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PART OAE Pisi-l,‘f\t D U\Fb FOR THIS GUIDL

L WHY WA HH? tll[)k h\ FTER

Docopurpose of this guade 1s oto Jdescribe and explain a

voelativoly low-cost, short-torm appreach by which communities

e Isti:mate thelr current needs for ambulatory health
Jare snrvices;

e Determine the adeguacy of the resources and programs
available to meet those needs; and

e Understand the major underlying factors invclved in

developing strategies or programs for improving

ambulatory health care service delivery.

“his guide 1s one product of a demonstration study of ambulatory

wo1lth care needs, resources and priorities recently conducted

in Boston, Massacnusetts. It is desigred for health services

p}@gpers and decision-makers on the local level who are faced

with sharply competing demands for limited Iunds, and who do
not have the information readily available to make judgments

about how scar—e resources should be distributed.

[T, HOW DOES THE APPROACH WORK?

Applying this approach involves the following key proce-

(JUI’(‘S




® . ot i ambamiibatory bealthocare v
et thee anddividoal nepghborhoods o
Coee ooty mignt e espected to ouse, basied on data

tor osimilar populations from the National Health Survey

and trom prepard plangs;

@ -t oermrning thoe numbo

and types of health services

croviders who are actually delivering care to the

peopleo 1 those netghborhoods;

® ountiug the number of visits these providers arce
deitvering and comparing that number to the number
tnat might be expected to be used, acenrding to the

aational and prepaitd plan data;

e Duveloping profiles of the individual neighborhoods

which describe (1) the apparent adequacy of ambulatory
visits in each neighborhood, and (2) the effects of
certain factors (such as population characteristics,
health status, and facility location) which might be

oxpocted to influence the use of these visits.

e Isting and cxpanding on the statistical information

thus developed by gathering information on the per-

ceptions of neighborhood residents and others knowledge-

able about the community.

e Intcgrating statistical information and community per-
coptions 1nto a single document which provides (1)
rovisced ncighborhood profiles, (2) findings on a city-
wide basis concerning resource adequacy, problem areas
and major issues, and (3) suggested strategies for

addressing the problem areas.

O
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This oproach was selected because 1t appeared to be

capablo of pulling together available data in a form usable by

decision-makers, within a time frame suited to the pressures of

the decision-making process. It i1s assumed that communities

interested 1n this approach will want something more than feelings
anid nerceptions about what 1s happening, but something less than
a long-term, highly sophisticated and expensive study.

For some time, studies of this type have been resisted
or avoided by many communities. In part, this avoidance reflects
the thorny problem of defining and measuring "needs" for ambula-
tory health care, particularly within the limitations of avail-
able research methods and existing data. In general, theie have
heen two reactions to this problem. One 1s to say that the needs
for ambulatory health services are obvious, and that lack of
data 1s an excuse to avoid taking action to meet them. On the
other hand, a large and influential school of thought in health
planning holds that a study of this type must be totally defini-
tive, and that in the absence of better information, planning
efforts should be directed to improvirng the concepts, methods
and necessary data base.

Although there is some truth in both of these views,
neither is much help to decision-makers. The first provides
no guidance about how to set priorities among competing demands

for action. Since the methods to do the definitive study do

7
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not sen ooxiast, the results of the second type of thinking are
Lot peth Letter.  Little that is usable gets done, and partici-

Lants in o the local decision-making process have little data to

go on and no framework describing their community's health care

system.  Without such a framework, they have no basis on which

to analyze or assess the reasonablencss of proposals which are

nevertheless continually being made.

[V.  WHAT WAS THE BOSTON STUDY?

With these kinds of concerns in mind, the Office of the
Regional Director, HEW/Region I, decided in m1d-1973 to let a
contract to Abt Associates to explore in Boston the feasibility

of finding a middle g.ound between the two schools of thought

described above.*:

The'cégﬁra:t required Abt Associates to develop an approach
to assessing the needs, resources and priorities for ambulatory
health services using existing data and working within rela-
tively narrow financial and time constraints. The approach was

to be pilot tested in Boston, and was to produce both a document

usable to decision-makers in Boston and a guide that other

communities facing the same problems might use.

Those wanting further information about the Boston study may
contact either the HEW Project Officer, Mr. Thomas Sullivan,
Assistant Regional Director for Health, HEW/Region I, Boston,
Mass., or the Project Director, Ms. Deborah Jones, Health Care
Systems Area, Abt Associates, Inc., 55 Wheeler Street, Cambridge,
Mass. 02138.



The actual study was conducted over & nine-month poriod
from July 1973 through March 1974, and followed the approach
described in Section II above. Underlying the study were two

basic premises: that data and community perceptions arc¢ equally

important clements in the planning process, and that tf the

results of the study were to be used, the potential users had

to be involved in the study itself. Consequently, although the

Boston study was officially done for a federal client, it also
had a second client in the Boston Department of Healti. and
Hospitals, whose Commissioner and staff worked in close ccoper-
ation with the study staff and helped to determine 1its design
and emphasis. Additionally, the study had a broad advisory
group made up Of people knowledgeable about the Boston community
and about tre health services delivery system in Boston; all of
these people were also "clients" for the study.

Implementing the approach in Boston required approximately

26 professional man-months of effort and cost about $68,000.

The study produced a great deal of useful information, including:

e Aggregation by neighborhood of basic census information
(age, sex, race, ethnicity, income, education, employ-

ment status);

@ Health status information, by neighborhood, including
mortality rates (both infant and general), communicable
disease rates for major reportable diseases, and

immunization status of children;

e Lists of all major providers of ambulatcry medical and



dental services, by type;
e iumbor of visits delivered by each provider;

e Lstimates of patient origin for facilities providing

ambulatory health services, and for private practioners;

e Listing and assessment of all ambulatory health service

resources available to each neighborhood in the City;

e Description of community perceptions of need, by

neighborhood and citywide;

e nNnalysis of the adequacy and distribution of ambulatory

health care resources citywide; and

e Identification of major problem areas in the provision

of ambulatory health services.

In general, the Boston study has been well received. The
study is commonly recognized as having the best data available
on ambulatory health services in the City, and much of the in-
formation in the report is being widely used. Concerns about
the study focus primarily on the quality of existing data and
foars that weak data may be improperly used in the planning
process. As a result of these conceins, efforts are being

undertaken in the Boston community to explore ways of improving

the base data and . . -egrating them more fully into the
decision-making nrooces. . In general, the experience in Boston
indicates the .his arproach does have reasonable potential for
meeting some ¢ _ressing information needs of those involved

in the process of planning for ambulatory health services in

other communities. This guide explains how it can be done.

6
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V. WHAT ARE THE LIMITATIONS ON THE USE OF THIS APPROACH?

Those who arce interested in applying this approach should

recognize that it has some major limitations. Among the most

important ones arc:

e The available data on ambulatoxy health services are

poor. Data on ambulatory health care resources and
atilization are not collected in any systematic fashion
in most communities. As a result, the data used 1in

the calculations are rough and of widely varying gquality.
The results one can produce out of existing data are

therefore indicative, but in need of much refinement.

® The approach is not able to address the problem of

"need". No good method has been developed for defining
precisely what constitutes "need" for ambulatory health
services. Furthermore, no data or methods exist for
determining how many visits are needed to address
specific health problems in a population. This approach
can address the issue of need only by collecting infor-

mation on community perceptions of need. Comparing

actual to expected use of services provides an indica-
tion of whether a given commuaity'’s utilization patterns
are at least comparable to those of other groups.
However, it does not indicate whether that number of
visits 1is sufficient or adequate to meet true needs

for services.

@ The approach relies on "visits" as a common denominator

for the analysis. The use of visits has two problems:

First, the definition of a "visit" may vary according
to the service or the provider. Second, although the

statistical data on volume of visits provides a general

11




indication of the overall level ¢of resources avatirlable,
they cannot be casily translated into information «n

¢hne availability of specific services. Information on

community perceptions can improve but not overcome

this situation.

e The approach emphasizes comprehensiveness rather than

depth. The intent of this approach is to provide 2a
overview of the status of ambulatory health services
.n the community, rather than to anaiyze in depth
particular problems or issues. 1Its ability to provide
fina, answers to any given issue is therefore minimal.
Its worth lies more in its ability to relate given
issues and problems to each other and to the overall
context of ambulatory health services delivery in the

community.

e Given the limitations described above, the results of

this study should not be used in isolation. It will

provide a partial basis for decision-making, and will
indicate where more sophisticated research needs to be
done to fill gaps in available data. However, it should
alwavs be used in conjunction with other known informa-
tion about health care needs, population characteristics,

and the nature of the delivery system.

VI,  HOW CAN THIS INFORMATION BE USED?

The data which can be collected by this approach have a
variety of uses. They can also be helpful to may different kinds
of people involved in the ambulatory health services planning
process: Dproviders, consumers, regulators, planners, and funders.

While it is probably not possible to make a complete list of

12
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ways the information could be ugsed, the followine are oo the

most likely:

e [t provides a general conte, 1 which specitac necds

or problems can be considered. It as otten ditticult
to rnow what the dimensions of a given problem are,
or how 1t 1s related to other concoerns or 1ssues. Thay
document can act as o a basy ~art of that backqground,
although according to the 1gsue, further informat ton

may be neceded,

e It provid: jeneral information on arcay of particulon
L proviad: Jeneral inlormdation on-arcan ol o

need and on the con:-;_t;r'_.‘i}nt:s_nt‘}_la't_.‘ln.'n_x 111 in the way of

addresging them. It can therefore be very helptul to

both providers and congsumers who are involved an ticrvice
planning by pointing out key 1asuen to bhe explaored and

critical factors to consjidoer.,

e The basic data are very uncful in the preparation and
Justificativa of grant or certificate or need applications.
They provide a cortain set of basice data that are often
prepar Jd oon oan o ad oo bhasig, an the necd arines, and
which nay be difficult to pull together,  They are alio
holpful vo applicants and reviewers alike bhecaase they
permi bt propoSaly to be analyzed in g broader contoxt

neighborhood=wide or crtywide=-than 5 usually the cane,

e 'T'he document can i_xu“l'i}:‘;:_l.ur_. (.l_lljg'*«;ﬁ,l«:yx;s tor rescarch or
for further exploration of fasues that appear to be of

gsignificant importance in the delivery ot ambulatory

gervicen.

e Iinally, the document can be utied as a common starting

polint in the u—(}g_(_)_?ﬁjj{t},:i_n'x”n_rg” rmdAg“lim‘rurm;rimmv“t;”lmt Accompany
the decigsfon-making process, although it will need to

bhe supplemented with additional dntormat ion and oome of

its findings may neced ta he clarified,

ERIC 13
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U b LA THTS APPROABE TRPLERERTED?

Ciooas b o b amp bemented by nany drtteront teypes

b el e qreaapes . Whinle certaan basae rovearch vl bs are
S ERTENETRS S P foo 1t dboawee to be hoghiby cophistreated, On t he
Ve Ve, ertaan other skalln oare anvolved wion go beyona
Vv e vy ettt tona b by toand anmany rescarchogroupe.. In qgeneral,

o CiL neededt to apga by v approach montocboect pvely e

e voepal knowledge ot the health care avatlable 1o the

INFHIVIINE VE

e ot contacts ooch o people o b calth gerviaces . Thene
e e v b b b anurtng soarces ol anformation, advice
vl upp o U, and s nome casaen of partieulag cndor e

XU N BN

@ .ol contacta with community resaidents and reprenenta
Carree, These peopde brang familiarity  Sthothe health
peee o 0 the commuan Uy Prom g COnsume . pertpectave,
Gl the st perceptions will be o basite partoof the an

fortanal goi ol Jeeted,

@ttt kil to pertorm the analysis. The ntudy ntat
hoald anclade persons with pragmat e retearch skl
cented to working with poor data and making it
meantngtul; banie knowledge of Htatintiod; interviewlng
atln ol obtairning information on consumer perocept fons;
A aceent to expert bne i certaln arean gucloan
B Jth ot atin meatinre:s, Htat bHtics or communlty orqgani -
sataon.  While this accetn will be necded only o tew
Vimees thtoughout the study, 1t 1g very helptul an

ddeer iy hinow v, et e et byely handle .‘£|H"‘i!lt‘

gt b
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onniele sponnors for v ostudy based on this approach

e Comprehensive health planning "b" agencies

e ‘Muntcipal health departments

e Oroups of institutions or a single large institution

e Consumecr groups with citywide functions

e [ndependent voluntary or research groups

e Consulting firms

Fach of these groups will bring certain sirengths and

wieaknenses to o the task of sponsoring a study like this. Who
1o omost appropriate to conduct the study in your community will
depend upon the gspecific role played by these groups within the
community, how they are viewed, and whether they are capable
ot drawing together the funds and resources necessary to con-
duct the gtady.,

Many local CHPs have collected a great deal of data over
the years, and may be better able than some other groups to

catablish themselves ag non-partisan. Similarly, municipal health

departments pagve o groat advantage in that they have a Citywide
focus, o number of atrong and diverse needs for ambulatory care
data and casy access to many different groups in the local health
dervices ayatem. But. they are also respongible for allocating
funds and may have difficulty gaining cooperation and data

from those who gee the study an a posgible threat to their
programs, 15

11
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Greaps of institutions or a single institution may repre-

.= only a portion of the community resources and may be viewed

by other providers and consumers as partisan. Consumer groups

1Vs0 may be regarded as partisan, and may also have difficulties

resulting from a lack of full-time staff members or of a research
capability.

{pdepgndent voluntary or research groups and consulting

firms. All have established research capabi ities, and may take
a somewhat objective view of the study. Voluntary and research
groups in particular may also have a citywide perspective and
high regard within the community. All these groups suffer a
disadvantage in that they are rsually not the prime users of the
study, sothe study's responsiveness and use may suffer. Con-
sulting firms face an additional disadvantage in that they may
not be familiar with the community, tend to l.=ve high costs, and
may have a negative image among potential users of the study.
How: var, the well organized and objective research capabilities
of many of these firms are an advantage. If used, these firms

should be ones located in the community, since data collection

and communications will otherwise be difficult.
Depending on the complexity of the community and the
scope of the data collection and analysis undertaken, the study

should be able to be completed in six to ten months, for a cost

ranging from $40,000_to $75,000.

The next part of this guide provides detailed information
on how to conduct a study based on this approach.

12
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PART TWO: DETAILED DESCRIPTION OF THE BASIC APPROACH

VITI. WHAT BASIC PHASES ARE INVOLVED IN CONDUCTING THE STUDY?

The basic analytical approach of this study is to compare

the actual use made of ambulatory care visits against the use

which would be e¢..,,. “*od “-om national and prepaid plan utili-

zation experience. Th's information is then interpreted in

light of information on population characteristics, health status,

community perceptions of need, and major service patterns to

develop findings on over- ! resource adequacy, on major issues

bearing on ambulatory hea’ 21 services planning, and on strategies
designed to address these issues. Carrying out the approach

requires extensive data collection from a wide variety of

sources, and the substantial participation of a large number of

individuals involved in health services in the community.

The process which should be used to carry out the study

is summarized on the flow chart on the following pages. As

indicated on the chart, the study involves six major phases:

I. Community Communications Link Development
II. Basic Project Design

ITI. Statisuvical Data Collection

IV. Preliminary Analysis of Statistical Data

V. Resource Group Reaction to Statistical Data and
Collection of Information on Community Perceptions of

Need

13
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AR Prcgarat ton o of Fanal Report oon Ambulatory Health

ey s ot e

, Pesourcecs, and Streoteqgres

Fach of these phases plays a distinct role in the conduct of

the study. The purposces of ecach phase of the study and tho steps
which arce involved in cach are described in more detail in

the next chapter.  While you may want to modify certain aspects
of the study design, the following chapter presents an overview

of how cach step might be conducted.

[4.  HOW DO WE CARRY OUT EACH PHASE OF THE STULY?

A Development of Links to the Community (Steps 1 and 2)

The approach to this study is unusual in that it depends

hecavily on the involvement of all segments of the community for

ite success.  One of the key assumptions underlying the approach
i3 that those who will use the results of the study must be
involved in it. People from the community will participate in
the design of the study, in data collection, in analysis and
comment, and in developing strategies based on the results; and
ways must bes found to build in their participation.

The purpose of the first phase of the study is to develop
the: communication links and channels necessary for involving the
community in the study. Basically, two steps are involved.

Step l: Soun  Out the Community About Ncceds and Uses for

the Study. At the outsct of the study, known community contacts

should be tapped and new contacts should be cstablished. Informal

20
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discussions should be held with persons involved in ambulatory
nealth services in your community to determine how they view
the study, how they think it might be approached, and what they
see as i1ts uses. It is especially important to identify key

actors and establish early working relationships with those

persons who know where information can be obtained or have such
information, and those for whom the study will be useful.

Step 2: Form a Resource Group. In order to assure that

communications with the community continue throughout the study,
it is important to set up a formal Resource Group composed of
active and knowledgeable consumers and providers. Members of

this group can serve as individual resources to the study by

providing information on data or methodological issues; by

providing endorsements, entree, and community support; by

reviewing and commenting on material produced; and by serving

n5 focal points by which comments about the study from throughout

the community can be fed into the study process. From our
cxperience, we feel that there are two major types of people
appropriate to such a group: first, those individuals who repre-
sent major community data and methodological resources; and
second, those key local decision makers who will be primary users

of the study.

B. Basic Project Design (Steps 3-5)

Once these soundings of the community have been initiated,

the study design must be filled out and tailored to respond to
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the priorities and intercests of those who will use it. The

Lirposce of the second phase of the study is to refine the basic

study design by setting priorities for the study, defining the

limits of the study and of data collection, and making the
necessary arrangements for data collection. These activities
involve three major steps.

Step 3: Define Study Approach and Limits. While you may
25 Y /PP

have decided to use the approach suggested in this guide, you
still need to make certain basic decisions in order to implement
it. These decisions relate to the scope, comprehensiveness, and
level of detail you choose to include in your study. Three

decisions are required:

e Definition of Geographical Area. Your choice of the

area to be covered may follow natural political or
geographic boundaries. However, it will have implica-
tions for the study. If the community you choose
cxcludes certain adjacent areas with many ambulatory
care resources used by your community, the impact of
these sources will not be measured. At the same time,
expandinq'the geographic scope to include all of these
arcas may result in a study which it too expensive to

carry out.

e Definition of Ambulatory Care Visits. You may want to

define ambulatory care to include all ambulatory health
services, ambulatory medical and dental services only,

or primary care services only. In choosing, you should
remember that your definition will have to be one which

allows you to use both national and local utilizatiomn
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data.* 1In Boston, we found that defining ambulatory
care to include all non-inpatient medical and dental

visits best corresponded to existing data.

e Definition of Included Sources of Care. Ambulatory

care 1is delivered in a number of different settings

and by a number of different types of practitioners.

The number of sources you include will depend upon

the resources you have for the study and the complexity
of your community. In Boston, only sources felt to
provide the majority of care and to have available data
in celatively usable form were included. These included
private physicians and dentists, hospital outpatient
Jepartments and emergency rooms, health centers and
large group practices. They excluded school health,

university health programs, and industrial health units.

One thing to remember in making each of these choices is
that your decisions should be based both on the level of existing
data as well as on tne resource you have available. You may
wish to construct a matrix similar to that in Appendix A which
describes which data of what types were available for Boston.

You may also wish to use the forms provided in Appendix E to
determine the costs of the study based on alternative models.

Step 4: Define Neighborhood Boundaries. The next thing

you will want to do is to divide your community up into neigh-
borhoods. Since needs and resources are likely to vary by

neighborhood, it is useful to perform both neighborhood and

*For this reason, it is likely that you will not be able to
break down the vieits you include by type or by service.
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community-wide analyses. In selecting appropriatc subdivisions,
vou should consider: (1) boundaries which correspond to aggre-

gations of census tracts so that census data can be easily used;

(2) boundaries corresponding to de facto community patterrs, so

that data and community perceptions information will correspond

and can be integratod; and (3) using existing sub-divisions so

as to avoid furtnoing what is probably already a large number

of conflicting subdivisions in your community. It is also useful
to choose a subdivision used by a health agency in your community
likely to be a major user of the study, or a major provider of
data. The Boston study, for example, used census tract defined
neighborhoods developed by the local Comprehensive Health
Planning agency.

Step 5: Identify Sources of Care. Once the limits of the

study have been defined, you will want to locate the names,
addresses and telephone numbers of each provider you will include.

To identify private practitioners, you should obtain the

most recent and complete list available for each type of practi-
tioner you are including. Getting such lists may be difficult.
Care should be taken to avoid including practitioners likely to
be covered by other sources of care. For example, you may wish
to exclude hospital-based physicians since most of their visits
arc likely to be included in hospital outpatient department
statistics. In addition, you should also attempt to identify

the age (or year of professional school graduation) for private
21
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practitioners, since it will influence the number of visits
delivered (see step 9). When you have a list of all private
practitioners, you will then need to match the addresses of
their practices to census tracts, in ord. to identify the
neighborhoods in which they practice

To jdentify other included sources of care, you should

attempt to find any comprehensive listing developed by a hospital

association, planning department or other similar group. Members
of your Resource Group will be able to review it and make sure
it is complete. It is also very helpful to use the addresses

of fec.lities you include to plot them on a map, by neighborhood.

C. Statistical Data Collection (Steps 6-9)

The major objective--and strength--of this approach is
its ability to collect in one place all available or existing
data, and to organize it in a form usable to decision-makers.
The statistical data collection process lies at the heart of
this effort. Out of it will come a variety of statistical
analyses and tables which can be used for reference by many
segments of the community. In addition, the findings from the
statistical data will heavily influen.¢ what is dbne in succeeding
phases of the study.

The third phase of the study is designed to collect all
the statistical da*ta needed to compare actual to expected use
of services and to interpret these in light o! pr.uulation

characteristics and health status information. This phase will
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almost certainly be the most time-consuming and frustrating

6of all the phases in the study; in Bosto., it took four months
of a nire-month study. In all, four steps are involved, each
one orio! to collecting one of the four types of data needed.

Step b:  Collect Demographic Data. The purpose of

coll~cting information on population characteristics is to pxo-

vide the age and sex data needed to develop expected use figures,

and to profile each neighborhood in terms of those characteristics

likely to affect need for or use of services. You may also want

to identify any major population changes likely to alter needs

for services in the coming years. S

In general, you should rely on census data since they are
by far the most accurate. In addition to age and sex data. you

will want to collect irformation by neighborhood on race,

cthnicity, income, family characteristics, third-party coverage,
means of transportation, and mobility. Since datn aggregation
is time consuming, we suggest that you focus carefully only on
those population characteristics you feel are most useful in
cxamining ambulatory care needs and resource use. In addition,
we suggest that major efforts to project future population by
neighborhood be avoided since methods for doing this are likely
to be inaccurate. However, it would be useful to get general
information on expected major population changes from a local
planning agency so that these can be considered in analysis.

Step 7: Collect Health Status Data. Rough indicators of

health status serve a useful grpose in the study since they
D
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provide a measure independent of visits with whioh to assess

the needs for scervices and the reasons for use 01 services.

They are especially significant in interpreting the meaning ot

differences between actual and expected use of visits. Vtor

example, while a relatively unhealthy neighborhood may use more
visits than expected, this might bu better explained by 1ts
greater need for services than by "overutilization".

In general, measures of health status a.e poorly developed,

especially for small areas, and few are available by neighborhood.

In selecting indicators you should look for those: (1) most
meaningful in reflecting healﬁh, given overall limitations; (2)
least duplicative of other measures to be used for the same
population group ‘e.g., women of child-bearing age); (3) available
by neighborhood; and (4) easy to acauire, without extensive
manipulation or purchase of ccviuter tapes.

In Boston, we found that si.. -ndicators of health status

were best able to meet these criteria: overall mortality
(adjusted for age and sex), infant mortality, fertility rate,
prenatal care use, communicable disease rates, and immunization
levels of children entering school. Unfortunately no data were
available to examine specifically the health of middle-aged
males or of the elderly.

Step 8: Collect Expected Use Data. The purpose of expected

use figures for each neighborhood to provide a starting point

and a benchmark against which to examine actual use of visits.
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eostan thos antor: involves two cetftorts: {a) solecting

“.oc notional and prepard utilization figures to be used; and

({0 applying these figures to the age and sex groupings within

vour neighborhoods to determine expected uwn. of visits.

In selecting national and prepaid utilization figures
(Step 8a) you should strive to use those figures most likely to
provide an accurate estimate of the visits your population
would be likely to use. This means finding figures for compar-

able populations (e.g., northeast, urban, mixed income); and

tiyures differentiated by age and sex so expected use figures

for each neighborhood can be adjusted to reflect the age and
scx composition of each. In selecting figures, it 1is suggested

that two sets of figures be used, one national and one prepaid,

to avoid t..e implication that a single standard of utilization
exists. If you define included visits by medical and dental
categories, you will need to select a set of utilization figures
for each.

Once the utilization figures are selected they should be
applied to the age and sex groupings within each neighborhood
in your community (Step 8b). This requires making sure that

your neighborhood figures are in groupings comparable to those

used in the national an< prepaid figures, applying the utiliza-

tion rates to each gr 'aA your neighborhoods, and adding up
the results to get two figures on expected use in each neighbor-

hood. For purposes of analysis, it 1is useful to assume that
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the two expected use figures define a range of use which might
be expected.

Step 9: Collect Actual Use Data. The next step is to

collect data on the actual use of visits by residents in each
neighborhood, so that actual use can be compared to expected
use. Collecting actual use data involves three efforts: (a)

collecting annual utilization data for each source of care

included in the study; (b) collecting patient origin data or

estimates for the same sources; and (c) applying patient origin
percentages to annual utilization figures to determine how many
visits from each source residents in each neighborhood use. The
procedures involved are complex and vary according to the type
of source involved.

Step 9a: Collect Annual Utilization Data. Sometimes

utilization data will have been accumulated by agencies such as
the Department of Public Health or a hospital association, but
unless such lists are available in reliable form, it may be
necessary to make individual phone calls to each source of care.

In collecting utilization data, you will want to obtain figures

based as closely as possible on the definition of visits you

are using. You should also strive to obtain data for the same
year (a recent one) for all sources of care. In sowc cases, you
may have to adjust data to include only the visits you are
concerned with (e.g., to eliminate non-medical visits) or to

provide annualized figures.
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In the case of private practitioners, it probably will

not be feasible to collect actual utilization data from each.

Instead, you may have to estimate the utilization figures for
practitioners in each neighborhood by applying sample utiliza-
tion data based on national surveys. These are available both
from the American Medical Association and the American Dental
Association. In using such sample data, you should try where
possible to use figures based on practitioners similar to those
in your community (e.g., metropolitan, northeast), adjusted for
age, and involving only ambulatory visits.

Step 9b: Collect Patient Origin Data. As in the case

of utilization data, patient origin data will probably have to
be collected differently for institutional sources of care and
private practitioners. Unless patient origin surveys or data
aggregations have been prepared for groups of institutional

sources of care, it will probably be necessary to call each source

to determine the best information about where their patients
reside. Available patient origin data is likely to be poor and
it may sometimes be necessary to derive estimates for patient
locations within the specific neighborhoods in your community.
In the case of private practitioners, no patient origin
information is likely to be available and a rough patient
origin survey may be required. This can be done by requesting
each gractitioner to list the addresses of all patients seen
in a typical day, although the results will be only indicative.

Once responses are received, they should be coded by census
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tract to show both physician location and patient neighborhood.
in Boston we found that the response to the survey was facilitated

by the endorsement of the local professional associations.

Step 9c: Apply Patient Origin Data to Annual Utilization

Figures. Having collected annual utilization and patient origin
figures for each source of care (making estimates where needed)

you can now determine how many visits the residents in any

neighborhood use, and also which types of sources and which

facilities are used. This can be done in several ways. In

Boston, we found it was best accomplished by dealing with each
types of source separately, organizing the information in tabular
form by neighborhood and facility, and then aggregating the
figures for the individual facilities of each type. For private
practitioners, the patient origin percentages for practitioners
responding in each neighborhood can be applied to the annual
utilization figures for practitioners in each neighborhood and
aggregated to determine how many visits residents in each
neighborhood receive from private practitioners throughout the
community. A table similar to the one used for institutional
sources of care may be used. A sample of the tables used in

the Boston study for OPD medical utilization by neighborhood

and overall medical utilization by type of source is provided

in Appendix C.

D. Preliminary Analysis of Statistical Data (Steps 10 and 11)

By this point, you will have collected all the statistical
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data included in the study: population characteristics, health
starus, oxpect . d ust f visits, and actual use of visits. You
will probably also have begun to aggregate the data into a

scerics of statistical tables. The purpose of this phase in the

study is to focus specifically on aggr~gating, analyzing, and

interpreting the large masses of data collected. This may well

be the most critical phase of the study.

From it will come:

® Basic comparative data on the volume of visits used

by each neighborhood, with an analysis of its

adequacy;

® Information on the general adequacy of resources in

the community as a whole;

e Information on the patterns of neighborhood use of

facilities, by type and by specific facility; and

e Indications of problem areas which will need to be

explored further in community interviews.

1a addition, the results of this preliminary analysis
will be the first product of the study which can be made public
and which will be subject to review by your Resource Group.

1t will therefore be of some political as well as analytical

imgortance.

This phase involves two steps.

Step 10: Prepare Basic Data Tables. Since the statistical

data collected provide the key for analysis at this phase in

the study, the first thing yoa will want to do is to make sure
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that the data are arranged into a format where they can readily
be compared across neighborhoods. Unless you have already done
this in the course of data collection, 1t will require much
effort simply to aggregate and adjust, and to develop estimates
for those instances where little data were found.

The first thing to do is to prepare a basic set of tables,
which might be similar to the list of tables provided in Appendix
B. In preparing a list of tables you should remember that both
neighborhood and community-wide analysis will be required and

that you will probably want to rank each neighborhood along a

number of dimensions.
In selecting tables, it will help to identify the key
questions you want to answer. Some of the most important ones

ares:

@ What are the population characteristics of residents

in each neighborhood and community-wide?

® How does each neighborhood rate on the health status

indicators?

e How does actual use of visits compare with expected use,

hnth in each neighborhood and across the community?

@ How can differences between actual and expected use

of visits in each neighborhood be interpreted in light

of the health status and population data?

@ What sources of care are used by residents in each

neighborhood and across the community?
@ What changes--such as population size, sources of care,
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income or financing--are occurring, and how will

these he likely to affect actual use of visits or

the nced for visits in the future?

These questions can help to define which tables you prepare
and how you analyze them once they are completed.

Once the tables are prepared, you will probably want to
abstract the information critical to identifying findings in
each neighborhood. This can be done by preparing a format of
data to be filled in for each neighborhood. At the same time,
it can be useful to rank each neighborhood for each type of data
and include the community-wide figure as well. Appendix D
includes a sample of the statistical profile prepared for a
neighborhood in Boston.

Step 11: Analyze the Data and Prepare Preliminary Report.

At this point you are in a position to analyze the key findings
in the data, both as these relate to neighborhoods and the
community as a whole. It is probably most useful to review

each neighborhood's statistical profile and prepare neighborhood
findings first since this process lends itself to an’' identifica-
tion of community-wide issues as well as of the major areas of
comparison across neighborhoods. In preparing such findings, you

may find it useful to develop a list of areas which are to be

addressed for each neighborhood, for the community, and across

.

neighborhoods. The absence of such an outline is likely to

result in a large amount of effort being directed at interesting,

but sowmz _..1itial concerns.

30

31



The analysis you produce as a result of this process will

be the first findings of the study and should be submitted for

kesource Group critique and comment. For this reason, we found
it useful in Boston to perform the preliminary analysis as part

of the process of preparing a preliminary statisticel report.

We also found that this effort made it easier later to revise
the findings to reflect community perceptions of need. However,
in preparing the preliminary report you should be careful to
stress that it is preliminary and that it will be substantially
revised to reflect community perceptioﬁs and Resource Group
critique.

In preparing the preliminary report, you should remember
that it will be used by a variety of readers with interests
ranging from specific neighborhoods to the whole community, and
from general interest in the statistics to more detailed desires
for information. For this reason, we felt it best to organize

the report into four sections.

e Part 1: Purpose of the Study and Methodology.

This part should give the user an overview of the
study and what the report represents. It would
include a discussion of why the study was done, what
this report represents and what will follow it, how
the data was obtained and analyzed, and what tha2

limitations of the data and approach were.

e Part 2: Neighborhood Profiles. The purpose of this

section is to provide the user with a summary of

the data as it relates to each neighborhood. If this
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is done, a map should probably be provided at

the beyinning of the section, with neighborhood
boundaries and facility locations indicated on it.
In Boston, we found it best to provide both a
narrative and a statistical summary in each profile.
The profiles displayed key data for the neighborhood
on demographic and socioeconomic issues, health
status, medical and dental sources and volume of
care, and summary of use as contrasted with use
expected from national and prepaid data. Providing
community wide data and rankings of neighborhoods

as well can assist in comparisions.*

e Pa:t 3: Overall Findings and Issues. The purpose

ot this section is to provide the users with an
overview of findings. You might want to include
discussion of findings on a city-wide basis,

summary of neighborhood comparisons, and a dis-
cussion of some of the issues which seem to be
raised by the findings. This part will be very
preliminary, since many findings and issues will not
become clear until people have had a chance to

react to the data and until the community percep-

tions of need are determined.

e Part 4: Detailed Tables. The purpose of this section

is to provide in one place all the detailed data
gathered in the study. A list of the tables inclu-
ded in the Boston study is provided in Appendix B.

¥ A sample profile for a Boston neighborhood, as revised by
the community perceptions of need, is included in Appendix D.
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E. Resource Group Reaction to Statistical Information and

Collection of Information on Community Perceptions of
Need (Steps 12-14)

As a result of the fourth phase in the study you will
have completed one of the two ¢ritical information analysis
stages in the study, the statistical analysis of ambulatory
care needs and resources.

The purpose of this next phase in the study is to

collect the second kind of information critical to analyzing

ambulatory care needs: the reactions of the community to

statistical data and the perceptions of the community resi-

dents as to their needs. This information is especially

necessary since statistical data will be weak and subject to
diverse interpretations. In addition, the statistics will
not provide some kinds of information--such as adequacy of
services, appropriateness of service mix, and factors affec-
ting use--all of which are needed to define better what ac-
tions should be taken to improve services. Thus,'the infor-~
mation collected in this phase of the study will serve to

refine and expand upon the statistical data, using Resource

Group review and interviews with community representatives.

Basically, three steps are involved:

Step 12: Obtaining Reactions From Resource Group Mem-

bers. A Resource Group meeting should be called after partici-
pants have had a chance to review the preliminary report.

The meeting should ‘include:
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e Comments on data accuracy and suggestions for revisions

in the statistical data (e.g., a wronyg number, omitted

sources of care);

e Comments on style and organization, and suggestions

for how these could be improved in the final report;

e Comments on findings and suggestions for how they could

be interpreted, and;

e Comments on future efforts and suggestions for how

they could be conducted.

Such comments and suggestions are very important in
improving the usefulness of the final report. Not only will
this review result in a series of revisions to the report,

but it can also serve to initiate the process of informing

community members of study results and working with them

to _develop strategies for action based on the study findings.

Step 13: Collect Information on Community Perceptions of

Need. The community interviews are intended to provide in-

formation on areas that could not be addressed by statistical

data as well as to expand upon and explain the statistical
findings. The community interviews should be oriented to

answering such questions as:

® How are the neighborhoods perceived?

@ What unmet needs are felt to exist in each neigh-

borhood and across the community?

e What patterns of utilization exist (e.g., low-user

groups, prefere '2s for specific types of facilities)

and why?
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® What are the major satisfactions and dissatisfactions

with thoe care reccived?
@ What barriers to the use of services exist?

e What actions are perceived as necessary to improve

services?

e How accurate 1s the statistical information on each

neighborhood?

Reactions to the draft profiles developed for each neighborhood

can be solicited as well, along with suggestions for improve-
ment or additions.

Your approach to obtaining such information will vary

with the resources available to obtain it. Approaches can

vary from well-structured random samples of consumers, to

open-ended interviews with a few community leaders in each

neighborhood. Because of resource constraints, the Boston

study took the latter approach, although efforts were made
to talk to a wide variety of different types of people repre-
senting the different neighborhoods.

If you choose this approach, you will want to be care-

ful about how interviewees are chosen so that the most useful

information will be obtained. (See Section IX-C). You may also
want to develop an interview guide to ensure that essential
points are covered. It is important to keep in mind that

community perceptions are equally as important to this approach

as data. Be sure :hat you don't get so wound up in the figures

that you don't have time to devote to soliciting community views.
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his can happen, and the study will be seen as less responsive

Step 14:  Analysis of Information ~n Community Perceptions

of Need. This step parallels the preliminary anaivsis of the

statistical data described above, and i: .he second major analysis

of the study. The results of the community perceptions analysis

should Lalaance the statistical analysis, and it should be

possible to integrate both of them into one general overview.

The analysis of community perceptions information will
be difficult. You will have a large amount of diverse infor-
mation which is not easy to summarize or aggregate. The ex-
tent to which you are able to do so will determine to a large
extent the responsiveness of your findings and their accepta-
bility to the community.

In the course of the analysis, you should keep in mind
the list of questions that you addressed in your interviews,
and try to organize your findings along those lines. It may
be useful to prepare a matrix indicating the major issues
addressed and what the findings were on these issues, by
neighborhood. By this process, you will be able to aggregate
and analyze the findings on how needs are perceived in e&ch
neighborhood, as well as on the community-wide patterns whic:.
seem to exist. This information should then be used in revising

the pre'iminary report.
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F. Preparation of Final Report on Ambulatory Care Needs,

Resources, and Strategies (Steps 15-17)

As a result of the previous steps, you will have obtained
thes: "fect or expand upon statistical information, and ob-
tai + ¢ suggestions from Resource Group members on how the
preliminary report can be revised, interpreted, and strength-

enced. The final phase of the study is to synthesize all this

information into a final report of major findings, key issues,

and recommendations for strategies and actions designed to

address the issues.

This phase is critical to the study. The final report

serves the basic purpose of the study by placing all the infor-

mation available on ambulatory care needs and resources into one

document which is organized in usable form--and prepared for

distribution and appiication in the community. For this recason,

it is very important to spend a great deal of time preparing
the report, making sure that it is complete and accurate; that
it presents the findings, issues, and recommcendations in a
clear way, and that its organization and style encourage its
use. In all, the process of preparing the final report
involves three steps:

Step 15: Revisc Findings and Identify Issues. This

step is where the basic comparison and integration of the

statistical and community perceptions data takes place, and

is a very important element in the strength and cohesiveness
of the final report. This process of analysis and revision

37



will permit you to develop specific findings from the study,
and to identify the major issues likely to require attention
in any efforts to improve ambulatory services.

You will probably find that you need to substantially
revise both the neighborhood profiles and the overall state-
ment of findings in the preliminary report. In both cases,
the statistical data and the community perceptions information
should be woven together into a comprehensive discussion.

Although you will probably want to develop your own out-
line, we féund in Boston that findings could best be addressed

by grouping them into three areas;

e Overall adequacy of resources community-wide and

among neighborhoods, as these are reflected in

resource distribution, visit distribution, provi-
der mix, and community perceptions of general and

specific needs.

e Factors affecting the use of services and the type

of care selected, including information obtained from

community interviews on the influence of cost, of

values and kncwledge, and of systemic factors.

s System organization and relationships, covering

subsystems, major networks, referral patterns,
and differentiation of services across different
types of facilities. These factors are likely
to explain some of the findings, define the needs
which exist, or limit the kinds of alternative

strategies possible.

38

42




From the findings, several issues will emerge which

will appear critical to improving ambulatory health services
in your community. These should be identified at this point,
and the major effort remaining in the study should be directed
to determining what actions seem best able to address these

issues both in the short and the long run.

Step 16: Identify Strategies and Recommendations for

Improving Ambulatcry Health .crvices. Many of the issues

you will identify will be complex ones requiring long-
term detailed efforts to resolve. As a result, you

should not expect the study to develop final solutions
to all, if any, of the issues identified. Instead, the

study can serve to expand on what thc issues are, what actions

seem important in the short run and the long run in resolving

them, what problems will be encountered, and what preliminary

steps should be taken to begin addressing the issues.

Since improving ambulatory nealth services is a process
which will involve many peopie in your community, it is important
that each of these individuals (or their representatives) be

involved in developing strategies for defining and resolving

the issues. The approach used to provide such involvement
may vary in different communities from individual consultatio. 3
to Resoﬁrce Group meetings, workshops of key actors, or
general conferences.
The approach used in Boston to generate such involve-

ment was to organize a workshop to discuss the meaning o
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the findings and the ways in which the major issues could
begin to be discussed. The Resource Group was expanded to
include additional consumers, representatives of major
hospitals and health centers, and persons from various
community agencies and groups.

The workshop included both general sessions, directed
at presenting major findings and discussing the issues raised,
and smaller workgroups whose purpose was to consider in more
detail the_major issues raised by the study and report back
to the general session.

While such an effort will by no means provide detailed
solutions to issues raised by the data, it can assist in
developing a series of recommendations for inclusinn in the

final report, and it is an excellent way to determine which

larger issues may be involved in working up solutions to
issues raised by the study (e.g., political, monetary, and
organizational constraints). It is also important as a way

for involving people with both the data and work which will

be needed to resolve issues raised by them. No matter which

approach is used you should be aware of the need for spending

a large amount of time discussing issues and potential

strategies. The issues are complex and will not lend them-~

selves to ready solutions.

Step 17: Prepare and Distribute the Final Report.
At this point you will have finished the study but will need

to organize its results and recommendations into a report
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which can be used by people in your community in addressing
ambulatory care issues. The steps you have taken up to now

will in large measure have written the report:

e From the preliminary report and reaction to it,
vou will have developed an outline and completed

some of the sections needed. (Steps 11 and 12).

e From the preliminary analysis of findings, you
will have prepared neighborhood profiles and
generated an overall statement of findings and

issues (Step 15).

e From the identification of strategies, you will
have developed an outline of the major issues
involved, the strategies needed to meet them,
and an initial set of recommendations for action

to address these issues. (Step 16).

Howrver, o final effort will be needed to revise the chap-
ters to reflect any comments on change: not yet addressed,
and to make sure that the report is written in a way most
likely to encourage its use. Comments from Resource Group
members will be especially critical in this.

Once you have prepared your final document, you should

undertake to distribute it as widely as possible. Otherwise,

it will not be widely used, no matter how good it is. A
good place to beygin distribution is with all those who have
been in any way involved with the 'study=--Resource Group mem-
hers, whose who were interviewed, those who participated in
workshops or discussions, major sources of data--and with
those who have heen interested in the study and have roquested
copies. Other requests will surely follow.

41

AR



PART THREE: THINGS TO CONSIDER IN CONDUCTING THE STUDY

X, WHERE CAN WE GET THE INFORMATION WE NEED TO DO THE STUDY?

Perhaps the biggest limitation on your ability to do a
study like this is the amount of information you are able to
find. Getting information will be a discouraging process,
since information sources may be hard to locate, the information
which is available may be difficult to use, and rcsource con-
straints (time and money) may prohibit the type of data

collection effort that seems most desirable.

n. Rules of Thumb

In trying to determine which data are the best available,
a few practical considerations may be helpful:

1. Try to find the most recent data. For example, if

the census information was collected several years before your
study, the local planning office or the Census Burcau may have
done interim updates, In some cases, however, trade-offs may
have to be made between obtaining very recent information from
a few sources or ccemparable information from all sources which
may be slightly less recent.

2. Data based on clear definitions and careful methods

are to be preferred. Sources of data should be asked how the

figures were collected and what definitions were used.

3. Try to identify sources of comprehensive data (e.g.,

information of all hospital OPDs) before you contact each
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individual source. The advantages of this tactic are some
possible gains in comparability of data and savings in time

and money. However, if you are concerned about the definitiong
used or the inadequacy of such comprehensive sources, a few

calls to individual sources for verification are worthwhile.

B. Sources

There are numerous possible data sources at the national,
state and local levels. They collect a variety of different
types of information, in various forms, at various times and
for many different purposes. The following discussion is meant

to direct you toward those agencies and groups which may have

information you will find useful. It is intended to be neither

comprehensive nor exhaustive. Agencies that exist in one

community do not necesse .ly exist or perform the same functions
in another, and they may be called by different names. In
addition, there are many uata collection efforts which take
place on a one-time basi: 1nd while they may be available one
year, they are soon outdated. A matrix which displays data
sources by the type of di. . they may have available will oe
found on pages A48 ar 4

1. Natioual Sources. 'The kind of data you can get from

national sources, both fzderal and private, will probably be

most uscful in formulating yovr standards or norms for expected

utilization. Althoujh there are other sources you may want to

tap, three seem to be particularly useful:
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Census Bureau. The Census is by far the best source

of information on population characterisitcs. First,

in order to aggregate the data easily into the neigh-
borhood divisions you have selected, you will need the

U.S. Census of Population and Housing, by census tracts.

Second, the Census often does special studies for certain

areas or on certain issues which may be of use to you.

Finally, you will need a conversion guide to translate

street addresses into census tracts. These are
available either on tape or published as a directory,

and the Census Bureau is one place to look for them.

National Center for Health Statistics. The National

Center performs an on-going analysis of health status
and utilization in the United States through the

National Health Survey. The reports from the Survey

are published regularly, and provide data on the
average number of physician and dentist visits perx
person annually, (1) by age and sex, (2) by region of
the country, (3) by race and (4) by income. The Center

also collects mortality and morbidity data which may

be useful in formulating health status measures.

National Professional Associations, particularly the

American Medical Association and the American Dental
Assocliation. These national associations have good
research departments which may be able to provide you
with verf useful information. In particular, they
collect data on thz characteristics of individual
practices (e.g., weeks worked per year; volume of
visits delivered, by age of practitioner). These data

will probably be the best source available on the private

practitioners in your community. The AMA also publishes

a directory of practicing physicians, We found individ-

ual professional associations (such as the American
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Board of Internal Medicine) to be less useful scurces,
although the Academy of Pediatrics has done some

limited work on establishing norms for pediatric care.

2. State sources. State governments are a good source

of data specific to your community, although it is sometimes
difficult to locate the person or office which has what ycu need.
The kind of information you are most likely to find will be

vital statistics, communicable disease rates and perhaps some

utilization or patient origin data for the sources of care in

your community. Some places to check are:

® The State Department of Public Health, particularly

the divisions of research and vital statistics.

Also, in some states, some of the following offices

may be included in the Department.

® The State Comprehensive Health Planning Agency ("a"

agency). The "a" agency staff may have some data
themselves. Also, they may have good information on
other sources of data, particularly within the state

hierarchy.

® Special research projects. Many states have or--going

research projects such as the Federal-State~Loce.
Cooperative Data project. These projects are often
trying to resolve the same kinds of data problems you
are, and may have already done =ertain kinds of
analyses. They are also good people to ask aboi 1.

quality of various kinds of sources of data.

e Rate-setting commissions or other regulatory agencies,

and third-party payers. Blue Cross/Blue Shield, the

welfare cr Medicaid agency, and other private cevriers
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fall into this category. These groups may have some
utilization or origin data for some facilities in your
community, and may also have done some research work
on levels of insurance coverage which could be useful

to you.

e Professional and facility associations (e.g., hospital

association, medical soniety), and boards of registry

or licensure. Utilization and patient origin informa-

tion has rarely been collectezd for individual providers.

However, boards of registry or licensure and professional

associations may prepare lists of providers in the state.

It should not be surprising, however, if the lists are

not up-to-date or are expensive to obtain.

3. Local or Regional Sources. The best sources of data

about your community are those closest to home. Among the

possible places to find data are:

e Municipal agencies. Chief among these is the local

health department, which may collect both vital

statistics and health status information. It is also
a source of information, and possibly utilization data,

for city-funded sources of ambulatory care.

A second municipal source is the local planning or

urban renewal department, which may be one of the

better sources of information on expected changes in
the size or nature of your community's population.
It will almost certainly have useful maps. The planning

department may also have access to census updates and

conversion guides for use of census data, or may be

aple to refer you to others for such data.

The third source is the school department. If it

handles school health in your area, it may have collected
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data on immunizations or the health status of children

which can be useful to you.

e Comprechensive Health Planning {("b" agency) and the

Regional Medical Program. CHP is potentially a good

source both of demographic and health services data.

It may also have done some data analyses or special
studies useful to you, and is a cood source of sugges-
tions about other sources of data. RMP likewise has
often funded or performed good studies of health services

on the local lacvel.

e Voluntary research groups and research teams within

gg}versit}gé. These sources are most useful for
special studies bearing on your interests. However,
some of the voluntary groups (e.g., United Community
Services) may also do some or-going data collection on

local population or health services patterns.

e Individual facilities and providers of service.

Providers are the fundamental source of data on patient
origin and utilization, and should at least be able to
give you estimates for such data. Many facilities are
installing computerized billing and records systems,
and may now be able to provide you with snme good
uiilization, patient origin and third-party coverage
data. Some may also have done outpatient origin

studies on a sample basis which will be helpful to you.

e Local professional societies or organizations of

facilities (e.g., Medical Society, hospital association).
Local organizations may be good sources of both lists

of providers and some comparative utilization data.
\Infortunately, however, these organizations may keep

iistings only on their membership.
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POTENTIAL SOURCES OF INFORMATION BY TYPE OF SOURCE™

. |
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Y ISRt ow FENG) nn RN
Infor- D 0w o 0n o @A i3] w N
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mation —ed A 0D e o PRI 170
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Sources 0o e 3.0 - U o + g o [INRFT RIS
coct Do OE O o0 o [T ¢ w o
=AU DZD n < T DWW a¥ ool _aas
NATIONAL 2
Census Bureau 1
NCHS 1 1 1-2
AMA 1 1 2 2
ADA 1 2 2 2
Other Professional 3 ' ) 3
Associations
STATE
Health Department 2-3 2 3 1 2
Comprehensive
Heal'h Planning 3 2 3 2-3 2 1-2
(": agency)
Rate Setting 2-3 2 3 3
Commigsion
Boards of Registry 2-3 3
or Licensure
Professional
Associations 2 2 3 3
Facility
Associations 1 1 2 2
Third Party Payors 3 3 3 3
Special State
Research Programs 2 2 2 2 3 2-3 1-2
(FOL)
+ sources are ranked as follows: 1 = very good potential source; 2 = likely

or possibly useful source; 3 = possible but unlikely source.
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Infor-
mation
Types

Infor-
mation
Sources

Local
Population
Characteristics

Utilization
Norms/Expected
Utilization

-
L

Sources o

Utilization of

licalth Services
ties or Services
Patient Qrigin
Health Status

Ambulatory
Measures

Data Quality/

Information on
Methods

LOCAL & REGIONAL

Other

Healtn Department

Planning or Urban
Renewal Office

School Department

Regional Medical
Progyram

Comprehensive
Health Planning

("b" agency)
Voluntary research
groups & university|
research teams

Individual Health
Facilities

Facility
Associations

Professional
Associations

Telephone book
Prepaid Plans

Other researchers

(Depen

1

ds on research project)

or possibly useful

source;

* Sources are ranked as follows: 1

3 = po

S5

very dqood potential source;
sible but unlikely source
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4. Other. One of the most overlooked sources of informa-
tion is your local telephone directory, which may have the only
available listing of private practitioners. Another is piepaid
plans in your community or other parts of the country whose
utilization data may be useful to you in determining expected
utilization for vour Community. Finally, there are within almost

~

any community individuats who may be engaged in personol reswcair.

or data collection. They can be very helpful to you if you can

locate them. It is a good idea always to ask people you work
with who might either have or be collecting data related to your
interests. They will turn up in places you might never have

thought to look.

X1, WHAT KINDS OF PROBLEMS WILL WE RUN INTO AND HOW CAN WE
DEAL WITH THEM?

The analysis uescribed in this guide tries to identify
ambulatory health care needs and develop strategies for meeting
them even though the available methods are limited, the data
poor and the money to do the study in short supply. It also
involves an extensive effort to involve the community in the
study, something which is often avoided.

Although the approach was generally successful in Boston,
a variety of problems were encountered. Their nature leads us
to believa that similar problems will arise in any community

attempting to conduct the study. In many ways, the success of
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the study will be determined by the willingness of the persons

conducting it to recognize these problems and to solve them in

the most judicious manner. For this rcason, we present below a
summary of some of the problems which might be encountered and
suggestions for how they might be handled, based on the Boston

exper

A. '+ .. ..cal Data Problems

A major problem is that data on ambulatory health care

needs, resources, and utilization are not collected in any

s, stematic fashion in most communities. Collecting data is

likely to take a long time, and 1s likely to involve problems
of finding data, getting access to it, and using it.

Some kinds of data won't exist, either at all or in the

form you desire. Unless new data are collected, this will mean
that in some cases the scope of the study will be limited, and
in others, data used will be weak and will have to be adjusted,
manipulated, or estimated. For example, it may be impossible

to get data on visit: brnken down by type of visit or type of

provider. Because of this, it may be impossible to look at
specific types of utilization (e.g., pediatric) or specific
types of providers (e.g., primary care, physician). Similarly,

only incomplete health status data may be available since

morbidity measures are not commonly available for small areas,
and mortality data may be distorted for small areas. The indi-

cators used may not be the best, but they may be the only ones
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available. Patient origin is another problem likely to arise.

Institutions keep these data to different degrees and in
different geographic break: ns. It may be necessary to adjust
them and make estimates for those places withoﬁf such data. 1In
the case of prive*e physicians it may be necessary to collect
origin data on a one-day survey basis, as was done in Boston.
Cooperation of the local medical society will be critical in
this, as will the fecognition that the data obtained will be
rough.

Some kinds of data may be difficult to got bhecause of

access problems. One problem is to find the rignt person within

the institution to provide you with the data. +This may take a
while or require suggestions and support from those on your
resource group. Another problem may be cost. Some data

may have been collected but not aggregated or analyzed.

Unless you can pay for computer tapes or for staff people

to aggregate some data at institutions, the data may be

inaccessible. A third problem can be researchers' preroga-

tives. Researchers analyzing data may be hesitant to pro-
vide it prior to publication of their results. Such problems
can often be remedied by exnlaining to the person how you
intend to usc the data, and assuring him or her that full
citation and acknowledgement of the data's csource will be
given. It may sometimes be necessary to provide time for the
researcher to clear the text in which the data are included.

A similar problem which may arise is that of bureaucratic

518

52




clearance. Some groups may have formal methods developed for
approving data before release. It may take some phone calls
and letters of explanation and request before certain data
may be made available. Time should be allowed for suct clear-
ances.

A final data problem likely to arise 1is that or using
the data. Since dat are likely to be of widely varying guality

and comparability, it is necessary to know how to accept weak-

nesses which can not be remedi ' and to adjust for those that
can. In cases where no data a.. available, estimates may be
needed.

B. Judgment Issues

How to handle data problems presents a judgment issue.
In most cases, there is no single way which will be universally
accepted as correct. What is required is to determine what the
problem is, analyze the different ways of handling the problem,
and make a choice as to which one seems best. Comfort with

numbers and knowledge of how they work is almost a necessity.

One common problem is selecting which source to use when

several are available. Before deciding, it is good to deter-

mine how each source collected its data and what definition was
used. Opinions of accuracy should be solicited from those in-
volved in providing, collecting, and using the data. In gen-

eral, the source which is most recent or had the most specific

data should be used: but sometimes choice will have to be based
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on ease of access (e.g., one source providing data from 20
providers), or community acceptability.

A second common problem is deciding when to make

adjustments or estimates, and how. The first thing required is

a willingness to adjust or estimate data, though this may seem

like "sloppiness" to some. The specific adjustments or estimates
will vary with the problem. In the Boston study, several major
adjustments had to be made. A few pertinent examples are listed

below:

® National utilization data. Data available from the

National Center for Health Statistics included tele-
phone, office, and home visits. Utilization data in
Boston excluded telephone visits. For this reason,
national utilization data were adjusted to eliminate
telephone visits by reducing the number of visits used
by each age-sex group by the proportion of telephone

visits made in the entire population.

® Patient origin data. Many health centers and a few

hospitals had no ambulatory patient origin data, and
could only indicate that users came from "nearby", or
"across the city". 1In these cases, you can use

techniques like the following:

--For health centers you can draw circles around indivi-
dual centers on a map at radii of one-quarter, one-half and
one mile, and assume that they account for 50%, 35% and 15%
of the users, respectively. Then adjust your figures on
the basis of what you know about neighborhood patterns.
--For hospitals you can use inpatient origin da%ta, recog-
nizing that it probably represents greater dist.ances

than outpatient use; the hospital's definition
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of its own service area, if it had one; or the radius
method, 1f you think the hospital is truly a community
hospital for which such radii make sense. You may

want to use emergency room origin data to reflect OPD
use, or vice versa 1f data exists only for one.

-~For hospitals which are citywide sources of care (such
as a Veterans Administration facility) and for which

you can only get the proportion of total visits delivered
to city residents, you can distribute that number across

all neighborhoods according to population density.

® Vital Statistics. Vital statistics for small areas

are likely to be distorted by chance events or unavail-
able in detail. To overcome this, two-year averages

were used for both births and deaths. Since age-adjusted
local mortality data was not available, national rates
were applied to the populations within each neighborhood
to determine how many deaths would be expected for

this age and sex population. The expected deaths were

compared to the actual number occurring.

® Loc utilization data. Sometimes hospital or health

center utilization data was only available on a quarterly
sample. This was presumed typical for the year and
estimates for yearly utilization data were based on it.
For private physicians, no utilization data were
available, and national norms adjusted for age were

used to determine how many visits each private physician

could be presumed to deliver.

C. Problems in Identifying a Sample of Community Representatives

Unless you have the funds to conduct a random sample of
inteiviews or panels with comminity representatives, it will be

necessary to select specific representatives to interview. The
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number interviewed will be limited, but should be as broadly
representative as possible.

The first thing to do is to solicit suggestions from

various Resource Group members. The second is to list the

representatives suggested according to the neighborhoods they

represent. In selecting the residents to interview you should:

e Take care to assure that all neighborhoods are covered.

e Interview representatives of any large ethnic or minority
groups, or of any groups likely to have special problems

(e.g., blacks, Spanish-speaking, elderly).

e Avoid interviewing only very active residents who are
likely to have different perceptions from others in
the neighborhood. Asking such residents to bring a

less involved friend to the interview can help.

e Avoid interviewing only persons working in or involved
with particular ambulatory facilities. These persons
can contribute valuable information, but may have a
somewhat narrow perspective on sources of cefre or

needs.

e Allow sufficient time to arrange interviews and develop
a larger list of potential interviewees than you intend
to use. Contacting residents and setting up interviews
takes a substantial amount of time. Some residents

may not be reachable, and others may have to substitute.

In all this, flexibility is needed. After a number of
interviews you may find that the extent of information you have
varies across neighborhoods. Later interviews should be shifted

to adjust for this,
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D. Reconciling Community Perceptions with Statistical

Information

The community interviews will provide information on
many issues. Some of the information may confirm or dispute
statistical data, some may explain statistical data, and some
may provide information which was not available in the statistical
data. Because the statistical data and community perceptions come
from different sources and are oriented in different ways,

reconciling the two may be difficult.

The best way of handling the two kinds of information
is to treat them together. Each has something to say abcut the
general issue. If you organize your report into neighborhood

profiles and areas of overall findings, each of these should

contain both statistical data and information on perceptions.

Depending on the issue involved, statistical data will sometimes
e used more than information on perceptions; :ther times the
opposite will be true.

A problem you will probably face is disagreement between
the statistical data and community perceptions. Sometimes the
reasons given for community disagreement can help to reconcile
these differences. Xnowledge of how data was obtained can also

help to reconcile differences. Other times you may have to

acknowledge that the two disagree, but that each has something

to say on the issue.
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E. Handling Criticisms of the Study

Criticisms will be raised about the study. The best way

to handle these criticisms is to point out why you think the

study is useful, to accept valid criticisms, and to note the

weaknesses in the other approaches suggested. For example, it

could be noted that the benefit of the study is that it provides
a low-cost, relatively organized and comprehensive way of
looking at needs. It should be pointed out that the study is
only suggestive, not conclusive; and that it will not replace
the need for personal familiarity with a community. At the

same time, it should be noted that more complex studies are often
not financially feasible or timely, and that a widely accepted
way of documenting need conclusively so that it can be measured
has not yet been developed. Similarly, while community resident
perceptions are most valuable and necessary, these pexrceptions
alone make it difficult to establish relative priorities across

different needs or on the extent of need among neighborhoods.

X11. HOW MUCH WILL ALL THIS COST?

The study done in Boston, using consulting rates, cost

approximately $68,000, but we think it can be done less expensively

in most communities. The actual cost involved, however, will

vary according to the community and the study design. Worksheets

to determine cost are provided in Appendix E.
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A. Factors 1n Cost

How much the study will cost dey:nds on certalin basic

things: how large and complex your community is, how broad’y

the study is defined, how easy it 1s to obtain data, how much

original data collection you intend to do, and how high a level

of quality you expect for the original data collection.

Costs will be greater in larger communities which contain
large numbers of resources which must be identified and included.
They will be greater in studies which are broadened to include a
very detailed neighborhood breakdown, extensive coverage of
different types of sources of care, or detailed analysis of
the types of visits made. They will also be greater in communi-
ties where data collection is made difficult by the absence of
previous studies analyzing utilization or patient origin across
facilities, or health status by neighborhood. Costs will also
be greater if you intend to collect large amounts of original
data. Finally, they will be greater if you expect a high level
of quality requiring longterm patient origin surveys or random
samples of community residents. Trade-offs will be required
between what you would like to do, and the money available to do
it.

One way you can affect cost without necessarily changing

the scope of your study is to choose carefully the types and

and levels of staff you will need. In Boston, we found that while

two fairly experienced staff members were required, much of the

work could be performed by less experienced and lower paid staff.
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while senior staff are needed to define the s*udy and methods to
¢ uscd, organize the work, and establish good communications
wirhin the community, more junior staff are quite capable of per-
forming the large amounts of data identification and analysis

wor K needed.-

B. Areas of Major Expense

In determining the likely cost in your community, you
should be careful not to underestimate the time and cost required
to perform certain tasks. More specifically, you should be careful

to allow sufficient time and money for data collecticn, verifi-

cation, adjustment, and analysis; for expenses of duplication;

and for communications within the community.

Collecting, preparing and analyzing data is likely to
take much more time than you estimate. Finding the data alone
may take about four months and 1.5 staff persons. Putting it
into a form which can be used in analysis can take another month
of 2 staff persons. Expenses for duplication are also likely to
to be high. Substantial expense 1is likely to arise in duplicatingw
data you need. Most people you communicate with about the study
will want a copy. The study may be quite long, and you should
be prepared to make many copies. Similarly, it should be
recognized that substantial amounts of time will have to be spent
explaining the study to persons in the community, assisting them
in understanding the data, and responding to their criticisms.
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Unless sufficient time is allowed, the usefulness and responsive-

ness of the study is likely to suffer.

C. Sctaff Needs for the Boston Study

The figures below indicate the number of starf days and
other costs associated with the Boston study. Bostoun has a
population of about 641,000 and a complicated delivery system
involving almost 20 hospitals and over 30 health centers, The
Boston study used the scope and depth described in this ouide. You
may wish to use these figures as a guide in developing your own
by adjusting them up or down depending upon the factors pre-
viously mentioned. You should apply the salary rates of the

persons you expect to fill each type of staff position.

Staff

Type Estimated No. of Days
Project Director 108
Associate Director/Analyst 78

Other Senior Staff or

Consultants¥® 20
Graphics Staff 13
Junior Analysts 340
Secretarial Staff _90
Total 749
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Other Costs

Local Travel $ 75
Long Distance Telephone 100
Xarox and Printing ' 4,5G0

Other Costs (e.g., supplies,
written materials, maps,
space for meetings, etc.) 500

Total " $§5,175

* yUnless staff such as statistical consultants or persons very
familiar with the data or corinunity are available in your
office, you may have to pay outside persons to perform these
roles.
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DATA OBJECTIVE OR IDEAL

1. POPYLATION CHARNCTERISTICS

2

Age and sex distribution of
population by neighborhood

Sclected descriptive popu-
lation character.stics by
neighborhood {e.g., income,

- race)

pENDIY A

OATA NEEDS AND AVAILABILITY SUMMARY CHART

(As prepared for the Boston Study)

DATA AVATIABLE

Same, from CHP (b) agency
1970 data by neighborhood

Same, from the 1970 v.S,
Census, by cesus tract

ADJUSTMENTS OR ADDED
MANTPULATIONS NCTDCD 15SULS

- Must adjust age intervals ~ What degree of age

to mesh with norme aggregation is de-
intervals sireable (e.g., 10

Must aggregate population years, 20 years, cte.)

characteristics by census
tracts into nelghborhoods

POPULATION TRENDS

Move, including 1960 data
and data fron 1971, 1972
police 1isting

Birth rates, by neighborhood

Death rates, by naighborhood

Mobility
New housing construction

Other still under considera-
tion

“Boston Redevelopment Authority
(BRA): New housing - by stage,
location, number of units

-Department of Health ¢ Hospitals
(OHH) or Department of Public
Health (DPH): Birth & death rates
by age, census tract

=U.5. Census Bureau, 1960

-Boston Police listing, 1971
~Quality of existing housing

-Assesged value rates

-Must develop a formula for - What factors will be
integration of data to considared and how
develop estimates sophisticated or com-

-Must adjust 1960 to 1970 plex should the pro~
nensus tracts Jections be?

~Must develop by neighborhood Should projectlons
be done at annual
{ntervals?
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DATA OBJECTIVE 27 IDEAL

4, PRIMARY CARE NEEDS - DENTAL

Average nurber of dental
visits needed per person per
yeat by age and Sex

b

W

ADJUSTMENTS OR ADDED
DATA AVAIIABLE MANIPULATIONS NEEDED

- National Data from the National
Health Survey, 1969

Nurber of dental visits/person/
geatr for the Northeast, by age
and sex

Prepaid Fxperience

@'reumstnrs, N.Y.C., 1960'5 aver-
age nwhes of dental visits/
person/year by age and sex, by
{irst and second year in
[rogram

@ Group ealth Asnociation, mmber of
visits/purson/year for maintenance
care by aga, sex, and category of service

Professional Normy

s e o -t

None availahle

ISSUES

——

- Should both the
tirst and second
year HMO expezience
e used?

- Ig it valid to use
1954 GHA data?

7
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DATA OBJECTIVE OF IDEAL

5. RESCURCES AVATIABLE OVERALL -

MEDICAL

tumber of primary care private
physicians available by spece
1alty, ege, ncighborhood

Humber of visits mada to OPDS
by location, clinic or spec-
ialty and age and sex

Nunber of visits made to ERS
by location, urgency and age
and sex

Number of visits made to
tealth centers by location,
specialty and age and Sex

OATA AVAILABLE

~ Datawells: Physicians
by location, specialty and
year of nedical schoel
graduation

(@ Mass Dept PH (1970,1971)
Nunber of OPD visits by
place

(® cbiin (1970, 1971, 1972):
tumber of 0PD clinic visits
by place

(© Some hospitals have util i,
data by age or clinic

-P-R_,-":
Mass DPH (1971, 1972):

Number of ER visits by place

(B Mass luspital Association
Number of ER visits by sluc

% emergent, urgen!, non-urgeut

@ Cuia (1970, 1971, 1972):

Number of ER visits by place

- Mig ot available from all

until Gctober or later

7 JSTMENTS OR ADDID
+AHIPULATIONS NEEDTD

Phycicians: Must abstract
primary care physicians:

01", hospital-based physix
clan,; code by census tract
and neighborhood; convert
year of medical rchool grady-
ation into age; split physi-
cians into 1/2 or 1/3 when

2 nr 3 locations given

Hust adjust for differcnces
in age definitions used for
pediatric v 3

#ust aggregate or average the

differeit utilization rates
obtain®' by source

ISSUES

Should a survey be
used to collect in-
formation on actual
utilization of pri-
vate physicians or
should capacity
measures alone be
used?.

Given lack of dif«
ferentiation between
specialties in the
0nD, should all am-
bulatory care visits
be included?

Given lack of data
on visits to 0PDs
and ERs by age, how
should pediatric
adult and 0B-GYH
vlsits be allocated?

T
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ADJUSTMENTS OR ADDED
DATA OBJECTIVE OR IDEAL DATA AVAILABIE MANTPULATIONS NEEDT 15SUES

6. RESOURCES AVAILABLE OVERALL =

DENTAL
Mumber of private dentists by « Dentists: must be bought = Is valld data avail-
age, neighborhood for 1¢/name able on the number
Sumber of dental clinic visits = Clinics: Department of gzitjiizrlbutxon of
by location (and age?) Health and Hospitals lists
7. PATIENT ORIGIN
Por each facility or resource: =~ ERs: Dengen Study on pa- - Must adjust neighborhoods = Can a small survey of
distribution of patients by tlent origin by location to correspond to ours in private physician
T nelghbochood - Other: Rssorted data frem some cases T%&?mm
u a few hospital OPDs and con
NHCs - What resources exist

for OPD and NHC
patient origin
studles - or what
estiration techniques
can )2 used (e.g.,
in-patient origin,
hospital estimates)

T
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DATA OBJECTIVE OR ICTAL

CAPACITY INFORMATION: MEDICAL

Private Physicians: Average
nunber of visits per speclalty
per week {for N.D, or metre-
politan areas) by age;

Average nunber of weeis worked
per year by speclalty by age
{for N.E. or metropolitan
aroas)

0Pds, ERs, and MiC: Average

nunber of man-houzs available
per year, by specialty
Mverage length of time spent
by physicians in an appoint-
ment, by speciatty

DA MAILIDLE

(@ amer. Med, Assoc. (AMA) Center for
Health Services R&D: 1971 published:

Average number of weeks prac-
ticed per year by census di-
visions and specialty {also
by metropolitan areas) 1970

Average number of total patient
visits per week by specialty
and census division, 1971

Same for metropolitan vs. non~
netropolitun arcas

Mverage number of hospital
visits and office visits by
specialties and location, 1971

@0PDs, [Rs, and WMiCs:

Unknown a5 yet

ADSUSTMENTS OR ADDED

MANIPULATIONS NEEDT 155UES

P

- Must adjust figures - Should metropolitan
on the nunber of visits  0f census divisien
to eliminate in-hospital ~figures be used?

visits ~ 15 it possible to

cot an age distri-
hution for private
MD capacity by age?

CAPACITY: DENTAL

Private Dentists: Average
nunbor of visits/year by
age for either Northeast
or netropolitan

nther: Average number of
man-hours avallable per
year; averane length of time
spent by dentist in @ iingle
patient appointient

Private Denti : Mmer, Dental Assoc.

{ADA) 1970:

Mverage nunber of patient visits to
independent dentists in 1970, by region

sane for age
Other:

Unknown

-Must adjust reglonal dental
figures by the age distri-
bution of Boston dentists

19




DATA OBJECTIVE OR IDEAL

10. OTHZR Paovr OCRS

Number of ostenpaths, chirg-
practors and rodiatrists - by
location and age

Number of Public Health Nurses
physician assistants, ete,, by
location and age

Merage length of patient
appointment for ahove

RDIUSTMENTS OR ADOED
DATA AVATLABLE

- Osteopaths and Chiropractars:
£rom phone book {namo by

sional organization
- Others: Unknown

- Leraths of Appointment:

15308

L1, K3RLTI STATUS

| Indicators of health status
N Or ummet primary care need,
by neighborhood

~ Unknown at present

- ¥hat Yevel of resources
can he cormitted to
. thig?

= What neasures are
valid and meaningful?

= hre synthetic esti-
mates reasonable?




APPENDIX B

LISTING OF TABLES INCLUDED IN THE BOSTON STUDY

METHODOLOGICAL TABLES

1A

1B

NCHS National Data on Medical Utilization for the Northeast
NCHS National Data on Dental Utilization for the Northeast

Estimated Number of Office Visits/Private Physicien/Year -
By Age for the New England Region, 1971

Response of Private Physicians and Dentists to Mail Survey
on Patient Origin for One Day

POPULATION TABLES

Population by Neighborhood: City of Boston, 1970

Population by Neighborhood: Age and Sex: City of Boston,
1970

Population by Neighborhood: Ethnicity and Race: City of
Boston, 1970

Family Income by Neighborhood: City of Boston, 1969

Population by Neighboihood, Median Income and Families with
Income Below Poverty Level, City of Boston, 1969

Population by Neighborhood and Public Assistance Income:
City of Boston, 1969

Population by Neighborhood and Social Security Income:
City of Boston, 1969

Population by Neighborhood, Employment Status and Sex:
city of Boston, 1970

82



MEDICAL UTILIZATION TABLES

Available Ambulatory Medical Visits/Year by Neighborhood
and Source: City of Boston

Location and Capacity »f Private Physicians by Neighborhood
and Age: City of Boston

Origin of Private Physician Visits by Patient Neighborhood
and Private Physician Location: City of Boston, Based on
1 day sample of patient origin

Number of Medical Visits Available from Boston Outpatient
Departments/Year by Neighborhood and Hospital

Number of Medical Visits Available from Boston Neighborhood
Health Centers/Year by Neighborhood and NHC

Number of Non-Acute Medical Visits Available from Boston
Emergency Rooms/Year by Neighborhood and Hospital

Number of Medical Visits Available from Other IncludeAd
Sources/Year by Neighborhood and Clinic

DENTAL UTILIZATION TABLES

Number of Ambulatory Dental Visits/Year by Neighborhood and
Source: City of Boston

Location and Capaci:cy nf Private Dentists by Neighborhood:
City of Boston

Origin of Private Dentist Visits by Patient Neighborhood
and Dentist Location

Number of Dental Visits from Boston Outpatient Departments
and Clinics/Year by Neighborhood and Source

Number of Dental Visits Available from Boston Neighborhood

Health Centers and Dertal Units/Year by Neighborhood and
Center :

83



A=Y Populatiron by Nooaahborhood and Fam ly Characterists: City
ot Boston, 1970

A-10  Panulation by Neighborhood and Fducational Status ol
Adults:  City of Boston, 1970

A-11 Population by Neighborhood and Mobility Sirce 1965 ity
of Boston, 1970

A-12 Housing Units by Nerghborhood and Number of Automobiles
Available: City of Boston, 1970

rd

HEALTH STATtS TABLES

7-13 Expected Versus Actual Mortality by Neighborhood: City of
Boston, 1971-1972

A-14 Infant Mortality by Neighborhood: City of Boston, 1971-1972
A-15 Fertility Rate by Neighporhood: <City of Boston, 1972

A-16 1969 Resident Births by .eighborhood and Extent of Prenatal
Care

A-17 Selected Communicabl~ Disecase Rates by Neighborhood, Cases
Per 100,000 Population: City of boston, Jan.-Oct., 1973

A-18 TImmunization Level ot Thildren Entering Kindergarten and
First Grade in public and Private Schools, 1973, by Type
of Immunization and Neibori_od »f School Location: City
of Boston in percentages.

EXPECTED UTILIZATION TABLES

A-19 Ambulatory Medical Care Visits Expected/Year by Neighborhood:
City of Boston, 1970 Population

-20 Ambulatory Dental Care Visits Expected/Year by Neighborhood:
City of Boston

84
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APPENDIY C

SAMPLE OF PARTS OF TABLES USED

=0 DETERMINE USE OF MELICAL SERVITES IN BOSTON
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APPEND1X D

SAMPLE NEIGHBORHOOD PROFILE
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WEST BOSTON*

General Description

West Boston is on the western border of the City, rurrounded by Kingst r,
East Hill and Bushwick and defined in our study as extending from Broadway
east almost to Main Street and from First Avenue south to Th? 'd Street and
Market. These boundaries include as the southernmost parts of West Boston
some arcas helow Third Strect generally considered to be part .7 Bushwick
(including the Main Street housing project) and exclude some areas bordering
low:'r East Hill thought by some to be part of West Boston. As a result, some
of the statistics (such as those on health center use) may be misleading. 1In
general, the predominant characteristic of West Boston is its mixed, but some-

what young, population.

Demographic brofile

The population of West Boston contains a larger than average proportion
of unrelated individuals (29%) but is still largely comprised of family units
(71%). A very considerable proportion of these families are ferale-headed
(36%) and the families are somewhat larger than the City average, including
an average 1.43 children per family. West Boston residents tend to be younger
than the City norm, with all age groups below 35 having an above average
rep: sentation, and those above 35 appearing in smaller numbers. Twenty-six
percent are under 15 years and 12 percent 65 or older. Women of child-bearing
age constitute a higher than average 25 percent of che populaticn, which, when
considered in conjunction with a fertility rate higher .han the City average
{61 births per 1000 women 15 to 44), indicates consider.lle need “or prenatal
and post-partum care. Students may represent a considerable rirw=ion of the
population, with 25 percent of the population falling irn the 15-24 age group,
the fifth highest proportion in that group of all neighborhoods.

The population of West Boston is varied. According to the 1970 census,
26 percent are black and seven percent are Spanish-speaking. However as in
East Hill, Spanish community representatives suggest a much higher percentage

of Spanish-speakers, citing weaknesses in census procedures and immigration

*
Names of the neighborhood and its kundaries are changed but all data and
facts are as they were included in tiie Boston Study.

D-1
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since 1970, when the data were obtained, as possible reasons for what they
see to he a very low figure.

The olability, of the population is not particularly high--only 42
percent of West Boston residents lived in the same house in 1970 as in 1975.
The mixed origins of those moving into West Boston reflect its diversity.

Of those who moved into the neighborhood, 25 pefcent moved from other parts
of Boston, 12 percent from other parts of Massachusetts, seven percent from
out of state and eight percent from abroad.

By 1980, the population of West Boston is projected to decrease by 17%,
the third largest drop in the City. This is attributable to a projected
decrease in family size and probable failure of new residential construction

to keep pace with demolitions.

Socioeconomic Status

Economically, West Boston is a poor neighborhood, with a median family
income of $6,957 per year, the third lowest in the City. West Boston shares
with East Hill the City's largest proportion of families with income below
the poverty level (22%) and the City's third highest proportion of unrelated
individuals in the same situation (34%). Medical indigency is a significant
factor in the rcighborhood--more families are concentrated in that income
corridor (21%) than in any other. However, lower income families would seem
more likely to receive Medicaid benefits (58% of all families with income
belcw the poverty level, the largest proportion in Boston; and 26% of ali
families, the second largest, receive Public Assistance income). The 1970
male unemployment rate was 5.5 percent, somewrat above the City average. In
a departure from the usual pattern, the educational level in West Boston does
not correspond to the relatively poor economic levels, but is relatively

high--the median number of years of school completed is 12.0.

Health Status

According to our health status indicators, West Boston is sicker than
most other City neighborhoods. The overall mortality rate is somewhat
higher than the City average, andi about 16 percent higher than one would
expect from similar populations nationwide. The infant mortality rate is
much higher, in fact, the second highest in the City, 40 percent above
ha*tional norms. There is a high incidence of late prenatal care as well

(16 of all pregnancies were first seen by a physician in the sixth morth
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or late 7). ncidence of TR (3! cases per 100,000 population in 1971) is
bolow the City average, though it compares cqually with most neightiorhoods,
while the incidence ot hepatitis (42 cases per 100,000 population) is
considerably higher than the City rate. Levels of immunization of children
entering schonl are generally above City averages (11% unimmunized for DTR/

Td, 12% for volio, and 24% f{or measles).

sources of Medical Care

West Boston residents use all types of sources of health care, but in
proportions that are very different from overall Citv patterns. Only 14
percent. of all medical visits were supplied by pr ate physicians, while
hiwspital outpatient departments and neighborhood health centers provide 32
percent anl 39 pergent each. Non-acute visits to hospital emergency rooms
comprised another 14 percent of medical visits, the remaining one percent
being supplied by other sources.

Mcotropolitan Hospital and Greenview Medical Center are the two main
sources of institutional care. Of all outpatient department visits, Metro-
politan provides 24 percent and Greenview 15 percent. Fairhaven Hospital
provides an additional 13 percent. Through their emergency rooms, Metro-
po.itan provides 16 rcrceat of all non-acute ER visits, Greenview Medical
Center 30 percent and Miusion Pediatric Hospital 40 percent. The bulk of
neighborhood health center visits are supplied Ly AmandeVCapp (61%). Fox-
nall Institute of Health anc the Bay State Community Health Plan West Boston
Health Center provide 16 percent.

In the course of our interviews, it became clear that West Boston
residents choose health care facilities for definite reasons. Many are
willing to travel out of the- neighborhood to Metropolitan rather thea use
one of the numerous facilities in the neighborhood because Metropolitan
is perceived as friendlier and sympathetic, as ;their hospital,"” while
Greenview and other, more conveuient facilities are seen as specialized
and impersonal, expensive and "not for them." Some use Fairhaven Hospital,
especially on referral from Metropolitan, but are not happy with the higher
cost. The emergency room at Mission Pediatric is heavily used, probably
because of its nearby location.

As regards neighborhood health centers, area residents differ with

out statistics in that they do not consider the Amanda Capp Center and the

D-3

91



O

ERIC

Aruitoxt provided by Eic:

Maln Street project it primarily serves as part of West Boston and thus
do not consider it a major health care resource for the neighborhood. The
Woest Boston Health Center (serving an enrolled population) serves some
residents, especially for pedia rics, but it is avoided by others. Some
residents hesitate to use the ~enter because of its "Harvard" image.

Some of the medically indigent are reluctant to use it because of its
"wolfare" image, or because they are used to paying for care and don't
trust the quality of care they receive without payment. Many West Fill
residents, especially the elderly and young families don't use the Center
because they are used to using hospitals. Others will use it in a crisis,
but not for preventive care.

While a simple head count gives West Boston the highest ratio of
practicing physicians to population, in fact, these physicians provide
little care to the community. Of the 22 West Boston physicians responding
to our survey, only three provided any visits tb West Boston residents. On
the whole, only two percent of the responding physician visits went to West
Boston residents, while 76 percent went to out-of-City patients. Residents
claim that of a total 92.5 physicians listed as practicing in the neighborhood,
only one devotes Lis practice chiefly to community patients, while the rest
are hospital-affiliated specialists who have little to do with the neighbor-
hood in which they practice: "You don't just walk into 110 Dover Street
with your Medicaid card."” Thus, while West Boston physicians are younger
than those in other neighborhoods, their continued practice probably will

not significantly change present low use patterns for private phsyicians.

sources of Dental Care

West Boston also relies chiefly on institutional sources for its dental
care. Only 40 percent of dental visits are provided by private dentists,
which is the lowest percentage in all neightorhoods except Harbor Islands,

a special cacc. The chief OPD providers are BU and Tufts dental schoos'
clinics 125% and 16% respectively) and the Anderson Square site of the Bay

State Communitiy Health Plan which by referral from the West Boston Center
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provides 28 percent of such visits.* Amanda Capp is the most used neigh-
porhood health center, providing 63 percent of all NHC dental visits, the
rFoxhall Clinic provides 23 perce- ¢, and the Wheeler 3treet Health unit
provides another 18 percent.

The pattern of care received from West Boston's private dentists is
similar to that for physicians. Only five percent of dental visits supplied
by dentists who replied to our survey went to West Boston residents, while
70 percent went to out-of-City patients. West Boston residents who go to
private dentists scem to go mostly to Kingston and Broadway dentists (both

arcas in which large dental schools are located) -

Needs

According to norms used in the study, West Boston uses from seven percent
to 31 percent more medical visits, and between 42 percent and 60 percent fewer
dental visits than are used by similar populations nationwide and in prepaid
groups.

Community perceptions of need, however, vary somewhat from what might be
expected from these figures. According to residents inverviewed, West Boston
has strong needs to attract physicians to practice in and serve the community,
supplying the personalized care they feel is so lacking at the present time.
‘"hey noted that while the community.is across from major teaching hospitals,
these hospitals are not felt to serve the community's medical needs. They
also indicated that the Amanda Capp Health Center only serves a geographi-
cally small part of the neighborhood included in West Bocton and that the
only health center in the area served a prepaid enrolled population.
residents stated that resources should be used to expand ambulatory care.

The strongly felt need for erpansion .f ambulatory medical services of all

types overshadowed more specific needs in all comments nade by residents.

Figures from BU, Turts, and Forsyth bental Clinics and from the VA and
USPHS Hospitals may not be accurate since they were based on estimates.
For these facilities, the onlv patient origin data which existed was
that of the percentage of out-of-City utilization. In-City visits were
said to be spread across all neighborhoods. Because of this, patient
origin for these facilities was determined based on the population size
within each neighboerhood. 93
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[ summary, the data presented above indicate that West Boston receives
more- modical visits and fewer dental visits than comparable populations.
e health status in the neighborhood is poor, perhaps suggesting the reason
for above-average use of medical services. Based on these figures and
community perceptions, it would seem that West Boston requires some effort
to cxpand locally based ambulatory care in the neighborhood, both medical
and dental. In the minds of those interviewed, such efforts can best be
dircct=d at providing a personalized type of care like that traditionally
provided by private physicians, and preferably at providing care by private

physicians themselves.
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&ﬂﬁgLATORY HTALTH CARE PROFILE

West Boston

Summary of Population Characteristics and Trends:

o Health Status; and Hg:alth Care Needs, Resources,
and Gaps
City of Rank
Neighborhood Boston (1= highest
21= lowest)

A. Population Characteristics
1. Total population 19,144 641,250 15
2. A\ of Boston population 3.0 - 15
3. Az under 15 years 25.6 23.8 9
4. A 65 years or older 12.4 12.8 12
5. v women 15-44 years 25.3 23.1 5
6. Prujected population 1980 15,879 630,435 17
7. A change in population 1980 -17.1 -1.7 19
8. t Black population 26.0 16.3 5
9. A Spanish-speaking pop. 7.1 2.8 2
10. Median family in-ome 6,957 9,133 19
11. & families with

Public Assistance

inzome 26.3 13.8 2
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City of Kank
R T
N Faston (1= highest

21 lowest)
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YL, A cer & oveava of ace living in

1
gare b e 510790 41.9 49.8 16
B.oBealth 50 _ lnhvoat s
1. Patlo ¢f acralto 1.16 1.04 7
;e ted daatn
2. A-tual - expocted 7.3 1.3 2

infant deaths, 1000 Lirths

3. Fertilisy zate (births/ 61.0 59.0 13

1000 womer Ya-44 yoarnd

4 VPercont of tirtns with 15.83 10.99 3

first prenatal visit oin

gixth rontnh of grognanty

or later

5. Mumber of tnheorculesis 31.3 41.0 10
canes, 0,0l Sy elatlan

6. hurhor of tepaitis 41.79 24.95 5

cases/ivd, 007 pirulation

7. Ilrmunivation level (rorcent
of children enteraing school
completely unimmunized for):

a) DTP/TA 11.2 16.5 13
b) Polio 12.1 17.¢ 14
c) Mcasles 24.5 23 10

1 .
Less thin 1.0 s ans a~tsal dnaths were less than those expected, and greater than 1.0
meane actual deaths excer fed exprcted, while 1.0 means they were equal.
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West Doston

Rank
City of (l=Highest

Neldnhoorhond Boston 21=Lowest)
C. v ' Ve h
vl -
1. Papee e I P ARSI Y, T0OD 2,389,076 Lo 16

modic vl [ ‘ 89,110 2,849,175

2. tambea o ooy meelicad 21,074 2,464,369 14
virite ouod
A DIffea- o ot . +21,311 tao +74,693 to 5
st o + 5,004 -384,806
[1p tet-), mOre Uue o] e Rl
{ranj.]

uned e, e e

+ 30.6 to +3.1 to 5
+ 7.0 -13.5

4. FPorcerr driferonse b
visita used arnd

demani {less une{(-), nare
uae (+)] {rant]

5, Forcent of availahle vicits

Coriny Srete

Private pPhysian 14 43 19
Outpatient Dot
Nedghbhorneod 7ot ersy 39 13 2
; 14 12 7
Jouvees 1 2 18

Emerqency Rao
Other Tncluds

D. Sumrary o ER SRR

Ar;t:l 1l

Dental

for anbulatory 36,577 to 1,22G,721 to 5
52,592 1,751,640

1. bxpectr erancd
dental w1

2. Nunher of crhulatory dental 21,239 973,165 s
visits unaed

3. Differen-e
usaed and ¢
(I uocd
{ranqc)

et Visits -15,338 to -247,556 te 12
aed et anad -31,353 -778,475

4. lPercon. difiening boetween -41.92 to -20.3 to 17
visits uscd ond exoecued -59.6 ~44.4
demand [less uLoi~-), more
use(+) ) [range]
5. Percent of available visits
coming from:
Private Dentists 40 79 20
Cutpatilont Depactments & 31 17 2
Clinics
Neighborho.d Centurs 29 5 2
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APPENDIX E

SAMPLE SCHEDULING AND COST ESTIMATION FURMS

At tached are samples of two Lvpes of forms you may want to
use to help eostimate the kinds of staff and amount of money the
study will require.

Form A provides a worksheet to use ir scheduling the work
and deciding how many staff of different types you will need to do
the study. The actual tasks involved or time required can be
changed as needed. To use it, indicate on the form in which months
each task will be done. Then estimate how many days of eacn type
of staff you will need to complete the task. add up your figures
across the different tasks and vou can find out how many days of
each staff type the study will require. If this seems too high,
revise your study design and staff needs accordingly. If you
multiply these staff days by the daily cost of each type of staff,
you can find out what your labor costs will be.

Form B can then be used to determine the overall costs of
the study. Estimate what you expect the expense to be for zach
type of cost listed. It is sometimes useful to write down your
assumptions in making these costs (e.g. local travel @ 10¢ a mile
for 200 miles; 5000 pages xeroxed at 5¢/page; X consultant for 10
days @ $100/day. If you add these up, it will tell you what the
study will cost. If you are unhappy with the cost, look to your
study design and see which parts of the work you can revise.

Recost the study then.
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APPENDIX [

SUMMaR'Y COST WORKSHEET

Labor Costs Davs

Project Director
Senior Staff
Junior Staff
Graphics
Secretarial

Other ( )

Total Labor

Other Costs

Consultants

Local Travel
Telephone

Xerox or Printing

Other:

Total Other Costs

Indirect Costs (if any)

Fringe Benefits (@ $ of ’

Daily
Rate

Cverhead Expense (@ $ of ,

General or Adminstrative Expense (@ % of

)

Total Indirect Costs

TOTAL COSTS gy

Cost
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' You wiil probably want to revise this worksheet in line with the tasks which you
ideatify «re needed and the tine period you intend to take for the study.

** A Rarizontal Line should be drawn to indicate the months in which you intend

L0 CArrY out thls task.

2.

3.
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Total



