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- The Research Drgesi Series is published by the Natmnal Center for
Health .Services Research (NCHSR) to prcmde overviews of sig-

"~ nificant research supported by NCHSR: The series descgibes
-+ either ongomg or completed projects directed toward high prior- . .
' ityghealth services problems Issues are pxepared by the principal

investigators performing the research, in collaboration with
- NCHSR staff. Digéﬁts are intended for an interdisciplinary audi- .
~ence of health services planners. administrators, legislators, and

-

others who make decisions on !esearch 1pphcau(ms‘ L o
ot i X ¢
. + Abstract : o B
e The objewve of. thts smdy was to de\el—mme the effects of upiver-
~ sal and comprehensive physician insurance on (a) phvs:cmn \Jo-
cation and practice mode and on (b) the organization and be~
" havior of physicians’ private practices;, Claims files of the Quebec
- Health Insurance Board as well as other national and provincial
+ daa sources were used. In cooperation with the "Federation of
* General Practitioners of Quebet a teiephone survey of a stratified
- random sample of the general practitioners in the pmvmc-e (1900)
was conducted to obtain current data on théir pmcnces suchias
wages for staff, physxcmns hours'spent in previding primary care, -
- etc. Geogr aphlca} units within the province were delineated in an
+ effort to ascertain mobility and location of phvwctam Sixty-five of
these medical market areas were defined._Economic ‘models and
appropriate statistical methods were used to analyze the data in>
relation to the phvsxuan wpp]v ”phvszuan mobxln}y utilizavon of
- Services and cost. - \
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This NGHSR Rw’mrh Digest was pxep'lred by Charles Berry. ]y -
Alan Brewster. Philip J. Held, Barbata H. Kehrer, Larry M. Man-
heim and' Uwe Reinhardi of Mathematica Policy Research. Inc.,
Princeton. New Jersey. Mr. Held was Principal Imesngatm and
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~Mr. Brewster was Project Divector. The tmdv was supported by

NCHSR contract {numbers HR% 9230-75-0166 anﬁ HRA ‘?‘30-
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The full report of the study may be pux(hawd un@cr the same

titde. from the National I“u‘hm(nl Information Service.-

\prmo-fxe d. VA 22161 (tel.: 703/557-4650), and may be.ordered.
" in cither paper or microfiche using the following order num-

bers: PB 286 032. Volume I. Final Report and Exectutive Sum-
mary; PB 286 033, Volume 1. Twhnicai Appendices. The Com-
puter Data Lipe may - be <m:!€w(l :N PB. 204 661, and PB 294

662, .

Additional copies’ of this Digest may be obtained on request

from the NCHSR Publications and Information Branch. Room
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Elﬂwhtcnmem is a(*hle\*ed at times less pmnfull\ thmugh obser-

“vation than experience. The protracted debate on national health .

insurance has allowed researchers and' pnbh( pnhcvnml\us more
“time for systematic ohservation of experiences with health insur-
ahce plans in other countries. Our neighbor, Canada. has a con:
siderable store of knowledge on this topr( This study mp\ that

v

knowledge. * ' S

-« The study -covers the peri od :hom ‘1971, when a comprehen- -

sive first-dollar coverage sy stem of benefits began in the Prov- ..

ince of Quebec, until 1975 It defines medical market areas in
the province and asks questions about the “effect of the Queébec

insurance plan on the distribution of physicians: the supply of

phv\manw how physicians organize their practices and the com-
position of physician ouiput. ¢.g..-have changes been made in
hours worked or availability of appomtmenm the use of physi-
“cian services; and, it also examines cost. Fcon®mic models and
statistical t(*rhmquv have been used to tease out complicated

and intricate issues such as the significance of a fixed fee sched-

ule for phvsxcmn reimbursement which prevailed in Quebec

- during these beginning years of national health insurance. The
analyses provide insight into policy options in the, United States
for influencing physician distribution. Understanding the nmpact
of the compponents of“a national health insurance plan on physi-

c¢ian behavior and cousumer behavior is essential to designing an

eifet_m'e Nammal Hcahh Insurance (N HI) pla‘n
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This study could m)i have becn executed so capably without
the competent and cordial assistance of the Régie de
_assurance-maladie du Québec and the Fédération des Médecins
Omnipraticiens du Québec. We appreciate their paauapdimn
wnh the dontractor. M'}themauca Policy Rebeax(h Inc n car-
nmg out this study. B \
This is an ac ute]\ abrzdged .iversxon of the smdx and su mmar 1zes
the findings su(,(mcth The publication is intended to ‘help re-
searchers and others concerned with the development of pohu
related o national health insurance programs.
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National health insurance has been an issue of continuing debate
in the United States since President Truman first proposed it.in
"\ 1948. Since that time a number of alternative forms of pational
- ~health insurance have been pﬁo\pos\ed. and \g‘h\e Carter- A#minis-
" tration has madé the development of such a program a priority
item on its agenda of domestic programs. The curvent high level
of interest in national health insurance makes understanding. the
possible effects of such a program very important.
In an effort to contribute-to this understanding. the U.S. De-
. partment of Health, Educatien, and Welfarer contratted with
~ Mathematjce Policy Research (MPR) to conduct a study of the re-
sponses (mysicians in Canada to the introduction of universal’
medical care in Canada between 1968 and 1972, Under the Gana-v
dian Medical Care Act. each provincid government was responsi-
ble for implementing its own insurance plan. and considerable
“variations occurred among the provinces. In order to focus the
research effort. therefore. the. project concentrated on a single
province. Quebec, from the introduction of the Quebec Health
Insurance Plan”in November 1970 through 1975. Quebec was
selected for a number of reasons. particularly because its p]IOVil:lv
‘cial plan offered access o extensive data files on all health insur-
ance claims filed during this period. and because the population
of the province is large and diverse. Quebec is geographically the
n largest province of Canada. with the secondrgest population. It
\ contains both large urban areas. such as Montreal, the most
populous city it Carlada, and large rural areas. '
. The predominant source of ambulatory medical care in .-
‘Quebec, as in the United States. is the private fee-for-service
physician working in solo practice or in a small partnership. In
~addition. prior to the introduction of the Quebec Healthr Insur-
-, ance Plan. medical insurance coverage was relatively limited in the
provinge, by comparison to the other Canadian provinces. There-
fore. the introduction of universal medical care insurance in
- Quebec should have had a greater relative impact on the demand
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that neither physician

.
for physicians’ Services in Quebec than 1 in lhc other provinces. As
a result. the m\pmmh\;){ the Quebec ph\\u 1ans o rhc\c* changes
should have been greater and more regdily observed. All of tbuée
.hunn\ made LJ:Cbﬂ Pmnmé the ¢hoide for study. o/

{

T
The Quebec health plan covers all res W\Qucbm and is

\adnunmcwd by the Quebec Health Insurance Board (La Regie

de Tassurance-maladie du Quebec), a provindal agenew Fhe
plan isfinanced in part by coniributions from cmplmt‘ca and-
emplovers and in part by the federal government of Canada.

The benefits pm\'ldvd by rhe plan include all medically re-
gquived services pmwd(‘d hv physicians: oral surgery })mudod by
demal surgeons on an m;hmcm hasis; and services provided: h\
"npmm( trists. Sinee 1972, the 1)Lm also has covered drugs for cersy
tain eategories of persons rec eiving public {esistance and dental
services for ¢hildren: The plan pm\'ldt‘
of Quebecs six million residents.
*Thes Quebee Plan pays medical. pre

N

tittonels, medical specialists, oral surgeons, dentists, and optome-
trists in the provinee. During the ¢ ntire five-vear pmmd éxamined
in this study, the fee \(ht‘dui(* remained fived. Virtu ally aii physi-

>

Ot);ectiVes - ' : ' -

~

‘.
]h(‘ introduction of universal medical ¢ care insurance in Quebec
Province brought about major changes in the efviconmént in
which physicians practiced. The umversal cover mrc of the Quebec
Health Insurance Plan cnabled a sighificant portion of the popu-
vibeen hmm‘d in their ability to pay for
xmpt‘t{‘ for access to medical sérvices on an
cqqual financial footing with the, restof the people in the pmum{*
Because xhv Quchec Hmlth Tnsurance Plan also does not impose
any {opmmwmx on patients for services rec cived, it was e\p(*(wd
nor patents. could bargain over the price
nor increase fees to by gvm Bmuimix ])dll(ill\ could not ob-
tain priority treaiment 38 piving higher prices.
These \!Wﬁ}h(“n{ changes i the teonomic serting in which

medicing wis practiced 1 quhn afersNovember ], 1970, setin
“motion incentives which were likely to generate.a response on the

part of physicians in terms ot the .,supplj_» of services they deliver.

((‘ o “} N

[

SOoverage for virtually alk

dTessionals on a fee-for-
service_basis. These fees are dalermined as part of the perviodically
'zt‘a;mgmmu*d agreement. between the Quebec Minister of Soctal
Affairs and cach of the bodies 1(\;)1(‘\01)111‘]0 the general prac: .

oy .
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U The bysic objectives of this research project were to learn how
" physicians responded to these changes and what effect theh re-
sponses had on the delivery of §t:?i‘vi(:(~r:g to the people of Quebec:
Two underlving ‘assumptiops were made in this stady. F st it
" wastassumed that the introduction of universal health insufance.
i Quebee brought about ah overallincorease m the level of de-
mand for medical services throughout the province. Second. this
increase inovevall demand was assumed 1o be distributed un-
equally acvoss ‘the population according to the extent of prior
health inswrance coverage. Given these assumptions. the overall
hvpothesis to be tested was that-physicians faced with these
changes it demand would respond ina variety of wavs to alter the
quantity.mixy and distribution of the sugply of services thev
would provide. The vapious forms that this kespovse might take.
#  which werd investizated in this study, cluded: changes i The
+decisions made by physicians about the ‘Nm ‘of their medical”
pracrices: (::hzgngc.é in hours workefl and the eReent of use ot stalt
and cquipment: and Lalterations in the mix of padents scen and

,'/

:

-

-

| et

tvpes of services provided. ~ T
‘ - = ) \ ’ ) B \ IN \ v \ .
~Data sources L ~ o _ a
. S 1 . .

In order o investigate these Issues, MPR specificd and obmined a
number of large data tiles from the claims files of the Régie de
Lassurance-maladic du Québec (Régie). covering the entire period
fromyrhe start of the plan in 1070 through 1975 In addion,
- MPR. in cooperation:with the Fédération des Médecing Omnip-
.~ ratciens du Québec (Federation of General Practitioners of
Quebec). conducted a survey of gengral practitioners tln‘i)l‘ngi{)m
the province in the spring of 1977.. - v
“These basic data files were obtained from the Régi¢. two of
which were based on the entirg, pogu);uidﬁ“nf' physicians in the
province. One file contained specificcinformation on basic
* cHaracteristics of all physicians in the province during the period \
1971-1975. including specialtv. age. medical school, location, and
quarterly reveniies. A second file contained counts by physician of
the number, of selected procedures performed by physicians -
each of four selected calendar quarters since the start of the
-Quebec Health Insurante Plan. ‘
The third data e obtained from the Régie contained-records
on samples of individual beneficaries of the plan_For each.of
three complete years, samples of individuals in spealfic age-sex
categorics were selected, and records were created which con-

Aruitoxt provided by Eic:
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The data collected in a Mav 1977 telephone survey. of general .,

N pracutoners s m the province xmludcﬁ mformauton about th(‘ tinfe \ ‘

e a phv\u\)an spends in various practice activities, the use of aides.. » .

wmt tumes 10 an aL)ouumcm. and numbe LS ()i pane'm\ seen.
) s : ~ o

. . - .
\»\, v - - R ”

tained Z\in'\ﬁtl)"\?it‘(f?!\:'-' received by these il‘adi\si(f!?uals durifig a given

Deﬂnition oi medical areas in Quebec R

» N N »

The issues addressed in Hn\‘siud\ required the definition 01 geo-, .
grap hic units of observation which were smaller than the province
a\ a whole.. The issueseof physician’ mobility and location within
the province r(*quu’ ed the capability of defmmq lm‘mmn in & log-+
ical and precise manner. Of equal importance was the need o -
define the environment within \\111( an 4ndn1dua! physician
praciived insuch terms as the size of the pupui ation to be.served.
. " the.demographic and economit characteristics s of that pf)pulam)n
‘ 7 and the number of other physicians working in thearea.
The pn)blcm of choosing the appropriate Lcnn‘mphu units is
“ one which has been faced in dumeroud previous studies. These™  *
choices have ofien been dictated by the availability of data. and :
the frengraphu units chosen have not necessarily been the oo
’ varetically most desirable forthe purposes at hand. In the cur-
/"x‘tm project. MPR chose 1o construct a discrete set of market areas |
for phusician servie¢s which were not constrained by the L;n ge
> political subdivisions of the Provinee of Quebec, : s
\ . “The market :n‘(‘a of Interest was rivimed 10 be the market Tor
s " the provisipn of primary medical care services. Market areas were’
construcied around recognized clugters of physicians and ‘mcdu al
facilities. " Market area boundaries were drawn taking into ac ‘count
distances from these clusters of ph\smans access Yo roads, and
physical barriers such as mountains and rivers. In this . manner.
otal of 65 medical service market areas were defined.

“Tests of the defimedamarket areas were conducted by e\aminmg
the frequency with which individual patients obtained primary
medical care swithin the market area in which they lived. Thas
examinaton demonstrated the basic validity of dw 65 market

. areags d"hned for purposes of primaryv.medic al care. '
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~ The djistﬂb’uiion ofi@hysiclans S e

~During the pegiod 1971-75. the ratio of “active physicidns (o
‘population in Quebec.increased at an average @nnual i‘.()}ﬁp(ﬁ)’ixnd \
rare of 7 percent. approximately:seven times the comparable -
growth rate-in the United States. Graduations from Quebec medi-
cal schools gontributed 45 percent of this growth. About. 23 per-
cent was contributed by foreignstrained medical graduates,

" another 24 pércent by (uebec-trained physiciang hitherto not acsy

tive i divcet patient caré (or at least.not active, in the first year of
v, the plan).angd’ g}'bqﬁr 8 percent by medical schools elséwhere.in, < .
\ Ganada:  © 0 S - L. o
The number of active GPs in Quebée increased ‘relatively mére’.

rapidiy than did the numbex oftspecialists. a rrend-not ¥ound, in

the Unitéd States. As a result, the percentage ol "GPs among @l .
acuve physi\(:i:;ta'fk in.Quebec increased from 39 percent ' 1971 to

-,

41 percent in J975. %o . Pt

- The rapud increase \h{w ph};f;iéigz1}-;30‘;311‘13}&0}3; ratio b{‘g;t;ght :
with it a commensurate Crease in the use of physician serviges

%

, per beneficiary.; Total pavments For- physician services per raggis
! {ar a"constant fee schedule) rose.from $45 in 197110 $66 #1975; - .
that is. at an average ahnual compounidyrate/of 11 percent*Total
payments per active physician yose at are annual Tate of \abogt 3 .

. percent. .. o AR - : ey
_The rathey sharp ifiereasc in-the overall supply of physicians in
_Quebec does not appéar to have had @ marked impakt-on the rel-

~ ative géographic distribution of physicians. The number of all Ac-
tive physicians per capita was unkvenly distribyled alrossimarket
. areas in both 1971 and 1975.: Although a gomparison of the dis-
tributions of physicians and population suggests.a slight secular
movement ‘toward greatef equality in the distribution of physi-
ciants. it i$ fair 1o say that the relative ggographic distribution of
_physicians in 1975 was basically similar to that in 1974 ¢ .
- ‘In’terms of.absolute numbers-of physicians per capita, almost
.~ all market areas experienced some positive growth during the

o
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period. »\rms in which the physician- p:)pulanon ratio auuai]v d(’
“chined 1ended 1o be-rural areas C\pmwmmg secular decline in -
pc*)pu.l,umn Relativély more rapid umuth in the ratio {on(lcd o
. ghceur in suburbs of the larger citics. ah]muqh seveial rural areas,
also experienced above-average growth. 1 Large urban centers did
- not register above-average growth in'physicians per <apna
An .umh\l\ of plwxunnx locational choices suggesis that. other
things being equal. the aver ag;c gross payment for gencral prac-
Hroners 1(,1’%\ m an arca tends to éxert a peositve effect on the

~ rmgmmm of GPs. airhouql the magnutude of the esumated effect

- appears 1o be sénsitive to the xpcuh(amm of the model. The mi-

graton panmn for \})(“L‘ydhbl\ was much less vactable. ©
(.mnudem: with, the relocation of physicans ywa¥ the‘xubslamlal\f

i‘&(hnj;nh n, rhc&h Ffentials in payments per phvwl.m m rural

¥

o uﬁ)zm arcas.-¥or.GPs in rural areas. the 11 percent higher, -
Jpavments in 197 1 were reduced to-zero bw 1975, For hpt(ld}l’ﬂ La
. comparahle diff cwmv was rcduu} to 4 percent bv 1975,
‘.i . 3 N v .

N :
- . - I > -~

N \ i . - N . .
. . . Ny ’ . ) a ' N . o :
PN - . > R . o N -~

) ) -’

Practuce orgamzation B B \ -

An analysis of GP pmcm es in ()ucbu revealed. a markvd— differ-
ence berwéen the ypical medical practice in Quebec and #s US.
Scounterparts GPs in (\uebc appear 1o cmploy only about’a 1hn‘d
~as many aides per physician as do U.S. GPs. Mthough th(:v appear

L NN

o work rimcﬁi as many hours per week and vear us their U.S.

- colleagues, ihm spand substaptially move time per. panem Hsit at
““the offic e aild thereforessee only about 60 percent as many p&-»

N

tients per hour or week as do their American colleagues, Finally.-.

. - the average number of days wait-for an apgii)i\mm( nt with a GPin
) Qucb((.uppcau to exe ced the mmp(n‘a} le U.S. figure by 60 1o
T 100 percent. .

Possible (\plaueumm as !n» why Quebed GPs employ few er

@a\ ardes than thewr US. counte rpm {3 m(iud(* Quebec G Ps’ not usu-

allv operating laboratories iy their practices and the fairly simple
billing ;)xm(‘dm(*x of the Qiii‘hf‘( insurance system. In addition

performance of a \mn(c appiyr(‘ﬁtl\ disc ourage (1(*!09;&31(” of
smedical tasks to auxiliary personnel. \

Within Quebe¢ there is substantial variation mmmg physicians
w such variables as.hours worked per week, weekly and hourly
‘patient visits."and.aides employed per physician. While an analy-
sis of variance indicates that market area is statistically signmificant’
S i NN . \ ‘\3 ‘ ) . w .
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in “ex ‘)Iainihq’“’ these chfferences. it is diff'iculr to discern any.
systematic patiern among market areas averages of the variables.

- Imthe United States. the hourly and w ec?klv rates of patient
visits hangled by physicians tend to vary mvm%cfx with relative

phvw fan dm’mw Such a pawtern is not néarky as dls( ermble in

- Quebc If market areas are grouped in xas of relative ph\m-
... clan density L there rs no discermble, dﬂm‘enw in weekly pauem
Tisits: nor are “there systematic (hifﬂ(‘m\es in othér-practice yari-
ables. I one controls more careful Iy for an entire set of f’im()m'
thought to Wffect weekly visit rates. pthman d{:nsuv does ap-
pear to have a positive inrpact on weeJ\lv visits (other things
being equal), although this association is quite weak. In_ other
-words. the dam suggest that physiciand in areas with relauve!v
+ Few-phyvsiciand per. apna une»)ihcn patients just as much/time
- per officga®isit as do physicians in arcas with re Lmvc]y high
~ physician ﬂbn\u\f - :
In mmparmm with UL.S. GPs, wlatxve]\ more Quebe( GPs, be-

" lqu th group medical practices. A production- !um,tmn analws

~of physicians’ weekly office visits suggests that, other things
7 (prhactice inputs) being equal,’group practitioners in Quebec

would tend to see about 9 percent more patients per hour or

‘week than would solo practitioners with ]d(’nll( al practice inputs.
_In actuality. group practitioners in Québec appear o have fewer
hputs: they (*mp{m significanty fewer atdes per physician than
§ “do solo G Px and the actual average weekly office visit rate for;

‘GPs” m UI‘{}upi} s somewhat ]mrhex than, *imx reported by mlfy

GPs. An cconomic evaluation of the pmdmmm -function -esti-
mates supports the conclusion that solo GPs in Quebec employ
v more aides. on average, than would seem to be required to
maximize net incomeThe (umi;,xn SUEHESES that, giv en the tech-
m)logv of medical p: actice in Quebec, and given the wages and -
. fee schedule taced by phssl(mns at the time of the telephmw
_ssurvey, the economically optimal numbier of aides per full-time
(:quwalt’"'ﬁ)hs sicin i aatually’less than one full-time equivalent
“aide, a figure consistent with fhé actual numbm of aides
~ . ~employed b) physicidns overall. ‘ ‘

A Compdsition of .physii:ian\ output

“An amﬂ} sis of the changes m the t{mhgumnon of physician out-
put over the pennd 1071-75 shows that average quarterly gross
pavments (for January v-March) per active GP in Quebec rose by
13.4 pereent. or 3.2 percent per vear. while that of general sur-
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| Jgeom rose’ by only about 2 percent, br 0.5 peu‘em per year. Sinc€
*average annual gross payments to all phmlcmm ovér the perivd -
- grew at an annual rate of about 8 percent, the zelauvd\ rapid
increase in the physician- papulaunn ratio during this pmmd did
not depress the average gross income é‘ the representative (cu er-
age¥ physician s Quebec.. \ . .
Theve appears to have been. however. a’dxsccrmblc shift in the
composttion of physician output. For ‘both gcnv{:al practitioners
and general surgeons. the average number of patient visits and
consultations” per ph\'tmmn deereased by roughly 5 percent per’
_year, w hile total gross payments per visit or (ousu’ﬂanon increased  ~
“commer nsurately. In other wards, gheve 1ppears 0 have been a
- discermble shifi towWards more resource-mtégayve patient visits
over the period. Thete also appears to have been a marked shift
from mchnarv examinarions to-the more umlv cmnp]elc and -
major (Umplet(‘examumlmns There was not, however. a’ sub- : -
stantial shift in the priority of surgical procedures. The perform- -
ance of lower priority surgical procedures as a proporton of total |
payments céchined fm' ‘borh GPs and general surgeons.
“An analysis of the effects of tme and of market area variables
\ on aggr egdmd and disagg: (‘gated Jevels of physician output
~ showed that. coRfTBhing for a variety of market area variables
° thought to influence the devel and ¢composition of omput total’
payments to GPs fov all services and total payments tor all visits
increased by 15 to 20 percent. respectively, during the period
1971-75, while total visits, per GP decreased by 9 percent. In
307! total payments and visits to GPs tended 1o decreasé with
average household inf me in tfh\ physician’s market area. other
things being equal: by 1975, the sign of Lh:s. !Cldll()llbhlp appears
1o have been reversed. :
- Finally. other things being equal. the effect {)i relative physicianr |
density in a market arga on the level and mix of .physician output -
© + _ was found to be generally minor. Although physseian density does
appear to have some negative effect on output and payments per
physician, the conclusion seems warrante -} thiy the dollar value of
output per phvsumn vemained relatively constant as the number
of ph\ siciams in a market area increased. "This conclusion emerges
from the analvsis of phv\« an gross payvments over time {with -
rapidly inftreasing overall physician-population ratio) and the
analysig (){ physician payments across market areas at any pmm n
time. - : \ ~
h m;}ix‘x}:{:rmnc.e ()i' total output {and puymt:m‘? lc'veis‘in the

face of increasing physician-population ratios implics commensu- .
rate increases in physician services rendered per capita Lo
g
Q : .k ’ . - «
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‘ Medlcal umization per capita.(all servlces) « \ {»i

‘A closer e\amnmimn of physiciah services per capita was con-
ducted by analyzing medical utilization for selected age- sex

groups among beneficiaries (males between the ages of five and
mqht amd females between the ages of fifty-eight and sixty-one).

ThEse per capita utidization’ rates were related 1o x,mn]\m area
lmmuenxtx( s—for example, phvxxuan density_and area*mean
houschold income-—and to the income status of the individual

\b(*n,eﬁnfn" The resuts of, this analysis xm*eal that, for a wide
Tange of physician services, the éhronic: ally poor wgre already TG

ceiving substanually more services per capita than were ‘the non-
poor in 1971-72. This situation doed not appear to have ihanch

~over the period 197 1-75. -

Whilesthe per capita uuhmmm of xqu( al proc edures increased
as the number of ph\ sicians per (ﬁpam incréased (at ]es< than one

1o one). There wére no Substantial shifts in the composition of -

these surgical pxmedun*s towards lower priority surgical prgce-
dures. \

\hm nmmllmq for the income status of bcnehuauc within
an area’ it was found that beneficiaries in hu{hc income areas -
nhcn increased their utilization of phvwma services at a fastor
rate then' did benehuanes‘{mm lower income areas. Thus. the
Quebec health insurance system does not appear to have effected
a relative redmn yutton of medical services from high-tncome to
Jow-income areas. It may have done so shordy after the introduc-
tion of Quebec Medicarc. but since then the trepd, if there is a

real trend. has begn more in the opposite direction.

Note. however. that in terms of the absolute number of services
pet beneficiary. - virtually all market arcas show substantial ifo-
pm\emem over the pen iod 197 1-75. Ths xmtmse it will be re-

called, attended the substaggial growth in the phvnuan-

pnpuldmgn ratio almost everywhere in Quebec.

1}

Medical utilization per capita (esséntial hypertension)

l"he analysis of utilization induded a more naxg mle focused
study of a subset of beneficiaries who had been diagnosed as suf-
{ermg from hypertension. In many respects, the results jparallel
the pauerns of overall utilization wpm‘ted ahove. but thexe were.

also some differences. \ -
For the subset of hypertensive beneficiaries: it was foung

Jow-ihcome beneficiaries, once ﬂqafm received mlauvelv {more

services per wa: than do nonpoor mdwxduak and they alge
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ceive more revisits per \(‘.n "This was trug, holding constant,
among other thifigs, )mwhum\ age. sex. logaton. and a proxy
g‘mx were relatively

higher if the physician was a specialist rather ¢ 1‘1}1 aGPoo
As was reported above. total cost per visit has increase d signifi-
aml\ over tme for all wmup\ of beneficiaries, - hmnlm Cost in-

CTeases were fmmd for h\pcnmm»c VISHS.

An analysis of annual™visits and costs per beneficiary across -

market aréal suggests that rt‘lauvc’pl‘n \l( ian density dods Bot have
! };mmmm(‘d effect on either cost per patient year or the revisit,
rate” The GP- popuhtmn ratio of 'a marker area docs app(nn* o
have a small positive efferT0n both annual visits and costs. On the
‘othét hand. the specialist-population ratio appears to exert a
m‘gqt}\c inftuence on bothevariables. other things being equal.
Further-ahalysis \hm\ ed that. the bigher cost per pauent year
for low-income hvpuwmwm was decreasing dmmc,r 1971-75
(‘Qmpm ed with that ¥or non:low-income heneficiares. This. wxu}t
differs From the. U(*m‘mi utilization of all medical care. as reported
above. wherein the differences between low-income and non-

losd=mcome per%(m\ re emained xf:hm ely unchanged betw een W/ﬁ

and 1975.

\Aith(mgh beneficiaries with es ssenual hypertension l‘t‘ﬁidil‘wg n
high-incom@areas tholding fainily: income constant) tended to
ha\ C h;ghm COSUS fand services) per vear than did heneticiavies in
low-income. areas. the difference did NOL appear to merease over
time. In biher words. contrary to the O‘c‘neral utilization results.
when examining utilization for ane \;)‘v{;i;( diagnostc condition,
it does not appear that persons in high-income areas tereased
their relatve unhimmn compared wirh l)n?:)(‘mim ies in low-
INCOME areas. . .
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"Ihe pre(‘edmg analysis sugqe%ts the fn]lowmg conclusiohs about
Quebe( Medicare and the implications for the United States.

. The f\uebec Medicare system @ppears to be approaching one -

@ of the main objectives normally posed- for a universal health in-
.+ surance program: reasonably uniform atcess to tedical care
» .

across invomé and Jocation groups. This (()ndmmn is based on,

four observations of the Quebec health system: \
a. Although the relative geogxaphx( distribution of mcdmal -

.bly can be claimed that, under Quebec Medrmr,f: aq

rmmpowu in Quebec is fai,_from uniform. one does not find

quite the disparities in ph\:unn pnpularmn ratios (ph\muan
density). that are observed in the United States. Indeed, the evi-
dence suggests that access 1o general pr’uummer in Quebec is

chstributed a]mmt evenly thruughoul the province. GPs deliver
~the bulk of primary health care in Quebec. Medical specialists
are less evenly distributed. but they undnubmdly would be

under any 1deal distribution of medical manpower.
To what extent Medicare per se can be credited with the
present distribution of med:( al manpuwex is an open question.

A relative uniformity in the distribution’ is apparent as early as
1971 (the first year of universal health. insurance) ahd must,
it pn»b( -
erence to.

therefore. be rooted in the pre-Medicare permd. Buy,

a uniform fee schedule for hoth GPs and q;gpual—r(ls hroughout

_the province has served to encourage the fonther dévelopment
of a geographic and specialty distribution of ph\"\l( ians that is.

generally thought, by American ‘health analysists. to be 'more
conducivé to adequate and economical health care than is {he
(mrem phvsxuan distribution in the United States.

b. We' notcd that the rate at which U.S. plws;cmns see pa-:
“tients in their offices tends to increase systematically and rather
~ Sharply with decreases in phvs;(‘nn population watio. Some
analysts view this phenomenon as ari attempt on the part of the *
phvsncnn« to compensate for a relative lack of medical man- .
power by enhanced physician prt}du( uwn ()Ihexs haw: argued

*
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that the haghe visi€ rates in low2density areas reflect prim: mlv
an.attempt by ph\ SICEANS O Mmainain a “satisfac tory hourly rev-
enue stream in the face of fees that tvplcall\- are lovgdn low-
density aveas. Whatever the cage may be, there is the qt!xmm—-
not satistac torily answered so far -—\\hethm the relatively high

,hmhl\ VISH vates 1n Im\cl( NSHY areas xepw\em bona fide gains

in phvsician pmdmuvm or mmol\ a (lmc‘nm ation in the quc\l-
iy of the visi. \ \

It is apparent from _gj:f( sresent study that hourby visit rates

n Quebec du not vary systematcally with pha vxmmﬂ density. as

in the U.S. On the aver age. these Visit rates are nmgblv the

SAme in ]ngh and low ph\ sician density areas. 'To be sure, there

1% (mmdcmble v.nmmm around thc@(‘ -wcmgc within and

among market arcas. but patents in relatively undf:x«upp 1ed
areas d(h’t appear to receive reladvely hasty physician visus.

% . Analysis of ph\m Ian Services n(mvod by l‘aenfsh(mrres
mdu ,m‘\, ‘that realtively poor individuals’ have. on average. re-.

(ewcd more ph\'sr(‘mn services per capita than have higher-
income groups.’ This ‘differential is observed 1hmmzh<>m th
period 1971-75. Although the disparity appears to hav%dx-

minished somewhat over ume.,u can be said that the elimma%on

of financal harviers through Quebec Medicare has sevved to
pn»wdr the poor with access o physician cave {as the
Medicare/Medicaid programs have done for the poor and el-

“derly in the U inited States).. Whether tho care now Teceived by

Quthecs poor 15 sutficient 1w meet ih{‘ ir needs—or perhaps
even excessive—is. of course: a question that cannot be an-
swered within the present study. Nor can this study shed any
light on the degree of beneficiaries’ satisfaction with their
hcahh care delivery system-—their feclings about the qull rela-
tively l(mg average wait times 16 an appointment with a physi-
cian (ihm 18. wLm\ e 1 lh(‘ @ mt(‘d States). or about the qualnv
of the cate they receive.

d. '\nai\f‘s‘i's <)i"{hé movement and location patterns of gen-
eral practice physicians has shown that GPs have been movmg

0 2 manner so.as to reduce rh’r’iervnmt beuwveen arcas in pay-

ments per physician, In 1971, mmmmm}mixmn GPs were ve-
ceving 11 percent hxghm‘ payments than were urban GPs.- By

1975 this difference was chiminated. ‘Since these differences

are a likely veflection of d;iim ences in-demand per physician.

i —am—amen

P Recent data for the United St\;;ws:exhibit a similar pattern,
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‘the. movement toward equality in payments per physician is
likely to equalize the level of unmet demand betwaen areas.

{
2. The physician- p()pulamm ratio in Quebec has been rising,

rapidly. albeit at different rates in. drﬂmem market areas, ;«uh-\

Sout depressing average ‘gross payments' per physician at con-

stant fee levels. Total cost of the Medicage program’ per benefi-
clary and total services received, have risen commensurately. Thas

phcnmnemm B um\mem with the theory that ph\fﬂ(mns can

and do create dcmand for !hen‘ ser w(t‘% 1N response Lo mncreases
n thv\phwnmn populamm ratio. At the same time. the

“phenomenon is alsG consistent with the hypothesis that Quebec

Medicare. which provides first:dollar coverage for physician
services led to Jarge iftreases in patient demand for medical

care. and that thenere: m*d unhmmm was’ m@relv the w\uh of

physumm fulfilling that demand. That the gverhge wait time to
an appmmmc nt %ith a physiean in Quebec is 60 1o 100 percent

higher than in the United Suu(‘\ (()uld be ddduced as some sup-

port for the latter view. \ ’
“We believe that the general mueaw in utilization per ("apita

aqd per phvslcmn an Quebec is consistent with either view: that

~is. physician- Srmduded demand and/or movement along a

E

downward-stoping demand curve. This pm;c(! has not been able

10 distinguish h(‘{ucvn these two h\pmh(*su {n euhg;_ case,

however. we believe ihat a upiversal health insurance system
which has both tee-for-service and first-dollar covergge ¢an con-
trol aggregate costs only by controlling the number ﬁ?ph}smans
providing patient care. The Quebec experience suggests that the
level of utilization can grow without many natural limits as long
as physicians are available and patients hd\'{f littde disincentive
notdo see the ph ysi(}&m. \

%.In a fec-for-service medical system with zero copayment by

the paticht, the definition of medical procedures and the en-
forcement of the rules ;.J;()vm ning billing for such procedures are

very important iteis in controlling program costs. Before

adopting such a system, considerable cffort should be expended

on this pract ical issue. 1t should not be deft 1o chance. nor <h0uid
existing fee schedules be ad(:pied wnhmn close scrutiny.

*Real {price d{‘iiawd) gross and net income per physic h\!’l hm hnhmm fallen i
Quebee and elsewhere in Canada, o

“The -results for the treatment of hypertension may be one limited exception. Al
though it is not valid 1o generalize o all medical care from this narrowly defined
analysis the vesults suggest that the effect the physician has on demand may bc small.
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In Quebec, we observed a substantial shift over time from ordi-

O onary office examinations to the more expensive complete and

-~ . ‘maym unnpietc e\dn’nnammx Judging the desirability or benefirs

oI this shift. which in all inkehhnod represented more paticny care.

s hevond the scope of this pm;ul But the velauve xse%f up-»

y ol gr a(hm» the mix of tvpes.of visis prnduu‘d by the phv‘\:i('ian'

suggests that the control and spécific ation of such categoyies of
PO visits is Bpportant in Hu control of the ov oml} progr ane costs, !

— 4. Another m(hmmm of the \mmiuam ¢ of the fee schedulein
understanding and controlling a universdl health insurance plan %
3 s provided by ihe evidence that ph\\umn\ may well be more ra-
e tinal economic men than is commonly believed. It appears that
w - the observed number of aides employ ed by Quebec GPs, which is
only one-third as great as the number emp]ovcd‘ by U.S. GPs. is
ceonomically eFficient, given the fee schedule wages of aides, and
the appgrent technology of office practice. Therefore, how phvw-
_clans, rfspond o umvmsd health insurance s hkely to be deter-
mined at Jeast in large part. by the fee scheylule. For example. the
application of rules \\h}( h require a phyada to be present when
QA Service 1s performed may reduce physician productivity beldw
\ that which is required by appropriate medical standards. Anotheg
. *(*wmplt of the effect (){ the fee schedule on physician behavior is
© the abreadyicited effect that a uniform fee schedule ac rOSS sptl/
t;(mim* and arcas) rgay have had in the observed vedistribution o
L physicians in the pxmm(g +
\ While it has not been a subject of analysis in this siu(l\» these
observations ws,auimw the role of the fee schedule as an incenuve
mechanism xusgsz;c\l that the prices applied to various proc eduresd
should approximate as closely as possible the true economic costs
of provighng such pm(cdmc“ In all likelihood. H* the price
applicd fo a procedure is greater (or less) than the economic value
of that procedure. then an incentive: is provided to the physician
to_perl form (m not 1o pm form) such prm(\dmes While mfixml
~ ethics and other criteria will enfer mto physictans’ decisions re-
. . garding appropriatc treatment. the direction and magmtudc of
“financial incentives to physicians should be considered i setting
fee sc he(luiu\ Again, this means that seuing of fees \imuid not be

TWe note two additional coments ugaxrqu lh(. iL\s\:fu ation of visus, First, we un-
derstand that the Regie 3nd thé physicians’ profe ssional organizations in Quehec have
- ioplemented significant changes already in this ared. Second, approximarely 18 per-
cem ol ﬂu‘ increase in program costs from 1971 w 1973 appears to he due 10 the
maove | oward performing complete amd major complete exams rather than ordinary
exams. Thus, the upgrading of visits does vepresent a substanti portion of the int
crease in PrOgram Ccosts. v
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lﬂr to chance and even the mere &\n‘npohtmn of various
relative-value seales should be studied Tor ﬂwn‘ appropry zatenes<

+

5. The number of ~pl“xysu:~(:1ans px;‘(‘)\r}dmg paticnt care is not
likely to be a fixed function of the number of physicians m the
society. The proporuon of the physician stock which ¢hooses to
provide patient care may vary as a function of alurnative op-
portunities, which are likely to be affected by the fee scheduile
and the nsurance plan. Tor example, the proportion of the
total physician stock providing patient care appeaps to have in-
creased afier the inception of universal A€alth insurance in
Quebec. \ . : g

In Quebee and in the United States thow are- substantial
, numhmx of phys sicians who Jl‘c‘\(‘!nl .active or snactive as far as'
. direct’ pauem care acuvities are concerned. (In Quebee they
. mav_bt inactive only in. the choice of bhilling procedures.), -

“Therefore. the number of medical services (and physicians)
available o a society. while constrained in the upper limit by
the total number of ph\ sicians. may have substaritial variability
downward. Therefore. the responsiveness of the patient care -
phv\umn supply to alternatve financial incentives should be
considered n dcu:nmmng policy. For example. 1f a pohey of
remunerating phuumm with an annual salary is considered,
what criteria will be applicd w determine ehgil )Li;h:v I the sal-
ary is relatively high, the patient gare physician ‘mppi\s 15 hikely
to increase. even il the total mm‘)cr of plnmuam is fixed. 1F
the salary is relaively low, the \upph of patient care physicians
may shrink.

»

-

6. The observed movement of general practiioners to aréas,
in Quebec where paviments per GP are relatively high suggests
that financial incentives may provide policy options for affect-
ing the fh\n:i)utmn of ph\sumnx Thesc 1)()]:(\' x)pmmq may
prmtde substantially more efficient and sensitive insuruments
~for manpowey policy, in arcas of physician scaveny. as com-
pmvd with bther pr opomi\ that border on conscription.

. The lack of pmn(mm(*d shifts toward lower priority
smqer\ in (J}(*b(f{ in the face of dramatic increases in the sup-
plv of physictans suggests that physicians may not be as fast 1o
}m\puah/(? patnents for discretionary reasons as lsx(wquemlv
alleged.! o :

=~

8. It scems reasonablesto conclude that the careful division of
Quebec into as many as 65 distinct and relatively small market
arcas has been anaivlu ally useful for desc r;bmg; primary medlcal

-
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care delivery areas. The present study indicates that the technique

‘apphied is feasible for primary care. but that the hierarchical sys-
tem for-more complek services should be vecognized in analyzing
the markets for such services as hospital care and .\‘pe(m\h‘us. Ap-
paremlv travel ouwside the primm‘v medical delivery area to re-
ceive maore xpe(mhmd care is common. - \

9. The present stpdy has shown that useful ms;ghts can be

drawn from #n analysis of the operational data routinely pro-
duced by a fee-for-service insurance system. Indeed. the informa-
tion content of these data can. and nfren are, cited as one advan-
tage of a fee-for-service reimbursement system under national

health insurance. A very likely qumtmn two or three years after
,m((‘pmm of national -health insurance in the U.S. will be: What

was the imipact and bénefit? Serious attention should be given to
the issue of how such research questions will he pmsucd The
Quebec experiment suggests that the large continuous intact data
tile is very useful in performing such apalysis.

10. The Quebec Medicare system demonstrates the technical

cand fiscal fmmbﬂm of a universal health insurance system pro-

viding first-dollar coverage for beneficiaries on the one hand, and
fee-for-service reimbursement of physicians on the other. It also
proposes to demonstrate the merits of an administratively simple

system and of uniform fec schedules mwuqh(mi L;mge geographic

areas and among specialties. although t}m point is open to alter-
native interpretations. ‘2 \

’ B
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Since the ’smd} did hot .mah ze hospital behavior. another possible explanation is
that Qucbec hospitals already have an effective monitering system, although
anecodotal evidence suggests that this is not the case. If farther investigation reveals
the Iack of an effective hospital moniwring taxtrm in Qucbec regarding reasons for
hospitalization, the observation of only a smallor no shift towardlow priority surgery
in Quebec between 1971-1975 suggests that the nged or benefit of peer review or
other fm‘ms of hmpn:ﬂ admission review may he ()V(‘t‘\l'll(’d N
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cated as available only from NTIS. Prices may be'elained from o
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Research Procéedings

The Research Proceedings Series extends the 'wadabllm of new re- / '
search announced at Le\ conferences. symposia and seminars  {
sponsored or suppor t(jz‘l bv NCHSR. In addition to papers pre-

* sented, publications ih this series include. discussions-and re- .
sponses whenever poss;blf The series is intended to help meet
the information qeeds of health services providers and others who ‘
require direct access to concepts and ideas evolvmg from the ex- S
" change of mseart'h results. -

(HRA) 76:3138 Wormnen and Then Health Research !mphcahons for a New Era {PB
T 264 359, available NTIS only)
. - {HRA) 76-3150 Intermountain Medical Malpractice (PB 268 344 avaalable NTIS only)
(HRA) 77-3154 Advances in Health Survey Research Methods (PB 262 230)
{HRA) 77-3181 NCHSR Research Conference Report on Consumer Seif-Care in
Health (PB 273 811) .
(HBA) 77-3186 International Conference on Drug and Pharmaceuncai Services Reim-
T bursement (PB 271 386)
(PHS) 78-3195 Emergency Medical Services: Research Methodology (PB 279 096) |
-~ {PHS) 78-3207 Health Survey Research Methods, Second Bienniat Confevence
* (PHS).78-3208 Drug Coverage Under.Nationat Heatth insurance
- {PHS) 79-3209 Health Services Reséarch in Puerto Rico ‘
- {PHS) 79:3225-1 Emergency Medical Services FIBSe‘arch\ Methodology Workshop t N
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(PHS) 78-3227 Eftfects-of the Payment Mechamsm on the Health Care Den’ery Sys-
) tem )
(PHS) 79-3228 A National Conference on Heaith Policy, Planning, and Financmg ths
Future of Heaith Care for Blacks th America .
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Program Solicitations e .
. (PHS) 79-3253 Extramural Associates Program
.‘\ o & V ‘ : . Y

Roseﬂch Digests

\ kThe Reseanch Digest Series provides overviews of significagt re-
« search supported by NCHSR. The seri¢s describes §ther ongoing
" or completed projects directed tow; | high Jpriority health Serv-
ices problems. Isgues are prepareﬂ ¢ the pnhcxp'ﬂ nvegtigators
peforming the research. in collabor ation with NCHSR staff. Di-
gests are intended for an interdisciplinary “dudience of health
services planners. administrators, legislators, ;md others who *

make decmom on rese*n*{h qpphcauonb . L.
(HRA) 76-3144 Evaluation of a Medical informauon System in a Comrhumty Hospital
(PB 264 353)

Computer-Stored Ambulatow Record (COSTAR){PB 268 342)
Program Analysis of Physician Extender Algorithm Pro;ects {PB 264
610, available NTIS onty)

e (HRA) 76-3145
© {HRA) 77-3160

{HRA) 77-3161

(HRA) 77-3163

| {HRA) 77-3164

-

(HRA) 77-3166

(HRA) 77-3171
(HRA) 77-3173

{HRA) 77-3177
e

~ (PHS) 783190

(PHS) 79-3231
(PHS) 79-3235
{PHS) 79-3238
- (PHS) 79-3261
1]

- (PB 271 000, available

Changes in the Costs of Treatmeni of Seiected Hinesses 1951 1964-

1971 (HRP 0014598) \
Impact of State Certificate-of-Need Laws on Health Care Costs and

{iilization {PB 264 352) .

An Evaluation of Physician Assmams in Diagnostic Hadm!ogy (PB 266
507, available NTIS only) ' » -

Foreign Msdical Graduafes: A Comparatwe Study ot State Licensure

Policies (PB 265 233) oo

Analysis of Physician Price and Output Demsions {PB 273 312)

Nurse Practitioner and Physician Assistant Trammgxm.ﬁeptoymem
S only) :

Automation of the Pr -Oriented Medical Record (PB 266 881,

available NTIS only)

Uncentainties of Federal Child Health Pohc:es Impact in TWO S(ates

(PB 283 202) o
israel Study of Soc;aiizahon fcr Medicine \

AAMC Longitudinal Study of Medical Schoo! Graduates of 1960
Some Effects of Quebec Heaith insurance

Medical Education Financing: Issues and Options t

./-%J,‘ .

Resoarch Summaﬂes

The Research Summmy Sertes provldes rapui access to slgmﬁmm
results’ of N(,.HSR~supported reseaxch proyects., The series pre-
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-7 “sents execuiivé summaries ‘prepared bv the investigators. Specific |

‘ fmdmgq are highlighted. in a more concise form thangn the final
. report. The Résearch Summary Series 1s intended for health services

~ . administratofs. planners. and "other research users who requne
recent findings mlevam o nnmeduue programs in heahh SEEVICES.

(HRA) 77-3162 Recem Studxes in Heaith Serwces Reseatch, Vol. | (July 1974 through ¥

) December 1976) (PB 266 460)
- {HRA) 77-3176 " Quality of Medical Caré Assessment Using Outcc»me Measures (PB

272 455) ..
' (HRA) 77-3183 Recent Studies m anftﬁ Servaces Research, Vol. | (CY 1976) (PB
oy 279198 - . \

(PHS) 78-3187 Cnteﬂon Measures of Nursing-Care Quality (PB 287 449)
(PHSF 7831 92 Assassnng the Quality of -Term Carer

" (PHS); 78-3193 Optikal Elecirocarchogramg

- (PHS) 78-3201 A National Protile of Catastjoplygiiness (PB 287 291) ..
{PHS) 79- 323& Per-C’ase Re;mburs'emen or Medical Care . e

' (PHS) 79:3236 Nurse Practmoners and Physician Assistants: A Research Agenda

" (PHS) 79-3250 Effects and Costs ‘of Day” Care and Homemakers Servtces for the
o LT Chromcany m: A Randomvzed Experiment :
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PollcyReqearch' L T

The Poliey. Research Sem&s describes findings fromr ‘the research

" program that have mdjor <1 nificance for ohcv issues of the mo- - .«
y: ¥

ment. These¢ papers are pup'u‘ed by '.memben of the staffiofs
*NCHSR or by independent invéstigators.” The series is intended.
ﬁp&(‘ihcaiiv to nform these in the public and pr ivate sectors who .
mus{ consider. ,deSngx and.implement policies affecting the deliv-
:ery of health services. ~

(HRA) 77-3182 Controliing the Cost of Héalth Care (PB 266 885)
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. Research Reports .

The Rewwdx Report Sertes pmwdes significant research reports in

their entirety upon the completion of the project. Research Re-.
ports are deve]oped by the principal investigators who conducted
the research. and are dxrected to selected users of health services .
research as part of a ¢dntinuing NCHSR effort to expedite the
‘dissemination of ne\x‘mwledge resultmq from its project sup-

S .por

{HRA) 76-3143 Computer-Based Patient Monitoring Systems (PB 266 508)
{HRA) 77-3152 ' How Lawyers Handle Medical Maiprac{ice Cases (HRP 0014313) -
(HRA)%7-3159 An Analysis of the ‘Southern California Arbitration Project, January
o . 1966 through June 1975 (HRP 0012466)
(HRA) 77-3165 Statutory Provisions for Binding Arbitration of Medvcal Malpractice
- Cases (PB 264 409, available NTIS only) -
\ (HRA) 77-3184 1960 and 1970 Spanish Heritage Population of the Southwest by
e County {PB 280 656, avaﬂabie NT!S oniy)
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'Research Management

(HRA) 77 -3188 Demonstrauon .and Evaluation of a Total Hospna: lnfo‘rmaﬂon System

(PB 271 079)

{HRA) 77- % Orug Coverage under Nanonal Health 1nsurance The Pohcy Options
(PB 272 074) - .

{PHS) 78- 320? Experiments in, lntervnewmg Techmques Fse.ld Experiments in Health
Reporting (PB 276 080, available NTIS only) ‘ -

w

 (PHS)y 79-3210 Telehealth Handbook: A Guide to Telecommunications Technology for

‘Rural Health' Care (PB 292 557 available NTIS only) -

-{PHS) 78-321 1 Emergency Medical Technician Performance Evaluahon PB 285 961) T

(PHS) 79-3217-1 Evaluation of Child Abuse and Neg!ect Demonstration Pro;e&s
. '1974-77, Vois. 1 and 2 - : .
(PHS).78-3219 Needed Research in the Assessment and Momtonng of the Oualny of
Medical Care {PB 288 826)

"(PHS) 79-3237 = A Cost-Elfective Approach to Cervical Cancer Detect:on

*

The' Research Management Sevies describes programmatic rather
than techiiical aspects of the NCHSR research effort. Information
is presented on the NCHSR ‘s{()d}\ reséarch nb;cux\ es. and
priovities: nr addition, this series contains’ lists of grants and- con-

“tracts. and administrative informaton on fundmg -Publications in
" this sertes are intended o bri ing basic information on NCHSR and

its programs to research planners, administrators. and other s\@hn

“are involved with the allocation of researe h resources.

{PHS) 1’9~3220 Emergency Medical Snmces Systems Research Pro;ects 1978
(PHS) 79-3241 NCHSR Research Priorities
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