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Introduction "4 B

'9 - 4 ! 'l ;n - '. Al r ‘

The primary goal of health education in dmbulatory care cenfers

is to enable individuals to copperate and participa®e with
. professionar'hqaléh personnel actively, intelligently and con-
gistently -in processes involved in the prevention and treatment-
of disease. Individuals can acquire needed knowledge and sound
attitudes, by guiding théﬁ\in decision-making and acceptance of
. responsibility for their:own health, and by helping them trans-
late such decisions into health-supportive behavior patterms and
life styles. Health education may also_Bgve as its ggal the .re-
duction of the costs of health services ané nmore appropriate use
of such services and the resolution cf community health prbblems.

1 - ¢

Purpose of this Report

The purpose of éthis report is to outline ways ih which

health educatidh strategies can be developed within an

ambulatory care center and.how they can be implemented 8O
. as to optimize their effectiveness and efficiency. "It

should be noted that, depending on the nature of the problem

and its causes, any.one or more of‘'a variety of approaches -

may- be indicated. To illustrate, in relation to_the problem

of appointment breaking, steps to be taken may be administ%ative—

managerial, ‘e.g. changing clinic hours, speeding up patient

. flow:.they may be in the area of personnel attitudes and
behavior, e.g. training personnel in how to make patients .
feel more .at ease; OX, they-may-be in the realm of patient =~ .

« * eflycation, e.g. improvement of staff-patient communication,

! paying more attention to the individual patient's personal
Jifficulties in keeping appointménts. This guide to health
education pfogramming deals with the diagnosis of the
underlying causes, whatever these may be, but alse focuses
on some educational soluytions to such .problems.

4

Many of the procedures suggested can be introduced into a
care setting without any or at least without more than very
modest investment of additional resources and yet may yield
_considerable and tangible results. Others may require

extra funds and manpp@Wer. Generally, increments in the
jnvestment of efforts and resources,are Yikely to résult in
greater returns, especially if they are initiated not on an
_ad-hoc and fragmented basis, but in a syStematic,” coordinated

" “manner Eﬁa'EEEYYﬁfé§f3€éa"1ﬁtd“the“tutai"operatioauofn%he«u""""""."L.””"”

care center - a point that oannot be stressed enough,
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Scope of the Report -~

. g k
The report identifies and discusses several of the most
important opportunities for consumer health education L .
within an ambulatory care setting. .ft does so by tzracing the
consumer through four aspects ‘of the center's q;bgram.
1. Recruitment of -the consumer into the center . .

2. Proper utilization of-the center's resources
\ . )

3. Prevention of illness

4. * Treatment of i{llness which does occur by adherence -
"to 'a medical regimen
The report begins with a description of the use of a program
planning model for health education programs (Section I).
Those already skilled in.using such a model may wish to skip
this section and go directly to the individual sections
(Section II-V) ‘dealing with recruitment, utilization, -

* Prevention, and adherence. Within each of thése sections, the
major elements-of the problems are analyzed and suggestions
made concerning program strategies designed to deal with them.
An outline of administrative issues inherent in.health o
education program is included._ in Section .VI followed by a -
summary (Section VII) outlining the basic health education
principles applicable to all programs in ambulatory care
Centers. This report can only highlight the most important

" elements of programs in these settings. For those who wish
additional information, an annotated bibliography (Section VIII)
has also been included. . ) :
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Section I
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Health Education: Program Plannind Model ’
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All- types of educational experiences take place in ambulatory
care .centers, and many are'adequate to meet thé needs of o
the health consumer. It is much more likely, however, that -
the majority of the educational experiences which should take
place 4o not; and, in many cases what the corfsumer does learn
may be detrimental to his health and the "functioning of the
center. ‘Patients, for example, quickly learn to avoid -
extended waiting times, often in,ways which wreak havec upon
the entire scheduling system. Lack of understanding or
disrespect on the part of staff is perceived quickly and may
.regult in drop-outs or the withholdjing of important information.
Since the acqulsition of new knowledge or the reinforcement

of previous learning takes place during every encounter with
the health care provider, health education programs must
reduce the amount of undesirable learning which takes place
while ensuring that all opportunities for desired learning
are utilized. L , ' !

»

Unplanned, ~haphazard educational experiences do not ensure 'P_
that-learning takes place or that an environment is created
which’ is ‘conducive to changing negative or reenforcing positive
" health behavior. Furthermore, evaluation o©f intermittent
and unplanned efforts is difficult and does not prowide
gbod data on the program's contindking effectiveness. A
planned and systematie approach to the development of a
bealth education program ensureg examination,of the many
' .alternatives available and results in a more rational
allocation of resources and a higher probability of success. ,,

.

/?he program planning model deséribed below provides a framework
within which effective program development can occur. Because
t?is model is likely to be familiar to those already involved,

!
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#n the development and implementation of h#alth programs,
they may wish to skip this discussion and go directly to '3’
the materials which they can utilize in Sections II to, V.
* Theré are nine basic steps in the development of any\§ea1th\
education program: ,' - L R T
1. Deyelopment of support for health education.

2. Designation of one individual responsible for the
' program o . : L

3. Identiéiéation,of major ﬁeaith probléﬁs

4, éghaV%oral diagnosis . -

5. Setting prioritjes ‘ , g
6. Developmen£ of goais and objectives
7. Development of the progréﬁ strategy
8. Implementaélon ‘

9. Evaluation

Step 1 - Development 'of Support for Health Education

The development of support for health education as an
integral component of the ambulatory -care center's services
is gssential. This support may develop because of
.consﬁbt with otHer programs, .the current literature,
requirements, imposed by funding sources. training programs,
or the generkl heighteried dwareness of its importance
among heal Care providers. Many health educatién programs
begin as the idea of one individual. Successful implementation
of the idea) however, depends upon that individual's ability
to convince ers, especially the community, of its worth
, and thréugh th to mobilize the necessary resourcesl, such as, -
.public schools, voluntakry agencies, and other community agencies.
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Ignorance cogcerning .the potential of health education
programs and general apdthy concerning their implemeptStien
are two.major obstacles which must'be overcome or their
negative effects lessened. Individuals and entire ingtitutions.
often feel threatened by new -pfogram initiatives which are
likely to modify or in somg: cdses significantly change
their method of operdtien. Therefore, anyone interested
in develqping health education programs must be able to

. .identify rather quickly potential groups of support or .
resistance ameng staff, goverming structure, consumers and °
other organizations and to develop strategies to increase’
their interest, obtain their active support, or mimimize .
the effects of their resistance. ~These strategies will.
most probably be a mix of informatiop-giving; ¢ommunity

. organization, politics, public relations; and education and
will be directed at those with the "power and-authority to -
make critical program’decisions, those who will reinforce
these decisions, and those who will implement the program.3
The following recommendations may prove helpful.

a. Optimum educdtional programming should be the overall e
goal.' The.post efficient.way to reach this gpal is:
to ensure that-all staff members learn to provide the
best possiblé health. education experiences given
their particu}ar'¢utieé and skills. Contjinuing . ) ,
assurances thjt “the program is designed to help them
carry out their responsibilities more efficiently and
effectiﬁgly, not to eliminate them or to unduly
interfere, are often essential.

b. Stratdgies for gaining support must be developed on the
basis of the staff's needs as they perceive them with
- ' an ¢mphasis on the use of health education as a problem
"solving technique. Appropriate non-threatening
situations should be uged to identify problems which
are amenable to educational interventions. Administrators.,
for example, may be interested because of problems
they are having with rising costs, patient dissatisfaction,
overutilization, or funding requirements. hysicians
. may be interested in problems of compili&nce th—
regimen, the use of preventive health measures, mal-
/4 practice, and issues of informed consent. The
AAAAAAA -...-receptioni-st or--appeintment -secretary may wish to -
‘learn how to handle phone requests or to ‘decrease the
number of walk-ins and broken appointments.
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Pollowing identification ©
should receive information

solutions, notification of
workshops on these issuyes..

N .

£ their interests, théy
concerning possible :
training.sessions or .
and otHer available resources.

. Physicians, nurses; outreach workers, and pharmacists,

in particular, should rece

c. Currént'iﬁtérest in’ health
- maximized by publicizing e

ive copies of recent '

articles describihg their rolés in health education.

eddcation should be -
fforts such as the national

health education -legiglation, ‘the ¥rowth in -
. reimbursement systems for health education, and tthie
- increased importance of preventive services.

g d. Efforts to develop, buy, or otherwise provide
. materials sych as pamphlets and audiovisualg should !-

identified after a careful

be .discouraged unless a need for them has been

assessment of current

resources and development of specific goals and

+  objectives.

FAEES
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the health education program

«. ° Although- many ‘individuals will be
. -of, the health education program, O
Educational Specialist, should be
and authority for the overall prog
. there may be many persons.who coul

this individusi often spiits-his - o

time ambng other activities.

A

. Step 2 ~ Desigg%;ion of one individual with gri%ggx
~-respons ty for the overall planning and- mplementation

involved in the dévelopment.
ne individual, the

given the responsibility
ram.~ In large programs

d function in this capacity

[RP e
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Rarely should this individual be involyed in actual patient ‘
teaching unless the staff is go small zhat no one else is K
available. Instead, his responsibili should be to . w4
provide whatever sdpport is necessary to ensure that all .
others involved in delivering ambulatory care are providing
the best pogsible positive learning experiences to their
patients, family and the community-at-large. Therefore, it

. is essential that the positionl of Eduégtiondl Specialist be

" placed at.a level within tHe organization's structure which
cuts across all program lines and which ensures the power
‘and authority to effect changes in all the educational .

" components of the clinic. The, best arrangement is one in -

- which the Specialigt serves as an assistant to thg Executive
Director. The least effective is the-placement of.a Division
of Health Educdtion within a separate department suth as
social services or nurBing. Placement of the pesition
at a high level within 'the organization chart helps to
minimize the friction which ocdcurs,when one parallel unit

' attempts to direct the activities of another. L

The Specialist Bhould possess certain skills. The following
*ig a list developed for use in an HMO setting but it is
equally applicable to other ambulatory care centers.

a. up-to-date knowledge of learning theory and practice
particularly as applied to adult learning

b. . detailed knowledge of: and experience with groqp
' process methods and the principles of group dynamics
in various types of' educational settings

c. current knowledge of educational technology such
as the selection and-use of programmed instruction,
audio-visual aids and devices, etc. .

d. -current knowledge and preferably actual experience
- with the application of various behavior change
strategies and methods.. .

e. skill in written and oral, cgmmunisations... - ) )
AR i ‘Rﬁo’Wléaqé‘“(ofT HedTEH S :‘:; d'isease,...and the. deliveru"‘"""‘?‘
. - : of medical care...,

s+ °. g. managerial skills'

: h. image of oneself as competenﬁ flexible, persistent,
- ‘ and possessing oxiginality. .

/ -
L
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No degree requirements ehsure that an individual possesses
such skills. Indi¢iduals who have had training and/or
experience in education, health delivery and management,
.Rowever, are likely candidates, in particular, those

with training or experience -in health education, nursing,
social work, or community organization. -

The remaining steps should be taken in developing all leyvels .
of the program, from the overall plan for the entire institution’
to the activities developed for one particular patient. The » -
degree and type of detail which is needed will depend upon the

- individual problem which is being addréssed. - :

| ad

_ . to.conduct a very limited analysis followed by the use of
a.very narrow selection of easily available materials, -

_or set of problems. ° . "

7 -~ -

. o : -
. . \,
Step 3 - Identificationtof Major Health Problems

No mattér how small or large the scope of canter activity,
specific problems which adversely affect the health status .
of current or potential consumers of the center's services
must be ‘identified through a broad” system of analysis. L "
If attempts are not made to examine all problems initially, "
then the program development process will quickly focus

‘on too narrow or inappropriate a.strategy. This is especially

true in health education programs where the temptation is

10

e.g. a fiim, pamphlet. A wide-ranging examination process
ensures identification of the many and complex elements of
what at first glance may appear to be a very simple problem

D R e T e e e e e S L LR T
’ B .

<

Unfortunately,-in very few instances do providers, or consumers ~ -
have the luxury of actudlly examining all the problems which
adversely affect the consumer's health. Aalthough all centers .
should strive to provgde opportunities  for broad problem

analysis, any number of constraints resdtrict the center's’

ability to COncentraﬁ§ on the real needs of the cansumers.
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Step 4 - Behavioral Diagnosis® - - - ) ;

L]

. Each problem identified in the ‘previous step must be analyzed .
S on the basis of the individual behavior patterns which
' encouragé or inhibit its resélution. THe behavior may be
.. that of the 'consumer, the provider, or others who have a
significant impact on the problem. - . ‘

The first objective is to determine the psychological,w
social, cultural, economic, educational, demographic and .
_environmental determinants of the behavior.  Many 6f such ..
Characteristics are important for ‘analysis but cannot be
.; changed, e.g. sex, age; economic status. However, the
behaviors which tend to arige as a result of these factors K - .
are, a proper subject, for analysis. y . X
The second objective is to identify those determihants . - . -
‘which @ould most readily be ‘utilized to promote or reinforce
desirable'behavior or discourage undesirable’ behavior. For
. example, ‘environmental factors such as clinic hours, :
availability of certain services and other may be changed
| easily compared to changing.'an indiviﬁpal's lifestyle.

+ Several tools are available to detegmfne'variables

~affecting personal’ health behavior.”: A social sciénce
framework which ceuld be utilized, the health belief model,

. refers to these variables ag modifying factors of health
behavior and divides them into categgries such as demographic,
socio-psychological,  and structural.’  Another system of
analysis developed for use in ambulatory care settings7 has
been .adapted for -use in health education programming.8 - This *
system classifies factors which contribute to/.behavior as

’

predisposing, reinforcing and enabling. -

Predisposing factors are "those social and psychological
- forces that cause an individual or ‘group to want to take
or not take thé action in question. ™8 They include: .
gocio-demographic ‘corkelates, including age, sex, education,
- marital status, family’size, race, and religion;% sogio-
» peychological correlates including health beliefs and -
attitudes, knowledge .and sources of health care information, \
' peXceived gusceptibility, seriousness, chance oFf recovery, :
- psychological readiness, paychological and structural streshes -
i (including’ fedr, angiety, social isolation,, and powerlessness); 10
.and, .previous health behavior. ° : v - ‘
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_Enabling faetors determine the "availability and accessibility
of specific resources necesBary to take the behavior in C
qugstiqn.,"8 These includei’. .economié correlates "such' as
occupatien, income, cost of gervices, and coverage! organization
correlates' such as group practices or comprehensive heai’

. services; and,availability of care, which may %qc*gde c

; <

_nhours“\transportation, or geographic location,
Reinforcing factors are ."those in¥luences over_whiéh athealth.
professional or the staff of an agemcy have some control in *
determining'whether 3 given action on the part °§ the patient
or consumer population is rewarded or purfishegd." Included
is an apalysis of the behavior and attitudes of the providers.

2 .

5

12}
al.
. .

. Additional information conéerning use of these sot

-, .

_ Lt ‘ ial ,sciente
too;s is included in the references cited* above. .
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" Step 5 ~ Setting Primrities
’ N !

- ; . - ) \ C
After the major problems have-beengdentifi—ed~ana\q:e~ - -
behavioral diagnosis completed, a o.step process of
_ elimination must take place. First, all those problems
ever which the center with its many resources has no control
_.ate eliminated. Second, all those problems for which, on
x-the basis of. the best medical expettise, there are no
whonificant behavioral elehents are eliminated. ,

o

3

This process_does not mean thdt the problems wﬁﬂbh‘have been
eliminated a&e any less important, only that they are outside
the scope.of_a health education prog;am'of the center._ It is
particylarly difficult to delinedte the extent of the role which
the health education program should assume in’ attempting to .
change behaviors of those outside the ceriter, in particular, efforts
at community deyelopmegt and organization. Behaviors may mean not
just' thogse of {lle.center stdff and corisumers but those others who
_have,significant impact upon their health status. Community-prob-
_lems such as environmental or hbusing problems fequire an-approach
in_which_the center. must involve itself in achieving organized
./ comnunity effort.to seek, solutions. ' s

o~ -
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Fo low1ng this elimination/procedure, the problems must .
anked numerically. The criteria for establishing the-

" pr orities should be developed jointly by providers and

consumerg and should be ‘based ,not just on knaown contraints
such ‘as financing and staff but ‘also. apdn the importanbe
of the problem, its severity, pnd frequencyn - .

- .
.
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Step 6 - Development ofnGoals and Objectives- <

Based on ‘the behavior whigh is be changed. or. rernforced,
goals and objectives are established for the total ‘program
" and each of its individual activities. Goals are statements
of broad direction. They are "general ‘and timeless, that

"is, not concerned with a specific achievement within a

specified time frame"and they rovide no criteria for B

measurement' or evaluation. xample of a goal for a’ -
recruitment program might be- to recruit more individuals
into .the center in order to provide them with comprehensive
care and to prdVlde a firm financial basis for the center.
Objeetives are "more specific, more definite, desired
acdomplishments which can be measured ‘ithin a given time
frame, The.achievement of an objective "advances the system
towarq a corresponding goal." Objectives must "support and
contribute” to thé achievement of the goals. Objectives
must include who, what, when and measurement criteria.2
An:example of an objective might be as follows: within
six'months, the mothers, fathers, babysitters, or others .
. responsible for the health of children”agesg birth to 10
ygars of age 1living :in census tract XX bounded by Elm and
. Oak-and 1st and 32nd Streets will bring .-50% of those children
into the.clinic for screening services. This objective

will be achieved. by staff outreach within the schools and by -

13

initiating a door-to-door campaign. Results will be measured

by comparisons of the , number of children within this age
group living in the census tract and the number of children
who receive screening services within the six month period.

~
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Step 7 - Development of the Program Strategy

THe program strateqgy determlnes how and where? ob]ectlves
will be met. Creativity is most important’ at this step, -
..and care should be 'taken. td promote an atmosphere in which
individuals will be w1111ng to exchange. ideas freely and
‘to propose approaches they feel will work, no matter how
unorthodox. Including a mix of consumers,and providers is
" especially important bécause their differing perspectmves_
.are moree likely to result in the 1dentrflcatlon of a variety
of poseible approaches. 3
As a minimum, a written plan,should be developed which
includes the elements listed below. -

1, If necessary, a more detalled deflnltlon of the
educational element or message Often the uitlmate
decision as to content is a negotiated one based on
¢ the best of differing medical opinions. Whatever
© decision is made, the megsage should become standard -
/ throughout the clinic. Conflicting messages, from
whatever source, may so confuse the consumer that .
they ignore tﬁem all. .
2. Provisions for examining thé current research and
. experiences of others through the literature, the
. use of consultants, or contacts with personnel in
other similar programs. L 1,

3. Detalled degcriptions of educational techniques
such as individual counséling, mass media, and
group discussions. Each approach must be evaluated
- on the basis of. its effectiveness, efficiency,
adequacy and appropriateness. 2, 13
4.-~Compilation of tesources needed and an inventory of
resources available from within and from outside the
center including training resources, manpower, .
R printed materials, audio-visuals, equipment, space,
and actual dollars. v
5. An analysis of the major constraints’ and possible , .
methods to either neutralize or otherwise overcome
.- their effects. Special attention should be given -
to staff resistance and support although political
considerations may warrant deleting this discussion
from the written plan.

%ﬁ‘,,_,‘ - s
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] 6, Detailed, epproved budget which is adequate to .

v . . implement activities. . / ' '

7. Provisioms for the preparation of needed materials

" and the pretesting of both materials and techniques
utilizing represeptatives of the intended\audience.

8. Mechanisms for the continuing involvement of consumers -
) in the planning and implementation stage. ,

9. An assessment of the number and types of manpower
L. required including 3" description of the team approach
= - which will be used .

~10. A time schedule which nptes each step which is to
. - " be taken, the ihdividual responsible, and the time
: required including approximate start and £inish
dates. ,
f%.'Provisions for short-term monitoring and long-term

evaluatiqps = | R

. Step 8 - Impiementationfi . o :
. Based on the® program pl ¢ the health educatiohtactivities
are implemented.

Successful implementation is more likely
to occur if:- . =

R staff menbers’ have a clear undérstanding of the
o program; .
ihey have:regeived traihing and are capable of . “
~ ~ carrying out their individual responsibilities;

) L 3" . * s
+ i

e
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3. théy aré/:il;ing to carry out their rehponsibilities;

4. - the materials and equipment which are required are - .
vavailables; R -

.5, the center is organized to implemeﬁt successfully
- . the new activities; and .. - .

6. managément~skills are adequate'to ensure imple tatfon.2

r

S H

~ -

, " * R . . " o - . ) B ”
' 7 - ~ ’
- hd . 3 )

Step 9 - Evaluation . -

An evaluation component ig negessary to determine the
’ effectiveness of the program in acgually attaining the
goals and objectives which have been established. It provides
a description of what has been done and provides the basis
for selecting alternative strategies in the future as
well as a mechanism for demonstrating success; which can in
. turn provide justification for continued and expanded support.

‘No matter how limited the evaluation resources (data, skilled
staff, or money) some effort "should made to provide for T
am-wide evaluation as well as ongoing monitoring R
of specific actiwities. Day-tqo-day monitoring of the program
v is most likely to focus on the inphts or the process which
_1is.taking place and can begin immediately. Examples include -
supervision of staff -to ensure that ®ach is carrying out
his duties, checks on the use pf certain materials, and
measuring the degree of participation by consumers in certain
activities. v , : *

4)\1
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Program-wide evaluation, on the other hand, focuses on the -
outputs of the total program and., in particular, behavior '
change ,if that is indeed the goal. It should not be attempted

ﬁxrxtll the total program is operational, thus allowing for .

eater acdcuracy and for successful testing of specific
elements within the context of the total program. Program
evaluation, therefore may not take place before the 2-5 year
period required to make programs totally operational. _Evaluation
has been defined as "the .comparison 05 an object of interest ,
against a standard of acceptability."® The fundamental 4
components of evaluation are: " (1) the isolation of an
object of interest; (2) comparison, and (3) the selection
of a standard b which the comparison will be judged acceptable -
or unacceptab .8 as applied to the goals. and objectives
developed for the health. education activities, this definition

requi;es the goal or objective to have an object of interest-- -
the activity or behavior change which-is to take place. A ’
standard refers to the amount of change which is take

place and the methodologies used for measurement provide

the tools for comparison. The development of the evaluation
plan in the context of°the total program plan provides a

useful check on the feasibility of certain goals and objectives.
Some program objectives such as those which deal with adherence
to regimen are easiry evaluated; others such as,.those which
measure changes in a community are more difficult. Difficulties
.encountered in identifying the object 6f interest, method

S~

of cpnrparison or sta’ndar of acceptabitity may indicate— —— T

that goals and objective are hot fehsible and should be -
redefiné&. )

The sections wﬂ‘é; follow prov1de examples in which certain
elements of the program planning model, Tn partlcular, the
identification of elements to be considered in ,the development
of the health edqcatlon programg and the deve ment of
specific program strategies, are applled to~the four maj
opportunltles for health education outljtred previously:

1. Recruitment bf the cons nto the center

Proper utitiiatioﬁ the center's resources by

_ Prpgvention of /illness : : : A \\\

of illness which does occur by adherence
to a medical regimen.

15
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Section II 5

9
Recruitment

hY
-
-
. -

The succgess of an aﬁbulgtory cargr:;nter can be measured in )
part by its ability to deliver reasonably priced, high guality
care to a significant portion of the” population which has
demonstrated a need for such care. Recruitment and retention
of patients is crucial to the growth and development of an .
ambulatory health care system, regardless of its organization¥l
structure or form of -support-— Whatever.the method of payme
-(pre-paid, fee-for-service, third-party reimbursement, of a
combination of these), under-enrollment resiilts in inefficien
utilization and ultimately insufficient income to meet overh&ad
and operating expenses.

» -

s

The relationshop between health education programs and recru-
itment ‘efforts has been encouraged only recently. In addition,
with the growth of federal funding of health programs and the
emphasis on prepaid systems in particular, health education
staffs have been assigned respomsibility to implemmut publip//
relations and marketing campaigns. ; .

"Pyblic relations is a management function which evaluates
public attituded, identifies the policies and procedures.

of an...organization with the public interést, and plans

''and executeés a program of action to gain public understanding-

and acceptance."l Its ultimate goal is the realization Of

a profit. Health education, on the other hand, is concerned
with increasing knowledge and develdping positive feelings

and behavior about health. It is a profess by which individuals
develop habits which enable them to take a Jlargér degree of
regponsibility for their own health.

- v —
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The goal of health education in recruitment efforts should

be to blend the techniques of health education and marketing

in order to best #Brwe the needs of the consumer. The ' \ ’
health education staff should be involved in all aspects of

the recruitment efforts which have behavioral andg educational

agspects. They must be particularly adept at ensuring that:

- the techniques used for enrollment are not coercive;

- the message used for recruitment and the reality of
the center situation are consistent throughout ' .
(messages should not ‘be contradictory or promise
serV1ces that are not available); and,

- techniques are developed utilizing the best principles
' of learning and communication theory and include -
active consumer participation.’ N
: , -
~— Recruitment efforts face several problems, the most obvious
being the pOtentidl consumer's lack of knowledge about the
availability of sexvices. Equally important,is the situation,
in which consumers know about thé center but.do not
enroll because they do .not believe that it provides high )
quality care. They may have heard negative comments about '
the phys%cal appearance or the manner in which patients are
treated. * If this is the cagd, the health education program

should be directed not only at consumers but also at changing
the behavior of the provigders. N

Recruitment problems may also arise when techniques are
selected which are inappropriate because they are not sensitive
to a variety of potential target-populations. This may occur
because of,differing perceptions of providers and consumers

due in part to their diverse educatignal and socio-economic
backgrounds. Meaningful consumer parfticipation, which could
aid in better defining the types.of approaches effective wltﬁﬂ\
particular target groups, 1§ difficult to obtain and sustain.
Advertising may also be a pfoblem because of the limitations
. imposed by the American Medigal Association's Code of Ethics
and by individual physici reluctance.to publicizing their .

services.
. \\_, ¢
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s Elements to be Considered ‘in the Development of a Recruitment
‘ Strategy . N .

Marketing efforts involve seven factors: contract negotiations,
target pOpulation, product, prices, place, promotion, and

. enrollment.S 'The_ following. is a discussion of one element

y of marketing; the recruitment or promotion activity

‘* The first step in developing a recruitment strategy is,to
gather suitdble data concerning what the potential consumers
perceive to be barriers to obtaining services as well as thase
that are iffdeed barriers® The more meaningful the analysis
of those elements which inhibit or support the desired behavior,
enrollment in the center, the more likely it is that successful :
*recruitment strategies will be selected. The following are
examples of the types of information which may be useful.

They are not intended to provide more than a sampling of the&
types of data which a hedalth education administrator may gish\
to obtain. Additional sources of information can be obtained
by consulting the Annotated Bibliography (Section VIII)

or by pursuing the specific topiq within the behavioral

sc1ence literature. , ) .

A.. Bacepgi-vi Afmee - : - : T

= . ‘>
: Receptivity to using the center may be measured by .
obtaining information such as the following.from potential
consumers:. ' .
~ benefits and costs of the health:services they
now use; _ . X
y - what they like orsdislike about those services:;
. " / ) . -
' . .~ -additional services which they need but which are : -
. not now provided; ; .
fo- wnat they know already about the center;
~ - what conditions would. cause them to stop using the v

other health services and Btart using those 'of the
center; and .

[}

,: . = obstacles to using the center.4

- ‘Other elements which must be taken into consideration
~ ) ‘include: their perceptions concerning accessibility

. of services, although few if any studies have shown
Q 4 -
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.~ - this to be a direct link to enrollment; attractiveness
of the facilities; transportation; costs; and their
skepticis? concerning the experimental nature of .n
programs.

B. Adoption of a New Behaviok by an Indiv(dual o .

_ In order for 1nd1v1auals to adopt a new behavior B
such as enrolling in the center; evidence indicates
. ’'fthat they often proceed .through a 5-step progess which
includes (1) ‘initial awareness, (2) interest in receiving
“additional information, (3) individual evaluation of
the positive and neggtive consequences, (4) trial, and
(5) adoption. Thus, information might be gathered’
*  to determine which potential consumers-are at what
stages in their acceptance of the health center, based
on their:

S

- awareness of the existence of the center;

.~  interdst in and need for the'center's gservices; .

.

- individual evaluation of the poaitive "and negative
consequences resulting in ‘a deocision to try the center:;

m—"“wtiii‘za'timr'oﬂf‘tne ceﬁter"“s“ Berriees 6n a tna‘i" . . .

bagis; and,
) L - 'satisfaction or digsatisfaction-and consequent .
acceptance or rejection of the future use of the ’

center. . .
Toa Such an analysis has partic ar relevance in the selection
** - of educational technTques to e used. For example, if it 13
' determined that, individuals ‘e not yet aware of the center's
services then the appropriaté educational approaches would
be public information techniques such as mass media, mail-
ings, exhibits,:and large growp meetings. On the other
hand, if they are alregdy aware of the center,.the re-=

N cruitment effort should focus on increasing their interest
, ' by providing more gpecific, information through t2e use of
N small group discussions and one-to one contacts. .

c. Community Adoption of a New,Behavior [v”

Studies-indicate that a new idea or behavior such as ' -
enrolling in a health center is -first adopted by a
. group of innovators within a given group. They are
. followed in order by (1) early adopters, (2) an early ' »
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part of the majortty”of“the ‘population; (3) ' a late

portion of the majority and finally by. (4) .laggards

or non-adopters.S The initial users of the center

will be the inndvators and early adopters who, because

of their readiness, will be quick to- respond to public
Lon programs utilizing mass media approaches.

Early adopters often have more education and, more . .

.outdide contacts @fan the group average, have traveled

widely, and #re moTe independent of their society; put a

high value on efficiency and science; are sources of

information for thie group because they have adopted a | !
 particuldr practice, and, are viewed as leaders by . '
- their group.4’ < ~ )

These persons are essential to recruitment efforts \”
because they influence the majority and can in turn
provide information to the staff concerning what is .
most acceptable to the majority. Recruitment efforts

must necessarily identify community leaders and opinion
makers in order to attempt to influence.these persons
before addressing the' more deneral - target population.

Other Individuals

The many other 1ndividuals who influence a decision:

“"t6 ‘uge the health center should bé identified, particularly

family™ ers. Women are responsible for providing =

' many o e health functions within a family setting;

therefore, information on forces which influence a
woman's -d cision concerning health care are particularly.
relevant.

Consumer behavior is dependent to a great extent on the
positive reinforcement which they receive from providers.
A good recruitment campaign.nmust also focus on provider
behavior which-discourages use. _ Therefore, informa&ion
should be gathered concerning provider attitudes as well
as any impersonal treatment or abrupt. and rude behavior
+directed at patients. Some of this material will be

" obtained through gonsumer surveys but much will be detected .

through feedback from patients oi direct observation. o

Sources of Data e. . .

A certain amount of ‘reliable information is usually"
already available within a community concerning demographic
characteristics, morbidity and mortality statistics, .

: 25 -
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health knowledge, attitudes and practices, and consumer
expectations and interests. Sdurcés of this information
. include .census data, health department records, city
. and county planning departments, telep books
. (for information 6n the location of other Realth
. " resources), universities (for special studies they may
have conducted), local and state consumer organizations
. v which may have studied health issues, mcdel cities studies,’
‘ ' and statistics collected by other health providers.?

If the available data are not adequate, it may be

necessary to undertake surveys to determine consumer

awareness and interest in the center, negative and

positive preceptlons, and the readiness of the community

to .accept a changefln the way in which health services
i;re dellveredﬁ

\ . o
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Based on the behayioral elements which are identified,
priorities among potential target groups are set, specific
goals and indiwvidual objectives are established, and the
appropriate activities are selected. A mix of activities
should be provided which repeat and reinforce the basic
message which is being used to attract the consumers.

.- ‘A. Act1v1tles
- : The following are possible approaches which have been
i utilized successfully ~ -

hl

1. Inter-Personal Contact

» - - -

] . nter-Personal contact is the most effectlve method
. of persuading individuals to accept a new behavior’
-+ whether it be through contacts with a health provider
or+ member of one's family, peer group, etc.‘' Word-of-
mouth communlcatlons are particularly effective in

.

.

, ~
. I »
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T . - promotlng adoption of a new behavior"7 Althongh
; one-to-one contact is an expensive method it may -
be necessary if it is difficult to «<onvince persons
* to use the center gn 1if it is hard to define the
. target population.® The use of indigenous female
: s family health (outreach) workers to provide one-to-=
o ' one contact has been particularly successful and
as effective as those approaches utilizing more. | =
highly trained and highly paid health personnel. 8

2. D1str1butibn of Literature
< 7

<

Local busiriesses such as grocery stores, supermarkefs,
~ . doctors' offices; hospital emergency rooms, .
government buildings such as post offices arld -~
( " local public assistance officeés, and unions and
: - civic, ¥eligidus, _social, an recreationa%ggxganizations.
S < ,all could, be usell to distribute.pamphlets
ot "brochures informing potentiAl. consumers of.the
- > available seérvices. Since/particular target
-t populations should already have been identified,
. flyers. could be enclosed in mailings to specific
population groups. All materials must be written
in the language and at the.educational level of the
intended audience. A-self-addressed return postcard
can-be included to allow the individual to ask for
. #more information.

. .

3. Mass Media ° .o . N

3

,_
»

Commundi ty neé%papers and local radio and TV public

service programs should be utilized although ‘there

may be difficulties if this is considered 'advertising.

e Studies indicate that mass media ¢ampaigns‘and general

’ literature’'distribution are effective if the plan

0 béing§ promoted is’new and not generally known <.

within ‘the community.3 The cost of mass media may

. be .great; therefore, great care 'should be taken to )

e ‘develop the most effective approach possible.’ g .
w . . _ Those involved in planning such activitles must

N , remember that mass colmunications aré mest effective

. . J'in bringing abQut behavioral change when perceived

P need is high...accessibility is _easy,-and whgn the

2t ~ ) nessages are specific and recqugrmoriented.

> . 4. Group Contacts - '

N

o

: - Group contact_methods are less costly; require |
" e _+ fewer personnel; and ‘are quite effective if they |
® ‘can use the existing dgnamic& of the peer group.4
.o g Examples are: - f

¥
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-+ A te approach to recruitment is essential. Ideally,

¥

28

] @

a. presentations concerning the center given
‘ * to ecivi¢, school, ‘and church groups.: . Community
residents who are on the staff of the center,
outreach as well as others, should be utilized
as much as possible during presentations in
+heir awn neighborhoods; and, groups should °
", _=be small enough to encourage open diacussion.2:4
. b. fopen houses held in the ‘health care facilities,
' which include a presentation by a staff member,
general discussion period, tour of the facility,
and refreshment$. If individual action is
- required, for example returning a postcard
* before attending, evidence indicates ghat
' ultimate enrollment rates are higher.

5. Mass Hailing

This isan activity best done by established centers
" gsince they can use current mailing lists to inform
‘ individuals about new services available. New
< eentaers can-also use mailings to make potential
enrollees aware of the plan and to promote its use.
_The advantage of mass mailgng is that it can -reach
. almosg the entire target population at minimal
cost.

.~

L

o+

the health education staff ,should coordinate all the
recruitment efforts although thig may not be appropriate
 if there is a separate marketing staff and they wish
to refain control. No matter who directs, all staff’
members should be involved in some way; and, all shoul
know the importance their actions have on consumep N
satisfaction. The initial contact a consumer has with
the appointments 8ecretary, the physical appearance of
the center, and the personal treatment givep them will
all influence whether and how effectiwely they use the
" center’'s.-gexyices. -8
‘Medical sfaf may be called upon to play gspecific roles
in presentatiéns and demonstrations to community groups.
The outreach staff will play a crucial role in recruiting
those vho are not reached bw other approaches because
they are outside' the flow of middle class message channels
or because they need additional positive reinforcement
and a motig;tinq ingluence affore they will enroll. '

€

~
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-7 /C. Monitoring o : : .
Review mechanisms should be established so that all
new material and approaches are first pretested on i .
" - the intended target audience. The day-to-day monitoring

. ‘of recruitment activities can be accomplished through
spot checks on staff work ‘regords, counts of the .
number of pamphlets distributed, discussions at staff
meetings, and later by documertation of the number of

new enrollees.

- -
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Section III

— R Utilization

L

.
| ' /
.
- 2
»
.

In.appropriate yse of ambulatory care ficilities, including
overutilization,, underutilization, agd broken appointments has

an effect on patient satisfaction,l’% gtaff efficiency, on costs,
and “the quality of personal health care. Although social and
cultural-factors’ influehce a person's health behavior and

patterns of utilization of health services, these patterns are also

influenced by the availability of ambulatory facilities, the provision

of compreliengive services and increased knowledge of' services and
payment méchanisms. Educatidn concerning methods of utilization, rec-,
‘ognition of the need for and sources of proper care, and the use of

.appropriate health facility personnel ‘may change existing patterns.
to. more. efficient ones.: o

* -
-
. . o > N
, . A . - ..

I&entification of MajorlEleménts of the Problem
A. Overutilization . :

, o4 L4 -
Overutilization is evidenced by unnecessary use of
emergency o2 other services for symptoms which could
be managed at home; initial or return visits for
.. complications whith could have been prevented; or, . ,
» visits for gymptoms which are trivial or do not require
medical, attention.® Some patients are consistently identified
* as high utilizers. For example, each year 4% of the
members of the Health Insurance Plan of Greater New
" York (HIP), a large prepaid group practice, -account . .

-
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%

for 25% of the total volume of physician gservices and
12% account for 50% of all services.’! Naturally, the
standard for defining overutilization is a subjective
one and varies depending upon the problem and the
medical treatment reguired.

N RN

.those making unscheduled vigits are poor utilizers.

Unnecessary Use of Services

" If patients are'not knowledgeable about.their heéjgh

and do not know tv appropriate response to particular
circumstances or symptoms, they are not able to make
use of health services with maximum efficiency.-

Some patients view a clinic visit as the appropriate
response to symptoms for which no action is reguited
or for which a phone call would be sufficient. For
example, evidence from one study indicated that

when mothers were not certain of the correct responses
to particular. symptom'sgtuatidns they were more

lik to dverutilize rather than underutilize

he§2i§ resources. - )

Walk-In Visits o 0 :

Walk-in visits (patients arriving at the clinic

£o receive services without an appointment) ‘may,

or may not be considered an indication of inappropriate
use of services. Depending upon the appointment system
and the available manpower, a walk-in visit may
result in longer waiting times for that individual

. or others. The longer waiting times may then lead -

to patient disgsatisfaction and ultimately to broken
appointments and non-adherence, to medical regimen.
The major variable which distinguishes the walk-in —
population from appointment-maker§ is the distance
between the health center and their place of residence.

‘Although living closer to the facility increases |

patient visits, it is not necessarily true that
this results in better utilization and, in fact,

evidence shows that a greater proportion of g -

\
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Underutilization of health services, inciluding delay
or ‘failure to respond eardy to symptoms,10 broken
dppointments, or failure to take preventive health
. measures, can result in serious illness or death .
igd incteased cost of care. Extended delay may

limately result in hospitalization which, if the
condition had been identified and treated earlier, ,
might have been unnecessary. Reasons for und?¥utilization .
may be financidl problems, social alienation, inconvenience
in obtaining care (transportation or clinic hours),
dissatisfaction with the services, reluctance to accept
a2 nevw type of delivery system, fear of consequences
of the illness or its treatment, inadequate knowledge
of symptoms requiring medical attention, or:lack of
orientation of providers and consumers toward prevgg}ive
care. . . ’

Y

. 1. Crisis Orientation Toward Health Care .

Although tﬁe leadiné causes8 'of death in‘the United )
States, including coronary artery disease, emphysema,

- diabetes,’ cerebral vascular disease, and others,

‘are conditions which develop progressively, often
* intervention occurs only at the time of a crisis
) 8uch as a heart attack, rather than earlier when .

prevention services, such as exercise or smoking
cessation classes, could minimize the likelihood
that the condition will occur. Wwhile the consumer
ultimately determines whether or not to seek

health care or return for a follow-up appointment,

. providers, through their attitudes and recommendations
for care, influence consumer attitudes't?wa{g

health and illness utilization patterns.12:13 Even
if new systems offering comprehensive care and
~emphasizing health maintenance are available,
traditional utilization patterfis will continue to
exist if consuners and providers are not reoriented
to the new systems. Resentment and frustration

may increase if patients do not know where to go

for information or to lodg complaints or if no
grievance procedure is offdred.

* -
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~ 2. Broken Appointments

Patients who do not keep appointments account for
one-fourth or more of clinic appointments..

.- Appointment-bréaking results- in a lack of continulty of
care, inefficient use of health manpower, and- _
increased costs to the center whi?2 in turn mean | L

. increased costs to the consumers. 12 The problem
of appointment breaking may be viewed as a cycle
in which patient dissatisfaction leads to broken
appointments which clinics attempt to compensate-

. for by overscheduling. The result is increased
patient waiting ?ime, a major element of patient
dissatisfactign, 5 which causes more broken .
appointments.®’ 6 rLack of continuity of care and

' . lack of persébnalized care are other causes of
pdtient dissatisfaction ang 3rs s&;ongly associated
_with -appointment breaking.2s9¢17¢

1

Identification of Specific Pactors Influencing Utilization
Behavior = . o L

Many sociodemographic factors have been examined in order
to understand utilization behavior, particulailg ?§o§8n1
appointments, including socioceconomic st?¥uskc' '21' ',8
feeliggq o; a}%enation or erlesgness, age,7' 8§x1g
race,“? 8,20, dis'tanca,2 cgs?g, family stability,”’ .
and mother's education level.®’ Not only are conclusions
conflicting but most of these elements are not within the
power of the health center to cange.

rd

Illness level or urgency is a major determinant of’utilization.%?'zg
. Patient ability to distinguish between symptoms which require
medical atténtion and those which do not will determine
whether the health system is used appropriately. Accessibility
" - of praventive and health mainfanagcg sgxvices is another
- ¢ important element of utilization,>/2D12% one aspect of
- vwhich is whether consumers are informed about available
4services and how to use them most effectively. Other elements
£ accessibility affecting patient behavior are family °
. responsibgl ties, tramsportatiop, 3 gligic hours, geographic
. location,9742 and waiting times6:15/18,26 ‘e  a
- Clinic operations; to a large extent, atcount for behavior
: - . patterns of patients.  Lack of ?ontin y of cake?7 and \
. . depersonalization of servicesZr15 are fiajor problems from a .
- . patient®s view point,and when these situations are roved,
positive. results include increased visits for health shupervision,
improved 'compliance, and decreased broken appointments.

*

y
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Program Strategies

L3

ﬁge-following discussion outlines sevezal strategies which
Y promote more desirable utilizatioifgehavior.

, A. ﬁnnecessary Use of Services

3. Self Care Programs

¥, -

Because many conditions and treatments for which
people have traditiomally relied on medical personnel
could be taken care of by the patient and family,
educationall " programs in self-care cam reduce the need
to rely on the medical §¥stem and help the patient
lead a.more normal- 1ife. In one instance, a program
which .included formal instruction on treatment,
training in venipuncture, and giving a supply of
blood to 45 hemophilia pPatients and their families
reduced absenteeism from work by 74%, hospitalization
days by 89%, outpatient visits by 76%, and health
cZre cogts by 45%. The study showed that highly
trained personnel were not needed to perform the
roptine procedures involved in treating such patients.28

L

FPor those conditions which do require medical treatment,
the amount and type of treatment needed may be
altered through the use.6f educational techniques: !9

2 = One study demonstrated that emergency room utilization
. by asthmatig patients was significantly reduced
following group sessions in which patients discussed

- ‘the causes of their attacks and the use of prophylactic
' drugs, 29 -

= 2n educa®ional program for patients with congestive

. heart failure increased patients' knowledge of their
disease, medication, diet, and their adherence to
medical regimen, and decreased the number of days
patients spent in the hospital from 60 efore the
project §8 148 for a similar period folldwing the

program.

' = FPollowihg instrucdtions and concerning the.severity.
. of post-operative pain, including reasons fer the
' pain and use of relaygtion techniques to relieve
pain, patients used s gnificantly fewer drugs and
were released from\the\g?spital 2.7 days earlier

- than the control group. f;;‘

P ' . 3
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To reduce both over utilization and underutilization

. of medical services, it is necessary to teach individuals
to respond appropriately to common symptoms and

* eircumstances including recognition and treatment of
minor symptoms.%s44. Qutside sources can be used
for problems of overutilization by the worried well.
A -referral system to appropriate social service
agencies could aid individuals with problems which do
not require medical intervention. ]

2. Telephone Services . .

‘ One means of reducing patient visits or emergency
room adhissions is tQ.develop a telephone service .
for medical advice. The introduction of a telephone
> answéring service, used in corjunction with a screening
: policy for hospital admissions for diabetic patients,
reduced the annual- admission rate by one-half, reduced
emergency room visits significantly, reduced
. preveéntable admissions such as those prompted by
. diabetic coma by two-thirds, and resulted in estima%gd
cost savings/of from $1.7 to $3.4wmillion annually.

B.cﬁﬁalk~1n Visits

\Y

<

N Special educatio@ efforts should be targeted at those
living near the facility. Because the greatest numbeY’
of walk-in visits are likely to be made by those living -~
very-close to the center (32% of thg walk-ins in one
study lived within a single block),”’ a block part;/p
sponsored by the center to attract®this population could

‘¢ be used as an opportunity to stress appropriate utilization.

The impottance of scheduling appointments could be .
egphasi ed as well as the need for- preventive €are.
1f repeated walk-in visitors are identiflied,these

ssages could be reinforced on an individual basis.

e way.of encouraging use of appointments is to offer _

to dscort patients or to provide babysitting services

‘if appointments are made in advance. v

Cc. Avoiding Crisis Orientation to Health Care
1, New Enrollee Education ) ’ ..

‘ ,New-énrollees'to a health center peed to learn what
- : services are available to them and how to-utilize
them most efficiently.. This may be accomplished through
open houses, orientation programs, booklets, and -

——— -
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individualized orientation in which an intakg}perscn
informs the new patient about the center and at the
same“ts?e tries to identify the patient's special
needs. .Written materials should be developed.
which reinforce verbal messages and servé as a
.reference @t later times. Information should be
/gresented in an attractive and readable form and

e available in the common languages of the patients.
Content of the introduction to the center might - |
include:- . .
= explanation of the type of organization
= telephone directory :
= clinic hoyrs L
- what to d¢ in case care is needed after clinic hours
= map which locates the center in relation to

surrourlding area . .
= procedure for making appointments .
= step~by-step procedure after arrival for appointment
- importance of being on time, keeping ,appointrlents
or, cancelling if -they cannot be kept s

- what.to & in an emergency N .

= description ‘of which common symptoms and situations
- ., reguire -medical ‘attention and when
= what to do if patient becomes ill when not in the
‘area
- description of all services available
- = explanation of coverage .
= description of all levels of personnel, especially
new types of personnel-patients may not be .
familiar with such as physician assistants, health
aides, midwives, nurse practitioners
=+how to select and change doctors . LN
- grievance mechanism . . : .
- how 'to become involved in policy development for the
. 7 center - , ‘
-~ health record §° keep track of important health

information3
k]

' .Members,%gould be apéxiéed'qf any changes in the

-system,-the addition 6f staff persgns or new services, -
eétec., through newsletters, leafleﬁ?ﬁ or posters in
" the center. - .

Accessibility of Care =

The center should attempt to remove structural
barriers which reduce accessibility of care. When
patients break appointments or delay in seeking
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care, center personnel should ask. about the papient's
particular problems, if any, with clinic availability
(so that“the patient's needs cah be met. If it is a
matter of difficulty Jetting to~the center, the center
could provide a pick-up service, make home visits when
nécessary, or provide patients with bus. tokens

for their visit. When .the family is large, the

center may offer to have an outreach worker stay

with the children while the mother or fa r visits
the center or takes another child for a appointment.
The facility can organize a playroom where other
children will be supervised during the patient's

or sibling's appointment. Family~-centered care

could concentrate on seeing all family members in

a single visit and hours should be arranged so that
working persons can bring their children and attend
themgelves during non-working, non-school hours.

Grievance Mechanisms- " -

A grievance mechanism through which patients can
make complaints and receive information should be
established and be given great visibility. A review
of patient complaints should be made and discussed
at staff meetings and attempts should‘be made to
eliminate causes of complaints. Responsiveness

to complaints is important in reinforcing patient
influence on center policies and services. The
procedure should be a constructive mechanism for
" providers which does not threaten them and provides
information to help staff understand reasons for
patient digsatisfactions so that..appropriate changes
can be made. - -

Providers should also be able to use the@rievarce

procedure to solve problems they have wigh patients.

For example; if a physician has a pa i who is

an overutilizer, the problem could be brought to

the attention of theggrievance department. They

could take special measures to educate that patient

about appropriate utilization, arrange for the
1\patient's enrollment in a gelf-care class, or refer

him to a social service agency. .

Orientation of Consumers to Prevention and Héalth
Maintenance

1 Effog%&‘ﬁhduld be directed toward increased consumer
op;entation to preventive medicine and hexlth

a
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maintenance. This should be reflected in the
establishment of preventive 'programs and classes, .
such as weight control, prenatal and child care,
. smoking cessation, and others at the center or other .
; convenient places in the area. It is important
that providers -inform patients of these programs
and urge their participation in them. °

e

D.?zg}bken Appointments

Reduction of broken appointments may be encouraged by: -

— ensuring that patients understand the importance of ° :
keeping appointments or calling to cancel?!
= adequate communicatioh of medical urgency by provider
to consumer - . )
- use of appointment reminders such‘ag appointment
cards, phone_call®, or postcards.®/¢1 At least one
study found reminder post cards to be more-effective
than ghone calls in reducing the broken appointment
rate.14 - :
, - increased personalizagion of care including provisions
- for cdutimuity.2/9/17" Appointment assignments should
. be made” with. one particular phys an. Provisions
"\ *. should be made to allow patientd a means of selecting ~
their owh physician or health team and.assistance ~——
i .. should be offered to aid in the gelection. o '
=, - N . -~ L™ . -
. . " = reduction of waiting time through use of an arganized
- - system of scheduled appointments. Promptness of
both providers and'consumefs should be etuphasized.18

-

= use of waiting times as opportunities to present

« . .+ .« brief edicational programs-36, .
A expla%ging & patients the reasons for the waiting*} )
- - - tim. .
E. Manpover ) -
" 1. Training " v , v
Training sessions should be conducted for &ll center
: . staff to sensitize them to patient needs, and problems
. affecting,utilization such as, the desirability of -

. . -
*
’ » .
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. a personalized atmosphere within the center, improved
provider-patient communications, and increased -~
sensitivity to cultural practices,s Emphasis should - °
be placed on promoting yhysician. acceptance of the
active participation of other personnel in health .

- education and patient care as well as on the patient's o
- own responsibilitg$ for self-care. "

All staff members should be made aware of the roles
. they play in.influencing patient utilization of
the health center. They are all elements of an
> environment to which the p&€ient reacts, and a
pleasant or unpleasant experience whethe® it is at
_ the receptionist desk or with the physician, influences
how the patient behaves with regard to the entire |
systen. : ’

~

2. Expansion of Roles re . L,
_ — .. S ol
As care changes from an illness to a health maintenance
~ pattern, the roles of certain personnel take on
greater importance.!3 For example, in most instances,
gL . it is less costly and equally acceptable for the
- _well=baby to be’attended by.a nurse rather than a
physician and for the "worried well” to meet gggggher .-
in. groups with a member of the support. staff.="’ .
As gtaff roles are expanded and as nev -types of
. personnel such as nurse practitioners, midwives, .
" physician assistants, and others become involved .
_ in delivering health care, consumers must also learn
- _the qualifications of these new types of personnel
S “and when it is appropriate to seek their services.

P. Evaluation.

The following are examples of information which can be Y
» utilized to document the existence of inappropriate o
-~ utilization and to evalute the effectivenéss of an '
edu?ational activity. - g -

- 1. Record Revigws .ot . - ' o
. , ) . ' ‘ S S 2
Certain aspects of the patients'#ife of the health ,

_ center should be recorded;,on their record every N .
vigit 80 ‘that the ‘information is*available for .

-

<
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review in order to identify utilization patterns

which create problems for the center or the patients.
Infprmation reig;déd might include:
; = ' number of visits; ) S,
— B WA .

-
e

¢ -
= how far in the future the appointment was scheduled;
- _broken or cancelled appointments;

- lateness for scheduled appointment;
- ’ﬁpiting time to see the physician or othqé%provider;-_
. = which physician or ‘other personnel the patient ‘

. =. phone *calls made by the patient to the prdvider °

"' and broken.appointment could be noted on their . Y

~  purpose of the visit; -

¢

- whether the visit was a walk-in visit or was made
by appointmeqt;'

' had contact with;
e - 4 )

or by the provider to the patie and their
purpose, to order a prescription? appointment

. reminde§, etc; and, ‘.
= .whether patient brought the proper identification L2
cards required by the center record or :

spayment purposes. .

Once-a broken appointment rate is documented, an ",
educational progPam emphasizing the importance of ay
keeping appointments or callihg to cancel could be IR
conducted within an identified population. Rept

-

records for a period such ap‘a year., Several approaches

‘to lowering broken appointment dould be tried at
.onice with diffprent groups and the results compared
R to’ g;e;mine, e relative effectiveness of each

me- . ’ - »; . . -~
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"<z: Appointmént Sheets

. ~, . *
A review of daily appointment sheets is a quick
way to obtain information on aspects of utilization -
gsuch as whether appointments are kept-and whether
the patient arrived on time. ’,

~

3. Patient Complaints

Those staff members. responsible. for handling patient
T C aints should analyze complaints received. It
is“likely that dissatisfactions expressed by
patitents will reveal why and how patjjigts are utilizing:-
services and will therefore be helpf n identifying
problems fregj;he patient's perspectivi, '

4

4. pPatient Surveys

._ A center should not rely solely on patient complairits

/ to identify problems because many patients may .
react ‘by not returning or by breaking appointments

ratier than by openly expressing their dissatisfaction.

A survey or questionnaire can be used to-obtain

patients' views, their satisfactions or dissatisfactiens,

or difficulties they pave with clinic operations.

+ . The survey migkt ask Questions concerning accessibility
of the center based on transportation probleins

/// or clinic hours; services not offered that they i -
- would like to have; how well they understand thei¥f
- coverage; and if they have felt they had to wait too TN
long to get an a tment or to see a physician. |
5. Staff Reports ‘ .
. ‘ . . ¢ -~
«~ Staff obs jons of patients' utilization behaviors

are usefuF’in-identifying problems . Receptionists
, and clerks are in particularly good positions for -
. documenting these problems. They must deal, for
example, with the patients who forget their identi-
o fication cards, and they are most\lgtzig to realize
when ‘patients have had to wait iong ee the
i physician or when the patient or physician has
.arrived late for appointments.

. . .
bl . s b
N T
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Information cb%igcted for marketing purposes such
as patients' likes and dislikes apout Services they

" were using at the time of the marketing survey and

obstacles to using the center can also be used as
baseline data for evaluation purposes.

Cost-Benefit Analysis

[ 4

A significant criterion of a program's desirability
is its cost-effectiveness and, in particular, its
ability to reduce costs while maintai g Or even
improving patient health status. Cos¥s should first
be determined for the existing patterns of utilization.
After the educational program is completed and
comparable utilization data is colXected, total

costs should again be calculated and then Gompared.
For example, evaluation after a formal instruction .-
program for hemophiliac patignts and kheir families
in management of bleeding problems took into
consideration days lost from work, which decreased
74%; ‘days of hogpitalization, which decreased 89%;
and number of outpatient visits, which were reduced
76%. Another benefit not quantifiébls was the
normalization of patient  life styles.48

The cost of conducting the program should always

. be deducted from the estimated savings. A program

aimed at reducing asthmatics' utilization 6f-an ‘o
emergency room showed that use was rediced significantly.
Purthermore, when the program costs were analyzed "
it was found that one discugsion group of five or

more patients made 10 Iess visits than“would otherwise -
have been expected. Based on a $20 cost of each visit,
the total savings of $200 compared faggrably to . o
the $40-.cost of the discussion group. .

.

N
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Section IV

" // Prevention ’ ,
L 11 1]

Drastic reductions in illness, disability and early death could be
achieved through widespread adaption of breventive health measures.
There are many points in each individual's life when preventive
measures could aid in- the maintenance of good health or interrupt
the disease process. Early diagnosis and treatment of many diseases
and the reduction of risk factors by changing certain health habits

"or general lifestyle are the}lgreatest hooef 505 gontrolling the
14 ? 14

primary. causes of morbidity and mortality.: In addition, pre-
ventivé programs have the potential of reducing health care costs
significantly since cost-benefit data gathered from a variety of
health programs demonstrate that /preventive programs have high
potentia{;api actual payoffs,> /' .

S

N\

Primary prevention progfams are designed to stop illneds
before it occurs by eliminating its causes rather than by
treating its effects. AaActivities such as anti-smoking

' campaigns, family planning, automobile and water safety

 Programs and those emphasizing patient responsgibility and
- self-car such as exercising and proper diet are primary-

preventicn prggrams. Secondary prevention programs emphasize
the early id ntification and diagnosis of individuals who . /
already are zgkféring from some form of illness and include
multiphasic and mass- screening for specific diseases and
individual, periodic, medical and dental examinations. / _

+
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_An ambulatory health center must be involved in both primary
and secondary prevention programs; and, both depend to some
extent on, the use of effective health education techniques.
Health education strategiés are éspecially important in

| . programs déaling with infectious diseases, chronic iliness,
. and certain risk factors. )

A Identification gﬁ_ﬁéjor Opportunities for Health BEducation

' Infectious Diseases

The values of the traditional preventive programs are evidenced
bg-:hgzz}rtual elimination of-smallpox, polio and other
+ infectious diseases through immunization programs. Widespread

use of the vaccine reduced the average annual number of
polio cases from 38,727 in the five years preceding introduction
of an effective vaccine (1850-55), to 51 cases in 1967. As
.a remult,, medical costs attributable to the treatment of
polio anted to only $50,000 in 1967 instead of an estimated
outlay Of $40,08Q,000 had the i cidence not been reduced.®

» Health' education méthods were ubed extensively in recruitment
efforts for the polio program as well as for other infectious
disease control programs. .

a ’

chronic Illness
- While preventive measures have decreased the hazards of
infegtious diseases considerably, chronic diseases and other
conditibons which preclude the enjoyment of a healthy and .
activellife are still prevalent. Nearly 3,000 of the 3,500
cases Rf glaucom3 which occur annually could be prevented if
alt petsons_over 40 were tested periodically and received'’
"treatment when reqtﬁ:red.6 Of the approximately 345,000
deaths attributed -to cancer in 1972; it is estimated that
108,000 or one-third of th2se deaths could have been prevented
through earlier diagnosis. In 1969 it was estimated that
- - 9,000 of the 14,000 deaths due to cervical cancer could have
been prevented if all women over the age of 20 had annual
- pap smears and appropriate treatment when negessary. For
, every dollar spent for cervical cancer screening programs an
estimated nine dollars is saved due to reduced medical _
- _expenditures, increased patient prodéctivity, and lives

- saved regulting from early diagnosis.3-

Risk Factors

Some conditions or habits, vwhile not directly causing deaths .
. orzdisability, are risk factors which increase the likelihood
Fhat illness will occur. The National High Blood Pressure
. Bducation Program estimates that high blood pressure is the
primary cause of 60,000 deaths and a contributing factor in

- - L
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1,500,000 heart attacks and strokes annually. While‘the -
condition generally cannot be-prevented, most moderate and
severe hypertension can be controlled with drug therapy.

Early detection and treatment could save 200,000 lives
annually. . - .

Obesity is a major factor in heart disease and diabetes,
Cigarette smoking is recognized as the single most important
agent of disease based on.its effects on morbidity and
mortality. It is linked to lung cancer, emphysema, heart
disease, chronic bronchitis, arteriosclerasis, increased .
susceptibility to- colds, flus and other illnesses. AlcoHﬁl
is the second most important known disease agent, It is a
factor in cirrhosis of the liver, cancer, heart digease,
ulcers, diabetes, increased susceptibility }o infections and
anemia, and can cause serious brain damage. The health
problems associated with these risks continue to grow even
though obesity, cigarette smoking, and the excessive uge of
" 4lcohol are all. within an individual's control.

{ Health Education Programming and Prevention

Individuals often fail to realize the power they have to
maintain theit own health and fail to recognize the relation
between their lifestyle and their health. Unfortunately, .
when infofmation relevant to health status is known, such as.
the proven link between lung cancer and cigarette smoking,
individuals frequently do not respond in the manner which
would improve their health., Effective preventive health
education programs must overcome several additional and
important problems including: :

. . ]

- an inability~to obtain support for preventive
health programs rather than those which are crisis-
oriented and targeted at persons who are already

- lack of coordination of activities among organizations, °
especdially those of the voluntary associations,
e.g., heart, lung;

—
.

- inadequate knowledge concerning long-term Behavior

(~__4’,/—'f”f‘ ‘change and techniques by which it can be accomplished;
and, ' * ]

*

*

§

- the difficult) of evaluating programs whose goal
is behavior change. '

N Health education programs which -are baded on the concepts of

Primary prevention and the reduction of risk factors can -
play an-important_;ﬁie in minimizing the frequency of health

v,
.

»
[ 4




52

problems. Studies indicate that increased knpwltedge can
improve the frequency with which individuals seek preventive
care. By educating the. public to seek screening tests and
to recognize early signs of illness, disease conditions can
be diagnosed and treated early, reducing the severity of
illness, the cogts of health carg; and increasing’ the number
of lives saved.

Development of rJdgram Strategy

The difficulties involved in convincing individuals to
practice preventive health practices often.occur because the
modification of ‘their behavior requires a basic and substantial
change in their daily habits. Health education methodologies,
however,, can be utilized to aid and support individuals-who
wish to modtfy their béhavior to improve their health and
prevent illness. . ~

A. 1déntification of Health Problems

The first step in the development of a ‘successful
prevention health education strategy is the identification
of the health problems to be prevented and those elements
of behavior which promote or hinder the actions desired.
There are probably no health problems. which cannot be
avoided or their effects mitigated by proper preventjive
meagures. Preventive programs in ambulatory care
*  centers, however, are most likely to center around the-
"= following:

neo-natal and well-child care
mother care -,
1y * LY
nutrition :
diseases of the heart and blood vessels.
cancer . £ Y
. N
chronic pulmonary problems .

- adolegcent health
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Although thesge are é;:;;:;; which are éenerally the
object of prevention programs, each center's program

will, of course, address problems which are prevalent
among its particular target population. The following
.are types of data which will aid in identifying the
health problems of particular concern to ‘the center and
thus provide the direction for development of future
Preventive programs, “
1, Information on age, sex, ethnicity, educational
’ levels, .reading levels, and language. Soiurces of
. data ‘include census data, registration or enrollment
. information, and those collected through special
survey activities.
2, Information concerning major health problems which
affect specific age groups. ' .

3. Information to determine existing levels of preventive
behavior such as immunization levels, number-who
have had pap smears, and risk data for each roup
for particular diseases.

This information is available from both public and
private organizations such as local health departments
or local offices of various federal agencies, other
health facilities, national health organizations,
schools of public Realth in colleges and universities,

and medical schools. .

. -
Characteristics .such as personality and Bocio-economic
status often.détgr%ige whether an individual will seek
preventive care.7/~’¥ Health beliefs, attitudes,
and knowledge are major factors in $8e causation and .

_ prevention of chronic diseases,2rs3- Individuals most
likely to take preventive actions are those who believe:

they are susceptibxe to a dise&ée; o,
that the diseaée may have serious effects; and,

_there’are measures they could take to prevent or .
overcome the effects-of the disease which are
accessible and effeftive.S3 .

\\‘/1,1 . -

.
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Preventive health programs are rarely developed/bn the
basis of these elements &f human behavior. - As a result,’
little if any evaluation or pretesting of techniques is
performed to assess their effedtiveness in influencing
the beliefs listed above. S .

The following is an examplé of the type of information
which could be gathered and analyzed to determine those
"fofces which result in preventive'iehavior such as a
monthly self-examination for early detection of breast
cancer and the type of educational activities most -
likely to ré&sult in increased use of breast self- .
examination.

i. The knowledge which the woman and "her family or
others have concerning the mechanics of performing
the examination and its importance. R

2. The. “éiti§e and negative influences of the attitudes
and E%IIei:'s held % those around her, ipdividual
' friends, peer group,'qugfe,iﬁa other family

« membérs.

3. Her perception of the rewaias to be‘gained from
perfofEIEg the examination such as freedom from
anxiety concerning cancer.

-

TN

4, Her.attitu&é_gOncernin' negative effects’ such’ as
‘ - the fear of ;e;rEIng one may have cancer.

5. Previous sxperience with the health care system

- and the effec quess of preventive | practices
7+ ' in particular.’™ . . o o
Bach prev ntive hedlth~bract1ce will have its aown -
particular ents, many of which are described in the
‘growing behavioral science literature, which should be
consulted before specific programs are initiated. .
Sﬁfategiés

-

-

Any prévenﬁion'sfrategy must be based on the underlyfng

>

-

principle that human behavior is extremely complex and
any change in behavior must involve a maltjtude of
factors. There are two basic goals in any such strategy:

o~
<N

-~
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c.

hY
creating a reason for ‘avoiding danger and
structure by which individuals cdn take a
the danger. Studies indicate that each of
tufn involves a two step process.

roviding a
ion to avoid
these in

In order to create a reason foér avoiding danger a

"clear image of the threat™ must be presented with .
"Werds and pictures" which provide a "visually compelling
case for the causal link between various actions and . ,
the danger."” The second step is "to make the threat

personal by making frequent direct references to the
recipient:..and by selecting'examgles of danger from - .
theAPerBon's own life situation.” ’

‘Even if an individual understands the reason for avoiding

danger, he must have a way to take the appropriate
action. Therefore, the second step must include:
(1)

"specification of the protective response and a ~ “l,:

Clear sgﬁtement of its value”
(2) "an exact spesiﬁication of when, where and how to -
take action."” - ) )

Each 'preventive health education program must, therefore,
include both a method for informing the individual of
the risks and ‘'a method by which he can take effective
action.to avoid the risk.

.

Coordination of Existing Resources

The development of program strategies should begin with
an assessment of resources available for.prevertion
programs from outside of the center. Existing health-
rela organizations working in particular problem : S
areas such as diabetes, heart disease, etc. should be .
contacted in order to coordinate existing activities apd
eliminate duplication of effort, to identify possible

exjisting materials to

of a'mass media tampaign, and to identify poss
.sources of’ technical assistance. - -

,assist ¢n instruction or igi part
e

éoﬁe local 6ommunities

ve initiated £

orqpl coordinating

mechanisms &o develop aréa-wide
eéducation but also fer g

problems. In at least one'c
has resulted in thie design o

for- health education which inc

plans no¥'on

Ly for health

pPlanning for all health
unity this cooperation
a program planning model
ludes a framework for

-

- planning and “a definition of goals, priorities

)
\

r, needs,

(=)
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and specific program atratégiaﬁ.' Thg number-of groups *®

s .  involved in the planning process in at community

- Jindicates the types of resources for preveritive programs

’  which are available in.any community: county health

¢ » GQepartment, mental health department, cancer society,
suberculosis and respiratory disease assocjation, local’
colleges, federal agricultural“extension service, local

medical society, local welfare departmiat and various
: other civic organizations and schodls. A .

‘» D.  Consumer Involvement % ‘ ’ ' :
H

Consumer involvement in preventive programs ig particular¥y’
important because of the difficulty inherent in determining
what are the important underlying elements of an individual's
. or a group's\lifegtylege,Xlthough sustained and meaningful !
- - consumer part -;yiﬁfﬁsdit cult to achieve, one -
- initial important Hejs. the establishment of an
advisory committee which includes a mix of consumers,
. health professionals, other community persons.

' This ggoup could be parficularly helpful in indicating i
differénces in perceptions between."co sumers and providerss.
Consumers are also effective as ipstrictors &t as guest
lecturers for glasses.

4 N Y

' E. Team Approach

. "

administrators, must be made aware of the ipfluence
they have on preventive health habits and the variables
affecting consumer behavior patterns. -Outreach workers,

. health aidesg, and family workers are particularly -« .

. effective since they are able tojdeliver a more personalized
1 .. message by bridging cultural gaps bétween provider and ~
' consumer and by acting as facilitators between the . A
health facility and the community. :
[ *—”.\

-

P. Use of Pear - o s : B J

' \\ . All health professionals involved in care, including

. Increasing amounts of data are avaiiable concerning the
) use of fear as well as those factors which influence
o, -/7délay in “vrestment. _,These materials should be studied

. carefully before any preventive health educat programs g
- are initiated. Program planners ,should take/into - -
‘ account evidepce ‘Fiéh indicateg ithat: ( o
) & ’ RS

. .
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R 1. Explicit descriptions of the danger do bring about
o " + +« -+ strong beliefs in the "seriousness of the danger,

more favorable regponses toward the protective ,
action, and stronger interveqtion to act."” However,
: e material must be accurate..."irrelevant threats,
. " - . biased data"Zmdy" undermine ‘the strength of the
message; LT

bed
X

2y ,the” threatening message ig effectf;E‘only when it
’ is backed up with a structure fo{\#aking immediate
< ) . action; and, P . R % S
) 3. .the use of fear may be counterproductive, especially
) if the message "emphasizes the vulnerability of

. the individual subjegt or if the subject is' low in
self-esteep.” They may pérceive the situation as

’ . being so hopeless that nothingigan be done.
. G:. Use of Media- SR o~
“-+ . " " Because;of their poteatially low cost/benefit ratio.the

use of mq?s media approaches for prevention reguire
particularly careful<analysis. Evidende indicates
. : that H * - ’ ' - .

——

. o ¢ : T ' '

: . 1. - mass media aﬂﬁ%oaqhes'age'effective in influencing

- - - opinions on issues that are "low in importance and
.o irrE%evagt to group norms and values;® ...

Y .2, " it~ has more impact on those "who feel igolated e
C & .~ fromy the-rést of society;” ‘ .

4 . éa 3. it "may influénée people who are ready to change. o0
I ’<€? i - - their beliefs and practicesg for other reasons; " ~

. it reinforce (s) ex@stiﬁg'épiniohs; and,

“f ‘ 5.§i§it'”may‘have long-Serm,égfecté by éatablishihg .
RN -° . behavioral’'norms,"4 .

- LJ
12

-

ég“' -H. ) Interpersbnil‘lnfluences . o ‘ . e,
+ - . !\‘ . ® - ’

. A major_fac§or.in influencing changes in béliefs and be-

o hav;or'is interpersonal influence; thetsfare, activities o
O should maximj pportunities for "hersonal contact. In :
T addition, grqppigeer contacts are considered critical in the :
e ) _ dcteptance or r jeétiog of "Lifestyle" “issues/problems. o
{“)//{ Egterperspnal communication i§ highly effective because:

LA - - s - LY ) - /
- ’ . B < .
.- 7[1’\‘ . i ., v - ., / \ . . . .
S T . . - - * ) . v " , N o . 4 ‘
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>enat’
, "direct -confrontation" with the one delivering the
message "“provides rewards for agreement;"

his presence is more likely to ensure attention to
the message; R

he can assure comprehension because he is receiving

* jmmediate feedback as to whether the listener has

received the correct informatiqnz and, ,

-~ ~ .t

i he can.identify counter'aréuments and immediately .

pfovidé information to disprove them.?2

.
2 s °
-

™ .

1.
- 20

.
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"Long-Term Strategies -, : ‘ .

Major preventive health education programs which could
affect our overall health require-'the utilization of
.. many resources which are not within the scope of -‘the center's
capabilities. :
involved in such activities, it certainly would wish to
promote community action for good health,
it could try to reduce smoking among itg own clients
utilizing a variety of small group and-individual cessation
. techniques.
.,  to more far-reaching activities to reduge smokipg such .
e as the following: .- S -

Although the center may not bé actively

For example,-

It might, however, alsd’lend its support

-

I -

proﬁibition.of,cigarette_ad%égtisi&g: .

massive natiopal health edugation campaign concerning
the dangers gf smoking utilizing mass media and-
individual cgfmseling; L \ 4
. Sy - e

raising the cost of cig‘fettesgthrough increased
_taxes; and,

‘agricultural subsidies to tobagco farmers who
agree to grow other-crops.4 “?

-
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.o Section V

Adherence To Regimen

- -

,

stddies in@icate;that from-15% to 93% of all patients do not -
follow physi¢ians' recommendations. The maqofity of studies -

show that at least one third do not comply.! Non-adherence
" to prescribed treatment regimens has far-reaching effects
on the health care system: the patieat cannot benefit from

- trated in their efforts; and, 'the . cost to the entire
system is increased if the patfent presents himself again
with the same or a more serious condition resulting from
noncompliance with the original treatment regimen.

¢ .

] ﬁ A K

=

&
\ Identification of Major Elements of-the Problem

Id

« A;‘,Lack of Recognition*of the Problem of Non-Adherence

-

Health care providers fif ently do not recodnize the ~

.seriohsngss of the probldl.of non-compliance to medical

regimen.“ ‘' Despite the fact that studies consistently -
that patients ‘with a wariety of illnesses do not

- " - £follow prescribed regimen, ~providers neifﬁ—gcognize
od a patiegt

the problem: nor do they take -the actions
reduce non-compliance.” The.first reacti

’

2 4 -

’ treatment he does not follow: health care providers are frus-

o

T

~— //
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~

. . . -
whose condition is an/Zmproving is often to prescribe
a different medication assuming that the drug is at
fault without asking the patient if he actually has
been taking the medication.3 The number and glhality
of precautions taken to increase th&™idfelihood that <
a patient will follow the regimen is reduced if thé
problem of non-adherence is not anticipated or recognized.
\ 14 z
Additionally, the medical problem and proposed medical
solutions-often.are not examined in the context of
the rest'of the patient's life. The patient's environment,
~ peers, daily routine, financial situation, family,
,'personality, and prior .experience with illné€gs_and
“medication are not taken into consideration.®’ However,
» many of theée factors may make-adherence to the physician's
preferred regimen difficult if not impossible, Prescriptiocns
may never be filled because their cost is prohibitive.
A regimen,/may require the _assistance of another persom
but the-fatient may live alone, Although the physician
~decides thd amotmt and type of drp§ to be taken, medication
is generally self-administered and the patient is
utonomous ip deciding héw and if the drug actually is
- t®aken.® The physician who does not recognize the value
of shared decision-making loses an opportunity.to arrange
a workable regimen in which the patient will be willing
. and able to cooperate. . T

Approaching the medical problém from a purely physiological
, Viewpoint while ignoring the social and psychological
~* Fadtors is unrealistic and naive, and results in the
’ . erroneous assumption that a patient will follow a regimen
. simply because the provider advises it.7 1If the provider
- does not learn the attitudes and intentidns of the Y
- patient ¢oncerning the regimen at the very beginning,
. including identifica gn of patients who never intend
‘L to follow the regimer,® they are wasting time and the +
* patient's money. . .
\y

B. Physician-Patient Relationship

A poor physician - patient relationship resulting in
? faulty commurnrication between the physician aﬂd 9?81??t1 13.14
- increases the likelihood of noncompliance.1' »9,10,77,12,13,
If the patient does not understand or remember the
physiciaqg %2s¥;uctions, he will not completeythe treatment
regimen, 2719/ Although the physician-patient-

. . relationship is most prpminently addressed in the

. 60




literature, patient's interactions with the nurse and

all other health care staff also affect the patient's
willingness to heed advice or .to cooperate with them

in his treatment. Studies such as one in which 54.5% of

the hyperftensive patients fully accepted the health

aide as a source of carg as compared to 61% who fully
accepted the physician,”? indicate communication is
importan?fig-all provider-patient relationships. R

Part of the problem arises from the change in the nature
of the physician-patient relationship. A long-term
relationship with a family doctor is disappearing and
has been .replaced gith impersonal, short-term associations
with specialists.! Often a patient will see a different.
physician on each visit to the health care center, thus
“r hampering the development of a warm, trusting and personal
relationship. Lack of continuity of care is fregﬁ?ntlg
i&ent{;ied‘as a factor leading to noncompliance,9/19,2
. *-Many physicisms do not attach great importdnce to personal
rapport with the patient. Medical schools emphasize
scientific and technical knowledge and skills, while
neglecting interpersonal relationships and communications,
leaving these to the student's intuition.l8 A physician's
technical knowledge wilt be of  little consequence,’-
, however, if he cannot enlist the cooperation of the
patient, especially in an ambulatory care center.
=< ’ !
If the physician is perceived as rejecting -or unconcerned
about the Ba¥ien¥h needg, his instructiors may not be
followed.19:15,21,22" 3 geudy 6£°800 out-patient visits
- to a pediatric. clinic showed"that the extent to which
the mother's expectations of the visit were unmet, the 4
lack of waémth\in the relationship, and the failure to
receive a dlear statement of what was wrong with the
' baby were key factors in noncompliance with the medical
regimen. While most physicians thought they had been
friendly, less than half the patients perceived them )
as such. The greatest complaint was that the physician
* - was too disint?re?ted in the mother™® great concern
*  for the child.10.18 1In another exampie, over fifty
. ., - percent of the .mothers, who were highly satisfied with
2 . -the doctor's behavior during the visit cooperated completely
- L. - with medical advice, compareg to only 16.7% of the
' highly dissatisfied mothers.?:18 e

~
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-of patient noncompliance.
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Particular types of physician-patient interaction have been
identified to determine patterns which are characteristic
Noncompliance increased when, in

a revisit, there was an authoritative patient and a pHysician

. who wdas passive about the patient's participation, when there

was unreleased tension between the patient and the physician,
and when the physician requested much information but provided
no feedback to the patient.]! -

C. Inadequate Understanding of Illness or Treatment.

Inadequate understanding of illness or its treatment
is a major barrier to the patient's adhering to a medical
regimen. 'If a patient does not believe in the importance
of following the regimen because he does not see a
logical relationship between the treatment regimen and
the .illness or does not believe in the effectiveness of
the treatment, he is not as likely to adhere to the

< instructions as one who does. Hypertension is a good
example because of,6 the particular difficulties involved
in trea g a symptomless disease. Prequently, the

- physician must tell the patient who feels well that he

should take a medication with unpleasant side effects

for the rest of his life. If the patient is not convinced,
at least of the relationship of the treatment to his

blood pressure and the necessity of taking the medication
to prevent more serious illness, one cannot assume that
"the patient will subject himself to the side effects.
Adherence is further discougaged when the side effects

are alarming or unexpected. C‘h

N~
If the ipdiyidual's illness has been diagnosed, his
feelings of susceptibility can be modified by increasing

’

his belief in the accuracy of the diagnosis, resusceptibility,

or vulnerability to other illnesses. 1If the patient
believes h& is susceptible, he must also believe the
iliness would cause serious yesults. Patient estimates
of seriousge?B ??Vf consistently been predictive of

. adhemcac 7 ’ '-O- ' - ‘
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Compliance is further determined by whether or not .
e patient believes in the effectiveness of the‘’treatmente

A \balancing of factors may be involved aa‘égs patient

considers ther the difficulties entailed™in complying, oy
such as the gide effectq\or changes in daily routine, -

are outweighed by their ‘subjective estimate of the {
consequences of not complying. Many factors’ are

influential in determining the patient's subjective \
estimation. One, a belief in the effectiveness, is

a direct result of the patient's confidenece in the physician
and in the medication. If the physician doeg not copvey

his feelings about the importance of the treatment and
confidence in its effectiveness the patient is less

likely to comply. Reinforcement and encouragement_are
especially important to prevent backsliding when a

medication's positive effects are not visible or have

a delayed effect.23 a study of compliance among -
patients with rheumatoid arthritis showed that, thigty-

seyen percent who felt\its crippling effects were inevitable

d treatment would not' be successful were full compliers

as compared to sixty~one percent who had greater faith o~

in the treatment.?4 Unless the physician o7 other /
provider can instill confidence in the treatment in the
patient, compliance is likely to be low. o
Patients frequently ignore or make errors when implementing
‘recommendations because the purpose of the medication

or particular regimen or the results which ghou%g be

expected are not fully explained or understood. In
one’study fourteen percent of the patients stated they

did not comply because of "doubt about the value of the
recommended procedure.” It is suggested that patients
ignore. recommendéd regimens because they _know little about
disease in general, they are told less than they want to
know, and the purpgge and mode '‘of action of the medication

is not understood. Patients often stop taking a

medication when they feel better. One study showed

thirty percent of the patients who stopped ‘taking
- prescribed penicillin before they should have according
to physician's ingtructions gave the reason that they .’
felt well.3 Over half the patients in another study

in which penici¥lin was prescribed gor 10 days had

stopped taking ‘it by the third day.2’ while most of

these patients knew the diagnosis and understood the .
ingstructions, perhaps they were not given an adequate .

e
v
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explanation of the reasons why,/ penicillin needs .to be -
continued even after symptoms are gone. A corollary : . :

discovery in #his study was that often penicillin

was prescribed when it was not medically indicated.
"Prescribing unnecessary medications.is not only costly
to the patient but also has a deleterious effect on
patient confidence in physician judgment. - .

Unclear Instructions . -

A corollary to the problem of inadequate understanding

is the situation in which instructions are not clear. -
A patient, even if willing to adhere-top the medical /
regimen, cannot follow_instructions’ they do not \
understand./r26:28,29,30 If the health care provider  —
does not describe the directions clearly or completely

to the patient and as a result the patient cannot

fallow the regimen, the '‘medication or other treatment

may be %g 38 avail or may even endanger the patient's
health. .- \'

problems may prevent the patient from\understanding

Language
ingtructions for medication or treatment. oblem
exists when provider and patient are not flue 'in the

same language as well as when the provider uses medical’
terminology or other vodabulary which is unfamiliar to

‘the patient. Often patients will not admit they do not
understand a word, are afraid to #wk for further explanation,
or may not even realize they misunderstand. 21

Medical instructions.are often vague, imprecise, or |

ambiguous, and as a result, the patient follows what he

believes €o be the proper procedure even though another

may have been intended.3.! In one study a questionnaire |

was administered to 1ggppersons to determine the patients'
undérstanding/and interprétation of certain doctors' : |

instructions? In a question which listed 18 foods and

asked which the patients would avoid if the doctor said }

to avpid starch.and sugar, forty-three percent identified =

6 or?]J.ess of the 12 foods which shonld have been avoided. |

Another question posed four possible responses to the - |

instruction to take one tablet every four hours. Although |

.seventy ‘peréent’said they would take one every four houts

while awake;. the other thirty percent would have taken -~

8ix while awake, awakened in the middle_of the night to

take them, or taken one¢ with each meal.l5 .

- [ 4
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A gap exists between verbal instructions understood

By the patient while at the center and those which
. are remembered by the tim® he. arrives home. The
patient cam eagily forget. how much, what time, or how
often the physician suggested something be done even
if there is only ane regimen to follow, and the problem
is greater if the regimen is more complicated. When
the patients demonstrate extremely high or loJkgnxiety
.levels, they remember fewer_instruc%iong and_are less
likely to follow those remembered. » 20, 31

~

' N
¢ B, Characteristics of Regimen i \_ ’ S

The treatment regimen itself has a great influence on
patient compliance. Complex treatment or those requiring
extensive changes in a patient's lifestyle, are less
likely to be adhered to than single regimens requirin
only minor agjustments in patient behavior.10.13,15,3

The major problems identified with this aspect of a
noncompliance are related to the meghanical aspects of

a particular regimen, the length of time the medication
or therapy is required, and the degree of behavior
adjustment needed to follow the recommended regimen.

1. Mechanical Complexity

Mechanical complexity includes problems associated
with the number of different medications or treatments
‘which are recommended and the frequency with which -
they must be performed. *The more complex the regimen
) is, the m95e1}i§glgiit is that the patient will not _
: Iy comply.3' reirierT" Noncompliance related to - a
. complexity may be a result of confusion,—frustration,
forgetfulness, or other factors. It ig also possible1~
that the patient lacks the skills necessary to perform
according to instructions. For example, the patient
- may find it difficult to swallow the large capsules RY
- the physician prescribed whereas the patient may
have easily complied with a liquid redimen.

2. Long Term Medication and Treatment

\‘“‘M e

Koo ' : :

’ " Many centers do, not provide supportive service to
. patients with long-term illnesses or isabilities,

’ yet these pressgt special problems leading to

.- . " noncompliance. A’ tuperculosis treatment study . y

’ indicated noncomplicance increased from 18% at the

L . -~ end of the first.year to 61% at the end of the fourth
) . . ) )
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-7 year.33 Hypertension treatment programs show 50%

’ dropout -rates.31 Arthritis is another chronic
disease with [few dramatic forms of ‘therapy and
as a resultypatients dre often not likely.to follow -~
the regimen, especially when long-term preventive

.  self-treatment is involved.34 There is also evidence
that prescription adherence deteriorates rapidly
after the fifth day of a course of treatment. This
makes the efficacy of prolonged courses of oral
“penicillipn for treating streptococcal throat infections %,
doubtful.27/35 yhether it is becaude*the patient
sees little apparent or immediate value in the
treatment, a habit pattern is not established, or because
symptoms are nonexistent, adherence to treatment
regimens which require patient sq?f-care tend to
drop off over time. - { :

» 3. -Behavioral Cﬁéﬁge

-

>

Noncompliance 'also increases when the regimen requires
. behavioral changes which are difficult or radical
\\////’ departuﬁgs ?rg? 3§isting behavior patterns or
habits, 10,11,31%, Given a combination of three .
regimens, patients will probably comply with the two
which are easiest to perform.! A patient is mgre
i likely to take medication than to adhere to a special
- diet.. The backsliding effect of decreased adherence
g . “over“time which otcurs with long-term illnesses
Q\/ is also common with complex behavior changes. Studies
. show that only twelve percent of diabetic patients
‘who receive nutritional instructions follow their
préscribed diet. In these studies it is clear that
" a single or a few brief educational encounters with a
. nutritionist cannot be expected to succeed in changing
L a person‘s lifelong eating habits.12

e ,_4;’ Demographic Data

Demographic studies désigned to identify noncompliance
- are inconclusive. Some suggest females are more
T 1ikely than males not to follow a medical regimen,
as are older people, those in lower socioeconomic
. groups, and the 1éss educated.’ Other studies,
. however, find no variation in adherence which can
be attributed to age, sex, race, marital status,
religion, occupation or education.8,10,36

. ' . : ‘ o _ - ] \\\\.
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The fcilcwing are eiamples of program strategies which may
eage patient -adherence to regimen. .

Providers have little ceess in-predicting noncompif%ﬁce
in individual patients.’/ There is no dependable

profile of th¥ noncompliant patient. Any given

.patient may change(from compliant to noncompliant

from one illness or'regimen to another or during a '
particular illness or treatment.36 The safest - /
approach.is never to assume total -adherente with

any patient and to monitor adherence periodically.3> |

Program Strategies )

-

.

1_0

A. Chanyes Involving Staff. S : o

*+ I

Expansion of educational roles of staff members,’
Special capabilities and expertise of many memﬁgrs
of the health team give them a logical role in
education efforts. : _ .

- Physicians are often responsible for negotiating M~ -
a workable regimen with- the patient. They remain
the head of the health team in most instances
and their communication and relationship with the
patient have a significant effect on whether or
not the patient cooperates in the regimen. Their
belief in the efficacy of the treatment and the
way thHey demonstrate this belief to the patient
directly influences the patient's decision to - . @
adhere. .

- Nurses and nutritionists traditionally are
responsible for much of the edugation that takes
place. They may be able to function more

" efficiently by offering classes instead of,
or in addition to, individualized education.

r |
-~ . Health aides selected from. the target population
have the advantage of being able .to understand
‘ and communicate better with the patient than the  _
h physigian or nurge™n many instances. .
-~ Anesthetists have succeeded in reducing patients'

needs for drugs and the length .of their hospital
stay significantly by educatipg—them about post-
operative pain and exercises duce the pain.

e
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' -  Pharmacists play important roles in selecting ,

among products, educating patients about their - —
. - medication, and providing.other services: to
© . maximize patient monitoring and self-care.

‘. { Outreach wdfkers, by‘following up Patients at
- ' eritical intervals of treg;ment, may ensure
’ 'gontinuation of regimens.

2: Staff training in the following areas mayiimprove F
the effectiveness of any education programs. -

- Interviewing technjdues to encourage patients
to’ report degree 0f adherence and any difficulties -
*  they are having with the regimen or other problems
. * which may interfere with their ability to comply.:
‘ . Staff should also develop skills in determining
patient attitudes and level of knowledge

_ = Record-keeping to ensure that complianc

. behavior is well=~documented :

" = ‘Communications skills, both among stip§f members
/" - to faciliate teamwork and with patients to
improve interpersonal relationships. Skills :
in group process should be included to facilitate
classes and group discussions . .
~ Judicious use of fear communications19 or strong .
persuasive propaganda33 as a means of encouraging .
adherence. Use of these techniques might be
considered by staff ‘

- Sensitivity to patient's culture is an important ’ , ‘
aspect of communications. If there is a large
5 Spanish-speaking or ¢ther non-English speaking
population, staff members should be encouraged
to learn that language, at least to the extent
.required for simple conveysation or to.take a
medical history T .

[N

- ‘ -  Educational skills?h?ar example, teaching -
: techniques, and use and development of materials

- ‘=~ Coordination of educational messages given to
S the patient through a multidisciplinary team \
- approach ,to avoid gaps in messages or conflicting
© © -~ . messages

$
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. _68 oo (*.,




B.

- R
Changes in ‘the Regﬂmen Itself

1. Medlcatlons ‘may be 81mp1151ed by: ' ”' ‘ i

-, alterinq?the medicatlon from a pill or capsule )
to ligui&~form. This method may ‘be particularly
- advisable in prescriptions for child:en who -
.often have difficulty swallow1ng pills,:

‘ -

;-’e ch0081ng a strong dosage of medlcatlon which cen

will only require one pill a day instepd of two

-/—\ qr three per day, ?d :

- when there are alternative drugs whichbgi
be effective, selecting the drug which requiresg
fewer dosages per day or combines medications,3>
In some cases, the prov¥der may need to weigh
the éffectiveness of the preferred regimen

- against the greater likelihood that a sécond -
choice regimen will be followed due to its * - .
\?*\-8implicity, decreased side effects, or other .

factors, “« %y . . ///“

2. Por a nacessarlly complex, multlple, or long-term .
regimen the provider may : L ..

< ﬂemonstratsiaﬁ'actual favorable change accompllshed
by the pro 8' recommendations as immediately
and dramatically as possible. For example, if
+the hypertension patiept can measure his blood .
. pressure, see it elevated, and then take medication
"wand have ‘visible evidence of its positive effects
.when the blood pressure is taken again and is

. .. lower, there may be greater success in changing
ﬁ behavior,

L&)

, o

- prescribe fewer and less difficult regimens
» . initially, knowing that when several recommendations
are¥given, the patient is more likely to follow
., those which are least difficult or least disruptlve
* -~ of the patient 8 lifestyle, or,
“ = Fprescribe one phase of the regimen initia
vhich the patient will be most likely
N .8uccessfully. Once the patienit hls cessful
' experience élith the first aspict o, th )
and has received reinforcement and encoura nt
from the provider and a cooperative relationship
* < -is established, the patient may be willing to
: cpoperate in a more complex=regimen.33

L=
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Te Do

- environmental and gocial factors. - .4 , )

‘}4.A°En1ist the aid of volunteers from the community to . T ' .

T ) ) ;
- attempt to accfomnodate the reglmen to tHe patient's o~
daily routiie.or li¥estyle. . .
e 46..’Techniques whicl: may help the patient take his . NV
= - . medications on time and in the proper- dosage include: .
. .
ST '~ -giying.the patien% a schedule chart to post on

the wall at home,

- ,using a unit-dose system in which each capsule

is individu: L1y wrapped; a color coded system -- =
' where different colors indicate which time of
~ day the druc is to be taken, or a ocalendar-packaged
‘system, such as that used for blrth control pills;
and, - - ¥ . 5

s = providing clear and precise instructions for
the nedicatien on the prescrlptzon label \
) w ich einfcrce the verbal 1nstructlons given

X o patigg;. ’ . ’ ,/
The following.are strategies aimed at difficu 8 .
encountered -outside the clinic setting, including

€ 3

1 2% Mail-out systems for prescriptions

. »
2. Use of mobile clinics to make _visits to convenient locatlons

in .the .neighbort oods.so that patlents can come . .
'for periodic check-ups or toé refill prescrlptlons. . ,

3. Cooxdination of °ffdrts w1£h various voluntary agencies.
Instructional materixls concerning specific diseases.
including pamphlets, 'slide programs, and films
have alreaQy been developed by voluntary organiz%tlons
and can be “used to- supplément a pr dealing with
adherence to regimen; some ‘offer complete educational -

Qprograms "Local affiliates often.pffer detection .
facilities and education programs*free-of charge.22 .

do outrexch into homes to reinforce health mesésages,
.. monitor adherencz2; or refér people to-agencies who
N Ean help patients with financial needs, housing - )

t-g Qroblems. etc. . - - ‘e

AN

Reinforcemgnt strate;ies : 7 ‘. Lo Lf

It is imgorgant"n promoting compliajice that
patients receive encouragemeht and reinforceme t
and.that.the edqwgtional mesgages are zepeat by

»_
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all'who come into contact with them.31 Staff m
be sure that they are ‘reinforcing the same messag
in order not to confuse the patients.

To counteract the backsliding effect of education
efforts, that is the tendency. for de81:ed behavior
changes to cease over time, it is necessary to
make periodic efforts to reinforce the original -

. educational messagé, the contifued- taking of a.

medication or the maintenance of a desiréd behavioral
change.12 Different educational strategies may be
appropriate as time elapses to boost the  effectivenesgs.

of the program. - A

4

N

Since long-term m%dlcatlons are known to have certaln
*drop~-out” times, educational messages and - .
reinforcement should be given at these points. Por ~.
exadple, the' time at which most women discontinue .
birth control pills is.one month after beginnihg them
because .they have experienced unpleasant side effects
and expect theém to continue and because they have
not dejeloped a habit of taking them. Therefore,
xeinforcement through a follow-up visit or phone call
to determine if there are problems with or questionsit
.xabout the. regiméen and to encourage its- continuanace

would be effective at this time. T

Group discussions invalving individuals with the

same problems are sometimes the most effective source

of reinforcement. <

It is important, partlcularly with chronic 1llness

or regimensg that require a charge in habit or behavior,
to enlist the ‘cooperation of the patient's family

or others who are ,important in his life.’? Their
involvement and support of the provider's recommendations
increase the Tikelihood that ghey -will -be acc¢epted .
and followed by the patient. A study to determine
the.role family expectations played on @ patient's

Bplint wearing regimén for arthritis showed that

those patientg who perceived the least expectation °

from famfly mémbers to wear the, splint wore it the

least and those where family expectation was high

wore it more.34 . . A . . .

v
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6. A contract with the patient /for adherence should be
considered. This ifilvolves /provider and patient
agreeing on expectati ach has for the other's
behavior related to the patient's adherence, and

. helps to establish a cooperative, working relationship.

~ M -

E.’ Evaluation : ) . 'y

Methods of determlnlng degree of adherence vary according
to the type of regimen. Adherence to some regimens,
such as the recommendation to stop smoking or to
exercise, cannot be measured accurately or objectively

. since they depend on reliability of patient reports;
."whereas other regimens, such as taking medication,
can be determined through mechanical tests such as
urinalysis. A comparison of medical records of patients
receiving education, before and after the program, or
with a group who received no special education, may
be used. - A more reliable estlmq;e of adherence will
be gained through use of a combination of the following
“methods:

e 1. Record reviews--A variety of medical information®
collected from patient records can document the
effectiveness of educational programs.40

] 2. Broken appozntments, irregularity of ¢linic attendance,
- . return v1sits(for the same problem, or visits to .
the clinic or’emergen room for conditions which
should -have been pre\atigéby adherence to the
. prescribed regimen indic "a possibility of -
- . noncompliance.32:/ o T

- -  Number of d reason for return visits can . -
.t serve as egéluation criteria when certdin_ - . o
-conditiops are most likely to result from -
defection from the treatment regimen. .
- Number ¢f and reasons. for emergency room use.
FPor example, if asthma patients are following
. .- their regimen, they should rnot appear at the-

. emergency room with a crisis; if diabetics are
paintaining a proper diet and regular insulin .
injections, they should be able to avoid diabetic’ '
,coma. Therefore, a count of number of emergency
- . room -visits for asthma crisgis and diabetic coma
e reveals the amount of patient adherence.

o
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S 3. Patient diary--The patient cduld record the activities
- of his treatment regimen daily. For example, the
' diabetic patient can keep a record of everything
) . - he eats and the nutritionist can review the diary
and determine if the patient is making the proper
food selection. :

4. Pre-test and post-test comparison--Tests may be
administered to measure levels of patient knowledge;
however, it is important to remember.that while
certain knowledge is necessary im order to comply,
having the know oes not mean that the patient

- is adhering.40 / . . .

3 /- - (]
5. Remaining undgr medlgalxgﬁperv1810n,and follow-
through of réferrals to other sources of care
are a means of determining patient compliance.19

6. Patient report-Simply asking the patient if hé/
) " .has been taking the médication as preseribed or.
v following the treatment regimen may be helpful
. —. although there ig a’'tendency for this meth?g‘go )
: ’ result in an overd#stimation of compliance.!?/27
i 7. Drug excretion tests--Tests for detecting excretion
£ - - . .of a drug or a marker given with the drug provide
- an objective means 9f determining if medication has
* “been taken. It is possible, however, that a patient
will take medication more faithfully Just before
he makes a climic visit, when he knows he is
to be tested, than between v:i.sit'.s."9127r35,ff36 //
. . p / [

8. Pill counts--Nonadherence can be detected if the
patient brings . left-over medication to
follow-up appointment and the ambuntg;emai gg

, -- ~ reveals hé took less than was pres&ibed. !2:27.41
: 9, Direct observation--Watching theé patiént perform
" part of the regimen offers feedback on adherence.
Por ‘example, observing the diabetic patient’ follow
the procedure for administering insulin will indicate
‘ if the patiegg is doing it gorréctly or needs further
< instruction.%Y ‘ ' .
10, Clinical tests--Varioug clinical tests, depending
-~ . on expected outcome of the Tegimen, are useful in
" ' measuring adherence. They may include blood tests,
weight measggem?nts, blood pressure measurement, -
and others. 40,4 *

: 7 o Y
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8ection VI
\ .~ Notes on the Administration, 6f Health . '
- Education Programs
. LI ,}
Based upom materials submitted by ‘ ‘

. . Noel A. Mazade, .Ph.D. -
School of Medicine and School ofgPublic Health
University of Nerth Carolina Chapgp Hill
and ~-
John L. Sheets, M.S.W.
Division of Mental Health Services
Syraguse, New York

-

The purpose of this section is to present some géneral notes B
concerning issues which health education administrators :

should consider in planning and implementing effective

health education programs. . Health education activities may.

be initiated by a variety 6f actors and take place within a

variety of settings including neighborhood health centers,

health maintenance drganizations, hospital ocutpatient clinics,

public health departments, mental health centers, and the

like. As-a result, health education administrators must be

capable not only of managing their own health education

units, but #Mso must be sensitive to the issues faced by .
these other settings. This sensitivity assumes added

"importance given the fact that the, success or failure of

health education efforts™is often highly dependent upon

‘effective skills in planning and negotiating with program

managers from these other aettiggq.1 Several overall —
_ characteristics? of the current health care system highlight
these organizational complexities. q )
[ - ; A

A. .Expansion of Service Delivery - R N

The/rapid develoément and proliferation of hbaltpl
- services has resulted in an increase in the number of
serviga recipients as well as the absolute number of

Various service programs which may be‘offared.3 _Thi;

" trend, in turn, has raised many iss
including: | SO . o ues and problems




82

1. determination of boundaries and roles of health
care providers and agencies; -

2. duplication of services;
3. determination of the most effective'and appropriate

allocation of scarce fiscal and manpower resources;
’ and, y
.

“4., - establishment of aﬂgamprehensive set of activities

for insuring quality of care and for assessing
overall program effectiveness.

Whereas administrators €raditionally may have been
concerned exclusively with overall responsibilities

‘such as staff recruitment, training, and program mggitoring,

the modern health program administrator must also
competent in planning, negqtiating‘gnd standard-setting.

* -

Fanding o

21l health administrators are faced with a"&ri y of
funding issues including developing and managf:éia
multi-source funding base, designing services. ich .
will be eligible for third-party reimbursement, and
meeting the myriad of requirements imposed by federal,
state, and local fund providers. In addition, many
administrators must be knowledgeable about the technical
aspects of fiscal management such as the installation
and operation of automated reipbursement systems.

Consumer Involvemend

Current federal legislation and accompanying federal
agency regulations continue to emphagize the need for
cénsumer .(client) and community involvement in planning
and evaluating health care services. ‘Most services
programs supported by the federal ‘government mandate

the existence of governing and advisory boards for
general pQlicy determination. Efforts must be made to
involve community and Bervice recipients in all phases

of program operations inciuding the assessment of’

health care .needs, setting program prioritjies, and
evaluation of’program outcome. Once consume: ‘involvement
is obtained, conflicts are likely to arise\améng/competing
consumer and provider interests. The overall outcome

of these legislative requirements may be to ring

health admihistrators into increasing contact\with their
own board members and board members from other\health
care agencies. . SO T s c '
—T “ .
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D.- Diversity-of staff
The diversity of professional and paraprofessional
staff participating in health care efforts leads to
unique adminigtrative problems and situations. These
include: interdisciplinary rivalry; role blurring;
inadequate and/or misinterpreted communicafion; dif-
farential salary schedules and fringe berfefits; delinea~.
tion of complex work flows; negotiation with representa-~
tives of various unions; and, the development of personnel
“ . and program policies which insure both managerial i
' control and professional autonomy for all staff.

E. Coordination With Other Health Programs
‘ 7

Finally, as suggested above, health education administrators
often function ' as a link between various health organizations.
. As such, they will be subject to unique pressures from
. . within their own program as well as expectations jimposed
P . by other agencies. . Many issues will arise such ag
- - interagency mistrust, fear of being coordinated 6r co-
» . dpted by other agencies, possible violations of client
confidentiality because of the exchange of information,
- and fears that one agency's program may be rivaled,
duplicated, or reduced in stature by another.

;“ i . T Management 8kills and éﬁiatggies —

N ; /

" 7 These basic characteristics of the health care system suggest
that health education program administrators must be competent
" in many adminigstrative skills. They must also be thoroughly -
tacqu.ainted with the programs and policies of each segment
within the total care system. 8Such knowledge will increase
the administrator's ability to communicate intelligently
“ * with other professionals and +o determine the degree to
. ° which health education strategies are applicable to various
settings. Purthermore, funding, governance, and service
criteria requira the administrator to ‘initiate and perform
téchnical functions including needs assessment, budgeting,
forecasting, supervision, and program evaluation. Xnowledge -
of how other programs perform .these functions will help to
insure that:-health education efforts aré-responsive and .. - .
therefore acceptabla Fo professjonals in cooperating agencies.

®

-7 In addition, ‘other spedific strategies may be utilizedsto
" enhance collaboratior between the health education staff and
' collateral agencies.
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"*"\\ﬁ'ﬂ(1) Involvement of health education staff in-designing

g ~ and participating in key direct health care activities

- including intake, determination of appropriate
treatment regime, referral and follow-up, and
development of health outreach services '

"(2) Integration of health education staff in case :
cootdination and 'management through participation
An czfé conferences and as members.of treatment
. ' tedm : )

(3) Participation of the health education staff in the
development of principles for clustering services
in the health -care agency. For example, clugtering
overall services by age group (e.g. the aged) or
- problem target group (e.g. drug addicts) mayc¢- *
suggest not only more effective strategies ﬁér
designing and implementing gervices but also the
content and approach-which should be utilized ip
providing health education, S '

'(4) Consideration of health education as an element of
a patient's entry into the health care systemn.

. The health education program may (a) serve as the
primary unit-to provide essential information and
referral services; (b) assist in helping the-

: ‘patient understand and cope with the treatment
-~ * plan; or, (c) act as an interstitial unit between
) _sovaral direct service units. - ¥

(5) Participation by health education staff in the

— design and execution of program evaluation activities.
. X8 part of the total data pnalysis effort, the :

health education administrator may pyovide qgﬁér

.~ health care personnel. with ‘specific ‘suggestiOns

*- for improving patient care and/or overall program
-operations. In such instances, the "education”

" aspacts of the health education program are:f#irected

towaxrd professional-colleggues'rather than~patients.
» . ‘

o ) A *’Need for a Clear Focus
- ) ‘«-: 'u B . = ./‘:_\;

”~ .

;‘-f'é;Ven'éyg variety of servic®® and individuals involved, the

health education administrator must exert particular centrol
over:basic management functions £f a clear, focus of activity

4 -, 18 to be maintained. Fragmentation and lack of a clear

direction may result either from the myriad demands placed
-upon. the: program from other pervices and professionals or, -

Y

conversely; from unrealistic tations held by over-

enthusiastic staff within the heaith education progran

’{ L-‘i;qalf. ‘The administrator and staff must jointly defiff

T -~ 823

-
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. program objectives, select specific tar;et groups, set
\ specifls goals, determine professidnal ‘standards, and /{/A

adequately communicate anticipated results, deadlines,
"/and eVvaluation criteria to all actors in the system.4'
The diversity of activities included-within the term "health.

éducation” and the wide array of settings and tasks in.which
health educators may be involved are highlighted in this ’

N report. " Fhe potential of this important program for im-
R provingrpatient care and'.its overall contribution as a field .,
« cef ce within the field of public health has been

clearly demonstrated. In addition to fmplementing the basig
pragram processes outlined in the Program Planning Model in
Section-I, the health education program manager must recognize
the necessity of establishing interdependence between the
program and other service units. Unlike the traditional,
public’ health administrator who may function within a rigid
bureaycratic structure, the successful health education |
manager must be imagingtive in terms of moving within
dffferent organizational structures‘and initiating %asks

which may be highly varied. Anshen’® predicts that future
managers will need- to be skiflled' imgenerating and manipulating
ideas; in encéuraging and mo ilizing diverse resources to
.~ '80lve problems; in developing complete systems (versus the
exploitation of a.§§n§§a\§§oduct); and, in focusing upon the
" future through utilizing Various forms of technological,

political, and so¢ial forecasting.- ;
’ &

-

-

-

. The eclectic nature of health education programs and the
implicatioffpof»this diversity f the health education

- program manager have been noted. Managersg must enter their-
role prepared to be subject to many pressures, to accept and
deal with rapid change, to embrace trial and error, and, in ~
the final analysis, to consider health education afforts as

- one intezdepgndent portion of a highly divefgﬁggnd changing
health-care srene.' . i ’

- .
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Fbr a re-de alled dlscu581on of a madaggr g8 role in )
working Wjkh’ other prganizations,'see: Henry Mlntzberg% -

* The Natu¥e 6f Mana er1al Work (New York: Harper and Row.. )
.o Publishens, 1973), \pp..44-48. The author%empha81zes that

conrtacts between may agers and outsiders have traditionally

$ been underestimated and oversimplified and oftek treated
as not, being legitimate management functions. In fact, a
manager maintains a complex network of relatlcnshlps with
a wide variety of people out81de his own’ ofganization.
Studies show that one third to one half time i5 spent .in

, formal or .informal c¢ontacts that provlde help, 1nformat10n,

advice, feedback, ideas, and oplnlons Y '
r ) U
. ' S , e
2, . " o . S . :
For a more detailed discussion of these charaeteristics,
» using the prowvision of mental health gervices as an
. example, see: Saul €eldman (ed.), Thei%dmlnlstfatlon of
Mental Health Services (Springfield, IY¥linois: Charles
fﬁomas Pubilisherg, 1973) . {
3 ‘ ’
", For a detaLled analy81§'gf the structure of current
delivery services and a discussion of-the rationale for,
. integration of services, see: Sheldon P. Gans and Gerald
T. Horton, Integration of Human Services: The .State and
M&nicipal Levels (New York: Praeger, 1975).
4 " ‘ : Lot l
For a detailed discussion of managing service iasfitutions
for performance, see: Peter F. Drucker, Management: T
: Pasks, Re_pon81b111t1es, Practices (New York: Harper and
. Row, Publishers, 1974), pp. 130-166. e . 5!
5 v ) . -

M. Anshen, "The Mahagement of Ideas," Tomorrow's Organlzatlons
Challenges and Strategies, ed. Jong S. Jun and William B.
Storm (Glenview, Illinoils: Scojt, Foresman, and Company, i
1973), pp. 394-404.
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SRS . Section VII ’
ggfzzgzéduéatign in Ambulatory _ '
- .. W " Care Seg;iggg 7] o ~
-7 Lo . 4 A Summary ) ] _
" “The s présented below reflects a distillation of . ° N
* thoughts and findings gathered during the course of the . A

: project. It is most useful as & summary checklist which cah
" % be referred to ‘from time-to-time to determine if particular % - -
. activities have been developed on the basis of those elemants .
of health education theory which are moBbt likely to result .7
-4n successful programs, '~ o ’ ‘

h =

*;5 1.  Health pducation’ |incorporates all influences on the
. inddvidual’s heal elevapt knowledge, attitudes and

oL bghavior. . 4
. < Lt =} e e e ‘-.-.‘...- C e e - & - T o m e e
e T T e Each contact with the ambulatory care denter

. . should "be a positive learnifg'axperiénce. ,
Lt B '® ' Virtually all personnel in ‘the center who have -
= A7 " contact-with consumers do, or potentfally couid, -
. e exert- such influence, either deliberately and

. planned or fortuitously. They mugt.be aware,

y - _ therefore, of the way in wh$ch their actions and
i . * the manner in which services. are geliVered can
- . affect the consumer's behavior.- ™ . : -

»

"y 2. Continuigy of care -- seeing-the same .or a smal: number”
- - Mof providers -- is a significang factor in promoting
* greater personalization of care bmore effigient uge of
health care personnel and.fagiiities, and preventive

. : " health practices. .
' - . %< The use of a-team approach to provide all aspects f
t . - ©of care, including hea%&h education, promotes this . ;
c . '+ continuity. . .
‘ﬂ; * . ) . * S
. . Program Development g

=

- .8, = .
_ 3. Providers, administrators, and fundimg sources, as well .
}, 't 8B consumers, must be involved in developing and implementing
‘ the program in order to ensure that it receives adequite
support including“budget,'qgﬁipment, supplies, space,

-time, and the cooperation.g ’

all personnel. 1

eBsenfial if it is to be undertaken successfully.

’

~ . ° . Staff{agreement and wupport for an activity is

) ‘); ‘
% - »
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LN Becauéa providegr ¥esistance to thg;péqgrém-may be -
. strong, sng%;irefforts should be made to identify
. v elements of-€the health- education program which
, will be useful in promoting, not d;gruptinq, each
staff member®s work. " :
° l The dbcumentation'of program success is an important
tool for gaining and maint.ainitng “this support.
oné person with knoWledge of educational approaches
should be given the fesponsibility for the overall
* . planiing apd development of the health education
) proqrwn--ar T . :
°® " This ébsitiéﬁ'ahou}d be located within a,component
* .+ of the admipistrative hierarchy which will ensute . -
. coordination of all programs and a delegation ofq
_power gufficient to implement them. P
- 5. fhe,raéources of the brganization's professional personmel
are utilized most fully and effectively if the educational
activities are an integral part of the total of health
gservices g;ovided and take place in a systematic,
) coerdinated, and centrallx,guided way.
\:_, ° . This requiear allocation of health education
‘ -funotions land g=sponsibilities to the entdre staff g,
and the development of clear goal statements for
all.educational activities. . :
e Rasources, including money, ghouid be desjgnated
specifically for the" health education program.
6. A team approach should be utilized and all personnel
* ghould be involved ip the develgpment and implementation "
¥.  of health educafion activities. : . - o
° éhe.pﬁysi ian, Eecauss he'isiusually the hegé-o% "
£he health team; must be included before other .
- gbaff can be ihvolved successfully.
° In-service training should be provided to teach
- ' the principles and methods of health education.
This training should include not only the®use of
educational, materials but also the'development of
communication skills, acknowledgment of the -
patient's right to make their own decisions, and
: an understanding of the complex -factors which -
affect health behavior. — = —
v ] 0! et d s

Because 'physicians and nurses are more apt {o be
accustomed to working with patients on a one-to-
one basisg, they are 1ikely to require additional:
training in group process skills. - ’

L3 .
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The planning and development of the program should

-‘invalve both consumers and providers and follow the

basic stefs of program planning--assessment of educational
heeda,'defipition of goals,; selection of appropriate
methods, effective implementation, and evaluation.

° A broad range of(staff including all levels of
personnel, ghould be inc¥uded from the very
beginning when initial Plans are developed,

The planning and impleman;ation of a comprehensive ..

- health education program may take Ifom 2-5 years.

10

- .
" []
¥
, /
H
.4 .
L S .
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-
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- - .’v" . LI - - *
. . '

© e, il%ﬁough some positive results may c&me quiékly,

ev e, including funding sources, must recognize
that significant effects such .as lasting behavioral
changes are achieved very slowly. . :

2
-

_ : " Techniques ‘ '

Sound health behavior is encouraged most effectively

whefi prowiders and consumers ake-&ctively'ipvolved in

the educational process. -

°! Educational-objec;ives must be made clear and must
be communicated and accepted ,by all involved,
staff, patients and'their families, and funding
SWCB'. . B ’

° Héalth“education must be a process of interactiocn

© - rather-than merely a flow of predetermined information

- from provider to consumer. ,

It is aaﬁential %hap héiith messages be repeated consistently

throughout t.hei_center. < ‘ T
- '-u.‘ - y - " iy

®,  Changes in indiwjdual behavjor are complex ang
* often require long periods of tims..- Because the .
provision cfﬁinformation'alone-sqldcm results in
behavior change, the message must ba reppated ‘and
reinforced utilizing a variety of educational e
§pproaches, not juq& one isolated activity. {

L3

Tﬁa goal ‘of the program may ‘or may not be thaviok° v ,:-\:
change. . -7 ) . . y .
o The individual shbuld refeive alliﬁhe information |, v
- and support nacessary to make .an informed decision.
It is still his pPrerogative, however, to make a . {
decision which ultimately may adversely affect hig 7,
health status, - <o S -
. . \n ! y )
Ny 8’7’.\ > .

-
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12, Because it is difficult to changé individual behavioz,
emphasis should be placed on providing an environment
which supports such change and minimizes the bafriers
the individual encounters. ..

° Providers should first focqg/g; those -actions
which they, themselves, can take which will
: encourage the desired behavior change, e.g.
attractive facilities, convenient hours, . - = °
.conting%ii;bf care, non-smoking by staff. ,

 13. ‘since organiz&tions differ. from one another in a variety
B of aspects, each should develop its own clearly defined
approach to health education rather  than utilize an
. inapproprigte model. .

14. While some aspects of an organization's educational

ogram may be genéral, others may have to be tailored
specifically for the needs of ticular patients, e.g.
hypertensives, diabetics, individuals with minimal .
geading skills.® /}D

- ° Approachas myst have perscnal relevance for the
, jndividual and'be closely related to his own
goals and experiences, )
o * pmphasis must be placed not just’'on content but. om
P the method of presentation in order to generate
—enthusiasm and interest. . :

) °;\‘/Tecﬁhique8 which utilize small groups 4nd individual
counsegling -should be emphasized. . ' .

!

-~ ° coercion is not an aéceptable method.

o pear-inducing tactics should be utilized only-
after careful. analysis of their potehtial counter-
productive effects. - :

15. While most of &n organization's health efucation is:
1ikely—+to be addressed to patients, efforts should alsd

- extend ihto.the communify as a potential pool of -

future. patients and alsd to help residents protect

themselves against avoidable illness that cg}Tﬁ transform

them into new &6r returning patients. . L;/

k] - .
16.. Evaluation of all health education activities is.a
. .- -7 .. necessary element for ensuring that pgesent approachds
: and methods are effective and for generating ideas for
. rendering them more effective. * ’ '

-

.t . v

_EBiﬁ;j' ' 7-: o ) . -Egga

A8



17.

. program, -assure its optiha

°.  Plexibility in a

.‘-- ‘ 8 \2!%

°  The primary aim of health education is %o assure
sound health-related habits on the part of the
consumer.- The final measure of educational
effectiveness, therefore, is to be found in
consumer behavior., although meaSuréas of knowledga,

+ attitudes ‘and motivations will be useful f£
certain purposes.. 5valuation activities gﬁgqld
include techniqies Which document behavior change.

én order to mofitor an organization’'s educaticnal

1 effectiveness, and identify

wéaknesses, it is necessary to introduce systematic \v~\

recording procedures, periodic reviews, and regular

discussions of health aducation at gtaff meetings.

" Emphasis must be placed not on reporting that {
activities have or have not been acquired but on

.their effactiveness in promoting behavior,chanqe.

prograﬁ is essential to ensure
can be modified or eliminataed when
thelr ineffectiveness is documanted .-

. * — Y % N

that activities
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- Alpert,~Joel J. "Broken Appointments,! Pediatrics, Vol.- 34
' " -(Julg 1964), pp. 127-132, Ty

- Reports on a study at Children's Hospital Medical
Center in Boston of fhe faotors which might contribute
to patients breakind appointments and failing to cancel’
them in advance. Study involved two groups, lower
class white or black patients living near the hospital
' a using it as major source of medical care and a .
" higher Social class from a distance using the hospita)¥
as a4 rejerral center, A major factor in appointment
\\p;egkin was lack of \personal doctor care by a single -
. doctor.  Other factors were: finding coming to the
. hospital upsetting,”inabiligy to accept diagnosis,
. objections to hospital procedures, and not understanding
. whatv;he doctor said. N

o . “"Effective Usa of Comprehensive Pediatric Care,” -
) » -American Journal of Diseases of Children, Vol. 116 .-

(NoVember  1968), pp 529-533.

-

Article’Cites experiment in which families receiving
comprehensive care had fewer hospitalizations, fewer
. operations, more physician visits for home supervision, .
and fewer physician visits for illness compared with a
. contrél gromp. Author faeels family confidence in and °,
rapport with physician may incredse compliande with
treatment ¥egimen but h&s no definite data at present.

-

. , et al. "a titudes- and Satiafacgiona'df Low-Inccﬁe .
. Pamilies Recei¥jing Comprehensive bPediatric Care,"
American Journal of Public Health, Vol. 60% No, 3,

. (March 19709, pp. 499-306.  ~ . , - .

‘Changes in attitudes and satisfaction of low income

T families were measured by questionnaire .in ‘evaluating
‘ comprehensive pediatric care. No changes in general

' attitudes but increase in satisfaction with delivered

-care and increased preference for primary care: physician.

L3

R -+ Experimental group received comprehensive, famjily-

- -+ . ‘! focused pediatric care for 3 years. After this time
S *the greatest difference between experdimental, and.

e control groups was 60% of mothers in experimental grofh
- : "satisfied because of reduced waiting time and only 40%

. ’ of control group mothérs, expressed satisfaction. ‘Also,
mothers in the comprehensive care clinic. found quality -
‘of relationship with doctor and nurse to be more- -
satisfying.. . .
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ambuel, J. Phillip, et al. "Urgency as’‘a Facfbr in Clinic
Attendance," American Journal of Diseases of Children,
Vol. 108 (October 1964) pp. 394-398.

study to identify factors contributing to broken
appointments. Urgency of appointment, differentiated
from medical importance, ggzrged as a significant
influenc¢e on-clinic attendance. Urgent ‘appointments
.were broken less frequently than routine'ones. Medical
urgency is one of the most powerful -tnfluences on clinic
. attendance. There is a possibility, that more dequate
- communication by physic¢ians of urgency of a medical
———situation may increase numbers of appointments kept. -’
Rate of failure of mother to return for appointment
could,ba‘decreaaeg by exercising discrimifatl in RV
asgigning. return;appointments of a routi#ggnat .

y

L

. . ! i

American Public Health Associatiovq Community, Heajth !

" Bducation Project. Consumer Health Educatio A
Directory, DBEW Publica No. (HRA) 76- 1875, N\

!

Contains brief descriptions.of gesources available from
49 -voluntary organizagions for use in héalth education
programs., . T, ' :

7 ¢ S

Anderson, J.G., "Demographic Pactois Affecting Health .

¥ Services Utilization: A Causzl Model,” Medical Care,

vol. 11, No. 2 (March-April 1973), pp.f1§§;T§b. '
- IJ A

-~ ¥

Preéeﬁggua c@usa& model relating patient déy’, hyspital o
¢ admission ratesg, and average length qf stay to demographic
‘ characteristics ‘of Xew Mexico .counties. Sudgasts \

that supply of hospital beds is a major determinant lof
;. utilization in a given area. Author found that
socioeconomic factors including income, educational

level, and ethnic group had little effect on use of P

hospital facilities. and the degreée of urbanization
do have an effect on utdlization. - Findings suggest
that inpatient hospitxliization care -is substituted for-
ambulatory care ir afeas where physician population
< ‘ratio is low." " L
paper reviews four sets of factors influencing utilization
of health services. A causal approach model is developed
which would permit predictions. as to future demahds on’
a health cdire system resilting-from changes in the
’ composition of the population sexrved. '
Lot ‘ v '

-
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Andersen, R. and Newman, J.F. "Societal and Individual e

.. ‘Determinants of Medical Care Utilization in the United

—

- . 8tates,"-Milbank Memorial Fund Quarterly, Vol 51, No.
s 1 (1973), pp. 95-%124. . —a

-
-

.

.- Discusses theoretical framework. of utilizatioh igcluding
charasteristics of health care delivery systems; changes
- T in medical technology and social norms relating to T
: . definition and treatment of diseame? -and, individual
- determinants of'utilization. Author states that
- behavioral model of health services utilization is ' |
g dependent on: a predigpogition to use services; ability -
o " to secure services; and, the. illness level (high in
“n impettance as major determinant of utilization).
- \. Intervention potential of each of above variables
- ) should be examined in ord to determine which is best
S saited” to bring‘aboug a cginge in utilization.

-7 LAnshen, M. TThe Management of Iﬁeas,” in Tomorrow's Organizations:
., Challeng?s and Strategies, Jun, Jong S. and Stormy
W am B, (eds.). Glenview, Illinois: Scott,

Poresman, and Company, 1973, pp. 394-404.

>

changing. 2ans contepds that the main tasks of \
) " - management hav historically been efficient administra-
tion of physical resources, people, and money. He
_Predicts that because of rapid changes in technology,
L . markets, information Bystems,’ and social expectations
there will be a profound change in the major tagk of
management. Top. management in the future will have to
be skilled in the generation and manipulation of ideas.
-Unless a manager can focus on the implications to his
organization of the rapid changes going on in our
modern world, his organization will becohe obsolete.
- Examples are given. ‘Implications for training and
“ ) education are analyzed. . ' ' P

’ At;atez;, J.B., 'ﬁgapting th: Venereal Digease cf)ju'.c to
. Today'’s Problenm,” American Journal of -PublicjHealth
Vol 64, No. 5 (19747, pp. 433-437. 7o '

An anaiyéis oféggw andiwhy management requirements are)

.

. * Déscribes and analyzes the expegiance of a venereal -
-~ .’ dimease clinic which,increased its voluma of clinic
= attendance approximately 150% -from January, 1970,
. through April, .1972, Efforts leading to the. increase
included: persona ntacts through apg outreach
: '7"-% worker; mass media licity; and, a change from the
-~ traditienal contact-tracing procedure to a focus on the

.~  Tindividual's responsibility to make contacts aware of

. .

. “

., . .
R .
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Badgley, Robin F. and Furnal, Marilyn A. "Appointment Breaking
in a Pediatric Clinic,"” Yale Journal of Biology and Medicine,
voI. 34 (Ootober 1961), PP. H7-123.

study analyzes 774 appointments at the pediatric qut-
patient cligic at Grace-New Haven Bospital in Céimecticut

to determin® factors which contribute to broken appointments.
Identified & pointmentésreakers as lower class whites,
blacks, and parents wi very young children. Personal
reasons were given 75% of the time as reported cause of
broken ‘appointments. , o

Becker, M. H. and Green L. W. "A Family Approach to Compliance
s with Medical Treatment: A Selective Review of the .
Literature®, International Journal of Health Educatibn,
vol. 18, No. 3 {July~September 1975), pp. 173-182. .
: >

' piscusses compliance with medical advice in the context
of patient-family interactions including: 1) dependency
// of many on family members' assuming responsibility for
_ their adherence; 2) impact on health care of -division
of roles within family; 3) influence. of family members
on patients' adherence. Reviews literature to support
and encourage|usefulness of family approach as explanation /
_and means of proving compliance. :

and Maiman, L. A.. "Sociobehavioral Determinants of
_Compliance with Health and Medical Care Recommendations,”
Medical Care, Vel. 13, No. 1 (Januwary 1975), pp. 10-24.

Study reviews the literature on patient acceptance of .

+  recommended health behaviors and attempts to identify ~
variables which &re consistent predictors of- compliance.
The Health Belief Model is‘used to explain aspects of
Mok role tbehavior.  Health beliefs as well as health .
related motivations and perceptions, patie t-practitionegr
-ralationshipsg, social influence, and d aphic and

./ personality variables are discussed in terms of their :
influence on compliance with medical regimen. Suggestions
. are made as to appropriate interyentions. ‘Purther
‘exploration aimed at increasing compliance is regommended.

'éellin,fSeymbur,S., Geiger, H. Jack and Gibson, b.p. "impaét

of Ambulatory Health:Care Services on the Demand for
Hospital Beds," New Bnglggd Journal of Medicine, Vol.
280' NO- 15 (Aprrr-19 ’ ppo 80§'§12. °
’ — N o _
Jsurvey to determine if. newly opened neighborhood health
" center. (Tafts NHC at Columbia Point in Boston), had
impact on admissions of inpatients at syrrounding

hospitals.: In the 12 months before the center opened, .

hospital admissions were®10.7 per “100 persons. During

-
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the first year the center was opened, ‘admissicns to
- . hospitals for all diagnoses decreased 41%; in the
+ ' second year~the decrease was 75% from the first year.
: After the two years, hospital admissions in -the area
decreased 848 from what they were one year before the
. canter opened. Total number of bed days in hospital
had corresponding decrease of 86%. Authors attribute
the decline in hospital admissions to effective -out-
. *~ : patient treatment of illness and-injury, since preventive
v and commuhity medicine were second priority items.

Beloff, Jerome 8. And Korper, Mieko."The Health Team Model
and Medical Care Utilization: Effect on Patient Be-
hayior of Providing ‘Comprehensive Family Health Services,"
© . . Journal of the American Medical Association, Vol. 219,

No 3 (19727, pp. 359-36€.

) - Article focuses on organizational structure as a means
.+ of affecting utilization patterns. Pamily health tare
- program at Yale University School of Medicine'stresses
. gomprehensive care by family-oriented health care team, -
. including: change from illness response pattern to
. positive health orientation; fncreased use of hurse
' counseling; psychological gquidance; employment assistance;
. health education; decreased ‘use of physician services
for illness care; and, emphasis on health maintepance.

1

Appropriate uti ization can be encouraged by health
) educgtiqn, exrl¥y detection, more -comprehensive involvement
e of patient, and’ increased emphagis on preventive medicine.

S8inge the program # Yale began:f_

. ;,. ~ f - ‘pﬁ&liaidhﬁaqptaéts decreased 32% during the last 2

"L ‘. | years; v o ' ' T
o ) : )

= ' nurse utilization equaled 45-50% of all patient

. professional contact; - - - '

- - he.alth aidd contacts increased 83% during the last 2
K .. Years of: program; ) .

*

== T8 of appointments were scheduled instead of
Ty 3 nlk-inf, andl .l/ . -

‘ -~ ’ ‘o
. H

“ - no sfiow rate decré&sda_from'15930§ tq 2-7%,

-

4" . Bergman, A.B. and Werner, R.J. *Pailire of Children’to
o " Receive Penicillin by Mouth,* New Englan@ Journal. of :
A Hedicine, Vol.. 268, No. 24 (June 1?,11'9?5)",: PP. %33'1‘-
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) Study documents the number of children who actually
: receivéd prescribed medication. Piil counts and urine
tests were used to measure compliance to 2 10-day
course of oral penicillin. Over half of.'the patients
had stopped taking the drug after the 3rd day, 71%
stopped after the 6th day, and 82% after 9 days,
although 95% of the parents understood the directions

- f6r drug taking. Authors found interviewing parents to
be an unreliable way of assessing drug utilization as
83% reported that all doses had been given.. The authors
‘concluded that no matter what directions the physicians .’
gave, parents stopped giving medicatior when symptoms
disappeared, and that, therefore, penicillin injections
are more effective as well as more economical.

Biblo, Robert L:'fuarkéfing_and Enrollment Strategies for
prepaid Group Practice Plans,’” Marketing Prepaid Health -

. Care Plans: A 'Collection of 2pproaches, U.S. Department
. of Health, Educa tion, and "Te'li']azaae (DEEW No. (HSA) 75~

6207; 1972), pp. 5-40. ~ e

A detailed analysis and description)of ndrkéting

. problems and strategies for HMOs. Designed as a

- - . practical guide either for peoplg who are planning

) - » programs or for .those aiteady marketing HMOs. A ‘

. " . description of experience of the Hagvard Community

o Health Plan is included as a cass study.\ Alse, traditional
marketing technigues are compared to’those necessary .
for a prepaid group practice. Recruiting and training

: a marketing staff is analyzed. . -

Blackwell, B. “prug Therapy Patient aampliance,"JNQW'Eﬁ 1and’
Journal of Medicine, Vol. 289, No. 57 (August 2n 15235,
pp. 249-252. co y - ]

* " piscusses factors of the-iliness, thg}batient, the
physician, the medical regimen, dEE‘ e trelitment
‘gsetting which are agsociated -with noncompliance..-
Author stresses that physicians must recognize these
characteristics in order to plan and implement a .
treatment yegimen to reduce nongompliance. ’ .

4

Bowen, R.G., Righ, R., and Schlottfeld, R.M. "Bffects of
Organized Instruction for Patients with the Diagnosis
of Diabates'Mellitus,"*Nursing,Research, Vol. 10, No. 3.

* . {gummezr 1961}, PP- 151-159.

" gtudy to 'determine improvement in patient well-being.
.  for a group of diabetic patients following a program of *
organized iristruction conducted by nurses. Data
-+  collected for experimental and control groups through
T tests of knowledge, skills, and attitudes and through
analysis of patient medical records. Clinical indices

| &% 98
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;. - . of patient well-being included blood .sugar, urine tests

for the presence of sugar, weight, and clinical complications.
Patientg receiving organized instruction demonstrated &
' significantly graa;gr gain_ in knowledge about diabetes
., and 'in. skills necesBary to carry out treatment. These
patieats‘zgowed greater. improvement in some medical

. . . outcomes £han did control patients, but the changes
. were not significant and, in fatt, the control group
. Bhowed.better results for hyperglycemia. L
7 : :
Bush,  Ann 8. GroUp Pxactice: - Planning and Implementing a ) .
. Comunity-wide PEE%aEﬁént Plan for Health Services.
. New York Btate Hea Planning CommissIon, Office of -

Planning Services,. 1971. .. . N
An overview of the development and implementation of
group practice plans in the United States. Written to
encourage the development of community-wide .priepaid

" group practice plans. Included are: trendain the -
davelopment of group practice: types of medical groups
and forms.of organization; advantages and disadvantages

) of group practice; trends in the development of community

.- Prepaid group practice plans; brief descriptions ‘of ten

e existing community-wide group practice plans; and,

e - -~ factors invdlved in planning and implementing a

- ’ community prepaid group practice plan.

r . ) .
Curtis, E.B. "Medication Errors Made by Patients,” Nursing |
Outlook, Vol. 9 (May 1961), pp. 290-291.

e - (S .
{ . + _ , study of the incidence of medication errors by elderly
. " patients in 4 home gare-program. Sixteen of 26 patients
. interviewed were taking at least one inaccurate medication,
©  with more mistakes occurring as the number of medications
prescribed increasad. Patients with a petter understanding
of the purpose of the medicine made less mistakes.
3 Importance of follow-up checking and reinforcing teaching
) ‘ i# suggested. : . ’ . '

- / "/ -7y - «
: - Davis, M.S.. "Physiologic, Peyehdiocgical and Demographic.-
. Factors in Patient COmpliaq§e with Doctor's Orders,"”
- ) ., HMedicsl Care, Vol: 6, No. 2 (MarCh-Aprils1968),:pp.
=iz . . cTe

e, 1 . = -

o ‘Paperi-examines the characteristics of patignts, including

el -dembgraphic gharabteris;ida,‘physioiogre aspects of the
: - "  illness, and psychological traits, as they relate to
adherence to medical advice. Results of anteva @tion

S . 'of. 154 patients ip a general medical clinic f{ndicatég — -

e . _ that demographic variables did not influenij compliance &

' -« . but physiologic. and psychological variablellaiq. ’

B 7. Author suggests that early identification of the ° r
e noncogpliant pPatient may enable providers to uge health -
e gdgga:ionﬁprograma.tp”imprqvp compliance. - )
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‘. ”Varlatlons in Patlents COmpllance wWith Doctors'
Aagice. An Pmpirical Analysis of Patterns of Communi-
(% cation," American Jourral of Public HRealth, Vol. 58,
: - No. 2 iFeBruary 1968), Pp. 274-2854

¢ ’ , .

£

Paper d}scusses aspects of patient characteristlcs,,

medical jregimen, and personal influence of Sthers whith
affect ompllance, but concentrates on the effect of-
_the doctor-patient* relationship. Data collected
through tape recordings, patient .interviews, and
L ‘questionnaires completed by physicians. Twelve
categories 'of doctor- -patient interaction were an lyzed.

. Results demonstratea the importance of establishing , Y
,good doctor-patient rapport in order to encourage a ] '
positive orientation and commitment to the relationship
" and, ultimately, greater cooperation, with medical

‘ regMen. ‘ ) - . . -
and von der Lippe, R.P. * "Dlscharge from Hcspltal
Against Medical Advice: A Study of Reciprocity in-the
Doctor-Patient Relationship, ™ Social Science and Medicine.

Yol. 1 (1968)., pp. 336-342. .

. Study of factors involved in: patlent S leaving the {
hospital against medical advice. The life situation of.

_ ‘the patient, inadequate preparation for hospitalization, .
the doctor-patient relationship, and reactions to role

' expectatlons arg -discussed.

' Doak, Cecilia Conrath, "The Health Educator: Building -

) Credibility as-a Change Agent in a Medical Setting,”

borothy Nyswander Internatlonal Symposium: Papers on

Theoretical Igsues in Health EduCatlon, September 27~

28, 1974, PP. 1-16. -

) , An analysie,of the significance of establishing credibility »
N if"a health educetor 8 to be'aneffective agent for > .
’ changing peoples' behavior. The historical development | \ 'y

and definition of health education are discussed briefly, .
and .six principles of health education origimally cited
by Dorothy Nyswander in .1956 are updated to illustrate
»  how the technical competency of a-health educatdr can
-"+. - build credibility,’ The interpretation 'of-what is
~involved in the. educatiOn process is particy arly ~
-gtressed. Although the medical practice seftirg is the
focus for the paper, the principles are clearly applicable
to other health education settinga:
X .-
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5 Donabedian, A. and Roéanfald, L.s. 1zgilow~up’5tudy of .- ~
Co Chronically Ill pPatients Discharged from Hoqpiﬁ;l,"
Journal of Chronic Diseases, Vol. %7 (September” 1964),
PP. 8477532: i P A ] .

. Article describes  study.of 82 patients with heart
disease, arthritis, or diabetes before and’ after
h . hospital discharge,to deterhine 1if physicians' re-
commendations were comp?fed with and reasoas for non-
. compliance. HMore than half of the patients did not. .
comply with at least one of the recoirmendations, with
ose about diet being neglected more than others. ~
- - Roasons for non-complisnce related to the attitude ..
" toward or.understandidg of physicians' ingtructions. '
Includes extensive review of. compliance literature.

Drucker, Peter F. Managementi Taéka,'Responsibilities,'
Practices. . New ork:f Harper and Row, PEBIIsﬁers,

- An’analysis of management -- first the tasks and
requirements, and then the work of an organfzation and -
the skills needed to perform that work. Management is
treated as a discipling ang.not simMply as common sgense.
The author presents both the knbwledge we have about
management-and the areas,in which more information is
needed. The rgence of management is discusged in
terms of its qmgtor'ical development, its effact on -

. 8ociety, and its future. Chapters 11-14, pp. 130-166,

+ - 4in particular, discuss the management of service '

"+ ingtitutions for performance.; "

v ) /
Egbert, Lawrence D. et'al. "Reduction of Postoperative Pain
. - by Encouragement and Instruction of Patients,” New
* ' England Journal of Hedicine, Vol. 270, No. 16 (April '
. © | T5Ed), pho §a5-yy, odicine, Vol. 270, .
. : —~

i

Study of effects of instruction, suggestion, and
encouragement on severity of postoperative pain.
Patients receiving such special care left hospital an :
: average of 2.7 days earlfier than control group and *
.. postoperative narcotic requirements were reduced by one
! .h&lf.‘ , X - ’

: F S ~ .
* " Feinstein, A.R., et al. "a Controlled Study of Three
Methods of Prophylaxis Against Btreptococeal Infection Z{
;J’ in a Population of Rheumatic Children: II. - Results of
the FPirst Three Yéars of the Study, In%luding Maethods
- ' »£0r Evaluating the Mainben;nce of Oral Prophylaxig,"
. New.England Journal of Medicine, Vol, 260, No. 14 :
ﬁp-t Y 95.95' pp. 69’-752. -
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. pp. 73-75.
k .

~

~ L N ' .
£xamined the effectiveness. of three prgphylactic regimens
in preventing streptococcal infectionaqpnd rheumatic .
recurrences in 397 chilgren'wnb-previoualy had rheumatic
feyer. Used patient inteérviews and pill counts to
datermine adherence to oral prophylaxis regimens.
- Pepnicitlin injections found more effective than’

sulfadjiazine or penicillin by mouth..

/\

Feldman, Saul (ed.). The Adninistration of Mental Healtl

cervices. Springfield, Illingis: Charles Thomas
Publishers, 1973, !
Presents a series-of articles that relate to the- , ~
administration-of contemporary mental health services.Y
These services, which have changed dramatically in the’

past decade, are presented las moving in the following
directions: increased .scape and resources; larger and:

more djverse staffs; complex organizational pattexns;
multiple funding sources; multi-unit systems coordi-

nated with other services:; sophisticated management
information and evaluation techniques; closer involve-
ment'with government all levels; greater community

* involvement; and, i ased sensitivity to change. The

, result of these changes has beén-a.agviie need for
improved administration. Articles in e book discuss
the problems and isBues involved. .

Pinnerty, Jr., F.A., Ma€tie, E.C., and fﬁﬂherty III, F.A.
, "Hypertension.in the Ihner City: I ‘

3 i Analysis of
Clinic Dropouts,™ Circulation, Vol. 47 (January 1973),

S

, Study of 60 hypertensidn clinic dropouts to determine

_reason for noncompliance. Found factor# affecting
patient attitude.to be waiting time, understanding all N
aspaects of tllness, and physician-paéient relationship.

. Clinic was reorganized using patient suggestions as
guidelines. Changes included the provision of compre-
hensive care on 24-hour basis, appointment system, reminder
calls for appointments, assigmment of patients to a
health team, medication provided at clinic, etc. -
propéut rate reduced from 42% ir 1966-69 to 8%, after
changes, in 1970-71. : :

’

Francis V., Korsch, B.M., and pmorris, M. J. "Gaps in Doctor-
o Patient Communication: Patient's Response to Medical

Advice,” Rew England Journal of Medicine, Vol. 280, No.
10 '(H&ICh 3[' s ? ppo 335-51_6.

In&estigates the efféct of physicidnrpatient communication

on patient satisfaction and compliance with regimen
through use of tape recordings, chart reviews, and pill

.99
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v - counts: Cdmpliance and satisfaction wers significantly 7
-y - reduced when none of the patient .expectations were mety N
~ - there was a lack of warmth .in the relationship, and an -
. explanation ¢of the diagnosis and causeé of iliness was - d

not trecgived. Perceived seriousness of ilénesag
complexity 6f regimen, and practical obstatles also
o . Tnfluenced compliance; , -
. . ) . P ) .o ) - , . Y
-Fresdman, J.L. and Fraser, 8.C. "Compliance Without Pressure:
. - The Foot-in-the-Door Technique,” Journal of Personal -
" and Social Psychology, Vol. 4, No. Z (1566), pp. 195-202.

Requests for cooperation by presumably non-profit

. . service.organizations on nongcontroversial issues were

7! used to test'.the notion of greater likelihood of compliance
to a larger®rsquest once one'has agreed to a smaller :
request¢ Likelihood increased when-requests were .
similar issue, and even when not éimilgr,_aftqr the’

- X first request was.cbmplipd with. a

Fuchs, Victor R, Who Shall Live? Health, Bconomics, and

. SBocial Change. New York: Basic Boo 8, Inc., . .

.o \ T -
Utilization of health faciliti depends on health
condition of the population as’ well as Propensity to -

., use health services for any particular health.condi-. .
tion. The physician is also-responsible because of his .
authority to make decisions affecting utilization.
Physicians gontrol the total process of care, and their
decisions significant]y influence the quantity, type

" and cost of gervice utilized. - .

<& . .
.* Author citds ne¥d for physician extenders within ‘<
* licensed institutions (includihg physician agsistants,
nurse ciinicians, pediatric assistants, nurse practi- —
tioners). \Physicians are too expensive and often not
suited to give primaig; preventive emergency care:

“More extenders mean ldwer cost, improved access, and a
possible rise in‘individual health levels. Also, an
extender's care has been shown to be ag high in quality
ag a doctor's care, and their'ability to relate and .
comiunicate better with patients may increase patient
satisfaction. : ’ S '

&

o V. : Lo :

. Galiher, Claudia B. and Costa, Marjorie A. "Consumar Acceptance
of HHOs," Public Health Reports, Vol. 90, No. 2 (March-
. April'1?75 » PP. 106-772. L .

100

A ]




An analysis of consumer acceptance Of the HMO based
+ on the marketing experiences of four HMOs as related in
‘interviews with the health plan staffs. New HMOs were |,
~\found to be experiencing enrollment difficulties because ° Co.
of lack of consumer knowledge and understanding of the )
BEMQ. The paper emphasizes the .elements necessary to
educate people about the HMO concept and have them.
actually select it as an option. An understanding of
Behavior development and, change and-communication )
. theory by the enrollment staff is SE§8888d' -
Gans, Shelton P. and Horton, Geraldé T. Integration of Humarn
Services: .The State and.Municipal Levels.. MNew York:
Praeger, 19751 ) . L

Di€cusses the rationale for integrdtion of services and -
v the kind of linkages which are involved. ‘' Comparative
-0 analyses are made of grojects that have various forms
of coordination from directed to voluntary. 'There is
an extensive analysis and review of the integration of
human services in the United States. Detailed cases .
__ studies on community programs are presented and there
. is background information on several states including: —
Florida, Utah, Maine, I}lincis, and Georgia.

. .
t - ) .

Geertsen, H.R., Gray, R.M., and Ward, J.R. "Patiedt Non-
compliafce Within the Context of Seeking Medical Care -
‘ for Arthritis,” Journal of Chronic Diseases, Vol. 26, -
No. 11 (November 1973), pp. 689-698. i

Study #sshowed that patiknts with arth¥itis who were
irritated about long waiting lines, who felt the doctor

! . did not- spend enough time with them and was too busingés=
like.rather than personal in the relationship, and who
lack faith in the effectiveness of the treatment regimen .
tended to be poor ¢ompliers. Over 70% of patients with
faith in the treatment, who geldom have to wait to see
the physician, and who felt the physician was personjl

in the relationship were full compliers as opposed to

none who perceived any of -the opposite conditions. U

¢ ,

Gillum, R.F, and Barsky, h.J.'"piagnosis and Management of
~ patient Noncompliance,” Journal of the American Medical
Agsociation, Vol..228, No. 12 (June 17, 1974), pp.
* 7563-1567. S

t., . \

S .Raviews the literature and identifieg major faétoré’
consistently related to noncomplYiande including psycho-~
logical factors, environmental and social factors,

4’5 . characteristics of the regimen, and physician-patient

i interaction. Stresses the importance of physicians ,
v . baing educated and sensitize t0 the problem of non- \

. compliance and suggests approaches relating to each of.

JERjkj' the factors to reduce,the likelihood of néncompliange:

, - 10y
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Glogow, Es "Effacts.of Health Education Methodsg on Appointment
Breaking, " Public Health Reperts’, Vol. 85, No. 5 (May 19790),

pp. \441-450. . ‘

Study’ of effects of four different educational methods
on appointment-breaking behavior of patierits suspetted

« of-having .glaucoma. No significant differences ware

' found among these groups but all were-sggnificantly

" different .from traditional referral methods. Concludes,
that.it is not what the patient is taught but rather
the manner in which information is conveyed which
‘accounts for.the difference. = . .

. Graber,-&oe Bales, "Preventing Dependency: Protective } ¢

a s

.
- - -
» ' . *
.. < -
su gy ae e ™ = . . s
~ . . . 1] . . . N
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Health Services," American Journal of Public Health,
Vol. 59, No. 8 (August 1369), pp. 1413-1427, T

. An analysis of what currently should B& done in the L

-. delivery of health'services (as bpfosed td the treat~
lnént .approach) to prevent illness and the resulting
deperidency. Specific recommendations afe made and an -
-axample of the potential cost benefits i presented. A
statistical appendix contains detailed information op
diseases and 2auses of disability 'that are preventable
or controllable. : : .

Greenlick, Merwyn R. "Ceterminants of Medical Care Utilization:
The Role of the Telephone in Total Medical Care," *
Medical cCare, Vol. 11, No. 2 (March-April 1973), pp.

‘2"" 1530

¢ n a prepaid group practiae
(Raiser, Portiangd). e a significant number of
medical care tonta take place by-phone, the purpose °*
was to determine ‘alternative modes of dealing with -

problems.presented by phone, or, as a minimum, assure e

A study of telephone uge

— —that_this aspect-of medicai carewas thtegrated with =~~~

the whole medical vare system. Appears to%be potential
for reducing demands on scarce medical manpower and
increasing patient satisfaction through effective

« organization of the phone service and the use of,
specially trained; personnel to handle certain classes
‘of calls. ; :

.
- LSS .

. Determined that 50% of calls concern symptoms; 30% .
‘Prescriptions; and 10%.lab results.- Doctors were shown
to be very variable in the ways thel dealt with symptom

-calls. Thisg makes it difficult to predict disposition

Y of symptom calls using only’ patient, disease, and

situational varidbles. However, it is imperative to
- understand the underlying factors because this behavior
has i@plicatioﬁs.fozrthe cost and :quality of medical

. .

-
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. care. Program was Attempting to minimize use of doctor

Hackett, T,.P., Cassem, N.H., and Raker J.W. "Patient Delay

7/

"1

time in handling prescription requests by substituting e

* clerical and ancillary.personnel. A gimglar approach

for handling lab and x-ray results would also be desiraggp. -

in Cancer,” New En§1and Journal of Medicine, vol. 289,
(July 1973}, pp. 14720. . ,

A
Authors investigate reasons for delay in seeking care.

_ Worry about condition seems to” reduce delay more than

physicdl pain.. Delay appears conscious and deliberate,
and not due 'to failure to perceive neoplasm or .comprehend
consequences. Better educated‘people respond more’
quickly than those with lessschoeling, but evidence _
is not available to crédit fraditional cancer education
campaigns for this difference. Research is necessary

on the psychology of delay. : S -

LY

. Haefner, Don P. and Kirschty'Jphp P. "Motivational and o
_ Behavioral Effects of Modaifying Health Beliefs,” Public

Health Reports, Vol. 85, No. 6 (June 1970), pp. 478-
3_840 ’ - \ ’ N

An examimation of the "health belief model”-as the best
explanation for the health behavior undertaken by a ‘
person with no symptoms. The authors revievw some ) .
difficulties with the experimental support for the

model. . ” .
This paper reports on a study to collect.experimental
data on the health belief model. Persons in the study
were randgmly assigned to one of three experimental
groups.or a caontrol group. Each experimental group saw

. one of three films related to heart diseage, cancer, or

7.B. The findings basically suppcrted the health

ecaececereeeo~BuT e modbl. Participant beliefs concerning their o

sugceptibility to a given'illness were consistently
changed. However%. whether positive, healthrrelated
actions raesulted depended on the nature of ¢he neces-
sary ‘actions. Personal practices and habits were not
markedly influehced by the changes in belief.

’ et al. "Preventive Actions in Dental Disease, Tuberéuiosis}

and Cancer," Public Health Reports, Vol. 82, No. 5 (May
1967), pP. 457-459. ' .

Report of. a ‘nationwide survey in 1963 and 1964 on

beliefs and actions concerning dental disease,- N
tuberculosis, and cancer. Approximately 1560 adults

were selected as a sample of the adult U. S. population
in private households. Purpoge was to determine whether .
there are certain subgroups in the population that - / »
consistently: follow preventive health recommendations.

ce = 4 103
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- The experiemental proée&hre, data, apalyses, and
.implications are discussed in detail. One-general
result was that pedple of higher socioeconomic .status
(higher education, incema, and occupation) consistently
took’ more preventive activns than people of lower -
sociosconomic level. HMowaver, there wera Aariations-in -
the relationships and the'underlyzng ‘factors infliyencing
baeliefs and actions. Basig conclusions about ffective
" ways to change general behavior could not be drawn.. .
The authors suggest that an approach which focuses on
. children is the best.strategy at this tima. Recommendations,

" for further ‘research were made.

-

- .. » 4

. Baﬁsen,'Ann.C. “Broken Appbinthéﬁts in a Child Health
o Conference,” Nursing Outlock, Vol.' 1, . No. .7 (July
I 1953), pp. 417-475, ., .

l étudy of race, weather, frequency of change of-physicians,
immunization status, and telephone availability as
- factors in breken. appointment rate. Immunizationp
., status appeared significant, race was not -significant,.
’ and other: factors wers of some significance. Illness
- was most frequent reason offered for broken)appointments.
Discusses changes made due to findings of study which
resulted in 13% reduction in 'broken.appSintments?

-

3

Health Béucationﬁubng%gag&s. (Published quarterly by the

. Soclety for c Health Education. See the section
footnotes for specific references.) °

. A-particularly useful source-of current, up-to~date
¢ information in health education. Priority in the
monographs, a8 stated by the editor, "is given to °
manuscripts which contribute to knowledgs of health ..
behavior and draw implications for program planning and
: evaluation; and to those manuscripts which detail the
o application.of behavioral research in health planning
‘ and gocial action.” Adaptation of,hea%?h services to
meet consumer needs and the development of #ndividual )
and community initiative in achieving héalth gqafs'are
particular concerns. - oo v
. R N Y P -
_Bach issue ‘also includgs a section of citations,
. organized. by subject matter, of current literature '
" relited to health education. Another section contain?
- abstracts of dissertations in health education with
information on how to obtain complete copies. g

Health Resources Associates, Inc. Marketing' Health Maintenance
+ +, _ Qrqanizations to Income Persons: A Case Stud
. Approach. »A;Rnportgzrepared for the Heéalth Malntenance
- Organization Service, Department of Health, Education,
and Welfare, Under COntracglﬁ?a HSM 110-72-316 ( ly 1973).
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Identifies and evaluates the marketing and enrollment

_ strategies for' low-incore persons used by ten HMO and
other prepaid health plans. Both planring and imple-
mentation strategies are included and are evaluated ard. -
compared. Designed to aid Federal, State, and local
agencies responsible for administering programs for
low-income persons as well as those who .are actually
marketing health plans. _Seven major elements are .
assessed: dontract negotiations between government
agencies and health plans; the target populations; the
medical benefits being. offered; the location of nmedical
services; the price; the promotional techniques; and,
the actual enrollmemt procedures. :

~

Rorsch, B. M. and Negrete, V. F. "Doctor-Patient Communication,”

Scientific American,. Vol. 227, No. 2 (Augudt 13972), pp.
- 66-74. - .

Study of'doctqr—gitient communication as it relates to

. patient responsé to medical treatment and advice.
Analyzed ‘800 visits to a pediatric walk-in clinic, by
800 different mothers using aud&jo tape recording.
Mothers were questioned concerning expeatations and
reactions ‘to the visit immediately afterwards and ldter
to determine .if mothers had complied with-physician's
instructions. Major complaint was physician not showing

- enough interest in mother's congern for the child. Of
mothers highly satisfied with visit, 53.4% complied
completely compared to 16.7% of highly dissatisfied
mothers. - '

/

Kucha, Deloros H. Guidelines for Implementing An Aébulatorx
Consumer Health Information System: A Haadbook for
Health Education. U. S. Army-Baylor iversity Graduate
Research Series, 1973. T

structuring a

Designed.to be used fof planning or
andbook with

heal wducation program, A useful

- - guideMnes and steps clearly defined/ and presented.
Strong\oh management concepts, P cularly the’” systems
approath' for problem-solving and decision-making.
"Included are chapt on assessment of learning mneeds,
planning, resourcegqgespecially'the development of
resource and mgdia centers), and evaluation.

Leventhal, Howard, "Changing Attitudes. and Habits to Reduce
’glsk Factors in Chronic Diseases” Ame%icnn Journal of
ardiology, Vol 3 (May 1973), pp. 571-580.
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Wéri-doéumented,discussion of major factors invblébd'ip
adult bghavior change. 1Includes basic steps. in_ the
+ « . ~ _.development of preventive health education programs. as /
".well as discussion of the hse of mass media tecliniques ti/
and interpersongl influence. Makes specific recommendations

concerning the development of preventive approaches for T

. " children. - s _ - - .

- b4 . ',

" Luntz, G. R. W. N. and Austin, R. "New Stick Tests for

P.A.5. in Urine: Report on Use of !Phenistix’ and . v T
: Problems of lLong-Term Chemotheraﬁ& ‘for Tuberculosis,"
O\ _ yf—aritish Medical Journal, No. 5187 (Juhe 4, 1960), -pp. -
S0 1679-T689. . b

e Study to detect frequency of default of outpatients
' - from tuberculosis regimen using urine test by phenistix.
Failure rate ofacompliance with the regimen increased -
v from 18% on chemotherapy less than one year to over 66%
in those over four years:. Suggests that an important.
. cause of nonadherence is lack of continuity of super-
.vision by one physician and that -adherence is more.
+ -1ikely when physician impresses regularity of drug
* taking and consequencés of neglecting treatmesnt on
. . '‘patient. e v ~ - ' .

‘ LAsagna, L. *Fault and Default,” New England Journal of -
" ' Medicine, Vol. 289, No. 5 (August 2, 1973), pp. 267-
260 ) N )

-

' N
- Editorial on' physi¢jan’fallute to recognize possibility
'. of patient naoncompliarcé, with medical advice. Recommends
" physicians alert selves to the problem and spend more
time increasing -the likelihood‘q@ adberence by patients.

Levine, Peter H. and Britten, Anthony P. H. “Supe;yisea o
, Patient-Management of Hem¢philia: A Study o , 45 s
. ~ - Patients with Hsgpph;lia and B," Annals of /Internal .
— Medicine, .Vol. 78, No. 2 (1973), pp. 195-2061. .
S ’ ‘'Forty-five hemophiliac patients were instructed in
7/ - management of bleeding problems.. Compared with the
. "' previous-year, there was a 74% reduction in absenteeism,
.~ 89% reduction in hospitalization days, 76% reduction in
-outpatient visits, and 45% decrease in health care: --
) costs., Alternative toegquing on highly trained
.personnel to perform rdutine procedures is self care
! * - and care by family at home. Family members were given
. . a .lecture-on theory of treatment, availability of -
' preparations, complications of therapy, and then

2

, further training dnd practice. - -

.
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MacColl, Caroline S. and Smith, Hervéy-C. Health Education
+in the Health Maintenance Organizatiod. A Mohograph '

v - _Prepared for the Department of Health, Education; and o
L welfare, 1974: \ o
- - T { )

47, - An analysis of the role health education should play in -

__ HMO's. .The HNO Act, Public Law, 93-222, and the Senate

- and House Committee Reports on the Act are discussed . ) M
- . with particular emphasis on the requiremente and

rationale for a health education benefit ‘in HMO's.

Characteristics stressed were development of patients

‘independence and ability to keep themselves. hea thy ‘and .

to successfully manage chronic illnesses. The sic \ -

components, development, and implementation of @n HMO |

_health.education program are presented and ex les of i 4

actual programs are.given. Practital requirements faor .

* selecting an HMO health ‘educator, for maintaining cost .

control, and for monitoring the progress of a health ° v

education program are also detailed.

Maddock, Jr., R. K.."Patient Cooperation in Taking Medicines,”
Journal of the American Medical Asscciation, Vol. 199,
"No. 3 (January 16, 1967), PP 137 140.

Study of 50 outpatient clinic patients to determine
- _extent of cooperation with two different drug treatments
for tuberculosis -- 30% of patients takinyg INH and §2%%.
taking PAS were uncooperati €. Discusses difficulties
of relying on- prescription’pick-up date, patient inter-
view, clinic attendance,:and rasponse to therapy to

determine compliance. _Also notes that patients may ' -
cooperate in taking one drug but not another when two ) .,
are prescribed. ) . . e -

Marston; M.V. ”Compliance with Medical Regimens: A Review ,
‘“"“of theuLizeratn:abwwgg;Qin% §§eargpL Vol;. 19LW§2;«9“.‘«««
(July-&ugust 1970)., pp. -323. ' Trrme————

‘

Providas a summary of studies of compliance behavior.
Reviews. compliance ‘measurement including drug excretion
tests, pill. counts, .patieht self-report, direct observation,-
remaining under medical ,sypervision, and follow-through .
) _ of referrals. ‘Alsa reviews factors associated with .
: - ¢compliance including demographic variables, illness ‘ o
" ;variables; and social-psychologidal Vvariables.' Con-
‘cludes that literature reviaw presénts no clear picture
of .compliance detexminants but suggests an interaction
of many, variables as explanation of compliance behavior.

o Miller, L. V. and Go stein, J. ‘"More Efficlent Care of
“ piabetic Patients in a County-Hospital Setting," New
England Journal ‘of Medicine, Vol. 286, No. 26 (June 29,
972) , "PP: 1388-1391,

'
[ t . . ‘ ‘
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Taelephone answering service and séreening by nurse
- practitioners or residents.prior to emeryency rdom )
* - admission,of diabetic patients was instituted to remedy .

.. ' 7 . poor access ty timbly, appropriate medical advice.
Lt e "*Resulted in redGction of emergency room visits by
- - ' diabetics ahd a decline in hospital.admissions,’ so
. - - -+ that.while clinic population increased from 4,000 to
6,&?0 in twp years, admissions decreased from 2,680
to 1,250.. ’ ’ ‘o

L4

. (]
-~ % ’

- .

Mintzbhrg,fﬂeﬁry.. The Natura gg,ﬁdnigerial Work. New York:
. 'Harper and Row, Publishers, 7973. . . ° . ’

. A study of the questitn, "What do managers ‘do?" Very .
i - readable. Designed for.a wide aundience inciludihg
academics and students*as well as practicing managers
R .. and staff peopld. Presents data based on available
) ) behavioral research and on a study of five executives *
"in which the author followed each for a week. -Identifies
the wide range of relationships which comprise the .
manager's role in contemporary organizations, Analyzes .
" the behavioral &nd cogritive skills involved in being “
- . an effeqtive manager, with the view that unless these
, . skillgéare recognized and identified’ they will not be
; i‘\ ‘learned. . * * : : . _
o " Mitehell, J.A. "Compliance with Madical Regimen: An Annotated
~ Bibliography,". Health Educatiof Monograph, Vol. 2, No. 1
- . .ASpring- 1974), pp. 75-87. _ - . ¢ : _ '

,' - A

’

~

Sy Review of articles concerning demographic, sSocial, and
" '. ~aconomic fadtors as related to compliance to medical .° .
7 regimens. Ihcludes general artioles and disease-specific
D \ articles’ on tubeXculosis, ptreptococcal disease and
- " ' rheumatic fever, .diabetes,}.psychiatric digease, obesity,
- PR * anemia, malaria, arthritis, and 'gastrointeBstiral digease.

S . o S
~ Morris, N.M., Hatch, M.H. and Chipman, S.5. "Alibnation as a

. . Deterrent to Weill-Child Supervisiof, Ameriecan Journal of
»> >+, Public Health, iyp . 56, .No. 11 (November 1‘96'6')", PP-.

T ' 7874-T882% \ R

. ‘ ' ‘ ! 71 ]
« . . Article deals with medically indigent groups and their
feelings of powerlsssness and’ social isolation,. Thesej
, . feelings have adverse effaect on care-seeking behavior.
- " Services must be.examined in light of the implications -

S ‘of alienation if ohe wants to influenc® the use of
e *‘prevdhtive services. , .
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The President's Committee on Health, Education. The Report
of the President's Committee on Health Education.

* Depdrtment of Health,—EQucation, and Welfare, Health °

‘, ' '1‘ Seryices and Mental Health Administration, 1973.

>

1 * .
Defjines the scope 6f health education and identifies ‘,
"+ ‘and agsesses the-current aréas-of .activity. Reviews '
the changing needs for health education and discusses
' the purposes and challenges. .Elaborates, on major areas
. of health.education ‘need and on major groups with .
unique needs in health education. Concludes with
_ findings dnd specific recommendations in supbort -of L.
. . health education. The major recommendation-dis for the
oty creatian of a National Center for Health EBducatfon to *
' stimulate, coordinate, and evaluate health education
programs.. . - . ' .

Riley, c.s.’ "F&tient's Understanding of Doctor's Instructions,”
Medical Care, Vol. 4, No. 1 (January-March 1968), PR.
34-37. } : ' )

R

. ,‘;? Ques%iénnaire was administered to 162 pgraongsio'see
“b¢~' hoy they. would inte:gret cgrtain instructions physicians
. might give. Revealed that what physicians considered
were ¢lear-cut instructions were often ambiguous to
patients. . . .o ’ :

to Rockart, J.F. and Hoffman, 'P.B. "Physician and Patient .
; - Under Different Scheduling ‘Systems in a Hospital
~ . Optpatient'Department,“ Medical Care, Vol. 7, No. 6 .
(November-December 1969), pp. 463-470. ' ' ]

‘ Scheduling syatamé grédtly affect patient waiiiné time.
. . . Also assignment at time of appointment of patient to

) specific physician is significant element in effectiveness
A gfappofﬁtment Bysten. , .

Scheduling methods range from block system (all patients
. to arrive before -start of clinic) to individual appointment
. - . - . time system. Physician lateness is worst in block
‘ system. Patient waiting-time follows pattern set by
physician lateness: As appointments become mdre par-
. sonalized there is a tendency for physician and patient
. 7 to act more responsibly toward each other--physician
. ., arrives .more punctually and patient dbes too. The
‘entire system works better when patients are assigned
to_particular doctotrs. - .
Rogers, Everett M. with Shoemdker, F. Floyd, Communication
. of Innovations. 2pd. ed. New York: The Free Press,

¢
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The President's Committee on Health, Education. The Report
of the President's Committee on Health Education.

* Depdrtment of Health,—Educatibn, and Welfare, Health -

", '1‘ Seryices and Mental Health Ad@}g}stration, 1973..

>

~

, , ( :
.Defines the scope of health education and identifies - ‘.
"+ 'and agBesses the-current areas -of activity. Reviews .
the changing needs for health education and discusses
" the purposes and challenges. .Elaborates on major areas
. of health.education need as#id on major groups with
unique needs in health edutation. Concludes with .
. findings &nd specific recommendations in support -of ., ,
. . health educatiopn. The major recommendation-dis for the
et creatian of a National Canter for Health Educat®on to *
o , stimulate, coordinate, and evaluate health education

. ) programs.. . , " , .
TS ) . , . )
. . Riley, C.8. T"pArient’'s Understanding of Doctor's Instructions,"
: Medical Care, Vol. 4, No. 1 (January-March 1968), pg.
34-37. ) )

4

' .. & Questionnaire was administered to 162 personsWto’ see
qiif*- how they. would inteigret cgrtain instructions physicians
. might give. Raveal that what physicians considered
wera Clear-cut instructions were often ambiguous to
patients. . . . . : ’

o Rockart, J.F. and Hoffman, P.B. "Physician an3d Patient b
; . - Under Different Scheduling ‘Systems in a Hospital
- . Outpatient Department,” Medical Care, Vol. 7, No. 6
(November-December 1969), pp. 463-470. ’

Scheduling systemp greatly affect patient waiting time.

. - . . - Also assignment at time of appointment of patient to

) specific physician is significant element in effectiveness .
8- qfappofﬁtment system. . -

. Scheduling methods range from block system (all patients
.. to arrive before .start of clinic) to individual appointment
. - .+ . time system. Physician lateness is worst in block
‘ system. Patient waiting time follows pattern set by
. . physician lateness: As appointments become more par-
. sonalized there is a tendency for physician and patient
* 7 to act mofe responsibly toward each other--physician
. ., arrives .more punctually and patient dbes too. The
‘entire system works better when patients are assigned
to particular doctors. - .
Rogers, Everett M.. with Shoemdker, F. Floyd, Communication
. of Innovations. 2pd. ed. New York: The Free Press,
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Y e .,

An analysis of the dispersion of innovations through a

given society based on some 1,500 publications dealing

with diffusion research and human communication, The -

primary concern of the book is how social systems are

changed through- the diffusion of new ideas--an important

issue because of the rate of change in the world, A : c
each’element of diffusion and adoption {s discussgd,

actual examplés.are given and analyzed.- Cross-oultural . g

- differences and similarities in the diffusion of
innovations are specifically highlighted. i

Designed for change agents whosé role is to diffuse
innovations and for social scientiste with an academic
interest in a detailed analysis of coqfﬁnication and
change.' .. T« .

Rosenberg,#.G. "patient Education Leads,to' Better Care for
Heart Patients," HSMHA Health Reports, Voi. 86, No. ‘9. © o
(September. 1971), pp. 793-802. , \ ~ \\\

An organized patient education approach was used with-a
group of patients with congestive-heart failure.
Suceeded in reducing number of patients readmitted from
23 out of- 50 patients Yand 35 readmissions to 6 patients
and 12 readmissions. Patients receiving.educatidn
showed greater knowledde of illness and treatment and
showed much greater adherence to regimen.

Sackett, D.L.; et al. "Randomised Clin‘ical Trial of Strategies
for Improving Medication Compliance in Primary HypertequOn,"
© Lancet (May 31, 1975), pp. 1205-1207. , -

£

_Jmproving convenience of cara and educating patients
‘///§§Out hypertension and treatment were two strategies
used to see if compliance with medical regimen could be
increased. Mastgry learning program was effective in
d teaching patien:Q‘bout illness and treatment, but h
. neither increased ‘knowledge nor attempts to increase

convifience of care improved compliance. . . T s

: M *
Schroeder, S.A. "Lowering Broken Appéintment Rates at a
Medical Clinic," Medital Care, Vol. 11, No. -1 (January-
February 1973)., pp. 75-78. a ' : ' :

_ Three methods wWere used to reduce broken appointment
rates in a lower gsocioeconomic group of patijents at -
.George Washington.University Medical Clinic in Washinggon,
D.C. Control group which received no special reminder
of appointment had broken appointment rate of 24.6%;
thoge reminded by post card, 13.7%; those reminded by

phone call, 19.5%; and, .those reminded by physici . -
phone call, 17.6%. :". Y P an L
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e High rate’ of broken appointments interferes with -
continuity of care, scheduiing, and proper allocation .
of manpowez. The G.W. University Medical Clinic baseline

. broken appointment raté of 25% was lowered to 13-14%
: " . simply by reminding each patient of appointment by
. . « . phone- or postcard.
Simmons, Jeannexte (ed ). ""Making.Health" Education Work,"
American Journal of ?ublic Health, Vol. 65, Octgber '
& ? SnppIanto - ' .

. S 4 An Anaxysia of haalth education as a part of health
' . program development, withsprimary emphasis on programs ~

for low income And mindrity groups. Based on information,
ideas, and advice from over 100 health aducation programs.
b Included are suggestions for strengthening health
N " 7 edication programs as well as an analysis of the problems
. . and deficiencies. whickr have occurred. Designed for

those who administér, pay £6r, -and use health education

programs as well as, those whq are actually providing

s health education servicea.

'Stﬁmson, G.V. 'Obeying.poctor'l Orders: A View from the
~ Other side," Sovial Science and Medicine, Vol. 8, No.
- w2 (Pebruary 1 74) PpP- 97-104.

Discusses role of- pdtient as decision—maker in determining
whether to adhere.to prescribed regimen. Patient's
"-perspective of illpess and treatmant; expectations and
< > avaluation of’ physician, personal experience with drud,
and other factorb~affecting patient's decisions are
suggested as useful. cogsiderations regarding the
problem of medication use.

oo Warnecke; Richard B., nt al. "Contact with Health Guides
‘ b and: gse of Health Berv Service;,Among Black7 in Buﬁfa%g,
’ - . " Public Heal Raggrtg, ~ol. 90, No.’ 3 (May-June 75),
Pp. 213-2 .
. A review and analyeis of the results of a program begun
4 : by the Erid County Department of Health in 1967 to
"2 improve community use of health services. ‘The program
. - " . was based on the Knowledge that personal ccmmpnication,..§
L. . " as oprosed to all types of media, is the best“mesans of B
e obtaini&g participation and that this personal communication;
'is most -effectivé when the person making contact is
. culturally and socioeconomicall similar. 8ix health -
. guide units, composed of 80 plack, ‘middle-aged,- women -
T " as health gquides were set up in tlie inner city in areas
’, of predominantly low socioeconcmic black populations.
*  The health-guides were recruited from the neighborhoods
ift"which they worked and did not need advanced education.
"%hpy were .trained to discover .health problems -and )
. racommend theé typé.of service’ suited to the .problem. . o
.Their orientation was to téhch people to .secure the
-servicea for themselves. Vet

' - :3, . o 1;2
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The relationshiﬁ bé;&een the use of these health guides
and the use of eight ‘services was measured. Positive

"correlations were found. @Also determined ‘was )

that the health guides seemed to be as effective as

_other, more highly trained and highly paid, health

‘Wertheimer, ‘A.I., Ritchko; C., and Dougherty, D.W..

professionals., :
’ }

mprescription Accuracy: Room for Improvement,” Medical -

Cara, Vol. 11, No. 1 (January-February 1973), pp. 63-

719 : o .

R \ '

Nearly 10% of 223 prescriptions orderad by *physicians
were dispensed with some) e of irregulaxity (e.g. .
instructions, product, or',strength). Suggagts physicians

‘request patients to bring:medication to office vigits

CwWilli

to check accuracy. -

ams, Allan F. and Wechsler, Henry. "Interrelationships
of Preventive Actions in Health and.Other Areas,”
Health 'Service Reports, Vol. 87, No. 10 (December

g2 PR 969-976. ~ . T __..._. _;/_ .
A review of what is known about préventiva heal
behavior -and & report on two studies to determine the

extent to which different kinds of preventive behavior
are interrelated. The results showed that health

-actions varied in the extent to.which they were related

to other health actions, - Algo, thete was a lack of
correlation between going to a physician for a checkup
and practicing most preventive actions. The experimental
results, the pattern of interrelationships, and the
implications for preventive health programs are discussged
in detail. : .

- -

1
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v Health Education Instrument

~
’

. This is an instrument to describe the health education

-

. . § *
elements in.chealth programs. The range of health programs and
basic problems is so wide, the variations in providers, resources,

audience behavior, knowledge and attitudes so great as to make

gmgﬁ:isgnstf”ﬁdnﬁaiinnalmsxxangias~di££iﬁ£lzw.~ﬂowever,'this

instrument assumes that there(fre basic princfbles and processes.

-

underlying all educational approaches and is being utilized to
. ) %:
‘describe the educational process in a variety of programs.

-

The ﬁnformat1on is be1ng collected by an APHA c6mm1ttee
composed of membg;g of all twenty-one APHA sectlons and will be
utilized to ekamine current directions in health education. All
persons who are interviewed will Teceive 1nformatrbn regard1ng

.

. the data geﬁerated by the survey.

/ - . E A v
. . _
B . oo
.




18 . . ' Health. Program Profile . ‘ \

‘
3
.

ﬁote: All reponses are confidential and will not be utilized ~
without the express consent of the interviewee.

~ v y , . . -

Interviever: '

Date: .,

1. Name of program/project '

2. Name of director/title

3. Address

4. Telephoye No. .

5. Names and titles of persans interviewed.

e b ‘ - ) /

T * » o

’

Part I - General Overview

Part I (questions 6{5) deals with the total health'prggfam
of the institution in which the health education activities are

located.
6. Description of total health program. i ’ '
a. Type of institution qpealth §ervigé, school, ‘employer, . \5
etC.) ’ . - ’ ‘ )
P ¥

(ib - / . .o /' T« S
\b. D scribé 'the acfivities oéyfhe health program. . '

-




c. List the most frequent medlcaI or other health problens
1dent1f1ed .by the health program:

. Audience to whom program is directed.

’

are applicable.

V.
2.

10 individuals or 1ess.
/

10 - 50;1nd1v1duals

. 50 - 100 "

.

. 100 - 150
., Over 150

v L ’ =~
b. Age of target audience.
- 1. Under 5 years of‘aée
2.5-9 no "
3. 10 . 19 » "
-3, 20 - 29 " "
5. 30 - 39 " " ,
6. 40 - 49 " "
7,50 -59 " 4 v
8. 60 - 69 ": - .
. 9.70-79 v -
10.. 80 - 89 years of'aée
and over
+ C. Sex.of target audience . y
Male_ Femaié_____
¢ -

- = LY
Please estimate size®<®
if over_ 150 ° .

11g
N

-

» 119

r

-~

Pheck aé pany as

‘t(U

-

-t a, Es;imate%151ze of the target aud1en%$

.:}
—C 0N




d. 'List those health problems addressed specifically by
your program,

-

.
b f . .
‘ : | ‘ \\:5
. .

e. Other factors including but not limited to ecenomic
status, minority/ethnic classification, occupation,
geographic3l area, and educational levels.

§ 4 | R

. \ : ' -—
8. Budget for total program: -

AN

N ~
Sources of funding:

¢ - !

9. Desc¥1be the 51ze and'comp051t10n of the major polity-making’
geoup.

.y 4
L

& . - ' ,
. *

’

a. Is the target audience represented w1th1n the pol1cy-

making group .
Yes . No

. ~

3
LY 4
’ . . (S

b4
b. If yes, in whgt form does this representation take. place.

MRS




N
’ ' ) ) ‘
Part I1 - ‘Specific Health Education Program - .

1 -

' : B 5
The remainder of the insttument deals with the spec1f1c
health education.activities of the project.

N

.
I

10. We would like to make a distinction betheen ﬁrograms .
that haVe a planned, integrated health education ‘component
versus those that are separate activities developed through
the individual initiatives of ‘a few pedple. Is therea .
systematic, coordinated health educatlon _program?

g . . ’
} '

¢

11. Llst’the major areas of your health educatlon activities.
~ ,"
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7 . ‘
Note: The infqrmation requested in Questions 12 through 23
should be collected for each separate health education

activity listed in question number 11.
. L '
12. Identify the target audience.
’ 3

: ) Check if_ggalicible.

‘ ' T Patient
o Pamily .

! ‘Students
'Employees

- Agency Staff | .

8taff-of other agencies C
General community i
Other, please explain. T .

L3
P

a. Size of the target audience ¢
'y ‘ . . ”~
b. Age . .
{ - c.” Sex

\ d.,\gealth problems . . , s

.L\\ e. Other .
A Y l '

f. Dofall recipients or onlyg+sele&ted
iAdividuals receive health education
services? = .

- -

"
N

All Selected Individuals

‘ .

‘ . (Identify below) . St

Q . L \'. 119 s ’
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13, Describe the basic elements of the health educatlon act1v1ty
' 1nclud1ng its educational ObJeCt1V85¢ . .

‘- .

.Note to interviewer: Does the act1v1ty go beyond m1n1ma1 .
. _information giving (eone-way) to an exchange of information
. (two-wdy communication).? Yes No

: : . ™~
14. Describe who carries-out the activity.

. - . 3

Check if applicable.

g Administrator - Registered Nurse ‘
Dentist ' o : - Licensed Practical
. . Nutritionist ' . . Nurse
: Teacher ' . Outreach worker
School health educator__ - . , . Community health
- . .. Receptfionist educator
: = Physician o ) - Aide
. Indicate physician ° ° SR - Social worker
specialty . ? >

o Other: //\ . -
. "\ ~ . ™~

- . a. Descrlbe the health education dutlesaof each person

' chiecked above. . .

. -
+ . - b N

o0




[
b. Do they now or did they in the past receive special
““training for these health education duties? Yes__ "No T
. If yes, pldase describe the types of training provided. . .
.- -and the persons who conduct or conducted the training.

. ’ . 4 - * -

1

., 15. Describé the ﬁetﬂodé and materials utilized.

Group Discussion .

Check if applicable.
I . .

[}

- ’ > . ¢
Role play or 51mu1at10n '

- Audjo-visual Classes .

Counseling Educat10naI<pres¢r1pt10n X
Programmed 1instruction Videotape ’

i ’ Mass media_ - - In-service training '

y, Other:

‘ » ] . ‘\./ .

16. How does the target population learn about. the activity?.

- - ‘,' . v ” ¢ .
/ . .
17. Where does the[activity take place? Is it accessible to a
majority of t target population?
o~ ?
. 18. Describe the evaluation procedures for this activity.

1. Are your objectives written in behaviordl terms? Yes Ne

4

2. Is the act1v1ty evaluated on the basis of these behavioral

objectives.

A

.-
A Y
. X

; - -

5. If the activity is not evaluated on the basis of "behavioral
objectives, what are the cr1ter1a used to evaluate its
effectlveness9 ,




\ \ ¢ v
. , , ’ . - : 125 <
By " B. BAre cost-benefit or cost-effectiveness analyses °
s X, performed? If yes, please explain. Yes No
- ‘ . v - .
\gg - "

.
- .. 4

“»w

'C.’ Is there a mechanism -for consumer evaluation of the

. ‘program? If yes, please explain. Yes. No
o D. Other evaluation mechanisms. Please:iexplain. : ~

- * 0
P -
.. -
[

; . v -
) = - M
- . h 13

; 43-~ R ‘ Ly ~ 1" - L.
- Note to interviewer: Please indicate whether evaluatioh -
] - procedures are informal or formal e T
* 19. Is oné staff person charged with primary responsibiiity,for
‘- .. the project Yes No .
o ) a. What is that persoh's title and what position does he

P . hold within the hierarchy.- of the organization?
o e ' o -, % «
. ‘ :"l ‘ i
- . . ~
%* . . b,  What responsibility does this individual have for
e e . cbordinating the health education activity with other

-activities-of the agenéy?

= $, . ‘ v o.

.

.

* ‘ -
- I “ - -
¢ -

20., Is,%hé health education activity integrated into the total’
- _ health program? If so, please explain how this is accomplished.

4 .- « - .o . .. . N
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+

a.

Are health education activita;es reportable and recorded?
Yes . No

’

- , ' ~ %

b. Are health education activities discussed at staff. [

and/or other meetings on a regular basis? Yes No

21. Describe the budget of the health education activity
i

e .
List amounts by line item categorg}..

[4
-

- Q - _ ) ) i . ’ .
"' b. List titles of staff members included in the Iﬁl“get.

(3 . K - L1
- s . \
-

. . . “ ) ;.
c. List- the percentage of timeé of individual staff members
whichpis devoted to the health education activity

¢+
. .
Y )
_ i

P * N 4 b g . '
" d&. Is the budget increasing ‘ .
: - deéreasing

_ remaining Eﬁe same__. '

“"
-

-

' ¢
. 22; Describe the history of the pro;ect. !

How wag it planned’ S
mitihlly and what chadges ‘have taken place in the course
of -its developmen.t.

- . - >
> 9".\ / N




. . a. besgribe who does the planning. . S

L}
. . . . .

-

2
. * -
. R .
-~ - .
- .
. %
.
- ¢ 7 .
. ! . t N
. B N . .
. .
.

~

‘ R I Is the target populatlon included in the plannlng
: process? If so, please explain.

d . v

- ’ t . N
. b.' Describe the data utiliz¥d. Check if utilized.

: Statistics '8chool reports___
- o Morbidity ) , & Court reports \
- C Mortality . - . Agency reports___ .
“ © _ . Census data____ . Literature search
. " Outpatient ragords Physical exams .
. Consumer . : Case. histories ; .
. intervievws/surveys: | Outside’ consultation

.Agency report{;;
Other: .

,
- b v . . L4 B .
- - ., s 7/

c. Describeé the methods utilized for establishing priorﬁflgs.
- L Lor : : - : i

2

d. Describe ‘the effects o cost factors on the planning
process including-establishment of priorities.




.

e. Llst the chronology .of .evénts which took place in the
~development and implemeqiatzon of thé program.
b3 e |

v

£.. Has \?{xere a written plan fo’ the program?

—

23. 18 the health educafion actlvity tied in or coordinated with
-. the activities of other agenc1es and if so .in what ways?
- Part{cipation in planning |, Manppwer
B Referrals . -, Materials
Technical adv1ce . Physical facilities
Financial assistance ’ LT .
Provision of actual health

: ‘ education services .
- . - LI N )
¢-=® < Other: . RN -
= T R v -
Sy
- .
- - <
£ * “g = *
. Y
- - 8 -~
- " ] x
€
;;‘" - > a——

- E ‘
R , o o el
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. 24. Please list anﬁ additional information which you feel is

i important about the program but whi¢h has not been included
: in the survey questions. :
13 5 .
y{a" .
— - . \-,1,. -
: \ ‘. ad . - -
. . 1 ] .
e ¢ .
14 ' U 4 )
” - . ‘ !
AN ' *
e .
- ) ’ >
i - , _ S—
=%
% .. /. .
. b
"' , IQ\ s
- L 1 s
. < /—
N *a ’ ’
. ~.- _ \' . s .
., - ] )
- - ' . ! '
~ e
4 - e . M
-, p . ‘ '
’e . . ) . * . 4
. ¢ : . i .
. Ay
“
=4 : 2
’ ’ ‘ 3
A}
=
4 , -
’ ) N - . :
. i N
* . . . .
~ - N - i . 19
‘; li’ - . -.'\ ~6 5 ¢
’ - . : .
\) ‘ P t. \‘ - . Y ~ )
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-
~

preliminary Rating Scales of Programming Sophistication

. Based in part upon: g .

-

' Green,. L.W., Marjorie A.C. Young, and Ralph Sollad, Criteria

and Rating Scales for the, Assessment of Program Structure
) and Process. Hacro Systems, Inc..New York, New York.

Consultation Report for the United States Department of Health,
Bducation and Welfare, 1972. . )

"1. Scale, 0 =

1 =

~
.
o
o
1}

p 1=
2 .

.2 f

§4, %cale 0 t

e e

- o ; _

" Little or no attempt to collect data on problem or

population. | .

Some attempt to cd%lect, but ‘no attempt .
consblidate -or use data; or data collecj«d on

«population but not on problem, or prorliem but not

population. p
Reasonable efforts to collect’and consoldate data
from available sources on.béth population
characteristicg and problems.-

-

No evidence of serious review of scientific
literature on the problem prior.to planning.

some evidence of literature review prior to o
planning "but not recorded or used in the planning:

. or literature svstematically reviewed on

-

population but not on problem, or on problem but
not the population. .

Clear documentation of previous research and

experience pertinent to the problem’ and population.

No effort to interview other agency representatives,
in the .communmity who may have had prior experience -

with the problém. .

Some effort o interview others, but some obvious

émissions, or some clearly wasteful overlap in

serviceg. = . .

father thorough survey of- available resources and

individpals with prior experience with' the

problem in the community.

Ho effort to consult other sources and agsistance
re specific data, literature, respurces or

experience were lacking.

Some .assistance or consultation obtained but not
actively sought or not obtained until after the

‘planning stage. . .

tCOBSultatibn‘nsed wﬂgre gBecific data,:liéérature,
resonrcés or experience were lacking.

-
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.
. . ‘ ' ‘
B

. A Y
5. Scale 0 = General idea as to target population for program.

1.=  Agreement on some but not all of the following: b
' -. geographic boundaries, ethnic groups, socioeconomic
groups and age groups to be served.

2 = Writtén.identification of»speéific target groups.

,- - - .

-

75, .Scalé 0 =, Planning based exclusively on réndom observation’ of

» . behavior of thé “"target” groups. . .
. ?a;;5 1 = Planhiqg kased on presumed kﬁowledge, attitudes,
S . valyes and social relationships of the target
. BRI populations. : ‘ __—

-

2 = Planning babeq on concrete data concérning
knowledge, attitundes, values and social
r’elationshi-pk.bf target groups. )

.
-
- X
- N .
.

AN !
: 7.--8cale 0 = No representatives from the target populations
A were actively {neInded {p +he Plannina, .

. :1 = ° Nominal repfggentation of target pobulatioﬂ\in

fu .planning but ‘not in sufficient numbers or '

DT : positions to affect decisidns; or tpo late in the

' : plafhning; or their suggestions were ignored or .

- . discarded.

2 = adequate, active and early p iciPation of
représentatives of the target populations.

8. BScale 0 = Program plan announced to the community at Iarge
only after program was underway. ~

1 = Program plan announced to. the "community é{ter
grant,. contract or budget was received.

7 ‘ 2 = Coﬁﬁanity kept informéd of progréss on a
. continuing basis, ’
s . , _
9. &8cale 0 = No representation of par; cipating agencies in
K planning. ) )
¢ . 1= Nominal partiéipation only.

) Adequate, activelandfearly participation of
. participating agenciies throughout ‘the plannipng.

» « . 4

N
n

. . .
Q . , ] N r A




10. ?cale.o = Representdtion from top level® staff in pléﬁging.

1,- Representation fgom top and middle levels of
8s8tdff Put not: fréom lower levels, or only token
. \\ participation of, lower levels.

- 2 = Adequate, agtive and early participation of
. : ’ representatives from all levels of staff.

-\ o - ‘ i

No attempt to inform personnel until after plans
- were complete. E )

[t
(=
w
« QN
]
[
o
(=]
]

1 = Only middle and top level personnel kept irnformed
during pl;ﬁﬁing. , ‘

~ 2 = All-pepsonnel kept fully informed ‘throughout thé
. plghnrhg. : . ~
/"' ) ) ‘ .
12. Scale 0 = No objéctives explicitly identified for program.
® = ijedfivéé cgatred entirely from the perspective
p . of the agency, or in very vague terms.
Y ~J 2 = Objectives stated in concrete, numerical terms

and in terms of .target population's goals.

13, Scale 0 = Opjectives general.and verbalized by staff.

1 = Global goals writterd into general plan.

2 = Objectivés are clear cut statements of intended
accomplishments including the nature and scope
of results to be achieved, with whom, where and
when. - = .

14, Scale 0 = Objéctives have no priority. , '

1= Objectivés have_gfzifél priority ranking.

2 = - Objectives are rpfikéd according to-agreed upon
priorities. -




-

15. Scale 0 = Health education initiated wfth only vagué reiaﬁionship
. ' . to’overall agenhcy program goals.,- i .

- 4

1 = Health education objectives parallel generéL grograﬁ
» .o goals and- chrqnology. "

2 = Systématic pPlanned relationship between sp ific
s health education objectives and the goals the
. - agency. . '

16. Séale 0 =- No specific plan for recruitment of-consumers’e;
" users 'of services at time services began. T

‘e

1 =. Reécruitment plans limited to mass media ) :
announcements., ¥ -

,, 2 = Well developed outreach plans to regruit speci>!c
' target groups accordimg to priorities dictated by
objectives. . _ - C-

v
-

17. Scate U = " Initial bublicity or promotion of services directed

more to low priority target groups than to high
-priority groups.

1= Initial promotion of serwvices spread ,equally

‘ - without regard .to priority groups or without regatd *
: to limitations,of services. i

o 2= Initlal promotion efforts directed primarYIIy at
o ‘ ) high priority grgups and without Creating more
s demand for services that-can adequately be met at
' the outset. '

‘.

. 18. Sgale 0 = _ No recruitment<§r training for health education

K L skills before program services began. .
_ 1= ﬁec:uitment of staff andfor volunteers before - P
T program .ihitiated, but nz:\training. :

. 2= Recrui%ment and trainingqf. staff and volunteers
o . are continuous. . , ' <

.
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ig.‘ Sséale 0 = Staff assigfed health educatipn duties without ..
any orientation to overall pyogram objectives, b
philosophy and limitations.

1 = Staff assigned with minimal written orientation
‘ material. .8

. . = staff involvéd in mutual orientation program at
which respongibilities and functions were assigned
within the context of program objectiyes, .

philosephy, gservice components and ;imitations.

-

]

L N .
20. Scale 0 = Specific staff functions not indicated beyond
program objectives.

1= Job descriptions include specific responsgibilities,

but not related to prodram objectives or service

components. : - )
U4

Staff functions clearly delineated in relation to
program objectives.

)
v .

N

1

21. Scale 0 = No clear designation ¢f organizational hierarchy
.- or lines of aythority.

- 41 = Hierarchy designated by an organization chart,
but no clear indication of stpervisory
responsibilities. '

»e

2 = Supervisory responsibilities cléhrly delineated
at each:level of brggnization. . :

iz. Scale 0 = -No vertical or horizontal communication between
. staff members. i -

1 = Communication and feedback adequate within the

H

b { organization.. .

. 2 Methods of communication and feedback between staff
s systematically developed and very effective. 5\

-

,23.’ Scale Og= No gfforté to determine in advance appropriate
methods or materials for audience.

—
—

!

1 = _Some efforts to aetermine experience of others in. .
’ utilization of materials. ' : —_

.

2= -Pre~test approaches on target audience.

S &)
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24, Scale 0 = Utilization of available materials without

. application of specific criteria. -

7“1 = 'Systematic analysis of available‘materials utilizing

) specific criteria. : ,
2 = Selected use of available materials with planned
~ capability to meet specific program requjrements.
25. Scale 0 = Eyvaluation considered during planning and preparation
] but no written plan or design.
1 = General design but no é;;cific criteria.

. /
2.= Evaluation design and sampling plan well developed
. prior to implementation of the program.

£

26. Scale 0 No mechanism for de%grmining recipients reaction.to

program.

1 = SporadIc effort +o arcartain program recipiantd'sc o
reaciion. . ’

2.= Formalized mechanism for ascertaining ré%ip{ent's
reaction. . . :

14
‘e

27. Scale 0 = / No mechanism for feedback from staff concerning®
program operations, ’

1 = . Mechanism which provides sporadic feedback from

staff concerning program operations. -
4 . . .
- 2 = Pormalized and systematic mechanisms for providing
. .feedback and development of regsponses based on
S , results of feedback. ) '

’ .

23;'ScaIé 0= No speéific yiisih educationrbuddet..:

1= Specific resourcezhincLuding salaries are assigned
. . to health educatioh. o

2'= Identifiabié, realistic budget developed. on the

g basis of the health education program plan.

ERIC - 132

.
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29, Scale 0 = No effort to develop outside resoqfces. -

£ 1 = Sporadic utdlization of outside resources.
. . . . .( - <
c2 Systematic development and utilization of outside
< resources based on program plan. ‘
. 3n, :Scale 0 = Little to no communication with other agencies.
1 '3 1= Communication and feedback with cooperating agencies
t . - is adquate. ’
L ] / .
’/’_ 2 = Systematic and effective methods developed for
] : commurfication and feedback with cooperating
agencies. -
" - 31, Scale 0 = No referral. sources officially contacted prior to
program initiation. s
’ 1.= Referral sources contacted but not prepared to
provide or receive referrals at time of program
. -opening. o
2= ferral sources providing and/or receiving

Yeferrals as of opening of program. ,

3 v 2 .

5 ) 0 v ’ 4
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