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FOREWORD

_T'he_j(-)hn E. Fogarty International Center for Advz.i'nlcfed Study in !

theé Health Scienced s a federaly established focal point  for sharing
America’s’ health research with more than 48 other nations of, the
world. The Center’also functions as a forum for drawi { together

the'y eats and resources of other countries, and engaging them in
whyﬂ&i

at:bear on the many and’varied health problems of (hé“ United

States. S’in.!ce, 1968 when it was designa}&a memoria&{(o Congres'§man
John E. Fogarty of Rhode Island, the Center his pursued: Mr.

Fogarty's vision of international scientific cooperation in the interests .

of nmnki])d.’ &: ‘ '
The Fogarty Center's programs, developed by medital,

_administrative: professionals, promote advanced study in biomedical

and re‘la'ltcd sciences with & view toward improving health and physical

well-being through practical means. Under the aegis of the Conter-
engl and Seminar Program of the Center, scientists are brought
&ﬁh@r‘ for® study «and discussion of topics such as liver disease,
diabetes mellitus, and chronic childhood -illness. The ‘Geographic

-Health Studies—Program sponsors analyses of .the health care system

[

4

- purposes, ftor the_good of.all human beings. Tq this end, the presént

. . . . - . .
and medical research of other countries to determine how their

. experiences might serve as models fof health cade in the United.
I ﬁf“ﬁtdws; Mvureover, scientists who have been singled out for their
<

-3 Ry . . o e N RPN . pe Y . n-
.'«;si ecial ‘concerns by their own countries can a ply for fellowship

’ N n Y . P .
_awhrds through the Scholars and Fellowships Program. These awards.
~_engble them to work closely with U.S. scientists at NIH or at academic
~msatutions throughout the country. In like manner,» American

‘l‘ese;lrchel_‘s are sponsored for study abroad.
During the years of sits formation and growth, the Fogarty Inter-

monograph has been prepared, in cooperation with the American

College of Preventive ’Medicin&e. .(h‘e Pan .American Community -

- ‘Health Association: the Bureau of GCommunity Health Services,

Health Services Administration; the Office of Child Dewelopment

l and the Office of Human Developmént, DHEW; and the Natiogal
- Institute of Child Health and Human Development. , *

This monograph derives from a conference spongdied by t

.Fo‘g;u-{"y Center w?ich- brought together 65 experts in evaluation,

organizers of healt cgu*é systems, directoys of child health programs,

~.Q~.v

eal(h;,"and’

]

national Center has been dedicated to the use of science for peaceful -
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university- .nﬂllmted educators, social sciefitists, economists, policymak-

ers, and consumer. ddvocates from the United States‘-‘md Latin

America. Of primary concern ‘Wwas the need for a current evaluation
of miaternal and child health services. delivery systems and the

implications of thi$ evuluation for health professional education in

-the Americas. It is hoped that the discussions in this volume will form
.‘a comprehensive report-about a var lety od issues relatw to the health .

-

of the world’s children. . .
- ! : ' b ! ' .
&; < " MiLo D. LEAVITT, JR., M.D. .
e Dlreclor
‘ Fogdrt) Iniernational Center -
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WELCOMING REMARKS

: - Milo D. Leavitt, Jr. .

In September 1975, an agreement was reached among officers of
the Fogarty International Center, the American College of Preventive
Medicine, and the Pan American Community Health Association to
hold -a workshop on child- health care in the Americas that would

- focus primarily on methodologies for evaluating health ser&icesj to
children. The focus and target population were chosen because of

the growing interest and activities in different countries in the

Americas in evaluation of thése services. This has provided an -

excellent opportunity for an international exchange of information:

Dr. Samuel?J. ‘Bosch, of the American College of Preventive
Medicine, and Associale.fProfessor of Community Medicine, Mount

Sinai School of Medicine, New York, and Dr. \/Antonio Ordoriez-Plaja;

representing the Pan American Community Health Asspciation, and
Director of the Colombian National Institute of Family Welfare, were
given the responsibility for planning and chairing the workshop. Dr.
Jaime Arias, of the Colombian Department of Public Health, has
undertaken the important tas coordinating the reporting on
evaluation projects in different cojn(ries as well as the deyelopment

. of that information for presentation and analysis at this workshop.
Several agencies within the Department of Health, Education, and °
Welfare have program interest in this matter and are cosponsors of

this workshop. In addition, a number of their key scientific staff are
participants. The Kogarty Center staff has worked enthusiastically
with the planning committee to put together what we hope will be a

successful, informative copference.
. Aol

%
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.WELCOMING REMARKS =~
. S_amuel ]. Bosch

I would like to welu)me you to this meeting in the namé of the
American C()llege of Prevenuve Medicine. The (,ullege though

basically a U.S. organization, has always recognized the i importance of

havmg close ties with professionals dedicated to preventive medicine
in ()[hChpdl‘[S of the world, Indicative of,ties, interest, and feelings of
collegiality is, the fact that the College recently established a new
category of m(ern.mon‘y membenshlp for physiciangs in the specialty
of preventive medicine. In sponsoring meetings suck_as this, we are
looking for new and beétter ways to develop knowledge about issues
that are of common interest around the world.

This particular meeting has been planned and organized by

representatives of the sponsoring institutions. The “planning has

defined the following goals for the meeting:

—To establish channels of communication between health care
evaluatoxs from dllf.encn( dmlplxnes and .from dlffelenl countries
in the Americas. - ~

.

-\ —To promote an exchange of information and experiences in

evaluation techniques: comparing approaches, - methods, needed
- resqurces”difficulties, achievements, and failures. '

Evaluation of health care was selected as a topic because it was
recognized that this problem is comenon to*many countries. and gne

about which we still have very limited knowledge. The planning also

stressed the fact that language and cultural barriers can be minimized

through this topic. The team chose child care as the main focus
because solving. child health problems is a recognized priority in most
ofhe American countries.

We hope that this conference w ill plOVIdC each of us an opportu-
nity for analvsis of eur own experience in evaluation and for thought
about its implications for e.uh of our u)umues

° Xt
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CHILD HEALTH IN THE AMERICAS: A HISTORICAL

. AND GLOBAL PERSPECTIVE '

| S\ o Joe D. quy o \<~
Intx'dducﬁqn C o~ A o . -

" Child health in the Americas is a reflection of the quality of health
services provided. The health of children depends, of course{™on

- other things ‘as well. The socioeconomic status of their famili¢s is -

surely one of the most important factors. Many, thoughtful observers
believe, jn' fact, that the health status of children—especially in the
first few years of llfe—fg one of the best indicators of a country’s

social and economlc development. Those of us who are concerned, -
professnonally or® otherwise, with the welfare of children in the

Americas know that the available data indicate extreme variation in
the status of gﬁ]dren in different countries of our hemisphere. We
are fortunate in that this mformanon, uneven as it may be in some
respects, is far better m this hemlsphere than in most other regions
of the world.

The Pan American Health Orgamzauon (PAHO) deserves credit
for much of this information; among the most revealing of the

' PAHO studies is Patterns of Mortality in Childhood (Puffer and Serrano

1971). Mortality, of course, is a negative indicator of\bealth ‘but it is
the best we have and it is extt¢mely useful. By examining the trends
in mortality patterns over the last few years we can at least estimate
the progress that has been made in the status of child health in the
Americas. By studying the available data concerning certain other
specific, major problems that afflictsthe children in this hemisphere,
we can get some idea of where we should concentrate our efforts to
improve child health in this region. Finally, by placing this study in
both a historical and a global perspective, we can derive some
estimates of what is likely to happen if present trends continue.

~ Trends in Childhood Mortality in the Western Hemisphere -

' Two simple but revealing indécators of the status of child health
are the proportion of all deaths that occur in children under age 5,

3
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Flgure 1. Percentage of deaths under age 5, Western Hemlsphere. 1972
[Redrawn from PAHO 1974] f

and infant mortality rates. Figure 1 shows the :changes in the
proportion of deaths occurring in children under ages 1 and 5 in
Northern America, Middle America, and South America since 1964.

We know from Northern American data, as well as from similar

European data, that when children are well nourished and adequately

protected from infection, the proportion of deaths in.children under

age 5 is small. Evidence (figure 1) from a PAHO review of health

“conditions in the Americas (PAHO 1974) strongly suggests that the

average child in"Middle and South America is not yet receiving
adequate nutrition, protection from infection, or prOper medical

care. Figure 2 shows the .trends in infant mortality in Middle and

South America, -as well as the goals agreed upon at Punta del Este
(PAHO 1974, 1971). Although the rates have declined in the past 15
years, it is clear that excessive numbers of infants are dying in the
first year of life, both in Middle and South America. Some indication
of the'numbers of deaths for specific, mostly preventable, diseases, is
given imfigure 3. If literally thousands of children are dying
needlessly, what can we conclude about child health services? :

As we contemplate such mortality rates, we should bear in mind a

statement made by Dr. Cicely Wllllams (1953) many years ago:

persons realized that “the survival of the fittest¥s a misapplied
hche It was not rccogmzed that the same conditions that will kill
30% of the babies in the first year of life will ‘also produce a large
propomon of persons with damaged lives who will be a burden for
yedrs and perish at a later date. '

14
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Figure 3. Numbers of deaths expected in children under.age 5 on the basis
of U.S. rates, and excess deaths, by various causes, Latin America 1970
[Redrawn from PAHO 1971] :
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Tablc 1 Neonat.al Mortahty by Birth chght Ribeirag Preto and Cilifornia
Projects, Inter-American Investigation of Mortality in CHildhood and Umted
States 1960 Birth Cohort (dcaths per 1,000 hve births)

.

Ribeirao Preto

. ) &
* Birthweight : California S project .
(grams) v project : 1968-70 N
1,000 or less - §g.o.o,-' : 806
1,001-1,500 - . : 4348 : " 696.3 v
1,501-000 1089 4 3910 :
2,001-2 : C 282 ' .68l
: 2,500 or less - . : , 129.9 ! . 2157
2,501-3,000 . 5.4 8
8,001-3,500 : 25 . . ' vﬁs
"  3,501-4,000 . __— T22 6.0 .
. 4,001 and more : ' 3.1 L 8.7 .
* " 2,501 and more : R ¥ ' 100 .°
Total C 127 LN 282 -

Sounce: Puffcr and Serranqk 1-975 chroduccd wnh permission of Pan American Health &
: Orgamzanon . ¢ .

A Fortur_la_tely, 30.perce_nt-of babies no longer die in the first year of
_life, but Dr. Williams’ admonition to remember the damage done to
those who survive is surely as applicable today as it was 25 years ago.

'Low Birth Weight and Mortality |

"A major cause of éxcessive infant mortality everywhere is low birth .
weight. A gecent analysis showed, for example,qthat a significant
proportion d—racial differences in infant mortality%tes in the United -
States could be accounted for by differences in birth weights: In
those groups with higher mortality rates there is a higher percentage -
of babies with low birth weights (Habicht et al. 1974). Similarly, a
recent study in, England revealed that much of the variation in infant
mortality. is assocfatel with only two factors: bll‘[ﬁ weight and social,
class—and the two are obviously interrelated (Nellgan 1974). ’

Variations in mortality with birth weight are striking and were ‘
clearly shown in the Pans American Health Orgamzauorfstudy of
mortality in childhood (Puﬁfer and Serrano 1971, 1975; Serrano and
Puffer 1974) Table 1 shows the mortahty in the first month of life,
by birth welght in two of the PAHO study sites in Brazil and the
. United States. The high rates in the lowest weight groups are

" expected; the striking fact is that rates in infants weighing between
2,501 and 3,000 grams, a weight range usually ¢onsidered “normal,”
are approximately twice as high as those ﬁnfants with blrth ‘weights

* over 3,001 grams. '

~ B
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Figure 4. Distributi®® of live births, by hirth weight, various countries, 197¢ .
[Redrawn from Serrano and Puffer 1974] - -
\

“T'he full significance of this becomes apparent whsn"we examine-
other findings of the PAHO study showing the distribution of birth
weights in varipus places. In figure 4, it is clear that the number of
newborns with weights that place.them at higher risk is much greater’
in the Latin American sites than in (Iulifm%u errano and Puffer
1974). ' o ST '

‘Theimportance of this finding is tremendously i

reased by recent

.observations at the Instituto de Nutricion de Centro ‘America y
Panami (INCAP). Swuudies there have shown that dietary supplemen-

tation of prégnant women' can significantly increase birth weights

(Habicht et al. lQ74); Lechtig et al. 19,7521; Lechtig et al. 1975b). The - - 'S
average weight of babies born to mothers who ‘had received supple-
ments providing at least 20,000 calories during either the second or’

- third trimester was 200 grams higher than that, et babies born to

unsupplemented mothers. Thiis, INCAP "has demonstrated that a

-stimple and not very costly interventisn du ring pregnancy can increase ‘\

birth weights and enhance the probability of suvvival.

4

- Malnutrition and Mortality -~ - T M

The assoctation I_))'twc v malnutrition dnd infection, and the fre-
quently resulting mortalitys is well known (Scrimshaw et al. 1968). If

-we wish to understand the high mortality rates that prevail in many

parts of the Western Hemisphere, we should examme the data from '
Puffer and Serrano, whose study (1971) showed: clearly the role of

N
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“Figure 5. Percentage of deaths in children’ under age 5, with m.llnutrmon as.
associated cause, various’ undellymg causes. Latin American cities, 1970
o [Redmwn from Puffer and Serrano 1971] ) . ’

1

‘mdlnutrmdn in producing lnf‘mt)and early childhood mortallty From:

& wealth - of thought-provoking ‘data in. their report, only a small”

sample can be presented here. Figure.5 shows ‘the importance of- .
.~ . malnutrition.as an associated cause of death in children under age 5,
+ as observed in six cities included in theiy study sample, three in Brazil
“and three in Colombia. Malnutrition.was an assocnated cause-of death
" in about 50 percent of all.cases in the Gix cities. It was a consnstently
‘important associated cause in diarrheal diseases and measles; ranging
y from 50 percent to -almost 80 percent, and was found in 30 to 45

\“pi,rcent of {h‘ose children’dlying of resplratory infections. b
n figure 6 the percentage of deaths in children under age 5 in
‘which malnutrmon was found to be either an underlying or an
associated cause is shown by age group Such depmths were not too
' -prevalent in the first month of.life, but became more so between the
first and the sixth months. From the sixth to the eleventh mohths,
- the proporuon reached almost 50 percent and thereafter rema‘ned
high. What is. especlally striking about these findings is that maln
tion increased in each succeeding- year as an underlying (i.e.: primaty)
. use,of death throughout the fést' 5 years of life. Clearly, malnutr
. trgn .15 not a problem that,children snmply pass through in early
: -.childhood, but ohe that ggersists .and, in fact, becomes even more .
important in later c_hlldhoea - ' R
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from PAHO 1971] . . . " -
. We know &om a number of surveys carried out in v‘ariou's ’pq?‘;s of =
the Western Hemisphere that in many countries malnutrition in
children under,a'é‘? 5 is indeed widely prevalent. Figure 7, for
example, shows.the results' of surveys carried -out -among Central
American countries (PAHO 1974). Nowhere' is the overall rate
significantly less than 50 percent afid it is over 70 percent in three bf

these ‘countries, where almost one third ¢f the children have moder-  .°
ate orsevere malnutrition. . -
) v ~ Percent o
“ < 60 .- 8o 100
L 'y L )| L L
| 1 | I 1 |
- Guatemala - R l
. [ ] | | L,
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Figure 7. Percentage of children under age 5 with various grades of

malnutrition, in six Latin.American countries, around 1970 [Redrawn®from
.PAHO 1974] = ~ ‘
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.
Eveh if we :fnorc the' tragic; resul ?f malﬁutrmon as ﬂbflected T
. thq mortahty ata, we must not forget' the long-lastmg consequences
of maknumuori in" these children. Surely we must acknowledge ‘that
v rhalnutrmon is a major factor in-determining the health status of .,
“yoyng children in many,_parts of ‘h&Amerlcas soday.. This concept is
'Pl‘ o not newjedlamclans nutritionists, and others‘have been well aware
' of t-he problem of malnutrition in Latin America for the last,15 or 20
" years. Dozeny oY} natjoral ahd internati nal‘bonferences have hgen
held; thexs®nds of articlgs and probably scores of monoqraphs have .,
been publlshed Yet in-marly parts of this hemisphere the problems .
_remain essentially the same. Surely, eradlcatmg malnutrition ‘in”

2 children é‘lxag&;dposes the most serious of all ch'1llenges 10 those
ith the

concerned alth of children in the Western Hemlspher’é o
\C ? . T
. Breast Feedmg and the Healﬂé’ of. Infants o -,
: » v
— ~ -~
. * Malnutrition in early chlldhood is the resu]t of-a great many
- interacting factors. We knov, however, that breast feeding in the very
4 early months of life provides fully adequate .nutrition, as well as-
- protection from infections. Unfortunately, w also know that breast
" - feeding is being abandoned in many parts of the Americas, especially
. ~in the urban areas.’ This trend must be a matter’of serious cgncern to
- a)l pediatricians and others responsnble for the care of children. The
~increased risks associated with artificial feeding of infants. were
o Table 2. Morbidity and Mortality Rates per 1,000 Infants, ‘Ages 1 to 9.
‘. . Months, and Fatality per 100 cases, by Dmgnosls and Type of Feeding,
. “Chicago, U.S.A. ‘1924—29 T .
! ( ’ Partially Ratios,
o - . : . Breast- Bottle- 'y Breast:
Diagnosis . Breast-Fed Fed Fed Bottle )
, Respiratory . .
Morbidity 12799 3399 §80.6 ) o L4 "
Mordlity 0.4 5.1 ' 53.9 11347
Case fatality - 0.15 1.5 13.8° 1:92 *
’ (ulstlmnruun.ll v' : * e )
VO 51.8 1204 . 158.8 ER N
R 0.2 S 0.7 8.2 1:41.0
Cse farality , 04 - 06 : 5.2 1:13.0
“Unclassitied” ) .
Morbidity 33.0 i AY 81.4 1:2.5
Mortahty . 0.7 .29 19.3. 1:27.6
s Case fatility , 22 49 23.7 1: 1.8
Infants at risk 7 9,749 , T BH0S - g LTOT Z
Source: Grulee et al, JAMA 103: 735748, ( up\nghl 1934, American Medical Assodation. Funhtr '
reproduction prohibite « withput permission ()l/u_m\\liz-hl holder.
, . S ¢
' o D) : -
s : ‘ \\> “ U ) ) -
- : . \
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) ~ s ~ Chid Health in the- Americas il
' apparent ‘ifi the late 19th century (Knodel and van de Walle 1967).
_Repeated studies since then have confirmed’the early findings
(Howarth 1905, Davis 1918, Woodbpry 1922, Grulee et al. 1934,
1935, Robinson 1951). Table 2, for example, shows the variations in
morbidity and mortality rates by type of feeding and by selected ~
_ diagnosis during the first 9 months of life, as ‘$hown in a”study
» - carried out in Chicago.in the late 1920s. There are striking differ-
, ences in mortality rates from respiratory infections, didsrheal diseases,
L _aﬁd other infections,- depending .on the type of feeding. Morbidity
: rates are,'by no means so different, although they. are of course |
- higher in bottle-fed babies. Thus, br
¢ modest protection from infection,
» dying. o S .
Although comparable current itfformation from Latin America is
P limited, it shows clearly that the ‘excessive risk associated with bottle
‘ feeding is surely still present today in much of that-area. In figure 8,
the results of a study carried out in Chile a few years ago (Plank and
Milanesi 1973) show that there is an excess of mortality among

partially breast-fed and e,\"en-moi'among bottle-fed babies at ages 4

st feeding appears to provide
t a great deal of protéction from

601 : :
’ ! DBreast-fed
& Partially |
s 20 - breast-fed
s ! Bbttle-fed
&
= 40
o ‘.
o
e
v 30
@
Q
w
S 20
P
o
4 10
J

4 weeks 3 months v 6 months

~ Figure 8. Mortality rates during the first year of life in breast-fed, partially
breast-fed, and bottle-fed infants, among those surviving at 4 weeks, 3 .

months, and 6 months, rural Chile; 1969-70 [Data from Plank and Milanesi
1973] o ' o
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) Tabie_ 3. Proportions of Infgnts Breast—Fe;*&@”il’ont‘hs ‘or - ey in°the -

'Population, and Among Infants Dying at 6 io I Months, in'4 O'Study

Lea

Areas, Around 1970 T e 8ot N
) N i’er_ccnl Breast-Fed "' . Ratioof
— : — ‘ Mortality .
R . L ‘ Infants Dying* R(i)sk fo:' ¢
. Total Infant at 6-11 Mos. Breast-Fdg.
. . Population »+ ° ; < -6 mos.
Study Areas < 6 mos. = 6 mos. < 6mos. =6mos. =6mos. !
El Salvador® 20 80 ' 780" 220 . 1421
. Kingston, Jamaica® . 51 . 49 -’ 874 . 126 . . 7.kl
Medeflin, Colombia? - 618 31.2 913 8.8 6.4: 1
Sao-Paulo, Brazil® . 772 - - 228 95.9 4.1 . 6.8: 1

. - . }. - - e . .
Souras: (a) Puffer and Serrano 1971, (b) Menchi et al. (1972), (9) Grantham-McGregor and
Beik, 1970, (d) Oberndorfer and Mejix (1968), (€) Iunes et al..1975 -

.
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Figure 9. Ratio of ‘mortality rates at various ages under 5 years to Canadian
rates for those ages, four Latin American countries, 1972 {From data in
-‘PAHO 1974] : ‘ '
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weeks, 3 months, and even at 6 months. Futther confirmation of this
is shown in table 3, based on mortality data from the PAHO study
“and from four other studies of the prevalepce of breast ‘feeding in
the total population of four Latin American cities (Mencht et al .
" 1972, Graﬂ!ham-Mc(}egor and Beck 1970, Oberndorfer and Mejia
1968, Junes et al. 1975). It is clear that the risk of death between ages
6 and 11 months is 7 to 14 times greater aﬁmong infants who were
_breast fed for less than. 6 months. ' . ,
Indirect evidence of the protection provicied by breast feeding is
seen in figure 9, which shows the ratio of the 1972 moruality rates at
. various ages during infancy and childhood in a number of Latini
American countries to those for the same ages in Canada {PAHOg»
1974). As Monckeberg pointed out some years ago (1970), where
mortality ratios are high in the first year f life, we can expect that
_ bottle feeding is common and produces early, severe malnutrition.
High mortality ratios in the second through fourth years of life are
more indicative of a poor environment as well as the limited
- availability of medical care. If.Monckeberg\s conclusions.are correct,
_ We can assume, as, he did, that in his }OZ[L"Y’ Chile, bottle feeding is
d

indeed a problem while health status medical care are relatively
better beyond the age of 1 year. In enezuela, on the other hand,
‘bottle feeding may be somewhat less common; as refiected by lower
Tatios under age 1 year, but health care after the first year of life is
probably less adequate than it is in Chile. ’ :

. . - A

'Dianhéal Diseasés in the Children of Latm America

For many years we have known that respiratory infections and
diarrheal diseases érp the leading causes of death in children under
age 5 throughout the developing world. It is instructive to review the
infant mortality patterns in New York City, by cause of death,
between 1898 ‘and 1931, as shown in figure 10 (McDermott 1966).
During the 33-year period. infant mortality fell from 140 per 1,000
live births to well under 60 per 1,000 live births. As is clear in the
figure, much of this decline in mortality occurred because of the
steady decrease in deaths from diarrheal diseases and from respira-
tory infections. McDermott (1966), as well as Dubos (1966), has
pointed out that at no time during this period did the health
professionals have available any specific effective preventive or curative
measures. for either of these conditions that were killing so many
infants. The number of déaths decreased, they suggest, because of a
variety of improvements in the standard of living, particularly in
nutrition, rather than because of any specific, easily- transferred

, technology.

I

. . “~aw
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Figure 10. -lﬁfanl mortality rate, by cause” New York City, 1898-1931"
[Redrawn from McDermott 1966] : o
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Figure 11. 1972 infant mortality rates and proportion of deaths due to
diarrheal diseases in Latin American countries, plotted against infant
mortality rates and diarrheal deaths in New York City, 1915-50 [Data from
McDermott 1966. New York City- Health Department 1976, PAHO 1974]
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v : o
The status of diarrheal diseases in the Americas today is shown in
“~figure 11. The infant mortality rate and the proportion of that rate-
due to diarrheal diseases in New York City between 1915 and 1950
was drawn. Then, on the New York infant mortality curve the -
current infant mortality rate for a ndmber of Latin American
. countries (PAHO 1974) was. plotted agd the'prqportion ‘of that /
-mortality due to diarrheal diseases indicated with a bar. As the figure
- . shows clearly, current infant mortality rates in these coumtries are in a
range comparable to levels in the United States between 25 afd 60
years ago. It is interesting to note, furthermore, that the proportion
) of mertality due to diarrheal disease in contemporary Latin countries.
[is approximately equal to that in the United States when infant
mortality rates were equally high. Given the importance of diarrheal
diseases as a cause of death in infants and young children, and the
association with environmental factors including nutrition, it is clear
that much remains to be done. o .

Health Status of Children and the Economy v

For at least 100 years, physicians have recognized a strong correla-
tion between the socioeconomic status of families:and mortality rates-
in infants of those families (Newman 1906). Table 4, for example,
shows the infant mortality rate by income group in Sweden over 50
years ago (Titmuss 1943). Note that in the highest income class, the
infant mortality rate was already below 15 per 1,000 live births—a .
‘level yet to be reached in the United States (Wegman 1976). b ,

Some evidence of the exquisite sensitivity of child health to ,
economic changes as reflected by mortality rates is shown in figure . .
12. There, we see chHanges in economic trends as indicated by -
unemployment rates, and changes in the trends of infant death rates
within the first day of life, between 1915 and 1965 (Brenner 1973).
These variations in mortality in infants in the first 24 hours obviously

h

Table 4. Infant Mortality Rates, by 'l’ncome Class.'StockhoIm, 1918-22

Income, Swedish crowns?®

. ) 4,000~ 6,000~ .
. < 4,000 5,999 9,990 > 10,000
Neonatal 24.0 15.1 19.7- 11.4
Postneonatal - 249 . 23.2 i2.2 2.9
Infant 48.9 38.3 319 . 14.3
"US.$1 = Sw. cr. 3.3 (2)
Source: Rietz, cited by Titmuss, 1948 v N ’
i e
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Figure 12. Assocnauon between deviations in infant mortality rates in the ﬁrst

24 hours and in economic trends, United States 1915—65 [Redrawn from,
Brenner 1973]

cannot be due to differences in their external ehvircrnment. They
must instead bé related to differencés in the mother’s circumstances .
or physical condition, which can be due to economically related ,
‘environmental circumstances. The findings suggest that as economic
conditions worsen, indicated by i increasing unemplo?ment something:
~happens in mothers . that increases the likelihood that infants they
produce will die within<24 hours. Given the* well-established impor-
tance of birth weight as a factor in infant survival and the recently-
available evidence concermng the -impact of maternal nutrition on
birth (Habicht et al. 1974, 1975; Lechtig, et al. 1972, 1975), it seems
altogether likely that what we are seeing reflects the~impact of
economic conditions on the nutritional status of the mother—which,
in turn; affects the birth weight and thus the surviva] of her infants.

Evidence that economic factors have as powerful an impact- on
‘infant mor?hty in Latin America as in the .United States is presented «
in figure ¥3, which shows the infant mortality rate in Sao”Paulo
between 1950 and 1970 and real income during that samevperlod A
(Leser 1973). As income lmproved between 1950 and 1960 there was
“a generally substantial decrease in infant mortality. As real income
"declined between 1960 and 1970, infant mortality rates began to rlse
and were finally as high in 1970 as they had been in 1950.
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Figure 3. Variations in real income and infant mortality rales Sdo Paolo,
Brazil, 1950-70 [Data from Leser l"973]
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The health status of children, as noted earlier, is a powerful
indicator of the economic status of the mass of ordinary people. The
evidence, however, indicates clearly that economic factors ‘are power-
ful determinants of the health of children. As physicians we surely
have an obligation to apply our medical knowledge and skills to
improve the health of. chlldren in the Americas. If we truly wish to
help the children of Latin America, we also have an obhgauoq to do
what we can to eliminate poverty.

Ellmmatmg poverty means more than merely increasing the gross
national product.’ Figure 14 shows the relation between income per
person and infant mortality rates in a number of countries (World

'Bank 1975, UNESCO 1975). There is a clear general trend: As

income goes - up, infant mortality goes' down. More interesting;
however, are the exceptions to the trend: Some countries with high
incomes have relatively high mortality rates; others have low incomes
with relatively .,]ow mortality. How can we account for these excep-
tions? We do know that in many¥fountries with higher income and
higher mortality rates.the richest 5 percent of the population collect
from one. fourth to one half of the income while the poorest 40
percent receive 15 percent of the income or less, sometimes much
less. The available estimates of the income shares received by the
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Figure 14. Association between per capita income and infani mortality rates,
various countries, 1972 [Data from World Bank 1975, UNESCO 1976]

< . -

richest 5 percent and the poorest 40 percent in the Lillm American
countries included in the figure are shown in table 5 (Ade¢lman and
Morris 1973). The situation of the very poorest is worse. In Mexico,
for example, the poorest 20 percent of the population attempt to
survive on 1.8 percent of the income (Barnet and Muller 1974; see
also Power 1975). The poor health status of many children in Latin
America is not surprising. : ' ‘

4

'Table 5. Income Distribution Estimates in Various Latin American Coun-

tries .
"\ : . Percentage Share of Income
Poorest Richest
Country ' 40 Percent 5 Percent
Brazil _ L 129 » 38.40
Chile . T N\ ' 15.0 22.60
Colombia 18 , 404 -
Costa Rica . 13.3 35.0
~ Ecvador * 16.9 33.7
Mexico , , , 10.5 : 285 |
Panama. S 14.3 ., 345
Peru - 8.8 48.3

Venezuela . 13.4 .. 282

Souna; Excerpted from Adelman and Morris, Economic Growth ‘and Social Equity in Devehoping
(‘aumriuASunford University Press. 1973 .

K
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- On the other hand, we know that where i income is low and infant
mortality is low/ as is the case in Sri Lanka and Kerala, there has
usually been significant land or income redistribution (Grant 1976,
Ratcliffe 1976). There is more to. it than that, of course. Both Sri

Lanka and Kerala have extensive (even though not expensive) health
services, and hteracy rates ‘are high, for example. But the result of

such factors, coupled with more equitable income distribution, is a
minimally adequate standard of living for the poorest famlhes—and

_their children benefit.

Vi
Conclusions
This brief sampling of available data concerning the status of

children in the Americas indicates very clearly that among infants
and children in Latin America, there ‘is still much suffering that is

undoubtedly preventable and there are many thousands of needless

deaths. As we have seen, many of -these deaths 3ré associated with
malnutrition; many others are caused by d;scases which are com-
pletely preventable by immunization or prompt and often simple
treatment. The health services. required to prevent these needless

- deaths are neither complex nor terribly castly: a decent diet for
mother during pregnancy and lactation; breast feeding early and an
adequate weaning diet later; immunizations; snmple, early treatment
" for respiratory irifections and diarrhea.’

If this short list of health service measures—which are surely not

" ‘mysterious, or even sophisticated—were provided, infant and early

childhood mottality could. easily be cut in-half. A decent standard of
living for those c Jﬁdren and their families in the poorest population
groups would havelthe same effect. What are we.altmg for? '

L)
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CHILD HEALTHIN LATINAMERICA.AND'IHE
- CARIBBEAN

. B Iorge V. Rosselot .
L . 'IN'I'ROQUC'I'ION

The proccsses of growth and dcvclopmqnt which are the outstand-
ing characteristics of mfancy and childhood can be advcrscly affected
by multiple factors. Prominest among these are socioeconomic ahd .
cultural backwardness and a population growth.that outstrips the
resources of the social sectors, including the health sector. Not only B
can the resultant problems affect child health and later stages of the

slife cycle, but the well- -being of the family as a wholc may also be
impaired (Rosselot 1972, PAHO 1973). .

Convcnuonally. the portign of the population affected covers a
generation, which may be considered to begin immediately following
conception and to continue through the embryonic and fetal phases

- (gestation), and then, after deliveny, through infancy, childhood,
adolescence, and youth (Rosselot 1974 WHO 1974). Thc cycle is then
closed, and.a new cycle begms '

’ ’ : Co e

THE RIGHTS OF CHILDREN .

Children and adolescents need protection, both in the special
process of adaptation set in motion by dcyclopmcnt, which makes
them especially. vulnerable to the environment, and in their prepara-
tion for a working life, which subscqucntly ‘enables them to be

~ effective participants in ‘national dcvclopmcnt 4

At present, all countries are well aware that the commltmcnts
embodied in the Declaration of Human Rights must be honored and
translated into-an acceptable level of hvmg, health, and well-being.
This standard includes special care and assistance dunng infancy.

Specifically, the principles regarding the protection of infants that
were embodied in the 1959 United Nations Declaration of the Rights

& . 23
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of Chlldren (lnstituto lnteramencano del Nino 1961) must be put

" into effect. These include:

—Right to a name and ndtionality . _

—Right to social security and health =~ - '
—Right to full and harmonious developmem

, —Right to family love

—Right to education and recreation _

—Right of handlcapped chlldren to spemal treatinent, educauon, and .

. * care _ . :

' —Preemptive right to aid S ‘ '

-—Rxgl}t to protection in employment -

—Right to protection against social discrimination

The responsibility for satisfying the needs of children falls on the
family, the community, the State, and, to a significant degree, on
international .cooperation agencies. These needs vary« greatly. Those,
for health, education, social welfare, vocational counseling, and
employment are of high priority. Thus, fulfillment of these principles:
calls for a firm policy decision, which must be implemented through
the effective .coordination (at both the technical-administrative and
intersectoral levels) of the programs of the government and private
agencies concerned and through the continuing and active coopera-
“tion of the target communities. It is cbvious that the indicators for
evaluating these programs should be direct and comprehensive,
allowing for the assessment of the various components of the health

and welfare processes. ‘

STATUS OF CHILD HEALTH IN LATIN AMERICA AND THE
CARIBBEAN
'Health Problems - .
The estimated population of Latin America in 1976 was 326
"million; the projected population around the year 2000 is 606 million.
Jhe basic demographic indicators are birth rate, 37.0 per! thousand;
general mortality rate, 9.0 per thousand; infant maytality rate, 75.0
‘per thousand; and annual population increase, 2.8 percent.
~ As may be seen from table 1, 59 percent of the population lived in -
urban areas, and children under age 15 represented’ 42 percent of
the population. The average per capita income was around $940.
The table also shows that these parameters vary appreciably in the
different subreglons and countries of Latin America.
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At present the stage of child health in Latin Amenca and the
Caribbean reflects a ‘high- prevalence of preventable diseases. This
.phenomenon is' due, among:- other things, to the vulnerability of
_certain age ‘groups to harmful envnronmeﬂlal influences and to the
~ current health policies. ‘

" The status of child health is indirectly reflected in quanuﬁable risks
of mortality and morbidity during childhood. Among the indicators
normally used to evaluate the measurement of .the child health status

" is mortality in the first year of life, which in underdeveloped

" countries is of limited validity because of the underregistration of
deaths (Montoya 1974) These indicators do not bring out the

Jsubsequent risk of mortality in the- vanoqs stages of infancy or the
possible health risk$§ to' survivors arising from' the disabling sequelae

" of disorders that may have affected them at an earlier age.

‘Table 2 shows that in Latin America and the Caribbean the health
risks agre also dften hlghlin childhood. This fact and the foregoing
consifferations aken together reflect a manifestly bad situation,
espeglally when Wyis compared with that in North America: In about

" 1974, deaths in ch@ren under age 5 in Middle America and South
America accounted Yor 37.2 percent and 31.2 percent respectively of
all deaths as opposed to 3.3 percent in North America (PAHO 1977).

In Latin America and the Caribbean,the leading causes of death in
children under age 5,are enteric diseases (around 23.5 percent),
respiratory diseases (between 9.0 and 3445 percent), and diseases
preventable by immunization (apprpxlmately 10 percent): It is not -
easy to gauge the role played by dlseases included th Section XV of
the International Classification (WHO 1967, pp 291-301), “Certajn
Causes of Perinatal Morbidity and.Mortality,” whose rates, des(:h
deficiencies in r‘eglstratlon;‘ aye in recent years ranged between 6.3
and 39.5 perceqt of all deaths in children under age 5. The diseases

- mentioned are of greater.importance in the neonatal period, even
though they originate during the period of fetal life. This pattern
holds particularly true in-prematurity, which was the basic or
associated cause of 22.6 percent of deaths (Puffer and Serrano 1973).
These statistics do not bying out the role of nutritional deficiencies as’)
the underlying ‘cause of death in infants, although the Inter-American
Invesugauon of Mortality in Childhood (Puffer and Serrano 1975,
pPp. 53-68) showed that it was a basic or associated cause of around
34.1 percent of 'deaths in cidren under age 5. '

Of course, the health risks of infants and children are sngmﬁcantly
influenced by the health status of their mothers, especially during
fetal development and the neonatal perlod During the reproductive
cycle, there are still serious risks (most of which are preventable) of
dying. At the beginning of the decade they were reflected in maternal
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Table 1. Selected Demographic and Economic Data in the Americas

, | o | Per Capita

" Population Rate of Grow |

v Estimate - Population. * Infamt Pomlmon Utban  National \

N " M BimhRme  Crowth  Moraliy Rate under Byears Popultion  Produat /
Region or Country (millons) ~ (ger thousand) (%) (per thousand) (%), ~ (%) (US})/\
NohAmeia .m0 B 08K g P
Canada \ Bl 15 K ) 3 , 16 6,080,/
* United State | sy o 15 08 I y ([ 640
L R L |
Latin Amenca o 320, 31 28 (L IR | 5 U0
Middle Ameria o ! I A B0 M0
“CotaRia - B L 4 4 1%
ESpdr 42 0. 8 J 46 ¥ 3%
Guatemala SR Y 4 28 7 ) oM
Honduras . | ' I 35 I 4 28 340
Mexico ‘ 62.3 4f ‘35 .0l 46 bl » 1.000
Nicarigua T P R R . 'y 9 650
Pmma W 1 U 4 9 100
Caribbean ' 0 TIRY 1 a8 m
Babgmas - 0 R 4l 3 deoo B 2460
Bafads . 02 21 08 B W ¢ L0
Cuba 4 ' B 18 i) - 60 B0
Dominican chubhc 8 6 80 .98 R 40 “59)
Grenada - ool % . 04 32 41 8 300
Guadeloupe 04 2 15 4 0 9 1050
Haiti 46 % - 16 150 4 20 140
Jamaica ool 8l 9" - % ! 46 37 1.140
Martinique 03 B I -8 4l R 1380 ,
~ Netherlands Antilles .. % 1§ ® 0 " B LR 1530

. Puerto Ricq - 52 ¥ W I 58 '.' 240

Trinidad and Tobago SR 26 15 ~% 4 27 149
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Table 1. Selected Demographic and Economic Data in the Americas (Comt,) - |
. - Per Capita
Population © Rate of - ) Gross
Entimate ‘ ~ Population Infant Population ~ Urban - National
. Mid107  BihRate © Growh Mortality Rate under 15 years Population  Product
chiorf or Country - (millons) ~ (per thousand) %)  (perthousand) - % . (B ( (Ush
ou— ' | u '\ | " ” N N -
Tropkal South America -~ 1780 58 29 7B g 5 M0
Bolva - B M 96 - 108 PR TR
B ST TR AR 1 § 8 ") B, W
b . | B0 4, 3 e T i ! 510
Bwdor 69 2 o PR R
Guyana o8 o % R 40 # 40 0
gy 6 9 U 6 45 B ]
Peru 60 4 29 110 4 60 o
Surifam o TR 10 50 9 B0
Veneruela 123 % 29 5 “ 79 1710
mperate g»&h America 390 bl 15 67 ) 80 1540
| Amnlina\ .o wr 14 64 2 B 1w
Chile ' 18 0B A | 9 - 16 820
- \Uruguay 2 1l N 80 1.060

~ Soyact: World Population Data Sheet, Pﬁﬁulaﬁon Reference Bureau Inc,, Washington, D.C. 1976
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Tablé 2. Death Rates P'er.‘l,000 Population Under Age 19, by 5-Year Age

Groups in 10 Latin American Countries

Age, in years

Country Year  Total  0-1* |4 59 10-15 -

15-19°
Argentina 1969 98 - 6l.1 2.8 0.7 0.7 1.2
Colombia 1969 7,5 627 - 8.4 1.7 1.0 1.5
Costa Rica - 1972 59 59.0 3.0 0.9 0.5 1.1
Cuba o 1971 6.1 35.9 0.9 0.5 0.5 0.9
Chile 1972 88 - 711 < 26 0.8 0.8 1.4

United States 1969 9.5 209 09 - 04 0.4 L1t
Guatemala’ 1971 141 - 841 .259 6.5 3.0 3.1
Jamaica - 1971 16 26.4 4.6 0.8 0.6 0.8
‘Mexico - 1971 9.0 63.3 79 1.8 1.1 1.7
" Venezuela 197t - 6.6 49.8 5.3 1.0 0.7 1.1

* Per 1000 live births.
Soulcz: Pan American Heallh Organization 1974, Department of Health Statistics.
. . )

14

death rates of 13.5 per thousand and 18.80 per thousand in Middle

and South America tespectively and of only 2.5 per.thousand in
North America. Furthermore, low birth  weight, one of the most

accurate predictive indicators of child health, is notoriously prevalént

in most of the countries of the region (Puffer and Serrano 1975a, b).
The risks of mortality after childhood and during adolescence are

considerably less; during this period, the leading causes of death are

accidents, suicide, homicide, certain types of infectious diseases,

metabolic disorders, endacrinal diseases, and tumors. During this

period, psychosocial disorders play a preponderant role and contrib-
ute to and/or are the consequence of, family‘aisruption. They take
the form of drug addiction, smoking, drinking, sensory disorders,
learning difficulties, and behavioral disorders that may lead to
Pprostitution and juvenile delinquency. Especially 'worthy of mention
during the period .of adolescence is the importance of diseases

_connected with the -onset of the reproductive cycle. These diseases

occur as a consequence of the gradiiaMchange in roles and values and

the lack of proper sex and family life education. This change is
-conducive to sexually transmitted diseases, undesired pregnancies,
- and illicit abortions (WHO 1976a, b, PAHO 1975, Rosselot 1977).

: The health problems of children and adolescents are closely related .

to changes of various kinds in the’ process of overall development.

- These vary from country to country and eventually produce impor- -

tant sociocultural changes in the community, especially in families:
This pattern is particularly true of families exposed to major
biological. and/or socioeconomic risks, especially those affected by

37
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temporary or permangnt migration from the rural areas to the cities.
fn these cases, the protective role of the traditional extended famlly '
is minimized, especially during the traditional phase of adaptatlon—a
phase which usually takes place in the adverse environinental and

_acculeuration conditions characteristic of shantytowns (Wray 1975).
* o -

Ongoing Child Health Programs.

* The health protection of children and adolescents must be part of
‘general economic and‘social development plans and family health
and welfare programs, which must be, designed to enlist their
conscious coopetation and thereby provide an impetus to the health
'services.. This was precisely the purpose of the health goals embodied

. in- the Charter of Punta del Este and approved by theFirst Special ’

“Meeting of Ministers of Health of the Americas (Washrngton D.C.,
1963). One of those goals was a 50 percent reduction in mortality in -
children under age 5 in the 10- -year period 1961- 71. At the same
‘time, it was also postulated that, to achieve this goal, the Ten-Year
Health Plan should become pdrt of the general development plans of .
the countries involved (PAHO 1964).

" In the past decade, because of the political and socioeconomic
‘situation in Latin America and the Caribbean, limited progress has
been made in implementing these plans and programs, bringing
about structural changes, accelerating economic growth, and expand-
ing social services, including health- services. This limited progress
explains why the goals agreed upon have not been fully achieved. An

'.ana]ysm of the health sector, and in particular of child protection,
shows that although the risk.of dying at an early age has been
reduced, it still does.not meet the target set (table 3) (PAHO 1971).

At the beginning of the present decade, the coverage of child
health programs in most’ Latin American and' Caribbean countries
was still limited. Health activities were carried out without the
necessary degree of coordination with the activities of related pro-
grams—such as medical and dental care, epidemiology, nutrition,
mental health, health education,™and community development—for-
which the Ministries of Health and other institutions of the health
sector and other sectors were responsible.

The scope of maternal health programs, so closely connected with
child health, has been limited. Thus in Latin -America and the.
Caribbean the coverage of prenatal care, of care during labor and
delivery, and of postpartum care by qualified personnel has averaged
.80, 50, and 5 percent respectively. These types of care influence the

. biological quality of the fetus and the newborn child (high incidence

of congenital anomalies and low birth weight) and has an important

4
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“. The care of children under age 5 is belated and limited, - and
somefimes ‘the preventive aspects are neglected. An even worse
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Table 3. . Reduction in the Death Rates of Children under Age 5, in Selected

Countries, Compared with the Goals of the Charter of Punta del Este, 1969

I

™~ ; 0al; i o 1-4
' .. _Deaths per 1,000 live births Deaths per 1,000 population
- .- Average” /Goal  Average . -Goal
+ Country 1966-62 - 1969 /1969  1960-62 1969 - 1969
Costa Rica - 66.1 ~671 7 397 7.5 5.0 4.5
El Salvador . 2.5 6%4° 435 171 18.2 10.8
Juatemala ;893 9387 580 ‘82,4 24.7 22.7
onduras . 7 484 34.0 31,5 14.1 12.0 9.2
- Jamaica S 49.1 390 29.5 \6.8 . 5.4 4.4
u + Mexico P WS 66.7 - 42.8 13.8 88 - 83
i ragua 63.1. 526 37.9 8.6 ~ 87 52
[ Papama - - 510 39.2 307 7.9 8.1 g‘
------- minican-Repuoblic | 94.1 -63.9 565 . 104 7.5 b2
“Trinidad and Tobago/ 42.9 366, 279 . 25 1.8 1.6
Argentina . 610 54.9 427 43 + 26 3.0
Bolivia 103.0 101.6 67.0 16.8 - - —
Colombia 92.8 788 . 650 . 154 11.7 10.8
~ Chile 117.8 81.7 70.7 8.2 3.3 49
“Ecuafior | 994 91.0 59.6 222 161~ 18.3
. Paraguay J - 897 91.1 ~ - 53.8 94 S 113 . 6.1
Peru| ™. [ 929 753 650 - 157 8.7 11.0
Uruguay \ 44.6 487 - 2638 1.3 16 08 .
Venezuela {521 46.8 31.8 57 53. 3.4

“

bearing on health in the later stages of childhood. In addition, the
shorttomings in the above-mentioned programs reduce opportunities
for'proyiding proper training:in basic mothering and counseling for
y hfe, including birth control (PAHQ 1973, WHO 1976). -

,si;tuatilon is to be noted in adolescence, when health care is precarious
(Rosselot 1972, PAHO 1973, Rosselot 1974). - ’ -

“‘Furthermore, specific family welfare programs that have been-
formulated and are conducted in close coordination with ‘other -
‘,--—‘irrvlstimtidns and other sectors are rare, even though childrent“--.‘_can_-
~ obtain uridenjable health benefits from them. All this applies to the

- shantytowns gnd. especially to the rural areas, where health 'problerﬁs_,

“particularly

maternal and thild protection and family education programs be

increased. 1n addition, participants at the Second Special Meeting of

Ministers of Health of the Americas (PAHO '1968) (Buenos Aires

1968), when reviewing the results obtained in implementing the Ten- .

Year Health Plan mentioned above, made specific recommendations

-39

<.

children, are very serious. At their meeting in Punta
del Este in 1967; the presidents of the Americas recommended that

o



. .
‘

Chlld Health in Laun Amen' 31
‘Table 4. Evaluation of the 10-Year Health Plan, 1971-80, Child Healthand - "
Family Welfare -
" ‘Mortality -in- Children Ages = .
Infant Mortality . cl -4 ’
" Deaths in infants under age 1| Deaths in 'children ages 1-4
per 1,000 live births .- per 1,000 population *
" Country . 1971 < . 1980 ° 197 1980
Brazil ST 1050 700 - 60,0 - ~ 300
Chile 705 400 ¢ 29 . 1.8
Ecuador, : 78.5 47.1 - 157 » 6.3
Guatemala . . 89.0 ’ 71.2 240" 12,0
Honduras L 117.6 . 85.0 20. 7' <104
Mexico oo . 66.0 44.4 10: 1! ‘. .56
~Pan‘ama ! 37.6 . 188 © 74 . . 4.4
«Venezuela . 487 424 CRQ 42
Souncz: Adapted from PAHO 1976 ’ e BT R .

in the area of Chlld health that were almed at expandlng :md
integrating the programs, particularly in the underserved areas, and \
‘at strengthening the education. and training of necessary personnel '
Moré recently, the Rhird Special Meeting of Ministers of Health of
the Americas (Santiagp de Chile; 1972), which approved the Ten-
Year Health Plan for the decade 1971-80, subsequently rauﬁed by
the governing bodies of the Pan American: He'alth Orgamzanon,
reviewed the most serious child health problems 'set goals in reduclng P
the risks and in expanding coverage, and outlined a ‘strategy “for o~
achieving the above-mentioned purposes and i’)vercomlng the techni- N~/
cal and administrative problems. impeding the smooth implementa- N
tion of the programs. Specifically, the docume'ht recommended a -
reduction of 40 percent on the "average in maternal and infant °
'mortahty rates and of 60 percent in the mortahty of chlldren in the-
1-4 age group. .
In the area of extenslon of program coverage it recommended 90
~ percent coverage for health activities deallng with mothers and
~ children under age 1 and 50 percent coverage for those in the 1-4
age group by the end of the decade. These goals are of course
regional estimates, 'and the countries must adjust them to “local
conditions. The goals establishgd ‘for selected counmes in Ihe region
are shown in-table 4 (PAHO 1968). o : ‘
The goals of the suggested strategy and that mentioned ehthz
(PAHO 1978) are basically tf same, and the.degree of achievement
has varied from country to country Among these activities, the
following warrant mention; : o . /
. o

//
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—The formulation of an intersectoral policy for the protection of

-families, mothers, and childgen that guarantees their civic, legal,

‘and employment protection rights and promotes recreational,

educational, and vocational guidance activities for children and
adolescents. ' '

—The pr’eparé(iofi of a program for the integration of child health
“activities into the general health services. This program will cover

all children, will be accessible to all, and ‘will be ‘efficient. Its
operations will encompass the various stages of children’s lives and
include coordination with health activities to be carried out during
the whole life cycle. In this regard, the processes of human

reproduction will receive special attention, since they influence -
.growth and development and, consequently, the health of children.

Where appropriate, criteria will be established for, the preferential
and- early treatment of cases that merit such treafment because of
their biomedical-social risk. To accomplish thigtask, a system of

.regionalized health services which will provi e progressively more

complex care at each level must be established. In addition,
activities must *be carried out by multidisciplinary teams whose
efforts are directed at differentysectors of the population and_
whose members inctude (especially in rural areas) health assistants,
lay midwives, and community leaders.’ ‘. '

—The establishment of a system for the education and training of all

personnel.involved in the program. The system will be based on
methods that ensure continuing cducatigr'{.and/or'training geared
to the problems and needs of each éommunity. This system in turn
will foster research for improving thf_é}gfﬁciency of the service (table,
). o : L2

-—The involvement of the community-and of the families themselves
“in_improving health cenditions, bearing in mind the political,
administrative, social, cultural, and anthropological characteristics

. i - . .
of each community and ‘the coordination of-that process with
intersectgral programs that ‘have a significant health impact.

—The establishment of a system for the continuous. and ongoing

.evaluation of the extent to which technical cooperation objectives

are achieved. 'The system will include the study of \j_ndicators for .

evaluating jthe effectiveness and the cost-benefit Tratic of the
activities coricerned and for making the necessary adjustments in
the process where appropriate. ~

In the last 5 years, some Latin American and Caribbean co'l‘m(ries
, «\J.hin;- have reasonably satisfactory health structures have made prog-
ress in reducing the risks of mortality in"infancy and childhood.
There are’ many-.reasons for this progress, but it is primarily the

K
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"Tablc 5. Priorities of Maternal and Chlld Protecuon Programs According to
the Level of Socioeconomig: Devclopmcm‘

4

’

>
Socioeconomic Level

Health - -
Determinants High " Medium Low
Prevalent Risks - . _ ‘
Maternal health . Low  maternal High maternal and _Very high -maternal
' ‘ mortality neo- and postnatal mortality and child

Infant health’

Priority Grgups .
Maternal -
programsy

Infant programs

"'“': “Priority Activities

B

: Perinatal mortal-

ity declining .

. Pri‘miﬁpa ras,. ado-

lesccnls, unmar,’
ried women
Newborn

dren ‘with
birth weight

chil-
low

Family life . Moderate
education
Primary - Moderate
prevention
Medical care Moderate
Mental -health High
- Social welfare Limited e
Professional Personnel
Available
Specialized . Obstetrician-pe-
diatrician
“"Nurse and/or
: " midwjfe (***) .
- Basic General practi-
o . tioner and nurse
? - (***)
© Auxiliary (*)
Nonprofessional Volunteers (*)

Personnel Available

mortality

Primiparas and

dbortion repeaters *-‘'women
£l .

Newbotn,

weaned infants

un-

High

High

High
Moderate
Moderate .

Obstetrician-pedia-
trician
Nurse and/or mid-.

wife (**)

General  practi-
tioner and nurse
**)

Auxiliary (**)

Health. promoters
and untrained

. community workers’

**)

- All children

" General

mortality

All - pregnant

_High

High s
High

Limited .

High T

"Obstetrician-pedia-

trician

Nurse and/or mid-
wife (*) .
practi-
tioner and nurse
* )
Auxitiary (***)

Health promoters
and untrained

' community workers:
(***)

Y
e

., o0 soe lncrcue in numbers

7

Source: Romlot 1972. chroduccd with permission pf Pan Amcnun Hcalth Organization.

N

O

ERIC

Aruitoxt provided by Eic:

-~



R ‘ '
34 EVALUATION OF CHILD HEALTH SERVICES

~

result of an expansion in medical care coverage and in commumty
participation, especially in the rural areas.

‘There is a good possibility that improvements i
systems have obscured some of the possibly ‘favorabl changes that
might-have occurred in certain countries'as regards basic indicators .
of child health, especially of infants. However, there is np doubt that .

- the'international financial situation and its effects on_national eco-
nomic and sotial development have made it difficult for most
countries to obtain sufficient resources for the health\sector in
general and for child health programs in particular, Sinte future’
financial developments are difficult to predict and are nbt.to be
influenced greatly by the hé¢alth sector, a .imore equitable Sectoral
distribution of the national income should be encouraged whenever
feasible: =,

The health sector must promote’ policy decisions desngn to
improve the mechanisms for inter- and intrainstitutional coordina ion
and to find rational solutions to ‘the problems of health servjce
delivery. Solutions are needed that will permit an increase in the
operational efficiency of the programs, while keeping the cost-benefif.
ratio of the tasks to be undertaken (PAHO 1968) at an, approprlat
level. .

There is no doubt that at present much is to be expected from the /-
innovative medical care approach in which child health ‘problems -are
first analyzed and their control is then programed in a broader
context that extends beyond traditional -maternal fandx ¢hild health
care to the promotion of the health of the entire family including the
blologlcally most vulnerable family members (Rosselot 1974). It is
promising that .the concept of family _l_’kealth is' not only being
progressively accepted .in Latin America‘and the Caribbean, but is.
also being gradually incorporated into the operationis of the general -
health services. It appears to be increasingly better understood in the
region that, if families are to perform their full biological, psycholog-
ical, social, gultural, and economic functions, more satisfactory condi-
tions for the promotion of child health must*be established. This calls
for the institutionalization of the. above- mentloned Tocess, based
primarily on the motivation of the commumty (NewelNL975) and on
the proper training and supervision of the health téam re
for the activities concerned (Flauhault 1970),

In the rural areas, the promotion of family health must be the
focal point of the primary health care system? It has been taken into
account in the Sixth Program of Work of’ the World Health
Organization for the period 1978-83 (WHO 1976a). The new
strategy, which is strongly supported by the United Nations Chil-
dren’s Fund, calls for the expans;on of the basic servnces f6r children

' the statistical

~
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end to the present underdevelopiment in the socnal and health fields.
When this task is accomplished, chitdren will undoubtedly be the
principal beneficiaries.

. With the technical cooperatlon of the Pan Amencan Health
Organization: (1976) the Latin American and Caribbean countries are
making headway in lmplementlng that policy. It is the only feagible
alternative for securing, within a reasonable period of time, a rhore
adequate: level of health and well- being for the underpnvtleged and
needy communities and for their most valuable and potenual human

- resource, the children of the Americas.

Y

/
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QUESTIONS BEHIND THE ANSWERS WHY WE DO
’ NOT EVALUATE AND WHY WE SHOULD

" Abraham Horuntz

" The fact that mortahty in chxldren under 5 years of age, along with -

the constellation of causes that bear on it, is the most significant
" health problem in the developing Americas has been brought out by
the prcscmauons of Dr. Wray and Dr. Rosselot. These children are

~_ historically poor and they live in physiological misery—which means

‘that they are continually at risk of disease and interference in their

physical ‘and intellectual growth. They are the victims of underdevel-

opment. Medical technology, essential as it is, is only one factor in the

organized efforts. to -combat the deleterious effects of history, the

environment, lifestyle, a cumulanve genetic hentage prevaxhng pol-
icy, and the economy. :

The progress in this under(kag over the last 30 years is evxdent
but we have not evaluated it systematically, with an overall view of
the problem. The volume of the investment has not been small, but it

L)

has always fallen short of the tangible. need. We would have .

prefcrrcd in the same period, fewer arms and more food, less costly
health equipment and more proteins and vaccines. Still, we have
failed to measure .maternal and child health programs rationally in

terms of their structure, functions, and effects. At best, we have done

no more than register specific morbidity and mortality rates, and

_even this effort has been incomplete, carried out on the basis of data

- whose precision left something to be desired, as did the timeliness
with which they were examined and disseminated. In general we have
done it after it is too late to6 modify our course of action.

We know perfectly well that statistics has an intrinsic value as an
analytical language which describes phenomena or situations and, on
the basis. of expenencc, helps us to predict the way they are likely to
evolve. It gives a pxcture of things as they are and helps to focus

. them more closely. It is essential for shedding light on the past and
forecasting the future. Furthermore, as events take shape, . statistical
data are irreplaceable as a means of adjusting the decisionmaking

_ process. In short, they are the basis for modern systems of evaluation

-
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and information, which are part of the process of economlc and
social development planning. There can be no viable programming

" without reliable stausucs Some 25 years ago, Frost (1951) wrote it -
: thxs way:

.. for while the facts expressed in a statistical record constitute only
a part of the evidence required, they constitute the part which. can
be most conveniently and forcibly presented and are essenual to any
" quantitative statement of results achieved.
"If we really- deslre to submit our judgment of what is being
accomphshed to (hi@’l ﬁpal test of stdtistical evaluation we must set
about collecting statistics which will serve the purpose.

The fact is that we do not evaluate on a regular basis; if we do, it is
exceptional—as in connection with rgsearch that has clearly circum-
scribed objectives or with categoncal‘%oblems such as the control of
a communicable disease. For the most part we fall to evaluate-health
programs and general services—and; by extension, complex social
undertakings—as an overall system. And when we do, it is less often
than we would like that our recommendations lead to their desired
specific effects: namely, the creation of laws, standards, or proce-
dures; the changing of a policy; improvement in the design of a
program, the definition of objéctives, or the planning of investments;:

-or fulfillment, generally speaking, of the true purposes of evaluation ’
in terms of giving priority to problems, reducing their magnitude, 9
and increasing the efficiency and effectiveness of programs (Goldsiein _ ;
. 1973, pp. 205-206). Flagle (1973) has said: “Information is potentially s
‘valuable only to the extent that it influences decisions and actions. It -~

is actually valuable only to the extent that it influences outcomes
favorably.” And he adds: “The value of information gamed from [he
evaluation’ process is ultimately the value of change in programs in-
response to evaluation. If we are speakmg of large-scale prog'rams, n
we must add to the objective measures of improvement the sut éduve,

ones assotiated with basing policy on knowledge ratherj ‘on .
pressure; hope, or delusion. Also, we should weight the € e 9;

value of acting on the evaluation reports by the probablllty that such®

response will take place.” < -;d L .
-It is appropriate to ask why we do not practice evaluation - ‘the

developmg countries. The answers to [hlS question represent personal
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We do not evaluate because the basic information and the program-
ing ‘that results therefrom are deficient. The definition of targets is
not always precise, so that the periodic measurement of their
attainment tends to lead to rather subjective interpretations. Kane,
Henson, and Deniston (1974, pp. 217, 230) maintain that objectives
are rarely explicitly stated and often lack conceptual clarity.

Health -planning as’a differentiated discipline is relatively new in

~ the Americas. It has come into its own in the last 15 years as an

T W

"-"“state of the art’ 15 rudlm!!mary (Nau

.. quality of care has come full cnrqu:ﬁ‘

"be obtaln fand analyzed in

instrument for mducmg social progress, not as the expression of a
given political structure in-which decisionmaking is totally centralized.

Plannmg has been officially accepted by the governments. How-
éver, it is not done regularly in actual pracuce Not all the countries’
have formulated a natiorfal health policy or identified their priority
problems, setting goals for each: that are consistent with the available

" resources. Moreover, their decisions have la&ed continuity.

What we have said can .be summed up in the statement that
evaluation is not p0551ble without viable programing, and v1able
programing, in turn, depends on having measurable targets. This
explains—although it does not Justlfy—the fact that systematic evalu-
ation to ensure the quality of health care is practiced only as an
exception. Pamela Horst and coworkers (1974) have pointed out:

Many federal programs are not evaluable no measurable objectives
are officially estabfished; intended uses of evaluation studies have
not been clarified by program managers; agencies are under
pressure to spend substantial funds for evaluation yet lack the
leverage for applying meaningful criteria to them; and the means of
comrolling evaluation t_”u'nding'are both ineffective and inefficient.

Schn)ldt et- al“‘(l§75) saf?:, foy their part, that “while. evaluation
“fail ;to specify adequate measures of

‘lg'.‘l.s"‘mamtamed because the
ﬁM&demy of Sciences 1974,

epein:

to' evaluate s{stemaucall_-

p. ll)-—whlch is the- saine,as. saymg thaptheé 'fs(,no consistency yet in

t S

p the process. No
of data that should
te health care. Lewis
the assessment of the
4 years ago it was the final
results that were the prmapal; ﬁup‘;eét'lo*f evaluauon, subsequently,
their ‘place was taken by the resources and their. charactenstlcs, and
by the processes. Today, once again, the results are evaluated, but
bearing i in mmd that they depend on the methods’ used. :

consensus has. been reached re, afal

(l??4)~’remmds us that in’ the%ﬁﬁlfg@"

. '. | . . 'A 4;6‘
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Some .experts believe that information, which reflects structure
‘(organization and’ resources) and process (health actions), is more
important than the outcome (Donabedian 1966, Morehead 1974, PP-
53, 54). Others maintain that the quality of services should be
measured ingerms of the final results—that is to say, the recovery of
‘health by 'the sick and their active reintegration into society (Roemer
1971, Williamson 1971, National Academy of Sciences 1974). Both
approaches have, as it is to be expected, serious limitations, which
have been analyzed by Brook (1974, PP. 183-210). From this
difference of .opinion there arises the aurgent need—which can be
expressed in another series of questions—to investigate the real
correlations between data on structure and process, as well as between

“these two and outcome. It is recognized that what we know about
_structures and processes should be interrelated, but the precise
. nature of the. relationship eludes us. This problem has led Barbara

‘Starfield (1973) to propose an integrated research model and to point
out that:

Public pressure, exerted- through legislation and administrative
agencies, will increasingly require that the results of medical care be
demogm‘ncd . If structural and process criteria are indeed to
umunqg go “be useful indicators of the “quality” of medical care,
systemdtlt efforts to relate’ them to outcome should be mmated
without further delay

T'his, in my view, is the most important task if we are to move
toward a rational approach for the evaluation of health systems. It.

"liesat the very center of the interface between research and medical

practice.

In the meantime, 1 think that for the developing world it is useful
to measure, both in institutions and in communities, the resources
invested .md the activities performed toward achieving given objec-
tives for prevention and cure. As we record our accomplishments, we
should point out that they are not the exclusive consequence of

-health technology; without it, however, results would probably be less

tangible in many cases.. -

We would like to cite, recognizing their intrinsic weaknesses the
three evaluations of the Ten-Year Health Plan contained in the
Charter of Punta del Este (OAS 1961; PAHO 1966, 1968, 1971).

- They include measurements, for one region of the world, of steps

taken and results achieved in regard to the goals for the respective
priority problems agreed upon by all the governments. The fact
alone that they served as an incentive and as a model for the
formulation of the health plan for the current decade is worth
pointing out. We are-confident that this exercise will continue—each



O

ERIC

Aruitoxt provided by Eic:

~Why We Should Evaluale . 4'1

time on an increasingly sohd basis—with objectives set in terms of
resources, activities, and results, their regular evaluation belng an
integral part of the health system in each country. )

‘We do not evaluate, it is claimed, because we lack definitions,

-indicators, and standard classification schemes at the national and °
international levels (WHO 1971). The methods that we now use are

not always appropriate’ for measunng actign and. outcome. This,

" then, is another area of investigation’ |n which a series of questions

can be posed.
It mlght well be asked why, despite the loglc of ‘the’ concept,

evaluation is practiced in the health field more as an exception to theN\

rule and on an experimental basis than as a regular activity. In my,
view, those who decide on and carry out programs eact in a singular
way to assessment of the expected results. Theg seem to hdve a
psychological inclination to content themselves with whatever effort is
made, rather than to be concerned with its immediate and long-range
effects—that is, the degree and characteristics of the changés induced.
It-is a subconscious evasion of thie responsibilities inherent in their
work. If the real accomplishments do not coincide with what has been
projected, the magnitude of the failure is commensurate with the
rank of the official concerned, the reaction on the part of society and
consumers, and the size of the investment. There are those whd will
say that this interpretation is baseless—and they may be correct. The
fact remains, however, that the best planning models habitually fail to
be explicit in regard to evaluation. At'the same time, it is not hard to

. show that there are programs of questionable value—be it because

they are unproductive, untimely, or unnecessary—which tend more
to serve political, cultural, social, or administrative interests than the
human beings they are designed in principle to benefit. The absence

within the program design of clear-cut objectives and guidelines for : -
‘measuring their attainment obviates the need to qualify their useful-

ness and thus allows them-to continue, desplte their low apparent
yield: :

Patton and coworkers, (1976) have conducted an in-depth analysns.

of 20 evaluation studies in the health field, taken from an overall
sample of 170 studies. They conclude that. the recommendations are
followed in direct proportion to what they call the “personal factor”:
in other words, the manifest interest of those who are responsible for
health decisions. Evaluation serves to reduce thelr uncertalnty in the
face of the complexities of social reality and to support their courses
of action—not necessarily to exercise an impact on national policy or
on the broad lines of programing. Thus, decisions -are usually of a
political nature and not always based exclusively on scientific tenets.

We lack the necessary evaluators. Furthermore, we do not have a

-
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¢lear understanding of whcther evaluation is a separate discipline—a

- specialization within the health sciences—or only an attitude, a way of.

thinking and-acting on the part of professionals, whose training, in
any case, should be based on the principles of modern epidemiology

(White and Henderson 1976). .
Dcvelopmg countries also lack simple and reliable methods for

organizing evaluation as a continuing, .rather than an incidental,
‘process. This problem can be traced to the demands. on the part of
certain sources of foreign capltal for cost-benefit and cost-effect
studies in order to set priorities in health—techniques whose pracncal
applicability to.the socml sectors of the economy has yét to be
demonstrated. ‘ : '

Despite our jnsufficient expenence and the series of questions that
are still awaiting answers from research, we must evaluate. It is in our
interest and it is our moral obligation to do so. The State, in order to
protect society and guard its investments, is beginning to insist on
concrete results. An expg@ment, unique in the world, to ensure the
quality of medical care ha¥ already received legislative backing in the

United States. Many governments are concerned about providing:

access to service$ for all their people, but none of them as yet has

established a national system that guarantees the quality of such '
benefits. We recognize, of course, ‘that it is a long-term process; its

immediate goals should be llmltgd at ﬁrst and its guiding procedures

" should be carefully established (National Academy of Sciences 1974,
-Haggerty 1974, Cambridge Research Institute 1976, pp- 131-136).
Supély other countries will adopt legislation of this kind in the future.

valuation is imperative, however. The growing competmon within
each government for the distribution of national income in relation

. . . i . . .
to priority problems makes it necessary. Underdevelopment is char- .

acterized by a marked imbalance between vital needs and the
resources that are available. At the same time, the social sectors are at
a great dlsadvantage vis-a-vis those that are considered -“directly
productive.” We have not even learned, let alone used, the language
‘of‘)t e économists to defend our proposals. We do not want to believe

thdtsgur moral arguments in terms of the meaning of life—not

e?c?ssanly its quality—and of disease and death fail to lmpress those

‘who have the power fo decide what order of investments in health
.and in food are compatible with a civilized society. ‘

If we do not evaluate, we will not be able to explain to the State

and to the communities what the social effect of our efforts, and -

their maney, has been. Nor wil we be able to ask for increases,

because we will be unable to justify the results of the precedmg ‘

mvestment ' & b
If we do not evaluate, we wnll not be able o ldenufy the defects in

55 . |
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“the organization of preventive and curative services™cnor the waste,
the duplication of effort, the unnecessary examinations'and interven-
tions, the iatrogenic diseases, or, in sum, the ineffective administra-
tion of institutional, ambulatory, and community care. It is claimed
- that in the United States the overall waste in the annual ‘health -
- budget of more than-$130 billion is no less than 25 per cent (White
1976, p. 71). A similar proportion is estimated for the developing
countries in the Americas, but there are many added problems as-
well: the inadequate utilization of scarce human resources—the
example of nurses being a conspicuous case in point (Secretaria de
Salud Publica,-Asistencia Social, Repiblica Dominicana, 1974, Grupo
de Trabajo de Enfermeria, 1978); an enormous expenditure on the
construction of hospitals in which the quality of care is sacrificed for
sumptuous, and not necessarily functional, design; an investment in
complex equipment which we tend to purchase in excess of our real
needs. If these funds were spent on maternal and child health,
nutrition, and systematic immunization, they would generate greater
health and higher levels of economjc production. In any case, if the
cost of medical care were reduced without a decline in quality, many

more people could be treated. ‘ -

If we do not evaluate, we will not be able to improve the planningf’,_
“process and periodically readjust dur objectives in terms of thé
human, material, and financial resources available. Nor will we be
able to guide the decisionmaking process in line with the purposes of
the health function. - ‘ o . ‘

If we do not‘evaluate, we will not be able to argue intelligently for
reforms in health sciences education. For we want the teaching
process to give greater priority to the prevention and not just the
cure of disease. To this end, we want it to become more community
oriented and not to remain institutionally based. At the same time,
we want the learning process to result in an.understanding of the
major problems and their feasible solutions, and not merely in an
analysis of disciplines that reflect the program structure in the schools
of .health sciences. We want the. physician who emerges from this
educational experience to have a view of human beings as biological
and social entities, and to have a genuine interest in the society that
he is going to serve. :
~ If we do not evaluate, we will not find out what still needs to be

_investigated in order to more appropriately measure resources,
functions, and- effects in relation to the objectives. It will be more
difficult for us to adapt methods that are applied in other societies, as
it will be to identify those professionals whose effectiveness is less
than what is expected in order to motivate and educate them.

If we do not evaluate, we will not be able to adequately meet our

ERIC

Aruitoxt provided by Eic:



) 44 EVALUATION OF CHILD HEALTH SERVlCES

moral responsnblllty to conmbute to- social well- bemg and to the
common good.

"In summary, the advantages of evaluauon are evident, although
.the difficulties are still considerable. Our questions “Why don’t we
evaluate?” and “Why should we evaluate?” suggest a series of other
questions, in turn, in regard to this poorly defined area which reflects
the sequence between science and practice. We do not yet have
universal indicators and methods for evaluating general and specific.

= health programs—a responsibility of research. But we do not want
procedures that are excessively complicated, for they will inhibit the
administrator- who is responsible to the political powers and cause
. him to lose interest. In this sense, I hope that thls conference will’
make some useful contributions.

" 'REFERENCES

Brook R.H. (1974) Critical issues in the assessment of quality of care. In Kanc. R L.,
] The Challcngcs of Community Medicine. New York: Sprmgcr
Cambridge Research Institute (1976) Regulation of health service costs and utilization.
In Trends Affecting the' U.S. Health Care System. Prepared for U.S. Department of
Heéalth, Education, and Welfare (HRA) 76-14503. ) A
(ﬁ Donabedian, A. (1966) Evaluating the quality of medical care. Milbank Memorial
) Quarterly 44:.166-206.
Flagle, C. (1973) The value of information for decisionmaking. In Evaluation of Health
Services Delivery. Proceedings of an Engmccrmg Foundation Conference. . :
Frost, W.H. (1951) ‘Rendering account in public health. American Journal of Public
Health. 41:8, pt. 11, ‘
.Goldstein, H. (1973) Principles of evaluation in maternal and child hcallh In Malcrnal
and Child Health Practices. H.M. Wallace, ed. Springfield: C.C. Thomas.
Grupo. de Trabajo 'de Enfermeria. (1973) Informe. Estandares . para la atencién de.
enfermeria del paciente hospitalizado en Centro Amcrlca y Panama. Con>la

colaboracion de la Organizacion Panamericana de la Salud. . e
Haggerty, R.J. (1974) Quality assurance—The road to PSRO and beyond.. Pcdlatrlcs
54: 90-97.

- Horst, P, et al. (1974) Evaluation planning at the Nauonal lnsmulc of Mcmal Health:
A case history. Washington, D.C.: Urban Institute 962.

Kane, R.L, et al.(1974) Program evaluation: Is it worth it?> In Kane, R L., The
Challenges of Community Medicine. New York: Springer. '

Lewis, C.E. (1974) The state of lhc;.drl of quality assessment—1973. Medical Care
12:799-806.

Morehead, M. 1974. Comment and dissent. In Advancing the Quality of Health Care;
Key Issues and Fundamental Principles. A Policy Statement by a Commmcc of the
Institute of Medicine. .Washington, D.C.: National Academy of Sciences.

National Academy of Sciences (1974) Advancing the Quality of Health Care: Key
Issues and Fundamental Principles. A Policy Statement by a Committee of the
Institute of Medicine." Washington, D.C.: National Academy of Sciences. .

Organization of American States (1961) Resolucion A2. Plan Decenal de: Salud Pubhca
de la Alianza para el Progreso. Documentos Oficiales-de la OEA, Ser/H/XIL]. Rev.

2 (esp).

Pan American Health Organization (PAHO) (1966) Facts on Progress. Health Goals in n

the Charter of Punta del Este. Miscellaneous Publication No. 81. Washiggton, D.C.
*PAHO (1968) Facts on Hcallh Progress. Scientific Publication. No 166.. Washington,

p.C.

v

ERIC

Aruitoxt provided by Eic:



O

ERIC

Aruitoxt provided by Eic:

" - Urban Institute 962.

Y . -

\ ' - .‘ ‘Why We Should Ev_aluale': 45

PAHO (1971) Pacts on Health Pragress 1971. Scientificy Publication No. 227. Washing-
ton>D.C. : * o :

~ Patton, M.Q., et al (1975) In Search of Impact: An Analysis of the Utilization of |

Federal Health Evaluation Research. Minneapolis: University of Minnesota. .
Roemer, M.L. (1971) Evaluation of health service .programs and levels. of measure-
ment. HSMHA Health Reports 86:9:839-848. ' ot ) '
Schmidt, R.E., et al. (1975) The Market for Evaluation Services. Washington, D.C.:
Secretaria de Salud Piblica y Asistencia Social, Repiiblica Dominicana (1974) Estudio
en 10 Hospitales para Establecer Estindares de Atencién de Enfermeria del Paciente
Hospitalizade—Repiblica Dominicana. Col la colaboracion de la Organizacién
Panamericana de la Salud.

, -Starfield, B. (1973) Health services research: A 'worh'ng model. ;l:'he\blf)v ‘Englaind
> S 5

- Journal of Medicine 289:134. -

White, K.L. (1976) Opportunities and needs for epidemiology and health statistics in
the United States. In Epidemiology as a Fundargental Science. Its Uses in Health
Services Planning, Administration, and Evaluation. K.L. White and M.M. Henderson,
eds. New York: Oxford University Press, . T

White, K. L., and Henderson, M.M., eds. (1976) Epidemiology as a Fundamental
Science. Its Uses in Health Services Planning, Administration, and Evaluation. New
‘York: Oxford University Press. . L : )

Williamson, J.W. (1971) Evaluating quality of patiént-care. A strategy relating outcome
and process assessment. journ?l)gf the American Medical Association 218:564. .

World Health Organization (197 1) Statistical Indicatdgs for the nning and Evalua-

* tion of Public Health Programmes. WHO sTechnical Report. Serles No. 472. Gcncwa.\




A

.

PRAGMATIC ASPECTS OF PROGRAM EVALUATION |
REGARDING CHILD CARE AND ITS RELATION TO
- DECISIONMAKING AT THE POLITICAL-

- ADMINISTRATIVE LEVEL
Antonio Oi_djpﬁez-lPlaja -
The Need. for Evaluation o - ’ I} BN
' B ' ' S

One third of my professional life has been deveted to administra-
tion and two thirds to the pursuits of reseatch, teaching, and
professional practice. With ,this in mind, it is obvious that the ‘biases
introduced by these diverse activities will affect .my conceptualization
of an issue. Since | share Gunnar Myrdal’s viewpoint (1967) that no
one can completely eliminate his biases, I have decided to follow his
~ advice and frankly declare mine at this péint.” '
Undoubtedly, the establishriient of priorities is .the main focus of
- an administrative effort, especially in developing countries, . where the

<
-

" gap between resources and problems is more evident and where the -

magnitude, quantity, and severity of those problems are equally
apparent—especially as related to children, who constitute a high
percentage of the population. : ' '

In dealing with this préBlem, the first question that could be asked -

s the following: ‘Can an entire program be evaluated? In general, the

immediate response would be affirmative; neve[the!gss. an absolute ™

answer would probably be _e__ri;o'neous from a practical standpoint. We

could try to answer the question. after analyzing- a few concrete .
. . . SO . ¥

experiences. :

A pertinent example is'the history of endemic g(')i"ter in Colombia.

About 150 years ago, M. Boussingault (1849), who had come to

Nueéva Granada to study other .problems; observed the gorrelation -

between the presence of goiter. and the lack of"id'dip.e in food,

. . . NP
. especially’ in salt. He also noticed the absence of goltd# in places
where salt contained sufficient iodine. Boussingault néver quantified -
this phenomenon, because jt was so obvious that such “action seemed

unnecessary. The governments existing in those days. ignored his
K - -ty )
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recommbndationﬁn splte' of his clear and ﬁ)nvmcmg argument thay *
iodizing salt “would.. solve the ‘problem. Accordfhg to the Jpetite’
-histoire” & the timey one ruler ,who u.nderstood an believed
Uoussm!aults word refusecbeven Q consnder th? possibility sf -
* iodizing salt Pccausé “n was casner tojrule.those whlo had goitgr. **This
0" example ghow s fRat s sopetimes appropgiate decisions are not de,
7.7 either because of réasops‘that have no relatipn to the ‘problem If,
. r» « or because an .dmmlﬁtrator has @‘!ﬂlfferem percepuo of the

.+ probiiem. , w s o
' ’ p . ’ ¥ : ¥

-~ An cvaluation cqnducted‘some 30 years ago (Parra’ 1948) Poimed
out thatemore -than half of lhe school populanOn ip Colombia’
"« syffered from endemic goner It «is highly | probable that in o

couthtries, given the socioegonomic structure ((the populatlon tﬂ

nonschool population at the time suffered fron“endemic goiter at a o

: snmllar. or even hlgher rate. A comparison of the costs of lodlimg '
_salt'and those of treatmg goiter and its consequencel,was a determin-
ing factor in the positive action taken to solve this problem. In this
.:' case, the administrator used the results of the evaluation as ’a basis
for making a pglmcal decision; information resulting from a scientific
study was ‘utilized. The two examples are not strictly comparaB]e,
because other factors, pertaining to the time, values, and technological
advances were not the same. Still later, researchers wanted to perform
an evaluation of thé results of salt . iodization, but by that time, the
results were evident: Endemic goitet as a publlc health prgoblem had

dlsappeared v

It is worth mer‘momng that someétimes a researcher confuses ‘the
means and the ends; either because of ap excess of academlc zeal, or
simply because funds are available for research. Then the researcher
may commit himself to an mvesngauon without conSIderlng its
relevance and usefulness for thé country as a whole. Fortunately. the
abovementioned project did not take place, and resources were
. channeled into the study of ‘other problems of Higher priority, such ..
as malnutrition and the. causes of high mfam{ﬁ‘]ortaluy rates, - g

As shown i in the above examples, factors contrlﬂutmg toa decision’
- on the practicality of evaluating a program are multiple and should
be consider®d before any commitment is made. We should look at
the availability of resources, the practical wtility of the resul® for the
decnsnonmakmg process, the usefylness of the study, and the oppor-
,tanity for making it: In view aof these considerations, it is often .
necgssary to. have- the. cOurage ~to sacrl‘ﬁce academnc zeal swhen
prioritiés have changed or ob_]ectlves have already sbeen reaehed In
. » . such cases, résearch and/or evaluation are no lenger: necessal‘y, since

- " they may only show that the level of achiewement was 93.2 percent
, T : v :
* .4 -
; * 3 . * . ) t e ’
A - « 9 ‘“-‘ 'u L
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instead of 98 percent—in such instances, these pro_]ecu are no longer
relevant.

In order to reinforce thls tatement, we may add that water
fluoridation has not been initiated in many countries because of an
alleged lack of resources for thel evaluation of such a program. In
reality, further evaluation is completely unnecessary, since the results
are casily foreseen (a 60 to 65 percent decrease in caries); further-
more, the cost of the evaluation might be more than that of the
program itself. '

~ Relationship Between the Administrator and the Evaluator (
o o .

The relationship between the administrator and the evaluator
implies a process of communication and feedback. It is essential that
the administrator trust the work of the evgluators—how they do it
(methodology) and why they do it. Frequendly, researchers complain
that the results obtained are not considered by decisionmakers. This
is sometimes the-case, but there are usually good reasons for such
behavior, and they are not the sole responsibility of the administrator.

First of all, some researchers seem to ignore the times we live in
and work on problems that have very low priority when compared
with all the other problems of the country or region. These workers
must learn that even if their studies are very interesting and their
methodology perfect, the results will be of no use to the country
because they are not umely The' researcher must live in his own
time, within his historical moment, to understand it, and to focus on
the solution of existing problems If heslocks himself in an “ivory -
tower,” he will be unable to influence the destiny of his country. If
his arbition is 1o participate in and influence the change process, he .
must abandon his seclusion and become aware of reality. In this way,
he can plan his research study so that the results yield alternatives
from which the administrator can choose the most feasible and
suitable one, that with the greatest potenual impact on the population
to which he is ultimately, l?esponSIble
"~ ~*In dealing with those _projects, surveys, 'and evaluations whose
objective 4s the study of a specific situation in a_given group, one "
must rememﬁ that they should be promptly implemented. Other-
wise, the results might not,be applicable, even though they may seem
“very interesting. ‘For example, in ‘a constantly changing situation, a
survey that takes 3 or moré years (1 or 2 years for analysis and 1 year
for publication) becomes obsolete by the time it feaches the pérson
who coul€make‘the necessary decisions because, by then, the group
- unider stu y has changed. Decisions made with a delay of 3 or more
years—when condmoqs are ‘totally dlffersnt—-could be unacceptable

i, 2,
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to or even rejected by the ¢community, whose attitude would be
justified since the decisions would have no bearing on condltlons at
the time.

Now let us look at the gther side of the coin. When the well- known
“Human Resources and ‘Morbidity Survey” was made in Cofombia in
1964 (Ministeria de Salud Publica 1967), there were many [riticisms.
One of them was excessive cost. I had the.opportunity ‘to cqntest this
opinion in Maracay, Venezuela, when the preliminary rebults and*
analysis of the study’s methodology were presented for the. first time
to researchers and administrators in this hemisphere. Just one of the- .
findings has halted the construction of a hospital whose cost would™

- have been 15 to 20 times that of theNtudy. With this finding, the
study was more than pald for, and 'anythigg left over was consndered
a marginal benefit or an investment profit

On the other hand, the review ‘and anglysis of the life expectancy
table in 1967 permitted the Covernme o shqw the Colombian labor
sector that calculation of the retire ent afe had been based on
inaccurate life-expectancy figures (Minj e Salud Publica 1968).

It is very difficult to determi e the benefit of this discovery to the -
: countrys economy; between that year and the present, the figures
might have added up to billions of pesos.

How can the administrator or pol|t1c1an-adm|n|strator and the
researcher reach agreerient on the objectives and content of a
research project? As one approach to this difficult theme, I suggest
that we start with the assumption that the politician-administrator is
not necessarily pursuing ignoble ends. He wishes to succeed in order
to satisfy his personal vanity, or to gain votes in upcoming elections,
or for some similar reason. In my *opinion, all these reasons are .

if they coincide with an intention to improve .the living

conditions of the.populatlon. Furthermore, if we have a tesearcher - .
~ who is “in tfune with the times” ‘and is aware of the problems of his

society, ther it is not difficult to reach an agreement on which studies
~ should be ca‘rrled out and on the amount of time and resofirces that

_should be allocated for such purposes. The studies should deal ‘with

\ 'research that has immediate application and with research that is

"~ “pure”—in other words, research that may not have an immediate

application but will give research methodology a more sophisticated

approach and will also raise issues on problems that will be of major
concern in 10 to 20%ears. :

A study on the change in environmental pollutlon in our cities
could be an example. Some years ago, a proposal to research this
problem might have been received with skepticism. Today we realize
that pollution is becoming worse, necessitating corrective measures
that could have been avoided by appropriate location of factories and ,'
alternative solutlons to mass transport needs, for example. '

o
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The important issue is that the administrator realize the signifi-

" cance of a successful research or evaluation study. He often fails to
-understand this significance, and we hear complaints from the public

of skepticism toward evaluations and irrelevant mformauon Ongomg
communication between the administrator and the evaluators i is also
necessary so that interim results can be utilized as appropriate. |

In an effective interrelation between an admlmstrator who must

' face the problem to be solved, and a researcher, who often ignores

the practical aspects, certain facts can be identified so that-the
evaluative process can be assessed during the initial stages. In this
way, appropriate activities are supported and. problem areas can be
readjusted or chmmated .’For example, during the initial activities of
a study on malnutrition’ and mental development (Mora, Ortiz,
Florez, et al. 1976), it became apparent that 65 percent of the-
mothers did not possess a clock. Since Bieneéstarina! must be cooked
for 15 minutes. before being given to the child, a timepiece was
necessary for accuracy. Once+the project’s dlrector was informed

“about the problem; appropriate modifications were introduced— .

evidence of the benefits of good commumcauon between evaluators
and administrators.

The evaluation process has been considered as a procedure which
utilizes scientific methodology, but we must be warned that on many
occasions the oplmons of the community, as well as the participant- -

‘observation process, sometimes do not receive due credit. In many.

instances, the usefulness and relévance of the community’s opinions
have been proved in making decisions that deal with reality—such
were the cases which arose when the Rural Promoters Program was
established in Colombia (Ordonez Plaja 1967, p. 42),

Community Participation in the Evaluation Process
It is impossible to discuss evaluation without considering the
importance of the community in relation to the process. Its signifi-
cance goes beyond the fact that in most cases the community is the
“target population.” For true participation, the community must be
involved during the first stages of programing and design. Commu-
nity participation will add validity to the process. Furthermore, the
gradual learning process that will occur as a result of the interaction’
will “eventually dempnstrate the ‘usefulness of evaluation. Realizing

_the importance of giving correct answers when *c surveys are

carried. out, ‘of keepmg appointments, of participatifg} and so on, is

!'Bienestarina is-a mixture of hngh protem -content cereals plus vuamms minerals, .
milk, and soon. .
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partof a process which sooner or later will have repercussions on the

‘community members in an increasingly favorable way, inasmuch as
their participation was requested in a serious, honest, and umely
manner. Their participation has other marginal advantages. such as
-developmg the researcher’s awareness that truth is not his sole
property—thereby dispelling an image of “the almighty know-it-all”
who can solve all kinds of problems from one point of view while
ignoring or even rejecting the values of the participants.

"We often hear that a cé¥fain action has been carried out with the
community’s participation when, in reality, the community has been
used or manipulated as the decisions are being implemented, It is
‘obvious that ‘the community feels that its human dlgmty has been
affronted when a decision- that affects its members is taken without
their participation. Byt it must be even more irritating for the
community members to see pubhcnty announcing their involvement
in the prOgram when they have not even:been mmally .consulted on
their percepudn of the matter.’ These percepuons can :be right or
.wrong; ‘iR most cases they are‘ "right. - Where ;hdy often fail is in
determining what measures should be:takeén to solve ,;hé problem

The following situation illustratés.the néed for cqmmumty Jpartici- '
pation. In a small village, the communityirequested .a, chlldxrens
hospital to combat the high infant mortality. T‘hé dlagmsm was right,
but the proposed solution was néither appropriate z‘noruvpible ; :
Discussion with' the community members showed them that: maybe o ,,, '.‘
the installation of facilities for potable water, addption of a few
‘'sanitary control measures, inspection of food, and formal or informal
educatfon in child feeding could drastically decrease mortality.
Through a participation process, the community accepted solutions
that were techmcally more feasible, but this acceptance was achieved
on the basis of solid arguments and with the participation of the
community in the dec15|onmakmg process It has been said, “Nobody
knows better where the shoe hurts than the owner of the foot.” This
was the case in these communities: They knew very well what their
problem .was, even though they did not know the approprlate
solution.

Pl
—-—

Evaluation and its Financing

The funding of research or any other method of evaluation where

" external_financing is involved creates situations that are worth
analyzmg Quite often, persons with wide experlence in other
socioeconomic and cultural .environments arrive in a country with

preconceived ideas as to ‘what should be investigated and how to

'evaluate the investigation. This pomt is very-important, %mce the

_ /
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evaluation, even though it may seem necessary from a scientific pomt
of view, can overjook the human resources, habits, .and traditions of

- each country. Thus an evaluation which is alm05t perfect in method-

blogy may not meet the real needs of the country Galbraith (1971)
has stated: “We are inclined to believe that we are becoming much
more scientific about the whole business althqugh in an established
- tradition" -ofthe discipline there is some tendency to identify scientific
precision with mechanical elegance rather than reality.” o

When we complain about research and methodological systems that L
are proposed or imposed on us by donor agencies that are aware of = .
our inability to fully implement these systems, we are facing a
problem which is basically the same as the one mentioned before,
even if it is on a different level.

How much of a program’s budget shouild be allocated to evaluatlon " ;
purposes is frequently discussed. The answer is not a SImple one; a’
definite amount canngt be arbitrarily assrgned because - there is-

are dealing with a program about which there are serious doubts, e
might very well assign a sutn that mlght seem qund hlgh for_:l
.-comprehensive evaluation of the programs usefulnes,s, conven|ence
-and acceptance by the community, In such a cases the |nvestment i
worthwhile, even though it may Sivm excessive. HOWCVC!‘ as men-
tioned in an ‘earlier examiple, it ‘would be absutd 6 invest any

program, to! détermine the usefulness of ﬂuorldauon The same

“successful results need no further scientific confitmation,

In programs benefiting children, where the results are obwous and.
where action is the required element, I*do _not believe that a deﬁmte
percentage: figure ought to be assrgned to program evaluation, Each
program should be dealt with accordmg to its circumstances. In, thls
case common sense is of more value, thah an scnentlﬁc formula’ 'I"
could propose. In the words of Elnsteln magmauon, |s more
important than knowledge.” - ;- W :

In summary, what the administrator, wants is relevant rellable, and
understandable information that will allow for sound decmonmaklng
The scientist should consider this’ need, espec1ally when presentmg‘.
results that ay be very clear to him, but not to the admlmst.’rator

The researcher—evaluator must remember that his. conclusrons wﬂj
only be given credit or taken into account -if they:: are in. accordance
with the real needs of the people and he: must remember that the

» . ‘e t, R
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deculonmakcr is genuinely willing to solve the problcrﬁ and usually
has the ncccssary resources to do so. -

o

-Fi_nal Comments.

To close the discussion on this subject which in its very essence
needs a balance among science, humamty, polmcs. and facts and cases
that improve the quality of life, I do not find any more appropriate
words than those of Eduardo Cote Lamus, ‘one of my country’s

greatest poets

That world bécame extinct

thus hadito burn up that way

because the things dear to man were destroyed:

his will, his faith, his attempt L

to become one with his fantasy. - . -

And he was left with only the ability to rciison“

We cannot pretend that science is the only form of; k\\wlcd e or

‘that its conclusions are the sole [IS;I[h they are lm;pdrta.n§

individuals and ‘communities, their expectations, their visions of the
world, and their values. These factors are such that the administrator
cannot solve a problem without the help of the scientist and vice
versa; nor can-both solve a'problem-without the participation of the
beneficiary (or the legal guardian, when we refer to children). .

In today’s world, the: polmc:an—admlmstrator -must~acknowledge
that he rieeds the help: of serentists and ‘technical adyxs;?rs if his goal is
a better (;hance of. succeSs But the scientist must-alse, understand that

the extent of his participation in_ decxslonmaklng (a new" phenomenoh'

ut only as_.:
ore complex—the quahty ofdife of

in the world’s history) (Drucker 1968) implies a great responsiblllty,'- :

.and under no circumstance should the scientist consider himself to be’

Coa uabmrc the politician, since the latter is ultimately responsible to the -

__peoplc This advice is valid in any political system, and although this

p&@sxblhty can and should be shared, it ultimately rests with the
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EVALUATiON OF CHILD HF.AL'I'H CARE AS SEEN BY
EVALUATORS

Jaime Arias

Introduction S .

There is a logical order to the three prevnous presentations. .To
continue along the same lines, I will present some ideas on evaluation
of medical care from the viewpoint of the evaluator. Dr. Wray and
Dr. Rosselot have described quantitatively the problems affecting
child health in the Americas and have summarized the existing
programs created to taekle those problems. They have identified the,
problem for us, allowing us to proceed to the conceptual, ‘political,
administrative, and technical considérations in order to evaluate-both

. process and outcome “Although identification and quanuﬁcauon of .
. - problems and their' related health. acuvmes are components of the

evaluation process, these aspects cannot be considered evaluation in

. themselves unléss other aspects are included, particularly those that

permit. comparison and judgment of data and mformauon
Dr.. Horwitz has pointed out the impontance of child health

programs compared with programs devoted to other risk groups. He .»

‘has further directed our.attention to efforts to measure and evaluate
‘programs in the ﬁeld of health care in-each country of the Americas.

One of the basic purposes of evaluauon is to determine priorities
between programs; the priorities may ‘then be’examined in relation to

“the overall economic and social development of ‘the: country or

community under study. These considerations are more important

when one is dealing with a country or community where scarce’

resources must be distributed optimally, avondmg waste and maximiz-.
ing the output of each resourcé ;

Before priorities among different health programs can-be set, aach
country must det mine its basic policies, such as the relative

importance of its investments in education, nutrition, and medical . ©.

" -care: Then, within the health sector, the politymakers should deter-

mine if, for ‘example, ‘preventive medicine programs are justified.in

light of the country’s exlsung needs and resources. ‘What-is the
“ s . }

‘l ‘.' 3
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s

proportion .of primary care required vis-a-vis- secondary care, and
.how can we use evaluation tools to find out?

The aforementioned considerations brmg forth a multitude of-
questions: What aspects of a program are “to be assessed, and how?
Which activities should be evaluated, and what measures should be
used? How can one assess efﬁctency, cost:benefit and cost-effective-
am efforts and inputs, quality of procedures, and, of

ness,

r
courseP‘:h%rt- and long-term impacts of efforts?

Dr. Ordonez Plaja has discussed evaluation in terms of appropnate-
More |mportantly, he has shown that there must be an
appropriateness in the ‘use of results. He has also spoken of the

ness.

>

v

Ve

factors that can decrease effectiveness in the relationship between -

admtmstrator and evaluator. He has emphasized the ttme factor and

ALY

the lmportance of clarifying i mvesttgatlve and evaluattve goals

Commumty partitipation in the evaluation process hap also been *
meéntigned; the community should participite, not only as the subjeol

* of- the evaluation, but also as a key factor in the evaluation process. -

ltself fronr the programing and de51gn of the evalﬂatlon to the

tmplementauon of change.

process

-"As a follow-up to theﬁe thoughts l shall dlscuss three top|cs

—The definition of the evaluatton process wlthm the health care
“system;
l—The .

evaluator,

relationships with pohtnc:ans and admmlstrator?

.

Evaluation as Part of Medical and Health Care

In the last ciecade 'evaluation has become so _>important it is in
-~ danger of becoming an end in itself, an'independent system, when it
. should be an mtegral part of the planmng of medical and health

care.

-«

v

»

v

.

N

Dr:-Ordonez Plaja explained ‘that’ external fundmg sources may
influence the evaluation process according toi their .own interests
rather than those of the program or agepcy under study. Hengé a
certain amount or proportion of. funds should be set asidesfor
evaluation in each particular. agency or program. His viewpoint is
~ that of the administrator at the political lével for whom evaluation is
Just another acttvnt‘y belongmg to a broad planmng and admlmstrattve

h|s or her. role, field, way of worklng, and

‘—Technology transfer in evaluatlon between the countries of the
Americas and the’ future df evaluation of health care programs in

the reg@n ‘ RN

F



: -
LR Al

B . Evaluatibn As Seen by Evaluators * .59'.,

.

. Population-At-Riek,
" by groups

' TR (Different Stages)

.Demand for Sorvlcu
. {Felt need, interest,
capacity for demand)

FINANCING OF

HEALTH CARE QUTCOME

Clinical’ or Gther -
Specific Procédures

- W B
- ) . " f
s
[ - . .

Forma) or Nonformal . ' iA'
Health Care Programs

"Manpower and
Otlm inputs

] -

g . T e

Figure 1. Flow chart of the rricdicaj care process

'Using a so-called Health- Diseasé-lntervention (HDI) ‘model, one

can apply the different aspects of the evaluation process in order to
. clarify- the relationship between health care and evaluauon and to

illustrate the relevance of the latter in that general health care

~ context.

Figure 1 is a.flow chart of the overall medical care process,
including a populatign at certain risk- to disease and the requirements
of that population for medical services; a network of individuals and

~ - ’ ’ B
6()\
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Figure 2. Normal r lqtion;hi'pg between health-cgrg{and evaluation processes
_ institutions organi ed to 'r'cnd'gr.,s‘ 3 'ces'tllif;)ug'h a ‘s;éfiéizy of "_s_.p'eciﬁc' '
procedures Jor each patient’ ang ‘partj€ular, disease; .a financial.
infrastructure that includes coats, prices, fees, and 'Tpaymcn‘t, of
servites. The infrastructure As ;‘loca}y’ed at both the level-of the
population and the leve] of the instititions and individual providers.
Finally, the interaction of demand apid supply (or capadity:of services) :
has an outcome affecting individu'gl’s, the total population, institutions- - .. .~
*  of health care, individual providers, the specific health system, "and "
the global social system. ' ' R SN

_ Figure 2 shows the different types of evaluation which have a cléar ', -
"~ relationship to the overall process of mtedical care in such.a way that "7 -
* - ecach of the components of that process can be _assessga a'ccbrding.to 3
" a complete and systematic scheme.. . ' -
We can see that some types of evaluation require only . the
~ consideration of one component of the medical care process.. Others

- . - » " »
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|mply consideration of bo(h demand for and .vupphf of services.

* Consideration of outcome, as in the case of impact d%dl)bls or cost-
bcneﬁt studies (including the comp.mson of outcome' with the cost
and effect of the programs), is also-important. © .

There never will be one ideal evaluation mgthod, but we can, hope
to develop adequately conceptualized and executed methods that will
Cvary. dccordlng to the approprm'(eness of the process to the program
to be evaluated, Only whén-the various evaluation aspects are carried |
out van we have adequate and sufficient knowledge of a program.

_In real life, complete and absolute knowledge is neither possible

“nor necessary. The accumulated knowledge about most components
“of the HDI process permits the application of programs and technical
\proceduree In many instances, the causes and mechanisms of diseases
;gre well established, and duplication of basncfr eSC'erh is not needed—

, partncularly in the less-developed counlri'es v S ‘
*Basic epndemnologlc studies do not require dupllcauon in each

counlry or in each parllcular situation, whereas apphed epldennologlc N

studies should be carried out for each different situation, even in

less-developed countries, since the complexlly *and costs of such
studies are hot beyond the ablllly of such countries. One example of

such studies would be "The distribution and prevalence of kwashior-

kor in a given rural province of a country.”
When one analyzes the secondary. stages of the HDI process, it is
clear that speclf'c evaluation studies are needed—no( on}y for each

country, But als_p for each program, or at least for eac parllcular >
. type of program<—since a number of social, cullural economlc, "and

psychologn& variables influence the effectiveness and, impact of the
program .or procedures This type of evaluation is essential for each
country, program, and.,lnsutullon An example of this type of study
would be “The effectiveness of ptogram X (or procedure Y). in

decreasing the prevalence.of kwashlorkor among a given popul.mon -

of children” - :
Evaluation of cllmcal surglcal laboratory, or other speclhe -proce-

dures, is done at the tertiary stage of the process of organization of:

seryices. This sequence does not mean that effort évaluation or

‘effectiveness analysns for example, applied in prevnous s(ages is more

. lmporlanl P ‘

~Figure 2 and table l give us a better understandmg of the. prlhmry, -
and “tertiary stages of the HDI process. They help us to"'

secOndary,,

'underslanﬁ the relauonshlps among basic medical. research epldemr-
' ‘ologlc sludles, ,pmgram evaluauon .md (.llnl(.dl' procedures evalua-
tgh, o g '
i “Fradlllona.'l deﬁnluom of evaluation do not include. baslc rese.\rch
on causes.and mechamsms of cflseases (herapeullcs, or epldemlology -
€

‘og V-
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traditional evaluation studies. -

- possible to multiply them' as “‘ektended progr

. “monitoring.”

62 EVALUATION OF CHILD HEALTH ngvr%ts T .e
T

Table 1. Stage"é of the HDI Process and Diffcrcm Types®f Studies Apblicd
to Each Stage ' ~ . - oo ‘

Al

Stage L Demand Supply Studies ¢
- Primary Heaithy and - ) “*Basic and wpidemiologic
' unhealthy ] ©©  §  research | .
. populatipn : . = L
Secondary - - Demand and social Resources, cost Evaluation research®
outcome. _ * programs * Program evaluation
Tertiary Individual outcome - Specific . Evaluation of specific - *

procedures . procedures : ﬁ Y

S ' T

However, when these ‘types of research are,,vc’onsiderved in relation to

»

the complete HPI process, one can understand their links to ]

In terms of evaluation methodologies, we will Rave'the opportunity
‘to hear and analyze nine cases, selected in such a way that we will
have a sample of most of the best known methodologiestfor varigusg
program needs and circumstances. It is important to understand the
adaptation requirements of evaluation methodologies td“"‘spe'ciﬁc
program needs. We can identify at least three different levels: (1)
experimental or quasi-experimental designs of var‘ying complexity;
{2) nonexperimental designs for program evaluation; or (3) very
simple designs for self-control of performance, suitable for any
practitioner. o T

Table 2 is a diagram of the three possible stages of an experimental
program or procedure. The first level requires experimental or quasi-
experimental designs, with control groups, and so on. This stage has
been called “evaluation research.” Once the programs or procedures
have been evaluated, they can become “demonstration programs or
procedures.” These in turn should be evaluated by means of a
technical and sometimes-complex design that is, irf general, of the
nonexperimental type. Finally, when demonstratie,
procedures have proved stheir appropriateness

s or procedures.”
These require program evaluation of simple d ign and easy applica-
‘tion. This typé of evaluation can be called “control evaluation” or

Table 2. Evaluation Designs for Each Type of Program or Procedure

Program or Procedure Evaluation Design ~

"'Experimental Experimental or quasi-experimental ¢(Evaluation .
: . : research) - ) ’
Demonstration - Systemic nonexperimental
Extended .- Control evaluation or monitoring

A o
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The Evaluator—r-Hts Rolé, Work Setting, and Workmg,&elau&nshlps
% ce lhgh!valuauon proc&s is* deﬁned it is n‘&essﬁ&y to %ﬂde
who w111 carry it out. First, it should be ascertained whether the are

% available professionals why are devotedtexclusively to evaluation aﬂ

' y) have received formal training inthe field, or whether there are -
individuals vwho have learned how to pergorm the functions of an @V’

evalua(or Second, the evaluator's rgle, the setting in which fie orshe  *
. ‘catries out that role, and the relauonshlps between the evaluator and & #
5dm|n|s(rﬂ(ors or decnsnonmdkers ‘must Be consndered o 1
A banel of three esteeméd medical evaluators h4a revnewed»lhe aha
» more important®valuation studies published in. Bogota, the Ldgua]*of )
* "Colombia, during the last 2 years¢ and it has selected 30 individuals .. ¢

who participated in the studfes and who.can be oonsndered as
evaluators, or at least temporary or parual evaluators. A simple .
“survey” was distributed among the graup oft 30, lghuesung lnforma-
‘tion about thefr professional backgrounds, aé’uvmear and &he‘se(ung " -
' arfd conditions of their work. None*considered sysigagatic evaluation
to be his/her only.,:proTessmnal&cuvuy, and ogly (16.6 percﬁlt')
said evaluation was the most important of their profesmonal agtivities.
Only three evaluaprs at’the time of the survey were woiking on the #%
discovery or testing of new indicators. -
Twenty individuals (Gﬁ 6 percent) had recgved adequ.xtﬁ pos(grdd- %
Wate training ins: evaluauo@‘almos( always as ‘part of trainiag in public
. health, sociology, or statistics; therest had been (ralned‘slhrough their
professional practice. Of(h()se with formal training, 11 {33.0 pehem)
had studied in the Unl(ed states or England for more than 2 years %
In Bogota .the majoril¥*of ‘evaluators of health programs ares
medical doctors (23); the rest are. soci(&gis(s (3), statisticians | )‘nnd
economists (2). Within the-group of 23 medical doctorgt 15 'had’
dlfferen( 3pecialties’ in publlc health, social medicine, or community .
health; and the. rest were clinicians. 4 - S
- Taking into" account the amount of professional time devoted to" 9
evaluation during the las{’2 years, -the survey revealed that 7 of the 5:.*
respondents had spent- more than 4 percent - thejp, time on
" evaluation; 4 spent between 20 percentand 20 pércent; and the other @
19 spent less than 20 percent of their time on evalu.mon Twenty- -
three were carrying éut some evaluation study a¢ the time of the
' survey, and only 13 had newly deslg.ned and funded evaluauon
pl‘O_]C((é for .the next 2 );cdrs Twelvg worked for govcrnmenldl
institutions (40 percent); the remainder, for universities: or lesearch,
organizations. a “ e
It is clear, at least in Latin’ America, that there is noy a 'speu.nl
group of professionals devoted entirely to ev.nlu.mon of medical care,

o
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¥ d on? can predict that this situation will not change irr the near
e future. Since the “felt need” for evaluation is increasing and most ,
proframs require it, it is’ likely that the number of individuals'
devgloping new method$ and indicators, as well as those doing
evaluation, will increase—but not to the extent to which the profes-
sional cgn be c”onsid,ered purely as an’ evaluator. o
‘According to presenf trends, we can predict the need to train at
least three types of evaluators for the future: - o

) .4'>‘ -

—Those deyoted to the experimgntation and development of metho- -

. dologies and indicators that will be- applicable to'fexte‘nded pro-
grams, projects, and individual practice. These professiongls will
‘work exclusively in ¥valuatioh, ard their supply will grow more

. rapidly in industrial coufitries: - - . . ) .
e — ' hose individuals devoted'to the development “and evaluation “of -
2 experimental, pilot, and demonstration programs or to the evalua-
o tion componept of extended or action programs. These individuals
*  should. have formal trafning'in evaluation. Y o

—Finally, those proféssionals who will perform some sort of self-
. " evaluation, of their activities; therefore, it will be necessary to
» . anclude the teaching of basic evaluation techniques in the curricula
of most health professions. (Today, the health professional does
. not have information about evaluation, yet most medical and other
health-related schools are not including information on evaluation’
, | <N the.ir‘ curricula.) - T o R '
f« Now that I have briefly.described the characteristics and profes-
sional backgrounds of the present Latin American evaluators, 1 will
attempt. to idep_tif_y th;ﬁ roles and the conditions: of these roles.. -
- Evaluation is refatively new;in Latih America, and’ the evalyatogs role
‘44 not well defined. It varie$ accorging to the type -of evalpation, the *
- # program to be evaluatéd, the purposes of evaluation, and thé institu- *
tion where the evaluation is taking plad®—that is,caccording to the '
. evaluator’s working conditions. e .
", When #valuation takes place in an-acadenfie sétting, researchers
havg more freedom and contjol over theirfwork. The reverse occurs
when professiotfals are doing their work for an agency devoted to "~ °
health progtfirps. The: rdle also varies accgrding ‘86 _whether an
Kevaluator is working on a single project or progtam or for an’
" evaluation unit in chaige of the coordination of many projects or
, . P -

', programsy. . : Ty 4 -

" In,the case of program &valuation, the role includes the evaluat(t)z"
pa.rticipatylgin planning and program design, as well asgin the o
implementftion of changes through the application of evaluation ~

e . ‘ 2 ™ ' )
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results In the case of control evaluauon or momtonng, the evalua-

_ tor’s role should focus mainly on the teaching and advisory aspec}vm;

order to help those individuals who are doing self-eyaluation.

In general one can summarize the evaluator’s functions as followS: X

—To promote evaluation techniques; :

. —To participate in thie design of experimental programs or pzo_f&ts

. —To design an evaluation methodolog-y to be applied to the program

o flo select one which is appropriate; -

. —Tp carry out direct collection and processing of data and informa-

-

tion needed, or to advise on data and collection methods;
—To analyze or to help in the analysis of collected information;
—To describe, explain, and communicate the evaluatidn results;
—In some cases, to motivate and persuade the administrators con-

* cerning the |mportance of .the use of results in the change process.
—To collaborate in change implementation, basing it on evaluation -

results;
—To educate those individuals engaged directly or indirectly in the
spvaluanon or plannmg processes.

When the evafuator s funétions are taken into account, the impor-
tance of the relationships between the evaluator and all those .

individuals who plan, manage, and make decisions on projects . or

‘programs becomes apparent. The success here depends not only on

- the adequate execution of the evaluation; but also on the capacity of

the evaluator to “sell” the results and engage all the key persons in

“this com plex process.

Thus it is important to consider the management of m;erpersonal

-relationships. The evaluator should ‘detect and analyze carefully the

,constraints and determine which individuals are more likely to

obstruct sound relationships. Taking steps to avoid or to detach and
solve these problems is part of the strategy that must be developed at

the beginning of any evaluation effort
I would like to stress the important role of evaluators as educators.

Thls role enables evaluators to multiply their efforts and permits the
jtutionalization and internalization of the evaluation concepts. The
st two papers of this conference address the importance of evafua-
tion as a tool for education. .

\ ' .

’_I‘echnology Transfer of,Evaluation Between the Americas '

E

It is clear that evaluation techmques are developing at different
- paces and in different dlrecuons in lndusmahzed countries and in
s .

>
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preindustrialized ones. We mentioned before that basic and epidemi-

" . ologic research should be the primary focus of developed countries,
- while evaluation of experimental, demonstration, and applied pro-

grams, as well as the evaluation of specific procedures and applied
‘epidemiologic studies, should be of interest to both types of countries.
" We should encourage technology transfer and communication in
those studies common to either type of country. Transfer should take

" . place both‘at the level of new methods and indicators and at the level

of results of those analyzed programs. . o

Transfer and’communication should occur not only between

countries at different stages of development and with different
‘cultures but also, more importantly, between countries of similar

. development and similar problems, and between institutions or

programs’ within a single country. It may seem ‘obvious, but it is - -

important to reiterate that in countries with technological and
financial limitations, it is very important to avoid duplication of

studies. The ready exchange of ideas on methodologies and _resul‘ls'

will eliminate this problem. * '
In order to establish effective transfer, it is necessary to. create new

communication mechanisms: conferences such as this, ‘publication of

research, studies of different programs, and, training of evaluators
with participation of different countries. ,
It is desirable, through an exchange of ideas, to" devise simple

. methodologies and indicators that assure validity and reliability and

are simple to execute. Such ‘designs can be applied more universally.

It should be noted that this paper does not make specific refgrence -

to evaluation of child health programs because, from the evaluatoy’s
point of view, the principles and techniques of evaluation are similarly
applicable to any population-at-risk group. )
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_ NINE EVALUATION CASE STUDIES :
o 'AN APPROACH I'O THEIR CLASSIFICATION

“The- tc-n that’plannbd thls conference selected nmq case studles'm. _
Cian: attempt to mdlcate the diversui’fof cuirent perspecuves on health "
T care evaluation:in dtffqrcnt parts-of;the Americas, as w§ll as.to reflect ™
" thie, overall sfate .of the’art in the hemisphere. This paper-is an’effort
.to classnfy thé&g;udxes in a varietYQf ways to facnhtat&thélr orgamzed
(znalysls in the: Wthshbp dlscusslons

Classification’ of evaluat.mn studles is often dlfﬁtult;

,because every
e  study mvolves mulqple aspects of evaluation and ‘bgcause the lﬁnﬁl-
tions’ of 'differénttypgs. of - evaluation lack unifgymify: ver, Q’

terminology ofteri varids franone country’to anq(% prang: froih ong ?&

R language “o.. ano(her, 0ver 60. studles ffom 14 countncs' xlc,re o~

7 reviewed prior 6 lectxon of thcse ‘9 casesr Ln%aons |n“tIme and 1n :
- Tesources. ncCess:t;&d ‘the. -omission. of a,,purpber of exasﬁeht studies;”. ~

. Itis.nevertheless fortunét = that the authors of: some*of those omittéd " ; :

o papers were among the : gderat()rs and, 'pamc‘lp:tn{s*m this’ 'g:onfer- T

4 1‘1_ \u

o

FP '?‘;' planning leam, conslderc portant w br)ng to the auéntron of\tbe
‘conference for. analysls dlscusslo‘n \Each case corresponds [£
well- known. aéademlc effort ‘in fts owriicountry and represents a
different type of-health care’ program and evaluatlon gnetfxodology

m'fhe followmg charactcrlsths were taken Jnto'consnderauon m s’electu ";,_ .
ing the studles, L ) \ e n;_} B y ’ L

mvestlgator), )
~—Size.of the geographlc area nh whlch th :
Qperaies, B ;
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i1 —Purpose of evaluation and originators of the evaluation;

‘"7 —Type of evaluation: effort, efficrency, effectiveness, impact,” cost-
3N benefit, quality assessment;

;" a’i:  —Methodology and indicators used in each study,

RIS —Use and tmplementatlon of results.

. The workshops analyzed' each study prlmarlly in relatlon to four of

, .+ the above-mentioned charactenstlcs the type of evaluation, particu- -
217 larly in relation to the obJectlves of the program; the problems
‘encountered with the methodology; the difficulties in tmplementatlon
of resylts; and the appllcablllty of the method to other programs and
cultures.

There is no. partlcular techmcal reason for the sequence of the case
presentations. The chosen order intermingles Hispanic and English-
speaking authors in an attempt to enhance communication among
.professionals with different languages and different cultures.

Based on the above, the case studies can be classified as follows:

. ——Country origin. There are four studies from Lat{h America and
the Caribbean (Agudelo, Heredia, Ramsey, Yarbrough); four from
the United States and Canada (Belville, Kessner, Pless, Williamson); -
and ene from the United Kingdom (Martml) The paper from the
.United Kingdom was presented by a Latin American investigator,
while one of the Latin American studies was presented by a North

. American investigator (Yarbrough).

+ —Size of the geographic area. There is sgbstantlal variation 'in the -
programs under study. Two nattpnal health gare programs are
evaluated (Heredia, Ramsey) The remamder focus on counties or

~ provinces ‘(Agudelo, Pless); limited communities (Kessner, Martini,

. Pless); different forms of practn?Kessher) health centers
(Belville); and, in one case, a variety of ttmgsd,(Wﬂllamson)
" —Type. of popiilation-at-risk. Almost all the studies are related to child
« populations. In those not directly related to children, the method-
ology is applicable to child care programs. In one instance, the
- evaluation includes mothers as well as children (Heredia). .

" —Level ‘or area of health care under study. Some papers stress, primar’y‘r/
care (Agudelo, Belville, Kessner, Martini), and others focus on
secondary care or on all three levels of health care (Heredia). Two
cases refer specifically. to nutrition (Ramsey, YarBrough), and -
others use specific diseases as indicators (Kessner Martini, William-
son). : » :

© —Type of program. In some case _studies the ev.aluatlon has been
applied to “experimental programs,” and hence .thelr design is of
an experimental type (Kessner, Martini, PleSs, Wllllamson Yar-
brough) other case studies are related to deanstranon programs

&
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Classification of Case Studlcs 7 I

(Agudelo, Belville, Ramsey) or to the so- called extended or current
programs (Heredia, Ramsey).

- -

—Purpose of the evaluation. A large proportion ‘of the papers have an
academic purpose, and their initiation must be credued to acade-

micians. In° many of these academically oriented studies, the

appllcauon .of research findings to program development is a clear -
aim. In some instances, the study goes beyond assessment of a-

particular program or project and seeks the discovery dand devel-
opment of new methodologies (Heredia, Kessner, Martini, William-

~son). Some of the papers have a clear administrative or policy-
making purpose and attempt short- or long-term program changes

(Belville, Heredia, Ramsey), whereas others rely more on educa-
tional processes to achieve change (Kessiier, W|ll|amson)

—Type of evaluation. Some cases address issues of quality assessment,

including elements of effectiveness (Kessner, Martini, Williamson).
Two case studies address program effort or inputs (Agudelo,
Heredla) and other papers focus on studies of program. efﬁaen@'

~and' effectneness (Agudelo, Belville, Pless, Ramsey, Yarbrough).

One. case includes cost-benefit and long-term impact analysn
(Heredia). . . : /

—Methodology A wide range of methodologles and mdlcat(/s

utilized in the nine case studies' under analysis. There is a
mathematical simulation model (Heredla) which ,uses known indi-
cators of outcome, effectiveness, and efficiency. There are experi-

-mental designs with well-selected controls _(Kessner, Martini, Pless,

Williamson, Yarbrough) that use specific health conditions as

“_mdlcators with a different methodological approach. Martini uses
sociomedical indjcators with d&a provndegl by the patients. Kessner

uses a prospective approach for analysis of ‘outcome which he
combmes with education. Williamson analyzes the diagnosis and

- treatment processes and their outcome for specrﬁc health* condi-
_tions and relies on educational strategies to achieve early change.

Pless presents a more global approach to the. evaluation of a
community health program usmg sys(emlc surveys as a way to
assess health status and services rendered, and Yarbrough prescnts

-a quasi-experimental design to. measure the effectiveness of

nutritional program. Belville uses a method called “concurrent

- evaluation,” which attempts to produce ongoing change in the

health care program -through active participation in the study of
those engaged in the operation of the programs. Agudelo and
Ramsey combifie the measurement of effort and effectiveness in
demonstration programs using nonexperimental designs and rela-

" tively snmple methodologles ‘Lth a combination of indicators.
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—Implememahon of results. In some of the cases, the use of results is
. " direct and immediate (Belville, Ramsey, Williamson); in others, the

use of results is direct but requires some- delay in their lmplemen- o e
tation (Agudelo, Kessner, Martini, PleSs)u In the remaining cases,
the use of results is indirect and requires-a longer period of time
before lmplcmemanon (Heredia, Yarbrough) In some instances, -
the application of results'is made directly by an individualpracti-
tioner or by a group practice (Kessner, Martini, Pless), .whereas in
_other instances, .the application is made by the Government or
administrators (Agudelo, Belville, Heredia, Pless, Ramsey). Finally,
in several papers the method in itself and the possnblhty of its
"application are the main focus of the sludy (Heredla, Kessner, :
:Martini, Williamson). ¢
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SOCIOMEDICAL INDICATORS FOR CHILD HEALTH .

Carlos J. M Martxm and lan McDoweII

'Intrbducﬁon N

' Many indicators have becn used to csumate the need for child -

health services. These include birth rates, the incidence of low birth
~ ‘weight, the proporuon of thé population under age 15, stillbirth rates
and, most important of a]l, infant and perinatal mortality rates
(Report of the Committee (‘m Child Health Services 1976, Lowe

1976). In addition to these, a variety of other indicators related tothe

mother, such as the number of children she has, short pregnancy
lntcrvals, small physical stature, socioeconomic status, and certain
- behavioral variables, such.as whether or not she smokes, are being
‘used in.Britain as bases for hlgh risk_ strategies in planmng care for
children.. " . :

Although thcse data arc used frequently, some caution must be
cxpresscd over their use as indicators of need.and for evaluatmg the
outcomes of child care (Department of Health and Social Security

1976) While indices such as the sickness and death rates of children

at birth or in the perinatal period may provide useful data for the .

overall planning and development of social and medi ] services, they
aré not specific enough to identify the cf'fccuvcncss of health care
alone. Infant mortality rates in general are Rnown to reflect a number

of social and environmental influences. They should therefore be -

considered as overall indicators ,of community poverty or, dcpnvann
(and therefore, perhaps,-also as estimates of global needs for services),
rather ,than as specific indicators of the outcomes.of health, services.
We have examined the relative contribution of medical care provision
and social factors in explaining the interregional variation in a

number of mdlcators of child mortality and morbndlty in England. .

'and ‘Wales- (Mamm et al. 19]7) Flgure 1 gwes a summary of thc
3

>

Tfns pro;cct is financed by a g}anl from the .Social Scrvnccs Research Councnl
London. .
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Proportionol

- Medicslcars | Soclo-demographic - . Totalvarience
Dependent variable . provision l variles ' Collinearity  Explained R2)
infant mortalityn0oo , -\ : . . BT
live births. v . QI8 e» e 0.06 - 0.63: .
. R L ‘ .
Perinatal mnynan . ' . T :
live births. - T x| e® - . 008 ea

Figure 1. The relative c;ntribﬁﬁon of medical care and sociodemographic L
variables to variation in. two indicators of chlld -mortality rates, England v
and Wales, 1970-72. -

T ) .

typical findings, which showthat the proportion of variance in infant
mortality rates explained by sociodemographic tharacteristics is more
than twice that explained by medical care.! i
For pennalal mortality, the relative conmbuuon of ‘the -two com-
ponents was virtually equal, but the data show that this indicator is
still relatively insensitive tq the provision of medical care. Similar .
‘results were also gbtained -for crude and specific mortality rates.
However, one indicator—the overall case fatality rate—appeared to
reﬂect the contribution of medical care more adequately In this
) mstance, the medical care contribution to variance explained was 0.56 ° -+
(the total variance explained bemg 0.75). : T )
Let us assume that these findings express, albelt crudely, a real . !

phenomenon—.—that the -impact  of medical care on many accepted '
indices of child health is subordinate to that of the socioeconomic

and environmental circumstances of the Populatlon The interpreta-

-tion of this finding will vary according to our expectations_ for the ..
‘scope of ‘medical care. If, for example, we argue that child health
" care should strive to improve the total environment of children, then.

these results suggest that such care is not succeeding in its goal, for.

its influence is still outweighed by that of social circumstances. §3
Alternatively, if we take a more restwictive view of the role of medical ¥'» .
care, then these mdlces. are not adequately specific for. its evaluation. '
£ 3 To select more s 'tablg 1qdlces for planning and evaluating care, it is -
necessary to de; more detall the various components of the
planning proceSs

4

“.

! The variables considered were age of the population, social class: distribution, level
of 'urbanization, levels of income and education. To dcscnbc medical care, the
followmg variablés were included:’ health and social serwccs expenditure, hospllal_ '
resources and performance, and vafious mdlces of communlly care,

O
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Indicators for Planning and ngh Risk Strategies . .. = = - .,

_ E ‘ The first stage’ in plannjng health care requires an overall descrip-
tion of the actual health''status of the population. The previous
findings, in our opinion, do ot invalidate the use of traditional
“indicators for this task, sifice such an assessment is not concérned

\{it:\speciﬁc- health care activities, but with reflecting medical, social,
- an

environmental conditions. For this Purpose, indices of child.-
mor!.élity rates remain the most readily available and'general proxy
measures of child heglth problems in a community. * - o
- .~The second” stage in_planning care is-to specify the type of
intervention most suitable for the problems outlined by the overall ;
description of health status. With the growing emphasis on’ preven-

 _tion, ‘an application for .'the"*indices.o\f mortality rates again arises,
- since these do refléct social conditions. Many of these social correlates - .

of mortality rat'.g«‘é'may therefore be measured in the population.”
Groups-at high risk may also be identified (World Health Organiza-
tion 1976). In this sense, the mortality rates provide a more useful .
basis for planning preventive interventions (high risk strategies) than ,
for planning specifjcally medical actiVitielz. ‘ I .
The third stag€ of planning care covers evatuation -of the effective- -
ness of the programs implemented. In evaluating child health
‘programs, we must address only those elements of the whole health/ -
sickness process which may reasonably be affected by care. The -
_ “tesults shown above indicate that mortality and morbidity rates reflect=" .
social realities that are ‘mormally considered beyond the scope of
health services. It is only',- perhaps, at the level of community child
health care .that such indicators may provide relevant evaluative

v;'ir')f(()rﬁlation; they are still relatively insensitive to the detailed inter-

<

.' *ventions. of the health care team. This phenomehon is particularly

) .

" fatal conditions. &
*To overcome thése pgot?ems‘ of evaluative methods, alternative .
indices of child health levels must be considered. For example, if it
were "possibde to deyelop a survey instrument to distinguish the

noticeable ‘where much of the work is not concerned with potentially
. : g - e :

*  contgibyitions ofsocial circumstances and .of medical.care to a child’s

0

healt it would be possible ‘to plan and subsequently evaluate health:_
care- interventiong tailered ' more specifically to. existing problems.
‘Ohfcgmé-?ingicatoss based on measurements of a child’s functional
abilities, in which fhe parents are asked about changes in their child’s
‘and in their own“{b&avi_br -as a result of the ch'ild's"i,il health; could
. provide a §fmple-and yet speeific means for asgessing the less serious

a_ types of condigion seen ity primary health care {McDowell and Martini

L. e .’ n X N ’ ] .b._’. . }
. Kol P% ‘,f.,‘-'\ o . . oL
. . k A ; ) . . ]

©'1976). Measuraménts Qf .this't)"p‘e-w(_)uld- not be-intended to replace .

. . -
o‘, Ay o St : LA

a7 oo ¢

Coe . N e
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the tradmoml hcallh mdicators, but rather to complement them, ﬁrst :
‘in the. area of evaluatlon and Lthenalso:in the assessment of the neéd

for care: t v . LY e L
- " _¢ o~ ) SN G“’"-“ S ’ . a R L “\. ) . e

The Development of a Soaomedncal Cl'uld Health Index
e Wc are - at present developlng and testing & measurement techmque
) ~ in which parents (preferably the riother) are- asked ‘tg comment oh, ,
alteratlons in the child’s normal activities and also to ‘describe changes o

-in thcnr own normal ﬁfestyle prodnced by,.the chllds illness. (Older

’ chlldren can of course comiment: ‘directly. qn such changes) These
, percelved changes or problems cah‘be used in before- and after-¢care -

i evaluation to |nd|cate the shortterm, effects of medical intervention

in rcducing incapacity, as well ‘as in restoring the patlent.s normal

The child heaTth indeX is’ applied. throigh interviews wlth whlch-
“ever parent has brought the child to _care, using a standardized -
InleerCW schedule. In the past, the parent has been exteifsively used
‘as an m'formant, a number of- behavioral lnventoraes Aagch.as the
Peterson checklist (1961), ‘the: Achenbach index (1966) and Rutter’s »
) screenmg instrurent (1967); have exemphﬁed; thls‘oapproach The

o mtervnew schedule is based on a collecnon oﬁ tatements obtarned )
' fram 536 interviews with pargnts whose childten were attending the -
otitanent clinics“at the' Nottingham Chlldren 'S Hospttal As with the ,
.. .~ ‘'method used in Bergner's Slent‘:SS Impact Profile. (Bergner et al.
© 7 - 1974), all the statements describe changes- or restrictions in behavior
duc to the child's lllness relatmg either_to the child or the’ parent. ~.
This’ procedure permits the development of - twe: types of proﬁle one
: descrlbmg the child’s problems and another descrlblng the parent’s '
~ altered acuvny levels. The rationale’ for inguiring into the; parent’s -
“own beHavior is based ‘on. the snmple fact that the child’s lllness will
temporarrly affe'ct his parents quahty of life, with posmbly-dqurlméntal

. consequences for_the child, hlmself Obviously a parent’s life is

_affected by children, whether they are healthy or sick, and this imipact . -

is illustrated: in,figure’ 2. The data shown. in ﬁguré _come. from a.

prehmlnat:y._ t of the child health, index dn two cofitrasting’groups

-of women: 'mothers with young children (under 12 months), Snd

E‘i women m- i _least the 28th- week of their first pregnancy. With a
k child, the parent’s normal activities will be further modified, so

~ “that establishing- the patterns ' of activities of- moéthers with healthy -

A chnldren of a given age will make it possible to-study the. additional *

' effect oﬂ.theachlld s illness.. Alterna.tlvely rthe’ questtpns can be cleafﬁy?

K worded S0 _that the respondent is asked to feport' -qn changes——over

s LT, ' LT

functnomng—socnal émotional, and: physlcal . ;
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Statements " . % of women whe answered 'yey 9 2 perticuler stalement
! PRI N

LA R

— " 2

A

1 90 Ut less 10 visit poogle’

: ;B Methars wen yourg ibeen

1 afen act ifritably towerds peaple thery witn

1 worry sbout my state of heaith

S 1 i upset more eatily F - =]

1 am cultin down gapmaTcal activities . o "
mndum:ﬁ':&imum'm\ S - : ‘
T A ,

1 act irriably towsrds my famity: L

’

1nd o cook simpleaiglls - < FI0 LIBNED -
¥ est less than Osua g E—‘J .
DA B N I Y W W G S N G|

Y .ot 0 0 0 W l*w %
- - :
&‘?.‘%'

M“{‘ 2 qu"' t_'isé'n of mothers with young children (n = 15) anq regna

worien (n = 12)

exclusively by tk‘me child’s illness.

Resuits of Statement Collection St&e : o _— v

As the basis for constructing the child health index, 1,070- state-
~ments were collectéed. These were grouped, by four judges into ten
scategories. General titles indicating the content of these categories ;
are shown i table 1. In table 2, the types of statements describing
changes in the parents’ behavjor are shown, and table 3 gii'is
examples of some of the statements collected. % N

_ The age'and sex of each child and the tyggof clinic being attdnded
weré recorded. The parent's age, occupational status,\and the number

" Table 1. Tijtles of Categories of Statements Collécted as a Basis for Child
* Health Index: .Sections for Children . ’ :
S R .

S

Sl_eep'i.ng--px:oblelﬁs ’ -
Eating problems
Changes in play activities and -hobbies

- Increased deperffency . . . )
. {rritable, moody, and ungooperative behavior 4 N
Emotiopal and upset responses T i S

Indicatiens of.depression and boredom . '
- Languid and listless behavior e - - i '
' Symptoms of ill health - L '

—zommpows
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Table 2. Titles of

EVALUATION OF CHILD HEALTH SERVICES
ategories of Statemenits Collected as a Bam for Child

_Health Index: Sectioffs for Pnrenu
‘ ot _Sleepln' problems-
_ Coping with daily routirle ..
Restrictions on going out Rl
Changes in social life and leisure activities - [

Family relationships

Wltered caringapebavior and pauence

Igcreased concern’

A
B
C.
D.
K Working patterns
F
G
H
1. Fatigue and tiredrtess 1

J- » Increased mental tension -

K. Elelmp of depression
‘L. ‘xlrntlbiluy

M Sympuw heilth

wo I

@ J ) ’ * . -

hagt TR ) v B . .
Table™s:: Child_. Hedlth Index: Some Examples\iof Statements Collected .

a1

lhrems

Caring Beh‘vlor’and‘l’auence .
I ‘am more ., (J owards the
- . chid ow bad behaviow without

scolding. :

When he is asleep. I check that he is
all right more than usual.

'Fatigue and Tiredness ¢ .

I found difficulty in getting up.

- | become forgetful, confysed and un.
 methodical

Feeling Low and. Depressed

Children :
Socubllny and Family Relatiohships
He doesntwant to know you. ‘
He. doesn’t want ¢ mix with other
h children—prefers to stay at home. .
.Dapendency

. He wouldn't “allow me to leave ‘the

. room.
Ple.behaves youhger.
Irritable. Moody, and Uncooperauve Be-
havior”
He’s nasty tempered dnd very hard to

>

~= | have. feelings of complete inade-

% tend 1o neglect myself a lot. _please:

. _He's hird to control. -,
 quacy. . . . . ' .o
. L o ]

we .
' o . ¢ .
A .

“,.

of chlldrcn in the family were noted, and these data were used to '
tabulate the statements provided. Rather than using mdlvndual .

statements, the gengral categories shown in tables.2 and 3 were uscd
in these tabulanons% as to provide adequate numbers in each cell.

- This method cvndcnlly provided a very rough indication of the types
- of: aterial ‘collected from different respondents. However, it did

indrcate” how much the type of information given varied by the age

* and séx of the child. Figure 3 indicates very little variation iii the

overall number of categories of statements mentioned for children of

' differing ages—that.is, the range of problems did not appear to vary
. by age: A similar l'ﬂlding for thc (yv of clinic attended is shpwn in

*fx""‘* P

%
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Figure 3. Average number of dimensions in which children experienced
problems, by age (n = 536) .

0 ) | - ”\
4r- N . * m‘/\\
s + ‘ \)
’ L]
a | o

4

Dfménsidns

-

77777

77777
/7777

. Surgical

777777

0

TITITIT7
rzrrn

4 Clinics
Eigwre 4. Average number of dimensions. in whi sy hildren experiented -
probletns, by type of clinic n = 381) 1 e

ke .

.u
- .
o

. e 8§ % : !L.
’ ) K o s v 5 '



80 * EVALUATION OF CHILD HEALTH SERVICES
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Figure 5. Percentage of chlldren experlencmg problems in. gach of i
dimensions (n = 536) . ' T

.
-«

] .
Som#é categories, however were mentioned much more frequenfly
than others: Slgeping and “eatirig were the two most frequently
mentioned, while sociability was the category least aif£:cted by. the
chlld s illness (figure B8). Certain categories showed so vAriation in
response frequency by the age of the child: fof example, ounfer
children showed more changes in dependency Japd |rr|h’bl%y than L
older children (l'rgure 86).
Among the pargnts’ reactions to the child’s illness there was no. '«
variation ify the categories of statement fentioned by the age of the

.. child, or by the parity or the age of the parent. The only clear trend

was for parents-of higher social class (using the Office of Populauon'

Censuses and Surveys [1970] British- classification) ta menton symp-
toms of fatigue and tiredness more frequently than.did lower social .
class parents (figure 7). ~ “

These simple analyses gwe some informatiagt about the p0551ble
need for different versions of the questiormaire for children ‘ C

different ages or for different types of condition. .

In the next stages-of the pro_]ect the .most suitabl® statements for
inchgsion i n a prellmmary version of the index will be chosen and this

LA . ~
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-~ will be tested for rehdblllty and valldlty ln~a serles of trials. Where

. numerical assessment of the chtld s health status is desired, weightings
representing the severity of’; dtsablllty |mphed by each’ s*ment will
_be: calculated. In this way .the ﬁnal index may be used -either in a

" simple, unweighted manner, to. provnde a' conceptual plcture of the ~

. problems of a child or'a- group’ of children or to give a numerical
|nd|tatlonr of the extent of changerbefOre and a/fter treatment '

AN o “‘ - Vi
. e gy v ‘ . ,.,_\
Apphcahons of the lndex R I -
. N "‘. B .(‘.' N ‘( g 5,

- Tl@re are at least three,mmn apphchtmns for sur;h lndlces Flrst ‘; '
e°§“ Pprovide an-- important. mears, fdr. |mpr0vmg ‘commumcatlon

. - between the- lndmdual patlent and- thn heatth. team. By. p,rovndlng a‘ .
. standardized ‘way. for expressmg th¥ patlents main areas of concern, - '
" they specrfy accurately ?nd concisely tlre defhands hat he is placing’ ",

.on the heéalth caré_team. nqul'ry mto ‘these’ prpblems is, of ‘course,
part of good medlcal prqgtlce bu}.,the index nevertheless represents

an lmportant tlmesavmg and su| mﬁry d?lce» fors the. health ‘ca\re

professional. Many patients ﬁnd; that the' “checklist” - approach re-

explalmng problems to the dodtof; .

,'::ment have“been systematl

L)

) ignored in map§ medical ¢ ula.
.. The third apd perhaps,
' in the evalufftion of cag

use) in befqre- and aft

éarc studres, to build profiles of - |ndiv1duals

and.groups, and therelgy o show what impact. is being produced on i
S under treatment 50 as-to- modlfy the -

the quallty of life of pati
management of the cases a
LY. % possnble fourth apphcatl
“’?:"?"’ mdcx in populatlon surveys to contr’bute to the study of needs for
s servnces In considering this type of‘ap lication, - note .that most
& "o existing sociomedical indices lack- pred’ tive powér and are of

ly

-.? : t'yet explored, is the use of the

. l, ,relatxvely low value in showing which of alternanve strategies should
‘be adopted in ‘the long ‘terin. The knowledge of the:increased risk of

. diSease -attributable, for example to age, smokmg, .or obesity may be

“used by health ctitioners for Breventwe aare,and maintenance of. :

health, The fyture development of socrofnqdlcal indices should -
% mclude the incorporation of transmonal probaﬁdmes (Kaplan et al.
. \ »

A

. v . O ” . ( . . » .
o S R A
L

¢" " maoves the inhibiting stresses somhti es expemenced 1n verbally

ﬂ’he second’ important apphéatlon is in’ lhe rarea: ‘of. medlcal
educamon since.the lnformatlon provlded by these |nd|ces promotes AR
.  more: holmlc approachito p’atrer}ts‘ problems Although the interre-- " -
.-latlonshlpshbet.ween the in®ividual and his social and physical environ- ,

%1! cip oreg, for a number of - years ‘the ..’
l"-releﬁnce of individuals’ a justments to’ their llfe sltuatlon is stlll

st sfgnificant apphcanon of. the mdex ls e
t can be employed (and we are testing this



. Lo N R Y » .
KR 4 R 'c O S S 1
X e A SRR T o
. el ni?ﬁlcal.lﬂ?mg;ors. 83 -

-+, 1976) between states of social dysfunctisen,.
“. rindication than exists. gt presant of the risk;

)’{‘Pl‘, ld‘lﬁg_.a,ﬂxl.ler
a'patfent will fail o

.I. - ) )&' q
‘rifrig hj

" recover.

i

" " We believe that adding information ﬁh risk factors' in.
. ¢+ childhood, about' possible a;yp;omtic‘<‘<i_\$‘ca’s,¢‘,'-iuorﬁ‘ inges detectable
© . through’ screening), and the, actual ‘amoust @ ymedical fhorbidity to
*the basic sociomedical index ‘wilkimprove it} nalytical’ power. The

.ind_e'xn’will theii\'combine ‘the z‘wéﬂab.lg{'\_"._in'féjr;mdtfi@ “on functional

i

status, motlbidity’,'-'ﬁand prognosis. It is now-éz ){mowp how much these -
risk- factor: 'such's‘fsapar‘ity of the mother; bittl§ weight, or socioeco-
"nomjt ;st'a\,u}affect the fdnctiondl;é;ﬁn&iﬁ._‘f_'_‘-'t_h“‘ 'child, althoujgh some
fascinating w&kk has bgen" publishé 'o)ﬂ the rx itipnship of neonatal.
disease and low.birth “weight toﬁu’_gpag‘é'nt,,, &havioral disturbances,
d to ';fqading'\att'a-iﬁn?e_lj\_t'"-__‘_(uﬁfsié:éi sal: 19¥2). Tt may be that
l‘)eQav'i_br:i!‘,‘.indices"ﬁf. the ty’hel;déscrlb&i i this ’vbaper already reflect
these.oth¢r prognostc factor§;and it'is Qw‘?vmgmion to explore these
- possible relationships Juirther: {Figure 8"shows a possible model of
;yt‘de‘tﬁ?Se variables '\_cpﬁl? ir)fé.{,i‘&!lg‘fc. th -status (indicated by the’
;- .réaangleé at the Wght) is ¢hofn, agtrel o morbidity (as measured
3 by*convéntional, bmn&qﬂ)cal-mdig“gs},gp functional levels (as measured
X !{ipéd':’a};ove), and to prognosis "(as

by \an index of thel¥ype

' 'kmed%u‘ed‘by inférmation oy redictiye risk factors). The way in
‘_.,..%tii’ch;‘?tl}gse_ factorm,in}errel 2 "'-_.i{ff'l;u_éénce “health” is very inade-
quately. ‘secified, but the diagrany’ shews that risk factors, such as
neonatgljdis&ea}se,‘.v";}hﬁueﬁj@&-hb‘ idity and thereby influence
. health stagus: ‘Alteg “;él"y&‘.‘ﬂié' risk*dctors may not ‘produce overt,
. ‘?‘- al rqqrbldltyﬁ‘)hil ‘may inlﬂgéﬁcé,.a child’s functional status in

%5, such as scholastic dnainmient. or. :
*  The ‘imqficaﬂdr.lsf:dr'-;t}iié"’ébﬁ“éré;}'i:é(’)r strategies of intervention are
Lo 'pOrt.ant.‘-"I,v%érv_e’mion may (&c;ur,i"at four stages: We may intervene
modifying.the: tisk factors, aften in a program of social action (as
ok ‘bwas‘» shown rLéc'e.,'H‘.'_Y @;;~al¢p:'-'-i_izild mortality rates). Alternatively,
“ strategies of s@eehing may detect presymptomatic disease and, where
eatlier détectionMlows’cure; iay Amproy# health status. Third, the
. conventional medical intervention may discover biomedical aspects of
" morbidity. 'Finallr it @ alsailogically possible to intervene directly at
the level of, the ipatic;n;?s.'functi?nal ‘abilities (as is done with the
_provision of prostheses).; » . .
« It is clea At cc‘u@zqntional medical care represents only one of
seyeral posWle stages for influencing the health status of the
i dual: Very plausibly, this is an alternative way'of analyzing the
results of variations in dedth rates outgned in the introduction.
L] learly, defathd rates will not represent the full health status of a
':gopuwon,_' but they may reflect>to some éxtent each of these three

B e . . .
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_~ components of mort;fdity. functional levels, and risk factors. We

conclude that, as mortality rates are too general to indicite the
~ outcorges of medical care, a pattern of indices .covering aspects of
risk factors, morbidity, and functional statas will provide -a more

specific analysis ofithg.oBtcomes of child health services and of the

" factors which may m&dify‘thesé outcomes.

R
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86 EVALUATION OF CHlLD HEALTH SERVICES .
DISCUSSION

Milton I, Roemer and Gabriel Velasquez

" The sociomedical indicators of health developed and presented by
" Dr. Martini iggpressed the conference as having great significance*for
several rca*ates of mortality and even disability, especially in
children, are ly influenced by many socioetonomic and environ-
mental factors, in addition to health chre intervention.- By contrast,

" the several indicators of patient feelings and behavior developed by

Dr. Martini are probablz more sensitive reﬂecuons of the lmpact of
health services.

In.these days when, in some circles (e.g., Ivan lIllich and his
_ followers), the entire val e of rqedlcal care is being qilestioned—on
the basis of the minor c anges in mortality rates associated with
"medical respurces—the importance of these more sensitive reflections’
of the effects of medical care on the “quality of life™ is especially
grcat

A worldwide demand for greater emphasis on primary health care .

currently exists. Dr. Martini’s sociomedical indicators are particularly
sensitive to the effects of primary care, which are seldom measurable
in morxallty or even clear-cut mbrbidity rates. A high proportion of
patiént complaints—some estimate as much as 50 percent—cannot be
defined in terms of specific diagnoses. Yet changes in patieft
béh vior or feehngs following medical intervention can be docu-
mented by this téchnique.

The method of measuring behavioral changes is also remarkably
simple and efficient. The patient fills out a questionnaire while he is
waiting for the doctor, which requires no extra time from either of.
them. Any changes in behawor on a before-and-after basis can be
readily determined. . -

The exact question io be_ posed must be varled with the character-
istics of the patient (age, sex, occupation, and so on) and the culgural

settings. Thus the questions on behavior posed in' England, where the -

technique has been developed, would differ from those to be posed
in Latin America or in the United States (or in Seattle, Washington,
) where the method may soon be tested). Moreover, one must consider

S the differences in answers on behavior or feehngs that might be given -

by a child, a parent, or a school teachér@ _ .

This method of evaluation is not meant to replace “hard” measure-
’ments such as mortality and morbldlty rates. It is intended to
supplement them, especially with respect to the influence of -health
services on the quality of life. Such impacts may appear, at first
glance, relevant only in the hlghly developed and lndustrlallzed

)
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counm:s but they are also rélevant in’ the developmg countries of
Latin America. Many children (as well as adults) in such. countries
obvnously have conditions that do not necessarily result in death or
disability, ‘but in behavioral difficulties which can be reduce& by
health-service. o o
With' increasing experience, users of Dr. Martini's questionnaires
have been dble to standardize the questions posed to children or
adults. After repeated trial of certain questions, a range of answers

has been accumulated which, reflects the various levels of change in .
the patient’s bchawor, for better or worse. Similar standardization -
-will be netessary in varlous national settings.

Dr. Mq\mms method, of course, assumes ‘that the quality of life can
have ‘a positive value. It is important to determine i pauent who
has survived a disease, by either prevention or tr ent, is llvmg
and functioning in a more sausfactory and socially effective manner.
This appraisal includes: “peace of mind,” as well as physical capablh-
ties. The technique, thereforg, can detect in the patient changessthat
are not identified by the donventional physical examination. I
application, furtherinore. can help to make the doctor more awar#
the socnopsychologlcal and behavioral objectives of medical care. In
this sense, this approach can also be useful in medical education.

. v
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‘ APF’LICABILITY OF THE TRACER METHOD TO CHILD
' HEALTH CARE

i T . . ‘a1

David M. Kessner )

A . - SUMMARY
‘ ' p2

- This reéport. describes the resylts of a field study designed to assess
. the health status of a defined population of children representing a
range of socioeconomic characteristics and to compare the care
5 . 'delivered to these childten by different types of medical orgamza-
*¥ " tions. A set of tracer conditions was selected, and process and.
outcome data were analyzed by pertinent demographic, social, and

mgdical care yanables ‘ v

v

B ‘.'.b

. The major qonclusmns of the study ire that pr?valence rates in the
community were ekxtremely highefor all tracer cgndmons. socioeco-
nomic status of the children influenced the prevalence rates ‘of some, '
but not all, of the tracer conditions; and prevalence rates for the
_tracer comditions did not vary significantly by. provider organization-
when chlldren of similar social statds were compared

. dhe hmltauons of this methodology and ﬁeld study are dlSCUSSCd
neral quality assurance methods are considered in light of their
cost, -utility, and potential impact on the health of patients.

t

4

PURPOSEOF STUDY %, .|

i In 1969, (){e Board on Medlcme. later to become the Insmut of -

e Medicine of the National Academy of Sciences, began a prOgra to,
study and compare the hcalth serwces recglved by contrastmg Qtlal .
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and economic @puhtions. The committee responsible for this pro: -

..gram! chose to evaluate the null hypothesis“that there are no
" differences in specific measures of health status in children of
.comparablé social and economic status, regardless of the source of
their uial ambulgory medical care. r .

‘ 'Thc‘ﬁndings»cgscq‘ssed in this paper ‘have'been reported in a
- monograph entitled Assessment of Medical Care for Children-Contrasts in
Health Status, Volume 3, published by the Institute of Medicine, National
Academy of Sciences, 1974: . R
., A large interdisciplinary staff participated in the various phases: of
this pragram; without their efforts this report would not have been
possible. Carolyn Snow dnd James Singer, my coau\t.hors' on volume §,
are responsible for' much of the data disclissed in this presentation.
To explore the questjon raised by the comimittee, it was necessary °
to (1) define different organizations for the delivery of ambulatory
health services; (2) develop a methodology foi siudying the quality of
health services furnished by these different health providers; (8)

. identify. populations that represented a spectrum’ of sofial and ’
economic characteristics, and that used a variety of ambulatory care
facilities, and (4) undertake a field program"":[hat would allow the
evaluation methodology to be tested, ‘the results to be subjected to

_ critical review and, if warranted, the methodology to be replicated by
other investigators, on different populations. : :

- The National Academy of Sciences is a nonprofit, private ergani-
zgtion, founded under a congressional charter to act as science

“adviser to the executive and legislative branches of .thé United States v
Government. This study was supported by a ‘consortium+of private )
foundations and g'ovérnpn_qnt agencies. AR - . B {

J o Health Scrviccs Research Panel: S.M. Nabri§, Chairman, The Southern. Fcllowshin o
s Fund: K.W. Deuschle, Mount Sinai School of Medicine; A. Donabedian, University of -
Michigan School of Public Health; L.J. Duhl, .University of California, Berkeley; R. .
e . Fein, Harvard Medical School; C.L. Hudson, The Cleveland Clinic; R.C. Long,
"’ ., Louisvile, Kentucky; D. Mc'chanic. University of Wisconsin; C. “Phillips, _Cook County
"* Héspital, Chicago, 1llinois; N. Piore, Columbia University; E.W. Saward, University of
Rochester School of Medicine 'ahd Dentistry; J.B. Turner, Case Wcslc.rq Reserve
' University; A. Yarmolensky, University of Massachusetts; A.S. Yerby, Harvard School
: of Public Health.  _- o ' ‘ '

* Major support for this: study was provided by the Carnegie Corporation of New e
" York. The work was also ‘supported by the Fannie E. Ripple Foundation; Association )
for the Aid of Criggled Children; John Hancoek Life Insurance Company; Office of "
Héalth Evaluation:. Deputy Adsistant Secretary, Evaluation ands Monitoring, Depart-
" ment of Health, Education, and Welfare (Contract No. HEW-05-70-130 and HEW-. "y *.
05-72-167); and Office of Planning,. Research, and Evaluation, Office of Economic
‘Opportunity (Coptract No. BIC-5243). p ’ :
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' Apphubnlny of* ‘the 1 racer Method 91
AREA OF CHILD HEALTH CARE o

/ The deIC methodology ccntered on. the use. of speuﬁc |nd|cat0r
“health problems: called tracer: tenditiofs. The tracer concept was.
based'on the premise that careﬁully selected diagngses, prepblems,. _
symptom complexes, drugs, or procedures, when combined in sets, -~___

can provide agéable data’to examine both _the process ‘and
outcome of medicat care. “These speclft lndmators enable health care
evaluators tb assess the health status of w dehned community .

populataon to evaluate the proceSb and outcome of care delivered by , e
_different;practice settings, and. to bégin to consider the, lnteractlon
‘needed ong a- tommuplty. its. people,-and the prowfrdcrs of health
servces in order to improve the health of children. .- - -
‘Before this.field study began, criteria were developed for selectlng
, tracers. An lnltlal set of tracers was designated, and explicit medlcal
- management criteria for the individual tracer condltlons were speci-
fied I addltlon, the epitlgntiplogy and functional lmpact of eacQI
““fracer condition were ihmarized. - ;
fpr‘ this field study*.?»et of tracer condmons that inclided the S
" following common peélatnc* prohlems was lnvestlgated middle ear .
“infection, conductive hearing, loss, iron-deficiency anemld and” vnsual ST
- disorders, Table 1 shows that each of the five. (.ategones of medical °
 care” aC[IVl[ICS presented-——prevenuon, screemng or case finding,
evaluatlon, management and follow-up—is highlighted. by at least™”
two of the tracer condltlons Health counsellng and prope'r treatment o
R R C _ st
- o e a
- ; . ‘
Y Table I' Aspe(ts ol the Pro(eqs of Pmmnry Ambulator)t Health Cage”- -,
nghhmed by l\uepted Fl.lcer (,ondmons . .

i . I C e . ’

. “ . ': Ly . PR Tr.\cor‘(.ondluons . o )
) Mtddle ¢«  Hear- lron deﬁuency '
. . Ceay® ® .- ing m&s ' anemia, & ™
+ Process Activities~  ° mhtunor\3 < loss ) .
;. ‘Prevention - . = . . L AR . s
© Screening v o T+ . ¢
‘Evaluation = . . ! Woeoo ( .
History and, ., . . (R
. physical examyy - '+ B
T Labortony n e gL L :
Other'testing .+, A T + 7 3
Managemént” L . Pt % . o
v Chemotherapy . S T L . o+
Health counselmg . . L + . . . + -
Specialty referral U Do+ T
. - Hospitalization © ‘. S T o k °
Xollowup B e Ve : S I SR «, * ’
: J ' : ‘ -
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of middle ear infections can be effective in the prevention of iron-
deficiency anemia, and follow-up is often essential for acceptable care
of children with middle ear infection, conductive hearing loss, and
iroﬁ-deﬁciency anemia.. >

. To use these conditions as meai'ures of the health status of children
and as indicators of the way physicians practice medicine, it was
_necessary to specify diagnostic and therapeutic management criteria.

- The criteria could be used for measuring the prevalence of the

condition in a defined population and as standards for assessing the

performance of a medical care organization. These criteria repre- .

sented a mimmal care management plan that a group of practicing
family physicians and'spécialgfbfel( would be useful guidelines for
evaluating ambulatory health services in a population with these
conditions. The ®¥iteria were “not proposed as_a rigid treatment
formur;;": licable to individual patients. '
e
A GENERAL METHODQLOGY

A major goal of this study was to assess the ambulatory health

services delivered by different types of medical care Jorganizations. -
The study was intended to encompass persons of different income -

levels, define their usual source of ambulatery care (including those
who did not identify with any specific provider), agd compare—
within and among different social classes—the performance of these
organizations and the health status of the children who received care
~from these providers. These objectives required that the families and

" children participating in the study be representative of. the commu-

<nity, rather than the particular patients of specific medical care
organizations. ' .
Logistically, the study was divided into four separate but related
‘da&a collection efforts. First, a probability sample of families residing
in two areas of Washington, D.C., and a random sample of enrollees
of a neighborhood health centeér (NHC) were selected. Interviewers
gathéred data from th@ mothers concerning heatth attitudes and
orientdtions, medical care utilization, problems in the receipt of
health care,’ sgcial and economic position, social participation, an
tracer-specific medical histories-of their)yo g children.

Second, the children, " agks 6 months through 11 years, whose ..

‘families were included 4n the stWdy, were evaluated clinically for

specific tracer conditions—middlef ear infectipn, conductive hearing '

loss, visual disorders, and iron- ﬁcic_e_ncy anemia. Historical, physical,
and laboratory data were gathered independently to provide clinical

measures of the children’s health status and to provide data for .

outcome analyses.

o
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Third, prov'iders identified in the household survey as the “usual
, source of care” for the children were surveyed. Data were collected
~on.the pr(céessnonal background and activities of the physicians, the
organizatidkal structure of their practicés, and’ selected as [p ol
their usualsprocess of medical care. \ :

Fourth, medical records-were abstracted to record the medical care,
delivered to a sample of: the children for. the iracer conditions, and.
seleeted outcome measures of that care. ’

. !
. ' JAMPLE DESIGN ‘ .

Community Sample B N W

.

~

The sample populduon was restricted j0 families with at least one o
- child "age 6 moriths through l,l ears who resided/in househwlds in
,Iwo contrasting socioegonomic ighborhoods iy sthington, .D.C.
TheShepherd Park-Takoma Aled‘wmpnse(l 10 census tracts in the .
northwest part: of the city that included a ma_]orlty of middle- to -
upper-income families, The seven census tvacts that constitute the
Congress Heights area in the southeast pdrt uf the city are made up

redominantly of lower-income famllles , .

To ensure that the final sample would include a sufﬁcnent number
of children using different medical care: organl“zauons, the study
populauon was selected in a wo-staged sampling process. In the first
stage, a random sample of all residential addresseés in ‘the two
neighborhoods were surveyed. to identify families w:th children agtyg\/
6 months through ‘11 years and to ascertain the” chlldrens usual
sources of care. In the second stage; families with children in this age .
range were sampled at differefit sampling ratios, dependifig on “their
lusual source of care. All fay ilies whose children used the_less
common source .of care—prépaid group practice—were sampled,
while only half of the fgMilies yho took their children to more
common providers, such® as solo 'physicians, were included in the
study. Figure 1 shows the various sampling stages, the number of

_families and children included at each stage, and the final numbgr of
families and children that are the subjects of4his study.

Households outside tHe survey boundaries, nonresidential proper-
ties, and families with no eligible children were excluded from’ the ‘
one-in-four sample of residential addresses. The overall completion .
rate for the screening survey—the first stage of the sample—was 91.0
percent. A tofal of 2,960 families had children in the desigpated age
range whose usual sourde of care could |dent|ﬁed ‘An ayditional -
sample of 711 famllles, or whom no ide ﬁfa\uon was ay ilable. on

the famlly composition by age, was included® X

B
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. of families, eligibility by children’s ages coyld not be
1 families. [From' ner et al. (1974). Reproduce@ with the perm
- the National Academy of Sciences]. -+ . T :
~All families who reported taking their children to a prepaid grou
practige'o:éa fee-for-service group or reportéd. having no particular
source of, reguffir care were included in.the sample. They were
- sampled, therefore, at the rate of one n four of the total population,
- The families who reported taking their children: to- public clinics, 4 .
_private individual /or partnership practiceg, and hos_pilal-_'amgaﬁcnt
-departmentyor emergency rooms were subsampled at the rate of one
~ in two, or ¢ne in eight from the total popalation. The final eligible
. and intervietred” sample ﬁ:]uded 1,436 families 4nd 2,780 children..

C W th Cerifer (NHC) Sample =~ -~~~ °
" Neither of the defined geographic areds sampled for the commu- *
(- ity population-was served by an Office of Economic Opportunity
" K NHE. To include an NHC among the provider organizations, a
. _-supplemental sample of families using the NHC located in' the innér
_-city Cardozo atea of the District of Columbia was added to the study:
. - Families with' at leagt one child age 6 months through 11 years were
~ selected randomly gom the enrollment records of the Cardozo NHC. '
A total of 775 eligible families was identified. Systematic sampling of |
this m‘ohp at a ratio of 2 in 3 resulted in'a population of 516 families,
. 'who\veye initially contactéd. Of this group, approximately one_fourth
. ¢ould not be located. Afradditional one eightk were located bistjcould -
. AN . . . : - L, - . .
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. Thc’houschold quesuop‘é:‘ir,e.was degj'gr}gd to gathegj the
. kinds of mf‘ormatlonf : . S n
. o . ‘/ ‘

—Med\¢al care utilization, costs, -and sausfacuon .

 —Barriers tq receipt of medidal care;
—Demographic an ocioeconomic characterlsucs,‘ ,
~—Health kngwledgeland attitudes; S - _ .
—Perceived health status;. > . : "

—General attitudes and lifestyles; > ' .
—Tracer-specnﬁc medlcal history (eligible éhlldren pnly).

-~
1

Al famlly mformauon was obtained from the m&he; or mother
.surrogate! In hpuseholds where more than one family with,_eligible *
childrén resided, supplemental interviews were conducted with edch

v mother. The completion rates for the household field work are
presented in- tablei 2 Nonresponse rates varied froi 10/7to 14.5

Table 2 Househ nterview Completlon Status for Shepherd Park- .

Takoma and Congress Hﬂghl‘s : — °
. Number - Percent .
Completed interviews ' ‘ 1436 89.8% .
T L ' . 0 (855 W
Noninterviews ¢ * . :
Refusals . - *139 . - .
Not athome - .34 ~ 173 - 10.8*
. R . o . - (10.3)® -
Subtotal . © 1,609 -
Qndelermmale eligibility status . - o
" ‘Moved, could not be located ’ 58 * .. .
Other : 13 - 1 4.2" .
"~ Subtotal < . 1,680, o K L
Nongample cases . ‘ i o . ~
No eligibi€ children 309 . ' .
Moved outside the area ) 43 v
House vacant : 12 . ' . \
- No’'such address v . 5 - 369 : 18.0°
T . Total ’ i 2,049 .
nY v . -
™ t Pased on total sample of 1.609 cllglblc respondents. ) : . .
. ?cd on total sample of 1.680 eligible rcspondcnls . . :
ased on total of 2,049 sample and nonsample cases.

- ‘ Includes 62 families'added from hou}eholds where more than one famlly with eligible chlldrcn
- reudcd ‘ . . ’
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: pc:cenf In the NHC sample, 100 percent of the ellglble rcspondents
!« who jonscnted to partlcipate were mterwewed .

LN

. /

v

L *

- % CLINICAL SURVEY ¢
-'Methddology 3 a St
- . All thldren ages 6 months through ll years in the ’famlhes i
: mtervnewed were_ eligible for chmcal,exammatlons Omothers .
.mtcrvnewed 90 percent gave permnssron for ,their children'to be
examined. Because age-spccnfic estimated prevalence rates varied for
. each tracer condmon and because it is difficult to perform. sophisti-
_'cated sensory examinations on -preschbol children, dlfferent sets of
tracers wef&chosen for the, two age groups: ~ - o
. d ' = - ° g .
: : : . Age G{clmp ' ’ _ Tracer Condition
"6 months through 11 years Anemia . S .
' N " Middle €ar infection S
4 months through 11 years Middle ear infection
u : S * .Hearing loss
S SR ' . Visual disorders - E

oo Y

To contfol for seasongl ‘effects on -the mC)dence Jof middle ear
infection, all clinical exammatlonmere completedfbet\qecn January
and April lQZl—theQ-month period of highest incidénce of the
acute condition. e v

Protocols fqr ear, dOse, and, throat .examination; audlometrlc and -
wion_tests; and hematocrit determinations were developed with the
_ assistance of consultants. A comprehénsive otolaryngologtc examind
»' . tion wassperformed b  board-certified or board-eligible otolaryn-
e, gologlsts Any @ormah df the ear examination other than octlu- -
- sion of the auditory canal®was considered "a” criterion for failure’
‘Children aggs 6 months through 3 years_who failed the otologic
- examination,§plus a 10-percent random sample of those who passed
" had impedarnke testmg performed Children éges 4 through 11 with, |
atologic failures had pure tone hearmg threshold and impedance -
“tests. Olderchildren who passed the ologlc examination were tested .
- With pure tone heanng screen. THose who failed this screening test,
pllns a 10-percent random’ sample of those who passed, were also
glven the hearing threshold and impedance tests as shown in ﬂgure

.-
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Clinical Criteria

Dynamic |mped,mce measurements of the middle ear provide an
objective assessment of middle ear functioning and have shown high
sensitivity to subtle changes in the integrity of "the middle ea
network The fail criterion for this field study was’ a negative mi
ear pressure equal to or greater than 100 mm H,O0.

Pure tone hearing tests (screening and threshold measure ents)
were carried out by the staff of the Children’s Hearing and $peech
Center, Children’s- Hospital National Medical Center."The pure tone
hedring screening test was done at test frequencnes of 250, 500, 1000,
2000, 4000, and 8000 Hz. The screening level chosen’ for the stady

was 15dB (ISO, 1964). The fail cr iterion was no response to two or

more tesl\tones in either ‘ear. .
Pure toneé air conduction thresholds were obtamed for test tones
from 125 through 8000 Hg and bone conduction was assessed from

-conduction threshold of 20dB (IS0, 1964) or greater in either ear a
any test frequency:and/or a 20dB air- bone ‘gap at any frequency
regardless of ear. '
The vision'screening examination for acuity, organic abnormalmes
- oculat motility, aid fusion was performed by second- -year ophthalmic
assistant students: Discrete pass-fail criteria .wére established by
consuitant ophthd’lmologlsts and all children who failed the screening
test, plus’ a lO-percent random sample of those who passeﬁ were,

-250 through 4000 Hz. Fallure criteria for these tests mcludea/arDi 3

- given diagnostic ophthalmologic examiinations with “cycl ia “by
__board-certified or board-eligible ophthalmologists.

\Fmgertlp blood specimens were obtained for the microhematocrit
test. All specimens were processed by the hematology laboratory of
Children’s Hospltal A hematocrit of less than 34 percent for those
chlldren younger than 19 months, or less than 35 percent for those
children,older than 19 months, was considered a failure. ¢

&

*FOLLOW-UP CARE R

Part of our obllgatlon to those wh participated i in the study was to
provnde treatment for children whose families had dimited financial

resoufces and no regular source of medical care. Nonsurgical care

was proVided for acute and chronic otolaryngologic problems Pre-
scriptions were given for glasses, and™dll children with motility
problems were refeffeéd to t.he ophthiftnology clmlc at Children's

Hospital. -
The results of all tests were sent to;pﬁrems and/or their children’s
physici n parent request. o AT -

“
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PROVIDER SURVEY.

Thc final phase of this study focused on the physicians who were
the usual or primary source of care for the community sample of
children (those residing in e Shepherd Park-Takoma and Congress

- Heights areas) as .well as those children enrolled at the Cardozo
_NHC. Information obtairied from the providers included the follow-
ing: .

_ 3

—Characteristics of the physicians, including medical. training satis-
faction with patient and practice situation, and attitudes toward
health care organizational and financing issues; _

—Characteristics of the ofganizatiqnal setting af the practice includ-
*ing. facility, number and types:>of personnel, accessibility, and !
charges. .

—Medical proces¥ data from the medical records of a sample of
children who did and did not have a hlstory or, clinicak evndence of

" tracer-specific pathology.e * 4 f] . N
The provider studf* was divided into two stages. In stage one, data

were gathered about physicians and their organizations; in stage two,

data were abstracted from medical records.

- - . : ’

Survey of Organizations“and Physidans
In’stage one, data weré collected w1th a self-admlnlstered quesuon-

naire sent to all provndtrs who had been identified as the primary

and/or- usual source of care for the total sample of children. This

. information was supplemented by data from the physician master file

- maintained by the American Medical Association’s Physmans Records

. N s
.Serwce R ' . : ' . ‘ \ /
S"ample .-.' . R ] . . ' ‘: . . . Y]
. : . ¢

Crlterla for “usual provider” were based on information glven by

the mother during the household survey. All practices mentioneq as
the usual source of care were contacted. If the usual provider were a
physician-practicing in partnershlp, all physicians in the practice were
included in the provider study. For hospital outpatient departments o
or emergency rooms and public and prlvate clinics, all staff physicians ~
who provided care to children were included. . -

The total sample for stage one mcl\uded 178 provider organlzatlons

and 312 individual physjcians. The organizations and physicians were
categorized into six preZormnant medical care organlzauons as shown

a

.

L)
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N

. Table 3. Blslrlbullon of Provider Organizations and Individual Physicians

by Child’s Usual Source of Care, sthmglon D.C., 1972.

r ' Neigh-

Prepaid  Assoc/ borhood -
Solo  Hospital Public. Group Private Health
" Practice OPD/ER Lllnlc Practice  Clinic  Center Total

Provider organizations

Number 110 12 . 16 3 36 1. '178

Percent ' 61.8 6.7 - 9.0 1.7 20.2 0.6 100.0
Individual physicians . . L

Number , 110 81 25 14 79 3 312

Percent 35.3 26.0 8.0 45 ° 253 1.0 1000

o

®

in table 8. Organization ques onnalres were completed by approxi-
mately 85 percent, and physician data were obtained from 80 percent
of the providers.

Survey of Medical Records

Stage two consisted of abstracting the éutpatient medical records of
a sample of children. The chart review had three objectives: to
validate the utilization data obtained from the household interview;
to describe the records system used by different medical _care

organizations; and to assess the process and outcome of care glven '

for the tracér conditions toa sample of the children.
Sample

The sample was limited to the medical records of children whose
only. source of care was a hospital outpatient department or emer-

. gency room, the prepaid group practice, or'the NHC. A subsample

was selected from all eligible children whose parents gave permission
to have their medical records reviewed. All°children who were
identified as using more than one provider type as the-usual source
of care were excluded from the sample. The remaining eligible
children were then stratified by the. following variables: type of
practice, area of vesidence, and presence or absence of tracer- specific

. ‘pathology. The final sample included two thirds of the users of the

NHC, two thirds of the hospital outpatient department and emer:
gency room users, and all of the eligible children enrolled in the
prepald group practice. -
Overall, 77 percent of the sample medical records ‘were located
ranging from 97 percent in the prepald group pr&:tlce records to
approxlmitely 60 percent of records in the hospitdl outpatient.

. e '(
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departments. Of the located records, 92 percent contained mforma-.
. -tion pertinent to the time preceding our clmlcal examination of the

Chlld

: 4

‘ /RESOLTS . -\
\ ’\

~

Examples of results given herein are limited to. the major commus-
nity sample. The data for the sample of NHC users are not,

- considered. , oo
. e = w L.
. Charactéristics‘df the Families and Children ) -~

Approximately 94 percent of the 1,486 families in the final
‘community sample were black. The explanation for the very high
proportion of blacks in the community sample (census data for thesd\
two areas reported an 85 percent black population in 1970) may be
our requirement that each eligible family included in the study have

£+
at least one child between ages 6 months and 11 years. The mean age
of the mothers (respondents) was 81 years, with 3 percent under age
20, 45 percent between ages 20 and 29, and 16 percent age 40 or
older. One third of these families were headed by separated,
divorced, widowed, or single females. A broad range of .family
income was represented by the community sample. Approximately
one fourth of the families had annual incomes of less than $5,000,
one fifth had annual incomes of SlO 000 to $15,000, and almost 15
percent had family incomes of more than $15,000. Analyses of the
respondents’ educational attainment and occupation were generally
consistent with the family income data. :
The distribution of.the source of care received b\y the 2,780
children from the community sample is presentedt in table 4. By
individual types of provider organization, almost 30 percent of the
- :
" Table 4. Distribution of Eligible Children b‘y Usual Source of Medical Careé:
Community Sample, Selected Areas in Washington, D.C., 1971.
' : ‘ Ellg!ble Children
Usual Source of Care : (% dlslrlbullon)
Solo physician . ) ' 295
‘Hospital OPD/ER : : 28.7
Public clinic 15.8 .
Prepaid group practice 6.3 - ¢
Association, private clinic . 10.4 )
No source 3.3
Multiple provider-types 6.0
Total ’ ' 100.0

Total number (all sources of care) '2.780

'_ Liig
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children received care from solo praciitioners and an additional 10
percent from physicians in small associations or in fee-for-service
clinics; only 6.3 percent were children enrolled in the prepaid g“roup
practice. Slightlyless than 30 Rercent identified a hospital outpatient
department or emergency roam as their source of care, and 16 _
percent used public clinics. Finally, children with no identified source
of care accounted for 3.8 percent of the population, and 6 percent of
children received care from multiple types of organizations. ,

| Health Status and Tracers .

A primary objective of this program was to use specific_health
problems as a means of contrasting, the health status of a%diver\«:
group of children, ages 6 months to 11 years. The health status of

the children was agsessed by independent clinical examinations
" carried out by a te?n% of otolaryngologists, audiologists, and ophthal.

. mologists. All children received standardized tests to determine the

presence or ahsence of the tracer health problems. The criteria for

deciding whether a child had a particular condition were set prior to

‘the study and were applied uniformly to_all of the children, -

Selected examples of measures of the children’s health status and
provider process and outcome data from the children in the commu-
nity sample aré presented in the following sections.

)

Anemia

Ca

Iron-deficiency anemia was one of two inndicatérs of the health -
yatus of children ages 6 months through 3 years. Because normal
hematocrit values vary with age, our criteria for determining anemia

v were based on age-specific hematocrit values. A child was categorized
as anemicif the hematocrit level was less than.-34 percent for childrep*
younger than ]9 months, and less than 35 percent for children 19

“months or older. ' ’ ’

Of the 505 children tested, 26.3 percent were classified as anemic.
Most of the anemids detected were mild. Hematocrit values ranged
from 26 to 42 percent in those younger than 19 months and from 28
to 49 percent'in the older group. ’ ' ‘

There was no statistically significant difference by age, sex, or.color °
in the proportion judged angmic. There was, however, a strong -
association between anemia ral and the educatignal attainment of
the child's mother (figure 3). Prevalence rates varied from less than
19. percent in children. whose mothers hadk education past ‘the high

School level to almost 33 perceat among those whose mothers had 1
to 11 years of schooling. Analysis shows the relationship beftweer/x:the

A
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Pigure 3, Proponiod of children agea 6 months through 8 years: wuh anemia,

e

- by education of respondent: community sample, selected areas in Washmg- -

* ton, D.C., 197]. Total chi square (2 df) ‘= 7.982, p<0.025; regicsssion
"within chi square. (1 df) = 7.611, p<0.01. {From Kessner et (1974).
Reproduced with the permmnon of the Nauonal Academy of Scnences]

I

mother’s education and the ancm;a fall rate o be mvcrse. hncar and
“statistically significant.
©  The relationship, between the prcval,chcc of anemia and the
‘ chlldrcn s usual source of care is cl'early influenced by. the-association
of er’s education and ancmna, and the known differences in
the? others educational. level among dlffcrcm provider orgamza-

" tioms. Thus. the crude anemia rates by usual source of care varied

, -from _)ust er 18 percent for those who regularly went to
.associations. of phymans to almost 32 percent (ﬁgurc 4) for chlldren '

9

Figure 4 Propordon of chxlﬂren ages 6 months through 3 years wnh anemna, .
" by usual sources of care: community, sample, selected areas in Washington,
D.C., 1971. Total chi square (5 df) ='3.945,-9>0.5. {From Kessner et al.
(1974) Reprodui:ed wifh the permission ° the Natlonal Academy of

"

- 3
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" Table 5 Prevalence Rates of Anémia Standardized by Resporndent’s Educa-

tional Attainment Within Provider Greup: Community Sample, Selected
Areas in Washington, D.C;, 1971. = - o

-
o ‘ : ' _ Usual Source of Care .
* . . <= ' . No
» grssoc‘/ Prepaid : Source/
L .~ . Private : Group’ Public Hospital Multiple
Anemia .4 Clinic { Solo  Practice, Clinc OPD/ER Source
Total number examined !s T oas7 53 121 97 48
Observed cases - 33" 12 . 83 30 13
Expect®#cases 113~ 316 123  "343 269 125
Observed to expdcted ratio  0.71 1.05 0.98 0.96 L1l - 104
Chi square (1 df)* © 1021 0.052 0.Q04 0042 0.441  0.000
AN N . , i
* Total chi square (5 df) = 1.965, pog o -

using hospital outpatient departments ‘and ‘emergency reoms. How-
ever, when an indirect startdardization method was used to adjust the
anemia rates for differences in the mother's educational attainment,
virtually all variations in the prevalence of anemia among the
providers were eliminated (table 5). These data show that the ratio of
observed-to-expected cases for each usual source of care approxi-
mates that found when the education of the mothers within each
provider organization is considered—that ‘is, essential differences
~between the number of observed and expected cases do not exist.
Medical .process and outcome data were obtained by reviewing a
sample of patient records. As shown in figure 5, of 169 children ages

Figure 5. Disposition of a pophtlation of children ages 6 months through 3
years based on record review for anemia: neighborhood health center,
hospital ‘outpatien® department, and prepaid group practice samples,
Washington, D.C., 1972. [From Kessner et al. (1974). Reproduced with the
permission of the National Academy of Sciences) &
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6 r.hon(hs through 3 years, slightly more 'than' 70 percent were
screened for-anemia. Of those children with a hematocrit or hemoglo-

* bin test récorded at any time in their charts, 36.4 percent had anemia,
based on the criteria used in this study. Almost two thirds of the
screened children whose laboratory tests indicated lht# were anemic
“had not been diagnosed or treated for the problem. Only 16 of the
44 children identified as .being anemic had been appropriately
diagnosed and/or: trea(ed with iron. Because so few children were
‘actually treatéd for anemia, no outcome assessments: could be made.
ona provnder-spemﬁc basis.

Visual Disorders
SO

* * Uncorrected visual disorders constituted one of three healll} status
meadsures used for children ages 4 to 1 years. A comprehensnve
.vislon screening test was given to 1,670 children. Pass-fail catégories
were established for each of the three components of the screening
test—acuity, ocular motility, and organic disorders. Children who
failed one.or mort of the three components of the screening test
were considered to have failed a summary category: Because theg
component measures are not mutually exclusive, the sum (he
proportions failing each component add to more than the tota fa ling
the summary criteria.

According to the summary criteria, 26.3 percent- had uncorrecteéin
or inadequately corrected visual disorders, 19.1 percent had pé
acuity, 4.6 percent had ocular motility disorders, and 6.6 percent had
organic diseases. The proporuon of children failing the visual acuity
and organic disease ca(egones was related to age. There were no sex-
related differences in fail rates, nor were differences in fail rates
noted between black and white children. No consistent assbciations
were found between pass-fail rates for the component or su‘mary
vision measures and a variety of social class lndlcators including the
tespondent’s ed ucational attainment. :

Flgure 6 demonstrates clearly that there are no significant differ- =
ences in the proportion of children ages 4 to 11 who failed the vision
screéning summary examination by the usual source of their primary
medical care. Indeed, the striking feature of these data is the narrow
range of fail rates—from-a low of 24.3 percent in the children using
associations, of physicians to a high of 28.9 percent of children using
public clinics-as theiMusual sourcé of care. Children with no regular |
source or with mulllple 5urces of care had a fail rate of 27. 6 percent,
only slightly higher thgh the overall fail rate of 26.6 percent. These
data certainly do not indicate that the proportion of children failinge
lhlS comprehensnve vision screenmg test was related “to whether or



‘\'\‘

.\« Figure 6. Proportion of children ages 4.to 11 failing vision screening test—
. jsummary criteria—by usual sources of care:community sample, selected

- areas in Washington, D.C., 1971. Total chi square (5 df) = 4.075, $>0.5.1 -
[From Kessner et al. (1974) Reproduced wnh the permnssnon ‘of the
- National Aademy of Saenees] .

o " not they. haJ a .usual souYce: of pnmary ambulatory care .or to the_

. nature of the orgamzauon that provided the.care. T
‘The physician questionnaires revealed that hngh px;oporuons of:
_ physmans froln some medical care organizations claini- to screen.
routinely - for visual disorders—90 percent of physicians in prepaid °
- group pracuceo and 50 percent of those in_hospital-based practices. .
However, review. of 489 patient charts did not confirm the physicians’ -
»claims; four fifths of the children studied did not have a recorded-

- visual exam. The" propomoh of .children without vision- screening

- >mformauon on‘their charts’ vaned from 60 percent in children who

received care from the prepaid- group practice to 95 percent in

children receiving care from the hospital-based facilities. =~ -
'Among-the childrén screened, one third had an organic dnsorder ;

" or an abnbrmahty in ‘visual acuity or motility. Although we did not
' attempt to assess directly the adequacy of the specnalty care for

.. - children with' visual disorders, data from our chmcal evaluations
. provide mformauon on ‘the ad«iuacy of correction in chlldren who

- wore glasses. o
- Overall, 7.5° percem of all the chnldren ages 4 to 11 years tested in
our community. sample - wore glasses. As expected, the proportion
varied by age and the education of the mother. The adequacy of and
_ need for glasses were assessed by comparing acuity test results with

-and .without correction for children. who wore glasses. As shown in
ﬂgure 7, the adequacy of correction was unrelated to- the mother’s
“education. A striking 72.4 percent of children wearing glasses were
not corrected appropnately or adequately-—these chnldren passed the



T
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was inappropriate-or inadequate, by education of respondent: community
. -sample selected areas jn Washington, D.C., 1971. Total chi square (2 df) =
L m 0.789, p>1;- regrestign within<chi square (1 df) = 0.719m $>0.; [From
. Kessner et al. (197 uced with the permission of.the National
Academy of Sciences} | ~ Ci ' i S

~5

7. test without their glasses or: failed, both with and.without glasses: '
. Results similar t6these have been reported by Safir and his colleagues. ,

(197%) in a study of children in' New York City. "~ = .~~~ -
| 'LIMITATIONS OF THE TRACER TECHNIQUE

P There are no problem:free: qethodsfor e,.v.élua_ting the quality of

o health services. All approachés have limitations and are often plagued - |
- by methodologic and/or analytic weaknesses; . ., . ' e
~ In .considering th} broad types of data used, we know that the

- assessment of structule relies on the assumption ‘that the quality of "
““thie facilities and the qualifications of the health professionals’ are -
“related to the process and to the outcome of imedical care—a doubtful
-+ assumption in most instances (Payne ‘et il 1976): Process evaluation, "
-, based ‘on predetermined or judgmental criteria, is known to produce
* results” that differ from outcome- studies (Brook 1973). Indeed, in
some. instances, a_poor process has been associated with a good
+  medical'outcome. These weaknesses of structure and process evalua- * -
. - tion“baye. led many individuals=-researchers, administrators, ind
¢ politicians—to encourage reliance on outcome studies alone. This -

Figure 7. Proportion ddﬂl@;age- 4 1011 with glasses whose correction -/ -

“advice' makes ‘sense because, -ostensibly, outcome evaluation directly 1

measures a person’s “health” or factors related to it. : .
_ " On doser scrutiny, however, it.becomes clear that outcome studies
~. often’ cannot be performed unless criteria for process evaluation are
also established: First we -must define the population with the
problemi\:mé outcome wil] ‘be studied. Further, the intrinsic « -
~ limitations of outcome evaluation; including proximate or short term




' T . . J- . —v.,\ - (‘\ .. -—
/ ' .

‘ » .
108 ’WALUATION ()F CH\[LD'HEALTH S_E-RQ/ICES v ,
- : »
.. outcomes, are snghlﬁcant Frequently, lhe pr.eﬁlencc 0‘(5 ou‘:?:ijme
) - to be' studied-is very fow; the outcome inay be sigrifican

by wariables (?&bare beyond the con(rpl of the medlca] :

genetit, social, cultural, and economic factors In addition. there; lS

often difficulty“in obtalnlng*outoome iy r aticm without followup

pauent)mtervk"ws and Pt%ts—-logls’ucally ¢ mplex and equpsﬂs pro- ;
P ceduf'es to_carry out.

In"a recent comprehensive study of thd come method, Brook' ’
“and his coll¢agues (1376) sumg‘mzed the stat¥ of the art in ou(comev
evaluation as follows: - ARV SRR

« . \ .
. : th@?t exists a paradaxical situation, . willch policy, demands that

- operauonal quality assurance systems use thHt outcome method to -
assess quality q,( careg whiie there ism dearth of valid and reliable - |
S outcome criteria and stndirds and no me[hod ot provcn feasibility *
by which they can be applled

. L . l' o - w.
- ¢ .

"As there are serious llmltauons with the types of data used in
‘evaluation studies, so there are with the general methodologlc
approaches The Iracer method, ‘as |n|(|ayy descrlbed was based on .,
the' premise ‘that ‘one can carefully examine selec(ed medical care
activities and their outcomes to gain insight into the quality of general
- medical care that is being received by patients. The results of this
study (Kessper et al. 1974), plus the work of Brook (1973) and Payne
and co or&&( 1976), indicate that, with the exception’ of preventive

. -services, one §hould be cautious in drawing conclusions about the
‘quality of general medical. care when studying the management of a
set of tracer problems, dlagnoses ‘drugs, and so on. On the other.
hand, in assessing the quality of medical care for children, one
- undoubtedly should address such areas as the type of preventive care

. _-provided;.the content of the case-ﬁndufg programs; the adequacy of
diagnostic’ evaluations; the appropriateness of the management,
including therapy and follow-up care; and the effect or outcome, of

, these mednc‘a'l care processes on the well- belng of the pauents

. In this initial work on developing the tracer method, a process was -

‘specified™by which tracers shg\ul(l be selected. In an attempt to

rationalize the decisiopmaking pr'oceSS by which sets of tracerscare

selected, we established a ‘hier#chy of. criteria for use in tracet

selection. The criteria, in order of importance, were as follows: .

‘e

—A tracer should have a sfgniﬁcanl functional impact; N
—1It should be relatively well defined and easy to dlagn in both

field and practice settings; ..
—Prevalence rates should’be high enough to permit the collection of
adequale data from a limited populauon sample;

b
(9N
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—

s ‘and effectlv’gess of medical care;

-—The technlq‘ueqof medical management of the ndltlon should be

diagnosis, treatment or rehabilitation;
/ —The effect of noﬁmedlcal fytors o the trae@xr should be un.dér
' stood - o

[y

K These o&mal c‘rlterla have been reasscssed for h’]an‘y purposes

they are unrealistic and uhpractlcal because feg medical problems
. meet these conditions. ThUs the scrutiny of the valuators is l,m‘uted

In another sense, thé criteria are impractical because they ignore or .

rule out much of the rout|ne disease that consumes so much of the -
physician’s time: :

In recasting the criteria, we have tried to focus on medicine as it is
practice@—the patientd who are'seen and their presenting complalnts
The modl_gled criteria are: - oY e

., .

—The, problem or dlagnosls should be of significance, in terms of .
cither its potential functional impact on the patient, the burden on .

. the provider, or its potentlal for. treatment resultlng in more harm
" than good; -

—The prevalence of the condmon should be hlgh gnough so that
analyses can be carried, out ¢n the study population;

. =#The condition should be well defined and easy to diagnose;

—There should be:general ¢onsensus on the medical management of
the condition for the specnfc therapeutlc process under scrutiny.

~

- Althopgh we have revised and slmpllfed the criteria for selectlon,
the use of sets of indicators rather than a single condition is still
, importdnt in attemptlng to evaluate a health care dellvery system :
., . This statement is particularly true. given the lack of concordan;;e in
.the outcome among a set of tracers. However, in the past 3 years,
four ‘articles have come to my attention in which the “tr
technique,” or a similar approach, was used to-e /valuate health services
(McBride and Ralph 1976, Campbell 1974, Smith 1974, Novick et al.
1976) In all these publlshed reports, a single problem or dlagnﬁSIs

" was “the traoer -used. Several articles indicate that a set of tracers -

had been selected, but data were reported on only a single condition.
It is possible that lnadequate funds or personnel forced the authors
to limit their study to one cond|t|o .

§ .

® ' LIMITATIONS OF TR FIELD'STUDY

The preliminary prospectus for this study was developed between
1969 and 1970. It was clear then, as it is now, that g‘:? study results

r
S
., )
A~
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~
e

I

!
—The natural. hlstory of the condition should vary with utilization

. well defined for at least one of the\following protesses: prevenuon,' y

Ll
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s

o
:N_could not deﬁnﬁlvely answer lte quesuon “Is (he heal( status of a
i« - -child relaued to the organization that prowdes the child’s usual
- medical care. servtces”' Ra(her/, this study was deslgnc'd primarily. fo
. meas:yrt the. health _status, 9f a selected population; asse“ differences
o in provider perforrnance, grganization, and. atu(uge, and provide
4" «information about (he strengths and weaknesses of the (racer\rpe](hod
Becauwese data may be used inappropriately to'imake narrow
- comparisons of parueular populitions of children or providers or to,
draw vety broad conch about the delivery of health seruce‘s the
liinitations of the,study must bd dearly stated. .
The most crucial limitations are { ns ‘locatior~ in one city; |its!
v predomman(ly black.sample; its repre‘sen(auon of families from ‘ohe\
. communlly and not pduenls of a defined group of* phys‘?g.ans and. its, "
" failure te include all types,of providers i in the record review. With the
excepuon of the sampling proced employed, (hese limitations
arose, from cost and, lc;@lc consl?-Xuons These factors’ should '

: s
point out the necgd ﬁr cgution jih applying these 7ulls to other cities = 3
an,d o(her populauons Tb

>

M’ N )
itis ‘important to note. that while we d|v1de provnders into groups
such as solo praCuuoners, ,asst)clquons of p'hyslcmns and Publlc
‘clinics, we recognize, that ‘within each of these categories thére is -
heterogeneity. Our analyses, therefore, focus on categories of provi- -
‘ders ant _not on individual orgapizatiogs or practitioners within a
single ca(egory Further, we cannot know. that & particular child used
one frovider exclusively. We separa(ed the data-on those’children_
. whom we could identify as using lwo different kinds of provnder
organization; but within a provider category, potably the. hospital
~  outpatfent departments, some of the children very likely may have’
used more than one facility within that provider group.

L - In addition to these factors related to the broad design of the .

' . study, there are limitations-{o the data that were collected. Serupulous *
attention was given to calibrating and checking instruments during -
the clinical examinations to avoid erroneous findings; a special effort
was made .to ga(her follow-up da(a on a random sample of children
who passed the streening tests so that false-positive and.false-negative
rates could be calculated;*and an effort was made to standagdize the -
findings of the physician observers. In several initial meetings, the
terms to be used for anatomic descriptions were discussed, and

. several children were examined by all members of the ear, nose, and |

throat staff. Beyond this initial training session, we were unablé,
dunng the course of the clinical examinations, to effectively méasure
interobserver or intraobserver error. : :
It is necessary to clarity differences in the way prevalence rates
‘o
were compiled belween the cl|n|cal field study and the chart review:

v

»
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: ah‘alyéé[ During the tlinical gxaminatio¥,. we determined poist
prevalence rates: that is, the pumberof children with the condition at .
. thelime they were examined, relative to the total number of children
-exﬁmmed. Durigg the medical record review, howeter, the da(a._,\_ye%?
co

ecte defined the number of children with any evidence in their

records fof the condition at any time'in.the past. We anticipated that
v -these latter rmes, which_we term dvariable-period prévatence rates,
~would, be highéer than ‘te point prevalence rdies because the children
K, could have had one or more episodes-of thedisease during the =
* - longer period of time and because the providers had several oppor-
“tunities to.detect diseases. e o
In the strict sense, point 'prévalence rates and ‘\variaxblgf-perioa'.
prevalence rates cannot be co‘mpared:/They are useful, hoyever, as
'Lindi{;\q(ors’.of theé case-finding activities of the health care’ providers,
If, for example, the variable-period pr‘e\(a'len rates are lower, when' * -
logically they should be much higher than the point prevalencerates,
" one can be confident that many cases have pot been detected by the .
. providers or have not been entered in the patients’ charts. . * ‘
Complex pr8blems arise from ascribing certain untreated condi-
tions to a child’s current provider, with both highly mobile popuila-
tions 3nd new provider organizations; however, this is also true with
relatively stable patient and provider groups. For example; if a child’
has a conductive hearing ‘loss and scarring of the .tympanic mem-,
brane, indicating that the loss is associated with previous middle ear
infection—PeckBps an infection t at was pogrly managed 4 to 6 years
earlier—it may be inappropriate to assign poor manafement of the ; -
early ipfection to the present provider. Further, it must be recognized
that, in this study, we measured the health status of the children at
only one point in time. Thus, we cannot ascribe directly to, any
provider a ¢hange in health'status of children to whom he delivered
care - ‘ L) : .
Finally; knowledge of the nature and severity of a child's healt
problem could have influced parents to take their*child to one"
particular type of provider rather than to another. Such self-selection
factors could result in® thé presentation to different provider groups
of biased. samples of children-—an unusually large or small number
with serious problems. This indeed would be a concern if the results.
of this study demonstrated that, among the types of provider
'organizations, there” were significarit ditferences in the health status .
of children otComparable social and dem graphic characteristics.
These are somue of the specific limila(igls of this large community--
based evaluation program carried out in the early 1970s. But what is
‘the status of quality assessment,in 1977 in North America? Current
interest }Lﬂahla(ion and pressures to develop quality assurance = -
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e . EVALUATION OF CHILD HEALTH smvncts

programs have lncreased exponenually during the past 5 )éars in the
face of meunting ‘data indicating that feasible, valid, and reliable
methods to assess health services have yet ‘to be devel(_)ped.‘(;learly,
we are far from being able to integrate an effective and efficient
“quality. assurance mechanism into a health care system. -

To begln with, we constantly face the nagglng question—What is
quallty> In a .recent paper, David Rutstein and his colleagues {1976)
"defined quallty\_as being. concerned with the outcome of care.
However, in common parlance, “quality” means degree of excellence
and degree of conformation to standards. The issues in medicine are

"excellence in whose terms.,and conformation to whose standards.

Quality is not a static concept; it is dynamic and it relates to the
reasons for the assessment, the methods cmployed what will be
measured, and how it will be measured.

At a more pragmatic level, we must cope with the unreliability of
recorded diagnoses. Criteria must be applied to specify who has a
-streptococcal®sore throat or a behavioral. disorder. Having applied
these criteria, we are obligated to evaluate a sample of those who do

. not meet the criteria as well as those who do, for in the former group

a high proportion of inappropriate care may be. 'fou(*'

One of the most difficult issues in assessing child health care from
xisting medical records is defining an-episode of illness. Is it
ossible, retrospectively, to put a time frame around an' episode of
ahemia, otitis media, or a urinary tract infection? Of course these
" dglineations can be made with extensr?e protocols and a prospective
esign. However, we must be concerned with- the cost of evaluation,
and thus we must ask what can be accomplished with exlsung data
and a pragmatic methodology.

Current inpatient audits in the \United-States are estimated to cost
$250 mifon annually (New England Journal of Medicine 1977). The

# cost of a simple evaluation based on encounter form data was

approximately $2.50 per encounter (Kessner et al. 1975). Even if
such an approach were dpplied to a small sample of all outpatient
encounters, the cost for the | billion’ ambulatory .care visits made
annually in this ¢ountry would exceed $250 million, and this ﬁgure
does not include developmental costs. I should add that such a “bare-
bones” process evaluation would not include many of the broader
approaches now advocated for evaluation studies—total episode of

* illness and lnClUSlon of lifestyle, social, psychologic, and environmen-

tal factors. These approaches are pipe dreams. Even with funds and
physician and patient compliance, we still would not have reliable.
tools to measure many important social, psychologic, and environ-
mental factors. :

i . .
Given that we could develop and implement a valid, reliable,

) ' ’
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. simple, and jp r'penswe gua&i}ybassurance system; and glven that the
- data will 4 analyzed in- ‘Vluﬁely -fashion and in a format that is
f meaningful to phy,gxclam and administrators; and given that health

, professmnals will change heir orgamzauon or clinical practices based
on these data—will theré be a méasurable impact on the health status
of our patients? There is very little® erence to suggest that there will
(McNerney' 1976).

+ Clearly, this is not the time to expand exnsung quallty assurance
systems or to initiate complex and new programs Rather, we must
now carefully assess the impact of our present efforts on both the-
cost of health services and the well-being of our patients. Child health
may be served ‘better now by expanding carefully” studied and
efficacious pediatric preventive and®case-finding activities than by
prematurely Jommg the rush to establish complex quality assurance
systems.
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' DISCUSSION
Maurice Backett and Barbara Starfield

Dr Kessners paper described a quality assessment stidy with a
very “clear objective: to examine the adequacy of different types of . <&
medical care services. Thus, the study clearly fits into the category of
effectiveness studies, which examine the relationships among struc-
tural, process, and outcome variables. The study was population-
based rather than cllmcal in that the sample was drawn from the
community.

ThLmaJor limitation of the method was its very high cost,

. exceeding $1 million for evaluation of care for only a few clinical
“tracer” conditions. ’ . _

Implementation of the findings was problematic. Although the
study clearly invalved quality assesyment rather than quality assur-
ance, the investigators (and espeCIally the sponsanng and funding
agencjes) appeared to have an underlymg, much’ larger’ expectauon
that/defects found in the assessment would be acknowledged and that
these would lead to changes,. either within individual practices or
through actions at higher levels (such as professional associations).
‘Although this expectauon was never stated explicitly, Dr. Kessner -
believes it existed in this study as it-does in all similar studies. If such

. expectations are Jusuﬁable (there were many who felt they are not)
and if<researchers are to avoid extreme frustratiofi, much greater
effort to involve practitioners or practitioner orgamzauons earlier in

- the planning of the study concerning their practices is required.

. In the discussion of this study, there was general agreement that
the method had applicability in different areas and cross-culturally,

. although the specific tracers would have to be different. Howéver,
two cautionary notes were sounded: (1) Efficacy of medical care
interventions for the particular conditions must be documented
before a study is mounted, and (2) The tracer concept must not be
misused. It is not justifiable to draw conclusions about the overall
-quahty of care by examining the care for just one condition, as there
is as yet no evidence that the presence of one defect (or one type of
defect) in a practice is associated with the presence of others.

As a result of his study, Dr. Kessner, has concluded that current’
quality-assurance activities lack justification because of the unavaila-
bility. of a valid, reliable, sensitive, and inexpensive measure of quality-
which can be applied on a broad scale. Instead, he would give priority
to efforts at prevention and case finding. Viewing his suggestion in
another light, perhaps. it might be concluded that quality-assurance
activities are misguided because they fail to address ‘the most
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imporlgnt areas—these include the.ipadequate recognition of prob-.
lems in the community and failure to assess the outcomes of care in
individual patients. L«

All quality-assurance approaches focus on documenting the validity

of diagnoses and the prescription of appropriate therapy (whether

Jjudged by validated or unvalidated criteria, or by explicit or implicit
Judgments) for diagnoses. Quality-assurance organizations rarely even
consider the possibility that practitioners have misdiagnosed, as most
choose patients with certairf diagnoses as the basis for review of
quality. Moreover, reviewing the extent to which desired health goals.
are attained as a result of medical care intervention is given little
attention. Perhaps arrangements by which success and failure in
achieving expected goals in patient management on a day-to-day basis
can’ be determined would do more to improve the quality of care
than sporadic, retrospective studies which demonstrate current de-
fects. ’
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_A SIMULATION MODEIr FOR THE EVALUATION OF

THE MATERNAL-CHILD CARE PROGRAMS IN
: - COLOMBIA |

/

Rodolfo A. Heredia, Ale;an{;djro Vivas, Luzs Hernando Ochoa

’ LAY

I‘NTRODUCTION

This. paper describes a preliminary simulation model for integral

~ evaluation of Maternal-Child_Care Programs (MCCPs) in Colombia.

The model includes both maternal apd child aspects, reflectifig the
priority given them in pubhc health and developmem programs by
* the Government.

Integral evaluation is achieved by mcorporatmg the Matcrnal Child
Care. Model (MCCM) into. a more-general model, known as SERES! -
(System for Study of Economic, Social, and Demographic Relations—
. Sistema para el Estudio de las Relacnones Economicas, Sociales y
- Demeograficas). This, approach, in addition to controlling. aspects that
belong exclusively to the MCCPs, allows for the incorporation, of,
other health-related elements, such as econonﬂc factors, population
structures, and government. activities,

The idea of using a simulation technique to develop an evaluation
instrument for the MCCP arose during the presentation of SERES at
. the Maternal-Child Care Division of he Ministry. of Health. At that

. time it was agreed to test a new methodology in the field, using an .-

interdisciplinary team of pednatncnans, gynecologists, publlc health _
, specialists, sociologists, and economiists from Both a private institution
* (CCRP) and the Ministry of Health. The group endeavor was to ,
formalize the MCCP so that it would, eventually materialize into an

- MCCM Emul The ‘'model was to mcludp the most acceptable .

methods fand techniques, given the restnctlons of avallable data and
data colle on pgocedures. :

! SERES is a slmulauon modcl developed at the Corporacnon Céntro Reglonal de
* Poblacion (CCRP) (Reglonal Population Center Corporation) for analyzing - (through o
comparative studies) the impligationg for: developmem of different policy alternatives.
Appendix | contains a brief description of this model. , ~ . ..

Co e . i 18 g .
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118 EVK[ UATION ()F CHILD HEALTH SERVICES

“A  The team began its task by analﬁi_ng the SERES health submodel
and by studymg in detail the different components of the Govern-
ment MCCP. Unfortunately, the origoing study was interrupted by a -
medical strike that affected the country during the last quarter of
1976. Upto that time, 4 good deal Qf work had been carried out, and
the discussions-dealing with a theoretical "MCCM {similar to .the
SERES health submodel) had started. When the strike occurred, the
'CCRP group continued to work by itself, so that the MCCM a‘d’the
information presented here’ essentially correspond to the CCRP

- effort. It is-hoped that meetings with the MCCP team will start again -
in_the near future. In this. way, the great advantages perceived and
the results obtained throégh the interaction hetween the * techmcnans
.and admm?strators" can pe used

POER

THE EVALUA‘I'ION PROCESS

"
KN

The . need for evaluauon of Government programs in Colombla
does not-seem to be debatable. On the contrary, technicians an
administrators favor such programs as‘much as they strive to ;lesngn
better instruments for the purpose of evaluation. This concern comes -
from an awareness that—in countries with large and rapidly growing
populations, great accumulated deficits, and madequate social and
CCOnomlc structures—it is necessary to set priorities among programs .
“and .to rationalize by using the limited resources available int order to »
make substantial short-term improvements. Interest in the evaluation *

" aspects. has increased with the priority recently. given to the health
field (DNP 1969, 1970, 1975; Ministerio de Salud:.Publica
.1967a,1973), but as it will be shown although the country has
- adopted the évaluation component in the programs, it has not set a
clear definition of evaluation, nor has it included .appropriate |nstru-
ments for its implementation, .

' Difficulties concerning evaluation do not belong excluswely to
underdeve10ped countries. Turner (1976, p. 26) states-in general
“This rapid growth .(of program evaluation) inevitably has beg})
accompanied by confusion about purposes, methods, organizational .

_ ar_rangem‘e’nts and, dot least, terminology.” Roemer (1971, p. 839)
states: “Because of the complexities of evaluating methods of health
service organization, there has been a gredt deal of confusnon in even
deciding what should be evaluated, let along how to > g0 about domg'
i’

-

These observatlons have led to a pdrtldl review. of dvailable
literature. This review was imtended to provnde a reference frame-, &
work that would permlt the analysis of the content of evaluations
carried out or planned in the MCCP ﬁeld (n Colombla and WOuld,
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"determine the possible role of the proposed model in the evaluation
process (Donabediap 1966, Freeborn and Greenlick 1971, FPEI 1974,
Roemer 1971, and Turner 1976).

The review indicated that it is possible to design a framework based
on three general evaluation levels correspondmg to the different
program development stages. The first level assesses the need for a
program with respect to other programs such as health versus
education. A second evaluation level refers to the available design
alternatives for the same program—for instance, the different com-
bination of instruments for health care delivery. The third level deals
with the program’s implementation (figure 1). The first two. levels are
basically analytical, and from them the standards and expected values
of the program -are produced. Their particular features fuse them
with the planning process. The last level reflects the actual develop-
ment of the program being implemented. The evaluation is achieved'
through comparison of the different levels ‘and not, as is usually the,
case, through a description of results or iheir relauonshlps ' ‘

Using the definition given by Reynolds (FPEI 1974, p. 4): “Evalua-
tion is a process for making judgments about selected objects.and
-events by comparing.them with specified value standards for the
purpose of deciding among alternative courses of action.”

The comparision between the different levels can be ‘expressed in’
terms of evaluation subjects, each corresponding to one of the
analytical units into which W program can be divided.? Those most
frequently mentioned in the literature are inputs,, processes, results,.
effects, and tmpacts. Inputs refer to resources used to render.servic€s—

_ such as administrative personnel, physician.s;, nurses, equipment, and
so on. Processes réfer to the basic structure and regulations of the
service system—administrative regulations, document flow, and orga-
nizational ranks are some examples. Results deal with the type and
frequency of services renderel, such as X-rays, medical examinations,
“and so on. Effects and impact refer to the repercussions of results on

y other aspects within or outside the health system—for instance, the
. patient morbidity rate or the population age structure. ’

The evaluation is carried out through indices derived for each level
at each evaluation subject category. It may be said that there are two
types of index: those of effectiveness and those of efficiency. The former
link up’'with the outcomeés of a given evaluation subject; the latter,
with the relationships between outcomes of different evaluation of
subjects Indices of the first type are measures such as quality of
service, percentage ‘of population well treated, number of medical -

~

«

« J L A—

. ? There are no untform definitions for lhl levels and evaluation subjects used in ;

Some

" evaluation Ineralure Those used here are based on Reynolds’ deﬁmlnon
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Figure 1. Levels and Subjccts of evaluaton [From CCRP, Arez Socoeconomica, Modelo Materno-Infantil, March 1977]"
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- examinations by dlfferent category of services, and so forth As for
the second one, we could mention the relationship between services
rendered and inputs used and impact and expenditures. These -
indicators are usually part of cost-benefit studies.

v R ’ X .

£
" HISTORY OF EVALUATION IN COLOMBIA

* In order to understand to what extent the model satisfies MCCP
evaluation needs in Colombia, it seems appropnate, within the given
reference framework, to present a brief critical review of the types of
“evaluation and indexes used irni evaluagions that have been proposed
" or planned so far in Colombia.
During the past years, the need to evaluate programs has been ' -
. recognized in the health system. The first.step toward the introduc-
tion of evaluation techmques was taken when health system planmng '
was institutionalized in 1968. This event took place as a response to
- the commitments the country had made to the First Dlecennial Plan
for the Americas (Ministerio de: 8alud Publica 1967a).
.~ The Colombian health plan for the 1968-77 pem;d was based on
. the Survey.of Human Resources for Health and Medical Education -
(Ministerio de Salud Publica 1967b) and on the National Inquiry on -
Morbidity (Ministerio de Salud Publica 1966). The plan showed the
‘magnitude of morbidity risks and mortality levels of mother and child
populations. In response to this situation, the"mother-chnld group was
created as part of the Ministry of Health in 1969. Later, as part of
~the development of the 1972 health plan, mother-child care was
given first priority. In-1974, famlly planning was added. As a result,
" the Maternalyghild Gare and Popuiatlon Dynamics Division was
' ,estabhshed m§ Ministry of Pu ic Health. : ” .
- Although plafining of a Colombnan health system began in 1968, it
was not_until 1975 that the first formal evaluation of the MCCP
activities was attempted (Ministerio de_Salud Publica 1975a). The
* second evahliation was carried out in the middle of 1976 (Ministerio
‘de Salud Publica 1976a). Additional evaluations cover more specific
, aspects of the MCCP: for example, the followup studi f family
planning acceptors undertaken since 1974. ™~ ;
. Up to'the present time, general evaluations carried out in Colombia
' by the MCCP have concentrated on one evaluation level, that of
v 1mplemcntauon The. treatzwht of MCCP's impact aspects .on health
and other socieeconomic éleménts was made on a speculative basis
only. From the standpoint of comparison standards or norms, the
1975 evaluation made explicit only. those aspects relating to geo-*
graphicand population coverage. In 1976 the standards for coverage -

)
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122 EVALUATION OF CHILD HEALTH SERVICES‘

estimates by auxiliary nurse and ﬁeldworker activities were also
clearly stated. '
Because of design changes in thc Colombian Nauonal Health
System (NHS) begun in 1973, the importance of a permanent
evaluation ‘process for the’ ministry’s programs (Ministerio de Salud
Publica 1976b), as well as a systematic compilation of data required to

. ensure feasibility, became apparent. The plan proposed by the NHS
. seeks to evaluate the outcome of programs for some ‘of the evaluanon

subjects previously mentioned.
The resulting system, completed in 1976 but not yet implemented,

_ proposes the generation of both qualitative and quantitative indica-
tors. The qualitative indicators have been assigned different labels:

precision, satisfaction, emphasis, extent,efficacy, and effectiveness of
health services. The quantitative indicators are the follownng physncal ‘
and monetary resources, program activities, persons who received
care, populdtion and service coverage, and activities per person
(concentration). "Efficiency indicators proposed by the NHS are as
follows: cost indicators (monetary resources by activities) and yleld
indicators (activities by resources).

. The evaluation system proposed by the NHS represents lmportant
progress with respect to the 1975 and 1976 evaluations, because it
explicitly states the’ indifptors for each selected evaluation subject.
However, there are still imperfections when the system is compared
with the prevnously mentioned reference framework.

~The evaluation is limited to program lmplementatlon and does not

deal with need or design aspects.

—The comparison standards or norms are mentioned only for
coverage and concentration m;hcators

—Indicators selected “for evaluation ‘fundamentally emphasnze the
effectiveness of program achievements. Therefore, evaluation .of

_ effectiveness and/or efficiency of other aspects, such as the pro-
gram’s inputs, effects, and impacts, is neglected

—Finally, the use of such terms*as “effectiveness,” “efficiency,” and
“efficacy” as indicator classifications in the evaluation system leads
to confusion and differs. from the use generally accepted in the
‘field of evaluatipn. ‘

'THE MATERNAL-CHILD CARE MODEL
Model-building is not foreign to-the field of health, where mathe-
matical simulation models have been developed. Generally, however,

- such models have been directed toward specific aspects of the system,
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“such as hospltals. outpatlent visifs, and so on (Edwards 1971, Lnndau
-1972, Feldstein 1967). They have rarely been aimed at the study of -
health wnthln the more general structure of the health system of a
country.?

" The preliminary version of the MCCM is based on the structure of

a more comprehensive health model (CCRP 1974a,b), sqme aspects

-of which have alteady been lntegravd into SERES (CCRP
1975,1974¢). Within the context of the integral evaluation of the
MCCP, the MCCM is lncorporated in SERES as a programatzc unit < v
(ﬁgure 2). ,

' The model for* maternal-child care has been developed in two
general stages. In the first, the different classes of demand* and
. service requisites are calculated. In ‘the second, the standards or
v “norms of inputs.. results, and effects are determined. _ ' ’

P

L

FirsT STAGB—CALCULATION oF REAL DEMAND AND Snrwrcxs .
quuuumm‘rs

Eshmahon of Demand Levels

Selechon of. mk g'roups wuhm the target populatwn The demographlc

model (on a dynamic yearly basis) generates data on population.

. composition by simple age groups, births, and sufficient data to

estimate the numbers of marriéd and pregnant women. The targct

. population is selected within the model, bearing in mind government

priorities. -It is then formed into risk groups by age, sex, and’ urban-
rural residence. -

Establishment of potmtaal demand (number of cases in the courmy, by
mo‘rbtdlly rates). Based on risk groups, cases (individuals) are estimated
by type of disease, using the appropriate morbidity rates which could
be seen as a result of an epidemiologic transition process and of
',preventwe programs In~estimating demand, two points are worth
'emphasmng with respect to the determination of morbidity rates.
The first is related to the epldemlologlc transition (Omran 1971) and ~
the second refers to preventive programs.

-

3 Model-building in Colombia should take into account research by institutions
focusing on aspects of the health system: the National Health Institute of the Ministry
of Health, the Colombian Famlly Welfare Institute, the Department of National
Planning, the Antioquia Health Planning Program ¢f the School of Public Health, the

' PRI MOPS ( Programa de lnvestlgacron en Modelos de Prestacion de’ Servicios.de Salud)
program of the Department of Valle, and COLIMPLAS (Prog'rama de Investigacion
en Planes de Salud OMS-OPS).

4’The term “demand” is used instead of “need” to ‘avoid cross reference wnth one of
the evaluation levels.
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mepidcmlolognc transition permits understanding the observed
relationship between incidence and prevalence for certain diseases
and the level of dévelopment of a country (Puffer and Serrano 1973,
P, 309 Umtcd Nations 1973, p. 5‘!8) The ability to understand this
»phcnomcnOn is of grcat importance in dctermlmng the demand for
services—especially if one considers the-precarious life conditions of
the population, particularly as they- affect children. The need to
integrate the model (with indicators not included>in the MCCP or in
the health system) is derived . from the nature of the described.
" phenomenon: The health status of the population not only depends
‘on direct medical atténtion but on other factors, such as levels of
. education and nutrition, housing conditions, the existence of potable.
water and waste disposal systems, and so on. Under certain conditions
these infrastructure elements can have a greater-€ffect on, the
- morbidity-mortality of a group.thdn do health programs.
 Preventiv¢ programs may eventually accelerate changes in the
morbidity structure so that a massive vaccination campaign can' affect
the number of infectious disease cases mdependently of the level of
e development of the country
' Felt demand (number of cases that percewe the need for health services) and
real demand. From potential demand estimates, it is now possible to go
into felt and real demand, using fixed coefficients which include the . -
‘pauent s perception of his/her health status and the geographlc
location of the services: Note that the term “real demand” is being
"applied to individuals who are conscious of their status, have
‘favorable amtudes toward public or private health services, and have
geographic access to them. (The cases which will become the respon- '
Slblll[y of the MCCP are esumated in the next step.) ¢ :

Estimation of Requirements ' S

Calculation of physical requirements § |
‘information concerning real de d, it is possible to convert this
demand into inputs by applying a matrix of inputs and activities
needed to treat each group of illnesses by cause. This combination of

.~ resources is defined by the existing or available technology for the
“country at a given moment. Specification of the technological proc-
esses is of particular importance to planners. It is here that the
activities; and inputs required to treat a patient (case) are defined. .

—— Alternate resource combinations, such as increased participation of -
paramedical personnel and systems specnahzauon. fall into this cate-
gory. (Each alternative technology which is studied generates differ-
ent pressures on the health system and its resources.) _ N

~
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Adjustment- of physical requirements. The following step' determines
whether the society has avdilable inputs or can secure them during
the process. In order to accomplish this, thg limitations of the country
in terms of human resources, equipment, hospitals, and so on shguld
be made explicit. This estimate leads to the adjustment of physigal
resources needed to meet real demand. o ' .

“The  availability of human, physical, and other resources isref
special importance for the achievement of MCCP objectives. Many of
these resources are not under the control of the health system, but
depend on the development of other sectors in the country. The
integration of the model with SERES permits the evaluator to verify
explicitly whether or not society has the required program inputs.

Calculat,ion of requirements inn}mo‘netary units. Next, the physical
rﬁuiremems that were calculated previously are expressed in mone-
t

- tary units, using information on average cost for inputs. In this way,

the model generates informdtion on the total cost incurred to provide
total maternal-child care services. Part of this total cost {:ill be covered
by families and employers, and the Government will finance the rest.
This situation implies calculating non-Government ekpem:_iitures and
subtracting them from the total cost in order to obtain the cost for
the MCCP—that is, estimating the purchasing power of the popula- _
tion and its access to certain health subsystems (social sequrity, health .
insurance, prepaid medieal care, private services, and so on). Given
the capacity of SERES to generate information on income distribu.
tion, consumption patterns, and employment, it is ‘possible to incor-
porate the eféec(s of changes in these variables.on the demand for
public_services. Nevertheless, ghe difficulties implicit in estimating
demand functions under public expenditures are recognized. .
1 : B n

SECOND STAGE—ESTIMATION OF EFFECTIVE DEMAND, MORTALITY, AND
Davs oF INCAPACITY (TABLE 5) :

The second genergl deyelopment stage of th madel consists of
determining those cases which can be effectively trégted by-the MCCP
(effective demand) and calculating the effects of Yhe program on :
maternal-child mortality and disability. The main steps are: '

-

- Determination of Effective Demand and’ Achievements

Effective demand is the result of the comparison of monetary
requirements (to meet the real demand) with resources available to
the MCCP (which come from the Government). If the resources are
greater than the requirements (in monetary terms), the level of
effective demand will be determined by real demand. If the reverse

I-}(/ e
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is the case, then effective demand. will depend on the limitations
imposed by. the volume of resources, as well as on the priorities
among MCCP subprograms which have been seét by Government
policy. Effective demand, in terms of casegand rgsources, must also
‘be inter eted In this lnstance the prewously calculated requlre-

the vernment. A\/

Case Classification and 1Sype of Care (attended, poorly attended, and
not attended) o ‘.

In the second step, cases aré classified into twp groups, those who
were not treated and those .who received poon carg. The second
group is made up of three types . .

-

—Cases resulting from the difference between potentiali demand and

actual demand (interpreted as cases wnhout access to the MCCP
system); ~
—~Cases obtained by subtracting effective demand from real demand
- (interpreted as cases that lack MCCP coverage);’ - v
—Cases poorly attended (calculated by applying a coefficient of the

effectiveness of attention to the cases attended by the MCCP).

Y

Once the two case grqups are defined, appropriate mortality rates

are applied to generateJchild-maternal mortality levels: A coefficient -

of illnesg duration by risk groups is also applied to the two groups. In
this way, the total number of days absent- from work or from school
can be obtained. The. most sensitivekaspect of this stage is the
calculation of the morbldlty and mortality .rates and the duration of
lllness espec1ally for the group of tases not ‘treated. -

The natural rates are known for only a few diseases, and these
have no known effective therapy. In order to obtain a natural rate,
an experimental population (subject to disease but not receiving
medical care) would be required. An assessment of cause of death

and duration of illness would also be necessary. These conditions are .

not possible in real-life situations. :

In order to measure morbidity and mortality in well- treated cases,
rates corrected by-the effects of treatment should be applied. These
coefﬁcnénts will. be obtained from .institutions with * ‘captive popula-
tions” which are receiving adequate health care. It is understood that

such coefficients are numerically less than those for the rest of the .

< )
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cases; therefore, disability and. death estimates would also be lowe:
among these groups. o

INDICATORS OF THE MATERNAL-CHILD CARE MODEL
. L ) ' ’

Through its different stages, the MCCP can produce a set &l\resulls
that can be converted into evaluation md;cators Thcse indicators are
subJect to limitations of the MCCM ‘and SERES stfuctures,. and they

" are px;oduced by the sen design alternative,® This alternative, in

turn, is defined in accordance with Government goals and technolog—
ical considerations. .
Measures derived in this way can beé seen as expected values of

‘the different elements relevant in'the study of the MCCP. Within the

proposed evaluation scheme, these measures correspond to standards
produced at the needs and design levels and should be compared

~with the indicators produced during the implementation level. The

indicators may be grouped according to the d.;fferent steps into-which .
the model has been divided, as follows

Indices at the Demand Step

Most lndlces esumated at the demand step (figure 3) belong to the
needs level (ﬁgure 1) and can be interpreted ‘as effect and impact
goals.

Demographic mdwes At a r;sk-group level, these mdncators permlt
the study of size and changes in age groups of the MCCP target
populauons at the national level. Changes in such indicators are
related ‘to changes in the demographic behavior of the population
(fertility, mortality, and migration), some of which are caused by the
MCCP (maternal-child mortality,- family planning) and others, of

. " . .

> SERES was spedifically oriented toward the study of design alternatives through
the so-called control elements (shown in figures.3, 4, and 5 by means of small, directed
rectangles). In general, control elements can be divided into two groups: policy
controls, which are speuﬁed in order to study the alternatives in Government '
decisionmaking, ‘and parametér controls, which must be specified to calibrate the
dimensions of the model. The latter are necessary to the extent that constraints exist
on our knowledge of th,e behavijor within the MCCM or of its mlerrelauonshlp wuh
the rest of the system.

When calculating demand, the first type of control embodles the parameler named -
“"Government definitions on maternal and child policies for the country.” The second
type deals with morbidity rates, epldemlologlcal transition, preventive services, and the
attitude and accessibility coefficients. When assessing requirements, policy controls are
those parameters which define the input-activities matfix. Availability of resources,
average cost of inputs, and non-Government expenditures are elements of parameter
control that adjust to the model.
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which occur outside the MCCP (changes in education level, employ-
ment, life expectancy, and so on). ’

Health status indices. At the potential or biolpgical demand estimation
step, these indica(ors/.show data on clinical morbidity or clinical needs.
They refer to the incidence of different diseases sustained by the
target population, regardless of desire" for or availabili{y of health
services. ‘ » _ :

Cultural indices. At the fdlt demand estimation step, these indicators
show information on the felt morbidity and needs, that is, the
different diseases experienced by the ipdividuals as perceived by the:
population once their criteria are considered. o

Coverage indices. At the real demand level, these indicators show the
number of cases to be attended by the national MCCP; the number
of cases is calculated by taking into account structural and cultural
restrictions as well;as‘G0vernr_nenl health policies.

Indices at the Requirements Calculation Step o <

Useful indicators for evaluation generatéd at this step of the model.
(figure 4) are complementary to those obtained during the estimate
of different demands (need evaluation level [figure 1J). They cap be
grouped according to the feasurement units employed (either
physical or monetary). : :
—Physical indices (obtained during the calculatjon of the total and

- adjusted requisites). '] . _

Inputs and activities indices. These indicate the resources necessary
to satisfy real demand in terms of-the quantity of inputs (profes-
siongl -and paraprofessional personnel and auxiliaries, equipment -

nd buildings, drugs, diagnoses, and administration) and activities

pecialized, general, and simplified consultations; and specialized

d general hospitalization). : ,

Bottleneck indices. These identify the pressures on necessary
resources to satisfy real demand and those inputs which need to be

romoted in the country.
—Monetary indices.

Indices of cost of inputs and activities. These give an idea of the
maximum cost that could be incurred by the maternal and child
demands in the country, given the resource constraints and ‘the
level of technology. A o

Indices of cost for the MCCGP. These are similar to the maximum v
cost indicator but are applied to the MCCP. (It is assumed that the °*
Government is responsible for absorbing the value of the residual .
services, once the non-Government expenditures are deducted). /3[_{
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'Indices at the Steps of Estlmatlon of Effectwe Demand, Mortahty, and
Days of Incapacity )
At these st,eps of thé model (figure 5) information on cxp‘ected‘
results (inpats, activities, and effects) is generated at the design level
(figure 1). These indicators are very closely related to the different
‘measurements normally used to describe the operation of programs.

Deficit and surplus indices: These are derived through the comparison’
of the monetary requirements of MCCP and Government expendi-
tures on the program. They point out the need for additional

-~ Government efforts to cover the full cost of the MCCP programs and
to modify its expenditure priorities for MCCP subprograms. They

- also indicate the possibility of improving the quallty of services where
surplus of economic resources exists.

o

Treated cases indices. These indicators can be seen as ‘‘positive”
health measurements. They result from a-process that first calculates
demands, then estimates different resources available and finally
compares both elements. These indicators are specified.according to .
the different risk groups considered in the model or to the type of

. care prowded (well and poorly treated cases).

N Requirement indices. These ire some of the most commonly used
standards for evaluation. They refer to the quantity of inputs (human

resources, equipment,. and fixed capital) required to satisfy.the
treated cases. - '

Coverage mdzces It'is poss:ble to obtain these indicators both for the
volume of inputs and activities and for treated cases. They are
derived from data obtained during the prccedmg step and from the
calc&latlon of demands. Because the MCCM is, lncorporated into
SEf(ES an integral interpretation of the indices is ‘possible, since. they.

_ take into account the demographic, economic, and social conditions
¢ of the country. = '

~

- Mortality indices. Changes in the mortallty rgtes have been used as
the most frequent negatlve " index of program™ resuits

As the MCCM has been specified, the mortallt,y mdlces take into 5.

ccount differential mortality rates accordmg to health services
received by the population, defined in=~terms of coverage and

classification of cases. These indices can be separated into perinatal,
- infant, and maternal mortality rates.

Disabilitj indices. The cost"of illness to society is observed through -
days of absence from work or school." The model generates informa-
.+ tion for this index by applymg coefﬁc:enlq of durau(m of illness to

‘the “target groups. s

”
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FmAL‘Consva;AnoNs :
-'?:

Fort evaluauon, the model struclure has been specnﬁed SO as to
include the indicators derived from the review of the 1975-76 MCCP
evaluations and from the proposal incorporated into the Colombian
" health system: As it was shown’above, the model responds to the
different evaluation levels and. objectives proposed in the framework.

Incorporation of the MCCM into a more general structure such as
the SERES model allows-for dynamic feedbacks of. MCCP wnlh -
demographic, economic, and social deférminants, thus permllung
derivation of additional indices at the impact level. Since it is usually
not possible to integrate the MCCM into a general model, the
elements that. define the relationship between the MCCM and the
rest of the system .must be isolated and_treated as exogenous
conditions; this task ‘can be- accomphshed by using information
generated by other models or by experlence -

Formulation of the MCCM in term of three s(eps—demand '
estimation, calculation .of requirements, and adjustment between
demand and available resources—provides a general framework that
can be applied for (ormallzanon of other topics at different levels of
complexlly : :

In.addition to program evaluauon a model like MCCM can be

“used by planners to comipare project design alternatives. For this

purpose it is necessary to specify the yalues of the political, technolog-.
ical, and servige ‘parameters that define each of the alternatives. Each
alternative will generate a different set of values for the. indices of the
model,. and comparisons among design al(ernauves are achieved by

contrasting these sets. B .

The possibility of de\elopmg the moder as.an educauonal tool
‘becomes an important issue during the work of the interdisciplinary
team. ParUCIpauqn of the members increases” their. knowledge -and
interest in MCCPs. It seems that the specification of a- clearly
attainable goal; the Syslema[lc pattern of thought imposed by formal-
ization; the joint review of the program;-the need to identify the
relationships between MCCP elements (both internal and external);
and the |ncorporal|()n of demographic, economic, and monetary
resources as, well as other limitatiors—all lead to a better understand-
ing of what constitutes the MCCP system, illustrate the importance of
- trade-off’ (onsldera(mns among policy alternatives, and make explicit
the role of time and its d)namlc implications.

It i$.'hoped that additional users of this proposed MCCM will
continue to benefit from group~work reinforcing its use as an
educauonal tool ard showing the advantages of a simulation model as
an evaluation instrument—characteristics that today are: perceived
only on a speculative basis. -

’e
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Table 1. Pfopded Covemmem Expen.dltures on Health According to Two
"~ Health Policy Desngns'—Colombla (billions of pesos at con;tant prices of

1970)
. Base . Alternative -

1964 15 ¥

1975 63 i - 6.8
1985 18.2 S 14.7 -
1995 - . 27.8 31.7 . .
2002 : ' 491 o, " 58.7 -

* See definitions in text. ‘ : P
- Souncu CCRP. Elludlo de Salud, No\vembcrﬂ l975 » x

CCRP Estudio de Reforma Tributaria, Novembcr 9 l975 !

AN EXAMPLE USING SERES'HEAL'I'H SUBMODEL

As an example of the use of data generatedl\_by a simulation.model,

. some numerical results produced by the existing SERES 'Health'
~ Submodel (SHS) will be summarized and’ interpreted. The SHS is /

used here because of the: similarities of its structure to that of the."

_proposed MCM; therefore, this example only. partly reflects the use

of a model such as the MCCM

Accordlng to the criteria presented in this document the SHS
indices may be taken as evaluation standards. “They may help in the
diagnosis of health needs, in the definition of priorities for the
country, and in the statement of alternative program designs.

The example is fofmnlated in terms of two alternative .policy
designs. The base policy assumes that public health expenditure

follows the historical pattern observed-in Colombia during the last 15
_years. The alternative policy assumes an increase in the trend of

public health expenditures. The alternative was obtained by simulat-
ing the increase of Government income that would follow a tax
reform such as the ane approved in Colombia in 1974. Table 1 shows
Government expenses for health for each of the alternatwe poligies.

. The example compares the indices that result fﬁ)m the two designs,
and in this way it can give an ldea of the descnbed uses of the
MCCM. .-

" The ‘indices’ included in the example refer to the achievements,

effects, and impact subjects of evaluation; all of them are effectiveness

standards.. (Efficiency indices could also be easily constructed by

"combining the elements in which effectiveness indicators are based.)
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\

Table 2. Child Clinical Morbidity Index, for MCCP,” According to Two
Health Policy Deslgns—Colombm (thousands of cases) :

e Ages 0-1 ' Ages 1—4 Ages 5—14

Base Alternative Base Alternative Base Alternative
1964 2,185 - 2,185 5,361 . 5,361 2,578 2,578
1975 2,278 2,278 5,537 5,537 3,530 3,580 ,
1985 . 2,318 2,292 5,539 5,501.- 4,837 * 4,832.

. 1995 2,110 2,041" 4,970 4,836 6,355 - 6,273 "
2002 1,962 1,98 § 4310 4,242 . 7,204 . 7,000

/

Sounces: CCRP. Estudio de Salud, Noyember 8, 1975 .
CCRP, Estudio de Reforma Tributaria, November 9, 1975 -

Y

Health Status Indices *

As indices,of the population health status and of cultural determi-
nants, the SHS presents the sizes' of different types of demand:
biological (clinical morbidity), felt, and ‘real. Table 2 indicates the
biological demand and clearly shows the convenience of working with
cases rather than with persons, since one person capy become several

“cases with the same sickness during a given_year. Frof 1964 to 2000,

the infant population under age 4 increases, but the biological
demand does not.® Basically this trend appears because of changes-in
the country's development and bécause of epidemiological transition,

. Thus, if the public health organization assumes that the need for

services will.increase in direct proportion to populauon growth, it
may |nc0rrectly direct its resources. Data also show that because of
changing demographlc structures and death rates, the country must
be prepared to treat an ever-increasing number of cases between ages

-5 and 14. It must be notéd that the decrease (with respect ‘to base

policy) in biological-demand cases from 1985.on, when the Govern-
ment augments its public. health education and family planning
budget (“alternative" column in table 2), is due as much to greater
coverage of health programs as to a lowered birth rate brought about

by fertility control programs (family plannmg ‘and ‘education). -

Indices of Achievement

The achievement ‘indices generated by the modél are the treated
cases and lh.,e physical and- human resources théy use. Treated
children are'divided by age into three groups (under 1, between ages

————— £y

. This result assumes a dechne in femhly slower lhan ‘the one found durmg the last
intercensal period for Colombia (1264 to 1978).

‘o
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Table 3. Child Health Acmevement lndcx (Effecuve Demand), for MCCP,
According to Two Health Policy Dcslgns-—-Colombla (thousands of trcatcd

cases)
Ages 0-1 - Agesl-4 Ages 5-14
. ~ Base Alternative Base ~ Alternative .  Base - Alternative
1964 1,309 1,309 2,080 2,289 238 315
© 1975 1,992 2,061 - 4,616 4,789 " 2,577 . 2,663
1985 2,249 2283 _ 5161 - 5418 - 4,068 4,229
1995 2,106 4 2,041 4,949 4,836 5,916 6,148
2_002_ 1,962 1,936 4310 4,242 7:%04 . 7,000
— i

Sources: CCRP Estudio de Salud, November 8, 1975
CCRP Estudio de Reforma Tributaria, November 9, 1975

1 and 4, and between ages 5 and 14); these categories correspond to
‘those used by the Mother-Child Division of the Colombian Health .
. Ministry (table 3). Note that with the increase in public health
expenses, the number of treated cases grows (relative to the base
alternativeé) in the early period, but diminiskes toward the end of the
century. Considering this trend, the need to 'understand the above-
meritioried relationships between health, demographic change, and
the determinants of birth rate changes is vital. In the early part of
~ the period the percentage increase in treated cases is lower than the
increase in expenses (table 1), reflecting an increase in average costs
due to the enlargement of health. facilities and to changes in the
x _proportons of infectious and degenerative diseases.

‘In the model, physical and human resources are calculated from
the number of cases treated and from a descppuon of the amount of
resources required per case treated. It is’ evidgat, then, that the
measurement of resources per ‘case is crucial infi§imating the total
resources utilized by the health system. The importance of preparing
an accurate description of the observable structures in the country .

~ also becomes evident. It is possible in the model to simulate reality as
“well as to ‘incorporate alternative descriptions of the quantity of -
resources needed per case in accordance with technical norms. These
‘norms could be fixed by a user of the model, permitting the study of
the effects of changes i in-resources required due to changés in health
service technologies.

Indices of Effect - RN I .
The two major effe;:t indices produced by the ‘model refer to death

" . rates and the duration of diseases. .Th_e model specifies that well-
treated. cases present lower mortality. rates than poorly treated or.

1y
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Table 4. Mortality Child Program Effect Index, for MCCP, Accordmg to -
Two Hcalth Pohcy Deslgng,—— Colombla (thousands of deaths)

Ages 0-1 . “ Ages 1-4 ‘ - Ages 5-14

Base Alternative . Base Alternative Base Alternative -
1964 - 850 . 850 450 = 450 . . 4.0 14.0
1975 78.3 772 420 414 15.0 14.9
1985 75.0 - 73.1 - 4.0 - 387 - 19.0 18.7
1995 668.- - 64.0 349 33.9 23.2 225 .

2002 599 58.9 30.0. ° 295 251 244 -

Souucn CCRP Euudlo de Salud, November 8, 1975
-CCRP, Estudio de Reforma Tributaria, November 9, 1975

~

" untreated .«cases; thus it is expected that a larger health budget and
. more treated cases will decrease the number of deaths. In table 4,

death data (classified into three groups) are presented, and the
changes resulting in these groups when Government health funds
increase are also shown. . ~

The differing behavior -of deaths in the three age groups during .
the penod 1964-2000 (that is the decrease in the first two and the
increase in the last) is produced by fertility changes in the model and
by the specnﬁcauon of the function about epidemiological transition#
The number of deaths in the 0 to 1 age group decreases from 34
percent of total deaths in }964 to 18 percent in the year 2002. ,

- However, the statistics of the Department of National . Planning -
(DNP) show that this percentage was between 28 and 32 in 1968. The
differences between the DNP statistics and the results shown in table
4 must be studied further, taking into consideration special note of
the largé underestimation of death rates, especially for infants, in
official statistics. :

The number of days of dlsab)hty shown in table 5 could provnde a
basis for estimating the effects of child morbidity on the available
time of parents and on the performance of their chlldren m school '
(for the 5 to 14 age group).

Indices of Impact

The quantity of health services and their distribution among
population groups affect the structure, size, and rate of growth of
‘the population through changes in mortality and fertility. Thus, -
figures such as those on the size of the child population and the total
population which appear in table 6 are examples of impact indices of

* " health services. However, the differences in the demographic effects

of the base and alternative policies are caused both by changes in

-
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Table 5. Disability Child Program Efféct Index, for MCCP, According o
* Two Health Policy Designs—Colombia (millions of days)

Ages O-1 - Ages 1-4 - "Ages 5-14

Base Alternative Base'"  Alternative ©  Base Alternative
964 167 - 164 . 414 4l0 324 33.0
975 16.6 16.3° " 8%2.6. 371 38.1 - 879
1985 17.0 16.7 37.1 " 3%6.3 = 509 50.6
1995 16.0 15.6 3.5 324 - . 66.2 . 64.6
2002 157 15.5 29.6 - - 290.2 ML 720

<

Souncas: CCRP, Estudio de Salud, November 8, 1975 .
: : CCRP. Estudio de Reforma Tributaria, November 9, 1975 %

A}

public expenditures for health programs and by changes in fumily
~ planning and education activities, which also have impacts upon the.
entire pppulation. Therefore the measured impact is, not exclusively
due to health programs. It is possible to isolate the impact produced .
by additional health- services, but this. calculation would require
additional experiments with the MCCM. We expect these to be

carried out.in the near future. o
APPENDIX

In recent yéars the interrelaiionships betw;%population gro:%‘:
and economic development have been a topic of lively discussion afid '
controversy throughout the world. Analysi® 6fft't;'groblem is difficult
because of the complexity of the issue. "Befoge attempting any .
analysis, it is necessary to develop a conceptual framework which
describes the interrelationships between de?nogrgphi_c_and economic
processes. In a-devéloping country like Colombi ghe. magnitude of
these relationships is affected by Government pofties, particularly in
the fields of education, health, ,ana;fa'gni'!éi"plahr_lirg, R -
SERES is. a computer simulatipn® model Which .is’ designed to
' . provide a convenient way oﬂ'stﬁd}i)ng' these is in ‘Colombia. Its
. purpose is to analyze, by meénwfplitémaﬁv L@l piiter simulations,
the effects of changes in Govdenment gikali articularly in the
ﬁ% al overhead invest-

areas of education, health, family ganAfl; socia
ment, and taxes) upon the economit and'demogFaphic tharacteristics
of Colombia, , : R A
The fact that the model has beeti estimayed with-Colombian data
imposes unavoidable limitations.‘béd?usgﬂ'bjﬁ:_tyé;fsci’ﬁ;ify{a{‘rd_;unrealia_
" bility of historical information in a developing country: The ‘model is
divided into seven submodels: g'oi}'.é'_rnméﬁt.ﬂEg}zﬁoxﬁy{__.cigiucation.
health, family planning, migration'.fdi;\‘dj:dcmgé'fap!f')!-;:The"mOd‘el is
designed to make each of the submgd‘c; ' 'séindé‘pér‘idérift 4s 'possible.

L
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As .a result, there are very few interrelationships among the sub-
models. ' / B T C .
" The Government submodel, based on general policy objectives and
on previous model output, determines the official economic policy

. for each year: revenue by category and expenses by program. The

economic submodel computes economic agtivity using information on

‘Government policies, demographic processes, education, and eco- -
‘nomic activity in previoas years. The health, education, and family

planning submodels compute the educational structure of the popu-
lation and calculate the number of deaths and the births prevented.
The demographic submodel (using the educational structure of
women of fertile age, the number of births averted, and the number
of deaths) computes the age and sex structure of the population after
migration. - S E ) :

- A nontechnical description of the structure and uses of the model

‘may be found in CCRP (1974). A complete technical description of

the structure, data estimation, and validation of SERES. may be found
in CCRP (1975 a,b,c,d). _
- SERES was developed at the. CCRP in Bogota by a team consisting -

- of Rodolfo Heredia, Manuel Ramirez, Bernardo Kugler, and Jaime

Arias. This team was assisted by Alejandro Vivas, Alvaro Rodriguez,
Franca Casazza, Edgar Baldion, and Isaias Roa. Programing was done
by Alfonso Gonzilez and Alfreds Gonzilez with the help of Guil-
lermo Rojas and Alvaro Lopez. SERES was developed under a

. contract with the Population Division of General Electric TEMPO in

Washington, D.C. '
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' conditions are unforeseen.

- Simulation Model 148
DISCUSSION o :

David Bersh and Carlos V. Serrano

‘By means of a simulation model, the Regional Population Center
Corporation, in collaboration with the Ministry of Health and other
institutions in Bogotd, Colombia, is attemptiiig to develop evaluation |
procedures to measure the impact and effectiveness of a comprehen-

* sive maternak-infant health program at the national lével, as well as

to measure the limiting role of other factors on the health sector.
This method of evaluation . is distinct from the others presented

~ and discussed at this meeting in that it constitutes a method of long-
. range. prediction and projection for national health planning. Perhaps
its principal value lies in.its imposition. of a formal structure on the

system: Key elements are identified and their interrelationships
recognized ‘and evaluated. Unlike other more restricted models and
methods of evaluation, it takes a comprehensive approach . which
considers the system being evaluated in its totality, not as an isolated
element. R : _

The groups considered the method -most applicable to policy -
planning and formulation, given its ability to analyze and project the
course of events. They stressed the program’s value-as an educational
{ool for the project staff. They agreed as well that the method has
moré¢ applications as a predictive tool. One possible application is to"
start from a demographic structure so that predictions can be made

., about which population groups will be.at high $isk. Potential demand

can be calculated for the at-risk groups; perceived demand can be -

" determined by the morbidity levels- which are encountered .or calcu-

lated using potential demand as a base. The response of the
population to perceived demand will define real demand, and the
options for improving coverage and prevention will be multiple if the
‘required data are obtained. . : Co o
Several major problem areas were identified. First, the method
involves many elements, and data have to be obtained from multiple
sources of varying quality. ‘Many gaps undoubtedly will be encoun-
tered, since data for independent variables will be missing in many
instances. The data will be soft, and calculations will depend heavily
on estimates and approxirations, and at times on old data (for
example, the 1965 National Morbidity Survey in Colombia). The

- successful operation of the -model requires that all the data be’
- abtained and that there be no major changes in national health status

or health .policy.” All these problems are common to simulation

* -models; which originated and were successfully applied in fields such

as industry, where data are hard, soft, or nonexistent, and where
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* Secondly, it was pointed out that highly trained professionals are,
needed to adequately manipulate such a system or model and that, at
a programmatic level, personnel are needed who can understand and
incorporate the results into health policy and programs. This type of -
human resource is not always available in less-developed countries.
The application of a single-faceted model to a ‘country where
conditions are heterogeneous represents a problem in itself.

‘Finally, the most important problem foreseen in applying the
model is that, because of its characteristics, it may elicit considerable
resistance on the part of decisionmakers and policy formulators, since
such people frequently prefer simpler, more direct, and more rapid
evaluation mechanisms. Similarly,” mathematical simulation models
have not been received with the desired enthiusiasm in political circles.

4
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EVALUATION OF CHILD CARE IN PRIMOPS:
A COMPREHENSIVE HEALTH PROGRAM IN CALI,
" COLOMBIA Ry

Presented by Gildardo Agudelo Gil?

PRIMOPS’ isa dcmonstrauon program that is a coordmatcd effort
of the Ministry of Health of Colombia, the Health Department of the
city of Cali,-and Universidad del Valle. The city Health Department
hag overall responsibility for services and program operation, and the
University performs a technical assistance role. A previous demon-
stration in Candelaria, a semirural area, served as the basnc model. '

PRIMOPS has the followmg goals

l To demonstrate an innovative systcm for thc provision _of
efficient, effective services which can be adapted and rcphcatcd
at the rcglonal ‘and national levels. To provide such services, the
system must fulfill the following rcqunrcments
a. Low cost '

b. Achievement of a high degree of coverage of the population
c. Reassignment of an ever-increasing number of functions to
~ nonprofessional .and auxffiary personnel; :

2. To improve health conditidns in the demonstration area, sngmf- ,
1camly reducing current rates of- mortality, morbidity, and

' fcmllty, especially in thc most vulncrablc group of the popula-
4. tion;
"~ 8. To prepare, train, and utilize profcssnonal and nonprofessnonal

" personnel capable of more rcahsucally facing the health prob-
lems of the area; ,

4. To carry out studies and dcvclop operauonal mcthodologlés

"~ which permit the evaluation of°the efficiency of the systém and .

! As the paper presented at the conference had many tables and an‘cxtcnslvc text, a o '

summarized version has bccn prepa@d for this volumc by the editor, in cooperauon
. with the author. a

' Spamsh acronym for - Rcsearch Program in Modcls (or Pro‘odlng Hcalth Scrwccs

145 L
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. _ |ts lmpact on the health of the communpity and which offer data '
. '~ for the determination of Alternatives to the soluuon of health
' problems _' :

Characteristies of the Target Population

Ty r . »

The target area is a sector of the city-of Cali, which has a total -
population of approximately 60,000 living in five “barrios.” The aréa
‘and living conditions of the inhabitants are considered characteristic
" of marginal urban areas of the region. In 1978, 43 percent of the
families had a monthly. income that varied between $22 and $44;
unemployment was approximately 18 percent. and ‘illitéracy was 30
percent. The main target groups in the program are women of

childbearing age and children under 5, who were consldered the .
most vulnerable. It was found that 38 peircent of the chlldren in the

target area suffered from malnutrition.

- i O d L2

Semc: Principles and Objecti
. o
_ In order to achieve the program goals, the service model was -
designed wrth the followrng operational prmcnples
4
1. Coverage of ‘more than 80 percent of the populatlon partlcu-
larly of mothers and children; .
2, Ablllty to function within-a system of urban reglonahzation wrth
" a high degree of decentralization;
* 37 Satisfaction of the following requirements:
: * a. Maintenance of permanent contact wrth the famlly unit
through home visits;
\ - b. Fulfillment of real and felt needs of the community;

C. Malntenance of both centrifugal and centripetal activity; in
other words. provrslon of care ‘to patlents visiting health
agencies as well as to people in their own- homes. ‘

d. Maximum use of resources in each" commumty, with com-
_munity participation in the planmng and solution- of - its
problems; : :

_e. Use of professional personnel (physrcrans. nurses, and den-
‘tists) with maximum efficiency, giving them more |mportant
responsibilities and more supervisory functions; -

f. Optimal use of auxiliary personnel through the reassignment .

i ~of functions’ while redeﬁmng the role of such personnel in
" health programs; - )
=g. Ease of rephcatlon in other communmes.

- -

)
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h. annauon of costs to the budgetary allowance of the health

- .. centers;

i. Periodic evaluation of the system and its impact on the
community.

*

" The following sexvice objectives were established:-

-

1. For the mother
a. Decrease in maternal mortality;
b. Decrease in frequency and.severity of: - |
v — Obstetrical hemorrhage, including abortion . -
. ‘... — Toxemia during pregnancy - L
‘+  — Obstetrical ‘(amniotic) and puerpcral lnfecuon .o S
"2, For the\'nld : ‘
a. Decrease i in yafantlle mortality;
b. Decre ;ﬁ?rmatal mortality;
" ¢. Decrease j m mortality in preschool children (ages 1 10 4);
d. Decrease in frequency and severity of;
- Eye infection and umbilical infection in newborn bables
— Prematurity o
— Diarrhea in children under age 5
— Malnutrition in children-under age 5 :
1 3. For the-couple ! : -_\/ .
. a. Education and motivation in resp0n51ble parenthood;
. b. Provision and supervision of _contraceptive techniques;
) x"l"reatment of infertility; .
4. For the community—education and motivation in the uuhzauon
- of servnces offered

¥

Evalu'atiOn Activities -
The external evaluauon of the program is carried out through the
- lmplememauon of the following six research’ studles and the devel-
opment of area profiles for both the target area aritl a control group
area, with mternanonal technlcal assnstance coordinated by Tulane

University. .~ . ]

1. In the first. study, a control area, snmxlar insofar as possible to
thé demonstration area, was selected in’ Cali; and sampling techniques

- - and cross section samplés to be.used in comparing the two areas were °

< established. The conuo.l area was selected on the basis of geographic .
charactensucs apd mcbme, racial composition,-and number of inhab- -
itants, The samples will provide data for comparison. of the target

and control barrios jn 1975 (before the PRIMOPS intervention) and ,

~agzun in 1977 (afxzer) The commumty proﬁles will provnde ‘detailed .

. 3
& : : o
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ot

i dcscnpuons of the t;\rget and contrel afas and will identify favorable

commumty conditions worthy of being stressed in the rcphcauon
phase ofi;the program. 'Background information gathered in these
‘studiqs will benhelpful in_undeMstanding the reasons for possible

. unkxpect¢d program resul@.

2. M the seopnd $tudy, the gggree of the community's acceptance
or rejectiont of the proffqu health services is being measured, and
kno'&dge. attjgudes, %nd practices (KAP) are’ being assessed over-
time. “Fely’ jmorbidity and heam\ service utilization are also .being
survqyea Overalh the study attempts to measure the degree of
consumer satisfaction with the health servngps offered by PRIMOPS
or by the, traditionmal system, "This.will be a crucial element in deciding
the merits of Agplication of PRIM#PS,

¢« 3. The third study. measures, oves time, changes in morbldlty.
mortahty. and fertility in the t#rget and control areas. It is believed

“ that this study wil] eventually validate the assumption that improving

the efficiency of tffe official public health services in poor communi-
ties does mdeetlil result in m‘fproﬁed health and survival as wéll as in
decreased fertility. This is a worthwhile effort, since few studies have
documented the real impact Jf health services on health status.
Naturally, it takes into account concurrent improvements in water
supply, sanitation, and"housing conditions, included in the area
profiles, which complete the related environmental conditions neces-

" safy.to establish cause-effect relationships. "

. 4. The, fourth study assesses the adherence of service personnel to
PRIMOPS norms and the quality of such Services which, although

- heretofore. performed by physnc:ans and nurses, have been delegated

to othars under PRIMOPS. One of the purpotesof this study is to
couhter probable attacks on the quality of delegated health ‘services.

5; The fifth study measures or defines the roles and role structure
established within PRIMOPS and the acceptangce of PRIMOPS and of
their own roles’ by the personnel of the project. It also analyzes
interpersonal relationships within the project. This study will provide

" useful quﬂnatmn for detect}ng personnel problems and offers

relatively rapid’ @edback to management for corrective modifications.
The definition of role structure and of imterpegmnal ‘relationships
will provide important information for possible. changes to |mpr0ve
the efficiency of PRIMOP®in its replication elsewhere.

. 6. The last study is aimed at the establishment’ of“rehable cost-,
analysns procedures, allowing the measufement of cost-effectiveness
‘and cost gfﬁcnency Among the requirements to be met by PRII;/IOPS
~the provision’ of dow-cost health services is a most importgnt one.
Exnstmg cost-accoynting pfocedtfres do not allow for the detailed
analysns 6f cost data It will"be necessary to dﬁsngn better ways of
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; allocating costs (simultaneous g:quations, cost centers, and so on), and
consequently to be able to determine service costs by subprograms as
well as by operational and development costs.- Otherwise it will be
very difficult to establish the feasibility of the replication phase. _

~ The PRIMOPS services have been financed entirely by the Colom-

- bian Ministry of Health, ‘based on its policy of strong support of
regionalized services, decentralized administration, use of paramedi-
cal personnel, priority for maternal and child health, and extension
of services to the poor. .

""4
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DISCUSSION

David Bersh and Carlos V. Serrano -

Before discussing evaluation, it is important to indicate that the -
Research Program in Health Services Delivery Models (PRIMOPS) is
not exclusively an evaluation model. Rather, it has a more general
focus, of which evaluation is only one part. The primary ObJCC[‘IC of
PRIMOPS, a joint effort of the Universidad del Valle.and the
Ministry of Health, is to design, implement, and evaluate a model for
comprehensive health services that can be replicated in other com-
munities. The program, which until now- has emphasized maternal
and infant health|, attempts to expand low-cost coverage, to deliver all
levels of health care on a regional basis, and to foster maximum,
active commumty participation.

In the course of the presentation and dlscussmps it became very
clear that PRIMOPS is not in itself a pilot project, but a program of
experimentation and demonstration of normative models ang meth-
ods of evaluation. The program is expensive to operate, but within
the context of a comprehensive system, the experience and outcome

jcan be worthwhile. In the case .of Colombia, the National Health
System will addt, refine, and replicate theﬂ:xost successful program

elements on a broad national level. In.other Words, under the proper
circumstances, the program and its methods need not be reproduced
in their entirety to have a wide impact. / -
Ingthe course of the discussions, several limitations, Nm cost,
were identified. PRIMOPS is, for example, an urban program
ortented toward a poor population. The modifications needed for its
application to other types of urban populations or to rural popula-_
tions must be identified. Also, the number of variables studied is so
large that their satisfactory control appears difficult. As a result, large
quantities of data must be gathered; this situation in turn causes data .
collection problems Addmonally. there is a possible dlsparlty in the
quality of the data for the study group -and those. for the control
group. For example, the greater. vigilan®e and ‘meticulousness exer-
cised in coliectmg morbidity data for the study group may rhean that
relative morbidity for this group appears higher ‘than it actually is.

~ Control group data also present certain problems in comparability.

Although it \is not easy to maintain -equilibrium between the
scientific and technical aspects of the program and its evaluation
componen)/ the political copsiderations and community ex‘pectatlons
this goal should be pursued. It was felt that without this balance, the

. occurrence of disturbing situations \y'as possible. For instance, if the

Government were interested in qunckvresults and dld not allow

o . >
. .o
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- sufficient time for evaluation, the academic world would want tQ SO
-amplify the theoretical implications of the program outcomes that
results would be extremely dlfﬁcult to implement because of their
complexity or untintelingss.

The program evaluation model was. dcsngned wnth solid technical
‘assistance and was carefully conceived and tested. Although the
difficulty in obtaining the required data and the desirability of having
appropriate preexisting sources of information was noted, it was felt
that the program could be replicated in other cultures. Also, despite
the fact that the proposed methods are expensive, it was recognized
that after several applications, it would be possible to 'select the most
useful indicators and procedures and so reduce the cost to approxi-
,mately 5 percent of the total budget ‘The program as a whole already
occupies a recogmzed place in .the national and"international arenas.
It has begun to pfoduce results that demonstrate that_the benefits.
will significantly exceed expectatlons and wnll Jusufy whatever initial
mvestmcnt was requlred : :

Cr
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GOAL _CONFLICTS IN A CHILD HEALTH STATION:
A PROBLEM IN ACTION RESEARCH
~ Jane Z. Moss, Renate Belville, Bernard Levenson
Introduction |
- Thé objective of the research descrlbed here was to make recom- '

mcndanons for the solution of an organizational problem in a child
2 hcahh prtpect ‘The. problém was the unpredictable fluctuations in

| "de’mand that affccled lhp ability of the staff to perform according to

l.hc goals of the prqlect Thls .issue was one in a series of organiza-

_ tiohal problems witht whlch, th‘c authors worked during a period of. .

“concurrent vva']ﬁaqu (Moss 1970) in the Wagner Chlld Health h
Project.” < IS .
Concurrent evaltm‘hon lS’bascd on, lhe pn(ncxp]es of policy research.
The distinction and Jusuﬁcadon for poﬂcy rescarch has been clearly

stated by Coleman (1972, p. 8) as followsf

pohcy rcscarch bridges two' worlds with very different properties:
thc world of the acadcmlc discipline and the world of policy and -
_ action,
~ The defining’ characterlsucs of policy research are -two: the
rescarch problem: originates outside the discipline, in the world of
action; and the research results are destined for the world of action,
. outside the discipline. The special properties of policy research stem .
.from the different properties of the disciplinary world and the
world of action, and from the translation problems invelved in
moving between these two worlds.

Using the methods and concepts of social science, concurrent
~evaluation conducts policy. research within an organizational setting.
‘The social scientists translate an orgamzauonal problem into a
»-research problem. Findings from the analysis of the research problem,'
are presented to the executive sfaff with recommendations for
change. The execuuvemtaff can only ‘accept recommendations which
it considers realistic and an; improvement to the organnzatnon Conse-
qucntly, concurrent evaluatlon must be cognizant of the options and
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constraints of the organlzatlonal staff and setung The knowlcdge
from the academic dlsclplme is used to lnform :‘the wocld of actiOn

and-after research desngn Data generated from the ‘lmplemented-
. decision carf"be compared with data used as:a bas‘ for the Tecommen-
dation.! The process ¢an be repeated as tbe 1mplcmented ‘deéision is
modlﬁed Policy research must also- be cogmzant ‘of; the ‘social
organlzatlon of the staff when recommendat:ons dre; made The staff
that implements change must integrate’ that cl’tange mtd its role
configurations. This change usually requues consu{tatloh from the
research team. : ' BRI ~

'.lor a 'substrqcmre with
‘,rhcludtng redef'lnltlon or
speci ﬁcauon of goals where they are mapproprlate or. vague o

assessment . ' " ».
—Designing and lmplememmg:_ esearc
» problems that' have been ranked : ®

—Analyzmg Yesearch ﬁndmgs and putt’mg the .lmpllcatlons of such'

f'ndmgs in. the form, of recommeﬂdatlohs for those persons’ with -

~ “authority to accept or'reject them. v S

o —Counselmg the staff m the lmplementatmn f accepted recommen- .
g datlons. B ’ : o SRRTE

, ' —Revrewrn“g the next orgamZa
search.” : :

PR Y .

T’hls approacl"l emphasnzes the 'mtegrattve process involved in the
- apphcatlon of research ﬁndlngs and the u-Se of exploratory statlstlcs2 .

,assumes ’that any ser\llce ns".a,-dynamlc process and not a statlc"
g ‘operatton .As a :process, _changes xntroduced into ‘onie - part of the
. -organization - produce: a ripple effeqt ' other parts of ‘the: organiza-

-tton. Until these effects have been lntegrated mto t'he servrce and the
3 . .

o lCampbell states ~.'thus econqmnsts. operauom researchers and. mathemaucal
degsmn theorists: trusungly extrapolate fmm past scnence and conjecture, but in
.general fail to. use ‘the lm‘blemcnted declslohs to mrrect or expand that ‘knowledge

9. T : g L
* The appmach to explm'atow‘ stausucs |s xphcated in the work of john Tukey’._
(1970) co e P . N
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policy outcome determined, continuous monitoring for reassessment
and realignment is required. Consultation with the responsible staff
is continuous and detailed.

Resolution of problems according to a priority of organizational '
needs leads to a sequential series of research questions, explorations,

analyses, recommendations, and consultation—before, d_urlng, and
after implementation. The problem reported in this paper is one

Goal Conflicts in a Child Health Station 155

research question in such a series. The staff of the child health station

had already resolved a number ‘of structural problems' with new role

definitions, new functions identified within the child health station,

and new designs for data collection. At this point, the staff members o

were struggling to keep up with their own work plan. The unpredict-
able fluctuations in demand for the services of the statior®affected

their ability to perform according to the goals they had set for:

themsqli'les' in the project.

Defining the Project

‘The goal of the expenmentpl :proy:u in the Wagner Child Health

Station was to. tr€at ‘the ¢hild: iti“the context of family and neighbor-

hood.? Thls project had three objecuves .

—To provide curative and prevenuve care to a’ll children ellglble to
visit the station, by age and residence in the health area; .

—To educate and train parents in the health care of their children;

—To contain costs after. the developmental phase of the pyojé'ct to

make repllcauon, m exntmg health agencies leasnble a

The codlrectors bl‘ the spec1al prqyect at Wagner were a pedlatncnan
and a nurse-clinician who had,selected the Wagner station because it
was a deprived area with no health services in the immediate vicinity.
Confronted with the variety of problems for the publication and a

.working knowledge of the strengths and limitations of thelr own
- professional traditions, the codirectors realized the need for a new
approach between the providers and consumers of health services.

The new concepts for service were reflected by a greater number
of clinic sessions than the station had previously held as a preventive

care service‘and'_ by new staffing at the .Station.* It included an
expanded rtole for the nurse as nurse-practitioner.and primary’

3 The pchcl was developed by lhe Départment of (‘ommunhy Medicine at the
~ Mount Sinai Medical Center throygh’an agreement with the New York City Heahh‘

Department. The codirectors of -the projec were Nicholas Cunnmgham M. D and
Beatrice Thomstad. R.N., P.N.A.
¢ For discussion ot these new stafting concepts, see- Thomstad et al. 1975.

15~
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caretaker, a restricted role for the physncnan as a consultant specnallst,
and new roles for community health workefs as assistants to the
~nurses and as outreach workers..What developed from thé experience
was a new type of service geared toward a specific patient population
that had its own social-and cultural deﬁmtlons of health |llness. and
> social problem solving.

~ These families had not one but many problems at any glven time.
Problems with housing, landlords, unemployment, crime, and school
dropouts, -as well as those mvol‘vmg family apd health, all competed
for attention. Famlly resourées for solving these problems were .
limited. Financial means were minimal. Agencies designed to provide
help and services were distant, - cumbersome, impersonal, and over-,.
loaded with werk. “Faced with tany problems and few resources, the ™

~ parents tend?:d to respond to problems only” when they erupted into -
. crises.- Crises determined the priorities. * ° L
ey The health teams offered help, advice, and servnces ot any

problem which the parents brought to their_ attention. The, staff
understood that it was necessary to respond to the imimediate
priorities of the parents.3 The resolution of higher-priority* Cnses,f_’ .
_ permitted parents to give attention to - health care in turnc: The
acceptance of parentally defined priorities established communitation

" bridges between staff: and parents. Fhis bridging of the communica--

" tion gap with the parents worked so well that parents and patients -
came to the child health.station in large numbers.

- - The staff of the station was caught in an organizational dilemma.
The success of the educational outreach goal brought about increased
acccsslblllty to the station. This heightened accessibility, ‘in_turn,
resulted in increased-demiand, in both the number and dura,uon of
patient visits. The number of" patients presenting themselves for acute
care services fluctuated widely from one day to the next. The!fime:
required for response to the number of patients was sabolaglng
further educational achlevemeﬁt and thorough preventive work.’ This ~

crisis orientation of the ponulatlon had mte{fered withr the ‘planning

= of the staff-members and férced them to adgpt a crisis response. The
. staff problem was translated mto a problem or the research team

v
- !

 The Research Problem
How could we account for the ﬂuctuatlons in patient demand?’ If .
we could account for them, would thé crucial variables lend them-
selves to manipulation for planmng? If they did, w&ould we then be

® Maslow (1954) has emphasized the importance of the rankigg of nccds by the.
individual. ) .

A
(O]
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« for each year of life (Cunningham et al. 1975). We assembled data on

v
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able te smooth out the day- to-day, ﬂuctuauons in demand so the staff
could plan its activities in a rational, manner, reducing the emergency
atmosphere which tended to eliminate prevenuve and educational

. priorities?

If we could solve the problem of the fluctuations, then the staff
members mlght be able to preserve each of the goals they had set for
the station' in_their integrated model of health care delivery. If we
could’ not, then they would have to make a decision about setting .
priorities for the health station, making a conscious'choice concerning
which goals to eliminate or reduce. A very real alternative would have
been to turn the child health stafjon into a childrgh's emergency
room emphasizing acute care to the exclusion of. preventive and
educatiénal service goals. Inherently, fe latter course of action would
have changed the character of the st oo L '

. P

mand

Esmblishing'Coﬁ\ nents of Patiefi:nt Cée{

3

The data initially available were daily ﬁpomtment sheets kept. by
the recepuonlst for the station. Appointment sheets classified the. type
of visit: scheduled preventive wisit; scheduled . follow- =up:, vhts‘ and,’_.f
walk-ins. Broken appointments were recorded,, '

We explored a 4-month period from january through Apnl of the.
current year as the first appreach to understandmg pauent care

" demand.

Patlen; demand |ncluded three types of services:

—Acut'e care services; <
—Preventive’'care services;
—Educational or interpretive services."

In 6ur present discussion of demand, we are concerned with the
first: two types, which have different forms of expression by the
patient population. Walk-in patients indicate the need for acute care
services. Patients with scheduled appointments generally lndlcate a
need for preventive care services.

Our two indicators represerted’ dafferent types: of vanabfes for
planning: controllable and uncontrolfable. For purposes of policy

" reséarch, this distinction i is impogtant. Most of the scheduled appoint-

ments were controllable by the staff. The walk-in appointments were
unc0ntrollable

‘Because it was a controllable variable; we examlned scheduled visits
first. The codirectors of the child health station had ‘developed .
preventive protocols ‘which defined the number of preventive visits

] R ' 'l -
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. ’ _ o ; .Pollov-upl“_ ” C) . Q:_- B

Provant(v. ' . . Visits -
Appolnt-ontl _) per day

\Iul'l_t-inl

e
° :
A

. i 'Agjg' eoxlut. Deily. Demand

Type of .- r - Numbar " . - Rata of . Visite
Visic . " 4Scheduled - Rept Appointment? _  Par Day
) “Preventivé o o .
* Appointmént _ . - b3 CRVER 0.60 ... 15 *
. . e N . A
. : ‘ . .
. Fo¥lowe-up.* . e - i )
Appointdent B Y B 060 = ™
. ) - Hel)}-lq\ 7 . ’ None . ) . 14

. - . -, . --Approximatas Daily 'i'ot'.l‘: 2_(_;

. - . 4

T 'l'hh is ‘n low estimate b.ud on ln average of only one fallov—up visit
lndlc.tod '

-
ly

cFlgmje k. Visit formul; . U W .,
the number of children by age from the census and from fegistration-
“information. ‘These data permitted us to calculate the total number of
preventive viits for the station on a yearly basis. leen the existing
staff and the tim% reqmred for a preventive visit, we determined that
+the station woulJ ‘need an average of 15 visits per working day to-

s.. maintain its preventive services.-However, study of the appomtment

sheets from the 4-month penod revealed an overall 40 percent

broken appomtment rate. Consequently, it was necessary to .schedule

.21 visits perday in order to realize an average of 15 actual visits.

B Acute care, by definition, was not a controllable variable. How
-many walk-ins could be expected? Based on our analysns of the first 4
months, there weke, on the average, 14 walk-ins per day.

Given the average ﬁgures for preventive visits and for walk-ins,
follow-up demand could now be estimated. As described prevnously,
follow-ups were generated from two sources. Follow-up appomtments’

. o~
o ‘o
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Analysis of Demand Components
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' * Goal Conflicts in a Child Health Station 159
were glven to’ 15 percent of*the prevenuve visits and to 67 percent of
the walk-ins.

Based on these calculauons. a typical day—(ncludlng both prcven-

tive and acu(e visits—could. be.constructed as shown ‘in figure 17 This

first approximation based on 4-fionth' average figures provided- a
rule of thumb’ for establishing different types of demand. The
formula took into consideration those fauorsn comnion to most texts
on health planmng (Rosenfeld 1971, Géntry 1973). It reviewed
demand by age for preventive protocols and utilization characteristics
by type of visit and included standards setrby the station for quality
care. Overall, the formula characterized the optimal combination of
preventive and acute visits offered by the available staft.

The formula was not intended as a realistic plan- for a visit quota,
because it did not take into consideration any fluctuations in demand.

These fluctuations, not the aggregate workload, interfered with.

planning for the delivery of sernces on ‘a daily, weekly, or monthly
basis. :

Far ffom prescribing visit quo(ds this formula was a first step in
providipng the planner with the components for manipulating de-
mand.;'We' hoped that understanding the interrelations of the
demand variables would permit a flexible response to the fluctuations

im, demand To explore the fluctuations we decided to analyze a

longer’ timespan of utilization.

It

)

¥
We explored the daily appmn(ment sheets for a 9-month period

.from January through September. We began to compare the number

of scheduled visits with the number of actual visits. Scheduled visits
consisted of preventive and follow-up visits. Actual visits were both
kept appointments and walk-ins (figure 2). F__xcep( for January and

“February, scheduled visits exceeded actual visits. If the volume of

schéduled visits had" actually materialized, the station would have
bq:n heavily overloaded. In the beginning of the year, both scheduled
and actudl visits showed the largest number of patients. Scheduled
visits continued to fluctuate around a mean of 40 patients per day.
Actual visits, however, exhibited a downward trend. The number of
patients fell from a peak of 50 in January to a low of 25 in June and
did pot start up again until August.

Although variatién in the scheduled visits showed less dispersion, it

-was more than we had expected. We had' anticipated that, the
~scheduled visits would be very evenly distributed throughout the 9--

month - period. However, if we keep in mind that scheduled visits

. con515ted of prevenuve and follow- -up visits, (hen the variation is

S L e
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.Fig'ufe 2 Varition'of scheduled and a‘ttlual,visiu‘.f In order to highlif;hl the trend and redpcc t‘he‘.day-.(o-déy ﬂuctmtions,
running medians were used to calculate scheduled appointments and actual vists, The rpnplng‘medlan 1§ moving average
 which is best suited for smoothirg variations if the period selected matches the data period. Based-on the 5-day clnic wee,

runnifig medians were esablished from 5-day perods. - |
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g be((er understood. l‘rg‘m another study?we had conducted % we knew
that 80 percent of Ql’he presenting conditions during }anuary and
February were diagnpsed as upper resplra(ory infections or as otitis

. . - media. The acute cpnditions during this period were swelling the

numbers of both walk-ins and scheduled follow- -up appointments. )
- The diff feqce between the scheduled visits and the actual visits

was accoumcd for by twa componen(s—lhe number of -broken

appointments, and ,the number of walk-ins. If walk-ins equaled

. broken appointments, then scheduled- and actual VIS“S wotld coin- .
‘cide. However, no correlation: belween broken appolmen(s and
walk-ins was found. - A Y

Actual visits consisted of kep( appom(men(s and walk-lns Slnce

broken appointments were uncorrelated with walk-ins, kep( appdint-
_men(s loglcully also had to be uncoriélated with walk-ins. Conse--
quently, we:weré able to look at these components independently.
Figures 3’ and 4 present the number of kgpt appointments and the.
number of walk-ins respectively, plo((ed for a 9-month period. ' .

Througtliout the" 9-month, penqd'kepl ‘appointments. showed no .

. seasonal differences and were ,relatively stable. The number of wa&k- o
~ - _ins, on the other hand, was highly seasonal. "The greatest’ urﬂber of .
walk-ins occurred in the first months of the year. They decreased .
considerably, beginning with Aprll and conunumg through Augus( .
and rose again in-September. S
Means and standard deviatiops were ealculated for both kept
appointments and walk-ins. A comparlson of their variability was -
. more critical for, planmng thar a comparison of means. The variabil-
ity for the walk-lns nore than doubled that of kept appoml?nents
Seasonal variations Of the-walk-ins had a- high of 17 visits in January
and leveled off at 8 visits in July and August. In the same period, the
nuember of kept ‘appointments fell only sllgh(ly, from 26 to 22.
L Variations from the monthly average decreased for walk-ins through:.
out -the summer; in contrast, the imonthly average for kept appoint-- -
ments showed no srgmﬁcanbt variation. .. . RN,
~ Although we cannot control wa,lk in v15|(s we can predlc( ‘th
They are hlgher in the fall and winter months. Witl* an ahility" 0
predict the uncontrollable variable, we can manipulate the controlla-
ble variable of scheduled visits as a flexlble adaplauon to thd seaspnal
" fluctuadons. . . o
"We recommended (o the ‘staff a reducuon in the schedullnﬁ of
prevenllve care appomtmen(s duting ‘the winter mon(hs, with a

¢ o

..,v.

* The series of studies performed within an organization provndes an aggumulaled

_ ‘knowledge base which g\vts any one of the: sludles a broader comexl tor mlﬁpretauon
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e gradual increasé in appointiment schedzing from April #tough
‘3. . .August. We angcipated that seasonally adjusting the preventive care*-,
. _ visits to the afute care pattern should have made the visit volume
~ smoother throughout the year. Even 0, within the reduced and more
manageable volume, day-to-day fluctuations still remained unpredict-
able. D o . : Y & ¢
Since we had modified the demand side of the equation as far as
possible, further improvement could come only from the staffing
side. The staff had been divided into two teams, each dirficted ‘by a
nurse-practitioner as primary caretaker, assistéd by three community
health workers. (The*physician was a consiltaggysbut not a thember
of the team.) The teams alterhated each weck between working in
the clinic and the field. During the field week, the nurse:&ractitionen,

[

was the coordinator of the outreach mm.

"9

o165

ERIC

Aruitoxt provided by Eic:



g

o Patistice

o k'-{‘ codConn.cu&acmld Health Stauon ' '163
' AR . . . U U7 one standard ‘cvl.tlau '
?f’-". ' *, ® '. ‘ ‘T‘ . | ‘:.‘;' P -:?. -

.4
Mmher of

Feh. nlnh ~ ApT. o May June};_i_?;,- Juls Ao " Sopt.

‘2 kY
3 o - -

_Flgure 4. Variation of walk-i ins, by rﬁomlﬁ S ‘3 &

ﬁi $ - ’ P
& &
Bc&sc the greatest prcssgref'from pancq&gueucs in the glch was

- on the‘hurses, we rccommgnded that the nurse or@e field ream be ¢

considered 35 routiné backup persen for the cl tearff. If there
had been n concern with ﬁsca% pgoblem#, we might have recom-
mended hiring an additional nurse. Howe‘ber ﬁnancnal cons&ﬂmts

required the use of existing staff onlyg !

In order pot to cﬁgupt@hc field week, we recomr&nded théheams )

develop a- morc elaborate reporting s sfem between commumty
health workers and nurse-practitioners fdr the fieldwork. In this wiy,
the fieldwork would continue. unhampered whgnifie: purse asslg:ﬂ-,%
to the field.had to serve as a backup in the dlinic. Tech’rﬁ‘ally diffica

cases wguld be reserved for the nursg- -practitibner. Routine field visits
would be delegated to the community health workers: The devel6p-
ment of a refised reportmg system would mmallyrfequlre additional
training for the community health workers and considerablé effort

on the part of thc nurse-pracmloners HOWever if e?feng, the

o . +

-
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" system for- reporting and delegaung would increase the probability of
accomplishing the multiple objectives of the station. At the same time,
it would make the entire staff more aware and more articulite about
its fifld week activities. e o

"z~ The problem of _supporting a muluple oal program, including

' preventive and curative -care with .educational outreach, requires
constant alertness on the part of the codirectors. The dilemma
continues, but with somewhat more control, when the problems of
acute care demand are anticipated and lndorporatect,lnto planning.
We mlght add, as an epilogue, that the research team did an
evaluation of the field week. acuvn;les in conJuncllon with the servnce

-staff. This evaluation resulted in a. gedeﬁnmon of High-risk patients
and families’ It also produce?l xm.pressnve evidence that the fieldwork

at was 3 highly- effective component of the health services offered by

the child health station. At a time when nationwide immunization
rates for preschool: children had dropped to an alarming low *
((,-erman et al. 1976), 95 percent of the children at the Wagner’

" station had been. immunized for diphtheria;’ pertussis, tetanus, and

t
. bl
e_pollo . - L - .
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Summ':ary

In this paper, we have detailed the organizatiorfal® problem, the
relevant research, and the recommendations for application to the ¢
*  problem: This organlzauonal problem of the child health station
stemmied from” unpredictable, widely fluctuating dally demand for
services. The unpredictability of the demand disrupted staff members
y . - inthe organization of their work, lhereby threatening tg: achieve-,
’ .went of their giultiple goals, particularly the preventive and educa-
. “tional ones. In order 4o Tope with the pnot\)}em of large and
ﬂnpredlctable ﬂuctuaubns, the. researth team began a series of
. s Successgyve s(udles, each of Whlcll resolved some par( of (he problem .
in its application. '
First, the ,geseart:h team lnvesugaled appomtment sheets, avallable .
A lrom (heY (‘)ngomg optration of the station. Based on the analysis of -
D the data, ah optimal visit formula was. established accordiig to the -
» ¥ requirements of the staff and the ;ige-specnﬁc protocols for the
stationi. * . “ i
| The next step-in the research process involved a comparlsdn by, .
: type %f visit to study the demand for acute and preventive care over
,0‘ time. This analy®s led to the recommendation that the staff adjust
: the controllable variable, nameﬁrevenllve visits, around the sea- -
sonal fluctuations of the uncontrollable, but predictable variable of
,'walk ins. Thebelfecl of this shlf( in the plannmg of prevenuve
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' Goal Conflicts in a Child Health Station 165

appomtments was mtendcd to smooth out the extreme vanauons and
keep the total volume of visits more constant throughout the ycar It
would reduce, but,not eliminate, the daily fluctuations.

Since we had exhausted avenues for manipulation of demand, any
further response to fluctuations had to be made by manipulating staff
assignments. Specific rccomn;(ndauons for staff reassignment com-
pleted this phase of the study.? -

°
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of child health stations, including the Wagner Child Health Station. '
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DISCUSSION B
Maurice Backett and Barbam Starfleld

Categorization of thls paper accordmg to the type of resea?ch was'
difficult. “Operauons research” or “efficiency analysis” seemed a
fnore appropriate term “than “research” because the study was aimed
more at obtaining information to solve a problem in a particular
situation than' at.. prowdlng new insights or new knowledge. The
essential difference bétween the two types of inguiry is in the Extent
to which the various factors impinging on th{‘:i‘ependent variables
are known. When the study design deals only th a limited number
of dependent and explanatory variables, it.is nat possible to generallze
the findings because the degree of similarity of the facility in wthh
the study is done to other facilities is not known.”

Although Ms. Belville stated that the work presented in the paper
was only one aspect of the involvement of the researchers in this

"community health center, the relationship of this work to the other

activities is not presented. This omission led several discussants to
express concern that the narrow concentration on only one relation-

, _,shxp (in this case, that between scheduling of appointments and clinic

workload) might lead to a failure to recognize other: (perhaps
undesirable) effects* of the intervention. In particular, there was
concern that the objective of smoothing out marked variability,of
patient load, although desirable for providers, might adversely affect
patients by making their carg less continuous. -

An advantage. of this type of study is that |mplementat|on of
research findings is opumal Those who are involved in providing
care are also involved in defining the problem and setting. the

" objectives, and implementation of the findings in that setting should

follow naturally and easily. Unfortunately sfhectiveness oflmplemen-
tation could not be examined by the researchers, since_the Emlc was
discontinued because of financial exigencies. ‘
Applicability of. the findings to other situations is’ ‘n# posslgle
however, because the reséarch was tailored to paruc‘ula'r providers’in
a pagticular setting. However, the applicability of the methiod itself,
whereby research is based upon observed needs, is potentiaHy.

‘generalizable. But even here, transferability of the method wolild be
limited in situations where financial support for researchers is lacklng

These researchers were fortunate in having indepehdent funding,
which made it possnble to"respond to research.needs as they arose. In -
most situations, definition.of a problem is followed by the need to’

“apply for a grant to address it, _thus’ lnvolvmg a long lag time between'-
problem identification and research : @
' -

we
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Thus, discussion of this paper showed how easy Iis for researchers -

to trade generalizability for ease of implementation of ﬁndﬂigs (and

vice versa). The more generallzable a resule s, the.less. likelihood lhat a
it will lead to change in the setting: where ‘it ‘has been generated U

because. the question may arise frdm the ‘perception of. a wider’
problem rather than from one percelved by the facility “itself.
Conversely, the less generalizable the result, the .more likely that At
will produce’a. change in the particular setting, becausg It arises from"

within the- setting. Researchers should ‘be ‘able to respond to both =

goals. In order to do so, they ‘must have“the stability . of ﬁnancral
support to respond to needs as they arise in a pqmcular setting and

must plan their research so that all the; lmpor‘tam. varlables are’

included in the desrgn X ¢ S




NUTRITION IN‘DICATORS AND 'I'HE BARBADOS' -
PRESCHOOL CHILD NUTRITION INTERVENTION v
o PROGRAMME 1967—76

’

FC  Ramsey

. In 1965 the ch.tldrens ward of lhe Queen Ehzabeth }(gplﬁil o
‘_ (QEH) in- Barbados™ was faced wn;h overcrowdmg, cross—qucuon and - d’*“’
- -staff 'shortages. To determme the cause of the problem, 340 cénsec-. " -
5."':': utive ad missions to the, ‘children’s ward: uﬁﬁe? the author's care were
", .analyzed in that yoar ! Thl dy. ghowed %that the overcrowding was v
due mamly to thex mlssmﬂ 0¥ such reg&&nable dlseases as, gastroen- T
" -teritis and ’malnumqan g bl e -
R {0 1966 ¢ tofal: ads ;méns €1, 394’7 ‘were analyzed m order to .
'-. &aermlne th“ek,wtent o problem “This analysis showed that 143 A ;é‘
" casey (KD pefcegt) Wel‘d ehddt*en wnh energy- protein mallxtrmon < Q}
o '(EPM) and thgt ﬂle majonfy were. undEr age 2. The readmisSfon rate_ 7. @
fq\r Ghm:li‘cn wnth EPM was hlgh 3t'25. tcent d@f management of %
these ¢hjldren, ‘was ;also “costly, We determlne at ‘89 ‘percent ’of ;.' 5
these ‘chi dren were” Ost to follﬂwup THis. sngmﬁcantflndmg empha
stzed the nc«zd fora system' of cogrnuity, of car kS
Nt he Nutruion In;erveuuon P gramme em%radmg cé%mnulty oﬁ"‘*' o
care be[‘weén ;he hosplta} and che community, was introduced i ’Z[ ;
1967 The main db_]eetwe of thls program was to reduce overcrowdmg
' ‘on Fthe warﬂ thmugh a gm.ﬁcan; reducmon in:

?;a:&

X v £ )
wasfsupporled Wn part by funds from lhe Macy
Foundauon, lhé”WlIhams Wkérmaq rogramTc of the Research Corporalwn OX- -
I‘AM M)lbank Memori‘l‘,ﬁ(md and; CAFOD o

'The b!udy repohcd h .e‘
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During the 10-year perlod from 1967-76, a marked decllne was
noted in:
—Hospital-days, from 7,825 to | 353
—Hospital readmission rate, ‘from 25 percent (1966) to 0 percent

(1976); .
—Case-fatality rate, from 13.6 percent to 0 percent (1976);
. —Community point prevalence rate, from 16.5 percent to 10 percent

- —Mean daily bed occupancy, from.90 to 27 (ln a 54-bed ward).

The followmg lndlcators were con51dered the .most sultable for;
measuring changes in the nutritional status ‘of the Barbadian pre-
- school child:. the infant mortality rate, specific mortality rate for
- malnutrition, ‘weight and height in relation to age, classification of
children according to the extent of malnutrltlon—usmg Gomez and
‘World Health Organization (WHO) classififations, percentage of
readmissions, number of days-spent in hospital by children recuper-
" ating from malnutrition (hospital-days), and the number of admis-
sions-of malnourished children to the hospital.

The- utilization of results is discussed in relation to developlng
priorities, the establishment of staff positions, the development of an’
information system and road-to-health charts, the motivation of staff,
the’ conducting of nutrition surveys, and the establishnfent of the
Nutrition Centre of Barbados. Publications, training, program expan-
" sion, expendlture estimates, research, and invita 0n's- to scientific
meetlggs are also considered. : ‘
~In the. dlscuﬂlon of results, it is evident that the natrition lndlcators
' ‘demonstrated 4 marked improvement in the nutritional status of ‘the
pregihool clrlld during the period. However, the absence-of a control
groyggtmade: lt impossible to carry out an effective, objective evalua-
tiorf of this.miitrition intervention program. o '

o

Purpose

Thls study was lnl[ld[ed in 1966 by the,author in Barbados in order
to create an appropriate, service-oriented nutrition intervention
program that would.alleviate the conditions of overcrowding (two or
- more infants in some cots) apd cross-infection on the QEH children’ s
~ ward. These conditions were caused by the high admission rate and
long duration of stay of malnourished children. '
‘The QEH is the only Government-sponsored acute general hospltal
on the island, . It has ‘600 beds—54 in the medical pediatric ward and
~ 28 in the special baby umit: In 1967 the hospital established a teaching -

e
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s program for medical  students in their final year. In 1976 the

program was extended to students in their second clinical year.
The need for the program was clearly shown by the overcrowding

.,on the ward (a mean daily bed occupancy of 90 children in a 54-bed
ward), in the outpatient. clinics, and'in the emergency- room: This
condition contributed to difficulties in recruiting and retalining)h,ighly
trained; professional staff. T his program, which was supported with
funds’from the Cmverﬁment and private foundations, was started to
provide a special child health care service at a cost that Barbados
could afford and to monitor that service by the use of certain
nutrition indicators. Another intention of the program was to provide
useful information from which Government.planners could decide"
whether this program should eventually be incorporated into the
island’s health services. : . .
~ Five years later, in 1972, as an outcome of the above program, the
Nutrition Centre of Barbados was established by the Government - .
within the QEH compound. One_of the center’s ten basic functions,
performed in collaboration -with®the staff of. the children’s ward, is
the: management of all' malnourished ‘thildren’ before and during
admission, as well as after discharge from: the hospital.’

/
- Area of Child Health Care

t
3
1

The service offered by this program has been mainly in the area of
nutrition- intervention. However, from' the start, the program was
integrated into the health services by the author, who holds joint
appointments in the departments of pediatrics and social and preven-
tive medicine. .o S B '

'V In thd,hospital, treatment of malnourished children is conducted
by a highly trained team of consultant pediatrician(s, junior supportive
staff, and nurses. They, in turn, are SUp\ported by a home visiting
program run by“eommunity health nurses. ‘The latter program s
designed -to identify contributing factors 'a[u‘:l" to institute innovative
measures in the management of undernourished children before
admission to or after discharge from the hospital. . -

In the nutrition clinic, the child is measured and his anthropomet-
‘ric measurements are recorded .. Phe mother is given nutrition
education by group discussion-demonstration and later by one-to-one
teaching. At that time breast feeding and nutritionally relevant =
weaning techniques are emphasized. , ' ,

These procedures are followed by a clinical examination, counsel-
ing, and treatment. Full.immunizatian for school entry is performed.
‘When necessary a subsidized food supplement and/or medicine are
L provided. Full laboratory investigations are possible through the

.
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hospnal laboratory service, Nutrition survelllance and rehabilitation
services are avallable on an ongoing, basis for these chlldren from
birth to age 12. : ‘
Althoug‘h the program.attempts to be compreéhensive in’ aim, it is
focused on. children at high risk for malnutrition. Efforts have been
-made to integrate this endeavor with’ the existing services for
‘maternal and. child health’ and family planning and health (mcludlng -
dental and mental health) education.
- Teaching the family how to cope with problems is very much a
part of this program. It is part of the community health nurse s%
" to_try to find employment for the mother and to teach her how
. budget wnsely : ) “

Study Desngn of Nutntlon ’Interventlon Program

‘ A nurse interviews the mother or guardian of an mfant with a case ..

of EPM. Usmg a structured questionnaire (appendlx ), she elicits¢

informatioh pertaining to the infant’s nutritional backgroundl An-

thropometrlc ,meast!rements, clinical examinations, and laboratory
tests are performed. All weights are charted accordlng to the Gomez.
- Scale- (appendix 2), and the road -to- health card (appendlx 3) is

retained by the mother. 1 :

.Home visits are made by nurses to gather data dh envrronmental

conditions, record anthropometrlc measureémerits, treat minor ail- -
' ments, .and- provrde health education: In the nutrition clinic, the
nugses hold consultations with the’ mOthers and children, record
anthropometrlc measurements, examme and treat children with
prepackaged’ niedicines under the’ physncnans supervision and dis-
pense powdered whole milk at a ‘price subsidized according to the
child’s need. Immunizations, demonstrations, and-health edur.ﬁtlon at
group and individual levels are also performed ' .

- A family planning service is provided in the nutrmon clinic by
representative of the Farnily. Planning Association, as well as by our
trained nurses. This active association has 11 clinics throughout the
island. In the famlly planning clinics, after conducting an’ interview
arid examination, the staff dispenses various contraceptive devices for

a nominal charge, or free for indigent olients;” | '

At the end of the clinic session, a record is made of all mothers

who-failed to attend: A nurse yisits each- home on the following day
to ascertain. the reason for the absence. There she provides the same
sersice the mother and child would have received if they had
.attended the clinic. A new appointment is made, and the mother is
urged to keep all future appointments. The nurses have access to
transportation, and a minibus is available to' those mothers and

by
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children who live several miles from the hospital or who ‘do not have
bus fare. -+ - °

. When the child is; ready for dlscharge from the ‘hospital, mothers ,
'are mstructed to brlng the child regularly to the nutrition clinic or to

return to the ‘ward if the ‘child become's acutely.ill. In addition to, the

main Thursday clinic of about 50 children, there-are mlmcllnlcs_
. compnsnng about 8 children on other days except Suriday, when_ the
childrefr visit the QEH emergency room. In the event of unsatisfac- .

tory clinical pragress at home, the nurse takes the child to the .ward

for treatmenl\or admission, as indicated. Thus the community nurses.

work in close’ collaboration "with the ward nurses in the management

N .
In this nutrition intervention program, the community nurse

frequently has three categories of mothers and children—thase whom:.
" she has to see daily during an acute illness, those who attend the
nutrition chqlc regularly for general health supervision, and those:
~who have failed, or are unable, to attend the clinic and have to ‘be

followed at home temporarlly Consequently, home vxsmng occurs on

" . a selective basis.

In her role as homemaker the nurse gives advice which is adapted

to the realities of the situation in the home. She also prdgiye rsing .
~ care and medical treatment when prescribed by the physncnan Great

emphasis is placed on home visiting, and in 10 yearsthe nurses have
failed to trace only 14 children, 6 of whom have emigrated. In this

way good rapport is CS[dbllShed between the mothers and the_.-

communlty nurses.

Cases with difficult socioeconomic problems are discussed at. staff_

meetings, and every effort is made to develop a team approach to.the
solution of these. problems. The data on which the results are based
have been takerh from the program records, Wthh are complled
separately from the hospital records. Simple monthly reports showing
relevardt data and' trends are complled by the nurse supervisor
(appendlx 4).

The following indicators were consndered most- $uitable for the
measurement of changes in the nutritional status of the Barbadlan

_preschool Chlld o .

' —M()rta!ily rzile in child}en of les's than aée 1;

—Monality rate in children ages l'to4;
—Mortality rate in children ages 1 to 2; oo
—The proportion of all death’ in children un&er age 5;

" =~Specific morta'flty rate for, malnutrition; = o B

—Specific mortality rate for gastroenteritis;
—Welght and helgh( in relauon to age; ’

L 2 . .
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—Clmlcal mdlcators ©of nutritional status; -

" —Classification of chlldren according to. the extent of malnutrmon '

(Gomez scale and WHO classnﬁcauon)
—Percentage of readmlsslons, )

—Number of days spent in hospnal by children recuperatmg from ‘

malnutrition ‘(patient-days);
—Number of admissions of malnourished children to hospltal
' —Cost 'of rehabilitating malnourished children in hospital;

—Cost of rehabilitating malnourished children in the community.
. . . v e v v

u"zResu]ts | , - ‘

. Table 1 compares statistics of child 'n admmed to QEH wnth EPM

readmissions, especnaily when these are com
of 1966 (the year before the program started).\
admissions. were 150 patients and readmnssnons 25,
trend is more marked in the number of patient-da
hospital case-fatality rate, which show.a decline fron
patient-days to 1,879 (1973) and from 13\6 percent te_1.9 percent
. respectively.? In 1974 and 1975 all. thtzse nutrition indicat
deterioration, but in 1976-3 remar‘able recovery was posted| with the

r tha; year,
Jercent. This
and in the

7,825 (1967)

showed | 4 .

lowest ﬁgures on record for adm sslons readmnssnons, pat nt days,.‘

and hospital case-fatality rate.

‘Two national nutrition surveys have been carried outn-
Both were random stratified samples of the entire island populauon
but the 1969 survey compnsed all age: groups, whilé the 1975 survey

was restricted to the mdst vulnerable group, from birth to age 5. The
results are illustrated-in table 2" with a comparison by age of the

Barbadian preschool children in Lhe community who fall into differ-
“ent levels around the HarVard sta d weights for age.

This table shows that ‘the rate-for tflose children who failed. to

thrive (below 80 percent of standard’ ‘or.the third percentile) declined

LY

from lr&5 percent in 1969 to 10.2 percent in 1975. The Gomez scale ::
for moderate and severe malnutrition (below 75 percent of standard)

shows a surpnsmgly low figure of 3.5, percent in 1975.
The infant mortality rate dechned from 541 (1967) to 29.1 per
1,000 Jive births (1975). The mortality. Trqtes in children ages 1 to 4,

* The apparent.rise in patient days of 3,463.(1971 J-D), as compared with 2,860
(1970 A-D) can be explained on the.basis that the 1971 period is for 12 months and
‘the; 1970 penod for 9 months. The _rise in case falalny rate for 1970 was assocnalcd
‘with a temporary. suﬂ' shorlagc c <
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ages l to 2, and \tbe proportions of all deaths in children under age 5 .
from 1967 to. 1976 htwe not been analyzed. However, research
indicates that, there are. fewer severe grades of .mdlnutrition on
admission to the ward. and that fhothers are presenting earlier at the
* hospital with relatlvely mare Grade | EPMthlldren
The cum’ulatlve commumty case- fatalltw rate of 5 per 1,000 chil-
dren ages .1 to 4 years recuperating ‘from malnutrition (1969) .
N rcompared favorably with the mortality in the general population over
L___\ the sanie age group which was 2.2 per 1,000 children (1970) Tn
! Barbados and 4.5 per 1,000 (1968) in Jamaica. This rate is well belpw
& the published ﬁgures for commumty studies, which range from 15
percent to 30 percent. Cee °

Utilization of Resu”_._

" Priorities. An analysis of fa missighs of children to the ward in 1966
demonstrated a pattern of diseas¢ that made us decide to concentrate
on the treatment of majnutrition and gastroenteritis. Since then,
frequent analyses of our results have assisted us in developing
prlorltles ‘ .

-Staff. The presentation of interim repoms at the outset ‘of the

ogram enabled the directfr to recruit staff, ﬁrst4,from the Peace
Corps, and finally from the Government. e et

Information System. Monthly and annual reports have been subritted
to the Mijpistry of Health, and politicians and administrators have
released edited versions of data pegiodically through the communica-
tlon media to inform the public cogcerning improvements in thé
,status of child health in Barbadas

Columnists have been’ sppphe& with technical mformatlon ansmg
from this program that has’etabled them to prepare nyprition articles

»*.  for the women's page of the daily newspaper. Occasionally, feature

artlcl have been written about the work of the nutrition intervention

progr m as a result of interviews with ifs director ot staff members.
Roa¥-to-Health Charts. 'A modified version of the original Morley

Road-tS-Health Chart ‘has been used successfully in this program, -

The demonstrative success of this chart has conviticed the Ministry of

' Health to adopt it. Its use is now. mandator ,in all Government child

.. health clinics, "and the chart is avallable C&e’é to all voluntary child
health clinics as well as to genera .practitioners. This ¢hart-is also
used .to demgnstrate to the .princip that immunization for school
entry has been fully completed SN o

Motivation. Various nutrition indicators have shown a steady declme
in malnutrition over the past 10 years. This v1sual\demonstrat|on of *
lmprovement in the. health status - of chtldren. which we had. felte

a‘h .. : 9 ot
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|nlumvely, has helped to promote and mdlntaln a high sense of .
motivation among the staff. S -
Surveys. The QEH nutrition-indicator statistics suggested a marked
» . decline in the prevalence and severity of EPM in the éarly years.
- When, the improvement was presented at various scieRtific meetings,
a question was raised as to whether these figures reflected accurately i
the situation in the, communlt These discussions tendey to expedite
the community. nutrmon surveys that were carried out in 1969 and-
1975., .
Estabh.shmmt of the Nutrition Centre in Barbados. As the nutrition
" intervention program progressed, the work increased in volume and
" complexity. With a steadily’growing staff, the small space allocated in

“” 4 corner of the ward and in the general children’s outpatient clinic

p» g soon became inadequate. These factors, coupled with the results of

"’ the interim reports and funds raised by voluntary efforts, local
Q.rganlzatlons. and overseas foundations, led the Government tog .
establish the Nutrlt)on Centr_c by provndlng the land and a matchlng
grant. ° >

Publications. Data gathered in: the program have been of use in the

~ production of ‘pamiphles? brochures, manuals, slide presentations,
learning packages, and calendars.. This educational material has been
dlstmbuted to comthunity nutritior groups, 'schools, teacher tralnlng
collages, and interested lay and professional persons.

“Training. Information from this program Mas been veryealuable in =~ &.
designing demonstrations for mothers of malnourished children _as
well as in influencing the content of seminars for nursem\ommunlty
groups, health aides, and médical students. -

St. Vincent Community Health Action Prog-ramme Experlence galned in
this nutrjtion intervention program in’ Barbados has led. to the
lmplementauon of a'community health astion pgogram in two .
communmes on the neighboring island of St. Vincent. Aftdr 3 years
it is hoped that, with the Barbadian example, the government. af St.
Vlncent will find it ﬁnancnally feasible to_ assume responsibility for
~ this program.. R ‘

" Eimates of Expenditure. In the draft esumates for the ‘nutrition
center, the results of the nutrmon intervention programs-have been
used in relevant budgetary notes in order ® justify requests for
funds. This application - hag enabled us at Estlmates Committee
meeungs to base ‘our requests on factual lnformatlon rather #&han on
hpmanltarlan grounds alone. P @ -

" Research. The need for (urther research B0 selecth areas of the
program has been hlghhghted by the results, and action has been
tal(l%n where appropriate. : '

' vitations {o Meetmgs 'I’he program and \‘esults have led to

N .
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" invikations to attcnd vanous' lntcrnauonal meetings. In, turn; discus-*
. sions. at these meetings have. provided valuable information for

improving . the program, ‘and contacts wnth professlonal collcagucs
havc also lcd to direct inputs in some. cases.” ' :

0
1
- ’

Discussion . ‘ ;
The onglnal purposc of this progrqgn was to. apply effectively
'~ existing'knowledge in reducing the overcrowding and cross-lnfccuon

. ;' onthe QEH children’s ward and not to do basic research. :
The ongu:;al ob_|ccuvcs were clear. In each of the next 5 years, the
- goals wcrp go‘ ‘ ‘ .
--—Rcd: \ -}'[y‘o;pltal -days. for malhutrition by 10 percent = .
_ -Rcdg_ce'?he readmission rate for malnutrition by 10° percent
—Rcdt%e\ Lhc case-fatality rate for malnutrition by 40 percent;’
-Establ and compare the mortality rate of children ages 1 to ¢
years uperaung from malnutrition with the rati of children in_
the same age group for the general populauon o Barbados and

- other Caribbean territories. o

- : T I ‘.
. Since the program based in the l‘y deer_nment‘spbnspred,
R acutc general hospital serVing the entire\f\and, the sample size was
- adequatc However, the treatigent.of malnourished childfren is widely

-55 known and acccp{cd and cauge treatment could no be withheld

not considered fcasnblc in the study. desngn : .
The program had satisfactory means for carrying out meas
ments and recording “data, but not the processing of the data. Th
mechanisms for checklng the valldlty of the procedures were super-
vised internally by senior staff thembers of the program as well as by
visiting colleagues. However, apart from the internal evaluation by
" our staff, no6 special staff members with skills for obJecuve evaluation ,
~have been aviilable to us. .
Our- basélinc studfcs have provnded N with valuable information
* ~which has hdlpcd s measure our performance. Nevertheless, lt\has
not been wunbfc to consider and give detailed costs of-a rangé of

" alternativey, More importantly, a detailed cost-b¥nefit-or St-efféc'u\ve
"hnalysxs, rms of input costs and dnrect -or indirect output costs,

_ has not begfy carried out. : -
B ' Althoughikausality cannot be proved the target groups of -families

of malnofished children, pol_muans, administrators, and -donor
agencics Wefe reached, and objectives were met. r

. )
A} - ) - .
. > .
I
@4 . -
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~ Perhaps of great significance is the fact that apart from the 1974~
1975 period immediately following the energy crisis, there hay beena
marked decline in the Rutrition indicators of ,this socioetonomic
disease, in spite of rising economic costs. e

. . .; \ - . N . - - :
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APPENDIX 1 L R
S . )
o A
MALNUTRITION PROFORMA .
NAME OF MOTHER: - NAME OF CHILD:* o B
- DETAILED ADDRESS:' .. DATE OF BIRTH: AGE: G
OCCUPATION .OF MOTHER: ~ - HOSP. NO.. : C
_ AGE OF MDTHER ON LEAVING "SEX: - . g
SCHOOL: o R -
AGE OF MOTHER AT BIRTH OF - FATHER OF CHILD: =+ -
CHILD: _ , .
- ‘AGE OF FATHERVAT BIRTH OF ADDRESS: S
CHILD: N} '
NEAREST TELEPHONE NQ.: PN ]
ADMITTED ON: - DISCHARGED ON: = DAYS IN/
' , " DIEDON: . bM. YES - §
. IMMUNISATIONS o MILESTONES
. 1 2 8 HELD UP HEAD: FIRST STE
DPT. ‘SAT UP UNSUPPORTED: FIRSE WORDS$?
POLIO STOOD UP ALONE: = WALKED ALQ
SMALLPOX ' : -
DIETARY HISTORY ‘ .
F.B.F. PBF. , ... B.FN. N.B.F.
BREAST FEEDING: S R |
WHY DID YOU STOP?" .. ¢ -
BOTTLE FED: TYPE# COMPOSITION
WEANING ABRUPT .
SENT AWAY.

-
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o . ) ‘\ s - \ . &\. K
el e 0-3 Mths[3-6 Mth_i- :r»n Mths[1-2 Yrs | ** ¢
o EGGs f-"" Lqumcw ' Y RS et
T A N . WEEK ‘ o 1 . O A
Lot MENT &0 -é". " ' L s
ot ’ »: L l'\ i ._‘ - "'. ,‘. o ' ! : - '
e Hs“” v " R B s
cm&*; e o e -
i W mum?. Sy e N ,
SRR AL P & . ¢
g maml.ts Cob e T T 1f
's' "4' . e ——— — S
Tl e smndnv«rqons R AR S a A E ¥ o
e 58 v Arrowsoot © e T it D '
"; L eai Lmsecd AT S v .
B nush'rEAs N T T . p
Modg:of prepar'fmon “l-_'_’t o - ‘. . !/“
i “ . "&‘ h:’ . RS . n ‘.
.. . TYPEOF. ?su TEA *AND! FREQUENCY L *
~ mLkL RE AND CUSTOMS: - L "
,lsn'u RMFULTO BREASTFEEDAFTER‘ :
¢ (1) Working in the uyn BN ‘ .
' (2) Cohablung* o i

(3) Other reasgns © N .
(4) lpmllkzoohcav,yaflcrﬁ-()()pm A S 5
. / (5). Are softie “teay” “cooling” and others "heaung‘? R

£

3 N
A If “yes,” mgkeJms ofcoohng and heanng teas SR S
-"&‘%, '5(6) Doﬁspme fooda give worms}\ . 5 ST S ;

ATTENDED'BY  SINGLE) - | ' "MULTIPLE

;. £ yes. wh«:h ones? o ( o .
'PREVIOUS HISTORY TR BT

Hnw o CCRIED ..
' IMMEDIATELY _

. . ' FRTS . ., .
" ‘"',,'. . ) )

BORN-AT: © _'PREGNANCY: " ! ** VDR

'TREATMENT ' GESTATION: ..~ - " DELIVERY
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4 WWHOOPING-COUG BRONCHOPNEUMONIA
4S " OTHER ‘ -
L' R ; T BRI . 4‘::- . . “.:._‘
o y 'Y ,Tr‘fxv - - . Lo L.
HILDREN, WYTH AGE AND SEX co o L
ny:. Yo o R

wxgn IN?FAMILY WITH CAUSES

‘. S\p nNAnﬁML sur T YES . NO MARRIED UNMARRIED
Lo FATHﬁR; T Co EXPENDITURE . .
HOUSE-m!N's RAID *  FREE EXPENDITURE/WEEK L
MOTHERS OCCUPATION : HOW MUCH ON FOOD | kSt
*MOT 'S DRESS: LL - PLAIN . v , . .
RmON SATISFAC- NSATISFACT

SNU«
R TORY
HEN MOTHER RETURNED TO W
T ANY TIME IN ALMSHOUSE? -
IENDANCE AT CLINIC WITH INFANT: ' G.P. QEH NIL
SN PRIMARY Class

'SECONDARY . Form ..

.‘ PAMHWP{fAN:NlN(,
.DID YQU PLAN TO HAVE THIS BABY? YES NO - | o
’! 'AVE! UsATTENDED A FAMILY PLANNING CLlNlC? YES- NO '
REFEWNDS.  YES.. NO
o 'wems ©U USING ANYTHING TO PROTECT YOU FROM BECOMING PREG-
O WPNAKT? " YES  NO .
qom:mt FATHER ACKNOWLEDGE THIS BABY'AS HIS owm YES NO -

O
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AL 2

CLlNlCAL EXAMINATION !

W, 0 A
HT.O.A,
.HCOA.

SWELLING

WASTED MUSCLES
SUBCUTANEOUS FAT

- MISERY

HAIR CHANGES:

SKIN COLOUR:

- LOOSE STOOLS:

“COLD"

RASH FLAKY PAINT
* OTHER
ULCERS AND CRACKS

’

~.

" CC.O.A.

P.

CC.0.D.

ARMC.O.A.

- AC,

O.D.

YES .

" YES

YES |

YES

BROWN _
GREY

SPARSENESS
EASILY PULLED OUT -
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R.

W.0.D.

" HT.
.HC.

NO
NO

- NO
REDDISH

O.D.
O.D.

NO

'

STRAIGHTNESS

SILKINESS

LIGHT REDDISH-BROWN
. OTHER .

NORMAL

YES
YES
YES
YES
YES

SORE ANGLES OF MOUTH YES

BRIGHT RED TONGUE
LARGE LIVER

INVESTIGATIONS: .

Hb.
V.D.R.L.

MANTOUX

STOOLS
URINE

" EYES

TEETH.

YES
YES

Ht,

>

: cdicba

NO

. NO

N®

~ NO

NO
NO
NO
NO

MORPHOLOGY

'abcde

Arm circumference; O.A., On admission;. O:D., On discharge

o4

ot

g

4 'W Weight; HT, Height; HC, Head circumférence: CC, Ched circumference; AC
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FIELD NURSB’S FORM v

NAME OF MOTHER: * * NAME OF CHILD:

" DETAILED ADDRESS: o 'DATE OF BIRTH: .
: ' : © AGE: : §

SEX:

SURVEY NO.: .. HOS, NO.: .-

HOME ENVIRONMENT : : v
R. = RESPONSIBLE FOR CHILD . D.C.= DAY CARE OF CHILD"

hY z 2

AGE ' " 0-6MTHS 3.6 MTHS 6-12 MTHS 1-2 YEARS

‘
T - g T
B

GRANDMOTHER: - : ‘
- MOTHER: . ~ _ - _ : .
FATHER: : _ SR : .
" OTHER RELATIVE: - . e
PAID PERSON: | : . -
CHILD UNDER 14: ) -
OTHER (Specify) - 5 .

: PARTICULARS OF HpU;EHOLDx
NO. OF ADULTS:
NO. OF CHILDREN:
NO. OF ROOMS: S

¢+ SEPARATE SLEEPING AREA' OR INFANT
RUNNING WATER: _ YES*¢ ' “NO
TOILET: PIT BUCKET W.C.
KITCHEN FACILITIES: ° KLROSENE : woon
MATERNAL CAPACITY: ' ;
"MOTHER CRAFT: S SATISFACTORY UNSATISFACTORY .
. " HEALTH EDUCATION:
- PROTETUTION OF MILK AND F()OD . oo

PRESENCE OF FLIES RATS ROACHES .
IS BOTTLE STERILISED BEFORE EACH FEED? B
TYPE OF BOTTLE USED:

1

.

o ol 5’(

O

ERIC

Aruitoxt provided by Eic:



S ise EVALUATION OF CHILD HEALTH SERVICES
~FIELD NURSE'S CHART |

. e

i DATE| AGE HT. '| He. | cc | ac REMARKS -
i
1
Y
N 17w
A ;
vl ,
-1. 0
AV “ "
. v - -
[ 4
4
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. APPENDIX 2
RBADOS

Y

. Q.E WA 9T,nrnon CLINIC

Al

1 S o ' _ , a3

: NAME - '
131 BIRTH .
"1+ REG: N(,):

- S_URVEY NO:
gL

KILOS

- MONTHS

K A8

“r
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¢

- . SARBADOS L
Q.6 H NUTAITIONCLNIC .
SEXES COMBINED 3-8 YEARS ;
N I C

20+ _ “

' NAME - . g sw

19} BIRTH ' 442

<] meeG: NO#

| suavey no: . ,

i} N 5 N 40
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T " APPENDIX 4
S L.
ﬁARBADpS NUTRITIO& PR‘O_]ECT-—MONTHLY REPORT
s ' B B ’ 197__
' ) Cumulative Total to End of’

M F Total . . Current Month
v . This Year Last Year

Admissions : . l

Ma_n&smus

Marasmic Kwashiorkor - T

K washiorkor

Grade 1 ‘ =

1

Grade 11

Grade 111 ~ '
0-.3 Months ¢ \g E .
3-6 Months : ‘A

6-12 Months- = - ; .

1-2 Years

2-5 Years '

Ward Deaths

Anaemia

Readmissions: PCM, o

ﬂcadmissions: Other
Hospital Days .
Occupancy % _ ‘ . ) -

C(:st ' v_ ‘ A ' ,_/.\‘

ERIC

Aruitoxt provided by Eic:

-~



. ) .. N
192 EVALU:&ION OF CHILD HEALTH SERVICES
. - . L]
First First Visit Revisits - Chil-  Auend-  Children Attend-
N Visit This Year dren  ances - ances
Ever : : :
. Immunisa- .
tions ' B .
. i
Triple & . . o ' {
* Polio—1st : . =
- b 'y
[ 9

Triple & .
Polie—2nd

Triple & - . N . .
.. Polio—ér'd Lo : : !

Triple & . ' e

Polio— . ‘ o
Booster: » ( X ‘ /'

N sl Pox N , - LY

: Mé'aslcs .

~
/

Home

Visits N ‘/ . ’ -

Milcagg ) R

Rg_murks ‘ Signed___
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‘, ' DISCUSSION o
17 Milton 1. Roemer av‘i Gabriel Velazquez

»

‘The numerous impr oveméhts in the nutritional status of chlldren
in, the lsldnd\lpf Barbados have been clearly demonstrated by Dr.

'Ramseys report. The evidence is streng, not only f.rom the reduced -

admissions of malnourished. children- to the island’s smgle large-

hospital, but also from a decline in the case-fatality rate of those
~children admitted. Probably moré important epidemiologically hdS &
/been the reduction in the'number of underweight children, fo

/

‘ change alone could be expec(ed to improve the nutritional status o
"the fewer children in a family, even if fdmlly real income remaind ;

{

*

a serious pro&sm nz(},Sd scientific experiment with evaluauve

ERIC

Aruitoxt provided by Eic:

;ﬁ)pulauon suryeys. Never(helesa. how much of this improverient can 7\\
. be attributed .to the energeticgnutritional program developed and s
described by Dr, Ramsey is not clear.

In the Barbadog setting, a “control” populauon was not feasnble,
nql was any other Caribbean island suitable as a control. No data
were presented on the trend in per capita income or the standard of
living over the 8-year observatibn period. Price levels did indeed rise,
but we do not know whether changes in edrnlngs were greater or less
than the inflation rate. The birthrate in the Barbados popukatic
declined from 35.4 per 1000 per year in 1955 to 21.9'in 1975, thi

unchanged. (The family- lanning -program, of course, was ‘part of/
the total effort, but it is not the same as nutritional intervention.
“Also, over the same 8—ye.u,.penod, the Government promoted a . -
program of diversified agnculture. in contrast to the island’s previous ' \
exclusive dependence on sugar prdduction. Tourism also brought to-
the island more money, seme of which doubtless filtered down o] he
general population. a -
These weaknesses in the evaluative l‘CSCdl‘Ch desngn do not di 2
the value of the nuyritional interventions. They must make one! very‘
cautious, however, {p attrihuting to those mlegyenuons the full credit
for the improvement¥in the nutritional status of Barbadbs children.
** After all, Dr. Ramsey’s creative work was undertaken in response to

strategies bifift I at the/oulset.

In spite of these evaluafive limitgtions, the Barbados experlence _
has(lessons to. teach other developing countries in demonslraung '3
lndlgmors of nutritional change by way of both hospital-patient- data
and population surveys over time. The task in future research of lhlS
type will be to establish “control” or comparison populations: ‘which .
will permit ruling out (or hplding constant) the intervening vanables.

-
. »

. L ~

g | N = 19z . ol
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. R . . . L. 4" .
so that one can draw conclusions on the actual conty
nutritional intervention program to the changes fo
the nutritional status of c%ﬂdren. ot
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RESPONSE OF INDICATORS OE NUTRITIONAL _
y STATUS TO NUTRINONAL INTERVENTIONS IN L
P POPULATIONS AND INDIVIDUALS . o <ﬁ

C. Yarbmugh J-P. Habxcht R. E. Kiein, R. Martorell
.- A. Lechtig, G:. Guzman . .

s 7\

'SUMMARY -

An intervention study designed to change the nutritional status of
'~ moderately malnquyished preschool children illustrates the use of
anthropometry as an jndicator of nutritional status and sT(oW; that
demonstrating the physiologidal efficacy of an inteifVention does nd *
guarantee. a significant ‘total impact®f<that intervention on the
. population.! Carefpl design makes evaluation of some. |ntervenuons
possible; but theorj\and knowledge it human public health nutrition
o and |ts relation to growth. in children now limits t\he \deeugn and
espeCnally the evalua\iofi of many nutrition interventions. This paper
contributes to rece “rylnowledge in this area by estimating the actual
energy conyersion/rates ‘*o-‘growth in moderately protelnfcalorle
afhourished children aged 1 thraugh 3 years under field ¢ lons
hese conversion rates are even lower :%1 those whlch
* estimated from normafive data in the literature. *

s, .. ’.
,(] s PURPOSEOF'IHESTUDY, | L
{The, present study was an intervention . desngned to change the v €

nutritional status of preschool chlldr n in order to test expenmenmlly
the hypothesis that mod®tate protein-calorie malnutrition is related 2
to.impaired mntal Jevelopment (Canosa, Salomén, and Klein 1972; ;
Kleim; Habicht, and Xarbrough 1975, p. 61). Thus the principal aim
“of the project was ndt public health interve’ntior_x but yather scientiﬁc

.

'The present study has been funded for approxupa ely 9 years by the National |

nstitute of Child Health and Human‘Development in _series of contracts (currenlly

}Ol ~HD-5-0640) to the Institute of Nutrition of ‘Central America and Panama
(1 NCAP), a‘research center of the Pan Amencan Health Organization. . )

',' ) . - . . ’ ..

<
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¢«investigation of the causal effect of nutrition on certain variables.
' Whether or not the purpose of the study is'scientific demonstration
N - oF public health’ intervention, evaluation of such a program requires
a comparison: between two. groups..One group must havé benefited
from nutrition not re_ceivc‘,l by the oOther group. Here we present
~ appropriate comparison groups for scientific demonstration of a
nutritional effect~We will show that such an effect is esseniial for
“ evaluating public health intervention programs in putkition, even
. ihgugh an intervention prugram that scien(iﬁucalll)a demonstrates the
i\ -effect of nutritidn does not necessarily produce a meaningful efféct

. w - on nutrition of the population' as a whole. '

The proposéd (test of the basic hypothesis consisted of imprpving
@ the nutritional ftdtus/of chirensin order‘{() look for associated
changes in wmemtal d velopmerit measures. Thus, the first step in
- analyzi;fé/th?”smdy is|fo show that éuch\r}.u(rilion;\l improvement did
in Mct occur;. .whichlin turn requires the measurement gf some

\.a.‘

-

outcome uhiversally ([recdgnized as being related to nutritién in
malnourished populafichs. A
N : | g
) + Y AREA OF CHILD HEALTH CARE" |

. Failute to achieve maximal mean growth rates during infancy and
early, childhood"is probably the mést frequently used indicator of
poor nutritienal health status for populations: The use of growth 4
rates to aq‘sess,cpmmunilfe_s is widély accepted (Jelliffe 1966) and rests:’
on a solid scientific base: Early growth rates show no apparent ‘ethnic
-* . differences and are affected by low dietary intakes and high morbid-
. ity rates (Habicht, Martorell, Yarbrough,\et al. 1974; Marsden 1964;
Martorell, Habicht, Yarbrough, et al. 19%5: Martorell, Yarbrough,
‘Lechtig, et al. 1975)~\TJhu.s.we shall be consNjering here whether the
intervention described below had an impact on the growth of young
children between the ages of 1 and 3 years. Other nutritional effects -
on ghildren's performance, health, and survival aré not dealt with in
lhigl.[.)aper. v -

-

A

e issues to be addtfessed arq: (1) Does this study prebent
convincipg evidence that imprdved nutrition improves growth in
"mbalnourished‘i:‘hildren under field conditions, where other growth-
- retarding’ influences ‘continue  t& be .prevalent? Previous studies on
(hi§ issue hrave been con(radicfory (Maytorell, Yarbrough, Lechtig, et
al.h1976)-. (2) Does this study pre convincing evidence (hat‘ the
nutritional effect on growth can be physiologically substantial under
field conditions? Previous studies, which® claim an effect on growth,
have been contradictory as to whether or not the effect was substantial
‘(Habicht and Butz in press). ($) Does the information derived from

X - : 1" .. . , ' _ : _,‘
- o Jdoe o B 3
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|
this study about the effect of nutrition on growth explain the -
_contradictory results of previous studies and suggest strategles for
" future pubhc health lntcrventlon programs?

STUDY DESIGN
- Target Population - o T ' -

" The study we are reportmg was conducted in four rural Ladino?
villages in eastern Guatemala. Since the inception of the research,
free outpatient preventive and curative medical services have been
made avajlable to everyone in the villages (Habicht 1973, p. 24). The
. economy is subsistence agriculture; the local diet is based on corn
~ and beans. Our principal concern is with the young child. In these

villages there is considerable stunting in growth of these children,
. consistent with a dlet in which it is estimated that the protein-calorie
‘% ratio is well above necommended limits (World Health Organization
1, 1973, National Academy of Sciences 1974), but the energy level is-at

least 20 percent below the apparent requirements for children aged 1

to 3 .years. Table 1 compares values for the four villages at the -

beginning of the study with valugs’typical of developed countries.
Note the absence of sex differences in incremental growth (Yar-
brough, Habicht, Malina, et al. 1975) or diet. Although table 1 does
‘not reflect the small dietary contribution from breast milk, we believe
‘that the average daily intake, including breast milk, does not exceed
80 kcal/kg/day between ages 1 and 8.

Design, Methods, and Data ;

The ’esharch design presented here is a comparison of the growth

« of children who voluntarily consumed dlfferent amounts of supple-.
mentation food. :
In two of thé&Mur villages, “atole}" a protem-calorle preparatlon of

\ Incaparina, dry skim milk, and sugar, is'distributed. In the other two
~ vvillages, “fresco,” a taloric preparation containing sugar, flavoring,
vitamins, fluoride, and iron, is given. Table 2 shows the nutrient
content of both preparations. Both provide the same vitamins,
fluoride, and iron, but atole contains’ protelﬂk and more calories. The
supplementation, whethdr atole or fresco, is available twice daily in

.. the local field station of each-village, and attendance and ‘consumption .

by all vxllagers are encouraged but are enurely vomntary A daily

?

o
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Table 1. Growth and Diet of Study Popudlauon{ Comparison with Values
from Dcvclopcd C/qumncs .

: Values Typical of
Study Population -~ ° - Developed Countries

Males - Females Males Females
Plleighl (cm) , ’
y 12 mo. " 68.9 67.3 g 74.1%¢ 72.3
36 mo. 844 84.2 95.2 . 93.8
Net growth 155 ) 169 , 21.1 + 215
Weight (kg) . - : C »
! 12 mo. N 8.0 ) 7.4 10.0 94
. 36.mo. 11.7 11.4 14.6 18.9
Net growth .7 . <. 40 ' 46 . | 4.5.
Dietary |nlake (lv.cal/kg/day) L - .
15 mo. , 662 69 .
18 mo. 78, (_\L'\
21 mo. Looome | 76" :
2¢mo. ,80 FF° 0 78, 100-108* 99106
30 mo. 80 - 75 . : -
36:mo. 76 75 : -
7 .
* Growth data from baseline studies prior to intervention. L]
. ® Data from McCammon, 1970. t' -~

w12 month height adjusted-by 1.7 cm to correct 1nr differences in measuring techniques.
ce “Dictary intake data taken during time, period of intervention.
> * Values apply to ages 1 to 3%nd are from Table 7 p. 34 Energy and Protein Requirements.
. (1973) . .
N

. record of. attendance and intake is kept for each individual. Because
“of the different relative ¢oncentrations of calories . as related to the
volugne in the two supplements, and-because of differing i mgesuons
‘of supplement for similas attendance to the supplementation centers,’
_ these data can be analyzed separately for the relative contributions to
. growth ‘of energy “intake, atteridance, .and volume of supplement
~  ipgested. . . )
Beginning in February 1969 data were collected on all Chlldren ‘
under 7 ygars of age, and all children born te the village populations
before March 1973 were added to the sample. Data collected on
. children until thgir seventh blrthdays included adthropometry, dental-
eruption and ‘skeletal maturity observations, dietary and- morbiditg
surveys, sociocultural inventories, and a large battery of infant and -
preschool mghtal tests. Other data, not presented here, were collected
on pregnan and lactating mothers. Here we are discussing only .
growth in hejght and weight of the 456 chlldren for whom data were
collected at both 12 and 36 months of age.
Height was determined by measuring supme body length on a
— standard mepsuring table, and weight by a beam balance; bo
measurements taken by standard procedures (Martorell, ‘Habicht,
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.Table 2.’ Nutrlent Conlent Pet Cup® of Supplemenlary Feeding (180 ml)

'y

R Atole Fresco
Toral calorles (kcal) - " 163.0 59.0
Protein (g) e ’ 11.0 ‘ —_
Fats-(g) - : 0.7. . -
Carbohydrales . 27.0 15.3
Ascorbic acid (mg) - 4.0 4.0
Calcium (g) ’ . . " 04 _—
Phosphorus (g) . 0.3 —_
Thiamine (mg) - 1.1 1.1
Riboflavin (mg) : 1.5 - 1.5
- Niacin (mg) 18.5 18,5 -
Vitamin A (mg) ¢ . . 1.2 12 .
Iron (mg) = 5.4 5.0
Fluoride (mg) i 0.2 0.2

* Review date: October 11, 1973; figures rounded to the nearest tenth.

.Yarbrough et al. 1975b). The observations were taken at the child's

birthday +7 days : ) ' !
Expected Impact of Nutrition on Growth

Since there are no clinical or biochemical signs of severe vitamin-
mineral.deficiencies in the study population, we will immediately
focus on the issue of proteins versus calories. Studies of home dletary
intake, biochemical indicators, and anthropometric indicators of fat

“and’ muscle mass show a diet which appears to be limiting in calories

€

but not #n proteins (Martorell, Lechtig, Yarbrough, et al. in press;
Martorell, Yarbrough Lecht|g,1976) Moreover, there is reason to
believe that in such a sjtuation’ caloric supplementation alone will
shelter proteins and influénce growth rates (Martorell, Lechtig,

.Yarbrough, et al., 1976); indeed analyses’to date in this population’,
- shew that caloric supplcmcntauon is related to birth weight (Lechtig,

Habicht, Delgado, et al. 1975) and placental weight. -(Lechtig, Yar-.

‘brough, Delgado, et.al. 1975). Thus we shall discuss the issue of

growth as a response to irigested energy. This does not exclude a
possible effect .of other nutrients on growth in this population. ‘Nor
does it imply that the dietary problem of all populations is caloric.
Many communities are in vastly different situations, and dietary.

‘interventions must be designed only "after careful study of which

nutrients ‘are limiting. Indeed, interventions which are useful in one
semng may be harmful in others. -
What impact will additional calories have on’ growth? Since a
comprghenswq discussion of all ages is beyond the scope of this
paper; we will focus on ages 1 to 3 as the youngest period with a span

~
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long enough for effects to be apparent and in which energy'
consumption from breast feeding is noi important. What is the
expected impact at this age of nutrition on gl()w(h under field
conditibns? '

We can make smm- estimates as follows: Agproximately 50 kcal/kg/
day are necessary “for basal metabolism and ‘maintenance. In this
range there is severe malnutvition and coinplete growth failure. The
average consumption in healthy populations of the devel()pcd nations,
100 kcal/kg/day, leads to maximal growth. Thus gmw(h occuns in the
range of intake from 50 to 100 kcal/kg/day. In the. four villages the
typical diet of 80 kcal/kg/day is an intrease of 30 kcal/kg/day above.
the basic need, or 67 percent of the total possible~qcrease in

consumption. Thus approximately two-thirds of the part of the diet

used for activity and growth accounts for 75-85 percent of the
possible growth increment. from | to 3 years of age.

In other words, the .1ppm\nn.ucly 56 .x 103 kllocalout‘\ consumed
by a village child in this 2tyear pcn()d 15:2.1 x 103 kilocalories over
basal metabolic neéeds. This energy ingestion above the hasal meta-
bolic requirements leads to a growth of approximately 7.7 mm/104
kcal in height and 182 gm/104 keal in weight. In the developed world
the typical child consumes a total of 8.8 x 103 kilocalories in 2
vears—+.4 X 103 kilocalories above basal needs—and uses this extra
energy to grow at the lower net rate of 4.8 mm/104 keal in height and
104 gn/104 kcal in weight. Finally, ‘the approximitely 1.4 x 103
kilocalories additional needed to bring the diet of a village child to
100 kcal/kg/day can give at most 4.6 cm of growth in height, i.e. a net
rate of 0.3 n m/l()‘ keN. The comparable net rate for weight is .50

- gm/10* kcal. This means that the greatest conversion rate of calories

to growth that can be expected in the children is 25 times less
efficient for height and 36 times less efficient for weight than was the
conversion rate from calories to the children’s growth observed at the
beginning of the study.

Thus we would not expect ‘extra food to be converted to extra
growth at a rate greater than the baseline spudy values, and we would
expect that at some point the rate of growth per unit of extra food
must drop dramatically in order to bring the overall grow(h rate into
line with the lower value of energy-to- grow(h cgnversion’ found in
developed countries. '

We conclude, therefore, that the conversion of energy to growth
must follow a function similar to that deplc(ed in figure 1, which
shows a curve of decrc.mng conversion of each unit of enérgy to
growth with increasing total caloric consumption. The data for this
curve do not, however,, exist in the literature, so that no exact
numerical values can be given. Thus the predictions are at best only °
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~ - anry Energy Intake
Basal Metabolic Needs <——Activity and Growth ——

\

" Figure 1. Hypothetical rate of conversion of dietary energy to growth

.approximate. Furthermore, there is no infor,matioghabout the effect
. of other nondietary, growth-stunting influences such as morbidity or
endemic parasites on this curve.

RESULTS
\J . .-
Table 3 gives the relationship between four categories of calorie
‘ingestionefrom the 'supplement by children aged | to 3 and their
growth in height and weight. The increasing values of growth in
height by category of supplementary energy intake are statistically .
'significant (F = 20.8, df = 3,452, P < 0.001) and blologically
important (figure 2). : ;o RN :

The lower categories are, as we ‘might expect, esséntially at.tl? . ’
baseline levels givenifi table 1, while the top category shows a growth
rate in which over half the deficit has been eliminated. Finally, we p
note that prevailing levels of morbidity make growth at the maximal
rates unlikely (Martorell, Habicht, Yarbrough, et al. 1975a; Martorell,
Yarbrough, Lechtig, et al. 1975). Essentially the same sit_uaition—applies
to growth in weight (F = 18.7, df = 3.* P = 0.001) (figurg 3).
* Table 3 shows the overall rate O;Ednvers‘ion of calories fo growth

.

“by level of intake. These rates were obtained from myltiple regression -
analyses_in which we calculated(the P_artial slope of growth on

s . s
. .

&
5




202 EVALUATION.OF CHILD HEALTH SERVICES '’

o - hd

~

’

Tab]t 3. Relationship of bupplememdl Caloric Intake and Growth from
Ages | 0 3 ‘. '

) = ’

Level of Ingestion (k.callday)‘

TN ‘ . _ 101 -
. 0-10 11-50  51-100 and up Total
Sample size N 66 . 169° 76 145 4%%
Height increment (cm)* - 187 - 165 172 18.3 17.1 .
: x2.7), =2.6) (x2.4) (£2.2) (x2.6).
Weight increment (¢cm)® 3.67 3.85 4.05 4.50 4.06
L "3(:0.90) (£0.89) (£0.76) (£0.94) (£0.95)
Supplemental calorie ingestion (kcal/ . .
day) . 56 26.7 73.6 200.0 86.2
Slope of growth in Aeight 10 calorie — 29 2.3 . 0.1 1.3
ingestion (mm/10* kcal)* (x2.6) (x28) (x1.7) (0.9
- Slope of growth in weight to calorie _ — 124 44 11 ‘47
ingestion (gm/10* kcal)* ©(x87) . (x84) (x14) *9)

* *Mean (2 standard deviation)

o . ’ N
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£
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00 80 - 100 - - 200
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Flgure 2. Growth in height of “children ages 1 to 3 as a function of
supplemental calorie ingestion
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anure 3. Growth in welghl of children ages 1 to 3.as a function of
supplemental calorie mgesuon :

-calories, controlllng for initial size. ?bntrolling for initial size ineans
that negligible |nﬂuences of sizejat 1 year of age (correlatioh
coefficient of weig it at 1.year of‘age and subsequent gain in weight is
r = —0.094; P = 0.10; and for height.and subsequent growth in
height, r = 0.003, P = 0.10) which might affect subsequent growth

"have been taken into account and, therefore, size at 1 year of age
cannot be.an explanation for the findings. N

Similarly, one would like to be sure that no factors other than the
nutrient intake from the supplement could be the cause of the

" relationship between supplement ingestion and growth Factors which
influence a person to cooperate with a study could also affect growth
quite independently of any benefits received from the supplementa-

. tion. To reject this possibility, one must introduce measures of
cooperation into the energy-to-growth regression and show that they
do not affect the findings in table 3. ‘

An unequivocal measure of cooperation with the supplementatign
program is the amount of energy ingested by drinking the supple-
ment. Infant calorie ingestion from the supplément is associated (r =
0.72; P = 0.01) with calorie ingestion from 1 te 3 years of age and,
therefore, infant consumption should reflect many of the influences
which affect later supplement consumption. Including infant calorie

" ingestion from the supplement in the regression relaung growth to
the energy consumption from 1 to 3 years of age had no influence
on the energy-to-growth conversion slopes in tablesd. This was
reflected by statistically nonsignificant partial correlation coefficients,
7 » of infant energy intake from supplementation into the energy-to-
growth conversion equation (for growth in weight r, = 0.05, P =

")/)~

~
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0.10; for growth in height r *= ~0.02, P = 0.10). Other measures of
cooperation are the number of days a child attended the supplemen-
tation -center and the amount of supplement ingested. Introducing
. (heSe measures of cooperation separately into the regression analysns
* of the gffect of calorie intake on growth revealed that neither days
. attended (r, = 0.01 for growth in weight, P, = 0.10; r, = 0.06.for
growth in height, P = 0.10) nor amount of supplement ingested (r,
= —0.05 for 'growth in welghl P = 0.10;.r, = 0.00 for'growth in
“height, P = 0.10) had any significant effect on the slopes in table 3.
When all these indicators of cooperation were entered together into
the regression, thus taking them all into account af once, the rates of
energy conversion to growth were essentially the same as those shown
in table 3. The, energy-to- welghl gain was 64 gm/104 kcal (P < 0.01).
and the energy-to-height gain was 1.6 mm/10* kcal (P < 0.01) when

all the above measured indicators of cooperatioh” were taken into -

account. Theréfore, the significant effect of calories on grow(h could
not be explained by anr(hlng except-the nutrients in (he supplements
themselves. ~

e

These analyses assume that (here is no substitution of the supple--

ments for the home diets. In'other words, every calorie ingested frém
the supplement is a calorie added to the dietary mean at every level
of supplementary intake. This is in fact almost the case, because the
dietary intake decreases only ‘1 calorie for every 10 calories of
supplement ingested. Such a small dietary replacement egecl of the
supplement does not affect the figures.in table 3. \

Finally, as expecled there «re statistically significant nonlinearities -
in the overall rate (P = 0.002), which.is reflected in the differences in
the slopes with category bf consumption as shown in figures 2 and 3.
In other words, the more calories ingested from the supplement, the
less the efficiency of conversion into growth.

UTILIZATION OF RESULTS ~

The purpose of the .mdlyses was to conﬁrm that the intervention

used in this study did have an impact on the nutritional status of the
child, ag, aim which would seem to be achieved. We must noe,
however, that what is being confirmed is that the supplemen(al food,
when it is being corisuméd, has an impact on the child’s nutritional
status. This is not the same thing as confirming that the intervention
affected an important number of children. That would require a
different study design, one contrasting the villages with other monsup-
plemented villages, which was not done. Even so, the small number

of children in the highest supplement- category makes it clear that-

our intervention was not very successful as an effort to treat

W
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4

populatiowespite its success as a confirmation that an intervention -

had effect. \ndeed it gave biologically meaningful utilization rates
. which were in acccyd with our pl‘lOl‘ notions of diminishing returns.
-/ . . .

DISCUSSION

‘Three conclus‘ns that are pemnent to the evaluation of Jchild
health services may be drawn from our presentatien.

The first is already well known The evaluation of an intervention
should depend on its purposes. Aga confirmation of the b|olog|cal.
effectiveness of the supplementary feeding, the study is a success.
Wgre this program to be evaluated as a public health intervention >
improve the growth rates of the children in the four villages,
however, it would not rate very highly, either absolutely or (cost-
effectively. This is _not surprising, because the program was not
desngnsd for this purpose

‘The second conclusion is that in the area of nutrmonal indicators
the adequacy '‘with which the efficaty of an intervention can be
evahaated is sharply limited by the’state of present knowledge. This
results ¥ uncertainties as to program. effectiveness. and_efficiency.
Careful design can perhaps in part face this problem, but most
interventions will be practically rather ‘than scientifically designed.
For these, the lack of useful information as to what the response
should be will severely limit evaluation. The lack of.adequate baseline
data is of course often a limiting factor as well, but currently the most.
serious limitation to evaluation-is the absence of more theory based
on experimental data from field studies which can be applied to
make numerical predictions of response. This study, for*instance,
revealed a constraint on geowth, due to nondietary factors, which
corresponds in magnitude to the deleterious effect of diarrhea on

growth (Martorell, Habjcht, Yarbrough, et al. 1975a; Martorell; "

Yarbrough, Lechtig; et al. 1975).

The third' conclusion is that in many cases there is an lnevltable
tension between- demonstration 'of an impact of a multifaceted
Jpervention and the evaluation of its components. The confirmation
that an agent has had an effect requires either an unambiguous

- prediction, which current theory cannot provide, or a range of

variation in the treatment which will lead to less than: maximal
possible impact on the population as a whole. The fact that practical
interventions tend to introduce snmulymeously such variables as
nutrition,. education, medical care, and economic changes, increases
‘the complexity of this problem manyfold. Thus we see the absence of

& careful theory of nutrition and physiological response to nutrition -

‘as a fundamental practical limitation' to the evaluation of programs,
.md not just a suenu?f‘ nicety.

S 2 .
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. The objective of this study was.to examirmre the\e_ff!!:t bf:a calSric =
,«Qupplement--on height and~ weight of children whose ant
.morphic m_e(asuremengg. fall below standards .for North A a

children. As spch, it i$7an effectiveness study because it examines the

relaiionshﬁp between.a process of e‘arg and the-result of,ii\at-~f:ro&:ess C e
on health status. v . ” S . \ . )
" THe major limitation of the study was its possible inappropriate- ¢

n&. The goal of improving height and -weight 'td Nefth American "
standards was not gne exprtisséd by the community, ut rather one
. detived from the researchers. Whether the failure of the r?garch to '
“sell” the intervention’(supplementary caloric,feeding) resulted from  + = *
lack of _cﬁmum participation or whether=it ,ias due to other -
. factors is «unclear. Thus the reseagchers were fac_edmith a situation
" whérg the intervention was effigacious (it prodriced the desired result
under cargfully controlled con&iticons), ‘but not effective (in the
community setting, it could nat be implemented)., = " P
« The gpplicability of the intervention ‘was considered inappropriite,
- because the intervention did not appear to be a useful dn€ in the -
community. There -are, however, lessons to be learned \ab_out the
-method of research. If it is the intention of the rgsearcher that the
results of a study be applied, it is necessary that the goal be explicitly’
recognized as legitimate by those for whom ‘it is intended. The goal
of generalizability in this research was attained at the expense of
implementabilit We intervention. The {atter might have been

realized’ by parficipatlgn of the target population in its planning.

.~
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N The broad goal of these studies is to improve the ,t;ealth of - !ll
children in. a defined community; more specific ob_]ectlves are the
reduction in mortality at all ages and the prevention (both primary
and secondary) of morbidity from a wide. variety of* common-
childhood disorders. To achieve thése ambmous hims, new htalth
services were developed -and evaluated and, through health educa-
tion, attempts were made to ¢hange behavior in health and l'llness
The principal basis for these studies was continuous momtormg of
the health needs of children and their utilizatfon through periodic
household surveys of a population sample in a single county in

- upstate New Ybrk. The results of these surveys.were utilized by the
department of pedlatrlcs which*sponsored them, by practitioners in
the community, by local health _planners, and by medical educators, -
practltloners and policy makers elsewhere. . :

Introduetion =% L, LTt R
> ‘ - P . « . .

‘ The series of stpdles conducted in-the Rochester region under the ( e
auSplces of the University of Rochester Department of Pediatrics
cxtended over a period. of, nearly 10 yeays. It is our only example in
which a university department has conducted a progrgm of research
as opposed to a-specific project or projects. This progrdm is also special
because it spaniied a periad of many years ind was directed toward a

.common goal. It thereby provides an example of some advantages of
this approach and also illustrates some of its limitations.

If we agree that the main purpose of research is to bring about
change, then this and other examples of child health studies must be
examined in relatipn to the question: To%vhat extent did the effort.
produc@the desired change? . . ' .

~ . 209 .
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210 EVALUATION OF CHILD HEALTH SERVICES ‘. "~
¢ - Yn the case of the Rochester studies, the change m question was th¢
provision Qf'more.and\)e eY serviges. Ultimately they also aimed at
the broader, albeit les§‘§ti‘listic, oal of imprgaing’ the healthypof.all ~
(. children in the community. It is di rllt to cx%in'_how better-(éalth,
- outcomes can’-be, related to improving the prdcesses of care, when
- much current evjdence fails1o sufSport such® 4 relationshipmin most
advanced :)%Eties_‘(Coch_rane 1972)" However, if ohe’s definigion of
health is Broad enough,-and if ithre entire context in which the
pl{dgr.gm is conceived is also broad. enough,: we may. argue. fh‘at!\ﬁll
community i's‘.%thier when its health serviges are more ratidpal and -
more efficient affd. delivet a better product. This may be trqg)ﬁhq.ther -t
or¢not the health of its citizérs demonstrates imprévement when .
+ ' ‘traditional measures of physical or emmionhbwsll-being aye used:, - »
. . ) B ) .

, A N L~
» . = . . A LA e
- .+ Purpose of Study - . : L T
. - ) N Tt - _

»

. . _
- The','impt.‘US' for the ddmfnunity Child Health Stydies“Program.
came from Dr. Robert Haggerty when hegbecame chairman of the
Department of Pediatrics in lggfzﬂec?usé of Dr. Haggerty’s commig-
"y .ment to community pedidrics,\it wag a logical first step/fof him to
tnitiate studies that would-provide bdkhi a sensitive assessent of areas
of'unmet needs and a baseline against which future programs could
* be evaluated. He realizedl that the ‘best way to obtain the required .
- information was to find ‘a“capable sociologigt with special skills in
survey srtethodology. He chose Dr. Klaus Roghmann, who has
u)d’@gT):dly been.the methodological backbgne of the ‘research’
: progrllm,. - = S ¢ )
The initia&int‘ention was simply to carry oyt a sample survey of all
- . households in the county to study the healtfs needs and utjlization of
services of children in those households. The community, in this and
most of the, s't':bsequem'studies, was defined as Monroe County—an
interesting, heterogeneous area surrounding the city of Rochester, in
upstate New York. In composition, the population—about three
quIrtcrs‘of a million—is typical of gnany other communities of Similar
size in" the United States:. However, this community differs: from
others in some aspects of health planning and services. One particular
‘feature of services planning that makes it atypical is its long record of
) ‘community participatiofi in health planning; particularly regarding
hospital beds. Prior to 1964, a team of external advisers recom-
’ mended that pediatric.hospital beds be redistributed to avoid dupli-
cation and obtain greater efﬁciehcy’_(S’tokes 1965).  This recommen-
~dation was implemented when Dr. Haggerty arrived. Several small
units were closed, and specialized services were distributed among

the com_muhity hospitals and the university hospital. In addition, a ™ -
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close relationship was forged between the 'practicjng community and .
- the department. Clinjcal faculty.appqintmer}tg were_offered to many
* + "of the practjgoners. Subsequently, efforts were mgde to involve them
/~ - in collaborative research. The effect ofthis move was to diminish the
“town/gown” separation that js_se. frequently a char_acteristic‘lof
university communities, thereby increasing the ‘likelitood that '
changes §nigjated by tift department would be acceptable t8 thg'ise in . Z

> “clinical pr'acu"?. - - .
In the remdindeg of. this:case. preséntation I shall optline the - .
7 methods involved in jhe surveys, describe in. general terms‘wha{ the .

%r\ogram'oft research encompassed, illustrate soMe of sthe major

) . : . . . y

~ tindings, and indicate the extent to which they appear®to-have been,
ithplemented. ' : Lo, _—

’ . —_— \
‘o Areas of Child Health Care . . ° -

Téi‘s series of studies has dealt broadly with the entige spectrum of
childhood morbidity and health services provided—oF children in one
geographically defined area. Some aspects have received more atten-
tiog than others: organization and wtilization of services, school ,

. problems, behavioralglisorders, chronic illness, and+health education. e

The focus emphatically has not been on a single problem, but on the

relationshipsbetween several common problems in child health and
x

14

" the care provided. .

- . -

Target Population
: -
-Over the ﬁrs:\7\{;;rs_ of the study, the child'pohglatio‘of the
country rose from 220,000. to -250,000, with the number of black, *
+ . predominantly poor, children increasing from 37,000 to 65,000. As /~~
with many similar American communities there was a ‘continuous :
- migration of whites toward the suburbs, with blacks remaining in the °
city. Within the city, two poverty areas; defined both by census tracts
and by'sociopolitical_‘subdivisions (or ,wards), were of parficular
interest. Here the black popylation rose from 61 percent to 77
percent in the 5-year period beginning in 1966. Also of interest was
the western section of the copnty, to which about 1,000 migrant farm
" workers came annually, often with their children.
Study Design .

The most commefi’ methodology. utilized throughout these studies
is the sample -survey (Warwick and Lininger 1975, pp. 46-68). In
1967, 1969, 1971, and again in 1975, a sample varying between 1 »
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212 EVALUATION pF CHILD HEALTH SERVICES ‘
) percent and 0.5 percent of all hpuseholds in the county was studied.
. systematically. These household surveys focused primarily on chil-
Jdren but varied in their emfihasis~Generally, they dealt wrthighe
%‘et]uenc_y of symptoms as an expression of health needs and then
examined patterns .qf.uytil}zation._ The variations included specific
sections dealing "with attitudes toward health care; the use, in one
instance, of a 28-day health calendar or diary for recording stressful
*events and medical care utilizatipn; school health; ‘behavioral prob-
-lems; and a series of studies on the care of children 'with chronic
illnesses.. ) o ' ' o
The core questions in~each of the surveys were sufficiently similar
to allow comparisons to be made over time. Accordingly, conclusions
could be drawn about the effect of changes that had been introduced,
_either by the program itself, or by“ocal or national events. Further-
, -more, to evaluate specific programs such as the neighborhood health
- center (NHC), various sections of the community were oversampled -
and modifications in the design were made or experiments conducted
as the need arose.: : - - : '
~The random sample and the household interview .were,'u,s‘e,d
.throughout. The interview contained questions on illness or mﬁry
sustained in .the preceding 2 weeks, the use of prescribed’ and
nogprescribed medications, the use of meédical care servicjrs,}('during a-.
2-week and a .12-month .interval), hospitalization, the presence of
long-t&rm or major -illness and, in the most recent yersion, questions
- about reproductive behavior and attitudes. (Ear#g‘r“ ver
containey a series of questions on attitudes towards illness and
- doctors.) o ’ -

r of related studies on. specific topics were built around
on core. Figure 1 presents a grossly simplified picture of *
e ~the core, or first generation, -studies. The lower part shows the
rrent or subsequent substudies during the first 5-year period.
Figure 2 illustrates the program of research during the second 5-year
span. Initially this work was supported by the U.S. Children’s Bureau
(Grants H-104 and.148) and subsequently by the National Center for
Health Services and Research Development (USPHS Grants HS-467.
and HS-294): -' - : .
~ The bulk of the work was carried out from the Rochester Child
Health Studies (RCHS) offices—a division which operated as a major
component of the Department of Pediatrics research program. Dr.
Haggerty was the principal investigator; Dr. Roghmann and 1 and
three other sénior faculty served as project directors. The team also_
‘ includ\éd full-time research assistants, two field supervisors, many
part-time interviewers and coders, and two full-time programers. )
The annual budget for the studies during their peak years averaged
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Figure 2. Rochester child health studies. Phase I1: l972-77

at least $§ ,000. An addmonal $200,000 or- more was spent in
support pf the clinical training. program aimed at residents and
fellows in ambulatory pediatrics. The average direct cost per com:
- pleted household interview. ranged from about $10 to approximately
$40. Five or six prOJects were concurrently under way at any given
. time during a typical year. This was only possible because the senior
investigators were full-timé workers and had a staff devgted exclu-
sively to these projects. Under other circumstances such as heavier
clinical commitments or additional admlmstrauve dunes the output
would have been much smaller.
" The program relied heavily on computer technology. During the
latter years four programers were needed to carry the load. The
major subsets of the studies, directly related to the principal theme,
fell into several distinct areas: new manpower studies, particularly
. concerning nurse practitioners; a variety of other collaborative re-
search efforts involving physicians ‘in practice; studies of organiza-
tional change, such as the NHC; and finally, studies of the care of
children' with chronic illnesses. In addition, attempts were made to
develop a'model for evaluating health educauon programs presented
in a pediatric setting.

Many of the studies were done in collaboration with nurses other
health practitioners, sociologists, psychologists, administrators, and
health planners. They frequently provided an essential resource for

- colleagues with purely biological interests, such as the study of alpha-

) 2/5
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I antitrypsin deficiency, genetic disorders amenable to amniocentesis, _
hemophilus influenza vaccine, or the etiology of allergic disorders. -= —

N . " \ . « . '
Methodology :

The surveys, by means of standardized interviews and random
samples of families with children, provided the bulk of the informa-
tion obtained. They were conceived as a series of linked interrelated -
studies based on the strategy of developmg a broad system of data

" collection; the results were regroiped in order to answer a wide
range of quesuons Using the intermittent sequence of cross- -sectional
studies, we could measure the effects of both planned and unplanned
changes in health care. :

A major design problem.in this type of research may arise when
one wishes to gefieralize from the findings. Information obtained in
the interviews with.the 3,000 families was. supplemented by data
available in Medicaid and Blue Cross insurance payment (or claims)
files, birth and death statistics, manpower inventories, and census
summary tapes. In the latfer years, we also relied increasingly on
interviews or questionnaires from physicians in practice. Together
‘the data provide a picture of the total syStem. The community itself,
however, is both typical and atypical in many respects, and, this must
be taken into account when dpplying the results elsewhere

‘Although the major surveys do not tell the complete story of this
program, they merit additional details, In the 1967 survey thete were
‘no available sampling frames of children apart from the annual
school census conducted exclusively in the suburban districts. There-
fore, in.the city, a list of 100,000 households was made and four .
sequential samples were drawn, using’&ve 3,000th address as a,
starting point of a 10-residence segment gluster. Each home was
visited to see if any children resided there. A maximunr of two
children were selected randomly from among those available in the
home. The_suburban list permitted a simpler approach, using every
200th child. Thus the city procedure ylelded an unbiased. family
sample, whereas the. suburban approach gave an unbiased child *
sample; hence. correction procedures were needed in the analysis
{Roghmann and Haggerty 1970). Because only two children were
selected, a further sampling variation was introduced, since the

" fraction necessarlly varied from family to family. The 1967 survey
resulted in about 94 percent completed interviews at an _average cost
of $10 per interview and covered a total of 1,402 children.

The 1969 survey was a smaller midpoint study (0.5 percent of all
families with children under age 18). Some groups were oversampled
(1 percent) to allow for special studies of particular interest. In this

oo
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study, Blue Cross and Medicaid lists were used as a sqmpling frame,
In addition, we included all pediatric admissions to the -largest area
hospital who did not appear on either lisi. Systematic random
sampling proceeded until 512 families were selected. By ustfig an
abbreviated child questionnaire, we could obtain information about
all chi)dren ig_each family, although most analyses were confined to
the mother and her youngest child. "Each mother kept a 28-day
health calendhr (or diary) to record stress, medications, and symptoms

(Roghmann and Haggerty 1972). Eighty-two percent of the interviews .
were completed in spite of the increased demands made on respond-,’

ents. The average cost per interview was $40 because of extra travel

- coding, and the payment of a nominal sum to each respondent for

completing the healrdiary. . ‘ :
The 1971 survey was similar to that in 1967, but the sampling
made use of the housing unit lig from the 1970 ¢ensus. Five 1-in-
1,000 systematic random sample clusters of addresses wefe selected
as starting points, actual names and addresses being obtained from
- the computerized file of a local utility company. A total of 1,216
families with 2,952 children were interviewed; an 82 percent comple-

. "tion rate was recorded at an averdge cost of $13 per family interviéw.

The 1975 survey was again similar but was aimed at only 750
tamilies with approximately 1,800 children. :

The results obtained were of many kinds and were interpreted in
‘several different ways. The model of the community health system
shown in figure 3 may help categorize them in a conceptually

meaningful fashion (Haggerty, Roghmann, and Pless 1975, p. 8). The

central issue is the ability of the care system to interact withi health
needs of the population so as to result in appropriate” utilization,.

leading. to compliance and hence to improved health. Accordingly,

data were obtained about some aspects ofjsocial background and risk
factors, such as stress and genetic abnormalities, health status (as
a;sesged by disease, disability, and discomfort), perceived needs, and
actual demands for care. We also assembled .data about various health
manpow-er;. resources, health agencies, their organizational forms, and

the manner in which services were made available to those wha

required them.

Indicators and Measurement Criteria
Both siinple and complex criteria were used. Simple criteria
included birth and death rates and the prevalence of various

.
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~disorders or conditions. For the most part, parents’ reports that a
- disease or symptom was present were accepted at face value without

confirmation from a physician. The use of complex: indicators was
usually a result of being faced with the need 10 operationalize some
abstract or imprecise concept. Examples of the latter were health
supervision (Hoekelman and Peters 1972), maladjustiment (Pless,
Roghmann, and Haggerty 1972), family functioning (Pless and
Satterwhite 1973), total faniily impact, stress, and crisis (Roghmann
and Haggerty 1973). In ecach case, various approaches to index
information were employed, such as aggregating several indicators
with or without simple weighting, and only occasiontally using factor
analysis ‘or other statistical techniques to generate weights. At no
point did we attempt to deal with the tormidable challenge of

attempting to. develop a child health status index for the whole

population, althoiffh such a measure would clearly have been of
immense value in assessing the total impact of the_program. -

Type of Evaluation —

Virtually the entire repertoirg of evaluation strategies was used. At
one stage in studying the utilization of services, both provider apd
survey data were linked to”inputs and health manpower resources.
Efficacy, effectiveness, and to a ltsscr extent, efficiency were consid-
ered in the studies of the health center, the nurse practitioner, the -
family counselor, and several other programs of care. Examples of
cost-benefit analyses, in the traditional sense, were isolated. The few
direct attempts at measuring*'quality” were based on assessments of

‘short-term outcomes. However, for the most part, the primary

objectives were directed more toward assessing quantitative aspects of
the delivery of health services. Of interest in this regard are the
findings that, based on the number of medical care contacts, utiliza-
tion of ambulatory care services decliied over the period from 1967
to.1971 and similarly. hospital inpatient occupancy rates fell steadily.

.

Results . ,

" The main results of these studies are described in a book, Child
Healtl and the Community (Haggerty, Roghmann, and Pless 1975), as
well as in approximately 50 scientific publications. Since it is impossi-
ble to do justice to the wide range and depth of findings obtained,
only a few of ihe more important have been selected for presentation
in this section. . o

In the first 5-year period the following results wete achieved:

oz
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—The surveys”estimated the prevalence of unmet medical néeds of
‘children, and the uneven distribution of services inthe community
were documented with reasonable precision (Haggerty. 1970).

—The.household Surveys revealed the dimensions of the “new
chlldhood morbldlty"(Haggerty, Roghmain, and Pless 1975, pp.
94-113). ‘

—Health and illness behavror were related to family crises, with stress
of various kinds increasing utilization of health services, provided
that the site-of care was easily accessible. If barriers such as

« appointment systems were imposed, stress appeared actually to
‘decrease utilization; in both situations the eftects differed in
~'mothers and children (Haggerty, Roghtnann, and Pless 1975, pp.
142-1549).

—An experimental study demonstrated the elfecuveness of the
pediatric, nurse practitioner in the office setting, along with the
‘acceptability, financial feasibility, and impact on quality of care of
this new form of health manpower (Charney and Kizman 1971).

—The survey documented the ‘distribution of chronic illness among
children and the frequeney of sectondary psychosocial dysfunc-
" tion, particularly as a reflection ot family functioning (Pless and
Roghmann 1971). A regional survey of physicians.in. primary care
‘who must deal with these children revealed several crtical problem
areas (Pless, Satterwhite, and Van Vechten 1976).

—Methods were developed for identifying behavioral problems in

4 children age 2, and the problems were correlated with parenting
techniques (Chamberlin 1 « A controlled trial to test hypotheses
about the reinforcement of Such problems by inappr_opriate paren-
tal responses was initiated. -

~ —Studies of suburban adolescents showed the need lor speclahqed
counseling programs. . & T

—Contyolled studies of the NHC showed a decrefise in hospltahzauon
(Klein et al. 1973) and emergency room use for those registered
(Hochheiser, Woodward, and Charney 1971).

—Studies following the introduction of Medicaid in New York State
showed few changes in the place,. frequency, or patterns of care for
the poor and little basic alteration in the pre-existigg “two-class”.
system of care (Roghmann, Haggerty, and LorenzA971).

—The continuous data base permitted the effegf of change in the.
New York State abortion law to be studied flhowing a decline in
total births andsin births of high-risk babies, thus reducing the
“incidence of prematurity and infant mortallty (Roghmann 1975).

—The collaborative research program assessed the value of white
blood cell counts in predicting the results of treatment of children -
wnth pneumonia (Shuttleworth and, Charney 1971) |t examlned the
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_correlation of clinical and other factors related to compliance with
_ oral penicillin- prescriptions (Charney et al. 1967); later it showed,
. the effectiveness of using long-term sulfa in the treatment of
tecurrent otitis media, again through a controlled, double-blind
experimental trial (Perrin et al. 1974). _ . o

~ Utilization of Results
In an attempt to evaluate our progress, we decideg],,'to detérmin:.
the extent to which two of the program’s publications (Perrin et g].
1974, Kanthor ‘et al. 1974) influenced the thinking and behavior of
. practitioniers in the community. All practitioners received a question- .
~ “nairg about their awareness of the resulfs of these studies (both had

. g#been published in reputable Jjournals) and the extent to which those

.i “whe had read them' were prepared to implement the major recom-
mendations. Fewer than half of the morg¢ than 70 practitioners
surveyed were both aware of and implementing the results of either

. or both studies. Thus the second stage involved either a letter of
encouragement from the department chairman, along with a copy of
the reprint in question, or personal visits by our director of commu.
‘nications t6-a second, randomly selected portion of the group. A

" follow-up questionnaire showed only a small increase’ in. reported
dntentions to adopt the recommendations, with more of those who
had been visited willing to do so than those who ¥ad not.

These. conclusions, which suggest that more.than publication in
widely read journals is needed to'persuade physicians to utilize the'
findings of medical research, must also be interpreted as evidence of |
how little we know about other, more successful, methods of persua-
-sion. They indicate the problem at the “micro” level, that is within
the immediate target community. It is conceivable that greater impact

'may have ‘occurred elsewhere within the scientific community or
among practitioners in other pérts‘ of the country. Clearly, however,
we knoy little about ghé factors that Y fluence. the diffusion ‘of new
ideas, whether or noa‘ey stem from reSearch findings. As investiga#
tors, we appear to caM little about this problem. Perhaps there is no
way of knowing what influence any of the work in Rochester has had
on the thinking of others. Counting reprint requests is a crude and
unreliable indicator, of anything other than the popularity of a title or
a particular subject at a given time. :

Upon reflection, we suspect that there are a number of.areas in
which the impact of this program was probably significant in spite of
the pessimism reflected in the preceding section. One such area is the

- introduction of the idea that there is a new morbidity in North
American pediatrics (Haggerty 1968). We were not the first to call -

».



_Rochester Child Health Studies _ 221

attentlon to the pmmlnenCe of such common problems yas 'schoot or
behavioral disorders, or the difficulties related to the management ofy
the chronically ill and handicapped; however, our having coined and .
popularized the term “the new morbldlty appears to have persuaded

- others to address these issues moze intensively. -

Secondly, the work .in Roch r, combined with that of others'.
clsewhere in the area of health manpower (particularly the work of °

. Dr. Charney in the nurse. practitioner.studies' (Charney and ‘Kitzman
1971) and the use of nonprofessional family counselors to assist in
the care of the chronically ill (Pless and Satterwhite 1972), appears to
have also aroused considerable interest. . _
ird, at a time when the value of these centers was stlll debatable,
the work demonstrating the worth of the NHC has undopbtedly .
influenced the thinking of others. .

Fourth, drawing attention to the special needs of the chronically ill,
with respect to possibilities for prevention of secondqry psychological
and psychosocial problems, appears 'to have focused increasing
attention on this prev1ously neglecled area. :

i"lnally. there was the achievement of the most important, but least
. explicit, objective: to provide an example to other pediatric depart-
ments of how an academic department could develop a scientific
program in community pediatrics. This result is the most perplexing
and least clear-cut. On the one hand, it appears from an analysis of
abstracts submitted to various public health or. pediatric societies that
this department has indeed playé | a leading role in the evolution of
community pediatrics. More an ore graduates are seeking fellow-
" ship level training in this specialty and it is reasonable to assume that
this growing interest was stimulated in part by the achievements.of
the Rochester program. On the other hand, no other'department:has
tried to emulate this ex#fnple with respect to its research commitment.
Whether this should be interpreted as an indication that, in their
judgment, the effort is not worthwhlle. or whether they lack the
resources, financial or. personal, we cannot say.

At the clinical level, it seems unlikely that these efforts have -
substantially improved the health of children in the county itself, let
alone that of children elsewhere. It has, however, provided some
important tools for doing so and others for assessing changes in
“health and health care research methodology It demonstrated that
with' ingenuity, effort, and some skill, it is possible to apply the .
randomized clinical trial to many ‘unconventional problems. It dem- -
onstrated the usefulness of the 28-day calendar in studying relation-

" ships between stress and utilization of health services. This approach
helped clarlfy spome of the basic issues in utilization models such as
those proposed by other lnvesugators Suchman (1967), Andersen )
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(1968), and Rosenstock (1966). As a, research tool for assessing the
quality offamily life, the Family Functioning Index (FFI) may have
clinical applications as well (Pless and Satterwhite 1973). The feasibil-

_ ity of using Medicaid and Blue Cross data tapes for the analysis of

utilization patterns over time and between groups has been-demon-
strated. Several basic problems in methodology involved in sampling
children in households have also been clarified,

Toward the end of the 10-year period the program has increasingly", '

influenced local health planners. At least some of the ideas in the
region are indirectly a product of data‘produced by the RCHS. The
collaborative research prograin continues to fl rish, and increasing
numbers of praatitigners are becoming involved in clinical projects
that draw upon the expertise of the investigators in the RCHS group.

At the national level it seems. quite likely the papers dealing Wwith

- the supposed “medical care crisis” (based-on an analysis of utilization
‘data), the effects of the Medicaid program on care patterns for
children, and the effects of the health center have all had an impact .

on the thinking of those responsible for policy formation.
: : / .

v

- Discussion

This program of evaluation of child health care differs from othér
case studies presented at this conference in several important re-

spects: In ‘the first place, it is based exclusively on a defined .
ccommunity; second, it has originated from an academic department;

and third, it has attempted to answer simultaneously hoth theoretical
and practical questions (table 1). How well it has succeeded in
meeting these potentially conflicting goals is' a Guestion of some
importance for a conferénce dedicated to examining the interface
between research and medical practice. o

_ This work is based on a belief that academic departments have an .
- obligation to deal with issues of concerir to the community which the

university has been created to serve. It may be.argued that in such a

‘setting the sole commitment is to the “community of scholars.” In-this

case, answering basic, fundamental (as opposed to “dppligd") ques-
tiens is all that matters, and this arientation prevails in most areas of
academic endeaver. However, in the field of health care research,
specifically community pediatrics—a vital, rapidly developing disci-

. pline—this ivory tower approach cannot succeed.

Most, questions of relevance.to health care investigators must be
posed in feal-life terms. They cannot be divorced from the ultimate
test of the likelihood that the solutions they yield will be ‘applied.
Recogmzing this issue, however, does not make the task any easier. If
anything, it heightens the dilemma that_confronts those who, from an

f ) Yy -
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) Table 1. Guidmg Prmctples of ‘the Rochester Program of Child Health

Research

) . . . ] // ?

. Focuung of studies on defined populauons (sampling permits gcncrahzauons)‘

of cxpenl(tcntal and quasl -experimental designs whenever possible to' permit
“causal”.inferences o
. Lmhng of theoretical and thodolog'lc studlcs to practical ;i‘roblcms to pcrmlt
“felevance” and “science” to co-exist
Linking of research to tcachmg and scrvncc to enhance acccz‘tablllty and Iong term

.

bencfits
Combination of soclomcdlcal and biomedical aspects to.enhitice value of cach
. ‘Application of results to solution of problcms at many levels.

fl

. '

academic perspectlve try to address problems whose ultlmate solutlon

depends only in part (and perhaps in. very small part) on the
acquisition of knowledge alone. Clearly social, economic, political,

- and other forces are at work. What is learned from research must

interact with these ‘forces before any significant. changes in /pohcnes'
can be expected Whlle ‘many of us who engage in this type of’
research have expertise in the techniques required to achieve scientif-
ically respectable results, few have the skills, knowledge, oL.eve'#

;understandmg of the complicated processes whereby social change is

brqught about We are therefore operating in a peculiar vacuum—
one that may or miy not be unique to this-field of investigation. .
* Even at a more basic level of simply dlffusmg and implementing
new ideas which may be of value to’ those in. clinical practice, our
knowledge and sKills are woefully deficient. It has been estimated
that between 50 percent and 75 percent of clinical advances are never
lmplemented The exact figure is unimportant; what is sngmﬁcant is

- the mcreasmg realization by funding agencies, as well as the public,

e

that we must become more accountable for research expenditures.
lnvestlgators need to recognize the llmltatlons in their ability to
“market” research results and begin to try to rectify these shortcom-

ings. More energy must be devoted to examining this problem. Part

of the explanation may lie in the fact that most studies originate from
social scientists and tend toexamine the diffusion and implementa-
tion of research findings in a theoretical rather than a practical vein..
It is difficult to convey fully the degree of interdigitation that has
existed betweén this research program, the department as a whole,
and ‘the community. These studies “havé played a central role in the
‘department, particularly with respect to its research and ambulatory

care teaching programs. This aspect makes the RCHS so unusual and .

~ hence so important as a model for other clinical departments.

‘In doing’ so,vwe must be candld about some of the problems

_associated with operating a program of this kind in-a university
. _se.ttmg. It is probably fair to say that many of our colleagues in other

"

ot
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clinical dlsclplmes either could not understand, or were skeptical
about, the emphasis placed on the RCHS. Many may even have
resented-the support it received, both internally and externally, and
the opportunity this support gave some of us to engage in research:
on a full-time basis. Coupled with these internal problems were other,

. more basic, questions about the place of such a community-oriented

appl|ed research program in a clinical department. The university
itself questioned the involvement of any part of the medical school in
developing programs of care beyond those essential to the fundamen-
tal purpose of training physicians or nurses. We counterargued that
it is only by developing programs'in the community that we provide
realistic models for future students. And only through research which
examines those models sclenul'cally will disciplines such as commu-
nity medicine and epldemlology gain useful knowledge and wnde-
spread relevance.

The fundamental ‘belief that a department of pediatrics must be
actively engaged in the developpment and evaluation of communlty
programs remains unchanged. We hope that many colleagues now’
agree. Unfortunately, however, only a few other departments of
pedlamcs in North Amenca have followed the Rochester example.

A

Conclusion

In ;ummary; it should be clear that this program has dealt not with
one study but with many, all of which relate to a central theme. One
overriding purpose of- this conference is to examine child health’
evaluation methods that are applicable in different settings. Based on
our experience, there seems no doubt that heavy reliance on the
survey approach provides at least part of the answer. Undoubtedly,
thoughtful design of surveys allowing an examination of effects over
time or the establishment of appropriate comrol groups, permits
conclusions to be drawn about how health care changes or how the
health of children is affected by that care. It is equally apparent,
however, that no single approach can deal adequately with the many.
diverse issues encompassed by the term *“child health.” A universal
health status index for children may ultimately be of value in work of
this kind, but efforts thus far have shown this to. be extraordinarily
difficult to conceptuialize, let alone put into aperation. For the time

" being, therefore, we conclude that to evaluate child health adequately

we must employ many ditferent philosophies and approaches, con-

stantly attempting to unify- them under a single conceptual frame-
woek. .
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DISCUSSION

v

David Bersh and Carlos V. Serrano .

The Rochester evaluation program consisted of a series of studies.
conducted between 1967 and 1977. Evaluation, however, was merely
a single component of a broader demonstration program whos
overall objectives were to. determine how community pediatric
including community-based research and health planning—could be
introduced into a clinical department of pediatfics, and to evaluate.
the impact of such a program on the commumly and, in particular,
on the health pf children. e '

The evaluation component depended primarily on data collected
through a series of home interviews supplemented with data from"
other sources. The program itself did not develop original evaluation
tools, but rather applied and integrated the data resulting’ from-a
wide variety of previously existing, validated procedures and metho-
dologies. There was an attempt to’ make appropriate use of the
collected data to improve health status, to assess the.internal success
of the program’s components, and to determine the ability of the
health sector to comply with health needs. v

A number of valuable studies were carried out on various subjects,
such as unmet health needs, effectiveness and acceptability of the
pediatric health practitioner, and chronic illness among children. The
investigators were satisfied with the outcome of the internal program
evaluation; however, questions were raised regarding the long-term
impact of the endeavor. Although medical students were particularly

. attracted to the i)rogram members of other clinical departments did

.ot understand it, or were skeptical and resistant to the program and
the importance it attached to community activities and community/
consumer perceptions. No other pediatrics départment in the United
States has committed itself to community involvement in such a
systematic way, and even the Rochester program has not been
continued beyond the demonstration phase.

Additionally, the Rochester program faced tertain problems which,
would make replication difficult. The cost (approximately $10 to $40

.per interview) was obviously quite high, although it was noted that

cost would present less of a problem in Latin America, where suryeys
can' be conducted at less expense through the participation of

students. It was also difficult for the program to maintain ideological

and methodological continuity over a 10-year period, because of
normal turnover in professional staff. Finally, the community did not

’ participate in the program in any significant way, inasmuch as funds

were provided through the medical schqol rather than through
community orgamzatlons : :

o R2s
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. Despite these caveats, the meeting consensus was that thie final
ilmpact of the program in terms of education and service will not
become apparent until after those students who were exposed to it
are in a position to affect the delivery of pcdlatnc care. The

- workshops ‘considered ‘the Rochester program a classic example of
apphcd rresearch, providing a realistic and invaluable learning expe-

ncncc for future doctors, nurses, and other members of the health

team.”

‘o
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HEALTH ACCOUNTING: AN OUTCOME BASED
STRATEGY OF HEALTH CARE QUALITY ASSURANCE
_ : ]ohn W. Williamson
T\ Summary

Thls paper describes an outcome- based strategy for mtegratmg the
functions of health care quality assessment and improvement called
“health accounting.” This gpproach depends upon skillful use of
small group judgment methods in a five-stage procedure that begins
with a structured method for |denufymg cost-effective .topics for
study (stage 1), and concludes by reassessing outcomes to document
impact in terms of improvement (stage 5). : .

This approach is illustrated here by 1 of the 74}health care outcome -
studies that have been implemented in the ppst 14 years by the
author in multispecialty group clinics and/or thefr assocnated hOSpl[dlS
throughout the United States. . :

Finally, the results of" extenswe utilization by other investigators

¢« and intensive reliability and validity evaluation tests of health account-

ing by the author and his colleagues have established its feasibility

and ‘provided substantial supportive evidence for recommending its
more wndespread application. Y

ing and-fmproving the provision of health care. The concepts
. encompassed were developed as part of the Health Accounting
Project, which has évolved+over the past 14 years in 23 multispecialty
group clinics and/or their associated hospitals throughout the United
Stites. During this time, over 277 study topics have been' formally
proposed, and 74 outcome-based health care studies have been
completed. -
This work represents the author’s personal initiative. It has been
financially supported by grants and contracts from the National

-
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Center for Health Services Research in the U.S. Department of
Health, Education, and Welfare: Private ¢‘foundations, such as ‘the
Commonwealth Fund and the Milbank Fund, have also made major
contributions. The results of this research and development have had
direct' influence on the policy development. of -quality assurance
activity in the United States; namely the major strategies of the
Professional Standards Review Organization (PSRO) and the quality |
assurance procedures of the Joint Commission fer Accreditation of
Hospitals (JCAH). _ ' ‘ '

This paper outlines the project, as illustrated by .data from the
hypertension studies in two health maintenance organizations
(HMO:s) in Los Angeles, California. Next, the influence ‘of this
approach and its application by other investigators are summarized.
Finally, the adv'antaées"zmd disadvantages bf health accounting
strategy are briefly enumerated. f!

‘ A;ea of Health Care' ‘

The topic of hypertension was selected because it was one of the
earliest studied and. provides the most dramatic illustration of the
_total health accounting strategy. Hypertension is a common health
problem with disastrous results in inadequately managed patients. .
Abundant evidence has indicated that ‘nearly half the patients with
this problem have not been diagnosed, and about half the ones who
have been detected are not being controlled. Consequently, approxi-
mately three out of four hypertensive patients are presently at high
risk for seridus complications including stroke, heart failure, myocar-.
dial infarction, or kidney disease. Finally, recent evi‘dence'indicates‘
_that hypertension may also be a seriously neglected health problem in
children (Heyden et al. 1969). A
The serioysness of the hypertensive condition has been previously
illustrated by the author in a study of an emergency room walk-in
population in a city hospital affiligted with the Johns Hopkins School
of Medicine (Williamson @MA l-year follow-up of a sample of
. hypertensive working class patients whose average age was 49
revealed that 1 in 5 (20 percent of the study sampleé) had died (figure
\’l). compared to the maximum acceptable outcome assessment stand-
ard of 10 percent set by the medjcal staff in this institution.
Subsequent study revealed that three out of four of these ‘deathswere
probably preventable, since they were directly related to inadequate
patient compliance with required medical management of hyperten-

sion. _ — ‘ ‘
A subsequent partial replication of this study by Brook (1573)
confirmed these findings (figure 2). The blood pressure control of

(v) A
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. STANDARD“"-' ~ FINDING

Figure 1. Casc‘falalny rate for hyperlensnon found m a city hmpl(al afﬁhaled

with Johns Hopkips University in 1966. Q)ne‘year followup -by illiamson . )
of 87 patients [From Williamson et al. 1975. Reproduced Wwith the-

permission of the Bullétin of the New York Academy of Medicine. Further
reproduction prohibited without permission of copyright holder.]

el
»

[3

treated and untreated patlents was not mgmﬁcantly different. Again, -,

" patient compliance seemed to be the maJor factor involved in lack of'
health improvement. e
In a subsequent study, Inui (1976) demonstrated that |t is posmble
to improve patient health outcomes by mstructmg physicians b
provide more effective health education-to pauents Figiire 3 indicates.
the results of a controlled trial in which one set of physmlans was

given focused tutorial instruction on health education of their -own

patients. A matched set of physicians was given placebo educatior’in”
'dldacuC hyperterision facts. Because of such findings, hypertensnon

" was selected as one of the best topics to demonstrate the health -

accounting strategy in the following section of this report. - '

Smd)glj_ésign : o :
Health accounnng is a ﬁve-stage cyclic strategy emphasizing health
outcomes, as is illustrated in figure 4. The- first 'stage consists of the

foggulation of priorities for quality assurance. topic selection by. a
team appointed from those most familiar w:th the clinic or hospital.

’

e
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%4!.—

- TREATED  NOT TREATED
71 PATIENTS = 34 PATIENTS

. Figure 2. Uncontrolled blood pressure among an independent cohort of 105
) * hypertensive patients in 1971 Five-month followup by Brook. There was
no statistigally significant difference in blood pressure control between the
groups. (City hospital affiliated with Johns Hopkins University) -[From
Williamson et al.- 1975. Reproduced with the permission of the Bulletin of
_ the New York Academy of Medicine. Further reproduction prohibited without

"/' permission of copyright holder.} ) .

k %[ o PHYSICIAN
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BEFORE  AFTER . BEFORE = AFTER

Figure 3. Uncontrolled blood pressure among 102 hypertensive patients in
medical clinics of Johns Hopkins University in 1972 with and without the
education of physicians. Two-month followup by Inui [From Williamson et -
al. 1975. Reproduced with the permission of the Bulletin of the New York

. Academy of Medicine. Further reproduction prohibited without permission
- . of copyright holder.] ' :
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s,w:es 2, a’ 4 5
5 — v
PRIORITY | - INITIAL | oerINmIVE - IMPROVEMENT OUTCOME :
SETTING. COME ' ASSESSMENT ACTION REASSESSMENT
. SSMENT | = - - {e.9. Continuing | - 1
: . P Education) : L ¢
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ECYCLE

. Flgurc 4. Stages of the Hcalth Accounting Project in its strategy to assure an
approved outcome [From Williamsan et al. 1975. Reproduced with the
. permission of the Bulletin of the New York Academy of Medicine. Further
rcprod.ucnon prohibited wnthbut permission of copynght holder.]
Using formal'})"ocedures for small group estimates, a pnonty~semng
team selects those topics that have the most potennal for improving.
the health of patients or reducing expenditures for medical care.

. “The second stage initially assesses the outcome of medical care for
the chosen topic. This assessment is designed by a second team of
qualified clinic staff members with the aid of-an outside specialist in
a field relevant to the chosen topic. The assessment design that is
developed incorporates explicit estimates of the total benefit to health
which_can -be causally related to the diagnostic and therapeutic
medical intervention used at that facﬂlty These estimates provide a-
basis for predicting the pOtﬂ'mal health impact of the study; they also
provide standards for evaluatmg the outcome. Measures of the health -
results in patients are obtained in follow-up studies by an evaluation .
assistant called a “health accountant.” The health accountant ¢an be a
health professional, such as a nurse, or merely a high schodl graduate
with perhaps 2 years of college, who has demonstrated the problem- *
solving skills and personality characteristics required to gather data
and jnterview patients. The results measured by the health accountant
are compared with the standards previously established by the team,
If serious dlscrepanaes are found, further action in the subsequem
stages of the strategy is usually recommended.

The third stage consists of tnore definitive evaluation studies by a
variety of relevant methods to identify correctable determinantg of
the unsatisfactory outcomes Again, the design is provided by the
study team staff membcrs and the measures are made by the health
accountant.

The fourth stagé c6nsnsts of a replication of the original assessment
of results in patiénts.to'determine whether heal;p standards have‘now
_been met. If not, stages 3, 4, and 5 are repeated one or more times
unul acccptable improvement has been achieved or until it is clear
that any further gam will not be worth the effort requlred

. l.".
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‘Study Results

~
" In 1972, an ind pendent health accounting system of quality

assurance wis orgafnzed by the California Medical Group, a subsidi-
ary of HMO International in Los Angeles. The following report
describes part of their’experience with this approach in 2 of their 21
clinics; the results of studles in these clinics have ‘-been combined in
this presentation. : :

During stage 1, a team of physmans and administrative personnel
was organized to identify those assessment topics in which quality
assurance activity might produce the most improvement in the health
of clinic patients. Hypertension was one of the five topics identified.

In stage 2, initial assessments, of the results of hypertension
treatment were made. The clinical study team decided that it was
unacceptable for more than 5 percent of their hypertensive patients
to have uncontrolled high blood pressure. Figure 5 indicates that the
finding of 36 percent of patients with uncontrolled hlgh blood
pressure was seriously def_'cnent for the 248 consecutive walk-in
patients found to have hypertension in a 1-month sample.

During stage 3 the determinants of the deficient outcomes were
analyzed more definitively by means of two questionnaires adminis- -
tered by the health accountants: One questionnaire was directed
toward the physician, and the- other focused on the patient. The

% . PATIENT " PATENT

"I~ EDUCATION EDUCATION BY
BY PHY‘SICIAN  HEALTH AC.COUNTANT

‘sol P=05 'P=ooé~

S0 399

“

29% . N

il

AUG73  AUG 74 AUG 73 AUG 74
100'PATIENTS - P48 PATIENTS

~ Figure 5 Uncontrolled blood pressure foundTin the initial assessment of 248
patients participating in the study by HMO lnlef‘ﬂﬁ?mndl From Williamson

et-al. 1975. Reproduced with the permission Qf g Bullelin of the New York -
Academy of Medicine. Further repr()ducllun g}p ited without permission
of Lopynghl h()lde:]
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‘Table 1. Hypertension Questionnaire of Physicians on Knowledge Items

. _ ) : 'Physicians®
. Inadequate drug information - : ‘ o .
" Unaware danger of*hypertension not related to symptoms o 4 I
Overestimated national control of hypertension and compliance 8
Overestimated control of hypertehsion or compliance by his own« ’
| patients - ) ] L 10
Total with inadequate information® o 31
“Nal4 o T

* Counting each physician only once.

1

questions were few and were concentrated on those factors for which
the efficacy of medical care interventions for essential hypertension . -
was documented and established. Table I illustrates the results of
some of the knowledge items on the physicians’ questionnaire. All 14
physiciang queried had adequate textbook knowledge of pypenension
pharmaceutics; all were well infarmed on that subject. However, 10
were not aware of the poor compliance.or poor blood-pressure
control of their own patients. Table 2 indicates that 11 of the 14
physicians failed to mention patierit educqtibn when they listed
necessary interventions for the ideal management of hypertension.
The second questionnaire containing knowledge. items was directed
toward the patients. The results had to be projected from the -
combined clinic data to a total group of 248 patients, because all the
patients (52) were studied in one clinic, while ohly a random sample
(100 of 196) were studied in the second tlinic. From the sample
group of 61 who saw the health, accountant in the second clinic, a
total of 120 patients were. extrapolited and ‘added to the 28 patients
who saw him in the first clinic, to obtain an éxtrapolated total of 148

N L}

Table 2. Hypertension Questionnaire of Physiciaps on Value and Attitude
Items . : : . B o
. . : ’

o : E Physicians®
Omitted the education of patients among aspects of ideal care for.
hypettension . . 11
stioned the criteria for hypertension determined in a study by

. he Veterans Administration _ . "5
:, - Rejected clinical diagnostic standards for cf\raluating the outcome of
o treatment - T : T, 1
Rejected the blood-préssure outcome project or the role of the
health accountant » : 1
" Total who were possibly deficient - L : \ n
L N ’ o -
TN=le : o
: Y
L
I4 oo X LY -

ERIC
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Table 3 Hypen.enslon Quesuonnaure of Pauems on Knowledgc Items .

' . : Patients®
. Unaware that they had. hypenenslon ) : . 23
Unaware that hypertension is a serious mk to health . ’ 14
- Unaware of the j’orm or dosage of the drug they were reccmng to .
control hypertension ) . 30 -
Unawarc of the possible toxic effects of the drug they were L ’
receiving to control hypertension - 120
‘Unaware that the danger of hypertension is not related only to :
symptoms ) R ! 137 =
" Total with inadequte information" - T 140
*N=148 (czl rapolated) ' . )
* Counting ach patient only

patients seen by the health accountant in‘ both clinics. Similarly, the

group of 100 remaining extrapolated patients who saw only the
physician was obtained by adding the total numbex of patients in the

first clinic (24) and the extrapolated sample of the second clinic (39
extrapolated to 76).

Table 3 illustrates the pro_|ected results from knowledge items in
the patients’ questionnaire. Of the extrapolated 148 patignts who
visited the health accountant and completed the questionnaire, 23
were not aware that.they had hypertension; 14 were not aware that
high blood pressure is a serious health risk; 30 were unaware of the
form or dosage of the drug they were receiving to control hyperten-
sion; 120 were unaware of the possible toxic effects of that drug;-and

erstanding that their-first symptom might be a stro r possibly

: 137 erroneously related the danger of hypertension to s§?toms not

: dea’th; Table 4 indicates that more than half these pati
obtaining adequate therapy for their ‘high blood pressure. These’

"~

findings-tonstitute a set of correctable determma[ns of uncontrolle
hypertensnon—the unacceptable health outcome orlgmally measy ed. .

. »

Table 4. Hypertension Questionnaire of Patients on Behavior Items

%ﬂ .o . ) ) . . ., Patients®

Not taking any medication for hypertension ’ + 39

.. Taking medication for hypertension sporadically T 25
Taking medication for hypertension only if symptoms occur . 16
Tolél_obuining inadequate medication. o : , .80

K : T
SN=148 (exlrapohled) . '
. Counung each patient only once

D37

S were not -
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‘During stage 4, an educational effort was implemented by the
health accountant. Each physician was given a specific educational
prescription based on the inadequacies shown in the questionnaire.
.Depending on his answers, the physician was made aware of the
compliance and blood  pressure control rates of his own patients.
- Alternatively, he was given repfints of the Veterans’ Administration
cooperative studies about the efficacy of hypertension treatment or _
of studies based on data from the surveys of the National Center for.
-Health Statistics which revealed the lack of relation of blood pressure
. levels to symptoms. -Patients participated in a similar educational

program based on those items that they answered incorrectly on the -

questionnaire. The health accountants had the patients return, first
weekly and then every 6 weeks, for blood pressure .checks and
reevaluations of their understanding of and compliance with the
critical. items included on the questionnaire. New health problems or
lack of response to therapy resulted in an immediate referral to the
physician. - " . '

~ In stage 5, a reassessment of heaith outcomes indicated that the

educational ‘effort had been an apparent success. Figure 6 indicates =
that the proportion of patients in the entire group whose blood

pressure was out of contfol dropped from 36 percent in August 1973

to 19 percent in August 1974. Although this figure was a significant

improvement, it still was higher than the acceptable standard set by

the clinic staff. Consequently, these patients were recycled to stage 3

to identify other correctable factors. Here two independent groups

- were identified: (1) the 148 extrapolated patients who had responded

to the health accountant’s request to return to complete the question-

naire and .participate in the educational program based on its results:
and (2) the 100 extrapolated patients who gefused to return to fill out

‘the questionnaire, preferring to come in only for their regular

appointments with 'their physicians; therefore; the physicians were

the main sources of their education. As figure 5 has shown, the
differences in improvement in the two groups were startling. Those

« ‘patients educated by the physician showed a drop from 89 percent

uncontrolled to 29 percent; those educited by the health accountant

-dropped from 34 percent uncontrolled to 13 percent. More than

twice as many, patients who saw the health accountant had their

hypertension brought under control. This difference in the rate of
improvement was statistically significant at the p = 0.05 level.

Utilization of Results
- ) . .

The results of the overall health aceounting research and develop-
ment program have been applied by other-investigators and have
influénced national quality assurance programs in the United States.

Ny I
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B I EDUCATlON'

P=.005

' STANDARD  AUG73  AUG74

Flgure 6. Uncontrolled blood pressure found in a l-year followup of 248

- patients pagticipating in the study by HMO International [From Williamson
et al. 1975. Reproduced with the permission of the Bulletin of the New York
Academy of Medicine. Further reproducuon prohlblted without permnssnon
of copynght holder.] _

Clemcnt Brown was among the first to apply the basic health
accounting strategy of cyclic integration of patient care assessment )
and .continuing medical education! He developed an elaboration of
this strategy, known as the “bl-cyclc concept” . of quality assurance’
(Brown and Fleisher 1971). His version was impler d in over 265 6’
‘hospitals in the United States and became the. basls\of the Quality
Assurancé Procedure of the American . Hospntal A&ociatmn Partly
because of Brown'’s influence, the basnc health acgo\usxgmg approach
was later reflected in PSRO legislation in the United ‘States

- Ray Helfer was another early investigator who wa.'._mﬂuenced by h
the first health accounting studies. An article on Jv‘brk at the
University of Colorado Medical Center utilized- the oﬁcnency and
efficiency health care quality indices dcvelquj by' :the author in early
assessment development studies rclated to' health acco ung (1967).

Joseph Gonnella developed a | iofthl
accounting outcome assessment- §tr
Umverslty of IHlinois College of
reported in a subsequent article (annel_

* tion to quality assurance, focusing or
sents the subsequent growth of hns 3
methods. DR T A

The JCAH was dlrectly mﬂuencecl by hcalt}u accoumﬁig in its

_.pollcy decision to adopt an outcome approaoh tQ. s_upploment lts
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hospital accreditation procedures. Its Performance Evaluation Proce-
dure, now implemented throughout the United States, is a variation

of the health accounting outcome strategy.

The HMO Act of 1978 was directly influenced by health account-
ing. In this legislative bill, now signed intg law, outcome-based quality

assurance strategies are mandatory. .
Alvin Mushlin and Daniel Barr (1975) were directly influenced by
implementation of health accounting in the prepaid group practice in

- Columbia, Maryland. They applied this’ outcome strategy in the

development of a unique “Problem Status Index” for assessing

~‘outcomes of health problems in ambulatory patients.

Robert Brook (1975) applied health accounting quality assessment
design’.as art of his doctoral thesis research. The form and group
Judgment approach of health accounting outcorhe standards devel--
opment directly influenced Brook’s later research at Rand (Brook et

_ al. 1976),

Thomas. Im® was directly influenced by health accounting in

' development of his thesis work, “Improved Outcome in Hypertension

' Discussion |

after Physician Tutorials—A Controlled Trial,” which was reported
in-a, subsequent 'article; (1976). ' '

~

The methods ‘and procedures of health .éccoliming have been
studied over a 14-year period. During the past 8 years, rigorous
procedures with very encouraging results. _ :

The structured group judgment procedures for developing priori-
ties regarding topics for quality ‘assurance study might be cited as a'

. reliability and validity evaluation has been applied to esséntial

* health accounting technique that has proved reliable and valid. Eight

matched teams of .representative staff in health care institutions

--:"Eh.,‘-j,[_l_c_lependgmly idgntiﬁed‘ areas of their own performance strengths
-+ “;and :weaknesses in terms of patient health outcomes. The observed .
L concordance of judgment could be expected: less often than 1 in

. 'vlO,M;;'Qéﬁq_l?:._;qg’lance agreement were operating. The findings were
‘t;;';ggsed on’'aye _6"1c9_nsecutive observations' of the procedure at work.

= Butof 1% gt
di An fterdsci

%piememed to validate judgment, 17 have proved -
reisidelight of this effort has been the comparison

)

st i¢s"déveloped by previous nonstructured topic-selection

nds > y inexperienced teams (group A), compared to
rerurtaed. met ¥ applied by equally inexperienced teams (group
B), a8’ Hias: % perieniced teams (group C). All teams were asked
for e Ly t:#hcompassed health benefits not then being achieved
in -their “own

practice but which they considered most achievable.

(R
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_Group A, using nonstructured methods, identified only 2 percent of

- high-priority toplcs related to pediatrics. Utilizing structured proce-

. ~dures developcd qin health accounting, this proportion increased to
10 percent in group B and 25 percent in group C.

Examples of the diversity of these pediatric topics developed by
“health accounting methods include the following:

—Achievement of improved parent COm'pliance and follow-up by
family practitioners, pediatricians, and ENT specialists for recur-

" rent otitis-media in children up to age 12;

—-Dlagnosm reporting,. and follow-up on abused chlldren under age
9 by all primary health care personnel;

~—More specific diagnoses by physicians and school psychologlst.s of .
learning disorders in school-age children; - .

—Treatment by-primary care: physmans and mental health team of
parenting problems. _

—Dental care to be arranged by admlmstrators of all enrolled
Medicaid patients age 4 to 16; :

—Improved provision of sex and contracepuon counselmg by physi-
cians, nurses, and health educators for adolescents age 10.to 18;
~—Detection by physicians and nurse practitioners of inadequate

' immunization status in patients age 2 months to 16 years;

—Administrative arrangements to avoid eéxposure of well bables to
acute illness in pediatric waiting rooms. _ .

= ' .

Another important finding from an overall evaluation of health
accounting procedures is that prospective follow-up -ministudies, as
applied in this strategy, have proved feasible and inexpensive. Of the"
first .56 projects completed, 51 involved assessment of health out-
comes; 45 of these involved direct patient follow-up-interviews from’
an aggregate total of 5,857 patients. Of this latter group, 4,714 -
patients were successfully contacted and complete data were obtained,
yielding an overall response and completion rate of 80.5 percent.
This rate varied from 71.5 percent for poverty class patients, to 89.3
percent of working class, and 91.6 percent for middle class patlents
sampled.

Among the first 56 projects completed 29 involved assessment of
diagnostic outcomes based mainly on recorded medical record data.
Among 20 studies for which adequate denominator data were .
available, complete information was obtained for 14,020 of the 14,672
patients sampled, yielding a data completion raté of 95.6 percent.
This rate varied from 95.4 percent for poverty class patients to 93.4 -
* percent for working class, and 98.4 percent for middle class.

“These findings confirm the feasibility of conducting minisampling:
surveys of clinic and hospital patients for purposes of health care

Ml
"~
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.

-outcome. assessment. This capabnhty is crucial for focusmg quality
assurance study on the critical problems, freeing the physician or

researcher from the narrow constraints of studying only those
problems ldenuﬁable in acce551ble data such as those found in patient
charts. :

. The health accounting procedure has several lmportant advantages

as a strategy to assess and improve health care:

~—Health acc6untir'lg is a strategy ‘that identifies deficient outcomes of -

health care and the deficient processes related to-those outcomes.

This strategy has the majpr advantage of considering all correcta-

ble determinants of igadequate health resalts, not Just those
" traditionally considereﬁd art of the medical care.

—Health accounting encourages provider consideration of a broad

range of problems, from diet and lifestyle to inadequate parenting.
Encouraging certain children to learn better diét habits, to achieve
swimming skills, or to clarify values regarding smoking and drugs
may have far greater health benefits than most tradmonal immu-
nization procedures. :

—By utilizing encounter, forms that are mdependent of medlcal

records, health accounting can focus on topics having the greatest
potential for effecting health improvement. In other words, this
_approach seeks data related to the most important problems,
whereas present methods seek problems related to the most
available data. _
—Health accounting stresses quality assurance clinic staff participa- -
‘tion in an educational planning process that requires a series of
cost-effectiveness decisions at key points in every project. In this _
process the staff must examine its assumptlons regarding:
—Prevalence of the heplth problem in their own patient popula-
tion
,—Scwnuﬁc evidence of efﬁcacy of health care interventions.
—Level of héalth or econorhic outcome def:cnency in their
present prattice,
—Probability of achieving sngmﬁcant |mprovement lf the above
deficiencies are verified.
—Probability that the improvement achieved will be worth the
total quality assurance effort and costs involved.

.~—Health accounting requires, active personal involvement of the staff

in a rewarding process that entails a focus on the validity. of their’
present knowledge of health science information, as well as clarifi-
cation-of their values and their assumptions about those patient or
consumer values that are encompassed in establishing quallty
assurance prlormes and outcome standards.- ‘
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On the other hand health accountlng entalls several dlsadvantages

N\,

—The coneepts and procedures required by health accounting, such

- as epidemiology, ‘efficacy, and sampling and survey methods, are
often foreign to health care personnel and must therefore be
learned and understood. .

——Developmg skills in these procedures requires contact with trained
- personnel who are in short supply at present. In the interim it may
be necessary to hire a coordinator who is familiar with research
and evaluation methods. .

—The act of exposing cherished health management assumptlons
held by staff members to open'group critique can be an emotionally
threatening expenence Assumptions regarding the validity of
diagnostic methods or efficacy of the therapeutic modalities often
prove to .be ill founded. :

—Tracking down unavallable patients that fall in study samples can
be a frustrating as well as a challenging experience.

—Involvement with this method requires considerable internal moti-

’atlon of the participating staff. This requirement is often difficult
to meet when the staff is concerned more with productnvnty than
w1th the i lmprovement of health benefit.

.
In conclusnon, expenence to date mdlcates that there are some
financial and staff costs involved in |mplementl'ng the health account-
ing strategy. However, these costs do not seem inordiflate and are
probably much less than those for alternative _systems. On the other
hand, the potential health impact of this strategy seems to be
significantly greater than has been documented by other systems.

The educational rewards and enhanced personal staff involvement

_,alone seem.worth the total effort. Finally, the extensive and favorable

_reliability and validity testing that this method has undergone makes

it unique and worthy of i 1mportant sonsideration.

-
°

REFERENCES'

i

Brook R.H. (1972) Quality of Care Assessment: A Comparison of Five Mcthods of
Peer Review. (Doctoral Thesis) Baltimore: The Johns Hopkms Umvcrsny School of -
™Hygiene and Public Health.

Brook, R.H. (1973) Quality of Care Assessment: A Comparison of Five Mcthods of
Peer Review. DHEW Publication No. (HRA) 74-3100. Rockville, Md.: Department
of Health, Education, and Welfare.

Brook, R.H., Avery, A.D., Greenfield, S., et al. (1976) Quality of Medical Care
Assessment Using Outtome Measures: An Overview of the Method. R-2021/1- HEW.
Santa Mgnica: The Rand Corporation.

Brown, C.R., and Fleisher, D.S. (1971) The bi-cycle conccpt—Rclatmg continuing
cducauon dlreclly to patient care. New England: Journal of Medicine 282:Suppl:88-
97. - .

'1) - i o ‘,:.
< LT



O

ERIC

Aruitoxt provided by Eic:

—
v

Health Accduﬁting 943

Gonnella, J S, Goran, M.H., Williamson, J.W,, et al. (1970) Evaluation of -patient
care—An approach. Journal of the American Medical Association 214:2040-2044. )
Helfer, R.F. (1967) Estimating the quality of patient care in a pediatric emergency

room. Journal of Medical Education 42:244:248. ’ :

‘He'yden. S., Bartel, A.G., Hames, C.G,, et al. (1969) Elevated blood pressure levels.in |

adolescents, Evans County, Georgia. Journal of the American Medical Association
209:1683-1689.. . : T
Inui, T., Yourtee, E.L., and Williamson, J.W. (1976) Improved outcome in hyperten-
sion” after physician tutorials—A_ controlled trial. Annals of Internal Medicine -
84:646-651. . K .

. Mushlin, A.l,, Appel, F.A., et al. (1975) The use of patie‘m reponéd problem status in

evaluating emergency room care. Clinical Research 238:267. )
Williamson, J.W. (1971) Evaluating quality of patient care: A strategy relating outcome
and process assessment. Journal of the American Medical Association 218:564-569.
Williamson, J.W., Aronovitch, S., Simonson, L., et al. (1975) Health accounting: An
_outcome-based system of quality assurance: lilustrative application to h pertension.
Bulletin of the New York Academy of Medicine 51:6:727-738. \ g

.



244 EVALUATION OF _CHILD HEALTH SERVICES
| "7t DISCUSSION
- Milton 1. Roemer and Gabriel Velazquez

. The combination of a method of quality assessment with strategies
for promoting health care improvements, based on the findings of
Dr. Williamson’s *health accounting,” is especially noteworthy, - It
appears that the personal involvemerit of a broad range of doctors and
other members of the health care team is the crucial feature of the
process. . o : _
It was noted that topics selected for evaluation were predominantly.
practices for which there was a broad consensus on efficacy—such as
drug therapy of hypertension or certain immunizations. ‘Thus, the
task is only to determine if the specific service is being effectively
delivered. . ' ' :
In the early. stages of development of the health accounting -
strategy, Dr. Williamson and his colleagues took the init#ative in
.approaching. selected group practices. As the work became ‘better -
known, various health care organizations came to him for evaluation.
In all cases, the final definition of problems to be investigated was
made by the personnel in the cognizant organization, not by the’
‘outside” evaluators. This seems to assure that corrective actions will
be taken in response to the findings. Dr. Williamson stresses that the
findings, however, are not overextended beyond the specific problem
investigated. - ' T . . '
The management of certain disease entities has nearly always been
the topic initially chosen for evaluation in any one health care
~ organization. With time and experience, more attention tends to be
directed to issues in prevention and in the organization or administra-
tion of health services. . ‘

A key problem has been the training of competent “health

accountants.” These persons must be carefully chosen and skillful in
" their interpersonal relationships. The training of health accountants
has now been standardized, but it involves a cost—not to mention the
cost of the operation of the evaluation program over tinte.

So far, the method has only been applied in organized medical
care settings, mainly group practices. It is hoped to apply it eventually

also to solo medical practices, perhaps by "assembling “consortia",of o

private ‘practitioners in an area. Since the method is prospective, .
rather than retrospective, it should be feasible to collect the necessary
information (through records), once 2 decision has been made to
undertake the evaluation. . L .

The health accounting strategy for assessing quality through,
outcome measures has been tested recently in Holland. It might be -

) g - .
‘"‘4{) """.-\'
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more dnfﬁcult to apply in Latm Amenca. but it- would seem to be .
worth trying-in a program like that of PRIMOPS in Cali/’ lombm.
whcre a strong, techmcally compelent staff is asscmbled

4
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MIRROR OR WINDOW: THE JNTERFACE OF HEALTH
.SERVICES EV-ALUATIQN AND PROVIDER EDUCATION
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: 2
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b John L. Bimon ; \
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' N v >y . ’. .

In a very important” sense, )providgss educauon is the interface
between the gvitliation ofghealth services and medical practice. Its’
responsibiility is to use evaluative data to keep its ‘curry:ulum “healthy”

in the "hope that the melkical practice of its graduates will be

-

" improved. The e)EtentQ,which this inter can be characterized as

a rhirroE or-as,a window may indicate how ggod a fit there will be
between what ,we are’training our providers to do, and what our

*, ‘providers will need to be able to dé.

If we were preparing to dress ‘appropriately for 'tﬁe_w'eat}'x.er
.outside, we would be mlore likely tofook hrough a window than a °

* mirror. If the sun were shining, some of*8s would- dress for warm

weather. However, we might t¢lephonelthe weather service for a
temperature reading, because the sun can shine in 82° 6r 52° weather. -
Some of us. might still not venture out for a lang trip, without some
weatﬁ‘gr forécast. Will we need an umbvella 4 hours from now? After
collecting all these data, we might dress appropriately and then stand -
in front of a mirror. Do we look presentable or ridiculous? Can we
modify our ’clothi'ng-combination;, or i§ this choice the best we can
make? In summary, both the window and mirror are important tools
if we are to dregg apprépriately for weathering the environment.

- This simple analo x}‘ta;ﬁi\é[_so be applied to evaluation of health

- services. Health servites evaiuation holds the potential to be a useful

. - . . Lo - . R
;Window to the environment into which we sghd .our students, as well
as a ‘mirror reflecting how well we have prepared them for it. While’

- such evaluation may yieyiimperfect and imprecise information, it can

reflect to some ‘extentdwhether our graduates are presentable or -

incongruous in terms of tReir training; or whether we need to modify
the clothing combination or curriculum. 5 @ Um0
“If my understanding. is correct, there arg two ‘major issues concern-

ing the delivery of child health ser#jces in the United States. today.
L ; X : ‘ « -

'
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The first is identified by using evaluative research as a window.
Haggerty and others (1975) have looked through the window and
described a “new morbidity.” This fresh and perceptive look at the
= . child health environment indicates the need for new knowledge, and
- therefore must impact on the education of child health providers.
" The second major issue is identified by using evaluative research as
~ a mirror. Richmond (1977) and Kessner (1974) have made us face
the mirror to discover that even our existing knowledge is not being
adequately applied. This information, too, must have an impact on
the education of child health providers. :
In ‘essence, 1 am suggesting’ the rather simple notion that the
educational objectives of a curriculum for health providers ought to
be derived from the professional tasks and responsibilities these
future providers will have in their professional settings. Moreover,
this use. of actual experiences for planning educational objectives
must be dynamic. The results from health service evaluation must be
continually assessed. and translated into educationally useful data.

The fact that curricula in health science schools usually represent a

measurement of the relative strengths of department chairmen,
expressed in terms of hours, suggests that this “simple” notion is not
quite so simple to implement.

L]

& , : - BACKGROUND . .

Our project was an embryonic attempt to use several types of
research data as a source for a minicurriculum based within a Health,
Maintenance Orgamzatlon (HMO). The project took place at George-
town Umversny from June 1975 through August 1976. At that time,
I was a.faculty member in the Department of Community Medicine
‘and International Health.!

The Georgetown University School of Medicine is a private, urban
medica) school located in Washington, D.C. There are 205 students
-enrolled in- each class: Except for a 2-to-3-week- stint in a hospital
outpatlem department or ‘physician’s office during medical and
"* pediatric clerkships, no primary care experiences are required. o

The Georgetown . University Community Health Plan (GUCHP) is a
prepaid, group-practice-type HMO whigh.opened for services. in late
1972. Originally sponsored by the Department of Community Medi-
cine and International Health, today it is n independent corporation
“-serving an economic cross section of the Washington metropolitan
community. At thé time of the project, ‘there were over 10,000

BRUE ! Portions of this paper are based on activities. which were. in part. supporlcd by the
e, Assocnauon of American Medical Colleges and the Kcllogg Foundation.

- . . i w
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| enrollees and an addmonal 6,000 “active” fee-for-service patlents who

were served by the HMO's three primary care centers: one in densely

populated northeast Washmgton a second in the new town of

Reston, Virginia; and -a-third in Kensington, Maryland. Community
hospitals were utilized by each -primary care center, and Georgetown

University Hospital was utilized as a tertiary-care referral center.

Our goal was to use GUCHP as a setting for teaching aspects.of
pnmary care, to undergraduate medical and’ nursing students. The
message I would like to convey, however, deals with the 'pfocess we
used to plan the minicurriculum, rather than’ ‘the specific setting. We

‘began by asking'the following ‘kinds of questlons If “child health.

provider” is substituted for “primary care physician,” the following
questions will still be the relevant ones to ask when planning a
purposive educational experience: .
—What is a primary care physician?

&
—What constitutes the content of primary care?

"—What rcspon51b|||t|es or competencies are, or should be required

of the primary care physncnan>

‘_—What effect does professional setting have, be lt HMO. solo

practice, partnershjp, C[(_ on the role of the primary care physl-
cian? .

W . , ‘

The answers to these questions provided the educational objectives

for the curriculum. Obwlously. it would have taken several years and

"major study to answer these questions with precision. We had

nieither the resources nor the luxury of time to carry out such a

.»,

- study, so we approxlmated one. We did some evaluation of our own,

as well as usmg research reported in the literature.
In an effort to look through the appropriate wmdows we thought
it was very important to understand!

<

 —The perspective of the learner, i.e., medical and nufsing students;
‘—The perspective of the potential preceptor, i.e., the prlmary care

- providers of the HMO; .

- —The perspective of the consumer. i.e,, the HMO enrqllee.

o

THE PERSPECTIVE OF FHE LEARNER
- . . Ld
We hired -three sophomore medical students and three sénior .
nursing students for a summer. They formed three interdisciplinary-
teams, each consisting of one nursing and one medical student.
Under faculty guldance. these student teams searched out and- read
literature on issues in primary care. “They studied the content™ of

/ - ' - ‘D. "’

Q5.
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prirﬁary care-practice and the roles of the primary care physician and
nurse practitioners in a health team. They also read about successful
and unsuccessful curricula attempted elsewhere for training under- -
graduates in primary care. The learning that occurred during this
phase prepared the student teams for the next phase.

" THE PERSPECTIVE OF THE FUTURE PRECEPTOR

The students’ next task was to discern certain aspects of primary
.care in our HMO setting. Because of the students’ level of clinical
+ and technical expertise, they concentrated OR the more generic tasks
and responsibilities of primary care physicians and nurses in GUCHP..
= Each interdisciplinary team was assigned to one of GUCHP’s three
] primary care centers. The teams first developed obServation guides
and spent 1 week observing physician~nurse, physician~patient, and
nurse-patient interactions. Then, based on their. literature reading
and their observation results, the students developed a staff intérview

quéstionnaire. Each team interviewed the primary caré physicians
" and primary nurse practitioners in their centers™individually. Since
_ the practitioners were our students’ potential preceptors, the.faculty
thought it was crucial to understand the practitioners’ perceptions of
" primgry care, practicing within an HMO, and working on a health
care team. In addition, their views as to the adequacy of their
previous training in preparing them for their current roles wére also

sought. Some of the questions asked of staff were:

—What do you find satisfying about working in primary care?
—What do you find unsatisfying about working- in primary care?

~—What kinds of things have yqu encountered in primary care -

practice that your education didn’t prepare you for?

—What do you feel are the most important factors. which influence
your role relationship with the physician/nurse? :
How can the answers to these questions help in planging a

.curriculum?An example is our finding that many physicians believed

‘they had not been sufficiently prepared for their supervisory respon-

sibilities. ' The addition of supervising students on ‘top of other

supervisory tasks augmented their need for such skills. Therefore,
on€ of our planning needs became.the development of a preceptor

" preparation course. Virtually all full-time primary practitioners vol-

unteered to participate on their own time in a 3-session, - 6-hour

course. A major component of the course included real and simulated
training ‘in a teaching technique called “clinical supervision.” The

. curriculum, the resources, and some of the exercises used in this
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~{ course are curren(ly being pubhshed for use in o(her preparauon

courses for clinical preceptors (Slmon' in press)

“—“"“T

THE PERSPECTIVE OF THE CONSUMER

- Each of the GUCHP primary care centers had a Consumer

: AdVAsory Board. The faculty initially discussed the project with ‘these
- boards at the HMO centers. Both facully and studentsethought it was

. essential to learn what patients (i this case, HMO enrollees) expected

from-the physician. 1t was felt that! patient expectations of T
physician and methods for dealing with such expeua(ions shoul
deﬁmlely be included in a training program for primary care. .

w Therefore, the students developed a quesuonndlre and interviewed
enrollees both before and after their encounters with the physncnan or
nurse pracnuqner Examnles of quesuons asked of patients before
their eanun(er mcluded : '
—What do you Wanl to happen:ﬂurmg yqur visit today" .

—Do yon fiave any quesuonsx ‘on yo{lr m|nd you" wam lo _ask.. (he

doctor or nurse" LY S

Examples ol quesuons askéd })fm})auen(s after“(h‘elr encoun(err'
included: R s !‘p R

PRI . i
- e oA

-—Did you ask all of your questions?

—Did you get.all-of your questions answered? -,

~ —-What things were sausfylng about your visit with the doctor/nurse?

—What things were not satisfying about your visit with the doctor/
nurse?
In this case, we were not specifically interested in whether or not

the patient was satisfied. Rather, we were concerned with- what

incidents were considered critical by the patient in determining
whether the visit had been sausfylng or u‘ﬁsallsfymg

PRIMARY CARE COURSES

Patient responses to these questions were being summarized when
I left the project. A preliminary look at these data, however, has
already generated ideas for (he followmg courses, which were being
planned. . 4

’ Pag
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A Course in Developing a “Good Chairside Manner?, A

o v B l-'.,.
A IR

" During an interview with a student, one patient respdn&éd'th;ii"l_h il
factor which satisfied-her the most about her visit wi(h’fthp doctor, was: -
his “good chairside manner.” Evidently, the bedside rqannerof _
inpatient care has a corollary in the chairside mann¢r of ambukitory " .- ;
care. Other patients’ responses helped to define aii_g()dﬂ -:c'lia'ifdidéfﬁ',_f’
. manner; based on this information, a course is tobé'developcd for. . -
first-year students. It will concentrate on the *patient-physician rela: © -
tionship ‘and invoNe interviewing techniques, such ?ds::"bu;§i'rig,>_. the, '’
patient at ease and managing encounter time' so that" patient:-and |
physician do not feel rushed. It will also include ‘techniques: for .
" answering patient questions. s R

-

-+ A Course in Telephone Medicine -

One outcome of our evaluation of (hq";’bx#‘(;f'.,'s.ir;,)‘_r";'zil;--_t-a.‘sl'ts. ;and
responsibilities of primary care _practitioners  refafed o télephone
encounters. We found that a growing prof)diﬁli'(_mz of ‘primary ‘carée is
being delivered over the telephone. Physicians-in: the Gnifed States
are spending 1 to 2 hours per day consulting with patiénts:By phone.

Child health providers are perhips the heaviest utilizérs of; telephene

medicine. In mest instances, these providers invariably- riot only have

to make clinical judgments without the p';iti'ér)"l‘qt,b‘iéjhg.‘vifs"l_’b.]y present,’ .
- but also mist elicit critical information -_ih"lm‘a' ‘effigient. way from a- .

third party—usually a parent or guardian.y - e

~ Although pediatric clérks orchouse officers probably participate in
e Pitelephone duty or night call,’ participatian, does not ‘equal: education
N (Ot et al. 1974). The ‘skills and knowleg,

ge. required to adequately
“treat by telephone!’ need to be documenied and ‘analyzed: It is a
faculty's responsibility .to -s'ys(ematicgnll..};(j ‘plan. but an-_édiicational
' s .é_i;tf_lj)fek.‘ghbgg'ir’lf-_-f@tléphone

experience’ through which a learner's
. P 1 -
medicine can be gaihed and assessed. *

P

- Electives i:’\'.l:r;inia‘r'y‘tate‘T_eam Practice
One outcome of ‘the medical-nursing-staderit ;.tc;';;r"n‘ experience was
data fof planning.a.sequence of two pritary:care team elgétives. The -
-« first elective would be “targeted jointly: fdi*?_ﬁQp_thbre ‘medical
students and junior nursi'rig-sludent's’.'T‘l;ris-tpuy;s_cin«wqu.ld” n_ia(ch the -
students’ int6' MD:RN - student dyads or’teams. and. concentrate’ on
developing "skills required:-for - effective ‘nuise. ‘practitioner-primary
care physician collaborative practice. Role négatiation.and: the practi- .
cal exploration of each other’s prg_feé?‘giqndl skills would be a course.

v
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goal, and methods of simulating team practice would be heavily
utilized. The majer goal of this course would be to train student
physician-nurse teams just to a“}‘evel where they could treat patients
with minimal disruption to normial HMO operations.

The second experience, mvolvmg senior medical and senior nurs- N

ing students, was piloted last September. This course is a 6-week
clerkship in the Health Plan. The medical students and nursing
students again constituted primary care teamsy precepted by mentor
primary care teams within the HMO. .

At this point, let mne summarize what we. have accomplished.
Instead of meeting as a group of faculty to plan a series of courses in
primary care, we first went to _ » ¢

—the practitioners of primary care
—the recipients of primary care
~the potential stixlents of primary care

to help answer the questions originally stated. We attempted to utilize

existing and newly generdted evﬁjp‘mve r'eaults s a basis for pldnmng
educauondl objectives. ,;< PR~ IR Nt

Y
«

¢ ACHIEVEMENTS AND PROBLEMS

Achievements

’ -—The types of questions-we. were asking are still bemg asked and

anSW¢red in the HMO. The ‘providers themselves have “taken off”
6h’ some of the data . produced by the students to’ imprqve the|r~
own performance. *7..7 7 % -k

—The students, while evaluaung olﬂy .an aspect of health practice,
were treated to an intense learning - expenencé the product of
which will be educational objectives for future students.

—The positive attitudes of the providers toward evaluation served as

_a good role-modeling experience for the students.,

—The process of learning about professional rolesin this setting has
generated A Medical Students’ Guide to Health Mamtenance Organiua-
tions (Simon et al. in press). This guide is targeted for classroom
use, Essentially written by medical students for medital students, it
is currently being revned to include the HMO Amendments of

> 1976 *, . o

.
-—The project did not last long enough to mstntutnonallze the prmess
within the department..

<!

(Pa)
PN
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—‘Many of the educational objectives to be derived from ouk data are -
probably more relevant to the teaching programs of other depart-

ments within the medical school, wheré the mission for training
clinicians is more. legitimized traditionally.

T ? CONCLUSION - "

The approach for curriculum dcvclbpn}gni described above repre-

sents one way to utilize the interface of research and medical practice-

as a window and mirror for provider edytation. A-similar process has
- been applied on a broader scale by others. In his recently published
' ‘book, An Inventory for Primary.-Health Care Practice, Dr. Archie Golden

(1976, p. 7) writes: . = ;. Lo

i
€

I
Gy

| . _ e
..-There is little evidence today that curricula for alf levels of health
personnel in thelfield. There is a need to relate the disparate areas -
of education for health careers and the delivery of seFvices. 3

I have attempted to make a case for utilizing’ data “from health
services evaluation to develop a set of educational targets for 'student

" learning: There should be bettér- examples of how best to do this:
Perhaps you will help to find them. - '
i .«

Golden, A S. (1976)* An Inventory for:Primary Health Care Practice. Cambridge,
Mass.: Ballinger. : : e
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EVALUATION AS A TOOL FOR COMMUNITY
‘ ' - EDUCATION! ‘
Rolando Merino, Samuel |. Bosch, Ruth Zambrana
. lntrodu;:tion : "y
During the_last dccazir in.the United States,” consumers and,
- community groups have ¢xpressed cléar’demand for participation in
health institutions and, more importantly, in.the decisionmaking )
~ processes of those health organizations that affect their liv artner . °
and Riessman 1974, Metsch and Veney 1976). This demaé:i‘jas not .. .%
:.’led to participation in established health organizations, but rather .-, -
~ the development of new, community-based ‘organizational modalities;- -
such as neighborhood health centers, ‘most of which were launched- =
i by the Office of Economic Opportunity (OEO) and later supfier
¢ . .mented with centers funded by the Department of Health, Education,”
and Welfire (DHEW). Neighborhood health centers (NHCs) were
intended to exert a direct influence on the way medical care was
provided to persons in low-income areas. NHCs were to provide'a
broad range of services, including outreach services by indigenous
workers and legal services not usually within the purview of a health
facility (Zwick 1972, Klarman. 1974). They were also meant to'assume, -
with consumer participation, a measure of responsibility for the
continuous health care. of the populations that they register (OEO -
" 1968). Evaluation of established ‘health organizations has been man-
dated by several Federal programs, thereby presentinig difficulties in
the selection.of measurable criteria, as well as the implementation
and assessment of programs. Community-based health centers'do not
have the advantages of the established medical community. For this
very reasom, it is vital that community organizations be capable of
effectively evaluating their efforts to provide health services in
previ{)usly underserved and needy areas. . ' '
Evaluation data were used as the prLr'lcipal’tt)ol.in an educational™ ™
program planned and developed by a community organization in

! 'Study supported by the Health Services lvm}prove'menl Fund, Inc.’

*
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-~ partnership with a school of medicine. This paper presents the
preliminary findings of that.program. The program was implemented,: -
to increase the health care knowledge and decisionmakirig skills of - -
the consumer governing board int a-recently established NHC that . -
serves children and their families in an underprivileged area of Negh = -

_York City. T

: or Cl.)' .g .1‘1

: ) » . ‘ - :‘ h ‘»t_
Background : S o 3 .: Y

. . - St ; . . -, DS, B

In East Harlem, 48 percent of the populatiqn is of Hispanic origin - g'*l

! (Johnson et al. 1972). On July. 1; 1975, the East Harlem Tefants . %"

Council (EHTC), a Puertq Rican’ community-based organization, took .
over a New York’ City Health" Department: thild health station and

~ converted it into an NHC with an  HEW 314,E frant. The center now
serves the children ‘previously served by :the health statfon,. their
f'émil_ies, and a growing’ number. of new families in the area. The |
EHTC reéceived technigal assistance in thé".?blanning_ and development
of.the center from: the*Department of Community Medicine: (DCM)

‘ of.the Mount Sinai Schbol of Medicine Bosch and Deuschle 1977).
Since then’, -the ce‘nter’;has operdted underathe supervision of the -
EHTC'sola)" board with the ba.rtgicipatiqn of .consumers (registered
" patients) on the board. :T'he DCM maintains its role in the evaluation
of the center's program.-On April 1, 1956, the EHTC and the DCM
decided tg-undertake a joint educational program to enhance the
EHTC boards capacity to govern-the center. »_ ,

The EHWR board is composed of 18 persons (from various

«discipliges- and:with different educatignal backgrounds) who are not
. health care providers! The majority are East Harlem residents and -
'consdmprs of services in the health center. The board is the policy
~maker for the NHC. its’ policies ate communicated through the

project director, w,l'i'o. is responsible for their execution. Board

~leadership belongs to its Executive Committee, compagsed of a

. chairperson, a vice president, a treasurer, a secretary, and two
members-at-large. Thergare two standing Committees—-M}embership .

. and. Personnel—and ad hoc committees are formed a% needed.
Electiéhs to all.committees are held annually or as vacancies occur. : .

" . The Need for An Educational Program

In the original legislative mandate for NHC:s, participation was
required “in those federally funded programs where policymaking
- responsibilities were specified for the consumers in planning, man-,
y ) i [
A
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. e
agement, and evaluation activities (OEO 1968). The requirément is
based on the premise that consumers are ‘more sensitive to- and ,
respond better to community health needs. Therefore, if théy ceuld
participate in policymaking, the goals of a’progiam would be better
met and the NHCs would become more .readily ‘accepted: in the
communities they serve. Experience has demonstrated that pfnrticipa--
tion can occur if .consumers and community orgatiizations take the

* pecessary steps to acquire the knowledge and skills that are pertinent
to.their particular area of decisionmaking. . *

During the planning of the center’s first-year operational phase,

1975-76, the active participation of community members through the

"EHT_C board produced a health care Plan tailored to meet the health
. and medical care needs of the East Harlem: community. Nevertheless,
.during the first year of services there was little participation. by the
. EHTC board in the management—in the definition of overall'policies
.and .in the periodic evaluation of the program. During this period,
the board realized that it was gradually losing control of the program
and recognized the need ftor more expértise in health care policy in
order to articulate the health needs of the community more effec-
tively. At the same time, the authors of this paper, functioning as the
- DCM planping and-evaluation team for the center, also recognized
that the board ‘members’ inadequate understanding of the center's
sengice goals was encouraging political interests to take priority over
program objectives. We also observed that the absence of basic health
care knowledge:on the part of the boa'r(},was permitting the center’s
administration to decide .on matters that were rightfully' under' the
jurisdiction of the consumer board. In other words, our observations
confirmed that the governing board's power over the.center was
gradually being shifted from the consumers to the providers of care.

An analysis of our observations enabled us to conclude that this shifk
was occurring not as a result of a power conflict between the board
and the administration, but primarily because of a deficiency in the
technical capability of the board to define health care policies. Such
cooptation of the’community organizations’ decisionmaking power by " .
adininigtratgrs is frequently encountered. Since a power conflict' was
not the issue here, an explanation was sought in other areas.

- Several discussions with the project director identified the need for
more active consumer participation in the governance of the cenger.
It was also hypothesized that active board participation could best be
attained if two basic criteria were’ followed: (1) The board should
learn how to read and analyze the basic utilization and cost data used
.in the perio\lic evaluition of the center:. and (2) the board should

. learn how to understand basic effectiveness and efficiency measures,
-so that its decisions would be'more relevant-to community needs.

. - -

a
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The Development of the Educational Program - : - .
The planning and development of the curriculum were carried out
by four DCM health planners; who repr'esemed differem disciplines,
and the NHC project director. As trainees in the program, the
members .of the BHTC board actively participated in ‘the definition
of the educational objectives, selection of the educational methods,"

and development of evaluation procedures. oo
The. educalxonal ob]ecuves of the program were dehned through

. ' °

—Analysis of the resulls of a quesuonnalre administered to the board .

membeip ' to- ldenu(y their perceptions of learning needs;
—Obsegfations by a: _bilingual Puertos Rican sociologist -of three

momi\ly board meeungs that preceded the program; ‘
——Dlrec( ‘participation of (he cenlc‘rs pl‘O_]C(.[ dlrec(or in, (he planning-

¥

process‘ o N A . L

Fhe ‘educational Ob_]e(.[l\les were "defined to ensure that board

memhers would have acquired certain. skills and’ knowledge at the -

end of I'year. The maximum 15 hours avallable for formal trammg
sessions was also taken m(o Lonslderallon - .,'j-'.'
It was agreed that at the end of ‘the’ lr.unlng progmm the board

- members shou]d have the skllls to:

' 4 s
' -

-"——Read monlhly utilization repor(,s critically. These reports included

. -

~—Utilization and productivity lrendq and rela(e(i’ Egclors. S

data on the; efﬁuency and e(fecuvene% of the health center.
—-Retogmze utilization and ,producuvny trends. ‘
—Utilize data.reports to decide among allerna(we recommendallons
.made by the center’s director.

'~Crmeally analyze the budgel in relallon to the health needs of the

community and the health ;enter s-objectives; analyze data related .
to the effectiveness and efficiency of the heallh center’s operation
and to llS financial sourcgs of mcome.

It was also agreed (hdl at the end of lhe same pcrlod members of.
the board should - have acqulred' knowledge 'of - the (ermmology and

“basic concepls mvolved in the followmg speclfic (op;cs

—Commumly heallh needs. demand and u'uhzauon of heallh serv-
.ices; -

i

o

—Program budgeting; .
—Ongoing evaluation of the center’s performance %wuh emphASls on
- program efficiency and effecuveness and e
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3 —Definition of health poli?’e’s‘; and intermediate and long”"{term
" planning. s % . . ‘

. v ‘ )

The training methods were defined on the basis of suggestions
made by the chairperson and executive committee members of the
board. It was decided that the mast dppropriate teaching procedures

" . would be ' °»§ o ) ' )
~ —~Presentation of educational materials. in an incremental ®hion
~ through group discussion with the trainers andstrainees; R
—Focusing. discussions on analysis of ;he\ceme;r\s actual evaluative
data; ' ' ) o . oo :
.—Presentation of these data by the director of the health center to ~
- the board members; - < -
%Exp_lanation of selected topics for that sessipn using actual data,
" following the, projectdirector’s presentation; . ' L
—Encouragement of digciissionjbetween the ‘bo_arq,‘m‘cmbers and the
trainers based on questions and answers. 1 . N

; vy b} : «
The-main educational resourges were the P(M hedlth planners, who
“assumed the responsibility st educators throughout the program. % &
The summative procedure’ utilized in the evaluation of this pro-
»+ - gram’s results was the administration of three multiple-choice ques-
tionnaires to board members in order to measure their knowledge
gain. The final questionnuaire will be administered upon completion
.- of the 12-month training period. Results of this™ procedure are
" therefore not inc“or.poratedi“n this paper. - '
The main formative procedure was the field observation -of “a
group at work” in order to-gvaluate process, particularly in relation
to participation in decisionmaking. The field observations were made .
. by the same sociolagist who participated in the identification of
: " educationalt objectives. In this particular training program, the sociol- .
.. ogist attended (as an observer) all board meetings and executive
sessions, in addition to the curriculum development meeting$, to
collect detailed descriptive data andeto analyze them in terms of the
program’s objectives. The major thrust of the analysis was to idgntify .
the -crucial variables- of group process—such. as intragroup conflict
and hidden agendas of individuals—which have an impact on the
decisionmaking capability of the board. The principal methods-used " -
were qualitative analysis of data baséd on the fallowing criteria: °
increased level of participation; use of‘appr'o;a)r.iate’ terminology; better
understanding of the relationship between incéme and expenses; and-
application and use of information presented in the training sessions
in ordgr to make policy dedisions. The predetermined 'categc‘)rjes“;;

" were developed in constiltation with education:experts.” SRt
" »:1_’ .. . ) . - ‘. - . N ,
P > ) . ' . . ’. ' . a
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i Prehr;_\l'hary Findings . _ .

> . v "

In gcnerdl. the EHTC boar.d mentbers are demons(r:?ung a
favorable attitude towtird. the .educational, ;ralnlng process. The
following preliminary resul‘x indicate somc posmve outcomes of: the
training prograni: v

‘o A,‘ ’ o

—Increased participation in discussions. An lncredsmg number"of board .

- members have gradually begun td paruupa(e in the different -
sessions. Furthgr, the formul.mon ol'perunenl quesuons opinions,
and suggestions |n11 relation to (e management of the health center

. has become ngore sophisticgted. ) &
—More appropriate use af termumlogy and can(epta Board members have

also mdde progress in Using appropriate termindlogy and concepts

.. related to the operation and evaluation gf tRe performafce of the

~ health center. Of utmost importance has been their ability to use

and interpret the, measures of effectiveness, for example, compari-

son between attained and planned objectyves, activities, and re-

sources. This ability has in turn enabled them to recognlze the

concept of clhucncy “the relationship between ongoing activities,

© cost per activity and administrative costs, and ,the cost per unit_ .

_distribution in operations. Thg. rel.monshlp betwee‘n the unit cost ‘%
of a specific activity and outcome in teg'rms of health has also been
explored by hoard members.  ”°

~—Better understanding of relatwn\hip betweeh tncome and expemes The *
board members have acquired an understanding of the notion of
limited resources for unlimited health needs.: During the laswgwo »
sessions, they have initiated in-depth discussions of priorities in the
forinulation of objectives for the health center. There have also
been several discussions on the identification ‘af activities which

» would enable the center to operate more effectively: the cost of 4%

. pediatric care as compared to adult care and the impactof both on*

e . the health status of the population, as well as the cost of preventlve )
care as opposed to diagnostic care and treatment. The need to *
establish health priorities has becn recognized as a fundamental -
planning concept. .

—Request Jor a standardized igformation system for all ﬁ‘bgrams operated by o
Jthe council. An impogfant outcome of training has been the
ln(erprelauon and us¢ of monthly statistical data pertaining to the-
health center's funcfons. The board has suggested the possibility
of standardizing a periodic information system for all the programs
presently operated by the institution. This would involve defining
indicators that would demonstrate_efficiency, effecuveness. and
© quality ‘of services delivered by the different programs under the
auspices of the EHTC, » : ¢
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—Inclusion of topics. not originally _dej?ned in the curriculum. There Has -

_« been a persistent demiand from the boarg!'mem_ly:rs to-engage in
> :detailed discussions r&

tion of the health center prqgram. The assessnlent ofgthe quality of
‘qare, for example, has been identified ‘as.an area h should be

“, addressed in a@upplementm trafding sgssien. - DY
~Extension of the designatedytimgfor the training sessions. dnitiaﬁy it was
détided, at the suggestion of. the bodfl members, that €ach sesfon
_Would last no longer than 1 hour.” Halgever, the seSsiony -have
’ﬁgenerally been prolonged to.,1'/>-2 hours because of the interest

&

&. k * + .
generated *by the materials presented. Everi it has become

necessary to set ltmits on the,.q‘ues;ions‘ and answews raised by board

members; especillly when __the;_iquestions werepnot related to the -

material peing covered in a particular session. THs limitation was
"+ set so that the trainers coul&d systematifally develop the currituluin

in its totality. \ . o b
—HRequest for additional trainifig sessions’ The board: chairpergon as

made, a formalerequest. for additional trainidg sessions. These -
sessions would be provide f6r.those‘in_embe_rs'whq..desire to

- further expand their kngwledge in the areas alréacf& presented in

the fcgular"seqsiong and for the rew mem.bers'.who‘.join‘ed' the
board afte} the initiation of the ﬁ“ail‘ﬁng program. - :

e—Improvement of. the attitlh )f the boar(amefnbers toward the DCMo

i Another important %ut has_been an improvement in the
_ relationship between the EHTG and the DCMgInteraction during
¥ “the training sessions has helBed to establish’ betfer comimunication
between them. # ‘& . R A
£ W, ' - ) P 4 ; * o s @

mally,vthe board ,m‘embers@dg?ided 1o review in Fel?guary, ata -

specjally designated meeting, a final-draft of the 1974_78 NHC
s proposal which was submitted to DHEW 4n Mgrch 977, The revie

- of grant proposal by hoarg. members is,a s‘tanda‘rd_pr"d’ce‘dutre

which is const d part of their respongibility as @and#¥ed by the

legislation for Cs. The board megn®ers in'that_,me@ing were able 4

to rgview the goals and objectiveg of the prograglﬁ])eciﬁcally@ terms.

of personnel and aéti\?(ies, review and re@ﬁne the}ctiviti’_ neces-

‘sary to achieve the goa s,and objectives, and afalyze agd approte’the

budget as proposed by the project director. o ' o "

' ) . 43 &g

Discussion and Conclissions M kA . @ o
Al ' .

« The major prabléms in_the development of this ojeat were
encounitered in the identification and application o evaly Rn

instruments that could measure with "precision- thes process;*the
. i P /,'4 X .
. R 5 . o] . "
o o . (‘F: ‘ " “« 3 ,
; A -
% : e N :
. { - ] 3’() “ . 2w

arding planning, mogtoring, and evalua- -
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o -
acqumtl‘on of knowr(L:d e, and the learrhng of decrsronmakmg skllls
As expected, the heterogenelty of the board in terms of ‘education,
and professlonal bagkground made this task dlfﬁcult One of the first
problems was the board’s initial reluctance to grant the socnologlst
permission to attend meetlngs as an observer. In essence, the
members felt uncomfortable withthe fact that an “outsider” would be
prlvy to al} their deliberations, Several discudsions were held in order
AO clarify the role of .the sociologist, pdrtlculdrly in terms of confiden-
tlallty Ulumdtely, a letter of agreement was written to epsure
_conhdenuallly and the right of the board to request that the observer :
« leave the board meeungs at any ume the members considered i
‘necessary. )
The administration of the muluphe -choice questionnaire was not a
major problem to overcome; nevertheless, likesany traditionalimethod
s of evaluation, it raised questions by the project director ald members
' " of the board regarding the advisability of. dorng research * on them.”
3. . The ,board members, all very busy persons im their usual occupauons
) have only a limited amount of time to devote to nonprofit activities. -
el el A umc -consuming procedure was out of the question. An agreement
was réached whereby a short questionnaire would be administered
during the . meetings.: The admission of new members to the board
midway in the program complicated measurement even further.
Consequently. the impact of our’intervention cannot be measured as
a cause-effect interaction. . . - )
Our preliminary findings merely indicate that a change has °*
occurred as a result of the program, More lmportdntly, the introduc-
tion of the program has served as a-catalyst for change and has
accelerated a process whose cffect is not immediately meﬁsurable.
.. Without doubt, one of the principal outcomes of this progra has
been the |mprmcment of interinstitutional, as well as |nterperso al,
.« relations. Thé, process at this point appears |rrever51ble, .mainly
because of the mutual cognitive and. aFfective learning that is taking
. zq Place among trainees and trainers. Further, the interaction which «.
e, 'f.ulllt.m.s that learning” is influencing attitudes and Strengthening  ~
’ tust and rapport between the l‘WO ”{;roups and the institutions they
'represeri’t s o 7 )
,  Probably one of the mgst important’ l.nuorsalnvolved in the success
. of the process was the Illllldl clear definition of role and responsibility
for t rnsutuuou; The recipient of the project grant was the
: community oranw.mon THs organizatipn, through”a Lontrdctual
) agfeement with thé metlical school, “hired” the training group The _
. basic Y‘esp(msl.bllltlcs ()t\aeh organization and of the trainers were
explicitly outlinéd. *T'he raglohale underlying the agreemeht. was the #

- # recognition é)l a need for the:exchange of resources such as funds ..
./ ) @ .
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‘and spccia_lize('i‘ skills which would be complementary to the achieve-:

ment of the goals of theérganizations involved. It would also ensure
the maintenance. of the social distance necessary to avoid conflicts
and the feeling of one organization’s being “swallowed up” by the
other (Levine et al. 1963, Litwak and Meyer 1966). '

The selection of evaluation data as a tool for education has proved
in this instance to_have béen an appropriate strategy. The real-life

-nature of the lo& and the relevance of the information .for board

governance were a source of motivation for the learners ‘which

- probably encouraged attendance and Trlggered meaningful ‘discus-

sions. The subject matter enabled the trainers to6 remove the “mys-
tique” surrounding health care delivery and health statistics, Further-
more, the use of evaluation data has generated a sense of security in

‘the board members concerning the decisions they are making;

indeed, they now wish to extend this .approach to other service
programs for which they are responsible. ‘
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™ DISCUSSION: EDUCATION AND EVALUATION
David ]. Jones .

The two papers dealing with evaluation, providers, and thescom- .
munity stimulated a discussion® to which the subjects of community
involvement, communication_between consumers and providers, and
the complexity of these activities were central.

Community involvement was described in its historical- polmcal .
context. One speaker cautioned the group to remember that in the
“Western Hemisphere, community participation predated Columbus—
suggesting further that it was civilization that had ruined the process!

. Another speaker characlerl;ed pollucal and cultural differences as

* .. the weak’links’in communication among institutions, th
and the community. This. “interrupted communicatj
participant labeled it, underscored the importance of increasing the
accuracy and objectivity of evaluative data from the cqmmunity, so
_that we might understand the problems better. This observation was
countered with the question “In any political system, cin wefliver
really know how to determine what people want or need?” Neverthe-
less, there was consensus that constant negotintion was essential in
detetmining wants and needs. One discussant brought up an even
more tomplicated issue—that community-based boards sometimes
want to deal with problems which are not amenable to health
strategies. But.one can ask in return, “Who defines health problems?”
The discussion was broughl full circle by a related observation that

g " evaluation (to determine what constitutes a health problem)» 1S
ultimately based of values, and that values are critical to.that.
negotiating, communication process.

Several persons cautioned the con fesence about the dlfﬁcul(y which
can arise if we organize around ‘patient or consumer needs or wants -
rather than clinical problems—the lack of structure. Similarly, wnh‘_
reference to the paper on provider education, if we derive practice
from exlsung providers when the context is not known ‘or specified,
we again face the problem of no structure—either ofor consistent
delivery or for evaluation. Participants noted the confliet bet\geen
dynamism and structure, but no specific resolution was proposed.

The communication between consumers and providers focused off
the common ground onh which they frequently meet: the bo‘ards of
community ogganizatiéns or institutions. A question frequenty im-"
plied, but net specifically asked, was whether the traditional role of* '
board members has now changed. Histdrically, selection of members .
* for community organization-boards has been based on specific skills

~ or knowledge possessed by the individual qdthd——thC executive, the
. . N . o . .o

iy

e oF

ERIC

Aruitoxt provided by Eic:



O

ERIC

Aruitoxt provided by Eic:

. person commented that the political nature of boards’ has chah’ged ]
: .. P . .
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. . . . . SO I
- venture, since, in his words, “*We can no longer lie; the people. .

o/ B
. C(!)mmunity Education = 267
lawyer, the accountant, the engineer. The other cbnsideration ‘hhsf
been prestige, with board membership reflecting recognition of - |
position, power, weafth, or past contribution to the communpity. One * ;

L d

“from prestige to work™! | _ . Lot 3
This chapge in the composition and political nature of commun
boards has intensified communication problems between consumers- -

“and providers. Oné- participant suggested that there “are two lan-

guages which must be learned and  spoken.: One is. the “cultural .- -,

ity

language of health,” reflecting consumers’ interests inservices' which -
typify the ‘community as they know it; the second, the jargen'of . .

health care. Consumers need to learn. this “tongue,”>just as providers '

must learn the different cultural languages of health. I,
. . \ . o Lo .

Discussion of the two languages led 'to another- exchange concern: -

-

-ing the mystification (through professional education) and the demys- -

tification (through consumei-provider communijcation-and familiar-
1zation with the jargon) of the health field. There may be an inherent =~
threat to professionals in the demystification process, but that threat
may be.lessened with an awareness and acceptance that. trust is a- -

more mutually satisfying response than blind faith. Such a view o

understnd the’difference in the cultural language of .health, and
that consumers can learn to trust providers when they Bio_,'_r‘_'th‘ always
understand the professional jargon of health. - SR '

suggesl&wthat providers can trust consumers when they do not

At heart throughout the discussion was an implicit, question of the .

risks we are willing to take with each other in trying to achieve; better

health for our communities. Perhaps no one summarized better; the }
challenge to consumers, providers, community, and 'commun’it"atiqrj p
than one commentator who suggested that we should join in this risk,

- . r

{mde_rstand authenticity.” o S } R
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SUMMING UP
Robert |. Haggerty 4

I would like to begin by making a general point on semantics. We
have used a lot of words that have different meanings to different .
ones of us. Some of these words are listed in table |. In this whole
field of evaluation, for the last 2'/2 days, we have included epidemiol-
ogy, clinical trials, the issue of efficacy, and a series of what could be
labeled “types” of evaluation, all under the general rubric, evaluation.

Dr. Yarbrough insisted on the word “assessment” if there was no
intervention, and on “evaluation” if there was. I think he rakes too

fine a distinction, and I consider the two words as synonymous, *

Wilhin.evalualion, we hdve had several types reported, with ‘very
nice distinctions made between effort, effectiveness (namely impact

" on populations), efficiency, quality, and policy. ¥In addition, some of
‘the papers have described the methods themselves. Now to me this is

a spectrum, and I have tried to classify the papers that have been
presented along this spectrum. Dr. Yarbrough's study wag essentially
a beautiful, classical clinical trial. We had several presentations of the
effectiveness type (Pless, Ramsey, and Agudelo-Gil). Belville’s paper
was a little more difficult to classify because it was a kind of
“operations research.” It did not have the 'c‘ost aspect that efficiency

“studies usually have; however, it was on the efficiency side. Then we

had several studies on, methads (Kessner, Martini, and Heredia). ,
~ I found the rather tongue-in-cheek classification that Dr. Velasquezs,
gave us on evaluation research very. useful, and I have added thisto
table 2 to illustrate how these other words can be used. I do n(;)'(ﬁlowvl
whether Dr. Velasquez would want to acknowledge the fact ‘rat -
academic research’produces only papers, Government research pro-

'duces‘.policyir,'providers‘;ﬂe interested in monitoring operatigns,

consumers are interested in satisfaction, professional evaluators are
interested in methods, and multisectoral evaluators are concerned
with change. Al st (};'s outline put a lot of the words that we have
bandied about here inte $ome sort of perspective, and that may help
us as we continue. .. - . '
Next, I want to mention three or four major limitations concerning

evaluation. The first is the lack of methods. Clearly we have had a

- few exciting methods presented to us, but an enormous fumber of

problems remain unsolved because -we do not have methods for
solving them. For example, the monitoring of a community’s health
needs is to me one of the high priority items. Yet the methods we

'
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Table l The Field of Evaluauon

-Papers P_rmvyud

Epidemiology - - - ) - o .
: C}l;aical Trials - - - . Yarbroygh
Efficacy Studies . ) : )

: Evaluation-Assessinent - . A "
Effor = T ' ’ Ramsey, Pless
Effectivencss . ’ ' Agudelo-Gil.
Efficiency’ . : Belville
_Quality P o R Williamson
Policy - .- . o Kessner, Martini
Methods . ' ) e ) Heredia

,

" Table 2. Velasquez Classification of Health Services Evaluation Research .
. . 7/ .
/

- Spansor : . ’ Product
Academic Research : . _ ‘- Papers
Government  ° : ’ " Jolicy
Provider : - . . Momlonng of Operations
Consumer ’ - . ‘ - - Satisfaction
‘Profession of Evaluators Methods ..
Multlsecloral Research . . : :

- x . Change :

used in Rochester to momtor or measure commumty needs aY(-to
make the community diagnosis are too expensive to apply in most -
communities. We need simplér me s for measuring these neéds.
‘Some researchers suggested that afl' we have to do is ask the public
~ about community needs. I am not convinced that one can query only
the sclf-appomted leaders jn the community. There has.to be a
mechanism to reach the disenfranchised- and the group that is
inarticulate about its needs as well. Key. informant’ mtervnews should '
be based on a rcprescntauve sample of the public. . .
Secondly, one has to face the trade-offs between dlfferent levels of
’sophmcauom»m methodology. Thc academic fesearcher may well
aim at obtaining,a small standard error in his method, yet that may
not be necessary in the operating agency. We must see to what degree
error can be toleratedql order to make the kinds of decnsnohs that we
need to make. - .
~ The next limitation in the ﬁeld of evaluauon—-and one that is
. clearly made by Dr. Kessner—is the lack-of efficacy studies. We really
have relatively few medical interventions where the data on the
efficacy—that is, on the benefit of any given treatmept—are clear.’
. ‘Witheut that information, most ‘evaluation programs must resort to
v measuring the éxtent to which people use the services, the ability of
" the community to bear the cost, and. the satisfaction of the people.
" These are important issues, but iri the absence of efficacy, I think

. they are very limiting. _ - T
. , , - . . ,
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The minimal role that health services pl‘a); in producing health is

another limitation. Dr. Wray emphasized the relation of the economy .

and its changes to child health; Dr. Martini also alluded to this

‘relationship in -his paper. .Unfortunately, we lack good measures to

indicate those components of health that can be influenced by. health
services, Th,ercfore,'in"eyaluatidn studies, we are frequently measur-
ing or trying to measure the outcome of a variety of specific

treatments that have been put together as a program.

The lack of cost data presents an additional limitation. 1 wa§
impressed by this lack in the case studies.- Perhaps this is a reflection,
of my views in 1977 in_the United Stateg, but I have been guilty of

ignorihg costs for the last 15 years. 1 think it is very clear that we will
no longer have this-luxury :in the *future’ We€ are all facing lirnited
resources, and evaluation must show how wisely these resources are

being used. At the next conference 1. would expect to see much more-

sophisticated analysis of the costs’ of these programs in’ dollars, in

. people, and in the trade-offs that these dollars and pe'ople.'mi"ght' buy

n

when used in other areas. ,
Finally, the issue.of controls or. comparison areas came. up in

several of the discussion, groups. This area is a subset of the problems

of methods. We are -not g(}ing to have the luxury 'of random
assignment of patients or programs'‘to communities in most s’ettings
or in most medical care studies. We are going to have to use some

methods of multivariant matching in_order to know whether we have

a’ comparison group that is similar to the experimental one. The
sophistication.of that technique has certainly not been advanced very
much up to now. -

Lest we*in health services think that we are the only ones with-

these problems, I would like to quote from':anintroduction in a
recent book on evaluation studies by Dr. Glass (1976). It is rather
rhetorical in wording, but I hope the message comes through, He
said, o ' . . ' ‘ -
'l'/v‘ N " -
‘The methodologic and philosophical literature on: evaluation s
distressingly repetitious. Writers in one field exhume the same dead
horses that-writers in a second interred years before. One who reads
~ widely is in jeopardy of gagging from repeated swallowing of dry
banalities about how evaluation can be distinguished as ecither
- process or outcome. Or how relationships between p’r('igram person-
nel and evaluators must be handled sensitively. Or how evaluation
) nust serve decision makers. Scholars in each new area of evaluation
need not lumber xenophobically up the ewdlutionary ladder, acting
.as though the problems in their-field are so unique that no one can

possibly have addressed them before,

C— Loa
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I will probably labor up some of those 'same ladders in this
~. discussion . by relatmg some of the practical issdes in evaluation
research, However, I'do not think I will be alone. Those who have
tried to evaluate everything from, defense to education, to other
human services have faced' the same kind of problems The concep-
tual framework for all evaluauon is so simple—it is to try and look at °
input as related to output or to outcome and to see what intervening N
variables may modify that outcotne. Workers in the field have made -
a useful distinction ‘between foymative and summative evaluation.
- Formative evaluation is the development of the actual project as you
. g& along, with feedback to change the program, while summative
evaluation-is an overall evaluation, once the project has been
. completed By and large, the problems of eévaluation research are not
m the conceptual framework. That is simple, but there is no doubt’
that we have dlfﬁculty carrying .out the research because of some
" lifnitations that I have mentioned before. .

«. Now 1l would like to-go through what I consider the seven steps in
evaluatlon research a.nd comment on-each of these (table 3). The first
step—to get the prog"’ram to specify its goals and objectives and its
underlying assumptions in measurable terms—is an exceedingly -
difficult one. One of the differentiations that people make between
other research and evaluation’ research is that in the latter, one often

can tell only whether a program has in fact met the objectives sw
. the program. One cannot say whether sqme other method of meeting
. * those objectives would be better. The first step, gbviously, is to get.
» - the program to state its purpose very ‘specifically: The researciger may
~ want to do something in a different way, but as an evaluator, he must
.have the program say ‘what it wants to achieve. The next step—
describing the program qr defining the independent. variable-i-is also
.a very difficult task. Wh:ier one infplements the program personally
"or whether ene tries to evaluate a program that is in place, one.of the
.very great difficulties is to say specifically, from one place to another,
“what was accompltshed How does ohe control for this independent
- variable? A man who is dOmg a considerable amount of evaluation
research in the.education field recently told me that the use of onsite
recg.rders to determine what. was actually going on in' the program is
one useful way. He ';:.ggested ‘that we use people who were jointly -
‘ responsrble to the program and $o the evaluators to describe what, in .
fact, ‘was delivered by the program and the details of how the
program was carried out, thereby specifying the independent varia-
“ble. He found-this procgdure very useful in evaluatlng some of the

Tltle I educational programs.

Very often the dlfferences that we ﬁnd in outcom& between one
program and another—when the programs are ostenslbl)r the same— -+
| .

’
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Table 3. Stepsin ..Evaluation Research .

1. Specify goals, objectives, underlying-assuptions of program. -
2. ‘Describe program’ (indeépendent. variables). - - o ;
.2, 3. Define criteria for goal achievement tdependent variables). - = # S
..~ 4. Develop and carry out measures of achievement. : . ' .
: " 5. Describe intervenintg variables—the political and social milieu.
6. - Analyze results. B -
*3w7. Impleient findings.

8

£ ) ~

are ‘because they have really delivered something different. The
independent variable is not the same. I might say that when- we tried - s
, this approach in a program in Rochester—putting an onsite person [
in our neighborhood health center to describe what actually ‘went
on—there was a strong tendency on the part of the observer to -
- gradually identify with ,.thers'taf.lﬁ She felt incre sing: loyaltyzto the -
pfoviders, and we lost access to these data. So I'arh not at all sanguine
‘about getting this kind of material, N -
" Defining the setting'in.'which the program develops presents
¢ another difficulty in determining appropriate treatment. It is not jus
. ~what is delivered, but the- whole milieu in which it is \elivered tha
becomes .important in evaluation. The implementation of the US.
nationwide Quality Assurance Program—the PSRO Program—is
good example of -this problem. We will have spme 200 of these
programs in place; approximately ,half are already in place. Several
- of 'us who were charged with some responsibilfty- for evaluating this
+ program have argued that we needed some kind of planned experi-.
ment. We had to know what was being-Yone, and we had to have _
some control over where it was being done so that the miliei in which™"
one demonstration 'was being carried out could be compared to
another. But we were overruled for political reasons, and the
program was allowed to develop wherever ‘people had the most
interest and therefore developed it most rapidly. Under these
- circumstances, it would he foolish to compare eas with and without .
. a PSRO. Of course, the.very reasons people @ fqped these’ pro- -
+ & grams first made their settings very" different””1 .am' reminded of
- B€yin's' comment that one way.to understand the system is to try to
{hangc it. I think that.is one .way in which we can move from the
: “ ye evaluation of what is going on to a more active-intervention—
«theéiggie Dr. Yarbrough defines as evaluation, rather than assessment.
. 2vAU the other end of the spectrum is another type-of research— = ' .
-+ sggondary analysis. In my opinion, evalugtion research has suffered -
" 'from too little secondary analysis. of -data. Most of the large-scale
programs havé an €normous amount of data that others have -
collected. In our Rochester study, I-know we have data that are

. .
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un(ouched by human thoughts! ‘We- offered; the computer tapes..to
people by advertising in Medical Care, but vmal fe}vhhave ‘ever taken
up the offer to'do’ seconidary analysis.of the tapes. ‘That'is part of the
_ - -academic paper business—you have difficulty: getting papers pub-‘
, allshed that ¢onsist of only data from secondary. analysns However, it
is an" area . where evaluation research could proﬁl from ‘the example -
'\of some of the other sciences, such as economics, where secondary.
~ analysis in fact become an honored approach
. TheTfﬁar‘sd step of evaluauon research is to define the criteria. for
- goal achlevemenl that i is, the dependent variable.® Perhaps_ our maJor A
" "need.here is to develop some proxies for outcome; this need was
certainly expressed by Dr. Pess i in the discussion on chronic” ‘disease '
" - outcomes. It is very difficult to measure specific functions, and. there
© . are trade-offs bclween one function and another.:I think we must be
. VETY creative in developlng skills to find proxies for ou(comes. lnStead
of relying on d|rec( outcomes. :
The next step is to define the intefvening varlables—-(he polmcai
and socnal milieu. This step has been given too little emphasls in this
meeting. Changes in the pollllcal system or social mllleu:afféct lhe
most carefully planned evaluation. 'In Boston spme years ago, we < °
=, carried out a very well- Con(ro led medical care study, randomly -
assigning families to the new ‘program and watching the conirol
" groups go through the system in the old fashion. In the midst of this. .
study, howéver, a local program of great importance—a change in
“the welfare program of reimbursement of ‘the poor—was instituted.
This change had a great effect on the utilization of the health services
- by both groups of families. It overwhelmed the research m(ervgnuon_,;
In Rochester we were monitoring the child health service;
midstudy there occurred the most profound effect on é’hﬂ@ hiﬂ;
+that .we have experienced: liberalized' abortion in New ¢ 3 A
" The number of ¢hildfen borr each year dropped by 35" pelacen;s‘ fhe
*he first year and 48 percenl in the second. The drop in ‘tHe " blrlb
_ rate had faf- more influence on child health than did the neighbor-
~hood eal(h centers,. the chronic disease programs, or anything else
we-were’ doing and studying. Similar types of |nlerven|ng variables
are very likely to occur: The issue is to have a monitoring’ sgstem, so
. that when the natural experiment occurs (something .you never ‘can
N 'really plan for), you can documént what has happened and the real‘_
© o efféect of this interverling variable. : )
"~ The .next step is the analysis of results. Brlefly, itis obvnously an -
. " important issue, but we havé not given it much attention at this "
.+ conference. However, -with- the .-modern methods of multivarjant

°

&  regression analysis,-one can extract relationships of great importance
. from"data that oh the surface do not seem capable'f)f prowdlng a A
§ clear answer. : . .
0 . . 1 . A « N .' ! .. . toa
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- Theé ﬁnﬂ‘siep is tbe': implementation ‘of 'ﬁndinésf We have alluded

to- this process. several* times during: the course of the, meeting.
Essentially, evaluation is action research, and it should lead to- some
change or implementation.. Kthink we all' agree with- this statement.
Therefore, before the project is.completed, we must see just how the

Fesults will be.used—or at.least plan for them. 1 must say'I have been
ghjlty of ignoring this step in the past.: In a current project we are -

- Just starting—the evaluation of child health seryice$” in the Unjted

States by sefecting a séries of communities and. studying the ‘total-

~

pictire of child ‘health in thosé communities—we are engaged with ' -°

the Kennedy School of Publi¢ Policy a( Harvald. in planning. _for

‘.

-implementation of the program ahead of time. We plan tg-recrisit,a .
- ST oo S o e 2 AT
. ;facult_y-_ member jointly with .thz'u ‘school, ‘and . his or: hg;r‘“pa'lmar){ ,
“- responsibility will be the implementation of the program. The plans
- . ‘call-for a‘series of meetings'so that as the'results emerge théy will be

- -transinittéd o local officials, planning agencies, health departiments, '
pelitical groups,and to those responsible for decisions at the national /' -

level through staff, meetings with tongressional health workers and

other people in the political process who are key-to setfing ‘up the
medical care system in this tountry. T have no personal experience

E .with this type of planned.attempt, although ‘members of the political

science and‘-.g'overnmem‘gde'pﬁ’r'tmém? seem .to use it quite .expertly, -

and jt is an important dspect ‘of medical care"ev‘%luation_ research that

. e .. . C o~ 2 - -
. we have ignored in this‘copference. : Lo

It is difficult to Weterimine what programs are worth evaluating.’

"Table A may give the evaluator sbme guidelines in making his choice.

- Those in' charge of ‘the program do need to be able to state the.

- objectives of the program; and these objectives have to be measurable.

. There’ must 'be some testable assumptions that link the program’
" activities to the accomplishment of these objectives. Sometimes you -

run into a study group that says, “We're doing this; and't 'w"ill-r'c;sult'
in, this,” ‘and’ you’'say,-"Well why?" and the group -says, “Well, I:

“haven't a clué, you know." 1 think iﬂ;re.ought to be some sort of .

assumption that A ‘will lead to B o5 that.A will at least have some
relationship ‘to B. It is most importfht for thpse ‘in charge of the_

" prégram ‘t¢* have 's_'ome motivatjgn, ability, and achority to run the

program—that:is, to alter. the fspurces—and to meet thé objectives
of ihe program. In other words, the group conducting thie prc%fam .

. -must -have some_sort of motivation to chamge what it ¥ doing as a
' Ll

result of the evaluation.

v - i . v - "'- ) : .
These problems I.have raised may make evaluation research -

“ appéar to-be a very risky business and one more involved with minor

adjustments ip ongoing programs than in. measuring outcornes of real

" importance’,to health. ‘While this observation is ofteh true, I also

: Cope . ey r v . N . ' . 3 - . *
‘bchqv&\that creative and innovative efforts in €valuation can lead to
s hat C s RIRATYS T Theyaidation )
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Table 4. Guidelines in Sclculng Programq for l;v.tlu.mon

Those in- charge of a program must set objeulves that areemeasuralile.

2. A program. must have testable assumptions linking program activities to accom- -
plnhment of objectives.

3. Those in charge must h.we the incentive, motivation, ublhtx and authority to run e
the program (to alter :tsoqxq:;, task or objectives). P

-
In the absence of" thesc, pcrl'urm.mu- .m.tlyslu ‘ay be all that is posuble since
overall program impact is not possible. -

sxgnlhcant |nstght into what works and what doessinot. lt may seem
that such reseatch is very ad hoc and empirical, but I think the best
})f evaluauons can occastonally lead to- the development of new

ie Qf increased availability of services and decreased financial
. l'rlérs was to us an unexpected result in Rochester: At least, my
‘économist - friends all look at the outcome and say, “That's wrong; it
doesn’t happen that way.” lp turn we are led to ask, “Well, what is
wrong with the traditional #heory? e wk found something new
‘here?” At least we should be thinki we ‘can geformulate the.
theoretical basis of the project inev. research, and sometimes
¥ think that effort is |mportant »

I would like to bring up a few ddditional points in conclusnon the -
relation of evaluation to education and the issue of yalues.

The relation of evaluation to education. The attitude of how one looks
at the segyices that he is being trained to provnde is important. 1 .
personally believe that a critical, questigning view of what ‘health
‘providers can do is an important part of“jmedlcal education. For'too
long we have given the impression that providers are omnipotent and

that.we are great Healers and savers of mankind. Evaluation research

can be a very potent antidote to that lmpresglon but there is a danger
" here. The problem is one of balance. 1 have fad pediatric residents
look at their work .so critically that they come away very negatively:
“Why stay in medicine? Nothing we@dq does any good.” You h ve to
weigh this attitude on what I call the doubt/confidence axi¥ In-
‘dealing with the individual® patient physicians and other provtders
really need to project a kind of confidence—I ameconvinced that is a )
large part of the therapeutlc _benefit. At the same time, physicians
mugt not be alldwed to feel $0 _omnipotent ‘that they never’ question

" what good they are doing. In most places, I think we haye failed to

achieve that balance between doubt and confidence. Good evalyation

research could be a vehicle for teaching: that ba}eéce in ‘medical ¢
. education. ‘ e N Lo
» . o | € *
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The issue ofvalu‘es. We have had a spirited discussion in one of our

-groups about values. I think it was a communication problem rather. ~

than a difference in opinions. But clearly values do dictate the fact -
that we evaluate a program in the.first place. A lot of people with
different kinds of values will say the service provided is enough of a
reason for h'avihg the service and that esxzalualion IS unnecessagy. The

solution is to' try to make these value explicit at the start of any

. program. As one speaker-said at the beginning of the conference, we

should “put the biases out on.the table” at the beginning ‘oftany
program. My own value is that evaluation research has modest
contributions to inake. We cannot expect evaluation research to tell
us if we should have a national health program in this country. We

G0N0t expect evaluation: research to tell us whether equity of access

>

b

.

. v

politic, or indeed: once,we as individuals in our nonprofessional roles,
have lobbied for such effects: (and, it is to be hoped, achieved them),

.13 a value that yociety should seek to achieve. However, once the bodyk;

«then evaluation research can identify how well. those goals are being

merand gan compare alternative ways to achieve those ¥oals.

aluafion research is being asked to achieve too much if it is asked
't thre g'oa~ls. It can_help outline the options, the alternatives, and
particullysthe priorities, or at least the cost of different ways of
meeting the p,(iqrigjes. By placing excessi.y'ely high expectationt on
evaluation research,’ we also face the danger of putting too much of
our resources into ‘evaluation. The trick -is to- tease out those few

instances where evaluation ‘can measute something and effect change. .

«That: selection .process s sull an art, in_my view—one that we can

hoPe is_learned by performante. Perhaps conferences like this one
advance this skill. In conclusion, I would say that evaluators will not
inherit the earth, byt they may help to make it a somewhat better.®
place in which ‘o live. ~ ‘ o ’
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-, CLOSING REMARKS . o

Antonio Ordonez-Plaja |
" The privilege of speaking last has one advantage: The rules of the
‘game are very clear; one must speak loudly in order to be heard, and
briefly, in.order to be liked. I'want to be brief, but I cannot let this
meeting end’ without tlea‘gking the Fogarty Center and its directog for -
having granted us_the opportunity for this encounter. I also wish to
. remember our fripm L..,"bx})ed McCrumb, who passed away recently. In.
paying my respedd 4o "him/ I think I interpret the feelings and
sentiments 6f thdse:of s who had the good fortune to meet'him. He
contributed immdfisely to the organization of this conference. We
shall always cherigﬁ"”ifd’respect his memory.
The opportunity ? 1

For the last speaker to offer an evaluation ofsthc
meeting is quite- tempting, but - it would’ be premature and would
constitute an abuse of my privilege. Two or three observations could
be made—that there are very few women in attendance and that tl_lé
results of the Internatianal Women’s Year have npt been- seen ere.
Another i that there are mox@_ Spanish-speaking particinantsjwho
understand English than there are English-speaking ones who u
stand Spanish. S - o o ,
.1 believe that the best overall assessment I could. make of the
Jmeeting is from a prospective poiRt of view. N 1 recall our.
discussions as we made up the agenda, I think we weP®too ambitious,
We included so many themes and we _ipxited so many ‘people whp .
haTregi(stic and profound messages’ to de’li;vet;'_ that now we are a 1.
leaving wvith the feeling that our work is unfinished. We are leavin
having learned much, but‘we are still full of doubts, and there are
problems that we would have liked to discuss‘further. The solution
. for this, of course, is to start thinmg about when we can get together
again—to plan a second meeting and -not- let th‘jrmeetiqg be an
isolated one, but the beginning of a series ‘of communicdtions at the
hemisphere leyel. We should not forget our guests from Great
.~ Britain, who as usuaﬁ‘hg.\_{gl taught us a great deal. In further
- meetings, we hope .increisingly, to unify. the Northythe South, and
the Caribbean. The rii('ff,é,i@"élcqﬁmunicate with and help each. other,

der-

the better it will be for aﬁ’of’us * : . L
Two last thoughts: ¥s we have seen several times, the s?énger o&
evdluation lies with . thégtechnician’ wha, Jike Alec Guinne

Bridge o:? the River $¥ai,” sometimes falls in love with the object
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and forgets the objective. Otherwise we are not fulfilling our duty or
responding to mankind's needs. As an English statesman said years- .
ago when asked to explain why his country had sefoiis socxal ;;;3
problems. “For me it is very simple; our people ask us for bread,-and .;
we give them statistics,” 1 helieve this failure can be avoided if we - .
keep in mind the ob_]ectlves of any study or investigation, apd thex R
first point is the fundamental objective: man, his well- bemg, and his
improvement. Should we ever forget thls goal everythlng we do w1ll ot iy
be meaningless. . “

" Since all of you want to leave it is unfair for me to take advantage o
of the fact. that I have the microphone. Thus I say farewell in the
words of another great friend, also deceased, Dr. R. Cruishaw, who,
when he left us at Princeton, said something which he upheld as . .
Scottish wisdom, but which I have also heard in very primitive places -
sn other wor(\ ‘Happy- to meet, sorry to part, lucky lf we mc(‘t-t

again.” ,
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