for this avoidance of Iocal 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 expedience: it would be better
for the National Review Committee to turn 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

22

i!

\
avoided by this ploy, but such tactics do delay decentrd, *,loleimportan

ization of project review and approval. Happily, I thix

I

or not county
we are now rapidly overcoming these difficulties ~n(~ tie expertise t

using Dr. Schon’s analogy, I would agree that ~~1 would imagine
metaphase is upon us, and the diagram on the board t,,?
your right really is applicable now,

,.t hledical Progra
if the nUCIQ~ of evaluttillg n

chromatin represents the evaluation and review of rrIo$:~
activities within Regional Medical Programs.

exte}lt and q~l

i
ion. This S1

I recently have discovered th~t most regions rcali~li
that the National Review Commit tec is only a collecti~ ~

of individuals drawn from regions. Several regions ir~vt
begun developing their own specialized review bodit$1

‘{which often for specific purposes are better than the
National Review Committee. On two recent site visit$,!

was provided with sounder, more detailed reviews arrj

critiques of projects than the National Review Com.
mittee has had the time to develop. Some regions hawi
mounted their own project site visits, using both thi’

own experts and consultants from other regions. Several
of these project reviews were so good that the Division.
sponsored site visits added little to the understanding of
the project or activity. 1’11add parenthetically that [

have noted a regrettable reluctance by regions to
respond to the criticisms of their own experts and review

bodies, so that the same deficiencies existed, both at tht
time of the Division-sponsored site review and the sub.

sequent Review Committee and Council meetings. BuI
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
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 us to
accomplish. Anyone following developments in the
health field today, for example, realizes the probabiliO’
that private medicine is in danger of pricing itself out d
existence. As one result, during the next few years a
great effort will be made to control, however possible,

the cost of medical care. This may well involve Regional
Medical Programs. For example, there is currentlY a
great rhubarb, which interestingly enough is pitting the
American Hospital Association against the AMA and
others, concerning the idea of creating “Professiofld
Stand ards 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 m~ifi~
decisions as to reimbursement for this care. The conf@
arises over who should have this degree of power. But
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more importantly, the question to be asked is whether

~~not county medical societies have available to them

tie expertise to do tfis job. If this legislation passes, I
would fiagine 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

,egion. This should be a sobering thought to a good

many of us here today. I believe that our traditional

~volvernent with the providers of medical care will soon

be 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 YOUhave 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 sohrtion
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,
md the training base, largely the urban specialized teach-
ing hospital, is irrelevant to much of community

medicine. Thus, there is now general agreement that

medicaI education must be geographically distributed,
for one thing. Also, medical schools must assume in-
creasing responsibility 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. Final[y, 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. -

hr 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 Iooking 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

graduates, like many physicians now, must all assume a
‘ifelong responsibility for learning and teaching, for re-
‘ewing their own talents and skills and those of others.
‘f medicaI societies or the profession as a whole is given
‘r assumes the responsibility for setting and keeping its

‘Wn 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. I 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, regionaf

training programs, and the emergence of the word “eval-
uation” as a very friendfy, 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 rlm as high as 800.
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Similarly, the Federal Government has supported
staff of community mentol hetilth centers on a seed
money basis. Fedcraily financed centers now in

opertition provide services to less th;m 20 percent of the
country. Already, the authorizing legislation has been
changed to extend the time limit on the grants from 51
month to 8 years because many of the centers have not
become. self-supporting. Whether these centers will he
self-supporting after eight years is questionable, and in
the meantime, increases in budgets are required merely
to support existing commitments.

Similarly, pressures 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 research is underfunded. And, last
but not least, I see estimates that Regional Medical Pro-
grams requires at least twice its current level of funding
to be fully operative.

I 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 wc
live, and it is a considc rab Iy 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 Americansj 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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,,‘J ),,’,Most of RMP expenditul-cs are for three tyPe~ ~[ ~, ,.,.:: in evaluating

activities—support of the efforts of core staff, dcnlon ~, ;:,(~ecmvery aPPr(
stration projects, and continuing education and tr[li,liO~~ ~~jtelldedas seed r
programs. Conscquen tly, the questions that the Office~f : ~~,,,~cfveto stimuli

Man:igcment and Budget is likely to ask of Nip in ~,,:”been undertake
fut urc years will largely be di~ccted tow:uds the ot,tptll~ ~ ~::~ctivitics are s

of those activities.

I

~~,,~ market Place ‘s

First, with remrd to core staff. Are their activities i. ~ ~ ~ril] period.
-..-” u,

fact promoting new patterns of medical care? S[ibsidiary

to this, one can ask whether these activities arc success.
ful in rationalizing the relationships among the vario~~

organizations in the region that deliver health csre or
otherwise impact on the local health care system. R\lp
sho~l]d prevent wasteful duplication in training progran)i

and !lealth care f~cilities. Core staff should both foste[

the acceptance of new technology and promote new ae
protiches to health care delivery. For example, training
programs for physicians assistants and other types oi
nonphysician nmpower are now nmlt$lyinjg in an un.

coordinated fashion. The problems of the location of
training facilities, 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 RhfP bringing
about proper coordination among health care facilities?
Has it achieved an appropriate level of coordination with

o thcr government programs such as h’eighborhood
Health Centers and Comprehensive Health Planning? Isit
providing a vehicle for physician acceptance of neiv
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 demonstra. ~ ~l;~are intereste
tion projects, continuing education courses, and training ‘~,1dividual RM

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 ~
coordinated proposals that are simply related to the
interests of the persons applying for funds. MucIl ht~
been said about the diversity that exists among Rf@so
Such diversity is commendable if it represents a respons
to local conditions and factors. It is less commendable ‘f
it devolves from confusion over objectives or how ‘0
carry out these objectives.

Core staff should also avoid funding projects or tra%

ing activities that the market place is likely to undertake
without Federal support. Nor should it engage in actiti”
ties that do not result in efficiency increases or me~cd
care improvements that are of sufficient magnitude ‘0
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
been 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. He~th 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 RhfP’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 fetisible at this
time, we would like to see a few clear s(lccesses perhaps
along with quite a few ambiguous ones. We recognize
that there will always bc 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
nlanpower 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 ver~ much for tile kind introduction aild
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 A_hlA I shou]d nlakc it
clear that I am speaking for an or~~nization of pr:ic[icing

il:1
,,

,
,

physicians, and as such we are concerned primarily with
the problems of practicing physicians -– in the mmlual
aspects of the delivery of healtlh care services -- the
people who actually touch the patient.

Our major problems arc those genel-al pl-oblenls }oi!
know so well:

The manpower shortage. . . And I’d like to say this is
mainly a shortage of front-line tloops. If any of IOU
have followed the development of armies o~ier th~ l:ISI
century or so, you know that, in years gone b}’, if z
general had 100,000 troops, he COUICIusu:ill} expect tha!
most of them would get into the fight on the dzy of th:

battle.

As you now know, if a gencr~l h:is an arnlj of

100,000, he’s lucky if 10,000 of thcw mcn actu;di!, gri
into the fighting. . . Or maybe they’re un]ucky.

What we find in the medical care field is vcly muci~
the same sort of thing. Everybody !vants to bc a cons’.ll~-
ant. There’s little reward or recognition for the pl-iln:ir}

physician, and he sometimes gets a little lonely when hc
,11 h~ has to 1112!<Cail{!thinks of all those night house c~..s

all the people who arc planning on how !ICshould nuku
still more of thcm.

So the manpower shortage to us is that of the pr:.c-

ticing physician, although there are nl~ny ot}lcr sllo]-t-
ages as We]l.

Second, we have a concern about qwrlity of cart tli~it

has been expressed before today.

Third, is the much discossed problcm of cost Jvhi,l!
needs no elaboration be fol-e this audience.

And, of course, we have the problem of rcmcmbcriilg
that we are dealing with human beings. Problems of c:)s[

and human factors are certainly widespread tochy. fit
least we know the feelings of our co!lcge students, ;Vli[>

are well versed as to their education! instit(ltions and
the loss of human factors in some clf tllc I:\rgcl mcdir:ll
teaching institutions.

The problem pertinent to this nlccting is ho)v to :,ci
information to those doctors who, s~ to speak, arc in ti-(e
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 Perrnanente, 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.

\Ve 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 hc]p

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
occur.

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 irnmunization. Maybe it’s because we have im-
munized people so well already.

We don’t need help in delivering more physical
exams. I 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 cou]d then use this research in hk practice.

As research became more complex, this evolved untl]
there were two people, the clinician and the research
man. They got together ~t lunch time or shared common

meetings to exchange information.
It’s often said now that we need a thil-d man, a trails.

later, who could tell the research man what the c]inician

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.

1 think we need a fourth person too, and he is in the
field with which you are concerned – the communica.
tion of this information to the clinician after it is trans.
kited 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 FIogness, a former Dean of the
Medical School at Washington. IHe 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-
munit y 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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~he theory of population zero, lhe 1 )nger you keep an

older person alive by new modern techniques, the longer
it i:jbefore a new life may enter this wo]dd.

\l/e must have ove rail planning, not single-problem

planoing.
The doctor himself most always be col:cerned with

his ,~wn individual patient, He cannot be concerned with

tvhcther keeping his individual patirnt alive is a good
thing or a bad thing. lle is commitied to keeping the
p~tiellt alive.

And, therefore, you must be concerned with whether
his success and your success will actually make this a

poorer world for all of us to live in.
our evaluation may not be as sophisticated as those

!V]licll you have hetird and which will be discussed
further at this meeting, but we will certainly ask: Have
yc,rr in your planning helped physicims to deliver better
care and have you helped the people of this country to
Iivc a better life?

If YOL1have done this, then our cvalu:ltion of your
planning will be that it is a total success.

JOIiN M. BLAMPHIN

Assistant Bure~u Chief - Washington Ofllce
M(’dical i~or!rl h’cnts

For scveraf years now, I’ve been covering medical
nlcetings and Iistcning to speakers get LJpand give their
p~pers. It always seeined so easy. I fi~ured all you bad tc,
do WJS to step Up to the microphon c and say with some

dti;ree of confidciicc – “l;irst s]idc pleas e.” And the
prt)jectionist would d.] all tlie rest.

So here’s my big chanc~ and I didn’t bring any slides.
AS a result I stand Up here this mi)rning witli a bit of
hesitation, knowirlg full WC1]that of all present at this

conference, I know the least about the intricacies of
FN1l’and the science of evaluation.

But before I julnp into the topic of evaluating
I<~)gionalMedical Progrtirns frc,m the public side of the
feacc, I thollgllt I should tel! you something of what I
dr, and 11OWI view my own relatio]~sl]ip to what you are

trying to do.

As yOU kIIOW, I work for flledicu[ WorZd ~e~’s,
l,lcGraw.Hill’s WCCklynews magazine for physicians. It is

IIIYjob, simpl}, put, to tell doctors w-hat is going on in

~~~shington that is important to their practices. My
PriUlarJJaudience is about 200,000 physicians in private
Plactice and cm hospital staffs,

In addition, we so to about 5,000 purple around the
OILJntry \vho subscribe or are ol~ ~tlr “Freebee” ]ist. In

~~ashingtoll, t]le liSl iIlc]udes dozens of Congressmen and

senators and their personal and committee staffers, top
officitls 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 maifing list of medical and

science writers on major newspapers across the country.
Hardly a week goes by that ivlWN is not quoted in the
press. or on radio or television news. So, the public I
represent is far wider than the medical community.

1n Washington, my beat is primarily the political and
economic side of health. I regard my role as one of
evalwrtor. 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? I joined the
magazine during the days of the De Bakey 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 1 saw what came out. I’ve been watching and eval-

uating, and reporting your progress ever since. Evalua-
tion of RMP takes a simple format for me. I merely look
to scc 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
disease, 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 I can find tile time, and by listening

and reading what others ssy about IUIP – the usual
routine a reporter goes through covering his beat.

In the course of this evaluation, I have formed some
opinions about RhlP 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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injec[ion systcrn, if the car’s transmission is shot, and the
tires are bald. It’s the SaIne in the health biz. Tuning the

skills of physicians and hospitals to a high degree of

qluality 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 opinion of others in
Washington I spoke to about this before coming out
here, that a federal p rogram 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.

F1’everthelcss, 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. Ilarris 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 1’11let 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 medicaf 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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Iheart attack has dropped better than 60 percent. J .,11 ‘:

1

- ..,,
that delivering health care to people.

in region after region RhlP has successfully bro[l~{

the norlnally fragmcn ted elements of the health Co,n.
mllnity togct]lcr to talk about the state of health care i“

this region, to achnit that gaps and weaknesses exist, to

iclentify them and then to plan ways to improve tkt

situ~tion.
For the private sector of medicine this is a trenlen.

dous accotlll~lislullellt. For the first time, in mallY
sections of the country there are evolving systems ~~

health care which are more than the sum total of their
parts. This odvance Illay well have laid the groundwork
for tile development of new health care systems such as
the Health Maintenance Organizations now being touted

by HEW, which could never come about without the

change in atmosphere which RMP’s have cr’eated.
But lest you think I have been completely snowed by

RMP, I most 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 metropolitarr

areas. 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 u)mtga)zized, 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. I
know also how difficult it is to evaluate this type of
groundwork in terms of the usuzflmorbidity 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
vohrntary and professional health organizations. fIOW do

they evaluate RMP?

The present Administration evaluates RMP in terms
of national goals. And so far as he~th is concerned, this
means using federal money fu.st 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 Heath Services Improv~
ment Act of 1970 to get the Administration’s present
evaluation ‘of RMP.

I must also say in passing that the Administration’s

commitment to health care so far hasn’t manifested
itself in much more than rhetoric. If the President is
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~e~ous about solving the so-called health care crisis, he is

goingto have to substitute 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 Illinois said during the hearings on extension
of R.MP two years ago, “The initial legislative testimony

~vas presented before this committee to justify a pro-

gram for a billion dollars, which turned out three years

later to have spent $85 milfion.” But he also shows a
great deaI of insight into the nature of new programs,
and especially of RMP’s when he says, “I ttilnk it ought
to be brought out here that what we get in the way of

landslide 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 originaf 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 halve 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
RhlP 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 itseIf on the

Hill, one Capital Hil] staff menlber told me the other

day that “RegionaI Medical Programs have failed to take

on broadened responsibility in health care and have hung
tenaciously to heart disease, cancer and stroke labels.”

True, yO1lhive pointed ollt that Witholit 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 rnaintail~ the status quo.

Individuals within health associations in Washington

are ako skeptical of RMP progress. But these, of course
‘cPresent 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? I 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 care fulfy 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 pIanning, 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 revjew 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

110W fidCe.

In the IOi]g 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 hcai[h care in the eyM of the admil~istr:ltiop,

of the congress and of the public, those actiorls in ,

estimation are going to have to be directed ~)l~t

and more toward improve mcnt in the qlla]ity of ~l)e
systcnl throllgll which the best medicine known to

science reaches the patient where and when he llccdsil.

At least that is going to bc 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

clean the Aegean stables. I guess you do remember,
don’t you?

I was also thinking this morning as Glistened to the
descriptions of evaluation and of the Regional Medical
Programs, of something that I had almost forgotten
about – aflashback to my early youth where Ionce 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 wasan 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 thereto 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.

I 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 ttis 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 whit 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 fee]s at the present time. One lady said, “1

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, thosfi 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 1 looked in the New York ITmes 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, 1 think we must
recognize that in looking at the Regional hledical Pro-
gram oz 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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of the second year 40 percent, and so forth. Any

~ation from that was easily corrected by replacing the
fe!low who was doing the reporting. This is one way of

getting 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~

~ussion some reference to the need to examine all

alternatives instead of simply taking advantage of the
~ppOrtunities. And again I was thinking a little of what
~i$t be called a kind of Mae West approach to this

dung, A young Iady asked Mae West how she could get
out of the particular dilemma she was in. She said, “1’m

sure I can never do what you have done, which is to find
a man who loves me and has $10,000 and who would
buy 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.” YOUsee,

she understood the discovery system and she understood
the ways in which you do develop alternatives.

I 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
hledical Programs. If I do nothing else in the process, I
would like to say that I 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 cotrId easily be pkiyed back again to you every
morning for several days to make sure that the mcswge
is clear.

There can be no question not only that RMP’s will be

$ven the prerogative, but it will be demanded th~t they
establish progra]nmatic directions, and within those pro-

Dammatic 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 wc will have to go. There is also 110

question that there will bc a need to evaluate the ef-
fwtiveness of that whole process and that the way in
Which you eva]uate it \vill h~ve to be based upon your

~~dcrstanding of where you wish to go and what your

$~nsesof value arc,
If there is anything to add to what was said this

morning, it is that there WM probably less emphasis o!] a

‘i~se of expediency than 1 would have liked to hrvc
‘~card.It came out. ]t was mentioned, It is that part of
‘hc evahrative process that had to do with how rapidly
‘hil~gsare to be accomplished. But at the present time, 1

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 evacuative 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 flexibilityy 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, 1 think it is essential that
we establish more effectively within R\lPS 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 broacl kind of framework in which we will
function, is to be misleading.

Nrow, it is not likely that st any point wc 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 hexlth care system. And
this you have heard over and over again. You heard that
people are concerned about the costs of niedical care.

You heard that people are concerned about access to
mcclica] care. You heard thfit they are concerned – and
I’m not sure in what way this is true – \vith the quality
of medical care, In the public mind quality has a lower

order of priority. I think access and cost are far ancl
away the greater considerations.

You also heard from the people \vllo arc looking at

t}le evaluative system, where we will have to go and what
will lmve to be done, on the basis of what we have.
Simply floocling more into the system is no longer going

to be the answer.
YOLIheard a very strong inference, \vhich I join in,

from the office of Marragcment and Iludget, 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

Inove toward the kind of goals which we have embraced.
INOW,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, I 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

RMl?’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 I 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 tiIne~[O ‘~,,

exercise your own knowledge of what is going on and
what needs to go on. And what you will have to do it ~

establish evaluative techniques which anticipate eventl

and then be ready to prove, when yOLl arrive at tha[ ~
event, that you have done what is neceSSary in tht ,

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 the
daily newspaper is very, very helpful. If you need to go
beyond that, it helps considerably to go where some of
the problems are, to talk with some of the people who

are not getting the kind of medicd care they wish, to
consider the fact that the quality of care is not merely ~

matter of considering the exchange between the provider
{

and the lucky person who enters the system and gets ~
qua]ity care. You must ako consider tlrat the find

measurement of quality care is diluted by factors such as
those who do not get care, or where the quality is so bad
that it is a very large minus.

These brcmd considerations can probably be resolved

by a sense of societal concern which has been expressed
whc rever I have gone in the Regional Medical Programs.
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.

I’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 evahra-

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 gass-roots decisiomnaking 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 tafking about. But among them, of course, has been
the continuous stru~le 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 sifence brings forth the new idea.

This has been an ext~aordinarily 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
ht Rllp has not had a distinct public. There hasn’t
been one particular group, external to the organization

itself, which has gone to Congress and said, “We must

have this.” Instead, there have been several publics who
iwe gone to Congress, each with its own image ‘f

‘egional Medical Programs, and therein lies part of the
~roblelll w~ch I 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 Hil}-

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

pafachia 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 HShlHA’s resources are now being

expended at the prerogative and under the arlministra-

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, pubiic 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 anddiversity. Andall 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 evacuations, 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 urdess
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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~ere the scale of investment required is beyond the
~pability of the private resources.

I’d like to give you ““afew illustrations of fields where

‘~lvlHAbelieves it can perform a valuable service to the
~~temas a whole.

f% a health care delivery agency of the federal

Government, we can meet one urgent national need for a

@ral source of valid and creditable information on the
lCfiveryof health care.

Now, I don’t know how many of you have really

~Oneat the business of looking at our performance in
Je health care field. But it turns out that any set of data

hat you pursue far enough seems to come back to the
~ational Center for Heaith Statistics, often somewhat
~angled in the process, and discouragingly far from

~ything that tells us about the health status of the
nation.

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
[hat are conducted in our many localities under many
dfferent 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 opirrion, 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,
National Center for Healt]l Statistics, and National
Ceilter for Health Sefices Research and Development,
WIeeven have the models. We have the instruments, and

Wehave the capacity.
‘fhe role represents One way in which this small

energy input can heIp direct the flow of a larger system.
A second ro]e to which we might aspire will be

cl~aracterized as a kin~ of guardian of the nation’s

standards in health affairs. And I’m not thinking here of
‘egulation as much, although this may apply in a few
ca~~s,such as in quarantine; rather I am thinking of an
cv~luator of performance-which is exactly what you’re

‘oing here today–and an activator of the public con-
$Cicn~e

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, although 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 a 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 disposaJ 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.

I 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

little 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 tflat the relationship among these programs
and particularly between RMP, Comprehensive Health

Planning, and the R&l) 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
subje~t still remains.

1’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.
Julius 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 thk 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 originality 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
bet ter 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 I 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 plaming 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 ~s ,ht
voice of the ~lcoil!e in the pOlitiCal sense, enunciating [o

the providers the public determination of needs ~ui

priorities.
It has a geopolitical respoilsibility to assure to ill

constituents equity of care at the highest possible ]eYCl

of quality through the instrument of planning.
The R & D Center, the newest member of the triad,

was’ envisioned as an experimental instrument app[Yin~
scientific disciplines to the model of the health servicti

delivery system in the community. Hopefully it Was(O
be a generator, tester, and evaluator of iJlllOvative3P

preaches in the systeJn, addressing itself to such things ~$
cost contaiJlment, equity of zrccess, and efficiency ~1
resource utilization.

These philosophical differences, however satisfactory}
or unsatisfactory they may be in the intellectual sense
haven’t provided adequate guidelines for practical dis
tinctiom in the health delivery system of the real world

It is imperative that this situation be clarified in SUCI
a way that we maximize cooperation and minimize th
overlap and confusion among these programs. Unncces
sary duplication, with its resultant waste of effort ant
money is intolerable. In fact, it is destructive in the fact
of a limited budget and an unlimited need for improve

ment in health care.

The effort at clarification to which I am assigning toi
priority is not to be construed as competitive. We ar

not talking about one program versus another, I view i
as essential if we are to justify and obtain continuing an~
productive support for all of the efforts of HSlvlHA
wherever they may be.

If you are concerned about administrative arrange

ments at HSMHA headquarters that have an importan
bearing on the conduct of your RMP activities across th
country, I am sure that you will make it known to us i]
whatever unrestrained or restrained manner you have i]
the past. We solicit that kind of interest and input.

I have made a fairly fast attempt in a short period o

time here to sketch out for you in broad strokes some o
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 o
HSMHA. HSMHA, in turn, is the agency charg~d wit
exercising appropriate federal stewards~p in DHEW fo
health care delivery. It is not simply a collection of prc
grams; it is a composite. And each of its components i
to contribute to a common mission.

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

the parts.
As YOUgo through this evaluation conference and

your further evaluative efforts in RMP, YOUneed to do
~ 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
dnlost our onJy 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 ultimate 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
thort results in more direct and unconditional state-
rwnh than are strictly warranted, but this may be the
basisof 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
someuseful 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 k Biblical
mention of a census and the ideological response to it
thenstill has repercussions among fundamentalists. One

~ reminded also that total counts are sufficient - Gideon
becanlefamous by applying a behavioral test to select a

subsetwith characteristics he wanted. Now many charac-
teristicsare incorporated into census data. The attempt
‘~’cnat health data is not utterly recent, however. In

1870,the United States Census became very ambitious
?“d~among many other data, tried to obtain irrforma-
‘ion on illness. The procedures were somewhat crude,
butthe amount of data of all kinds was so voluminous as
‘otl~reaten the decennial census by taking over ten years

10Process. 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 possibIe, 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. I t is a
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 Stat istics: 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. ln 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 hlo.
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
invo}ves 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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~ol techniques to estimate values for our specific dis-
@~tion of the analytic variables. Unfortunately, the

~klual variation also applies, because the analytic

~~tbles can only transfer as much of the variation as
My absorb, and what remains is error, in both cases.

~0,hea]th data, our analyses so far do not account for

~uch variation, and the estimates are correspondingly
IS done with mathematical statis-~or The fact that it

~ca!formulae on a computer will not improve it. More
~mp!ete statistical analyses or a mathematical presenta-
~ofl~,orrldverify the logical argument above. Any statis-
~CaItext dealing with multivariate techniques will

pieGeneraliO’of Concepts

Again, there are several limitations encompassed in

* generality of concepts The first involves com-
~Urricabilityand response. Respondents understand and
[tPortonly those terms they know. And much knowl-
td:e of what is or was wrong with us comes from the

halth care system. This is a feedback process of some
importance. We learn as we use, both in terms of

fi~gnosis,which must be given us to be at all reliable,

todeven in terms of recognizing what symptoms are
klportant by how health professionals respond. What

[Mimplies is a strong bias against reporting by those
rrdhabitual or economically enabled users. The prob-
]~msof non-lisers are not reported by a system

tssrming use, and the resulting confounding conceals
problem of the system. When a symptom list is used, it
willhelp those who recognize the symptoms, but it will
~t elicit a misery or a devil bothering a respondent
m]essit includes t]lcse. It is much easier to adapt to this
[oMlly,since nlany terms are regional, although they

MWbe ethnic or status-related also. To check, find out

[tomyour friends from different parts of the country
~hen evening begins for them, and you will get some
dra of t]le problem, At any rate, the reliability and
~ttidiiyof dtita are high only for those using the systenl

@~~eratingthe concepts, and may cause serious under-
‘:Porting of illness and the unorthodox treatments

‘Wagedin by those uninvolved with orthodoxy. Of
~“~rse,only a national study can demonstrate all of the
‘~k~bility,but then only if they are prepared for it. If
W wants to find out about problems, one mllst be

~Mtptive,

A ‘econrl issue is the problem of “general purpose”
‘Jta{obe uspd by lnany, of course, agreement on what
“f~rlnation t; get is a political and economic neCessitY,
!Ji ~O~ever valuable compro~lise may be ~ politics> ‘t

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 (OF 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, I believe, in a plea
for greater support for many kinds of data and for re-
search more nearly directed toward well specified prob-
lems, hfuch 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, I 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 icleas, and mistakes. Our 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

43



the weaknesws better than those with second-hand ac-

quai ntance, were allowed to use them to draw con-

clusions, we might do better. They are willing to Ineet us

more than half way, though. There are many special
analyses that may, be obtained, if we ask, and althou@
they will not be free, they are less costly than special

purpose stud ies. 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 analyze~, and they do not serve all pur-
poses. We must consider the limitations in thelight of

our objectives, and we may thereby help to eliminate
some Iirnitations.

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 tight include legal, contrac-
tual, and business arrangements; availability, acces-
sibility; degree of specialization 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.

Tile purpose of this arti~le is.to consider t}lere,a[

ships between patient classdicatlon, data collection
facilities and manpower utilization for anlb~Ilalov

Before doing so three caveats are offered:
1. The design and implementation of a data ~y

for ambulato~ care should proceed CO1lctlrrently

the development of hypotheses about tile p]aIl(lin
organization of such care. The data will ~rovide~“

decision mtiker with the necessary statistical inforn
for evaluation of alternative ambulatory care pro

Unless hypotheses about chmges are offered ~ri
simultaneously with the design of the data syst
latter effort may be extremely costly for What i

tion is required and used.
2. There is no single decision maker ill the

community ambulatory care system. The conllllu~~
system is typica~y fractioned and consists of a va
indepe[ldent organizations (listed previously). Ch

indiw”dual and independent organizations can ma
from a community system
coordinated and coopers

unless severe legal const
manner as to force the CO
objectives. The purpos
planning is to provide t]
(administrators, physicia
permits a rational evalu
to community objectives.

3. Data and informat
both the consumer of I

the processes (methods)
efficacy of a data an
planning will depend on the manner in which kd
patients and processes are classified, described, &

measured. It is on this issue that the remainder of ~
discussion will focus.

‘i,’,.

It is suggested that a classification scheme that Ud
relate health care demand to the manpower, equipti~
and facility requirement is needed. Traditional clasfifl~
tion methods include patient characteristics (mated
and child health, pediatrics, veterans services), Pa@
physiologic processes (tuberculosis, cancer, hemoP~i~~’
services rendered (radiology, medicaI, surgical)>‘:
(neighborhood health center), as well as organiz@’~

rendering the care (private group practice, hospital 0$

patient department, occupational health services), ~!
of these classifications have some use in health care p%

ning. For primary ambulatory care planning, a clas~fid
tion system is needed to categorize, dcompare, a ~

project patient utilization for different types of P@~d

ambulatory care delivery units. A measurement”~1

Possiblyre
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consult

MDor mu

ProbIemc
demar
specia’
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I

~Cmand in .agiven ambulatory unit is the first step in the

,’@flceptuabzlng of alternate ways of satisfying demand.
, The demand or load placed upon a primary care or-

,, ~~ation at any given time can be expressed in terms of

,,,,‘[henumber of cases (Patients), the episodes [specific

‘“,~edi~(l~problems requiring management), and the visit

?’[Vlterface between the patient and the health care

,.,flstem) A classification system based upon a set of

~iteria related to the characteristics of the case and the

~~t as they relate to the services rendered is proposed
under the assumption that such a classification scheme
~] facilitate the conception of alternate care organiza-
~iona]designs. This classification method focuses on the

corr;plexif~of the case and visit.
The pr~aw care Wtting encompasses a continuous

~]e of case complexities. At one extreme is the

~edica]iy simple case in which modest resources (man-

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 A, B, and C, where A 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 probIems and disposition of the case
visit. A fourth class might be developed for psycho-
somatic cases and minor psychiatric cases.
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FIG u RE 1.–Gzse Classification Table

Comments

Acute

Life-threatening

Totally intermpts
normal living

Diagnosis Disposition
of visit

Manpower Facilities Frequency of
visit for
episode

Hospital,
home care,
or

Long term care
facility

MDrequired Icu Not appli-
cable

Revisitsre-
quired

ExtensiveDx

Skillsrequired
or not
required

Likely team
effort

ED

Hospital facility
required

MDoffice or more
extensive
Dx or Rx
facilities

+ Difficult

~ ob~~ure

Chronic

IIorne

Possiblehospital

Long twn care
facility

Non-acute

Ongoingcomprehen-
siveand conti-
nuity care
important

* Interrupts normtil
living

Acute or not

Mf)required

Possiblyreferral
or
consultation

Possiblehospital

MDor nurse AverageMDoffice One or two
short
visits

Relatively
simple,
obvious,

Home

Dispensary Accessibilityand
availabilityof
scrviccimportant
to patient

Problemdoes not
demand a
specialist

self-
limited
(URI or
minor injury)

Interrupts normal
livingto .
minor degree

Support and reassur-
ance may be a ma-
jor attribute
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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 exampIe:

1. For a given community, what proportion of case
visits by ,4, Ii’, or C type are made to which organiza-
tions; are resources allocated among organizations in an
intelligent manner, e.g. perhaps demand for type A
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 A, 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’ cla-isification 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-the-scene 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?

c) 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 ~f-
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 A, B, and C
cases?

8. How is the question of the use of paramedic

personnel specifically related to A-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
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anlb~i]atory care data systems for Patient care, ins[it~t

tionaf management, and for community pkmninp
10. Wha~ is the role of the hospital in a]l~u]atoq

care? Analysis of the Emergency Department and out.
Patient Department by case classification characteristic
may provide quantitative data for reorganization of lit

hospital’s ambulatory services.
1]. Does the measurement of 10W income urbzl

ambulatory care demand by the case classification ~ec~.

nique provide insights as to how to organize ambula(oq

services for the urban poor?

Information Systems to Meet Con~mo~l Data Needs
of Ilcalth Agencies

KATHARINE G. BAUER

It has been observed that information is to the
decision-making process what oil is to the internal
combustion machine. It does not itself make the procw
work, but without it there is considerable wasted effort,
misdirected motion, and eventual breakdown.1 Those
who me 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. Th?

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 gushti
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 particular uses of those who make
health decisions – whether these involve expenditures of
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 evaluato~

and their opposite numbers in other agencies. Can sucha
system be designed to supply, link and refine the maflY
streams of health data that are routinely being generatd
from diverse independent sources – such as the facilities
manpower, and vital” statistics compiled by Statg

agencies, the various utilization and patient ori~m

records from hospitals and other service providers? And
can these be more usefully related to the basic dem”
graphic and health statistics from the U.S. Census an(
the National Center for Health Statistics? I was asked’(
lead off this discussion by virtue of my association Wid
a two-year study of this question at the Joint Center ‘a

Urban Studies of M.I.T. and Harvard – a study larget]
inspired by Dr. Osler Peterson, Director of Research’0
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tie Tri-State RMP, who made major inputs to it at every

Stage+z
What do we mean by the term “health information

?“ I suspect this is one of those in-terms thatflstem.
~oPle have come to use quite widely without benefit of

dc~nition. For our purposes today, I’m simpIy going to

be 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
~ses, by multiple users. Also, in an effort to put first

~ngs first, this paper focuses primarily on the organiza-
~ion~ process for systematizing this access to data –
~~Y incidently on computers. As an analogue – if we

didn’t yet have libraries but many writers were
~roducirrg 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
~cond step would one commission a computerized
@dex. 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.

‘fhe broker system predicates that it would be

rmrtually beneficial to a region’s major public and
private health programs and agencies, such as RMP,

Blue 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 const I-ucting un-
workable multi-miliion dollar data banks. Before
describing this model, and telling you so~ne of the con-
siderations that influenced its design, let us briefly
review some of the reasons it seems particularly timely
right now to promote this or some other type of cooper-
ativeorganizatioll for improving health statistics.

Ii’hya Heulth Infortncltion Systenr ?
AS budgets in every sector of the healt!l SyStt211get

tighter in the face of medical price inflation, it seems

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

~llebig questiom of accountability raised to you yester-
‘~Y in the plenary session will be increasingly posed:
‘hat benefits are patients actually receiving for the
mol~eyspent? HOW can the program policies be modified

and adapted to improve these cost-benefits? Obviously
~hcday is almost over when those who pay the bills will
be satisfied by simple tallies of patient days and O.P.D,

‘iSits juxtaposed with total dolltirs expended and a
request for a ]570btldget increase next ye:~r

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 heaIth ewrluation 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 demogrzzphicj health status,
vital records, f~cility 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
Ividely ncedecl data, however, such as about health
facilities, arc being routinely generated for their own
operating or rnnrmgement purposes by some one agency
which, in turn, may need management —generated data
from other agencies for its own evaluation research.

Finally, staffs in tiifferint a~encie; ‘q(lite”” often
duplicate their research efforts, both in their separate

quests for identical source materials, and in time-

consurning activities such as constructing S.M.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

o improving the quality and cornparabi]i ty of ~xist-

ing data commonly sl]ared,
o i den tifying commonly needed data now un-

availablc, and finding means to secure them,
e eliminating duplications of research effort,
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0 arriving at agreements 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 fcw weeks Congress will
au~horize federal support for experimental health in-
form:ition systems of this kind M part of the Health

Ser~-icesIinpmvement Act of 1970. *

Funding is only one aspect of the problem of data
sharing among independent organizations. Given the
rea]ities of the operating environment, can a satisfactory

means be found to promote inter-agency cooperation?
W’lien one looks at the activities of the Bureau of the

Census and of the N.C.H.S. and other important in-
forlnation centers at the federal level one can feel
hope~ul. But further clown 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.
Our Boston study’s recommendations represent one
possible approach – Dr. Wennberg will tell you about
another, and I know that several other people here have
been wrestling with these problems in their own regions
—from New kfexico 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 usc of infor!natio[l ~erti.
ncllt t[) their common needs. Strch Zn illfornlation

SyStCIIIShOUld bc planned at the gutsct as the fir$l

step in a more complex collltll~llliciltiol~ nct,vork

should future expansion secm indicated. ”

A broker f~lnction between indcpcndcnt hc~l~h in.
form:ition subsystems rather than a centra]izcd ~t,a

bank was rccommenrled because it would:
adapt better to the predictably ever-changing d~(a

needs of its users,
provide better quality information over ttle ]Ong

run,
avoid direct con front~ition of the issues of ;~gcncy
~onfidcnti:llity and of individual patient privacy,

function better witbin the present limitations of
computer software-yet permit adaptation to future

technological advances expected there.

Finally, a consortium of users was recommended as

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 sufficiently
to foreclose their participation.

Befurc going on to elaborate on some of these points,
I’d like briefly to mention some activities proposed ill
the Boston lnodel.

Some Possible Functions aml A ctivities
of a Shared Information Syste/n
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by:
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0

●
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Making data more available for secondary analysis

inventorying and cataloging data sources and files,
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.,
guiding and helping the user select and use COHV
puter programs best suited to his needs.
Improving the utility of available data by activelY

1“● formulating
sharing data

encouraging data generating agencies to arrive at:
● compatibility of key items on report forms – stlch

as age, residence, condition, service, etc.,
● compatible definitions of terms used in such

reporting.
3. Identifying common unmet data needs, and

helping meet them by:
● promoting addition of new categories of infonn~

tion in existing data sources – such as finer age
breaks in a State census,
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developing directIy, or contracting to deveIop, new
sources of information – such as population

health surveys.
Helping users find the computer resources most

appropriate to their needs by:
~ organizing local conferences and workshops -

such as are now conducted by the census,
* inventorying and brokering use of agencies’

partially idle computer hardware,
● 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:
● formulating policies governing agreements for

sharing data,
o 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 bv:
#

●

●

Itis

negotiating agreements between agencies for data

sharing,
advising on legal matters and computer locks to
safeguard privacy,

conducting file merging operations and providing
tables ancl 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 cornmunit y served.

assumed that any such information system would
build in its own evilultion process and would con-
tinuo\l$lY re.cyc]e on the basis of experience, new health
research and planning needs, and new computer tech-

nology
YOU Wi]l note the heavy emphasis placed on staff

activities, one important thrust of their work would be
to inventow and Cat;l]ogue data sources and computer
h~rdtvare resources in the region, and to evaluate com-

Puter software packages. Another set of functions would
reiate to improving the quality of the data, by

‘egot iat ing format compatibilities, and promoting
adoption of common definitions. Again, staff would
help neg{ltiate inter.agellcY agreements for data sharing,

and promote common efforts to contract for or in other
ways gain access to commonly rrieded 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.

F’lexibiiity. -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, ITMXiITIULnflexi-

bility is imperative in a system designed to serve the
information needs of policy makers. There can be no
fixed so!utions 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 deiigned
to anticipate and to accommodate to change. A network
of sub-systems permits this.

Quali[y.-In view of the massive data base reqLlired

and the large number of flies that might need to be
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tapped for all the various types of health delivery system
ewrluation that might be desired now and in the future it
would be sheer fantasy to expect that any one central-

ized systcm could incorporate them and manage their

updating and quality control. Nor would that be pro-
gress. It is far more desirable that each organization have
a gcnuiIle ~d active concern wit]~irl itself to contillua]]y

inll)rove ,jts 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
wouki maintain custody of its own files. Clearly, data

dlaring 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 ill
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 aggreg:itcd form, and by promoting
specific in te r-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.

Cotnputer Lirnitatiorrs. -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 Iate 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 variety 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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..’ -., ,Contribute to it, and [~nally, whether lt wdl truly ~rit

the purposes of research and policy guidance for \vhiCh

it was designed.
The National Center for Health Statistics, \v]lich~

you may know has recently published a description ~fa
nlodel for state centers for health statistics, states 1$~

cardinal premise the absolute need for information lhtl

is completely unbiased and authoritative. I quote: ‘L’fht
inevitable disagreements on how to deal with heal~
problems must not be confounded by controversy ~k,cr

the basic facts of the situation. . .This also means that no
pertinent facts be suppressed. . .In effect, the statistic]
function must bc discharged with high competence and

cannot be captive to a particular point of view.” Thw
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 po\ver
is the name of the game? I f 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:

. a generalized state statistical center,
● some other state agency (possibly the university),
● a regional commission or center,
● a quasi-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 tile

failure to develop satisfactory efforts along these lines
can only mean the continued burden of handicap to
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.
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this model or’ any othCr COOpera,twehealth iIlfornlJti,y4 ~~~8~or@rll Ne~J

He31system. The answer will deterrnme whether the systc~ ,,k;fp!:!]l!:”
ever actually gets funded and into Operatiotl; W],tlhtl ‘:y$; -

,;j~)l:i
JOHF

those who generate the needed data will, ill fl,,,
,4:!!;;,,,, ,,,
,,“.’:+~,1’.
jl,fhose

of US in’

“’#@lltinuallY rel
,Ifi,Idequate data

~~f~brfllprocess. ”
,ihjcllclearly are I

~,j~ttle problems i
,,f~~j~flceto Othel
~~fonnational ba~

tilitcd to impre

;,~~rrly arranged
~llti~ular solutio

:~q@ons run a M
,;,,,:,~ prospective
‘~~tcln appearS
.i~ur data probl(

~~~ccessa~ technc

‘,’;~vi]ablefor so
.,gynerallyunimP

‘.,,;lllp]y cost; it
,~~ififorlnation sys
,:bYproviding th~
~~~noreprobable

,,,~forrnationsyste
‘:,jfthe SYstem
; accurate data i,,, ,

l:~@t be either

“’’’existingplurali~1,1
‘,goodplanning

~<:bylaw. Under
j:,rnaintenance c
$~,areexpensive
,~~f currently
, energies.

1 ~ If the CUn

.~,,prehensive Ht
{’tie mandate
“,,.
j, information
~,,whichcan be

.1:,planning and

I

~~1,’a qualified 3
‘‘!‘MedicalProg

1Peter J. Henriot, “Political Questions ~bout social lnrti- ~~data base wh
caters,” Western Political Quarterly, Vol. XXIII, No. 2, June
1970.

.1’to participa
‘]/;highly trsefl

2Moynihari,Beshers,and Cydel.Problemsand Perspectives‘n :jc,~“

the Design of a community Health Information System (u.S.
:,:~,purposes, to
,# health a:erw

Pubtic Health Service Contract PH 110-234), Joint Center for
Urban Studies of M.I.T. and Harvard,Feb. 1969.

~’:the data, e:
;’(

$,
,..,,,,
;,:,,1,::,’
,1,,
lli~;:
.l/,#j.,,.!,,$,‘i!y,..,

k,,..



me Northern New England Regional Nledical Program
Health Planning Data Base

.JOHN E. WENNBERG , M.D.

Those of us involved in Regional Medical Programs

~[e continually reminded that health planning, without

~n adequate data base, is more of a visceral than a

cerebral process. we are often asked to support so]utions
which clearly are proposed without proper identification
of the problems involved and are usual]y Inadc 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-
Mon]y 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
mcessaw 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
byproviding 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,
goodplanning is neither strongly ‘rewarded nor required
bylaw. l.JnrJer these circumstances the establishment and
maintenance of prospective health information systems
areexpensive - probably intolerably expensive - in terms
of current]y avaflable management and persuasive
energies,

If the current Regional Medical Program and Com-
prehensive Health Planning legislation does not contain
the mandate necessary to promote prospective health
hlfor]nation systems, is there an alternative approach

~llich can begin to achieve the data base necessary for
planning~n(l nlanagelllent systems? I think the ans\ver is

i qudifierl Yes: under certain circumstances, Regional
~~cdicalProgranls can establish an ad hoc but systematic

‘Jla base which mini]nizes administrative inconvenience

1’]Participating institutions and is at the same time
~tig]llYuseful to its own planning and evaluation
‘urPosM, to Comprehensive Health Planning and other
‘~c~lthagencies Jn addjtion to the immediate utility of

llICdata estab~is]lnlent of ad hoc systems affords the

opportunity to accumulate experience with the technicaJ
and management problems of developing large data
systems. It also allows one to evaluate the utility of
components of the system. This shouIcl 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 planrrirlg 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 ancl 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-economic environmental terms;
2. the manpower, facility and dollar resources of the

health delivery system;
3, utilization supply and distribution aspects of the

health care system;
4. outconle, as measured by morbidity, mortality arrrJ

patient satisfaction.
The major products are planning documents and

status reports covering the above mentioned areas.
Examples are available from the Program office on

recluest.

Establishing the clata base hm required a major effort

which cannot bc systematically repel-ted at this time.
However, I wouId like to elaborate on five important
features of our approach: (1) choice of the brew England
town as the geographic base: (2) strategy governing
collection of data; (3,) resume of the contents of””our
data file; (4) approach to dfita processing; (5) ~pproach
to data analysis.

The geographic legion covered by t};e data base ir~-

cludes the entire service area of the Northern New
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Eng!and Regional hledical Program. l-fowevcr, in
designing our approach, we wished to use the smallest

feasible geographic unit that was available. The New

England town turned out to be ncady ideal - for the

following reasons: (1) it appears in the census; (2) most

unit records in the region (for example hospita!s and

vital records) contain the individual’s town of residence .
thus utilization rates can be calculated on a to\vn basis;

(3) there are a total of 356 distinct towns in the region -
25] tOIVnS 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 czch

town vary bstween 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: ali 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, Anler-
ican Hospital Association, BIue Cross/Blue Shield,
State IHealth Department and The State Planning
Agency.

Existing unit record files incIude 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 Vernlont-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 household 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

*Whiiean integral part of the “data base”, this paper does
not discussthe NNE/fWP social sumey capability.

!
$pj:,

records - We have uscci part-time Regional hic~ic:ll pf& ,1~1$, hOme healt

gl-am personnel under close core staff s~tp~rvisioll ~ndt~ :~c@e ~hre Cros
?,ll,+,,1,

.,;i@ agencies+the se ci rcu instances cooperation has been ~early

uni vcrsal. ;fi{~oSOcio-ecO1lC

While much of our data base spans more than ~n.

year and is updated periodically, the costs involved’;
fic]ding special utilization surveys led to a dccisio~l~rj
restrict (:~t ]e:tst initially) the complete utilization file{o

the calendar year 1969. Informational items Corrccttd
through special protocols have been kept to a minilllun~

These inc[ucle patient record number, age, se~
diagnoses, procedures performed, length of stay, d~teo~

admission, type of insurance, referring and attendjn$
physicians.

Resume of Conten[ r?fData Files: Currently, our data

files contain the following information:
1. Utilization review: hospita]s, nursing homes and

home health agencies.
A complete review - based on unit records - of all ar~

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 Hin.

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 heaIth zgencies (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 d

institutions of the region. Health Department ad
AAI.A. registries are being utilized to classify physicians
in the region by Iocalit y of practice, s~cialty training,
age, board certification etc., both on a current arid ~
historical basis.

4. Facilities:

In cooperation with the Tri-State Re@onal Medicd
Program, special inventories of hospitaI facilititi “fik
throughout the region have been completed with the

I
t,Pit

‘Itli,,

following areas being stressed; coronary and intensive ‘~~:

\care, emergency care, stroke care, radiotherapy md ;~~’~”
chronic pulmonary care.

(

,,
l:; II;

In addition, published data encompassing facifib’ yf~~;:

staffing, size and location as well as cost data have beefi ?d~~!

?

:,$.“J

compiled from a variety of secondary sources for ho~ “‘“?:3(,
ll;~.jir
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~itals, home heaIth agencies and nursing homes. Sources
American Hospital Association and

5. Socio-economic and environmental:

Arrangements have been made to secure 1970 census

tapes containing available processed tables. This will

,establish age-specific population rates on a town basis.
Of particular importance is intercensal estimates on a
town and other small area basis. Work has been com-
~lcted in conjunction with the State Health Planning

Agency personnel to construct inter-censal population
~ge.sexstructure for towns and counties.

]ndicators of economic status are being constructed

firough the use of income data. In conjunction with the
State Tax Department individual income tax returns

havebeen analyzed by town, occupation and industry to
provide an economic profile of the State and its sub-
~visions.

6. Published data:

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

Approach fO Dala 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

,r:~l~r’,,

‘+.i data, organized and tabulated according to external
Rfp

dictates, is often irrelevant to immediate concerns. The+),,
Ie Verrnoidt limited utility of reports furnished hospitals by the Com-
fi]e5 of bj;$: mission of Professional and Hospital Activities (PASj

,!,
ortality d~fi,, and of publications of state and federal health depart-

major Irea!!l’ merits reflect the series of compromises that must be
.,!’:,
t+.: made in developing multi-purpose reports. From several
,,~
;8,$,. standpoints, the most effective method of information

storage is raw data cm individual cases. This is particular-
ned from~~,,

IYtrue whetl efficicn t storage and retrieval methods are
artment. #

available.
ify physlcl~~~~~

Accordingly, the RMP has devoted a significant effort
iaIty trajti~~,

t{) the development of individual case files. Becausemrerlt afl~,~~:,
~cccssibledata derives from diverse sources, a number of,;~y,

; “,:,ljr,
compatibility problems have been encountered. These‘ ,,~~;~,,
‘aflgefrom differences in coding of such items as sex and~on~ k!e~~~

]ital fa~l~~
>ted ~th ~.’

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 Analysis. -The usefuhless 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 Iarge numbers of separate data files contain-
ing relevant health data. This enables (for example)

correlations between demographic and environmental
factors in health status. hluch of the anaIysis undertaken
by the RMP has been computer based and allows for the

study of complex relationships between “input” and
“output” variables. Exfimples 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 report to you on

the data base we will have much more to say about the
effect the data has hacl on the planning process.
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WORKSHOP ON ME [4SURING CHANGES [N EEIIA}”I[)R

Participants

JohnS. 1 , Ph.D. - Moderator Mitchell Schorowr
~$Sistant xtinator, Evahiation Assistant Coordinak,r for Ecfu:at onal

~lifomi.1 I I ional MedicalProgram - Planning and Ev.iluation

AreaY Interrnountain fles~mal Mediml Program

y{dliamR ~~.Iwford,M.D. Barbara J. Andrew, P’I.D.
A~~ociatc! .AmIionStudies Section Assistant Professor I.icdiwl Fdu :~tion Research

center f(~~ ~Id y of MedicalEducation Divisionof Researcl io hlediud I’ducation
Universit! Illinois University of South2 n (hliformt

—-- -

Measuring Changes in Knowledge

WILLIAM R. CRAWFf3RD

Som~i: es the measurement of knowledge seems to
htforward procedure. Perhaps that is truebe a s:.’..

when O] : is interested in measurement of sinlplt recali
of basic i, :ormation which has been memorized, How-
ever, sl! ; ‘2 recall of basic information is LIsuolly not

sufficiel, [or measuring the achievement of educational
objecti~.- in areas as conceptually complex as medicine
and the ~IIied health professions. In most casts We are

interest ‘ in assessing changes which are relatec! to the
ability ( pply principles, solve problems, and il!erpret
data, t. :lne only a few. Clearly, these cornpl.x intel-
kctual !~, ciions cannot be assessccl with in:ti urmnts
design’ 11 provide an estimate of ihe numbc~ al]d kind

ofmm :.ed facts which can be recalled.

lie,’ ~~en, can we approach th~ greater problem of
IILeasuii: - the ability to engage in more COrrl~J]L’:i hte[-

kctual I ,]ctions? The obvious first step is to define
\vhat ti~,, ,: fLlnctions are, why thev are import[’nt, and
ho\\’ t,.!, re]ate to specific tasks -which most be per-
form~(l , ,: the job. Defining these functions is a major
Opera:, iIl, and an essential step before specific
rneasul. :, ;nt instruments can be dc~eloped. ‘f[~~second

‘~ePit i take these definitions and translate them into
instruil.lts which can validly and reliably mcas~lre the
f~ncti(,,,.,, and which will produce nleaningful dat:~. Con-
currr)nt V,ith the developInent of the inStrUillCIlts One

‘lust d Alop a procedure for Sc(JIing and a pIan fOr
~~porlii.~~d interpreting the scores.

‘Q~~‘:;irlg is a brief olltline of the topics covered in
his s,. ~,jon of the workshop, each of which was cOn-

‘id~rt. !t nlore depfi in the worki~]~ SeSSiOrL.

Afulfip [e Choice f[riw

A. Advantages
1. Some t:sk clearly defined for each emninee
2. Large s:.mple of itsms pe rrnissible
3. Scc)rinp keys are st:indardized
4. Easy t( score

B. Disadvantages
1. Requir, s recognition of correct response, not

produc.iorr of it
2. Permit, guessing
3. Difficult to constluct
4, ‘fink is coml]lctclj. structured

Measuring Changes ill C]inical Performance

BARBARA J. ANDREW, Ph.D .

The heal th profession~l>s ability to solve clinical
problems has l{mg been regarded as one of the most
important dimensions of quality health care delivery.
Yet because of Its cornplelity and the challenges which
it presents for quail tit~tivt measurement, clinical per-
formance has oIt been m widely used as a criteria for
evaluation as its importanw would suggest.

Clinical performance is essentially a problem solving
process which involves:

1. knowing what data are relevant;
2. gathering ths data;
3. analyzing the data and evaluating their relative

importance and signiflc:ince;
4. synthesizing: the data into conclusions; -.
5. knowing about avail~bk health care strategies;

6. selecting :ind applying the most appropriate
strategies;

7. evaloatin: the effectiveness of the strate~es;
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8. nraki!~? whatever changes in health care strategies

which are needed.

S[~cClrlC Cllnical problem solving activities call bc
c!~~$ified aS prim~rily diagnostic or thcrq3eutic in

Il:{ture. That is, whiIe diagnosis and therapy are inter.

dependent components of clinical problem solving, some
}lealth pr~fC?sjiCJIds have primary responsibility for
diagnosis, while others are concerned with suggesting or
administering therapeutic procedures. Stili 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 sol\’irrg process or only some specific
behaviors within the process wili be a function of the
purposes of the study and the hypotheses which have
been stated.

The wdidity 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:

5.

6.
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1.
2,
3.

4.

the clinical skills to be measured are identified;
criteria for evacuating these skills are developed;
the criteria are stated in terms of specific clinical
behaviors;
a method of scoring is deveIoped which is logically
appropriate to the skills being measured;
a.

b.

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;

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

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 clinicaf skills;
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, additiomd instruments can be developed

7.

and used by different raters (e.!&, llOtl.v~rba~~‘“l
I,VCIIxs verbal interaction clr.u”inghistory ta~in~lji

finally, the validity and relifibility of tile ~njl{t,.,

]lleJlt arc estimated. (In instances Where the
StrLIJllCJlthas been dcslgned tor use by r~tCn

observe clinical performance, sufficient tr~inillg
improve inter-rater reliability should be UJ)d

taken).
The se[ection of uppropriute Vu[i[lity und re[i~bi[[p

estimates depends upon the nature of the measu~J)g
strument itself and upon the purposes for whic]l testing

data are gathered (3).
In estimating the reliability of observatioJ~ deyicti

one needs to determine the correlation among the ev~.
uations of several raters of the same clinical perform.

ante. This procedure necessitates the refinement and
careftll detllition of the skills to be measured and Ca[e.

gorirs for recording performance, as well as the train

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 ofa
clinical situation, comparability of forms and compw

isons over time offer the best estimates of reliability.
Estimates of the test-retest reliability of simu]ated

clinical performance test arc 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 perfommce
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 unde~

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 these
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 c~osely

resemble the population for whom the test has been



de,igned, in terms Of their composition and relevant

J@acteristk$.

TWO general approaches to the measurement of
~ifli~al performance may be taken: 1) the direct ob-

~~ation and measurement of actuaI or simulated

~liflicalsituations; 2) the indirect measurement of actual

or simulated clinical situations,
The advantages of evacuating actual clinical situations

re~u]tprimarily from the difficulties in simulating some
of the complexities and spontaneous aspects of actual

~roblem SOhhg SettkigS. For example, the clinical per-
formance of some medical technologists requires the use
of actu~ specimens, thus rendering observations under

Sinlulated conditions considerably distorted and of

lin~ted vahle. This same difficulty is posed by the use of

simulated patients from whom the physician could take
a histbv and perform, in some instances, a physical
~Xan~natioll, 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 unwilli[lgness of subjects to undergo
suchexperiences. Thus, the use of simulated clinicaf set-

tings restricts to some extent the range of skills which
canbe measured.

However, since the measurement of clinical per-

formance is generafly for the purpose of assessing the
c~fectsof an independent variable upon clinical problem

solvingbehavior, or to make comparisons among individu-
als regarding their clinical competence, the use of
actuaf clinical settings may pose difficulties in obtaining
uniform testing conditions and in securing adequate
numbers 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 ~ec[~io/Z t<) e~ploy either direct or imlirect

nleaswenle)lr of clinical performance in actual or

fimulated situations will usually be based upon a number
of co]~siderations such as: 1) the kind of clinical skills to
~~ measured; 2) the availability of subjects and ob-
$ervers; ~) the Ilufnber and extensiveness of the clinical

‘kills to be measured; and 4) the amount of time
required f(Jr observation.

l’eterson’s stl]dy of North ~arolina general practi-

‘ioncrs (28) represents perhaps the most comprehensive
atten~pt to measure physicians’ clinical problem solving
‘kil~sby direct observation of an actual situation. The
‘bscrvation forms developed by Peterson and his col-
‘t%lics rncasure the physician’s skilk in history taking,

physical examination, laboratory procedures, and
therapy. Particularly relevant to measurement of this

kind is that the ewduation 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 evacuation of physician performance,

some studies have focused upon specific components of
patient management (~, 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 observatiml forms which

provide sufficient scope and flexibility to permit the
recording of relevant aspects of communication and
interaction.

Barrows and Abmharnson (4) have reported the use

of trained actors to simulate patients \vith neurological
disorders in order to measure history taking and physical
examination skills. Although the use of the programmed
potient imposes limitations upon the kinds of disorders
which can be simuhited, the pre-determined nature of
the medical setting permits more accurate evaluation of
the extent to which pertinent data have been uncovered
by ‘the cxaminee.

In a somewhat different approach to measuring
competence in data gathering ancl analysis, Cline (7),

Langsley (19), and Levit (22) have reported the use of

motion pictures to ~issess observation and interpretive
skills. The films which consist of a histol-y and physical
examination show a wide range of signs and synl-ptoms
which are both pertinent and non-pertinent to the
formulation of a correct diagnosis. The data is presented

with equal emphasis and in sllch a’ manner that the
examinee must analyze all data, make judgments about
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their rela~ive significance, and draw conclusions con-

cerning the nature of the patient’s illness.

The medical audit, which in essence is :m u posterior

evalu:!tion of the clinirxd management of an actual case,

has been the subject of numerous articles

(.5,6,20,2 1,26,27,29,30). Such a process requires the
careful establishment of criteria by which the medicd
record is’evduaterl and the training of medical specialists
who will serve as auditors of the medical record. There is

the dtingcr, however, that one may be mefisu ring the
accuracy and completeness of the medical records them-
selves, rather than the clinical performance of physicians.

Yet another indirect ewdwrtion of clinical problem

solving is tile so-called “patient )management problem” -
a written simulation of a clinical case which measures
data gathering and interpretive as well as decision-
Illa](illg ski]ls (10,16,25,3 1,33). Althou@ its use has

been reported primarily with physicians and nurses, its
applicability to other he:ilth professionals appears
feasible. Tine 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 each 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
present i ng 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.

1.

2.

3.

4.

58

Selected Bibliography

Abrahamson, Stephen. “Evaluation in Continuing Medical
Education.” Journal of the American Medical Association,
206:625-628, October 14, 1968.
Adlcr, Lets %fcKinney,md Enelow, AllenJ. “An Instrument
to hleasure Skill in Diagnostic Interviewing: A Teaching and
Evaluation Tool. ” Journal of Medical Education,
41:281-288, March, 1966.
American Psychological Association, et aL Standards for
Educational and Psychologr”calTests and Manuals. Washing-
ton, D.C.: AmericanPsychologicalAssociation, 1966.
Barrows, Harold S., and Abrahamson, Stephen. “The Pro-
grammed Patient: A Technique for AppraisingStudent Per-
formance in Ctiiical Neurology.” Jourtzal of Medical Educa-
tion, 39:802-805, August, 1964.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Beaumont, Graham, et al. “\[edicll Auditing in a COlnprt,,

hensive Clinic Program.” Joiirt?a[ of Mcdica[ !,’dl(cO,&&
42:359-367, April, 1967.

L<l]r.rt]er,,lohn l., and Quinlt\n, J. !Villiam. Intyrnal,\l,dilii
the Dcpartrncnt of Medlcln~ of a Co~ul~unlty[!owitd~
Jol{rnul of tile Atnerican hledical A ssoclat[on, 167:567-~,1,
~hly 31, 1958.
Cline, hlarvin. “A Film Test of Clinicll skills in \[e(ii(.&
Students.” Journal of Medical Education,
August, 1961.
Colton, Theodore, and Peterson, Oslcr L,
Medical Students.” Abilities by OraJ Exrunin
of Medical Educario)i, 42:1 (30S-1014, Novcml.)er,1967,
Cowles, John T. “A Critical Comments Approach to tit
Rating of Medical Students’ Clinical Perforr
of Medical Educatiotl, 40:188-198, February, 1965.
De Tornyay, Rhcba. ‘..~,!:.,:“&leasuring Problmrl-SolvingSkilisby ,,!.L

.:,.,’hleans of the Simulated Clinical Nursing ProblemT~$t.* ““’.,!,,1
Journal of Nro-singEduca~ion, ‘7:3-8,August, 1968. ,,

T;,‘,,
L)onabedian,Avedis.“Promoting Quality Through E},a]tlllint, ,1}
the Process of P~tient Care.” h~edical Care, 6:181-202, \[aY. ‘,{jj
June, 1968. .rLg:’.
Evans, I.loyd R., Ingersoll, Ralph W., and Smith, ‘idwinJay, “;,:
“T])e Reliability, Vatirlity, and Taxonomic Structure of fit .’:’,,~
Oral Examination. ” Jo urrral of Medicnl Education, ,It:,
41:651-657, July, 1966. “,f’} !,;,
Foster, Judilynn ‘f., ct al. “Arraly$isof an OralExamination ,,/:;
Used in Specialty Board Certification.” Journal of Medical !’fi
Education, 44:951-954, October, 1969. ‘,,,,./,

:.1:,:,.’
and Lass, Sandra L. ‘The Identification of Inter. ,fj , ‘— ,

action Patterns in Student-Patient Conlrnunicatiorm” ‘;”!.’,
Abstract of a Paper to be presented at the 1970 Conference 1’“J,4,

:;#l.
on Medical Education, Association of American Medical +Tj(
colleges.
Hinz, Carl F., Jr., “Direct Observationas a Meansof Teaching j~
and EvahsatingClinicalSkills.” Journal of Medical Education, :
41:150-160, February, 1966.
Hubbard, John P. “ProgrrsmmedTestingin the Examination

t,
,’

of the National Board of Medical Examiners.” EducatiOn~ $@;
Tinting Service, Proceedings of the 1963 Invitational COF $~1~
ference on Testing Problems. .#

et.al. “An Objective Evaluation of ClinicafCOm
I~$~i

— .,

petence: Ncw Techniques Used by the National Boredof
!$~l

New England Journal of Medicine,
$14,;

hfedicrd Examiners.” ,~!l’$,
272:1321-1328, June 24, 1965. ,$$
Ki!patrick, G.S. “Observer Error in Medicine,” Jolirnald ‘:&;’
MedicalEducation, 38:38-43, January, 1963.
Langsley, Donald G. “Fihned Interviews for Testing ctinic~

jljg,

Skiffs.” Journal of Medical Education, 45:52-58, Januti* ‘w:.
1970.

I

‘w!
Lembcke, Paul A. “Evolution of the MedicalAudit.” Jol~rnU’ :#gj,,.
of the American Medieal A ssociafion, 199:111-118, Febru@ f$!;
20, 1967. Mk’

“Medical Auditing by Scientific Metiods~’
Journal of “theAmerican Medical “Association; 162:646-655*
October 13, 1956.
Levit, Edithe, J. “The Use of Motion Pictures in Testing‘c
~inicat Competence of Physicians.” A mrals New York
Academy of Sciences, 142:449-454, March 31, 1967.
McGuire, Christine H. “MedicafEducation, Part 1: A SCiem
tific Approach to Problems of Professional Assessment-”I



&nadian Medical Association Journal, 100:593-598, April 5,
1969.

—. ‘The Oral Examination as a Measure of Profes- 29.
~jonal Compete rice.” Journal of Medical Education,
41:267-274, March, 1966. 30.

—. “Simulation Technique in the Measurementof
problem-SolvirrgSkills.. Journal of Educational Measure- 31.
menf, 4:1-10, Spring, 1967.
Morehead,Mildred A. “The MedicalAudit as an Operational 32.
TOOL”A men”canJourml of Public Health, 57:1643-1656,
september, 1967.
payne, Beverly C. “Continued Evaluation of a System of
MedicalCare Appraisaf.” Journal of the A men”canMedical 33.

Association, 201:126-130, August 14, 1967.
peterson, Osler, Andrews, Leon P., Spain, L.P., and Green- 34.
berg, R.S. “An Analyti~al Study of North CarolinaGeneral

Practice, 1953-1954. Evanston, Illinois: Association of
American MedicalCo[[eges,1956.
Phaneuf, Maria C. “AnaIysis of a Nursing Audit.” Nursing
Outlook, 16:57-60, January, 1968.

“The Nursing Audit for Evaluation of Patient—.
Care.” Nursing Outlook, 14:51-54, June, 1966.
Rimoldi, H.J.A. “The Test of Diagnostic Skills.” Journa/ of’
Medical Educatiotz, 36:73-79, January, 1961.

Vig[iano, Aldo, and Gaitonde, Marrgesh. ‘devaluation of
Student Performance in a Clinicaf Psychiatry Clerkship.”
Journal of Medical Education. 40:205-213, February, 1965.

Williamson, John W. “AssessingClinical Judgment.” Journal
of Medical Education, 40:180-187, February, 1965.

Wilson, G,M. et.al. “Examination of Clinical Examiners.”
Lancet, 1:37-40, January 4, 1969.

59

1;



WORKSHOP ON THE EVALUATION OF CHANGING HEALTH STATUS

RobertR. Carpenter, M.D.- Moderator
D~ector,WesternPennsylvaniaRegional

fi[edicalprogram

SomShapiro
Directorof Researchand statj~tic~
HealthInsurancePlan of Greater NewYork

~[aureenM. Henderson,hf.D,
professor,PreventiveMedicine
Departmentof preventivehledicineand

Rehabilitation
Universityof Maryland

Participants

Howard R. Kelman, Ph.D.
Department of PreventiveNledickre

andpub!ic Health
NewYork MedicalCollege

CharlesE. Lewis,M.D.
Professorand Head
Health Administration Division
Schoolof Public Health
Universityof California

Transcript of Workshop–Remarks by Moderator

ROBERT R. CARPENTER, M.D.

DR. CARPENTER: Thanks to Mitch Schorow, I
found an interesting book, published in Boston in 1917
by E. A. Codman. It’s calfed “A STUDY IN HOSPITAL
EFFICIENCY, A DEMONSTRATION BY THE CASE
REPORT METHOD OF THE FIRST FIVE YEARS IN
APRIVAT33 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
a $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
~eform the profession froln the bottom whereas I think

the blame bel’ongs 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

SYstemin a Hospital,>’
Arrcl the first page I think suggests how little progress

Wehave made since ]917: “The trustees of our chari-

t~ble hospital do not consider it their dutY to see that

gOodresults are obtained in the treatment of patients,
‘rhe~ see to it that their financial accounts are audited

and they r~ke no invtntory of the product for which
their money is expended .“

“It is against the individual interests of the medical
al~dsurgical staffs of hospitals to foIIow Up, coOIP:~re,

analYZeand standardize all their results because (1) it is

seldom 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

anaIysis was a good thing for a]l, 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 descl-iption 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. I think RMPS asked for end
resuhs 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
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a way to improve health, 1 want to know ho\v to
measure herrlth and its improvement.

1 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 measuringhealth
status ;Ilookforwa~d to leaminga greatdealfrorn them.

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

I want to show you just four numbers as an exalmple
of the probIem 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 necrologic
signs if they were cared for by internists.

I hoped from this that we c=uld attract the me~cal
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 neuroIogic 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
thai we can find out when it’s worthwhile to make such

measures and how to make them. I hope we can learn
how to interpret them once we have them. 1 hope that
we can learn, particularly from Dr. Kelman, the key data
bits that help us to measure and tafk about outcome.
And, finally, I hope we can learn how outcome and
process analysis interrelate.

Mr. Sam Shapiro will begin the discussion. He wil
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 underIie 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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It usually slips back to an uneasy but quiescent ~~~~
when the complexities of end result measurement, cost~,

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 particular
actions on Jlealth 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
anti financial resources for which there is sharp corn.
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 will

remain even after a project has been we]l 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 althou@ there are
programs under active consideration today that will be

plagued by doubts and challenges until the issue of

health benefits is dealt with effectively. Just to mention
a few: early disease detection throu~ automated multi-

The acccp(ance of the desirability to determine ~ht

effect of healtl~ programs on the well being of a Popula.

tion is quite general not only among researchers, but d~o

among planners, administrators, and among tho~

responsible for allocation of resources.
This acceptance moves from a state of passivity to

~vorried preoccupation when change iS contemplated or
~ltcrtl:ltivcs weighed in circumstances ranging froln ~

hig}dy specific component of health care to the bro~~
design of organization and financing of health serti,.~,
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to mention,:

~hflsichealth testing; intervention aimed at modifying
~festyles in order to lower prevalence of risk factors for

~trticular diseases; altering medical care systems to
~tter respond to the need for care; and so on.

I want to move away now from general statements
~bout the interest that exists in health status and end

~su]t 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
~rojects that vary in aims and in the hardness of the end

result criteria being used.

For purposes of this discussion, the term “health
~re” includes the range of services available, the person-

nel 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
elements of medical care.

By definition, comparison is an essential element of
errd-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
involvingmedicaf care differences.

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

For example, useful conclusions about end-result ef-
fects can frequently be reached from comparisons
between population subgroups for which some, but not
III, 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 quafity 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

re$uk. This type of research depends on fairly complete

kowIedge of the circumstances of the end-result study
that demonstrated the end-result effect and its ap-
plicability to the situation under scrutiny.

~~-~example, assume that a screening program leads

to earlier diagnosis of conditions A, B and C and that

With appropriate folfowup and treatment, disability
‘rem these conditions, or mortality, is reduced. Then,
hfersnces about medical care related to screening in a
P~ticular 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 aggressiv-
ely. 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 eadier 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
automated 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
rnanrrcr 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.
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All screening examinations have been CO]llpleted+AM
. .at e~,ery stage of the investigation when findings ,Vcrt

reviewed it w~s clear that mammography and clinic,

examinations co,~;ributcd independently to the detccz
tion of breast cancer. If mammography had bec~
excluded, 31 percent of the cancerS would have bctn

missed during scrccning. If the clinical exan~il~ationhad
been omitted, 44 percent wou]d have been missed.

Further, screening did lead to detection of larger

proportions of breast cancer with no evidence of axil]2W
llodal involvelllellt — 70 percent -– than among t]le con.

trol group – 45 percent.
Preliminary results on mortality are now begillllillg10

be collected and will shortly appear in an a.rtic[ein
JAMA. The flndiogs are highly encouraging. There arc

52 deaths due to breast cancer in the control group ~~
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.
arninations 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 h~
been in dealing with the problem of breast cancer, and

how widespread is the pessimism about the effectiveness
of breast cancer screening.

There is a great deal at stake in this study, and as I see
it, these preliminary results are placing high on the
agenda a new set of concerns, mainly related to the
question, “what kind of screening prc” ~-,n would be. .
required to reach effectively large ,: ~j:i~~ ~.,’,>,.(,}1
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~~e out a case for or against such programs. However,

~veryone will agree that AMHT is a costly addition to
the spectrum of health services and most will agree that
it is important to seek out opportunities to assess
@HT.’s effect on health status and on behavior that
~ught be expected to have a desirable effect on health

~fldwell being.
Two projects are now directed to this issue. The one

oflonger duration is being conducted by the Permanence
~edical Group in California. One phase of that program
js very well known, probably much better known than
~fresecond phase which deals with the end result issue.

‘fhis is to demonstrate how automation and computers
can 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
~rformed, and at a lower cost.” AI1 very important
operational objectives.

The other phase of the program includes a set of end

result criteria in the evahration. 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
woup is not approached, but those who request an
exarnination 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 unclertaking. 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 an end

result investigation.
One of the outs~anding examples is the Pap smear. It

is no ]Onger possib]e to carry OUt a control study in this
COUntry on pap smear as an effective measure for

reducing mortality from cervical cancer. There are very
few people on the firing line who really raise any

CNestions aboLlt Pap smear. But if you look at the
$Cientific literature, there are some very serious ques-

tions being raised about the Pap smear.
The second end resuIt study ill multiphasic health

‘es~illgrecently started at HIP. This project is utihzing
re~e[itive health testing to define the health status,

Practices and attitudis of a defined pOvCrtY population

covering a broad age range–12 years and older–from an
absohlte 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 nonpovert y 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,

It is estimated that about 60 percent of deaths due to
acute rnyocardial infarction occur outside the hospital,
and a great effort is being made to cope with the prob-
lem of rapicl 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 progralm. 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

rare 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 know lecige.

The end result sought is a reduction in the present
high rate of sUddcn deal th from coronary heart disease.

Basic changes to be made in the health services sys-
tem consist of the following main elements: -

● Patient education. Varied educational approaches
will be made to the entire adult population of the
two p~rticipath~g rrledical groups and their
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●

physicians with the aim of reducing delays gen-
e~ated 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 l-ecord
system).

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.

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 forhospitalization, 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 availabIe regarding the operational effectiveness
of the educational program, communication procedures
for rapid response to patient’s call, training of para-
medical persomel, 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
:n knowledge concerning the modification of health care
;ystems 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 mortalit y.

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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pmr She will also discuss the relationship between

~Va]uationand medical care research,

MAUREEN M. HENDERSON, M.D.

1 propose to review a very different level of research

from Sam, Shapiro. One major value of this workshop is
~heway It illustrates the need for many different dis-
@nes and approaches in the evaluation of health

~rvices. Mine is a very limited approach within the total
~fltext of health services research and evaluation. As an
~pidemiologist, 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.
1 trust those present who are sophisticated in epide-

miologic techniques will bear with the fundamental

levelsI am going to discuss.
Let us first consid”er biolog~c oitcome 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
a$e now for two reasons: (1) there have been great
changes in denominators-the census population from
1960-1970 and (2) defith 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
region. we are also looking at aggregations of disease–
that is, mu]tip}icity of disease problems in patients who

arefound at points on each disease spectrum.

One good example is the presence of cardiovascular
diseases and diabetes me]litus in stroke patients with
mild or serious nel}rologica] deficits.

The greatest amoUllt of the data we are currcntiy

studying comes from hospital in-patient records. I think
it is appropriate to speak mostly about hospital in-

p~tient records today because I am sure that most
regional progranls use these as their major source of nlor-
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 progmrn begdn. 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 Count y, Penn-
sylvania.

The specific medical records reviewed in our sample

were identified by our own staff and abstracted by
trained medicaI abstracters under constant quaIity
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 I 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, 1 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 srrmple. 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 the 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
des~ribe patient differences is to look at ‘tke racial dis~
trihution. 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 hospituls.

In this analysis we divided all “immediately ad-
mitted’> stroke palients according to the seve]ity of their
condition on admission. Ckisses of sevel-ity are in ranking
order and are exclusive. The worst class included all
patients who were not conscious; the second identified
those who were conscious but had swallowing difficulty.
The third identified those with speech problems who
were conscious and could swaliow. 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 wel-e
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 fernalcs; none
of the Negro males; and 20 per cent of the Negro fc-
rnales. These data may, of course, mean that blacks and
whites have different diseases; that we arc 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. Wlatever 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 pOirlt I IneIltiOned, 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 reco~ds. Different
stroke diagnoses are listed across the top of the table and
down the side are listed other major chronic diseases.
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 it least one heart disease diagnosis. so, ii
you arc lookins at the outcome of stroke p~tiellts froni
one p]~cc or from onc hospital t~ the next, YOUcarl~lut

ignore the fact that a lot of paticrrts have COi]lcidcn,ll

disodcrs such as heart disease which effects t]lcir }ikc.
Iihood of sul-vival and recovery. Once more wc Ilave ,0

adjust for the Presence of other diseases before we ~Jn
. .S;IYW]let]lcr outcomes of ddferent tl’eatment prografl)t

are more or lCSSsuccessful. All these examples i[lustrllt
why the first question epidemiologists raise w]]en they
look at any evaluation is: Are the patients conlpilrablc,?

The second question is: [~ave the physicians taken
equal pains to make the diagnosis’? That is, are we
~olni)ariflg t]le same diognosis with the satne diagnosis?

[n this exalnple you see [he frequency of a very USIlal

diagnostic technique, E.K.G., in patients with a prinlary
diognosis of hetirt disease.

In t]lis slide, I want you to look at the overall
frequency ~vith which the test was used and also its

ptitterns of use in these prticnts. We have divided tile
regional hospit~k into four groups according to their

size. We have used the snnual numbers of discharges as
our measure of size. These E.K.G. frequencies are, there-
fore, t~bulated from the smallest to the biggest hospitals.
Remember wc are on]y talking about patients admitted
with a primary diagnosis of heart disease. In the smallest
hospitals, only three qual-ters of the p~tients had records
of an E.K.G. examination. There was evidence for 92 per
cent in the largest. In all except the kugest 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 pl-ivate patients).

In our data, therefore, the degree of certainty that a
heart diseose 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 physician’s

diagnosis and medical information. What do the record
librarians do with them. To get some estimate of tile

possible variations we should expect from this partictd~
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 specific
International Classification Codes given to them by 29
of our regional record librarians. The first one i5 one that
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will speak abOUt again later–cerebrovascular accident.

“Wenty-fiveout of the 29 librarians coded it as cerebral
,erttorrhage \vhich is correct procedure by instructions

jven in the index of the classification manual, Four
ibrarians did not use this code number. The libr~rians
\~ereless consistent for the second diagnosis of transient
Schemic attacks. The third diagnosis of chronic bron-

chitis really gave inconsistent coding results. We were
,articukrrl~ worried about this disease because the

lwrage age of admissions with a code number for

;~onic bronchitis was between 30 and 40 ymrs.

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 dats.

Another clas~ification problem arises in relation to
collective di~:noses and group outcomes,

I mentioned above that the di~gnosis of cerebro-

t,ascular accident had concerned us in anothe:- context,
The International Statistical Manual sugsests that cere-
brovascu!ar 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 sm’erty of stroke on admission. If you look at the
di~gnoses of cerebrovascular accidents, you \vill see that
three per cent of patients admitted to our hospitals \vith
this diagnosis \vere unconscious when tl~cy \verc ad-

mitted and 9? peI cent were free f!-om any’ of our three
major degrees of severity.

If you then look at the diagnosis of cerebral hemor-
rhage, you will see that 50 per cent of these p~tiertts
were unconscious when they were admitted and on!y 18
per CeJlt \\cre \7ithout all three severe degrees of disemc.

Epiderniologically, these are two very different
rliagnoses as physicians give them but they are lumped
togei}ler in t]le descriptions of groups of patients de-
scribed by code n~lm’ocrs in hospital statistics.

We looked at our total morbidity and mortality data
to see ~h:,t proportion of the people we we~e co L!nting
ashaving died or been acllnitted as a rcslllt of a cerebral

hemorrhage had, irl truth, been given the di:gnosis of

Cercbrov:,sctllar accident.

One-third of discharge diagnoses coded as cerebral

hemorrhage hatl, in fact, been a prilnary diagnosis of
Cerebrovascular accidents. The same proportion (one-

‘~rd) of additional non-primary “cerebral hemorrhage”
‘iagnoses were actually cerebrovascular accident di~g-
rroses.

In the patients’ past medical histories, more than half
‘f th05e given a cerebrovascular hemorrhage code

number had zctu~lly had a dio:nosis of cerebrovascul:u
accident. In a sample of death certific:\tes, again more

than a third lmd cercbrovascul~r accidents. Once more
the decision of the “coder” to put cerebrovascular ac-

cidents with cerebral hernorrllagcs and the proportioli of
each in the total group of patients can make a lot of
difference to end-point nieasurerncnts. In our stroke
registry, we code all diagnoses sep~rately so our end-

resu!ts for cerebral hemorrhage will probably differ fron~
a m~jority of others.

I would now like to talk about a different kind of
bias: one I mentioned earlier and one that 1 did not fully
appreciate before we started this survey. Our LiSUalmor-
bidity data come f[OITlthe records of our best hospit~ls.

By “kest” 1 mesn the big[gest hospitals ~vith adequate
reco~d 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 di?ugnoses needed to
collect morbidity data. The following slides illustrate

wh~ this is so, This slide shows the status of our recu:d

rooms in Mar>’lane! at the beginning of 1969. Twenty-
one hospitsls (half) could produce a computerized Ilst of
their admissions and used the International Classifica-

tion. Thirteen had a card file and used the I.S.C.D. \Ve
went through thtse hospitals card files by hand and

made lists fi om v~hi~h we co Lild prep:~re samples. Se.<tn
other hospitals bid a card file and used st:~:ldtlrc!

nwnenclaturc. Foi- these hos!]itals wc had to develop a
code compatible with our stlectcd I.S.C.D. categories

and \~e had to g,o through the ca)-d file by h:lnd to
identify all colnpatible di~gnoses in the given time
period. At the tin~e we did the survey t\vo hospitels were
v:ithout a filing system. We sampled from all of their
records for onc year and read ltrge nurnb?ls of records
to get our b~lmced sample of patients tvith stroke, llcar~
disease, cancer-, di~betes mcllitus, and chlonic bl-onchitis,

The crux of the matter is that the likelihood of getting a
iist of patient discharge diagnoses varies enormously

from the larger to the smaller hospitals. An cvel~ harder
problem to deal \vith, and one that Iilnits a~ailable data
mc~re than the actual mech~lnization of the index s>’stelm,

~i~ hospitals that fail to identify which listed or coded
diagnosis was the reason for admission.

They simply write eve}y listed di~gnosis into their card
file with no indication which one the physician listed

first.

The next slide shows that the proportion of hospit~]s

that can identify primary disclmrge diagnoses increases
steadily from t}lc smallest to the largest group. However,
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not 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 cgunt 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 ahnost 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 theextra work we undertookto
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 Iisted 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 irt 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.
~Jth 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.

We have tried to look at the patterns of care and flo,y
patterns throughout the region. one of our chosen

measurements was the interval between onset of synlp

terns and admission to hospital. The next slide sholv~

these interwds. I would like you to notice the ‘~not
recorded” co]ulnn. About 2(I per ceJlt Of all records in

the sample were without information that would llelP “$

decide the delay between onset of symptoms and ]Io$.

vitalization. These incomplete records were con.

centrated in the smaller hospitals.

Any assumptions from these rlaba 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 oJlly a very small number of
hospitals and patients.

We have tried to use other types of morbidity data in
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 h
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 a
list of diagnostic problems unless they are listed by a

secretary in a log book or clinic file as patients are seen;
the out-patient records themselves have no “interv~”
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 fiek
record contains no definite statement that the patient

has diabetes mellitus. The diagnosis has usually to be
assumed.
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Other problems met in our surveys are: definitive

~gnoses are rarely entered. Further, the information on

i ~CII we could make a survey diagnosis is limited.
1 am not going to talk about functional end-point

~asrrrements because I know Dr. ISelman is going to

# aboUt them.

In terms of disease measurements, out-patient records
~ physician records have very limited value.

Fina~y, I would like to show you some of the ways

~,eare using these different kinds of disease measure-
mentsto get estimates of regional needs.

One of the questions we have asked ourselves about
our region in general is: Should every patient seen
(@mewhere) with a stroke diagnosis be admitted to a
hospitalimmediately. We are not talking about patients
who~ever appear in any kind of medical care facility,

~aly those who appear somewhere in the health care
ystem. If so, how many bed days would be needed. The

IIextslide shows an example of the type of construction
we are making to get this information. From our in-
ptient survey we have estimates of all the patients ad-
mittedto our hospitals in one year. From a surveillance
of the emergency rooms of certain city hospitals we
knowhow many individuals with stroke diagnoses visit
the emergency rooms of those hospitals and are sent
home. From these two sets of numbers we can get a
totalnumber of people with stroke diagnoses seen some-
whtrein 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
duringour out-patient survey.

Now, what else have we done. We have comp]eted a
follow-upstudy of all patients seeil in emergency rooms

andnot admitted in a defined period of time. We visited
d! living patients two years later to find OUt what
happened to them since the initial emergency room visit.
~i’ealso visited all patients admitted to the same city
hospitalstwo years after they were discharged and asked
hem the same question. We also know whether and
Whenany patients in both groups died, and w’hether and

Whenthey were admitted to other hospitals. We know
w~latthey say abotlt their experience since the time they

Wentto the hospital when some were and some were not
aflmitted. By putting together these various pieces of
~fo[mation we can look at all “recognized patients with

~[rOke”and see if there is any evidence of a difference in
outcome for simi[ar adlnitted and not admitted patients.

Our outcome measurements for this study are death

‘ndhospita] admissions.
This is obtiously a time-consuming and slow study

but I 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 ail
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 strmd-
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
Shapiro 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 cluestions about other

aspects of our studies later in the program.

Discussion

Dft. CARI’llilJTfiR: ‘fhat’s fine.
complexities of analyzing data from

You noted the
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?

Ilk. HENDERSON: The data 1 showed YOUare from
hospital records that were already in existence. The
diagnoses we used were abstracted from tfle 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. I 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 ~easons 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 doing more EKGs when people
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\vere admitted--then we wanted to be able to say thele
has been an improvement. SO we \vanted base]illes from

which we could measure improvements both in ~ht

process and in the outcomes.

3, We wanted to be able to describe our region it
ternls of patient movements through the medical ~.rt

facilities, consultation, delays etc. We felt this ~3~ lb

quickest w:iy to get the picture.
The best alternative was to take a grouI] of people

with each disease and follow them through the system

for a number of years.

We decided to use a cross-sectional approach.
~l~e~]lere we

4. The last purpose was to identify compa~sofl ,,h,
ylleve the Cent’

groups. We now have a pretty good picture of the peoP\t !!,. .
seen in all of our health care facilities in the region, If, aj

~~itime when :
‘,,,,,;
~doped.has happened, one area sets up a program for c]lronic -+”
~j,L~iowlong dicrespil-story disease, then from our data we can pick out

an area that has similar patients that doesn’t have a pro. jook~Na year tI

gram and maybe we can mfike comparisons. ,”
~~eemonths to

That was our rationalization.
($r this same

:~om three sets
QUESTION: Point of information. I was wonde~nt ‘f.,

how you could define morbidity. (~[jlesso we kr

DR. HENDERSON: How I define morbidity? ~yer.
,,,1,j think it has

QUESTION: Yes. It came up in your discussiorra ,.ie amount of ir
number of times. ];3

I)R. HENDERSON: I suppose I was just using it ~Wiwe are curl

loosely. In general terms it is a measurement of illness,as
opposed to mortality which is a measurement of

There are obviously different kinds of measure
of morbidity. You cm describe the disease itself
can describe the use of services by people who have

disease or by people who do not have disease as a
rheasurement of morbidity’. You can use length of 110$
pital stay. You can use Ineasurernents of func{ion.

I used the term in a generic sense meaning measure”

ments of everything related to disease separate from
mortality.

QUESTION: How long did it take you to gather th~
data? And in the meantime did you wait to start a pr@
gram?

DR. HENDERSON: No. Let me explain our situation
in Mary!and. We have an epidemiology center which h~

been busy collecting these kind of baseline data and
which is now working with the directors of individu~
projects to set up their evaluation schemes.

The center started after the Regional Medical Pro
gram began and projects were funded before any surveys
were set in motion.

It is supported by RMP funds, but is administra
in the department of epidemiology in the Johns HO
School of Hygiene and Public Health. ,,,1

,!
.’ .,
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It is an advisory and a scientific arm of the program
by the University and it was very un-~Jfliflistered

fortunate that the program began before this particular

~Ctivitywas funded. However, in spite of the delays, the
@t of our surveys (now being cleaned up) seem to be
~m~g at a good time.

In my cpinion, (with its limitations) the regiori has
~en a lot Of activity as a result of irritia] funding of

programs.People became interested and began to work.
NOW I belie}e we know the active and interested

members of our professional society and we are at the
j~ge where we really need some overall direction. I
befievethe Center’s results are going to be available at

the time when some overall dfie~tion needs to be de-
ve]oped.

How long did it take USto do the record s~lrvey? It
tookus a year to collect the in-patient data and another

thee months to collect it from the out-patient clinics.
@er this same period of time we have collected data

from three sets of admissions to a sample of nursing

homesso we know about their population and its turn
over.

I think it has been a fantastically rapid job in terms of

theamount of information collected.
We are currently having a lot of problems with

mdysis because the sampling frame was really con-
founded by all of these problems we met in getting
~mples of records and finding which ones were usable.
Weare presently working hard at sample estimates. To
changeour estimates we had to look at all of the re-
iectedrecords (five thousand of them) and tabulate the
reasonswhy they were rejected. We have just finished
thisexercise. overall it has taken two and a half years to
:ollect,process, and begin to churn out data.

DR. CARFI;NTF.R: I think at the rate things move in
WesternPennsylvania data collected within three years is
boundto approximate baseline data.

OUESTION: Were you able to differentiate between
Ihecare received and the disposition of the p~tient that

~ctuallyoccurred and what the medical person in charge
~ouldhave wanted for them?

DR. HENDERSON: Not from past records. We are
king that kind of thing in evacuation Of separate

~iojects.These are retrospective data so they are hard to
n]idate.

QWSTION: Not even on discharge placement, where
~cirfirst choice of placement would have been?

DR. HENDERSON: You mean you go to the patient

‘nt find out whether they actually went there? We
~~ven’tdone that. It could be done.

QUCSTtON: Or whether a facility existed that they
could be moved to that would have been a physician’s
first or second choice?

DR. HENDERSON: We have not done that. We have
collected a lot of subsidiary data. For example, we did a

survey to identify all of the relationships, both formal

and informal, between and within all our hospitals and
between our hospitals and all other institutions. So we
do know with which nursing homes and which other

hospitals each individual hospital has relationships.
QUESTION: Dr. Henderson, would you care to give

an opinion about the necessity to have a program which
would significantly improve the hospital systems for
data collection and data management in view of the fact
that it’s terribly expensive and very difficult to set up a
modern type of information system?

Do you feel that the data that’s needed is so essential
that this is one of our major problems?

DR. HENDERSON: Well, you’ve got to separate this
into the data needed for patient care and the data

needed for overall planning. The speed at which these
systems have to run is different for the two purposes.

The fast systems are the most expensive. Dr.
Williamson knows much more about this than I do.

I think we need to have our systems improved, there
is no question about it. The major data probIenl is
quality.

Most people improving data systems are really taking

no notice of the quality of the data.

Jn my opinion, which is an epidemiologist’s opinion,
a great deal of effort in RMPs across the country has
gone into the technical improvement of data systems

without taking any notice of information that will come
out of the system in the ]ong run.

Perhaps we tend to go the other way and place too
much emphasis on the exact meaning of the information
and its accuracy.

There may have to be some approach between these
two points of view before we reach the best data
systems.

But we ObviOUSlyneed an improvement in medical
records systems.

The biggest holdup in Maryland, if you want to look
at the speed with which information becomes available,
is in making the record surnrnaries, getting them
completed and getting them into the record room. hro
system is going to do that. You have to get substitutes
for the physicians or give the physicians time to write

their surnrnaries.

DR. CARPENTER: Dr. Williamson, do you want to
comment on this?
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DR. WILLIAMSON: (Johns Hopkins University,
Ba!timore, Maryland): Yesj 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.

I think it’s much better to try to aim at rlcvcloping an
assessment function within the medical care group ~nd
then especially to get the physicians involved so that it

becomes a par~ of the problem of trying to attack and
identify what problems or priorities to aim at first and
then wht kind of measure they want to make and t!len
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 stanrfardize it so all the physicians

will use it, and we can get that and start collecting
standard data on t]~dt problem to see if we caJl arrive at
some conclusions as to where we can improve the out-

coJne of care for these kinds of patients.”
So I would strongly stress going after the function of

evaluation and setting up expertise 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 WN
eventually lead to decisionmaking and altering the
system itself.

DR. CARPENTER: It’s almost what you were saying,
Sam. One 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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MR. SIIAI’IR o: There’s no continuous nlonito~fl~
fhendous variati
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the medical records that cuts across all records. Ih[ #~ostic investi:
sornc of you may reca[l the quality of care studies thl[ ~~~ionsin frequ
were carried out during the 1950’s and early 1960’sin :#;lsponsib flity
111P in which the information in the medical recor& ‘#u~ a program
provided a critical source for evaluating physician per, ~{~ableto all pat
formance. ‘~~~iare trying

This left its mark on the system and had a very @ they can us
profound effect on the way in which records have been ~~. I think we
organized and maintained.

Also, the payment system within HIP does co
provision for annual review of a sample of rec
each medical group, for new entrants into the s

and for entrants during the previous two years, a

quality of records is judged on the basis of this re
and money flows to the ones that meet the criteria.

So while we don’t cut across all categories of patienl~.
in the system, there is a considerable amount
tention given.

I might also point out one of the strengths of the
record system in our plan is the ability to retrieve W
formation without breaking your back going out iJJ1°
the general community.

There are 30 medical group centers, and a cent
record system provides a very powerful means for ef”
ficiently obtaining access to the total medical care
received in the system.

QUESTION: Many dollars have been spent on stu
in the name of health planning, and I was intereste
the suggestion that as a result of the work you have
in Maryland you anticipate some of the course o

program ~ght be modified from some of the resu
your study. I wonder if you could just enlarge on
little bit.

‘:
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OR. HENDERSON: Well, I’m speaking here before
OUttk~~ ~,chave looked at our total data even for one disease.

!~~;~~~ ~OWever,I do believe that it does point out differences
:,,, ~ services, diagnostic services, differences between the

1’

f wha~”“kilP”
,,,/,”,~(,~Verityof disease at the time people get into hospital,

cords,~;lf,
,,,!! ~d @ foflOw-up differences.

ave key 1think we have already made a beginning with stroke,
We have met with neurologists and pointed

~t that there are groups of patients who were not get-
~g follow-up care. And I think just looking at our series. F,*y,

ercornln,J,, ofdescriptions of patients, investigations and modes of

,’# ~erapy, the neurologists are going to come up with
w or ha~h” ~Ca~about what is needed to improve care across the
hysiti~~ ~@rd,

~0 ab?l~~ That’s not a very specific answer I know, but I have
;y? ‘‘!, koked at enough of the data to believe we are seeing
onitori+ temendous variations.

ported~, [f the neurologists agree that certain standards of
~rds. Buj,,; fiflgnostiCinvestigation are necessary, and we show

1,
ldies tha” ~Jiations in frequencies ofdiagnostic investigations, it is
196tYsj~,’, ~tresponsibility of theregion’s neurologists to beginto
d record!, ~tup a program to see that necessary investigations are
ician ~1~’ ,rafiableto a]l patients.

.,,,,t
We are trying to provide theclinical specialists with

have ~ej
ad a Veki’:j&a they can use to make decisions about gapsin the

“$:”
care.I think we see enough variation to predict there,’,,
W be enough gaps to keep everyone busy.

con~ai$t” QUESTION: One of the morbidity figures that you
records i~ howeclin the first slide, Maureen, was prevalence. And I
le syste$l wonderedif you agree with the viewpoint that preva-
S, and ~b ~fi~eshou]d be one of the last measures one would ever
his reviei~(:w to assess the effectiveness of regional medical pro.
teria. .~~:~ Mares,in that prevalence, which is the frequency of
Of patlen~~,hease at any one moment of time, is likely to go up if
unt of,,;! rtgionalmedical programs are truly effective.

.. :, ,1
“++.,‘ Andthis is a somewhat embarrassing finding that we

,ths of.:~ ~Odd probably not want to show, although we may
retrieve,,~.? wantto know it ourselves.
g out injq DR. HENDERSON: That is very true. We are aware

,,;’j’a~ ~ it. We are trying to get some estimates of care needs.,,,, ,
centralf# ~ termsof prevalence, not look at the outcome in terms
ans for$$ dplevalcnce.
edical ~f~ TheMIC program is, again, a good iHustration of your

‘$; ~Jirrt.In areas without good facilities before the pro-

ton st@~ ~ ~~rnbegan we are getting an increase in the stillbirth
~~~,and an increase m the mortality rate, only’ becauseltereste[~,,

‘t are finding babies never registered in the past. So the
‘lesaregoing Up ~S the care initia~ly improves.

DR.CARPENTER: Let me ask the audience and the
‘)nclist\vhet]ler anyone hds now in their hand end-
%ult~casurements which have led to new decisions ‘n

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. CARPJZNTIZR: 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. LOGS DON: 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 ho\v 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 look 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
gi\~en during the time they were at the hospital 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.

~j~ fj)j,leas,,re,nent I*
DR. HF,NDERSON : WC have OnC that was ,,ot ~Pii# ~r ~lle Consjdera

an outcome. “fht’S Why 1 WaS llOt spcakillg, w{

follolv.ul~ study of patients a year after they htd ~fii ~:~~ARGUi-lES

discharged from three hospitals in Baltilllore , . . ~of things this

,Wj~~ur~llceI gotdiagnosis of stroke. We wan!ed to find out what ~l,cu,q ~irydlpractice the

care problelns they had had In between times,

One of the reasons for doing (his stLldy ;Vastt ‘:.~ ficdso stable th

~toolltwhere it waMaryland [Icart Association wanted to develop ~[roii lj,l, ~lle other tllil
,,gytprograllls and \vantcd to know lhc needs of ~[ro~g, ~, i$ of the expe

patients living in the community. $iJ!??
~ffi~i~}gtheir efforwe found that many, Iiany Patients said that ~~q ~is ~low inlport

COUldnot get to their usual medical care facilities to ~
~~dsis. obviouslyt]leir blood pressure measurements, their pills, and ~g p~fis then raises tl

the kinds of lnollt]l-to-lllolltll care patients with ~~n ,:jf.:b
kind of chronic disease require.

~~of evaluative
fJ~‘“~XPtition. And if Y

They could not get there not because tlleY ,Vtft,, ‘qj and nwq~,ldow?paralyzer] and couldn’t be gotten out of bed but bcclu~
i4itYy whether ithey could not speak WCI1enough to feel confident t~ ~#[e, ~v]latever i

4travel or because they were too insecure or unstab]e Ii’ +1.~
go without an escort. ~)ed out> You ~

$~parewith somet
And as a result of this study the Heart Association

?’ForRegional ~’fewas given a van, and it now has a transportation ~i~!’~t ~~ajorgoal–to
pl-ogran-the van driven and staffed by volunteers. It h~$ $11

d,:nfluencing med~
started to offer a free service to needy patients in tht ; ‘~ste~lcy,and so

Tmetropolitan area to take them to their medical care. iy
facility if they have no other means of getting there. #@, that’s OIle

~tl~er whlCh is Of
SO we did have a particular effect. It wasn’t FU# ,,,:,

sponsored, but it was a community organization. ~~ptions of me
:ormin a record

The process of doing evaluations has, in fact, bird ?
iave you pursu~numerous effects on programs. The simplest to describe

is in our coronary care units. We have been looking al
Lhave some advi

coronary care units throughout the region. All the units )R. HENDERS~

have beautiful patient information forms which includt
kal ways: One

all kinds of measurements. Few of thenl actually
~yction. As a r

measure and record weight.
1. Interestingly

We have been abstracting information from one of
~onalCode thar

these units for some time, and they are now beginning to
#earn” the rec

make much bet ter attempts to get complete records. We
~ragethem to ck

are having a real effect on the recordkeeping systemsof %’P alsO ‘ave a
the unit. g;;:ay;o:d:;

Again we have been going to hospitals looking at the : s,’
performance of nurses who have been through stroke !

o:d summary
~~rd system. We

education programs. We look for care Plans and whether

care plans changed after the nurses attend the course. b,,,,,j ,Y years medi
.tim etent and ca

The process of evaluation inevitably affects ordinarY ‘p”p
en,getting all th~

programs. This is not decisiomnaking; it is a sort ‘f ~
~ trying to see

infiltration from the bottom. is capacity who
DR. CARPENTER: Very good. Does anyone el$e M.’

~rnarize the rm
have any examples? )! so that he ~

-Are there other matters then that came Up @ ~,chmore rapid
morning in the discussion of the problems of h~lth
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~ttus measurement and the need to choose proper prob-

~s for the considerable effort required?
DR. MARGULIES:” You know, I was impressed by a

~Upleof things this morning. One of them is the sense
of~assurance I got that in the years that I have left
~dical practice the problem of medical records has

~mained so stable that I don’t have to relearn anything.
l~jabout where it was.

But the other thing that I really wanted to raise on
he basis of the experience of the people who have been
Jc$cribingtheir efforts in evaluation and measuring out-

~me is how important they feel this issue of medical

,tcords is. Obviously You feel that it is very important.
‘fhis then raises the basic question in my mind in any

~in~of evaluative procedure of having adequate in-

IOrmation. And if you are going to measure what you
ye doing and measure the effects of any kind of
ICtivity, whether it’s regionalization or clinical pro-

cedure, whatever it may be, as you very correctly

~inted out, You have to have something that you can

comparewith something eke.
For Regional Medical Programs that could very easily

bea major goal–to look at the capacities which we have
[orinfluencing medical records, for’introducing stability,

corrsistency,and so forth.
Now, that’s one aspect of it, but you also pointed to

lnotherwhich is of reaI concern, and that is the varying
Frceptions of medical record librarians of how they
prform in a record system.

Have you pursued this particular issue further and do

YOUhave some advice for us?
DR. HENDERSON: Well, wc have been pursuing it in

weral ways: one, through setting up meetings and
ksiruction, As a matter of fact, it is not really instruc-
tion.Interestingly enough it is easier to use the Inter-
nationalCode than a standard nomenclature. We have to
“Unlearn” the record Librarians. We have tried to en-
U)uragethem to change their use of codes.

We ak,o have a pilot study setting up an educational
Programfor a new kind of person that we are calling a

fi~edicalrecords summarizer. 1 said earlier that medical
r~cordsummary is one of the biggest hold-ups in the
rfcordsystem. we have had in our research programs for
manyyears medical record abstracters who are very

‘OWetent and can abstract a medical record perfectly
‘~ll,gttti]lg all the detailed information we need. We are
@ hying to see whet]ler we can train an assistant with

lhs ~dpacity who can be used in a service function to
~djlllnarizethe nledical record to the physician’s ‘atisFdc”

‘i’o]lso that he will sign it. This would really give us a
‘U~llmore 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. MARG ULIES: Of course, this still confines YOLI

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. HEN I)ERSON: Right.

DR. LEWIS: I’d like to jump in and conlment. .
1 think besides Maureen’s program with medical

records librarians your comment raises the issue as to
whether or not ambulatory care, tr~ditional 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, J 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 pdrt ; fulfillment of
his contract with the patient.

And one has a highly biased view of the worlcl, 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 (kwfinkel 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 sel f-fulfilimen t prophecy.
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DR. CARPENTER: Let me see if 1 carr 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 muddleheaded 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 necrologic 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.

[t 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 necrologic
exam. Generalists lose many patients without definite
necrologic 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 difference 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. MARGUL IES: Does the utilization of the
screening program, the automated multiphasic screening,
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have an influence on hospital records that you ~b

perceive?
MR. SHAPI R o: We don’t have the experience ~ei.

We are going to become operational in November, ~

that’s a very easy question to answer. We don’t knoWm
But this issue is one part, one phase of our evaluation,

1 want to comment on the quahty Of records i~ue,
What chuck has referred to as the actuarial approach ~Q

be thought of in terms of prospective studies. There ald
enormous difficulties even under the best of Circum,
stances when you try to use information collectq

during a previous period.
You have the problems of reconstituting a popUl&

tion. You have problems related to, again even under@
best of circumstances, absence of information that d~

not appear to be terr,ibly relevant initially.
This in no way detracts from the iInportance of nlajw

efforts to improve medical records, ~d we too are get.
ting involved in new approaches to improve quality of
records.

1 want to emphasize tlmt in every research project in
which outcome memures have been used, we have
depended on the HIP medical records in one way or
another. The record has not supported completely tht
investigation, but without the record we would have

been in terrible difficulties. Even in the “purest” typti
of outcome studies, existing good records systems canb

of invaluable assistance.
DR. LEVflS: If I may make a comment, since the issue

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 record!
than those who didn’t support this. I’m sure some of
you are aware that lots of people are pushing automa~~
history-taking and computerized forms so that the

physician gets a very neat printout. The issue of validi~
seems to have been totally overlooked in a good nurnbti
of these projects.

Whether or not it looks neat and comprehensive k
one thing, but whether or not it means mYt~fi
whether or not anything has really been measured thath
of any value, is another.

How to Measure Health Status

HOWARD R. KELMAN, Ph.D. :,

What I would like to talk about are some Waysi
which – and I think for this audience this will not ‘@.&

sarily come as anything new or unique – othefi ‘&@

,;(

;/:,
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~cu~ingprincipal]
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looked at health status and have tried to measure it

focusing principally around the measurement or the
~ctermrnation of disability and related kinds of measures

ofdiscomfort or dissatisfaction.

I think it was probably Kerr White who first coined
tie five “D’s” of measurements of health status – death,

disease,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
~anbe thought about and determined.

Our speakers this morning have concentrated, or
focused I 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
jttle bit about the third D and maybe get a little bit into
someof the other D’s.

Of course, I couldn’t help but get the feeling follow-
ing the discussion early this morning that, why bother

evento 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
~fP programs – which I know very little about because
my connections with RMP’have been rather peripheral.
Thatis, I’ve been approved but not funded.

I 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 Ofly t}vo seconds, because, for a variety of
reasons, we have become increasingly concerned with
the social and econofic and psychological consequences
for living of individuals who survive medical care (or

Ckonic illness) and what is done to them or for them or
ontheir behalf.

The increasing concern with chronic or long-term
flhcss and the consequences of that for individuals in

‘ermsof their ability to function physically, socially and
p$YchologicaI1yhas led to the desire to regard disability

asa sequela of long-term illness and how this might or
rnikhtnot be affected by the care that people receive.

One of the major problems I think we face in trying
‘0 iook at disability, to measure, to define it, and to
‘hen 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 IiIce.
I wanted to put that out to begin with because I

think that sometimes we make the assumption – and I
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 hereon 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
but I did “happiness” – those kinds of things.
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There are “standard measures,” and each person \vho
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 prbgram 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 necrologic 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 I 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

Security Administration with regard to disabled Persou
and how they function in the community.

Essentially, the kinds of in~rmatioll,;hat they Collccl

are geared to basically well or non-sick populations, ~

that how relevant it is to populations of sick peop]e ii
something you really have to decide for yourse[f

But with regard to the CpIWiOn YOUraised ear]icr,
Maureen, about denominators, I think this is \vllere this
sort of information may prove to be helpful if you can
use the current information and if you find that ~he
numbers are adequate for the population you are talking

about.

Now, one of the problems, of course, is that these are
usually national surveys, and depending upon the sizeof

your local community, you may OI1lYhave a Sanlpleof

six or eight people in this national study.
In any event, you may be able, with the aid of Vey

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.

I’m not sure what they do about people who are 6$
and over, because we have no real social role defined for
those individuals unless one can call retirement a role. SO
I think part of the problem in talking about people age
65 years and over is that they would probably score
pretty low on these scales. They don’t work, perhap$.

They may never get out of the house. (I shouldn’t say
“never.”)

Now, ranging from those types of very global
measures– and I again want to emphasize that the h
dividual is asked and his response categorizes him - ‘0
say whether limitations or restrictions in activitY are ‘Ue
to illness limitations. Nobody examines him. NobOdY
decides a priori. The individual categorizes himself m
terms of his response.
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so that you have disability measures of that type on

~fleend of the continuum, if I can put it that way, and
at the other end of the continuum you have a variety of
~fferent kinds of measures of function which center
around a core of what have come to be defined as ADL

~ctivitie$ – toifeting, dressing, feeding, ambulation,
transfer activities. You name it and you can find
~~~cales”for it.

And these kinds of measures have been developed
~sentially 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
rather profound limitations in the ordinary activities of
&fly living.

And YOUwill 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
oranother 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 reIative, 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-
bouncf” to, “can do by self” or “requires no kind of

assistance.“
Now, investigators have usually used a battery of

thesescales, and in son~e of these scales different weights
are assigned to different functions – AI)L functions.

Other scales do not assign different weights but rather
$ve eqllal weight to performance on each of these

functions. stifl other kinds of scales are concerned with

~hether 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

COuldbe scaled or the scores manipulated, and we found
t~~atwhere there was change each of these scales revealed
Prettywell who was going to be changed.

~Vherethere wasn’t any change, it didn’t really matter
Whichof these scales were used.

NOW,one of the other things I should mention with
regardto these scalis 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 quafities 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 vafuable 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 t oileting 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 I 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.
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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.

I 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 pzpcr, to social well being, and maybe we ought to

begin to think of broadening some of our concern into
sonx 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 y, 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 onIy of scales which more

directly seem to be related to biological efforts centering
around disability, but also scales which seem – only
seem – Iess 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 urdess 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 I 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 scaIes 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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conlments Dr. Henderson made about followllp ~tuditt

that we ought to be interested in things like \vhether ~he
patient is now better or less able to communicate, to ~W

the medical care system, to manipulate it to their own

benefit. Maybe this ought to be, if it isn’t, one of ~ht
kinds of things we ought to be aiming at with ~ick

people.

Their whole knowledge of what is wrong wit]l them
and what they might do about it, I think, represcnt$

another area that might be thought about with regard to

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 ,Ve

may not be able to affect very basically the bio]ogjc

functioning or biologic status of many disabled ~.
dividuals. We may be better able to affect some aspec~
of the individual social situation, his social or psycho.
logical functioning, or the function of those around ]lim.

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 pIethora 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 poht

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 we
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 famili~
ity in the health field in terms of sample survey that a

ready transplantation – and I use that word advisedly ~
this particular context – of these kinds of efforts would
appear to be appropriate, with some cautions.

And I want to end up with noting some of the~
cauiions and then see what you have to say about the~
kinds of things.
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shouldn’t be excluded. But it is

or two comments. The data,

expensive.

of course,

These kinds of studies – YOUhave heard how much it
~osts from Dr; Henderson. Well, going out and inter-

~ewing people or sending out people into the com-
munity to ask and get detailed information about

~ctivities of daily living is more expensive. It’s more”
expensive to generate, to reduce, process and make
~vai[able information from this source than it is using
~vai]able hospital records with all of their limitations.
AfidI want to mention that because it’s a consideration

weall do thiti about even today.
The other thing I think one has to think about is the

~racticaiity of obtaining many of these measures. I recall
~ one study that I was involved in we were concerned,
~ addition to getting physical and social measures of
functioning, with getting psychological measures of

functioning. And this involved first obtaining and then
~nding a 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
relevant criteria of benefit for some kinds of patients

broader ~~j:

I

considering again the source, is highly– well, I was going

Leplethota,~~;it” tO say highly reliable. Relative to other forms of
““~ itrformation on mortality or morbidity it is no more or)ped oUgh\ff~,I

)~,~i’+ rro less subject to problems of reliability and validity
;:/4!,,:;

that You,$~,d; ~ than these rfata are, although the problems are different.

,Us to a po~f”,, And, finally, I would end up with just a reminder
that, as I said earlier, the further one moves away from

PllYsicaland biologic measures of function, the more the
actual functioning of the individual and the patient is
&Jin~to be influenced by things other than what was

doneto him medically or what his biologic status is. And
‘hs preSeIltSa problem in terms of evaluating program-

~ think I’ll stop there and ask if there are any
questions that I could try to answer or any points that

e to have me try to elaborate on.

ms.

Discussion

I think you said that it’s often worth measuring dis-

ability and I 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.

Di<. ~LMAN: 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

unders~dnd 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. I 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. Nowj 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 reproducible 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 thfin 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?

f)R. 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. KELhfAN: 1 think one of the places 1 would
start is with— I 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 I think he has an excel-
lent bibliography.

I think the article by Ellinson in the Iiandbook Of

hIedical 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. CAR PENTER: You can also look up Kelman in
the literature. That will get you a long way down the
road.

DR. RIKLI: A smaIl observation. Those five Ds 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 I think that is one of the parameters you have to

watch pretty carefully.
DR. KELMAN: 1 agree completely. And it’$ ~Y

iInpreSSio]] that nlOst of the scales you get il]tOWith ~hc

disability measures, whether it’s vocational or Occupa.
tional or activities of daily living, are really geared

towmds estimating how dependent or how independent

a Person is ‘ither OccuPatiOITa]ly~‘OcatiO1lallYjsocially
.~r physically.

I)R. RIKLI: I’d just like to add one point there, and
that is about disability. A man may be missing a leg or

missing an eye or have many other disabilities which arc
really compensated for and arc not really of serious

concern to society when a person nlakes tile adjustment.

But if they are unable to adjust and have ~idependency,
then they become a serious concern.

DR. KELNIAN: Right. And your cornmcnt reminds
me of something, namely that we have to distinguish 1
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 variety of impairments quite
well.

That is, if I were an engraver, with my level of
impaired vision, 1 might be quite disabled occupatiorr-
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 I
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-
abifit y, 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 di~

ability on discharge that could be coded on the front
sheet of a chart?

DR. KEL MAN: I think there are a number of ttings

that would be very usefuI to try to get in some standard-
ized fashion. I think it would be extremely useful to
know a few pieces of information. (I say that as though
it’s so easy and so simple.) The extent to which an im
dividual is able to perform certain limited activities of
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dafly living–and God knows why on any hospital record
you can’t find out how much education the person has. I
@h 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

home or to some alternate living situation, I think would

bea way of sta~ting out.
Again, if You can do that in some kind of standard-

~ed fashion, fine. But to have the ward clerk or some-

body else, you know, just scribble down some things is
not 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 se~~es 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

interorganizatio nal needs – in reality, what the com-

munity has to furnish patients in the way of extended
care faci~ities, 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 1 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
tries to take into consideration all of this. They have

been reviewing the literature trying to develop between
fOurinstitutions a common language so that when some-
body says they are impaired, for example, in mental
datus, they ~~ nov/ knovf it is coded, in terms of dis-
oriented by place, by time, by person, etc.

]t poses a real problem in numerical taxonomy.

MR. SHAPIRO: Well, Chuck, does this effort contem-
P~atemajor changes in the contents of hospital records?

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
codab”le in a series of digits, so what? How will it- be
accepted? How will it be involved in medical records? To
what extent wifl 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. KELMA N: 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 13nd-Result Evaluation

CHARLES LEWIS, MD.

I 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 I 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 I
have decided to call it a condition, not a problem, not an

8S



event, and not an in-put – just a condition at a time
zero, WhdteVer 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
1 think we would like these to be valid, replicable,
practical, and sensitive.

For operators, the thing we are current!y concerned
with is that the condition needs altering, or else there is

a question of it being altered. After looking at this
condit iorr we do something, not just anything but
something specific, and that the thulg 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 alI 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.

INOW,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 – I 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 evahrator 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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‘fhc second factor is the state of the art of eva]tlation

in general.
..

If we present those who are coordinators of program$
with end results which say “it worked” or “your pro.

gram is good” – that’s all they want.
But if one is going to present someone with inforn]a.

tion which is other than socially acceptable, it’s Usefulto
be able to telI them what processes went wrong, becju~e
this provides alternatives for strategies in terllls of

restructuring programs.
Donald Campbell and others have talked about the

problems of reforms as experiments, and the social
legislation that has been enacted to create social change
and why evaluation of these programs has been so

difficult.
If you had a million dollars riding on a progratl~ in

WKICII it was announced a pn”ori there were no alter.

natives to success except through this approach, you
have sonle 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 difficult. Unless one has some idea of what
went on.

Maybe this is related to some of the problems in dis.
ability evaluation.

1 didn’t stop and spend as much time as 1 should have
here talking about the measurement of “do something.”

1 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”, to a
program in which we install a new kind of health mam
power) that we really don’t take the same consideration
to standardize the dosage, the blood levels, and ofier
things that we are concerned about. The process ‘f
evaluation begins with knowing what the experirnefltd
treatment was.
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I have selected ‘out of the literature eleven papers that

tie concerned with evaluation, and I’d like to comment

1. The first one was a sub-study that came out of tilt

natiorral halothane study of the ,incidence of hepati(-

.1

.,,,,,-
,,,1,:,

Prografi~”;,,,
Oflthem and then talk about the kind of evaluation that necrosis with halothane. This was a report of insti-
~s done in each of them and what it would mean (toyOUrp~~~ ,’ tutional differences in post-op death rates. Among 34

, ~j::;l me) in terms of trying to impiement these results. hospitals, the end results (death rates) in surgery varied“’,,,
,lz/#:,~

1infor~a. :,,
Let me begin, though, by over-simplifying certain by a factor of 27. They were subsequently adjusted for a

i useful ~o:~i ~sses of end, and process, evaluations that these papers few things like age and sex and other things, and th~t

, becau”~~t:,%fipresent. difference ii resolved to 10-fold. There were sub-
33
~er~s Ji ‘:: The first one and the simplest type is the reporting of sequently readjusted for severity of procedure, and the

,,~.[ god results – end results in a group of patients or insti- difference collapsed to 3-fold. This is the kind of study
;,,, ‘:,

~h.-.,,+ .1. ‘ ~ tutiorrs that describe the fact that different things which says the death rates in hospitals are different –
happened.

‘The second class or type of paper looks at variations

~ 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 littIe 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
soon.

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
t~eatment, and an examination of the end results among
two populations or groups with different kinds of treat-
ments.

I’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
bwolved in.

There are some other kinds of quasi-experimental
designs that are possible such as a time series observation

t~t was pointed out this morning, regression dis-
continuity designs, etc. 1 refer you to the paper by

Donald Campbell in the American Psycholo~”st, for dis-

cussion of these.
With this very crude and perhaps debatable

classification I’d iike to go over eleven papers. I really

didn’t choose these with any bias, except that they il-
lustrate these types of evaluation.

,,

)lerns in h’,:’,,!,:.,,,

should have,,,’

;omething~’,:.

,,, ”,

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 compared.

3. The next paper, an evaluation of community
nursing services in the care of the mentally ill, was done
by Tayback. It looked at what happenecl 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

bciog 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 rchospitaltization 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 yOLI 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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,mrf then followed forward for a period of time. Ap-

proximately 60 percent of the patients went ahead and

lmd 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 alcoholics, (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 5 to 10 percent.

The interesting thing about the paper is that nobody
reported whether or not there were any readmission 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 “Clover” 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 availabilityy 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 certain

variables in the structure of medical care,

7. The next paper is by Thompson and his gro~lpal

Yale on end result measurements of the qua]itY of
obstetrical care in two U.S. Air Force hospitals.

Thompson looked at two Air Force hospitals and

pcrinatal mortality by race, and found out that in one
hospital, the black perinatal rate was higher, but in tht
next hospitaI 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 tjle~e
ladies were using prenatal care rather early. It’s a “CIY
fascinating paper because the more you read it, the more

you have trouble reconciling some of the results.

8. The next pper 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, ;ursing, public
health nursing, comprehensive team approach, and

describes it very well. He measures outcome, significant
changes in disability, as a result of applying corn
prehensive care for ambulatory patients with rheumatoid
arthritis.

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 the
University of Kansas for over 30 years with circ~t
riders, with regional courses and with conferences and
seminars held at the medical school.

It was an attempt to look at the participation of d
physicians in the state for each year at risk over a tem
year period.

We took a look at the predictors of use, as a function
of. physician characteristics, and found among ofier
things that it’s related to being near a regional center
(having it available), being a specialist, and being a recent
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~duate, but not at all related to place in class on
~oduation.

II. The last is from the nurse clinic study at the

University of Kansas by Barbara Resnick and myself
~hich looked at activities, events and the outcome of

~bulatory care in which a population of patients with
defined chronic illness were previously examined,
&scribed in fair detail, were randomized into two

#oUps. One went back to medicine clinic, the other

receivedcare by nurse practitioners.
The critical incident technique was used to try to

measuresome of the activities of the nurse clinic, some
,Ofthe things that John Williamson and Paul Sanazaro

~]oted. We looked at outcomes; death rates, in which
t~re was no difference; the level of disease, no dif-

ference. There were significant differences in disability
fates at the end of one year of care under these two

systems;the nurses’ patients were far Iess disabled. There
were significant differences in discomfort and satisfac-

tion levels. This paper attempts to look at processes and
outcomes.

If I were presented with the data on institutional
post-op death rates I wou[d 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.
~ I think that regarding the second paper, evaluation of

the program for preventing adolescent pregnancies, I
‘wouldsay, “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, I 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
nursing services, I think the comments would be as for

theprevious study.

This comment on genetic counseling. I don’t know
What yOLS can say when you’re confronted with
iffformation that says patients don’t (lo what doctors tell
them to do except begin to deal with their patients in a
]ittlemore sophisticated way.

For the TB clinic study, this looks good on the

statistical sheets, but did anybody get TB? Again the
lackof outcoIne data creates major problems.

This morning when Bob said, “Does anybody here
haveend results that influenced decisionrnaking?”, Sam

Shapiro talked about mammography, and someone else
~entioned dental cytology. And John talked about the
h~art 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 s~id, “We want funds
to train assistants in occupational thera~i 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 disabied 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 facilities
that are being underused. There arc occupational and
physical therapists who are going to leave their jobs
because they don’t hme 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

89



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 citi~ens whose comment
was, “It looks like we f~ave a job to do with our own
doctors.”

I 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
~pendirrg 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 I have

raised. I think 1’11start 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 [ooking 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. Wellj Chuck, 1 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
tcase 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 I 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?

Btrt, 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. 1 think the whole
cause of reducing infant mortality would have been
advanced if we had been able to get at the process, but
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. .certainly the end result standing by ltse!f m Conjuncti

with the particular kind of setting m which it was ~arricd
out has been of an enormous importance in assessing

the impact by prepaid group practice’s impact on ~leal

So while I want to repeat that, of course, p
terribly important, there are On occasion very import
practical considerations that make it extraordinarily

difficult if not impossible to get at process.
The reverse is true too. An advance in u]~derstan~ing

process with some implied benefits from process Withno

ability to get at the end result is also worthwhile.
DR. LEWIs: I think that’s an excellent example.

the question has always occurred in my mind: If

sort of care system is related to these kinds of outco
then why have the, let’s say, perinatal and infant mortal.
ity social gradients in the United fingdom not been

totally eradicated by the emergence of the national

health system?
MR. S1lAPIRO: Do you want to get into a discussion

of that?

DR. LEWIS: No, sir.
MR. SHAPIRO: Look, in a system like HIP, weknow

that there are very important gradients by social class.I
don’t want to get into that issue because I think it opens
up a new, highly complicated issue.

DR. KELMAN: Well, I would like to go a little bit
further and reject if I 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, th

least as I look over much of the evaluation literature, I’m
struck by the fact that we have many more o
descriptions of program and process and visits than w’e

have end-result evaluations. As I look over the proce~ “ It seems to me
kinds of things – and this maybe strictly personal, but [
don’t think it is – they raise no questions in my mind

about program. However, when I look at outcome ev~”

uations with or without process, they at least r
question and would give me some pause about pro

Now, I don’t agree with the kind of response th
made to the first study – that if it’s good, fine, and ‘f
it’s no good, let’s forget about it. I don’t think that

would be an appropriate response to outcome
where You may not know the process or channel.

I can give you an example of a study we’re in
in where the outcome was negative. We had ex
descriptive material on the process. Nobody p
attention to it because it was a negative finding- *
that’s one point.
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The second PO~t I would make has to do with the
@ity of evahration. I think that obviously there are
factors aside from the presence or absence of process
info rmation that would make the acceptance or
~ejectiOn of an outcome result affect its acceptance. It’

~ere 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

fi 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
evaluation information.

It seems to me that the majority of people who want
to evaluate something, Howard, come at it the way you
jrrst said: “We have a good thing. Wouldn’t it be nice to
showit?”

DR. KELMAN: “For you to prove it.”
DR. LEWIS: “For you to prove it.” I think some-

times 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
answeryou 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. 1 agree with what you

MY.However, I 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 fidct, I tend

‘o believe the primary reason why good evaluation
‘Oesn’t take place is more for that reason than the
[~~sonthat technology doesn’t eXkt.

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 LLSsitting around the tab[e –
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 small 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.

1 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. L13WIS: 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 itreally
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. SI+APIRO: Present company excepted.
DR. LEWIS: I don’t want to– 1’11run up a flag in

minute. But I think, cluite 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 follow up? 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

flas 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. It’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 every thing

must be all right and they really don’t need it.
It’s a complicated problem hooked up w ith our whole

educational process in the state. So they haven’t really
made any progress.

DR. CARPENTER: It was effective evaluation I
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?”

NIRs. BLAXA LL (Budget Examiner, Office of Man-
agement and Budget): 1 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.

And 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 InUCh 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 Medicaf Programs in the
description.
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are all used to. ..

And the conclusion of the meeting, w]liCh ~a~%

V/hen you think about it, a year ago we didI1’t ~e311Y

know as much then m we do now. The COllCILISio~of tl,e
lneeting was that wc had to get a handle On ways [o

describe Regional Medical Programs, from my point of
view, that would be able to focus in on what kinds of
transform tions were taking place in the health ~arc

system through Regional Medical Programs.
YOUknow -- big deal – that’s the conclusion.

Well, we haven’t redly got any further than (]lat, and
yet 1 feel when 1 go looking at the budget subnljs$ion
when it co!nes in to me and I have to make some recoin.

mendations that I can’t really justify Regional Lfedicd

programs budget just on terms of additional traiIlees thi$

year or whatever. That’s not really what Regional
Medical Programs is about any more.

And I don’t know what kind of indicators to use.

This is a tol!gh question.
DR. CHARLES LEWIS: To drop back and say some-

thing here since I’m out of the RMP business, isn’t this
the whole problem since 1966, that the RhIP 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 region alization, 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 hurtin’gj

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 popul*
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 Inergers 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 WIP

cash, one could very easily facilitate regionalization out-
side of those sorts of procrustean things that have
probably already died but the message just hasn’t got’?
the brain yet.

MRS. BLAXALL: That’s right. I agree with Your
statement.

It was the most elementary kind of analysis which ~V~
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DR. LEWIS: A lot of people don’t. measurable. The diversity – the major strength of the

I
,,.“j$~ XRS. BLAXALL: But it doesn’t help me in the law’s permissiveness toward local innovation – makes

rhich Waki+,‘Jiljlk~~
question I have. This is a tough question we’re still for such difficulty of expression that it now becomes the

Iidn’t rea~fi working on. For examPIe, does that mean instead of bane of the evaluator’s existence. Having no national
usion oft~~,! ~ting the old indicators that we should fOCus in on decision that a priority, for example, for coronary care is
on ~ays!l~~~:l

.fle~dota] elements? acceptable, he has less clear evidence as to whether his

DR. LEWIS: No, there are end results that can be

measuredI would assume.
If you would like to talk about the availability of care

for rppu!ations and the provision of care to populations
Ipdtdon t have any care, as a byproduct of RMP, I think

that can be measured – providing that’s what your

objectiveswere,

But there have never been any objectives except to
‘~mprove the quality of care for patients with heart

disease,cancer, and stroke” – starting at where the care
~s probably the best.

‘MRs. BLAXA LL: Does this get back to the question
fien that I 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 I have to worry
about, 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
wasgoing 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
doingsomething, but no one ever defined from hierarch-
icalquarters up there what was expected of regions, and

regionsgrew depending upon, essentially, the philosophy
ofthe coordinator or the parent institution.

And at that time I think many of us felt the
taxonomy of RMP. There were hardware-oriented

regions and software-oriented. There were disease-
oriented and there were people-oriented. They were
centralized and there were decentralized. They were

clearly determinable by the nature of the people in-
!olvedin the original programs.

1 do not know whether it has changed or not. This

was the equivalent of the identity crisis which over-
Whelmsthe teachers of preventive medicine annually.

DR. CARPENTER: YOU know, it’s interesting that

‘“w we are stuck with really so many objectives that
‘here are people who say we don’t have any. Each in-
dividualregion has a large number of objectives, some of
W’hichare immeasurable, some of which, though, are

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-

j e c t ives 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
poIitical 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. CAR PENTER: But interference and change
aren’t the same.

DR. HENDERSON: That’s right.
DR. STONE MAN: I 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
deveIop 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 sti[l vktua[ly 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 catl that we’re going to be
judged on whether we’re agents of social change and

whether we can materially, with the dollars we have,
affect the heaith 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>renot 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 tome that there is an obvious question
here that I 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 I 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: I want to just try to remove one
misconception I think I heard.

I would not say we cannot get measurements of
health status. 1 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.
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This may be just a time ]apse. But I do not think that

you should say or anybody should say tha: we cannot
do it. Given enough money and the proper input it can

be done. But it cannot be done except by collaboration

between many kinds of experts \vlth backgrollnd and
training in the sciences needed for the purpose.

DR. STONEMAN: I know, but given the fact’ lhat
each region is doing its own thing, if YOUwiil, even ~vcn
the kinds of that you describe–and I listened very c]o~efy

this morning, very interestedly-at $200,000 for the fint
year how long with that kind of a data base would that
regional medical progrdm have to go with operational
activities directed toward the soft spots and gaps that

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 you a
problem about the whole program that I think extends
this time. Because of the insecurity of funding, frorrr
year to year, our unit has no full-time professional

person. No one with enough epiclemiological and statis.

tical experience to organize this kind of center can at
that stage in their career afford to go full-time on a
program without surety of continuity and funding. So if
the program had a more stable base, it could be done in

much shorter time because you would get people work.
ing at the job full time. The very nature of the progr~m
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 aie talking about will influence
planning and operation.

MR. SHAPIRO: I don’t see how you can answer that
question–in a kind of globaI 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 a
total approach. This is a $65 billion-a-year industry. And
anybody who thinks that RMP is going to ch~ge

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 be@ to
grapple with.

I hate to come back to our own experience and our
own aspirations, but the program that I was describing
this morning in coronary care is directing itself at a
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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here can be an influence on a much broader segment of
be community in developing approaches to a specific

disease.
so I think that there is a danger of stating issues in

such broad terms that it becomes absolutely impossible
to 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 IWP 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 !a,dy in the back is very similar to many dis-
cussions I have been in after a program has been
]aun~hed and they say, “WeII, we’d better get an

evatuator in here to tell us what we’re doing because we
don’t really know.” And I think that’s pretty sad after

d} 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 operate 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
dorr’tthink 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-
finedwhich are extremely vague, and if I overstated their
Vagueness and the unlikelihood of their immediate ac-
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comp]ishment, 1 apo]ogize. But I apparently made the

If we are going to go to program evaluation at the

regional level instead of concerning ourselves with in-
dividualproject activities, then I would submit that most
of the evaluative techniques that were described this
morning are more appropriate to project evaluation, if I
can me that term, than they are to program evaluation.

Then it’s necessary for us to hold our own feet to the
‘ire 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. 1-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 $96 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 I
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. KELMA N: I’m asking an outcome question.

DR. BROWN: I 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?

DR. KELMAN: I don’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 doesn’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 H, there was an EMIC program –

emergency maternal and infant care. Nobody thought in
terms of a’n evaluation of that program. There were
milIions 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 witl
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

96

services to rnlgran ts all over ~he coun,try. But becalf~c~tf~:!
the lack of solid evaluation ll~form~tlon and becail~c~f ~

the lack of gr:\sC,.i’oOtSsUpport,. this program is in rt$l ~

jeopardy right now of being lost Ill the shuffle Ofanotkq ~
bill that was passed. And if I was any kind of pro[}llcl~ ~
~vould say that the same thing could well happen to Illt ~

RMP.
DR. CARPENTER: Dr. FOX?
DR. FOX: I think Martha and I would like to respond ~

to some of the comments.
For those who don’t already know, this is N[arlha

Blaxall who is a budget examiner in the Health Br~llchin
the Office of Management and Budget. She also heIpS*C
write speeches for places like here and ropes me into

interesting meetings.
I think a couple of points have been raised. ‘fhe

problem of insecurity of funds, for example, has sonic
validity. The issue of lack of goak may or may not have

validity. I think that can be carried too far.
I wonder, for example, whether you were at hmctl

and listened to Dr. Margdies’ 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 concept 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 a
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) ha$
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 changes? 1s
duplication in facilities being eliminated or new duplic~
tion being prevented?

W&re on the verge of entering into the kidney field
for big. Are we going io have the same fiascos there we

,d in open h

gram should 1
,ave alSO hez

lnecdotally, t
~f facilities h;

knoW manpo
;Olnething to
~verin the pr
se arc meant
~g in projef

ed into the
ar period?
~ can look al

,ping a regic
or is it a C

;ts and intere
]Iave heard ~

Lives.Well, tl’
~tor can’t h{

start to ask I

ting objectiv~
d I really In

ilnportant th

Id I know tc

and say, “L



becau$e

because
1 is in “I

Of snot]

If prophf

to respo

.’,

hflvehad in open heart surgery? If we do,

~ urcwram should be questioned.

then maybe

“’-we ~ave also heard examples here, and I have heard

~em, anecdotally, of important situations where dupli-
~tion of facilities has been prevented.

We know manpower is important. You know. Is RMP
dOifigsomething 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

absorbed into the regular system after, say, a two- to
~ve-year period?

One can look at core staff and ask whether they are
developing a regions] strategy that intuitively makes
~rrse 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
evatuator 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 realfy 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 reasonable to
measure us by. Here are some measures that might be
tempting from your point of view but we thi~ they are
unrealistic because – .“

And 1 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-benefjt

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 I think we ought to put more of our thinking,
and we ought to have examples of studies, where the
cost -e ffectiveness of process becomes an essential,,
element in our whole measurement system.
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Approaches to Program Evaluation

H. W. ICEAIRNES, 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 locaf

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 perforlnance is equaI1y 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 LaW,ton, Deputy Director of Tri-State Regional

Medical Programs. After talking about the impact of the
anniversary review guideline on local programs, I a~ked~

“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. L,AWTON: The program application and program itself

has to demonstrate that it can manage the process in its
own region of good heaftfr service problem solving.The
(evaluatiori) technique for doing that must not only exist
in the region but must be visible in the application. The
re~on has to know how to apply and use the technique
and how to use the results of the evaluation technique. I
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 evahration has something to
do with planning.

MR. LAWTON: I fmd them hard to separate. I think that the
credibility 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.

[n the gaime of improving patient care, that’s another
way of saying that evaluation is part of the process of
\,/inning. p]allnillg and action are, Or sho~lld be, based on

e x p elience. Evaluation involves the systematic rle-

scription of these experiences and the associated achieve-
ments. If done well, evaluation can supplement the gut-
Ievel feelings 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. Eacfl week each 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 I-evie\ving the
game movie. They evaluate cvely 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 irlen tify. 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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But 11OIICof these differences negat,e the vllue of ~llt”
Sallle nlovie and the pl-ocess of planning for tonlorro~

on the basis of what happertcd yesterday. Wt folloW3

is a dcscripiion of the conceI]ts at)d n)ctllod(>logy for

t&ing an RMP game movie that will allow a c]ear ~%,.$%.
,nellt of the performance of thC teams involved ill win.
nillg or losing the game of rationalizing and ill)Proving

the process of medical care delivery.

Concepts of Information Support ~PCi~onsdetermine
Evaluators in Regional Mcdica] programs play the role

of canlcranleIl, not coaches or players. In their role, t~lcy
nlllst keep the camera focused 011 the crucial activitic~

on the playing field if the coaches are to ]lave Useful
game movies. Evaluators have not been hired as judges,

Only’ those persons whose decisions influence the fate of
an Or%,lnization can really be considered as judges,

Evaluators arc hiled 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 then with judgmental evaluation.

This concept of information support makes sense

only when the dccisionrnakers utilize the information. [f
no one but the camcmman sees the game movie, then ,
the plans for next week’s game will be based on the
rather undctailcd and unsystematic recollections of the

coaches and players. Similarly, taking two weeks to
develop the film destroys its USefLlhleSS. lf the fihn iS

available and utilized, then it must be of such quality and

con tent that the coaches and players find it useful. If

they feel that it is useful, they will utilize the inforrm

tion in their planning and decisionrnaking and they will
request that the service be continued. III Regiortd

Medical Programs information support services can be
justitled only when there is utilization of the inforrn~
tion and requests for additional information by the
decision makers.

Decisionmakers in RMP

Who al-e these decisiomnakers in Regions] Medical
Programs that correspond to the coaches of the Profe*

siollal football teams? One of the important differences
between the two Kdmes is the larger number of P13yefi
and decisionmakers involved in RMP activities. ~lp
decisionmakcrs fall into several important groups: ~~

1. Coordinators or directors – the senior executiv~
who are responsible for the implementation of the P1am
ning and operational activities of the program.

.+[



2, Planners – the committee members and core staff
~rsonnel who detemine the direction – objectives – of

tie program and the activities that wilf move the pro-
~am and the region in that direction.

3, Project directors and officers – the core staff and

project personnel who manage the process of projeet”

development and operation.
4 Grantors – the members of local and nationaf

advisorygroups and the staffs of granting agencies WhOSe
@’isionS determine which activities and programs
~ecornefunded.

5. Consumers – both professional and lay persons
~~ose support determines the success or failure of most

broad-based social change programs.

If the decisions of all these people about how the
g~e sho’uld be played are correct, Regional Medicaf
programs stands a good chance of winning the battle for
rationalizing the medical care system through voluntary

nrechanisms. The thesis of this paper is that meaningful
information based on past experiences and provided in a

useful manner will improve all crucial decisionmaking.
Of course, evaluative information becomes only part of
dre decisionmaking process and, by itself, cannot over-
come problems in communication, resources or con-

straints that also influence the decisionmalcing process
andits results.

Work of the Evaluator

Meaningful informatiori forms the context for the

work of the evaluator. He must understand how the

game of Regional Medical Programs is played, who the
,players are, what direction the team is heading, and what
‘t~e coaches want to see before he knows where to focus
the camera. For example, focusing on the wide flanker
\vhile he sits on the bench during a defensive play may
,)e the same as focusing on the evaluation of a project
Whenthe decisionmakers really need to understand ho~v
dl the components of the program are working together
to further the task Of winning the game. Narrowly

“focusedobservations have limited value to understanding
the total game process. Indeed, focusing on the wrong

area may prevent the coaches from observing the process
of scoring. Meaningful information that is useful for
planning the next game depends on a description of the

‘entire field including the play of all members of both
‘Camsand the success of both teams in crossing the goal

ram.

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 ganlc.

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 goat 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. Intervie\vs
with all classes of decisionrnakers and other key persons
are required 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 problclm
that most need to be solved or are most amenable to
solution. Published objectives may or may not be tlw
true operational objectives. Discrepancies arise wheil

operational objectives are perceived as being not socially

acceptable or when there is lack of concensus amon~
decisionmakers about desired objectives. SLIch dis-

crepancies make it more difficult to mobilize resoulccs
to accomplish the objectives.

Public objectives can be determined from documents.
Operational objectives can be determined by clirect
interviews with, and by secondary interviews about, kty
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decisionmrikers. 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
secondmy interviews.

Analysis: nature of problems and objectives
consensuson problems
discrepancies between publisbed and opmtional

objectives

Rules and l%yir~g Conditions of the Game -

Re$ources atld Constraints in lhe

it!edical Care system

The Regional Medical Program’s task lies in a setting
created by exkting 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 afso part of the
milieu. 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
piarming 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, ahhough 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

Analysis: identification of key persons, institutions, and re-
sources
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planning activities
history of previouschangeefforts ‘i

Record of Teatn Perfoni?ance – c

Results of Previous Resource A [locations

Local Regional Medical Programs have UP to (Ilrw

years of experience as operational programs. un]~~$~

game movie exists, this description of team pcrforln~n~
will have to be primarily performance statistics that ~re

generally available, such as the number and tYpe~of
plays, number of yards gained, and the number of first

downs, penalties, and scores. Recollections of the
players give some clues to the process, but they arc

subject to bias. Nevertheless this information is part of

planning for tomorrow.
The players in the I?egional Medical Program gme

can be considered to be staff, committee and advisoq

group members, and all other persons in the medical care

system. It is important to identify througA intervie\vs 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
thei! commitment. Their assignment as well as their per.
formance 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‘ paucity of progress reports,
confusion as to who is participating, and a lack of agree.
ment on when the pIay 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 projec~
account for 90 percent of core staff and project staff
time and budget. Unfortunately that is rarely the ca~.
The whole spectrum of activities that must be identified
include operational projects, ph+rming projects, Corn
mittee activites, central administration services including
communication, research, data collection, and

evaluation, conferences, developmental negotiations.
Once an activity has been identified the players, fieir

assignments, their performance, and the effectiveness ‘f

the activity should, if possible, be identified. me
performance of individuals relates to how well they
carried out their assignments. The effectiveness of, tie
activity asks not only how many yards were gained - a
short term estimate of progress usually based on m
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,JI!p
Program g~f

: and advisti~
e medical cai~,,,
1 interviews u
attitudes, th~~
nd their pir~

a&ievement of project objectives – but also whether the
~jaYor activity resu[ted in a first down or the crossing of
~~orifline – a long term description of the resolution of
PY o! the specific problems on which the program
~bjectlVeSfocused.

Resource allocation is akin to selection of plays and
be assignment of pIayers. Effectiveness in achieving
program objectives is obviously related to having the
j$t players and the right play. Resources include

~rsonnel time ~d funds which are directly accessible to
the local regional medical program plus all available

~rsonne~ time and dollar resources in the region that
could potentially be mobilized towards achievement of
programobjectives.

Retrospectively many details of resource allocations
rindplayer performance are lost. Effectiveness both in
moving down the field and in scoring, however, is ap-
parent because si~ificant gains are usually obvious.
l)etails become more important when progress has not

beenobvious. In tfis circumstance winning in the future
obviously depencfs on developing a more effective
allocation of resources because new players and new
dollarsare not usually available.
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Analysis: descriptions of persons revolved in
Regional MedicalProgramactivities

identification of activities
identification of effectiveness
description of resource allocation

Once the location of the goal line, the rules and
playingconditions of the game, and the record of team

Performance have been developed by the evaluator-, he
hastwo obvious tasks: first, to report this information to
his’o@a&zation, and secondly, to set up an ongoing
~echanism for recording and reporting evaluative infor-
~tion. Both of these processes depend upon the spe-
cificconditions and needs of his program. He must re-
~mber that the information should be considered con-
fidentialand that the coordinator of the program should
he comp]ete control over the use of his analyses and

‘ePorts.The evaluator should work closely enough with
$e coordinator so that the results are made available in

~ concise, meaningful, useful form, but with enough

accompanying detail for use by other decisionmakers if
‘~~iredby the coordinator. The evaluator in developing

‘heinformation should recognize that the reports should
b constructive and not destructive. The reports should

40\v an opportunity for development of winning

patterns and should not result in the players becoming

so defensive that they will not particirxste..
The ongoing mechanism for recording =d reporting

evaluative information depends on the p~losophy 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

:’
.1

,,
.4

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 drawins first downs .,

and the effectiveness of the whole mix ;f 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 evacuative information ‘–

that is, effectiveness and relevance to the decisionmaking
of aIl classes of decisionrnakers 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.
I see it working in this way, an evaluation component,

such as you and youI associates,but in addition I think our
{

103



...———- ,————...—..—---- .-

-4

7.
-.

-i
-..
-,

:.
r-.c
,

---

. ..
~: -.

,.—

,,
,., ,.



111 eV31ua[iur

3ccounts fc,.

the program,

ally p[O~raIT,

Jnitoring thl
activities i,:

lese purpose,
ctives of tll,,
more limitt~
vity. Prograll

better und~[.
cate flnanci~j

wld to mli[l.
es.

program eva\.

.clvisory con..

< process t..
actions. TFri.

luation cycle,

jrs particip~k

1eva uation i

m evaluation
Id groups }vb.I
ion.
ion criterio :
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I is accur3tL

uses ancl t’:

l:ltion is qoi’

. Project ev.’
itics based C’

and agre~d[
ncy. Here t!

epts tenlptr.
ncdical car: ~’

:]opment Of~
,logy — and t

?aluation pi{:’

pr,):r3ill wdu3tion is concerned with the conglon171:lte
.,. .,,,ctlvl(lc~ th:lt llOV~pool”ly Cfct}ned (>bjcctivc+, tlj:lt ~]~t~!l

~jonot be cl~rified to the satisf~crion of’ 311i]]c ~lscrs of
~l~l]u3tion infor]n~tion. Here the Cv:)liL~t~r rn~lst bc

flexible and understlnciin: in order to c!cd!~trcllltl~’

sitl) the complcxitids of the task, Rigid :{Fplicati(ln of
;r:lditiO1lJl evaluation oppro3chcs, such as nl:ly be :Ip-
,ropria.te for discrete projects, bccormcs increasin -;1’,

.rrcleVaIlt as programs become larger or broader in ~!l:;r

.Lope. Precise cval]uation of one COlllJ?iJilC!lj. of tllr pro-
~[[110USL12[IJ’

,.
gives lttle insight into tiw totalpIoy2117

.[I.dLIsuaHy provides little resistance to tlloje who m~;st
Jminister or justify t}i~ fiI1311~iilgof such p!-ogr:!llls.

:+oceSS of Pi’0gr[7nl El ‘(ill lctiot i

For the purposm of rbis ‘,vc~d:sho~~,proSr:)l:l c.3l-

IJtion \Vas d~fiil~(l as a process. This pioC~Ss definition

ook irlto account the very primitive stare of the w of
..rOgraIII evfilll~tion. A.lt]lougJl projects ale llildc r,~’dv to

kvclop the tr~cthodOlogy of ewdu:ition (If broad r~ii~~

~ria] chmge orgm~izations such as Rcgion:d ~[edicd
;l:o~,r~l,,s.there are no gcncl-:llly’ :{~reed \[pOO311Cl:eStC!do
nethodologics at present.

T]lis process of pTogran~ ev31Llation follo\vs the

‘I)llowing steps:
1. The e!iduator sh:di ckvc]op a thorough under-

standing of the philosophy, histoly, strategy, and
activities of the proglcrm. In this step. he may kfcr
from Iii\ observations ~vh:~t th: objwtivcs of the
]~rogranl are and how these obscr!ed c)bjectives
rekitc to published or reportc~l go3!s and
objectives. Such inferences sllou!d lx vclificd
t’;hcn possible.

2. The cvz!u:itor shall rktcrmine JVILOwants OI slIoNld
wint procyanl eval u;]tion in fol-lnatio)l, F:rOIn each

of these individuals or groups, I]c slL311obtain the
criteria by which they nmke j(ldgnlcnts and their
intendccl uses of the ioformatioll: justification,
control. or learning.

3, Based on these objectives, cliteria and LISCS, the

ev31Ll:itor shall develop a program waluation
methodology. This mcthodc)]ogy shou]d be
coInprchcnsivc, p[-actical, and cfficitnt. UIJess hc
haS outside financi,i] support for CV31L12ti01ire-

search, the costs of cal~ilig out the ev:~luatiorl
should probably bc less thau 10 pcrwnt of total

program fut]cfs. lhc scientific disciplines incor-
porated into tllc methodology sbo[I!d reflect the
needs of the oscrs of the in forln:ltion raihcr than
the particular scientific disciplincof thccv;~luator,

Lv:li’ !Il:lt Ilclp [htnl nd:t rriore t-3[it)n21 dccis ioils.

UlidCrSt:illdiIl: pl”O:l’:1111 cwluation Ll\J proctssrfilhcr
t!ltin 3s 3 ~:(.’;cdurc is t“t!ild:!ll)?lll~l to ev.~!uotors king
SUCL?W;UIin d~cir activities. 10 this con[c.xt, sLIcccss in
progrlnl e\3!u.ition is defined as a devtlopnknt in a.
bocly- of iIlfOlIl12tiOll whici} is perceived as being uwfu[
b} individual and group dccisionrnakers cunce}-rlcd v;ith
the operation ofthc progr~m mld that pl:i}cd some part

in decisions tb:lt \;crc madt.

EI)UCATION}I[. J’ROCESS

Tilt WOl”k3hO~l [Itt4SHlptL’d tO reprod(lCC [! Ii> CV3]LlatiOll

process, Onc p:lrticular regional medicd pro:rain wm

SC]CCtCd S{1 th3t t]lC prLICC?SS and ik aSSOCi21 [Cd [)!”Ob]?lllS

could be illustrated.
Fo]lowing 311 introductory lectui-c (111 pl Og:-aln Cv.ll-

u3tion, a group of corlsult3rlts met in 3 p3i)cl discussion
with several mCnlbc Is of the staff of the illustra tivc pro-
gr:~nl. ‘fhis pantl h:]d two m~jor objcctivcs:

1, To iclentify Ihc philosophy, histoo’, strategy, and
activities of tbc program.

2. To identity the questions that the st~ff members
felt needed to be ans\vcred b) tl~: evaluation
pioccss.

Tile sl:iff members dcscribcd their regional medical

pI-ogr:\m as bciog dil-cctly conccrncd with transfoi-ming
the nwdiczd Cal-csyste]n through influence and a val-icly
of aL;(ivities into a s~stem that fil!ed th~ g~ps in car:,

ll)ack bcttel- US? c~fmanpower, improved qu:l]ity of care,
and controlled the costs of c:irc. ‘Ihey usccl the term
“opportunistic intervention” to rlescrik the fACt that

their activities were guided more by requests for a~-
sist:lncc tl~an by comprehensive, objcctiw-orielltcd

‘fhc cv310atioI] slIould take into Occo:tnt the pl:inning. “Tilling the soil” Ivas tllc term they used to

105



;! 1,)lI>L! !’.



,,,
:J

y,:
, ,,

participate;

, on the other
his “proce~$m
act as if the;

approach to
result t~ej~

<shop from ~
approach h

he qUestiOn~,

staff membcl
the “iinkage$*
y an evaluator
ge .“ Althou$

ant, she cou]d
;ive a preci~
t that such an
led two othel,

describing new
cen individual
/ide a basis fo(

;es.”
s on their OWD
i to discard the
j the discussion

unable in the

: methodology.
by many of Ike

pts of prograin
ity to play fit

iished for ~~

,road a rnmrda!~
very difficUk

~’he effect of~
~reater than t~~
rational proje~tl
~mp]e cOnceP\~
ion activititl$i
)1~ respOnsibi~iQ
~i~tjn]s of ttii

;Ct evaluatiorl

yam eyaluatifi

ti**~al evdus[kr
.nt to the b@i

qgranls, Thc fi[’
~lLiationcone@

~bjy requires‘d
~, of the p@F

-,

~ judges and that they become actively involved in the

;ntire change PrOCeSSwith Program responsibilities in
~ddition to their evaluation responsibilities. only when
~Yaluators have a profound understanding of their

~rogram will they know which consultants and which

methodologies are truly appropriate to the task of
~rogramevaluation.

Traiting and program evaluation begins with an
~flderstand~g of the program to be evaluated. It

poceeds to the development of program evaluation

~oncepts. Having passed these stages, it can focus on the

~pplication of proven methodologies or the development

Ofnew methodologies. Training in program evaluation is,
therefore, just as much of a process as is program eval.
Uationitself.

Ill
,/
‘i

SUMMARY

The educational content and methods of a workshop
,;
:}

session on evacuation 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 workshopi 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 con~inuing education!+l
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-
sociatedincreases in medical prices and allcgecl shortages
Ofmanpower and facilities; the declaration that access to

medicalcare isa right, not a privilege; and the growing
Io]eof the government in the health care field have led

toconcern with the effectiveness of alternative delivery
Wtems or resource allocations. Concern with the ef-
fectiveness of delivery emphasizes the importance of

~$ingscarce resources (or dollars) in such a way as to
~~imize the returll per dollar spent. Thisjin turn, has

kdtothe search forp]anning and analytical techniques
~l~ch might aid in the task of rationalizing the resource
dlocative process. TWO such techniques are cost-benefit
~d cost-effectiveness analyses.

ThecrYsta]-Brewster PaPerl provides an introduction

‘o cost-effectiveness and cost-benefit analysis. The

@sent essay attempts to build upon this introduction
and to suggest certain conceptual and methodological

concerns that the user of these techniques neerfs to keep
clearly in mind if he hopes to usc 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-l 3 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 peint that might be made
has been made.”14 Although fxrhaps 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 clefinition, the underlying
assumptions, and the result and implications for the
analysis. It shoulcl 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 onepapcr anurnbe rofpointswhic hare
fairly well-developed in the Literature, but widely
scattered and therefore less accessible tothelessspecia]-
ized reader. A final objective is to provide to the
interested reader a bibliographic resource for further
personal investigation,

THE NATURE OFTHEBEASTS

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 strate~es. 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.

[n 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 resuIts. 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

2.

3.

4.

b.

principle, cost-effectiveness shodd do tile san,e.
In practice, however, cost-effectiveness a]lil[yxs

are often less complete in listing the tOta] ~o~t
and benefits. For example, external effects ~re
often ignored and certain desired results or

benefits are specified With ail others regarded ~$

constants or relatively unimportant.

Cost-benefit analysis normally values the CO$lS

and benefits in monetary terms. This provide$

the common denominator necessary for Co,n.
parisons of alternative types Of programs. fn
cost-effectiveness analyses the measure of Out.
put often is not in terms of dollars, but rather
in some other unit such as man-years saved.

These differences in comprehensiveness and tech.

nique result in cost-effectiveness being used nlost

often “when various benefits are difficult to
measure or when the several benefits that are

measured cannot be rendered commensurate.”Jd

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.
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 ISSUES

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 genera], 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 assig~
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 1s

vital to include in the dollar valuation all the relevant
effects associated with a given action.

Economic Costs of Disease Dejhed. The econo~c
cost of disease or injury, as contrasted to expenditures
for medical care, reflects both direct and indirect cost
components. Direct costs inc[ude the actia[ nledical cati

expenditures necessary for the treatment of the disease
or injury. These expenditures would include bot
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the same, ~rsonal (i.e., the cost of hospital care, nursing home
s ana]y~s ~e, physicians’ service, drugs, nursing services, and
total c~{ @]ar type expenses) and non-personal expenditures
jffects @ ~.e., the cost of research, training, facilities, equipment,
results Or~ ~~ ‘a pro-rated share of the annual cost of health

egarded ~“ ~uranie), indirect COStS are those costs to the in-

; :j,y &idual or to society in the form of lost productivity
s the costs’:,~t~ibutable to the disease or injury. In essence, this
is provid~’, ~ounts to imputing a doIIar value to the productivity
{ for ~orn~~+,[Ostthrough premature death or disability. Obviously,
ograms. ~’”~~ he imputation must take into account varying life ex-
ure of,o“~t.’~I ~ctancy, labor force participation and earning rates by
, btit rath~r!~ fiferent sex and age groups; the “value” of individuals
; saved. :,{“~,~ outsidethe market pricing mechanism (i.e., housewives,
IS and tec~:,;;~ ~lderly, children, unemployed); and the appropriate
; used nro~t~ &count rate.

difficult to,“ H is important to emphasize that the economic costs
its that ~e 14’ofthe disease as defined above are really the projected
msurate.”3? :,,:,,~~benefits in any cost-benefit, cost-effectiveness analysis.
sons among;:mat is, the benefits to be derived from an action are the
t objectives;:,a dirninated losses in production output, personaJ well-
are differingi Ming, and resource utilization which result from a

,,$,:”;“~:!
.,: ”.+~ successfulprogram. The cost denominator is simply the

I
~ ‘s ‘0 ‘e!er:~ p[ojectedbudget of the program.
undertakurg,II

j studY is’ to ~ Enumeration of the types of factors included in the

lg an drta@ ~:Wd cost study makes it clear that a number of costs
. ~’:?,ardbenefits are typically excIuded from the calculation.

h addition, a number of assumptions, both explicit and

inplicit, underlie the definition of direct and indirect
costs,the valuation of specific components of each, and

se of the technique o~ discounting which have

implications for the validity of any cost study.
, the emphasis on the presence of biases in the
que and approach is not designed to be overly
1. Rather, the purpose is to explicitly recognize
occlusions these studies do and do not allow to be

from the data presented.

technology when making a long-term capital invest-_. ._—_..._._._ ___
mentl 7 Other examples of significant omlsslons coulid”

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-
mentts. In general, this means it is necessary to

complement ecorrornic values with other non-economic

values in determining the proper resource allocation.

i%e 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-
4 11 The reasons are easily explained.ment techniques. Y

The implications are somewhat more subtle.

It was noted that the benefits associated with t}le

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.

‘1
,,,j

Despite the effort to define the economic cost of~ch is the 1~$~~ It should be clear that (1) and (2) above are more
that the beri~~~’‘i~~sebroadly to include both direct and indirect costs,

d to the c~f~ ‘h obvious that not all costs and benefits are included
susceptible to precise measurement than is (3). As a
result, most studies tend to ignore the latter effect. The

~ even the most rigorous analysis. For example, it isd benefit$$#i . result is therefore to often sigrrificcmtly understate the/

ob~ousl~,’)fil ‘mmon to ignOre the so-called “spill-over” effects.
, ~il the re}f~f~;,fiese are the desirable (or undesirable) secondary

potential benefit of any activity and to particularly
underestimate the value of any activi~ in which

.,$$i~i~’‘Pacts of a given action. Illustrative of such a consumer benejits constitute a major portion of the
total benejit. That is, since the consumer benefit

component of total cost varies between types of diseases
or illnesses,l d the exclLlsion 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

J,
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programs aimed at diseases having a larger mortality or
nmribidity 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

(i.e., housewives, children, the elderiy, and the unern
ployerl) 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
vafuation 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 Iiteralfy 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 Popula t ion 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 a~t 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) foltowing
the concept of reveaIed 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
anatogy, might be used as a proxy vrdue for consumer benefit
associated with similar diseases.
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analyst to identify and quantify t~e relevant costs and
benefits attached to vario~s Potential Progra~l.s, it is ~ti]l

possible to make an unwise allocation declslon if Om

fails to adequately define the population at risk and ~kt

proportion of that population serv,ed. That is, even af[cr
estimating the program’s cost, It 1Simportant to dcler,
mine not just cost per capita, but cost per involved in.

dividual or cost per effectively treated case (if that is tllc
objective). Failure to consider such things as ~/Le
probable number of cases in the population at large; ~hc

probable ability of the proposed program to reac]l ~lc%
cases; the probable effectiveness of the activity for ~ox
reached given the probable number of completed treat.
ments and the cure rate of the treatment; and similar

factors, can cause the true cost of the progratn to

significantly exceed its apparent cost.

X4e 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 sewices 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 ti
subtracted from the gross benefits. Third, irr most cases,
decisions are made not in ‘:41 o“;“nothing” terms, bu~hr
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
that the decision to be made is usually whether one
should spend more on this activity at the expense ‘f

doing something else and not whether the activitY hti
vahre in itself and should be supported.

This last point is worthy of special emphasis. AUt@

often, cost-benefit comparisons ire made on the basis ‘f
total costs and benefits (however defined). Unfortunate
lY, this tends to result in both a distorted approach ‘0
the problem at hand and to erroneous conclusions about
the correct action. The first result, partially exPlained
abo”ve,reflects a confusion between the need to decide
whether to spend more to gain a given benefit increment
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and a decision about the desirability of past expend-

itures. The second result might be illustrated best by a

hypothetical illustration from an article by Warren

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-

lpleted treat. 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 6S, or a ratio of 65 to
17 or 3.8. The concision using this misleading anal-

ysis is that item A is preferred because it seems to
give the largest ratio of effectiveness to cost.

he diseasec~ ; The marginal or added cost for item A is S5, and

no-l cost – I ~ the added output is 10 units per hour for a ratio of

?enditures for j }0 to 5 or 2.0. The marginal cost using item B is $7

~maintain th~ ,,, or 2.1. Our conclusion using this correct procedure is

:y – must b:, that item B is preferred because of its greater

ntrol from the‘j marginal ratio.”

sease, one caa , 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

th the onsetof ~~ production (income) and the effect on the distribution
jst should ~, “,1, of income resulting from the fact that beneficiaries are
i, in most cases~“ not necessarily those who pay for the program, that
:“ terms, but$ there can be an impact on relative prices and real
II expenditure!.’ incomes; that program investment hllpht% foregone alte-

rnatives;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

m 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
assumed 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 ~eatest 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. (1)

Cost analysis, in the usual case, wifl 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 aUuded 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 gNen 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
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would the social opportunity cost* equal the net cash

pay ments for the project.18

Ideally, then, as Wermbcrg has noted, 23 the vigorous
application of these techniques presupposes a detoiled

and accurate analysis of the system and the economic
ei~vironment if th~ cost md benefit implications of the
pr~posecf project are to be fully understood.

Tfle fl[scou~~[itzg Procedure

Previous mention was nlade of the desirability of

expressing future benefits and cost in terms of their

present equivalent value (i.e., to determine the present
vzILie of future dolIars). The present va[ue 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 mQney 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 Ioan 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 pubIic invest-
ments, the choice is complicated by the existence of a

close relationship between investment decisions and the
sociaf discount rate used in investment planning and
between investment, the method of financing used, and
f%caf 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 mrbtic sector. It is the sum of (1) the amount
of f;regone direct consumption in the private sector and (2) the
discounted vahre over time of the decrease irr 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 irr the
tribIiography. Further and more recent wo~ks are those by
Baumol, Arrow, and Pauly also tisted in the bibliography.
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the productivity of an investment and socicty,$

reluctance to sacrifice current for future Consumption.

Attempts to utilize a private market rate of irltere~t

assume that the individ ual’s time preference for nloncy
coincides with the co]lectivc preference as expressed in

the market rate. This is not necessarily ture.24 Indeed

it is argued that the individual’s discount rate for th~
distant future will tend always to exceed society’s~s
Fourth, the time preference for money is not constant
with age. That is, it tends to vary inversc]y with ]ife
expectancy. Finally, for any discount rate chosen, it is

usua]ly assurncd that the general price level and

productivity will remain constant over time. This is not ~
valid assumption, but an understandable one given the
measurement problem involved. However, Klarman has
suggested the desirability of developing an effective net

discount rate by combining price and productivity

changes that are simultaneously operative into a single
rate.3b For example, one might divide the chosen
discount rate by average price change (in percent). This
ratio divided into the sum of the present vafue 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.z 6 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 pro~ams with long

delayed returns are to be ~“ven high benefit-cost ratios.

A third implication, which flows from the second, is that
service programs will be favored over research progra~$
in the usual case. As a resuft it often is suggested that
studies shotdd provide muItipIe rate analysis to

demonstrate the range of priority ranking which resrdts
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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other problem areas might be mentioned. First,
compared to the valuation of human life or some of the
other indirect costs, the calculation of amounts
expended for medical care (direct costs) is conceptually

easy.practically speaking, however, it may be as difficult
to develop accurate estimates of these costs given the
@ of available, accurate data, the difficulty” of ap-

~ortionment of total cost-benefits when multiple morbid
~rrditions exist in concert, and, the existence of free
~~ices or payment in kind. To the degree this difficulty

exists in a partictdar case, benefits may be either over-or
understated by a significant amount.

second, many cost studies subtract the cost of his
~iaintenance from future earnings in calculating the

27 If deducted it should beeconomic value of a man.
realized that the calculation can result in a value measure
of output loss which might be negative. That is, it may

appear that economically speaking the best course would
be to “kill off’ the population at risk. This is generally
@ considered a practical recommendation. In any case,

the practice will tend to bias program selection toward
those activities aimed at the “high income” or younger,

rrroreproductive worker.

CONCLUSION

It should be clear that cost studies are not infallible
guides to proper resource allocation. In fact, applied
rigorously a comparison of cost benefit ratios would
tend to result in a preponderance of programs serving
theyoung adult, white, college male. .

It is equally clear that given the present state of the
art, no cost. study can hope to include all the relevant
costs aild benefits or to measure even those included
wit]) any real degree of precision. Indeed, the whole
process from conceptualization of objectives to measurem-

ent of benefits is a continuous exercise in value

judgments compounded by a concern with events that
areuncertain and often unmeasurable.

In that case, why bother with such studies at all? The
reason is quite sikp]e. 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
Vdtreto 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

‘ilow critical examination of these claims. It highlights

~he presence of value judgernents, assumptions and
~rbitrary valuations. It is, in short, a method for sys-
‘efilatic information
‘i[ilization. Moreover,

development, compilation, and

while it is not true that to be

useful these techniques must “yield unambiguous
criteria on the project over anothe~’,z 3 it is true that use

of these techniques does force program objectives to be
unambiguously 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

invoIved, 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.

1.

2,

3.

4.

5.

6.

Bibliography

Crystal, Royal A. ancl A. W. Brewster, “Cost Benefit and
Cost Effectiveness Amrlyses in the Health Field: An
Introduction,” Inquiry 3(4) December, 1966, p. 4
Department of Heatth, Education and Welfare, Program
Analysis Group on Selected Disease Control Programs
a. Application of Benefit-Cost Analysis to Motor Vehicle

Accidents, Office of Assistant Secretary for Program
Coordination, August, 1966

b. Public Health Programs for .Uthritis, Division of
Chronic Diseases, U. S. Public Health Services,
September, 1966

c. An Amdysis of Planning, programming, and Budgeting
in Cancer Control, Cancer Control Branch, Division of
Chronic Diseases, U.S. Public Health Services, 1966

Klarman, Herbert E.
a. Econom[cs of Health (Columbia University Press,

1965) ilp. 162-173
b. “Syphillis Control Programs, “ in Measurinz Bencj$(s of

Gowmmenf Exper/ditzzre$, Robert Dorfman, ed.
(Brookings Institution, 1965) pp. 367-410

c. “socioeconomic Impact of Heart Disease,” in Second
National Conference on Cardiovascular Disease, The
Heart and Circulation, vol. 2 (Washington, D.C.:
Federation of American Societies for Experimental
Biology, 1965). pp. 693-707.

d. , J.O.’S Francis, and G. S. Rosenthal, “Cost
Effectiveness Applied to the Treatment of Chronic
Rend Disease,” Medical Care 6(1) January-February,
1968, pp.48-54.

Rice, Dorothy
a. “Economics Costs of Cardiovascular Diseases and

Cancer, 1962 .“ Health Economic Series No. 5 (U. S.
Government Printing Office: Washington, D.C.)

b. “Estimating the Cost of Illness,” Health Economic
Series No. 6, 1966

c. “The Economic Value of IIuman Life;’ xt)nericatl
Journal of Public Health (November, 1967) pp.
1954-1963.

Prest, A. R. and R. Turvey, “Cost-Benefit Analysis: A
Survey,” Economic Joui-)ial (December, 1965) pp.
683-735.
Report of the Committee on Chronic Kidney Diseases, (U.
S. Government Printing Office: Washington, D.C.) 1967

115



7.

&

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

116

Wilda~’,ky, A., “The Political Economy of Efficiency:
Cost-Bmctit Analysis, Systcrns Analysis, and prwram
Budgeting.” Public Adtninis{ration Review (December,
1966) pp. 292-310
Smith, N’wctr F., “Cost-Effcctivencss and Cost-Boncfit
Anafyscs for Public Health Programs,” Public Heaidz
Reports (November, 1968) pp. 899-906
Hallan, J. B. and B. S. Harris, “The Economic Cost of
End-Stage Uremia,” [nquiry (I)cccmbcr, 1968) pp. 20-25
Levin, A. L., “Cost Effectivmrcw in hfaternaf and Child
Health.” Yew Englanci Journal of Medicine, 278(1 9) May 9,
1968, pp. 1011-1047
Muskin, Selrna J.
a. “Health as an Investment,” Journal of Political

f?cm~otrry, 70(2) Supplement, October, 1962, pp.
129.j7

b. and Francis d’A. Conings, “Economic Costs of
Disease and Injury,” Public [{ealth Reports, vol. 74,
September, 1959, pp. 795-809

Fein, Rashi, Economics of Men@l Illness, (Basic Books,
1958)
Wiseman; Jack, “Cost-Benefit Analysis and Health Service
Policy ,“ Scottisft Journal of Po[itical Economy, vol. 10,
February, 1963, pp. 128-405.
Klarman, H. E., “Present Status of Cost-Benefit Analysis in
the Health Field,” American Journal of Public Health
57(1 1) November, 1967, p. 1948.
Thedi, Jacques and Claude Abraham, “Economic Aspects
of Road Accidents,” Traffic Engineering and Control, vol.
2, February, 1961, pp. 589-95.
Weisbod, Burton A., The Economics of Public Health
(University of Pennsylvania Press: Philadelphia, 1961) PP.
95-98.
KJarman, H. E., “Some Technical Problems in Areawide
p]anning for HospitaJ Care,” Journal of Chronic Disease
17(9) September, 1964, pp. 735-747
See, Eckstein, O., “A Survey of the Theory of Public
Expenditure Criteria,” in James Buchanan (cd.), Public
Finances (Princeton, 1961)
Feldstcin, Martin S.
a. “opportunity Cost Calculations in Cost-Benefit

AnalysisflPublic Finance, 1964, No. 2 pp. 117-39.
b. “Net Social Benefit Calculation and the Public Invest-

ment Decision,” Oxford Economic Papers, March,
1964

c. “The Social Time Preference Discount Rate in Cost
Benefit Analysis;’ Econorra”cJournal, June, 1964

Pauly, Mark V., “Risk and the Sociaf Rate of Diseountj’
American Economic Review 60 (1) March, 1970, pp.
195-198.

Arrow, Kenneth J. “Discounting and Public Investment
Criteria, “ in A. V. Kreese and S. C. Smith (eds.) Water
Re.cearch (Baltimore, 1966)

Baumol, W. J., “On the Social Rate of Diseountj’ American
Economic Review, 58 (3) September, 1968, pp. 788-802.

Wennberg, John E., “Cost-Benefit Analyses-Limitations
and Uses,” pp. 110-113 in Proceedings: Conference Work-
shop on Regional Medical Programs, January 17-19, 1968,
Wash@ton, D.C. Volume H, Public Health Services
Publication No. 1774 (USGPO: Washington, D.C., 1968)

24.

25.

26.

27.

Huffschmidt, Maynard M., “Standards and Criteriafq
Formulating and Evaluating Federal Water Rc~ourwl
Developments,” (fJ. S. tlareau of the Budget, 196(,
especiallyp. 11
Baumol, \Villiam J. Welfare Economics and the T)leou ~1
rile State (l Iarvard University Press, 1952) pp. 91.92
~lu[n, ~~ellrik L. and Associate!, ~fealih f’~an)ling]969,

(American Public [icalth Assoclatlon, Western Regional
Office. 1969) P. 8-21
See, for ex~];lplc, D. J. Reynolds, ‘The Cost of Rod
Accidents” Journal of the Royal i~talfstfcal Society, 119(4)
September, 1956, pp. 393-408

Role of Social and Behavioral Scientists
in RMP Evaluation*

MICHAEL ZUBKOFF

First let me preface my remarks by stating, t]lat 1

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 tile 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 bchlvioral 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 strategies
of evaluation within RMP.

Levels of Evaluation

Basically there are three levels of evaluation:
1.
2.

3.

Monitoring of specific projects.

Medical evaluation of specific projects in terms of
quality of care.
Social, behavioral and economic evaluation of

~p specific goals of increased coordination and
more equitable distribution of health services. 1-

,?c,,
~‘~and increasin
~~.’$sewices,whi
; ‘i,,

,,phenomenon
‘ ~~hposed by J

~.’ It is impo
,; ‘ RMPs must k

Strategy For Evaluation

The following breakdown is suggested as a Pos~ble
strategy:

Role of RMPS

1. The setting of priorities between categories and’~

within categories, and the SUPPORT thereof, for
complete end results medical evaluation of sPectic
projects throughout the nation which MS ‘ee!

*T’he author wishes to express appreciation
Rushing, Dan Davis and Robert Metcalfe for aiding i ,,
opment of these comments.
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may be worthy of possible replication (i.e.,
coronary care units, etc.).

@of Local RMPs

1. Monitoring of all projects.

“ 2. Assessment of project and the program’s ability to
effect RMP specific goaIs 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

basicalIY that ~ps 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
initiate change with respect to increasing regionalization
and increasing a more equitable distribution of health
services, which as a process is definitely a long-term
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
RhlPs must be measured as a long-term phenomenon and
in fact I would suggest that if FU@s 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

activities and those changes which have come from other

community activities.

Social Scientist’s Role in Evaluation

The role of social and behavioral scientists must

Primariiy 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 anafysis 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 abili [y to anticipate the
outcolme of Project A (or Program Strategy #l), 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 Applimtion of Economic Analysis
to Regional hledieal 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

(

I,,
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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 vaIue 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) ho~v rational choices cm 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 Iogjcal

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 qverwhehning
~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 Ieast, 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

because they are plausible. Many propositions are

plausible, but not all are true. Such statements rightfully
should be regarded as conjectures or hypotheses and

should not be regarded as scientifically Memingfd

unless they relate specifically to a body of data that in
principle could be examined by some means for the
purpose of adding support or rejecting the existence ~f

the relationships proposed by the theory.
This is the point at which inductive reasonings take

over. The state~ilents produced by theory are deductive

generalizations set somewhat Untirm]y on a foulldation
of assumption and on some not so certain “knowl.

edge.” The truth of the theoretical conjectures maY be

presumed to bear no more closeness to reality than ~at
of the truth of the assumptions and “facts” 011and from
which they are drawn. Thus these theoretical conject~lres

must he tested against data purporting to describe

reality.
In economics such tests are usually conducted statis.

tically. While it is not usually possibIe 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 regrew
sion’ techniques, permits the estimation of the relatiorv
ship existing between economic variables of greatest
interest while at the same time neutralizing the impact
of other variables on these relationships.

Thus the final “proof of the puddhg” in economic

analysis lies in answering the. question: Do the
hypotheses advanced on the basis of theo~ square with

the facts as exhibited by real world dab? If the answer k
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 theoretic~ Conjecture
should remain in the list of plausible exP1~ation5
suggesting “how things work” in the red world untfl
such a time as subsequent empirical investigation may

refute the theory. Meanwhile the estimated values of the
parameters of the relationships identified may be used
for policy purposes.

ThUS is the methodology of economics. It is sum-
marized in Figure 1.

The emphasis in economics is on explaintig ~~ -
behavior of the economic aspects of a socitd system, and
therefore a premium is paid for a theoretical explanation

that is consistent with reality as opposed to a mefi
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~&c~ption of realiv. Pure induction involving statistical
~@lysis, let us say correlation techniques, may provide a
,:gwd description of what is “going on” in a social
.,
~;;cOntext.But statistics by themselves never provide
~@~wersconcerning “why” things go on the way they
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g economic phenomena is facilitated by a clear statement

!

‘7,,,’of the theoretical relationships that logically may be
,,,f,,! ~xpected to exist. This logic is incorporated in what

,’
,, ,,~,, ~ccmotists mean by a model which, as explained above,

ain “knowpj~,:, i$ merely an abstract prototype of how key variables
-“.

I
ures may ,[~~:, my be expected to be reIated in the real worM.

ity than ~a~~.,,
)j,jlfi,J

on and from ;.g, In my experiences many medical administrators
1 conjectuK#/~~,~

.’)W ,,4
‘0 dW?@y

underemphasize the importance of a clearly specified
fieoretical model prior to the collection of data. In

<#/~,’.“
Ytili’:,

Iucted statlwl;)~~
many cases great haste is made to collect data without a

feet envirori~~,;~
clear conception as to how the data may be analyzed or
interpreted to provide answers to questions essential to

II
make da~$~;: prog;am planning and evaluation.

uired of ~E1~~
;al inferenw ;I’:

APPLICATION OF ECONOMICS TO PROGRAM
PLANNING AND EVALUATION

The process of planning involves a continuous
conscious effort invoIving 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.

5. The development of a modeI 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

FIGtJRE 1.—Economics &lethodology

maly sis,
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~!:jective has already been selected. (However, after
t:va{uation has been performed, it may be decided to
Ien ninate a particular program in favor of some

aittrrmtive);

2. Costs and benefits are measured in actual rather
than in potential terms;

3. The modeI abstracting the relevant features of the
situation may be modified in light of experience, the
accumulation of data, or refinement in its design; and

4. The decision rule or criterion adopted shou]d
apply consistently for all implemented programs for
purposes of assessing their relative contributions to the
overaI1 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 IlOt 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. Thk 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 \\’Klch 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 morbidity or the exact time
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@eir relative significance, and draw conclusions con-

~rrring the nature of the patient’s illness.
~ms where the” latter are viewed as alternatives or

competitors for overall program funds. The cost side of
fie equation consists of estimated or realized program

expenditures as itemized in program budgets with due
flowance for the real costs of resources voluntarily

contributed to the project effort. In general, benefits are
~ewed as future losses that will be avoided by the
success of programs. The major purpose of health pro-
pams is to save lives and reduce illness. There are three
general categories of benefits: (1) gains in economic out-
put (usually measured in terms of income), (2) satisfac-

tions from improved health, and (3) savings in the use of
health resources.

Before going further it should be noted that some of
the differences among authors as to how they measure

benefits 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
dtiferences 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
savelives may be measured by the earnings of individuals
whose lives are saved over the period during which their
liveshave 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
Coststhat 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
thcm. If we are faced with selecting one project to the

elknination 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

ratio of less than one. Such a project would not be
undertaken since the returns to such a project would be
%ceeded 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-nrepresent
different projects.

mbl = mbz = . . . =“mbn mci is the marginal cost of the—_
mcl mc2 mCn ith cue.

mbi is the marginal benefit of
the ith cure.

I

It is profitable to participate in a program until
‘b > 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

mbn=l+imb1=mb2 . ...=_
——
mcl mc2 mCn

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
usuafly 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 bc 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, variabies, and relationships that are involved.
Once these have been set out, analysis using objective
data provides guides as to appropriate decisions. Even if
complete mswers cannot be provided on the basis of

objective data and anaIysis, a systematic specification of
the evaluation problem coupIed 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
capabi~ity 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 biostatisticians,
epidemiologists, economists, sociologists and systems
analysts.

The NNE/IUvIP 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 I 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 Evahration

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 deaf more about the
process of evaluation than current practice suggests, it is
my contention. There is a substantial body of meth-
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1
odology for evaluation, we command some Potcnlifiib
powerful techniques for tills PurPose, but we ha~t:

]larllessed very little of their promise in a Wstelllatic~

organized way.

1
Like Ileart disease, cancer, and stroke \ve secln to lack ,

t]le ability to relate the various pieces of the tecllIlicd
Competence we command to pursue evaluation intll

rneatingful total arrangements. The illvolvelnent fir
--- wsociaI scientists in the evaluation of regioni nlc~ical

programs is likely to prove productive only to the Cxtcltt
that there is widespread uncle rstanding and concc~tud 1

clarity on the part of program administrators abo~ltthm

I
!f
{

-.,.
evaluative process. social scientists on the basis of the

particular skills they possess are in a position to con.
tribute to the evaluation of on-going programs. Ho\vever,

their relevant role is restricted and confined to certain
discrete levels of the process of evaluation. Further, t]leif
entry into the process most often presupposes tile

exercise 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 proce~
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 socialfy
valued resources are deployed with intent in order to
accomplish something. Progr& mtlst have goals if they

are to be evafuated. We are aso sensitive to the fact that
resources are limited. At a time when the availability of
resources appears to be becon~ng progressively tighter,

this is another premise w~ch is easy to accept. programs
accordingly reflect the exercise of sonle form of ratiorr-
ing. The first essential task that we face ~ 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 ifi
constituent projects possesses a clearly defined set of
targets. A target is a statement of the end results which

are sought through the activity fiat is c~led for in a

project. It identifies” fie “amount of accbmp]ishments, lf
possible in quantitative terms, to be achieved within a
s~”cified period of time. A number of projects are
collectively the means for achieving the objectives which

for the to
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formulation of the economizing intent of a program is
irrimicable to evaluation. It must be challenged if evalua-
tion is to proceed. For the most is in theory infinitely
great and the least is zero, and this makes nonsense of
their concern. A program administrator is motivated
either to maximize output, the desired end results of a
course of action, with a given input or he wants to
secure some specified accomplishment with the
irrinimum expenditure of socially valued resources.

Those responsible for a program are most often, in
fact, motivated both to accomplish as much as they can
with the resources at their disposal and at the same time
to reduce what is required to achieve the objectives
tvhich they entertain. The evaluator, however, cannot

simultaneously pursue both concerns, for they consti-
tute separate and discrete analytical tracks. Each must

be independently assessed as part of the process of eval-
uation. Further, the evaluator must ascertain the relative

importance to be attached to each in a particular pro-
gram. This rests upon a normative judgment which
constitutes agivenat this second level evaluation.

Correlative to this distinction is the differentiation
between the effectiveness of a program or a project and

8E set for the total program. Thus, the first level of
~valuation is in principle at least relatively simple and
dear. It is to measure the extent to which various

projects are meeting their targets.

,, It is an integral part of theresponsibility of the ad-

~nistration ofaprogram toascertah theextent of the
progress that is made in fulfilling project targets. There is

4

‘“’l’

mO point in becoming involved in other levels ofevalua-
mal me~’k’ bon unless this kind of intelligence is at hand. Perhaps

LOthe extem,“’qk’Ytheparticular tasks androutines upon which reliance has
~ concep~~ been placedin theplanning ofsome project came to be
Irs about’~~ viewed as inadequate on their definition, their organize-
basis of ~~ tion or their implementation, but it makes little sense to

tion to ~o~~
evaluate the adequacy of these unless there is firm

~s. Howeve},
,,,,,~,;, knowledge of where a project stands in meeting the

!d tocertaO:,;, targets which have been set forit. Similarly, it is point-
‘urther, ~$u~ ]essto attempt toassess total program accomplishment
UppOW:, $& until the extent to which the targets of the component
Cfgment.,~~ projects are being met has been ascertained.
riate ~ay~~,

Buried in the targets of a project, however, area host
essary to::$’f

itive pr~e~’ ~
of value judgments which need to be made explicit if

3 evaluation is to be pursued at a higher and more
t thernsel~~:j, inclusive level of concern. Program people in the field of
nust be ab~e”j

health and medical care still speak of securing the
duation ~j’j
:ted in t~j

greatest possible return, however this may be measured,
,,, for the least expenditure of socially valued resources.

!J ~~~ One knows what they mean when they say that they
)us essentyl‘:,

want to get the most for the least. However, this kind of
ppear to bi.~
belief thati tj\

,. “’.,,!

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
him, 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 particular,

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 neecls to be more fully appreciated and
the role which he potentially can pl~~yrequires more
definitive delineation. The credentials which the social

scientist commailcls to enhance the sensitivity 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 tflan others to recognize the ways in which

dive rse values assert themselves in a program and to ap-
preciate the various 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 theself-consciousnessof the staff ofa
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
heIps to expedite the process of evacuation 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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assessment of its consequences or impact. If the planning
of tjle progranl has been adequate, the problem is to

determine the extent to which the pr~ject did in fact fit
into the larger scheme of the regional endeavor ~
intended. Very possibly the tdents of a social sciinti~t
might usefully be drawn UpOn if the issue that elilerge$
in tile course of the process Of evaluation comes [~

center upon the efficacy or tile validity of tile technical
prescriptions that a program has made to achieve ‘a
particular end result. Yet this type of concern, I Wou]~

rrrgue, should not be included as a primary function of
program ewduation. R~ther, 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 inevit~bly become involved in

such activities but not, as I sce 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 arrangenlents as an end in itself but
also at the same time to see those arrangements os
instrumental to improvements in the health care delivew
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 pe~

“‘ y;’the assistance of a social scientist. There do ,Iot ap~~,,:,
8(Icles\vhich are cto be any compelling reasons to suppose that tile ~WM~~~

(

~~,’te an experime!
scientist has a unique contribution to make ill suc~l~a~kt-,,

i~~t me with ‘espas ascertaining whether the development of a Coronav
,~~lenls,It is extre

care unit in a hospital is On schedule or dctemlining ‘,~
la socifl progran

$
where things stand in inStltUtlng a tUMOr rcgist~: Nit ~~

/,:’s since this
same applies if the evaluative concern in regard to ~~,,
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tumor registry is less proximate and centers Llponan ‘, ~{~ua}s or’ grou~

@ practiCe oft
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ih
: ynforseen optio
‘~heresearch wo
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forrnance aid promise. s~cial scientists tend to be ?of intervention
mesmerized by a conviction in experimental design as ‘ ,$+.

~foo often event
the only road to salvation and they are reluctant to ‘1l}n#rt disaster.
abandon the rigor and the apparent certainty that such ‘~!’were the ~
procedures imply. Only slowly and with great pain are ‘$

they learning of the tremendous practical difficulties of
;,,,arehighly flul(
~reacliing in thl

imposing experimental designs upon on-going social pro
$,,..
~tlonalize or spe

grams. Yet there are also theoretical grounds for sufEest-
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~jresults of inter
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controlled experiment as methodologically essenti~ ~ ‘.!,What the soc

the evaluation of programs with broad and ambitious 4“1:framework of
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For exsrnple, relative benefits of competing programs
~OLlldbe c~lculated in terms of life-years swed. But

. .
jlving the ll~e of a working man counts more th~rl saying
[he hfe of a bed-ridden p~tient: more th:~n t;v; ce ~ls
~nrch.

Relative benefits could also be cdcu!~ted for

irnprovenlent of function. For exunple, retliming two

~nd a half, not-working institutionalized patients to

~vork\vould be equlvdent to saving the ]ife of a \vo:killg
man.

These rou-fi and ready calculations have not t~ken
into account the number of years a patient would :Oi[l irl
each functional category, and a proper ctilcula[ion

~clude~ [hese adjustments.

A tl-,eoretical example with hypothetical nurnbt rs
jlustrates how these calculations could assist in choosiny

among four proposed projects to be funded from an
RIP.

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 LJliit) at a cost of $2351 per
benefit unit.

But this solution does not take into account the

number of stroke patients to be rehabilitated no: the
number of doctors, nurses, or hospital beds avaifab!c. It
is this quand~ry that the multiple equation lines: pro
grarnming mudel helps to resohre. Given 20,000 doctols’
hours (on an annual basis), 100,000 nurses’ houl-s,
15,000 bed days and 100,000 office visits, what is ti]c
optimal mix of programs (not the single best progr:(n)j?
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Assume

Dhours I
qhours

~spitaldays

“ficevisits

)tajcost per patient

)stunit benefit

APPENDIXB

Comparative Costs Per Benefit Unit
For Each Patient in Program

MDHOUIS $ 15 (not counting overherd in institution or office)

RN Hours $4
Hospital Days $100
Office Visits $ 5 (not counting MD income)

Stroke

20X$ 15= 300

80x$ 4= 320

20x $100 = 2000

1OX$ 5= 50

$2670

2670 = $2840
.9400

EDDU

0.1X$15= 1.5

0.2x$4= .80

0

12x$5= 60

$62.30

62.30 = $2351
.0265

ICU coronary unit

20X$ 15= 300

15ox$ 4= 600

10 X$loo= 1000

0

$1900

1900 = $4343
.4375

Cancerregistry

10X $15= 150

20x$4= 80

0

20X$ 5= 100

$300

330 = $2981
.m7

r
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APPENDIXC

The Most Efficient Program

3 Maximize = 0.94x1 + 0.0265X2 + 0.4375X3 + 0.1 107X4

Stroke EDI)U ICU Ca. Reg.

MDhours 20X1 O.l X’2 20X3 1OX4 20,000 (10 doctors)

RN hours 80X1 o.2x~ 150X3 20X4 100,000 (50 nurses)

Inst. days 20X1 o X2 10X3 OX4 15,000 (45 beds)

Office visits lox~ 12 X2 0X3 20X4 100,000

Solution: 750 6992 0 430
Total Patients

—

,MD hours 750
X20

15,000

RN hours 750
x80

60,000

Inst. days 750
X20

15,000

Office visits 750
Xlo

7,500

6992
x 0.1

699

6992
x 0.2
1398

6992
Xo
o

6992
X12

83,904

Accountability and Decision-Making
in the Iowa Regional Medical Program

CHARLES W. CALDWELL

My chzrge is to describe how Plaming-Programrning-
Budgeting concepts are being implemented in an
accountingjdecision-rnaking 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 often professional staff members.
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Total Left Over
o 430

Xlo
4,300 20,000 0

0 430
— X20

8,600 70,000 30,000

0 430
Xo
o 15,000 0

0 430
X20

8,600 100,000 0

Our system cannot be compared with PPBS structures h
large bureaucratic agencies, but it illustrates how certain
PPBS concepts can be applied at any functional level.

I can offer no pat formula for evaluating a Program’!
overall impact on a Region, for establishing priorities
even for determining broad program direction. But I c~
tell you of a system that does permit the core structur~
to provide certain objective information to thf

decision-making process.

It should be emphasized that the system does no
make decisions. It merely provides objective information
which, in actuality, may be completely ignored by th(
decision-makers in favor of information that is purel!
subjective in nature.

outputs
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J,

;cause of our organization’s size and due to the
,erless intangibles which confront all of us in the

~’tield, we turned to the PPBS approach described
amuel. Greenhouse in an article that appeared in

“,.c Administration Review, to guide us in devising
/F@em.l His approach ii simple and clear. He listed
~ ajor structural members of PPBS as: (Sli~, Number
Ill!

.,
.,
~ objectives

,,,,/:’Programs
[, Program Alternatives
j;:,” outputs ,,
~~’ Progress Measurements

!, Input

,x’. Alternative Ways To Do A Job”’
~~,, Systems Analysis

~{~’ISothat we do not become confused by semantics, I
~~~fuldlike to offer a precise definition for each of these
i[emS:
i‘+’;f,,,,.
~;‘;

SLIDE l–DEFINITION OF TERMS’

1; be directly related to ‘over~ll 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
expectations.

Program ..

~~~~A package which encompasses each and every one of
anRMP’s efforts to achieve a particular objective or set

Alternative Ways to do a Given Job

Rearrangement of input to” an
gram in orderto improve output.

Systems Analysis

Application of cost studies.

Objectives

already +xisting pro-

“

The success of our system stems largely from
accurately defining this term. Without doubt, it ii’ the
“apex term” in the PPBS idea-structure. These are
criteria for judging the validity of an objective within
our system:

1.

2.

3.

4.

5.

It must be directly related to the overall mission of
the IRMP.
It must contain a description of an important end-
service. ,,.

It must–at least to the fullest extent possible–be
amenable to quantitative measurement. What is
not quantifiable has no valid usefulness within the
PPBS context.
It must be honest. In other words, the stated
objective must be identical to the true or real
objective.

,.,,~!

When. appropriate, it .rnust 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
a “program.’:, But for the purposes of our system the
term will be used 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 strate~”, 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 caq be described as a program unless it is
designed to accomplish explicit objectives.

,,

Program Alternatives

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 InOre pro-
grams designed to advdnce the same overall mission.

An output is a product 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 &leusurement

If output means only those pragmatic end-services
that satisfy explicit RMP objectives, then program ful-
fflment 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?

,,

rrrpllt

Input is the total quantity of manpower, facilities,
equipment and materials applied to the program. Like
most, we summarize this input in’units of doilars.

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 alternatives.” 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 Anar’ysjs

Systems analysis 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 might be called “pure” definitions. AS I
proceed, you will see how we bend tid abuse these

definitions within our system;
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THE IOWA SYSTEM ,,

Six major steps have been identified by the *
essential to significant prog~ess to~vard ~t~

Illiss(on. In aspect, each step IS continuous an
ended, and its influence changes as new infer

gathered and updated. (Slide Number 2)
The first of these ~ix steps involves the ga

morbidity and mortahty data and related in
that pernlit us to evaluate the effeCtiVeness of’ th~ ~

existing health care system in Iowa. ,.:,’ “.,
-! , ,’,+’”,,:,,:1

T]le second step is the assessment of all ~xistin~,~
hea] th resources within the region that fall wi~in ,t~~}i

parameters of RMP legislation. ‘ ,’. ,,’,.::r,;,;
The third step is the identification of needs. From, the ‘,

information provided by steps one and two, an Io\(a ~

Regional Health profile is being develo~ed. It sl~ouldM;
emphasized again that this profile is open-ended and ~i]].,,

continually change
!l,,,~,,:,

as new informatiori becomes ,:

available. On the basis of the existing profile, ‘w~
endeavor to identify, where existing seryjces need. to be
expanded, coordinated or reinforced to meet the needs,”
identified. Wc determine where new sewices need. to’be .

initiated and supported. ., ,..

The fourth step is the establishment of priorities;
Conventionally, the criteria considered in the establish. ”~

ment of priorities should include evaluation of need, 3J

scientific feasibility, practicality, effectiveness,, timing,.
amount of resources available and communi~{ ac~ ‘

.1
,“ I

ceptance. .4,

The fifth step is the planning and implementationof ~

programs to meet these prior~ies.
:..,,

/
The sixth step is the continuous evaluation of hOW’ !

programs accompanied by modification based upon hpw ~
well they meet their planned objectives and–insofar ?S~! !

can be determined–the impact that meeting these !
objectives is’ having an. achievement of the over+ ~
mission of the organization.

our accountability/dec ision-nlaking system im’olv~:

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 indicated–an alternative program to
meet those objectives. “

Other than intuitively, we have no way of evaluating
the overalI impact of the ‘IRMP on the he~th system in
Iowa. A principal reason for this ii that presently we
have no way of obtaining accurate morbidity data. We,
hope to solve this problem soon. /,,:,

Go”od data,. on morbidity will cert~nly aid US”r~~\~

selecting” priorities. Such data will ‘not, however, bettq~ “
enable-”us to evaluate the overall” impact of the l~,-..,.
because we will still have no basis for relating changes fi,

.. . .,
,: .,”

..

<.
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~ “’7’?::’T’””‘Statistics on the Population in

Order to Determine the Effective-

ness of Iowa’s Existing Health Care

STEP 6,’
STEP 2

Program Evaluation The Assessment of

[ “

all Health Resources

1,

STEP 5 STEP 3

The Design and Implements- ~~ Identification of

tion of a Program to Meet
Those Needs

“’”<” .sTEp4 /Needs “

Establishment of Priorities

morbidity to the existence of our organization. Too
,..

hierarchy. Actually, the system can be’ applied at any

many. assumptions would” have ~0 be made, “due to”un- level–so long as we remember ~t,. viewed fiorn the top

controllable variables. .- of the hierarchy, all ‘these leyiis are “means to, an end and

Now let us examine how the Iowa system can be used no ends in themselves. , “,,‘: ‘“”

in the development and selection of programs to meet In Iowa: all staff members contribute to our system–

priority objectives by looking at the decision”-making particularly in gathering information; rna~ng, program

process from another perspective. (Slide Number 3) evaluations and undertaking cost studies. They also

Visualize a “hierarchy of objectives’ that, relate to disseminate the “result~g information to’ the decision-

different levels of this process. ‘
,,.

makers.

1. At the top is the organization’s overall mission:

,,
The nuts and” bolts of the system can be best

2. At the second level we put program objectives recognized by breaking “it down into four broad areas of

designed to meet prioriv needs. “” activity:
‘,.,’,

.,
3. At the third level are groups of project objectives 1,, Establishing the costs of program’ alternatives.

that make-up a program package.
2. Establishing the’ costs of Alternative ways to do a

4. At the fourth level we find the objectives of given job.
specific activities within a project. 3. Accounting and, costing of existing programs’ on a

5. me final level is occupied by the day-to-day
monthly basis.

objectives that are to be met within a project 4. Accounting and evaluation of core activities on a

activity. monthly basis.

Our system is applicable at the second level and First, cost estimates are made on all program alter-

downward, since it supplies data that grow in objectivity natives. Most of our program alternatives come to us in

and preciseness as we travel toward the bottom of the the form of new project proposals. The cost estimates
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1st Level

2nd Level —

PROGRAM

——

OVERALL MISSION

(To improve the availability and level of health care for all pep
sons residing within the Iowa Region’ without regard to age,
color, or economic status, but with special emphasis on heart
disease, cancer, stroke and related diseases.)

OBJECTIVES

Example:
1’

(To improve the availability and quality of care for iowans threatened by or
WJfferlng from Stroke through Projec?s designed to provide continuing education,
demonstrations of care and better availability of care.)

3rd Level
B1 B2 B3

PROJECT OBJECTIVES

Example:
(To develop subregional stroke programs that will derr
comprehensive patient care (including out-of-hospital c
provide education to physicians, nurses and other alliec
smnsand’,,information to the public.)

4th Level
Bla Blb

rPROJECT SUBOBJECTIVES

Example

(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 conaiating of four hours.)

I
‘\,

;trate
) and
Ofes-

Blc

B4 Cl

n-
C2

Bld C4a C4b

‘n

i! ‘

/’,/
,/’ r- T

●—

5th Level’
Activity Level Activity

,,,
I 1’

,,.1”. .
,, ,.

“, ~,!.,.

‘“” tTriTrn

SLIDE 3.—Hier-archy of Objectives

c D

e“
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broken down to determine what it will cost to
ieve each preci;e objective of a program alternative.
;ach program alternative must compete with other
gram alternatives and with all existing programs for
limited resources available. In summation, we are.

mg two actions with program alternatives: (1) we are
u-mining cost factors and (2) we are providing a
nework for comparisons by the decision-makers.
were arriving at the costs of alternatives are

lcerned, we have a lot to learn-not only about the
hniques involved but in making the figures under-

ldable. We need to improve in the presentation of
mnation to our decision-makers so that they will be
: to use it more readily to make informed decisions.

Alternative ways to do a given job are usually in the
m of new, single project proposals that fit within an

lady-existing program package. They may also
mate from an existing project as a request to alter or
lace a certain project activity. The latter source “is
ally staff-generated. Except that they fall at a lower
;1 of the hierarchy of objectives, they are treated
ch the same as program alternatives.. .. .

“\

Our monthly accounting of programs by objectives is
based primarily on time studies that are completed da~y
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. 1

Name:

SLIDE 4–COMPREHENSIVE STROKE MANAGEMENT PROJECT Position:

Time Study by Tangible Output
Month:

!

i

t

1

lte Nursing Nursing Home Stroke Public Physician Total Notes
Workshops Education Service Unit Education Education ,

,,
.,

,

I

D

1

I

13s
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low it works:
“,
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~Ofeactivities
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I

:,,‘
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Objective C2a * ,,. $;.
0)!$

* &

TOTAL
. .

* ~:’

\\ .~)~

At the same time costs are recorded, accurate records
of tangible output are maintained, 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 probabIy need
more uniformity, but due to the constant changes in
many of our programs, any standard form would be
obsoIete before it was off the press. Each of these
reports usuaIly involves several telephone calls to clarify
information.

This is an exarnp}e of the type of cost-analysis report
that can be made at any interval and presented to the
decision-makers. (Slide Number 8) (Slide Number 9)
This particular example includes costs other than ,those

being met by the IRiflP and therefore reatsi;ed informa-
tion not available tin a month-to-month basis. -

,,
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igOne important evaluation factor that isn’t portrayed
here is the quality of the output. output is evahat;d for ‘“i,
quality in much the sanle reamer that all RMpS carry “!;;

out evaluation, which includes pre-testing and post- : ‘f:

testing, attitudinal questionnaries and other techniques. ~;;’

Like all RMPs, we are constantly endeavoring to improve ~; j,

our evaluation methodology. ~
1’

Of course, it ii ‘easy to see that this system isn’t ~

comprehensive. Many intangible benefits are una~ f
counted for. In the presentation of our objective tifo~

,i,t
,“$

mation we attempt to quali~ Me information, careftlf[y’ ‘ j

- spelling out those probable benefits which are” not ;;.
reflected by tangible output. We ~nnot i~ore tha~ j;

benefits, whether tangible or intangible, form an. ‘~, j;;”
port,ant part’of the analysis. ,$

.... ...’““~:,..

-ln the third broad area of activity, we “are ‘@ ‘~’

bending–if not breaking-the’ conceptual rules of f’PBs~, f’:

because we are accotiting for core activities th~t~~ ;’
./’ . ,+,..,,,.,,, .:ii,,:,;’;”;”;’ ,,

i’‘.,~“~}1’~,!,,~,;..’;,:,J,$.., r“fi,@y~: ‘p
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)st cases cannot be related to an end-service. Here is
w it works: (Slide Number 10)

Daily time studies are made based on a breakdown of
Ire activities into the functional activities shown. Each
‘ these activities produces a measurable output that

)es not relate to any precise objective in many cases.
~e time contributed to operational projects as depicted

the first nine columns can be related to project output

~dfigured into the costs of operating the projects.

The column entitled “othe r“ is for those core staff

mctions that. can be related to an end-service other

Lan that of an operational project. For example, we
we a central medical library network that receives a
mited amount of attention from core staff members.

The last four columns, entitled “Project Planning,”
Data Collection,” “Public Information’. and “Staff
ducation,” are strictly functions and do not relate to

I end-service. However, we have arbitrarily identified
Ingible output as a gauge to evaluate our core activity.

For example, we can compare the amount of time

vested in new project development, which would fall
nrler “Project Planning,” with the number of new
roposals submitted to our decision-makers. We can
jmpare the amount of time we are spending on a given
perational project with that project’s output.

SLIDE 6–NURSING WORKSHOPS

(July 1,1969- January 31, 1970)

Capital Division

Type of Number of
workshop workshops

I . . . . . . . . . . . . . 15
II . . . . . . . . . . . . 15
III . . . . . . . . . . . . 11
Iv . . . . . . . . . . . . 9

TOTAL . . . . . . G

North Central Division

I . . . . . . . . . . . . .
H . . . . . . . . . . . .
H I . . . . . . . . . . .
Iv . . . . . . . . . . . .

TOTAL . . . . . .

I . . . . . . . . . . . . .
H . . . . . . . . . . . .
H I . . . . . . . . . . .
Iv . . . . . . . . . . . .

TOTAL . . . . . .

16
14
10
9

49

NorthwestDivision

33
26
35
35

m

Each workshop is three hours in dura’tion:

SLIDE 7-NURSING EDUCATION CONFERENCES

(July 1,1969- January 31,1970)

Location NumberofDays

Deslvloincs . . . . . . . . . . . . . . . . . 2
Mason City . . . . . . . . . . . . . . . . . 1

TOTAL 7

HOME SERVICE CONSULTATION

(July 1,1969- January31 ,1970)

July -August, 1969 . . . . . . . . . . . . . . . . . 139 visits
September . . . . . . . . . . . . . . . . . . . . . . . 42 visits
October . . . . . . . . . . . . . . . . . . . . . . . . . . . 28 visist
November . . . . . . . . . . . . . . . . . . . . . . . . . . 23 visits
December...........:. . . . . . . . . . . . . . 41 visits
January, 1970 . . . . . . . . . . . . . . . . . . . . . . . 58 visits

TOTAL . . . . . . . . . . . . . . . . . . . . . . . 331 visits

Average patient load: 72

STROKE UNIT

July 1,1969- Januury 31,1970) ““

Total rrumber ofpatients admitted: 81 .
Average patient stay in stroke unit: 12.5 &yS

Attendance

295
301
214
161
971

371
395
199
151

1,116

810
617
725
643

2795

Attendance

110
25

E

49 patients
23patients
25 patients
19 patients
35 patients
37 patients

188 patients
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SLIDE 7–(Continued)

PUBLIC EDUCATION

Conferences

Northwest Division . . . . . . . . . . . 7

Capital Division . . . . . . . . . . . . . . . 10

North Central Division . . . . . . . . . . 26

TOTAL z

Conferences averaged one hour each.

Attendance

122
347 I

$;
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,.:
.$

SLIDE 8–COST ANALYSIS FINDINGS

Nursing Workshops

1. The cost to the RMP for each nurse who was a student in the workshop was $1.88 per hour (Student Hours).
2. The combined cost to the RMP and the Heart Association (16 cents per student hour) was $2.04.
3. The total cost to the RMP, the Heart Association and Heart volunteers (~n added 39 cents per hour) was $2.43.
4. The cost of instruction to the RMP for the workshops was $40.31 per hour (Instructor Hours).
5. The cost to the RMP and the Heart Association per instructor-hour was $43.60.
6. The cost to the RMP, the Heart Association and Heart volunteers per instructor-hour was $52.07.

Nursing Education Conferences

1. The cost to the RMP per student-how was $3.77
2. The cost to the RMP and the Heart Association per student-hour was $4.08
3. The cost to the RMP, the Heart Association and Heart volunteers was $6.15
4. The cost to the RMP per instructor-hour was $307.70
5. The cost to the RMP and the Heart Association per instructor-hour was $333.30
6. The cost to the RMP, the Heart Association and Heart volunteers was $502.66

Hotne Service Consultation

1. RMP cost per visit made to a patient was $20.86
2. RMP and Heart Association cost per visit was $22.56
3. RMP, Heart Association and Volunteer cost per visit was $24.15
4. RMP cost per patient in the program was $83.44
5. RMP and Heart Association cost per patient was $90.34
6. RMP, Heat Association and Volunteer cost per patient was $96.60

SLIDE 9

Stroke Unit

1. RMPcost per patient admitted to the stroke unit was $197.24
2. RMP and Heart Association cost per patient was $213.07
3. RMP, Heart Association and Volunteer cost per patient was $306.04
4. RMP cost per patient day in the stroke unit was $15.77
5. RMP and Heart Association cost per patient day was $16.24
6. RMP, Heart Association and Volunteer cost per patient day was $24.48

Public EdUcation

1. RMPcost for each individual attending conferences was $3.71 per hour (Student hour).
2. RMP and Heart Association cost Per student-hour was $4.06
3. RMP, Heart Association and Volunteer cost per student-hour was $4.90 ‘‘
4. RMP cost per instructor was $91.64
5. RMP and Heart Association cost per instmctor~ow was $98.79 ““”’
6. RMP, Heart Association and Volunteer cost per instructor-hour was $119.11.
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Northwest Division Capital Division North Central Division : i

$ 1.18
$25.49

.,,
...

.>

.-

$ 2.70 $2.24. .“.

$52.40 $50.97
[. . .,., ..<,.,,

,.

,,
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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
iflformaticm is not reported regularly to our decision.
makers. It is presented at regular staff meetings. where

we jointly ev~uate 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.
[n 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
such 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
@en job. In all honesty, I can see very little influence
on decisions that relate to program alternatives, possibly
because we haven’t considered that many program alter-
natives since the IRMP became opemtional. I 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 rnmy 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
need to develop better ways to present our information
to the VOItrnteer decision-makers.

Presently, we have neither the resources nor the
expertise to deal with social costs. Comprehensive
costing sholl]d also include estimates of cost that arc

related to changes in other human systems as a result of
kcisions we make.

We must continue to search for better and more
~r)mprcherlsive ways to quantify services, It is to be
~emenlbered, however, that we are primarily a service
~lrgarlizatioll and therefore must be conscious that there

1>a point of diminis]ling 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.

FOOrNOTES

1. Samuel N. Gnxmhouse, “The Planning-Programming-Bud-
geting System: Rationale, Language, and Idea-R elationships,”
Public ,4dnrit]isti-atio/] ReYiew, XXVI, No. 4 (December, 1966j,
p. 273.

Rcsmrrce Allocation and the Evaluation Process

CHARLES L. JOINER

ECONOhllCS, SOCLA.LPRODUCTION 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 Al[ocatiorl 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 wiU result from each input
entry), then the way to achieve minimum costs is as
fofiows: the decision maker should use those resources

in such a combination that the additional increment in

output per dollar spent on each input is equrd.
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.
, If one considers the health sector as a system of itself,

optimum resource allocation requires that the additiorud
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:

&=~=~...ME&
MCa MCb MCC MCn

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 heafth problems, ~ b ~ ~,>, ... .
MC equafs the marginaf costs resulting from the implementation
of a particular technique or approach for solvingthe health prob-
lem within a seriesof health problems, a b c n, , 9... .

This marginal benefit-cost approach for optimum
allocation of resources for the soIution 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 produc-
tion functions in relation to the political decision
process and such problem-solving approaches as PPBs.

Social Production Functions and the .DecisionProcess

Before one is completely enthmlled with the idea of
the determination of social production functions and &

role of benefit-cost analysis in the allocation of scarce
resources, some reflections on the realistic political
decision process are necessary. Charles Lindbloml has
quite adequately described the reaf 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 intellect ually difficult, but also pragmatically
harmful. In fact, it could mean that agreement among

diverse interests on specific measures maybe 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 bilf 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
longrun objectives.

A second major feature of a desirable decision process
as seen by Llndblom is its incremental characteristic.
The process toward objective attainment should proceed
in very small steps because of our inability to foresee the

fr.df social consequences 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 wifl insure that each advocate takes the
responsibilityy for researching the consequences of any

action for the value he represents. Obviously, this ap
preach is not idealistic. Instead, it is pragmatic, stresses

*Charles Lindblom, ‘The Science of Muddling Through,” Public
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

corisequences (output). An analogy may be drawn here
to consumer preference theory. Economic factors of
production-land, labor, capitaf, 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.
I’he process of translating inputs into outputs, of course,

lssumes knowledge of the production functions in-

[olved.
If the analogy is applicable, we need to know the

~cial production functions of health programs. It is at
Ms point that the task of the social scientist becomes

more difficult because many of the sociaf action pro-

grams of the federal government do not deal with the

drnple translation of factors of production into com-
modities, but the production functions are determined
!argely by institutional or behavioral characteristics.2

Determination of social production functions involves

complicated systems in which institutional, technical
md economic factors interact with each other. There-
!ore, we cannot expect the technical expert to define all
If the input-output relationships, i.e., reIying totally on
physicians to evaluate all health programs or engineers to

mplement the design of pollution control systems.
It seems imperative that the anaIysis of production

“unctions in most public programs must take a
ystematic approach rather than being confined to tech-
tical considerations. Many times it is extremely difficult
o predict with any real degree of certainty the specific
wrformance of new or proposed social programs. Some
~f this uncertainty concerning the relationship between

nputs and outputs can be reduced via either ex-post
valuation of operating programs or the implementation
nd evaluation of demonstration projects. Although the
recess of decision making described by Lindblom of

lcrementrd changes has been recognized as an effective
neans of proceeding under uncertainty, this does not

:duce the need for systematic analysis. In some

2Charles L. Schultze, The Politics and Economics of Public
pending, (Washington, D.C.: The Brookings Institution), pp.
S-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

It 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. [t 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 Mode[ 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 \vhat the
project is to accomplish. Project objectives are derived

from and must be compatible and consistent with the
project goals. The difficulty encountered here \vas 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-
cen tages, 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

nationaf level (2770). 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 uporr 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 which
will pCrmit the determination of the actual level of per.

form~nce must be collected. collection of evaluation
data should be an integral part of the on-going project
implementation. lf steps ] through 4 are complied with
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 determined
when the project begins so that adequate data are

available.

Step 6. Comparison of actual performance wifi
standards previously set–This is considered the progrant
(project) effectiveness step. Programs may differ in their
effectiveness depending on the extent to which pre.
established objectives are attained as a result of activity.
Bssed 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 rnct, 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 finaf 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 evacuator

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.

Sunmrq and Conclusions

Economics is the science of allocating scarce re-
sources among alternative uses so as to attain the

greatest or maximum fu]fi]hnent 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 addition~
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benefit rising from the allocation of an additional ex-
penditure (cost) foraparticular health problem must be

equal to ratios of benefits tocosts forother health prob-

Ierns.
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
thesolution ofany 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-

min ation 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 evac-

uation process described in this paper.

EDITORS NOTE: Two Appendices to Dr. Joiner k

paper are not reprinted in the l%oceedings. l%ey are:

1. Medical Information System via Telephone
(M.I.S. T ) Evaluation Report.

2. Reality Orientation Technique Evaluation Report.

Both were prepared for the Alabama Regional
Medical Program by Edwurd M. Smith, Ph.D., Research
Associate, Bureau of Research and Communi~ Service,

School of Htzrlth Services Administration, University of

Alabama in Birmingham and DougLrs Patterson, MHA,

Evaluation Coordinator, Alabama Regional Medical
Program
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A “We~ghtedAggregate” 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 exceptionsz~ 3 ~4 previous project
waluation systems have been either theoretical efforts
requhing many modifications before being practical or
methodologies lacking the scientific rigor to assure
:eliabilit y or validit y.

Two excellent articless P 6 have reviewed the research
~p to 1967 so their efforts will not be duplicated here.
Since then, J.R. Miller3 has suggested some interesting
mt re[ativeiy untested procedures for evahsating alter-—~ ._.
latlve pr~t;”tig-ari additive model where the criteria
ue weighted according to importance.-—-—_._. ...-. —..———.

L.P. Hellman7 has evaluated a value measure for
—-—

electing proposals for research grant support. The
nodel he used is based on the Churchman-Ackoff8 ap-
~roxirnate measure of value, modified to satisfy the
Leedsof the National Institutes of Health. The evaluation
If each proposal was based on the relative values of the
Objectives of the funding agencies, the relevance of the
Iroposal’s objectives and the probabilityy of success of
he proposal’s objectives. Proposals with high overaIl
xpected vah.res were selected for funding; this model
ppeared to be superior to the previous method of
reposal selection.

Abernathy and Rosenbloomg have discussed the pros
nd cons of par~e] 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 unsuccessful. 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 evahra-
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.

l%e 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 reIative 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

E= ~WiP(~)+n~ wjRJ
(1)i=l j=n+l

The i subscripts are associated with quantitative variables
and the j subscripts are with qualitative variables. Wj
represents the relative weight of the ith criterion and P
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(Xi) represents the utility function associated \vith t,l:~
r’th criterion. Xi represents the extent to which the i
variable is present and Rj represents the extent to which
the #1 criterion is satisfied. All criteria as well as
projects are assumed to be independent.

In order to implement such a model we must (1)
select project evaluation criteria, (?) assure inde-
pendence, (3) establish the relative importance of the
criteria, (4) develop scales with which to quantify or
categorize the variabie, (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-
ditiorral 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 ~~i,

~ (Xi), Rjt and the COStOf ‘ncreasin~xi or ‘j by ‘ne
unit. he could select the criteria to give the greatest
increase in value for the least cost.

Cri[eria Weigh rit2g

A criterion’s relative importance (weight) should be
direct]} proportional to its impact on the decision
making process. Because weights define organizational
needs. a set of concisely defined and properly wei~@ted
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 b}” the whole decision making committee so
they are normally revie\ved by a subsel of members and
staff. Lliess each evaluator knows the relative impor-
tante of each criterion, their evaltrat ions will lack
consistency,

Some project selection techniques assume that all
criteria have equal \veight 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.l 0. 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.

1-$8

Second, the regression approach will not improve cottr
mittee decisions, cmly predict them, because tfis methoc
is based on decisions that were made by the con~mittee

rather than decisions that shoukr’ ilave been made. Man i:
pro gressively less accurate in evaluating COlllple~
problems as the number of criteria influencing lfi:
decision increasesl 1‘i 2. Hence, the regression approach
M a norrn~tive model, breaks down when the nLlmber Oi

criteria are large. The decision makers become “cogni
tively overloaded’” and the decisions made may rtot be
the ones the}’ would like to mlkt.

We e~aluated a third sel of criteriz weighting methods
where weights are eslimated by the committee nlembers.
There is evidencel i “~’ ] 3 to indicate that under certain
conditions, men do this quite effectively. Miller3
suggests a hierarchical approach to criteria weighting.

ExaJ)lple

.Assume that a list of criteria hm been developed
in a hierarchical form (Figure 1). All criteria in one
column thdt are connected by lines are related in that
they are components of one larger criterion in the
kft, adjacent column. We \viIl refer to each COIUMIIas
a “level”. Decision makers are asked to: (1) rank, in
order of importance, the relarea’ criterion in a giverr
level, (2) assign a value of 100 to the most important
and values bet\vecn O and 100 to the others so as to
refiect rel~tive criteriz importance. These weights are
n orma]ized and then sutcessivcly multiplied by
weights of related criteria at each higher level. In
Figure 2, vertical lines represent criteria and
horizontal lines connecl rtkited criteria. Suppose the
first level criterio were ranked 11, III. md I and
}Yeights of 100. 60. and 40 were assigned. weights
ossiSned within criteria sets (B1B~BjBq), (CD),
(D! ~D2) are sho\vn in Figure 2a. Next. weights were
normalized by dividing each weight by the sum of all
weights widlin a set. The final weight of each lowest
level criterion is the producl of the normalized
weights of itself and the connected criterion at each
of the higher levels. Thus, the final weight of criteria
DI ‘ is the product of \veights assigned to criteria D1’,
Do”. and =“. in Figure 2b.

Wli]e this approach reduces the number of criteria
being considered at once, ~! replaces one bias (assessment
error due to cognitive limitations) with another (a$
gregation error due to rnultiplicatiort of errors occurring
at each level of the hierarchy). As the number of levels
increases, the second type of error becomes important

We compared this approach with a modification (t\’e
“ratio method’.) th~t appears to reduce both aggregation
and assessment errors:

1. Rank the criteria in order of importance.
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2

3.

4.

FIG u RE 2 .– Demonstration of Hierarchicu[ Method for Criteria Weighting

2a–Criteria pyramid including criteria weights.

,
B, JIOO B,=50 B3J25

1
B4k5 D,hOO

I
D2~100

2b–Criteria weights normalized within subsets.

“’”2B,=~‘=+
). B;=.25 B;=.125 13~=.125

1 D; =.5

2c–Criteria weights for lowest level criteria.

Cn”teria Products Weight

A’. ,.. , . . . . . . . . . . . . . . . . . . ..(2
B; ...,.....................(5) (.51
B;. . . . . . . . . . . . . . . . . . . . . . . ..(.5)f.25)
B\ . . . . . . . . . . . . . . . . . . . . . . . . .(.5)(.125)
B: . . . . . . . . . . . . . . . . . . . . . . . . .(.5)(.125)
C“. . . . . . . . . . . . . . . . . . . . . . . . .(.3)(.667)
D: . . . . . . . . . . . . . . . . . . . . . . . . . (.5)(.333)(.3)
q . . . . . . . . . . . . . . . . . . . . . . . . . (.5) (.333) (.3)

.2000

.2500

.1250

.0625

.06~5

.2000

.0500

.0500

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.
Repeat steps 1 and 2 for a new set of criteria
composed of the most important criteria from
each set.
Multiply the weights assigned to criteria in step 2
by those assigned, in step 3,tothe 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 (A, B2 c, D2) are ranked (3,1,2,4) and as
signed weights of(l:l.5,1 :1,1 :1.25,1 :3). The weights
in Figure 3C are obtained by multiplying the weights
in sets A, B,C, and Dby values of 1/1.5, 1, 1/1.25,
and l/3 respectively. ‘fhefina lnormalize dweightsare
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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Total 1.0000

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 O to 100scale. Previous
resear~hl 1 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 issatisfied and(2) tile
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 l,does not hold,
total project value isno longer equal to the sum of the
values associated with the individual criteria.
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FIGURE 3. Ratio Merhod of Criteria Weig]lting.

3a. Ratio values assigned to criteria itl Figure 2a.

A = 1:1 B,

Bz

Ba

B4

3b.

A = 1:1.5 B,

A = 1:1.5 B~

Bz
B~

B4

A = 0.16 B1

Bz

BJ

B4

An -additive model with interaction

= l:] C=l DI = 1:1
= 1:2 Dz = 1:1

= 1:4

= 1:4

Ratio weigh ts c.rrigmed to new criteria set.

= 1:1 C = 1:1.25 DI = 1:3

3c. Ratio weights of all criteria.

= 1:1 C = 1:1.25 DI = 1:3
= ]:~ Dz = ~:j

= 1:4
= 1:4

3d. Normalized ratio weights.

= o.~4

= o.1~

= 0.06

= 0.06

terms may
compefisate 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 muhidimensional criteria, we may
draw some insights from research into subjective
probability estimation.1 7 Several researchers ‘ ~’2 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
diagnostic data and underestimate the importance of non
diagnostic data.

c = .20

Criteria
wavs in

DI = 0.08

Dz = 0,08

interdependence has been treated in several
~roiect evaluation models. Some ap-

pr;aches3 >?,’5:16 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. Fishburnl 6 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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.-.

3.

4.

5.

6.

7.

8.

1

Seiect pairs of criteria having a major de-
pendencies. This can be accomplished empirically
if data are available. If hot, experts can
subjectively select those pairs. 19

Remove from consideration those criteria that do
not have at least one major pa.irwise dependency.
These criteria can be considered independent.
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.

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.
If its weight, as determined in step 1, is less than
~he sum of the weights of all dependent criteria,
~iscard criteria C’. If not, discard all those criteria
laving major dependencies with it.
Repeat steps 5 and 6 for the criterion having the
lext largest number of dependencies.
Repeat step 7 until all dependencies are
Jiminated.

Example

Suppose we have a set of 10 criteria, Cl,. . . . Cl O,

with weights WI,. . .. WIo assigned in step 1. Step 2

yielded subsets [CI,C’2,C4,C7,C9,C10] , [C3,C6] > [cd ,

and [C’E]. Step 2 yielded major pairwise dependencies
for the first subset as shown below:

cl C.2 C4 CT Cg C9 c1 o

xxx xx
x x x
xx
x x

x x
xx

*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 conditiorral-
ly independent. hr one case, he acted as if all data were in-
dependent. [n the other, he used procedure 4a to form
conditionally independent subsets of data. The second method
predicted length of stay better than the fust. This would indicate
that the proposed approach may be effective for identifying
major dependencies.
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Cl has the largest number of dependencies (four) so
it is the first to be considered (step 5). WI < W2 +
W, + Wg + WI~ so Cl is discarded (step 6).

C2 is the next criteria to be considered (step 7).
Wa > Wq + WI ~ so C4 and C, o are discarded.

Since C2 no longer has pairwise dependencies it
forms a new subset leaving only the dependency
between CT and Cg to be rectified. W7 > W9 so Cg is
discarded. The new group of criteria subsets is C2,
[C3,CIj ], C,, C7,C8. W, < MJ6so C3 is discarded. The
final set of independent criteria is C2 .C5 ,C6,C7, and
c~ “

Criteria Measurement

Measures of the degree to which criteria have been
satisfied must be reliable, valid, and easy to obtain.
Some evaluation modelsls316 use ordinal values as Xi
entries in some variation of equation 1. These are
obtained by ranking projects according to extent to
which they satisfy each criterion. Unfortunately, ordinal

2] because the resultingscale values should not be added
project scores will be biased in proportion to the degree
to which the intervals between project ranks are
unequal.

Other evaluation models3 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 ahernative, we suggest that criteria should be
measured on an interval scale whenever possible and
otherwise, ordinal scale vahres should be transformed
onto an inter-ml scale usirw the method proposed by
Eckenrode 22 A set of sta~ements (verbal- de~criptors)
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 23 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 hiera~
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

~’hierarchical” method. The stanchird deviations of the
coefficients indicates that the ratio method has Iess

variotion between subjects (0.021) than does the hierar-
chical method (.295). This implies thzt the ratio method
may more consistently model the decision maker’s true

feelings about criteria weights.

Inter-rater variability was examined for twenty four
qualitative criteria in Figure 1 using a diverse group of
twelve health related professionals including engineers,

economists, physicians, planners, and hospital adminis-

trators. Verbal descriptors were established for the 24
qualitative criteria. Each committee member estimated

the impoflance 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+ltM.

The results (Figure 5) indicate thot: (1) The O 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

FIGURE -l.–-Evaluation, cia Spearman Corr~lation Coefl. cit2nt ot’ tho De.m(t’ to Which Criteria Rankings Were---
“ Approximated by Jlethods for ~ri[rria Lj;cighting.
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be one way to improve their perception of the values.
(4) The variation between subjects appears to be quite

large. l’hiswid evariabilit ybetwee nsubjectsrnay beat-
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.

FIGUW 5.—Relafion between Iralue of the Descriptors
and Variation between Subjects.
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Utdity Assessment Techniques

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.3 ‘z0 When
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the criteria being measured have clearly defined end
points, there are several utility estimation tec~iques

that may be used.10 ~z0 when the range of values is not

clearly specified, the end point can be approximated by
asking experts to estimate the value of the criterion for
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 o f non-diagnostic criteria. Equation 2
represents such a modification of the weighted aggregate

model:

n n+m
E = z IVia~(Xi) + z ‘JaRj c)

i=l j=n+I

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 “a” that
optimized the performance of equation 2 was calculated
in order to investigate this question.

Ten members of the proposal evaluation corndtee
rated on a O 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
(]) criteria interdependence was not investigated. (2)

utilities were assessed by method of orderl 0, and (3)
criteria weights were established using the ratio me-hod.

The results are indicated in Figure 6.
A ‘‘committee model” was then developttd by

averaging the individually determined weights and urility
curves. The resulting evaluations of the twelve hypo-

thetical projects were compared, via the Pearson prtiuct
moment corre Iation coefficient with the average rsriiigs
assigned to each project by the ten members. The

*Diagnostic criteria are those havinga major influen= on the
rating givena project.
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d end i Pearson product moment correlation betw~en model and
Iiques Lratio estimations was 0.9. *
is not ‘

.ed by We next calculated Spearman Correlation Coefficients

m for ~ indicating association between averaged subject ratings
reject and committee model evacuations developed using

several values of “a” in Equation 2. Results, Figure 7,
indicate that model performana first improves with
additional weight being ~ven to more important criteria
and then drops off as vaiues of “a” exceed 1.50. This

ights, data would lead us to believe that subjects are conserva-
10StiC , tive in weighting criteria and that equation 2 is a useful
I non. ~ modification of the weighted aggregate model.
itena j

We next investigated the variation between com-
mittee members in the optimum values of “a”. A
significant variation would require separate estimates of

“a” for each committee member. This would be a time
consuming task for both the committee and the
experimenter. Individual evaluation model performance

was measured at several values of “a”. The results,

Figure 8, indicate that there is substantial variation in the
optimum value of “a” between individual subjects.

Conservatism does not appear in all subjects. In fzct,

some subjects appear to be radical in their criteria
weighings. At the very least, this would indicate that
values of “a” for equation 2 must be developed for each

ffecf- FIGURE 6.—Correlation Between Experimentally Dericed Project Ratings and Ratings Computed via the
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*These correlation coefficients are useful ordy as standards
against which to compare evaluation models with “a” # 1.0. The
results cannot, for intince, 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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Fortunately, it does not appear that there is much
improvement to be obtained by using equation 2. The

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 11
subjects the improvement is 5’%0or less. This relatively
meager improvement in perform~ce indicates that the
additional work required to improve the basic model
may be justified only when the projects under consider.

ation will require a Iarge investment.

importance of the criterion under consideration. They
also found substantial variation between subjects.

FIGURE 7. A comparison of committee Model Per-

formance Using Various Values of “a”

Value of “a” Spearman Correlation

Coefficient

.908

.923

.923

.922

.935

0.6

0.8
0.9
1.0
1.1
I .2
1.5
2.0
2.5

5.0

Further Model Modifications

Equation 1 assumes that all potential benefits will be

achieved and that the time required to achieve each of

them is the same. Neither of these assumptions is true.
Model performance might be improved by considering
expected benefits modified by a present worth factor as
in equation 3:

.937

m
.915
.886
.702

n -rti .J”m -rti

E = x P(SilYti ,. ... yin) t~iP(Xj) e - “~’”
J

p (Sj Iyi] , . . . ,yjn)~~jRje

i= 1 j=n+l

c(t)

(3)

\vhere Si =
yk .

success of project in ~chicving bcncfrt i r= the exponent of the present worth factor re-
dcgrce of satisfaction of the kth factor lating benefit utility to time for achieve-
intlcxmcing the success of project in ment
achieving benefit i c(t) = present worth of project costs. All other
time required before benefit is achieved symbols the same as in equation 1.ti =

FIGURE 8. Perfotmancc of Individual Evaluation Models a{ Various
Values of “a‘t Circled Value is Best Spearman Correlation for Each Subject.
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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
19,20,25 The research reported here ll~spr2ctical.

evaluated methods of weighting and measuring benefit

criteria. We have suggested but not evfiluated methods

for establishing independent criteria. The results of

experiments conducted at the resemch laboratories of
Monsanto Company 24 tend to support the hypothesis

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
~e~earchg,1O,11 indicates that the posterior probability

of project success, P(SiI, . . .. Yin) can be effectively
estimated by combining subjectively estimated likeli-
hoods through Bay’es’Theorem as follows:

P(Si/Yil ,... .Yin) = P(yiIIS1) . . . p(y~jSIJ p(si) (4)

P(Silyi\ ,... ,Yin) p(yillsi) P(YinlSi) ‘(si)
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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 model depends on

how far one is displaced from the reafity of application.
The creator of a model in the Ivory Tower can easify
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.

157

d



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 obttrse.

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.

I 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+nd. 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 YCW
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 \vhat 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 psrt of any dynamic orgmriza-
tion. I am concerned that what the “change” model

implies is best described as the “rocking chair mode!” –
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 outcotnes (and benefits) are

\vhat we seek. Change is a means or an observation of

means, not an end.
The generic nature and benefits of the model for

evaluation proposed here are one of a system possessing
six ordered elements:

1. Context - That piece of the world under considers.

tion as it is found at a given point in time. This is
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 indepcndenr

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.

5.

6.

output - This is the product produced from
content in the process in use within the context of
the opera tion. These are the observable, record-

able, reproducible, measurable “why”s” of the
RhlP’s using the classical definition of evaluation,

i.e. . comparing accomplishntent \vith 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. Outcomes
(over time) show the time-delayed impacts 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 RIIP, but these kinds of “v,ly’s.’ are either
too soft in the data sense or take so long in the
time sense that they Jre only rarely used. The out-
put “why’s” are accepted as the basis for funding

perpetuation and classical evaluation.

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 Cost
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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,

depend~.ng on how crude or fine one chooses to moke

the output 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 defiie “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
:hair 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
~ccountable 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
~rom what to what at which rate in what time.

The framework of the conceptual model 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 Rh4P. 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 T.vrarzny.
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
lack of consensus. This paper is a series of loosely reIated
topics which attempts to give some limited perspective

into what evaluation means, how and why it is done and

1This 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.
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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 so, 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 evacuation 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 verfus 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 quafiti-
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 rake 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 oriented. Wrhat 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 to
decide what is to be measured.

All of us know the single most common application

of evaluation is ‘o the evaluation of the quality of health

care. Quality of care, we know, serves to explain if costs
are high, productivity low or demands too great. It ~vdl
serve here as the example to trace the development of
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 as

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 O, 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 saying vhat cua!ities
had to be prewnt, High value on : qw] ., -.“,. . t
in a large weight. Some Times qualilies k: -ld~sd znd

weighted so highly that lbsence v.as 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 assured!} be “low”.
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Quite soon the simple dichotomy. absent or pre$ent.

was as unwceptable as was the equal wei~@ting. It was

natural to expand the memure of presence from O or 1

ordy to O, I, 2. 3 to M rn~ny “units of more-so-n~ss”
as was useful. These degrees of rnore-so-ness did not have
to be whole units or integers. These “measures” tied

easily into “standitrds” since some stmdards were in f~ct
a level of the degree of presence rather thm merely
presence or absence.

Development four: Specif} a rnewmre of the degree

of presence for qualities.
Such a development was conceptually easy to ceme

by, but operatiorrzlly very difficult to achieve. However.

that mechanical difficulty didn’t deter the doing of
evaluation of quality of care. The procedure merely
becsme a listing of included qua~ities; thelistingofqs-
sociated weights, and an associated measure of the
degree of more. so.ness but combined in some “with-

metical or number value way”.
Once th~t “arithmetical w~y” was determined, one

merely procededto specify thedistributiono fthe values
and define low and high quality on the scale of that
measure.

There were, however, in the 40’s and 50’s m~iiy other
forces operating: new knowledge of statistics. proba-

bility theory, experimental design, and other measure-

ment technology. People were increasingly dissatisfied
with simple arithmetic ways, including the implicit
assumptions of independence among qualities in the list.

Those faced with evaluation were soon developing

sophisticated resezrch designs with fancy mathematical
models, formulae, and techniques. The limit functions,

interdependence of qualities handIed 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-
tioners - 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 tale

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

t~vo Conlpletely sepjrate endeavors with the practi-

tioners \vorse o;f thtin before, since “evaluation” must

now mean something de~ached 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. !ilch practitioner must determine how

sophisticated hc w:mts 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.
~ Attactl weights reflecting priorities.-.
3. Specify measures of degrees of presence.
4. Combine the created arra} in some functional

form(s).
5. Cknerate distribution(s) of those function(s).
6. Set the cut off points to determine where the

q ulnt it ative represent~tion concurs with his

judgment of desired quality.

He cm 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.

ACCEPTED OPERATING DEFINITION
oF EvALLIAT1ON

Dicrion~ry definitions help to give hsight 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 acconlp[islrnrent

w’ith 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,
i.e., what is to be done?

W’HAT 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, ... l/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 exzinple 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? Ifn 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 73YGget 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?7k 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 tmder-
allocated.

The overriding question being asked is, is the classical
operating definition of evaluation: Compare accomplish-

ment with stated objectr”ve 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 MEASURF.S

Frequently, a quality selected in evaluation has no
direct measure or has one which is too costly or tedious

to obtain. There frequently, however, are associated or

indirect measures which can be used in lieu of a direct
measure.

Some measures which are indirect are called proxy
measures. This obviously means that they stand in lieu

of what is desired to be measured. Frequently, proxy
measures in evacuation are used to predict or monitor

activities, and are useful because of their high associated

though not causal relationship.
For example, the number of individuals using aIS

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 necessav
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?”

LkiEs 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
accomp]ishrnent 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, nume~
ological, hard fidct 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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irl his work. and had a personal acc!>L!ntability f~i his
acts. Evaluation is inherent in the process of administra-

tion - be it clinical or program management.
Anyone who manages successfully either a program

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 whw
time, in what sequence, at whir places, for what
intended outcome.

Thus the pkuming is the wha: step in the admin-

istrative or management process with the how steps
being organizing the what, assembling the resources,

directing the delivery and controliing(or supervising.or
monitoring) the operation (or performance).

An inherent part of the management process is its

evaluation. That emmination and judgment in delivery
of care is used as feedback to alter the process orrreat-

ment of choice in order to replan. reorganize. reas-

semble, redirect, control, etc., ad infinitum.
Cleady, evahration h~sbeen, is, andalwayswillbe. a

part ofs.uch a management process -beitfor a program
or a patient.

The similarity in the process cm 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
nput facts, i.e., qualities, such as lab tests, signs, asked
iymptoms, soundings, touchings, etc., piLss using the
listory 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-
ion) and rendered a care plan. You subsequently
:ompared this to what happened to the patient and,
lepending on the outcome, either altered the care plan
jr reinforced your confidence in your own medical

udgrnent, i.e., you evaluated on a one case basis.

Consider next a cohort of patients. You look at them
s a group. You seIect another set of qualities (some of
hich are different from the case specific qualities

hosen in the one patient sense) and look at the cohort
rom a view of those quaIities being a set of intertwining
legrees of presence and priority. You mentally and
umerically measure and then compare the results of the

)hort to what is “good medical practise”.

At the program director level, you’d look at more
lan only physician case management for either indivicl-
ds or for his cohort and include the other health caie

f mctional services, living conditions, or what have you,fl

th
sa

[at are qualities of the “program” and go through the
me process to determine whether it accomplished what

you stated it wou[d. You hatre eva]uated at the program
level.

Althou@ 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. lJ1 fact, because the

priorities assigned to the qwdities in patient versus pro-
gram evaluation are so discrepant, conflict has resulted
in the whole health care delivery system.

How TO CHOOSE THE QUALITIES

Since all of us come from rigorous scientific fields. we
almost ~vithout thought believe we choose qualities

based on the focts. What one means by “based on the
facts” necessitates some expansion.

For this paper, consider four groupings of facts:
First: Theoretical facts. Stwting withgivem and a set

of known theoretical relationships, one by deductive

logic can arrive at some quaIities which are to be

included in evaluation.
Second: Dogmatic facts. Dr. Lebon (that spells nobel

backwords - find he hss 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 anothe~ 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
figid of experimental design requirements. The resu]tin~

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.

I

I
I

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 “~valuating” 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 prestigious one is, the more
subject one is ‘to the “t}~rartny of hard fact evaluation”.

Since one 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 conlplete 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, usua!ly Udl]ed a site visit
team, comes in on judgrnen t day. The concern is
obvious, “WilI one be judged for sins or virtues using the
same qw~lities that one IMSused lo live by?”

Second: Another commonly used approach is one of
being reviewed by a hand picked pmel called peers. Let
us call this the B.R.A. - the bunny rabbit approach. It’s
titIe comes from the setting in which Johnny brougdlt a
rabbit to kindergarten for drag md brag (Shmv ~nd

Tell). Mary asked if it were a boy rabbit or a girl rabbit.

Johnny said, “I don’t know-’. The precocious Mar} said,
“Since this is a participatory democracy, let’s vote.”

Although both these tipproaches have been prtictised
successfully (at least in the evaluation of these with the
right to decide), the invalidity is obifious: for the first.
one only needs to have the right to choc~se the quali~ies

tind the measures and the weights and the cut off poifits;
and for the second, one merely needs the right to chcmt

the majority of the panel.

Certainly no one could object tu those simpie
requests if the “right to decide” is no{ the crucial issue
in evaluation, and if evaluti(ion does not ultimately
become judgment, i.e., the opinion of the person }vith
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 evacuation of the quality of care
example at the beginning of the paper.
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Consider the old fashioned grade school report ~rd,
The “qualities” are analogous to items like courses ~

math, others like art, others like deportment.
By analogy, three groupings of qualities of rePor{

card items are apparent:
1. Those that have an inherent measurement ~A

-“-

solutelless in them (even though the measure ~av

be arbitrarily defined) like feet, inches, etc. T~e
units have a nleaningful metric on the scale. The

mathematical formulas wfork beautifully.
Those qualities that have an inherent relative or
more.so. ness meaning to them but lack absolute.

ness such as strongly agree, agree, indifferent
dimgree, strong,!y disagree. Again, the mathematics
is remormbly easy to apply.
Those qualities that are named or categorizab]e
on]y. These are those qualities that either have no
inherent measure of absoluteness or relativeness or

that as yet aren’t understood well enough to be

measured. It is with these, where real difficulties in

the rrmthematics ~re 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.. jodge the result.

We render an evaluation. So what? We have gone

t!lrotrgh a 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.

W7HAT DIFFERENCE DOES IT MAKE?

It nmkes a difference only if the person in the
position with the ri~@tto decide agrees.

This formalized ritualistic numerological gale called
evfilultion, is a series of decisions of those with the right
to decide and ultimately rests on the judgment of the

person who cm determine the outcome by:
1. Choosing the doers of evaluation.
2. Choosing the elements for inclusion, and/or
3. !;aving the right to decide what compfirison means.

Such e~~l:jotive manipulation can Occllr W]lenever
th~re is IIU ultimate criterion lvhi~h ass~lres a ur)ique
~~d~riilg of priorities, tind the rcsu]ting correct lnethod
of ~lloice.

WHAT DOES IT LIEAN TO HIZ.ALTH PROGRAMS?

1. If one doesn’t pl~y the game, or even \vorse realize
\’.hat {he ground r~lles are. one nlay ]Ose the
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It’s an effecti’:e way for funders to mcid or shape
the program, i.e.. dictate the healh we deliver}’
system. They need only specifjr the prox!
ir]dicato[s or elements, their weights rind their

measures, and attoch adequate punishment and
rewards so that grantees desiring continued

support will allocate the resources torntxirnize the

evaluation index. It’s the health care ‘:ersio:l of
“shape upor ship out”,

Quite clearly, those elements that are easily

measurable will get the attention and be zss~~rtd of
inclusion in such an evaluation. I am ptrsonal]y
concerned that what is really important ~TI life is
inversely related to what is easily measumb]e.

OTHER CONSIDERATIONS

Currently in vogue also is efficiency of health cue
delivery. One of the chosen qualities is efficiency in
every ewduation. The usual operational definition is on:
lifted bodily from engineering - the r~tio of output to
input.

The hazard of this measure is clearIy 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 heaIth of the seeker of ser}ice. 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.

CIearly, effectiveness must first be defined before
efilciency has any useful meaning. It appears that we are

producing a health delivery system which is unit by unit
app ro aching 100!7o efficiency while simultaneously
narching toward the other extreme in effectiveness.

By Qnalogy, v:e are merely counting how nlfiny times
the bird flaps his wings. witho~[t ~skii~g, did the bird tly -

let alone }]OWfar and hcw high.

Cle3rly. outcomes 0s the measures of effectiveness
must be tlla jtarting point for eva][lation before any of

the meuures of input or output analysis of the ef-

ficiency kind have any mewring or usefulness.

TWO ,\IDS TO ASSIST IN EVALUATING

HEALTH DELIVERY

In the ilce of such a bewildering maze of considera-
tions, two simple lists of elements are helpful in retain-
i:~giJtl~Ssani[y: The first arc the five A’s,

I n the evaIu~tion of any health care delivery,
questions of appropriateness, availability, accessibility,
and ac;eprability to both seeker ancl server must be
answered. These are a dependent scqueilce. For services

cm be deemed appropriate yet be um’vail:~ble. Or they

can be detlned to be available, yet not accessible. Or
[]leY can be defined to be appropriate, and availsbie 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 account~bility. It is the
essence of the moral contractual agreement m~de
between dle seeker when he seeks md server when he
serves.

The second list is the generic structure of evaluation
implicit in this paper and necessarily a pwt of the
process of evaluation. There must be six interdependent
elements to any erdluation undertaking:

First: Context (what, where, when, and who).
Second: Content (program elements being or

intended to be provided and why).
Third: Process (how c?re 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),

Cleorly, 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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more difficult to tell how it is. It is virtually impossible between the SCIENCE (retrospective description) and

to tell how it will be, or as some glibly say, how it the ART (prescriptive action) of administration. Hope.

should be. fUl]y, prOgTam evaluation will continue to serVe and

It is necessary for each of you as accountable and develop as the management too] it first was, and still is

responsible health devotees to DESCRIBE how it was, intended to be and will not become the program tyranny

but it is more important to structure ways to of the 1970’s.
PRESCRIBE howit will be. This may be the difference
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EVALUATION OF CORONARY CARE TRAINING

Participimts

Rodgerhf. Shepherd, i%f.D.- Moderator Marietta Larter, M.S.

AssistantProgram Director, Continuing Education Coordinator, Washington/Alaska Coronary
Hesbytenan Medical Center Care Unit Nurse Training Program

Carol Larson
Allied Hea[th Specialist

DanieleDeverin Continuing Education and Training Branch
@bernEducation, Inc. RegionalMedicalProgramsService

Evaluation of Coronary Care Training:
Some Direct Observations of

Performance in Hospital Practice

RODGER SHEPHERD, hl . D

The objective of our Intensive Care Training Program
is to enable physicians in cadres from small general hos-

pitals to perform cert~irr intensive care skills in their own
hospital settings. These skills include: use of central
venous cat he t e r, 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 ciarify

: mutual objectives. During a second phase, each physician
] 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 result ing student performance:

1 Standardi~ation 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

‘)
A+.

3.

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 persomel.
Supporting Services: Interpretation of biood gas
da~a-depe~ds on complete confidence in the data.

We have encountered one hospital setting 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.

Report on Xerox Study of Eleven
National Coronary Care Training Centers

DANIELE DEVERIN

In 1967, Xerox Education Division was contracted by
Public Heafth 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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2

3.

4,

5.

skills needed for a nurse to perform in a CCU at an
acceptable level.

To determine the effectiveness of the training pro-

grams in developing a high quality of performance

in the training graduates.
To determine the most effective training program
for achieving these aims.

To determine the distinguishing qualities and
characteristics of a successful CCU nurse.
To determine the most effective and reliable
methods for the selection of the “best” training
applicants.

METHODOLOGY

A systematic modeI was designed to analyze the three

interrelated prini~ry spheres of concern:

1. IJ7P ut variables: Trainees’ demographic data,
educatjon, personality, expectations and attitudes
towards CCU nursing, etc.

2. Process I!miubles: Training Centers’ facilities, ap-

proach, curriculum, etc.
3. Output vuriahles: Knowl~dge gained, post-training

expectations and attitudes, clinical performance
both in-training and on-the-job, etc.

In addition, E)wironmenta[ ~’ari~bles were studied.
They consist of the spons,.>r hospitals’ facilities. ap-
protch iO n~rsing, etc. !hat influence both input and
output.

Th? projeci stzff then prepared. piloted, and revised
nine data -gatherir-g instruments. A standard personality
test. the 16 PF, was also seiected. This process involved
~iscujjiuns with PHs Coili;act officers and with various

consultants. tisits to CCt7s, a iel’iew of pertinent litera-
ture and existing research information, and an analysis
c,f’ IIR conterit to be covered.

In geI1erai, data Vjere ~G~]ected ~~ the trainees before

~ficl after t:aining, and at follow-up, between three and

i~tir uxi a half moilths af’t?r training. Data were also
. .

col]<:ttd ,ori the ir~llllng progrms. ~.qd on the sponsor
hOSpiii& T(J V“hich the Irzinees were returning after
cor::pj~tion of lhe prc~gram, 111t?rms of the specific
problems scidrtssed in this sorve~. two in~trunlcnts tire

of Spe:i.a! interest.
The J;/m}i!edge jest NTaS esptcidly design~d and

stanckrdizcd. Tht i~~t ccmtairid 12 Weight-ed sub-tests,
v:ith tach sub-tssr crmta}njng a rrurnber of weighted
items. It V;a$ uscci both before znd after training. The

pe~llcjrmance chzck[isl N’as ~etigned to ?zp tt, e degree to
which the tr~ining gradutites performed specific CCU
nursing Ctinctions al foilou-u p. Togsther, these instru-
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ments constitute the basic evahtative data bank of ~h,
study.

The follow-up portion of the study was Conducted ~
two ways: mailed questionnaires were sent out to ~

graduates of the programs, except as noted below. 11
addition, other questionnaires, including the per
formance checklist, were sent to their hospital super
\-isors. A systematic mail and teiephone procedurf

assured a return rate of at least 9070. In order to mo~to
the reliability of the mailed returns, and to assess the
effect of non-respondent bias, a 10% random sample ~
the graduates was selected for personal, on-site fo~ow.u!

\isits. The results of these visits confirmed the hi~

degree of reliability in the mailed returns.
Data-Collection. The survey period extended froF

August 1968 to September 1969. In the eleven center!
under study, a total of 57 sessions were monitored, for a
total of 862 trainees. The 456 sponsor hospitals were d

included in the survey.
Data-Processing. Standardized procedures were estab.

lished for handling and coding of raw data. Data.
processing was completed at the end of October 1969. A

correlation mat ri~ was designed and run on 85 variables.

FINDINGS

7“ai/we.s. The “typicaI” trainee was fe~male(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
hospitaj diploma, 5% had an associate degree, 18% had a
baccalaureate degree and 2%, a masters. Previous
coronary care experience \vas as follows: 17% had
worked in a CCIJ for an a\~erage of 8 months, and 36%

had worked in [CU/CCU’s for an average of 14 months.
hlost 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.

SPo/umr Hos~ita/s. Of the 456 hospitals surveyed,

55% had sent one nurse to training, 27% had sent 2
nurses, and the remainder 3 or more ~lurses. Hospital size
\rQritd corrsider~b]y: 1670 ]lad less than 100 beds, z6~

between 100 and 199, 21jz bet~ee~l zoo and z99, and

the remaining 37$% had 300 or more beds. Results
obtained before trxintig showed that 2’770 of the ho~

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 sti~ not working ~ coro-
nary care at follow-up. With a 90% response (N=779)
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Trainees’ expectations of CCU activities changed

jttarkedly between pre Znd post-trzining, with a general
‘tift towards a “middle-of-the-road” attitude, indic~ting

‘8 tendency, over the training cycle, for attitudes to
‘Ixcome more realistic, which is fdt to be d positive ~nd
tfesirable training output. 63% of the trainees found the
pro~ram excellent and 35% rated it as “good”. When
asked, after trzinirwj whether they would select CCU

training again. 63% mswered “definitely yes”, and 25%
“probably”.

The following curriculum arem 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 hate 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
Ofthe trainees, the main one being for more stress on
‘he technical aspects of CCU nursing. Rating the nurses’
:Preparation on a seven-point scale, 77.5% of the super-
‘tisors selected the two top categories.

Trainees’ Performance in CCLJ’S.F’crformance check-
kts were received by each hospital, one for each trainee.
A total of 487 checklists were completed and returned
(S6%of those mailed). By far the main reason given for
oon-completion of the form was “CCU not open”.

Overall mean performance was rated from “good” to

‘excellent”; however, whiIe the mean ratings do not
deviate significantly from one another, there was a

general tendency for nurses to be rated higher for tech-
~cal, CCU-specific activities than for non-technical,

general nursing activities. There is an apparent contra-
diction between these high “technical” ratings, and

Suggestions for more program depth irr the same areas. It

would see,m, then. that the sponsor hospitals view the

major function of training as developing technical

competertce, while general nursing quo!ities are viewed m
iilherent in the poterltial trainee. This will be discussed
i~ter under objective four.

A foir compmison between nurses trained at different

centers require thtt some alloi~ance be made for skills
the tr~intes brought with them OGentering the program,
In Jll ;WCS. it was found that the centers rfiter.1highest in
nursing performance hod traii]ed the most experienced

populiition. while rile lowest ratin~s were obtained by

those centers hating trained the least experienced group.

ilf[)del 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 char~cteristics. Further, the
training centers were quite sirnihrr, at least on the

variables tfippcd h} the instruments. This result was, of

course. dis~ppointing, but it should be noted that the
basic re~son for this failure is the success of the pro-

grams in fulfilling the overall objectives.

Optimal characteristics of a CCU tzurse. The fourth
objective was examined from the stmdpoint of high per-
forrnanw, satisfaction with CCU nursing, and motivation

to continue work in coronary c~re.

Since performance ratings were typically either good
or excellent, a detailed study was made of those per-
fornxmce 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 appeor 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 technic~

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 to41 /2

months, long-range tenirre could not be ascertained.
When asked about their plans for a twe-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 AIaska

MARIELLA LARTER

In July 1969, the Subregional CCU Nurse Education
Project of W/ARhfP 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 in a “core” or “Seattle based” setting. In the
Iast 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, eligibility requirements,

course length, and teaching methodology.
The plan as outlined in the following pages was

developed by the Subregional Project staff in Coil-

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. .4 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 oveI

800 test items were edited for content and format; these
revised items were then rated by their authors as being

either “essential”, “desirable”, or “supplementary”
knowledge for a CCU nurse. only those items rated ~~
“essential” or “highly desirable” were retained, lea~ng a

pool of 250 questions weighted in the following fashion:

CCUConcepts 1)
,4rr~tomy and Physiology 3) Summarized as CCU ConmPt~

The Classic MI 8)
Diagnostic Tests 5)
Rehabilitation 8)

Complications of an MI 13)
(excluding arrhythmias) Summarized as Complications

Electrocardiography 8)
Equipment and Safety 3) Summarized as Arrhythmias
Arrhythmias 19)

Chemical Therapy 13) Summarized as Chemical
Therapy

Other Therapy (i.e.
pacing, resuscitation) 19) Summarized as Other Therapy

El~alllation 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

IWW RIaRY questions she was certain about, and how
many which she says she was certain about that she

actually answers correctly.

We can thus measure with our instruments three areas

of potential change from pre to post course: 1) change
in kno wledg,e (right-wrong score); 2!)change in expressed
certitude and guessing; and 3) change in ability to

evaluate her kno\vledge about CCU nursing. These three
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for tht overall exam as well as for

thin the exam for each student and

The instructor can go over with each student her
wledge or growth in knowledge, her

and whether that confidence is
e has considerable data about the

f,,,,,
“~ needs of her students at the

re test (Test A)is 32%.
est (Test B) is 53%. The

,’!, coefficients of these exzms, when admin-

,.”.,, individuals, range from

,:

!f“rhy~~$ ATTITUDE TESTING,,,

A standard semantic differential scale is used to

l~mical gnluate the attitudes of nurses on ten concepts in CCU

nursing.Those concepts include: coronary mre nursing;
~ronary heart disease; cardiac monitoring; cmdio -

:her T?IWapy pulmonary resuscitation; doctor-nurse relationships:

change in nursing; independent nursing decisions; patient

individuality; patient teaching; and emergency sit-

tions. One other concept, “death”, was eliminated
au% of possible disagreement about what a desirabIe

e in attitude would be at the completion of a

yound and ,’

f

The attitude scales are filled out on an anonymous
‘IngCourw’ ~ basis at pre and post tests; results are scored by sub-
ated. After
involvedin
additional

s each, and
i statistical
:stion with
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“on a scale
essirrg.The
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I) change
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~region. Analysis of results in the first formal evaluation

j period (September 1, 1969 - February 1, 1970), in

] Which time over S00 nurses participated in Subregional
‘t
courses, revealed that overall there was not a significant

change in attitude from pre to post course. Individual
courses showed significant attitude changes in one or‘4
more“concept” areas; in discussing some of the puzzling

; attitude shifts with course instructors, it was Iearned
\ tit the majority of these shifts reflected an attitude

!consciously conveyed to the students by the instructor.
‘f
,)

~&duation of CCUNurse Education

~ Future planning calls for use of attitude measure at

~Pre course and at six months after course completion.
howledge and attitude scores have thus far showed no

! mrre]ation; if tfis lack of either significant attitude

I change or correlation between attitude score and knowI-

~edge continues, a new strategy to measure this area will
Lbe 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 evalutition 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
skrndard 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 andjudgernental 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 wore 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 evah-rated on a

3.

4.

5.

6.

7.

given day in view of unit pressures, staffing, and
patient census; the cost of sending an evaluator
any distance is considerable urdess other duties can
be performed concurrently.
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.
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.
Many nurses responded appropriately to situations
but for the wrong reasons.
A weighting scale needs to be further refined so
that there is a greater spread in scores and dif-
ferentiation between levels of performance.

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 Arurse 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. Dzta will be
available soon.

B. Use of chi square measure in conjunction \~ith

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 kno\vledge 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-graduate

learning experiences for nurses.

Additional Materials A vailablc oiz Request:

1. objectives for nurse training UpOn which kno\i,]-
edge tests are based.

2. Sample computer printout and explanation of data

contained in it.
3. Copies of Test A and Test B for review. (COpy.

righted material - not to be retained or d.!p]icated

in any fashion)
4. Answer sheet incorporating certitude measure.
5. Attitude test.
6. Smnple of results of attitude testing returned

course instructor.

7. Skill test.
8. I’ersona]

Ii’rite:

profile sheet.

MARIELLA LARTER, R.N.
Subregional CCU Project W/ARklP
180 “U” District Building

1107 N. E. 45th Street
Seattle, Washington 98105

CORONARY CARE NURSING EXAM. . .CONTENT AREAS
RELATIVE W’EICHTING, OBJECTIVES

CCLJCottcepts. . ~elativc weight 1
a: Synthesizes a concept of intensive coronary cme in

relation to its implications for the pro fcssiomd nurse
b: Values the necessity for assuming responsibility and self-

direction for continued learning in CCU nursing.
Anatomy and Physiology. . . -relative weight III

a: Comprehends basic anatomy and !@’siolow of the
cardiovasculm system

b: Interprets signifimnt inter-relationships bctw’een the
cardiovascular, pulmomry, renal, and nervous systems

c: Interprets significant concepts of stress.
LlncompJicated Acute Myoeardial Infarction. miative weight
VIII

a: Synthesizes a concept of coronary artery disease M
relation to its implications for professiomd nursing care.

b: Develops a systematic approach :0 the assessment of the
individual patient’s status upon admission and in sub-
sequent days of hospitalization.

(content areas include: epidemiology; pathophysiolog of
coronary heart disease: physiolo~c stress responses; PSJ”-
chology of life-threatening diseases; histor and classic signs
and symptoms of acute MI; cmiiac ischemia as it relates to
reJief of pain, anxiety, and administration of oxygen: dietary
modifications, activity restriction, fluid bakmc~; planning
individuaJizcd care)

Diagnostic Tests. relative weight V
a: Analyzes the major diagnostic tools used in the dia-gnosis

of coronary heart diwase in terms of their implications
for plmming nursing care.
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b: Evaluates the techniques used in the physiml and Psy-
chological preparatiori of the patient for dia-gnostic tests.

(.contcrrt areas include: history and physical; serum enzymes.
ESR, W’JIC, tcmperatotc clcwrtion; circulation time; chest
X-ray; serial EKG’s; heart and breath sounds; vital signs,CVP,
jugular veins, urine sp. gravity, J&o; nursing care plans
related to scheduling of tests; teaching plans to minimize
fear, discomfort, cmcrgencics)

Complications of an Acute hiyocardial Infarction (excluding
arrhythmias) relative weight XIII

a: Applies the problcm solving method to the identification
md trcttment of the complications of corcmaw hem
disease:

1. congestive heart failure
2. cardiogcnic shock
3. acute pulmonary edema
4. pulmonary-systemic emboli
5. pericarditis
6. cardiac rupture
7. cardiac arrest
8. extreme emotional reactions

Ilcctrocwdiography. .relativc weight VIII
a: Synthesties basis principles of clcctrocardiographY to

serve as a basis for the evaluation of cardiac status of ‘he
individual patient

(content areas include: elcctrophysiology; hemodynamic ‘s
c lCct r i ca 1 properties of the heart; depolarization and

m
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1~,, rcpolarization of the rnyocardi,im: correlation of the electro.
j phj’>iolog of the hclrt !~ith the elcctroc~rdiugmphic tracing;
~ b3$iCPrificiPl~$of Polari!:. mplitude, and configuration of
~ the PQRST in terms of lead a:\is md cmdiac \ector)
: EquiPmentand SafetY. . . .re!ati.e \reight III

a: Appfks fundamental principk! of elcctrocmd ]ogr~j]llic
techniques to achieve mm.imum effectiveness md safety
of electrocardiographic morritoring and twelve Icad equip-
ment.

(COntent areas mClud~: g~ounding; monitoring capabilities
and limitations ASoppo~2cf to I!Ie skurdard EKG; essential

I features; purposes and Star,darij of elcctroc~d iogrlphic
equipmen[: interferenL% and .mesns of eliminating it; ho!v to
use standard monitoring tquiprrien I: szfety for stfiff :urd

1 patients ~~ithmonitoring equipment)
4
; ~hj thmias. .rektive weight X1X
I a:

b:

c:

d:

Applies the problem solving rn~tlicd to the identific~tion
and trc~tment of the complications of coronu:: heart
dismw. spccificali:; cardiac orrfr:,[hrnia~.
Evaluate? alterations in [he electroc:lrdio~ ap})ic r]lytillll
strip$ and rhythms displz:cd on ih~ oscilfoscrrpe ,!ccord.
in,g to their signi~lcarrcc to Ihc p3tient’5 toll[ condition
and their imph. tzionsfc.r rnctiicd uld nur$ing thempics.
Develops a systematic approxn to the intcrprctotiorl of
mrhythmim,
Utilizes the problem wlvL~g nrc!hod in the treatment of
arrhythmias.

(content areas include: arrhythrr,iss b! site of origin. uffect,
treatment, wrd implications for nursing czrt)

Chemicsl Therapy. .mlztive I.veight .xf[[
a: Develops a systematic approach to the Assifimt]on.

anaiysis of. rationale for, and th,e nursing implications
involved with che,mical ther~pies in the treatment (of
coronary heart dix’osc zrrd the frequently errcountcrcd
complications.

Other Therapy, . .reiative weighr XIX
a:

b:

c:

Appreciates the nurses role in the ezriy recognition and
treatment of conditions that may prccedc Iit’cthreatening
ccmditions.
.Appreciatcs the importance of effective habit patterns in
the handling of emergency situations.
Appreciates the importanm of frequent review and
continued refinement of emergency procedures.

d:

e:

f:

Develops a systematic approach to the identification and
treatment of cardi~c emergencies.
Differentiates the nurses’ responsibilities in elective
cardiovcrsion and the preventive use of pacemakers, as
opposed to the emergency situ~tions involved with these
therapies.
Utilizes the problem solving method to determine
priorities in nursing care in the post-resuscitative period,

Rehobilitttion. . . .rclative !veight VIII
Develops and communicates a nursing cue plan that in-
COri)Oratcs pre,,en[ative, therapeutic, and rChabi/itative
aspects.
Evaluates the pttient’s CCU experience in relation to ~is
totul fife situation.
Determines implimtions for the planning of cornprehcm-
sive nursing care.
Values the role of the professional nurse in the health
tmrn, especially in relation to her potential contributions
rcgording rhc inriividwd rweds of the patient and family
~nd continuity of cure into the post hospitalization phase.
Reviews selwt basic nursing knowledge and skills in the
li~~t of their implications for the patient with coronary
heart disco.se.

(con[cnt ex~mplcs–vitz[ siegrrs,pulses, tracheal suctioning,
o~}~cn administr~tion. respirators, patient positioning,
vcn ip uncturc, IV therzpy and administmtion. rot~ting
tourniquet, skin care, pzssiw exercising)

Scrmnurry of Content Areas ond Relative Weighting onboth pre
and post Tests:

CCU Concepts:
A-P:
Classic MI:
Diagnostic Tests
Complications:
Electrocardiography
Equipment & Safety
Arrhythmias:
Chemical Therapy
Other Therapy:
Rehabilitation:

1/100
3/100
8/100
5/100

13/100
8/100
3/100

19/100
13/100
19/100

8/100
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A SYSTEMS APPROACH TO CORONARY CARE EVALUATION

Participants

Morton Robins - Moderator hf. A. Rockwell, M.D.
Acting Chief, Study Design and Analysis Director, Rand Health Program

St’rrff Rand Corporation
Regional Medical Programs Service

A Study of Corona~ Care Unit Effectivene=

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 tr~ces 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 ~rformance. Data should
be collected describing patients admitted to the unit,
how rapidly the y reached the CCU following their onset
of symptoms, their clinical course and treatment during

their CCU stay, and their clinicaI 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 etch 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 beIieve 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 waYs of reducing the cost of CCU care without Corn+

patient admissions. Second, periodic summary reports promising its quality. These include: (1) using specially

have served as a focus for teaching conferences for CCU trained CCU technicians to supplement nurses in the

physicians and nurses. Third, data collected by the sys- units, and (2) using automated monitoring equipment to

tern have helped the CCIliMP assess the effectiveness of eliminate the requirement for continuous surveillance of

their nurse training program. Fourth, data collected by ECG monitors.

the system should make it possible to investigate several
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Lrses in the EVALUATION OF INSTRUCTIONAL TECHNOLOGY PROJECTS
luipment to
“veillance of

Participants

James E. Dyson, Ph.D. - Moderator James Barrett, Ph.D.

Director, Continuing Education” Division Continuing Education Division

Colorado-Wyoming Regional hfedicaf Program Colorado-Wyoming Regional Medical Program

M. Gene Aldridge

Cecilia C. Conrath
Continuing Education Division

Chief, Continuing Education and
CoIorado-Wyomirrg Regional Medical Program

Training Branch Wlffiam Engbretsorr, Ph.D.
Regional Medicaf Pro~ams Service President, Governor’s State University

Summary of Sesion

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 heId 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 Milfs, Maryland 21117

Gerald W. Gaston, D.D.S.

OSRMPIAI Project Supervisor
The Ohio State University
Columbus, Ohio 43210

David L. Bell
BOX 488

Altadena, California 91001

I
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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. temporary losing California participants and

poor voice transmission interfered with the reception.

Gene Aldridge assembled kits of materiat on evac-
uation of instructional technology and learning theov.

Bibliographies on the general field of learning, teaching

with fdms, guides for TV teachers and considerations for
judging audiovisual presentation standards were among

materiaIs distributed.
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Summary of Ses5ion

WILLIAhl B. MUNIER

The objective of the Special Interest session on
Evaluation 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 Iearning was planned, the product of
the session was good, and all present participated

actively, the conference was subjectively judged a !
success.

I
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EVALUATION OF MULTIJ?HASIC SCREENING

Participants

DonaId N. Logsdon, M.D. Frank R. Mark, M.D.
Associate Director, Multiphasic Health Chief, Operations Research and Systems

ScreeningCenter Analysis
Department of Community Health ‘Regional }ieciicd Programs Service
Brookdale Hospital Center

Evaluation of Mdtiphasic Health Testing

DONALD N. LOGSDON

In the chapter entitled Evaluating the Quti]ity of
Medical Care by Avcdis Donabedian from the recent
book Pres]’rnptornatic Detectiotl and Ear(v’Diagnosis by

Shark and Keen, the conclusion is reochcd thtit
“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 wiil 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 vaIue 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 multiphmic
screening (testing) service to be based upon the follow-
ing operational model.

The refore, ewdutitiun of MHT projects funded

through NCHSR&D should proceed on three levels.

AcHmv~MfiNcr o~ TECHNOLOGICAL OBJECTIVES

PI-H was at that time proceeding on the resumption
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

Itis imperative to determine the relationship which
exists between the result of the abbreviated glucose
tolerance test as employed in MHT and stairdard 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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A standard procedure for reporting MHT results
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.

Stanakrdization 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 p}ograms with minimum

further investment for software development in these
specified areas.

Cost Analysis

Major components of MHT needed to be defiied.
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.

182

Personal Physicians
Utilizing the

Information in
A Specified

Manner

produces

produces

@ali~ Control

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 character+
tics of the screened population were to be reported to

PHS. Comparison of 2 with I 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
regulm medic~ care, Utilization of medic~ care within

past six months, date of last general physical examina-
tion, and fol[ow.up results.
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3. The yield of significmt 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 a 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 Kaiser-Permanente 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 BrookdaIe 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 deIivery of health
services in an urban environment? Can MHT become an
effective component in a primary health care system? It
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-

sa~ to “close the information loop” by establishing a
Follow-up Clinic which would have enabled the program
to accomplish 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 fo!

tion by Follow-up Clinic physicians.

the poverty popula-

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 ~vould 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.

ive begun to evaluare MHT at BHC as part of a

primary health care system at intermediate points and to

determine feasibility of ussessitzg end results.

In December 1969 a subcontract was signed and work
begun for biostatistic~ retrieval and analysis of the data

on the 14,000 screenees processed at the Brookdale

HospitaI 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 Pdbulated 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 occuIt 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.
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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 ‘Lunknowness” 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 disabdit~

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 o.f MHT in a l?inra~~ 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

Brook dale Hospital Center business office. However, it is

apparent that a true cost anaiysis 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 items 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-effort

study has been built into the computerized modu]e for

support of follow-up activities. These components must

be costed out in a AMHT in addition to those items

included in the recent reports on costs of the Kaiser.

Permanence MSP in the New England Journal of Medi.
Cine. These additional items will obviously increase the

cost of AMHT programs involved in motivation and

follow-up and the question to be answered is lIOW mu~h.

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 Reactiott 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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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?

How do physicians adapt their practices to an

automated heaith testing program?
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 Medicd

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 YOUI opinion, did the summary contain more information
than ~vasnecessary, just about the right amount of information,
or not enough information?

More information than necessay . . . . . . . . . . 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 easy . . . . . . . . . . . . . . . . . . . . . . . ...111 34%
Ftirly easy . . . . . . . . . . . . . . . . . . . . . . ...112 34%
Somewhat difficult . . . . . . . . . . . . . . . . . ...70 22%
Very difficult . . . . . . . . . . . . . . . . . . . . . ...32 10%——

325 100%

[n your opinion, should the normaf range of results be indi-
cated on the summx.ry?

Yes . . . . . . . . . . . . . . . . . . . . . . . . . . . ...290 90%
No . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .4 10%—

321 100%

N’asthe blood gfucose test and result clear to You?
Yes . . . . . . . . . . . . . . . . . . . . . . . . . . . ...280 90%
No . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .= ~o

310 100%

W’as the histogram arrangement of the hearing test results
clear to you’?

Yes . . . . . . . . . . . . . . . . . . . . . . . . . . . ...186 63%
No . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 111 37%——

297 100%

How useful was the medical history questionnaire? Was it
very useful, somewhat useful, not very useful, or worthless?

Very useful . . . . . . . . . . . . . . . . . . . . . . . ...34 12%
Somewhat useful . . . . . . . . . . . . . . . . . . . ...92 34%
Not very useful . . . . . . . . . . . . . . . . . . . . ...92 34%
Worthless . . . . . . . . . . . . . . . . . . . . . . . . . ..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 medicaJ history information or not a very good
way?

Good way . . . . . . . . . . . . . . . . . . . . . . ...127 50%
Notavery good way . . . . . . . . . . . . . . . ...127 50%——
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How heIpful did you find this reference manual in reading
the patient summary? Did you find it very helpful, or somewhat
helpful, or not at allhelpful?

Very helpful . . . . . . . . . . . . . . . . . . . . . . ...75 44%
Somewhat helpfrrl . . . . . . . . . . . . . . . . . ...-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 Brookdafe should be free of cost to examinees or
Should there be a charge?

Shouldbefree . . . . . . . . . . . . . . . . . . . . ...152 50%
Should bea charge . . . . . . . . . . . . . . . . . ...152 50%——

304 100%

Doyou think that a screeningprogram like Brookdaleshould
refer both normal and abnormal patients for follow-up by a
physician or ordy patients with some positive condition?

Both normal andabnormal . . . . . . . . . . . . . . 241 67%
Positive condition only . . . . . . . . . . . . . . . . . 103 33%——

344 100%

Clinical Laborato~_@alitY Control Studies:

After several attempts over two years, there has been
relatively little success in providing assistance to the
Clinical Labs in AMHT fordeveloping 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 – BrookdaJe AMHT and NCDC
through individual and group interaction.

a.

b.

c.
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Develop recommendations for reference method-

ology, enzyme units.
Anticipate problems in SMA technoloa and
calibration.
Design and prepare Multiphasic Text Panel for the
elucidation of methodologic, technical, and cali-
bration problems. Check stability of materials.

d

1

Pretest in local laboratory. Example: cholesterol
study.

Design general outlines of AMHT internal quality
control system: calibration, serum monitor,
laboratory responses; design a system of extern~

evaluation.

OTHER STUDIES OF MULTIPHASIC

HEALTH TESTING

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 thk 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 circurn
stances:

1. It 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 Yea~

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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APPENDIX 1

NUMBER AND PERCENT PREVALENCE OF CLINICALLY SIGNIFIC.4NT ABNORJIALITIES
ON 13,OOOsCREENEES

THE BROOKDALE HOSPITAL CENTER
MULTIPHASIC HEALTH SCREENfNG CENTER

FEBRUARY

Test

Blood pressure >160/95 . . . . . . . . . . . . . . . .

Electrocardiogram . . . . . . . . . . . . . . . . . . . .

~est X-raY . . . . . . . . . . . . . . . .......””

Cervical cytology, III . . . . . . . . . . . . . . . . . .

Vk.ual Distant ~20/40 . . . . . . . . . . . . . . . . . .
acuity :Near~20/50 . . . . . . . . . . . . . . . . .

Tonometry:
~21.9mm Hg:OD . . . . . . . . . . . . . . . . . .

0s . . . . . . . . . . . . . . . . . .

>23.8mm Hg:OD . . . . . . . . . . . . . . . . . .
0s . . . . . . . . . . . . . . . . . .

Spirometry:
Pred. FVC<8Wo . . . . . . . . . . . . . . . . . . . .
pred. MVV<80% . . . . . . . . . . . . . . . . . . . .

Audiometiy~30db . . . . . . . . . . . . . . . . . .

Dental: Teeth, pororbad. . . . . . . . . . . . . . .
X-Ray

Edentulous . . . . . . . . . . . . . . . . . . . .
Alveolar bone loss severe . . . . . . . . . . . .
Other X-ray abn. . . . . . . . . . . . . . . . .

cytology II-IV . . . . . . . . . . . . . . . . . . . . . .

*NEJM VOI 280 No. 9 p. 459-463

1968 -NOVEMBER 1969

Brookdale Hospital Center
Total all ages

No. %

4058 31.5

3203 25.0

1053 8.8

8 .13

1917 14.9

817 6.8

545 4.7

659 5.7

194 1.7

255 2.2

2505 24.1

2327 22.4

3050 28.3

1454 11.7

1333 18.0

1439 19.5

8785 37.8

31 .25

Kaiser Perrnanente”
Total all ages

% cost

4.1

17.3 $5.90

7.4 6.20

15.8 1.85

0.3 183.00

2.2 14.10

16.2

,



CLINICAL LABORATORY TESTS

Tests Abnormal limits Clinically significant abnormalities

Brookdale Hosp. Center

No.

Hemoglobin:
Females . .. . . . . . . . . . . . . . . . . . <12grns. % ’737

Males . . . . . . . . . . . . . . . . . . . . . <13grns. % 249

Total . . . . . . . . . . . . . . . . . . . . - 986

Hematocrit:
Females . . . . . . . . . . . . . . . . . . . < 38%

Males . . . . . . . . . . . . . . . . . . . . . <40%

614
122

WBc . . . . . . . . . . . . . . . . . . . . . . . . . <4&>12,000/
cu mm

RBC:
Females . . . . . . . . . . . . . . . . . . . <4.2m
Males . . . . . . . . . . . . . . . . . . . . . “.5m

Cholesterol:
>95 percentileforage . . . . . . . . . . . . . . . . . . . . . . . ~~~
Males . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...”.
Females . . . . . . . . . . . . . . . . . . . . . . . . . ...”.” 387

VDRL . . . . . . . . . . . . . . . . . . . . . . . positive 81

Urine:

I88

Culture:
Females . . . . . . . . . . . . . . . . . . . >16c01. 679

Males . . . . . . . . . . . . . . . . . . . . >16c0’. 63

Glucose . . . . . . . . . . . . . . . . . . . l+t04+ 780

Protein . . . . . . . . . . . . . . . . ..- l+t04+ 550

Acetone . . . . . . . . . . . . . . . . . . . l+t03+ 155

Total all ages
%

9.5
5.3
7.9

7.9
2.6

3.4

5.0
5.0
4.99

.7

8.8
1.5

6.3
4.4
1.2

KaiserPermanente
Total all ages

% cost

10.3
3.1

2.2

1.5

3.3
0.4

8.2
6.4
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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 primariIy 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 expsct 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 activ~ties, ,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 wiIl
correctly add that some decisions must be political and
humanitarian, neither of which viewpoints is considered
in evaluation.



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 usconsider thestrengths andweaknesses 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 amual 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 primiti~’e 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 know] edge. 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 EFFECTIVEF33S 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 evacuation 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 ~
providing more convincing information on the value of

stroke and rehabilitation programs.

ACTIVITY CHANGES

Many activities are held to be desirable when they
seem iikely to delay the onset of stroke or improve the

function and speed the recovery of stroke patients. An
effect ive 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 “optinlal” care may not in-
evitably improve the hea]th of the recipients of care. It is

!ssential, t
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~ssential, therefore, that some R\lP’s try to show that

heaIth status is raised when a change in resources is fol-

lowed 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 resuIts 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

m general hospitals. This will not be the only change in

end results, but it is the change which is most reodily
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 I 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 invoIves 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 morttility for stroke is to expect
too much of primary prevention. In its first few years,
this program must be evaluated in terms of its irlter-
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 hypertensive 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

If evaluation were partly a reseorch 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



same extraneous factors which could produce the
changes under study. “Before and after” studies become

much more successful evaluation efforts when they $how
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 cm foreign
shores.

In the 1970’s, we may still expect some voyagers in
the ships of stroke programs and rehabilitation to be
sIow 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 embarkation; 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.

.4n Evaluation of a Stroke Program

in California

BERTRA?? L. TE.WAN, M.D.

Area VIII of the California Regional Medical Pro-
grams consists of Orange County and, for this specific

program, Long Beach. This area incorporates approxi-

mately two miflion 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 beemset up at Memorial Hospital of
Long Beach. Although all disciplines of rehabditation
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 thers-
pist. Each hospital in the Area is invited to send these

three members of the health team lo Memorial Hospital
of Long Beach to take special stroke training; back-up
teams afso 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 nurse
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 Memorial
Hospital of Long Beach.

The medical faculty to train these stroke teams in.
eludes specialists in all aspects of the stroke problem.
The paramedical faculty includes all standard rehabilita.

tion disciplines, i.e., physical therapist, occupation~

therapist, nurses, speech therapist and social service

workers.

After completion of the training program the core

returns 10 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 ordy 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 H, 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
III, 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 demort-
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
VIII.

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 \vill 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 tilerapist 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 211staff members for consultation.
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Presently, one }ear after the team training was

initiated, an assessment of the stroke teams in Area VIII
reveak 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 progrom 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 MedicaI and Medicare funding, there was a

marked curtailment of available monies to extended care
facilities in our Area. This not only makes it economi-
mlly impossible for them to send staff for an extensive
training program, but also limiti their obility 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
fol[ow-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. hr 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 perso[~ne] from the surrounding

extended care facilities will be invited. It is hoped that

personnel in the facilities will become more aw~re 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 e~tended 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 core 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 utilizins a cfirefulIy

selected faculty representing 011 disciplines of stroke
rehabilit~tion. These volunteers will function in a copa-
city to aid in the resocialization of the stroke patient
and, whenever possible, will assist him in his relltibilita-
tion progranl under the guidance of the special therapist

fo[lowing the patient’s dischorge from the hospital.
In 1969 the Collaborative Community Stroke Survey

was begun in seven counties throughout the United

States in an attempt to g~ther pertinent epiderniological
dat~ concerning stroke throughout our country and
comp~re various separate arem. 0ran3e 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 deveIoped 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

stroke

patient has improved in our Area as a result of the
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 cIearly defined

areas of responsibility: Local Stroke Program

Committee with Subcommittees (ImService Edu-
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2

3.

4.

5.

cation, Discharge Planning and FoIIow.UP, ~ea
Resources Development, and Public Education.)

Development of a Basic Training Course for Stroke

Teams and of an In-Service, Education Program for
other professional health personnel of the commu.

nity.
Development of an In-Service Training Program
for paramedical personnel to make them knowl.
edgeable in rehabilitative techniques.

Development of guidelines (organizational, medi.
cal, nursing, and rehabilitative)
Coordination with State Board of Health Physic~
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 retriev~
for feed-back to community health personnel.

8. Determination of qualifications and procedures for

obtaining a local, part-time secretary.

Program Des&n 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 St~te 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. Communiy Approval. (a) The aims and proce-

2.

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. (c) A permanent Local Stroke Pro-
gram Committee is formed, and chtirmen of Sub-

committees appointed. (d) Members of In-service

Education Subcommittee (“Stroke Team”) are

selected by the Program Committee.

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,
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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 34 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 Iaborat ory 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 1a and lb 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-Se?vice 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 lb)

3. Date of Discharge Planning
4. Discharge Plan
5. Date of Discharge

6. Date of first follow-up
Follow-up Date: Periodic follow-up reports

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.

2.

3.

Community Stroke Progiams 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.

Education, training, and more effective use of

manpower participating in local programs:

M. D. . . . . . . . . . . . . . . . . . . . . . 125
R. N. . . . . . . . . . . . . . . . . . . . . . 390
P. H. N. . . . . . . . . . . . . . . . . . . . 103
P. T . . . . . . . . . . . . . . . . . . . . . . 18
L. P. N.s and Aides . . . . . . . . . . . . . 314
Others . . . . . . . . . . . . . . . . . . . 55

Totai . . . . . . . . . . . . . . . ...1.005

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 pre-stroke program and
145 post-stroke program patients.)

Patient evaluation

1. Blood pressure . . . . . .
2. Type and speed of

onset . . . . . . . . . .
3. Side, severity of

weakness . . . . . . . .
4. Functional ability . . . .

Useof Multitests

1. Electrocardiogram . . . .
2. F.B.S./2 hr. pp.

sugar . . . . . . . . . .
3. Other (skull x-ray,

etc.) . . . . . . . . . .

Pre-stroke
program

cohort

71%

Two

59%
46%

27%

39%

18%

Post-stroke
program

cohort

96%

88%

72%
63%

51%

63%

27%
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Pre-stroke
program

Patient evacuation cohort

Treatment

1. Stroke admission
orders . . . . . . . . . . 7%

2. Rehabilitation begun
within 48hrs. after
admission. . . . . . . . o%

Mortality within 48hours . . 24%

Dischargeplanningdone . . . 49%

Scheduled, follow-up care
to date . . . . . . . . . . None

Post-stroke
program
cohort

71%

22%

16%

61%

100 pts.

Measurement of Health Status (side and severity of
weakness, functional abilities, etc.) at admission, dis.

charge, and at 3-month intervals thereafter is presen~y
available on approximately 20(1 patients treated accord.
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 hospit~

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

CharlesR. Key, M.D.- Moderator GeorgeLinden
.A?.skt2ntDirector for Cancer Chief, CaliforniaTumor Registry
New Mexico Regional Medical Program State Department of Health

Abraham Ringel
Public Health Analyst, Operations

Charles R. Smart, M.D. Research and Systems Analysis

Director, [ntermountain Tumor Registry Regional Medical Programs Service

Use and Evaluation of Cancer Registries

ABRAHAIM 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

operation of their institutions, as well as to community
planners to deterrrdne priorities and the allocation of
resources for facilities, equipment, and manpower.

However, it must. be emphasized that statistical re-
ports without analysis and interpretation have little

value. hlost physicians and other users of registry data
do not have the time or background to evaluate statis-
tical data.

A subsidiary value of a cancer registry is its effect in
the preparation of complete and accurate medical charts.
One way to measure this would be to evaluate the com-
pleteness and accuracy of various items in medical charts

prior to the initiation of the registry, with medical charts

completed after the registry was organized. Comparisons
of the information recorded concerning diagnosis, extent
of disease, pathology, and therapy for the same sites in
the two periods might show significant changes for the

better.

Examples of measures to determine the effectiveness
of cancer registry programs are:

1. Improvements in the medical follow-up of patients
in each of the participating hospitals;

2. Improvements in the proportion of cases micro-
scopically confirmed in the participating hospitals;

3. Improvements reflected in the earlier diagnosis of
cases by anatomic site;

4. Changes in the length and/or quality of survival,
by age, sex, race, and socioeconomic group for
each type of cancer;

5. Improvements in the completeness of reporting by

participating hospitals;
6. Improvements in the completeness and accuracy

of abstracted cancer cases (quality control);

7. The schedule of participation and compliance with
agreed upon procedures and definitions by partici-
pating hospitals;

8. The utility and value of the central registry in
intramural and community
sional and public education.

programs of profes-
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.Mterrmti; e }Iethodolofies for Ew!uatim

of Registries

GEORGE LINDEN

Let me first express nl}appreciation fo:beinginttited
to participate in this Regional Medical Program special
session on evaluation of cancer registries. Let me Z!SO

make clear ibai I am not in any tvay an expert in pro-
gram evdualion. I am here :oday becauss of my back-
ground and experience in the organization, operation

and use of 2 central ~ailcer registry. Nly first impulse,
when Mr. Rin~el invited me to participate, was to back

off as fast w I could; all I touid think of\vas “1 don’t

knew; how to tvaiuate cailcer registries .’’But,MFlingelel
is \~i}/ persuzsi\re. He accepted m} starement mid [hen
went on from :here to con~inct me to par~icipate in rhis

session.

Evalutition itself is not ne~~ to me. M> lrainin~ 2s a

statisticia~l and rny position as Chief of C31ifornia Tumor
Registry for more than fifteer; ymrs have forced me m
be contlrruousiy a\vare of tile problem of evaluating
what I was doin~ or attcimpling to do. 310st of i: has
bee n iilfu rrn.d~-the one rlmml evaluation having
occurred ~J,h~ilI first joined [he Registry staff. The
Registry, ~vh~tih had been operating for seven years.
underwent a lhorough evaluation of its activities. l-his
resulted in tiie deletion of nlafi} items whicil \I,ere
originol!} thought to be “nice to P.no\\ about” md some
v,l-, ic]i IYCT: irjportant bui net obtainable and i!so ill-
voIved Somf b:si: chmges it. procedures which made [he
Reglstr} mrr~ sfll:~~nt anti bet[er able ICImeet its goa!s.

Our puqcs? here is lr dismss means of evaluating
cancer registries \vhich hove bwri developed as p~rt of

the Regions; lledi~al Progr~m ac~ivities. .Any such eval-
uation most. c,f :f.)urje, ~00 ‘~a~k 10 l]le purposes Cnd the

gozIs for ~vhi;h T;!< regis~ries v~e;e established. Tllest will
diff:r am@]le :!R Various ~per~~ions and each regis[ry--
v,iiI hare iO be e’,aluated ili tsrms of its own precise
purposes find gods. There is. hoverer. a common ~o~l
th3?underlies :he activities of 21icancer ;tgisIries 3;IcI all

cancer prcgrms and that is the benefit to the cancer
patient. The primar} question therefore bt;omes “t~lst
effect does die regist~ have on the cancer patients”’”

Since the sLirTi\31 of cancer patients is usually the fo; us
~~four measure-r,sr~~s, the qu~>tion cm be narro\~sd t!c:
“ll’h~t has t,e i~gk~r~ done to improve the surii’a! ~f

Concer ptitients?’”
It is precis:l> this questic,n which led to my initial

reaction of pu!!irig back and sa!ring I didn’t kno\v 11OMto
ev31u2te carj:~r !egistries, Can \se prc[e that the 3ctivi-

t~:$ of t!:e ~e:~:[-;’ a~tiia!!) !:d IO the ir?cre~sed survival

]gi

of ciincer palic:lts and th~t this increased survival ~tould

not have occurreci without the activities of the central
cancer registry? I can assure YOU that this is a very diffi.

cult h!’pothesis :0 prove directly and conclusively,
This does not mean, however, that e~aluation is

impossible: cancer registries can be evaluated b\
dropping do\\n to a lo~~er order of evaluation. There ar~
IIlally areas in our work and personal lives where coin.

plete scientific proof of a given h>’potflesis cannot be
obtained but \vhere the preponderance of evidence leads
us to what !VC regfird as a reasonable conclusion and
action can be mken on the basis of that conclusion. For

example-one of dle goals of most central cancer regis-
tries is to proiide data and information that is useful to

the nmdi:al COilUtl UIl;ty in its cancer educational acti\,i.
ties. These data pl-ovide a resource for the physician in
describing and analyzing his experience or his hospital-s

experience a:ld con also be used as a basis for clinicd and
other studies. I \\ould not want to take on the task of

proving conclusitel! dnd .wientificall>’ that the use of the

dsta for medic:]] ecluc~ticm did in fact assist the cancer
p~tient. Conycrsl!’, however, there \vould be little dis.
~grecnlent ivith Lhe assumption that the coritinuing

education of pl)}siciam \vho are diagnosing and treating

mnccr puticnts \vill help the ptiticnts with cancer. If we
can acccpi this m a reasonable assumption, we can then

say th~t on? {~ftll~ goals of a cancer registrj is being met
v,hen we plo\-ide ph}rsicians \\irh these data. The next

step is to dccidc vherher the registr> is in fact providing
sudh d:~ta, and here we we on much firmer ground. W’e
~iill revitlv ?}lr ~clivitles of the ~e~istry and determine

~~hethcr the rcyis{ry 11OSor has no: pro~ided such infor-

nrJtion for t!w use of the medical comrnunit!r. We can go

one step furtilcr and tr~ to deterinine ~~’hether in fact
tlwse data arc being used and hov. thea are being used
b! the medical. liospital, and pubiic health comrnunit}.

Another ex3nlple of the e\’aluation of a cancer
registr}, on ~i,]l~t I call a s~colldar~ level has to do with

the follo~t’ing: can \\e prove con~lusively that medical
follow-up incrtxes the survival of the cancer patient?

O~tahling SUCh proof may be posjib]< (it certainly would
be difficult to do) and I’ve heard the statement chal-
lenged. I tilink 1 ~rn a reasonable person. 1 think it rea-
sonable [Iut medical follov-up of cancer patients Will

result in l~i]g~r suryiva] than t]le survita] of Datients \vho
receive no medical follo;v-up afte: their fi~st course of
treatment. I anl v:illing to accept t]lis assumption and
therefore \vould accept an increase in rile level of

nledid foliow-l]p of cancer patien:s aj ~virjence that t~le
registry acii\;ity had been beneficial (bei]jg ah IIard
hc~ded. I v,ollld v:ant to sre cridence showing that ‘t

-
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We are on much firmer ground when we consider an

item of evaluation }rhich the American College of Sur-
geons is planning to introduce as a requirement in their

cancer program–that is, the quality of survival. I think it
would be easier to prove and certainly easier to accept

the hypothesis that continued medical follow-up is bene-

ficial to the well-being of the cancer patient.
The point of these remarks then is that while we may

not be able to prove directly and conclusively that ~
cancer registry increases the survival rates of cancer
patients, we can on reasonable grounds show that the
successful operation of a cancer regist~ does benefit the
cancer patient.

The Regional ?viedical Programs are a comparatively
young operation and the cancer registries organized as
part of this program even younger. !vlost of the registries
were organized during the last couple of yems. It may

therefore be a little premature to attempt to evaluate
them in terms of the final goals for which they were
established. It may instead be necessary to look at the

registries in terms of their developmental goals during
their early organizational years. It is obviously not
possible to judge a registry in terms of publication of
five-year end-results if it has only been in existence for
two years. The factor of time therefore becomes im-
portant. How long has the registry been established? If it
has been in existence for only one year or two years,
what goals were specified for completion within that one
or two year period?

Evaluation will therefore probably be in terms of
technical goals. Is the registry system itself organized
and operating? Does the registry have properly trained
staff? Have the details of the operating system been
worked out? Have they been documented? Is the system
actually working? Are the various parts of the system,
hospitals, physicians, etc., cooperating fully?

Has the registry developed suitable forms for obtain-
ing the original data plus a handbook of instructions for
those who are charged with obtaining the data? How
good are the data being entered into the system? Does

the abstract or other form on which the data are entered
accurately reflect the patient, his cancer and his treat-
ment? What educational means are being used to insure
that the personnel in the hospitals abstracting the data

are trained and knowledgeable? Are workshops being
conducted to assist these people? Has a program of
quality control of data been instituted? Is there review
of incoming records and independent abstracting of a
sample of cases to insure a high quality of data?

Is the coding and classification of the various pieces
of information entered into the registry system accu-
rate? Is there any check on the quality of coding? Is the

dat~ processing system working as it should’? Are the

data being processed accurately and on time? Are the
computer programs for processing and retrieval of data
functioning properly? Can data be obtained quickly and

at minimum cost?

Ho\v current are the data? Are the hospitals reporting
cases early enough or are they lagging behind in their
abstracting? How good is the follow-up system? Is it

working as originally planned or are there difficulties in

carrying it out? What proportion of patients are actually
followed? What proportion of patients are followed

medically?

These are some of the questions which you will be
concerned with in evaluating the effectiveness of a
registry operation during the first organizational years.

Although the accumulation of information on sur-
vival may take a number of years, it is still possible for

the registry to feed information back to the hospitals,
the medical community, and the individual physician (if

this is part of the reporting process) during the early
ye~rs of the operation. It can fairly early provide basic
information on the demographic characteristics of the
cancer patients, their cancers (site, histologic type, stage,
etc.) and treatment. Information on stage of disease can
provide an estimate of the level of early diagnosis of
cancer. This can be used to support a program to
improve the level of early diagnosis and bring patients to
treatment earlier.

I don’t want to exaggerate the output that a registry
can produce in its early years. A registry’s usefulness
increases with time and the early years are a time of
limited output, What is most important of course is that
the community and especially the physicians be in-
formed of the progress of the registry and be the recipi-
ents of early output of information. This is an important
point for evaluation. Has the registry produced any

data? If so, has it been disseminated to the medical,
hospital and lay communities? How has it been used?

I would like to take a few moments to stress the
documentation of activities carried out by a central
cancer registry. At the beginning of my talk I mentioned
the informal evaluation which occurs almost continu-
ously. On occasion it becomes very immediate and
important. We were asked, several weeks ago, to provide
documentation regarding the value of our activity to the
Department’s program. I was told, at 3:30 P.M. on a
Thursday, that the documentation was to be ready
before noon on Friday. We have, during the many years

!,,
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of operation, developed material which can be readily
used for documentation. I wrote a very short statement
regarding our program and attached to it two of the

documents which we had developed. One of these was a
Progress Report which is compiled every six months. We
originally started this to keep track of and to evaluate
our own activities. We have since found it useful in many

other situations. A copy of this report is available for
observation on the table. The other document I attached
was a list of publications which the Registry has pro-
duced. I believe this kind of documentation is extremely
important in evaluation of a cancer registry.

The Progress Report for January-June 1970 shows
the number of cases received during the first half of
1970 and the total as of June 30. It also shows the status
of current follow-up efforts, including the number of
cases in active follow-up, how many died, the number
actually followed and how many were medically ex-
amined. The report also contains a detailed description
of the requests for data which were completed during

this six month period. There were a total of 57 such

requests and I believe that the listing of the individual
requests constitutes evidence usefuI 111evaluation of the
activities of the registry. The annual reports which we

provided to hospitals during this period are also de-

scribed. There is a section on the Hospital Data Books
which we developed this year for each of the partici-
pating hospitals. The Data Books provide a compre-
hensive and clearly presented account of the cancer
experience of each hospital and are a solid example of
the usefulness of a central cancer registry. A copy of the

Data Book is also on the table. The Progress Report also
includes a description of a number of studies in which
we were im{olved during this period, a listing of two new
publications, a description of the future plans of the
Registry, and an account of our activities with the
Regional Medical Programs in California, It also covers a
proposed central cancer registry in Los Angeles County;
hospital consultation, training and lectures carried out

by the Registry staffi the activities of the Alameda
County population based Cancer Registry; work per-
formed under contract with the hTationa.l Cancer Insti-
tute’s End Results Group; the Third National Cancer

Survey; and a Iist of visitors to the Registry. The Pro-
gress Report has developed from very modest beginnings
to a very useful tool for orientation and for documen-
tation of the activities of the California Tumor Registry.
Other evidence and documentation of the Registry
activity is available for your review on the table; there
are also sign-up sheets if you \vant copies of any of the
material.
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A few words about what one writer of the matenal ~
received in preparation for this session called “dynanuc

evaluation”. I agree wholeheartedly that the ev~uation

process should not be static. The placing of a value on
any part (or all) of the registry system should be fo].
lowed by the inquiry, “Does the evaluation indicate that

changes are necessary to improve the situation?” If so,
the evaluation should at least indicate the necessav

changes and possibly initiate action to make the changes.
Maybe we should propose that a future evaluation be
made of the effects of the present evaluation. Was it
worth the time and effort? Did it really result in an

improved registry program?

What I have said today is certainly not exhaustive in
terms of evaluation of cancer registries, but I hope that
the combination of your own discussions on program
evaluation and our presentations and discussions here
will make it possible for you to evaluate the activities of
your own cancer registry program.

Methodologies for Evaluating Effectiveness
and Value of Registries

CHARLES R. SMART, M.D.

Incidence and Epidemiological Registries study the

differences in geographic, racial, religious, environ-

mental, social and economic groups seeking etiological

factors leading to prevention.

End Results Registries study survival to determine

national baselines and to monitor change in survival
rates.

The Clinical Cancer Control Registry has in the past

been hospital based and patient oriented. attempting to
control cancer through encouraging life-time interval

follow-through examinations on all patients having had
cancer. Through the regular follow-up examination it is
hoped that recurrences and second primary cancers WN
be discovered at a time when they can still be cured.

T’his type of registry also seeks to serve as a self-evalw
story and educational mechanism for both the hospital
staff and individual physicians.

Wlile these various registries are emphasizing one

phase of the problem or another, their functions greatlY
overlap and their goaJs can be summarized under the
headings of service, education or reseurch.

In October 1965, Congress passed public Law 89-239,

known as Title IX - Education, Research, Training, and

demonstrations in the fields of Heart Disease, cancer’
Stroke, and Related Diseases, encouraging throu@
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grants the development of cooperative arrangements

among medical groups and institutions in making avail-
able to their patients the latest advances in the diagnosis

and treatment of these diseases. This bill has given rise to

many new clinical cancer control types of registries to

assist in clarifying the local problem with solid facts,
thus allowing logical planning of needed programs and

assuring a greater continuity of re-examination of cancer
patients. We shall concentrate upon and describe

methods of evaluation of this type of registry.

OBJECTIVES AND EVALUATION

Analysis of goals and objectives must precede eval-
uation.

1. Decide upon the goals you intend to reach at the
end of the program

2. Select the procedure, content, and methods which
are relevant to the objet tives

3. Carry out the program
4. Measure or evaluate the performmce according to

the objectives or goals originally selected.

PROGRAM DEVELOPMENT

nObjectives

DYNAMICS OF PROGRAM EVALUATION

Accentuate the positive
Eliminate the negative

(PROGRESSION)
but

o
Eliminate the negative
alone leads to stereotyping

(STATIC)

Cancer Control depends upon both Physicians and
Patients. The physician is busy and must find the inter-
action with the Cancer Control helpful and satisfying –

the re-enforcement must be meaningful. Knowledge,

skills and attitudes developed on the part of the physi-

cian will be transferred to better patient care. Evaluation
feedback from the physicim and from patient care

should be utilized in adjusting the program’s methods or

objectives.

By modifying the evaluation measurements used in
educational programs (attendance, opinion, gain in

knowledge, change in behavior), one can develop the
following parameters for the evaluation of cancer

registries:

1
7-.
3,

4.

5.

Utah

In

Part icipat ion

Opinion or Attitude of the physician
Improvement in life-time interval follow-through
examinations

Improvement in patient management
Improvement in potient survival

EXAMPLE OF PROGRAM EVA LGAT108

Tumor Registty

October 1966, the tumor registry of the Inter-

mountain Regional Medicd Progrmn was formulated on
paper. The registry was an integral part of a compre-
hensive cancer control program involving clinics, semi-

nars, telephone - radio - TV programs, etc. The general
concepts are depicted in the diagrams on the following

page:
The objectives of the Cancer Control Registry were:
1. To survey and to establish local baseIines.
2. To provide local practicing physicians with accu-

rate, meaningful feedback.

3. To save lives through the systematic follow-up of
all cancer patients.

4. To identify deficiencies and design operational
projects accordingly.

5. To evaluate operational projects.
At first the importance of No. 3 was not completely

appreciated. It now heads the list.

Methods

1. Gain the support of the medical profession, hos-

pitals, health department, cancer society and other in-
terested health agencies.

2. Enhance presently existing hospital tumor regis-
tries by providing:

a. Meaningful listings of their patients’ data
b. Survival reports by site and stage

I

I
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c. Computer written follow-up letters to their physi-

cians on all living patients not reported within the past
year.

d. Automatic updating from death certificates, read-
mission to other hospitals, etc.

e. Public Health Nurse tracer on alJ patients who

could not be found by the hospital tumor registry secre-
tary.

3. Divide and conquer cancer by providing each

physician with his own patients’ data as derived from
multiple hospital registries, enabling hlm to evrduate his
own cancer practice - patient follow-up, treatment and
survival. Listings of current medical references and state
and national survival rates are included on the physi-
cian’s computer report.

4. Merge and anrdyze the data from the entire state,

allowing plaming, evahsation, education and lost patient
follow-up on a regional basis.

a. Medical society articles are published in the Rocky

Mountain Medical Journal

b. Cancer society – developed rural cancer survey
ctinics as a resuh

c. American College of Surgeons Study Committee on

Cancer
d. The State Health Department

e. The Regional Medical Program – for evaluation of
operational projects.

Evaluation

For the purposes of this subject we will deal only
with the Utah data, although the entire registry now
serves six states and is known as the Rocky Mountain
States Cooperative Tumor Registry. Many of the present
innovations in this registry were contributions from the
other five states. While the Utah Registry did not offi-
cially exist until April 1967 when it received funding
from the DRMP, patient data from all 44 hospitals were

collect ed back to January 1, 1966, and in those four
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hospitals which had registries,
back to January 1, 1957.

data were included going

Tumor Reg”sby Report of Accomplishments

April 1, 1969- Sept I, 1970

New Cases . . . . . . . . . . . . . . . .
Follow upsetters . . . . . . . . . . . .
Cases folfowed up by public nurse. . .

Dead . . . . . . . . . . . . . . . . .
Referred to physician care . . . . .
Lostto follow up . . . . . . . . . .
Inprocess . . . . . . . . . . . . . .

Patient listings sent to physicians . . .
Hospital print outs . . . . . . . . . . .
outputs for specird research . . . . . .
Outputs for articles in Rocky Mountain

Medical Journal . . . . . . . . . . .
Training sessions for registry

workers . . . . . . . . . . . . . . .
Tumor registry handbooks printed and

distributed

Cumulative cases in registries . . . . .

IRMP & Sk state
Utah re~”stry regr”shy

7,707 19,134
49,287

319
42

176
73
28

2,445
230
61

8

4

650

40.488 51,915

Since in evaluation one is primarily interested h
determining whether goals and objectives have been
accomplished we will look at the results rather than how
they were achieved.

Objective No. 1. To save lives through systematic
follow-up of al cancer patients.

1. How many cases have been registered? Efifinatfig

benign tumors there were 28,996 cancers registered as of
September 9, 1970 in the Utah Registry. EItinat~g
further those registered in more than one hospital, etc.
(the non-analytic cases), we are left with 23,183 an~Ytic
cases which were treated by 774 physicians in 44 hos”
pitals. This is about 2500 new cases per year. Based 0“

the population of I million people in Utah, one WOUld

~ect 2,850 new
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~$pect 2,850 new cases per year, or 12.3% more than
~ere registered. No attempt has been made to pick up

tie cases divws~d and treated in physicians’ offices,
~hich make up a high percent of all skin malignancies.
~s is evidenced from the fact that the three leading

@matOIOgiStS in the state each have fewer than three

~ses recorded. BY checking the death certificates and
CIOSS che eking with the radiation therapists and

pathologists of the state and considering the number of
~atiefits diagnosed and treated out of our state, it would
~PPear that we are missing 15 -2070 of the malignancies

@the Utah Registry.

2. What fields of medical practice treat the most
~~~cer patients in the registry?

Field of practice

Surgery . . . . . . . . .
G.P.’s . . . . . . . . . . .
Int. Med. . . . . . . . . .
Radiation Rx . . . . . .
OBGYN . . . . . . . . .
Urology . . . . . . . . .
Neurology and Surg . . .
EAT . . . . . . . . . . .
Pediatrics . . . . . . . . .
Orthopedics . . . . .
Opthalrnology . .

No.
Doctors

138
252
122

5
80
23
17
26
43
35
26

“!,,ll

ciuded going ‘t

3.Physicians Non-Participation in ClrrrcerPatient Follo w-up Program.

rnerrts (Non-p~ticipation = over 10% or 5 patients not reported 2 yrs.)

By County of Reskience

sir state
t3y reg”sq

19,134
49,287

2,445
230
61

8

Non / total

G P’s 8 / 257 ( 3%)
Surg. 14 / 138 (10%)
OB-GYN 11/ 80 (14%)
Urol. 2/23 (8%)
Ortho. 2/35 ( 5%)
Neuro. 2 / 17 (11%)
Opthal. 2/26 (7%)
ENT 1/26 (3%)
Int. Med. 4 / 122 ( 3%)
Radiation O/ 5 ( O%)
Peal’s 1/43 ( 2%)

47/772 ( 7%)

Sa~t Lake Cty

2/77
11/87
10/ 54
0/15
1/26
2/14
1/13
1/19
2/89
0/ 3
0/25

30/ 422 ( 7%)

Weber Cty Utah Cty Other

No.
patients

7,748
3,417
3,059
2,676
1,897
1,778

563
358
294
196
127

0/26
1/20
1/14
21 4
1/ 5
0/ 3
0/ 5
0/ 3
0/20
0/ 1
0/ 8

2/37
0/10
0/ 7
0/ 2
0/ 3
0/ o
0/ 5
0/ 2
2/ 9
0/ o
0/ 2

4/117
2/21

0/ 5
01 2
0/ 1
0/ o
1/ 3
0/ 2
0/ 4
0/ 1
1/ 8

5/109(5%) 4/77 (5%) 8/164 (5%)

No.
patients~
Doctor

55
14
25

535
24
74
33
14
7
6
5

4
Since the above data depict the Non-Participation Rate the overall participation rate according to the criteria set forth is 94%.

650

51,915 4. A telephone interview was carried out with 102
physicians’ office staff to try to determine the manner in

terested in Whichtie follow-up letters were being used and if they
have been were helpful. The offices were chosen according to the
r than how size of Comunjty and the number of letters they were

receiving. 23% of the offices felt the letters were helpful
systematic as a reminder of those patients not returning for re-

examination. 8570 of the letters were completed by the
Mmirtating Physician, 11% by the nurse and 4% unknown. Only 8
tered as of offices had a system that would contact the patient if he
Mrn.irrating faded to keep an appointment, and most ‘offices de-
spitaI, etc. Pended upon the patient to return at the time of his
;3 analytic appo~tment but have no failsafe mechanism buflt M. “A
~ 44 hm- number of physicians known to be strong supporters of
Based on

me would

I

the tumor registry were used as a control; yet two thirds

of their secretaries said they knew nothing about it or
gave a negative response.

5. In view of the questionable validity of the above

study a survey questionnaire was distributed at a scien-
tific meeting of the Utah State Medical Association.
Fifty physicians were in attendance (some out-of-state

guests). Forty-one questionnaires were completed show-
ing 73% of the physicians felt the registry had been of
value or assistance to them. Of the 27% that felt it had
been of no value or assistance, three did not treat cancer
patients, two had not received any reports, two did not
use their reports, two were internists, and one physician

I
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Number of Letters per Office

l–lo 11-49 50+

Yes 1 Yes 2 Yes 1
3,000 NO 8 No 9 No 3

h
___
c

3,000 to
z

Yes 2 Yes 3 Yes 6

E 10,000 NO 6 No 7 No 5

6

Yes 5 Yes 6 Yes 6
10,000 NO 16 No 17 No 9

8/38=21Y. 11/40=27% 7/24=29 %

saw no advantage in the program. One wanted sirnpliti-
cation and remuneration.

6. Are the individual physician’s cancer registry list-
ings of his personal cases of any value in the saving of
patient’s lives?

a. These listings are simply a compilation of the most
significant data which the registry has on all of a
doctor’s patients. It supplements the tumor registry
follow-up letters in reminding the physician of patients
who have not returned, but in addition summarizes his
experience with specific kinds of cancer. A prominent

surgeon in Salt Lake City said, “Before I received my
personal computer listing of my cases, I could not
remember a single case of cancer of the stomach that
was living. I found that I have five cases still living. I
operate with a different attitude on patients with cancer

of the stomach now!” One of the busiest urologists in

our city said, “Before 1 received my computer listing I
thought carcinoma of the prostate was a pretty benign

Type of Practice

GP’s . . . . . . . . . . . . . . . . .
srlrg . . . . . . . . . . . . . . . . . .
Int. Med. . . . . . . . . . . . . .
OB-CYN. . . . . . . . . . . . . . .
Peal s . . . . . . . . . . . . . . . . .
Ortho. . . . . . . . . . . . . . . .
ENT . . . . . . . . . . . . . . . . .
Opthal. . . . . . . . . . . . . . .
Urol. . . . . . . . . . . . . . . . .
Neuro. . . . . . . . . . . . . . . .
Radiol. . . . . . . . . . . . . . . .

TOTAL

204

4/24= 17%

5/24=2 1 y.

17/54=31 y.

24/102=23%

disease. 1 was amazed to see the large percentage of MY
patients who have died rather rapidly of this diseme.’s

b. In assessing our success o; failure in any venture it
is important to have standards with which to compa~

our performance. In the physician listings, medical refer.

ences have been provided pointing out current thought
on the latest in the diagnosis and treatment of that pM-
ticular disease. I have been of the opinion that these

articles are little used and are likely a waste of effort. k
considering discontinuing them and utilizing the space
for a summary analysis of the states experience with that
site or for use in communicating educational messages to
physicians, a cry went up from the Wyoming Cancer
Registry. They found that their reprint service increased
300 fold following the distribution of physician listings.
The last time we alternated every other site with SUM-

maries of our state’s experience with that cancer. A
questionnaire in the form of a post card was prepfti

and sent on September 9th with the physician’s reports.
t,

Value Of Reports To Physicians

(post card questionnaire)

Questiomaire
Nos. Sent Nos. Returned Percent Returned

257
138
122

80
43
35
26
26
23
17
5—

59
42
38
15
10
4

10
3
4
0

~

23%
31
31
19
23
11
38
11
17
0

_Q

77 185 24%

,,
Percent Reporting (,..

Some or Frequent Value Little::;,, ~’

74%
90
57
30
50

100
100
66
75

0
Q

75%
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The questionnaire indicated that 82 did not use the

~ferences, 58 used them once or twice, 39 three or four
@nes and 17 over five times. 106 desired the future use

of both references and site summaries, 54 summaries

jone and 8 references alone, 16 indicated they wanted
~either.

c. The addition of State and National Survival Figures

s essential to the physicians’ report in order that he

uright have standards for comparison as well as for devel-
oping a better understanding of the natural course of

bat specific disease site and type. The latter will benefit

&n in future decisiomnaking regarding patient manage-
ment. One of the problems in our present reports is that
ye are corilparing absolute with relative survi\ml – which
@l have to be corrected,

:entag-eof my
7. In attempting to evaluate (measure) whether we

s disease .“ ue saving lives through systematic follow-up of all

my venture it ~ncer patientsj we have been skirting the issue and

h to compare Measuring the methods rather than theobjective. There
~edic~ refer- rre a number of studies showing where second primaries

~rent thou@t tie nearly as curable as the primary and where isolated

[t of that par- netastases have been cured in as hieti as 25%in some

m that these Elected series and where subsequent therapy to re-
? ofeffort. In ~rrent or metastatic disease has sometimes resulted ~
ng the space cures. Rather thzn trying to document each of these
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TheGovernor of the American College of Surgeons, Utah
Chapter, is a man of long experience in the surgery field.
He thought the tumor registry was just a statistics-
gathering tool, for which he had neither time nor

patience and persistently threw all of his follow-up
letters in the waste basket as soon as they arrived. He
rigreed to try the experiment of pulling all of his records
srrd falling out the reports on those he had seen within
the past year and then calling the others in for re-
examination. Several months later at a surgical staff
nreeting he presented his experience with carcinoid
tumors of the small bowel. Following this some figures
[rem the hospital tumor registry were referred to and
the doctor interrupted the meeting to say, “I thought

the registry was nothing but a bunch of busy work, until
I tried the experiment of calling the patients I had not

seen for re-examination. Many of those I thought should
have been dead were alive and many that I thought

should be alive had died, and some patients were able to
have further treatment and hopefully would be cured.”

He said, “The importance of this program is not sta-

tistics but GOOD PATIENT CARE!” He encouraged all

present to try the same experiment.
If we accept the word of the office secretaries before

discussed, then 23% of offices receive some help in

follow-up from the registry. If we accept the opinion of

the physician questionnaire at the State Medical Meet-

ing, then 73% and it helpfuL If we look at the per.

centage of doctors participating in the follow-up pro-

gram then 94% is the figure. The real question is how
much do these letters help or how much cordd they help

in a diligent conscientious doctor’s office?

One can see that even in the most diligent doctors’
offices cancer patients will be lost unless there is some
type of fail-safe technique which will caH to the at-

tention of the doctor that the patient has not been in. In

the best offices the number of patients who will be thus
called in for re-examination will be in the range of 10 to
35%.

Objective #2 of providing practicing physicians with

accurate, meaningful feedback has been discussed and

evaluated through the post card questionnaire and the
response for reprints, etc. In addition to the above,

articles are being published every other month in the.

Rocky Mountain Medical Journal by various medical
societies. These articles are attempting to answer the
questions: where are we? where should we be? how can
we get there? Sixty-one requests have been filled in the
past year for speciaI studies for physicians and hospitals.

Objective #3 should now be the development of local

baselines. This has been accomplished through our
computer summaries and survival cuwes which are run

every 3 to 6 months on the entire region and on each

state. In addition a special matrix run will summarize all
information which we have on the computer for a
specific site or for all states grouped together.

Survey Of Four Physician’s Practr”ces

Phys. Total Pts Dead Alive Not rep. 2 years No. letters

A. . . . . 2,588 1,461 1,077 26 2.4% 385
B 709 270 436 1 0.2% 125
C::::;, 244 129 115 1 0.9% 28
D. . . . . 137 45 92 2 2.2% 43

Pt’s called in

110 (28%)
12 (lo%)
6 (21%)

15 (35%)

1
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Objective #4 of identifying deficiencies and designing
indicated operational projects is in constant action. A
cancer of the head and neck survey was conducted in

Price, Utah, because of the increased number of these
carcinomas in this area. Also a special study by the
American College of Surgeons study committee in Utah

isinvestigating carcinoma of the stomachin this area due
to increased incidence as identified by the tumor

registry. The American Cancer Society undertook cancer
of the breast and ceMx surveys (detection clinics)
throughout the rural areas of Utah because these are the
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first and second most frequent malignancies in this stat
A special investigation of cancers of the lip is present]

being done due to the poor survival rates obseme

through the regktry.
Objective #5 of evaluating operational cancer projec

is under way to see if specific malignancies are gettir

the best primary and palliative therapy. The Salt hk
area is being compared to the Ogden area and both ~
these are compared with the Southern Idaho area whel
we have put on continuous monthly cancer clinics an

seminars.
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f

;, It is important to examine three key pk.: aws used in
‘~the title of this paper. The first is “regi’.-.d advisory

“ The implication is that RAGs I-.:<ve a major

~vc~~making role which allows them to bc,r.h affect and
feffect regionalized activities. Such is the -SSC, as each

\RAG is charged with responsibility for z~ann~g and
!ope ra t ing each Regional Medical Pro@m (RMp).
~Further, each RAG has a sPecific role in dt-w]oping pro-

~gramobjectives and for reviewing, guiding a:Jd evaluating
fongo~g planfing and operating activitie L. Concerning

~legionalization, Regional Medical Program ~firvice gtide-
~lines require that “the Advisory Group. :hrough the
‘grantee, must submit to the Division of Re~,’-mai Medicaf
Programs an amu~ statement giving it: mde~ndent
W’aluation of effectiveness of the regjonm. cooperative
arrangement (regi o n~ization) estab]i:~+~ed by the

Regions] Medicd Program.”l C1ear]y, th~ RAG hti
[responsibility in the regionafization pr c~~$~ssand > [as

Stated in the above quote] it must make az independent

‘valuation of regionalized activities. Lo@. rather than
Official guidelines, dictates that RAG ~~~ii uation iS h-

~ependen~ of the RMP Coordinator or his ;; :dff.

1USDHEW, Health Services and }fenta.1 H@: tfi Administra-
tion,Guidelines, Regio?zalMedical programs 196 ~~ P 9.

The second term needing examination is the word
“factor.” As used in the title, it implies that the RAG is

but one of various elements which combine to promote

or retard regionalization. Obviously, there are other
factors of an extrinsic and intrinsic nature. A decade
ago, Masur wrote about the regionalization aspects of
the Hill-Burton program stating that “factors of medical
economics, civic pride, institutional autonomy, and

professional chauvinism have retarded the initiation and
development of coordinated hospital systems.”2 The
Hill-Burton goal of coordinated hospital systems and the
RMP goal of cooperative arrangements contain many of
the same concepts and principles of regionalization. If
there is objectivity, it will be found that Masur’s com-
ments about Hill-Burton’s regionalization apply un-

nervingly to Regional Medical Programs. Therefore, each
RAG, in keeping with its charge to produce an in-
dependent evaluation must ask such probing questions
as:

1. what regionalization activities have we planned?
2. how many have been implemented?
3. how are they progressing?
4. of afl our RMP activities how many are truly

“regionalized” as opposed to “regional”? TO this

extent the term “regional” implies simply those

RMP activities that happen to take place in a

2Dr. Jack Masur, “Regional PIanning Cannot Remairr a Paper
Pattern,” Hospitals, 34, JarurarY 1, 1960, p. 48.
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geographic area or region, and the term “regionaJ-

ized” implies very definite weli-defined, co-

operative act ivities.

These questions lead to the third phrase which needs
explanation—’’the regionalization process.” It might
have been better to use the phrase “regionaIization
concept” rather than the “regionalization process,” as
“concept” means an idea whereas “process” implies an
ongoing, continuous activity or development. Clearly in
the continental United States we do not as yet have a
regiomdized approach to the delivery of medical care;
nor do we truly have a definite formal regionalized ap-
proach on a national basis to my component of health
swvices, be it continuing education or hospital planning.
At present, we are more in the world of applying
regional concepts or ideas to the field of health.

.Many individuals are familiar with earlier efforts at
applying the regional concept to the bi”oad field of
health and medical care; the Bingham Associates Pro-

gram, the Rochester Regional Health and Hospital
Council, the Albany Regional Hospital Program of

Albany Medical CoLlege, and the regionalized program of
medical care in Puerto Rico stand out as “benchmark”
efforts. In the United States, these programs were the
initial application of the regional concept. They were, to
a considerable degree, based upon an earlier phase of
conceptual development, a phase which began in serious
fashion in England when the Report of the Consultative
Council on Medical and Allied Services (Dawson Report)
was published in 1920. This report contained a recom-
mendation for regionalizing the delivery of personal
heaith services. The characteristic regional format of a
medical center as a base facility, a community hospitai
as a district facility and a health center in an outlying
area with a two-way flow of service and education

between the institutions had its modem day origins in
this 1920 report.

Individuals, public and private committees and com-

missions have been influenced by this report and its
format for regionalization. Similarities are found in the
1932 final report of the Committee on the Costs of
Medical Care, reports by the Senate Subcommittee on
Wartime Health and Education in the mid 1940s, the

report of the Commission on Hospital Care in 1946, the

Commission on Financing HospitaI Care, and in such

Federal government efforts as the Ewing Report and the
Magnuson Commission. The writings of such individuals

as Graham Davis, Joseph ?vlountin, and John Grant
contain a philosophy similar to that of the Dawson

Report.

One must not gain the impression that all these
reports, individuals and programs defined or im-
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plemented regionalization in the same manner; they di
not. Perhaps our present inability to state specifica]l

what regionalization means in the health fje]d Conic

fronl these varied approaches. At least three ,nodel
result from a historical analysis of health regionalization

(1) patient care; (2) pIanning and coordination: and (3)
continuing education model. The patient care mode] i
more or less a composite; however it preceded the de
Ve]opment of the other modeIs. The Dawson Report, th,
report of the Committee on the Costs of Medical Care

and the regiona!ized health service program in puert~
Rico fall within this category. The patient care mode] i
characterized by such program operations as: (I) direc
service patient care; (2) regional planning; (3) co

ordination of services and facilities; (4) post-graduate o

con t inuing education; and (5) clinical and administrative

consultation. The regional scheme has suc~
characteristics as: (1) a coordinated network of com
prehensive regional health and medical care serviws; and
(2) cooperative relationships between local, district

state and (frequently) national planning agencies. The

“coordinated network” results from a process of infe.
gratii?g services through cooperative efforts which are

directed at relating spatially separated health care re.
sources and activities to one another within a defined
service area.

The planning and coordination model has similar pro
gram operations, but excludes direct patient can
services. Whereas the regional scheme of the patient care

model is formal and somewhat rigid, the planning and
coordin~tion model contains voluntary relationshi~
bet\veen local, district and state planning councils, plus
voluntary relationships between facilities within a given
service area. Another distinction between the twO
regional schemes is that the patient care model has

relationships among all health services resources, wherex”
the pllnning and coordination model limits its cone@
primarily to facilities. Examples of this model include
various hospital planning councils and the report Offi@,{
Commission on Hospital Care. ,’:4,!:!’:,

The continuing education model is derived from,%
numerous programs of postgraduate education, ~~

veloped and administered by medical schools be@!’t.~g
at the conclusion of World War II. Although this ~rnod~
justifiably belongs in a discussion on
health regionalization, such programs are

only in the sense that relationships exist
medical school and certain hospitals WithiIl
area, or certain organizations offer education
for the hea]th manpower of a given geogra

The only program activity is continuing educflti
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er; they did
“sually, i[ is difficult to pin-point characteristics of a

sPecifica]]y ~
~egional scheme.

r.. . If we in the health field are objective, we will recall

genemted “comprehensive regionalization. ” He states

that “comprehensive regionalization wou]d provide a

mechanism for allocating resources, including manpower
Ileld Comes

that application of regional concepts had been done to
-.

~ree mode]s
and facilities, among all health institutions in a region

onalization:
other industries, and with greater success, before we and it would link the region’s central and peripheral

In; and (3) a
“found” this approach. Such being the case, and through institutions in order to f~cilitate patient referrals, flOW

ire model is ‘,
the study of various types and forms of application, it is of patient records, consultation by specialists and

:ded the de.
not difficult to develop certain essential elements which generalists, and continuing education.”4 Clearly,

Report, the characterize a regional scheme that can apply generally Bodenheirner’s use of the term “comprehensive regional-

m,-l;neln. to any activity. The regional concept is not static: it is ization” parallels the functional elements of the patient
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flexible and its application varies depending upon the
type of activity. Therefore, in this author’s mind, the

essential elements of regionalization in the broad sense
Mn be divided into two categories: structural elements

and functional elements.
Structural elements are common among all regional

schemes, whereas functional elements vary and relate
specifically to the activity which is to be regionalized.

The three common structural elements are as follo\vs:
1.

2

3.

the region must be denurcated so that the area is
econo~nically and spatially defined;

there must be a single organizational structure that
involves the complete region wherein administra-
tion is undertaken by a single agency with

authority to undertake its responsibilities through

centralization of plicy and decentralization of

activity or programs operations; and
there must be a single financing mechanism which
supports completely the entire regional activity.

The functional elements specific to health regional-

ization are, again in this author’s eyes:
1. direct service patient care;
2. maintenance and improverne nt of professional,

technical and administrative practice;

3. rational planning, coordination and integration of
resources and services.

Unless a scheme contains these six essential elements, it
falls short of the ideaI.

Obviously, Regional Advisory Groups have had a major
impact in determining both the regional scheme and
regional activities of RMPs. What is the result, then,
when a comparison is made between RMP regional ac-
tivities, the three models of health regionalization and
the ideal model? Comparing RMP activities with the
patient care and ideal models results, generally, in a
failing grade for the operating RMPs. One must agree
with Bodenheimer’s3 evaluation that RMPs have not

3Thomas S. Bodenheimer, “Regionat Medicat Programs: NO
Road to Regiorudization,” Medical Care Review, 26, December
1969, pp. 1125-1166.

care and ideal models, and clearly the operating RMPs
and their RAGs have failed to implement comprehensive
regionalization.

Have RMPs had any successes, and do they deserve a

passing grade for any implementation of regionalization’?

CIearly, this time, the answer must be yes. Although the
following information is based on 1969 data, the current

percentages are about the same. Alnlost a year ago, the

Division of Regional Medical Programs h~d approved
536 projects; of this total number 55 percent were in
continuing education and training, 26 percent were

demonstrations of patient care, 11 percent were con-

cerned with planning, coordination and evaluation, and

8 percent were in the area of research and development.
The author does not have first-hand knowledge of all

536 projects; however he has visited various RMPs out of
professional interest and as a consultant for the Division
of Regional Medical Programs. Further, progress reports
and otfler descriptive materials have been perused on a
number of funded RMP activities. From this composite,

the author has a comfortable feeling that his knowledge

about RMPs and their activities is representative. This
being the case, it is a fair judgement to state the RMPs in
general have addressed themselves to various aspects of
regionalization, or “coopertitive arrangements,” as stated

in the Federal guidelines.
Over half of the funded RMP activities are in the area

of continuing education, and many involve cooperative
arrangements among institutions, agencies and other re-
sources in the regions. Cooperative arrangements are

more characteristic of patient care demonstration
activities where, frequently, there exists a coordinated
effort of patient referral and a flow of patients and

patient services between institutions. Examples of
regional cooperation are not difficult to find among 8

percent of the total funded activities in the area of re-
search and development. Not aII of the planning, co-

ordination and evahration activities (1 1 percent of the

41bid., p. 1155.
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total) are concerned with cooperative arrangements
because many such projects support RMP core staffs. On

the other hand, various projects can be isolated in this

area where there are definite efforts to identify the
characteristics (health, economic, social, demographic,
etc.) of a region; further, numerous projects address
themselves to coordination of facilities, manpower and
other resmrrces in the regions.

Federal guidelines explain that the terms “coopera-
tive arrangements” and “regionalization” are synony-

mous, although they also state that regionalization can
connote more than regional cooperative arrangements.
In support of a more broad connotation for regionaliza-
tion beyond the limited idea of cooperative arrange-

ments, the guidelines list several other facets: linking

patient care to research and education; sharing of re-
sources; coordination among and between public, private

and voluntary health agencies and organizations. This
broadening of the term approaches the functional
elements of the patient care and ideal models discussed

above.

If this distinction is only partly true then there is
confusion. A personal opinion holds that the Federal
guidelines explain the broad facets of the regionalization
concept but emphasize only one segment (“cooperative
arrangements”) of the regional process. However, 4’co-
operative arrangements” can exist, and many did, before

PL 89-239. Continuing education relationships and co-
operative arrangements have existed between medical
schools and community hospitals for years; simiiarly
between health agencies and organizations and the
health manpower within given geographic areas. Formal

and informal cooperative arrangements for patient care

also existed prior to RMP. As must be obvious by now,
regionalization means more than developing cooperation
between the resources of a given area. Further, it means
much more than undertaking activities for persons, insti-
tutions or agencies simply because they happen to be

located within a defined geographic area.
The deheation of a region is one of the easier aspects

of regionalization in the health field. Relatively tried and
true economic, epidemiologic, and demographic tech-
niques can be applied to designate a particular geo-
graphic area as a district, region or health service area.

Given a qualified and capable staff, the RAG can
delegate delineation responsibilities. More serious ques-
tions and problems involving policy come about as to
what is to take pIace within a geographically and

economically delineated area. It is here that each RAG

has not only significant responsibility, but a major effort
which transcends mere plaming to include an appraisal
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of performance or operations; each RAG plans ar

evaluates.
Cooperative arrangements are the distinWisMI

characteristic of the Regional Medical Programs’ a
preach to regionalization. TO go beyond this approa[
toward the patient care and ideal models may pssib,
go against PL 89-239 Section 900c, which requires th
RMP activities cannot interfere with the patterns or t~
methods of financing patient care or profession

practice or with the administration of hospitals.
Each RAG, as one of the contributing elements in tl

regionalization process, must determine whether t~
patient care and ideal model runs afouI of this requir,

ment. There appear to be no official regulations or guid(
lines to determine how far an RMP can go witho~
interfering with existing patterns.

Each RAG will undoubtedly face this challenge in th
near future, not necessarily from Regional Medical Pr[
gram Service itself but from outside influences such z
organized community and consumer groups, tecl
nolo@cal, scientific, and organizational accomplishment

and progress in the health field, and proposals fo

national health insurance.

What will become of Regional Medical Prograrr

when one or a composite of existing Legislation an
proposals for national health insurance is enacted int
public law? Have the RAGs made any evaluation of suc

existing proposals and legislation? Is regionalization an

the organization of health services included within thes
activities?

Currently, there are about 10 to 15 legislative
proposals for national health insurance. A number c

these contain specific components which are directed a

changing the organization, delivery and financ~g c

health services. Health legislation during the 196G
contained wording to prevent change. Regardless o

personal feelings about whether the nation’s healti
service system should or should not be changed, it i
obvious that the authors of health legislation iR t~

decade see things far differently than those of the pas
decade. The boldness of the current proposals to chan~
the “system” should provide some evidence of the neces
sity to alter existing practices. The prediction is mad{
that the patterns of organizing and financing he~th an(
medical care services and programs will change withil
the next five years. Therefore, it is not whether chang’
will come, but rather the extent, scope and tYW 0
change.

The composition of each RAG represents significant’
Ieaderstip in each of the regions. Co~ectively wi~if

each region, and collectively from a national standpoint
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the RAGs can have a significant impact on the direction
of public policy in relation to health services. The nation

is obviously in a transitional period regarding all of

he a 1t h services–its provision, financing, education,
research and planning. Now, more than ever, is the time
for objective and independent evaluation of the regional-
ization process in each of the pIanned and operating

Regional Medical Programs.
The underlying reasons for the generic approach to

regionalization involve principles of optimal allocation,
distribution and use of resources, maximization of out-

put, and the concept of providing goods and services to
persons within defined locales. Application of the

regional approach to any field or activity is done because

it holds promise as a way of achieving balance.
Regionalism results out of a basic need or require-

ment for a more structured approach. In our society,
this need is caused by complexity and the related neces-
sity to obtain benefits which have economic or social
value; i.e. the need for greater efficiency which, in turn,

is reIated to prudent allocation of such resources as man-
power, equipment, facilities, money and natural re-

sources. The organized approach to obtain greater ef-
ficiencies is planning, and it is here that the process of
planning and the concept of regionalization come

together. This is why Comprehensive Health Planning

Programs and Regional Medical Programs should work
together.

In general, regionalism is seen as the natural out-
growth of progress, and is associated with better service
to the consumer and maximization of output for the
producer. The regional concept is viewed as a tool of
logic to reduce certain intangible factors to more under-
standable components. Those of us in the health field
have an opportunity to apply this concept. In this
respect, regionalism provides the basis for scientific plan-

ning and operation in the health field. Herein lies both
challenge and opportunist y for each regional advisory
group.

Uegioml Advisory Croup
Basisfor Evaluation

PAUL E. WHITE and VAN HOVE

In considering the question of RAG evaluation it is
necessary to distinguish between evaluation and re-
search. Although evaluation may involve research, it is
essentially a process of comparing scientific aspects of
reality with preconceived norms. The norms reflect
values and are usually expressed in terms of priorities we

set for our behavior, both individually and collectively.
These priorities also take into account the likelihood of
their being achieved and represent in effect a seIection of

ends from a number of alternatives. Research may serve

several purposes for us. It may indicate the various alter-
nativ~s open to us and it may help us to decide on the

feasibility of achieving them, but the final selection of

ends is governed by our values, i.e., what we feel is

desirable. Some organizations are fortunate in having
consensus among their members’ values. Others are less
fortunate and are not able to decide on priorities.
Research cannot create values. It can, however, facilitate
their application.

Once values are explicit, priorities can be set and
evaluation is possible. Evaluation is a process of deter-
mining to what extent goals have been realized, and, at a

secondary level, why a degree of success or failure has
come about.

1 wo caveats should guide our consideration of evacua-

tion. One is that the common practice of assessing a
chaotic situation in search of a measure or measures to
justify a program is not, by our definition, evaluation.
This procedure is more a process of post hoc rational-
ization or of documentation to provide legitimation. A
second point is that once indices of success have been
devised, they sometimes can be the taii that wags the
dog, while, ironically, no longer reflecting the achieve-
ments originally desired. The measures or indices, in
effect, lose their validity. An example of this occurs in
the field of rehabilitating the handicapped, where the
measure of “number of patients processed” has often led
to the rejection of persons requiring longterm treatment
and the acceptance of persons with negligible handicaps.
In this case, the type of “score” has displaced the
direction of the program.

One must therefore periodically reassess the validity

of measures one chooses and also must not allow them

‘1

to become the criterrh for selecting a course of action.
This is the problem of the means beco@ng the ends and
of the “rigged game .“ In such situations, the criteria

may lose any meaningful relationship with desired ends.

For these reasons, evaluation seldom can rest upon

single measures. The meaning of each measure must be
ascertained periodically, and the validity of a measure or
index can be ascertained only by its interrelationships
with other indices. For example, the number and kinds

of organizations represented on a RAG tells us very little
about what we really wish to know when we ask about
the representativeness of the RAG. We must, through
research, determine the consequences of various forms
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of “reprewntativeness” on the activities and achieve-
ments of the regions.

The research we have been conducting is not

evaluative. We have been studying the behavior of
selected RM.Ps in an endeavor to understand some
aspects of why they behave as they do, not whether they

behave well. In the course of our research, however, we
have employed methodological techniques and gotten
some results that have significance for evaluation.

Let us now consider RAG evahration. Evaluation
generally is expensive and should therefore be done only
with a clear purpose or purposes in mind. In the case of
the RAG, a reasonable purpose would be to reveal its
shortcomings in given respects and to correct them. It is
assumed that someone is interested in and has the power
or sanctions to correct these shortcomings should they

exist.
Intensive evaluation of a single local RAG is probably

not advisable for several reasons. One is that the work-
ings of the local RAG are already well known to local
participants. Another is that the value or import of
possible changes in RAG structure or function can be

ascertained only by comparing the characteristics and
functions of a number of RAGs. Research findings from
the study of a number of RAGs can provide us with the
means, i.e., methods and criteria for evaluating particular
RAGs without undue effort or expense.

We shall focus on three major functions which RAGs

can perform and which are likely to be valued. We shall
cali these representation, legitimation (within the region)
and decision-making on two levels: one, decision making
with regard to setting explicit policy and, two, decision
making with regard to particular tasks. In evaluating

these particular functions, baseline data are not neces-
sary, for, being themselves aspects of RAG activities,
they obviously did not exist prior to the organization of
the RAG. The principle task in evaluating these
functions is in determining, (1) whether or not they are,

in fact, carried out and to what extent, and (2) the
validity of the indices we employ to measure these
functions. Eswntially, the problem is one of whether the

indices measure what we believe they measure.
Representation is an interesting aspect of the RAG. A

frequently used measure is membership of various or-

ganizations and professions in the RAG. Yet the

meaning of representation is more complete than this.
We imply by representation, not only membership per

se, which may be token, but invohrement as expressed in

interest and nlea)lingtiu[ role. In our research, therefore,
we have compared the characteristics and activities of

several RAGs in an effort to understand the relation-
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sfips among these characteristics. Because our dat,
co~ection was concluded only recently, the findings, ~(

report are tentative and may not be borne out by a ~or~

compIete analysis of the data. The tentative find~gsd,

permit some interesting speculation, however.

one tentative, finding is that RAG membership tend

to reflect the target populations of the ~s ~ term
of grant applications approved and possibly ~ terms o
core staff activities as well. In areas with large metro

politan areas, those RAGs whose membership Ieflecl

O~y state level organizations (with the exceptions Oj
hospitals) tend not to be involved with urban heal~
problems. One tentative explanation for this is that statt
IeveI organizations overrepresent rural or suburbm
interests.

Beyond membership p@r se we have documented at.

tendance at meetings of the representatives of va~ou~
organizations and professions. An example of attend~~
in one WG is given in Table 1. Inspection of a numbel

of cases such as these will permit us to detect trends in
particular RMPs in relation to such variables as funding,

grant awards, core staff activities and RAG functions.

(Jn our analyses, state and local organizations will be
separated.)

A provocative finding which requires further in.
vestigation before being interpreted is that as the
proportion of physicians on the RAG increases, their
attendance decreases. Conversely, as the proportion of
lay peopIe increases their attendance increases.

We are at present considering attendance as a measure

of member’s interest and are investigating factors
conducive to greater or lesser attendance. One factor
]ogic~]y re]afed to attendance or interest is the function

of attendance for the member. Several of these functions

may be enumerated. Narrow organizational interests
may be furthered by procuring money for the orgtia-
tion, by monitoring the distribution of funds among

competitors, and on another level, by keeping abreast of
changes in the inter-organizationtd field. The setting of

policy for achieving collective goals is another function.

This policy may range in scope from establi~lng criteria
for grant approval and core staff activities to decid@ on

particular proposals as they arise without explicit criteti
for their determination being stated.

Comparisons of attendance ~th tie disperSrd of

funds and with the explicitness of goals and the
consistency or departures from the goals of fund au~~
tions will allow us to assess various kinds of involve~nt

in the RAGs. Tables II and IV illustrate
a COntep!
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topics on a scale from narrow to broad interests. We
shall in our analysis try to relate these different concerns

to other RMP characteristics.
In relationship to our discussion of the analysis of

decision making, which has been the major focus of our
research, we should like to consider briefly the question

of RMP legitimation. The RAG may play an important

part in legitimation. Interestingly, while legitimation,

which we shall define as “the perception of the activities
of an organization as reasonable and useful,” is vital to
the survival of the organizations, the bases of legitimacy

are generally not well understood. We have used two
measures of RMP legitimacy, (1) consensus on RMP

functions and (2) submission of proposals for grants.
The RAG is important in this respect for we are

comparing consensus (a) among RAG and RMP com-
mittee members with (b) consensus among organizations
involvedwith RMP, and (c) among organizations that are
not involved with IWP. From these comparisons,
controlled statistically for other RMP characteristics, we
hope to learn whether and under what conditions RAG
membership cent ributes to RMP legitimacy.

Our analysis of decision-making is perhaps the RAGs
most important function. It reflects representation in its
fullest sense and is possibly conducive to RMP

legitimacy in the community (contingent, of course, on
the range of organizations on the RAG). We have several
measures of decision making. One is a measure of who is
perceived as influential in decision making. (See Tables

V and VI.) These assessments will be compared with
actual decisions made with respect to grant applications
and core staff activities.

Another measure is provided by the course of grant
applications from submission to (1) rejection or (2) ap
proval by the RMPs. Characteristics of the applicant
organization, the proposal, RMP staff, RAG and com-
mittee composition in relation to the acceptance or

I

rejection of applications will permit us to make

inferences about the decision making process and about
the role of the RAG. Core s@ff activities will similarly

be analyzed in terms of RAG and committee ir~volve-
ment in decisions affecting the staff activities.

What kinds of questions might be answered by such

analyses? We can illustrate with our finding on regional

responses to the RMPS. The RMPS has two major means
of communicating policy to the regions: (1) through
directives and (2) by its dispersal of funds. Our analysis
of project applications indicates that the regions respond

little to directives, while, on the other hand, the national

level’s awarding of funds in particular areas stimulates
the submission of project applications in those areas.

The implications of these findings for policy are obvious.
Other questions to which we hope to have answers

include, “What are the consequences of RAG

membership for the dispersal of funds in terms of
recipients and programs? What is the effect of frequency
of meetings on RAG attendance, of RAG functions on
programs? Is, for example, a RAG that actively screens

applications, as evidenced in the selective rejection of
project applications, related to a consistent regionaliza-
tion policy?”

The types of questions we are posing reflect a
concern with understanding the unintended or un-

ant icipated consequences of organizational policy,

structure, and activity. This paper is intended to
illustrate the use of measures and their interrelationships
to discover organizational processes and outcomes. We

have selected for consideration three aspects of the

RAGs: representation, legitimation, and decision-
making. Although our research is not evacuation, we I
trust the findings wilI have implications for evaluation
by indicating the validity of given measures and facil-
itating corrective action, once norms and desired ideal
consequences have been decided upon.
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Table 1.–RAG Composition and Attendance by Instifition of Affiliation and
Profession of Members

RMP #6

Affiliation:

Federal Agency . . . . . . . . . . . . . . . . . . .
State/Local Ag. . . . . . . . . . . . . . . . . . . .
Heart/Cancer Vol. . . . . . . . . . . . . . . . . . .
Other Vol. Org. . . . . . . . . . . . . . . . . . . .
Phys. Org. . . . . . . . . . . . . . . . . . . . . . . .
Other Prof. Org. . . . . . . . . . . . . . . . . . . .
Hospital . . . . . . . . . . . . . . . . . . . . . . . .
University . . . . . . . . . . . . . . . . . . . . . . .
Norr-Affii. . . . . . . . . . . . . . . . . . . . . . . .

Total . . . . . . . . . . . . . . . . . . . . . . . .

Profession
Physician . . . . . . . . . . . . . . . . . . . . . . .
Administrator . . . . . . . . . . . . . . . . . . . .
Nurse . . . . . . . . . . . . . . . . . . . . . . . . . .
HealthProf. . . . . . . . . . . . . . . . . . . . . .
Non-Health. . . . . . . . . . . . . . . . . . . . . .

Total . . . . . . . . . . . . . . . . . . . . . . . .

Year
67

C’ A’

.03 1.00

.06 .38

.06 1.00

.06 .25

.03 .75

.06 1.00

.13 .94

.06 .75

.48 .60
(31) .69

.38 .71

.06 .88

.03 1.00

.03 .75

.50 .59
(34) .68

Year
68

c

.03

.06

.08

.09

.03

.09

.14

.06

.46
(35)

.34

.08

.05

.03

.50
(38)

A

.00

.62

.87

.25
1.00

.75

.65

.75

.45

.56

.76

.50

.86

.50

.48

.59

c

.03

.06

.08

.08

.03

.08

.17

.08

.38
(36)

.38

.08

.05

.03

.47
(40)

‘Composl“tion: Proportion of RAG members in that category.
‘Attendance: Average attendance by the members in each category

Table 2.–Scale of RAG Topics According to Narrower

(1) or Broader(7) Conception of the Role of the RAG

Topic

StructureofRhlP . . . . . . . . . . . . . . . . . . . . . .
Application and review procedure . . . . . . . . . . .
Speciiic proposals . . . . . . . . . . . . . . . . . . . . . .
StaffingofRMP . . . . . . . . . . . . . . . . . . . . . . .
Stafffunction andduties . . . . . . . . . . . . . . . . .
Budgets . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
(Other) individual committee function
and/oractivities . . . . . . . . . . . . . . . . . . . . . . .
Goals and priorities ofRMP . . . . . . . . . . . . . . . .
Housekeeping . . . . . . . . . . . . . . . . . . . . . . . . .
Relationw/Washington . . . . . . . . . . . . . . . . . .

Value

3
2
1
5
5
6

7
4
1
6

214

Year
69

A

.75

.75

.92

.50

.75

.70

.87

.66

.48

.65

.75

.66

.87

.50

.53

.64

Year
70

c A

.03

.08

.08

.05

.08

.13

.21

.08

.28
(39)

.39

.07

.07

.05

.41
(41)

.;
~

!
1
;
j

.,,..
,,:}1,“~

1
1 2

1

B
1 2

1

1 2



Year

70

c

.03

.08

.08

.05

.08

.13

.21

.08

.28
(39)

.39

.07

.07

.05

.41
(41)

TABLE 3 .—Frequency Distributions of Matters Discussed in RAG Meetings

Matters Scaled According to a Narrower or Broader
Conception of the Role of the RAG

Meetings 66-68

50

40

31

2

1

1 2 3 4 5 6 7

1

n
1--”-1

9 [ ,

1 2 3 4 5 6 7

1 I
“1 2 3 4 5 6 7

0

0

0

0

10

10

30

20

10

0

50

40

30

20

10

0

Meetings 69-70

I
1 [ 1

‘
6

1 2 3 4 5 6 7

1 2 3 4 5 6 7

I_
I 1

1 2 3 4 5 6 7
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TABLE 3.—Frequency Distributio?zs o~ Matteri Di~cus.ied in RAG Meeting~—-Cont,

Matters Scaled According to a Narrower or Broader
Conception of the Role of the RAG

Meetings 66-68

l-lJ-
61 2 3 4 5

1 2 3 4 5 6

7

50

40

30

20

10

0

50

40

30

20

10

0

7

50

40

30

20

_l-IL3-
1 2 3 4 5 6 7
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Meetings 69–70

1 2 3 4 5 6 7’

lr-J-LJL
I I

I
, ,

10

0

1

2 3 4 5 6

3 4 5 6
2

7

s

ff . . . .66
,G . . .
ard . . .33
:ering
Corn. .
tegori-
cal . . .
her . . .
ltside .
N . . . . (6)

S= staff respons
C. committee C
T= Total respon

Co-oralRMP. . . . .
RAGChrrnrr . . . .
#Respondents

S= Staff rcspol
C= Committee
T= Total respc



Table 4.–Mean Scores on Topics Scale

66.68 69.70

Table 4.–Mentioned as Itlfluential Purr of RMP Organization by Principal Sraff and

Committee Chairmen

f,

.$taff . . .
:MG. . .

Board . .
Stewing

Corn. .
Categori-

cal . . .
Other . . .
Ootside .

N. . . .

RMP NO. ~ RMP NO. 2

SCT SCT

.66 .13 .36 .20 .~~ .~~

.13 .07 .40 .2? .28
.33 .25 .28

.25 .14

.40 .55 .50
.13 .07
.13 .07

(6) (8) (L4) [5) (9) (14)

S= Staff responses
C= Committee Chairmen responses
T= Total responses

R,\IP Nc. 3

SC’T

,~~ .45 .43
,32 .09 .23

.05 .04 .07

.11 .09 .10

.05 ,27 .13

.05 .03

(19) (11) (30)

RtVIPIVO.4

SCT

.55 .83 .6~

.~lj .15

,25 .17 .?3

(~o) (6) (26)

RhfP No. 5

sCT

.50 .42 .46

.25 .14 .20
.14 .07

,25 .14 .20

.14 .07

(8) (7) (15)

Total

SCT

.49 .38 .48

.25 .12 .~o

.05 .10 .07

.07 .10 .08

.05 .21 .12

.09 .05 .07

.00 .05 .0’2

(57) (42) (97)

Table 5.–Coorditrator arzd RAG Chairman Mentioned as Influential by FWrcipal Staff

and Committee Chairmen

RMPNo. 1 RIIP No. 2 RMP No. 3 RMP hO. 4 RMP No. 5

SCT SCT SCT SCT SCT
Co-oralRMP . . . . . . . . . . . . . . . . . . . . . . . . . . 4 4 123 114 15 144 18 448
RAG Chrrnn . . . . . . . . . . . . . . . . . . . . . . . . . 1 1 112 22 112
#Respondents . . . . . . . . . . . . . . . . . . . . . . . . 459 6814 12 1022 166 22 549

S= Staff responses
C= Committee Chairmen responses
T= Total responses

Total

SCT
341448
527
433376
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ABCDStrategy on Patient Care Assessment*

JOHN W.WILLIAMSON,M.D.

One of the most important questions to be asked of

any health care system is: WHO needs to learn WHAT to
most improve health status of the population receiving
care ?

Previous study has demonstrated there is an im-
portant relationship between patient care assessment and
education that might provide a framework for answering
this question.l Systematic investigation is needed to
identify educational objectives that specify the indi-

vidual who needs to learn as well as the goals to be
achieved in the learning process. The doctor, nurse, ad-
ministrator, patient or general public might each con-
tribute important elements of change to achieve needed
improvement. After “instruction,” the same methods of
inquiry used to identify the problem can be reapplied to
evaluate the impact of educational effort exerted to
solve the problem. Finally, from this second evahsation,
new objectives can be identified for repeating the educa-
tional cycle, if warranted, to achieve further improve-

ment.
Systematic application of this approach Fequires a

priority list of health problems to be studied. Methods
for developing such a list to encompass conditions in-
volving the most preventable (or remediable) impairment

are described in a subsequent publication.z Given such a
health problem of high priority, a strategy is then
needed to identify preventable impairment not being

*Development of this paper was supported by Research Grant
PH 43-68-948 from the National Center for Heafth Services Re-
search and Development, HeaJttr Services and MentaJ Health
Administration and the Milbank Memoriat Faculty Fellowship
Fund.

prevented by current medical care. This paper will de-

scribe and illustrate such an approach as applied to i
patient care research; it will be referred to as the “ABCD
Strategy.”

DESCRIPTION

Those who have faced the task of evaluating patient

care and have contemplated the hundreds of variables

that can be measured have probably recognized why a
systematic approach is needed. The ABCD Strategy was
designed to help identify those variables which might
have ‘the highest probability of effecting significant im-
provement in the health status of a target population.

Figure 1 describes the elements of the strategy. Areas

A and B represent the outcomes of care; C and D rep-
resent the processes of care that are associated with
those outcomes. It is important to note that these areas

are lettered in the order of their priority for evaluation
and not in their chronologic sequence in cIinical
practice.

FrGURE 1.—ABCD strategy o/ patient Care Ass~ssment

OUTCOMES PROCESS

DIAGNOSIS

THERAPY

A >.- .- C

B ‘- -=’ D
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–Area A represents Diagnostic Outcomes, the con-
ceptual base required by the physician to formulate

therapy and prognosis. It could be as simple as a

single symptom or laboratory result (e.g. “cough” or

‘Shyperuricemia”) or as complex as a disease diagnosis
together with major treatment or prognostic consider-

ations (e.g. Lobar Pneumonia due to pneumococcus
in a non-compliant patient allergic to penicillin).

–Area B represents Therapeutic Outcomes, the ef-
fect of treatment on the health status of the patient
(e.g. whether the patient lived or died, remained
ambulatory or was bedridden, returned to “work,” or
remained dependent, etc.).

–Area C represents Diagnostic Process or the pro-
cedure carried out to formulate the conceptual base

symbolized in “A” (e.g. history taking, physical ex-
amination, ordering laboratory tests, analyzing data,
arriving at a diagnostic synthesis, etc.).

–Area D represents the Therapeutic Process in-

volving planning, implementing and evaluating thera-
p y (e.g. prescribing, operating, instructing the
patient, follow-up, compliance of the patient, etc.).
The strategy depicted in this figure suggests that the

areas most important for assessment are Diagnostic Out-
comes (Area A) and Therapeutic Outcomes (Area B).
The data obtained from these assessments may indicate
whether subsequent effort to study and improve patient
care process (Areas C and D) is warranted. Note that the
arrows leading to C and D are dotted; this is to indicate
that if the outcomes are within previously agreed upon

standards, fu}ther study of care process can be deferred
for that particular problem in favor of an outcome study
of t~e health problem with the next highest priority.
Finally, it should be borne in mind that subsequent

process study might possibly reveal the outcome criteria

or standards were unrealistic rather than indicating re-
mediable deficiencies in patient care.

To inplement this strategy, outcome crireria need to
be developed and compared to outcome measurements

to determine whether process study is required. If
process study is indicated, resulti}lg action should then
lead either to revision of the outcome criteria or

eventually to improved care outcomes.
Outcome Criteria: Many sources of information can

be used in synthesizing such criteria or standards. For
instance, to determine the maximum acceptable one-

year case fatality rate for patients with a given health
problem, data from any of a number of sources might be
used: general mortality or actuarial statistics; mortality

studies of populations similar to one’s own; previous
mortality studies of one’s own population; peer

estimates. Our work and that of investigators ~ke

Beverly Payne indicate that the latter source (peer

estimates) may offer the most practical basis for setting

standards.3 )4 Naturally, ~1 sources of information need

to be considered in developing a final synthesis. A]W,

formulation of such criteria should be prior to and

independent of outcome measurements activity.

Outcome measurement: To measure diagnostic
Outcoines represented in Area A, it is important to deter.

mine the proportion of the population requiring care for
a given health problem who do ltot receive it (false

negatives) and similarly, the proportion of those
receiving care for the same problem who do nor treed it

(false positives). To measure the therapeutic outcomes
represented in Area B, follow-up study is impotiant to

investigate the patient’s resulting functional condition. If
the follow-up interval is sufficiently long as to ensure
stabilization of health status, each patient can be c]as.

sitied by level of maximum overall impairment. In this
study, the following six levelswere used:

1.
7-.

3.
4.

5.
6.

No impairment
Measurable impairment or risk (though asymp-
tomatic)
Symptomatic (though working)
Not at “work” or “major life activity” (though
ambulatory)
Bedridden
Dead

Process Study: Comparing measured findings with

established criteria reveals whether detailed study of

medical care process is indicated. It is recommended that

95% confidence intervals about measured findings be
used, especially if one’s sample is less than one hundred

patients. (For example, if a maximum acceptable case

fataLity rate were set at 5%, a measured rate of 10%,
with confidence limits of 4 to 15%, would not be sig-
nificantly different from criteria and process study

would not be indicated.) Finally, the specific objectives
and methods of process study will vary widely accord~g

to the content and seriousness of the outcome defi”
ciency leading to such inquriy.

Resulting action: ,& a result of process study, the

direction and priorities for action to improve outcomm

should be revealed. If improvement were not found in-
dicated by such study, then the outcome critetia wou]d

seem to require modification. If the criteria proved ac-

curate, then improvement of the health care sYstem
would be necessary to correct those factors found

causally related to the deficient outcomes. Later’ a

repeat cycle of criteria, measurement, comparison, afrd
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~ssibly another process study, would be done to
stigators we evaluate the effect of the preceding effort to improve.
source (Wer

Sis for setting
lLLUSTRATION

rrnation need
nthe~is. am Assessing Diagnostic Outcomes (Area A)

Pfior to an; Example 1: Area A study of Urinary Tract Infection
Vity. ~anagement in a community hospital in the Midwest

@ diagnostic was done by prospective examination of over 6,000

‘tant to deter. consecutive admissions. This investigation was

~iring care for conducted in collaboration with the Department of

:eive it (fa]se Medicine of a nearby State University School of
M of Wose Medicine. Criteria were independently established by
[0 ~olneed it , ~oup judgment, taking into account the sensitivity and

tic outcomes SWciticity of methods for detecting urinary tract in-

tiportant to fections (UTI’S) and the implications to the patient of a

condition. If “missed diagnosis” or a “misdiagnosis. ” The maximum

as to ensure acceptable percentage of false negatives was set at 15%.

: can be clas. The maximum acceptable number of false positives was

ment. In this . set at 20%. Measurement revealed that 265 of 6,145

consecutive non-new born admissions probably required
management of UTI; 187 of these patients did not

ouw asymp- receive this care from the regular hospital staff, yielding

a false negative rate of over 70%. Of 110 patients diag-
nosed by the hospital staff as having UTI, 32 had urine

ty” (though test results negative for pyuria and/or bacteriuria, yield-
ing a false positive rate of 29%. Process Study (Area C)

~in this example was indicated for two reasons since
maximum acceptable criteria for both false negative and

~false positive diagnoses were exceeded by measured
indings with
led study of i

findings. The process study consisted of testing the

lmended that
~physicians with a series of brief simulated patient

1 findings be
;twgnettes (describing a patient’s history, physical and
laboratory findings) requiring a decision to treat or not

orre hundred
:eptable case

sto treat for UTI with antibiotics. It was found that the

rate of 1WO,
‘j doctors tested would usually prescribe antibacterial

d not be sig-
~treatment for all patients who complained of classicaJ

recess study ~UT] symptoms regardless of the results of urinalysis or

fic objectives urine-culture. Chart reviews and follow-up study con-
!

ely according firmed this finding in actual practice. Clinical studies
~have established that many patients with UTI will not

utcome defi-
present with classical symptoms, and that many patients

~with such classicrd symptoms as burning and frequencyM study, the
we outcomes ~of urination will not have bacteriaI infections. lt seems

lot found in- ; possible that a practice of diagnosing only patients with

riteria would j over-t symptoms could account for many, if not most, of

ia proved ac. ~the false negatives and false positives found. It was cIear

care system ~the improved outcomes would depend upon the physi-
cians learning to utilize urine test results in the diagnosisLctors found

,es. Later, a ~of these infections, Resulting action, in this instance,

Iparison, and i included several meetings of the medical staff with the

faculty from the State University in continuing educa-

tion programs reIated to the diagnosis of ~1. men
subsequent study revealed little or no improvement in
performance, the physician staff, nurses and administra-

tion solved the problem by instituting routine bacte-

riologic screening (by smears and cultures) of urine from
all admissions to this hospital. This procedure includes

follow-up verification of bacterial infection of patients

with positive screening test results, thereby effectively

reducing both fake negative and fake positive results

weu below diagnostic outcome criteria.
Exanlple 2: Area A study of UTI was also carried out

prospectively in the Medical Out-Patient Clinic of the
same State University mentioned above.5 Criten”a of

“moximurn acceptable” outcomes established for the

Community Hospital study were applied here: false
negative, 15’70; false positive, 2070. Measurement of diag-

nostic outcome was accomplished by an independent

Study Team who examined 133 consecutive new
patients admitted to the MedicaJ Clinic. They obtained
from each patient a detailed history and urine specimen
for urinalysis and culture. After receiving this special
workup, patients were admitted to the Medical Clinic for
routine management by the regular clinic staff. Over

three months later, the patients’ charts were examined
and recorded results were compared with the findings of
the Study Team. Of 18 patients requring management

for UTI, according to the Study Team, 10 were missed
by the clinic staff. Although there were no false
positives, it is interesting that the upper limits of the
95% confidence intervals about the proportions of 0/8

and 10/ 18 are the same as the upper limits of the

proportions found in the Community Hospital. In other
words, with 95% probability, it is possible that in both
institutions, there could be as many as 77% false
negatives and 36% false positives. Process Study of Area
C was clearly indicated in this instance. The Study Team

identified one or more major UTI screening indications
in 108 of 133 consecutive new patients admitted to the
Medical Clinic. (Examples of major screening indications

are: previous UTI’S, recent pregnancy, history of pelvic
surgery, catheterization, renal calculi, etc.) The Medical
Clinic staff found and recorded such indications in the

charts of only 69 patients and followed through with the
indicated screening in only 31 of these. To determine
whether the problem was a matter of “not knowing” or
“not doing,” each staff member completed a written

examination (similar to speciality board exams) to test
his knowledge of urinary tract infection diagnosis and ‘,
treatment. The average score was 83Yo; subscores
indicated that these physicians had adequate knowledge
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of UTI screening indications and diagnostic require-

ments. The education problem identified here was of a
different nature than that found in the Community

Hospital, but had equally serious implications for the

patients concerned. It is surmised that continuing educa-
tion, consisting of formil courses, information, and
admonitions to improve, would probably be as in-
effective at the University as it was in the Community

Hospital described above. Resulting ac?ion has consisted
of discussion of the problem in one staff meeting of the

Department of Medicine. Unfortunately, unlike the
persistent and ultimately successful effort in the Com-
munity Hospital, to our knowledge, no action has yet

been taken to solve this problem at the University.

Examp~e 3: Area A study of heart failure was
conducted at a City Hospital in the East by a group of
full time internists who were also faculty members of an

internationally recognized private school of medicine.

They were interested in applying these same principles
to the study of patients in the Emergency Room of their
institution. The first cohort they investigated consisted
of 113 consecutive patients suspected of having acute

coronary artery disease. Cri?en”a were based on peer
judgment. The staff identified 5% as the maximum ac-

ceptable level for both false negative and false positive

diagnostic results. Measurement of diagnostic outcomes
was based on retrospective chart review since sufficient
information about critical positive and negative findings
was avaiiable in the chart of nearly every patient. The

findings indicate a false negative rate of 3% and a false
positive rate of WO. Process study of Area C was not
indicated since criteria were not exceeded. Resulting
action has not been indicated or undertaken.

Exgmple 4: Area A study of diastolic hypertensive

patients requiring heart failure management was con-
ducted prospectively by screening approximately 2,000
consecutive medical patients who visited the same City
Hospital’s Emergency Room Criren”a of maximum ac-

ceptable rates of diagnostic outcomes were established
by the staff at 5% for false negative and 10% for false
positive diagnoses. Measurement of diagnostic outcome
was carried out on each medical patient found to have

diastolic pressure of 110 mm HG or greater on the

routine blood pressure examination. When such a patient
was discharged from Emergency Room care, a member
of the Study Team took him to an adjacent room for an

independent workup for cardiac failure, which included
a history, physicaJ examination, EKG and chest film.

From this study, 98 patients were found to require
management related to heart failure. Only 8 of these 98

(or 8%) were missed by “the regular Emergency Room
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. .staff, Process study of Area C was not Indicated sin,

the 95% confidence interval about the 8% included ~
5% maximum acceptable level. Resulting ac~oll ~

taken in this exampie because the medic~ staff ~

sufficiently disturbed by the finding of 8% fd
negatives. They carried out an educational program ~

heart failure diagnosis for the Emergency Room stai

‘his implies that the maximum acceptable criteria estal

lisherl by the staff may have been too high.

Having illustrated the assessment of Area A @ia

nostic Results), using methods which empIoy the i]

dependent diagnostic assessment of a cohort of patien

to identify percentage of false positive and false negati}

diagnoses, attention will now be given to illustratil

examples concerning assessment of Area B (Therapeutic

Results).

Assessing Therapeutic Outcomes (Area B)

Example 1: Area B study was conducted by a onf
year follow-up of 75 patients having management need
related to heart failure among the 113 consecutive
Emergency Room patients in the above City Hospits

suspected of having an acute coronary occhrsion. Criteti
of the maximum acceptable case fatality rate set by th

medical staff by peer judgment techniques were 301

Measurement of therapeutic outcome on one-yea
follow-up revealed that 23 (31%) had died. l%ocess stud
of Area D was not indicated since the 95% confidenc{
limits about the measured findings did not excee(
criteria. Resulting action has not been necessary.

Example 2: Area B study of the 75 acute coronag
suspects having “heart failure” management need
included the followup of the 46 patients who were aliv

and ambulatory one year following their coronary car
unit admission Criteria were set by staff judgment. Th
maximum acceptable proportion of patients ambulatoq

at the end of one year who were not back to their majo
social activities, e.g. at “work ,“ was 2070.Jfeasuremen

indicated that 17 (37’%) of these 46, had not returned tt
“work. ” process study of Area D seemed warrante(

because of the marked discrepancy between the standar{
established and the measured findings. Study reve~e(

that 12 of the 17 individuals who had not returned t(
“work” had not had a coronary occlusion at the tirn~

they were in the coronary care unit. These patients
although suspected of having an acute coronary oc
elusion, proved to have other explanations for theil

symptoms. Of these 12, ten had been leading active live
prior to admission to the Coronary Care Unit. The ‘aci
that more than two out of three of the patients who had
not returned to their previous major activity ~d had ‘c

~cernible organi~

:emed an import

~ staff review of
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discernible organic reason for that level of impairment
seemed an important finding. Resulting action consisted

of staff review of this problem and the conclusion that
i~work” evaluation studies of patients discharged from

fie Coronary Care Unit are indicated.

Example 3: Area B study of the 98 patients with
heart failure management needs related to diastolic

hypertension was also based on a one.year follow-up. In

this ex~ple, mortality was the therapeutic outcome
studied. Complete information was obtained from 87 of
these patients one year following their Emergency Room

visit. Nearly half of the group was below 50 years of age
Wd most were active working-class individuals. Criteria

were eskblished by first referring to standard mortality

rate for Maryland, adjusted for age, sex, race and a diag-

nosis of hypertensive heart disease.’ These statistics
indicated that of the 87 followed, only two should be

dead within a year. Individual case-by-case prognostic

analysis by the medical staff indicated as many as seven
might conceivably be dead within a year. It was decided

that nine (10%) wotdd be maximum acceptable case
fatality rate. Measurement revealed that on one-year
foifow-up, 18 (21%) were found to have died. Process
stud” of Area D was definitely indicated. Preliminary
analysis has revealed that of the 18 deaths, 11 may have
been preventable; all but three of these 11 involved a
cardiovascular death (stroke, coronary occlusion and/or
heart failure). Data obtained revealed that only one of
the 11 was receiving regular care from a physician and

only two were taking antihypertensives and/or digitalis.

There would seem to be serious administrative and
educational implications for improving the folIow-up of
such patients. Resulting action taken at this institution
will be described in the next example.

Example 4: Area B study in this instance focused on

symptoms found among the 45 patients back to “work”
one year following their admission to the Emergency
Room. Cn”teriaestablished by the staff would indicate

that, if more than 50% of the patients returning to their

major life activity had overt cardiovascular symptoms
after one year, further inquiry would be required.
Measurement revealed that 38 (84%) had such symp-
toms. Process study of Area D was indicated since, as

with the case fatality rate, the symptom rate far
exceeded staff criteria of maximum acceptable results.
In this instance, investigation revealed that ordy 13 of
the 38 symptomatic patients who had returned to
“work” had seen a physician more than once in the

preceding year and were taking needed antihypertensives
and/or digitalis. Thirteen others were receiving care from

their physicians but were not taking medication for
hypertension or heart failure. The remainder were
neither under a physician’s care nor taking needed

medication. There seemed to be no question that a

serious problem had been identified in the care of these
patients. As with the preceding example, there appear to

be administrative and educational implications for both

patients and physicians, if not the entire present system
of medical care, which, too often, does not respond to
the patient’s self-neglect of his own medical problems.
Resulting action, since the time of this study, has
included improved methods for evaluating and foIlowing
diastolic hypertensive patients seen in the Emergency

Room. These patients, as well as others with serious

chronic problems, are now referred to a special clinic

which has responsibility for the long-term follow-up of
these individuals, in other words, if the patient is to be

managed by an outside physician, this City Hospital
clinic will still maintain responsibility for periodic
monitoring of the patient’s care and condition. By
concentrating responsibility in a defined interest group

and stressing follow-up evaluation of care, it is hoped
that subsequent study will reveal improved patient out-
comes.

FINAL CONSIDERATIONS

This approach to patient care assessment raises
concern regarding the reliability and validity of the
criteria used to determine the need for study of “care
process.” Since there is little outcome data in the litera-
ture, medical staff, using peer judgment methods, must
usually develop their own criteria and standards. To test
the reliability of these team criteria, the staff members
in the heart failure studies were assembIed three dif.
ferent times, at three month intervals, to obtain their
estimates of “maximum acceptable” outcomes for the

same group of patients. Although there was moderate
variation of individual estimates, the maximum variation
about the group mean was less than 3% comparing the
three independent estimates of six different criteria. The
staff members inferred that whether or not their
estimates were valid, they at least seemed to be con- ‘
sistent. To test validiry of these estimates, the team was
assembled to provide individual prognosis for each of the

100 patients in the hypertensive cohort, Again, the in-
dividual variation was wide, but the group estimates

proved specific and meaningful when compared to
empirically measured follow-up findings. The

comparisons indicated that group prognostic estimates
were surprisingly valid.
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The overall value of the ABCD Strategy appears to be
supported by three factors: 1) It requires that the pro-

viders of care focus on prognostic judgments, probably

the most criticaI element in clinical judgment subsuming

both diagnosis and therapy. 2) It focuses attention on
overall patient impairment and stimulates search for any
of the multiple determinants (medical, social, cultural,

economic, etc.) of such impairment that may be
important. This approach is in contrast to the usual
preoccupation with correcting only pathophysiologic
causes of impairment. 3) Since this strategy focuses
continuing educational resources on solving real prob-
lems in medical practice, it would seem to enhance
educational effectiveness in two specific ways: a) it

identifies learning needs, not only for the physician, but
other health care personnel and patients depending upon
the problem; and, b) it lends itself to educational assess-
ment in terms of the objectives of the total care process
–the improved health of those receiving care.

Finally, if we focus on the ultimate purpose of the
evaluaticm of a health service system, namely, to facil-
itate improvement, the results of our experience would
lead us to infer that the ABCD Strategy is definitely
feasible and probably practical for this purpose. It offers
an approach that may prove superior to the present
haphazard method of planning patient care studies and
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continuing education programs. It is hoped that sub.

sequent use of this strategy may facilitate development

of practical methods for and renewed interest in an5wer.

ing the critical quustion: WHO needs to learn ~AT to
most improve the health status of the population receiv.

ing care?

1.

2.

3.

4.

5.

6.

7.
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Evaluation of New Categories of Manpower

HARRIET KITZMAN

With the stress to prepare new health professional to
assist in meeting the growing health care needs comes
the challenge to evaluate the new health professionals’

contribution and their impact on the health care system.
The program which I will discuss today is the Pediatric

Nurse Practitioner Program at the University of
Rochester. This program, formally begun in 1968,

prepares registered nurses (primarily those who have not

been employed during child rearing) to provide direct
patient care in ambulatory health care settings. The

settings most frequently have been the private pedia-
tricians’ offices.

During this session evaluation of the pediatric nurse
practitioners’ competencies at the end of their educa-
tional program will be discussed, as well as the effects of
the care on the population being served.

With precise definition of expected behaviors in
measurable terms, the task of evaluation is well under-
way. Expected behavion of the graduating pediatric
nurse practitioners were defined prior to the course.
These behaviors were known to students as the course
began. Periodic discussion assisted the students in self-
tva.luation during the course while curriculum flexibility
tnabled the students to find learning experiences that

met their needs. Clinical preceptorship allowed for
:ontinuous feedback to students and faculty during the
:ourse, Video-taped patient visits allowed students and
preceptors to critically review student-patient inter-
action. Tfis was used both as a learning measure and an

evaluative tool. Objective criteria for rating the inter-
action has not as yet been developed.

At the completion of the course a written examina-

tion was given. This test examined the components of
patient core process: problem definition, plan with inter-

vention and evaluation. The test aimed at identifying
process components and rating the components accord-
~giy .

Another method of evaluating the cornpetencies of
the gradwdting pediatric nurse practitioners dealt with
the graduates’ perception of their abilities after reaching
the work setting. Approximately one month after the

nurses began practicing in their new roles, a research
assistant interviewed each nurse to determine the nurse’s
judgment of her abilities. The questions developed for
the interview were based on the expected behaviors as
defined in the course objectives.

To evaluate the impact of pediatric nurse practi-
tioners on the health care system two settings were

used–a rural setting (a community with a population of
15,000) with no pediatrician and a Rochester suburb.

Two nurses who lived in the rural community were
prepared as pediatric nurse practitioners and then

established as well-child care providers in the com-

munity. Effects of the pediatric nurse practitioners on
the level of preventive health care services to children in
the community and the physicians’ acceptance are

presently under study. Baseline community data was
obtained by interviewing mothers of all children who
were born in the area six and seven months prior to the
pediatric nurse practitioners’ arrival to determine the

level of well-child care the infants had received in their
first months of life. The interview included a question-
naire which was pretested in a private pediatrician’s
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practice where records were available. One year after the

nurses began practicing in the community (both in a

well-child center and in general practitioners’ offices) the
population then six and seven months of age will be
studied by the same method. By comparing the group
studied prior to the availability of the pediatric nurse
practitioners with the group studied after the pediatric

nurse practitioners were established, the impact of the
pediatric nurse practitioners on the total preventive

health services to children will be determined. Physi-
cians’ acceptance of pediatric nurse practitioners is being
studied by use of interview questionnaire both before
pediatric nurse practitioners were established and one
year after they began practicing in the community.

The study involving utilization of pediatric nurse

practitioners in suburban Rochester private pedia-
tricians’ offices began in July, 1968. Four pediatric
nurse practitioners were prepared and placed in four
pediatricians’ offices sharing the well-child care with the
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pediatricians. The care given by pediatric nurse
practitioner–pediatrician teams was studied to deter.

mine quality, quantity, cost and acceptance to consumer

and professionals. A control group of patients cared for
by pediatricians alone was used. Chart review and
telephone call sampling showed the number and purpose

of patient contacts and visits which provided informs.

tion on the quality and quantity of care. Total cost of

the care given was determined by an accountant. Patient

questionnaires provided information about the ac-
ceptance of care given to the experimental and control

groups. Individual interviews of the pediatricians and

pediatric nurse practitioners involved provided informs.

tion regarding the acceptance of the new role and

relationships.

1 have briefly described the methods which have been

used to evaluate the pediatric nurse practitioner’s contri-

bution to the health care of cfildren. Data will soon be
available.
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TRAINING FOR EVALUATORS

Participants

Marion E. Leach, Ph.D.
Head, Educational Sciences Section Continuing Education and

Training Branch
Regional Medical Programs Service

George E. Miller, M.D. – Moderator
Director for Study of Medical Education
University of IIlirrois

Donald Pochyly, M.D.
Chief of Training, Center for Study of Medical Education
University of Hlinois

Summary of Session

MARIAN E. LEACH, PH.D.

Dr. George Miller and Dr. Donald Pochyly addressed
themselves to issues relating to the functioning of evalua-
tors vis-a-vis Regional Medical Programs. In providing a
framework for discussion, Dr. Miller described briefly

the Roles of the Evaluator and his need for training:

1. The Evafuator as Trainer:

a.

b.

c.

to train the staff of a Regional Medical Program

to understand rmd to use the evaluator:

to generate the con”tiction in staff that evalua-

tion is a process, therefore evahration should be
an integral part of planning and implementa-
tion; e.g., planning for evahration begins with
the specification of objectives;

to train staff in the use of data (a prerequisite
to the effective use of evaluation).

2. The Training of the Evaluator to function within
the Regional Medical Program:
a. he needs to understand the Regional Medical

Program objectives;

b. he needs to understand health professionals;
c. he needs to learn how to provide leademhip in

that setting.
In the discussion that followed the participants

seemed to indicate that their perception was that they

were supposed to recruit and hire “evaluators” without

knowing what their functions were. In the absence of
articulating their own problems in evaluation they,
therefore, could not specify the kinds of competencies
or resource needed. The group agreed that it would be
more useful under the circumstances to deal with the
concept of “evaluation” rather than a person “eval-
uator.”

A number of inquiries were made by participants
about training opportunities in evaluation. Some
indicated that they had not been aware of the resource
represented in the Center for Educational Development
headed by Mifler.
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Ulsomer, Dennis
Project Manager, Bi-State

Regionaf Medical Program

California

Andrew, Barbara, J., Ph.D. Area V
Assistant Professor .Medicd Education

Research
Division of Reserach in Medicd Education
University of Southern California
School of Medicine

BMfifil, Bruce M. Area V
Research Associate
Division of Research in Medical Education
University of Southern California

School of Medicine

Berkowitz, Sheldon Area I
Associate Specialist Project Evaluator
University of California

Butts, David, Ph.D. Area V
University of Southern California

School of Medicine

Combs, Robert C., M.D.
Coordinator, Area VIII
California Regional Medical Program

Elaimy, Wadie, Dr. P.H.
Assistant Coordinator, Planning&

Evaluation
California Regional Medicd Program –

Area IV

Fielder, John, Ph.D.
California RegionalMedicalProgram

Horotitz, Lee
AssociateCoordinator, California

Regional MedicaJProgram – Area IV
U.C.L.A. Rehabilitation Center

LeBrun, Jeanne
Associate Coordinator, Area 111
Crdifornia Regional Medical Program

Lloyd, John S., Ph.D.
Assistant Coordinator for Evaluation
California Regional Medical Program –

Area V

Maples, Lila, R.N.

California Regional Medical Program

hhzelis, Sarah

Ech~cation-EvaJuator – Area I
California Regional Medical Program

hlykytew, Marion, M.D.
Associate Director-Area VII
California RegionaJ Medical Progam

Roush, Robert E. Ed.D.
California Committee of Regjonal

MedicaJ Programs-Area V

St.roessler, John H.
Assistant Coordinator, Area VJH
California Regional Medical Program

Tesmim, Bertram L., M.D.
Assistant Coordinator, Stroke Program
California Regional Medicrd Program-

Area VIII

Thompson, Jack E.
Coordinator of Evaluation
California RegionaJ Medical Progmrr

central New York

Curry, Walter
Teaching Coordinator
CenlmJ New York Regional Medical Program

Parresi, Anthony
Teaching Coordinator
Central New York Regional Medicaf Program

Schneider, Robert
Instructionrd Communications Coordinator
CentraJ New York Regionaf Medical Program

Sovie, Margaret
Nursing Coordinator
Central New York Regional Medical Program
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CMorado/Wyorrring

Aldridge, M. Gene
Continuing Education Division
CoIorado/Wyoming Regional hledical

Program

Barrett, James, Ph.D.
Continuing Education Division
Colorado/Wyoming RegionaJ Medical

Program

Dyson, James E., Ph.D.
Associate Director, Colorado/Wyoming

Regional Medical Program
Continuing Education Division

Gough, Anne, R.N.
Chief of Nursing and Allied Health
Colorado/Wyoming RegionaJ Medical

Progxam

Hastings, William O.
Chief, Project Audit and Control
Colorado/Wyoming RegionaJ Medical

Program

Stubblefield, Rex D.
Executive Assistant
CoIorado/Wyoming Regional Medical

Program

Syner, James C., M.D.
Associate Director for Project
Administration & Health Information
Division

Colorado/Wyoming Regional Medical
Program

Connecticutt

Clark, Henry T., Jr., M.D.
Director and Coordinator, Connecticut

RegionaJ Medical Program

Glasgow, Jo@ Ph.D.
Associate Coordinator for Evaluation
Connecticut Re~onaJ Medical Program

D. C. Metropolitan

Fforida

Ausman, Robert K., M.D.
Deputy Director, Florida Regional
Medicrd Program

Engebretson, Gordon R., Ph.D.
Associate Director, Florida

RegionaJ Medical Program

230

Georgrh

Trantow, Donald
Georgia Regional Medical Program

Greater Delaware Valley

Roberts, Dean W., M.D.
Chief, Regional hledical Program Activities
Hahrremann Medical College

Hawaii

Denney, Ruth
chief of Planning and Research Services
Hawaii Regional Medical Program

Hasegawa, Masato, M.D.
Program Coordinator and Director
Hawaii Regional Medical Program

Tunks,OmasA.
Chief of Operations
Hawaii Regjonal Medical pro~am

Rlinois

Auerbach, HarrY
Assistant Director for Research
Illinois Regional MedicaJ Program

Brown, Patricia R., R.N., Ph.D.
Assistant Director
Illinois RegionaJ Medical Program

Creditor, Morton C., M.D.
Executive Director
Illinois Regional hfedicrd Program

Lovelace, Bryan, Jr.
Assistant Executive Director
Illinois RegionaJ Medical Program

Indiana

Svan, John, Ph.D.
Director of Educational Services
Indiana Regional MedicaJ Program

Intcrmountain

Schorow, hlitchell
Assistant Coordinator for Planning

& Evaluation
Intermounth Regional Medical Progam

Smart, Charles M., M.D.
Director, Tumor Registry
Intermountain RegionaJ Medical Program

Iowa

CaldwelJ, Charles W.
Associate Coordinator
Iowa Regional Medical Progrm

Latessa, PhiJip
Director of Health Statistics
Iowa Regional Medical Progrm

Tracy, Roger
Director of Project Development

and Evacuation
Iowa Regionrd MedicaJ Program

Weinberg, Harry B., M.D.
Coordinator, Iowa Regional

Medical Program

Adair, Charles, Ph.D.
Assistant Coordinator, Research and

Evaluation Department
Kansas Regjonal Medical Progam

Brown, Robert W., M.D.
Coordinator, Kansas Regional

Medical Program

Petre, Richard, Ph.D.
Assistant Evaluation Director
Kansas Regional Medical Program

Taliaferro, J. DaJe, Ph.D.
Director of Social Systems Research
Research and Evacuation Department
Kansas Regional Medical Program

Louisiana

Baird, Beverly
Planning Staff Associate
Louisiana Regional Medical Program

Walker, Karen, M.p.H.
Staff Evahrator
Louisiana Regionrd Medicd Progf~

Maine

Doran, Peter, Ph.D.
Associate Coordinator

Maine Regional Medicd Progfm

Jones, Janet H.

Director, Grant Program PolicY
Maine Regional Medicd prowm

Maryland

Herbert, Henry, M.D.
AssociateCoordinate

E&rcatiOIS

M@]and Regional M

~cMurrin, Vern
AssociateCoordinate.
md Planning

M~yland Regional MI

~empiriS

Amis,Lewis N., Ph.D.
chief of Planning, Res
Evrduation

MemphisRegionaJ Me

i’
~bertson, James W.,
coordinator, RegionaJ

!
~ler, Edward
systems Analyst, Merr
!MedicalProgram

I
bichigang,
F
Bdlinger,David
MichiganHeart Associ

k
:.
rickner, Abraham,,,-

Wtive Director
kschiganHeart Associ;

E
kocque, Gaetane M.,
kociate Program Coc
kichiganRegional Mec
k

k‘pushinsky, Theodor
gram Developer

kchigan Regional Mec

i
Tons, James
~chigan State Univers

1

,’
~lke,Wm. Graham, P
~oit, Michigan
;

.Si.ssippi

1
~dgeforth,Edwin B.

&.:;ty;::k?

~sissippi RegionaJ Me

!!n
!:

pbell, Guy D., M.D
%Jiiator, Mississippi
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af ProgsaM

lm Policy
af Program

~aryland New Jer.reyLampton, T. D., M.D.
Coordinator for Heart Disease and Stroke
Mississippi Regional Medical ProgramHerbert, Henry, M.D.

Associate Coordinator for Continuing
Education

k[mland Regionaf hfedical Program

Harkness, James P., Ph.D.
Deputy Coordinator
New Jersey Regional Medical Program

Missouri

New MexicoDonneff, Demy, M.D.
Chief, Program Methodology Unit
Missouri Regionaf Medicaf Program

Mcklurrin, Verrr
Associate Coordinator for Evaluation
~d Planning

Maryland Regional hfetficaf Program

Fitz., ReginaJd H., M.D.
Director, New Mexico RegionaJ

Medical ProgramRikfi, Arthur E., M.D.
Coordinator, Missouri Regional

Medicaf Program Griffith, DudJey
Heafth Planning Technologist
New Mexico RegionaJ Medicaf Program

~emphis

Sights, Warren P., M.D.
Director for Operation:
Missouri Regiorraf Medical Program

Amis, Lewis N., Ph.D.
Chief of planning, Research and
Evahration

Memphis Regiorraf Medical Program
Key, Charles R., M.D.
Assistant Director for Cancer
New Mexico Regionaf MedicaJ ProgramMountain States

Colbertson, James W., M.D.
Coordinator, Regionaf }fedical Program Smith, C. Eddar, Ph.D.

Coordinator, Planning and Evacuation
hfountain States Regional Medical

Program

New York Metropolitan

Mler, Edward
Systems Analyst, Memphis Regiorraf
Medicaf Program

AIOnSOn,Jesse, M.D.
Deputy Director, New York Metropolitan

Regionaf Medicaf Program

Nassau-Suffolk
Michigan

EIJer, John
Evaluation Specialist, New York

Metropolitan Regionaf Medicaf Program
Beckman, Robert
Director of Research
Nassau-Suffolk Regional kfecficalProgram

Baflinger,David
MichiganHeart Association

North Carolina
Bricktrer,Abraham
Executive Director
MichiganHeart Association
4“

Hastings, Glen E., M.D.
Program Coordinator
Nassau-Suffolk Regionaf MedicaJ Program

HaJlman, Shannon P.
Associate Director, Social Research

Section
University of North CarofinaLatocque, Gaetane M., Ph.D.

,@sociate Program Coordinator
Michigan Regionaf MedicaJ Program

Owen, Harrison
Assistant Coordinator for Project

Development
Nassau-Suffolk Regional Medical Program

Tnrscott, B. Lionel
Director, Stroke Program
North Carolina Regionaf Medicaf Program~).opushirssky,Theodore, Ph.D.

!bgram Developer
:!.
!ffichiganRegionaf Medicaf Program

‘1

RothbefJ, Gladys
Nassau-Suffolk Regionaf MedicaJ Program Weaver, Ben F.

Deputy Director, North Caroliia
RegionaJ Medicaf Program~Lyons,James

~~chigan State University

~we,ke~m GrAm ~D
,. ,.

Iktroit, Michigan

Nebraska/South Dakota

North DakotaMarcy, Deane S., M.D.
Project Administrator, Coronary Care
Nebraska/South Dakota Regiorraf Medical

Program
Diet-z,Conrad
Computer Service, North Dakota

RegionaJ Medicaf Program

I

~#ississippi
Morgan, Harold S., M.D.
Program Coordinator, Nebraska/South

Dakota Regional MedicaJ Program
~fMdgeforth,Edwin B.
~f’rogr~ Ev~uator, Department of
j preventive Medicine
‘~sissippi Regional Medicrd Program

/

Paker, Lorraine
Assistant Director, Continuing

Education for Allied Personnel
North Dakota Regionrd Medical ProgramMorns, George L., Jr.

Project Administrator, Communications
Facility

Nebraska/South Dakota Regional MedicaI
Program

Wright, Whrd A., M.D.
Program Director, North Dakota

Regional MedicaJ Program

~bnpbe~, Guy D., M.D.
~~ordmator, Mississippi Regionaf

Medics Program
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Northeastern Ohio “

Johnson, Bart
Director of Education
Northeast Ohio Regiorraf Medical Program

Lifson, Arthur
Assisiarrt Director, Heart Disease
Northeast Ohio Regional Medical Program

?vfeloy,Richard C.
Disector, Administration
Northeast Ohio Regional Medicaf Program

Northern New England

Danielson, Donald
Associate Director, Northern New

England Regional Medical Program
University of Vermont College of Medicine

Stewart, Caryl
Assistant Director for Program

Development
Northern New England Regional

Medical Program

Wennberg, John, M.D.
Director~Northern New England

Regional Medical Program

Northlands

HiJl, Russell N., Ph. D.
Evaluation Officer
Northlands Regional hfedical Program

Miier, N’inston R., hLD.
Program Director and Coordinator
Northlands Regional Medical Program

.Vorthts,estern Ohio

Jmrkins, Keith
Northwestern Ohio Regional Medical

Program

Tittle, C. Robert, Jr., M.D.
Program Coordinator, Northwestern Ohio

Regional Medical Program

Ohio State

D’Costa, Ayres, Ph.D.
Director, Fellowship Program
Ohio State Regional Medical Program

Pace, WiJIiamG., 111,hf.D.
Program Coordinator
Ohio State Regional Medical Program

232

Ringe, Robert, Ph.D.
Director of Communications
Ohio State RegionaJ Medical Pro~am

Ohio Valley

Cook, Anne
Research Associate
Ohio Valley Regional MedicaJ Program

McBeath, William H., M.D.
Director, Ohio VaJley Regional

Medical Program

Moss, ludson, Ph.D.
Educational Consultant
Program Development

Ohio Vafley Regional hfedicrd Program

Oklahoma

Bexfield, Frank W.
Associate for Evaluation and Planning
Oklahoma Regional Medical Program

Cameron, Charles M., M.D.
Professor and Chairman
Department of HeaIth Administration

Oregon

Kole, Delbert M., M.D.
Coordinator for Community Organization
Oregon Regional Medical Program

Yagi, Kan, Ph.D.
Consultant for Education and Evaluation
Oregon Re~onal Medical Program

Puerto Rico

Mirando, Luis, M.D.
Puerto Rico Regjonal Medical Program

hfullan, Bryan
Puerto Rico Regional Medical Program

Rochester

Haynie, Gloria
Statistical and Evahration Unit Staff
Rochester Regional Medical Program

Jacobs, Arthur, M.D., M.P.H.
Director, Statistical and Evahration Unit
Rochester Regional Medical Program

South Carolina

Bowman, C.W.
Associate Coordinator for MedicaJ

Districts Program Planning
South Carolina Reglona Medic~ program

Coleman, J. Walker, 111
Director, Field Services, Planning

and Evacuation
South Carolina Region~ Medic~ program

Susquehanna Valley

Hoffman, John D.
Chief of Internal Operations
Susqueharrna Valley Regional MedicaJ

Program

McKenzie, Richard B.
Director, Srrsqrrehanna ValJey RegiorraJ

MedicaJ Program

Taylor, David
Coordinator of Research and Evahsation
Susquehanna Valley Regional hledicaJ

Program

Tennessee/Mid-South

Metcaife, Robert M.,M.D.
Associate Director, Tennessee/Mid-South

Region~ hf~icti program

Zubkoff, Alichael, Ph.D.
Head, MedicaJ Economics Section
Tennessee/hiid-SoutJr RegionaJ

Medicsl Program

Texas

Ferguson, David K.
Operations Officer
Texas Regional MedicaJ Program

Humble, Robert O.
Chief of Planning and Evacuation
Texas RegionaJ Medical Program

McCaJl,Charles B., M.D.
Coordinator, Texas Regional

hledical Program

Reese, Hubert D.
Data Acquisition Specialist

Texas Regional Medical Program

“n”-State

:ol t, Avery
ii-State Regional

~arrisey, Claire

;peci~ projects Cc
rri-State RegionaJ

:eairnes, Harold, 1
coordinator for E\
h-i-State Regional

Jott, Ruth
iesearch Associate
hi-State Regional

‘eterson, Osler L.,
!ssociate Director
t’ri-State Regional
)epartment of Pre
{award MedicaJ S[

;iebert, Dean J., M
Msociate Coordim
MedicaJ School

hi-State Regional

lason, Jack L., Ph
khrcation Science$
T@jnia Regional h

koctor, Margaret ~
IUrvey Officer
firginia RegionaJ N

Vadzingtorr/AIaska

)ohner, Charles W
Washington/Alaaka
Universityof Wash
Medicine

)uren, Gay
issistant Director
Wsshington/Alaska
Program

‘ohnson, Wilfiam F

Washington/Alask~
Program
University of Wash
Medicine

titer, Mariella, M
coordinator, Coro
IVashington/Alaskz
Program
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kurrring

Iedicaf ‘program
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Ifey Regiorraf

nd Evacuation
mrfMedicaf

~see/Mid-South
1

Section
onal

Tri.state

Colt, Avery
Tri-State Regional Medicaf Progrzm

Farrisey, Chke
SPecial Projects Coordinator
Tri-State Regional Medicd Program

Keairnes, Harold, M.D.
coordinator for Evaluation
Tri-State Regional Medicd program

Mott, Ruth
Research Associate for Data Collection
Tri-State RegionaJ MedicaJ Program

peterson, Osler L., M.D.
Associate Director for Data Collection
Tri-State Regioncd \ledical Program
Department of Preventive Medicine
Harvard Sledicd School

Siebert, Dean J., M.D.
Associate Coordinator for Dartmouth
Medical School

Tri-State RegionaJ MedicaJ Program

Vir~”nia

Mason, Jack L., Ph.D.
Education Sciences Officer
Vuginia Regional MedicaJ Program

Proctor, Margaret W.
Survey Officer
Virginia Regional Medicaf Program

Washington/Alaska

Dohner, Charles W., Ph.D.
Washington/Aiaska Regional .MedicalSchool

~University of Washington School of
~ Medicine

~Duren, Gay
Assistant Director for Evaluation

~Washington/Alaska Regional Medical
ogr~

Program

uation
~gram

id

JofrnWn, Wjlliam R., Ed.D.
Washirrg~on/AfaskaRegional Medical
Program

University of Washington School of
Medicine

Laster, Marielfa, M.S.
Coordinator, Coronary Care Unit Training
Was~irrgton/Al&a Regional Medicaf}
Program

Western iVew York

Ingall, John R. F., M.D.
program Director
Western New York Regional Medical

Program

Kzye, Leonard
Western New York Regional MedicaJ

pro~am

KeRberg, Elsa R.
Associate for .Assessment and Research
Western New York RegionaI Medical

Program

Western Pennsylvania

Carpenter, Robert R., M.D.
Director, Western Pennsylvania

Regiorrrd Medicrd Program

Lapenas, CoraLee
Research .4ssistant, Western Pennsylvania
Regional Medicrd Program

Reed, David E., M.D.
Associate Director for Evahration
Western Pennsylvania Regional ,Medicaf

Program

Scheuer, Ruth
Assistant to Director of Evahration
Western Pennsylvania Regional Medical

Program

West VirD”nia

Costelfo, Joseph
Biostatistician, West Virginia

RegionaJ Medical Program

GaHina, Peter P.
Coordinator of Field Services
West V@inia Regional Medical Program

HoIland, Charles D.
Director, West Virginia RegionaJ

MedicaJ Program

Wisconsin

Hirschboeck, John S., M.D.
Coordinator, Wisconsin Regional

MedicaI Program

Kraegel, Janet, R.N.
Nurse Utilization Project Director
Mflwaukee, Wkconsin

Lange, Norma, R.M.
Nursing Coordinator
Wisconsin Regional McdicaJ Program

Lemke, Charles W.
Director of Evahration
Wisconsin RegionaJ Medicd Program

Shceley, William J.
Assistant Coordinator
Wisconsin RegionaJ Medical Program

NATIONAL
RMP REVIEW COMMIT’fEE

Besson, Gerald, M.D.
Review Committee Member
Los Angeles, California

Lemon, Henry M., hl.D.
Professol of Medicine
Department of Internal Medicine
The University of Nebraska Medical Center
Omaha, Nebraska

Lewis, Edmund J., M.D.
Chief, Naval Division
Thorndike Memorial Laboratory
Boston, Massachusetts

Schmidt, Alexander M., hl.D.
Dean, Abraham Lincoln School of Medicine
University of Illinois
Chicago, Illinois

Sister Amr Josephine, C.S.C., Ph.D.
Administrator
Holy Cross HospitaJ
Salt Lake City, Utah

NATIONAL
RMP ADVISORY COUNCIL

Cannon, Bland, M.D.
Memphis, Tennessee

Wykcoff, Florence
Watsonville, California

REGIONAL
MEDICAL PROGRAMS SERVICE
ROCKVILLE, MARYLAND

Abrams, Rhoda
Assistant Branch Chief
Evrduation Branch
Office of Program Planning and

Evaluation
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Conley, Veronica L., Ph.D.
Head, AIJied Health Section
Continuing Education and Training Branch

Conrath, Cecilia C.
Chief, Continuing Education and

Training Branch

Dana, Mary L.
Secretary
Office of Program Planning and Evaluation

de la Puente, Joseph
Chief, Program Studies Branch
Kidney Disease Control Branch

Dickenson, Emily
Travel Clerk
Division of Travel

Dunning, Herbert P.
Program Management Officer
Division of Professional and Technical

Development

Ensor, Joan E.
Program Anafyst, Office of Program

pianning and Evaluation

Frampton, Rita P.
Public information Specialist
Office of Communications and Pubfic

Information

Friedfander, Edward M.
Assistant Director
Office of Communications and Public

Information

Green, Dorothy E., Ph.D.
Chief, Program Research Section
National Clearinghouse for Smoking

and Health

Jchniowski, Francis C.
Acting Director, Systems hb.rragement Office

Kaplan, Alan S., M.D.
Deputy Chief, Continuing Education

and Training Branch

Klieger, Phifip A., M.D.
Assistant Director-Stroke and

Rehabilitation
Office of Orgardzationaf Liaison

Larson, Carol hf. -

A1.fiedHerdth Specialist
Continuing Education and Training Branch
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Leach, Marian E., Ph.f).
Head, Educational Sciences Section
Continuing Education and Training Branch

Margulies, Harold, M.D.
Acting Director

hiark, Frank R., M.D.
Chief, Operations Research and Systems

AnaIysis Branch

McDonald, Carol B.
Secretary
Office of Program Planning and Evaluation

Mcrllins,Patty S.
Program Anafyst
Office of Program Planning and Evacuation

Munier, William B., hLD.
Staff Assistant
Continuing Education and Training Branch

Nelson, Elsa J.
Health Services Officer
Continuing Education and Training Branch

O’F}aherty, Harold F.
Program Anafyst
Office of Program Planning and Evaluation

Peterson, Roland L.
Assistant Director
Office of Program Planning and Evacuation

Price, Kathy
Secretary
Office of Administrative Management

Quave, Robert L.

Administrative Officer
Officer of Management

Resnick, Leah
Program Analyst
Office of Program Planning and Evahration

Ringel, Abraham
Public Health Analyst
Operations Research and Systems Analysis

Branch

Robins, Morton
Acting Chief
Study Design and Analysis Staff

Says, Luther J., Jr.
Public Heafth Advisor
Grants Review Branch

Schoen, Teresa
Special Assistant
Office of Program Planning ~d Evaluation

Witte, Lawrence M.

Program Planner

office of Program planning and Evaluation

OTHER
FEDERAL AGENCIES

Askew, Cornelius D.P.H.
Director, Health Services Evacuation

Branch
National Center for Health Services

Research and Development, HSMHA

Blaxell, Martha
Budget Examiner
Officer of Management and Budget

Brandwein, Raymond A.
Program Anafyst
NatiorraJ Center for Health Statistics,

HShfHA

Campana, Edward
Program Analyst
Comprehensive Health Planning, HSMHA

Featherstone, Frederick V., M.D.
Specird Assistant to the DepuW

Administrator
HSMHA–Oftice of theAdministrator

Fox, Peter, Ph.D.
Senior Economist
Office of Management and Budget

Gorzkiewicz, Marjorie
Project Manager, Health Services

Evaluation Branch

National Center for Health Services
Research and Development, HSMHA

Logsdon, Donald N., M.D.
National Center for Health Services

Research and Development, HShIHA

Walker,E1inor
Public Heafth Analyst, HeaJth Services

Manpower
National Center for Health Services

Research and Development, HSMHs

Yordy, Karl D.
Assistant Admkistrator, Office of

program P1anning and Evaluation-HSMHA
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nd Evaluation

nd Evaluation

ksation

ervices
, HSMHA “!

Budget

;tatistics,

~ing,HSMHA

inistrator

oTHER

Bauer, Katherine G.

Research Associate, Harvard Center
for Community Heafth and Medical Care

Berg, Robert, M.D.
professor and chairman

Dep~men t of Preven tive Medicine
~d Community Health

school of Medicine
University of Rochester

Blarrsphin,John M.
Assistant Bureau Chief–Washington Office
h[edical World News

Crawford, WilJiam R., Ed.D.
Associate, Evaluation Studies Section
center for Educational Development
Colfegeof Medicine
university of Illinois

f)everin, Daniele
Cybern Education, Inc.

Dwtlap, James Ph.D.
Arthur D. Little, Inc.

Engbretson, WMam, Ph.D.
President, Governors State University

Fleisher,Daniel, M.D.
Director of Heafth Professions
Temple University

;,’ Forsyth, Jeannette, Ph.D.
‘“;~ Project Administrator

‘#~ Gavett, J. WiUiam, Ph.D.
‘‘ ~j~AssocirsteProfessor, College of

cvices ,.~
,::

f Preventive Medicine
and Community Health

It, HSMHA

Jeffers, James R., Ph.D.
Director, MedicaJ Economics

Research Center
Department of Economics
University of Iowa

Kelman, Howard, Ph.D.
Department of Preventive Medicine

and Public Health
New York hledical College

Kimmel, Wayne
Department of Economics
Public Service Laboratory
Georgetown University Hospital

Krinneruch, Margery
Cancer Prokyam
American College of Surgeons

Kitzman, Harriet
University of Rochester

Lewis, Charles E., M.D.
Professor and Head
Heafth Administration Division
School of Public Health
University of California

Linden, George
Chief, California Tumor Registry
Department of Public Health

Maxwell, Stephen L., The Honorable
Judge of the District Court
St. Paul, Minnesota

Mayer, Andrew, M.D.
Cancer Program
American College of Surgeons

Metzner, Charles A., Ph.D.
Professor, Department of Medical

Care Organization
School of Public HeaJth
University of Michigan

Miller, George E., M.D.
Director, Center for Study of Medical

Education
Office of Research in Medicd Education

lth SeM@S ,,;” ‘t’: University of Illinois MedicaJ Center
‘~i ~gedorn, Homer, Ph.D.,,’!I
~:~Arthur D. Litfle, Inc.Services (,L Mifler, Irving, M.D.

nt, HSMHS ~’ ~~~ ~ Evaluation Technologist
~: ;Jj Henderson, Maureen, M.D.# .’,,,:,, , Albuquerque, New Mexico

Peterson, Sara J.
Biostatisticiarr
Fabius, New York

Pochyly, Donafd, M.D.
Chief of Training
Center for Study of Medical Education
Office of Research in Medical Education
University of Illinois Medical Center

Rockwell, M.A., M.D.
Director, Rand Heatth Program
Rand Corporation

Schon, Donald A., Ph.D.
President, Organization for Socisd and
Technological [nnovation

Seipp, Conrad, Ph.D.
Associate Professor, Health

Services Research Center
University of North Carolina

Shapiro, Sam
Director of Research and Statistics
Health Insurance Plan of Greater New York

Shepherd, Rodger M., M.D.
Assistant Program Director
Continuing Education
Presbyterian Medicaf Center

Tobis, Jerome, M.D.
Chairman, Department of Physicaf

Medicine and Rehabilitation
University of California
Irvine College of hledicine

Webber, WiJlardW.
Cancer Program Advisor
American College of Surgeons

Weckwerth, Vernon, Ph.D.
St. Paul, Minnesota
(Member, Northkurds RegionaJ Advisory

Group)

White, Paul, Ph.D.
Division of Behavioral Sciences
Johns Hopkins University

WiIbur, Richard S., M.D.
Assistant Executive Vice President
American Medical Association

Wtiiamson, John W., M.D.
Professor, Department of Medical Care

and Hospitaf School of Hygiene and
Public Hetdth

Johns Hopkins University

Wylie, Charles M., M.D.
Professor, Public Health Administration
University of Michigan

Youngemran, Robert A. ,

Interregional Representitive–
Georgia Regional Medicaf Program
Medicai Association of Georgia

‘1
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