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HEALTH MAINTENANCE ORGANIZATION
ASSISTANCE ACT OF 1973

The President has signed a bill passed by Con-
gress which authorizes the expenditure of $375
million over a S-year period for grants and loans
to support planning, development, and initial op-
eration of Health Maintenance Organizations
(HMOs), which provide comprehensive health
services on a prepaid, capitation basis.

The benefit package defined in the legislation
includes' the following basic services, which must
be provided to each HMO member: physician
services, inpatient and outpatient hospital services,
emergency health services, mental health services
(short-term outpatient evaluative services and
crisis intervention services), alcohol and drug
abuse treatment and referral services, diagnostic
laboratory and diagnostic and therapeutic radio-
logic services, home health services, and preven-
tive health services (including voluntary family
planning services, infertility services, preventive
dental care for children, and children’s eye exam-
inations). Supplemental services, for which health
manpower is available in the area and for which
the HMO member has contracted, include inter-
mediate and long-term care facility services;
vision, dental, and mental health services not in-
cluded as a basic health service; long-term physical
medicine and rehabilitative services; and pre-
scription drugs.

Areas of activity that can be supported under
the legislation are feasibility surveys (grants and
contracts to public or nonprofit private entities);
planning (grants and contracts to public or non-
profit private entities and guarantee of payment to
non-Federal lenders to private, for-profit entities
for development or expansion of an HMO to
serve a medically underserved population); initial
development (grants, contracts, and loan guar-
antees available on the same basis as assistance
for planning); and initial operations (loans to

public or nonprofit HMOs and loan guarantees
for private HMOs serving medically underserved
populations, to cover operating deficits during the
first 36 months of operation, including significant
expansion as well as new starts). In any fiscal
year not less than 20 percent of the sums for
grants, contracts, and loans shall be for projects in
rural areas.

Each employer operating under section 6 of
the Fair Labor Standards Act of 1938 who em-
ploys not less than 25 persons and provides a
health benefits plan must offer employees the
option of membership in a qualified HMO in the
area where they reside. If there is more than one
HMO in the area, the option must include both a
group practice HMO and an individual practice
HMO. No employer shall be required to pay more
for this option than would be required under ex-
isting agreements.

Four specific provisions in State laws restric-
tive of HMOs are preempted by this legislation,
and States may not establish or enforce laws pre-
venting HMOs from soliciting members through
advertising services, charges, or other nonpro-
fessional aspects of their operation.

The legislation provides for research and pro-
grams concerning the effectiveness, administra-
tion, and enforcement of quality assurance pro-
grams, and it calls for extensive study of all facets
of quality of health care.

HMO services are authorized for American In-
dians and for domestic agricultural migratory and
seasonal workers.

President Nixon has described the new law as a
response to the challenge of finding new and bet-
ter ways to improve health care. “The signing of
this act,” the President noted. “marks another
milestone in this Administration’s national health
strategy.”

Cover—In experiments on body tem-
perature regulation, supported by the
National Institute of Neurological
Diseases and Stroke, Dr. James M.
Lipton uses a heat lamp on white
rats restrained in glass cylinders. An-
other photograph, on page 93, shows
the rat shutting off the lamp. How
the rat does this and the relationship
of these experiments to thermoregula-
tion problems in human beings are ex-
plained in a report on pages 92, 93.
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The Potential of Health Education
in Health Services Delivery

EDYTH H. SCHOENRICH, MD, MPH

THE WORDS “health education” are variously
used to refer to a broad spectrum of activities
ranging from the simple provision of public infor-
mation to elaborate programs for the training of
highly specialized health manpower. In this paper
I will use the definition adopted by the President’s
Committee on Health Education: “Health edu-
cation is a process that bridges the gap between
health information and health practices” (1).

Within the broad spectrum of health education
my specific concern is with patient education. This
process begins with the imparting of factual in-
formation to patients, but it also includes interpre-
tation and integration of the information in such
a manner as to bring about attitudinal or behav-
ioral changes which benefit the person’s health
status. Thus, patient education not only involves
the world of medical scientific facts, but in its
process it is also closely interwoven with psychol-
ogy, sociology, behavioral science, and cultural
anthropology.

An organized program for patient education
requires a systematic effort by one or more health
professionals in a health service delivery setting.
It consists of a number of orderly steps which
include assessing the patient’s knowledge about
his health, determining the patient’s health edu-
cational needs, the provision of information in a

manner most understandable and acceptable by
the patient, assuring as much as possible that this
information is intcgrated into the patient’s atti-
tudes and, finally, followup to assure that the new
information has indeed produced behavioral
changes with beneficial effect upon the person.
This process frequently must be directed not
only to the patient himself but also to other per-

Dr. Schoenrich is director of the Administration
for Services to the Chronically Ill and Aging,
Maryland State Department of Health and Mental
Hygiene. This paper is based on her keynote
address at the Maryland Workshop on Patient
Education, held April 30-May 3, 1973, in Mar-
riottsville, Md. The workshop was sponsored by
the State health department, in cooperation with
the Maryland Regional Medical Program, Mary-
land Hospital Association, and the Health Care
Facilities Service, Health Services and Mental
Health Administration (now under the Health Re-
sources Administration).

Tearsheet requests to Edyth H. Schoenrich,
MD, Director, Administration for Services to the
Chronically Il and Aging, Maryland State Depart-
ment. of Health and Mental Hygiene, 301 W.
Preston St., Baltimore, Md. 21201.
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sons of key significance in the patient’s life pat-
tern. Not only scientific facts, but also an under-
standing of human motivation and behavior, as
well as information concerning the cultural setting
and background of the patient, must all be in-
corporated in the process for successful communi-
cation. Furthermore, it is often true that those
who deliver health services need to participate in
health education themselves before they can de-
sign and implement a successful organized pro-
gram for patient education.

Importance of Patient Education

Increased emphasis upon prevention. A major
thrust in the evolution of our contemporary health
service delivery system appears to be an increased
emphasis upon the prevention of disease processes,
illnesses, and impairments. Prevention includes
primary prevention, the prevention of the occur-
rence of disease; secondary prevention, early rec-
ognition and intervention in disease processes,
even when they may be unrecognized by the pa-
tient; and tertiary prevention, which requires
highly specialized medical and surgical care in-
cluding rehabilitation services. Our nation is be-
coming increasingly sensitized to the enormous
human and resource costs of chronic and cata-
strophic illness, with increasing attention on “what
might have been, if only” these problems could
have been prevented.

In the first half of this century in the United
States we have achieved increasingly effective con-
trol of the infectious and communicable diseases.
Control was attained through primary prevention
of these diseases by the mechanisms of immuniza-
tion and environmental control. The development
of antibiotics in the 1930s and 1940s contributed
to this control.

Attention is now increasingly centered on the
prevention of chronic diseases and catastrophic
illness. Although scientific information is lacking
for primary prevention of many of these problems,
think for a moment how much it means, not only
to a patient and his family but also to society as
a whole, to be able to prevent the human and
resource costs of these diseases. Think of what
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it means to prevent a stroke through the some-
times simple approach of controlling hypertension.
Think of what it means to prevent the personal
catastrophe of paraplegia resulting from a spinal
cord injured in an accident caused by a drunk
driver. Think what it means to prevent the painful
death of a man in his prime from cancer of the
lungs through control of smoking. Think what it
means to prevent the amputation of a gangrenous
leg of an elderly diabetic through good personal
hygiene and health care. Think what it means to
prevent overcrowding and malnutrition through
thoughtful and compassionate family planning.
Success in all of these endeavors must include
well-organized patient education programs.
Increasing incidence and prevalence of prob-
lems of chronic illness and the aged. As the inci-
dence and prevalence of communicable discases
have been brought largely under control, the prob-
lems of birth defects, accidents, chronic illnesses,
and of the aged have come to the fore. With the
exception of traumatic accidents, these health
problems have slow insidious onset, tend to be of
long duration, tend to disable many months or
years before they kill, tend to require continuing
care, sometimes for life, because of their long-
term nature and, finally, tend to have enormous
psychosocial and financial impact upon the pa-
tient, his family, and society as a whole, because
of the long-term need for complex services.
Another feature of chronic illness of special
importance to those who are intcrested in patient
education is that the low-grade, long-term features
of chronic illness mean that the major portion of
the management of a chronic illness rests in the
hands of the patient himself or his family, rather
than in the hands of health professionals. Of
course, the intervention of health professionals
and health facilities, such as hospitals, is essen-
tial to make proper diagnoses and to elaborate
plans for management. However, most of the
day-to-day management of such problems is in
the patient’s own hands.
Think of the diabetic who must daily manage
his own food intake and medication. Think of the
patient with healing tuberculosis who now spends



an average of only 90 days in the hospital and
must then carry through another 21 months of
daily therapy himself—with only intermittent
contact with health professionals—to assure that
reactivation does not occur. Think of the cardiac
or the hypertensive patient who must manage
his own medications and pace himself, perhaps
with major changes in life ‘pattern, in order to
maintain his health. Think of the person with
an amputation or a spinal cord injury due to a
traumatic event, who then must live with, adjust
to, and manage his impairment every day of his
life. Think of the family that cares daily for a
child with cerebral palsy. The staggering increase
in the importance of the patient and his family in
the management of individual health problems
demands effective patient education services.

Increasing costs of health services. Another
social force which is prompting an increased
emphasis upon patient education is the escalation
of costs for health services. In 1972 more than
$75 billion were spent on health care, approxi-
mately 7.5 percent of the gross national product
(2). The public is generally aware that hospitali-
zation, which only a few years ago averaged $50
to $75 per day in large cities, may now average
$100 to $150 a day. The health industry employs
more than 4.5 million persons including both
professionals and support personnel and, in terms
of manpower, is the third largest industry in the
United States.

This phenomenon in our society is forcing both
consumers and providers of health services to be
increasingly thoughtful about maintenance of
health and the efficient utilization of the health
service system. Many health problems which are
cared for on an inpatient basis could be, at least
in part, managed through ambulatory services. In
many instances, more effective compliance with
a health regimen would prevent costly readmis-
sions to hospitals.

Problems of health manpower. Another major
problem in the delivery of health services consists
of the deficits and maldistribution of health man-
power. Our society is earnestly attempting to meet
this problem through a variety of channels, includ-
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ing the training of new categuries of health per-
sonnel and reallocation of responsibility for health
tasks. However, an important factor not to be
overlooked is that, because of the responsibility
of the individual citizen in the maintenance of his
own health and the increasing role of the patient

in the management of his own long-term illness,

the citizens of our country can be said to be our
greatest source of untapped health manpower.
Patient education can make it possible to tap this
enormous pool of health manpower effectively.

Implementing Patient Education Programs

Within the context of the concept that patient
education must move beyond the acquiring of
factual information to the changing of actual be-
havior, the implementation of patient education
programs can be discussed from the viewpoint of
target populations, objectives, and process.

Target populations. Nationwide, several special
populations can be identified as having unique
health needs requiring special emphasis on patient
education. These target populations include those
to whom preventive services or long-term man-
agement are of special significance. These are
women of childbearing age, pregnant women,
middle-aged persons at high risk for chronic
diseases, low-income groups, and those already
chronically ill or suffering from the problems of
aging.

Objectives. Patient and public education are in-
creasingly critical to the efficient and effective
operation of the health service system in at least
four broad areas.

1. There is increasing puhlic awareness and
concern about the pollution of air and water, about
the presence of hazardous agents such as radia-
tion, pesticides, and toxic inhalants, and about the
relationship between exposure and the causation
of disease and disability. Society is making serious
strides forward in this area.

2. In the field of personal health maintenance,
we intrude into personal and cultural behavior
patterns of nutrition, exercise, and the use of in-
toxicants including alcohol, drugs, and tobacco,
and we must change a relaxed and unrealistic
attitude toward the hazards of accidents.
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3. Knowledge of the consumer public about its
rights and the benefit packages of various health
care systems is essential if consumers are to use
health services efficiently and effectively rather
than wastefully.

4. The compliance of patients in carrying
through with health service advice is often critical
for favorable outcomes. The literature on patient
compliance with health professionals’ instructions
is enormous, and many studies in many types of
settings have examined the accuracy with which
patients understand the directions given them by
health personnel and the conscientiousness with
which they carry out the advice. Some studies are
shocking in their demonstration of the insensitiv-
ity of health personnel to the personal and in-
tellectual needs of patients for understanding.
Some studies are frightening because of their re-
ports of the frequency with which critical medi-
cations are omitted or taken incorrectly.

Process of patient education. The process of
patient education must, at a minimum, be con-
cerned with the site, the responsible personnel,
and the interrelationships between consumers and
health personnel.

Patient education can go on in any health de-
livery setting. Because of the usual frequency of
hospital visits for health care, the hospital is a
natural setting. In the United States there are
more than 7,000 hospitals, and yet only about
50 have what could be called organized patient
education services. The President’s Committee on
Health Education has urged that patient education
services be available not only in inpatient settings,
but also in ambulatory care settings, including the
physician’s office. The sensitive, thoughtful physi-
cian automatically carries out good patient edu-
cation, but in the future it may be necessary for
both individual physicians and those practicing
in an organized setting to develop more varied
and systematic methods of patient education. For
example, a group of internists might set up a
series of group sessions for patients concerning
hypertension and its management. The President’s
Committee has also recommended that both indus-
try and labor become concerned with health edu-
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cation as a way of maintaining the health of the
working population.

Traditionally, patient education has been as-
sumed to be the responsibility of the physician.
However, with the changing roles and responsibili-
ties of various health personnel, it has become
increasingly clear that patient education is the
responsibility of all who have direct patient con-
tacts. This is especially true, for example, in
chronic illnesses, such as stroke. In this situation
the physician plays a less important role once the
diagnosis and treatment plan are established—
much less important than do the nurses and
nurses’ aides who spend many hours each day
with the patient. In this situation, it is the nursing
and rehabilitation personnel who bear the major
responsibility for patient and family education.

In 1959 Szasz and Hollander described three
categories of physician-patient relationships (3).
Magraw has elaborated the concept, which is rele-
vant to the field of patient education (4). These
three types of physician-patient relationships
follow:

1. Activity-passivity. In this situation the pa-
tient is partially or completely helpless and is
unable to make a major contribution to his own
care or to decisions concerning it. The physician
does something to or for the patient with little
participation by the patient. Examples of such
problems are coma, delirium, severe traumatic
accidents, and shock. In these instances, the
physician’s relationship to the patient resembles
somewhat that of a parent to a helpless young
infant.

2. Guidance-cooperation. In this model of the
physician-patient relationship the illness may be
acute, but it is not as overwhelming or as desper-
ate as in the first model. The patient may be
keenly aware of what is going on, able to exercise
some judgment, and capable of following some
directions. However, the situation is usually still
serious enough so that the physician’s advice is
paramount, and the patient is expected to accept
this advice and follow through on it appropriately.
In this model, the prototype is the relationship of
a parent to a child, youth, or adolescent.



3. Mutual participation. This model of the
physician-patient relationship is most character-
istic of the management of chronic illnesses and
the problems of aging. In this situation the major
portion of the management of the condition is
carried out by the patient himself, with only
occasional consultation or direct contact with a
physician. The prototype of this type of relation-
ship is that of consenting adult to adult. One has
specialized knowledge to give, but the other uses
it voluntarily with understanding, agreement, and
acceptance.

Constraints

Simonds, a member of the President’s Com-
mittee on Health Education, has pointed out that
any new major development in the health field
takes an average of 25-30 years before fruition.
Health education has a few more years to reach
this time limit for general acceptance, but he feels
that it is well along the way (5).

An important inhibiting factor has been the lack
of a central Federal agency with authority for
development of health education. The President’s
Committee has therefore recommended that a na-
tional center for health education be established
at the Federal level for this purpose.

Another constraint in the development of pa-
tient education programs has been the lack of
manpower trained in health education. It is my
understanding that at present in the United States
7 there are only about 25,000 professionally trained
health educators. More are needed. Furthermore,
ways must be found to increase the participation
of all health personnel in the health education and
patient education processes.

Still another deterrent has been the lack of
funding for health education programs. Many
third-party payors do not include health education
or patient education costs in their reimbursement
formulas.

Conclusions

In the context of the many social forces con-
tributing to the present rapid evolution of the
system for the development of health services in
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the United States, professional, systematic patient
education must play an increasingly larger role.
This assumption of responsibility will help to
assure more efficient and effective utilization of
health services, more efficient use of health man-
power, increased cost control, and closer coopera-
tion between consumers and the deliverers of
health services. In President Nixon’s health mes-
sage to the 92d Congress in February 1971, he
said (6):

[n the final analysis, each individual bears the major
responsibility for his own health. Unfortunately, too
many of us fail to meet that responsibility. Too many
Americans eat too much, drink too much, work too hard,
and exercise too little. Too many are careless drivers.

These are personal questions, to be sure, but they are
also public questions. For the whole society has a stake in
the health of the individual. Ultimately, everyone shares
in the cost of his illnesses or accidents. Through tax
payments and through insurance premiums, the careful
subsidize the careless, the nonsmokers subsidize those
who smoke, the physically fit subsidize the rundown and
the overweight, the knowledgeable subsidize the ignorant
and vulnerable.

Greater understanding of patient education as
a process and broader implementation of its prin-
ciples by all health service personnel will increase
the thrust toward considering each patient as an
individual human being, with a unique psycho-
social, family, and cultural background, who de-
serves the right to information concerning his
health and to guidance in using that information
to his greatest advantage.
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Multidisciplinary Teams Develop
Programing for Patient Education

JOAN M. WOLLE, MPH

PATIENT EDUCATION is receiving consider-
able attention in many medical and health settings,
especially hospitals and health maintenance or-
ganizations. The reasons are varied: the escalat-
ing costs of medical and health services, the rise
in the incidence of chronic diseases and disabil-
ities, the shortages or maldistributions, or both,
of health manpower and facilities, and the in-
creased emphasis being given to primary, sec-
ondary, and tertiary prevention. Furthermore,
“A Patient’s Bill of Rights,” adopted by the
American Hospital Association in 1972, includes
“the right to obtain from his physician complete
current information concerning his diagnosis,
treatment, and prognosis in terms the patient can
be reasonably expected to understand . . .” and
“the right to refuse treatment to the extent per-
mitted by law and to be informed of the medical
consequences of his action. . . .” (7). '

However, although patient education has be-
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come accepted as an integral part of total health
care and as an essential component of high qual-
ity health services, programing for the education

Miss Wolle is chief, educational services, Mary-
land State Department of Health and Mental
Hygiene, and she served as coordinator of the
Maryland Workshop on Patient Education. The
workshop, sponsored by the State health depart-
ment in cooperation with the Maryland Regional
Medical Program, Maryland Hospital Associa-
tion, and the Health Care Facilities Service,
Health Services and Mental Health Administra-
tion, was held April 30-May 3, 1973, in Mar-
riottsville, Md. A 6-months’ followup session was
held October 31, 1973. Tearsheet requests to
Joan M. Wolle, Chief, Educational Services,
Maryland State Department of Health and Mental
Hygiene, 301 West Preston St., Baltimore, Md.
21201.



of patients remains more of a concept than 4 rou-
tine function in most health care systems. Yet,
the solution to many of today’s health problems
requires the active participation of patients
throughout the continuum of health care—pre-
ventive services through the range of diagnosis,
treatment, and rehabilitation.

Because of the advantages to both providers
and consumers, official health agencies can and
should assume leadership in the development of
patient education programs in health care settings
within their jurisdictions. The health department,
with its role as a catalyst in solving health prob-
lems as well as its knowledge of prevention, com-
munity resources, and education, is uniquely able
to give impetus to hospitals, nursing homes, health
maintenance organizations, clinics, and other
health and medical centers—inpatient and out-
patient—in implementing appropriate, acceptable,
efficient programs.

The Maryland State Department of Health and
Mental Hygiene recently decided to promote more
effective patient education programing in the
health care facilities in the State. As a first step,
it was decided that a workshop would serve as a
focal point for bringing together representatives
from a variety of health facilities who were al-
ready interested in patient education but who
needed help in further development of plans. The
idea was conceived, and the workshop was planned,
primarily by the staff of the health education office
of the department, with assistance from other
units of the department and from the Health
Care Facilities Service, Health Services and
Mental Health Administration (now under the
Health Resources Administration), Department of
Health, Education, and Welfare.

Purpose of the Workshop

The goal of the workshop was not principally
to give information but to provide consultation
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in developing and refining specific patient edu-
cation plans that could be carried out in the par-
ticipants’ facilities. By involving those already
concerned with patient education, it was believed
that the participants in the workshop could subse-
quently serve as a nucleus of resource persons
who could promote ‘patient education programs in
health care facilities throughout the State. The
purpose of the workshop was to assist interdisci-
plinary teams from hospitals and other health
organizations to develop patient education pro-
grams. The faculty of the workshop was available
to help the teams to specify a target group, de-
termine measurable educational program objec-
tives and evaluative criteria, write a program plan
for a target group, identify available resources,
and utilize appropriate educational methods and
materials.

Staff members of various types of institutions
were encouraged to attend, but participation was
limited to those who already had an interest in
patient education, had support from their admin-
istrators to carry out a program they would plan,
would come as a member of a multidisciplinary
team, and would be able to devote 3 days to the
workshop. Special groups and some persons were
contacted individually, and a news release and
brochure describing the workshop were distrib-
uted to hospitals, health departments, and nursing
homes in the State.

Financial Arrangements

It was decided that a “live-in” workshop ar-
rangement would be best since the workshop was
structured around intensive group work sessions
and that considerable benefits accruing from the
informal contacts and discussions among the par-
ticipants could occur only if the group maintained
almost continuous contact.

The site chosen for the workshop was a re-
ligious retreat center which also serves as a con-
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ference center, located in a secluded, serene, rural
atmosphere. It has ample space for large and
small group meetings. The health department paid
only $125 for the use of the facility for the entire
session, which began Monday afternoon and con-
cluded Thursday afternoon. The cost for room
and board was $51 for each participant.

Because the health department lacked sufficient
funds to pay for participants to attend, a mini-
grant was obtained from the Maryland Regional
Medical Program. The $1,850 grant enabled 36
participants whose organizations could not pay
for their rooms and meals at the center to receive
“stipends” to cover these expenses. The Health
Care Facilities Service sent several of its health
educators and a public information officer, who
served as faculty members, paid the expenses of
several speakers and group leaders, and published
the workshop program and proceedings (2). In
addition, some group leaders and speakers not
only offered their services without charge but their
employers also paid their expenses at the center.
In short, the workshop was conducted on a shoe-
string budget.

Preworkshop Questionnaire

In a preworkshop survey, participants were
asked to respond to questions about their learning
objectives, the patient education problem on
which their team would work, and the objectives
of their institution’s patient education programs.
The questionnaire had three purposes: (a) to
encourage preworkshop planning by the partici-
pants from each facility, (b) to help the planners
decide upon the workshop format and plenary
sessions, and (c) to provide group leaders, some
of whom were from out of State, with informz-
tion about the people with whom they would be
working.

Workshop Participants

Attendance was limited because of the confer-
ence center’s housing capacity. A total of 72 par-
ticipants, grouped into 23 teams, attended the
workshop. They represented 21 health care facili-
ties (two facilities sent two teams):
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4 county health departments;

State mental hospitals;

general hospitals;

State tuberculosis hospital;

State chronic disease hospital;
community mental health centers;
State mental retardation institution;
nursing home corporation;

family health center;

State juvenile training school; and
interdisciplinary health education corps
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The disciplines of the participants included
medicine (psychiatry and orthopedic surgery);
hospital and public health nursing; psychology;
nutrition and dietetics; social work; rehabilitation,
occupational, physical, and speech therapy; vol-
unteer and juvenile service work; counseling;
training; health education; and health advocacy.
Participants had been encouraged to consider con-
sumers among their team members, so it was
gratifying that several teams had members who
were involved in advocacy or were representatives
of consumer groups.

Special Workshop Materials

Reprints of journal articles and booklets about
patient education were given to participants for
use at the workshop as well as for subsequent
reference. A special workbook was prepared to
encourage participants to specify behavioral ob-
jectives; to determine the various opportunities
for patient education in inpatient and outpatient
facilities; to be aware of available resources, both
in and outside their facility; and to complete a form
outlining their patient education plans. Special re-
prints were added to the workbook to aid in com-
pleting some of the forms. Teams were encour-
aged to use the entire workbook or only a part
of it, according to the group’s decision. The work-
book proved to be a useful and practical tool.

To evaluate the workshop and to plan more
effectively for the future, pre- and postworkshop
questionnaires as well as a 6-months’ followup
survey were administered to the participants. Al-
though it is difficult to measure change after a
3-day workshop, the information has been bene-
ficial to those concerned with followup and will



provide baseline data for future planning by the
health department.

Workshop Design

Plenary sessions were interspersed with group
work sessions during the workshop. The topics
at the general sessions included the concept of
patient education, program planning, communi-
cation for effective treatment, methods and mate-
rials, and cost effectiveness. Physicians, nurses,
health educators, a pharmacist, a nutritionist, pro-
gram administrators, and fiscal experts served as
speakers.

For the work sessions, several teams were as-
signed to one group leader who provided general
guidance to the group and special assistance to
the individual teams as they developed their pro-
grams. Educators were chosen as group leaders
because of their knowledge of group dynamics
and the educational process. During the group
work sessions the participants worked on the de-
velopment of comprehensive patient education
plans for their target populations. Information
supplied during the plenary sessions helped to
facilitate the program planning process.

Patient Education Plans

At the final session, each team presented the
patient education programs that the members had
designed during the workshop. Faculty and other
participants critiqued the plans. Thus the work-
shop accomplished its major objectives: each
interdisciplinary team had indeed prepared a spe-
cific patient education plan for one of its target
populations.

The following are examples of the objectives
as delineated in some of the team plans:

Tuberculosis hospital. “To discharge patients
who have adequate knowledge of their health
problems and confidence in their own ability to
maintain health and prevent readmission.” The
pilot program would be directed to 15 males with
tuberculosis. Specific objectives would include the
patients’ being able to identify the medications
being taken and the reactions, a knowledge of the
basis for the medical procedures used to treat

Maryland Workshop on Patient Education

tuberculosis, a knowledge of community resources,
and favorable family attitude and support.

General hospital. “To maintain a healthy preg-
nancy both for teenage mothers and their babies.”
The evaluation of the success of this program
would be related to a shortened hospital stay.
Educational methods would include not only one-
to-one counseling but also group discussions, un-
doubtedly a new approach for this unit of the
hospital.

Local health department. “To reduce the inci-
dence of nutritional anemia in children aged 1-6
attending child health clinic sessions.” This clinic
serves a number of foreign-born parents with
limited communication skills in the English
language.

Juvenile training center. “To bring about a
better adjustment of the boys when they return
to community and family life.” This program, di-
rected to boys 1412—16 years old as part of the
center’s prerelease services, emphasized creating
an awareness among the youth concerning com-
munity agencies which could provide assistance to
them.

Community health center. “To promote better
utilization of the health and medical services
offered.”

Nursing home. “To acquaint each non-senile,
mobile new patient and his family with the pur-
pose of his admission, the daily routine, the indi-
vidual patient’s nursing care program, the diet,
the availability of service such as social services
and physical therapy, and the physical plant.”

General hospital. “To increase the patient’s
responsibility for his own care after orthopedic
surgery.” This plan, which would be evaluated
by a reduction of length of stay of such patients
and the alleviation of complications, included the
development of printed discharge instructions in
addition to individual counseling, group discus-
sion, and audiovisual aids.

Institution for the mentally retarded. “To edu-

‘cate a group of retarded males to become more

self-sufficient in the area of personal hygiene as an
initial sicp to earlier return to their home environ-
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ment.” During the meeting the team began to
develop some specific teaching aids for the men-
tally retarded in their facility.

Hospital home care department. “To enable
paraplegic and quadriplegic patients to be as inde-
pendent as possible in their home environment.”

Mental hospital. “To help adolescents partici-
pate in their own treatment plans as part of the
larger goal of helping adolescent patients accept
responsibility for their own behavior.”

Comminity mental health center. “To increase
the number of self and/or family referrals from
a defined portion of the catchment area.”

All teams were requested to submit, at the
conclusion of the workshop, a written copy of
their plans specifying the following items: the
name of the facility, team members and their
titles, the program goal and objectives, resources
to be used, educ: ‘onal methods, an outline of
the program’s design, and a time table.

The plans revealed that the team members rec-
ognized the value of the multidisciplinary ap-
proach, that a variewy of educational methods and
materials would be helpful, that there were staff
training needs, and that family members could
play an important role in patient education.

For many participants, the workshop provided
the first opportunity for persons in different disci-
plines to work together toward a specific educa-
tional program for a target population. The teams
often worked from early morning until late at
night to complete their tasks.

Followup Plans

From its conception the workshop was visual-
ized, as a beginning, not an end. The program
plans, as excellent as they were, are of little value
unless they are iu...iemented. Therefore, several
actions have been taken to maintain the interest
that was engenderec.

1. The patient =-ducation plans developed by
the teams are part of the workshop proceedings
which have been distributed to all participants
for study and for review of the ideas presented
by the speakers.

2. A 6-months’ followup, 1-day conference has
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been held for the participants. Approximately
60 workshop participants discussed the progress
of their patient education plans and shared ideas
about ways to solve problems that have arisen
during implementation.

3. Health education staff members of the health
department are offering consultation to some
teams as they need it during the implementation
process.

4. Reports about specific patient plans will be
made to appropriate administrators within the
health department to encourage support for pro-
grams in State institutions in particular.

5. An effort is being made to create an addi-
tional position for a health educator who can pro-
vide consultation in patient education programing
in various health facilities throughout the State.

6. Consideration is being given to sponsoring
similar workshops on a regional basis throughout
the State to enable more health teams to attend
and to planning a short conference for admin-
istrators of medical care facilities.

Conclusions

The workshop can be regarded as the beginning
of a significant thrust by the Maryland State De-
partment of Health and Mental Hygiene in as-
suming leadership in the State in the development
of effective patient education programs.

Other State and local health departments may
also find a multidisciplinary workshop an effective
springboard to a comprehensive approach to pa-
tient education programing in their areas. Patient
education is an essential component of care.
Excellence in patient education programing can
result in humanitarian and financial benefits for
both consumers and providers of health services.
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The Cooperative Health Statistics System

EDWARD B. PERRIN, PhD

THE NATIONAL CENTER for Health Statistics
has launched a new program—the Cooperative
Health Statistics System—which has great impor-
tance for everyone concerned with health planning,
management, and evaluation. This System will
provide an economical and effective method of
establishing and maintaining a data base to guide

decision making regarding health care in the

United States.

In recent years, there has been a growing con-
cern regarding the issues of the availability and
accessibility of health care, the quality of services,
and their spiraling costs. For solutions to be
broached, there first must be an adequate defini-
tion of the current situation. What are the health
problems of people, and what are their héalth
service needs? What are the resources available
to meet these needs, and how are they used? Who
is receiving what kinds of health care, under what
circumstances, and at what cost? Although con-
siderable time and effort are being expended na-
tionwide in the area of health statistics, the efforts
are fragmented, uncoordinated, and duplicative,
and they often produce unreliable results. These
separate activities do not lend themselves to in-
corporation into a unified national system. Except
for vital statistics, the current national program
depends largely on small probability samples,
which yield useful data for the nation as a whole
but have little direct value for States and com-
munities.

The' Cooperative System, therefore, is designed
to establish a coalition among the various levels
of government—Federal, State, and local. Basic-
ally, it will provide for the collection of any par-
ticular data element by the level of government
that is best equipped to collect it. The information
then will be shared with the other levels. As now
envisioned, when the Cooperative System is in full
operation it will include the following seven com-
ponents in health and vital statistics.

Components

Manpower statistics (inventories and surveys),
to provide data on the numbers, characteristics,
and distribution of health personnel. This infor-
mation is necessary to assess current health man-
power capabilities vis-a-vis health service needs
and to project future demands. The inventories

will be based on 100 percent coverage and will
furnish up-to-date continuing basic data. They
also will provide the means for obtaining valid
samples of the universe of manpower for-a variety
of surveys; for example, the attitudes of medical
practitioners toward proposed new health pro-
grams.

Health facilities statistics (inventories and sur-
veys), to include information on the numbers,
types, and location of health facilities, as well as
the types of services rendered and characteristics
of the recipient population. The efficient use of
existing facilities and the rational planning for
future facilities demand an.adequate data base.
Again, the inventories provide not only ongoing
basic data on facilities, but comprise a sample
frame for surveys in any particular area in which
more detailed study is necessary.

Hospital care statistics, to provide data about
patients and services in short-stay (under 30 days)
hospitals. Information collected through this com-
ponent is necessary for appropriate planning to
improve the accessibility, quality, and cost effec-
tiveness of hospital services.

Household interview statistics, to obtain, from
interviews of a sample population, information
about a wide variety of health-related questions
including data on perceived health problems, acute
and chronic diseases, disability due to accidents
and illness, utilization of health services, and ex-
penditures for care. From such information meas-
ures can be constructed of the health status of
the population, the need for health services, and
some expression of the accessibility and avail-
ability of services.

Ambulatory care statistics, to provide informa-
tion on care given to noninstitutionalized patients
in physicians’ offices, group practice settings, pub-
lic health clinics, hospital emergency rooms and
outpatient clinics, and through home visits or
telephone consultation. Such data will permit

Dr. Perrin is Director, National Center for Health
Statistics, Health Resources Administration. Tear-
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Statistics Development, National Center for Health
Statistics, Rm. 8-21, Parklawn Bldg., 5600
Fishers Lane, Rockville, Md. 20852.

January-February 1974, Vol. 89, No. 1 13




more rational planning to improve the delivery
and quality of ambulatory care.

Long-term care statistics, to provide informa-
tion on patients and services in nursing and con-
valescent homes, mental institutions, and other
extended care facilities, as well as alternative
forms of care such as home health programs. Such
data are valuable for patient care, management,
evaluation, and policy development.

Vital statistics, to include data on births, deaths,
fetal deaths, marriages, and divorces, as well as
followback surveys based on samples of vital rec-
ords to evaluate the data collected and to obtain
additional information not available through the
basic vital records. Vital statistics are important
indicators of health problems and service needs
and provide current data on the size, character,
and growth of the base population. Cooperation
among local, State, and Federal agencies has been
traditional in this area, and the Cooperative Sys-
tem will enhance this existing relationship.

Uniform Data Standards

The preceding components do not cover the
entire gamut of possibilities for the Cooperative
System, but they do constitute the areas in which
initial emphasis is placed. For each component
of the Cooperative System there will be developed
standardized definitions, comparable methodolo-
gies, and a core set of data—the minimum infor-
mation required at the national level. This estab-
lishment of a uniform set of data standards will
be a joint undertaking of both the producers and
consumers of data at the national, State, and local
levels to insure that the information generated is
that which actually is needed. States and localities
will need more information and greater detail
than that specified in the national core set of
data. These needs can be met by using the same
collection mechanism with additional data items
built onto the core and by conducting periodic
and ad hoc surveys. Eventually a network of State
statistical operations will be created from either
previously existing or newly established agencies,
each coordinating its efforts with local areas to
meet community requirements, obtaining the basic
data it needs about health status and problems
within its own jurisdiction, and providing the Fed-
eral Government with a minimum set of uniform
data in machine-readable form.

Growth and Implementation
The growth of the Cooperative System has
been planned in two overlapping stages—a re-
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search and development phase and an operational
phase. The research and development phase was
instituted in late 1971 under the auspices of the
National Center for Health Services Research and
Development, in close collaboration with the Na-
tional Center for Health Statistics (NCHS). The
purpose of this phase is to examine alternatives
for the content, structure, and methods of the
Cooperative System in order to identify those
most amenable to the design of an effective sys-
tem for obtaining and using health statistics. Since
1971, 13 grants have been awarded for projects,
expected to extend over 2 or 3 years, to investi-
gate a wide variety of situations and activities.

Each of the seven components is being ad-
dressed through these projects, and all of the
activities are pursuing research issues which must
be resolved. However, some important questions
relating to methodology, analysis, and utilization
of the component data are not yet being examined
adequately. As a result, a more directed research
program is being planned, which will use the
contract rather than the grant mechanism. Also,
the responsibility for research and development
has been transferred to the National Center for
Health Statistics, combining the authority for re-
search and development and implementation in
one organization and facilitating integration of the
two phases.

Initially, the operational phase will be concen-
trated in vital statistics, manpower, and facilities
and in assisting States to develop the capacity to
implement these and other components. Vital sta-
tistics is an area in which there has been a great
deal of research and development over the years;
there are well-accepted national standards on data
content, definitions, and methodology, and long-
standing cooperation among the three levels of
government.

The Cooperative System will add to the exist-
ing situation the elements of standardization, one-
time-only processing, and increased Federal sup-
port. States which are now or soon may be ready
to meet the standards are being invited to indicate
to NCHS their interest in entering into implemen-
tation contracts. In mid-1973, the first operational
contracts for the vital statistics component were
negotiated with four States. Since five States al-
ready were providing vital event data under experi-
mental contracts, there now are nine States proces-
sing their vital statistics and providing them to
the Federal Government in machine-readable



form and according to national standards relating
to timeliness, item content, definitions, and
quality.

Similar data procurement contracts will be
negotiated with States in the areas of health man-
power and health facilities, since past experience
and current research and development efforts have
paved the way for early establishment of minimum
basic data sets for these components. It is hoped
that vital statistics and manpower and facilities
components can be implemented in most States
within 3 to 5 years. When operational, they can
provide the frames from which to draw appropri-
ate samples for use in surveys.

So far this discussion has been concerned with
the roles of the Federal and State participants.
Where do the local areas fit in? It is expected
that often the local health jurisdictions will be
collecting basic data for many components of the
Cooperative System. In areas where the size of
the population permits, data can be collected in
detdil at the local level and individual data items
furnished the other partners of the Cooperative
System. It is not anticipated that extensive con-
tracting will be undertaken directly with local
agencies for implementation. However, joint
State-local cooperation is encouraged in data
acquisition and application as one method of
eliminating duplication in the collection and
processing of information. As less well-defined
components emerge in prototype from the research
and development efforts, emphasis may be placed
on the involvement of local areas as data-gather-
ing agents for the State. In addition, input con-
cerning the utility of data must emerge from the
local levels to insure that the Cooperative System
is responsive to needs at that level for program
management, planning, and evaluation of health
care delivery programs.

Successful implementation of the Cooperative
Health Statistics System demands priority atten-
tion at the Federal level. As indicated by the
following items, the National Center for Health
Statistics will provide guidance to State and local
agencies in the development of the system, will
establish a technical assistance and training pro-
gram, and will pay an appropriate share of the
costs.

® Planning and development contracts will be
negotiated with a number of States to aid them
in organizing for increased health statistics capa-
bilities and in developing the operations necessary

for statistical component implementation con-
tracts.

® For a State to be effective in the operational
phase of the Cooperative System, it will be neces-
sary to identify trained people who have a clear
concept of the System and who are aware of the
State and Federal capacities and needs. The con-
tract protocol for each of the components recog-
nizes the necessity for the State to have available
trained staff to perform the statistical procedures
required to provide data in a form to meet the
needs of all the partners in the System. During
implementation, a minimal level of staff for this
purpose may be supported. It is expected that this
support will be on a continuing basis and will
serve as an effective way of bringing more com-
ponents into the State program.

¢ Support also will be given for specialized train-
ing of current staff for functions related to the
new Cooperative System. In addition, a training
program will be developed to assist in training
or retraining health statisticians and other data
handlers to improve data analysis capabilities of
States. This program probably will be multi-
faceted, including on-the-job training, university-
based educational programs, and shorter courses
offered through the NCHS Applied Statistics
Training Institute.

e The program of technical assistance in health
statistics now provided by NCHS to State and
local agencies will be expanded to give necessary
support to the Cooperative System activities
throughout the country. Technical assistance,
though, must be viewed as a two-way street, since
NCHS will derive considerable information from
the actual developments and experiences in the
State and local operations.

¢ A program of continuing communication will be
instituted to provide information sharing among
all participants.

® A data use and analysis laboratory will be estab-
lished within the National Center for Health Sta-
tistics. Among its functions will be (a) develop-
ing, testing, and demonstrating the application of
special tabulations and analyses of data generated
by the Cooperative Systen’s several components
for community use and (b) performing special
research and development in the problem-oriented
analysis of a variety of data useful for local
planning purposes.

¢ Finally, the Federal Government will pay its
share of the costs to States and localities for de-
veloping and producing statistics.
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Methodology of Capitation Payment
to Group Dental Practice
and Effects of Such Payment on Care

MAX H. SCHOEN, DDS, DrPH

THE CONCEPT OF HMOs (Health Maintenance
Organizations) is widely espoused today. Several
bills on these organizations have been introduced
in the U.S. Congress, and the Department of
Health, Education, and Welfare has given support
to the idea. [See front inside cover—Ed.] Some
States, such as California, have been encouraging
prepaid health plans as provider mechanisms for
Medicaid programs. In California, the staff of the
Department of Health Care Services has insisted
that prepaid health plans include dental care.

Although the idea of the health maintenance
organization is broader than just group practice,
that is its major thrust—group practice based on

Dr. Schoen is professor of dental health services,
Department of Dental Health, School of Dental
Medicine, State University of New York, Stony
Brook, Long Island, N.Y. This paper is based on
one he presented on November 14, 1972, to the
Dental Health Section of the American Public
Health Association at its annual meeting in At-
lantic City, N.J. Tearsheet requests to Dr. Max
H. Schoen, School of Dental Medicine (Health
Sciences Center), SUNY, Stony Brook, N.Y.
11790.
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regular periodic payments by each eligible person.
Such types of practice, however, are relatively
uncommon in dentistry, and a considerable mys-
tique and misinformation surrounds the concept
and its methodology. This paper provides a rela-
tively detailed approach to the application of
capitation payment to dental group practice.

If fee-for-service considerations with all of their
complexities and inequities are ignored, the spe-
cific procedure that a dentist performs matters
little in terms of economics and resources as long
as he and his staff are available to provide serv-
ice. Most dentistry can be, and is, performed by
general dental practitioners. The single major ex-
ception is orthodontics. Other specialty services
can be referred out, if necessary, without affecting
cost-benefit and organizational approaches sig-
nificantly. A dentist, then, can be considered as
just that—a dentist. Since in most States the only
other person permitted to perform dental services
directly on a patient is a hygienist, this field will
also be considered.

Chair Time and Its Cost

The first factor in designing a capitation pro-
gram is the amount of the dentists’ and hygienists’
time required to treat the presenting needs of



each eligible person per year. The term “present-
ing” is used to designate those needs that can be
met. Obviously, if an eligible person refuses to
accept care, no time is required to provide service
regardless of the existence of a need.

Included also in the determination of this time
factor is the level of care that will be provided. A
program that includes endodontics, periodontics,
and crown and bridge work will require more time
than one that limits such services and instead pro-
vides extractions and removable prosthetic re-
placements, as is the case in some Medicaid
programs.

The second factor to consider is the cost of the
dentists’ and hygenists’ time, which in turn also
indirectly influences the amount of time needed.
A dentist’s hour is not static. The amount of care
that can be provided in an hour is governed by
the efficiency of the individual dentist, the type
and quantity of the auxiliaries who help him, and
the facilities that he uses. The number and type
of personnel, as well as other resources, affect the
cost of the hour. Included in this cost is the
dentist’s income, since he is a producer and not
a coupon clipper. Only one major item of cost
is not distributed relatively evenly, and that is
laboratory expenses. Whether the laboratory the
dentist uses is part of the practice or a separate
entity, its cost is associated with specific items of
service. Therefore, in this paper, it is considered
separately.

In simplified form, the equation for an annual
capitation rate for dental care exclusive of labora-
tory cost is:

R =Tp, X Cp + Tu X Cg,
where:

R = Annual cost per patient

Tor = Annual chair time of dentist
Cp = Cost per dentist hour

Ty = Annual time of hygienist

Cu = Cost per hygienist hour.

Other Cost Factors

Initial versus maintenance care. This formula
is inadequate for developing a capitation rate
since other factors influence cost and must be in-
cluded. The difference between initial care and
maintenance care is significant. Since most popu-
lations have a large backlog of unmet needs, initial
care takes more time than maintenance care.

Therefore, the time for each has to be considered
separately.

Stability of population. The s:ability of the
population also affects time requirements. As an
extreme example, if the eligibles in a program
change every year, as is the case with Head Start,
there never is an annual maintenance care rate
for subsequent years. On the other hand, a pro-
gram for certain industries would have few
changes in eligibility, and most persons could be
on “maintenance” after the first year.

Utilization. Utilization affects both time and
cost. Since under the capitation system, payment
is on the basis of eligibility, the percentage of the
population receiving service is a critical factor. If
use is high and the group is stable, initial costs
will be high, but maintenance care, which costs
less, will predominate in subsequent years. If
use is low, the costs for the initial year will be
low, but a maintenance care level is never reached,
and in subsequent years costs may not decrease.

Family size. Since capitation payments are
usually made on a per family rather than per
person basis, family size must be included in the
formula. Experience has shown that family size
may vary considerably. In programs with which
I have dealt, the average family size has ranged
from around two to six persons.

Age of eligible persons. The age of the eligible
persons is a known factor. Empirically, I have
noted a sharp distinction between adults and chil-
dren in dental need, although not much difference
between the various age groups within the adult
and child categories. Therefore, while age sub-
divisions can be included in the formula, in this
paper only the adult-child difference is considered.

Fluoridation and socioeconomics - variables.
Other factors that may affect time and cost are
fluoridation and general socioeconomic variables.
Once more, these are not included in this
paper. In practice, I have discovered that socio-
economic status does not affect dental time much.
The specific treatment needs may be radically
different, but not the treatment time. For example,
a group of laborers may have had very limited
dental restoration and therefore have many mis-
sing teeth and badly neglected mouths. They may
require many extractions and removable pros-
thetic appliances. A group of professionals of the
same age distribution would have had much more
dental experience, and consequently, more teeth
at risk. Those teeth at risk, however, would be
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more llkely to be salvageable. The professionals
would require mare restorative dentistry and fixed
replacements. Since the time required for both
groups may be identical, costs would be the same,
inasmuch as laboratory cost has been eliminated
as a factor in my estimates. The different popula-
tions might have different rates of turnover and
utlhzatlon, but these factors are included as sep-
arate variables.

For a profession accustomed to thinking in
terms of fee for service, the concept of time as
used in this paper is usually hard to grasp. Mem-
bers of the profession believe that a different
spectrum of services for different population
groups (for example, laborers versus profes-
sionals) should be economically significant. Nev-
ertheless, although the difference may be signifi-
cant -from the standpoint of the level of oral
health that can be achieved (for example, artificial
dentition for laborers versus natural dentition for
professionals), the difference is not necessarily of
significance in program costs.

Basis for Capitation Rate

A more complex and more realistic formula
can now be postulated:
Ri = UI[(Tao X Co + Tu X Chn) =+

S(Tap X Co + Tu X Cx) +
D(Top X Co + Tr X Cu)]

Re =F X UXM(Tu XCp + Tr X Cr) +

I (Ri)
Ry = Same as R
where:
R, = Rate (cost) per family for initial year
R; = Rate per family for a second year
R, = Rate per family for any subsequent year
T4 = Number of dentists’ hours required per adult

for initial year
Cp = Cost per dentist hour

Tz = Number of hygienists’ hours per person per
year

Cz = Cost per hygienist hour

§ = Average rate for spouse per employee or
subscriber
D = Average number of dependent children per

employee or subscriber

Top = Number of dentists’ hours per child for
initial year

Ty = Number of dentists’ hours per person for
subsequent year

M = Percent of all persons covered for subse-
quent year
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I = Percent of all persons covered for first time
in year

U = Average annual utilization rate

F = Average family size.

The formula is based on the following assump-
tions:

1. Dentists and hygienists are the only team
members who use general chair time.

2. The hygienists’ time is the same for adults
and children in both the initial year and in main-
tenance years.

3. The dentists’ time is the same for adults and
children in maintenance years.

4, All population groups require the same num-
ber of chair hours except for the effect of family
composition.

5. Laboratory expenses are excluded as a factor
in program cost. Since they must be patd it is
assumed that the patient pays the cost individu-
ally. .

If the general concept is accepted, the vairiables
and the assumptions can be changed, eliminated,
or added as needed. At best they are oversimpli-
fied and would have to be changed with experi-
erice. For example, if auxiliary duties are ex-
panded, time and cost factors for other chairside
operators may be included as separate variables.
If socioeconomic status affects time requirements,
this factor can be added. If laboratory cost is
included as part of capitation, it too can be added
as another term.

Plan 1—All Initially Eligible

The use of the formula can be illustrated by a
theoretical example. For simplicity, the following
quantities are assumed (not necessarily true to
life, although designed to be reasonably accurate) :

Tio = 3 Top = 2
Cr = $50 Ty =1
Te =1 M = 80 percent
Cax = $15 I = 20 percent
S =08 U = 70 percent
D =12 F = 3.

Based on these assumptions,

R, = 07[(3 X 50 4+ 1 X 15) +
08 3 X 50 4+ 1x 15) +
12 (2 X 50 + 1 x 15)] = $304.50

R: =3 X 07 X 08 (1 X 50+ 1 X 15) +



0.2 (304.50) = 170.10
R, = 170.10
3-year total = $644.70
1-year average = 21490
1-month average = 1791

The formula may be clearer if expressed in
tabular form. A group of 100 families is assumed.
Using the same values as before, we would have
100 subscribers, 80 spouses, and 120 children.
Table 1 shows the number of dentists’ and hy-
gienists’ hours required in each of the first 3
program years. For example, at 70 percent use, 70
subscribers would require 210 dentists’ hours and
70 hygienists’ hours.

The cost of the dentists’ time, at $50 per hour,
would be as follows for the total families for the
3 years:

Year Hours Cost
First ................ 546 $27,300
Second ............... 277 13,850
Third ................ 277 13,850

Total .......... 1,100 $55,000

The cost of the 210 hygienists’ hours required
annually would be $3,150, or $9,450 for 630
hours during the 3-year period. The combined
costs of the dentists’ and hygienists’ time would
thus be $64,450 for the 3 years—$644.50 per

Table 1.

family, or $17.90 per family per month. (The
monthly cost differs slightly from that obtained
with direct use of the formula because of the
rounding of numbers.)

Surcharges and Phasing In

A monthly rate of almost $18, however, may
be beyond the reach of the particular population.
If the standards of dental care are maintained at
the same level, two approaches to this problem
can be used: (a) surcharges or co-payments to
be paid by the patients can be introduced for
services in addition to laboratory charges; (b)
each family can be phased into treatment over a
period of time.

Payments by patients have a double effect.
First, any out-of-pocket amounts they pay reduce
the monthly capitation rate by changing the source
of funds. In addition, personal payment by pa-
tients reduces utilization of services. I am assum-
ing that the reduction in use is not constant as
the surcharges rise. For example, a $1 surcharge
per filling for a blue-collar population may have
little effect on use, but a $5 charge might. In
addition, the same surcharge may affect different
socioeconomic groups differently. Surcharges need
not be related to a percentage of the average fee.

Number of users of dental service in eligible categories and

hours required to provide it in initial membership year and

subsequent years, plan 1

Membership year Users Dentists’ Hygienists’
an hours hours
eligibility categories®
1st Year

Total eligible (300) .............. 210 546 210
Subscribers (100) .............. 70 210 70
Spouses (80) .................. 56 168 56
Children (120) ................ 84 168 84

Subsequent years
Total patients (300) .............. 210 277 210
Subscribers (100) 70 98 70
Spouses (80) ....... ... 56 78 56
Children (120) ................ 84 101 84
New patients only (60) ......... 42 109 42
Subscribers (20) ............. 14 42 14
Spouses (16) ................ 11 33 11
Children (24) ............... 17 34 17
Maintenance patients only (240) .. 168 168 168
Subscribers (80) ............. 56 56 56
Spouses (64) ................ 45 45 45
Children (96) ............... 67 67 67

! The numbers in parentheses are persons eligible in each category.
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No surcharge might be imposed for examinations
and preventive services, while fairly steep charges
could be imposed on extractions.

To return to the example, a 25 percent across-
the-board surcharge (based on an average fee
schedule) may result in about a 50 percent
monthly capitation saving, so that the rate would
be reduced to about $9.

Plan 2—Phasing In

For some populations a plan can be designed
based on variable eligibility. As an example, only
the subscriber is eligible for treatment the first
year, the spouse the second, and the children the
third. This phasing-in procedure, a variation of
incremental care, reduces the average monthly
cost by spreading the higher rate for the initial
year over a longer period and by decreasing the
number of separate persons who are eligible dur-
ing the first 2 years of a family membership. A
further reduction in numbers is achieved because
the turnover of families results in fewer persons
meeting the eligibility requirements. To avoid
overcomplicating the following example, it is
assumed that all families achieving spouse eligibil-
ity also achieve eligibility for dependent children.

Subscriber

Ri =07 3 X 50 41 x 15) = $115.50
Subscriber
R: = 0.7 X 0.8 (1 X 50 + 1 X 15) 4
0.2 (115.50) +
Spouse
0.7 X 0.8 X 0.8 (3x 50 +
1 X 15) = 133.42
Subscriber
R; = 59.50 4
Spouse

0.7 X 0.8 X 0.8 X 0.8 (1 X 50 +
1 X 15) 4+ 02 (73.92) +

Children
07 X 08 X 1.2 (2 X 50 +
1 X 15) = 174.86
3-year total = $423.78
1-year average = 14126
1-month average = 1177

In this case the phasing-in process reduces the
original capitation cost to slightly under $12. If
$9 is all that is available, a surcharge of about
15 percent might accomplish the almost 25 per-
cent further reduction required.

The hours required to implement such a phas-
ing-in procedure over a 3-year period are shown

Table 2. Number of users of dental service in eligible categories
and hours required to provide it, by membership year, plan 2

Membership year Users Dentists’ Hygienists’
and hours hours
eligibility categories*

Ist year
Subscribers only (100) ............ 70 210 70

2d year
New patients (84) ................ 59 177 59
Subscribers (20) ................ 14 42 14
Spouses (64) .........c.iiiin.n. 45 135 45

Maintenance patients—

subscribers only (80) ............. 56 56 56
Total (164) ................ 115 233 115
Subscribers (100) .......... 70 98 70
Spouses (64) ............. 45 135 45

3d year
New patients (129) ................ 90 203 90
Subscribers (20) ................ 14 42 14
Spouses (13) ................... 9 27 9
Children (96) ................... 67 134 67
Maintenance patients (131) ......... 92 92 92
Subscribers (80) ................ 56 56 56
Spouses (51) ....ovvivvinnnnnnn, 36 36 36
Total (260) ................. 182 295 182
Subscribers (100) .......... 70 98 70
Spouses (64) ............. 45 63 45
Children (96) ............ 67 134 67

* The numbers in parentheses are persons eligible in each category.
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in table 2, plan 2. As in the use of the tabular
format for plan 1, we assume 100 families are
eligible. Because of phasing in, no spouse can be
a maintenance patient in the second membership
year, and in the third year no child can be a
maintenance patient. The cost of the dentists’ time
would be as follows during the first 3 years of
membership under plan 2.

Year Hours Cost
First .................. 210 $10,500
Second ................ 233 11,650
Third ................. 295 14,750

Total ............ 738 $36,900

The cost of the hygienists’ time would be as
follows:

Year Hours Cost
First .................. 70 $1,050
Second ................ 115 1,725
Third ................. 182 2,730

Total ............ 367 $5,505

The total cost of time of dentists and hygienists
for the 3-year period would be $42,405, or
$424.05 per family and $11.78 per family per
month.

Establishment of Treatment Priorities

The potential for success of the capitation group
practice approach, both as to oral health and
financial solvency, lies in the ability to control the
treatment rendered to a given population. While
most people may not particularly relish going to
the dentist and may be fatalistic about losing their
teeth and ending up with dentures, a high percen-
tage of any given population can be stimulated
to use dental services if appropriate means are
used.

These means may include removal of financial
barriers, educational efforts, group pressures, pro-
vision of transportation and baby-sitting, con-
venient dental facilities, and a host of other or-
ganizational techniques designed to make going
to the dentist easier than not going. These pos-
sibilities are not idle speculations. Years ago the
Public Health Service was able to reach about
85 percent of the school chiidren in Richmond,
Ind., and Woonsocket, R.I., by locating their
dental treatment facilities in the schools (1,2).
More recently Pelton treated more than 70 per-
cent of the eligible students at the University of
Alabama who chose a group practice as their
source of care (3). I have previously reported on
several dental programs for different populations,
including one for a poverty group, in which

annual utilization ranged from about 70 to 90
percent (4, 5).

These few examples illustrate that a system
based on some form of group practice and which
has a clearly identified population can treat most
of that population. Since resources are almost
always not adequate to perform all needed serv-
ices in a short time, a rational system of priorities
can be applied to treatment. An example of such
a system, which Jay W. Friedman (currently
clinical professor at the University of Southern
California School of Dentistry and dental con-
sultant to several prepaid dental plans) and I
formulated, is presented (see box); it would have
to be modified for different purposes and as con-
cepts of “urgency” of treatment changed.

Under such a system, patients’ conditions are
classified on the basis of data obtained from
thorough clinical examinations, including X-rays
and other diagnostic procedures. Neither health
education nor control procedures are included in
any of the four classes of priorities because all
can be carried out independently of active treat-
ment. Under the system patients can be treated
on the basis of urgency of need; some needs can
be left untreated until future dates. Completion
may be at various levels. A person’s work may
be completed through priority 2 while priority 3
work is postponed for several years. Some treat-
ment may never be performed. The nature of
dental disease and its sequellae are such that man-
agement of care in this manner need not result
in harm since with few exceptions dental condi-
tions are chronic and change slowly over time.
A treatment program can take advantage of this
fact if it is sufficiently well organized to control
the behavior of the provider. Such control can be
easily instituted in capitation group practice.

In a typical open-panel fee-for-service program
every dentist performs a service as fast as he can
on each patient who presents himself. He does not
know the total eligible population, only those who
arrange to see him. He follows each patient’s
work through to completion, from urgent treat-
ment to nonurgent. Once the dentist’s appoint-
ment book is full, care of new patients is post-
poned or they are refused service, even though
their needs may be more urgent than those of
people treated in the office at the time. The result
is the lopsided treatment schedule shown in the
fee-for-service portion of the chart, which illus-
trates in oversimplified form the effects of two
approaches to dental care.
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In a system of capitation group practice, how-
ever, in which treatment standards and even costs
are the same, resources can be apportioned by
priority so that treatment for almost all persons
proceeds from the urgent to less urgent. In the
chart the amount of care is the same, but its
distribution is different. More eligible persons are
seen, and secondary prevention is enhanced by
reducing untreated urgent needs to a minimum.

This high-utilization priority approach, when
combined with flexibility in the spacing of ap-
pointments, enables the group practice to work
within time and cost projections unless a major
error in their estimation has been made. More-
over, it permits the large commitment of chair
time for the first year of a patient’s treatment to
be spread into subsequent years so that the allo-
cation of resources, while not level, does not have
the sharp initial peak.

Another aspect of the high-utilization priority
approach is that an entire family (if eligible) can
be examined at once. With proper control of ap-
pointments, long waits can be avoided. The dentist

can examine everyone in a family and establish
a preliminary treatment plan. This examination
is not a screening, since X-rays, charts, and his-
tories are used. Patients with more complex cases
are given second appointments that include time
for treatment as well as for continued evaluation.

Once everyone in a family has been examined,
the program for the entire family is presented to
the parents in one discussion. I have found that
not only is total examination time thereby reduced
but the family invariably accepts the priority con-
cept since some family member is always under
treatment and obvious conditions are not ne-
glected. A sensible approach makes sense to dental
care recipients if it is presented properly.

Of course, as previously stated, this system can
work only if no major error of underestimation
has been made. If time and cost estimates are
much too low, members of a group practice who
wish to avoid losses will have to proceed so slowly
with treatment that nonurgent needs will become
urgent. This occurrence would defeat the purposes
of the entire concept.

Classification of dental needs by degree of urgency

Class 1: Very urgent—functional and social disability conditions requiring rapid

attention

pain and acute infections
suspected neoplasms

dental caries into or near the pulp
teeth obviously requiring extraction

disfiguring conditions, such as missing or badly decayed anterior teeth

Class 2: Moderately urgent—conditions requiring care within 6 months

chronic or subacute periodontal conditions and heavy calcareous

deposits

extensive penetration of caries into dentin
sufficient missing posterior- teeth to require replacement (less than

eight opposing posterior teeth)

space maintenance for children

replacement of ill-fitting removable appliances

Class 3: Nonurgent—conditions requiring care that is postponable for a time

peridontal surgery
incipient caries
elective third-molar extraction

replacement of missing teeth when fewer than the requirements of

class 1 and class 2 conditions

certain inlays or crowns on teeth previously restored with large
amalgams, silicates, or stainless steel crowns

Class 4: Maintenance—no presenting requirements except routine care

no apparent pathological condition

patients scheduled for routine prophylaxis
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Tor = Orthodontists’ chair time required to com-
plete an average case

Cor = Cost per orthodontist chair-hour.

Further assumptions are that all orthodontic
cases will be completed in 1 year. The end results
would be the same if 2 years were used, since
the hours per year would decrease, but the num-
ber of cases would increase. For example, if an
orthodontist can start 100 cases per year and
takes 2 years to complete them, he has 200 per-

sons under treatment at all times after the first’

ear.
’ An example of the use of this formula follows.
Assume:
D =12
N = 50 percent
U = 50 percent
T.r = 15 hours
Cor = $70;
then:

Ror = 1.2 X 0.5 X 0.50 X 15 X 70 = $16.58

19
(or $1.38 per month).

If a surcharge or co-payment were included,
the capitation cost would drop accordingly. As
with general dentistry, a system of priorities and

the pacing of appointments would assure a rela-
tively even flow of patients, and these procedures
would help conserve resources and assure treat-
ment of major conditions first. (The term “major”
includes those for which postponement of service
would result in more extreme need.) For other
than major conditions, postponement has little
effect on treatment need. Since somewhat less than
15 minutes of dentists’ time would be needed per
family per year, 6,000 families would provide
enough patients for one orthodontist working
1,500 chair hours per year.
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Since dentistry deals primarily
with chronic disease, the dental
treatment of a target population

' ble persons,
covered by a third-party payment

the population, utilization of
services, family size, age of eligi-
fluoridation, and

socioeconomic variables.

lower the capitation rate, mem-
bers of families may be phased
into treatment. Also, surcharges

Pro-  or co-payments can be placed on

program can be paced so as to
maximize the use of resources
and minimize the deleterious
effects of oral ill health. Capita-
tion group practice lends itself
to such control.

First, however, a capitation
rate for the population has to be
established, based on its need for
denta] resources and the cost of
supplying them. Factors requir-
ing consideration are the amount
of dentists’ and hygienists’ time
required, which is affected by the
need for initial care, as opposed
to maintenance care, stability of
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vider time and cost are also
affected by the type, quantity,
and use of facilities and of
auxiliary personnel.

A method has been devised
that takes account of these vari-
ous cost factors and provides a
realistic basis for arriving at a
capitation rate per person or
family for a given population.
This method is appropriate for
populations with differing dental
requirements and financial capa-
bilities since the pertinent formu-
las and priorities include numer-
ous variations. For example, to

patients for all services or only
for specific ones. If this method
is used to provide care under a
rational system of priorities, cap-
itation group practice of dentistry
can achieve results not obtain-
able under the fee-for-service
solo practice system. In prepaid
group practice there are incen-
tives for using expanded duty
auxiliaries, containing costs, and
improving the level of dental
health of the eligible population
through both treatment and pre-
vention.



Family case report

Disease Patterns and the Team Approach
in the Practice of Family Medicine

JACOB CHEN-YA HUANG, MD, MPH, and EUGENE FANTA, MD

IN CLEAR CONTRAST to the episodic crisis
care rendered by the generalist of bygone years
stands the new concept of care and concern by
the family physician whose services have been
characterized as continuous and comprehensive.
Both kinds of physicians use the multidisciplinary
approach, but an all-important difference in atti-
tudes has been clearly recognized and defined
(1, 2). The authors are committed to the concept
of the family physician, put great emphasis on this
difference in attitudes, and make every effort in
the training of young physicians to formalize the
holistic approach to.the care of their patients (3).

We stress the inevitable links among a per-
son’s health, emotional well-being, the physical

Dr. Huang is the district health officer of the
Lower East Side Health District, New York City
Department of Health. He is also a clinical assist-
ant professor (preventive medicine) at New York
University Medical Center.

Dr. Fanta is director of the department of fam-
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medicine) at Downstate Medical Center, State
Upniversity Medical Center.

Tearsheet requests to Jacob Chen-Ya Huang,
MD, MPH, Lower East Side Health Center, 341
East 25th St., New York, N.Y. 10010.
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and emotional health of his family, his social and
economic status, his cultural background, and his
place in the community—in other words, his
health with his total life situation.

We endeavor to include as many members of
a patient’s family as possible in the family prac-
tice program at Lutheran Medical Center. We
believe strongly in the importance of visits to the
patient’s home; these are invaluable in under-
standing his lifestyle.

Lutheran Medical Center has a residency pro-
gram in family practice which has been approved
by the Council on Medical Education of the
American Medical Association. The hospital is
located in Sunset Park, an area of low-income
families in Brooklyn. The majority of the patients
are of Spanish descent, but intermixed are some
families with Negro, German, or Irish heritages.
We operate within the walls of a neighborhood
health center, three blocks from the base hospital.
We consciously use the team approach in render-
ing total care to patients.

As an illustration of our approach, we will
relate the medical and social history of one family
for whom a resident at the center acted as primary
physician during his training period. We will
describe the specific illnesses, the pattern of
diseases in the family, and the team’s attempt to
help solve their many problems.

Family Case Report

The five members of this black family are the
father, 45 years; mother, 44 years; son, 12 years;
daughter A, 16 years; and daughter B, 7 years.
They came from Puerto Rico to New York City
5 months before the father’s first visit to the
medical center’s department of family practice.
Their income consisted of welfare assistance of
$168 every 2 weeks. Their four-room apartment
was clean but rather poorly furnished, and the
rent was $100 per month. No one in the family
had been educated beyond the elementary school
level. Their knowledge of the English language
was scanty.

Our first contact was an office visit of the father,
who consulted us because of his frequent con-
vulsive seizures. In his history he stated that his
son suffered from similar attacks, and the son had
never received medication. We recommended that
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all members of the family come for physical
examinations.

To insure that they would come, our public
health nurse visited the family and discussed the
importance of a complete medical investigation;
she also helped to arrange the appointments. Sub-
sequently, Huang made a home visit in the com-
pany of a Spanish-speaking family health aide.
We wanted to demonstrate the concern of the
family physician, gain the family’s confidence, and
obtain some knowledge of their environment,
housing, lifestyle, and socioeconomic situation—
information which we consider essential for the
total understanding and evaluation of our patients.

Abstracts of Case Histories

In addition to the following individual case his-
tories, the results of laboratory studies, which
were part of the examination of each member of
the family, are given in the table.

Father. The father reported that he had had
convulsive seizures for the past 16 years He had
previously been hospitalized for status epilepticus
and had subsequently received crisis care in the
emergency room of our hospital for repeated
attacks, up to 16 per day. He had a history of
excessive alcohol intake intermittently, of frequent
headaches, and of occasional severe cramps in his
lower legs. He had had no other significant medi-
cal or surgical experiences, including head in-
juries or accidents. It was elicited from him that
he took his previously prescribed medicine irregu-
larly and that he continued to imbibe alcohol.

Findings from a physical examination, including
a complete neurological survey, were within nor-
mal limits. Blood pressure was 128/80 mm Hg.
A skull X-ray, an electrocardiogram, and an elec-
troencephalogram showed no abnormalities. Re-
sults of the blood chemistry analyses, performed
on an automated screening machine (SMA
12/60) were normal.

A regimen of sodium diphenylhydantoin and
phenobarbital was prescribed for the father.

Mother. The mother complained chiefly of
repeated headaches, attacks of dizziness, and
frequent lumbago. She said she had never been
hospitalized and had, in fact, never before re-
ceived medical care. Her family’s health history
did not add any information of medical signifi-



Examination findings and the family’s disease patterns

Conditions Father Mother Son Daughter A Daughter B
and tests 45 years 44 vyears 12 years 16 years 7 years
Epilepsy .......coiiiiieiiinnnn, Yes No Yes No No
Nutritional findings .............. Normal Anemia Normal Normal Anemia,
underweight,
poorly
nourished
Pain .........oiiiiiiiiiiian Head, Head, Head Abdomen, Abdomen
legs back joints
Tests:
Sickledex ...........ccovuninn Negative Positive Positive Positive Positive
Hemoglobin by electrophoresis .. A A, S A, S A, S A, S
Stool, for parasites ............ Negative Trichuris Trichuris Trichuris Trichuris
trichiura trichiura trichiura, trichiura,
Enterobius Ascaris
vermicularis lumbricoides
Urinalysis .........covviveennn Negative Bacteriuria, 3-5 white Bacteriuria, Negative
20-30 white blood cells numerous
blood cells per HPF* pus cells
per HPF*
Hematocrit reading (percent) ... 40 36 39 39 34
Eosinophils (percent) .......... 9 3 17 15 19
Other laboratory findings ....... None Anisocytosis, None None Reticulocytes
poikilocytosis 3 percent
Blood pressure (mm. Hg.) ....... 125/80 100/85 110/80 105/76 112/78
Diagnosis ...........000iiinnann Epilepsy Anemia, Epilepsy, Urinary tract Underweight,
conjunctivitis, urinary infection, anemia,
urinary tract tract infection, sickle cell parasitosis,
infection, sickle cell trait, sickle cell
sickle cell trait, parasitosis trait
trait, parasitosis
parasitosis

! High power field.

cance. She displayed great anxiety about her
husband’s attacks and about the family’s financial
situation.

The physical examination revealed that she was
pale and poorly nourished. Her spleen was
palpable one finger below the costal margin. She
had no symptoms of scleral jaundice. Blood pres-
sure was 100/85 mm Hg. The neurological exam-
ination proved the vertigo to be of nonvestibular
origin; emotional rather than organic causes were
presumed etiological factors.

Laboratory studies (see table) disclosed the
following: a positive Sickledex test; hemoglobin
A and S, by hemoglobin electrophoresis; bac-
teriuria; and infestation with Trichuris trichiura.

An electrocardiogram, audiometry tests, a chest
X-ray, blood chemistry analyses (SMA 12/60),
and a thyroid survey showed no abnormalities.

The therapeutic regimen prescribed for the
mother included Mintezole, Feosol, Gantanol, and
Antivert.

Son. The boy had had numerous seizures in
the past 3 years. He had occasional headaches but
had no other complaints. He had had no surgery
or medical treatment in the past. His birth had
been normal as well as his development during
childhood.

His immunizations were completed before his
first visit to us. The physical examination elicited
no abnormal findings. He was a normally devel-
oped alert, cooperative child, with a weight of 72
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pounds and a height of 55 inches.

Of significance in the laboratory studies were
a hematocrit reading of 39 percent, eosinophils 17
percent, a positive Sickledex test, hemoglobin
electrophoresis showing hemoglobin A and S, and
urine sediment of 3—5 white blood cells per high
power field. The stool examination was positive
for T. trichiura. The boy’s electroencephalogram
showed no abnormalities.

Because of his history of seizures, we requested
our public health nurse to inquire into the child’s
activities in school. During her conferences with
the teacher and other school personnel, she was
informed of the boy’s withdrawn and somewhat
asocial behavior and of his learning difficulties.

Antihelminthic and anticonvulsive drugs were
prescribed for the son.

Daughter A. This 16-year-old complained of
loss of appetite, being easily fatigued, and having
occasional joint and abdominal pains as well as
dysmenorrhea. She had had measles and chicken-
pox in her childhood, and experienced menarche
at 12 years. She thought herself to be in perfect
health although she had noticed numerous pin-
worms in stools several months before we exam-
ined her. She was a rather thin adolescent with a
weight of 91 pounds and a height of 59 inches.
There were no other remarkable physical findings.

Laboratory studies (see table) disclosed hemo-
globin A and S, bacteriuria, innumerable pus cells
in urine sediment, and infestation with pinworms
and T. trichiura. A chest X-ray and an electro-
cardiogram showed no abnormalities, and the re-
sults of blood chemistry analyses (SMA 12/60)
were within normal limits.

Mintezole and Antepar were prescribed for
daughter A.

Daughter B. This 7-year-old also had loss of
appetite, was easily fatigued, and had occasional
abdominal pains. She had not gained weight in
6 months, and she reported she had passed 10
roundworms in 1 month. Her immunization sched-
ule had been completed in Puerto Rico. She was
an alert, but thin, underdeveloped child with a
weight of 34 pounds and a height of 40 inches.
Pallor was noted in the physical examination. Her
birth weight was 6 pounds, 7 ounces. Laboratory
studies disclosed hemoglobin A and S and in-
festation with T. trichiura (see table).

28 Health Services Reports

A high-calorie, high-protein diet and iron and
vitamin supplements were prescribed for daughter
B as well as Mintezole and piperazine.

Family Disease Patterns

In the table, one can cléarly discern certain
patterns in the medical picture of the family.
Father and son suffer from convulsive seizures.
Mother and all children are carriers of the sickle
cell trait, combining hemoglobins A and S. Mother
and all children suffer from parasitic infestation.
Mother and daughter B are undernourished and
have anemia. Mother, daughter A, and the son
have urinary tract infections. All members of the
family complain of “pains.”

We believe it is important to look for, identify,
and define such patterns in families. We speak of
family disease patterns when a parent and at least
one child, or two or more children, in a family
suffer from the same affliction. One or more
disease patterns may occur in the same family.

Family disease patterns vary; their etiology may
be hereditary, infectious, or socioeconomic, or
have psychogenic components. It is our conviction
that such patterns may have a decided influence on
the lifestyle and emotional attitude of the group.
Recognition of the patterns can help the family
physician understand and evaluate the factors and
problems which influence the home’s emotional
atmosphere and the attitudes of family members
to each other, to the outside world, on the job,
and in school. The physician can then more effi-
ciently and effectively map a course of treatment
in the attempt to eliminate interaction or rein-
fection.

The varied but persistent pain from which all
members of this family suffer; the anemia, malnu-
trition, and sluggishness of some; the worm in-
festation of four members; and the dramatic epi-
leptic seizures of father and son must have definite
and adverse psychological effects on the group,
leaving deep marks on the psyche of growing
children and diminishing the self-confidence and
self-respect of the adults. Add to these, poverty,
unemployment, inadequate housing, scant knowl-
edge of English, and the complete lack of a con-
cerned person to help, and the picture of complete
hopelessness and helplessness emerges.



When the father came to our office for his
epilepsy he found, for the first time in his life, a
physician who was willing to take total charge of
his family’s health needs. It took great patience
and the art of medicine to persuade him of our
sincere concern and desire to improve his health
and his family’s, and their lives together.

Team Approach

The treatment of family disease patterns may
require more expertise than a single physician will
at times be able to provide. We in the department
of family practice at Lutheran Medical Center
strongly emphasize the team approach in treating
many patients. Frequently, the team approach is
indispensable because a variety of consultants and
disciplines is needed to deal with an array of
problems.

The team whose skills our family physicians
used to treat the family consisted of a public
health nurse, a family health aide, a nutritionist,
a homemaker, a medical and a psychiatric social
worker, and a clinical psychologist. The family
physician, as a team leader, consulted an internist,
a pediatrician, a neurologist, and a gynecologist.
In addition to diagnosing the illnesses and defining
the problems of his patients, the family physician
must also direct his team members to specific
areas of health assistance.

The health education of his patients is a vital
function of the family physician. We devoted con-
siderable time to explaining their problems to
these patients. We believe strongly that an under-
standing of his condition can be a prime factor
in motivating a patient to follow his physician’s
prescription and persist in a course of treatment.

Our attitude was a first experience for the fam-
ily; never before had they obtained the services
of a family physician, concerned with and inter-
ested in all aspects of the health of all members,
who was aided by the expertise of specialists in
various fields in a continuous attempt to improve
their lives.

Team Conference

We thought it best to coordinate efforts and
eventually called a team conference to which the
team leader, Huang, invited other family physi-

cians in the residency program as well as an in-
ternist, a pediatrician, and our allied medical
personnel. After reviewing the medical approach,
we invited everybody to contribute thoughts and
ideas about the best total management of the
family. We have found such team conferences ex-
tremely helpful in our holistic and multidisci- -
plinary approach. We remain, however, at all
times acutely aware that it is the patient’s primary
physician to whom he relates and who interprets
to him the course of treatment. Furthermore, we
conduct and structure the team conferences so
that the family physician is the coordinator of all
available services.

The following questions were discussed at the
conference.

1. Does the father’s epilepsy interfere with his
chances for employment?

2. Do his disease and unemployment affect his

attitudes toward his family, his community?

What is the best way to control his alcohol habit?

4. To what degree does the son’s epilepsy interfere
with his school activities and with his social
integration in school?

5. Are his teachers aware of his problems?

6. How can we help to make the teachers responsive
to his needs?

7. Can his behavior pattern be improved?

8. To what degree are the various illnesses re-
sponsible for tension in the family?

9. Is there a feeling of frustration?

10. What can be done to improve housing and finan-
cial resources for this family?

11. How can employment be secured?

12. How can the family be motivated to learn Eng-
lish for better integration in society?

13. How can the family’s personal and environmental
hygiene be improved?

14. To what extent can social service and the pastoral
department be of help to the family?

w

During several followup conferences we set
priorities for care so as not to overwhelm the
family with too many sudden changes. The feed-
back of information from the various team mem-
bers enabled us to coordinate efforts and to set
priorities.

Problem Solving

By identifying the disease patterns in this fam-
ily and working through a team approach and
conferences, we were finally able to provide total
continuous health care to these five people. How
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we addressed each disease pattern and its solution
follow.

Epilepsy. The father had to be made aware of
the adverse effect of alcohol on his seizures and
impressed with the necessity of taking medication
regularly. He needed employment and was di-
rected to an office for vocational rehabilitation.
The stigma of “fits” that caused uncertainty and
interruptions in his daily life and loss of self-
confidence had to be removed from his mind. The
whole family needed relief from the continuous
tension, fear, and bewilderment which resulted
from the frequent, unexplained, and not under-
stood seizures.

The school nurse, and through her the son’s
teacher, had to be apprised of the reason for the
son’s asocial behavior, shyness, withdrawn atti-
tude, and lack of ability to concentrate on his
studies, which were to a considerable extent
caused by his epilepsy and other conditions (4).

Worm infestation. The greatest problem that
confronted us was the need for patient but per-
sistent education of the family in personal hygiene
measures in order to avoid reinfection or parasitic
cross-infection. They had to understand our in-
sistence on the simultaneous antihelminthic treat-
ment of all infected family members and the im-
portance of regular followup visits and stool
examinations.

Anemia and malnutrition. To implement the
medical regimen, the center’s nutritionist spent a
great deal of time with the mother. She explained
the nutritional value of different foods and appro-
priate ways to prepare balanced meals with the
available funds. A homemaker accompanied the
mother on several trips to the supermarket to help
her select food and subsequently to advise and
aid her in ways to prepare nutritious meals.

Urinary tract infections. We impressed on the
family the need for regular and prolonged medica-
tion to treat the urinary tract infections. We
emphasized the need for followup care and the
proper method of obtaining urine samples for
examination. We explained the possibility of
chronic complications due to incomplete therapy.

Sickle cell disease. We attempted in the sim-
plest possible words to explain to the family the
meaning of sickle cell anemia and the sickle cell
trait and what preventive measures may possibly
apply to them.
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Results and Conclusions

Recognition of the disease patterns of the fam-
ily and employment of the team approach re-
sulted in the eradication of the parasitosis and
urinary tract infections of the mother and chil-
dren. But control of the father’s and son’s epi-
lepsy has had the greatest impact. Educating and
motivating them and directing the father to occu-
pational training had important payoffs. We were
gratified to observe changes in attitude, increasing
self-confidence, and the relaxation of tension in
the family. These changes occurred after a 6-
month period.

Similarly beneficial, although not immediately
apparent, was the help given the son. The conver-
sations with the school nurse appear to have been
helpful; his behavior in school became less self-
effacing and more integrated with that of the other
children. No improvements in his scholastic
achievements have been noticed yet.

Efforts to improve the anemia and undernour-
ishment of the mother and daughter B continue.

We found a family in health crises and unable
to locate the services that would lead them to
physical and emotional recovery. We believe that
the traditional methods of treating individual ill-
nesses would have failed to restore the family’s
total health.

As family physicians, we offered them compre-
hensive, integrated care. We attempted to discern
patterns of illness in this family and enlisted the
help of medical specialists and allied medical
personnel. Our concept of total health encom-
passes not only physical well-being and the
absence of actual illness but also emotional health,
proper nutrition, adequate housing, ability to earn
a livelihood, a sense of self-respect and dignity,
and integration into society.
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Need for Statutory Legitimation
of the Roles of Physician’s Assistants

ROGER M. BARKIN, MD, MPH

A significant constraint on new categories of health manpower is the absence of
statutory legitimation of their roles. Licensure has been evolved as an effort to
assure high-quality health care, but recently it has been a barrier to effective and
innovative use of manpower. Medlcal and Nurse Practice Acts generally define
the practices of medicine and nursing, but they do not define clearly the scope of
these practices. Thus, these acts subject physicians to undue risks in delegating
responsibilities and Type A assistants (nurses or non-nurses with special training)
to undue risks in accepting those functions. Furthermore, only vague guidelines are
provided to protect the public and to assure adequate ‘quality control. To date, 35
States-have enacted legislation to provide statutory tegitimation of Type A ass:sants
and to ‘permit physicnans to delegate appropriate responsibilities to new types of
health manpower. It is hoped that this Ieglslatlon will diminish barriers to effective

use of health manpower.

MORE THAN HALF A DECADE has passed
since physician’s assistants were accepted as mem-
bers of the health care team. Why then has there
not been more widespread use of these assistants?
Why have programs been slow in starting and in
making the transition from an experimental to
an operational status? Many factors are impli-
cated—the length of training before employment,
the “watch and see” attitude of many physicians
and consumers, the evolution of health care de-
livery systems, and the legislative and judicial
constraints.

It is obviously necessary to increase the produc-
tivity of health manpower in order to overcome
the shortage of health services. Any diminution of
the gap between supply and demand is highly
dependent upon obtaining the appropriate mix of
manpower in the right numbers. Innovative man-
power utilization is necessary.

Legal constraints have been a prominent bar-
rier to innovation, and two major areas need de-
lineation to evaluate impact—Ilegislative statutes

Dr. Barkin was an Epidemic Intelligence Service
officer, Bureau of Epidemiology, Center for
Disease Control, when he wrote this paper. He is
now with the Department of Pediatrics, University
of Colorado Medical Center, Denver, Colo.
Tearsheet requests to Roger M. Barkin, MD, Bu-
reau of Epidemiology, Center for Disease Control,
Atlanta, Ga. 30333.

and judicial opinions. These legal constraints are
primarily statutory. They affect the new health
professional who is capable of collecting historical
and physical data as well as integrating and in-
terpreting these findings and exercising a degree
of independent judgment, whether that person is
a nurse or a non-nurse with special training—
the Type A assistant, as defined by the National
Academy of Sciences (/). The less highly trained
Type B and Type C assistants are primarily tech-
nicians who do not perform functions or make
judgments that might result in legal limitations to
their effective use.

The three types of physician’s assistants have
been defined as follows (1):

The Type A assistant is capable of . . . collecting his-
torical and physical data, organizing these, and present-
ing them in such a way that the physician can visualize
the problem and determine appropriate diagnostic or
therapeutic steps. . . . He is distinguished by his ability
to integrate and interpret findings on the basis of general
medical knowledge and to exercise a degree of indepen-
dent judgment.

The Type B assistant . . . possesses exceptional skill in
one clinical specialty or, more commonly, in certain
procedures within such a specialty. . . . Because his
knowledge and skill are limited to a particular specialty,
he is less qualified for independent action.

The Type C assistant is capable of performing a variety
of tasks over the whole range of medical care under the
supervision of a physician although he does not possess
the level of medical knowledge necessary to integrate and
interpret findings. . . He cannot exercise the degree of
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independent synthesis and judgment of which the Type
A assistant is capable.

In this .paper, the current statutory constraints
on Type A assistants are delineated, and the im-
pact of judicial decisions on them is evaluated.

Medical and Nurse Practice Acts of Texas

In defining the constraints licensure places upon
Type A assistants, it is necessary to understand
the specific laws. The Medical and Nurse Practice
Acts of Texas provide many insights, and these
statutes will be used as the basis for the discus-
sion. The relative uniformity of medical practice
acts in many States with respect to the definition
of the practice of medicine and the exceptions
cited make these statutes and their judicial inter-
pretations equally germane to the issues in States
other than Texas.

Medical Practice Act. The Medical Practice
Act of Texas, in Article 4510, provides the statu-
tory definition of the practice of medicine:

Any person shall be regarded as practicing medicine
within the meaning of this law:

1. who shall publicly profess to be a physician or
surgeon and shall diagnose, treat, or offer to treat, any
disease or disorder, mental or physical, or any physical
deformity or injury by any system or method or to
effect cures thereof;

2. or who shall diagnose, treat, or offer to treat any
disease or disorder, mental or physical, or any physical
deformity or injury by any system or method and to
effect cures thereof and charge therefor, directly or
indirectly, money or other compensation; provided, how-
ever, that the provisions of this article shall be con-
strued with and in view of Article 4504 [Exceptions].

In defining the practice of medicine the act
identifies three elements: (a) diagnosing, treating,
or offering to treat any disease or disorder; (b)
professing to be a physician or surgeon; and (c)
charging for these services, either directly or in-
directly. A person is considered to be practicing
medicine under the Medical Practice Act if he
is pursuing the first element and either the second
or third. Not only may a person face criminal
charges for practicing medicine as defined without
proper licensure, but the Texas Penal Code per-
mits prosecution for professing to be a physician
or surgeon without the appropriate credentials.
Hence, it is illegal for a person to diagnose, treat,
or offer to treat any disease or disorder in combi-
nation with either the second or third element
—(b) or (c), or merely to profess to be a physi-
cian or surgeon without the appropriate license.
Violation of the Medical Practice Act is a misde-
meanor under Article 742 of the Texas Penal
Code.
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Having established this definition and the basis
for criminal action, the Texas act proceeds to
make certain exemptions. Article 4504 of the
Revised Civil Statutes states: :

. . The provisions of this chapter do not apply to
dentists, duly qualified and registered under the laws of
this State, who confine their practice strictly to dentis-
try; nor to duly licensed optometrists, who confine their
practice strictly to optometry as defined by Statute; nor to
duly licensed chiropractors who confine their practice
strictly to chiropractic as defined by Statute; nor to
nurses who practice nursing only; nor to duly licensed
chiropodists who confine their practice strictly to
chiropody as defined by Statute; nor to masseurs in their
particular sphere of labor; nor to commissioned or con-
tract surgeons of the United States Army, Navy, or
Public Health and Marine Hospital Service in the per-
formance of their duties, and not engaged in private
practice; nor to legally qualified physicians of other
states called in consultation, but who have no office in
Texas, and appoint no place in this state for seeing, ex-
amining or treating patients. . . .

This law is an attempt to define, by elimination,
the scope of practice of each profession named
and gives support to the current licensure system.
The practice of medicine is all encompassing, and
the exception clause permits different health pro-
fessions to function within their more limited
competencies as defined by statute. However, the
boundaries placed upon health professionals by
the statutes are largely artificial, and in their
vagueness and lack of definition they have encour-
aged an overlap in function in the day-to-day ac-
tivities of the different occupations.

The Medical Practice Act further delineates
those situations in which the Board of Medical
Examiners may refuse to admit persons to the
practice of medicine. Regarding the employment
of Type A assistants, the board may deny a license
to a person who acted unprofessionally or dis-
played dishonorable conduct, violated any pro-
vision of the Medical Practice Act, impersonated
a licensed practitioner, or permitted another to
use his license to practice medicine: The board
may suspend or revoke the license of a person who
has been “guilty of any fraudulent or dishonorable
conduct or of any malpractice.”

The net result of these inadequate guidelines
has been a reluctance by many physicians to dele-
gate new responsibilities to other health workers
that traditionally have been in the realm of the
physician’s function.

Nurse Practice Act. Because “nurses who prac-
tice nursing only” are exempted from the limita-
tions of the Medical Practice Act under Article
4504, it is crucial to define the functions legiti-



mized by the legislature within the scope of nurs-
ing. Article 4518 of the Revised Civil Statutes
defines “professional nursing” as follows:

Section 5. “Professional Nursing” shall be defined for
the purposes of this Act as the performance for com-
pensation of any nursing act (a) in the observation, care
and counsel of the ill, injured or infirm; (b) in the
maintenance of health or prevention of illness of others;
(c) in the administration of medications or treatments
as prescribed by a licensed physician or dentist; (d) in
the supervision or teaching of nursing, insofar as any
of the above acts require substantial specialized judgment
and skill and insofar as the proper performance of any
of the above acts is based upon knowledge and applica-
tion of the principles of biological, physical and social
science as acquired by a completed course in an approved
school of professional nursing. The foregoing shall not
be deemed to include acts of medical diagnosis or pre-
scription of therapeutic or corrective measures.

This Texas law, patterned after the American
Nursing Association model, is similar to the Medi-
cal Practice Act in that it is a mandatory one, re-
quiring all those who practice nursing or profess
to be nurses to be licensed. The “nursing act” is
poorly defined but may encompass the acts of
“observation,” “care,” “counseling,” and “main-
tenance of health” in addition to the “administra-
tion of medications or treatments” and provides
the nurse with wide latitude in functions related
to patient care. Only “acts of medical diagnosis or
prescription of therapeutic or corrective measures”
are prohibited, and this circumvents many of the
limitations imposed by the Medical Practice Act
upon non-nurse Type A assistants.

Judicial and Related Opinions

It is now essential to look at judicial interpre-
tations of aspects of Medical Practice Acts as
they apply to the legitimacy of a licensed physi-
cian employing a Type A assistant and delegating
functions traditionally reserved for the licensed
physician. The statutes are vague in their defini-
tions, and the courts are called on to interpret
legislative intent. In so doing, the courts have
created problems relating to the practice of medi-
cine and nursing and to malpractice.

The practice of medicine. It has been firmly
established that a person who is illegally prac-
ticing medicine or using a restricted designation
may be prosecuted. The physician delegating
functions may face suspension or revocation of
his license for aiding and abetting in that act. This
is particularly relevant for the Type A assistant
who will be assuming some of the physician’s
responsibilities while remaining under his control.
To analyze this matter further, I will summarize

judicial decisions concerning the definition of the
practice of medicine as they pertain to the Type A
assistant,

The first element in the practice of medicine is
to “diagnose, treat or offer to treat, any disease or
disorder, mental or physical, or any system or
method or to effect cures thereof.” The term
“treatment” is an all encompassing term as defined
by the courts, for example, as stated in Kirschner
v. Equitable Life Assurance Society of the United
States, 284 N.Y.S. 506, 510 (New York, 1935):

Treatment is a broad term covering all the steps taken
to effect a cure of the injury or disease. The word in-
cludes examination and diagnosis as well as application
of remedies.

Diagnosis is considered to be the discovery ot
the source of a patient’s illness or the determina-
tion of the nature of his disease from a study of
its symptoms. It is said to' be “little more than a
guess, enlightened by experience” (Griswold v.
New York Central and Hudson Railroad Com-
pany, 21 N.E. 726 (New York, 1889)). The
definition was expanded in a New York State
decision in 1938 (People v Zinke, 7 N.Y.S. 2d
941, 947) when a chiropractor held that he had
not practiced medicine because he had not “diag-
nosed.” The court, however, declared:

Defendant diagnosed. His history taking, examination

. and his statements as to the causes of conditions
of the patient show that he had made a determination
which he deemed sufficient for the purposes of treatment.
. .. It is, in medical terminology, a “sizing up” or a
comprehending of the physical or mental status of a
patient. It is the conclusion itself rather than the. pro-
cedures upon which the conclusion is based which con-
stitutes a diagnosis per se. No particular language need
be used and no disease need be mentioned, for the
diagnostician may make or draw his conclusion in his
own way.

Both treatment and diagnosis received very broad
interpretations by the courts in these judicial
decisions.

The conditions being diagnosed or treated must
also be evaluated to determine if it is a “disease
or disorder, mental or physical, or any physical
deformity or injury,” as required by the Texas
Medical Practice Act. In 1956, a Texas court
ruled that a midwife was not prohibited from
assisting in the delivery of children because “child-
birth is a normal function of womanhood” and
therefore not a disease or disorder within the
meaning of the act. The fact that she received
compensation was held immaterial (Banti v. State,
289 S.W. 2d 244 (Texas, 1956)). In an earlier
decision, a New Jersey court had made a similar
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distinction with regard to blood pressure (State
Board of Medical Examiners v. Plager, 193 A.
698, 699 (New Jersey, 1937)).
Abnormal blood pressure, generally speaking, is not
a disease in itself; that the taking of blood pressure
is, at most, but another modern method of ascertaining
a fact in aid of making a proper diagnosis . . . The
announcement by defendant of the result of the systolic
blood pressure . . . was the mere statement of fact;
and it was not a diagnosis of a disease or of a physical
condition.
These cases reemphasize that to practice medicine
a person must not only diagnose and treat, but
that such actions must be directed toward a
“disease or disorder.” : ~

“Publicly profess[ing] to be a physician or sur-
geon” constitutes the second element in the prac-
tice of medicine. The Medical Practice Act is
mandatory and thus prohibits unlicensed persons
from holding themselves out “to the public as
being engaged in the business of diagnosing, treat-
ing, etc. patients” (Louisiana State Board of
Medical Examiners v. Craft, 93 So. 2d 298, 306
(Louisiana, 1957)). Receiving compensation for
services is the third element, and this may be
either a direct or an indirect payment. The court
very succinctly summarized the grounds for the
charge of “practicing medicine illegally” in Singh
v. State, 146 S.W. 891, 895 (Texas, 1912):

Anyone who holds himself out as a physician or surgeon
is liable under the law, whether he receives compensa-
tion or not, while one who does not so hold himself
out must be shown to have received compensation either
directly or indirectly.

In exonerating a husband from criminal prose-
cution for delivering his own child, the Attorney
General of Texas clearly delineated the three ele-
ments of the practice of medicine (Opinion of
the Attorney General of Texas, No. WW 1278,
1962.):

. . who receives no compensation . . . and who does
not profess to be a physician or surgeon, and does not
diagnose, treat, or offer to treat any disease, disorder or
injury is not violating the medical practice act of this
State.

The Type A assistant may, in fact, be perform-
ing many of the functions encompassed in “diag-
nose, treat, or offer to treat” and may indirectly
receive compensation for these services. Does the
fact that the assistant will be functioning under
the control of a licensed physician alter the legal
restrictions? In the past this relationship has not
protected the assistant from criminal prosecution.

In State v. Paul (76 N.W. 861 (Nebraska,
1898)), the court said that a person who was
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not within the exceptions and practiced medicine
was liable to the penalties of the statute, even
though the operation was performed and the medi-
cines were administered and given under the di-
rection of a registered physician. It was not essen-
tial to represent, claim, or advertise oneself to be
a legal practitioner of medicine to be subject to
the sanctions of the law.

Type A assistants are thus not absolved of
liability by being under the control of a licensed
physician. They have, however, functioned under
the “direction and supervision” of a licensed
physician in almost all employment settings, and
this term must be analyzed to determine its impli-
cations for effective use of manpower.

“Direction and supervision” has historically
been held not to require physical presence but
merely overseeing and advising in the performance
of specific functions. However, a 1961 court de-
cision adopted a stricter interpretation by defining
“acting under proper supervision of legally quali-
fied personnel” as requiring “the actual personal
supervision of the professional person. That does
not mean by telephone or written communication
but direct personal supervision.” (State ex rel.
Reed v. Kuzirian, 365 P. 2d 1046 (Oregon,
1961)).

Two important court decisions place much of
the discussion in perspective and demonstrate the
possible ramifications of the foregoing definitions
of the practice of medicine on future Type A
assistants. In Magit v. Board of Medical Exam-
iners (366 P. 2d 816 (California, 1961)), a
foreign-trained, unlicensed anesthetist admin-
istered anesthetics without a license. The anes-
thetist was found guilty of practicing medicine
without a license, and the supervising physician
was found guilty of unprofessional conduct. This
decision related not to competence or negligence,
but to the violation of a statute.

A second decision raised the question of
whether being unlicensed is equivalent to being
negligent. A practical nurse was convicted in
Barber v. Reinking (411 P. 2d 861 (Washing-
ton, 1966)) of having performed functions re-
served for physicians and professional nurses. A
2-year-old child was given an injection by a
licensed practical nurse. The needle broke when
the child moved, and the child suffered an injury.
Washington laws specifically prohibited persons
other than physicians and professional nurses
from administering medications, “whether or not
the severing or penetration of tissues is involved.”



The court made a momentous decision in this
case:

In accordance with the public policy . . . we read this

instruction [the Nurse Practice Act] to require that one
who undertakes to perform the services of a trained
or graduate nurse must have the knowledge and skill
possessed by a licensed registered nurse. The failure of
Nurse Reinking to be so licensed raises an inference
that she did not possess the required knowledge and
skill to administer the inoculation in question.
The court expressed the view that the legislature,
by requiring the licensure of personnel and de-
lineating the scope of practice, determined the
limits of permissibility. Custom and usage could
not be used as a justification for expanding the
defined functions. The court permitted the infer-
ence of negligence from the evidence that the
defendant had violated the statute by performing
functions not specifically delineated to be within
her scope of practice.

In contrast, most courts have held that the mere
absence of a license to practice medicine or sur-
gery does not permit the inference of negligence
(Andrews v. Lofton, 57 S.E. 2d 338 (Georgia,
1950) ). The clearest statement of this viewpoint
was made in (Hardy v. Dahl, 187 S.E. 788, 791
(North Carolina, 1936)):

If the defendant had been engaged in treating diseases
in violation of the statute he is liable to indictment,
and upon conviction, to suffer the prescribed penalty;
but in civil action, bottomed upon the law of negligence,
the failure to possess a state certificate is immaterial
on the question of due care.

Other jurists, however, have held that the
“burden of proof of negligence is substantially
reduced if the defendant violated a State statute
and the violation of the statute has caused injury”
(2). Barber v. Reinking (411 P. 2d 861 (Wash-
ington, 1966)) established a more extreme in-
terpretation, permitting the inference of negligence
from the violation of a statute. Although most
courts have upheld the view that the failure to be
licensed is immaterial on the issue of negligence,
the Barber v. Reinking decision stands as an awe-
some reminder of the risks inherent in employing
personnel who are not officially sanctioned by the
legislative process.

The practice of nursing. Because of the legiti-
mation of the functions of the professional nurse
by the legislature, the nurse Type A assistant is
at a greatly reduced risk of being accused of
“practicing medicine illegally.” The Texas Nurse
Practice Act vaguely defines professional nursing
as the observation, care, and counseling of the

ill, the maintenance of health and prevention of
illness, and the administration of medications or
treatments. Only “medical diagnosis or prescrip-
tion of therapeutic or corrective measures” are
prohibited from the practice of nursing and re-
served for the practice of medicine. Certainly, the
nurse in observing and interpreting facts makes
decisions on the basis of these facts, and although
she may not practice medicine, she may, and in
cases of emergencies must, act upon her obser-
vations. Anderson states (3):

These statutes [the Nurse Practice Act] contain nebulous
definitions, expressing essentially that the practice of
nursing is the carrying out of the physicians’ orders, the
application of nursing skills and the supervision of others
with lesser degrees of training. The fact that a particular
procedure is within the scope of medical practice does
not mean that it is exclusively the practice of medicine.
The particular functions a nurse may legally perform are
not delineated.

In addition, there is a marked overlap in the technical
areas common to medical and nursing practice. The
same act may be clearly the practice of medicine when
performed by a physician and the practice of nursing
performed by a nurse.

The new skills acquired by the nurse may be
viewed as increasing the number of sources from
which the nurse gathers data for making nursing
judgments. The identification of abnormalities
may be classified as an observation or screening
function. Routine and periodic examinations, im-
munizations, chronic care followup, and informa-
tion and counseling services related to growth and
development, child-parent relationships, and be-
havioral problems are encompassed in the main-
tenance and prevention of illness. Medications are
given in response to standing orders of a physi-
cian. Adequate training and demonstrated compe-
tence to perform the particular activities permit
the nurse to function as a Type A assistant.

The courts generally have upheld the evolution
of expanded nursing roles. In contrast to a case
mentioned earlier (Magit v. Board of Medical
Examiners, 366 P. 2d 816 (California, 1961)),
where a foreign-trained, unlicensed physician was
prohibited from being an anesthetist, in Chalmers-
Francis v. Nelson, 57 P. 2d 1312, 1313 (Califor-
nia, 1936) it was held that a licensed nurse could
administer anesthetics:

Nurses in the surgery, during the preparation for and
progress of an operation, are not diagnosing or prescrib-
ing. [Within] the meaning of the Medical Practice Act,
it is the legally established rule that they are but carrying
out the orders of the physicians to whose authority they
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are subject. The surgeon has the power, and therefore
the duty, to direct the nurse and her actions during the
operation.

In functions which do not involve “disease or
disorder,” no restrictions have been placed upon
nursing activities, as was seen in Banti v. State
(289 S.W. 2d 244 (Texas, 1956)), which in-
volved midwifery.

Thus, the nurse is not prohibited from function-
ing in most spheres of medicine provided no
“medical diagnosis or prescription or therapeutic
or corrective measures” are made. This lack of
restraint has served as the basis for the expansion
of nursing roles without legal constraints.

Discussion

The major statutory constraints that affect the
use of health manpower were initially not meant
to be constraints but were evolved as guarantees
of quality—to separate the qualified from the in-
competent, the trained from the quack. But the
rigid definitions have been subject to speedy
obsolescence, and the question of whether it is
medically appropriate to delegate a particular
function to the new health professionals has been
transformed into the question of whether it is
legal for them to perform that function.

The Medical Practice Acts of most States de-
fine the practice of medicine and the grounds for
criminal prosecution, but in their lack of clear
definition of the scope of the practice of medicine,
they subject the physician to undue risks in dele-
gating responsibilities and the Type A assistant
to undue risks in accepting these functions. Fur-
thermore, only vague guidelines are provided to
protect the public and assure adequate quality
control.

The non-nurse Type A assistants face the most
significant legal constraints, and the physician,
facing potential criminal charges for delegating
functions to an unlicensed person and the possi-
bility of civil liability, may be reluctant to employ
them. Nurse Type A assistants are largely pro-
tected because of the legitimation of their func-
tions under Nurse Practice Acts. Similarly, Types
B and C assistants, while performing appropriate
functions, are not at risk of practicing medicine
illegally because of the limited scope of their
responsibilities.

What is the next step? Where must attention be
directed? The answer must be an attempt to fuse
the credentialing of health manpower with the
public interest. Thirty-five States have now
enacted legislation to legitimize the role of the
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physician’s assistant and to permit the physician
to delegate responsibilities to new types of health
manpower (4). This legislation is largely a re-
flection of the growing necessity to expand health
services and of the realization that there are con-
straints on the effective use of Type A assistants.

The mechanisms that have been delineated for
the legitimation of Type A assistants differ. Sev-
eral State legislatures merely provide for excep-
tions to Medical Practice Acts, permitting physi-
cian’s assistants to function under appropriate
supervision. Others subject the Type A assistants
to both personal and program approval and peri-
odic reapproval. Some legislatures have incor-
porated into the Medical Practice Acts procedures
for review of qualifications and job functions for
Type A assistants and physicians. This latter
approach provides a means of legitimation for
Type A assistants and some assurance of quality
control for the public and the physician, as well
as guidelines for the functions that are considered
appropriate for delegation. In addition, flexibility,
which has been eliminated by previous licensing
procedures, is provided.

A new era in manpower utilization has begun,
and statutory constraints can play a major role in
inhibiting the acceptance of Type A assistants.
Legislative initiative has been encouraging in this
area, but more action is needed. As stated by
Kowalewski (5):

Yes, there are legal problems. And the State legislators
and Federal legislators are going to have to shape up to
this because what we might have, gentlemen, which
would be a terrible thing, we might educate and prepare

a lot of people and find them completely illegal and no
place to go. We have got to set the stage.
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Effect of Suicide Prevention Centers
on Suicide Rates in the United States

DAVID LESTER,PhD

THE ESTABLISHMENT of the Los Angeles
Suicide Prevention Center in the 1950s provided
a model for the establishment of suicide preven-
tion centers in other communities. In 1966, the
National Institute of Mental Health created a
Center for Studies in Suicide Prevention, and the
stimulus from this center as well as the experience
and encouragement of the staff of the Los Angeles
center led to the formation of more than 200
suicide prevention centers in communities across
the nation.

The critical question stemming from the pro-
liferation of suicide prevention centers is: Have
they prevented suicides? Bagley (1), in a study
to assess the effect of suicide prevention centers
on the suicide rates in England, found that cities
with such centers experienced a decline in suicide

rates whereas cities without prevention centers
experienced a rise in suicide rates. In the United
States only one report of a study similar to Bag-
ley’s has been published, to my knowledge. In this
report, Weiner (2) compared cities in California
—two with and two without suicide prevention
centers. He reported no discernible effect of the
centers on the suicide rates in these four cities.
The preceding two studies are inadequate from
our viewpoint. Bagley’s study may have no valid-

Dr. Lester, former director of research at the
Suicide Prevention and Crisis Service, Buffalo,
N.Y., is now with the psychology program at
Stockton State College. Tearsheet requests to Dr.
David Lester, Stockton State College, Pomona,
N.J. 08240.
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ity for the United States because England’s health
care delivery system and public attitudes toward
health care differ from ours. And Weiner’s sample
of four U.S. cities is inadequate for reliable con-
clusions.

The first systematic study of the effect of sui-
cide prevention centers on suicide rates in the
United States was conducted in 1973. A pre-
liminary analysis was made of the most recent
available published data, and the suicide rates in
1960 and 1968 in the major U.S. metropolitan
areas were compared. Government publications
(3, 4) listed 27 cities as having no suicide pre-
vention centers in 1967 or 1969, and the suicide
rates for 1968 were computed for 25 of these
cities, according to the number of suicides for each
city (5) and estimates of the cities’ 1968 popula-
tions derived from the 1960 and 1970 census
figures. The suicide rates in 1960 were obtained
from Massey (6).

The suicide rates for the 25 cities without sui-
cide prevention centers did not change signifi-
cantly from 1960 to 1968—the mean rates were
9.2 for 1960 and 9.5 for 1968 (t=0.61, df=24).
For 17 cities listed as having prevention centers
in 1967, the suicide rates also did not change
significantly—the mean rates were 12.5 in 1960
and 12.1 in 1968 (t=0.58, df=16).

Of the cities without prevention centers from
1960 to 1968, 14 showed a decrease in suicide
rates and 11 showed an increase. Of the cities
with prevention centers, 8 showed a decrease and
9 an increase in suicide rates. Unfortunately, the
two samples of cities are not comparable. The
cities with suicide prevention centers were much
larger than the cities without such centers, and
their suicide rates also were higher. Therefore, a
more controlled study was conducted in which
data on suicide rates in 1969 were used.

Method

Unpublished data on suicide rates in 50 cities
were obtained for 1969 from the National Center
for Health Statistics, and data were obtained for
1960 from Massey (6). Three samples of cities
were obtained—those with suicide prevention
centers established by 1967, those with centers
established by 1969, and those without centers—
and changes in suicide rates from 1960 to 1969
were determined for these three samples.

To control for population size, eight cities
were selected from each sample. In 1969, four
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cities in each sample had populations of 748,000
to 1,035,000, and four in each sample had popu-
lations of 1,333,000 to 2,402,000. The changes
in suicide rates from 1960 to 1969 were examined
by a three-way analysis of variance for repeated
measures (7).

Results

The suicide rates per 100,000 population of the
cities without suicide prevention centers in 1969
rose significantly—from 9.4 in 1960 to 10.5 in
1969 (t=2.51, df=18, two-tailed P<0.05). For
cities with suicide prevention centers by 1969
(but not by 1967), suicide rates increased sig-
nificantly—from 10.5 in 1960 to 11.3 in 1969
(t=2.13, df=12, two-tailed P<0.06). The sui-
cide rates of cities with prevention centers by
1967 rose, but not significantly—from 12.1 in
1960 to 13.0 in 1969 (t=1.51, df=15, two-tailed
P<0.20).

The results of the analysis when population
size was controlled for are shown in tables 1 and
2. The only significant difference was that the
suicide rates were higher in 1969 than in 1960.
The suicide rates for the smaller cities also tended
to be high, but the difference was not statistically
significant.

Discussion

When population size of cities is controlled for,
the suicide prevention centers do not appear to
have a statistically significant effect on the suicide
rates of cities. This finding is in contrast to that
reported for England by Bagley (I). There may
be two reasons for this discrepancy. First, perhaps
it is too soon to expect an ameliorative effect on
sucide rates from suicide prevention centers. Thus,
a study like the present one should be repeated
when data from later years become available.
Replication is especially important because in
1969 many U.S. regions adopted the new inter-
national standards for reporting deaths. Thus,
there may be differences between the suicide rates
in 1960 and 1969 attributable to this change in
reporting. (The fact that not all regions had
adopted the new standards in 1969 may also
contribute to the variance in the data reported in
this study.)

Second, the suicide prevention centers in Eng-
land do differ from those in the United States. In
England, all the centers are maintained by the



Table 1. Suicide rates per 100,000 population in
cities with and without suicide prevention centers
in 1960 and 1969, by population size in 1969

Cities® 1960 1969

Without centers
Small cities:

Bridgeport, Conn. ........... 9.6 9.7
Louisville, Ky. .............. 10.1 11.0
Rochester, N.Y. ............. 10.2 11.9
New Orleans, La. ............ 7.4 6.6
Large cities:
San Diego, Calif. ............ 13.3 16.9
Newark, N.J. ............... 6.9 8.7
Houston, Tex. .............. 9.5 13.1
Pittsburgh, Pa. .............. 8.3 8.0

With centers by 1967
Small cities:
Fort Worth, Tex. ............ 10.3
Phoenix, Ariz. .............. 13.1
Tampa, Fla. ................ 17.3 15.7
Portland,Oreg. .............. 12.9

Large cities:

Buffalo, N.Y. ............... 7.6 6.9
Atlanta, Ga. ................ 10.1 11.0
Milwaukee, Wis. ............. 10.1 15.3
St. Louis, Mo. .............. 9.0 8.5
With centers by 1969
Small cities:
Sacramento, Calif. ........... 16.5 17.4
Dayton, Ohio ............... 9.1 10.2
San Antonio, Tex. ........... 9.5 9.3
San Jose, Calif. ............. 14.0 13.7
Large cities:
Dallas, Tex. ................ 7.9 11.7
Minneapolis-St. Paul, Minn. .. 8.6 8.6
Baltimore, Md. ............. 9.4 10.4
Cleveland, Ohio ............. 10.8 11.7

*For this analysis, small cities had populations of
748,000-1,035,000 and large cities had populations of
1,333,000-2,402,000 in 1969.

Table 2. Results of the analysis of variance
on the data in table 1

Variable F ratio df
A, presence of suicide prevention
Center ...........ovenu.n. 091 2,18
B,size of cities .............. 3.02 1,18
AXB ... 1.98 2,18
C,year ......ccoviiiinnann. 8.98 1,18
AXC . i i 0.13 2,18
BXC . ...iiiiiiiiiia 2.62 1,18
AXBXC................ 0.38 2,18
' P<0.10. 2 P<0.01.

Samaritans (8) and share similar procedures. The
centers in the United States are quite hetero-
geneous and range considerably in their services
and procedures (9). Furthermore, in England
family physicians are used by more of the general
population than in the United States, and with
the recent growth in numbers of available psycho-

pharmacological agents, these physicians may have
been better able to detect and treat suicidal per-
sons and to use the local suicide prevention centers
as adjuncts in treatment.

It is important to note that suicide prevention
centers are often established in the United States
in response to high suicide rates in cities. Thus,
although the suicide rates may have risen in the
cities, it is possible that these rates would have
risen more precipitously had the centers not been
opened.

Finally, suicide is a rare phenomenon, and
there are often relatively large fluctuations in the
suicide rates from year to year. Also, suicide rates
can be easily affected by minor influences. Thus,
a truly adequate study would sample suicide rates
from several consecutive years. As more recent
data become available, such studies will become
possible.

Whatever the reasons for the results of the
recent study, we must view with some concern
the relative immunity of suicide rates in the
United States, despite the efforts of suicide pre-
vention centers to decrease these rates. It may well
be that suicide prevention centers do not prevent
suicide (10).
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Medical Complications
From Induced Abortion
by the Super Coil Method

BECAUSE THEY WERE UNABLE to get
abortions in their home States, 15 women in
the second trimester of pregnancy underwent in-
duced abortions in Philadelphia on May 13 and
14, 1972. The method used was the “super coil,”
which was purportedly safe and suited for second
trimester pregnancies (/).. Following the pro-
cedures, one woman was hospitalized in Phila-
delphia while the rest returned to their home
States. In order to evaluate this' new abortion
method, the Center for Disease Control performed
a followup investigation in cooperation with public
health officials and clinicians in Philadelphia and

Mrs. Bourne, Dr. Berger, and Dr. Tyler are with
the Abortion Survezllance Section, Famtly Plan-
ning Evaluation Branch, Bureau of Epidemiology,
Center for Disease Control. Dr. Haber is an Epi-
demic Intelligence Service officer, Center for
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partment of Public Health. Dr. Keith is with the
Department of Obstetrics and Gynecology, Cook
County Hospital, Chicago. Dr. Knisely is director
of maternal and child health, Philadelphia Depart-
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commissioner, Chicago Department of Health.
Tearsheet requests to’ Judith P. Bourne, RN,
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in the areas to which the women had returned.
This investigation was undertaken with the
realization that the sample was small, but because
of the unavailability of followup information on
the super coil method, it was felt that even this
small number of women would provide useful in-
formatlon

Background

The super coil is a plastic strip 40 cm long
and 4.6 mm wide, wound into a spiral 2 cm in
dlameter The person performing an abortion
stralghtens the coil and puts it in an inserter,
through which it is introduced via the cervical os
into the uterus in a fashion similar to an intra-
utenne contraceptive device. The method calls for
insertion of several coils. In addition, balsa tents
may be placed in the cervical canal. The coils are
removed 12-24 hours after insertion, at which
time total evacuation of the uterus is said to usu-
ally occur. If the uterine contents are not expelled
spontaneously, they must be removed with ovum
forceps. After delivery of the products of concep-
tion, the uterus may be checked for completeness
of the procedure with a suction curette (7).

The super coil abortions were performed in a
private clinic in which induced abortions are per-
formed primarily by suction curettage durmg the
first trimester. The clinic was staffed by a physi-
cian with 2 years of training in obstetrics and
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gynecology, who had prevnously worked in an
outpatient abortion clinic in New York City, and
a physician from Los Angeles. In addition to the
two clinic physicians, the psychologist who orig-
inated the super coil method was present for the
coil insertions. Neither of the two physicians had
had previous experience with this abortion method.

Investigation .

Of the 15 women who underwent super coil
abortlons 13 received followup medical evalia-
tion within 1 ‘week of the coil insertions. Since
the other. two. women did not avail themselves of
the opportunity for. followup evaluation, we as-
sumed that they had no complications. Post-
abortal evaluation consisted of a medical history
and physical examination, including pelvic exam-
ination, hematocnt Rh type, Papanicolaou smear,
culture for presence of gonorrhea and upper
abdominal ﬁlm to rule out the presence of a for-
eign body or evidence of uterine perforation.
Morbidity was defined as temperature of 100.4°F
or hlgher estimated blood loss of 500 cc or more,
or other conditions which required subsequent
medical attention. In addition, a category of major
complications was defined to include patients with
unigitended major surgery, blood loss estimated
at 1,000 cc or more, one or more blood trans-
fusions, 3 or more days of fever, and several other

categories associated with roughly comparable
degrees of illness.

Of the 13 women for whom complete followup
data were available, 9 (60 percent) had complica-
tions; 3 (20 percent) of the 9 sustained major
complications, and 2 of these required major
surgery. The complications experienced by the 9
women were as follows.

. Number of
Complications _women
Uterine_perforation ............ccciveieinennns 1
Peritonitis  ............ciiiieiiiennneenainee. 1
Anemia, postabortal ..................0000nnen 4
Fever (>100.4° F) .. ... . iviiiiiniiinennnnns 7
Retained products of conception ................ 2
Drug reaction ............... A 1
Pain (requiring postoperative visit to physician) ... 1

One woman had profuse vaginal bléeding at
the time of coil removal. She was hospitalized in
Philadelphia, given 8 units of blood, and under-
went a laparotomy. This operation , revealed
hematomas inferior to the bladder and in the
broad ligament ascendmg to the bifurcation of the
iliac vessels. A total abdominal hystéréctomy was
then performed. Examination for pathological con-
ditions showed a laceration 6 mm long extending
from the external os on the right side.of the cervix
into the lower uterine segment and a 1 cm perfora-
tion on the upper left lateral side of the cervix
near the internal os. The patient improved and was
discharged on the 10th postoperative day.
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The second patient, hospitalized the day follow-
ing her return home from Philadelphia, was
treated for 10 days for suspected acute pelvic
inflammatory disease. One weck after discharge,
she was readmitted with severe abdominal pain,
and a laparotomy was performed because of a
preoperative diagnosis of acute appendicitis. At
surgery, pelvic adhesions were noted, as was a
normal-appearing appendix. The postoperative
diagnosis was endometritis with intrapelvic ad-
hesions. Following a second 10-day course of
antibiotic therapy in the hospital, the patient was
discharged 1 month after her induced abortion.

The third patient had heavy vaginal bleeding
following coil insertions. After leaving Phila-
delphia she complained of syncope and fatigue. A
physical examination 3 days after the abortion
revealed that she was anemic; her preoperative
hematocrit of 36 ml per 100 ml had dropped to
24.5. She was treated with parenteral and oral
iron, and when next seen by her local physician
4 months later, her hematocrit was 41.5.

The criteria for complications in this investi-
gation were those defined in the Joint Program for
the Study of Abortion (JPSA). The JPSA study,
which provided the most comprehensive evalua-
tion available of early medical complications of
legal abortion, was initiated in July 1970 (2).
The following are the complication rates for the
Philadelphia patients who underwent abortion by
the super coil method and for the JPSA patients
who had saline-amniotic fluid exchange abortions
(both rates are for complications after more than
1 week following the abortion procedure).

Complication rate per 100

Method Number Major Total
Super coil ................ 15 20.0 60.0

Saline-amniotic fluid exchange 5,973 2.6 27.9

The complication rates, both major and total,
were significantly greater for the patients who
underwent super coil abortions. (As determined
by the Poisson distribution, the difference between
the observed number of patients with complica-
tions associated with super coil abortions and
those expected on the basis of the JPSA compli-
cation rates, both major and total, was significant
at a level of P .05.)

Discussion and Conclusion

At the time of our investigation, the only writ-
ten reports on the super coil method were a para-
graph summary in Contraception of a verbal
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description of the method presented at a work-
shop on abortion methods in 1971 (3); an article
in Medical World News (4); an article in an
underground newspaper, the Los Angeles Free
Press (5); and an unpublished report of 32 abor- -
tions performed by the super coil method, “Sec-
ond Trimester Terminations Utilizing a Specially
Designed Intrauterine Device: A Promising Al-
ternative to Amniocentesis,” by L. D. Newman of
the San Vicente Hospital, Los Angeles. Subse-
quent to our investigation, Karman (1) described
the outcome of 56 super coil abortions performed
by paramedical personnel. The reports of both
Newman and Karman stated that there were no
significant complications associated with the super
coil method and that the method can be per-
formed by paramedical personnel.

The results of the present investigation conflict
with the previous reports. Although the small
number of women in this series does not permit a
definitive judgment of the risks associated with
the super coil method, the results do indicate that
the method is not without significant risk. Any
further testing of this abortion technique should
only be done according to a detailed research
protocol under careful scientific and medical
supervision, in a hospital with adequate personnel
and facilities to diagnose and treat complications,
and with consent of the patient who is informed
that at present this is an experimental procedure.

ADDENDUM

Subsequent to this investigation, a more detailed report
was published: “Termination of Pregnancy by “Super
Coils”: Morbidity Associated With a New Method of
Second-Trimester Abortion,” by G. S. Berger and asso-
ciates, in the American Journal of Obstetrics and Gyne-
cology, vol. 116, June 1, 1973, pp. 297-304.
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Nebrasha’s New Program
to Prevent Birth Dejects

JAMES D. EISEN, PhD,
JANET S. SCHLIEFERT, BA
RICHARD H. BECK, MA

WITH THE ENACTMENT of Legisla-
tive Bill 1203, the State of Nebraska cre-
ated the birth defects prevention program.
This legislative measure, which became
effective July 6, 1972, was originated to
aid in reducing the occurrence of mal-
formations or inherited diseases. It rec-
ognizes that a congenital anomaly is not
only a tragedy for the child and the
family, but also a matter of vital concern
to public health. The Nebraska Depart-
ment of Health has the responsibility for
the development and implementation of
scientific investigations and educational
programs on the causes, methods of pre-
vention, treatment, and cure of birth de-
fects.

An important aspect of the prevention
program is the establishment of a birth
defects registry, which was initiated in
May of 1973. Using data supplied by
Nebraska’s physicians and hospitals, this
registry will keep close surveillance on
the occurrence and frequencies of various
birth defects in Nebraska. The data are
currently being submitted to the Center
for Disease Control, Public Health Serv-
ice, in Atlanta, Ga., for computer inter-
pretation and analysis. The results are
published bimonthly by the Center. The
coded data will be available to any qual-
ified investigator who wishes to use them
for survey or research purposes. When
sufficient baseline information has been

obtained, it is anticipated that the registry
will be useful for signaling the occurrence
of previously undetectable epidemics or
clusters of birth defects.

A major portion of the program is car-
ried out by the Human Genetics Labora-
iory at the University of Nebraska Medi-
cal Center in Omaha. The medical
center’s responsibilities include statewide
professional education, training, service,
and research in various aspects of birth
defects prevention. The full resources of
the medical center, as well as those of
Omaha’s Creighton Medical School and
health professionals throughout the State,
are available to assist in carrying out the
program.

Educational services in progress in-

Dr. Eisen is professor of pediatrics and
director, Genetic and Birth Defects Pre-
vention Programs, University of Ne-
braska Medical Center, Omaha. Ms.
Schliefert is project coordinator of the
Genetic and Birth Defects Prevention
Programs. Mr. Beck is director, Division
of Renal Disease and Birth Defects, Ne-
braska Department of Health.
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Venereal Disease Campaign in Colorado
—A Model for Community Action—

JODY TAYLOR, BA
ROBERT W. GONRING, MPH

NO HEALTH EDUCATION PROGRAM can
be truly effective if the community is not involved
in it. Community planning and organization, using

* local talents, interest, and expertise, are an es-

sential part of the venereal disease educational
programing of the Colorado Department of
Health.

Early in 1971, however, a great deal was lack-
ing in both organized community resources and
basic awareness of the venereal disease problem
in the five-county Denver metropolitan area. But,
with stimulus from a group of graduate students
at the University of Denver’s School of Mass
Communications, a 6-week information campaign
was jointly undertaken by the university and the
Colorado Department of Health. The campaign
was conducted on a broad scale, and if the State
health department had had to bear all program
costs, reasonable estimates indicate that the ex-
penditure would have been several hundred
thousand dollars.

The authors are with the Colorado Department
of Health. Mrs. Taylor is a senior public health
educator, and Mr. Gonring is chief of the health
education section. Tearsheet requests to the
Colorado Department of Health, 4210 East 11th
Ave., Denver, Colo. 80220, Attention: Jody
Taylor.
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It you're 15 to 25, chances are strong that you have VD.
If you're a girl*, you might have it and not know it!

It you've had sexual contact, play safe; see your doctor
(he'll be discreet)

You'll feel better if you know you don’t have it.

If you do have VD t is fast, ive and painls

call 244-5551 in Denver

*In90% of girls and women, symptoms of some forms of VD do not appear. Examination is the only way to find out.
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ments informed school superintendents by tele-
phone and letter of the upcoming campaign and
asked them to contact their local principals for
permission to place posters in junior and senior
high schools. The State health department pro-
vided written background on venereal disease for
the schools. Members of the Denver Chamber of
Commerce and the Denver Health Department
handled distribution of posters to schools, and
Davis Brothers Drug Wholesalers handled the
distribution of posters to drugstores in the five-
county metropolitan area.

After everything was ready for the media and
the campaign was set to roll in less than 3 weeks,
we realized we had not planned for several vital
components of an effective program: . treatment
facilities, the participation and cooperation of of-
ficial medical societies and private physicians, and
a central information telephone number.

These oversights were corrected as follows:
1. We held several meetings at the State health
department with representatives of the Colorado
and Denver Medical Societies and outlined the
problems and program. We requested assistance
in the form of (a) medical society endorsement
of the campaign and (b) notification of private
physicians by a special letter from the medical
society informing them of the campaign and ask-
ing them to set aside a number of office hours
weekly to see possibly infected patients; 26 physi-
cians and a private clinic (the Denver Clinic)
agreed to do so.

2. Dr. Cleere, Major Means, and Dr. John
Cobb of the University of Colorado Medical
School visited Gov. John A. Love to request
emergency funding for a new clinic at Colorado
General Hospital. At that time, only one official
public health VD clinic existed, that at Denver
General Hospital. In addition, there were two
voluntary clinics, one in Denver and one in the
university city of Boulder (People’s Clinic). The
Governor immediately provided funds for a new
facility at Colorado General Hospital, and the
clinic opened under the direction of Dr. Peter E.
Dans.

3. The United Way Department of Community
Services volunteered office space and its telephone
number. This number was inserted on all posters
and mentioned in all radio and television an-
nouncements and news stories, and it became a
“household word” in the metropolitan area.

4. Response to a request for volunteers to man
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telephones came from people representing the fol-
lowing organizations: Denver County Court, Na-
tional Secretaries Association, local colleges, Col-
orado Office of Comprehensive Health Planning,
and the Colorado Department of Health. Volun-
teers were trained jointly by the staffs of the State
health department and the United Way. They
were given fact sheets, record forms, lists of clin-
ics, and names and addresses of private physi-
cians. Telephones were manned daily from 9 am
to 7 pm.

5. Local health departments referred patients
to the VD clinics, publicized the campaign, and
answered requests for information. They also sup-
ported our program planning.

Immediate Results

From May 3 to June 16, 1971, 1,632 patients
were seen at the clinics, and 436 were found to
be infected. Of 693 patients seen at the Denver
General Hospital, 199 were known to have come
as a direct result of the campaign. The number of
patients seen at the various facilities and their
disposition were as follows:

Clinics Number
Denver General Hospital:
Number patients seen ...............cocuvnnn 693
Number patients treated ..................... 118
Gonorrhea .......... ... ... i, 115
Syphilis .........ccoviiiiiiiiiiiiiiii.. 3
Average visits per clinic ..................... 27
Colorado General Hospital, Denver:
Number patients seen .................covnnn 394
Number patients treated ..................... 190
Gonorrhea ............ ...ttt 66
Syphilis, positive tests ..................... 5
Syphilis, positive by VDRL test or latent .. .... 7
Nonspecific urethritis ..................... 52
Trichomoniasis, moniliasis, or other ........ 60
Number patients referred elsewhere ........... 15
Average visits per clinic ..................... 31-35

Millett Clinic:
Number patients seen ...............co00unnn
Number patients treated
Gonorrhea ..............
Other diseases ...........
Average visits per clinic

People’s Clinic:

Number patients seen ....................... 350

Number patients treated, gonorrhea ........... 70

Average visits per clinic ..................... 12.6

All clinics:

Total patients seen ...............cccveuunn.. 1,632

Total patients treated ....................... 436
Gonorrhea ............... ..o, 421
Syphilis ....... ... . 15
Percent patients seen with venereal disease ... 26.1

All patients seen at the Colorado General Hos-
pital were, of course, “new” patients because the
clinic was new. Other services were also available



to these patients at the hospital, such as emer-
gency room, dermatology, family planning, and
other clinic services.

Denver General Hospital documented 28 per-
cent more patients in 1971 than for the same 6
weeks in 1970, and noted that more than one-
third of the patients came as a direct result of the
campaign. Also documented and traceable to the
campaign was a noticeable increase in the num-
ber of middle-aged men who came for examina-
tion.

A 50 percent return on 400 questionnaires sub-
sequently sent by the Colorado Department of
Health to 400 private physicians showed that 200
respondents saw a total of 113 “new” patients
and treated a total of 244—234 for gonorrhea
and 10 for syphilis. Further, the United Way re-
ceived 2,733 telephone calls during the 6 weeks,
and 225 (73 percent) of the pharmacies in the
five-county metropolitan area displayed posters.

Long-Term Results

e The Governor’s office and the State legislature
provided money for VD control activities, thus
giving top priority to the problem. Additional
monies were also authorized for funding of the
new clinic at Colorado General Hospital
and have been continued to date.

e The State’s public health VD clinics extended
their pre-campaign 18 hours weekly to 66 hours
per week. In all, there are now five public-
health-supported clinics and three voluntary
ones. The public health clinic at Colorado Gen-
eral Hospital and two voluntary clinics also
have night hours.

e The University of Colorado’s Denver Center,
in conjunction with the Colorado Department
of Health, began a graduate credit course in
VD education. Co-sponsors were the University
of Colorado Medical Center and the Colorado
Education Association. The purpose of the
course is to re-educate teachers, school nurses,
counselors, and others so that VD education
may be incorporated into ongoing high school
and college courses. Since this initial course,
three other universities have joined in the ef-
fort. The four universities are cross-crediting a
graduate course in VD education. To date,
nearly 1,000 teachers have been trained. The
course has been approved by the Colorado De-
partment of Education and the Colorado Com-
mission on Higher Education.

¢ In addition to the graduate course, the Colo-
rado Department of Health’s health education
section is maintaining its ongoing program of
inservice VD education to teachers and com-
munity groups.

e Ten regional laboratories are now culturing
specimens for presence of gonorrhea in females,
and local medical societies are now contracting
with the Colorado Department of Health for
supplies of culture media and for training in its
use.

e A Venereal Disease Task Force, organized by
the State health department, formed two sub-
committees, one for professional medical edu-
cation and one for parent-teacher information
and education. The task force is an action
group, rather than merely a planning group,
and it is comprised of people outside the State
health department who represent professional
and community groups.

e Several radio and television stations continue
to run updated announcements and others have
recorded half-hour interview programs on VD
problems.

e More than 100 telephone calls a week still
come to the United Way line.

e Local county health departments within the
metropolitan area are planning cooperative
programs in VD control.

e In April 1973, a comprehensive VD education
program was initiated and carried out in
Pueblo, a city about 100 miles south of Denver
with a population of approximately 100,000.
This second major effort involved more than
30 community agencies and more than 200
local volunteers.

e Campaign posters have been requested by every
State in the Union, as well as by the Center for
Disease Control.

e Mrs. Taylor was invited to be a consultant on
in-depth VD education and information by the
Department of Health and Social Development
in Manitoba, Canada.

e Federal funds were made available early in
1973, which enabled the Colorado Department
of Health to hire two additional health educa-
tors for VD control activities.

Comment

From our experience with this campaign, we
learned a number of important things.
We confirmed once again that “official agen-
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cies” cannot work in a vacuum. In order to pro-
vide services to the public, it is imperative to in-
volve the community. The community-at-large is
ready, willing, and able to respond to community
health problems when it becomes aware of these
problems; it needs only to be asked for help.
Estimates are that without the support of the
community the campaign could have cost the
Colorado Department of Health many thousands
of dollars—for air time, professional radio and
television personnel, copywriters, distribution of
posters, telephones, office space, secretarial help,
forms, and people to man telephones.

The concern and involvement of interested peo-
ple in the community can improve existing pro-
grams in public health and can help to effectively
create new ones.

Thoughtfully planned creative awareness pro-
grams often help large segments of the general
public to perceive certain health problems, such
as venereal disease, as important to them,
and they will respond selectively by telephoning
for information and by using available facilities.

Organized education is willing to begin in-
corporating venereal disease education into the
curriculum when made aware of this need. The
medical community will also provide extra serv-
ices when necessary and will cooperate with the
health, academic, and business communities. And
the State legislature can respond rapidly to crisis
when the nature of the crisis is clearly and ration-
ally presented.

Conclusion

The problems of venereal disease and its con-
trol are now highly visible throughout Colorado.
The interest, concern, and involvement of laymen
in the education and casefinding campaign stim-
ulated the interest of health and medical profes-
sionals. As a result of this interest, laboratory
support for culturing gonorrheal specimens from
females is now being provided in local and
regional laboratories. Individual physicians are
learning the new culture techniques and are using
them in their offices. The campaign also helped
to identify program deficiencies.

Certainly the 6-week campaign did not solve
all the problems of venereal disease control in the
Denver area. However, it reaffirmed that the in-
volvement of resources outside of officialdom can
provide the impetus for action needed by official
agencies.
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We are satisfied that further efforts toward ed-
ucation and control of venereal diseases and other
programs in public health might well be modeled
after the program described here.

Summary

With impetus from a graduate class in mass
communications at the University of Denver, the
Colorado Department of Health sponsored a mass
media venereal disease education campaign in the
five-county Denver metropolitan area. The cam-
paign ran for 6 weeks, beginning May 3, 1971,
with radio and television stations airing a mini-
mum of 12 spot announcements daily.

The United Way Department of Community
Services provided its telephone number to be used
in all spot announcements and on 13 different
posters specifically developed for the Denver cam-
paign.

Major results of the campaign were as follows.
A venereal disease clinic was opened at Colorado
General Hospital, which is connected with the
University of Colorado Medical School. From
May 3 to June 16, 1971, a total of 1,632 patients
were seen at local clinics, and 436 were found to
be infected. The United Way received 2,733
telephone calls, and 255 pharmacies (73 percent)
in_ the five-county area displayed posters, as did
many junior and senior high schools. The State’s
public health clinics extended their pre-campaign
18 hours weekly to the present 66 hours per
week. To date 10 regional laboratories have been
officially approved by the Colorado Department
of Health for gonorrhea screening activities.

Additionally, four universities in the State are
cross-crediting a graduate course in venereal dis-
ease education for teachers, counselors, school
nurses, and others desiring graduate credit. To
date, nearly 1,000 teachers have been trained.
The course has been approved by the Colorado
Department of Education and the Colorado Com-
mission of Higher Education.
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Obtaining Optimal Attendance
at Mass Immunization Programs

RALPH HINGSON, ScD

NEARLY 1 MILLION CASES of diphtheria,
typhoid, measles, poliomyelitis, smallpox, per-
tussis, tetanus, tuberculosis, and typhus combined
are reported each year.in the Western Hemisphere
(1). Since only a fraction of the actual number
of cases is ever reported to health authorities, the
unnecessary deaths, permanent disabilities, and
concomitant economic, social, and psychological
costs to the victims and their nations cannot be
overstated.

Failure of Immunization Campaigns

All too often, even when vaccines, personnel,
and immunization equipment are available and
immunizations are free to populations, substantial
proportions of the people still fail to receive them.
These failures occur not only in developing so-
cieties but in the technologically advanced as
well. For example, in a recent rural immunization
campaign in Honduras, community turnouts for
the campaign varied from as great as 80 percent
of the target population in one community to as
little as 15 percent in another (2). Surprisingly,
according to the project coordinator of a con-
tinuing rubella program in a large eastern U.S.

Dr. Hingson, at the time this paper was written,
was at Johns Hopkins University School of Hy-
giene and Public Health. He is now an assistant
professor at Boston University School of Medi-
cine, Department of Socio-Medical Sciences.
Tearsheet requests to Dr. Ralph Hingson, 80 E.
Concord St., Boston, Mass. 02118.
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city, the project reached only 3 percent of the,
still susceptible population of 40,000 people dur-
ing a campaign in April 1971.

Coordinating communication strategies with
immunization program planning is crucial to the
conduct of mass immunization campaigns. With
the high-speed capacity of modern mass-immuni-
zation equipment, the most effective method of
administering injections is by attracting people to
immunization centers.

To date there has been a considerable amount
of research describing and examining the reasons
people fail to obtain immunizations. The literature
on this research, however, presents the potential
program planner with a bewildering set of contra-
dictions and debates. For example, in a literature
review of preventive behavior, Douglass asserts,
“It appears from the literature that demographic
and socioeconomic characteristics are better cor-
relates of health behavior than health beliefs, so-
cial influences, or cultural background” (3). In
direct contrast, Kasl and Cobb, in their literature
review, conclude that the health belief model
studied by Hochbaum, Rosenstock, and Kegeles
is the best explanation offered for health be-
havior on the part of a person who has no
symptoms (4). Lin and co-workers, on the other
hand, place great stress on communication be-
havior and the social influence of individual per-
sons during mass immunization campaigns as a
predictor of immunization receptivity (5). This
centrifugal tendency of research results leaves the
program planner without knowledge of what will
be most effective for the success of his program.

Thus, there is a need to translate descriptions
of and debates about research results into con-
crete prescriptions on how to persuade people to
respond to mass immunization programs. Trans-
lating research results into practical prescriptions
is difficult and is usually avoided by academicians.
These difficulties arise for three reasons:

1. It is difficult to know the extent to which
results from a variety of research settings and
methods can be generalized to other communities,
countries, and continents.

2. Statistical results do not permit firm state-
ments about cause-effect relationships.

3. Applying research results can be dangerous
if other factors, either known or unknown to re-
searchers and practitioners, are overlooked.

Nevertheless, the consequences of failure to at-
tempt such a translation are so severe that the
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usual trepidations are outweighed. I shall attempt
to provide a series of guidelines for persuading
target populations to attend mass immunization
programs. I will outline specific administrative
suggestions and will seek to explain the theoretical
and empirical rationale for them by drawing on
the growing amount of literature that examines
why people attend or fail to attend immunization
programs.

Know the Target Population

The most important single recommendation
that can be made to an administrator planning a
mass immunization campaign is to know the
target population. It is the key to all of the fol-
lowing recommendations.

The demographic characteristics, the communi-
cation exposure and behavior, and the psychologi-
cal predispositions of a population must be known
before one can intelligently plan an immunization
program. Without such information it is difficult,
if not impossible, to generalize to a target popu-
lation the results and implications of research.

In an immunization campaign one should iden-
tify the unimmunized and the hardest to reach in
the population. Numerous studies have been con-
ducted in the United States and other countries
to isolate the characteristics that seem to be re-
lated to immunization program attendance. The
most striking result of these studies is that the
receiving of immunizations is related to various
measures of socioeconomic status.

In a review analyzing education, occupation,
income, and immunization receptivity, Green re-
ported that relations between social status and
immunization status were so strong that even
when one controls statistically for such com-
monly accepted explanatory variables as health
knowledge, fear of diseases, and the availability of
services, the positive association still persists (6).
Before Green’s observation, numerous surveys
and reviews gave positive relations between edu-
cation, income, and immunization receptivity
(7-22). Only Merrill and co-workers reported
an inverse relationship between education and
receptivity (13). Moreover, research since that
time has not contradicted these findings (5a, 14).

Race has also been studied in relation to im-
munization receptivity. Most researchers found
nonwhites to be the least willing to accept im-
munization (/5-18). The only major exception
to these results was reported by Belcher. In Greene



and Hancock Counties of Georgia, where special,
sometimes coercive, efforts were made by teach-
ers of nonwhite students to persuade them to
receive poliomyelitis inoculations, the trends for
social class and race were reversed (19).

Other researchers have examined the impact
of a person’s social integration into a community
on his response to mass immunization programs.
Based on measurements of social integration, par-
ticipation in community organizations (I4a),
feelings of alienation (I4b, 15a), and naming or
being named by others in friendshii) choices (20),
these researchers report that when a community
is being offered immunizations, the more inte-
grated into the community a person is, the more
likely he will be to receive an immunization.

Another set of results suggests that, regardless
of race, education, and income, the people who
would be most likely to participate in a mass
immunization campaign are those who feel they
are susceptible to the target disease; that the
disease, if contracted, would have serious conse-
quences; and that immunization is an effective,
convenient, and safe way of preventing the disease
or diseases in question (21-25). These authors
maintain that for persons who can be categorized
this way based on their feelings, certain environ-
mental cues are needed to trigger action. Such
cues might include messages about health pro-
grams. Hochbaum even conjectures about the re-
lationship between the psychological variables and
the cues to action. He proposes that to produce
action, a low intensity of psychological factors
can be compensated for by a greater intensity of
cues, and vice versa (21a).

For the program planner the crucial questions
are how many people in the target population fall
into these categories, why are some groups more
resistant to immunizations, and how can these
difficulties be overcome. Results about relation-
ships between demographic characteristics, social
integration, or health beliefs and immunization
receptivity, when combined with knowledge about
the proportions of the population who exhibit
such characteristics, can be used to improve
strategies to increase immunization receptivity.

Several hypothetical illustrations can be offered.
Research has indicated that persons of lower
socioeconomic status with lower levels of income
and education, in general, have less exposure to
mass media communications. Consequently, dur-
ing a mass immunization program such persons

are less likely to learn about the program, or they
learn about it later than persons of higher socio-
economic status (5a, 26, 27). Similarly, persons
with low levels of social integration tend to have
fewer communication contacts and also are less
likely to learn of immunization programs. If an
administrator identifies such groups in his target
population, he should employ more than mass
media or community organizations to inform the
population about the program.

Although, admittedly, more personnel would
be required, special additional information dis-
semination could focus on neighborhoods inhab-
ited by persons of lower socioeconomic status and
weaker social integration. Such efforts might in-
clude door to door canvassing, leaflet distribution,
and posting information in supermarkets, laundro-
mats, department stores, transit vehicles, and
public buildings.

Also if one knows the beliefs of a population,
strategies can be devised that are appropriate to
those beliefs. If large portions of a population
already feel susceptible to a disease or feel it
would have severe consequences if contracted,
little may be gained by disseminating messages
designed to further heighten anxieties about
susceptibility and severity. In such a population,
more might be gained by disseminating messages
that provide information about how to obtain
immunizations most easily. If messages about
susceptibility and the severity of a disease are to
be used at all, perhaps they should be reserved
only for those segments of the population that do
not feel susceptible to the disease or feel it has
little consequence if contracted.

To evaluate these suggestions and the others
that follow, program planners should know the
characteristics of their target populations. Without
such knowledge they will be unable to judge the
applicability of different strategies to target popu-
lations.

Begin Information Dissemination Early

A common belief among public health admin-
istrators who plan mass immunization programs
seems to be that if a population is informed too
early, interest will wane and many people will
forget about the program. While such logic is
well intentioned, it ignores a more overriding
issue. Unless information dissemination about a
program begins early, it will not reach the entire
target population.
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Research on the diffusion of information and
on the acceptance of innovation has shown that
both proceed on an S-shaped curve cumulatively
over time (28). In a campaign in Central America,
Lin and Hingson found similar curves over time
for the diffusion of information about the immuni-
zation program and for the decision making about
whether to accept immunizations (2a).

If information about an immunization campaign
is not allowed sufficient time to diffuse, for ex-
ample, if diffusion time is cut in half, large seg-
ments of the population will never learn about the
program and a small proportion will be unable to
decide whether to attend (see chart).

Of course, the impact of lengthening the time
between the initiation of information dissemina-
tion and the immunization program may vary for
different populations. The actual length of time
required for information to disseminate to an
entire population may vary according to the ex-
posure of a target population to different com-
munications media and according to the degree
to which those media coincide with the media
employed to disseminate information about an
immunization program.

Lin and co-workers suggest that planners in
developing nations allow at least 4 weeks for in-
formation dissemination before the date of an
immunization program (5b). In more techno-
logically advanced societies slightly less time may
be required. Certainly, any planner who does not
allow at least 3 weeks of intensive information
dissemination could seriously imperil his program.

Use More Than One Communication Medium

Some program planners may fall into the trap
of relying too heavily on only one communication
medium or on too few media in efforts to both
inform and persuade a population to be im-
munized. The tendency to rely heavily on mass
media may be especially great. Three objections
can be raised to such a strategy. As already men-
tioned, not everyone may be exposed to the mass
media. In the United States most persons learn
health news from newspapers (29), yet not all
households receive a daily newspaper (30, 30a).
Moreover, the proportion of the population that
has sufficient exposure to any or all of the mass
media to insure a rapid awareness of an immuni-
zation program may not be all that much greater
than the proportion exposed to a daily newspaper.
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In developing nations the exposure to a variety of
media is much less than in the United States.

Mass media may prove helpful only in dis-
seminating information about a campaign, not in
persuading persons to attend. The idea that mass
media alone cause direct, immediate, and substan-
tial changes in human attitudes and behavior is,
under many circumstances, a misconception. Each
person brings to a potential communications situ-
ation a background of different social environ-
ments, cultural values, and relations to family
and peer groups, a background which may de-
termine his exposure to mass media communica-
tions, his retention of those communications, and
his response to them. _

Empirical studies of immunization programs
support this contention. In a study of a campaign
in four Honduran villages, Lin and Hingson
(2b) reported that interpersonal communications
were more important than mass media messages
in persuading people to attend. A communication
channel effectiveness score was calculated by de-
termining a ratio of the number of persons relying
on the same communication source for informa-
tion about the immunization program in relation
to the influence leading them to attend the pro-
gram. Personal sources were most -effective
(83:93 percent), compared with 47:86 percent
for local interpersonal disseminators and 20:47
percent for radio, which was the mass medium
most widely used by the study population. The
numerator reflects the percentage of respondents
who were informed by a communication source
who reported that that source was the most in-
fluential in prompting them to attend. The de-
nominator reflects the percentage of the popula-
tion who learned something about the program
from a particular communication medium.

These results suggest that more people learned
about the program from interpersonal sources
than from mass media sources, and that a higher
proportion of those who learned from interper-
sonal sources were influenced by those sources
to attend than by such mass media sources as the
radio (2b). D’Onofrio, in a review of the litera-
ture, suggests that in the United States, news-
papers have greater influence than other mass
media in persuading people to become immunized.
But, like other mass media, they are not as likely
to bring about opinion change as merely to pro-
vide information (8a).






Katz and Lazarsfeld (31), Rogers (28), De-
Fleur (30), and many other communications ex-
perts agree that interpersonal communications
may exert more impact than mass media in initi-
ating or inhibiting social change. Compared with
mass media communications, interpersonal com-
municators have these advantages: (a) they can
spot and explain a misunderstanding to an audi-
ence more easily because of immediate audience-
communicator feedback, (b) they can be more
persistent in the face of resistance or apathy be-
cause they are not as easy to turn off as a radio
or television, (¢) they may be more difficult to
avoid, (d) they can be better known to an audi-
ence and hence easier to trust, and (e) they can
offer an immediate reward for agreement.

In fact, Klapper (32) leads a large body of
opinion which maintains that mass media com-
' munication can have a persuasive impact only
where (a) the issues at hand are not important
to the audience, (b) mass media communications
reinforce initial predispositions and proclivities
of the audience, and (¢) mediating factors such
as predispositions, social ties, and personal in-
fluence opposing the mass communication are
inoperative.

These results, however, do not suggest that
mass media have no persuasive effect. Mass media
dissemination in Lin’s study appeared to be the
most effective in informing those persons who
learned about the program the earliest (2c).
Many of these persons in turn informed and per-
suaded others to attend campaigns.

One can further argue that using more than
mass media dissemination will increase the under-
standing and credibility of the messages (8c). If
a person hears the same information and advice
from more than one source, he will be more likely
to believe and understand what he has heard.
Studies of information diffusion have shown that
those who obtain information often seek to check
its veracity, regardless of the initial source of their
awareness. A survey by Hingson and Lin (33) of
female household heads during an immunization
campaign in four Salvadorean communities re-
vealed that almost one-third of the respondents
sought information and advice about an immuni-
zation program from more than one source. Those
who sought additional information and advice
were significantly more likely to attend the im-
munization campaign than those who did not.
Consequently, as many different communication
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channels or media as possible should be employed
to inform and persuade people to attend an
immunization campaign. This applies not only
for hard-to-reach segments of the population but
tor other segments as well.

Offer Intelligible, Believable Messages

To state that messages about an immunization
program which are disseminated to the public
should be intelligible, believable, and geared to
the audience may at first appear to be simple-
minded and pedantic. Unfortunately, this simple-
minded, pedantic reservation is all too frequently
overlooked. For example, a recent rubella cam-
paign in a large eastern U.S. city centered its mes-
sages around the slogan “Rub Ella Out.” Taxi-
cabs and buses with posters bearing the slogan
circulated throughout the streets for 3 weeks be-
fore the immunization date, and radio, newspaper,
and television announcements focused on the same
theme beginning 1 week before the program. Yet,
on the initial date of the immunization program,
only 3 percent of the target population appeared
for immunization. The low turnout can be attrib-
uted, in part, to the unintelligible character of the
slogan, “Rub Ella Out.”

A spot survey of indigent mothers reporting to
one of the city’s pediatric clinics the day after
the program supports this hypothesis. Of the 44
mothers interviewed, only 27 percent understood
the “Rub Ella Out” slogan. Slightly more than 41
percent were aware of the immunization cam-
paign before it took place. One mother, when ques-
tioned about the meaning of the slogan, conjec-
tured that it had some connection with Ella Fitz-
gerald, the famous singer and entertainer. Another
mother ventured that “Rub Ella Out” referred to
a disease. When questioned as to which disease,
she responded, “Ella.” When asked about the se-
verity of the disease if contracted, she replied, “It
can kill you.”

In setting up a mass immunization campaign
one cannot expect all portions of the population
to understand even relatively simple medical
terms. Suchman, in a unique exploratory study in
New York, found a lower level of knowledge and
a higher level of skepticism toward professional
medical care among persons with lower levels of
education, persons who belonged to community
groups that were highly exclusive ethnically, and
persons who had friendship and family groups
with strong, cohesive ties (34). This result, in



part, may be explained as arising from a break-
down in communication between such persons and
the health care system. The inability of a target
population to understand technical terms used in
an immunization campaign is an example of such
a breakdown.

Statements about an immunization campaign
should be believable, also. Receiving immuniza-
tions should not be portrayed as an easier, more
pleasant, less riskful act than it is. Moreover, the
consequences of not receiving immunizations
should not be dramatized to the point where the
communication loses its credibility.

Failure to apprise & target population fully and
accurately of the potential side effects and in-
herent costs of an immunization could prove
detrimental to overall receptivity. If unexpected
side effects do occur, rumors discrediting the pro-
gram, as well as other public health programs,
may arise. Although no specific examples of this
phenomenon during immunization programs have
been studied, the family planning literature is rich
in discussions about the discontinuance of con-
traception for this reason (35). Because some
immunizations produce annoying reactions such
as fever, sore arms, and scars, announcements
should be made that followup personnel will be
accessible to care for those experiencing difficult
complications. All those receiving immunizations
should be cautioned about potential side effects.

Conversely, excessive use of fear-arousal tech-
niques to increase attendance at immunization
campaigns may also prove unproductive. Although
some research tends to support the effectiveness of
fear arousal in fostering health behavior (36, 37),
other studies have reported little benefit from it,
and some even suggest that fear-arousal techniques
have a detrimental effect.

Radelfinger conducted a study in which he used
fear-arousal techniques to persuade students at
two California universities to receive tetanus in-
jections. He reported that students in a group
exposed to fear-arousing communications were
not significantly more likely to obtain injections
than those not exposed to such exhortations. Al-
though the fear-arousal groups were likely to
express greater verbal receptivity to immunization,
this receptivity was not borne out by their subse-
quent actions (38). Unfortunately, so few students
from either group received immunizations that
the results are at best suggestive.

Levanthal and co-workers also investigated the

use of fear-arousal to persuade college. students
to receive tetanus injections. They used a series
of combinations of fear-arousing and informative
messages. The authors concluded that even when
accompanied by specific fear-allaying instructions,
it is doubtful that there is any increase in accept-
ance once fear is raised above some adequate
threshold (39).

In other studies not dealing with immunization,
but with other preventive health behaviors, the
authors have concluded that fear-arousal tech-
niques may even lower the acceptance of preven-
tive health action. Janis and Feshback examined
the impact of various levels of fear-arousal con-
cerning dental hygiene on a group of high school
students (40). A control group was compared
with a group receiving minimal fear-arousal mes-
sages in which the outcome of poor dental hygiene
was verbally described and with a group in which
high fear-arousal techniques were employed. The
high fear-arousal techniques included showing
vivid pictures depicting the outcome of poor
dental hygiene. When students were questioned
1 week later, the minimum fear-arousal message
had produced the most student-reported behavior
conformity to the prescribed dental regimen. The
authors concluded that the minimum fear appeal
was more effective than the maximum fear-
arousal -techniques, at least in eliciting verbal
compliance.

Hovland suggests several reasons that fear-
arousal techniques may prove ineffectual. First,
those exposed to the communication may mini-
mize the threat. The threat may be perceived by
the listener as improbable, inapplicable to him-
self, unimportant even if it occurs, or so tem-
porally remote that he feels no need to bother
about it until later. Moreover, Hovland suggests
that even when a fear appeal succeeds in arousing
emotional tension, it may fail to produce intended
opinion changes because the communicator’s re-
assurances may not be reinforced. The communi-
cator’s reassurances may be regarded as irrelevant
to the threat, impossible to carry out, or only
partially successful in averting the threat. As
a result, the audience may fail to pay attention
to what is being. said, may become aggressive
toward the communicator, or may try to avoid
subsequent exposures to such anxiety-arousing
messages (41).

Audience characteristics also affect the impact
of a communication for other reasons. The edu-
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cational level of an audience, its predispositions
about the topic discussed in the communications,
and its prior exposure to communications about
a given topic have implications for (a) the use of
one-sided versus two-sided communications, (b)
for the effects of stating a conclusion in messages,
(¢) for the effects of the order in which informa-
tion or advice is given within a communication.
Unfortunately, studies on these aspects of mes-
sage construction have not dealt with the topic
of immunization and have been confined to lab-
oratory experiments rather than to actual com-
munity programs. Nevertheless, some tentative
suggestions for the immunization program planner
can be drawn from this research.

In most of these studies, two-sided communica-
tions (that is, those that explain arguments favor-
ing and arguments opposing a given issue) have
been reported to be most effective in persuading
people to adopt a given position over time. From
a study of messages that were given to a group
of soldiers about the probable length of World
War I1, Hovland and co-workers (41a) concluded
that one-sided arguments were effective only for
less educated men with undeveloped skills in
critical thinking; two-sided communications were
more effective for more educated, more critical
men. One week after messages were given to
soldiers, some of them were exposed to arguments
running counter to the messages. The results of
a post-communication survey were also sum-
marized. Hovland and co-workers indicated two
circumstances in which a two-sided presentation
is more effective in the long run than a one-sided
communication: (a) when regardless of initial
opinion an audience is exposed to subsequent
counter arguments and (b) when, regardless of
subsequent exposure to counter arguments, the
audience initially disagrees with the communi-
cator’s message. The one-sided presentation is
more effective only when the audience agrees
initially with the communicator’s position and is
not later exposed to counter arguments (41b).
In planning an immunization program one should
therefore seek to ascertain the existing predisposi-
tions of an audience. Controversial topics should
be presented in two-sided messages.

The effectiveness of allowing an audience to
draw its own conclusions from messages has been
compared with the effectiveness of explicitly
stating a conclusion about the implications of the
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arguments within messages. Hovland and co-
workers also suggest that variations may arise
depending on the communicator’s credibility, the
kind of audience, and the kind of issue presented.
Nevertheless, these researchers hypothesize that
in persuasive communications about a compli-
cated series of arguments on impersonal topics, it
is generally more effective to state the conclusion
explicitly than to allow the audience to draw its
own conclusion (4/c). In a more recent review
of the research in this area, however, Cohen re-
ports that later research has not confirmed the
earlier observations. He suggests that many prob-
lems need to be investigated before one can fully
understand the conditions under which explicit
rather than implicit presentations are more effec-
tive in producing attitude changes (42).

The effects of the order of presentation of argu-
ments for and against a position were presented:
the effects of presenting arguments favoring the
position first were compared with the effects
of presenting arguments opposing the position
first. In an extensive review of the research on
this topic, Cohen concluded that the literature
seems to exclude any universal rule that giving
favorable arguments first is the most effective way
to construct messages. He maintains that coming
first makes a statement no more likely to be re-
membered, but does make it more likely to be
believed. Moreover, some conditions may alter
these effects. These conditions include time of
measurement, similarity of issues, contiguity of
presentation, number of separate issues, experi-
ence with the communicator, warnings against
premature commitment, encouragement toward
commitment, and ambiguity inherent in the se-
quence of communication (42a).

In sum, the recommendations about message
construction that can be offered to administrators
planning immunization programs are at best tenta-
tive. The literature in this area is replete with
contradictions, and most of the studies have been
laboratory experiments dealing with messages not
related to immunization programs. Nonetheless,
one can concretely conclude that messages must
be intelligible to the target population and that
they must be believable. Messages should avoid
technical terminology. Communications that de-
scribe immunization as an easier, more enjoyable
experience than it actually is probably offer little
additional persuasiveness and may be detrimental



to the credibility of the communicator. Similarly,
messages which use fear-arousal techniques may
prove counter-productive if the consequences of
failure to receive immunizations are dramatized
in an excessively emotion-arousing manner. Also,
one can suggest that communications to the target
population should include discussion of the pros
and cons of issues that might be the subject of
controversy in a target population.

Encourage Discussion of the Program

If members of the target population discuss the
program with each other, diffusion of information
about the program may be more rapid and com-
plete. In addition, such discussions appear to
make persons more committed to becoming im-
munized. Hingson and Lin, in their study of a
mass immunization program in El Salvador (33),
reported that those who sought or relayed infor-
mation or advice about an immunization program
to others were significantly more likely to have
attended the program than those who did not.
This participation in communication can serve
several purposes. The person may learn more
about the program; be able to correct misinfor-
mation received previously; be able to gain as-
sistance with transportation to the immunization
center or with care for his home or children while
the immunization is being received; and be better
able to assess the likelihood that others will attend
the program. While some of these functions may
be positive, others could conceivably be negative.
Negative rumors and misinformation could be
communicated. Future research should attempt
to uncover the degree to which such behavior
occurs.

In addition, the research should seek to de-
termine the effect of the person’s discussing the
program with others at different stages in his
acceptance of the program. Presumably, the im-
pact of discussion would be different for someone
who is just learning about the program than some-
one who has decided to attend. In any event, pre-
liminary evidence does suggest that discussion
with others seems to provide positive reinforce-
ment to attend immunization programs.

Evaluation

The communication campaign should be eval-
uated before and during the immunization pro-
gram. Because my recommendations are tentative
and target populations vary widely during immu-

nization campaigns, attempts should always be
made to determine the effectiveness of communi-
cation efforts during the communication phase
of a program. Such an effort should ascertain
how effective the initial communication strategy
has been, uncover any problems with the infor-
mation campaign, and devise measures to over-
come impediments to the success of the program.
Special attention should be devoted to determining
(a) whether the members and subgroups within
a population have become aware of the immuniza-
tion campaign; (b) if they have learned its pur-
pose, how to attend, and any other relevant infor-
mation about the program; (c) if they have been
persuaded to attend; and (d) if any rumors or
arguments opposing the program have arisen.

Evaluation of communication efforts should be
done before the actual immunization program;
emphasis should be put on quick analysis of re-
sults. Frequently, administrators rely upon initial
turnouts at immunization centers as the basis for
assessing communication efforts. By waiting until
this stage they usually do not allow time for alter-
ations in program strategies to have an impact. To
obtain data that can be rapidly assessed and acted
upon, small spot surveys should be undertaken
focusing on segments of the target population
known or suspected of being the most difficult to
inform and persuade. Because the purpose of the
surveys is to obtain quick feedback for the pro-
gram administrator, the efforts should not be so
extensive or intensive that they could hamper the
quick return of information.

Make Attendance Easy

To make attendance as easy as possible, the
program planner should choose convenient hours
for the target population. For this reason, in the
United States, Sundays have been most frequently
selected for conducting immunization programs.
If immunizations must be given during the week,
immunization centers should be open during both
daytime and evening hours to insure that those
who cannot leave their jobs will have an oppor-
tunity to attend. In a survey of an immunization
program conducted during weekdays in El Salva-
dor, Lin and co-workers (5c) reported that 30
percent of those who did not attend failed to do
so because they were ill or had conflicting obli-
gations on the day of the program. To accom-
modate this difficulty, administrators should allow
more than 1 day in each locale for followup of

January-February 1974, Vol. 89, No. 1 61



those not immunized.

Immunization centers should also be located
so as to facilitate program attendance. They
should be centrally located, close to public trans-
portation, and in buildings known to all members
of the population. Places where people normally
congregate—public  buildings, markets, and
schools—-are ideal. In a spot survey during a re-
cent immunization program in a large eastern city,
it was found that 74 percent of the respondents
did not know the exact locations of immunization
centers. The name and address of all immuniza-
tion centers should be published in advance of
the program. Any changes in time or location
should be publicized as soon as possible, and a re-
sponsible official should be at the original site at
the time originally specified to refer persons who
might not have learned of the change (5c).

Receptivity as Behavioral Process

The relevance of these suggestions will perhaps
be better understood if one regards the seeking of
immunizations as a behavioral process. The proc-
ess of participating in an immunization program
can be divided into three stages—initial aware-
ness of the program, decision making, and deci-
sion actualization. The initial awareness stage,
when a person first learns of an immunization
program, begins with the initial official efforts to
disseminate information about the program and
ends when the person first learns about the pro-
gram. The decision-making stage, when a person
decides if he ought to be immunized, begins when
he initially learns about the program and ends
when he has firmly decided he ought to attend.
The decision actualization stage, when a person
actually takes steps to attend, begins when he has
decided he ought to be immunized and ends when
he finally receives an immunization.

This conceptualization follows the work of
Cartwright, who in the 1940s suggested that to
influence any behavior a chain of processes must
be initiated. One must create a particular cogni-
tive structure, a particular motivational structure,
and particular behavioral structures (43).

Although these three stages usually occur in
the sequence outlined, the stages may vary with
each person as to the duration of the stage and
the behavior exhibited. Moreover, some persons
never pass through all three stages.

It is necessary to regard immunization recep-
tivity as a process of behavior if one is to obtain
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a full appreciation of the reasons why some per-
sons failed to be immunized. Otherwise, one does
not know whether the failure to receive an im-
munization results from failure to become aware
of a program, failure to come to a decision that
immunizations are desirable, or failure to act
oncé the person has come to such a decision.

Future research examining the receptivity to
mass immunization programs needs to explore
how the variables associated with such receptivity
affects behavior during each stage of the process.
At this point we know that mass media are gen-
erally the most effective channels of communica-
tion in making people aware of immunization pro-
grams and that interpersonal sources are the most
effective in persuading people to decide they
ought to be immunized. It is also known that
persons of higher socioeconomic status, espec-
cially those of higher education, are most likely
to be those in a community who learn earliest of
an immunization program, but these same per-
sons, in general, take longer to decide that im-
munizations are desirable (26a). Moreover, a
great deal is known about constructing messages
to persuade people that immunizations are de-
sirable. Finally, based on the evidence to date,
one can predict that variables that affect ease of
attendance—hours of the program, accessibility
of the center, a person’s knowledge about attend-
ing—have their greatest effect on behavior during
the stage of decision actualization.

But our knowledge about the process of recep-
tivity is far from complete. For instance, one can
ask whether other demographic characteristics are
more likely to affect a person’s awareness of a pro-
gram, his decision to attend, or his attempts to
act on that decision. Do a person’s health beliefs
have a greater influence upon awareness, decision
making, or actual attempts to carry out decisions?
Is it possible that a person’s health beliefs change
as he passes through the process of immunization
receptivity. If so, how does that affect his be-
havior? Do health beliefs, demographic variables,
and social influences have the same impact rela-
tive to each other at each stage in the process, or
are some factors more important during some
stages and less during others? These questions
and many others can be raised if one regards im-
munization receptivity as a process of behavior.
One realizes then also how limited our knowledge
is of the reasons why people attend immunization
programs.



Nevertheless, regarding immunization receptiv-
ity as a behavioral process does illustrate that ob-
taining attendance at a mass immunization pro-
gram rarely can be accomplished merely by
informing people about the program alone, using
persuasive communications alone, or making at-
tendance easy and convenient alone.

To achieve adequate attendance by the target
population, the administrator must help each per-
son pass through the three stages of inital aware-
ness, decision making, and decision actualization.
Measures to foster a person’s passage through a
single stage may not insure adequate program at-
tendance. The administrator has to focus on all
three stages—informing the population, persuad-
ing them to attend, and making attendance easy.
Moreover, he has to make efforts to see how well
these objectives are being accomplished before
the actual immunization begins. Failure to admin-
ister all of these tasks can seriously jeopardize
the success of an immunization campaign.

REFERENCES

(1) Pan American Health Organization: Health condi-
tions in the Americas. Washington, D.C., 1970, pp.
128-137.

(2) Lin, N., and Hingson, R.: The communication
process in a mass immunization campaign in four
Honduran communities. Mimeographed. Johns
Hopkins University, Baltimore, Md., 1968; (a) pp.
15-20; (b) p. 26; (c) p. 16.

(3) Douglass, C. W.: A social-psychological view of
health behavior for health services research. Health
Serv Res 6: 10, spring 1971.

(4) Kasl, S.,, and Cobb, S.: Health behavior, illness
behavior and sick role behavior. Arch Environ
Health 12: 249, February 1966.

(5) Lin, N., Hingson, R., and Allwood, J.: Mass im-
munization campaign in El Salvador, 1969. Evalu-
ation of receptivity and recommendations for fu-
ture campaigns. HSMHA Health Rep 86: 1112
1121, December 1971; (a) p. 1119; (b) pp. 1118,
1119; (¢) p. 1120; (d) p. 1117; (e) p. 1121.

(6) Green, L.: Status identity and preventive health
behavior. Pacific Health Education Reports, Mon-
ogr. 1. Schools of Public Health at University of
California, Berkeley, and University of Hawaii,
Honolulu, 1970, p. 52.

(7) Clausen, J., Seidenfield, M., and Deasy, L.: Parent
attitudes toward participation of their children in
polio vaccine trials. Am J Public Health 44: 1526—
1536 December 1954.

(8) D’Onofrio, C.: Reaching the hard to reach. Cali-
fornia Department of Public Health, Berkeley,
1966, p. 12; (a) p. 174; (b) p. 16; (¢) p. 198.

(9) Glasser, M.: A study of the public’s acceptance of
the Salk vaccine program. Am J Public Health 45:
141-146, February 1958.

(10) Johnson, A. L., Jenkins, C. D., Patrick, R., and
Northcutt, T. J.: Epidemiology of polio vaccine
acceptance. Monogr. No. 3. Florida State Board of
Health, Jacksonville, 1962.

(11) Mellinger, G., Manheimer, D., and Kelman, M.:
Deterrents to adequate immunization of preschool
children. Survey Research Center, University of
California, Berkeley, February 1967.

(12) Morris, L.: Further analysis of national participa-
tion in the inactivated poliomyelitis vaccination
program: 1951-1961. Public Health Rep 79: 469-
481, June 1964.

(13) Merrill, N. H., Hollister, A. C., Gibbens, S. F., and
Haynes, A. W.: Attitudes of Californians towards
poliomyelitis vaccination. Am J Public Health 48:
146-152, February 1958.

(14) Moody, P., and Gray, R.: Social class, social inte-
gration and the use of preventive health services.
In Patients, physicians, and illness, edited by E. G.
Jaco. Free Press, New York, 1972.

(15) Northcutt, T., Jenkins, D., and Johnson, A.: Fac-
tors influencing vaccine acceptance. In Hillsborough
County oral polio vaccine program, Jacksonville.
Edited by J. S. Neill and J. O. Bond. Monogr. 6.
Florida State Board of Health, Jacksonville, 1964,
pp. 31-35.

(16) Cowles, W., and Polgar, S.: Health and communi-
cation in a Negro census tract. Soc Probl 10: 228-
236 (1963).

(17) Guthrie, N.: Immunization status of two-year-old
infants in Memphis and Shelby County Tennessee.
Public Health Rep 78: 443-447, May 1973.

(18) Sirken, M. G., and Brenner, B.: Population char-
acteristics and participation in poliomyelitis vac-
cination program. PHS Publication No. 223, Public
Health Monogr. No. 61. U.S. Government Printing
Office, Washington, D.C., 1960, p. 37.

(19) Belcher, J.: Acceptance of the Salk polio vaccine.
Rural Sociology 33: 158-170, June 1958.

(20) Burt, R.: Differential impact of social integration
on participation in the diffusion of innovations. Soc
Sci Res 2: 1-20, June 1973.

(21) Hochbaum, G.: Public participation in medical
screening programs. PHS Publication No. 572. U.S.
Government Printing Office, Washington, D.C.,
1960; (a) p. 11.

(22) Levanthal, H., et al.: Epidemic impact on the gen-
eral population in two cities. In The impact of
Asian influenza on community life: A study in five
cities. PHS Publication No. 766. U.S. Government
Printing Office, Washington, D.C., 1960.

(23) Rosenstock, I.: Why people use health services.
Milbank Mem Fund Q 44: 94-127, July 1966.

(24) Rosenstock, I., Derryberry, M., and Carriger, B. A.:
Why people fail to seek poliomyelitis vaccination.
Public Health Rep 74: 98-103, February 1959.

(25) Sills, D., and Gill, R.: Young adults use of Salk
vaccine. Social Probl 6: 246-253, winter 1958-59.

(26) Lin, N.: Information flow, influence flow and the
decision making process. Journalism Q 43: 33-40
(1971).

(27) Younrans, G.: Parental reactions to communica-

January-February 1974, Vol. 89, No.1 63



(28)

(29)

(30)

G3n

32)

33)

39

(35)

tions on the 1954 polio vaccine tests. Rural Soci-
ology 23: 377-384 (1958).

Rogers, E.: Diffusion of innovations. Free Press,
Glencoe, Ill., 1962, pp. 161-180.

Wade, S., and Schramm, W.: The mass media as
sources of public affairs, science and health knowl-
edge. Public Opinion Q 33: 203-206 (1969).
DeFleur, M.: Theories of mass communication.
David McKay, Inc., New York, 1966; (a) pp. 126,
127.

Katz, E., and Lazarsfeld, P.: Personal influence.
Free Press, Glencoe, IIl., 1955.

Klapper, J.: What we know about the effects of
mass communication. In Communication and cul-
ture, edited by A. Smith. Holt, Rinehart, and Wins-
ton, New York, 1966, pp. 539,540.

Hingson, R., and Lin, N.: Communication partici-
pation and behavior in a preventive health cam-
paign. Internat J Health Educ 16: 5-14 (1972).
Suchman, E.: Socio-medical variations among eth-
nic groups. Am J Sociology 70: 329, November
1964.

Millstone, D.: Make it plain. Fam Planning Per-
spectives 2: 14, March 1970.

(36)

37)

(38)

(39)

(40)

41

(42)

(43)

Haefner, D. P., and Kirscht, J. P.: Motivational
and behavioral effect of modifying health beliefs.
Public Health Rep 85: 478-484, June 1970.
Dabbs, J., and Leventhal, H.: Effects of varying
the recommendation in a fear arousing communica-
tion. J Personality Soc Psychol 4: 525-531 (1966).
Radelfinger, S.: Some effects of fear-arousing com-
munications on preventive health behavior. Health
Education Monogr. No. 19, 1965, p. 13.
Levanthal, H., Singer, R., and Jones, S.: The effects
of fear and specificity of .recommendation. J Per-
sonal Soc Psychol 2: 20 (1965).

Janis, L., and Feshback, S.: Effects of fear-arousing
communications. J Abnorm Psychol 48: 78-92
(1953).

Hovland, C., Janis, L., and Kelly, H.: Communica-
tion and persuasion. Yale University Press, New
Haven, Conn., 1953, p. 67; (a) pp. 77,78; (b) pp.
105-110; (c) pp. 100-105.

Cohen, A. R.: Attitude change and social influence.
Basic Books, New York, 1964, pp. 5,6; (a) pp. 8-
16.

Cartwright, D.: Some principles of mass persua-
sion. Hum Relations 2: 252-267 (1949).

HINGSON, RALPH (Boston University School of Medicine): Obtaining optimal attendance at mass
immunization programs. Health Services Reports, Vol. 89, January—February 1974, pp. 53—64.

The failure of many persons
to be immunized against com-
municable diseases often can be
attributed to problems in the
communication strategies that at-
tempt to persuade people to at-
tend immunization campaigns.
Although there has been consid-
erable research examining why
people fail to obtain immuniza-
tions, the literature presents the
program planner with a bewild-
ering set of contradictions and
debates. In translating reported
research results into practical
guidelines for persuading target
populations to attend mass im-
munization programs, it is sug-
gested that program planners (&)
know and study the target pop-
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ulation before an immunization
campaign; (b) begin communi-
cation announcements about the
campaign early, preferably 3 to
4 weeks before the actual pro-
gram date; (c) use a variety of
communication media to dissem-
inate messages about the pro-
gram; (d) disseminate messages
that are intelligible, believable,
and geared to the predispositions
and knowledge of the target pop-
ulation by avoiding excessive use
of technical terminology and fear
appeals; (e) encourage members
of the target population to dis-
cuss the program with each
other; (f) make efforts before
and during the immunization
compaign to evaluate the com-

munication strategies used; and
(g) attempt to make attendance
as convenient and easy as pos-
sible for the target population.

It is also suggested that re-
searchers and administrators re-
gard the receptivity to immuniza-
tions as a behavioral process that
entails for each person: (a)
learning about a program, (b)
deciding he ought to attend, and
(c) carrying out that decision.
Researchers need to explore
what predicts behavior during
each stage of a mass immuniza-
tion program, and administrators
need to strive to inform the pop-
ulation, persuade the population
that immunizations are desirable,
and facilitate attendance.



Use of Emergency Room Services
by the Population
of a Neighborhood Health Center

MARSHA R. GOLD and ROBERT G. ROSENBERG, MD

IN RECENT YEARS, neighborhood health cen-
ters have been advocated as a vehicle for deliv-
ering high quality medical care to low income
people. It was hoped that the establishment of
neighborhood health centers would overcome the
impersonal, fragmented, inaccessible, and epi-
sodic care that is characteristic of hospital out-
patient departments and emergency rooms, which
have been a primary source of medical care for
the low income population (7). Most of the argu-
ments for establishing neighborhood health cen-
ters imply that when people are given a choice
between care in hospital facilities or neighbor-
hood health centers, they will opt for the centers.
Thus, the following question arises: Now that
many neighborhood health centers have been in
operation for a few years, to what extent do peo-
ple continue to use traditional hospital-based
services and why?

Previous studies have indicated that—at least
in isolated areas—when a neighborhood health
center is established, it is used by a large propor-
tion of its target population. These studies also
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indicate that use of other sources of care contin-
ues, but to a lesser extent. Bellin and Geiger (2)
found that 2 years after the establishment of a
neighborhood health center in an isolated housing
project, 71 percent of the target population (and
97 percent of the children in the target popula-
tion) used the center as their regular source of
care. The center’s registrants were drawn equally
from those who had no previous regular source of
care, those who had private physicians, and those
who had previously used hospital facilities. The
authors assert that most people using the center
received their total care from it except for those
persons referred elsewhere for specialty care;
however, no supporting evidence is given.

Solon (3) reported on the use of a health cen-
ter in a newly constructed isolated housing proj-
ect in Pittsburgh. Three years after its opening,
he found that 31 percent of the people used it as
their central source of care (the source in which
people feel most confidence); 42 percent used it
as their volume source (the source they use the
most); 59 percent used it to some degree; 41
percent never used it. Like Bellin and Geiger (2),
Solon found that shifts to the health center oc-
curred equally among people previously using the
services of private practitioners and people prev-
jously using hospital-based facilities.

Hochheiser and associates (4) studied the pat-
tern of visits to the four most widely used emer-
gency rooms in Rochester, N.Y., 15 months be-
fore and approximately 3 years after a neighbor-
hood health center opened. They found a 38
percent reduction in emergency room visits by
children at three hospitals in the center’s area.
During the same period, the number of visits
made to these three emergency rooms by city
children outside the center’s catchment area did
not change, and visits by suburban children in-
creased 29 percent.
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A number of variables were studied in an at-
tempt to reveal patterns of use. The authors found
that one-fifth of the visits to the emergency rooms
by children in the center’s area were made by
children registered at the center, while half were

~made by children not registered at the center but
eligible for its services. Other variables studied,
such as child’s census tract, age, race, time of
visit, payment status, and the reason for the visit
did not indicate any meaningful patterns of use.

Despite these studies it is unclear to what ex-
tent other sources of care are still used by people
eligible for health center services, how such other
sources of care are used, and what factors result
in different patterns of use. Our study was ad-
dressed to part of this question. We examined
the use of health center and emergency room
services by children served by a mature neighbor-
hood health center.

This mature center, the Martha Eliot Health
Center, was established in April 1967 in the
Bromley-Heath Housing Project, a low income
housing project operated by the Boston Housing
Authority. It serves about 17,000 persons within
the northern section of the Jamaica Plain area of
Boston. The health center has been described by
Salber and associates (5). Recently there has
been an influx of Spanish-speaking families.

The health center is funded in large part
through the Maternal and Child Health Services
of the Department of Health, Education, and
Welfare. It is affiliated with and operates under
the licenses of the Children’s Hospital Medical
Center, the Boston Hospital for Women, and the
Peter Bent Brigham Hospital. Services consist of
pediatrics, maternal health, adult health, and chil-
dren’s dental services. A full range of health edu-
cation, rehabilitation, mental health, and preven-
tive services are given within the center and by
other sources in the community.

The registration process of the center consists
of assigning clinic record numbers to family mem-
bers wishing to receive care there and collecting
basic health and demographic data. No formal
or informal contractual arrangements are made
between the center and the registering family.
Each child in a family is assigned to the same
team. Social services and public health nursing
services are provided for the entire family, and
a family’s records are kept in one folder. During
the time of our study, pediatric services were pro-
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vided from 9 am to 5 pm on weekdays and from
10 am to 12 pm on Saturdays for emergencies.
Visits are by appointment, although patients
without appointments are almost always seen.

Salber and associates (5) found that in the
center’s first year of operation between 40 and
60 percent of the families in the area had regis-
tered for its services and that registration rates
were higher among black and Spanish-speaking
families, families with young children, families on
AFDC, and those who lived in the housing proj-
ect. Families that had been attending hospital
clinics before the center opened were more likely
to register at the center than families seeing pri-
vate practitioners (6).

In a later study Salber and associates (7)
found that 87 percent of the registered children
had received at least one service during the year
studied (1968), and 70 percent had been seen
by a pediatrician. Use of the center by children
was high during that year; 7.2 mean visits per
child for all services were made by children living
in the housing project and 6.8 visits by children
living outside the housing project but in the target
area. Once families were registered, socioeco-
nomic variables had little effect upon use. It was
found that the predominant pattern of utilization
in 1968 for registered patients was that of using
the health center in combination with another
source of care, mainly hospital clinics (6).

Beyond the services provided by the health
center, the children in the target area could use
the services of hospitals and the few private physi-
cians nearby. The nearest, most accessible, and
most widely used of these sources of care was the
Children’s Hospital Medical Center. The health
center refers children to this hospital for X-rays,
specialty care, and consultations. While the hos-
pital’s outpatient department delivers mainly
spzcialized pediatric care on a referral basis, its
emergency room provides care for acute illness
on a 24-hour basis to virtually all children who
come there.

In our study we examined use of the Children’s
Hospital emergency room and the Martha Eliot
Health Center by the children residing in the
center’s target area in an attempt to determine:
(a) to what extent each was used by these chil-
dren, (b) what variables determined differences
in such use, and (c) to what extent both were
used by the same children and which different
patterns of use could be isolated.



Methodology

All visits by children living in the Martha Eliot
Health Center’s target area to the center’s pedi-
atric clinic and to the Children’s Hospital emer-
gency room were identified for the 4-week period
from January 12, 1971, through February 8,
1971. From billing forms, encounter forms, rec-
ords, and other sources at the center, information
was gathered on each child’s age, diagnosis,
address, and time and day of visit. In addition,
for every child seen at the emergency room and
for every fourth child seen at the health center,
other information was gathered concerning the
child’s socioeconomic status and previous history
of use of each facility from June 1, 1970, through
the end of the study period. The data were then
coded, keypunched, and analyzed by computer
to provide summaries and cross-tabulations of the
different variables studied.

Although it would have been useful to inter-
view patients’ parents to determine their attitudes
toward both facilities and what other sources of
care they might use, we could not do so because
of limited time, money, and community resistance
to answering yet another questionnaire.

Resulits

During the 4 weeks studied, almost four times
as many children (801) visited the health center
as the hospital emergency room (223).

Why did some children use the emergency room
and others use the health center during this
period? What variables seemed to influence use
of the emergency room? Certainly the most im-
portant of these seems to be that of time. Almost
two-thirds of all visits to the emergency room
occurred during hours when the health center was
closed. Approximately half of the emergency
room visits occurred on Saturdays and Sundays
and half during weekdays after the health center
was closed, as is shown in the following table,
which gives the percentage of visits made by 209
children to the emergency room according to the
operating status of the health center.

Operating status of

Percentage of visits
health center

to emergency room’

(7= + W PP 34
Closed:
Week night ....... ... .. ... i, 34
Weekend ............ ... . i, 33

1 Based on visits of 209 children. Records for 14 chil-
dren were missing.

This tendency to use the emergency room dur-
ing evenings and weekends was seen for children
not registered at the health center as well as for

those registered. Of the children who visited the
Children’s Hospital emergency room, 70 percent
were registered at the health center. There was
no significant difference in the pattern of visits
to the emergency room by the registered and un-
registered children according to whether or not
the health center was open or closed.

The medical problem for which treatment was
sought did not affect, in most cases, the choice of
facility. Aside from well-child care, which was
not provided at the emergency room, few major
differences in the pattern of medical complaints
at the two locations were found, as the following
table giving the percentages of visits by reason
for visit shows.

Emergency
room (146  Health center
Reason for visit children) (121 children)

Well, preventive, or routine

CAE .o vvvvviennnnannnn 1 17
Acute medical ........... 77 65
Surgical ................. 19 9
Psychological ............ .. 3
Chronic, or recurrent medi-

cal, and other condition. . 3 6

* Figures represent a 25 percent sample of all cases.

Note: Records for 16 children at the emergency room
and 6 children at the health center were missing. Chi-
square is not significant at the .05 level between facilities
or between groups within a facility.

Most children at both the health center and
the emergency room had acute medical problems.
Most of these problems were either upper respira-
tory tract or ear infections. Aside from well-child
care at the center, the only difference between
these two groups of children was that the emer-
gency room patients had a larger proportion of
surgical problems; for example, only one fracture
patient was seen at the health center whereas six
were seen at the emergency room.

Neither did the age of the child seem to in-
fluence which facility was used. More than 40
percent of the children visiting the center and the
emergency room were under 4.5 years, and about
75 percent were under 10.5 years. Mean ages of
children visiting both facilities were similar—at
the emergency room the mean age was 6.4 years
and at the health center, 6.7 years. The health
center did see proportionately more children under
6 months than did the emergency room, a result
which possibly reflects on the well-child and
maternal care provided by the health center.

The race and ethnic group of the child seemed
to influence the choice of health facility somewhat.
While the figures lack significance at the .05 level,
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they suggest that white children are more likely
than black children to be taken to the emergency
room rather than the health center, as the follow-
ing table giving the percentages of visits made by
these children to the two facilities shows.

Emergency

room (209  Health center
Race-ethnicity children) (195 children)
White .................. 32 22
Black ................... 45 54
Spanish-American ........ 23 25

* Figures represent a 25 percent sample of all cases.

Note: Records of 14 children at the emergency room
and 5 children at the health center were missing.

Location of the child’s residence also influenced
which facility the child visited. Children living
outside the housing project were more likely to
visit the emergency room than were children in
the housing project, as the following table giving
the percentages of visits by residence shows:

Emergency

room (223 Health center
Residence children) (799 children)
Housing project ......... 41 58
Nonhousing project ....... 58 42

Note: Records of 2 children at the health center were
missing. Chi-square is significant at the .0001 level.

Race and residence location were not completely
independent. Since most of the black children
lived in the housing project and most of the white
and Spanish-American children lived outside the
housing project, it is difficult to discover the im-
portance of each of the factors—race, ethnicity,
and residence—in determining which facility was
‘used.

The other variables studied revealed no mean-
ingful patterns differentiating the two groups. Sur-
prisingly, despite the fact that a visit to the emer-
gency room costs $14 while a visit to the health
center is free, the types of coverage of costs were
similar for both groups, as the percentages of
visits by source of payment in the following table
show.

Emergency
room (223 Health center
Cost coverage children) (189 children)*
Welfare, Medicaid ....... 70 69
Blue-Cross, Blue-Shield, or
Master Medical ........ 11 8
Other .................. 1 5
Nonme ................... 18 18

! Figures for the health center represent a 25 percent
sample of all cases.

Note: Records of 11 children at the health center were
missing. Chi-square is not significant at the .05 level.
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Perhaps the fact that most children visiting either
facility were covered by Medicaid might help
explain this result.

To summarize, then, the results of our study
indicate that the health center was used by almost
four times as many children from the center’s
catchment area as used the emergency room and
that the only factors which seemed to influence
choice of facility were time, possibly race, and
residence.

How then are the health center and the emer-
gency room used? Over time, which patterns of
use can be identified? To approach an answer, we
identified the extent to which both of these facili-
ties were used by these children during the more
than 8-month period before the end of the study
period. In so doing, we isolated four major cate-
gories of use: health center users who also used
the hospital, health center users only, emergency
room users also registered at the health center,
and emergency room users only. Each of these
categories of users presents a different profile and
suggests a different pattern of use of health
facilities.

Group l—health center users also using the
hospital (46 percent). Children in this group
attended the health center during the study
period. They also had used the hospital at some
time in the past. This group can be categorized as
using the health center for most of their needs
while using the hospital as a subordinate source
of health care. Of this group, 92 percent were
registered at the health center before June 1,
1970, and 81 percent had used the hospital before
this date. From June 1, 1970, until the conclusion
of the study, these children (of those registered
before June 1, 1970) averaged 5.1 visits to the
health center, 0.7 visits to the emergency room,
and 0.4 visits to the outpatient department of the
Children’s Hospital Medical Center.

Group 2—health center users only (29 per-
cent). Children in this group attended the health
center during the study period and never visited
the hospital. These children showed two distinct
patterns of use. Forty-seven percent had been
registered at the health center after June 1, 1970;
as such, they can be categorized as “center users
—new.” It is probable that in time they will
assume the same pattern of use as the children
in group 1 or as the remaining 53 percent of the
children in group 2.



The remaining 53 percent of the children who
had registered before June 1, 1970, visited the
health center an average of four times from June
1, 1970, until the end of the study period. It is
probable that the center represented the major
source of their primary care. Whether these chil-
dren used another hospital for some health care
or whether they used only the health center can-
not be determined from the data gathered in this
study. This group, as does group 1, represents a
stable group of patients in the health center.

Children in group 2 had the highest proportion
of the youngest children, a larger proportion of
Spanish-American children, and a smaller per-
centage of white children than any of the other
groups. Most of them also lived outside the hous-
ing project. The new users described represent the
large number of Spanish-American families who,
as survey figures for 1971 show, are now moving
into the area.

Group 3—emergency room users also regis-
tered at the health center (15 percent). Children
in group 3 visited the hospital emergency room
during the study period and were also registered
at the health center. Most were not new users of
either facility. Only 24 percent had first visited
the hospital after June 1, 1970, and only 5 per-
cent had been registered at the health center after
that date. This group can best be categorized as
“shoppers.” Children in this group made an equal
number of visits to the health center and to the
hospital. From June 1, 1970, until the conclusion
of the study period, those children in group 3
registered before June 1, 1970, averaged 3.3 visits
to the health center, 2.7 visits to the emergency
room, and 0.6 visits to the outpatient department.

There is little in the socioeconomic data to dis-
tinguish this group. Children of all races and
ethnicities and children living inside and outside
the housing project comprise this group to an
almost equal extent.

Group 4—emergency room users only (7 per-
cent). Children in group 4 attended the emer-
gency room during the study period, but were not
registered at the health center. Fifty-two percent
had made their first visit to the hospital after
June 1, 1970. The children in this group can be
characterized as “low users.” Of those who visited
the hospital before June 1, 1970, an average of
only 2.7 visits per child were made to the emer-
gency room from this date until the end of the
study period, and only 0.6 visits per child were

made to the outpatient department. This group
contains the largest proportion of white children
and nonhousing project residents of any of the
four groups.

Despite the numerous problems we had with
the typology just presented, it is clear that the
majority of the children in the health center’s
catchment area used the center as their primary
source of medical care (groups 1 and 2), using
the emergency room only as a subordinate source
of care. Less than 25 percent of the children used
the emergency room to as great or greater an
extent than they used the health center, and only
7 percent used it as a possible primary source
of care exclusive of the health center.

Discussion and Conclusions

As noted, no effort was made to determine
the attitudes of the children’s parents toward
each source of care. Data based on this type of
information would probably have resulted in a
more comprehensive discussion of why children
went to one facility rather than another and of
how each facility was conceived in the total pattern
of care.

In the 1968 study by Salber and associates (6)
of the attitudes of women residing within the
Martha Eliot Health Center target area, almost
90 percent of the registered mothers said they
were very satisfied with their children’s care. Of
those mothers not registered, 66 percent had
heard of the center, and only three mothers
made negative remarks about it. Our results seem
to support Salber’s conclusions that the health
center has a favorable image in the community.
These results do not, however, explain why some
children continued to use other sources of care
approximately 3%%2 years after the center had
opened.

Certain limitations of our study should be
noted. Possibly other facilities besides the Martha
Eliot Health Center and Children’s Hospital emer-
gency room were used by the children studied.
Certain evidence, however, does argue against
this possibility. An unpublished study, conducted
in October 1970 by Dr. Fredrick Berrien, a pedi-
atric resident at Boston City Hospital, on the
use of the emergency rooms at Boston City Hos-
pital and Children’s Hospital, revealed that almost
all children from this area used the emergency
room at Children’s Hospital rather than the Boston
City Hospital. In addition, the large number of
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visits made to the health center and emergency
room since June 1, 1970, by the children in our
study indicates that it is unlikely that any other
major source of care was used.

Another problem is that nothing is known
about the use of medical services by children who
did not visit either the health center or the hos-
pital during the study period. Undoubtedly, many
of these children used these two facilities as much
as did the children in our study. The sample of
children using the facilities during the 4-week pe-
riod possibly contained a disproportionate num-
ber of “high users.” The average number of visits
made since June 1970 and even the characteristics
of the children visiting each facility might not be
representative of the population at each center.

It is not possible to judge what percentage of
the eligible population never used either source
of care and what, if anything, they used instead.
The earlier studies cited indicate that this group is
a minority, but its size at this time cannot be
determined through this study.

Certain conclusions, however, are possible from
the results presented. First, a health center can be
accepted and used by the community. While evi-
dence is not presented as to a decreasing use of
traditional hospital-based services, our results do
indicate that use of the existing health center
dwarfs the use of the traditional hospital-based
facilities. Thus, this health center, established
partly to overcome the criticisms of traditional
hospital-based service, has served to successfully
attract persons to this new type of care.

The results also indicate areas in which certain
measures taken by the health center might de-
crease the use of the emergency room and increase
the use of the health center.

If the health center could be kept open for
longer hours, some of the children using the emer-
gency room might be able to come to the center.
If the center were to remain open in the evening
and all weekend, almost two-thirds of the emer-
gency room patients could be seen at the Martha
Eliot Health Center. But this would mean an
average of only five additional patients an evening,
a number which would hardly justify the addi-
tional expense of keeping the center open.

The health center staff might also reduce use
of the emergency room by directing outreach
efforts first to those children using the health cen-
ter and the emergency room equally and second to
those children using only the emergency room.
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For the first group, a vigorous health education
program could be designed. For the second group,
an active outreach program among nonhousing
project residents might encourage greater use of
the center.

Examination of the records of the health center
registrants at the hospital and conversations with
physicians there have shown that often it was not
known that a patient in the emergency room was
registered at the health center. Even when this
fact was known, a report of the visit was not
always sent to the health center, nor was the
patient always referred to the center for followup
care. It appears that a coordination mechanism
should be worked out between the different cen-
ters whose patients use the emergency room and
the emergency room itself if continuity of care is
to be accomplished. In addition, awareness on
the part of the medical staff of such situations
might informally improve the situation.

Although this study provided evidence that
emergency room use could be reduced in several
areas, the results support the assertion that among
the children served by the Martha Eliot Health
Center, use of traditional hospital-based facilities
is minimal. This is a worthy achievement, given
the criticisms raised about use of the emergency
room as a primary care facility.

REFERENCES

(1) Breslow, L.: New partnerships in the delivery of
health services—A public health view of the need.
Am J Public Health 57: 1094-1099, July 1967.

(2) Bellin, S. H., and Geiger, H. J.: Actual public accept-
ance of the neighborhood health center by the urban
poor. JAMA 214: 2147-2153, Dec. 21, 1970.

(3) Solon, J.: Changing patterns of obtaining medical
care in a public housing community: Impact of a
service program. Am J Public Health 57: 772-783,
May 1967.

(4) Hochheiser, L. 1., Woodward, K., and Charney, E.:
Effect of the neighborhood health center on the use
of pediatric emergency departments in Rochester,
New York. N Engl J Med 285: 148-152, July 15,
1971.

(5) Salber, E. J., Feldman, J. J., Offenbacher, H., and
Williams, S.: Characteristics of patients registered for
service at the neighborhood health center. Am J
Public Health 60: 2273-2283, December 1970.

(6) Salber, E. J., Feldman, J. J., Johnson, H., and Mc-
Kenna, E.: Health practices and attitudes of con-
sumers at a neighborhood health center. Inquiry 9:
55-61, March 1972.

(7) Salber, E. J., Feldman, J. J., Rosenberg, L., and Wil-
liams, S.: Utilization of services at a neighborhood
health center. Pediatrics 47: 415-423, February
1971.



A Regional Health Manpower Survey
Conducted by a Community Consortium

ANNE A. DACHS, MPH, GEORGE J. HOLLAND, PhD, and ADDIE L. KLOTZ, MD

THE SAN FERNANDO VALLEY Health Con-
sortium, Inc., a nonprofit community-based cor-
poration, has as its primary goal a coordinated,
integrated approach to training health manpower.
The consortium has been operating since 1969
in southern California and has recently been
funded as a health services/educational activity
through the California Committee on Regional
Medical Programs.

The activities of the consortium are governed
by a community-based board of directors whose
members represent consumers, health care insti-
tutions, health professionals, and educational in-
stitutions. Fifty-one percent of the board members
represent consumers (/).

The consortium develops and coordinates
health career programs, using existing resources,

Ms. Dachs is project coordinator of the San
_Fernando Valley Health Consortium, Inc. Dr.
Holland is executive director of the consortium,
and Dr. Klotz was formerly college director of the
consortium and is presently executive director of
health services, University of Southern California.
The study reported in this paper was supported
by development component grant No. 88657-0,
8-27-71, from the California Committee on
Regional Medical Programs.

Tearsheet requests to Anne A. Dachs, San
Fernando Valley Health Consortium, Inc., 10401
Balboa Blvd., Granada Hills, Calif. 91344.

and promotes articulation among the various ed-
ucational and training activities. The emphasis is
on appropriately training persons for the jobs
which are available, building in to all training
programs horizontal, vertical, and geographic
mobility for participants. It is thus hoped that
individuals will not become dead-ended in posi-
tions which no longer offer them a challenge or
opportunity for advancement. The programs co-
ordinated by the consortium will eventually en-
compass projects such as the inter-institutional
core curriculum in the health field, career ladders,
and the use of proficiency and equivalency exam-
inations.

The health care delivery system in the United
States is presently in a period of transition. There
is a change in emphasis from inpatient to out-
patient services. All indications are that in the
next few years Congress will pass enabling legisla-
tion for some form of national health insurance.
With changes in the health care delivery system,
the demands for numbers and types of health
manpower will also change. Most health man-
power data are available only on a nationwide or
Statewide basis, making it difficult to plan for the
needs of a given area. This study was undertaken
to identify the problems specific to the area of
southern California served by the consortium.

The consortium has a number of actively func-
tioning committees. One of these, the Health
Manpower Committee, participated in the design
of this study and analysis of the results. The com-
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mittee’s intention was to define the current needs
and problems of health care providers, as well as
to identify some of their anticipated problems
with health manpower. The survey was aimed at
developing current comprehensive local baseline
data on which to build a knowledge and under-
standing of the changing health manpower needs
of the area.

The 2,000-square-mile area covered by the
survey includes the San Fernando Valley, Ante-
lope Valley, Ventura County, Santa Monica,
Venice, and west Los Angeles, where live nearly
2 million people. More than 350 health care in-
stitutions in the area were included in the survey.

Health manpower needs, for the purpose of this
article, are defined in terms of the requirements
of health care providers. There was no attempt
to define optimum health care in terms of unmet
medical problems found in the community. This
approach, while limited, is pragmatic, reflecting
more closely what is actually occurring in the job
market, rather than projecting what ought to
occur.

Methods and Participation

The health manpower survey was conducted in
two phases; the first phase dealt with hard data,
that is, the number of persons employed in
various occupations as well as vacancies in those
occupations. The second phase dealt with sub-
jective information and consisted of interviews
of health care administrators. All data collected
are for the first quarter of 1972,

In the first phase, questionnaires were mailed
to health care facilities in the area. These ques-
tionnaires listed some 90 health occupations, with
space opposite each occupation for the number of
full-time equivalent positions, number of persons
employed, and number of vacancies in that oc-
cupation.

The survey form was mailed to hospitals,
skilled nursing care facilities, long-term mental
health institutions, voluntary and official health
agencies, independent laboratories, independent
physical therapists and inhalation therapists, and
group medical practices in the area. The lists for
the hospitals, skilled nursing facilities, and long-
term mental health institutions included in the
survey were constructed from the State of Cali-
fornia facility licensing list. All facilities licensed
in the area were included.
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The lists for the other organizations were some-
what more difficult to construct. Agencies in-
cluded were both official and voluntary. We sent
the questionnaire to all mental and physical health
agencies listed by the Los Angeles County or
Ventura County Welfare Information Service as
serving the consortium service area and providing
direct patient services.

Independent laboratories, physical therapists,
and inhalation therapists were put in a separate
category because many hospitals reported that
they contracted for these services with inde-
pendent operators. The list of these groups was
constructed partly from information provided by
the hospitals and partly from telephone listings.

Group medical practices were included in the
survey in an attempt to gain information about
the use of health manpower in more complex of-
fice settings. Forms were sent to those whose
telephone listing indicated a group practice, either
single or multispecialty. There was no attempt to
survey other private practitioners—physicians,
dentists, psychologists, chiropractors, pharma-
cists, or others.

After three mailings and at least one telephone
contact, the response rate to the mailed question-
naire was considered more than adequate for the
purpose of the study. Hospitals showed the best
response rate at 89 percent. Group medical prac-
tices had to be eliminated from further analyses
because their response rate was 31 percent and
judged not to be sufficiently representative. The
response rates for the various institutional cate-
gories were as follows:

Lo Respondents
Institution Total Number Percent
Hospitals .................. 53 47 89
Skilled nursing care facilities. . 104 66 63
Long-term mental health

facilities ................ 8 6 75
Agencies ............ ..., 71 54 76
Independent laboratories,

physical therapists,

inhalation therapists ...... 61 28 46
Group medical practices .. ... 61 19 31

The purpose of the second phase of the study,
the interview, was to discuss specific problems
faced by health care administrators in staffing and
operating their facilities. In this portion of the
survey we attempted to identify occupations for
which trained persons are in short supply as well
as positions filled by persons not appropriately
trained for tasks they are performing. There were



14 questions asked in the interview. Examples of
these questions follow:

1. Are there any health occupations for which you
have difficulty employing or recruiting trained persons?
(describe)

2. Are there persons from any health occupation
employed by you who are consistently inadequately
trained? (describe)

3. Are there health occupations which you currently
employ which you did not 2 years ago? (describe)

Administrators from all participating hospitals
and a sample of 20 administrators of skilled nurs-
ing -care facilities were interviewed. There were
no interviews of other administrators. Only two
interviewers were used, one completing all inter-
views of hospital administrators, and the other,
administrators of skilled nursing care facilities.
The interviewers used the nondirective inquiry
technique.

We plan to update the study, using a sampling
technique, in the first quarter of 1974 in order to
identify changing manpower trends.

Discussion and Interpretation

There are some 3.9 million workers in the
health care industry in the United States. In the
facilities responding in the survey there were
23,137.3 full-time equivalent positions (table 1).
Adjusting this number for facilities that did not
respond in the survey yields an estimated total of
28,865.3 full-time equivalent positions (table 2).
Many health workers, such as physicians, dentists,
and their employees, were not included in the
survey. If one includes these, one can conclude
that locally, as well as nationally, health care is
the third or fourth largest industry.

Unlike other major industries, health care em-
ployees do not work in large plants but in hos-
pitals, nursing homes, clinics, and agencies—
some with few employees—and in the offices of
physicians and dentists. The health care industry
is indeed fragmented geographically as well as
organizationally.

The most striking data in table 1 are the va-
cancy rates. Administrators were asked to
enumerate the vacancies for which they were cur-
rently recruiting. The overall vacancy rate was
1.6 percent, a rate well below that anticipated at
the outset of the survey. Most other industries
find a position vacancy rate of 4 or 5 percent ac-
ceptable (2). It should also be pointed out that
positions do not tend to remain vacant for very
long.

Although vacancy rates are low in health care
facilities on a given day, employee turnover re-
mains high. The Hospital Council of Southern
California collects turnover data voluntarily sup-
plied by the hospitals. Not all hospitals partici-
pate, nor do all participating hospitals report
every quarter (3).

The rates of employee turnover for hospitals
in southern California for the first quarter of
1972 were as follows:

Types of worker Rate
Registered nurses ................c..c0unin... 8.26
Licensed vocational nurses ................... 8.48
Nursing assistants ........................... 9.95
X-ray technicians ........................... 7.33
Medical technologists ........................ 8.05
Clerical workers ..................cciivvnn.. 10.41
Dietitians, food preparation workers ........... 10.41
Housekeeping ..............cciiiiiiinnenn.. 11.79
Maintenance .............c.0iiiiiiiiiiann, 5.84

Total .........ciiiiiiii i 8.56

On the average, the rates for hospitals in the
survey area were close to those reported to the
hospital council. The general turnover rate in
hospitals in southern California was 8.56, which
can be projected to 34.24 for the entire year.
Some hospitals have reported as high as 25 per-
cent turnover in one quarter of 1972. These sta-
tistics may represent the lowest possible estimate
of turnover, as nonreporting hospitals are likely
to be those with higher turnover rates.

It is important to realize that this high turn-
over would be unacceptable in most industries.
Experts report that for most large industries, a
yearly turnover of 10 to 1.5' percent would be ac-
ceptable to maintain stability as well as a dynamic
operation (2).

Perhaps the most important interpretation of
the high turnover in the presence of low vacancy
rates is that jobs are similar in the various health
facilities. The high turnover also indicates that
employees are not identifying with a given insti-
tution and making a career investment in that
institution, but instead are floating from one job
to the next.

Several contributing factors prevent health
workers from making a career commitment to one
facility. Career ladders in the health field are few.
Opportunities for persons to build on their pro-
fessional skills are limited. In addition, generally
there have not been comprehensive fringe benefits
in the health field which might encourage em-
ployees to stay with a given facility. Only now are
retirement plans and maternity leave being of-
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fered. These contribute to a stable work force,
and most of them have been lacking in the health
care industry.

Information on selected occupations is given in
table 3. While we do not propose to discuss each
occupation, we think it important to discuss how
the data might be used.

The data will be most useful to those planning
programs in the various community colleges, Cal-
ifornia State University, Northridge, and in occu-
pational centers in this part of southern Cali-
fornia. As a starting point, a college planning to
add or expand training courses for a particular
occupation could study the data and project to
account for institutions not participating in the
survey. Then, with the assistance of health care
facilities, other educational institutions, and
health planning agencies, they will need to ac-
count for population growth, facility expansion,
possible changes in the delivery system, and the
number of persons currently being trained.

Table 1.

Nursing

Nursing is the only group of occupations that
we discuss specifically in this article. Nursing is of
obvious importance to the health care delivery
system, and nurses are the largest single dis-
cipline. In the institutions surveyed, 4,124 reg-
istered nurses were identified as employed in par-
ticipating health facilities; 3,777 of these work in
hospitals.

In that portion of the health manpower survey
which dealt with the number of persons employed
in various occupations, we requested that the
number of nurses who had baccalaureate degrees
be enumerated separately from registered nurses
who were graduates of 2- and 3-year programs.

Skilled nursing facilities and many hospitals
were not able to provide information on the
educational background of nurses. Of the 2,231
RNs identified in the 25 hospitals reporting edu-
cational level of nurses, only 261, or 11.7 percent,
currently hold a baccalaureate degree. Of these

Employees and vacancies in facilities participating in the health man-

power survey, by type of facility

Number of. Vacancies
. umber of— reported
T f facil
ype of factlity Em- Num- Per-
Facilities Beds ployees® ber* cent
Hospitals .............uiiiiiiiiiiiiiiieinnaeennn. 47 10,802 17,570.0 205.6 12
Skilled nursing care facilities .............c..cciai..n. 66 6,284 3,138.3 112.5 3.6
Long-term mental health facilities .................... . 6 405 198.3 1.5 .8
AgENCIES ...ttt it it it et et 54 ..... 1,153.3 26.7 2.3
Independent laboratories, physical therapists, and
inhalation therapists ..............c.0iiiieiinnn.. 28 ..... 1,077.4 28.5 2.6
Total .o e et 23,137.3 3748 1.6

*In full-time equivalents.

Table 2. Projected total of employees, in full-time equivalents, in the heath man-
power survey area, by type of facility
Number of employees
Participating Projected .

Type of facility facilities  for nonpar- Pr?(’)f:]ted
telpating - gor 1972

facilities
e 17,5700  2,061.2 19,6312
Skilled nursing care facilities ..........ccoveieieenenans 3,138.3 1,709.0 4,847.3
Long-term mental health facilities ...................... 198.3 128.2 326.5
ABENCIES . ... ..ttt it ittt ittt eearaae 1,153.3 226.8 1,380.1

Independent laboratories, physical therapists, and

inhalation therapists ...............ce0eeennn Ceeeens 1,077.4 1,602.8 2,680.2
Total ... ... i i i it i it eeeaa 23,137.3 5,728.0 28,865.3
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Table 3. Positions, employees, and vacancies in all facilities, by occupation, reported
in the health manpower survey

o y Number of— Percent of
ccupation - iti
P Positions' Employees v;:? p‘?:égggs

Registered nurse (2-4 years training) ....... 3,616.5 4,142 66.6 1.8
Licensed vocational nurse .................. 1,088.1 1,229 39.5 3.6
Nursing assistant ......................... 4,492.3 5,009 139.0 3.1
Licensed clinical laboratory technologist .. ... 586.5 651 16.0 2.7
Non-licensed laboratory technician ......... 202.8 204 6.0 3.0
Radiologic technologist ................... 241.9 273 5.0 2.1
Electrocardiographic technician ............ 71.3 81 0 0
Electroencephalograph technician ........... 42.5 46 0 0
Inhalation therapist ...................... 225.3 242 2.0 9
Physical therapist ........................ 160.4 188 5.0 32
Physical therapy assistant ................. 92.6 103 0 0
Registered occupational therapist............ 63.4 70 2.5 3.9
Occupational therapy assistant ............. 242 32 1.0 4.1
Recreation therapist ...................... 35.9 38 1.0 2.8
Speech theérapist ......................... 15.6 23 0 (1]
Social worker (MSW degree) .............. 277.6 308 2.0 7
Social worker assistant ................... 53.9 61 0 0
Psychologist ................ccviiiiinnnn 115.3 137 0 0
Pharmacist ................ciiviiinnn.. 123.3 150 0 0
Medical records librarian .................. 41.9 50 20 4.8
Medical records technician ............... 32,5 36 0 0
Dietitian .............. .. i, 91.6 118 0 0
Food service supervisor ................... 114.0 117 0 0
Central supply technician ................. 203.8 222 3.0 1.5

* In full-time equivalents.

261 RNs, 135 are employed in one hospital,
which until recently had a policy of hiring only
graduates of degree programs. If these 135 are
subtracted from the total, the percentage of nurses
with baccalaureates drops to 6.1.

In the State of California, 24 percent of all RNs
are trained in baccalaureate programs; nationally
this percentage drops to 19 (4). The area of the
consortium is obviously well below both the State
and national levels.

Results of Interviews

Administrators from all 47 hospitals participat-
ing in the survey were interviewed in the second
phase of the survey. A number indicated that their
hospitals are expanding outpatient services. This
expansion is in response to the possibility of legis-
lation establishing a national health insurance
system and encouraging health maintenance orga-
nizations.

More than half the administrators reported
having difficulty employing sufficient RNs, al-
though many qualified their remarks, saying that
they have problems only on night and evening
shifts and in filling positions for specialists, such
as critical care nurses. When asked if there are
health occupations for which training is inade-

quate, most administrators mentioned the RN
graduate of associate of arts degree programs.
Several suggested the possible need for a 6-month
to 1-year internship period for those with AA
degrees.

The interviewer also attempted to solicit infor-
mation on new occupations which had been added
to the staff in the last 2 years or which may be
added in the next 2 years. Most of the responses
cited occupations which evolved because of new
technologies, such as cardiac catheter technician
and nuclear medicine technician, or are related to
social services such as patient care coordinator.

The problem most frequently expressed by the
administrators of skilled nursing care facilities is
the difficulty of hiring well-trained nursing assis-
tants. These agencies depend heavily on nursing
assistants to provide care. In this study, 76 per-
cent of all nurses in extended care facilities were
nursing assistants. The administrators have ex-
pressed a need for assistance in offering inservice
training to upgrade the quality of nursing care.
Future Planning

The first consideration in planning for ade-
quate health manpower is anticipated population
growth. The consortium’s health -manpower sur-
vey used data from the 1970 population census.
These statistics show an anticipated growth rate
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for the San Fernando Valley of about 10 percent
between 1970 and 1975, and 35 percent between
1970 and 1990. Dramatic growth rates are antici-
pated for the Antelope Valley (Lancaster-Palm-
dale) and the Santa Clarita Valley (Saugus-New-
hall). The 20-year projection for the Antelope
Valley is 5 times the 1970 population of 76,100,
and for the Santa Clarita Valley, it is 4.5 times
the 1970 population of 54,400. These projections
assume the development of a major airport in
Palmdale and industrial development in both
areas.

The Santa Clarita Valley, and particularly the
Antelope Valley, are geographically separate from
the other areas of the consortium. Because of the
large anticipated growth rate of these two valleys,
special planning to meet their needs will be neces-
sary.

In 1970, the Health Manpower Council of
California completed a report entitled “The Im-
pact of National Health Insurance on the De-
mand for Health Manpower” (5). In that report
the council estimates that, after an initial 3-year
period of greatly increased demand, there will be
a yearly increased demand of approximately 15
percent for hospital workers and a 9 percent
yearly increase for physicians. These estimates are
based on past experience with Medicare. They
assume no change in the health care delivery sys-
tem. If the delivery system should become more
efficient, those figures must be revised downward.

Additional consideration must be given to ex-
pansion of facilities in the area surveyed. As re-
ported in the interview phase of this survey, more
than 1,200 new hospital beds will be added in the
San Fernando Valley in the next 2 years. No new
facilities with bed capacity are currently under
construction in the other areas of the survey.
These 1,200 new beds might mean increased de-
mands for health manpower.

According to information available through the
Comprehensive Health Planning Association of
Los Angeles County, hospital occupancy rates run
as low as 50 percent in many hospitals in the San
Fernando Valley. Anticipating the health man-
power needs of the new and expanded facilities
must therefore be approached cautiously. For
economic reasons, some beds may not be put into
use immediately. The low occupancy rates may
reflect the change in emphasis to outpatient serv-
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ices as well as the current economic depression
of the area.

- A great deal has been written about the health
manpower shortage, but this study has been un-
able to document that shortage. There may be an
oversupply or maldistribution, or both, in some
occupations. Health planners will have to study
those possibilities in the future.

The Health Manpower Committee of the con-
sortium, in light of the results of this survey, has
recommended that, for the next 2 or 3 years,
resources should not be used to expand existing
programs or develop new training programs.
Rather, the resources ought to be used at this time
to restructure curriculums providing for the inter-
disciplinary core curriculum. Also, articulation
and transferability of credits among educational
institutions ought to be expanded. Health care
facilities themselves must be asked to look at the
possibility of developing internal career ladders
which may discourage high turnover. If resources
are thus directed in the next 2 or 3 years, the
schools will be prepared to expand their programs
easily a few years from now when demand for
health manpower increases.

It may be that the results of this survey are
unique. However, there is also the possibility that
the health manpower shortage has been exag-
gerated. Because it is important not to train peo-
ple for jobs which do not exist, educators and
planners must carefully examine training pro-
grams to insure that valuable resources are not
wasted.
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Pharyngeal Culture Program in Colorado

HAM JACKSON, MD

RHEUMATIC HEART DISEASE deserves our
most vigorous efforts, because it starts in children
and hits peak disability among those in the
prime of life. Unlike other forms of heart disease
which are receiving so much attention these days,
the complete eradication of rheumatic heart dis-
ease is a realistic goal with the knowledge and
ability we have available right now, because we
can control the precursor, streptococcal infection
).

The usefulness and the necessity of pharyngeal

Dr. Jackson is with the Fort Morgan Medical
Group, P.C., in Fort Morgan, Colo. This paper is
based on a speech delivered at the National Con-
ference on Partnership in Programming in Albu-
querque, N. Mex., June 3, 1972.

Tearsheet requests to Ham Jackson, MD, Fort
Morgan Medical Group, P.C., 9th and Main Sts.,
Fort Morgan, Colo. 80701.

cultures for adequate treatment of streptococcal
infection has been well covered (2,3). For proc-
essing these very essential cultures, there are sev-
eral options open to the physician. Processing
cultures in the physician’s office has been ade-
quately discussed by Markowitz (4). The cultures
can be sent to hospital or private laboratories for
processing, but this is usually excessively expen-
sive (5). In some situations, such as those de-
scribed by Phibbs and Zimmerman (6), the brunt
of control is borne by volunteers working through
the schools. All of these methods have proved to
be effective when adequately applied.

My discussion is limited to the principal
method used in Colorado and in several other
States—the mass processing of cultures in central
laboratories. Ideally, all physicians should have
the proper training, equipment, and motivation to
process pharyngeal -cultures in their offices, but
this situation does not always hold. Thus, in 1959
the Colorado Heart Association and the State
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and knowledgable State laboratory director, was
of inestimable value.

Vigorous promotion by the heart association
was a major factor in the success of Colorado’s
program. Informational materials were mailed to
all practicing physicians. Physicians received both
initial and subsequent editions of some pamphlets.
Physicians also received several reprints concern-
ing the control of rheumatic fever and on several
occasions, small reminder leaflets.

The 1967 physician survey was a significant
promotional effort. During streptococcal epidem-
ics, physician education at the county medical
society level has proved to be very effective, and
extensive and continued use of the mail-in culture
program usually occurs subsequently. Of great
importance is lay education which not only teaches
people to have due regard for sore throats, but
also encourages them to apply pressure on prac-
ticing physicians to take specimens for culture.
The public educational efforts have been extensive
—many news articles year after year; heart fairs
which have been well received and apparently
effective; multiple programs at heart association
assemblies; many public programs for PTA
groups, women’s civic clubs, and so on; wide dis-
tribution of leaflets; and finally, effective use of
the news media during streptococcal epidemics.

The establishment of regional laboratories gen-
erates local interest, provides quicker service, and
allows closer monitoring of streptococcal preval-
ence. These laboratories are the result of a coop-
erative effort by the heart association and the
public health departments. In addition to public-

ity and promotional and educational activities, the
heart association has often provided the initial
startup money and support until the need for the
laboratory could be adequately demonstrated to
local health boards. Health departments initially
provided personnel and space, but they soon as-
sumed full responsibility for the operation of the
laboratories.
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Rheumatic heart disease can
be eradicated by adequate con-
trol of its precursor, streptococcal
infection, by pharyngeal cultur-
ing. One method of adequate
culturing is the mass mail-in sys-
tem used in Colorado. Cultures
are taken in the physician’s office
and mailed to central labora-
tories, where they are processed.
Reports of positive cultures are
telephoned to the physician, who
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then institutes adequate therapy
and does family contact cultures
when indicated. This system re-
quires no equipment or space in
the physician’s office, and it is
readily adaptable to a visiting
nurse service, screening pro-
grams, and clinics. It is low cost
and offers the advantages of mon-
itoring community prevalence of
streptococcal disease. This sys-

tem has been widely accepted in
Colorado by physicians and the
public. Data indicate that rheu-
matic fever has been reduced in
areas where culturing is exten-
sive. An essential factor in the
rapid growth and acceptance of
Colorado’s culture program has
been the vigorous promotion by
the Colorado Heart Association
directed toward both physicians
and the lay public.



Survey Ilnstrument to Study
lustitutional lare Services
lor Convalescent and Long-Term Patieuts

HARVEY E. ARCHER, MHA, and ABRAM L. VAN HORN, MD

WITH THE ADVENT OF MEDICARE, hos-
pitals and other health care institutions are faced
with a growing number of patients who occupy
beds in acute care hospitals and related health
facilities for prolonged periods. Many of these
patients are inappropriately placed in relation to
the level of care they require. This misuse of
resources is of concern to the hospital administra-
tor, the medical staff, the hospital utilization re-
view committee, and the third-party payer.

Prudent use of our community health facilities
and resources dictates the need to evaluate the
utilization of existing facilities and services and to
determine the steps which should be taken to
bring about more efficient utilization. The goal of
these steps is to insure a satisfactory quality of
care for each patient commensurate with his
needs at the lowest possible cost.

Among the research projects developed under
the aegis of the Health Services Research Center
of the University of North Carolina (UNC) are
several concerned with the development of instru-
ments for evaluating the delivery of health serv-
ices. With the center’s support, one such instru-
ment was constructed as part of a 1970 study of
hospital-based, long-term care units in North
Carolina by the Department of Hospital Admin-
istration, UNC School of Medicine. This study
was supported by the Health Services Research
Center through research grant 5P16 HS00239-03
from the National Center for Health Services Re-
search and Development, Department of Health,
Education, and Welfare. The complete report of

this study with the findings is available on request
to Archer (1).

Instrument Development

The purpose of our report is to describe the
instrument, its development, the method of ad-
ministering it, its advantages and limitations,
and the purposes for which it can be used.

The principal objectives of the project for
which the instrument was developed and designed
follow:

1. To describe the administrative characteris-
tics and organizational patterns in the relation-
ship between hospitals and their long-term care
units

2. To explore the demographic and health
characteristics of the patient population in the
hospital-based long-term care units

3. To determine the effect of the long-term care
units upon the utilization of beds for acute care
in the parent hospital

4. To identify transfer barriers which prevent
the movement of patients to appropriate facilities
for care.

Mr. Archer is associate professor and acting
chairman, and Dr. Van Horn is a research asso-
ciate, in the Department of Hospital Administra-
tion, University of North Carolina School of
Medicine. Tearsheet requests to Harvey E.
Archer, Acting Chairman, Department of Hos-
pital Administration, University of North Carolina
School of Medicine, Chapel Hill, N.C. 27514.
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In developing the instrument for the project, a
detailed review was undertaken of the objectives
sought, the type of data required to enable the
investigation to satisfy the objectives, the method
to be used in collecting such data to insure its
validity and, finally, the method of data analysis
to be employed.

Early in the review period, literature was
searched for reports of similar studies, with spe-
cial attention given to the type of data acquired
and the methodology employed in conducting
such studies (2-5). It soon became apparent that
the nature and scope of the study of hospital-
based, long-term care units in North Carolina
required a new approach and more detailed data.

For example, it was evident, in exploring the
effect of these units upon the utilization of beds
for acute care in the parent hospital, that not only
should the health characteristics of patients stay-
ing for long periods in beds for acute care be
identified, but also the appropriateness of their
assignment and the barriers which prevented their
movement to more appropriate facilities. During
this initial review several consultants explored the
development and design of an instrument that
would assure the acquisition of valid data to
fulfill the requirements of the objectives.

Several drafts of the survey instrument were
prepared and analyzed, with each item weighed
and subjected to critical review. These reviews
resulted in a working survey instrument which
was then tested in two hospitals and one nursing
home facility. Our purpose was to observe the
attitudes and ability of the nurses to understand
the concept and provide the essential data, As a
result of these field tests, a few minor changes
were made before the final printing of the form,
which is reproduced on the next four pages. Copies
of the instructions for interviewers who use the
long-term patient care survey form are available
from Archer.

The instrument was designed to be filled out
by an experienced interviewer familiar with med-
ical terminology as well as with the characteristics
of institutional patient care services. In the North
Carolina study, the interviewers from the uni-
versity’s School of Medicine and the Health Serv-
ices Research Center included two faculty mem-
bers from the department of hospital administra-
tion, two physicians, one registered nurse, and
one senior medical student.

It is our opinion that completion of the form by
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a few qualified and well-briefed interviewers en-
hances the validity of the data collected. This
method of data acquisition avoids the accumula-
tion of questionable data based on wide variations
in interpretations by persons without intimate
knowledge of diagnoses and of the characteristics
of patient care. It also permits the trained inter-
viewer, through appropriate inquiries, to clarify
for recording, at the time of the survey, informa-
tion which otherwise might result in a faulty rec-
ord.

The sources of information recorded on the
survey form were the patient’s institutional med-
ical records, yielding specific demographic data
and medical information, and the charge nurse.

Zimmer and Groomes, in their study (6), have
shown a high degree of agreement between judg-
ments of the charge nurse and the attending physi-
cian regarding the physical status of convalescent
and long-term patients, their needs for various
levels of care, and the appropriateness of their
placement. Many observers believe that the judg-
ments of the charge nurse, who has the oppor-
tunity and, in fact, the responsibility for observing
the day-to-day condition of each patient under her
care, are perhaps more valid than those of the
attending physician, who may see the patient at
irregular and infrequent intervals.

The interviewer should be assured that the
charge nurse is prepared to give a reasonable
block of time for the interview, preferably without
interruption, if a considerable number of patient
records are to be reviewed with her. In the UNC
study it was found that, after the first few forms
were completed, the survey instrument could be
completed for each patient in less than 10 min-
utes.

Categories of Data Collected

The categories of information in the instrument
can be summarized as follows:

Demographic data

Principal type of care being rendered

Diagnosis

Physical impairments with scaled measurements
Sensory deprivations with scaled measurements
Mental status and behavioral patterns

Nursing assistance required in activities of daily
living

8. Bed status and degree of ambulation

9. Nursing care provided

10. Restorative nursing care

11. Hospital services utilized

12. Medications (type and number)

13. Diet
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Sequence.

LONG-TERM CARE PATIENT SURVEY

SURVEY DATE

(1-5) Mo. (6-7) Day (8-9) (10-11)
INSTITUTIONAL CODE:
12-14)
(15) TYPE OF FACILITY: 1—Hosp.
2—Hosp. ECF 5—ECF-NH
3—Hosp. NH 6—ECF
4—Hosp. ECF-NH 7—NH
PERSONAL DATA:
Name: - —
(Last) (First) (Initial)
Soc. Sec. No. - - Patient No
(16-18) (19-20) (21-24)
Date of Adm. ____ 19.
Mo. (25-26) Day (27-28) (29-30)
(31) L.P.S. to Date:
1—Less than 15 days 6—9 mos to 12 mos.
2—15 to 30 days 7—1 yr. to 2 yrs.
3—31 to 60 days 8—2 yrs. to 5 yrs.
4—61 days to 6 mos. 9—Over 5 yrs.
5—6 mos. to 9 mos.
(32) Sex: 1—Male 2—Female
(33) Race: 1—White 2—Nonwhite
(34) Marital Status: 1—Mar. 2—Sing. 3—wid. 4—Div. 5—Sep. 6—Ukn.
(35) Age Group:
1—Under 18 4—45-54 yrs. 7—75-84 yrs.
2—18-34 yrs. 5—55-64 yrs. 8—85 and over
3—35-44 yrs. 6—65-74 yrs. 9—Unknown
Place of Residence:
(36) State: (37) County:
1—N.C. 1—Same County as Facility
2—S.C. 2—Adjacent County
3—Vva. 3—Beyond Adjacent County
4—Tenn. 4—Unknown
5—Ga.
6—Other St.
7—Unknown
(38) Source of Referral:
1—Home, hotel or rooming house 5—Nursing Home
2—General hospital 6—Rest home or home for the aged
3—Special hospital (TB, psy., chronic disease) 7—Other
4—ECF 8—Unknown
(39) Principal Type of Care Being Rendered:
1—Diagnosis and/or treatment
2—Short-term convalescent or restorative care (under 30 days)
3—Long-term rehabilitation care
4—Long-term custodial or terminal care
5—Protective living (no nursing care needed)
6—Other (Specify:
CODE NUMBERS FOR DIAGNOSES
Code # Diagnosis Code # Diagnosis
01 Heart diseases 11 Psychoses
02 Hemiplegia (mainly from stroke) 12 Psychoneuroses & other behavior disorders
03 Other circulatory diseases 13 Diabetes
04 Senility 14 Neoplasms
05 Hip Fracture 15 Genitourinary diseases
06 Other Fracture 16 Gastrointestinal diseases
o7 Arthritis and rheumatism 17 Total blindness
08 Paralysis agitans 18 Respiratory
09 Multiple sclerosis 19 . All other diagnoses
10 Other paralyses 20 Unknown
CURRENT MEDICAL DIAGNOSES:
(40-41) (42-43) (44-45) (46-47) (48-49) (50-51)




DISABLING CONDITIONS:

Moderate Impairment Severe Impairment

3 4
3 4
Two Three Four
Extremities Extremities Extremities
4 5 6
Moderate Severe Complete
Impairment Iimpairment Loss
4 5 6
4 5 6
4 5 6
4 5 6
4 5 6
Most of
the Time
4
4
4
4
4
4
DEPENDENT

2—assistance in bathing more than one part of
body; assistance in getting in or out of tub or
does not bathe self

2—does not dress self or remains partly undressed

2—uses bedpan or commode or receives assistance
in getting to and using toilet

2—assistance in moving in or out of bed and/or
chair; does not perform one or more transfers

2—partial or total ir in _uri i or
defecation; partial or total control by enemas,
catheters, or regulated use of urinals and/or
bedpans

2—assistance in act of feeding; does not eat at all
or parenteral feeding

4—Out of bed 6-12 hours per day
5—Out of bed 2-6 hours per day
6—Out of bed 1-2 hours per day

None Slight Impairment
(52) Tremor 1 2
(53) Paralysis 1 2
Foot or Arm or
None Hand Leg
(54) Amputation(s) 1 2 3
SENSORY DEPRIVATION:
Unable No Im- Slight
to Rate pairment Impairment
(55) Speech 1 2 3
Hearing:
(56) Without prosthesis 1 2 3
(57) With prosthesis 1 2 3
Vision:
(58) Without glasses 1 2 3
(59) With glasses 1 2 3
(60) MENTAL STATUS:
1—Unable to rate
2—Oriented all the time
3—Confused some of the time
4—Contused most of the time

PRINCIPAL BEHAVIOR PATTERNS:

Unable Some of

to Rate Rarely the Time
(61) Combative 1 2 3
(62) Wanders 1 2 3
(63) Withdrawn 1 2 3
(64) Belligerent 1 2 3
(65) Noisy 1 2 3
(66) Cooperative 1 2 3

NURSING ASSISTANCE WITH A.D.L.:
A.D.L. INDEPENDENT

(67) Bathing (sponge, shower or tub) 1—assistance only in bathing a single part (as back
or disabled extremity) or bathes self completely

(68) Dressing 1—gets clothes from closets and drawers, puts on
clothes, outer garments, braces; manages fast-
eners; act of tying shoes is excluded.

(69) Toileting 1—gets to toilet; gets on & off toilet; arranges
clothes; cleans organs of excretion; (may man-

+ age own bedpan used at night only and may or
may not be using mechanical supports.)

(70) Transfer 1—moves in and out of bed independently & moves
in and out of chair independently (may or may
not be using mechanical supports)

(71) Continence 1—urination and defecation entirely self controlled

(72 Feeding 1—gets food from plate or its equivalent into
mouth (precutting of meat and preparation of
food, as buttering bread, are excluded from
evaluation)

(73) BED STATUS:

Ambulatory: Chairbound:

1—Out of bed 6-12 hours per day

2—Out of bed 2-6 hours per day

3—O0ut of bed 1-2 hours per day

7—Bedfast

(74) AMBULATION:

1—Climbs stairs with no human assistance

2—Climbs stairs only with human assistance

3—Walks with no human assistance

4—Walks only with human assistance

5—Walks with walker or cane

6—Walks with crutches

7—Patient uses wheelchair with no human assistance

8—Patient uses wheelchair only with human assistance

9—Not applicable since patient is bedfast

PATIENT'S GENERAL CONDITION SINCE ADMISSION:

Unable to Rate Improved Unchanged

(75 Physically 1 2 3

(76) Psychologically 1 2 3

(77-79—Blank

(80)-A (card sequence)

Deteriorating

4
4



(1-5)

NURSING CARE PROVIDED:

Several Times Several Times
None PRN Monthly Weekly Weekly Daily Daily
( 6) Vital Signs 1 2 3 4 5 6 7
(7) Blood Pressure 1 2 3 4 5 6 7
( 8) Urinalysis 1 2 3 4 5 6 7
(9) Weight 1 2 3 4 5 6 7
(10) Enemas N 2 3 4 5 6 7
Irrigations:
(11) Bladder 1 2 3 4 5 6 7
(12) Colostomy 1 2 3 4 5 6 7
(13) ENT 1 2 3 4 5 6 7
(14) Vaginal 1 2 3 4 5 6 7
(15) Catheterization 1 2 3 4 5 6 7
(16) Dressings 1 2 3 4 5 6 7
Exercises:
(17) R.O.M. 1 2 3 4 5 6 7
(18) Muscle Strengthening 1 2 3 4 5 6 7
(19) Special Feeding Tube 1 2 3 4 5 6 7
(20) Oxygen Therapy or Suctioning 1 2 3 4 5 6 7
Incontinence:
(21) Bladder 1 2 3 4 5 6 7
(22) Bowel 1 2 3 4 5 6 7
(23) Decubiti Care 1 2 3 4 5 6 7
TEACHING RESTORATIVE NURSING CARE:
Not Needed But Several Times Several Times
Req. Not Given Weekly Weekly Daily Daily
(24) Gait training, transfer 1 2 3 4 5 6
(25) Use of assistive appliances 1 2 3 4 5 6
(26) Self-admin. of medicati 1 2 3 4 5 6
(27) Bowel or bladder training 1 2 3 4 5 6
(28) Diet instructions 1 2 3 4 5 6
(29) A.D.L.; bathing, feeding, etc. 1 2 3 4 5 6
SERVICES UTILIZED:
The patient is receiving each of the following services:
Every
3 to 6 Twice
None Annually Months PRN Monthly Weekly a Week Daily
(30) Radiology 1 2 3 4 5 6 7 8
(31) Laboratory 1 2 3 4 5 6 7 8
(32) Phys. Therapy 1 2 3 4 5 6 7 8
(33) Occup. Therapy 1 2 3 4 5 6 7 8
(34) Rec. Therapy 1 2 3 4 5 6 7 8
(35) Social Service 1 2 3 4 5 6 7 8
(36) Dental 1 2 3 4 5 6 7 8
(37) oOptical 1 2 3 4 5 6 7 8
(38) Podiatry 1 2 3 4 5 6 7 8
(39) Inhalation Therapy 1 2 3 4 5 6 7 8
(40) Speech Therapy 1 2 3 4 5 6 7 8
MEDICATIONS:
Number Receiving
Type None One Two Three Four Five Six Seven Eight Nine+
(41) oral 0 1 2 3 4 5 6 7 8 9
(42) S.C., Rectal or Topical 0 1 2 3 4 5 6 7 8 9
(43) IM 0 1 2 3 4 5 6 7 8 9
(44) v 0 1 2 3 4 5 6 7 8 9

(45) Can patient or persons living with patient be taught to administer all of the medications? (except IV's)
1—Yes
2—No, due to the nature of the medication
3—No, due to physical incompetence of the patient or person(s) living with the patient
4—No, due to mental incompetence of the patient or person(s) living with patient
5—Don’'t know

(46) DIET:
Patient is on a prescribed special diet:
1—Which does not require professional supervision and control.
2—Which requires professional supervision and control.
3—Which cannot be provided in the patient's own home due to the nature of the diet.
4—Which cannot be provided in the patient's own home due to the physical incompetence of the patient or person(s) living with the patient.
5—Which cannot be provided in the patient's own home due to the mental incompetence of the patient or person(s) living with the patient.
6—But don't know whether it can be provided in the patient’s own home.
7—Patient is not on a prescribed special diet.

(47) LAST VISIT BY A PHYSICIAN:

0—Unknown 5—Within the last month
1—Within the last 48 hours 6—Within the last 2 months
2—Within the last 72 hours 7—Within the last 6 months
3—Within the last week 8—Wwithin the last year

4—Within the last 2 weeks 9—Within the last 2 years



(48) REASON FOR M.D. VISIT:
1—Diagnosis and/or treatment upon an admission and/or transfer
2—Routine supervision

3—Change in condition requiring itional diag; is and/or tr
4—Discharge or transfer visit
5—Not known
(49) PLACE WHERE LAST SEEN BY M.D.:
1—Hospital as inpatient 6—Nursing home
2—Emergency room 7—M.D.'s office or private clinic
3—Hospital outpatient dept. 8—Patient’'s home
4—Extended care facility 9—Unknown

5—Public health clinic
(50) ROUTINE PATTERN OF PHYSICIAN VISITS TO PATIENT SINCE HIS ADMISSION TO THIS FACILITY:

1—Unknown 4—Semi-annually 7—Twice a month
2—No visits 5—Quarterly 8—Weekly
3—Annually 6—Monthly 9—Twice a week or more

LIVING ARRANGEMENTS:

(51) Prior to being an inpaiienl. the patient: 1—Lived alone 5—Lived with non-relative
2—Lived with household help 6—Other (specify)
3—Lived with spouse 7—Unknown
4—Lived with relatives
(52) Are the same living ar still i
1—Yes
2—No, the person checked in question 51 is no longer living at patient's home
3—No, family or non-relative refuses to permit patient to return home 4—No. pati s former i no longer exists
5—Other (specify) 6—Don't know

(53) HOME ENVIRONMENT:
1—Unknown
2—Suitable
3—Unsuitable due to physical facility
4—Unsuitable due to lack of necessary equipment
S5—Unsuitabl r tely located to ded health facilities

(54) Considering the medical condition of the patient today, which of the following facilities or programs is appropriate for the care of the patient?

0—Unknown

1—An acute general hospital

2—A long-term hospital (psy., chronic dis., TB)

3—An extended care facility

4—A skilled nursing home

5—A resident care institution

6—Patient’s residence under a coordinated home care program
7—Patient’s residence with limited home care services
8—Domiciliary institution (no care required)

9—Patient’'s residence (no care required)

TRANSFER BARRIERS:

(55-56) If the patient is not in the type of facility circied above, indicate the primary reason.

00—Unknown

01—Patient is in appropriate facility

02—Type of facility or program needed not available in the area

03—No bed available in the needed facility

04—Patient does not qualify for treatment or care under the policies of the facility or program
05—Physician advises against transfer because of quality of services in other facility or program
06—Uncertainty that patient will qualify for icare or icaid certificati in another facility or program
07—Family refuses transfer

08—Patient refuses transfer

09—Economic reasons

10—Patient awaiting transfer to another facility

11—Patient awaiting transfer to his place of residence

12—Other (specify)

(57-79)—Blank
(80)—B (card sequence)
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14. Frequency of visits by attending physicians
15. Adequacy of patient’s living arrangements
16. Level of care required and modality

17. Transfer barriers, if any

The instrument does not include certain socio-
economic data which may be of special interest
to some investigators but were not considered es-
sential in the study undertaken in North Caro-
lina. Excluded were patients’ religious preference,
number of living children, educational level, usual
occupation, employment status, family income,
and source of payment for care.

It should also be pointed out that in the UNC
study no effort was made to evaluate the actual
medical or nursing needs of the patient through
a medical audit or examination. The nature and
extent of the care being provided was considered
sufficient evidence of the level of care required by
the patient. Accordingly the structured instrument
makes no provision for such an assessment or
medical audit.

" Although it was recognized that nursing serv-
ices and care constitute the principal type of care
for patients in the study, no effort was made to
record the number of hours of such care given
each patient. Investigators concerned with the
influence of such data in developing patient classi-
fication systems could easily add these or similiar
items to the form.

Instrument Use

We found that the instrument effectively pro-
vided individual patient profiles as well as insti-
tutional profiles. The instrument also permits
standardization of data acquired and emphasizes
the collection of factual information rather than
subjective judgments. It can be used by groups
concerned with utilization review in the initial
screening of patients to permit concentration of
effort on those requiring detailed review. It is
also an effective mechanism for recording changes
in patients’ physical, psychological, and medical
conditions.

It should be recognized that the long-term care
patient survey form is not a decision-making tool
but provides a method for recording data which
should be considered in reaching decisions re-
garding classification of patients and the appro-
priateness of their assignment. Such data must be
weighed in relation to the sociological, physical,
medical, and environmental factors which affect
the patient’s total welfare.

Data from the survey instrument can be easily
transferred to punchcards and other data process-
ing systems for appropriate analysis and detailed
study.

Comment

There is a need for continued effort to extend
and improve our knowledge in evaluation tech-
nology in all areas of health and medical services,
particularly in direct patient care and in the de-
livery of health services. Perhaps no area has
been in greater need of evaluation than patient
classification and determination of the level of
care required by the individual patient. The ad-
vent of Medicare has accentuated the need for an
evaluative tool to assist in the classification of
patients according to the level of care they re-
quire.

The investigators have designed an instrument
which has been found to be effective in providing
profiles of individual patients and in determining
the appropriateness of their assignment. It can
also assist in the identification of transfer barriers
which tend to prevent the movement of patients to
appropriate facilities and to services designed for
meeting their special needs.

In our opinion a further refinement of this
instrument, by reducing the number of variables
without compromising the statistical reliability of
the data, would be desirable. We are currently
pursuing further studies in this direction.
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lucinogens have been used by
adults, university students, and
some high school students;
children have sniffed glue,
gasoline, or paint.

Until now efforts to stop drug
abuse and to treat drug users
in the area have been frag-
mented and severely limited by
lack of funds. Using the new
grant as an “umbrella” to
strengthen and coordinate their
resources, Anglos and Indians
now propose to offer drug pre-
vention and treatment services
to all members of their com-
munities. County hospitals will
provide emergency services
and detoxification. Residential
care will be available for nar-
cotic addicts through affilia-
tion with facilities in sourthern
Arizona. Community mental
health centers will offer after-
care, including individual
counseling, group and conjoint
therapy, recreational and voca-
tional rehabilitation, and 24-
hour “hot lines.” On remote
Indian reservations, where tele-
phone service is almost nil,
emergency service will be
handled by a 24-hour drop-in
center manned by trained com-
munity aides and volunteers.

Primary emphasis of the
drug program is on serving In-
dians in centers operating on
the reservations when this is
permitted (as it is by the
Apache Tribal Council) or in
facilities immediately adjacent
to the reservations.

Environmental Engineers
Certification Examination

The next qualifying examina-
tion for certification by the
American Academy of Environ-
mental Engineers will be held
June 25, 1974. Areas of spe-

cialty recognized by the acad-
emy are sanitary engineering,
air pollution control engineer-
ing, industrial hygiene engi-
neering, radiation protection
engineering, and solid waste
management.

The ,academy was organized
to improve the practice, elevate
the standards, and advance the
cause of environmental engi-
neering so as to better serve
the public. It is sponsored by
the Air Pollution Control Asso-
ciation, the American Institute
of .Chemical .Engineers, .the
American Public Health Asso-
ciation, the American Public
Works Association, the Ameri-
can Society for Engineering
Education, the American Soci-
ety of Civil Engineers, the
American Water Works Associa-
tion, and the Water Pollution
Control Federation.

Each applicant who is cer-
tified becomes a diplomate of
the academy. Requirements for
certification include good moral
and professional character,
graduation with a degree in
engineering from a qualified
institution, registration as a
professional engineer in one
of the States of the United
States or one of the Provinces
of Canada, 8 years of profes-
sional environmental engineer-
ing work—4 of which must be
in responsible charge, and
satisfactory completion of writ-
ten and oral examination.

Application forms for the
examination may be obtained
from the Executive Director,
American Academy of Environ-
mental Engineers, P.0. Box
1278, Rockvile, Md. 20850. For
consideration for admission to
the examination, applications
must be received by March 15,
1974.

Organizations for Review
Of Professional Standards

The president of the Ameri-
can Association of Foundations
for Medical Care, John Wood,
MD, has announced the forma-
tion of a new national organiza-
tion, the American Association
of Professional Standards Re-
view Organizations (AAPSRO).
Its specific and primary pur-
poses will be to promote, de-
velop, and encourage the pro-
fessional review of the delivery
of health care services by its
members. Active institutional
membership in AAPSRO re-
quires membership in AAFMC.
Active individual membership
requires membership in the
local Foundation for Medical
Care.

Dr. Wood acknowledges that
a tremendous amount of in-
volvement at all levels will be
required by any successful
PSRO operation. Communica-
tions will become a key, not
only for those charged with
policy decision but for those
developing and maintaining the
management skills necessary
for the effective operation of
PSROs.

The new organization is cur-
rently surveying the AAFMC
membership in order to pre-
pare a list of applicants for a
PSRO area designation. Area
designations were announced
in December by the Secretary
of Health, Education, and Wel-
fare. AAPSRO will hold a
4-day workshop in a central
location in the United States
for those members whose ter-
ritories have been designated.

In addition, AAPSRO is com-
pling a list of consulting or-
ganizations and persons whose
services are, or can be, made
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available to those charged with
the development and operation
of PSROs. Dr. Wood noted that
AAPSRO is also putting to-
gether an “ideal” model appli-
cation for PSRO designation.

Professional Associations
Of Public Health Service
To Meet April 1974

The ninth joint meeting of
the Professional Associations
of the Public Health Service
will be held in Washington,
D.C., April 8-11, 1974. A di-
versified audience of about
1,000 health professionals is
expected, including physicians,
dentists, nurses, engineers,
pharmacists, veterinarians, di-
etitians, scientists, sanitarians,
therapists, and other health
specialists.

Last year's meeting in
Phoenix, Ariz., attracted some
800 members and guests, and
a record number of approxi-
mately 320 scientific papers
were presented.

For further information, write
or phone Ms. Jackie Kramer,
Commissioned Officers Associa-
tion of the U.S. Public Health
Service, 1750 Pennsylvania
Ave., N.W., Washington, D.C.
20006 (phone 202: 298-8680).

Spanish-Language Edition
Of Medicaid-Medicare

A Spanish-language edition
of Medicaid-Medicare, a pock-
et-size, easy-to-read pamphlet
explaining the nation’s two
major health care financing
programs, has been issued by
the Medical Services Admin-
istration of the HEW Social and
Rehabilitation Service. More
than 40 million Americans are
eligible for help from one or
both of these programs.
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Both Medicaid and Medicare
help pay medical bills, but the
programs are not the same.
Medicaid-Medicare is published
to explain the differences be-
tween the two programs. “Cual
es Cual?” (Which is Which?),
the question on the cover, is
answered in Spanish in 29
pages of large type. The
Spanish translation takes into
consideration the differences
in idiom of the Spanish spoken
by Americans of Cuban, Mexi-
can, and Puerto Rico origin and
aims to be understandable to
all.

Single copies of Medicaid-
Medicare—Cual es Cual? (HEW
Publication No. (SRS) 73—
24911) are available as long as
the supply lasts from the Social
and Rehabiitation Service, 330
C Street, S.W., Washington,
D.C. 20201. Copies are also on
sale for 50 cents each from
the Superintendent of Docu-
ments, U.S. Government Print-
ing Office, Washington, D.C.
20402.

Poison Prevention Week
March 17-23, 1974

The education committee of
the American Association of
Poison Control Centers has pre-
pared several visual aids in ob-
servance of the annual Poison
Prevention Week. Following are
the materials available:

Slide talk, “Little Children
and Big Poisons”—44 slides,
35 mm., color, with annotated
script. Covers incidence, haz-
ards, preventive measures, and
first aid suggestions ($14).

Filmstrip, “Little Children
and Big Poisons’—38-frame,
color, with script. Designed for
presentation to pupils in grades
3-5. Discusses chemical haz-

ards in their homes and how
they can prevent accidental
poisoning ($6.50).

First aid for poisoning card
—>5- by 8-inch card of instruc-
tions for the handling of poi-
soning emergencies (200 or
less, free: reproduction proof
for local printing, free).

Flyer, “Poison Isn't Kid
Stuff’—3%2- by 7-inch, 4-page
illustrated flyer suggests dan-
gerous household products be
kept away from children and
that when a poisoning is sus-
pected, medical advice should
be obtained. (Reproduction
proof for local printing, free.)

Poster, ‘“Little People Don’t
Read Labels”"—11- by 15-inch,
color, illustrated, bearing mes-
sage ‘“Little People Don't Read
Labels.” (1 copy free; $5 per
100.)

Poster, “Syrup of Ipecac”—
8- by 11-inch, color, contains
a picture of a bottle of syrup of
ipecac and the legend “Get me
—Just in Case!” (1 copy free,
suitable for local printing.)

All requests should be made
to the American Association of
Poison Control Centers, Educa-
tion Committee, c/o Academy
of Medicine of Cleveland,
10525 Carnegie Ave., Cleve-
land, Ohio 44106.

Body Temperature in Rats
And Heat Stroke

James M. Lipton, PhD, as-
sociate professor of psychology
and physiology, University of
Texas Southwestern Medical
School at Dallas, is investigat-
ing the effects of various drugs
on the body temperature of
rats. He uses a heat lamp on
white rats restrained in glass
cylinders (see cover). The rat
can turn the lamp off by press-






Education Notes

Announcements for publication
should be forwarded to Health Sery-
ices Reports 6 months in advance
of the deadline date for application
for admission or financial aid, which-
ever is earlier.

Association for the Care of Chil-
dren in Hospitals. The Association for
the Care of Children in Hospitals will
hold its 9th annual conference in
Chicago, lll., May 29-June 1, 1974.
Children’s Memorial Hospital of
Chicago is the sponsoring institution.

The association is an interdisciplin-
ary group focusing on the psychologi-
cal and social aspects of the care of
hospitalized children and their
families.

“Who puts the pieces together?”
will be the general theme of the
conference. Panels of U.S. and
Canadian health care experts will
present papers and discuss topics
related to major areas of pediatric
health care. A preconference sem-
inar on play therapy will take place
May 29, 1974.

For registration and additional
information, contact Mrs. Myrtha
Sice, Recreational Therapy Depart-
ment, Children’s Memorial Hospital,
2300 Children's Plaza, Chicago, IlI.
60614 (phone 312: 649-4482).

Graduate studies in personal
health care services. The Department
of Medical Care and Hospitals at
Johns Hopkins University School of
Hygiene and Public Health is offer-
ing individualized programs of grad-
uate education in fields related to
organization, administration, policy
analysis, and research in the per-
sonal health care services. Openings
commencing in the 1974-75 aca-
demic year will accommodate a
limited number of selected scholars
interested in curriculums arranged
at the master's degree, doctoral de-
gree, or postdoctoral levels.

Applicants for admission should
present strong academic back-
grounds in one or more of the be-
havioral, biological, clinical, mathe-
matical, physical, political, or social
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sciences. Practical experience in the
administration, analysis, evaluation,
or provision of personal health care
services is advantageous.

For more information and applica-
tion forms, write Philip D. Bonnet,
M.D., Chairman, Department of
Medical Care and Hospitals, School
of Hygiene and Public Health, The
Johns Hopkins University, 615 North
Wolfe St., Baltimore, Md. 21205.

International Teaching Seminars
on Cardiovascular Epidemiology.
The Council on Epidemiology and
Prevention of the International So-
ciety of Cardiology will hold its
seventh 10-day International Teach-
ing Seminar on Cardiovascular Epi-
demiology in Hungary, August 4-16,
1974. Approximately 30 fellows can
be accepted.

Nominees should be at the post-
doctoral level, with some residency
training or its equivalent and be
interested in cardiovascular epi-
demiology. Limited funds may be
available to pay for room and board
and to partially assist with travel
costs.

Three documents are required for
application—a letter of nomination
submitted by chief of department or
institution, a personal letter of ap-
plication from the nominee, and the
applicant’s curriculum vitae. These
should be received before the dead-
line for applications, May 1, 1974,
and should be sent to: Jeremiah
Stamler, M.D., Secretary, Council on
Epidemiology and Prevention, 1.S.C.,
c/o Northwestern University Medical
School, Ward Building, Room ©-105,
303 East Chicago Ave., Chicago, IIl.
60611.

Short Course on Laser Safety.
The sixth semi-annual short course
on laser safety at the University of
Cincinnati, Ohio, will be held March
18-22, 1974, with R. James Rock-
well, Jr., as course director. Tuition
is $325.

For further information, write La-
ser Safety Course, CONMED, 114
Medical College, Cincinnati, Ohio
45229 or telephone 513:559-4405.

Graduate Program in Alcohol Re-
search. The Department of Epi-
demiology of the School of Public
Health at the University of North

Carolina is conducting a program
leading to a master of public health
degree or a master of science in
public health degree with special-
ization in the field of alcoholism.
The training is supported by a grant
from the National Institute on Alco-
hol Abuse and Alcoholism.

The program is intended to pre-
pare students to carry out research
in alcoholism and alcohol abuse. It
is designed to be completed in 18
months, with the summer devoted to
fieldwork in one or more alcohol re-
search centers in the Chapel Hill
area. Courses will be provided in
epidemiology, biostatistics, and
other related fields.

Students with a bachelor's degree
or an advanced degree in the social
or biological sciences are invited to
apply. Stipends, an allowance for
each dependent, and full tuition are
available.

For further information and appli-
cation forms write to Dr. Joan C.
Cornoni, Department of Epidemiol-
ogy, School of Public Health, Uni-
versity of North Carolina, Chapel
Hill, N.C. 27514.

Master's level training in data
management in health sciences. The
Department of Biostatistics at the
University of North Carolina in
Chapel Hill offers 1-year programs
of study leading to either a Master
of Public Health (MPH) or a Master
of Science in Public Health (MSPH)
degree in biostatistics, with special
emphasis on management of com-
puter-based health data systems.
Graduates will be prepared for ana-
lyst positions in intermediate level
statistical and computer systems in
local, State,, Federal, or private
health programs for the delivery and
evaluation of health services. Admis-
sion to both programs requires a
bachelor's degree. A calculus back-
ground is desirable for the MPH and
is required for MSPH admission.

For details, contact Dr. E. C.
Coulter, Department of Biostatistics,
School of Public Health, University
of North Carolina, Chapel Hill, N.C.
27514,

Health Executives Development
Program. Cornell University is offer-
ing its 17th annual Health Execu-
tives Development Program on the









LONG-TERM CARE PATIENT SURVEY
S ence. SURVEY DATE
equenc (1-5) Mo. (6-7) Day (8-9) (10-11)
INSTITUTIONAL CODE:
12-14)
(15) TYPE OF FACILITY: 1—Hosp.
2—Hosp. ECF 5—ECF-NH
3—Hosp. NH 6—ECF
4—Hosp. ECF-NH 7—NH
PERSONAL DATA:
Name: —
(Last) (First) (Initial)
Soc. Sec. No. - - Patient No
(16-18) (19-20) (21-24)
Date of Adm. 19.
Mo. (25-26) Day (27-28) (29-30)
(31) L.P.S. to Date:
1—Less than 15 days 6—9 mos to 12 mos.
2—15 to 30 days 7—1 yr. to 2 yrs.
3—31 to 60 days 8—2 yrs. to 5 yrs.
4—61 days to 6 mos. 9—Over 5 yrs.
5—6 mos. to 9 mos.
(32) Sex: 1—Male 2—Female
(33) Race: 1—White 2—Nonwhite
(34) Marital Status: 1—Mar. 2—Sing. 3—wid. 4—Div. 5—Sep. 6—Ukn.
(35) Age Group:
1—Under 18 4—45-54 yrs. 7—75-84 yrs.
2—18-34 yrs. 5—55-64 yrs. 8—85 and over
3—35-44 yrs. 6—65-74 yrs. 9—Unknown
Place of Residence:
(36) State: (37) County:
1—N.C. 1—Same County as Facility
2—S.C. 2—Adjacent County
3—Vva. 3—Beyond Adjacent County
4—Tenn. 4—Unknown
5—Ga.
6—Other St.
7—Unknown
(38) Source of Referral:
1—Home, hotel or rooming house 5—Nursing Home
2—General hospital 6—Rest home or home for the aged
3—Special hospital (TB, psy., chronic disease) 7—Other
4—ECF 8—Unknown
(39) Principal Type of Care Being Rendered:
1—Diagnosis and/or treatment
2—Short-term convalescent or restorative care (under 30 days)
3—Long-term rehabilitation care
4—Long-term custodial or terminal care
5—Protective living (no nursing care needed)
6—Other (Specify:
CODE NUMBERS FOR DIAGNOSES
Code # Diagnosis Code # Diagnosis
01 Heart diseases 11 Psychoses
02 Hemiplegia (mainly from stroke) 12 . Psychoneuroses & other behavior disorders
03 Other circulatory diseases 13 Diabetes
04 Senility 14 Neoplasms
05 Hip Fracture 15 Genitourinary diseases
06 Other Fracture 16 Gastrointestinal diseases
07 Arthritis and rheumatism 17 Total blindness
08 Paralysis agitans 18 Respiratory
09 Multiple sclerosis 19 All other diagnoses
10 Other paralyses 20 . Unknown
CURRENT MEDICAL DIAGNOSES:
(40-41) (42-43) (44-45) (46-47) (48-49) (50-51)




DISABLING CONDITIONS:

None Slight Impairment Moderate Impairment Severe Impairment
(52) Tremor 1 2 3 4
(53) Paralysis 1 2 3 4
Foot or Arm or Two Three Four
None Hand Leg Extremities Extremities Extremities
(54) Amputation(s) 1 2 3 4 5 6
SENSORY DEPRIVATION:
Unable No Im- Slight Moderate Severe Complete
to Rate pairment Impairment Impairment Impairment Loss
(55) Speech 1 2 3 4 5 6
Hearing:
(56) Without prosthesis 1 2 3 4 5 6
(57) With prosthesis 1 2 3 4 5 6
Vision:
(58) Without glasses 1 2 3 4 5 6
(59) With glasses 1 2 3 4 5 6
(60) MENTAL STATUS:
1—Unable to rate
2—Oriented all the time
3—Confused some of the time
4—Contused most of the time
PRINCIP AL BEHAVIOR PATTERNS:
Unable Some of Most of
to Rate Rarely the Time the Time
(61) Combative 1 2 3 4
(62) Wanders 1 2 3 4
(63) Withdrawn 1 2 3 4
(64) Belligerent 1 2 3 4
(65) Noisy 1 2 3 4
(66) Cooperative 1 2 3 4
NURSING ASSISTANCE WITH A.D.L.:
A.D.L. INDEPENDENT DEPENDENT

(67) Bathing (sponge, shower or tub) 1—assistance only in bathing a single part (as back 2—assistance in bathing more than one part of
or disabled extremity) or bathes self completely body; assistance in getting in or out of tub or

does not bathe self

(68) Dressing 1—gets clothes from closets and drawers, puts on 2—does not dress self or remains partly undressed
clothes, outer garments, braces; manages fast-
eners; act of tying shoes is excluded.

(69) Toileting 1—gets to toilet; gets on & off toilet; arranges 2—uses bedpan or commode or receives assistance
clothes; cleans organs of excretion; (may man- in getting to and using toilet

- age own bedpan used at night only and may or
may not be using mechanical supports.)

(70) Transfer 1—moves in and out of bed independently & moves 2—assistance in moving in or out of bed and/or
in and out of chair independently (may or may chair; does not perform one or more transfers
not be using mechanical supports)

(71) Continence 1—urination and defecation entirely self controlled 2—partial or total incontinence in urination or
defecation; partial or total control by enemas,
catheters, or regulated use of urinals and/or
bedpans

(72) Feeding l1—gets food from plate or its equivalent into 2—assistance in act of feeding; does not eat at all
mouth (precutting of meat and preparation of or parenteral feeding
food, as buttering bread, are excluded from
evaluation)

(73) BED STATUS:

Ambulatory: Chairbound:

1—Out of bed 6-12 hours per day 4—O0ut of bed 6-12 hours per day

2—Out of bed 2-6 hours per day 5—Out of bed 2-6 hours per day

3—Out of bed 1-2 hours per day 6—Out of bed 1-2 hours per day
7—Bedfast

(74) AMBULATION:

1—Climbs stairs with no human assistance

2—Climbs stairs only with human assistance

3—Walks with no human assistance

4—Walks only with human assistance

5—Walks with walker or cane

6—Walks with crutches

7—Patient uses wheelchair with no human assistance

8—Patient uses wheelchair only with human assistance

9—Not applicable since patient is bedfast
PATIENT'S GENERAL CONDITION SINCE ADMISSION:

Unable to Rate Improved Unchanged Deteriorating

(75) Physically 1 2 3 4
(76) Psychologically 1 2 3 4

(77-79—Blank
(80)-A (card sequence)



Ithaca campus from June 16 to 28,
1974. The program will emphasize
health policy and planning, inter-
national health care trends, and the
development of selected managerial
skills. It will be open to hospital
administrators, health planners, and
executives of governmental nealth
agencies and other health care or-
ganizations.

Further information and applica-
tion forms are available from Health
Executives Development Program,
Sloan Institute of Hospital Admin-
istration, Graduate School of Busi-
ness and Public Administration,
Malott Hall, Cornell University,
Ithaca, N.Y. 14850.

National Medical Audiovisual Cen-
ter training. The National Medical
Audiovisual Center, Department of
Health, Education, and Welfare, is
conducting various seminars, sympo-
siums, and workshops in 1974 that
are directed at persons interested
and involved in improving the edu-
cational process. Emphasis is on
the application of new instructional
technology to the teaching-learning
process.

The training is free, as is the
material distributed during it, but
participants are responsible for their
travel, food, and lodging. For appli-
cation blanks and further informa-
tion, write the National Medical
Audiovisual Center, Attention: Train-
ing Coordinator, 1600 Clifton Road,
N.E., Atlanta, Ga. 30333. All courses
are held at the Clifton Road lcca-
tion except the Seminar/Wcrkshop
on Learning Spaces, which is to
meet at the National Medical Audio-
visual Center Annex Training Facility,
2111 Plaster Bridge Road, N.E.,
Atlanta, Ga. 30324.

Seminar on Evaluation of Instruction-
al Materials in Medical Education,
February 25-27 and June 3-§

Limited to faculty members in
schools of medical education (24
participants)

Workshop on Graphics in Medical
Education, March 20-22

For teaching faculty in schools of
medicine and dentistry who desire
to improve their skills in communi-
cating their ideas visually (24 par-
ticipants)

Workshop on Graphics in Health Sci-
ence Education, March 26-28

For teaching faculty in schools
of nursing and allied health who
are responsible for planning visual
components of multimedia instruc-
tional materials (24 participants)

Seminar/ Workshop on Learning
Spaces, April 15-17

For persons from health science
institutions involved in facilities de-
sign projects or planning com-
mittees

Symposium on Instructional Technol-
ogy, May 6

Limited tc directors and faculty in
schools of nursing.

Publications

FEDERAL

Vital Statistics of the United States,
1969. Vol. Il. Mortality. Part B., Sect.
7. DHEW Publication No. (HSM) 73—
1102; 1973; 621 pages; $8.40.

Health of the American Indian. Re-
port of a regional task force. DHEW
Publication No. (HSM) 73-5118;
1973; 30 pages; 65 cents.

The Medical Director in Prepaid
Group Practice Health Maintenance
Organizations. Proceedings of a con-
ference, Denver, Colorado, April
1973. Edited by Michael A. Newman,
MD. 1973; 140 pages. Health Main-
tenance Organization Service, Health
Services and Mental Health Admin-
istration.

Soviet Medicine: A bibliography of
bibliographies. DHEW Publication No.
(NIH) 74-575; 1973; 43 pages; 80
cents.

Solid Waste Management. Report
SW-58.19, Environmental Protection
Agency. July 1973; 55 pages; 60
cents.

Dimethyl Sulfoxide as a Therapeutic
Agent. October 1973; $4.50 paper-
bound, $1.40 microfiche. No.
PB22457*AS. National Technical
Information Service, 5285 Port Royal
Rd., Springfield, Va. 22151.

The Relationship of Nutrition to
Brain Development and Behavior,
September 1973. Free from the
Food and Nutrition Board, National
Academy of Sciences, National Re-
search Council, 2101 Constitution
Ave., NW., Washington, D.C. 20418.

Determinants of Expenditures for
Physicians’ Services in the United
States, 1948-1968. By Victor R.
Fuchs and Marcia J. Kramer. DHEW
Publication No. (HSM) 73-3013;
July 31, 1973; 63 pages; $3, hard-
cover, $§1, paperback.

A Bibliography of Chinese Sources
on Medicine and Public Health in the
People’s Republic of China: 1960—
1970. A publication of geographic
health studies by the John E. Fogarty
International Center for Advanced
Study in the Health Sciences. DHEW
Publication No. (NIH) 73-439; 1973;
486 pages; $5.

Summary of Training Programs:
Physician support personnel, Sep-
tember 1972. DHEW Publication No.
(NIH) 73-318; 1973; 34 pages.

Selected References on Hospital
Equipment. HEW Publication No.
(HSM) 73—4039; 1973; 48 pages;
55 cents.

National Center for Health Statistics

Health Statistics Today and Tomor-
row. A report of the Committee to
Evaluate the National Center for
Health Statistics. DHEW Publication
No. (HRA) 74-1452, Series 4, No.
15; September 1973; 24 pages; 65
cents.

Intellectual Development of Youths,
as Measured by a Short Form of the
Wechsler Intelligence Scale, United
States. DHEW Publication No. (HRA)
74-1610, Series 11, No. 128; Sep-
tember 1973; 42 pages; 80 cents.

Charges for Care and Sources of Pay-
ment for Residents in Nursing
Homes, United States, June—August
1969. DHEW Publication No. (HRA)
74-1706, Series 12, No. 21; July
1973; 69 pages; 95 cents.

Utilization of Short-Stay Hospitals.
Summary of nonmedical statistics,
United States, 1970. DHEW Publica-
tion No. (HRA) 74-1765, Series 13,
No. 14; August 1973; 58 pages; 85
cents.
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A Study of Infant Mortality From
Linked Records by Age of Mother,
Total-Birth Order, and Other Vari-
ables, United States. DHEW Publica-
tion No. (HRA) 74-1851, Series 20,
No. 14; September 1973; 52 pages;
85 cents.

Teenagers: Marriages, Divorces,
Parenthood, and Mortality. DHEW
Publication No. (HRA) 74-1901,
Series 21, No. 23; August 1973; 42

pages; 75 cents.

Approximate Tests of Independence
in Contingency Tables From Complex
Stratified Cluster Samples. DHEW
Publication No. (HSM) 73-1327,
Series 2, No. 53; March 1973; 14
pages; 30 cents.

The Prediction Approach to Finite
Population Sampling Theory: Appli-
cation to the hospital discharge sur-
vey. DHEW Publication No. (HSM)
73-1329, Series 2, No. 55; April
1973; 31 pages; 45 cents.

Completeness and Quality of Re-
sponse in the North Carolina Mar-
riage Follow-Back Survey. DHEW
Publication No. (HSM) 73-1330,
Series 2, No. 56; July 1973; 42
pages; 50 cents.

Net Differences in Interview Data on
Chronic Conditions and Information
Derived From Medical Records.
DHEW Publication No. (HSM) 73—
1331, Series 2, No. 57; June 1973;
58 pages; 60 cents.

Volume of X-ray Visits, United
States, April-September 1970. DHEW
Publication No. (HSM) 73-1507,
Series 10, No. 81; April 1973; 54
pages; 60 cents.

Acute Conditions, Incidence and As-
sociated Disability, United States,
July 1970-June 1971. DHEW Pub-
lication No. (HSM) 73-1508, Series
10, No. 82; April 1973; 67 pages;
65 cents.

Prenatal-Postnatal Health Nezds and
Medical Care of Children, United
States. DHEW Publication No. (HSM)
73—-1607, Series 11, No. 125; April
1973; 43 pages; 50 cents.

Administrators of Nursing and Per-
sonal Care Homes: Work experience,
United States, June—August 1969.
DHEW Publication No. (HSM) 73—
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1705, Series 12, No. 20; March
1973; 45 pages; 50 cents.

Inpatient Utilization of Short-Stay
Hospitals, by Diagnosis, United
States, 1968. DHEW Publication No.
(HSM) 73-1763, Series 13, No. 12;
March 1973; 76 pages; 70 cents.

Optometrists Employed in Health
Services, United States, 1968. DHEW
Publication No. (HSM) 73-1803,
Series 14, No. 8; March 1973; 48
pages; 50 cents.

Ophthalmology Manpower: Utilization
of supplementary personnel, United
States, 1968. DHEW Publication No.
(HSM) 73-1804, Series 14, No. 9;
May 1973; 48 pages; 50 cents.

Podiatry Manpower: A general pro-
file, United States, 1970. DHEW
Publication No. (HRA) 74-1805,
Series 14, No. 10; August 1973; 52
pages; 80 cents.

Divorces: Analysis of changes,
United States, 1969. DHEW Publica-
tion No. (HSM) 73-1900, Series 21,
No. 22; April 1973; 58 pages; 60
cents.

Infant Mortality Rates: Relationships
with mother’s reproductive history,
United States. DHEW Publication
No. (HSM) 73-1976, Series 22, No.
15; April 1973; 56 pages; 60 cents.

Federal publications may be ob-
tained from the Superintendent of
Documents, U.S. Government Print-
ing Office, Washington, D.C. 20402.
Orders should be accompanied by
cash, check, or money order and
should fully identify the publication.

WORLD HEALTH ORGANIZATION
World Directory of Veterinary Schools,
1971. 1973; 260 pages; $10.80;
Geneva.

Methods for the Analysis of Human
Chromosome Aberrations. Edited by
K. E. Buckton and H. J. Evans. 1973;
44 pages; $3.60; Geneva.

WHO Expert Committee on Drug De-
pendence. Nineteenth report. WHO
Technical Report Series No. 526;
1973; 38 pages; $1.20; Geneva.

WHO publications may be ob-
tained from the American Public

Health  Association, Inc., 1015
Eighteenth St., NW., Washington,
D.C. 20036.

NONFEDERAL

Selected Studies in Medical Care and
Medical Economics. Annual report
1973. June 1973; 205 pages. Divi-
sion of Research and Development,
Blue Cross Association, National As-
sociation of Blue Shield Plans, 211
East Chicago Ave. Chicago, IIl.
60611.

The Population Council, Annual re-
port 1972. 143 pages. The Popula-
tion Council, 245 Park Ave., New
York, N.Y. 10017.

A Guidebook for Family Planning
Education. June 1973; 93 pages.
Westinghouse  Population  Center,
Health Systems Division, Columbia,
Md. 21044.

Utilization Review. Some directions.
Publication No. 21-1483. 1973; 25
pages; $2 (20 percent discount on
orders of 10 or more copies). Na-
tional League for Nursing, 10
Columbus Circle, New York, N.Y.
10019.

Nutrition, Development, and Popula-
tion Growth. Population Bulletin, Vol.
29, No. 1, 37 pages; 50 cents. Pop-
ulation Reference Bureau, Inc., 1755
Massachusetts Ave. NW., Washing-
ton, D.C. 20036.

The Campaign for Cleaner Air. Pub-
lic Affairs Pamphlet No. 494. By
Marvin Zeldin. June 1973; 27 pages;
35 cents. Public Affairs Pamphlets,
381 Park Ave. South, New York, N.Y.
10016:

Prescription Drug Industry Fact-
book. 1973; 101 pages. Pharmaceu-
tical Manufacturers  Association,
1155 Fifteenth St., NW., Washing-
ton, D.C. 20005.

Problem Pregnancy and Abortion
Counseling. Edited by Robert R. Wil-
son. 1973; 120 pages; $3.45 plus
15 cents postage. Family Life Publi-
cation, Inc., 219 Henderson St., P.O.
Box 427, Saluda, N.C. 28773.

Training of the Nurse Practitioner:
A clinical and statistical analysis.
Connecticut Health Services Re-
search Series Monograph No. 4. By
Doris M. Storms, MPH. 1973; 121
pages; $5. Connecticut Health Serv-
ices Research Series, P.O. Box 504,
New Haven, Conn. 06473.

Order nonfederal publications from
publisher or sponsoring organization.
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HEALTH SERVICES REPORTS, formerly
PUBLIC HEALTH REPORTS, published by the
Health Services Administration, welcomes from
any source contributions of value to public health,
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scientific papers concerned with the delivery of
health services and with the many facets of health
care, as well as technical reports documenting
studies and research efforts. We also seek papers
on new programs, new projects, and new ideas,
even when they are experimental in nature. We
want to record the current happenings in the health
field.

Our readers are practicing public health offi-
cials, community health practitioners, faculty and
students in colleges where the health disciplines
are taught, and workers in research institutions,
hospitals, and community health organizations.

Manuscripts are reviewed with the understand-
ing that they have not been committed elsewhere
for publication. Appropriate information should
be supplied if a paper has been given or is pre-
pared for presentation at a meeting.

Tearsheets. In lieu of reprints, senior authors
are provided with 50 to 100 sets of tearsheets after
publication. Associate authors receive a smaller
number of tearsheets.

Manuscript form. Authors will facilitate review
if they submit four copies of their manuscripts.
All copy should be typed double spaced, and each
page should end with a completed paragraph.
Each chart and table should be placed on a sep-
arate sheet of paper. References should follow

the style used by HEALTH SERVICES RE-
PORTS. Footnotes should be worked into the text.

Authors are expected to recognize scientific con-
tributions by those who have assisted them only if
such contributions warrant mention in the text or
in the paragraph identifying the authors. It is not
the policy of HEALTH SERVICES REPORTS
to publish acknowledgements. More detailed in-
structions for potential contributors will be sup-
plied on request.

Manuscript review. Most manuscripts submitted
for publication are reviewed by technical experts,
and authors are given the benefit of their com-
ments before type is set. Authors also receive
edited typescripts and galley proofs for approval.
Authors are responsible for the accuracy and
validity of all material, including tables, charts,
and references.

HEALTH SERVICES REPORTS publishes a
synopsis, in lieu of a summary, of most technical
reports. Authors are requested to submit with
appropriate papers a synopsis of approximately
250 words. The staff will supply on request infor-
mation on the preparation of synopses.

Bound copies. Librarians and others should
preserve their copies for binding, as the journal
does not supply bound copies. Indexes are pub-
lished each year in the December issue.

Address correspondence on editorial matters
to: Editor, HEALTH SERVICES REPORTS,
Room 4A-54, Parklawn Building, 5600 Fishers
Lane, Rockville, Md. 20852. Telephone: area
code 301-443-2525.




Digitized by GOOS[@



Digitized by GOOS[@






Digitized by GOOS[Q



Unsuccessful medical school applicants as a potential health manpower resource _______ 162
Marshall H. Becker, Marilynn E. Katatsky, and Henry M. Seidel

Knowledge and attitudes of college students about venereal disease and its prevention __ 170
John A. Yacenda

Tuberculosis casefinding among aliens who entered New York Cityin1971 ____ 177
Lee B. Reichman and Stefano Ruggiero

Census enumeration of the mentally ill and mentally retarded in the nineteenth century 180

Kurt C‘orgm'lz

Health-related audiovisual aids for Spanish-speaking audiences.
Health education resource 188

Robert N. Isquith

PROGRAMS, PRACTICES, PEOPLE

Demonstration programs for quality assurance 203
Kellogg grant for study designed to improve quality of care 203
Conference in Mexico City on viruses in water 204
National repository of nursing materials 204
Contract for training in reality orientation 205
Conference in Miami on industrial hygiene 206
Toxic Substances List 206
Education notes 206
Publications 207

U.S. DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
Public Health Service



Digitized by \ad3OQOQIC
Googl



Format 1. Hospitals with emergency medical service resources

City hospitals Suburban hospitals Total
Hospital type
Number Percent Number Percent Number Percent
Numberofbeds.................oiiiiiiin.,
0-199. . . e
200-399. .. i
P10 0 0] g 09 To3 o 3N

Teaching involvement...........................
No teaching program. ........................
Residency or intern program...................
Medical school affiliation......................

Although most existing EMS research is con-
cerned -only with resources, in this model data
must also be collected on patient needs, utiliza-
tion (or process variables), and outcomes for an
adequate evaluation of both pre- and post-inter-
vention performance of the EMS.

Resources Data

Information on existing EMS resources is col-
lected from hospital, ambulance, and communica-
tion facilities by means of an onsite evaluation.
Mail questionnaire surveys are unsatisfactory
because they do not allow the project to be ex-
plained in person to leaders of the facility being
surveyed and because this method is not likely
to produce valid data. Survey forms to evaluate
hospital and ambulance facilities' are available
from the Division of Emergency Health Services
(D.E.H.S.), Box 911, Rockville, Md. 20852.

Alternatively, survey forms can be developed
from guidelines published by the American Hos-
pital Association (AHA), American Medical As-
sociation (AMA), Committee on Trauma of the
American College of Surgeons (ACS), Joint Com-
mission on Accreditation of Hospitals (JCAH),
and others (I-5). For hospital surveys, certain
resource data are available from the Guide issue,
published as a supplement to the August issue of
Hospitals, the Journal of the American Hospital
Association, up to August 1971 and as a separate
publication each August ' thereafter.

This publication gives data on the availability
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of residencies and internships; number of beds,
admissions, and intensive care and critical care
units; and availability of facilities for X-rays,
laboratory tests, premature infants, poison con-
trol, and other EMS-related facilities as well as a
self-rating of the emergency room category for
each hospital in the United States.

The onsite survey of a hospital is concerned
with the availability of equipment, supportive
services, staffing patterns in the emergency room
(ER), backup specialist services, administrative
arrangements, clinical procedures, and volume of
visits. The D.E.H.S. survey forms can be com-
pleted in 2 or 3 hours by having a research as-
sistant (preferably a registered nurse or senior
medical student) interview the nurse in charge of
the emergency room or the ER physician director,
or voth, and the hospital administrator. All fa-
cilities'in the project area must be surveyed, in-
cluding Veterans Administration and State mental
hospitals and private psychiatric facilities. It is
also desirable to survey industrial clinic facilities.

Although each facility may not be willing to
become or be an appropriate part of the day-to-
day EMS system, its resources need to be inven-
toried for disaster planning or for specialized
services, such as detoxification, psychiatric hold-
ing, and other services that a facility may be will-
ing to provide.

From these data, measures for evaluating pres-
ent adequacy and for future planning can be de-
veloped to describe hospital emergency medical
services in the project area. Five measures are
listed. '

HoSPITAL RESOURCES MEASURES
1. Percent of hospitals with a physician in the ER at
all times

2. Percent of hospitals with laboratory and X-ray fa-
cilities staffed at all times



3. Percent of hospitals with necessary equipment in
the ER

4. Percent of hospitals with needed specialists on call
within the hospital at all times

5. Percent of hospitals in compliance with ACS, AHA,
and JCAH guidelines for administrative arrangements
(ER committee and others), clinical guidance (manual,
medical, audit, and so forth), and procedures (for ob-
servation beds, for patients with diagnoses of suicide,
rape, drug overdose, and alcoholism, and psychiatrically
disturbed patients).

To relate this resource information to sub-
areas of the region and to characteristics of the
hospitals, it can be displayed using format 1.

These measures of resources allow existing hos-
pital emergency services in the project area to be
compared with those reported in the literature for
hospitals in other areas and to be categorized, by
AHA and AMA definitions, into levels of re-
sources available. These data, with appropriate
recommendations from the staff of the research
component, should be reviewed by a project com-
mittee representative of the community’s health
structure to determine whether certain resources
overlap and would be better coordinated with
categorization and whether certain resources are
absent and should be secured, either through in-
dividual applications for Hill-Burton funding ‘or
through the EMS project itself.

Information on ambulance resources is to be
similarly collected through onsite completion of
survey forms. The D.EH.S. form can be com-
pleted in about 2% hours and provides informa-
tion on personnel training, procedures, and costs
and on equipment and vehicles. Again, it is essen-
tial that all ambulance facilities be surveyed, in-
cluding commercial, hospital-based ambulances,
police and fire department transportation and

first aid activity, and the facilities of volunteer
fire companies. If private ambulances are licensed
and subject to minimum standards, secondary
survey data may be available from the licensing
authority—the State, county, or city agency. Four
evaluative measures are listed.

AMBULANCE RESOURCES MEASURES

1. Percent of ambulances in compliance with mini-
mum equipment of the ACS list

2. Percent of ambulance staff with emergency medical
technician training beyond Red Cross Advanced First Aid
certification o

3. Percent of ambulances with radios to communicate
directly with receiving hospital

4. Number.of trained attendants per ambulance.

These data should be reported in a way that allows
resource comparisons between subareas and am-
bulance agencies or by following format 2.

In addition to collecting and reporting infor-
mation on existing resources, it is essential that
measures be derived that indicate the quantity of
aggregate community resources available to the
population base. Ten measures of EMS resources
in relation to population are listed in format 3.
These resource-to-population ratios allow com-
parisons of resource availability between the proj-
ect region and other areas as well as within the
subareas of the region.

The ‘availability of human resources is a func-
tion of staffing patterns which vary by shift. Data
on four of the resource units in format 3 (1.

Format 2. Ambulances with emergency medical services resources

City ambulance

Suburban ambulance Total

Ambulance agency

Number

Percent Number Percent Number Percent

Commercial. ..........c.oiiiiiiiiiiiiiiiiiea.,
Hospital-based.......................0ooiat,
Policedepartment. ...............covvviiiinnn..
Firedepartment...............ccovvviiinin.....
Volunteer fire company. ..........ooeveirueen...
Independent volunteer. .........................
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Format 3.

Ratios of emergency medical services resources per 1,000 population, by location

Resource unit per 1,000 population

City Suburbs

North [East South West Total North East South West Total

1. Physicians in ER at all times (day, evening,

1174 119 TR P
2. Laboratory and X-ray facilities staffed at

alltimes........oviiiit it i
. Specialists on call within a hospital.........
. Items of equipment in ER.................
. Beds in intensive care and critical care units.
. ER treatment cubicles. . ..................
. Observationbeds. . ......................
. Complying ambulances. ..................
. Medical-emergency-technician-trained am-

bulance personnel. . .............ccoevuunnn.
10. Radio-equipped ambulances to hospital.. ..

g S K- NV I SV

Format 4. Emergency services resource availability by shift

Resource unit per 1,000 population 1

Time and location

Item 1

Item 2 Item 3 Item 9

City weekdays:
8am4pm...............
4-12pm.........unnnnn.
12pm-8am..............

City weekends:
8am—-4pm...............

I2pm-8am..............
Suburbs weekdays:

8am—4pm...............

4-12pm........ovvennnn..

12pm-8am..............
Suburbs weekends:

1 See format 3 for definition of items.

physicians in ER at all times, 2. laboratory and
X-ray facilities staffed at all times, 3. specialists
on call within a hospital, and 9. medical-emer-
gency-technician-trained ambulance personnel)
should be recorded as in format 4.

Patient Need Data

Returning to the initial model for baseline eval-
uation, we see clearly that both baseline and on-
going evaluation depends not only on resource in-
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ventories, but also on data to describe existing de-
mand or needs, or both, for these resources.
Available guidelines and minimum standards are
excellent in evaluating resources in isolation, but
they are dangerously inaccurate for evaluating
whether resources are adequate to meet actual
need and demand in a given community. Unless
existing resources are evaluated and future re-
sources allocated on the basis of an empirical esti-
mate of clinical patient needs in a given locale
(rather than uncritical compliance with national
guidelines), a community and its funding re-
sources run a grave risk of providing either
excess or deficient resources to meet actual need.
Whether a neurosurgeon should be on call, or
X-ray and laboratory facilities staffed around the



clock, and so forth should depend not so much
on JCAH or ACS national guidelines as on pa-
tient needs in a region.

These data can be secured from several squrces.
First, data should be abstracted from the emer-
gency department medical records for all patients
seen at each hospital ER facility in the area.
Since it is impossible and unnecessary to abstract
all records, certain periods ought to be sampled.
Thus in Erie County, N.Y., we selected four
1-week periods during the year preceding the
project and used a computer-readable optical-
scan abstract form. We collected clinical and
demographic data on all 25,000 visits to 23 of 24
haspital ERs in the county during these four
periods. The forms cost $7 per 1,000 from
IBM, and our research assistants at $3 per hour
completed about 80 forms during an 8-hour shift.
Each abstract, therefore, takes 6 minutes and 30
cents (in labor costs) and .07 cent for each form.
Since the form is computer readable, there are no
added costs far inaccuracies in coding, punching,
and verifying the cards.

The second source of data for patient needs
is ambulance records. Taking the same four 1-
week periods, we abstracted clinical need data
from the dispatch and ambulance assistance rec-
ords in Erie County. Since only 10 percent of all
patients require an ambulance, we abstracted
2,500 ambulance case records. In States requiring
private and hospital-based ambulances to submit
a report on each run to the licensing authority,
secondary data may be available. Although patient
needs are often equated with patient demand,
they differ; patient demand refers to actual use
(whether or not the use was clinically justified),
while patient need refers to the clinical need for
emergency medical services (whether or not they
were used).

k!
Wy

This distinction indicates the necessity for
EMS researchers to estimate need independently
of actual use. Specifically, they should examine
whether certain categories of events and persons
in great need of services actually received them.
The three major sources for this information are
death certificates with mentions of accidents,
homicides, drownings, suicides, cardiovascular
accident, myocardial infarct, and drug overdose;
automobile accident injury data from police and
motor vehicle registration agencies; and calls for
medical assistance to 911 or other dispatch sys-
tems.

From these sources, information and clinical
judgments can be collected to evaluate patient
need. Patient needs for emergency medical serv-
ices may be described and their geographic and
temporal distribution reported by using format 5.

From data described with greater clinical detail
than the list in format 5, judgments as to resources
needed by location and time can be made to pro-
vide evaluative comparisons with actual resources.
For example, with knowledge of the incidence and
distribution of myocardial infarctions, reasonable
estimates may be formed of needed resqurces in
terms of ambulances equipped with telemetry,
ambulance equipment, and stabilizing procedures
and of cardiologists, defibrillators, criticel care
upits, and so forth in the emergency room. These
data may also be related to the population base
so that reasonably accurate predictions may be
made as to the future volume of patient needs as
well as the likely impact of population changes,
the opening of a freeway, or the categorization of

Format 5. Mean number of medical incidents per 8-hour shift

City

Suburbs Total

Incident

Day Evening Night Day

Evening Night Day Evening Night

. Myocardial infarction..................
.Poisoning...................... . ...,
Drugoverdose...............covvvin...
. Cardipvascular arrest...................
Fracture..............coiiiiiiiinnnn..

. Severe lacerations......................
. Threatened abortion....................
. Psychoticepisade......................
0. General illness........................

—\000 I\
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Incident

hospital facilities. The causal model may be dia-
gramed as follows:

Population base Community characteristics

Emergency medical incidents

Needed resources

< Compare with
L]
L]

L]
Actual resources

Resource Utilization

The initial model indicated EMS resources and
patient needs as inputs to the EMS system with
various outcome states as output. The intermedi-
ate stage may be referred to as process or through-
put or utilization; that is, the several interactions
that take place between resource and need. One
interaction sequence is shown in the diagram. By

5. First aid procedures performed at scene and en
route

6. Mean interval between occurrence of incident, ar-
rival of ambulance at scene, departure from scene, and
arrival at hospital ' '

7. Percent of dry runs

8. Minutes per day ambulance is in use

9. Runs to each hospital

10. Costs, charges, and ipcome per run.

Similarly, data op hospital ER utilization can
be collected by abstracting medical records and
from interviews and observations of patients at
each hospital during a 24-hour period. The fol-
lowing data are needed;

HosPITAL UTILIZATION MEASURES

1. Visits for each hospital per year

2. Visits (aggregate) per 1,000 population

3. Visits by injury type and seve'rity rating

4. Percent of visits for nonurgent and scheduled pro-
cedures

5. Mean interval between arrival of patient and first
encounter with physician, intern, or resident and admis-
sion or discharge

6. Average length of stay for emergency room admis-
sions

7. Distribution of visits by hour, shift, day of the
week, and season

8. Treatment procedures by clinical condition

Interaction sequence between resources and need

Ambulance Ambulance Ambulance Emergency
. Ambulance L . S
Detection . arrives leaves arrives room
dispatched : L :
on scene scene at hospital treatment
> 2 >3 > 4 > 5 > 6 > 7
Nonambulance case T

using records of ambulance runs, participant ob-
servations, and clinical judgments, the following
data can be collected.

AMBULANCE UTILIZATION MEASURES

1. Runs per vehicle per year by type of injury

2. Percent of runs with at least one medical emergency
trained technician

3. Runs per 1,000 population per year for each ambu-
lance agency

4. Percent of runs when ambulance informed hospital
of impending arrival
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9. Disposition of patients: admission, referred to out-
patient department, referred to private physician, trans-
ferred ta another hospital, told to return, discharged

10. Distribution of X-ray, laboratory, and other pro-
cedures by injury type and time of day

11. Minutes per day each resource unit (defibrillator,
registered nurse, cast room, cubicle, obsérvation bed,
M.D., and so forth) in ER is in use

12. Cost, charges, and income per visit

13. Patient characteristics: age, sex, race, health in-
surance coverage, private physician, residence, occupa-
tion, education.’

Most of these measures of hospital and am-
bulance utilization are desgriptive rather than
evaluative and do not allqw qualitative judgments
beyond interfacility comparisons as to waiting
time, costs, and other items and comparisons be-
tween the project area and other regions on gross

Admissio
referral
discharge



utilization parameters. Additional evaluative cri-
teria are necessary to make such comparisons.
Evaluative Criteria for Utilization

A physician-registered nurse team can make
several clinical judgments from the survey data
mentioned previously (ambulance trip data, ER
medical records, dispatch records, death cer-
tificates) that allow, through record linkage, a
clear history of an EMS incident from occurrence
through detection and ambulance use to hospital
treatment and death or recovery. From these
judgments, the following percentages can be com-
puted.

1. Runs with Inappropriate first aid procedures per-
formed

2. Runs with appropriate first aid procedures not per-
formed

3. Runs when first aid procedures required by the
patient’s clinical condition necessitated greater training
than that of the ambulance crew

4. Deaths at the scene, deaths en route, and deaths
after hospital arrival attributable to first aid procedures
withheld or delay in reaching hospital

5. Patients receiving ambulance service who needed
it for clinical reasons

6. Hospital's ER patients clinically needing ambulance
service who actually received it.

Criterion 3 would produce vital information
on the disparity between actual and needed train-
ing of the ambulance crew—information more
appropriate than the present largely undocu-
mented and expensive assumption that all am-
bulance personnel should receive the highest pos-
sible training. Data on criteria 1-3 might be
displayed as in format 6.

Criteria 5 (ambulance sensitivity index) and
criteria 6 (ambulance specificity index) depend
on abstracted data from the ER records and the
clinical interpretation of it. In format 7, data
from the city of Chicago for June 3-9, 1969, are
used as an example.

Ideally, both indices ought to closely approach

Format 6. Comparison of actual and needed traiming of ambulance crews,
in number of runs

Patient’s condition required training to level of—

Actual training level Medical Beyond
Red Cross Red Cross emergency medical
Standard Advanced training emergency

training
Red Cross Standard. ................ a b c d
Red Cross Advanced................. e f g h
MET. .. . i i j k 1
Beyond MET.........coiiiiiia... m n o p

NoTE: A satisfactory level of training would be a+4f+k+p =+ all runs =100 percent. The degree o

undertraining may be measured as b+c+d+g+h+4l+all runs=

? percent, and the degree o

overtraining as e+i+j+m-+n-+o-all runs=? percent.

Format 7. Comparison of clinically determined
need for, and actual receipt of, ambulance
service by a hospital’s emergency room patients

Clinically determined need for
Received ambulance ambulance service

service

Yes No Total

Yes..ooiiiuiinann. A= 345 B= 63 408
No..ooovviiiiat C=1,491 D= 943 2434
Total............ 1,836 1,006 2,842

NoTE: Ambulance sensitivity index is A+~A+B or 84
percent. Ambulance specificity index is A+~ A+C or 19
percent.

100 percent and if they do not, the availability
of ambulances, the decision-making processes
(whether to dispatch an ambulance in response
to a request) of the ambulance dispatch system,
and the public visibility of the ambulance call
procedures ought to be examined. Criterion 6
should also be applied to calls for ambulance
assistance whether or not the person subsequently
entered the EMS system alive. Since criterion 6 is,
of course, a measure of unmet ambulance need,
false-negative calls (appropriate patient calls for
an ambulance that ihcorrectly did not receive
service) should be followed up in detail.
Similar evaluation criteria may be developed
for utilization of hospital ERs from abstracting
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records, interviews with patients, autopsy reports,
death certificates, and the resulting clinical judg-
ments. These critetia include:

7. Proportion of ER patients treated at hospitals with

EMS resources greater than those required by the clinical
cordition

8. Proportion of ER patierits treated at Lospitals with
EMS resources less than those required by the clinical
condition.

Both these criteria require a categorization of
each hospital’s EMS resources and of the resources
necessitated by the patient’s clinical state. The
data should be displayed in two major formats.
First, in format 8 aggregate data for the entire
project area are displayed.

(which hospitals the ambulances take which pa-
tients to) or patient flow patterns (which hos-
pitals the patients seek out for care) or the geo-
graphic location of EMS facilities relative to
patient heed.

Thus, alternative change strategies to be based
on data would include compelling or encouraging
ambulances to take patients only to designated
receiving hospitals, attempts at public education
of potential patients as to where they should go,
or categorization of hospital ER facilities. As a
basis for determining the appropriate strategy,
these data can also be reported from geographic
subareas and from individual hospitals by using
format 9. The additional category of “ER not

Format 8. Comparison of actual use and clinical
need for emergency medical services of hos-
pitals, by emergency room (ER) category

ER category used

Number of patients by ER
clinically needed category

Comprehensive.
Major..........covvient.
BasiC........ovviiiiinnnn,

Note: Adequate response is a+e+i+all

Compre- Major Basic
hensive
a b c
d e f
g h i
cases =100

percent. Over-response is b4c+f-=-all cases=? percent.
Under-response is d+g+h-+all cases=? percent.

These data on ER use ought to be analyzed
separately for ambulance and nonambulance cases,
since needed manipulative strategies differ in
terms of whether the over- or under-response of
the system is attributable to (and therefore
changeable by) ambulance dispatch patterns
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needed” in format 9 is crucial in analyzing system
over-response to the vast majority of ER visits,
which are for primary walk-in care. It is the basis
for these two important criteria.

9. Proportion of visits (by hospital, demographic, and
geographic groupings) that did not require the resources
of a hospital ER

10. Proportion of non-necessary ER visits that re-
quired only resources of an outpatient department clinic,
24-hour hospital “convenience” clinic, private physician’s
office, nonhospital public health facility (well-baby clinic,
neighborhood health center) or no health resources at all.

With data for criterion 10, the availability of



alternate ambulatory care resources and the po-
tential demand for an ER substitute should be
examined for each subarea of the region charac-
terized by high utilization of the ER for primary
care (format 10). From this compilation, deter-
minations may be made as to whether alternate

Format 9. Comparison of actual use and clinical need for emergency medical
services of hospitals, by emergency room (ER) category, in percent of ER visits

Clinically needed visits

ER category used

Comprehensive ~ Major

ER not needed Total
Basic

Comprehensive:
Hospital 1...........
Hospital 2...........

Major:
Hospital 3...........
Hospital 4...........

Basic:
Hospital 5...........
Hospital 6. ..........

Subarea:
City...oovvvvnnnnn..
Inner city............
Suburbs.............

100
100

100
100

100
100

100
100

Format 10. Potential demand for alternative ambulatory care resources among
inappropriate users of emergency room (ER), in number of visits per year

Alternate resource

Potential visits  Is alternate
from present

How many
additional visits
can alternate
resource
handle?

resource

ER use available?

Private physicians. . ............c.ccovviieennn..
Well-baby clinics..............cooivnnnnn...

Hospital outpatient department

24-hour hospital convenience clinic. . ...........
Neighborhood health center. . .................

facilities exist and, if not, the potential demand
for them, as well as determinations as to appro-
priate strategies to encourage their use. It is clear
that these determinations require not only data
on available resources and the clinical care
needed, but also data from interviews of patients
on their attitudes, perceptions, and behavior
toward the ER and toward alternate points for
health services delivery. The final criterion for
utilization evaluation follows.

11. Percent of ER visits in each diagnostic category
with appropriate treatment (over-treatment vs. under-
treatment).

This criterion will be more detailed than normal
medical audit or peer review in the hospital ER
(format 11).

Outcome Measures

Ironically, the most important aspect of emer-
gency medical services—outcome of the patient’s
condition—has been studied least. Research a~d
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Format 11. Appropriateness of medical care

Procedure—
Phase Indicated,
Given and Not given Given but beyond
indicated but indicated not indicated hospital’s ER

resources

Diagnosis:
Laboratory.............
Xray..oooiieiinennnn
Physical examination
Consultation (service)..........

Treatment:

Disposition:

evaluation has overwhelmingly concentrated on
measures of resources and patient needs (input)
and utilization (throughput) to judge the need
for EMS activities and their subsequent effect.
Typically evaluation is built around such state-
ments as “the project trained X ambulance attend-
ants,” “installed X radio links between hospitals
and ambulances,” “reduced ambulance trip time
by 2 percent,” or “rerouted most trauma cases
from category 3 to category 1 hospital ERs.” Out-
come measures are ignored as is the need to
quantify the independent effect of separate EMS
activities such as training, communications, cen-
tral dispatch, and categorization. The nearest ap-
proach to EMS outcome measures currently are
mainly clinical impressions from autopsy and
other records that a given number of deaths were
“salvageable”—with no detailed or realistic speci-
fication as to the conditions (availability of re-
sources and utilization) that would have averted
the deaths.

There are several difficulties in developing out-
comes measures. First, what measures are ap-
propriate for conditions in which death is not a
likely outcome? Second, since outcome is a func-
tion of resources, clinical condition, and utiliza-
tion, which criteria will measure the separate effect
on outcome of different levels of resources and
their use independently from the effect of the pa-
tient’s clinical condition?

Ironically, there is little in the research litera-
ture to disprove the possible notion that the
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emergency system is dealing with a finite set of
patients who are going to die or survive solely as
a function of their condition and that the only
effect of EMS expenditures is in influencing when
and where death takes place. Indeed, a reasonable
interpretation of the scattered available data is
that the independent effect of communication ac-
tivities is to reduce the patient’s delay in reaching
the hospital and. to increase deaths after arrival
by decreasing deaths at the scene or en route.
(The same number of deaths occur and at the
same intervals after onset, but a greater number
of this finite set of deaths takes place in the hos-
pital than previously).

Similarly, a reasonable interpretation of the
scattered data on the independent effect of ambu-
lance crew training is that training increases the
delay in the patient’s reaching the hospital,
whether or not his condition requires treatment
at the site such as splinting or stabilization, and
increases “deaths on arrival” at the hospital by
reducing deaths after arrival at the hospital. The
same number of deaths occur, but more of them
take place at the scene or en route to the hospital.

The third difficulty in devising EMS outcome
measures is that aggregate death rates (even age-,
sex-, and diagnostic-specific) are notoriously in-
sensitive to EMS intervention and too gross an
indicator to measure change. Death rates for
stroke, myocardial infarction, drowning, drug
overdose, and homicide, for example, do not dis-
tinguish between localities generally regarded as
having excellent EMS and those with poor serv-
ices. Thus death rates are a poor evaluation
measure of EMS, either because they are insensi-
tive to change or because EMS has little effect
on them.



The final difficulty is that since an outcome for
one subsystem of EMS is an input for another
system, it is conceptually problematic as to
whether there is one set of outcomes for the en-
tire system or a sequential set of input-process-
output-input from a series of subsystems—from
detection to dispatch to ambulance to hospital
ER to hospital critical or intensive care unit.

Despite this dilemma, outcome measures must
be developed if only to invite criticism and im-
provement. The following measures are suggested.

OUTCOME MEASURES

1. Percent of patients who survive

2. Disability days per patient, defined as days from
onset of precipitating condition to complete resumption
of patient’s normal role and comprising (a) days con-
fined to bed, (b) days confined to home although not to
bed, and (c) days patient could not fully engage in nor-
mal activities because of clinical condition

3. Percent of cases in which patients are residually
impaired in activities of daily living

4. Age- and sex-specific death rates from EMS-related
causes of death

5. Percent of EMS-related deaths of persons entering
system before death

6. Percent of patients satisfied with EMS

7. Patient score on the Cornell Medical Index (symp-
tom score) 6 months and 12 months after EMS.incident

8. Percent of cases in which patient died at scene on
arrival of ambulance, at scene after arrival of ambulance,
en route to hospital, and after hospital arrival

9. Mean number of minutes from onset to death.

If these outcome measures are to be used to judge
the effect of the emergency system from the effect
of the clinical condition and to quantify inde-
pendently the outcome effect of separate elements
of the EMS system, they must be standardized for
clinical condition and presented as in format 12.

To secure valid measures, a sufficiently large
series for each clinical condition and each EMS
element will be necessary so that the effect of
clinical severity can be factored out and, by part-
ial regression equations, the independent effect
of each EMS element on outcome may be eval-
uated. For example, what is the outcome of hos-
pital X on cardiovascular arrests when clinical
severity, patient characteristics, and ambulance
treatment are controlled, or what is the outcome
effect of ambulance Y .on myocardial infarctions
when patient characteristics, clinical severity, and
receiving hospital are controlled?

Ongoing Program Evaluation

The first part of these guidelines described re-
search techniques for baseline evaluation of EMS
before and as a basis for intervention; this final
section deals with techniques for the ongoing eval-
uation of the effects of intervention. Intervention
activities typically include some or all of the fol-
lowing features: training of ambulance attendants,
installation of radio links between ambulances and
receiving hospitals, the introduction of a central
dispatch system, the upgrading of ambulance and
hospital resources, categorization strategies to re-
route certain patients, public information cam-
paigns to persuade walk-in patients to go to a
different hospital emergency room or not to go
to a hospital emergency room.

Format 12. Effect of emergency medical services elements on outcome,
by measures of clinical condition

Outcome measure

Hospital element Ambulance element

1 2 3 4 1 2 3 4

Myocardial infarction:

Percent survival............................
Disability days per patient...................
Percent residual impairment.................

Compound fracture, femur:

Disability days..............ccciiiiinia...
Percent patients satisfied.....................

Cardiovascular arrest:

Percent survival..........coovieeennnnnennn.
Minutestodeath ..........................
Pelvic inflammatory disease: Percent asymptomatic
after 6months. ................... ...l
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Format 13. Resources, utilization, and outcome measurse before and after
intervention in project and control areas

Project area

Control area

Measures of —1

Pre- Post- Pre- Post-

intervention intervention intervention intervention

c

Hospital resources (items 1-5).............
Ambulance resources (items 1-4)..........
Resources to population ratios (items 1-10

informat3)... ............... .
Ambulance utilization (items 1-10)... ....
Hospital utilization (items 1-13)...........
Utilization evaluation (items 1-11).........
Outcome (items 1-9).....................

1 See text and format 3 for items.

NotE: For each measure, the effect of intervention may be defined as (column b—column a)

—(column d —column c¢).

Format 14. Effect of training ambulance crews and setting up
ambulance-hospital radio links on mortality

Ambulance Ambulance Ambulance Ambulance

Item

t+ r+4
a

t—r4

t+ 11—
b [

t—r—
d

Mean time:
Dispatch. ...........cciiiiiiiiinn..
Scenearrival.................coiiiun..
At SCeNe. ... viiiii ittt
Scene to hospital......................
Mottality:
Percent dead at scene. ................
Percent dead on arrival.................
Percent dead after arrival...............

NoTE: t+ =received training, t— =no training, r+4 =radio link to hospital, t— =no radio link

to hospital.

The assumptions of intervention to be tested
are that the activities just mentioned improve
resources, which improves utilization, which im-
proves outcomes. Since this assumption involves
the same model as that for baseline evaluation,
most of the resource, utilization, and outcome
measures previously mentioned may be used for
ongoing evaluation. The ongoing evaluation in-
volves two sets of comparisons: first—before,
during, and after intervention and second—
between changes in the project area and changes
in a comparable control area. Format 13 is sug-
gested for charting these comparisons.
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It is clear, however, that format 13 only allows
the effect of intervention to be measured at a
gross level and only for the entire project area.
It is also necessary to evaluate the effects of par-
ticular interventions within the area. Since treat-
ment or change cannot immediately be applied to
all EMS elements in the area simultaneously, more
detailed research designs are possible during the
duration of the project. Thus, certain ambulance
companies will receive training and others will not.
These circumstances allow for the cross-sectional
research design shown in format 14.

Thus, there are two independent estimates of
the effect of training: column a in format 14 minus
column ¢ and column b minus column d. The
two estimates of the effect of radio links with
hospitals are column ¢ minus column b and col-
umn a minus column d. Similar research designs
may be generated to estimate the effect of other



intervention activities on other elements of EMS.

The final set of evaluative criteria has to do with
the increasingly important task of measuring the
extent to which an EMS project has achieved cer-
tain exogenous goals set by the funding agency.
It is apparent that several agencies at the Federal
level, includihg the Alcohol, Drug Abuse, and
Mental Health Administration (ADAMHA),
Comprehensive Health Planning Service (CHPS),
Regional Medical Programs Service (RMPS),
Health Services Administration (HSA), and
Health Resources Administration (HRA), as well
- as the Departments of Transportation and De-
fense, are funding EMS projects, in part to achieve
general mission goals of these agencies. Thus,
while some agencies have earmarked funds for
EMS, others make EMS grants out of a general
budget allocation. Clearly, the agencies at the
Washington, regional, and local levels must con-
cern themselves, in making the initial funding and
subsequerit refunding decisions, with the question
not so much of whether a given application is a
“good” EMS project or not, but rather with
whether a particular project is the best means of
achieving the overall mission of the agency. Since
EMS projects are, in this setting, competing with
non-EMS projects, evaluation must be concerned
at the proposal, refunding, and project conclusion
stages with the following questions.

1. Does the EMS project have a regionalizing
effect on health services? (RMPS)

2. Is it maximizing the influence of consumers
ovet providers? (CHPS)

3. Does it deal with psychiatric emergercies,
drug overdoses, ctisis intervention, and so forth?
(ADAMHA)

4. Will the EMS project be takeh over finan-

cially and administratively by a community-wide
health agency at the conclusion of the project
period? (HSA)

5. Does it lead to innovative manpower use of
the physician substitute? (HRA)

6. Does it lead to better law enforcement and
public protection? (Law Enforcement Assistance
Agency)

7. Will it result in secondary prevention of dis-
ability? (Social and Rehabilitation Service, Social
Security Administration)
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The Emergency Medical Services Systems Act
of 1973, in making available $185 million for the
development or expansion of ermergency medical
services, places great émphasis on research and
evaluation. The act requires, and recent improve-
ments in research techniqué make it possible,
that funding applications justify the need for
funds and evaluate the impact of funded activities
in process and outcome evaluation terms much
more sophisticated than the traditional “ambu-

lance counting.”

This paper outlines several methodologies ahd
formats for securing and presenting (a) baseliné
evaluation data on the pre-intervention state of
emergency medical services in a service area and
(b) impact evaluation data to measure the nd-
ture of change brought about by ihtervention.
Methodologies and data formats are presénted to
analyze resources, patient needs, utilization, and
outcomes of emergency medical services.
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At the completion of the 10-week preceptorship
phase, identical evaluation forms were adminis-
tered to each nurse participant and to each physi-
cian preceptor. Questions were asked regarding
the level and degree of nurse involvement during
this period. That is, an analysis was made of those
emergency department duties that the nurse per-
formed alone with the support of a physician. The
aim of using identical forms for both the nurses
and preceptors was to secure an informal measure
of the reliability of reported findings. On the
whole, the nurses and preceptors agreed with re-
spect to their views of the level and degree of
nurse involvement during the preceptorship pe-
riod.

Nurse performance ratings in various clinical
categories were also solicited from the preceptors.
Finally, the degree of nurse acceptance while per-
forming in the field was assessed. That is, both
the nurses and preceptors were questioned with
respect to how well they thought the nurse was
being accepted in this expanded role.

As was the case during the first 6 weeks of
training, the nurses enjoyed a general degree of
acceptance by the various members of the health
team as well as by the consumer. Consumer satis-
faction was inferred from nurse-patient inter-
actions. Across all 25 performance categories
listed on the evaluation form, the nurses were
rated as doing above-average work during the
preceptorship period and were judged to be ade-
quately prepared to assume an expanded role in
the emergency department.

Thirteen nurse participants completed the pilot
training program and were awarded certificates
of completion. Unofficially, the title of ‘“emer-
gency department nurse practitioner” was assigned
to the graduates. The remaining two nurses
dropped out of the program because of family
complications.

Followup Evaluation

A followup evaluation was conducted in the fall
of 1973 to determine whether the nurses were
_ still performing duties in an expanded role and
to assess the degree of nurse acceptance, as ex-
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pressed by the nurse and the various members of
the health team.

The New York State Medical Practice Act and
the New York State Hospital Code do not define
the exact nature of a nurse’s responsibility, except
for the requirement of supervision by a physician.
Thus, in each sponsoring hospital, the extent of
responsibility to be assumed by the specially
trained emergency department nurse was deter-
mined by the physician in charge and the hospital
administrator, with the approval of the governing
body. In this pilot project, the extent of respon-
sibility granted to the nurses varied from hospital
to hospital, depending on factors such as staffing
pattern and intensity of demand for emergency
health services. The New York State Education
Department has under consideration approval of
the pilot project as a specialized program of
study.

All 13 nurse graduates continued to serve as
emergency department nurses at the followup
evaluation. Interviews were conducted with hos-
pital administrators, nursing directors, and emer-
gency department supervisors to obtain their
views of nurse performance and acceptance. The
consensus of opinion indicated that the nurses were
performing adequately in an expanded emergency
department role and that they were viewed posi-
tively in this role by the various members of the
health team.

Summary and Conclusion

In summary, a pilot study was conducted to
design, develop, and test in a limited setting a
special training program for emergency depart-
ment nurses. The goal was to provide more effec-
tive and efficient health care in the emergency
department. Thirteen registered nurses, represent-
ing 10 community hospitals, completed an initial
training program of 4 months’ duration. Six
weeks were spent in classroom teaching and
emergency department practice and observation
and 10 weeks in supervised, on-the-job exper-
ience at the hospital sponsoring the nurses’ par-
ticipation in the program.

It was concluded from an analysis of evalua-
tive data that the pilot training program was a
success and that progress had been made in fulfill-
ing the goal of providing more effective and efficient
health care in the emergency department. Experi-
ence gained in the conduct of this pilot study
will be helpful in planning future programs of
this kind.



Pathways to Care for Cancer Patients

DONALD M. HAYES, MD

THE HEALTH PROFESSIONS ptide them-
selves on technological advances in cate of cancer
patients. Yet, in today’s environmefit in Wwhich the
public is continuously being urged to watch for
the “seven dangér signals of cancer” and to con-
sult a physician for frequent “cancer c¢heckups,”
the health professional may easily lose sight of
the difficulties the cancer patient encounters in
getting to the proper péerson or facility for defini-
tive care. »

Few scientific publications are available re-
garding the socioeconomic impact of cancer.
Grosse (/) examined the cost-benefit ratios of
several cancer control programs and found 4 cost
to society of $2,217-$46,181 for each cancer

death averted. Grosse’s study, however, was not
concerned with the structure of the system for
care of cancér patients, only with the cost wtihin
the present system.

Other studies have dealt with social factors in

Dr. Hayes is professor and chairman, Department
of Commuinity Medicine, Bowman Gray School
of Medicine of Wake Forest University. This
study was supported by a grant from the North
Carolina Regional Medical Program, Inc. Tear-
sheet requests to Donald M. Hayes, MD, Bowman
Gray School of Médicine of Wake Forest Univer-
sity, Winston-Salem, N.C. 27103.
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the genesis of cancer (2) and their effect on out-
come of treatment (3). Suchman (4) studied the
relationship between stage of illness and the seek-
ing of medical care. Kutner and associates (5)
reviewed many studies on delay in diagnosis and
treatment of cancer; their concetn was with pa-
tient and physician factors leading to delay. No
detailed studies are available concerning path-
ways a patient might follow to obtain definitive
care in a particular community and obstacles to
progress alorig those pathways.

With the preceding considerations in mind, I
conducted a study to trace the pathways by which
cancer patients reach definitive care in North
Carolina. For the purpose of this study, I assumed
that any hospital having more than 150 beds was
a definitive care facility and that the ideal path-
way to care for cancer patients consisted of three
steps: (a) primary care physician, (b) secondary
care consultant, and (c) hospital.

Study Methods

An interview guide was designed for collection
of certain demographic and clihical information,
including degree of satisfaction with care received.
The guide consisted of the following questions:

1. How did you react to therapy?

2. What did you get from your therapy in the
way of sickness, improvement, pain, shortness of
breath, or other reaction?

3. Trace the pathways of care for the illness:
Who noticed the first symptom? Places of sub-
sequent treatment or consultations: (a) ...... R
(b ...... ,(€) e,

4. Where did you reckive most of your treatment?
(in-State medical centet, local hospital, other)

5. Were you satisfied with this arrangement?
Would you have preferred the majority of your
care elsewhere? If so, where?

After the guide was developed, a corps of ex-
perienced interviewers was recruited. Each was
instructed concerning the purposes of the inter-
views, methods of eliciting responses to the
standard format, and alternative intetpretations
of questions to be used if respondents failed to
understand the original ones.

A request to the North Carolina Cancer Regis-
try (6) for the names of 1970-71 registrants and
their physicians yielded a list of 2,730 names.
From this list, 426 patients with bronchogenic
and epidermal carcinomas were eliminated. Skin
cancer is rarely life threatening and thus does not
elicit the same emotional response from patients
as does cancer of other sites. Sirice the survival
rate among lung cancer patients is so low, its
treatment can hardly be called “definitive” (7).
Thus, this large group of 426 patients was thought
to be unsuited to a search for pathways to defini-
tive care,

The physicians caring for the remaining regis-
trants were then contacted for permission to inter-

Table 1. Distribution of 660 patients by race, sex, age, and diagnosis

Type of malignant disease

Race, sex, and age group Total
Ovarian Hematologic Lymphomas Colon Breast Other
Total patients............ 25 16 82 154 355 28 660
Race
White..........oovvviinn... 12 11 64 122 322 19 550
Nonwhite. . ................. 6 4 6 17 33 4 70
Not specified................. 7 1 15 0 5 40
Sex .
Male.............coevveaant. 0 4 56 0 15 104
Femile...................... 25 12 98 355 11 546
Not specified................. 0 0 0 0 2 10
Age group (years)

Under20..................t. 0 1 0 0 0 2
20-29. .. 0 0 10 2 1 3 16
30-39. . e 5 0 20 2 34 1 62
40-49. ... .. 6 4 18 56 4 106
50-59. ... 4 4 28 58 3 103
60-69.. ... 2 4 45 57 7 120
TO-T9. i 1 1 21 32 5 63
80andover.................. 1 0 0 6 6 0 13
Not specified................. 6 2 19 32 111 5 175
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Table 2. Expressed satisfaction with care of 660
patients with malignant disease treated in North
Carolina

Preference if

Satisfied not satistied

Diagnosis Num-
ber Yes No In-State
medical Other

center
Carcinoma of ovary. 25 20 5 1 4
Carcinoma of breast. 355 343 12 5 7
Carcinoma of colon. 154 147 7 2 5
Malignant
lymphoma....... 82 74 8 4 4
Hematologic
malignancies. . ... 16 14 2 .. 2
Other1............ 28 22 6 2 4
Totals......... 660 620 40 14 26

1 Excludes skin and bronchogenic cancers.

view their patients. Patients of physicians who re-
fused or failed to respond were also eliminated,
leaving a final total of 646 patients and families
of 41 deceased patients available for interview.
The interviewers then completed 660 interviews
from July 1, 1971, through June 30, 1972. A few
respondents were interviewed at physicians’ of-
fices, but the majority were interviewed at home.
Each interview averaged 45 minutes.

Data collected from the 660 interviews were
punched into specially coded McBee® cards.
Demographic and clinical variables were then
tabulated by manual card sorting.

Results

The distribution of interviewed patients, as re-
corded by tumor registry diagnosis, is shown in
table 1; skin and bronchogenic cancers are not
represented, as explained earlier.

The respondents’ answers to the questions
abaut satisfaction with care revealed that a sur-
prisingly small proportion were dissatisfied
(table 2). Among the 40 respondents (6 per-
cent) who expressed dissatisfaction, no single
locus was favored overwhelmingly. Fourteen (35
percent of the dissatisfied) would have preferred
treatment at one of the university medical centers
in North Carolina.

The remaining 26 (65 percent) would have
preferred treatment in a different local facility or
in one outside the State, such as the National
Cancer Institute, M. D. Anderson Hospital, or
Memorial Sloan-Kettering Cancer Center. The
reasons most often given for failure to reach the
desired site for care at a medical center were

financial limitations or lack of transportation.
The major stated reasons for failure to go to the
local facility of choice were absence of sujtable
facilities in small communities and closed-staff
hospitals in the larger ones.

Of the 355 breast cancer patients, 306 or 86
percent discovered the first evidence of their dis-
ease, a percentage somewhat lower than invother
studies (8). The first observers of evidence of
disease in all 355 patients were as follows:

Percent of

Observer Number toral
Patient...................... 306 86.20
Internist..................... 9 2.53
Family physician. .. .......... 24 6.76
Gynecologist. ................ 9 2.53
Surgeon. .................... 2 .56
Orthopedisf.................. 1 .28
Husband.................... 3 .84
Medical center physician....... 1 .28
Total.................... 358 99.98

Examination of the sequence in which the
breast cancer patients obtained subsequent care
revealed some interesting features (fig. 1). Not
surprisingly, the family physician or a surgeon
was most frequently consulted as the first step. It
was of interest that the gynecologist was the next
most important source of initial care, being con-
sulted more frequently than the internist.

Additional observations concerning the path-
ways followed by breast cancer patients are shown
in figure 1. Particularly noteworthy is that 38
patients (11 percent) of the original cohort of
355 required four steps before reaching definitive
care. More than half the patients, however, had
reached a community or medical center hospital
by the third step in the care pathway.

More than 90 percent of the 154 colon cancer
patients noticed the first evidence of their dis-
ease, Here the family practitioner and the internist
were the most frequent sources of initial care,
although the surgeon was consulted in a signifi-
cant number of instances, as shown in the fol-
lowing table:

Percent of

Source of care Number total
Family physician............. 63 40.91
Internist..................... 57 37.01
Surgeon. .................... 20 13.00
Local hospital 7 4.55
Gastroenterologist. ........... 2 1.30
Chiropractor. ................ 2 1.30
Hospital emergency room...... 1 .65
Minister..................... 1 .65
Osteopathic physician. . ....... 1 .65
Total.................... 154 100.00
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Figure 1. Steps on the care pathway for 355 patients with breast cancer, North
Caroling
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Figure 2 shows that the care pathway for colon
cancer patients in North Carolina was apparently
somewhat more difficult to traverse than that for
breast cancer patients. Although the final step in
the two pathways was the same, and the major-
ity of patients reached definitive care in four steps,
20 percent of the original cohont of 154 colon
cancer patients apparently did not reach definitive
care until the fourth step. In contrast, only 11
percent of the breast cancer cohort required the
fourth step to reach definitive care.
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The first observers of evidence of malignant
lymphama in 82 patients were as follows:

Percent of

Observer Number total
Patient...................... 76 93.66
Internist..................... 3 2.66
Sprgeon............... ... 1 1.22
Family physician. . ........... 1 1.22
Other....................... | 1.22
Total.................... 82 99.88



Figure 2. Steps on the care pathway for 154 patients with colon cancer, North

Carolina
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For this group, as for the colon cancer group,
the family practitioner or internist was the most
frequent source of initial care. As shown in figure
3, of the original cohort of 82 patients 34 percent
did not reach definitive care until the fourth step
on the care pathway. Not surprisingly, the hema-
tologist played a larger role in the treatment of
patients with malignant lymphomas than in the
treatment of patients with colon or breast cancer.

The ovarian cancer group consisted of only 25
patients. Although the number of patients was
small, it is worth noting that 12 of the 25 appar-
ently did not reach definitive care until the fourth
step on their care pathway.

There were 16 patients with hematologic malig-
nancies such as leukemia and multiple myeloma.
Again, this group was too small for detailed anal-
ysis. An additional miscellaneous group of 28
patients consisted of 21 with stomach cancer, 4
with malignant melanoma, and 1 each with kidney
cancer, prostate cancer, and spindle cell sarcoma.
No significant data concerning pathways of care
were generated from these groups because of their
heterogeneity and small size.

Discussion

There are at least five uncontrolled variables
which could determine whether a given patient
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Figure 3. Steps on the care pathway for 82 patients with malignant lymphomas,
North Carolina
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appeared in this study or not. These are:

1. Whether he or she got into the medical care
system before death from malignant disease,

2. Whether he or she was entered into the North
Carolina Cancer Registry,

3. Whether his or her physician agreed to allow
his patients to be interviewed,

4. Whether he or she could be located for inter-
view, and

5. Whether he or she agreed to be interviewed.
Recognizing that there are at least as many more
uncontrolled variables which have not been iden-
tified, I do not claim that the study sample is
truly representative of the population of cancer
patients in North Carolina.
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The data from this study yield three areas for
discussion: (a) patient satisfaction, (b) finder
of initial evidence of disease, and (c¢) pathways
to definitive cancer care in North Carolina.

Among patients queried about the quality of
their medical care, usually about 10 percent are
highly critical (9). In all categories of the present
study, the dissatisfaction rate was considerably
lower than 10 percent. From this observation, it
may be inferred that relationships between cancer
patients and their physicians in North Carolina
appear to be good. It should be mentioned in this
connection that the mechanisms for delivery of
medical care to patients in this study were strictly
traditional, that is, fee-for-service care in physi-



cians’ offices or in hospital outpatient departments.

Initial evidence of disease. Only 86 percent of
the breast cancer patients first observed evidence
of the disease themselves. Since other reports show
that up to 95 percent of breast cancer patients
detect their own disease (I0), there may be a
difference between the patients reported here and
those elsewhere. Assuming that the patients in
the present study are reasonably representative of
North Carolina patients in general, this difference
is subject to two alternative explanations: (a)
breast cancer awareness is lower among women
in North Carolina than elsewhere and they do not
examine their breasts as frequently, thus their
disease is detected by someone other than them-
selves, presumably later in its natural history, or
(b) cancer awareness is higher among women in
North Carolina than elsewhere, and the availa-
bility and accessibility of medical care is so high
that they consult physicians frequently enough for
breast cancer to be detected by physicians before
it is detected by the patients. Breast cancer mor-
tality statistics, availability of health manpower,
and patients’ attitudes about cancer in North
Carolina (10) suggest that the first explanation
is more likely to be correct.

If one accepts the first explanation, this points
to a need for intensified educational programs
about cancer care among North Carolina women.
Other studies have shown that women who con-
scientiously examine their breasts do so as a result
of demonstrations of the procedure by their
physicians rather than as a result of being exposed
to educational programs of other sorts (11). This
finding and those in the present study add empha-
sis to the need for further patient education by
physicians and also suggest a specific task for
physician’s assistants or nurse practitioners in the
cancer care portion of the system for delivery of
medical care.

Regarding the first observer of disease in the
colon cancer and lymphoma groups of patients,
it was not surprising that the patients with lympho-
mas most often (94 percent) noted the first evi-
dence of their disease. In patients with colon
cancer, contrary to externally manifested dis-
orders such as breast cancer and lymphomas, the
first observation of evidence of disease by the pa-
tient may be less than optimal. Since colon cancer
may exist in occult form for long periods of time,
early detection by the physician could predate
considerably the onset of symptoms noticeable by

the patient. The inclusion of screening for occult
blood in the stool as a portion of “routine” exami-
nations could improve the early detection rate for
colon cancer (12).

Pathways to definitive cancer care. As pointed
out by Whitted (13), formidable obstacles block
the use of cancer care services. Among these are
the educational level of the people to be cared
for, the structure of our society, and the fear of
detection of a disease known to be associated with
hopelessness and suffering in many instances. To
these, based on the present study, a further ob-
stacle should be added: the difficulty experienced
by the uninitiated consumer in traversing the
proper pathways through the cancer care system
itself.

A comparison of the pathways to definitive care
for the three large groups of patients is shown in
figure 4. Since there are no data available con-
cerning pathways a patient might follow in an
optimal system, there are no standards against
which one might compare pathways. Although
there are differences in the diseases represented,
and certainly there are dimensions of care other
than the number of steps involved in achieving
it, the differences in these pathways should be
explored. Why, for example, have 98.5 percent
of the breast cancer patients reached definitive
care in three steps while only 70 to 80 percent of
the colon cancer and lymphoma patients have
done so? Why are lymphomas and breast cancer,
both externally manifested diseases, not more
nearly alike in the pathways to care followed by
affected patients? These are merely a few ques-
tions raised by these statistics.

Ideally, it would seem that the pathway to de-
finitive care for each of these diseases should con-
sist of no more than three steps: (a) primary care
physician (family practitioner, internist), (b)
secondary care consultant (surgeon), and (c)
hospital. That many patients required more than
these three steps may be due to the complexity of
the cancer care system.

The first steps on the care pathways may rep-
resent particularly fertile ground for improving
efficiency. Of 355 breast cancer patients, 124 who
found a breast mass went first to either an intern-
ist or gynecologist. While consideration, there-
fore, should be given to intensified training in
evaluation and management of breast masses in
residency programs for medicine and gynecology,
a less obvious implication may relate to patient
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education. Perhaps patients should be encouraged
to go directly to a surgeon on finding a breast
mass. This would eliminate a step on the care
pathway for many patients, shorten the timespan
of diagnosis and therapy, and perhaps improve
the outcome of the disease. At the same time it
would place a greater burden on surgeons for
careful nonoperative evaluation of such patients.
An alternative which might shorten time spent
would be a continuous community screening pro-
gram for high-risk women, so that a breast mass
could be evaluated quickly by physician’s assist-
ants or nurse practitioners and the patient referred
quickly. Analogous programs for other types of
malignant disease could be created without great
difficulty (14).

With the exception of the small number who
required a fifth step to arrive at definitive care,
most of the colon cancer patients seemed to get

to definitive care with reasonable dispatch. It is
disturbing to note, however, that 2 of the 154
patients, both of whom had rectal bleeding, elected
to consult a chiropractor for their symptoms. A
third such patient first consulted an osteopathic
physician (in many areas this might be appro-
priate, but North Carolina law limits osteopathic
physicians to the use of nonoperative and non-
prescriptive methods). The first steps taken by
these three patients suggests a need for better
public education about the symptoms of colon
cancer and the practitioners best equipped to deal
with them.

One extremely important variable not con-
sidered in this study is that of time. The data are
simply not available to answer certain pertinent
questions such as: What is the total time elapsed
from initial observation of signs or symptoms to
completion of definitive care? What is the time

Figure 4. Cumulative percentages of patients arriving at definitive care, by steps
on the care pathway, North Carolina
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required for each step on a particular pathway?
With this kind of infermation in hand, it should
be possible to design or modify programs which
will allow cancer patients to reach effective care
in the most efficient manner.
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A study was conducted to trace the pathways
by which cancer patients in North Carolina rgach
defipitive care. It was assumed that any hogpital
having 150 or more beds was a definitive care
facility and that the ideal pathway to cancer care
consisted of three steps: (a) primary care physi-
cian, (lz) secondary care consultant and (¢) hos-
pital,

From the names of 1970-7] registrants in the
North Carolina Cancer Registry, a list was com-
piled of 687 patients or families agvailable for
interview. Trained interviewers using a standard-
ized format conducted 66Q perspnal interviews
of cancer patients or familigs of deceased cancer
patients. Data tapulated from these interviews
showed that 25 patients had carcinoma of the
ovary, 16 had malignant hematolqglc disorders, 82
had malignant lymphomas. 154 had carcinoma of
the colon, 355 had carcinoma of the breast, and
28 had ;mscellaneous maljgnant disorders. ‘All
patients had received their cancer care in North
Carolina. Only 40 patients (6 percent) expressed

dissatisfaction with their care. First evidence of
disease was noted by 86 percent of the breast
cancer patients, 91 percent of the colon cancer
patients, and 94 percent of the lymphoma pa-
tients.

Tracing the care pathways followed by patients
in the three largest groups showed that 4.21 per-
cent of the breast cancer, 4.5 percent of the colon
cancer, and 4.9 percent of the lymphoma patients
reached definitive care in one step. The majority
of patients in all three groups (69.5 to 98.5 per-
cent) reached definitive care in two or three steps,
although substantial numbers required four, and
some colon cancer patients required five steps.

Compared with the hypothetical system of three
steps, it was concluded that many patients do
not arrive at definitive care for cancer in the most
efficient possible manner. Further data are needed,
with particular attention to the time variable,
before the medical care system can be modified
to provide the cancer patient with the most effec-
tive care in the most efficient manner.
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The Nursing Home

THE NURSING HOME OMBUDSMAN Dem-
onstration Program (NHODP) is part of the
Nursing Home Improvement Program of the De-
partment of Health, Education, and Welfare.
NHODP’s mission is to demonstrate and test
various approaches that may provide consumers
of nursing home care—patients, as well as their
relatives and friends—with an effective voice in
determining care practices in nursing homes.

Background and Develapment

The ombudsman program has its roots in Presi-
dent Nixon’s August 1971 address in Nashua,
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OMBUDSMAN

N.H., on Nursing Home Initiatives, in which he
charged HEW with developing and sponsoring
programs that would help to upgrade the quality
of care and of life in the nation’s nursing homes.
One area targeted for improvement was the sub-
jection of some patients to physical and mental
abuse, poor or inadequate treatment, and the loss
of personal or property rights; such patients have
little, if any, easily available and effective recourse
for the redress of these grievances. One mandate
to HEW was “to assist the States in establishing
investigative units which will respond in a re-
sponsible and constructive way to complaints
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made by or on behalf of individual patients (in
nursing homes).”

The responsibility for planning the imple-
mentation of this charge went to an interagency
Task Force on Investigative-Ombudsman Units
that included representatives of HEW agencies,
the Veterans Administration, and the Office of
Economic Opportunity. The task force found sev-
eral reasons for the inadequate protection of pa-
tients’ rights in nursing homes. Among these rea-
sons were confusion and complexity in the
enforcement of regulations at the State level and
the failure of professional and volunatry groups to

achieve an impact on the quality of care. The
task force concluded that fundamental changes
would be required to guarantee “humanization of
facilities”—changes not only within the nursing
home industry, but also in the enforcement of
standards and in access to social and community
services.

The basic concept underlying all the approaches
being tested in the demonstration program is the
classic legislatively based ombudsman, who is an
independent, highly placed official in national,
State, or local government appointed by and re-
sponsible to the legislature. The ombudsman’s
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basic function is to investigate and resolve citizen
grievances against government agencies or offi-
cials. The purpose of ombudsman activity is to
oversee and to improve government administra-
tion.

The task force drew on the experiences of
a number of countries which use the ombudsman
mechanism, as well as a small number of U.S.
States and local jurisdictions in which ombuds-
men have recently begun to function. There are
some obvious similarities between the nursing
home ombudsmen and the classic (governmental)
ombudsmen, for example (a) maintaining inde-
pendence and objectivity of function, (b) help-
ing people with grievances to use a complex
system of care and services, and (c) attempting
to insure that the system works.

Even more interesting than the similarities are
some of the unusual aspects resulting from the
application of the ombudsman approach to nurs-
ing home consumers. The following aspects are
essential to an understanding of the duties of the
nursing home ombudsmen and the commitment
they give to those duties. First, the nursing home
ombudsmen have no legislated jurisdictional au-
thority. While classic ombudsmen operate under
the authority of enabling statutes with subpena
power and privileged communication, the nursing
home ombudsmen use cooperative relationships
and the authority of others to investigate and re-
solve complaints. Second, the nursing home om-
budsmen deal primarily with private enterprise
(proprietary nursing homes) and voluntary or-
ganizations, as well as with professional groups
and government agencies. Third, the nursing home
ombudsmen operate in an area in which resources
and administration are inadequate, and thus there
is a need for improvement and change in the
system.

The nursing home ombudsmen, then, have two
major operating tasks: (a) to establish effective
and viable mechanisms for receipt and resolution
of complaints and (b) to document significant
problems in the system of long-term care and,
in turn, to stimulate improvement of that system.

Because the application of the ombudsman
principle in the nursing home field is a new ex-
perience, the task force recommended demonstra-
tion and evaluation to determine the effectiveness
and appropriateness of various approaches to the
demonstration program. The major distinction
between approaches concerned the auspices under
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which the demonstrations would be conducted,
that is, State government or a voluntary organiza-
tion of senior citizens.

The task force also recommended testing a
legislatively based ombudsman model, but a site
could not be found for this alternative. Guidelines
for proposals to implement each of the models
were prepared, and all State Governors and many
national voluntary organizations were requested
to indicate their interest in submitting proposals.
The proposals submitted were evaluated by mem-
bers of the task force. The major technical criteria
used were the adequacy of the plan to implement
the project and the ability of the project to oper-
ate objectively and independently.

In demonstrating and testing various ap-
proaches, we are attempting to examine a range
of variables, such as auspices (government versus
voluntary), organizational locations, employed
staff (background, training), use of volunteers,
and techniques of problem definition and resolu-
tion. It is necessary to learn which combination
of these variables and other factors work well
together in relation to the characteristics of the
settings in which they are located.

State Projects

On June 30, 1972, five contracts were awarded
for the establishment of Nursing Home Ombuds-
man Demonstration Projects. Four of the con-
tracts were with State governments to establish
a State-level office linked to a local-level unit.
The States were 1daho, Pennsylvania, South Caro-
lina, and Wisconsin. To permit independence and
objectivity, the projects were placed in agencies
not responsible for the regulation of, or services
to, nursing homes.

The local-level units receive complaints made
by or on behalf of nursing home patients, investi-
gate these complaints, and then attempt to resolve
them. The State-level ynits supervise the opera-
tion of the local units, assist them in resolving
complaints by involving appropriate State agen-
cies, and respond to complaints that originate
outside the local demonstration areas. The State
units are also responsible for followup to assure
that corrective action is taken and that all com-
plainants are notified of the outcome.

The State units are staffed by professionals with
legal, social work, health, administrative, or other
appropriate backgrounds. The local units have
professional direction but use volunteers as well



as paid staff. In Pe¢unsylvania, the Philadelphia
local unit is operatew. by a voluntary organization
that is funded by a Staie grant; this arrangement
also holds in Massachusetts (project started in
1973).

Idaho’s nursing home ombudsman is ‘ocated
in the State’s department of special services and
through this agency is responsibl. to the Gover-
nor. The ormabudsman unit, & ed in Boise, has
concentrated its first year’s aci - ities in the seven-
county Treasure Valley area »f southwestern
Idaho. This area contains 15 « the State’s 56
nursing homes. The unit is linked to an advisory
committee composed of nursing home consumers,
providers, and representatives of State agencies.
Volunteers, recruited from local organizations and
trained and supervised by the ombudsman staff,
participate in the project as outreach visitors to
nursing home patir ‘ts. The project is currently
planning ar .xpans .1 of ombudsman servit . to
a..other po-i-on of the “‘ate.

Penr.:ylvania’s Siat budsman is loca: -1 in

the 7  -nor’s Offic Auman Resources and
rece;ve  -put from - 'ory committee repre-
senting “ciisumers, - onal groups, and the
nursin. 'me inau - e 'ncal Philadelphia
ombu¢ - unit is ¢ by he Nursing Hom--
Camp: Committe _an. uses community
volunt:. to rece’v¢ reso.ve complaints. A
local ui  in Alle: » wunty (Pittsburgh) has
a small, aid i dir-cted by the State
ombudsm: 1.

The State . ads unit in South Carolina
is placed in t:- *'omy .,sion on Aging, an inde-
pendent ag.nv  -=ctly responsible to the Gov-
ernor. A rc o ..it serves the Central Midlands
Regional § un» g Dist <t (Columbia), while the
State unit respc:ids to «. yaplaints from other areas.
Volurteers will be trained to work at both State
and . gional levels in an outreach capacity.

The Office of the Lieutenant Governor in Wis-
consin had been investigating nursing home care
for a year and hac handled 400 complaints before
the project was developed. 't now operates the
State Nursing Home Ombudsman Program and
has a local unit in Milwaukee. The State unit staff
of four investigators responds to complaints from
any area of the State except Milwaukee.

Contracts for the four initial State Nursing
Home Ombudsman Demonstration Projects have
been extended for a second year of operations.
In addition, two new State projects were started

in July 1973 in Massachusetts and Oregon to
demonstrate the impact of other unique organiza-
tional locations.

In Massachusetts, the State nursing home om-
budsman is located in the Office of the Secretary
of Elder Affairs, who is a member of the Gover-
nor’s cabinet and is charged by legislation to be
the State’s advocate for the aging. Such a legis-
lative mandate makes the location of this des .-
onstration unique. The unit is staffled by two
professionals and is linked to a local unit of
senior-citizen volunte«rs in the Holyoke-Chicopee
area.

In Oregon, the nursing home c:mbudsman unit
is in the office of the general Stz e ombudsman.
An assisiant ombudsman for nursing home affairs
will respond to complaints of patients or families
by using the status, authority, and grievance ex-
pertise of an ombudsman office that has func-
tioned for the past 3 years.

Voluntary Project

The one project conducted under the auspices
of a national voluntary organization of senior
citizens is now in its second year of operation.
The National Council of Senior Citizens has orga-
nized a system consisting of a national-level nurs-
ing home ombudsman office linked to a State-level
and two local-level units in Michigan. The na-
tional unit in Washington, D.C., works with
Federal agencies and national organizations in
aiticulating national-level problems regarding
nursing homes and in advocating their resolutions.
The State-level unit, in Lansing, Mich., works
with State agencies and consumer groups toward
initiation of nursing home reform. It is linked to
local units in Detroit and to the rural Upper
Peninsula of Michigan. These units rely heavily
on scnior-citizen volunteers, trained and super-
vised by local unit directors, to visit nursing homes
regularly and to resolve patients’ problems.

Concepts

Three major concepts are currently being dem-
onstrated in the Nursing Home Ombudsman Dem-
onstration Program. One concept is that investi-
gative units operating at State and local levels
can effectively receive, investigate, and resolve
complaints made by or on behalf of individual
nursing home patients. This concept requires that
the ombudsman work directly with patients, pro-
viders, communities, and existing service and

March—April 1974, Vol. 89,.No. 2 131



regulatory agencies so that they gain understand-
ing, provide needed services and benefits, and
modify administrative procedures. In short, the
ombudsman must validate individual complaints
and work within the system to bring about tht
changes needed to resolve the complaints,

An example of this activity occurred in Idaho
when the ombudsman received multiple com-
plaints from a nursing home patient about the
quality of food in the home, the lack of recrea-
tional activities, and the general feeling that he
had no control over his life. The ombudsman staff,
in coordination with the State health department
and the department of social services, investigated
the complaints, and steps were taken by the home
to provide more individualized attention to the
patient’s diet. In addition, the social worker of
the department of social services involved the
patient in a foster grandparent program. He is
now visiting an institutionalized mentally retarded
child.

The second major approach in the demonstra-
tion requires the ombudsman to document signifi-
cant problems affecting a large amount of the
nursing home population and to work toward
resolving these problems. In South Carolina, the
ombudsman, through a number of individual com-
plaints received, found that the administration
of the State’s Medicaid program denied nursing
home patients the right to make 1- or 2-day visits
to friends and relatives in the community. Such
visits would help some patients maintain impor-
tant community ties and might lead to their
eventual discharge from the nursing home. After
the ombudsman and his advisory committee
brought this problem to the attention of the head
of the Medicaid agency, the policy was modified
to permit such visits when medically appropriate.

The third major concept being tested in the
demonstration program is the use of volunteers
to increase community involvement in defining
and resolving problems of nursing home patients.
An excellent example of this is occurring in the
Michigan project, conducted by the National
Council of Senior Citizens.

The First Year of Operation

Much of the first year of each demonstration
project has been devoted to mastering some de-
velopmental tasks. Although projects approached
the tasks differently and developed at different
rates, the following steps were taken by all.
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Recruitment and training of staff. The profes-
sional backgrounds and expertise of the staff em-
ployed by the projects vary. Social workers, pub-
lic health nurses, nursing home administrators,
government administrators, and attorneys have
been used. These professionals had to learn about
standards and regulations governing nursing home
operations, technical issues relating to care pro-
vided, and a host of social welfare services that
comprise the long-term care system. Much of
this training and orientation has been conducted
“on the job,” especially with the help of regula-
tory and service agency personnel and expert con-
sultants.

The projects which use community volunteers
have developed training programs geared to pre-
paring citizens for outreach work in nursing
homes.

Establishment of operating policies and proce-
dures. Each project has developed approaches to
receiving, investigating, and resolving complaints.
Complaints may be received by telephone, mail,
office visits, or direct outreach by ombudsman
staff. Receipt of a complaint is acknowledged,
and an investigation is undertaken to determine
whether the complaint is valid. At this point, the
ombudsman must determine if the complaint can
be resolved and take steps toward that resolu-
tion. Often, complaints are resolved as a result
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