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EXECUTIVE SUMMARY

Over the past decade Canadian provinces and territories have conducted extensive reviews of their
health care systems. Current provincial andterritorial healthreforminitiativeshave placed agrowing
emphasis on community-based health services models.

In the context of this shifting policy emphasis the Federa/Provincial/Territorial Advisory
Committee on Health Human Resources fielded a Request For Proposal for a project entitled: A
Framework for Evaluation and Policy Decisions for Community-Based Health Care in Canada -
Focus on Health Human Resources. The project has three major deliverables. The first component
involves a systematic review and critical assessment of the literature on community-based health
human resources. The second component involves a systematic review and critical appraisal of the
literature on community-based health services models. The third component of the project involves
the development of aterminology and aframework for evaluating and establishing policies related
to community-based models. This summary highlights the second component of the project.

The objective of the second component of the project was to determine which organizational
structures and organizational dimensions (modalities) result in higher quality and more
cost-effective community-based health services. To achieve this objective the research team
conducted a systematic search and critical assessment of the literature on community-based health
services using pre-established criteria.

After a preliminary review of the available literature and the relevant policy questions, the team
established an initia definition of community-based health services, and identified organizational
characteristics and expected outcomes. Community-based Health Services Delivery Models were
broadly defined as encompassing organizations or programs that are delivered closer to home, in
non-institutional settings, and providing a spectrum of services. The organizational characteristics
included: governance, service delivery approaches, service catchment, funding, and management
structures. The outcomes identified included: sense of control (individual and collective), fairness
(equity), value for money (cost-effectiveness), quality and outcomes of care, and quality of life.

The body of literature reviewed was established through a systematic search of the following:
relevant on-line data bases; relevant unpublished government and academic studies; and relevant
hard copy sources. Thecriteriaused for theidentification and review of relevant articleswerederived
from the definition of community-based health service delivery, and the modalities/outcomes
matrix. There is a great need for methodologically strong studies comparing the outcomes of
different modalities of community-based health care services delivery.

Preliminary findings based on the available literature are summarized below.
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Governance

In the area of governance, the majority of the literature either attempted to interpret a phenomenon
or provided opinion on a particular policy issue. The literature suggested that effective lay
governancein the health sector has beenimpeded in three major ways: imbalanced resources; failure
to empower communities or individuals; and, alack of accountability to communities. In the past
physicians and administrators have dominated heal th decision making because of their control over
specialized knowledge. This has been reinforced by the tendency to frame health care decision
making within the boundaries of technical knowledge.

The literature on citizen participation suggested there is no empirical evidence that community
governance boards empower citizensin relationship to other stakeholders. The literature on patient
choice suggested that, when provided with appropriate information about treatment options, patients
areinclined to choose lessinvasive and less costly interventions.

Service Delivery

The literature on community-based health services models reviewed for this component indicated
that, in general, integrated, multi service, multidisciplinary models are less costly, and more
cost-effective, than comparable services provided by single-service providers and institutional
providers. Thisis particularly evident when comparing the community health centre organizational
model with solo fee-for-service physician practice. The major cost saving appears to occur through
areduction in the use of hospital outpatient and inpatient services by populations receiving services
from community health centres. Community health centres also offer patients increased access to
care.

Beyond community health centres, community-based services appeared to offer the potential for
cost savingsin the provision of continuing carefor the elderly, mentally ill, children, and terminally
ill patients. Studieson care of the elderly, prenatal care, children, the mentally ill, and theterminally
ill, indicated that community-based health services can lead to increased access to care, and better
health outcomes at a lower cost than care provided by stand-alone providers or in institutional
settings. Specifically, better outcomes have been recorded in the quality of life of the elderly,
mentally ill, and terminally ill patients. In addition, better outcomes have been recorded for
newbornswhen their mothersreceive coordinated prenatal care. Quality of careimprovements have
been noted for these populations. However, additional research needs to be conducted in this area
to determine the range of quality of life outcomesthat are affected by the choice of service delivery
modality.

Funding Approach

Either a population-based or needs-based approach or a combination of the two seemed likely to
lead to a more equitable distribution of resources, and a focus on health outcomes. Implementing
such an approach will require development of avalid proxy for measuring the health status of the
population, and reliable mechanismsfor gathering the data necessary to accurately track population
health at the regional level.
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Service Catchment Area

A clear definition of the service catchment areais an essential ingredient to decision making based
on the health of the population, including assessing needs and all ocating heal th care resources based
on these needs. Unanswered important questions concerning CBHS include: the usefulness of
geographic catchment areasfor improving the popul ation health; and, the optimum size of catchment
aress.

Management Systems, Processes and Structures, and Outcomes

The literature on integration at aregional and/or system level was based largely on discussions of
thefacilitatorsand barriersto theintegration of hospital systemsin the United States. The consensus
of theliterature reviewed wasthat there are significant barriersto system integration associated with
the existing distribution of power and resources. Overcoming these barriers will require strong
leadership, a new corporate culture, clear vision, and integrated information systems.

Of particular importance, both in terms of successful implementation and costs, was the inclusion
of physicians in decision making related to the process of change and the overall management of
an integrated system. Several authors suggested that integration will not work unless physicians
have been involved in decision making. The system must incorporate the preferences of the medical
profession along with those of administrators and patients.

Therewasaconsensusin theliterature examined that, to date, there was no good empirical evidence
to support the supposition that integrated systemswereless costly than non-systems. However, most
studies have focused on hospital systems alone.
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1 INTRODUCTION

Over the past decade Canadian provinces and territories have conducted extensive reviews of their
health care systems. Current provincial and territorial reform initiatives linked to these reviews
attempt to enhance the cost efficiency and effectiveness, accountability, equity, and quality of
services. One of the major thrusts in current policy thinking has been an official recognition that
the existing institutionally-based, physician-centred approach to health care delivery is costly, and
is not leading to substantial improvements in the health of the population.

To address both cost and outcomeissues, policy makers are suggesting that greater emphasis should
be placed on delivering servicesin community-based settings, which are focused on the following:
the provision of an integrated continuum of care in non-institutional settings; delivery by an
integrated continuum of health careworkers; and, eval uation based on the extent to which the health
of the population isimproved.

In the context of this shifting policy emphasis the Federa/Provincial/Territorial Advisory
Committee on Health Human Resources fielded a Request For Proposal (R.F.P.) for a project
entitled: A Framework for Evaluation and Policy Decisions for Community-Based Health Carein
Canada- Focus on Health Human Resources. The purpose of the project is*to devel op aterminol ogy
and framework for evaluation of policy decisions for alternative and traditional community-based
health care models’, with particular emphasis on effectiveness and health workforce implications.
The project has three magjor deliverables. The first component involves a systematic review and
critical appraisa of the literature on community-based health human resources. The second
component involvesasystematic review and critical appraisal of theliterature on community-based
health services models. The third component of the project involves the development of a
terminology and aframework for evaluating and establishing policies related to community-based
models, which emphasi zes heal th human resources. This report addresses the second component of
the project.

As a means of focusing the project, the R.F.P. stated that the following kinds of questions be
addressed:

I Do aternative community-based health care models address the following areas of interest:

m clearly defining accountability for health resourceall ocation to meet population health
needs in the community;

m improving health benefits/outcomes
m improving efficiency

m improving integration and coordination of health services with other sectors in the
community (e.g., housing, schools, social programs, volunteer organizations/
programs, family violence, environment) at both the community and regional levels
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increasing community participation in setting health program priorities and in
allocating health resources

increasing the ability of people in the community to make informed decisions on
health by improving their knowledge of the system

ensuring responsiveness to community health needs
decreasing barriers to accessing effective health services

improving the distribution, mix and effectiveness of care providers and increasing
interdisciplinary collaboration

improving consumer and provider satisfaction

the changing role of “hospitals’, particularly rural institutions, from acute care
facilities to “community health centres’ (e.g. long term care, 24 hour emergency,
observation beds)

impact of devolution and regionalization on service delivery and funding modelsin
communities

defining the types of “basic” or “core’ services that should be available in the
community, in the region, or at the provincia level

What key factors appeared to contribute to the success or lack of success of the
community-based pilot project in each of these areas?

How did the management of health human resources contribute to the effectiveness of
community-based pilot projects?

What skill/competencies were required for client assessment, care coordination,
community health assessment/planning, prioritizing client needs, social marketing
and health community education?

How were role flexibility and responsibility of health providers encouraged and
integrated? What types of health care providers were involved?

Were there any significant differences in the basic and ongoing education of
community-based versus institutional-based practitioners?

Were changes to professional legidation required?
What was the role of assistants, aides, volunteers?

How effective were pilot project funding or practitioner remuneration approaches in
meeting the objectives of pilot projects?

To make these policy questions operational for the literature review, the research team devel oped
a preliminary definition of “community-based heath services’, and then developed a matrix
framework based on characteristics (modalities) of community-based health services delivery
models, and expected health systems outcomes. The definition, modalities and outcomes are
outlined below.

2
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2  DEFINITION OF TERMS

A preliminary review of readily-available documentation yielded no ideal definition of
community-based services. The perspectives from which the concept is evolving can be loosely
grouped into four categories. primary care (usually medical care), community/home care, social
services and other non-health services, and community/public health. While the various
community-based services included under these categories have traditionally been delivered in
different organizational models, the current trend is towards integrating these kinds of servicesinto
more holistic models of care.

Despite the lack of a universally-accepted definition, the researchers noted that community-based
health services models (CBHS) tended to have some or all of the following characteristics:

O delivery of servicesas closeto where people live, work, go to school, and undertake leisure

activities;

services that are generally non-institutionalized and generally technology non-intensive;

governance structures which maximize consumer participation and the democratic process,

services that are designed to reflect local community priorities and are delivered in

collaboration with other community agencies or groups,

services that are integrated across multiple provider disciplines and that may involve the

spectrum of health and related services (i.e., socia services, health promotion, disease

prevention, acute and emergency services, and long-term care);

provision of servicesin amanner which actively seeks to empower clients by maximizing

their independence, right to risk, and personal control; and

O definition of “consumer” that is oriented to a population perspective related to either a
geographic jurisdiction or specifictarget popul ation such asthe disadvantaged, el derly, those
at highrisk (i.e., although services may be provided to individual consumers, the programs
and servicesoffered may be evaluated with respect to their impact on apopulation or specific
target sub-group of the population).

a Qaad

a

From the above list of characteristics community-based services can be defined operationaly as a
broadly integrated range of health and related services which are designed for, governed by, and
delivered in, local communities.

The above “definition” requires considerable refinement as additional definitions and ideas are
incorporated from the literature searches. However, the concepts identified were useful as abasis
for identifying selection criteriafor the systematic review of the literature.
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2.1 Modalities/Outcomes Matrix

As a means of determining which studies from the literature search would be eligible, and for
assessing eligible studies, the researchers developed a health human resources and organizational
modalities/outcomes matrix (see Figure 1).

Modalities

In the context of this review, the term “modalities’ refers to the maor characteristics of an
organization model. These modalities and outcomes are outlined below:

O Governance- referstothe structuresand processesthrough which policy decisionsare made
about the allocation of organizational resources

O ServiceDelivery Approaches - refersto the structures, scope and mix of servicesprovided.
Community-based service delivery models are noted for the provision of a continuum of
health and/or socia services through an integrated and coordinated service delivery
approach. Also, servicesare usually located closer to the communities served, and are easily
accessible.

O Funding - refersto the different methods of allocating fundsto adelivery model, asdistinct
from different methods of remunerating providersinthose organizations. Thismight include
capitated prepayment, which involves payment based on a fee per capita arrangement; or,
it might involve lump sum payment through a global budget.

O Catchment Area - refersto the recognized tendency of community-based service delivery
models to serve defined populations.

O Management Structures - refersto the processes and structures through which operational
decisions are made about the organization and delivery of services

Outcomes

Through the preliminary review of the literature, the researchers identified a number of themes
relating to what community-based initiatives are intended to achieve. These themes may be
associated with the authors believe were four underlying societal values currently being expressed
by Canadians. Stated from alay perspective, these four themes along with the pragmatic outcome
terms generally associated by the health sector with them are asfollows:

O “Senseof Control” experienced both asindividual consumer sof careand astax-paying
citizens -included are concepts such as citizen/lay/client/consumer participation in
decision-making, consumer sovereignty, accountability, choice, access to information, and
self-help;

O “Fairness’ - included are concepts such as equity, accessibility, waiting lists, and rationing
of services,

4 Component 2



O “Valuefor Money” -included arethe conceptsof efficient and economical servicedelivery;

and

O “Quality” - included are the concepts of quality of care, health status outcomes, consumer
satisfaction, level of independent functioning and appropriateness of care, provider
satisfaction and quality of work life.

It is important to note that the above outcomes are not associated only with community-based
services. Institutional-based service managers are a so aware of and responsive to the above desired

outcomes.
Figure 1
THE MODALITY - OUTCOME MATRIX
OUTCOME
MODALITY A B C D E
Sense of Fairness Valuefor Quality of Quality of
Control Money Care Life
| | Governance - participation - patient choice
- boards
- accountability
- preferences
Il | Service - accessibility - cost - convenience - birth weights
; - reduced - worklife
Delivery hospitalization - satisfaction
- case - development
management status
[l | Funding - equity - cost
- efficiency
1V | Service - ownership - efficiency - improved
Catchment - integration health status
tool
V' | Management - integration
barriersand
facilitators
- cost savings
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3  INFORMATION SOURCES

In an effort to conduct an inclusive review of available evidence on CBHD models, the researchers
included the following sources of information: documentation obtained through systematic on-line
computerized searches of Medline, Healthplan, and Cinha databases,; studies referenced in
documents obtained through the on-line search and immediately available sources; studies obtained
by contacting provincial/territorial government departments, and relevant academic or practitioner
experts. The process for each of these searches is described below.

3.1 On-line Literature Search

Initial searchesof Medline, Cinahl and Healthplan (Y ears: 1975-1994; Search term: exp: community
health services) yielded over 76,000 potential articles, therefore, a focused on-line search was
performed. Search terms for community-based care were chosen to reflect the core characteristics
identified in our preliminary literature review. Additional search terms were chosen for the
organi zational modalities and outcomesin the matrix (see Appendix 1 for search terms). The search
term selection was made cooperatively with librarians, who were experts in on-line searches.

Separate on-line searcheswereconducted in M edline 1966-1994, Healthplan 1974-1994, and Cinahl
1982-1994. Each of these searches was limited to French and English languages, countries
-specifically Canada, U.S, U.K., France, Netherlands, Germany, Norway, Denmark, Sweden,
Finland, Australia, and New Zealand; and comparative studies. The search terms initialy chosen
wererefined during the course of the on-line search to reflect the recognition of termsby the various
on-line services. Several test runswere done beforeresearchersand library specialistswere satisfied
that a sound initial on-line search strategy was in place.

Oncethesearchesfor all articles pertaining to each category had been conducted they were combined
in the following way:

O community-based health services + organizational modalities + outcomes + French/English
+ comparative studies.

A total of 1,210 potential articles were identified for screening from the organizational modalities
combined search.

This core body of literature was then loaded into Reference Manager, a computer program
specifically designed for managing literature searches. Reference Manager provided afurther means
of eliminating duplication in the data base. A list of al articles contained on the data base was
generated for the organizational modalities combined search.
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3.2 Hard Copy Search

While the on-line search was in progress, the researchers began to identify potentialy relevant
articles from existing hard copy. These were aso entered into Reference Manager.

3.3 Government and Other Contacts

During the course of the on-line search, relevant experts, provincia associations and government
departments were contacted to determine if unpublished studies had been conducted on
community-based models. Appendix 2 providesalist of thoseindividual S/organizations contacted.

34 Screening and Description of Articles

The potentially relevant articles derived from the on-line and initial hard copy searches were then
screened for eigibility . Two reviewers blindly reviewed potentialy relevant articles using a
standardized set of screening criteria (Appendix 3). The reviewers discussed and resolved
differences about the inclusion/exclusion of individua journal articles. Where necessary, athird
member of the team was consulted to resolve differencesin opinion. Each eligible article was then
classified according to its methodology into one of the following categories: informed opinion,
descriptive, quasi-comparative and comparative. This was intended as a hierarchical classification
where, in general, informed opinion articleswere considered to provide the least valid evidence and
comparative studies the most valid evidence for the link between different service modality
interventions and outcomes of interest.

I I nformed opinion articles:

Thiscategory included articles of relevanceto the study but whose purposeisnot to describe
the methods or results of original studies. For example, articles which discuss the pros and
consof variousoptionsfor funding community health centreswereincluded in thiscategory.
Thesearticlesmay citedatafrom other studies. Non-systematic review articleswereincluded
in this category.

ii. Descriptive studies:

These are studies which do describe the methods and results of original studies, but whose
purpose is not to compare the outcomes of different interventions. This category includes a
wide variety of study designs including surveys of patient satisfaction, comparisons of
practice patterns (but not of outcomes); and organizational case-studies.

iii. Quasi-compar ative studies (without contempor aneous local comparisons)

These are original studies whose purpose is to compare the outcomes of different
interventions. I n these studies the outcomes occurring in the study group are compared with
outcomes in historical or non-local controls, for example, birth- weights of infants born to
teenagers enrolled in a city-wide prenatal program compared to birth-weights of teenagers
in the same city prior to the onset of the program. Differencesin group characteristics, other
external factors and data collection decrease the validity of such studies.
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iv. Comparative studies

Theseare original studiesto compare the outcomes of different interventions. The outcomes
are compared between groups that are integral to the study with similar selection criteria
and in whom outcomes are measured in asimilar manner. These studieswere sub-classified
asfollows:

m cross-sectional: (outcome and interventions are measured at the same time)

m case-control: (participants with good and bad outcomes are compared for differences
in interventions)

m cohort: (participants with different interventions are followed longitudinaly and
compared for outcomes)

m pre/post: (participants are compared for outcomes before and after interventions)

m clinical trials: (patients are randomized to receive different interventions and are
compared for outcomes)

m communitytrials: (community membersor groupsarerandomizedtoreceivedifferent
interventions and are compared for outcomes)

m systematic reviews. (results from several original comparative studies are
systematically compared and synthesized)

A small number of articles which evaluated the process of care (but not patient outcomes) were
tabled as comparative or descriptive quality of care studies.

All comparative studies were included in the literature review. Informed opinion, descriptive and
guasi-experimental studies judged most relevant to the goals of the study were also included. As
the study progressed, other relevant articles were identified and included in the review.

Each opinion, descriptive, quasi-comparative and comparative study included in the literature
review was summarized for setting; target popul ations; research design; interventions and outcomes
(The descriptions of studies are found in Appendix 4).

Comparative studies were also rated according to their methodological strength. Two reviewers
blindly assessed each comparative article for the similarity of the comparison groups; explicitness
of the definition and the correctness of the allocation of the interventions; the accuracy of outcome
measurements, the compl eteness of follow-up; and sample size. Each article was qualitatively rated
as methodologically strong, moderate or weak. A methodologically strong study in this context is
onethat provides convincing evidence for the rel ationship between an intervention and an outcome
that isnot dueto bias, confounding or chance. Thisrating isnot ajudgement on the expertise of the
investigators or the overall value of the article. The context of the study may not have alowed for
amethodologically strong study. In addition, the study may have provided other valid and useful
information. These ratings were then compared. Differences were resolved by consensus.
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The combined screening and evaluation of the comparative, quasi-comparative, descriptive and
informed opinion articles yielded atotal of 108 studies, which were included in the review.

35 Limitations of the Literature Review

Whileevery effort was madeto ensure that the most rel evant studies meeting the established criteria
wereincludedintheliterature review, given the size and scope of the body of literature and thetime
limitations placed on the project, this review was not exhaustive of the subject area.

Component 2 9



4  LITERATURE REVIEW: CBHD
ORGANIZATIONAL MODELS

The following review of the literature:

O examinestheavailableevidence ontherelationship of community-based servicesmodalities
to outcomes; and,

O identifiesthe relevant policy issues.

The review focuses on articles identified in the literature searches and relevant articles identified
through the bibliographic references and key contacts. The previous literature reviews by Abelson
and Hutcheson, 1994; Birch, Lomas, Rachlis, and Abelson, 1990; and Crichton, Robertson, Gordon,
and Farrant, 1991 were very useful. In addition, policy studies by Angus and Manga, 1990; and,
ARA Consulting, 1992, provided helpful references. Other applicable literature has been reviewed
systematically where appropriate.

The written presentation of the literature review is based on the outcomes/modalities matrix. The
literature is grouped by modality, type of service delivery (i.e. continuing care/mental health), and
related questions. In addressing these questions, referenceismade to thetypes of outcomesrecorded
in the literature. These outcomes are summarized at the end of the discussion of each modality.
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5  SERVICES MODALITY 1: GOVERNANCE

The term “governance” as used in the context of this review refers to the structures and processes
through which communities, or individuas, participate in decisions about the organization and
delivery of health services. Thus, the term has a broader meaning than its usual association with
board structures. Governance might include everything from formal board structures to patient
choice.

One of the objectives of current health care reformsisto enhance the role of the consumer in health
decision making. Theincreased interest in consumer participation stemsfrom two emerging trends.
The first trend is the growing recognition of the importance of incorporating lay preferences into
collective and individual decisions about resource allocation and choice of treatment. The second
trend is the desire to make providers more accountable for decisions about the allocation of health
care resources.

In this section we will review the literature relating to several questions, which are fundamental to
participation. These questions will address the following issues:

the extent to which consumers share decision-making with other stakeholders
the extent to which CBHS organizations are accountable to communities

the range or scope of decisions in which consumers are involved

information requirements and barriers

characteristics of effective community participants

methods of selection

aaaaad

The literature search revealed that there is a paucity of comparative empirical studies assessing the
impact on outcomes of different governance models. With the exception of several studieson patient
choice, the mgjority of the literature in this section is based on informed opinion.

5.1 Citizen Participation in Decision-Making

At the conceptual level thereis alack of clarity about the meaning of “citizen participation.” The
concept means different things to different groups or individuals. The current focus on enhancing
citizen participation is based on two fundamental assumptions. citizens want to participate; and
citizen participation leads to better decision-making . Thereislittle clear evidence to support either
of these assumptions (Charlesand Demaio, 1993; Saltman, 1994). As Saltman notes, there has been
a“tendency for elected officialsand plannersto overstate the value of elected officialsand collective
choice,” and in the process to merge the notion of formal political control (periodic election) with
that of direct citizen participation -decision-making at the local-collective and individual levels
(Saltman, 1994).

Significant attention has been devoted to the subject of governancein the health careliterature over
the past three decades under the general rubric of citizen/lay participation. However, no systematic
means of gauging citizen participation has been rigorously applied. Despite this apparent gap in the
literature, several frameworks for evaluating citizen participation generally, and more specifically,
citizen participation in health care, have been developed (Charles and Demaio, 1993; and Saltman,
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1994). These frameworks form the basis of the discussion that follows, and are supplemented by
other literature.

5.2 What level of input should the community have in the
decision-making process?

A useful means of approaching this dimension of governance is to view community input as a
spectrum or “ladder” of participation (Charles and Demaio, 1993; and Saltman, 1994). The lower
rungs of the participation ladder comprise processes that are essentially consultative in nature (i.e.
round tables, royal commissions, public forums, advisory committees). At thislevel of participation
individuals are invited by decision-makers to make their views known, but are not guaranteed that
these views will be trandated into decision outputs. The middle rungs of the ladder encompass
governance arrangements in which lay individuals and current decision-makers agree to share
responsibilitiesfor decision-making (i.e. joint policy boardsand planning committees). At thislevel,
some redistribution of decision-making power occurs. At thetop rungs of the ladder lay individuals
dominate decision-making. Thislevel of participation requiresatransfer of decision-making power
from traditional decision-makers (i.e. providers, politicians, government bureaucrats, and local
administrators) to lay individuals (Charles and Demaoi, 1993). Therefore, afundamental aspect of
citizen participation is power-sharing (Eyles, 1993).

To use Saltman’ s patient choice terminology, the lower rungs of the ladder denote “voice”, forums
for verbal communication, and the upper rungs of the ladder denote “voice and choice’, forums and
“options to select alternative approaches’ (Saltman, 1994,). For example patients might attend
provincia round table discussions, sit in a mgjority on locally-elected health boards, and choose
among different options for addressing a personal health problem. In this case patients are
participating at different rungs on the ladder and in severa different decision-making domains
(provincial, local-collective, and individual). For Saltman, full empowerment of patients requires
gaining substantial control over budgetary authority and resource allocation from managers and
physicians. As experience in Sweden is demonstrating, this can be achieved within preset regional,
provincial or national spending limits.

However, despite Saltman’s observations about Swedish experience, in Canada, the literature
indicated that citizen participation has not progressed beyond the lower rungs of the participation
ladder (Charlesand Demaio, 1993). Although Ontario hasintroduced avariety of opportunitiesfor
citizen participation, they do not appear to have moved beyond the consultative stages of
participation. For example, District Health Councils (DHCs), which wereinitiated in 1974 to alow
local boards with a balance of appointed consumers, municipal officias, and providers to advise
the Minister, have served mainly asapolitical buffer between the provincial government, and local
institutional and individual providers. Lacking any formal mechanism for local accountability, they
have also encountered substantial difficulties in establishing a local constituency (Church, 1986;
Tuohy and Evans, 1986). A more recent analysis of the trend to involve consumers in public
policy-making and implementation in Ontario suggested “that government-initiated participatory
strategies elicit only particular kinds of information from consumers and do not live up to their
democratizing promise” (Aronson, 1993, p.367). Previous research in the United States
(Checkoway, 1982) has suggested a similar pattern.
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The assessment of citizen participation in Quebec is similar to that in Ontario. A recent review and
assessment of citizen participation in health decision-making in Quebec suggested that despite more
than two decades of efforts to enhance participation in health care decision-making, “the presence
of citizens on the boards has not succeeded in empowering the community in such a way as to
significantly influence health.” (O’ Nelill, 1992, 291) Previously, several other authors (Eakin, 1984;
Godbout, 1981 Renaud, 1987) expressed a similar view. The problem stems from the power
relationships among lay individuals, administrators, and providers.

Two examples from the literature served to illustrate these power relationships. The first, and
perhaps most celebrated example of the power relationships between physicians and citizens in
community-based health governance structures, is the experience of consumer boards for
community health clinics in Saskatchewan (Church, 1994; Young, 1975). At issue in the
Saskatchewan dispute was the challenge of physician decision-making autonomy by both
government administratorsand citizens. Theresol ution of the dispute resulted in the marginalization
of consumer decision-makers. As several authors have noted, the medical profession tendsto resist
any challenge to its autonomy. (Alford, 1975; Church, 1994; Naylor, 1986; and, Tuohy, 1976)

The second exampl erelatesto therelationship of board administratorsto volunteer boards. Attempts
by the provincia government in Quebec to democratize hospital boards by mandating the
appointment of new boardsthat were more broadly representative of the population were countered
by existing businessand administrativeelites (Akin, 1984). New and inexperienced board members,
who either represented non-professiona staff or community organizations, were controlled by
hospital CEOs. At the sametime, the old cadre of board elites shifted the locus of decision-making
out of the board room and onto the golf course, or into smaller elite dominated committees.
“Administrators reported that after reorganization they brought issues to the board at a later stage
of the decision-making process’ (p. 227). In the broader context, Carroll (1989) states that
“management theory suggests that the executive directors [of non-profit organizations| will
effectively run the organizations ... ‘in their own best interests', and the volunteer members of the
board will tend to be managed by the executive director.” (p. 352)

Theroot of the problem istheimbalance of resources among citizens, providers, and administrators,
which consumersencounter when partici pating in shared decision-making processes. Theimbalance
manifestsitself in two fundamental ways: unequal interests; and disproportionate information. The
conventional wisdom concerning unequal interests as expressed in the literature ( Alford, 1975,
Church, 1994, Crichton, 1976, Marmor and Morone, 1980; Trebilcock, 1978) is that in
decision-making situationsinvolving consumers, administrators, and providers, both administrators
and providers have greater incentives to participate than citizens.

Providers and administrators are motivated to participate in decision-making because they have a
concentrated interest related to employment and income. Therefore, the benefits of participation are
likely to outweigh the costs. Consumer interests tend to be broader and more diffuse than provider
and administrative interests. As Marmor and Morone (1980) noted, citizen contact with the health
system is sporadic and episode specific. The majority of these contacts occur in the physician’s
office. Aslong asindividual encounters with the system are generally satisfactory, consumers are
unlikely to see a benefit in becoming involved in the ongoing decision-making process.

Most consumerswill not see anet advantage in participation if it involves spending countless hours
reading lengthy and complex documents; wei ghing technical and value choices; engagingincyclical
battles with other stakeholders; and listening to late night presentations followed by crucial votes
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(Brown, 1981). They are more likely to mobilize around single issues such as the potential
construction/closure of ahealth facility, the addition/closure of aprogram, or inappropriate provider
behaviour. As Marmor and Morone (1981) suggested, “administrative politics are far less visible
... hot bounded by clear, discrete decisions, and are cluttered with technical details rather than with
symbols that are more likely to arouse diffuse constituencies.” (p.129)

The problem of the imbalance of information (Hurley, Birch and Eyles, 1992; and, Marmor and
Morone, 1981) relates to the traditional technical nature of many decisions relating to health care,
and therel ative monopoly of thisinformation by providersand administrators. Whilethisimbalance
IS present to some extent in virtually all types of policy decisions, it is especially present when
decisions are technical in nature.

Hurley et a (1992) suggested that if decentralized decision making in health care is to result in
increased technical and allocative efficiency, structures must be designed to facilitate the
combination of expert knowledge and consumer knowledge. The former refers to empirical,
technical knowledgeabout health careinterventions, and the organi zation and financing of thehealth
system. The latter refers to subjective knowledge related to collective and individual values and
preferences. Both typesof information have limits, and pose challengesfor provider, administrative,
and lay decision-makers. Asis suggested by Charles and Demaio (1993) “if lay participation ... is
to be oriented toward enhancing community status, then providing the public with the technical
information to facilitate decision-making in line with these goals will become increasingly
important, and akey policy challenge will be to identify the types of information that will enhance
decision-making.” (p. 900)

Based on his empirical research of the experience with Community Health and Social Services
Centres (CLSCs) in Quebec, Godbout (1981) suggested that certain conditions are necessary for
citizens to exercise power in health governance structures. These include: board members that are
truly representative of their constituents; the capacity to mobilize constituents, especially in poor
neighbourhoods; a capacity to have areal say inthedaily affairs; and recognition by administrators
and health providersthat the board haslegal authority, whichin principle givesthem thelegitimacy
to exercising decision-making power.

In Godbout’ s research (1981) on governance of CL SCsin Quebec, citizen board representatives of
three CLSCs Situated in underprivileged neighbourhoods were not generally recognized as
legitimate representatives of consumer interests (condition one). In three other neighbourhoods,
which were essentially working class and middle-class suburbs, the consumer representatives
managed to implement some important decisions and exercise real power. To overcome the lack of
class affinity with administrators that middle-class board members enjoyed, consumer board
members in poor neighbourhoods needed a capacity to mobilize the citizens in the neighbourhood.
However, in the cases examined, board members were either less effective than employees at
community mobilization, or wererel uctant to exercisethisform of power becauseit implied playing
boss. In oneinstance, the board resigned rather than mobilizing the neighbourhood (condition two).

The third condition necessary for citizens to exercise power is the capacity to have rea authority
over thedaily activities of the CLSC. In thisrespect, the relationship of citizen boards and managers
is crucial. As previoudly discussed, the literature suggested that the interests of managers are not
necessarily synonymous with those of lay board members.
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Thefinal condition is the recognition by other CL SC stakeholders of the legally based |egitimacy
of the board’ sauthority. Infive of six cases, providers did not see citizen board members as“ agents
with autonomousinterests.” (p. 158) Instead, providers viewed them as partisans for particul ar staff
projects, and the staff vision of the clinic. They were given token representation on provider
dominated operational committees. In effect, citizen participation was*absorbed” into astaff driven
vision of the mission of the organization.

Along with the Godbout’ s analysis other authors have attempted to define a set of characteristics
that they believe will lead to more effective representation of community interests. These
characteristics include:

O strong personality: effective speaker, successful operator, well connected, understands
constituents interests and pursues them

O ability to mobilize a constituency when necessary

O knowledgable of the issues. (O’ Neill, 1992; Godbout, 1981; Marmor and Morone, 1980).

To return to the question raised for discussion in this section, according to the literature, at a
minimum, citizens should be involved in joint-decision making with other stakeholders. However,
past experience has indicated that where this has occurred on community-based boards of
governance, the imbalance of political and information resources has contributed to the failure of
citizen participation from the perspective of empowerment. Theliteratureinthisareaisbased largely
on informed opinion, with little rigorous empirical support.

5.3 In what types of decisions might citizens be involved?

Despite the consensus of informed opinion, that citizen participation in health decision-making has
traditionally been weak and largely ineffective, anumber of authors have al so suggested that citizens
can and do participate effectively in certain types of decisions. (Deber et al, 1994, Eyles, 1993; and,
Saltman, 1994)

Saltman (1994) suggested that past experience with patient empowerment has given us a clearer
sense of the objectives of a system geared to patient empowerment, and the types of institutions
conducive to enhanced citizen participation. The following are what Saltman considered to be
desirable objectives of effective patient influence:

O logistica improvements, such as shorter queues; on-time appointments, enhanced
information; and greater participation in clinical decisions about treatment patterns.

O patient choice, as opposed to provider or administrator preferences, as the guiding forcein
short term budget allocations

improved clinical quality

patient choice of provider, site and treatment

direct political accountability of providers through empowerment process
enhanced sense of personal responsibility

system legitimation through empowerment.

education for choice and self-advocacy

aaaaad
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Saltman cited severa areas in which patients already had realized significant empowerment in
decision making. These areasinclude: breast cancer, maternity, abortion, aternative medicine, and
interactive video disks.

For example, experiments with interactive video disks at Dartmouth College indicated that when
presented with appropriate information concerning alternative intervention strategies for surgery,
patients may choose a far less aggressive treatment approach than their physicians. This has the
benefit of allowing patients to have avoice in an important life-style decision, while resulting in a
cost saving for the system.(Saltman, 1994)

Deber et a (1994) suggested, al so, that patientshave animportant roleto play in health caredecision
making in answering two questions: isaparticular intervention wanted and, should the public pay?
While scientific evaluations about effectiveness and appropriateness are essentially technical in
nature, the actual decision about whether a particular treatment or intervention is wanted involves
avalue choice. Asindicated by Deber et a (1994), and Wennberg (1990), beyond the technical
aspects of a particular intervention, many medical decisions involve value choices. Several other
studies, discussed below, support the ideathat patients have an important role to play in health care
decision making.

In aprospective study of cancer patients from a hospital, hospices and home settings, Townsend et
a (1990) found that the majority of patients preferred to die at home, even though some died in
hospital. Of the 84 patients interviewed: 58 % wished to die at home; 12 % in hospital; 20% in
hospice; and 2% elsewhere. Of those who died in their own home, 94% had expressed a preference
to do so. In contrast to those who died in hospitals, 68% would have preferred to die elsewhere.
Under more favourable circumstances 67% of patients would have preferred to die at home, 16%
in hospital, and 15% in hospice. They concluded that limited additional resources devoted to
community care would provide support for 50% more patients to die at home, which was the
preference of them and their care givers.

To determine the importance of patients preferences, Barry et a (1988) conducted a decision
analysis comparing the expected outcomes with immediate transurethal resection and watchful
waiting for men in small geographic areas. The results indicated that there is a tradeoff between
quantity and quality of lifeinvolvedinthechoice. Therefore, patient preferences should beaprimary
consideration.

Fowler et al (1988) undertook a descriptive heath interview study to determine the probabilitiesfor
symptomrelief, improvement inthequality of life, and complicationsfrom surgery. Patient concerns
about the symptoms were also evaluated. The resultsindicated that patients with similar symptoms
reported considerable differences in the degree to which they were bothered by their symptoms.
Giventhisvariation, the authors concluded that patient participation in the decision about treatment
was important.

A descriptive study of the choiceof treatment optionsfor benign urinary tract obstruction (Wennberg
et al, 1988) concluded that the clinical sources of unwanted variations in prostatectomy rates
appeared to be due to three trends: a lack of information concerning the risks and benefits of the
procedure; inappropriate belief that the operation prolongs life; and, a failure to base decisions on
patient preferences. They recommended that, given the results from other assessments, such as
Fowler et a (1988), procedures should be developed for objectively conveying information to
patients about options for treatment of prostate hypertrophy. Computer driven video disk
presentations and taped interviews of past patients are suggested as a possible approach.

16 Component 2



54 How is the organization/program accountable
to the community?

The gquestion of how organi zations are accountable and who isrepresented are central to discussions
of citizen participation. Simply defined, “accountability” means being answerableto. In the context
of the “Westminster Model” of parliamentary democracy employed in Canada, the Minister of
Cabinet, responsible for a particular department/policy area, is answerable to the
democratically-elected legislature for all actions carried out by representatives of the Crown
(government as representative of the Queen). This implies that the Minister is answerable for the
expenditure of all public funds through contractual arrangements with non-governmental
organizations, which deliver services on behaf of the government. Given that health care is
constitutionally a provincial responsibility, community-based health services delivery
organizations, which operate under contractual arrangements with the provincial government,
would fall under this category. As will become clearer below, the nature of the accountability
relationship between the Minister and community-based health services delivery organizationsis
relatively weak. However, community-based boards of governance are responsible, ultimately, to
the provincial Minister of Health.

Aswith the discussion of citizen participation, accountability can be understood better through the
employment of atypology. According to Carrol (1989) accountability can be classified into four
distinct types. bureaucratic accountability, legal accountability, professional accountability, and
institutional accountability. These different forms of accountability have either apre-audit capacity
(prevent error) and/or post audit capacity (detect error after the fact). The relevance of these two
forms of capacity is the assumption that it is better to detect error before it occurs (i.e. before the
money is spent, the building is constructed), then after the error has occurred. Each of these is
described briefly below.

Bureaucratic accountability employs a hierarchica command and control approach, which is
process-oriented, rule bound, and standardized. The continuity of superior/subordinate supervision
focuses on detection and correction of errors. This form of accountability has the most reliable
pre-audit capacity. Most community-based organizations operate at arms length from the
government and are, therefore, not directly affected by this type of accountability.

Professional accountability places control of the organization in the hands of expert employees.
This form of accountability is based on deference to experts within the organization, who are
governed by professional standards. Pre-audit capacity isweak. Post-audit capacity is subject to the
interpretation of professional standards.

Legal accountability is based upon afinancial relationship between the regulator and the regulatee.
It has a degree of post-audit control, but no inherent pre-audit control. Prevention of error is
dependent on compliance with rules and the extent of sanction for non-compliance. Most
community-based health services delivery organizations are contracted by government to provide
services. Therefore, they are directly affected by this type of accountability.

Institutional (political) accountability describes the relationship between the organization and
external constituents, and is characterized by responsiveness. Pre-audit capacity is low. Post-audit
capacity islow aswell. Thiscategory appliesto situationsinwhich membersare el ected or appointed
by a constituency. Some observers might argue that any organization funded by the government is
politically accountable through the responsible Minister.
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While the majority of the discussion focuses on institutional accountability, the implications for
other forms of accountability are discussed first, in two examples. The first example is the HSO
program in Ontario. The second exampl e discusses the trend in the past for hospitalsto incur budget
overruns as a negotiation tactic.

In the first example, Ontario began developing Community Health Centres during the 1970s as a
means of addressing unmet needs and controlling costs in the health system. At the same time they
began funding Health Service Organizations (HSOs), which are essentially capitated group
practices, controlled by physicians. In the case of HSOs, the government devel oped the Ambul atory
Care Incentive Plan (ACIP) to provide additiona moneys to those organizations whose patients
used less hospital services than the average for the area. The money was intended to allow HSOs
to broaden the range of health personnel and programs beyond core medical services. However, a
review of the program after it had been in operation for approximately a decade revealed that the
money from ACIP was actually used by HSO physicians to augment their own incomes, some by
asmuch as 34 % (Ontario Ministry of Health, 1991). The application of the accountability typology
to this case suggests that the accountability relationship between the government and the HSOs was
weak and post-audit in nature, or that enforcement or sanction was not stringent enough.

In the second example, attempts to control hospital costs in Ontario during the 1970s through
funding cuts were countered by the decision on the part of hospitals to go over budget and then
bargain for additional funding to cover the shortfall (Murray et al, 1984). The application of the
typology in this case suggests that over time compliance with the requirements of the legal
accountability relationship declined and benefitted from the institutional (political) accountability
of provincial politicians to their constituents. Legal accountability was not enforced until the
mid-1980s when the province decided to no longer fund hospital deficits.

The most commonly recognized form of accountability in democracies is that of elected officials
to voters (institutional-political). Thisis aso the most commonly employed mechanism, although
it is not without significant flaws. According to Marmor and Morone (1980), mechanisms often
touted asimplying accountability such as public accessto records of board proceedings or open and
well publicized meetings have little bearing on accountability. Some form of formal mechanismis
necessary to ensure that decision-makers are accountable to their constituents.

One of the criticisms (Charlesand Demaio, 1993) of the existing health system isthat thereisalack
of sufficient accountability on the part of those who are responsible for making decisions about
resource alocation. One popular “solution” to this problem is the decentralization of
decision-making to structures closer to communities. Again, thisis based on an assumption - that
local decision-makerswill be more accountable to communities than provincial decision-makers.

In essence, this reasoning implies that substituting institutional-political accountability at one level
of governance with that at another will enhance accountability. However, the type of accountability
relationship and itsinherent characteristics remain essentially unchanged. It a so assumesthat more
appropriate decisions about the alocation of resources can be made at the local level. These
assumptions may not necessarily hold true (Newton, 1978; Sharp, 1970; and, Tindal and Tindal,
1990).

If local decision-making isto be implemented, the question then becomes who should participate.
Thisinvolves addressing fundamental issuesrelating to who isto be selected; how they are selected;
and what expectations govern their behaviour (Marmor and Morone, 1980).
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AsEyles(1993) noted, therearefour distinctiveforms of representation: formal political; ascriptive,
descriptive; and substantive (see also Marmor and Morone, 1980). Formal political representation
refersto elected officialswho hold decision-making power in trust for their constituents. Ascriptive
representation ,which usually takes the form of advocacy, involves the delegation of
decision-making power to an individual by agroup by virtue of that individual’s socia position or
knowledge. For example, during the 1960s, advocacy for the protection of neighbourhoods was
common in the urban planning process. Descriptive representation assigns decision-making power
toanindividual becausethey reflect the characteristics of alarger group. Substantive representation
refers to the selection of an individual based on their persona or professional interest in a defined
set of issues, and their commitment to representing the interests of a group.

Descriptive representation, which has become a popular means of addressing the issue of equitable
representation for visible minorities, assumes that outward appearance equates with general
preferences (stereotyping). If thisis chosen as one of the criteriafor selection of representatives, it
leadsto theequally thorny issue of whichinterests should berepresented. Should emphasisbeplaced
on socia status, ethnicity, age, gender, or allment?

Physicians have traditionally been seen as substantive representatives of their patients, because of
thelir perceived roleasguardians. The broadened definition of health hascalled thisroleinto question
(Eyles, 1993).

A further dimension of therepresentation i ssueischoosing the appropriate appointment mechanism.
Marmor and Morone (1980) viewed formal political representation as essential to ensuring some
form of accountability. However they also note that “elections must not merely be held but must
offer significant ‘ choice’.” (p.137) For them, an important issue is whether to select representatives
through general elections, by organized groups, by officias, or by self-selection. Although generd
elections are often employed, they may not be the best means of ensuring accountability. As
experience with Health Services Agenciesin the United States has demonstrated, general electoral
processes can result in destructive competition between consumer and provider groups (Checkoway
and Doyle, 1980; and Checkoway, 1982). A morecommonly recognized difficulty withtheelectoral
processis the tendency for an over-representation of well-educated middle class participants at the
expense of other groups (Eyles, 1993).

Given the difficultiesidentified above, and observation of the processin the United States, Marmor
and Morone (1980) suggested that representatives for community health boards be selected from
the ranks of existing community health organizations or groups. The linkage between these
organizationsand their narrowly defined constituentsgenerated more participation thanthe selection
of candidates through general elections with a more diffuse constituency. Coincidentally, this
approach has been adopted by the Government of Quebec in thereform of itsregional health system
(Alberta Health, 1993).

To return briefly to the question, community-based health delivery models tend to be accountable
through alegal relationship with the Minister/department and/or through alocally elected board of
governance. According to the literature, in practice both of these forms of accountability are
relatively weak. However, this observation is based mainly on informed opinion rather than
empirical studies.
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5.5 What scope of decision-making responsibilities does
the community want?

As stated at the outset of this section, one of the assumptions underlying discussions of consumer
governance is that communities want to participate in the decision-making process. Beyond this
simplistic expression of the democratic value, that participation is desirable, little research has been
conducted on the types of management/planning decisions in which citizens would like to
participate.

One exception in the health carefield isarecent study (Abelson et al, 1994) in which adeliberative
polling exercise was conducted in Ontario with five potential health decision-making groups. The
five groups were: randomly selected consumers, town hall meeting attendees, District Health
Council (DHC) appointees, elected officias, and other local experts. In a series of two hour focus
group meetings, participants became less willing to assume decision-making responsibilities, and
morewilling to defer these decisionsto traditional decision makers such as provincia governments.
Among the DHC participants, less than 30 % were in favour of assuming more responsibilities.

In an earlier descriptive survey (Pinto et al, 1979) comparing the attitudes and values of board
members and management staff of four Community Mental Health Centres and one mental health
clinic, researchers discovered that board members felt strongly that citizens did not have a better
understanding of mental health needs and problems in their community than health professionals.
The board preferred to take an advisory role in decision making. In terms of the type of individual
deemed most suitable for board membership, the board and management staff ranked existing or
potential service consumers at the bottom of the list. Given this, the authors questioned the ability
of the Centres to enhance responsiveness to citizens.

To answer this question, then, the two studies included in this literature review suggested that
citizens preferred not to assume major decision-making responsibilities.

5.6 Summary and Policy Considerations: Governance

The discussion of the governance modality of community-based headth services models
encompasses two overlapping bodies of literature: citizen/consumer participation, and patient
choice.

The literature on citizen participation suggested that there is no empirical evidence that boards of
governance are an effective mechanism for empowering citizens in relationship to other
stakeholders, or in holding decision-makers accountable to communities. While some authors
suggested that local administrators might assist citizens in narrowing the knowledge gap with
providers, the literature suggested that administrators are not likely to be motivated to do this.

Past experience, as recorded in the literature, has suggested that administrators are interested in
consolidating their own power base as much as providers or citizens. The solution to moving
consumers from the lower rungs of the participation ladder to the upper rungs may lie outside of
the boardroom, or the boardroom may only be one site in which the citizen may be empowered.
Anocther, equally important locus of decision making may be the encounter between citizen and
provider.
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The literature on patient choice suggested that patients can and do play an important role in health
care decision making, despite the general view that citizen participation to date has been
disappointing. New approaches to health care decision making that link patient preferences (as
opposed to provider or administrator preferences) to budgetary considerations are essential to any
empowerment strategy. The evidenceindicated that the potential outcomeisgreater cost efficiency.
The studiesincluded in thisliterature review suggested that patients have an important role to play
in decisions that involve value choices between competing options. The evidence suggested that
when presented with appropriate information about options for treatment of acute conditions,
individual patients are inclined to choose less intensive and less costly interventions.

The question of accountability is complex and offers no clear solution. The literature indicated that
the traditiona means of ensuring accountability and enhancing community control of
community-based health delivery models do not appear to have been very effective.

Theliterature concerning community preference for participating in decision making is particularly
sparse. However, it does suggest that greater attention should be paid to identifying citizen
preferences for participating in health care decision-making.

Giventhelack of empirical evidence about what might constitute the best governance structuresfor
CBHS models, policy makers need to consider what they want to achieve, and then to design
governance structures that seem supportive of these goals. The following questions may be useful
in developing appropriate policies. Also, they could be used as a basis for evaluating whether the
policy goals have been met.

O What do we mean by community governance/citizen participation?

O What is/are the objective(s) of including citizens in community-based health decision
making?

O What expectations do we have of community representatives?
O What qualities or skills should community representatives require?

0O What structures/processes/resources are needed to realize the stated objective(s) of citizen
participation?

O Aretheseresources available, and who will provide them?

O Isthere sufficient philosophical commitment on the part of all stakeholders, governments,
providers, administrators and consumers, to empower communities?

O How can community-based governance structures be held truly accountable to the
communities and clients they serve?

O What criteriaand mechanismsfor appoi ntment to community boards best ensureaninclusive
yet effective representation of community/client interests?
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6 MODALITY 2: SERVICE DELIVERY
APPROACHES

Improving the ability of service providers to respond in an efficient and effective manner is an
important aspect of current health reforms. Services provided in non-institutional settings are
considered an appropriate means of making servicesless costly, and more responsive to community
needs. The specific issues relating to CBHS approaches include:

O range and integration of services

O mix of services (preventive/curative/social)
O efficiency of service delivery

O effectiveness of service delivery

In this section we review the major findings of previous literature reviews and policy studies that
have been conducted on well recognized community-based services models, such as community
health centres. We then review studies that have attempted to determine whether an aternative
organization “offers a cheaper means of delivering services while providing alevel of care that is
at least equivalent to that currently available” (Crichton et a, 1991, 334). Some studies have aso
dealt with other outcomes, such as the integration of service modalities and its relationship to the
value for money and quality of care outcomes. Since the majority of the literature reviewed hereis
organized around the organizational form (i.e. community health centre) or the type of service
provided (i.e. continuing care), as opposed to the expected or documented outcomes, presentation
for this section of the literature review will be ordered according to the type of service and/or
organizational form.

6.1 Are services delivered through an integrated continuum
of care approach less costly and/or more effective than
other approaches?

This question has several important dimensions including: the extent to which services represent a
broad continuum of care (health/social services; acute care, promotion, prevention, rehabilitation,
and chronic care); the extent to which thereis continuity of carefor individuals over time; the extent
to which avariety of disciplines areinvolved in service delivery; and the extent to which different
disciplines, internal and external to the health care system, integrate and coordinate their efforts.

Until recently, the major focus of research on CBHS models has been on their potential for saving
money. Often referred to as* cost effectiveness’ studies, these studies are limited because they have
usually focused on cost without taking account of outcomes related to the improvement of health
status (ARA, 1992; Crichton et a, 1991). Under this question the literature will be reviewed in
relationship to a number of different organizational models, with emphasis being placed on the
service delivery modality.
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6.1.1 Community Health Centres (Community Health Centres, Community
Health and Social Services Centres, Neighbourhood Health Centres
and Community-Sponsored Health Maintenance Organizations)

Over the past decade severa literature reviews have been conducted relating to well recognized
community-based health services model (Abelson and Hutchison, 1994; Angus and Manga, 1990;
ARA Consulting Group, 1992; Birch et a, 1990; Crichton, 1994; and Crichton et a, 1991). The
major findings of these previous reviews are highlighted below.

Intheir review of theinternational literature on primary care models, Abel son and Hutchison (1994)
concluded that the literature on primary care models (nurse-centred, physician-centred and
collaborative) did not clearly indicate asuperior delivery model based on quality of care or efficient
use of resources. The evidence on community health centres and the reduction of hospital admission
rates and overall costs compared to fee-for-service was weak. There was stronger evidence to
suggest that CLSCS in Quebec provided better quality of care than fee-for-service for certain
interventions. The ability to generalize this finding was limited because of the narrow range of
interventions examined.

Crichton (1994) in her review of the findings from Crichton et al (1991), indicated that they had
guestioned whether the development of alternative community-based health services models had
fundamentally changed the organi zation of medical practice or the configuration of servicedelivery.

The review conducted by Birch et a (1990) focused on the findings of studies of the clinical and
economic performance of Health Service Organizationsin Ontario. The scope of thereview included
literature on Health Maintenance Organizations (HMOs) in the United States, and comparisons of
HSOs and CHCs in Canada. The policy review by Angus and Manga (1990) discussed the current
understanding of the benefits of the CHC model (in a generic sense) and attempted to compare in
the benefits of this model against other models of service delivery, including fee-for-service. The
ARA Consulting Group (1992) conducted an evaluability assessment of the CHC program in
Ontario, including an assessment of the literature in the field. Collectively, the three reviews
identified the following as commonly held assertions about HSOs, HMOs, and

CHCs, when compared to fee-for-service practice:

lower hospital utilization rates,

comparable use of ambulatory care;

greater patient loads for physicians;

employment of more ancillary health personnel;
higher quality care;

structures which facilitate more preventive services,

physicians who believe that their method of payment favours the delivery of preventive
services, and
less patient satisfaction with their care.

O aadaaagad
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The analysis by Birch et a (1990) concluded that with the exception of hospital utilization and
personnel substitution, the confidence level in the other assertions was low, and the conclusions
could easily be altered with further research. According to the authors none of these commonly held
assertions about HSOs is supported in theliterature by rigorous empirical investigation fromalarge
number of studies . The results of these studies are discussed further under the section on funding
because of their focus on methods of payment.

In the United States, a descriptive assessment of neighbourhood-based health care delivery for
inner-city residentsinfivemajor U.S. citiesindicated that although neighbourhood centres provided
lower cost carethan other public facilities, they remained dependent on outside financing (Ginzberg
and Ostow, 1985). Freeman et a (1982) discussed the results of two surveys on neighbourhood
health centresin the U.S.. Based on the results of the surveys they concluded that:

O neighbourhood health centres provided access to ambulatory services for low income and
minority populations at an equivalent cost to services provided to patients enrolled with
private physicians,

O neighbourhood health centres have reduced utilization of hospital ambulatory care clinics
and emergency rooms, with the potential for a substantial cost saving; and

O neighbourhood patients have measurably lower hospital utilization rates than outpatient
hospital user populations.

Inareview of theevaluativeliterature on neighbourhood health centresinthe US, Seacat et al (1977)
concluded that the centres generally succeeded in “delivering good comprehensive care, including
preventive servicesand heal th supervision through ateam approach ... at areasonablecost.” (P.168).

A weak cross-sectional comparison of adolescent health care provided at a school-based clinic and
ahospital-based clinic reported variation in utilization patterns and accessibility. The school-based
clinic had more visits for counselling and health maintenance, while the hospital-based clinic had
more visits for acute and chronic illnesses. The school-based clinic appeared to alow easier access
to health care, especially confidential visits for sensitive issues (McHarney-Brown and Kaufman,
1991).

6.1.2 Continuing Care

Angus et al (1994) noted that while the definition of “continuing care” varies, it has two common
elements. continuous care over a long period of time; and, integration of care across service
components. Continuing care serves a wide variety of clientele including: the elderly; physically
disabled; emotionally disturbed children; people with alcohol and drug problems; transients; and
familiesin crisis. In hisdescriptivereview of Continuing Carein Canada, Hollander (1994) defined
Continuing Care as acomplex system of service delivery, with anumber of componentsintegrated
through a continuum of care, including long term care, home support and home care. He listed the
following services as “ core components of continuing care:”

O Community-based Services - meals-on-wheels, homemaker services, home nursing
services, community physiotherapy and occupational therapy, adult day care, and group
homes
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O Residential Services - long term care residentia facilities, chronic care unitshospitals,
assessment and treatment centres and day hospitals

O Optional Additional Services - equipment and supplies, transportation services, support
groups, crisissupport, lifeand social skillsfor independent living, respite services, palliative
care, volunteers, and congregate living.

Hollander (1994) in his examination of the various systems of continuing care across Canada
suggested the following ideal characteristics for community-based continuing care:

O Single Entry - continuous screening to ensure the provision of appropriate Coordinated
services based on individual needs,

O Assessment and Placement - to reinforce single entry

O Coordinated Case Management - regular monitoring to ensure that patients do not
deteriorate to the point where they require more costly services

O SingleAdministration - to encourageintegration of funding, planning and service delivery
O Consistent Care-level Classification - to allow the client’ s illness to be assessed

The studiesreviewed in this section compare servicesfor the elderly, children, and individualswith
terminal cancer that might be considered within Hollander’ s broad definition of continuing care.
We will first examine the major reviews related to continuing carein Canada and the United States.
We will then examine some additional comparative studies.

Elderly

Several major literature reviews and policy studies of the costs and effects on continuing care for
the elderly have been previously undertaken. (Crichton et al, 1991; Hollander, 1994; Weissert et dl,
(1988); and Kemper et a, 1987).The findings of these reviews are reported below, along with a
number of other individual studies.

According to Crichton et al. (1991) cost-effectiveness studies comparing community-based services
with institutional care for the elderly have yielded mixed results. Thisis reflected in the on-going
debate about the cost effectiveness of home- and community-based care for the elderly presented
below.

In aeffort to reach overall conclusions on the costs and effects of home care and community care
for the elderly through a descriptive study, Weissert, Cready and Pawelek (1988) examined 27
“rigorous and generalizable” studies of home care in the United States from a potentia pool of 700
articles. The 27 studiesincluded in the review met the following five criteria: (1) tested the effects
of providing ahome- and community-based care compared to existing long-term care services(some
of which included home and community-based components); (2) used an experimental design
including atreatment and control group; (3) at least 50 individualsin each study group;(4) individua
asthe primary unit of analysis; and (5) served an elderly population.
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The authors concluded that “home and community care as it is practised during the past 30 years
has not tended to produce cost savingsin most studies.” According to the authors, the potential for
cost savings might be enhanced by:

O linking home and community care programs with nursing home preadmission-screening
programs;

O using multivariate models to estimate patients’ risk of institutionalization;

O modelling patients potential savings on institutional care and considering these savings on
institutional care and considering thesein setting home care expenditurelimitsfor the patient
or acase mix of patients;

O carefully specifying different expected benefitsfor various subgroups of patients served and
considering these different outcomesin care-planning and utilization-review decisions,

O making effortsto reducetreatment costs, possibly by better planning to avoid excess capacity
and by utilization control, especially with respect to total volume and duration of care;

O closer attention to control of outlier cases’ use and cost;

O avoiding treatment decisions that increase hospital use unless patients will clearly benefit;
and,

O further investigation of congregate housing as an efficient setting for delivering home and
community services.

In terms of the impact on health status and well-being, the authors concluded that:

O survival and mental functioning may be positively affected sometimes by community care,
but not by much - evidence is tenuous,

O increased life satisfaction for caregivers and patients appears to be a relatively consistent
benefit; and

O patients may have fewer unmet needs and be more socially involved - evidence based on
small sample sizes and number of studies

Overdl, the authors suggested that policy makers should “abandon hopes of cost savings’ and
instead focus on providing community care for other outcomes. In particular, they noted that recent
evidenceindicated positive outcomesin the areas of patient and provider satisfaction, although “the
magnitude of the benefit is small and persistence beyond several months remains problematic.

In addition to those conclusions discussed above the authors suggested the following future
directions:

O increased emphasis on producing and measuring life satisfaction benefits for caregiversand
patients, and |owering the expectations of policy makers of these benefits so that qualitative
outcomes become more acceptable;

O development, testing, and adoption of prospective budgeting methods that take net social
savings of home and community care into account; and
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O improved methods of imputing values reflecting society’s willingness to pay for
non-economic patient and caregiver outcomes.

These findings are supported by a previous descriptive review of home and community care
demonstrations conducted by Kemper, Applebaum, and Harrigan (1987). In reviewing 16
case-managed community care demonstration projects for impaired elderly populationsin the US,
the researchers concluded that “expanding publicly financed community care does not reduce
aggregate costs, anditislikely toincreasethem - at least under the current long term care system.” (p.
96) As noted above, despite the increased costs, the projects reviewed indicated increases in the
quality of life of those patients receiving the services. The authors concluded that the expansion of
community care should be justified on the basis of the benefits to the disabled elderly and those
who care for them, rather than on cost savings.

In areview of research on home- and community-based long term care, Weissert (1985) identified
seven reasons why it is difficult to make community-based long term care cost-effective: These
reasons include:

O the failure of home and community care to reduce institutionalization because it is treated
as an add-on to existing care rather than a substitute;

O eventhesmall proportion of community care userswho are at risk of institutionalization are
at risk of short stays, not long enough to generate major savings,

O the magnitude of effect of community care on institutionalization rates has been small,
usually too small to offset costs of community care;

O patients at high risk of institutionalization are difficult to find in the community;
O the costs of screening and assessment are high; and
O limited effectivenessin producing statistically significant health status change.

Hollander (1994) disagreed that datafrom the U.S. are applicable to Canada. Although the findings
presented by Hollander in his study were “ballpark estimates’ (his words), he contended that
community-based services could be cost effective in a coordinated delivery system. Hollander
suggested that the Continuing Care Systemin British Columbiaisacasein point becauseit contained
hisideal characteristics as described above.

In applying Weissert’s criteria to continuing care in British Columbia, Canada, Hollander noted
that, contrary to points one and three (community services are add-ons and community care has not
reduced the rates of utilization), the B.C. philosophy has been to offer residential placement when
a client cannot be accommodated in the community. The proactive strategy of reducing bed
utilization through restricted bed growth, and community-based care substitution has resulted in
reductions from 71.6 beds 1000 population in 1983 to 57 beds/1000 population, and a
corresponding increase in community-based clients. He attributed this success to a strategy
involving single entry, assessment and case management, and control of waiting lists.

Where Hollander was in agreement with Weissert was on the issue of little demonstrated evidence
of significant improvements in health status. This he attributed to the fact that long term careisa
caresystem, rather than acure system. Assuch, good care, and areductionintherate of deterioration,
are legitimate system goals. Measuring cost effectiveness will remain problematic in the Canadian
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context until senior decision makers define the core components of the continuing-care system, and
develop a system of comparing cost and utilization data for each component of the system across
jurisdictions.

An important issue related to the cost of community care for the elderly isthe lack of appropriate
streaming of patients. For example, Weissert et al (1988) concluded that the key to realizing cost
efficiency in aternative home and community care for the elderly is to target service delivery to
individuals who would otherwise have required long term institutional care (366-67). Descriptive
studies by Robertson (1987) and Davidson et a (1989) have suggested that case management may
be an efficient means of steering patients to more appropriate utilization of these services.

Kemper et a (1987) differed from the conclusions of Weissert et a (1988) on the issue of
case-management as a solution to the cost problem. They suggested that determining eligibility
criteriais not primarily an issue of “targeting efficiency” - for which populations will substitution
of community care for nursing home care lead to the greatest cost reductions, but is primarily an
issue of equity - who deserves the limited community care for which society can pay (p.97).

In addition to the larger studies above, a number of other comparative studies assessing continuing
care are discussed below.

The results of a moderate strength cohort study of the effect of coordinated, multidisciplinary care
in a community-based ambulatory-care centre in Seattle on service use, quality of care and
satisfaction on alow-income, urban, elderly population, suggest that those attending the clinic used
less hospital emergency services than the comparison neighbourhood group (Baldwin et al, 1993).
In terms of quality of care, the multidisciplinary clinic provided equal or better carein all but one
area. Patients attending the clinic recorded higher patient satisfaction scores, especially in the area
of convenience of care. The estimated annual charges for the clinic patients were $1000 |ess than
for the neighbourhood group.

A review of the On Lok Senior Health Services Community Care Organization for Independent
Adults (Ansak and Zawadski, 1984) indicated a cost saving of 26 per cent compared to a
neighbourhood sample. On Lok serves an institutionally certified elderly (55 and over) population,
within a four mile catchment area. Patients are evaluated for service needs by a multidisciplinary
intake and assessment team. The service team includes. physicians, nurse practitioners, social
workers, adietician, nurses, physical therapists, home care attendants, licensed home health aides,
occupational therapists, recreational therapists, drivers, health workers, and a host of medical
specialists. Services provided through On Lok may include medical services such as physician and
pharmacy consultant services, rehabilitative services (physical and occupational therapy), social
services, supportive services (dietary counselling, meals-on-wheels, supervised diets),
transportation (to and from the centre), outpatient, homemaker, escort and interpretive services.
Inpatient days for On Lok patients were 33 % lower than for the comparison group. Thisislargely
attributable to the greater utilization of services in an outpatient day centre. In terms of quality of
life, the majority of the On Lok population improved on ten health and functional status indexes
compared to the comparison group.

A moderate strength clinical trial of aregional triage model, serving a population of approximately
1,700 elderly people in a seven town region (166 square miles) in central Connecticut, determined
that those patients in the Triage group showed greater improvement in functioning status than the
control group (Doherty et a, 1980). Also, per capitaexpendituresfor conventional Medicare service
andinstitutional serviceswerelower for the Triagegroup. Someancillary servicesweresignificantly
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higher for the Triage group (intermediate care, homemaker, chore/companion/meals on wheels,
dentist, podiatrist, optometrist, mental health counsellor, pharmaceuticals, hearing aid/glasses, other
transportation). However, overall service expenditures were not significantly different between the
two groups.

A quasi-experimental assessment (Oktay and Volland, 1990) of apost-hospital support program for
thefrall elderly and their familiesindicated that caregivers experienced a dight reduction in stress,
while hospital days used by the treatment group decreased substantially. However, the study
indicated no impact (positive/negative) on the functional status of patients. The authors admitted
that the results should be subjected to more rigorous tests before drawing firm conclusions. The
program used a nurse-social worker team approach in the provison of assessment, case
management, skilled nursing, counselling, referral, respite education, support group, medical
back-up, and on-call services.

A weak clinical trial comparing frail elderly patients placed in nursing home care and
community-based foster home care (Oktay and Volland, 1987) indicated that foster home care could
be substituted for nursing home care with no clear negative effect. The findings related to cost
demonstrated that the direct cost of foster care is about 25 per cent lower than nursing home care.
Patients assigned to foster home care had a greater likelihood of improvement in their ADL and
mental health status scores at 12 months. However, patientsin nursing home care were more likely
to maintain or improve life satisfaction scores at 12 months. The authors offered several alternative
explanations for the life satisfaction findings, relating to methodological issues.

In the United Kingdom, a study of a Family Support Unit , which provides a continuum of care
including daycare, respite, and occasional residential care, indicated that FSU services were three
times as costly as traditiona services, but prolonged life at home for elderly patients by 172 days
on average compared to the control group. Costs per patient were also 41 % of the per diem cost
for along term care bed. However the authors acknowledged that the study design did not allow
for firm conclusions (Donaldson and Gregson, 1989).An additional UK study compared the costs
of intensivehome care serviceswiththosefor hospital care. The study wascontrolled for comparable
disabilities between groups. In 75 % of the cases, hospital care costs were higher (Gibbons et a,
1982).

Hospital-in-the Home

First introduced in New Brunswick, the extramural hospital in that province offers a range of
nursing, laboratory, pharmacy and alied health services as a substitute for hospital care. In a
descriptive study of the hospital-in-the home program in Verdun, Quebec, and the extramural
hospital program in New Brunswick, Bouchard (1990) reported that both programs had operational
costs that were less than the average cost of an acute care bed. The absence of capita and
mai ntenance costs were suggested askey to thisdifference. However, Bouchard noted that “indirect
costs borne by both the patients and their families may be greater because both options place greater
reliance on the family to assist in the care.” The author noted the need to do an evaluation study,
especially to measure marginal costs, impact on health status and satisfaction of patients and
families.

In two surveysinvolving relatives of children and the relatives of deceased patients associated with
the extramural hospital program in New Brunswick (New Brunswick, 1995), the combined
approval rating for the program was approximately 97 percent. Surveyswere mailed to 97 survivors
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and 190 parents. A questionnaire was mailed to 450 randomly selected patients discharged from the
extra-mural hospital, witha 71 % responserate. Patients were asked to answer eight questionsusing
afour point rating scale. A maximum satisfaction rating was recorded by 77 % of those surveyed.

In an evaluation of five hospital-in-the home programs (HITH) in Ontario (ARA Consulting Group,
1994) indicated that the five shared the following characteristics:

O quick response - assessment and admission procedures to admit patients in a quick and
timely manner;

O flexible structure - site coordinator had a mandate to tailor services to patient needs;

O service flow - patients were admitted through the hospital emergency - referred by a
physician; assessed by a physician and nurse; given education when appropriate; and sent
home to await services. Nursing services usually arrived within a few hours. Medication
was either transported by the patient or by courier the same day; and

O physicianrole - primarily provided a screening function; instrumental in diverting patients
from the hospital to HITH.

The strengths and benefits common to all of the sites included: satisfied patients and families;
introduction of new technology into community services (e.g. , blood transfusions); enhanced
training for case providers; access to medication through HITH funding; enhanced relationships
between hospitals, home care, and physicians; quality care; governancethat bridged sectors; flexible
service strategies, more frequent nursing visits;, and pharmacy support.

The outcomes reported, which are specific to service delivery, included:

O less homemaking services than the home care program;

O greater likelihood of discharge to other modes of care than either home care or hospital care;
O physician visits more than once per year (significant variation across sites);
0

HITH patientswerelesslikely toreceiveavisit fromallied health professional (occupational,
speech, physiotherapy, nutrition) than home care or hospital care;

O average length of stay (8.3 days) similar to hospital care (8.2), but dramatically different
from home care (32 days). This difference suggests the HITH is treating different types of
patient or patients at different stages of treatment;

O HITH patients more likely to be discharged to the care of someone else than home care or
hospital care;

O most physicians satisfied or very satisfied with the program;

O overdl patient and family caregiver satisfaction levels “extremely high”;

O increased budgets and costs for home care of 10 - 40 per cent; and

O reduced in-patient case days.
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Children

A before and after assessment of ventilator-assisted children entering a home care program after
previously receiving care in a hospital setting suggested that cost savings can be achieved, mainly
through the substitution of parental for professional nursing, and eliminating frequent laboratory
procedures (Aday et al, 1989). Families reported varying degrees of the following spectrum of
services in the home: nurse (mgjority), physical therapist, teacher, occupationa therapist, and
respiratory therapist. The children’s developmental status was evaluated on a five point scale. On
average caregivers reported that the devel opmental status was much improved in the home setting.
Families expressed concerns about the continued health of their children, long range devel opmental
issues, technical and financial aspects of providing care in the home, level of commitment, and
tensionwith professional staff inthehome. Overall, thefamiliesfelt extremely positiveabout having
their children at home.

Terminal llinesses

Three studies on community-based services related to terminally ill patients were identified in the
literature search. A quasi-comparative retrospective cost comparison of health care for terminaly
ill children, provided either inthe home or in-hospital, determined that home carewaslessexpensive
for total costs than hospital care (Birenbaum and Clarke-Steffen, 1992). However, home care was
more expensive for non-health care and indirect costs than hospital care. Direct costs comprised
approximately 76 % of total costs, and non-health care and indirect costs comprised 12 % each of
thetotal costs. Families paid between 12 and 24 % of costs, even when indirect costs were excluded.
The authors concluded that, while terminal care in the home may appear to cost less overall, this
did not take into account the extent of cost shifting that may occur.

A moderate strength randomized controlled trial of the effects of coordinating care for terminally
ill cancer patientsin London (Addington-Hall et al, 1992), determined few differences between the
experimental and control groups. All patients received routinely available services. The
experimental group received the assistance of two nurse coordinators, whose role wasto ensure that
patients received appropriate and well-coordinated services, based on individual needs and
circumstances. The authors concluded that lack of an adequate budget to obtain services or a
mismatch of the skills of nurse-coordinators and the requirements of the coordinating role were the
major causes of the lack of difference between the two groups.

A strong randomized trial of the cost effectiveness of hospital-based home care for terminally-ill
veterans (Hughes et al, 1992) indicated cost savings and increased patient satisfaction. The
experimental group used 5.9 fewer hospital days per annum, resulting in a47 % per capita saving.
Costs for home care were higher, but were offset by reductions in hospital utilization. The authors
noted that the cost findings should be viewed with caution due to methodological weaknesses.
Analysis of the types of visitsreceived indicated that while the control group rarely received home
visitsfrom disciplines other than nursing, more than half the home-based health care group received
visits from a range of disciplines (nurse, physical therapist, social worker, health technician, and
dietician. Collectively, the process data indicated that the home-based group received
“comprehensive and continuous’ home care in comparison to the control group. Results on patient
outcomes indicated that access and satisfaction increased in the experimental group. There were no
differences in survival days or functiona status between the control and experimental group
Caregiver morale increased as well. This was attributed to the level of education.
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The authors concluded that the home-based health care model was “more comprehensive,
encompassing aninterdisciplinary team approach to care that differsfrom the skilled nursing service
utilized by control group patients.” (p. 814)

6.1.3 Mental Health

According to Fried et al (1989), sincethe 1970s, the continuous debate over the appropriatelocation
of mental health services has been framed as a choi ce between community-based and hospital-based
services. Typicaly, this debate has been dominated by two issues: treatment costs, and, clinical
effectiveness and appropriateness of care in the two settings. The studies reviewed below focused
mainly on comparing costs in the two settings, with some emphasis on health status outcomes.

With referenceto cost studies, Fried et a (1989) noted that “economic evaluationsin health, [which]
should be simple ... are often complicated by problems of measurement, which leave them replete
with errors.” (p. 638) The problems are even more pronounced in the mental health field because of
the nature of thediscipline. They listed thefollowing as potential problemsfor conducting economic
evaluation of mental health programs:

O assuming mental health patients fit the economic definition of “rational man”;

O the“externdities’ created by shifting mental health from hospitals to the community;
O measuring effectiveness given the problem of the reliability of psychiatric diagnosis;
O calculating “foregone wages’; and

O resistance by those being evaluated.

To illustrate these difficulties Fried et a (1989) compared two “well conducted” economic
evaluations comparing community and hospital-based mental health services in Canada and the
U.S. These studieswill be briefly reviewed below followed by the discussion as presented in Fried
et a of the limitations of such studies.

Fenton et al (1979) conducted a moderate strength randomized trial to determine the effectiveness
of community-based treatment, emphasi zing home care, versus hospital-based psychiatric care. One
hundred and fifty patients were randomly assigned to either home care or hospital care. The home
care group were treated by a multidisciplinary team consisting of a haf-time psychiatrist, a
psychiatric social worker, and a psychiatric nurse. The team was on-call 24 hours. Patients in the
hospital group received short-term, intensive treatment from the hospital department’s regular
psychiatric and paramedical staff - two attending psychiatrists (one and one part-time), two to three
attending psychiatric residents, and nursing and occupational therapy staff.

The results showed that in-hospital stay for hospital care patients was 41.7 days compared to 14.5
days for home care patients. There was no significant difference in the amount of ambulatory care
received by each group. Theauthorsconcluded that community-based psychiatric careisan effective
aternative to hospital-based care for most severely disabled patients. A follow-up, moderate
strength, clinical trial (Fenton et a, 1982) comparing the costs of the two types of delivery, found
that both manpower (64.1 %) and operating costs (108 %) were higher for hospital -based treatment
than community-based treatment.

A cost-benefit analysisof acontrolled experiment that used atraditional hospital treatment approach
and a community-based alternative, reached a similar conclusion: community-based mental health
care appeared to be more cost effective than hospital-based care (Weisbrod et a, 1980). The
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community-based program involved transplanting retrained mental-hospital ward staff into a
community setting. The staff provided individually tailored programs on a 24 hour, seven day per
week basis. Patient programs were designed based on an assessment of coping-skill deficits and
requirements for community living. The programs were characterized as follows; staff members
present in patients homes, place of work, and neighbourhoods taught and assisted them in daily
living activities (i.e., laundry, shopping, cooking, budgeting, hygiene, and transportation). In
addition, patients were assisted in finding and maintaining employment, and using leisure time
constructively. An important component of the programs was sustained support for other family
members (Stein and Test, 1980).

Theresultsindicated anet benefit of nearly $400 per patient per year. During thefirst year, patients
in the experimental group had areadmission rate of 6 % compared to areadmission rate of 58% for
the control group. While both groups spent comparable amounts of time employed, the experimental
group earned significantly more income. Although leisure time activities and social contacts were
equivalent between the two groups, the experimental group had significantly more contacts with
trusted friends. The experimental group was also more satisfied with life than the control group.
When the program was discontinued the experimental group showed a marked decline on al of
these indicators.

An important caveat of the results, as noted by the authors, was a recognition that traditional
community-based programming is “insufficient, inappropriate, or both.” (Stein and Test, 1980,
p.396) They concluded that patients with chronically disabling psychiatric illness in a community
setting required ongoing, flexible service delivery that istailored to the needs of individua patients.
Thisinvolves careful needs assessment, close monitoring, assertiveintervention, and close working
relationships with patients and community members.

To return to the discussion by Fried et a (1989), the authors noted that the strength of these two
studies was that they “adhere[d] closely to the theoretical basics’ underlying economic evaluation.
The study by Fenton et al was unlike most cost-effectiveness studies because it considered a
relatively wide range of costs. In asimilar fashion the Weisbrod et al study measured awide range
of benefits and costs. Both studies took a broad social perspective. However, according to Fried et
al, the two studies were weakened in terms of ability to generalize, due to flawsin the study design
such as measurement, patients, and organization of interventions. These weaknesses are
acknowledged by the two sets of authorsin the origina studies (Fenton et al, 1979; Fenton et a,
1982; and, Weisbrod et al, 1980). All the authors agreed that the strength of economic evaluations
isin the accumulation of findings from avariety of studies, which should increase the confidence
of the findings. Severa other studies employing varied methodologies, which focus on cost, are
presented below.

A weak randomized controlled trial (Burnset al, 1993) of a community-based outreach service for
genera adult psychiatric referrals found that the substitution of home-based psychiatric care for
institutional ly-based carein suburban L ondon resulted in asubstantial reduction in-patient care, and
a50% decrease in costs for those receiving care from the community focused team (controlled for
by diagnostic grouping). The study compared three paired catchment areas with identical
multidisciplinary teams providing services in either the community or institutional setting. Each
team consisted of a consultant psychiatrist (lead), a full-time community psychiatric nurse, and a
joint-appointment social worker.
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A moderate strength pre/post clinical trial (Borland et al, 1989) comparing intensive case
management of 72 young, recidivistic, treatment-resistant, chronically thought-disordered patients
over five years with a two-year pre-study baseline, indicated that while hospital bed days were
reduced by 75 %, residential care days rose by 193 per cent.

Several of the studies discussed above also examined clinical and/or social outcomes. In their weak
controlled trial of home-based acute psychiatric care and hospital-based care, Burns et a (1993)
found no differencesin clinical or social functioning outcomes between patients randomly assigned
to the two settings. Fenton et a (1979) found little change over aone year period in the symptoms,
role functioning and family psychosocial burden related to patients randomly assigned to either
homecareor hospital care. Borland et a (1989) found that the patients’ level of functioning remained
essentially unchanged over the five years. However clear improvement was recorded in areas of
functioning such as crisis episodes, suicide attempts, drug and alcohol abuse, and medication
compliance. The utilization of emergency and after hours on-call services declined steadily.

A moderate strength experimental clinical trial comparing the effectiveness of three
community-based treatment programs for homeless, mentally ill people found that at 12 months
patients had fewer symptoms, increased income, interpersonal adjustment, and increased
self-esteem than patients in the other two programs (Morse et a, 1992). The three programs were:
traditional outpatient treatment offered by a mental health clinic, a daytime drop-in centre, and a
continuous treatment program, including assertive outreach, a high client/staff ratio, and intensive
case management. The continuous treatment team was guided by the following principles: assertive
community intervention; “no-reject” policy; provision of servicesfor an unlimited amount of time;
and, aflexible, individualized approach to addressclients multiple needs. The continuoustreatment
team showed “superior” results to the other two programs in the areas of consumer satisfaction,
improved resource utilization, frequency of program contact, and reduction in homelessness. The
authors considered thelast of these outcomes (reduction of homel essness) to be the most significant.

A moderate strength randomized controlled trial to compare the efficacy of home-based care with
standard hospital care in treating seriously mentally ill patients in London (Muijen et a, 1992)
yielded thefollowing results: an 80 % reductionin hospital staysfor thehomecaregroup; noincrease
in the number of hospital admissionsfor the home care group; similar improvementsin both groups
on the global adjustment scale, home care, and hospital care; significantly better resultsin the home
care group for relatives of new patients on measures of relatives’ satisfaction. In other areas of the
home care program such as support for patients (employment, personal hygiene, shopping) alack
of expertise on the part of staff led to alow success rate. However, acceptance of the home care
program by patients and relatives was unexpectedly high. A noted weakness of the study was the
potential bias of clinicians, assessors, and patients, which may have influenced the outcomes.

6.1.4 Prenatal Care

A number of studiesrelating prenatal caretointegrated service delivery approaches such asmanaged
care and case management, and outcomes such as improved birth weights, lower infant mortality
rates, increased access, and increased patient satisfaction were identified from the literature search.

In amoderate strength, cohort study comparing use and outcomes in fee-for-service and Medicaid
managed care in Washington State (Krieger et a, 1992), the researchers concluded that enrollment
by Medicaid beneficiaries in managed care plans did not eliminate the large gap in prenatal care
between the Medicaid population and the genera population. Medicaid enrollees delivered
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low-birth weight babies and had inadequate accessto prenatal carein comparison to the other group.
The study suggested that availability of providers or benefitsis not enough to equalize the rates of
utilization or good outcomes. The structure and content of the care appeared important to promoting
improved health outcomes. The authors concluded that managed care may offer an opportunity for
modest cost savings while promoting modest improvements in prenatal care. However, managed
care alone did not alleviate the differences between access and birth outcomes.

A moderate strength, cohort study of low income women receiving prenatal care from private
physicians or through the Chicago Department of Public Health in 1988 -1989 (Handler and
Rosenberg, 1992), concluded that the likelihood of giving birth to apreterm, low-birthweight infant
was significantly greater (oddsratio 3.1, 95 % confidenceinterval 2.3-4.0) for women who received
care only from private physicians (n=530) compared with those who received care entirely from
the Chicago Department of Health (n=2465). The authors noted that the results should beinterpreted
cautioudly.

A moderate strength, cohort study of thelow birth weight among Medicaid patients of public health
departments and other providers in North Carolina and Kentucky yielded a similar conclusion
(Buescher and Ward, 1992). As well the authors concluded that a multidisciplinary approach to
prenatal careismorelikely to occur in public health departmentsin the two statesthan in the offices
of other provider. Through coordination with other health and social programs, health departments
aremore likely to rely on nurses, nutritionists, educators, and other support staff.

An earlier moderate strength, cohort study comparing Medicaid women receiving coordinated
maternity care with those who did not receive these services in North Carolina found that those
women not receiving coordinated care had a21 % higher low birth weight rate, a 62 % higher very
low birth weight, and a 23 % higher infant mortality rate, than those women receiving coordinated
care (Buescher et a, 1991). Therefore, the authors concluded that maternity care coordination could
be an effective means of reducing infant mortality and increasing positive birth weight outcomes.

A weak retrospective survey was conducted of women attending three clinics which utilized three
different staffing modelsfor the delivery of low-risk prenatal care: physician-based; mixed staffing;
and, clinical nurse specialists with physicians available for consultation. The results indicated no
differences in maternal-neonatal physiological outcomes, although newborn admissions to the
Neonatal Intensive Care Unit approached significance among the clinics. The clinical nurse
specialist staffing model proved most cost efficient and most satisfactory for patients (Gravely and
Littlefield, 1992).

A weak clinical trial of the impact of paraprofessional services on the amount of prenatal care
received and birth weight was conducted using a sample of 111 low-income women (Poland et al,
1992). Women attending a publicly-financed prenatal clinic at Hutzel Hospital in Detroit were
randomly assigned to indigenous paraprofessionals. The comparison group was matched for
ethnicity, parity ,and trimester entering prenatal care. The results showed that women accompanied
by aparaprofessional werelikely to havemore prenatal appointments, and higher birth weight babies
in contrast to the comparison group.

A comparison of birth weight outcomes between a case management pregnancy and parenting
program and the general teenage population in San Francisco indicated that teens enrolled in the
coordinated program had higher birth weight babiesthan the general teenage population (Korenbrot
et al). The program was designed to fill existing service gaps in San Francisco by establishing a
community-based network of specialized services to address the educational, psychosocial, and
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clinical needs of pregnant and parenting teens, female and male. The primary feature of the program
was case management.

A weak cohort study comparing the provision of prenatal care at six sites ( two neighbourhood
health clinics, two hospitals, and two HMOs) concluded that adolescents are likely to obtain more
adequate careif the prenatal siteisattractive and inviting, and if special efforts are madeto register
and retainthemin care. Also, the study resultsindicated better birth outcomes (Cartoof et al, 1991).
However, insufficient evidence was provided to show that the attractiveness of the clinic influenced
care.

6.2 What range and mix of services do community-based health
services models offer?

An important issue that remains unanswered by the literature is the optimum range and mix of
services that constitute a continuum of care. There is a paucity of material examining which
individual services function most efficiently and effectively when integrated or coordinated. The
literature reviewed below gives a descriptive overview of the range and mix of services provided
through community-based delivery models. Some outcomes associated with the mix of servicesare
reported.

In their descriptive survey of “local community health and social service centres’ in Canada,
Robichaud and Quiviger (1991) noted that, in seven of ten provinces, the mgority of servicesoffered
were primarily social as opposed to medical. Only three provinces reported having a primarily
integrated approach to service delivery within the centres. The services most frequently offered
included: information and referral; primary prevention; health education; community development;
psychosocial services; and establishing self-help groups.

An earlier descriptive study by Bozzini (1988) of CLSCS in Quebec noted the following mix of
services. 73% of centres provided primary medical care; 98% provide primary social services; the
majority provided integrated health and social services through home care, mother and child
(prenatal and public health)services, and school services (health prevention and promotion).

Seacat’ s descriptive study (1977) of Neighbourhood Health Centres in the United States indicated,
that with some exceptions, the centres provided the following range of services. primary care,
specialty services (dentistry, optometry, podiatry, mental health, physical and speech therapy),
nursing and social services that included family planning, nutrition, home health services, health
education, outreach, follow-up, and transportation.

Abelson and Lomas (1990) compared the levels of disease prevention and promotion between
community health centres and fee-for-service practicein Ontario. Their resultsindicated that, while
there were few differences in the presence of recall systems for screening or in knowledge of,
compliance with, or coverage of selected preventive interventions, CHCs reported a significantly
greater variety of health promotion programs than fee-for-service practices. Also, CHCsreported a
greater tendency to use non-physician personnel to carry out these activities. Although they
cautioned against the general application of these findings because of the self-reported nature of the
survey, the authors suggested that the current evidence brings into question the assumption that
CHCs provided more preventive activities than other modalities of service delivery.
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6.3 How accessible are community-based services models?

The survey of community health and social services centres in Canada conducted by Robichaud
and Quiviger (1991) assessed the general accessibility of the centres using an index based on six
guestions. The six questions were designed to obtain information on three aspects of accessibility:
daily opening hours; availability of emergency services; and location of equipment and means of
communication. Twelve percent of centres received a high accessibility rating. The majority of
centres (59%) received a medium accessibility rating. Twenty-eight percent received alow rating.
An interesting correlation was found between the status of the centre (public or private) and
accessibility. Private centres (75%) were found to be more accessible than public health centres
(55%).

6.4 Summary and Policy Considerations: Service Delivery

The issue of less costly service delivery through integrated community-based models has been
frequently researched. This reflects the tendency to view such models as a potential means of
reducing costs. Far less research has been devoted to examining the extent to which
multidisciplinary, multi service models lead to more effective service delivery. Within the
recognized limitations of the economic studies, and the dearth of studies examining non-economic
outcomes, a number of trends emerge from the literature.

Thefirst trend is the continuing evidence that community health centres are aless costly means of
delivering a range of health services. Cost reduction is reflected mainly in the decreased use of
hospital services by populations served by these centres. Although thereis evidence to suggest that
community health centres provide a broader range of health and social services than other
organizational models, the impact of the range and mix of services on the health of the population
in unclear.

The second trend is that evidence on the cost reduction capacity of community-based care for the
elderly ismixed. Studies of services provided in aclinic setting indicated lower costs for the same
reason as those observed for community health centres serving other populations - lower hospital
utilization Other studies comparing institutional and home care (mainly in the US) suggested that
cost savings may not be realized through home care substitution. The major reason for the lack of
cost savings offered by researchers is that home care has not been appropriately targeted to those
most in need. However, one author, Hollander (1994) cautioned that these conclusions are based
on studies of home carein the United States where thereisno coordinated system. In Canadawhere
the level of coordination is enhanced, there may be greater opportunity to realize cost savings.
However, Hollander suggested that accurately measuring thiswill not be possible until acoordinated
national data base is established.

The third trend is that improved outcomes have been realized in the following areas: quality of life
(functional status, and patient satisfaction), improved birth weights, and decreased infant mortality.
Also, asthe On Lok example indicated, there is the potential for improved efficiency.

Thefourth trend isthat case management isthe approach favoured for delivering community-based
care because of the potential to coordinate appropriate access to services.
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Thefifth trend is that while community-based delivery models appeared to offer awide range and
mix of integrated services, the mix of services provided varies grestly.

Onefinal observationthat doesnot represent atrend, but isworth noting, isthat, cost savingsrealized
through the reduction in hospital utilization may mask cost shifting to families for other costs
associated with care based in the home.

When making decisions about how best to integrate community-based services decision makers
need to consider the following:

O What range of services/programs can be integrated most effectively?

0O What cost and health outcomes will be realized through the integration of a given range of
services/programs?
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7 MODALITY 3: FUNDING APPROACH

One of the challenges to health policy decision makers is to develop a method of funding health
care services that balances the preferences of providers with those of other stakeholders. The
traditional bias, which has favoured providers, has hampered efforts to deliver services in an
equitablefashion. Inthissectionwebriefly discussthree approachesto funding, and theimplications
for equity.

Abelson and Hutchison (1994) draw a distinction between “the concepts of paying providersin
different ways and employing different methods to alocate funds to a delivery model.” (p. 46) In
this section of the literature review, we are concerned mainly with different methods of allocating
fundsto adelivery system, organizational model or program.

7.1 What funding approach best addresses the issue of equity
in the distribution of health care resources?

According to the British Columbia (B.C.) Ministry of Health (1993), athough health status is
affected by various influences extraneous to the health care system, health care equity remains a
fundamental issue. Asthe B.C. Ministry of Health noted, “equity” refers to equal quality of care
and equal access to care. Deployment of resources at the regional level offers the opportunity to
address the equity issue when allocation is based on population, demographics and health needs
resulting from socio-economic and environmental factors.

Hedth services can be regionadly funded using four basic approaches. utilization-based,
popul ation-based; needs-based and budget/request-based. The approaches should be viewed as
falling along a continuum. Each of these approaches is discussed briefly below.

7.1.1  Utilization-Based Funding

In thisapproach, funding is allocated to regionsin proportion to utilization patterns - the health care
services actually being used in aregion. Utilization-based funding can be implemented in anumber
of ways. The simplest of these ways would be fee-for-service without any cap. This could also be
implemented within total expenditure caps, total volume caps and funding pegged at less than 100
percent. Other adjustments to enhance the efficiency of this approach might include some sort of
hospital performance index and a case mix index for long term care funding.

The potentia benefit of using a utilization-based funding approach isthe ready availability of data.
Comparison across regionsis relatively easy. Optimal resource alocation could occur if the above
noted efficiency adjustments are added and the system is operating at a near-optimum level.

The potential drawbacks of such an approach include: the perpetuation of existing inequities;
funding driven by utilization as opposed to population health considerations, and difficulties with
incorporating effectiveness criteria.
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AsBirch et a (1993) noted in their discussion of aneeds-based approach to resource all ocation, the
implication from the empirical research of utilization under Medicare is that “there is no natural
tendency for health-care resources to be allocated in line with health needs.” (p. 74)

7.1.2 Population-based Funding (capitation)

Withthisapproach, afixed sum per personisdistributed to an organization or region within adefined
geographic area based on the size and demographics of each regions population. In return for
funding, the organization or region provides guaranteed coverage for anyone eligible for and
requiring designated health services. Thefocusison the characteristicsof the population asopposed
to the patternsof utilization. For example, the all ocation might take into account such characteristics
as age and sex.

The potential benefits of this approach include: it is less influenced by provider behaviour; it has
built-in incentives to decrease inappropriate/unnecessary utilization; and, it may lead to better
control over referrals and consultation if patients are committed to a designated provider.

The potential drawbacks to this approach include: the failure to take into account differences in
incomelevel, education, and other socio-economic factorsacrossregions(e.g. utilization differences
between inner city residents and the rest of the population); administration of fundsfor “transients’
is complicated; and it could be difficult to implement for centrally administered provincia
programs..

At the organizational level, there have been a number of studies comparing non-geographically
defined capitation-based payment approacheswith fee-for service. Thisform of captitation payment
is often associated with physician-centred organizational models such as Health Maintenance
Organizations (HMOs) in the United States and Health Service Organizations (HSOs) in Ontario,
Canada. As Abelson and Hutchison have suggested, capitation has been used by governments and
insurance plans as a method of physician reimbursement because it provides a degree of
“predictability in physician expenditures for a defined population”, and contributes to a*“reduction
in hospital utilization through substitution of ambulatory care for hospital care and preventive
services.” (p.47)

As Birch et a (1990) have noted, the development of HSOs in Canada has been premised on the
belief that equal or better quality care can be provided by health providers paid by capitation in
comparison to those paid on a fee-for-service basis. Studies comparing HM Os and fee-for-service
practice have been the basis of thisassertion. Their review of the empirical findingson thisassertion
indicated that payment mechanisms can effect the cost and quality of care. However, differences
within models are as great or greater than differences between models.

According to Crichton et a (1991) the most thorough of the cost studies on CHCs in Canada was
conducted by the Ministry of Health in Saskatchewan (Saskatchewan Ministry of Health, 1983).
The study compared the costs of medical services and hospitalization of patientsin two community
clinicsand those of private practice physicians. Asreported in Crichton et al, 1991, the study results
indicated that while costs for medical services were higher in the clinics than the fee-for-service
physician practices, the total per capitacosts (an average of 64 % of which was hospitalization) f
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were higher in the clinics than the fee-for-service physician practices, the total per capita
costs ( an average of 64 % of which was hospitalization) for hospitalization and
pharmaceutical drug plans was 13 % less in one clinic, and 17 % less in the other clinic.
This phenomenon was particularly evidenced in those patients over 65 years old.
According to Abelson and Hutchison (1994), the researchers encountered
methodological difficulties with data sources, sample selection, and the means of
defining comparative populations.

Crichton et al (1991) reported that a comprehensive budget audit of four rural CHCs in
British Columbia detected a net benefit in all centres linked primarily to reduced hospital
utilization. As identified in Birch et al, 1990) earlier (often cited) Canadian controlled trial
studies (Defreise, 1974; Hastings et al, 1972; Mott et al, 1973; University of Toronto and
University of Michigan, 1973) produced similar results with some variatfion in identified
causes, and the recorded percentages of reduction in hospital utilization.

The consensus expressed in the literature of the Canadian experience with the CHC
organizational model was that current evidence on hospital utilization is relatively strong,
but methodological weaknesses suggest a cautious interpretation of results (Angus and
Manga, 1990; ARA Consulting Group, 1992; Birch et al, 1990; and, Crichton et al, 1991).
The identified methodological weaknesses include:

estimation of true practice populations;
self-selection of patients and providers;

calculation of costs;

lack of measurement of effectiveness; and

lack of adequate attention to variation within models

lack of aftention to differences in service quality, appropriateness, accessibility, or
outcomes; and

O lack of attention to process variables.

aaaaaa

Given the methodological weaknesses and paucity of studies, Crichton et al wondered
why no systematic evaluations of the hospital utilization phenomenon had been
undertaken on CLSCs in Quebec (p. 339). Abelson and Hutchison (1994) in their literature
review of primary care delivery models in the international context suggested that even
here methodologies are "moderate to weak” and “results are often limited in their
application to other settings.”(p. 64)

Our literature review identified several studies of CHC models undertaken outside of
Canada. Findings from these studies generally support Canadian findings. In the United
States, a quasi-comparative study to determine the impact of 5 CHCs located in
geographic disparate areas on hospital utilization (Freeman et al, 1982), supported the
Canadian findings recording nearly a 50 percent difference in rates of admission and
nights spent in hospital between clinic and fee-for-service practices. The methodology
employed controlled for social and demographic variables (Crichton et al, 1991, 339).

In a strong clinical trial on the effect of a community-sponsored prepaid group practice
(Manning et al, 1984), the study design allowed researchers to examine the relationship
of the responsiveness of health services utilization to user price in fee-for-service and
capitation-based practice, and the impact of delivery modality on health care utilization.
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Again the results are comparable to those produced through cost studies of CHCs in
Canada with average costs per capita being 28 % less, and hospital days being nearly
50 % less for the community-based HMO members than fee-for-service

A quasi-comparative study of referral rates between individual G.P.s and G.P.s practising

in health centres in the Netherlands indicated that G.P.s practising in health centres had
lower referral rates to hospitals (Wukel, 1986).

In reviewing studies on the effects of capitation payment on service utilization Hutchison
et al (1994) concluded that capitation payments led 1o reduced hospitalization rates for
some populations and increased referral costs for others.

7.1.3 Needs-based Approach

With this approach, funds are distributed to the regions based on relative health needs
of regional populations as identified through health status indicators, assessment of risk
behaviours, and evaluation of health outcomes. This represents an extension of the
population-based approach because it relies in part on regional population
characteristics as a basis for the allocation of funds. However, in addition to basic
population health indicators, the needs-based approach incorporates an additional
calculation for “special needs” populations, such as preteens and/or low-income
mothers. The increasing focus on these populations reflects the recognized relationship
between socioeconomic conditions and health.

The potential benefits of this approach include: an emphasis on maximizing the potential
"health” of a population by targeting resources where the need is greatest; incentives to
redirect resources to populations with the greatest needs; the development of indicators
for defined populations that identify specific needs as opposed to demands; an
opportunity o allocate resources based on relative levels of need; and encouragement
of substitution of low- cost, high-impact services for high-cost, low-impact services.

The potential drawbacks are: the continuing requirement of collecting socio-economic
and health status data; and the lack of agreement on what indicators are appropriate (
Birch et al, 1993; Carr-Hill, 1987)

The needs-based approach allows for many variations. Some extensions of the
population-health approach can be referred to as needs-based. Once a funding pool
is established under one approach (e.g. population) funding allocations at the
sub-regional level might involve some form of case mix within utilization. Therefore, the
three approaches should be viewed as falling along a continuum.

Of the three possible approaches to allocating funds at the regional level, the B.C. Ministry
of Health (1993) suggested that utilization-based was weakest because it did not reflect
the real health care needs of the population. Instead, it reflected the patterns of provider
bbehaviour, and the historic distribution of resources within the health care sector.

In their discussion of the needs-based approach, Birch et al (1993) suggested that “a
relative needs-based approach provides equal resources for communities with equal
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needs (horizontal equity) but unequal resources for communities with unequal needs
(vertical equity).

In a descriptive study, Birch and Chambers (1993), applied a needs-based approach to
the simulated allocation of resources for the populations of 49 Ontario counties. The results
indicated that while the needs-based approach did not promote efficient use of
resources, neither did it provide disincentives for efficient use. The authors viewed this as
an improvement over the “use-based” approach which was subject 1o manipulation to
increase future allocations.

In a descriptive study to develop and apply a methodology for calculating a capitation
rate for a Comprehensive Health Care Organization (CHO) in Ontario, Birch et al (1990)
reported considerable differences between use of and need for services in the study
population.

As was noted in Shortell et al,(1993) and Shortell et al (1994), population-based needs
assessment remains a key fool for building an integrated health system.

7.1.4 Budget/Request Based

The budget or request based funding approach relies on the negotiation of a fixed
budget, which specifies the resources required to meet the objectives of the organization.
Historical utilization plays an important role in the determination of the budget. As noted
in Aloerta Health, (1991), the budget/request approach was the most widely used method
of distributing community-based health care resources.

Robichaud and Quiviger (1991) noted that CHCs in Canada can be funded in a variety
of ways. Their survey of CHCS in Canada indicated that: 37% (N 128) received funding
from other methods/combinations; 28% (N 89) received global funding; 23 % (N 73)
received specific program funding; ? % (N 29) received case-by-case funding based on
patient volume; and 3 % (N 9) received per capita funding. The authors concluded that
global and specific needs appeared to be the most common funding approaches.

7.2 What are the issues related to the implementation of a
regional funding approach?

A number of issues relatfing to the implementation of a regional funding approach were
identified, including: administrafive  feasibility;  information  requirements; and
methodology. Each of these is outlined briefly below.

As the B.C. Ministry of Health (1993) noted, whatever measure is chosen “to quantify the
impact of social, economic and environmental factors of health” it must address the
following criteria:

O Administrative Feasibility: The funding approach must be inexpensive and feasible
to administer. Data should be available from the current system rather than a new
administrative data base. However, a new set-up may be a desirable long term
goal.
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O Currency: The model should be based on current inforrnation and consistent with
the currency of other information used in the resource allocation mode. As was
noted by Hurley et al, 1993, the large Canadian population health surveys cannot
e used in resource allocation decisions because:

m the surveys are often based on a “snapshot” of the population at one point
in time, and do not produce the data of inferest on a regular basis;

m the execution, analysis and reporting of such surveys is lengthy, meaning the
data are often out of date by the time they are available;

B where surveys are repeated over time, the precise question asked often
differs between surveys producing inconsistent data; and

m data are often collected at the level of the population which does not
coincide with, or cannot be analysed af, the level of the planning
populations.

O Methodology: According to B.C. Ministry of Health (1993), developing a
methodology that captures the socioeconomic variations and environmental
influences into a quantifiable measure is a challenge for decision makers. This issue
has been holfly debated by academics since the introduction of a
population-based funding approach in Britain during the 1970s. The British
approach has been criticized for its use of the Standardized Mortality Ratio (SMR)
as a proxy for morbidity. Some critics view mortality ratios 1o be inadequate proxies
for morbidity (Carr-Hill, 1987). On the other hand, morbidity ratios are considered
to be not useful for allocating resources. One maijor criticism of the British approach
was the failure to include socio-economic indicators. In estimating the needs of
the population and, therefore, the funding allocation, the estimation of regional
populations must be accurate,

A final methodological consideration is how to deal with the cross-boundary flow of
patients, and possibly providers. If patients are “free” to seek medical care outside of their
designated region some method of compensation will have to be included in the funding
approach (Carr-Hill, 1987, Tuohy and Evans, 1986).

Based on the history of the methodological debate, the B.C. Ministry of Health concluded
that it would be difficult to develop any measure which addresses all of these issues.

7.3 Summary and Policy Considerations: Funding Approaches

The literature reviewed concerning funding approaches suggested some form of funding
fied to the socio-economic and demographic characteristics of an identified population,
and the assessed needs of that population. At the methodological level, the debate over
what measures serve best as a proxy of population health status will continue for some
fime.
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8  MODALITY 4: SERVICE CATCHMENT AREA

In examining service catchment area, we found four issues fo be most relevant: territory
versus specific interest; planning implications for a population health approach; optimum
size; and impact on health status. While we reqdlized that research related to the service
cafchment area is in progress, we were only able to locate a few relevant studies in the
literature. These studies are discussed briefly below.

In relation to teritory versus specific interest, Robichaud and Quiviger (1991) suggested
that the definition of community is closely tied to the concept of place. Thus
community-based services are defined locally “in relation o a population residing on a
given teritory or sharing common interests.” (p.7)

In examining this concept in relationship 1o community health and social service centres
in Canada, Robichaud and Quiviger (1991) noted that 54 % of those centres surveyed
reported offering services to specific populations. However, in Saskatchewan, Ontario and
New Brunswick centres used a territorial approach. The authors observed a correlation
between the ferritorial approach and ethnically heterogeneous target populations.
Approaches targeting specific populations seemed more common where the
population was homogeneous.

The planning and allocation of resources based on a population health approach
requires a clear identification of the population either in terms of geography or identified
need. As was noted by Dowling (1995), defining the geographic area or population is an
important prerequisite to maximizing the ability of a system to contribute to the health of
the community. Such a definition would:

provide a basis for assessing community needs, taking an epidemiological or
population-based approach to planning, identifying which community
organizations to collaborate with, judging the accessibility of the points of entry
fo the system, deciding where to locate facilities, and so forth. (p. 159)

As Abelson and Hutchison (1994) concluded, the introduction of a capitation payment
system would require the identification of a “discretely-defined practice population.” This
will require some form of patient registration system in which patients would receive
services only from those providers or CHCs with which they were registered.

In considering the optimal size of the service catchment areas, a recent descriptive study
of HMO catchment areas in the U.S. (Kronick et al, 1993) noted that “the size of the
population required for a managed-care firm to organize efficient primary care and
specialty units varies according to specialty and according to assumptions about the
minimal number of physicians needed to sustain the service. The authors concluded that
a minimum population of 180,000 would be required to support three managed care
plans (e.g. HMOs) and many specialty services. A broader continuum of services,
including hospital care, would require a minimum population of 360,000 residents.
Smaller metropolitan and rural areas would not be financially viable for managed care
plans. Although no studies were found on this topic as it relates to community health
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centres, we suspect that the optimum service catchment area is less than those stated
above.

8.1 Summary and Policy Considerations: Service Catchment Area

The literature has suggested that the service catchment area is important for three
reasons: the definition of community; the facilitation of planning based on a population
health approach; and the creation of catchment areas which are financially viable. In a
fourth areq, the impact on health status, we were unable to find anything in the literature.

In considering service catchment areq, policy makers need to ask the following questions:

O How will the population be defined: geography, need, other?

What is the minimum required population size 1o maximize administrative and
financial efficiency?

0
O Does having a defined catchment area contribute to more cost effective service
delivery?

0

Does having a defined catchment area contribute 1o community ownership?
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9 MODALITY 5: MANAGEMENT STRUCTURES

In the current context of health system reform, decision makers are moving towards integration of
service management and delivery. In this section we address the following issues:

O potential for increased efficiency and effectiveness
O prospects and challenges of developing integrated health care systems

9.1 What are the prospects and challenges of integrating
management structures and service delivery across the
health sector?

Two perspectives are examined in addressing this question. The first perspective relates to
integration of services at the system level. This discussion emphasizes the barriers and facilitators
to system integration and coordination. The second perspective deals with integration within a
community-based health delivery organization.

9.1.1 System or Regional Level
According to Hollander (1994) a unified administrative structure has severa benefits, including:

O ability to shift funds across service delivery sectors;
O policy issues are likely to be viewed in the context of a continuity of care system;
O planning can be done on a systems basis; and

O health professionals are likely to have a sense of the broader context of the continuum of
care.

Despite these purported benefits, moving from theory to practiceisfraught with avariety of barriers.
These barriers are discussed below.

In her seminal discussion of administrative reform and coordination/integration of human services,
Weiss (1981) argued that decision makers have continued to advocate coordination despite
discouraging evidence because they have been seduced by the “symbolic and expressive content of
the coordination message.” (p.p. 21-22) She suggested the following as impediments to creating
coordinated services:

O Conceptual Conflict - ambiguity intrand ating theideainto administrative and professional
practice;

O Professional Resistance - professional perception that coordination represents a means to
increase management control over professionals,

O Bureaucratic Constraints - tendency of organizations to resist change; and maximize
autonomy and survival ;

O Political Context - coordination and integration programs can become straightforward
power struggles over control, priorities, or resources.
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According to Weiss, at that time, therewaslittle or no evidenceto indicate that coordinated delivery
systems yielded short- or long-term economic benefits, or that they provide better services than
uncoordinated systems. On the symbolic level, the aura of rationality surrounding coordination and
integration provides decision makers with increased legitimacy when attempting to implement
reform.

In a more recent survey of the literature on the integration and coordination of community-based
human service delivery, Rondeau and Deber (1992) suggested that the integration of human service
delivery structuresisimpeded by anumber of “major political, social and economic barriers.” (p.387)
These barriers included: system complexity, impaired or contrary vision, professional ideologies,
lack of incentives, funding realities, and uneven and fragmented capabilities of local governments.
The authors cautioned that attempts to integrate human services should be seen as occurring within
apolitical context. They concluded that the integration of human services may require the creation
of anumber of interrelated structures, which collectively reduce the existing barriers on a number
of levels. A key to achieving greater integration is creating sufficient incentives to encourage
cooperation among the various stakeholders.

More specific to health care, Shortell (1988), in his seminal review of the evidence on the
performance of hospital systems in the United States, echoed Weiss's concern about the lack of
evidence. Based on asmall number of studies available at the time, and comparative data on 1,000
systems and free-standing hospitals, Shortell concluded there was little if any evidence to support
the idea that system hospitals were more cost efficient, offered better quality of patient outcomes,
or realized economies of scale in comparison to non-system hospitals.

Shortell et a (1993) conducted a descriptive study of the barriers and facilitators to creating
organized health delivery systemsin the United States. The research was based on semi-structured
interviews with the chairs of system boards; board members; operating unit board members; top
management at the system and unit level; and physician leaders in twelve hospital systemsin the
United States . The findings suggested that there are eight major barriers to integration. These
barriers included:

O FailuretoUnderstand the New Cor e Business-continuing to base decisions on individual
facilities; continuing to allocate the majority of funding to acute care, although the emphasis
on paper is on primary care; primary care based on acute care management principles,
confusion by operating managers between the primary care“talk” and the acute care“walk”;
physician integration as a strategy to feed hospital inpatient business as opposed to
developing primary care; and failure to convince operating managers that a system based
on primary careisviable;

O Inability to Overcome the Hospital Paradigm - System growth strategy based on
horizontal integration of hospitals, hospital mergers based on voluntary compliance;
prevalence of hospital needs over the needs and decision processes of physicians,
development of hospital pet projects not related to system priorities,

O Inability to Convince the Major Facility to Accept a System Strategy - dominance of
the system by the mgjor facility;

O Inability of the Board to Understand the New Health Care Environment - failure to
shift the emphasis from acute care to primary care; lack of fixed accountability for specific
strategies; lack of support for bold strategic moves by management;
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O Ambiguous Roles and Responsibilities -Managers view themselves as the targets of
change as opposed to the agents; fear by operating managers of the loss of power and
influence; lack of fixed accountability, rewards system;

O Inability to “Manage’” Managed Care -management fails to understand the strategy
concerning the relationship of the managed care product and the hospital; failure to view
physician recruitment from a system perspective; failure to know how to implement the
system strategy; role confusion of operating units;

O Inability to Execute the Strategy -unwillingness to implement the strategy; little
consideration of internal capacity is given when devel oping a system strategy; and

O Lack of Strategic Alignment - improper allocation of resources; lack of consistent strategic
direction; managerial confusion about the real strategy; overemphasis on accounting and
financial controls at the expense of customer satisfaction, market research, and community
health needs assessment.

The problems of integration at the system level areillustrated in Gosselin’s (1984) description of
the regional system in Quebec. He noted that the belief that change could be achieved in a
cooperative fashion has held true, but mainly because the focus of reform has been on the
community-based sector. Hospital s have continued to define patient’ s needs according to their own
organizational priorities with little rationalization of functions occurring. He suggested divergent
value systems were at the root of the failure to integrate more completely hospital and
community-based services.

Shortell et al (1993) suggested that there are seven core capabilities that organized delivery systems
need to achieve integration. These included the following:

O Creating a New Management Culture - emphasis on managing across boundaries;
managing marketsand networksof care across episodes of ilIness, and pathways of wellness,
greater emphasis on negotiation and conflict management; systemsthinking; team building;
and blurring of the boundaries between line and staff roles;

O Basing Decisionson Population Needs Assessment - to be held responsible for the health
status of defined populations will require assessing the population needs, demands and
preferences. Thiswill require closer relationships with communities,

O An Integrated Information System - focused on ensuring continuity of care; integration
of clinical and financial data; organized case management; team management; clinical
guidelines and continuous quality improvement processes;

O Integrated System for the Assessment and M anagement of Technology - formal system
for assessing the cost/benefit ratios of aternative technologies;

O Continuous I mprovement Process - continuous quality improvement and total quality
management alows the organization to respond more efficiently to the changing
environment; and

O Information Linkages and System I ncentives -tie patients and providers together across
the continuum of care, and reward collaborative behaviour.
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Building on the work of Shortell and othersin his descriptive review of the relationship of strategic
aliancesto integrated delivery systems, Dowling (1995) suggested that “practitioners’ have come
to agreement on the following points about the success factors related to integrated systems. These
factors are listed below.

O Commitment and L eader ship by the Board, CEO and Top Management - essential to
ensuring that the system becomes truly integrated. Desirable leadership qualities include:
ability to articulate avision for the future; ability to inspire and empower others; ability to
build teamwork; ability to manage conflict and change.

O Shared Decision Makingwith Key Participants-especially important to make physicians
“co-owners’ of the vision and partnersin the success of the delivery system

O Education - to strengthen organizational change, and foster buy-in

a

Careful Choice of Physician L eader ship - Thegoal isto find or foster physicians who are
open to change . Once identified, these individuals should become full participants in
decision making about the goals, directions and success of the system. This will facilitate
developing a sense of ownership for system integration.

Affirmation of the Autonomy of Physiciansin Clinical Decision Making
Decision M aking Based on Population Health, and the L ogic of the Continuum of Care

Clear Vision of the Future - The vision must be explainable, but more importantly “felt.”

 a a a

Alignment of organizational roles, strategies, structures, and management systems
with the vision

a

Development of new management attitudes and skillsthrough education and training

a

Emphasison goalsrelated to better serving the community, and patients

O Openness to needs and expectations of the constituencies served, and the purchasers
of service

O Theneed to break away from the hospital paradigm

Of note in the above list of integration success factors is the emphasis placed on integrating
physiciansinto the system. In adescriptive study of organized delivery systems, Shortell et al (1994)
found someindication that the degree of physician integration is positively associated with financia
performance. The authors acknowledged that the data base from which this conclusion and the
conclusions of the earlier (Shortell et al, 1993) study are drawn are only suggestive because the data
baseislimited to financial performance data on hospitals for afixed point in time.

In adescriptive study of coordinating patient care servicesinregional health systems, Conrad (1993)
emphasized the need to achieve clinical integration asaprerequisite to vertical integration. Shortell
et a (1994) reaffirmed this when they stated “it is ssmply not possible to achieve any measurable
level of clinical integration for patients without a close relationship of physicianswith an organized
delivery system. In particular, the percentage of physicians practising in multi-specialty groups
and/or system-owned/managed facilities was significantly associated with such measures as the
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number of clinical treatment protocols developed, the percentage of clinical outcome measures
collected, and the percentage of shared clinical servicelines.” (p. 53)

Conrad (1993) suggested that there are anumber of facilitators and limiting factors associated with
the integration of clinical services. The facilitators included: the development of new
hospital-physician collaborative arrangements; shifts toward ambulatory and preventive
(population-based) broadening of the health “continuum of care’; internal care management
strategies in hospitals; relatively well integrated financial management and strategic planning;
changing physician payment arrangements, changing practice patterns; and increasing innovation
in information technology. The limiting factors included: lack of trust between physicians and
institutions, resistanceto regionalization and * systematizing” technol ogy, decentralized recordsand
patient management systems; loosely integrated information systems; the existing regulatory
framework; and the continuing high cost of information technology.

In aweak clinical trial Corcoran et a (1988) evauated the outcome of changing a public health
system from block clinics to integrated service clinics. The results of a pre/post comparison of
randomly selected clients, and staff, indicated that staff perceived improvements in patient care,
patient education and follow-up, and workload management. The results of the patient survey
indicated improvements in waiting times, availability of services, and days attended. The survey
suggested improved levels of satisfaction for both workers and clients.

Begin (1977), in his discussion of the integration of hospitals and CLSCS in rural communities,
found that opposing organizational value systems had made the integration of the two distinct
entities unworkable. At the board level, integration was superficial with hospitals continuing to
dominate. At the level of internal operations, physicians affiliated with the hospital continued to
provideall of the primary care serviceswith no integration into the CL SC. Theattitude of physicians
to CLSCs was lukewarm to hostile. Access to records was controlled by the hospital side of the
organization. The greatest level of integration appeared to have occurred at the level of reception,
with both organizations sharing space.

A descriptive study (survey methodology) of the integration of public health in hospitalsin Quebec
(Pineault et al, 1986) indicated that DSCs (Departments of Public Health) werewell integrated into
the administrative structure of the hospitals. However, they were not well integrated with the
professional structure of the hospitals. DSCs performed “better” on the internal coordination of
ambulatory care, and the traditional disease control functions. However, they performed “poorly”
on external functions relating to the new community health role (externa coordination,
programming and evaluation), with the exception of health needs assessment. Pineault et al
concluded that administrative integration could be advantageous with mechanisms to protect the
resources of the unit.

In a descriptive study of the benefits of service coordination for mental health patients in Quebec,
White and Mercier (1991) concluded that while service coordination is viewed often as the key to
continuity of care, coordination al so hasnegative effects. |n comparing the strengthsand weaknesses
of two types of community agencies that provide mental health services, the authors found that
coordination may lead to the elimination of diversity of options for service delivery. In doing so,
the process may rob certain patients of the benefits offered by some organizations. Some patients
may be marginalized or excluded through the standardization of services.
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In a case history of the integration of alocal health department and a community health centre in
rural North Carolina, Lambrew et a (1993) noted that “circumstance and state involvement were
the catalysts for service integration, more so than the need for or the benefits of the arrangement.”
(P.19) The authors cautioned against the general application of the results.

9.1.2 Intra-organizational Level

A descriptive study (Lennie et a 1990) examined the performance of the delivery of primary health
care services in nine Australian community health centres based on input and output criteria,
including the following: internal management, shared goals/ethos, community management,
financial arrangements and educational experience (inputs); client orientation, satisfaction,
teamwork, and community orientation. Internal management structure was the most important
single predictor of a centre' srating. As the authors noted:

the best internal structure gave expression to a shared ethos ... and effectively reconciled
client and community orientation. Systemsexisted to ensurethat al team memberswould
meet regularly and have regular opportunities for working with each other. Formal
mechanisms ensured responsibility and opportunity for community orientation.(p 114)

Shared ethos between management, other staff, doctors, and board members was another strong
predictor of a centre’s performance.

9.1.3 Summary and Policy Considerations: Management Processes
and Structures

The literature reviewed for this study suggested that the integration of management at the regional
or system level is desirable because it allows for the planning and allocation of resources across
sectoral boundaries based on abroad conception of popul ation health as opposed to the preferences
of individual organizations. Despite this theoretical statement about the benefit of integration, the
literature indicated that, thus far, there is little evidence to support the administrative or economic
benefits of integration.

Several authors suggested that integration is facilitated by the following: development of a new
management culture; the presence of strong leadership, the inclusion of physiciansin the decision
making process about the change and on-going management of the system; and integrated
information systems.

A significant amount of importance was placed on the inclusion of physicians within integrated
systems. They were viewed, by some authors, as a mgjor component in the success of integration
at the systems level.

As well, a number of authors suggested that there were significant barriers to the integration of
health services at the regional or system level. These included: resistance from major stakeholders
to change; lack of committed leadership; failure to fully understand the direction of change; failure
to convince managersto buy-into change; and failureto include physiciansin major decisionsabout
change.
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In planning for the integration of management at the regional or system levels decision-makers
needs to consider the following:

O How can the most important factors relating to the success in the implementation of an
integrated regional health care system be made operational ?

O How can the most important factors relating to the failure in implementation be overcome
O What strategies will encourage physicians to embrace change?

These issues need to be continually assessed during and after the implementation of integration.
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10 SYNOPSIS OF THE LITERATURE REVIEW

The literature review of CBHS organizational modalities covered 5 topics. governance, service
delivery, funding approaches, service catchment areas, and management structures. The major
findings from the review are summarized below.

10.1 Governance

The literature on governance addressed issues relating to citizen participation and patient choice.
The literature on citizen participation suggested that there is no empirical evidence that boards of
governance lead to empowerment of citizens in relationship to other stakeholders.

The literature on patient choice suggested that when provided with appropriate information about
specific interventions, patients may choose less intensive and less costly interventions.

The traditional approach to governing community-based health delivery models has not been an
effective means of empowering communities or the clients served by the organizations. In fact, the
community board approach to governance appears to reflect an dlitist bias against strong consumer
input. The choice of the method of appointment and the criteriafor selecting board membersremain
important issues. The major challenge appears to be to match skills setsto board responsibilitieson
the one hand, while ensuring that abroad cross-section of the community isrepresented on the other.

Due to the arms-length relationship between the government as funder and the community agency
as private service provider, pre-audit accountability tends to be weak. This includes the local
electoral mechanism. Asthe two examples cited in the review illustrated, without a strong preaudit
capacity government has difficulty enforcing compliance with policies and guidelines.

Another important issue raised in the discussion of community governance is the extent to which
lay individual swant to participatein decision making. Whilethereisaninherent tendency to assume
that consumers want to participate on community boards, there is little evidence to support this
assumption, and some evidence to suggest that consumers are not interested in assuming
responsibility for major decisions about resource allocation. Given that one of the objectives of
current health reform initiativesisto strengthen the role of communitiesin decision making, careful
consideration should be given to the range of decision-making responsibilities, and the mechanisms
through which consumers have input into decisions about their health.

10.2 Service Delivery

The literature on community-based health delivery models reviewed for this component indicated
that in genera integrated, multiservice, multidisciplinary models are less costly, and more
cost-effective, than comparable services provided by single-service providers and institutional
providers. Thisis particularly evident when comparing the community health centre organizational
model with solo fee-for-service physician practice. The major cost saving appears to occur through
areduction in the use of hospital outpatient and inpatient services by populations receiving services
from the community health centres. Community health centres also offer patientsincreased access
to care.
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Beyond community health centres, community-based servicedelivery appeared to offer the potential
for cost savings in the provision of continuing care for the elderly, mentally ill, children, and
terminally ill patients. Studies on care of the elderly, prenatal care, children, the mentally ill, and
the terminally ill, indicated that community-based health delivery can lead to increased access to
care, and better health outcomes at alower cost than care provided by stand-alone providers or in
ingtitutional settings. Specifically, better outcomes have been recorded in the quality of life of the
elderly, mentally ill, and terminaly ill patients. In addition, better outcomes have been recorded for
newbornswhen their mothersreceive coordinated prenatal care. Quality of careimprovements have
been noted for these populations. However, additional research needs to be conducted in this area
to determine the range of quality of life outcomesthat are affected by the choice of service delivery
modality.

In general, past research on cost “efficiency” and “ effectiveness’ has been limited by a variety of
methodol ogical problems. Hollander (1994) openly questioned the applicability of studies of home
care in the US to the Canadian context. Beyond methodological difficulties, Hollander suggested
that a more accurate assessment of the costs and benefits of continuing care in Canadawill only be
possible when all provinces have agreed to collect and record data in a standardized fashion.

10.3 Funding Approach

Either a popul ation-based or needs-based approach or a combination of the two seemslikely to lead
to amore equitable distribution of resources, and a focus on health outcomes as opposed to health
care resource inputs. Implementing such an approach will require developing of avalid proxy for
measuring the health status of the population, and reliable mechanisms for gathering the data
necessary to accurately track population health at the regional level.

10.4 Service Catchment Area

A clear definition of the service catchment areais an essential ingredient to decision making based
on the health of the population, including assessing needs and all ocating heal th care resources based
on these needs. Decision makers should be careful that defining the catchment area does not result
in adverse selection by service providers.

10.5 Management Structures

The literature on integration at a regional and/or system level was based largely on discussions of
the facilitators and barriers to system integration. The consensus of the literature reviewed was that
there are significant barriersto system integration associated with the existing distribution of power
and resources. Overcoming these barriers will require strong leadership, a new corporate culture,
clear vision, and integrated information systems.

Of particular importance, both in terms of successful implementation and costs, was the inclusion
of physicians in decision making related to the process of change and the overall management of
an integrated system. Several authors suggested that integration will not work unless physicians
have been involved in decision making. The system must incorporate the preferences of the medical
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profession along with those of administrators and patients. One descriptive study (Shortell et al,
1994) suggested that the degree of physician integration is positively related to the financial
performance of the system. However, this was based on hospital data alone.

Therewasaconsensusin theliterature examined that, to date, there was no good empirical evidence
to support the suppositions that integrated systems were less costly than non-systems. However,
most studies have focused on hospital systems alone.
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APPENDIX 1

ON-LINE SEARCH STRATEGIES

Database: Medline 1966 to December 1994

Set Search Results

1| *deinstitutionalization/ 277

2 | exp *primary health care/ 2575

3 | community based.tw. 1742

4 | exp community health centers/ 1072

5 | exp community mental health centers/ 307

6 | maternal-child health centers/ 90

7 | *community health services/ 1170

8 | exp *community health services/ec,ma,mt,og,st,sn 11198

9| lor2or3ord4or5or7or8 16617
10 | exp *managed care programs/ 1222
11 | *health promotion/ 2249
12 | exp *preventive health services/ 11623
13 | professiona practice location/ 188
14 | models, organizational/ 476
15 | exp *group practice/ 481
16| 10or11lor12o0r 13 0r 14 or 15 15394
17 | exp *community health centers/ 517
18 | native healing.tw. 2
19 | *indians, north american/ 704
20 | *home care services/ 1714
21 | models, organizational/ 476
22| 170r180r190r 20 0r 21 or 16 18181
23| 9and 22 7557
24 | exp *hesalth services accessibility/ 2809
25 | *waiting lists/ 180
26| 24 0r25 2964
27 | *sdlf care/ 903
28 | exp *consumer satisfaction/ 1247
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Set Search Results
29 | accountability.tw. 357
30 | consumer advocacy/ 213
31 | empowerment.tw. 309
32| 270r280r290r30o0r31 2994
33 | cost allocation/ 151
34 | cost-benefit analysis/ 3804
35 | exp cost control/ 2389
36 | economic value of life/ 219
37 | 330r34or350r 36 6279
38 | exp peer review/ 928
39 | program evaluation/ 2471
40 | patient satisfaction/ 2358
41 | provider satisfaction.tw. 9
42 | exp *quality assurance, health care/ 6676
43 | *quality of health care/ 1706
44 | exp *"outcome and process assessment (health care) 1600
45 | 43 or 44 or 38 or 39 or 40 8658
46 | 26 or 32 or 37 or 45 19071
47 | 23 and 46 1214
48 | comparative study/ 187044
49 | program evaluation/ 2471
50 | cross-sectional studies/ 8631
51 | exp case-control studies/ 37269
52 | exp evaluation studies/ 55036
53 | exp cohort studies/ 81367
54 | reproducibility of results/ 12443
55 | 48 or 49 or 50 or 51 or 52 or 53 or 54 321726
56 | limit 47 to (clinical trial or clinical trial, ph) 72
57 | 47 and 55 653
58 | 56 or 57 673
59 | limit 58 to english language 601
60 | limit 58 to french 24
61 | 59 or 60 623
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Database: Healthplan 1975 to November 1994

Set Search Results

1| *deinstitutionalization/ 856

2 | exp *primary health care/ 6493

3 | community based.tw. 2670

4 | exp community health centers/ 2279

5 | exp community mental health centers/ 1507

6 | maternal-child health centers/ 272

7 | *community health services/ 4490

8 | exp *community health services/ec,ma,mt,og,st,sn 250951

9 | *ambulatory care facilities/ 1295
10 1or20r30ord4orSor6or7or8or9 40589
11 | exp consumer organizations/ 6409
12 | exp health planning organizations/ 2313
13 | exp governing board/ 3128
14 | decision making, organization/ 1979
15| 11or12o0r13o0r 14 13243
16 | exp *delivery or health care/ 68484
17 | exp *delivery of hedlth care/ec,lj,mamt,og,st,sn 21657
18 | *delivery of health care/ 9265
19 | service mix.tw. 32
20 | continuity of patient care/ 2261
21 | multiservice.tw. 34
22 | integration of services.tw. 29
23 | exp *health services accessibility 8411
24 | medically underserved area/ 1234
25 | single point of entry.tw. 3
26 | comprehensive health care/ 1573
27| 170r180r 19 0r 20 0or 21 or 22 or 23 or 24 or 25 33924
28 | exp *regional health planning/ 11374
29 | population density/ 261
30 | exp population/ 8058
31 | exp “hedlth services needs and demand”/ 8996
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Set Search Results
32| 28 0r 29 or 30 or 31 26084
33 | funding.tw. 4959
34 | global budgets$.tw. 81
35 | capitation fee/ 701
36 | “fees and charges’/ 2966
37 | user fee$.tw. 53
38 | fund holding.tw. 13
39 | fundholding.tw. 49
40 | fees, medical/ 2258
41 | health planning support/ 122
42 | *financing, government/ 1971
43 | budgets/ 2455
44 | 33 0r 34 or 350r 36 or 37 or 38 or 39 or 40 or 41 12493
45 | 150r 27 or 32 or 44 75035
46 | 10 and 45 8665
47 | personnel loyalty/ 208
48 | personnel turnover/ 833
49 | *workload/ 411
50 | *burnout, professional/ 744
51 | exp personal satisfaction/ 4958
52 | *life style/ 1213
53 | *health status/ 2872
54 | *"outcome assessment (health care)"/ 737
55 | *attitude of health personnel/ 7329
56 | 47 or 48 or 49 or 50 or 51 or 52 or 53 or 54 or 55 18291
57 | cost allocation/ 846
58 | cost-benefit analysis/ 9656
59 | exp cost control/ 9250
60 | economic value of life/ 428
61 | 57 or 58 or 59 or 60 19597
62 | exp *health services accessibility/ 8411
63 | *waiting listy/ 286
64 | 62 or 63 8662
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Set Search Results
65 | *self care/ 1813
66 | exp * consumer satisfication/ 3873
67 | accountability.tw. 1381
68 | consumer advocacy/ 564
69 | empowerment.tw. 358
70 | 65 or 66 or 67 or 68 or 69 7931
71| 56 0r 61 or 64 or 70 52780
72| 71 and 46 1577
73 | comparative study/ 50690
74 | program evaluation/ 3185
75 | cross-sectional studies/ 7550
76 | exp case-control studies/ 18329
77 | exp evaluation studies/ 47940
78 | exp cohort studies/ 42867
79 | reproducibility of results/ 3676
80| 73or 74 0r 750r 76 or 77 or 78 or 79 138673
81| 72and 80 258
82 | limit 72 to (clinical trial or clinical trial, ph) 11
83| 8lor82 262
84 | limit 83 to english language 261
85 | limit 83 to french 1
86 | 840r85 262
87 | limit 86 to non-medline 85
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Database: Cinahl to October 1994

Set Search Results

1| exp*community health services/ 16753

2 | deinstitutionalization/ 196

3 | community based.tw. 453

4 | exp ambulatory care facilities/ 725

5 | home health agencies/ 299

6 | primary health care/ 1065

7|1or2or3ord4or5o0r6 18580

8 | exp population/ 4125

9 | exp residency characteristics/ 1429
10 | exp *health/ 4817
11 | *hesalth servicesfor the aged/ 427
12 | hedlth servicesfor the indigent/ 82
13 | “health services needs and demand”/ 256
14 | demography/ 422
15 | patient selection/ 356
16| 8or9or100r 11 or 12 or 13 0or 14 or 15 10645
17 | exp *health care delivery/ 3959
18 | exp continuity of patient care/ 604
19 | service mix.tw. 2
20 | (service$ and integration).ti,sh,ab,it. 61
21 | multiservice.tw. 4
22 | *case management/ 638
23 | point of entry.tw. 3
24 | *collaboration/ 469
25 | one stop shopping.tw. 7
26 | *health care industry/ 118
27 | patient centered care/ 191
28| 170r 18 0or 19 0or 20 or 21 or 22 or 23 or 24 or 25 5832
29 | *research support/ 214
30 | exp financing, government/ 1477
31 | *medicaid/ 163
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Set Search Results
32 | exp *cost control/ 493
33 | exp financia management/ 1133
34 | exp income/ 1487
35 | exp “feesand charges’/ 458
36 | user fee$.tw. 4
37 | funding.tw. 401
38 | funded.tw. 172
39 | global budget$.tw. 5
40 | fundholding.tw. 11
41 | fund holding.tw. 1
42 | *health resource allocation/ 230
43 | exp *economics/ 6074
44 | economics.hw 115
45| 29 0r 30 0r 31 or 32 or 33 or 34 or 35 or 36 or 37 5339
46 | 39 or 40 or 41 or 42 or 43 or 44 or 45 8589
47 | shared governance/ 237
48 | decision making, organizational/ 51
49 | exp consumer organizations/ 479
50 | governing board/ 63
51 | *patient centered care/ 132
52 | decentralization/ 85
53 | *decision making, patient/ 128
54 | *patient autonomy/ 86
55 | *empowerment/ 244
56 | 16 or 28 or 46 or 55 22847
57 | 7 and 56 3379
58 | cost benefit analysis/ 722
59 | exp *"costs and cost analysis'/ 2104
60 | exp cost control/ 807
61 | cost savingy/ 132
62 | economics.hw. 115
63 | economic.hw. 417
64 | 58 or 59 or 60 or 61 or 62 or 63 3147
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Set Search Results
65 | exp *health care costs/ 416
66 | 64 or 65 3147
67 | exp consumer organizations/ 479
68 | exp consumer satisfaction/ 1378
69 | empowerment.tw. 251
70 | accountability/ 692
71 | *patient centered care/ 132
72| 670r680r690r 70 or 71 2856
73 | *health services accessibility/ 388
74 | health resource alocation/ 364
75 | exp “appointments and schedules’/ 87
76 | *health servicesfor the aged/ 427
77 | health services for the indigent/ 82
78 | *"health services needs and demand"/ 180
79 | *needs assessment/ 401
80| 73o0r740r 750r 76 or 77 or 78 or 79 1786
81 | exp personal satisfaction/ 2237
82 | exp quality of life/ 1617
83 | *personnel retention/ 641
84 | personnel loyalty/ 26
85 | personnel turnover/ 239
86 | exp quality of health care/ 8151
87 | *health status/ 229
88 | team building/ 158
89 | workload/ 79
90 | exp consumer satisfaction/ 1378
91 | evaluation studies/ 1226
92| 81 or 82 or 83 or 84 or 85 or 86 or 87 12255
93 | 92 or 88 or 89 or 90 or 91 14480
94 | 66 or 72 or 80 or 93 19216
95 | 57 and 94 1174
96 | exp comparative studies/ 2816
97 | *research methodology/ 959
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Set Search Results
98 | 96 or 97 3757
99 | 95and 98 61

100 | case study.pt. 8318
101 | protocol.pt. 932
102 | research.pt. 32827
103 | standards.pt. 371
104 | exp evaluation/ 2265
105 | evaluation studies/ 1226
106 | exp “research studies by design (non-cinahl)”/ 13039
107 | reproducibility or results/ 39
108 | statistics.pt. 1088
109 | 100 or 101 or 102 or 103 or 104 or 105 or 106 or 46142
110 | 95 and 109 494
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APPENDIX 2

CONTACTS

Association of Community Health Centres

1.
2.
3.

Federation of CLSCS (Quebec) - T. Kaufman
Association of Ontario Health Centres

Manitoba Association of Community
Health Centres - P. Sullivan

Community Health Centre Federation of
Saskatchewan - Denise (contact person)

Federation of CHCs of Nova Scotia -
Carol Ann Wright

McAdam CHC Pilot Project
Health Region 3, New Brunswick
Carole Dilworth (contact person)

Academic Research Centres

1.

Manitoba Centre For Health Policy Evaluation
Department of Community Health Sciences
Faculty of Medicine, University of Manitoba
S-101 - 750 Bannatyne Avenue

Winnipeg, Manitoba R3E OW3

Contact: Dr. Noralou Roos, Director

Northern Health Research Unit

Department of Community Health Sciences,
Faculty of Medicine, University of Manitoba
Contact: Dr. Kue Y oung

RegisBlais
Groupe de Recherche Interdisciplinaire en Sante
Universite de Montreal

Jonathan Lomas

Centre for Health Economics and Policy Analysis
McMaster University

1200 Main Street West, Room 3H26

Hamilton, Ontario L8N 3Z5
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5. Chris Woodward, Professor
Department of Epidemiology & Biostatistics
McMaster University

6. Dr. GinaBrowne
School of Nursing
McMaster University
(Associated with Health & Socia Service Utilization Research Unit)

7. John Dorland
Co-Director, Health Policy Research Unit
Queen’'s University
Kingston, Ontario

8. Community Health Research Unit
University of Ottawa
Department of Epidemiology and Community Medicine
Ottawa Public Health
451 Smyth Road
Ottawa, Ontario K1H 8M5
Nancy Edwards, Co-Director (Elizabeth Lindsay, Co-Director)

9. Dr. Rhonda Cockerill
Hospital Management Research Unit
Faculty of Medicine and Health Administration
2nd Floor, McMurrich Building
University of Toronto
Toronto, Ontario M5S 1A8

10. Dr. Linda O’ Brien-Pallas
Quality of Nursing Worklife Research Unit
University of Toronto

11. Dr. Irv Rootman
The Centre for Health Promotion
University of Toronto
100 College Street, Suite 207
Toronto, Ontario

12. Hector Ouellet
Centre de recherche sur les services communautaires
Universitede Laval
Quebec, Quebec

13. Nicole de Dobbeleer
Universite de Montred
(associated with GRIS - Regis Blais)
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14. Brigitte Maheu
Departement de medecine social
Universite de Montreal
(associated with GRIS)

Government

1 Daniel Poirier
Directeur adjoint
Recherche et Planification,
Ministere de la sante et des services sociaux
1075, chemin Ste-Foy, 7-etage
Quebec City, Quebec
(aussi membre de la commission federale-provinciale -ressources humaines)

2. Jane Bartram
Executive Director
Health Strategies Office
Ontario Minstry of Health

3. Anne Premi
Project Manager
Community Health Framework Project
Ontario Ministry of Health

4, Judy Watts
Director, Resource Management
Department of Health
Government of Northwest Territories
6th Floor, City Centre, Box 1320
Y ellowknife, NWT
X1A 2L9

5. Dr. lan Gilchrist
Medical Director
Department of Health
Northwest Territories

6. Brian Kitchen
Director of Policy and Program Devel opment
Department of Health and Social Services
Y ukon Territory

7. Joan Dawe
ADM Community Health
Department of Health
Newfoundland
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8. Bonny Hoyt-Hallet
ED, Planning and Evaluation Division
Department of Health and Community Services
New Brunswick

9. Carol Dilworth
Department of Health and Community Services
New Brunswick

10. Dean Hirtle
Administrator
Policy, Planning and Research
Department of Health
Nova Scotia

11.  Steven Mathieu
Ministry of Health and Social Services
Quebec

12. David Bogart
Director
Information, Planning and Evaluation Branch
Ministry of Health
Ontario

13. Dorothy Loranger
Program Director
Community Health
Ministry of Health
Ontario

14. Ulrich Wendt
Ministry of Health
Manitoba

15.  WayneFritz
ED, Planning and Policy Development Branch
Ministry of Health
Saskatchewan

16. Ray Lafleur
Ministry of Health
Alberta

17. Gail Matheson
Ministry of Health
Alberta
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Professional Associations

1 Stephen Vail
Health Policy Consultant
Canadian Nurses Association

Component 2

81



APPENDIX 3

SCREENING CRITERIA FOR COMMUNITY-BASED
HEALTH CARE DELIVERY STUDY

Purpose of screening

To select articles that might provide evidence of the impact of different
community-based organizational or human-resource modalities in  Canadian-like
seftings.

Criteria

Aricles must fulfill all the following criteria:

I. Community-based health care delivery (CBHCD)
Characteristics are:

m  Close o home (Services are delivered in seftings and in a manner that there
is not an abrupt transition from routine daily activities).

®m |n non-institutional settings (Settings are not primarily for institutional care)

m As part of a spectrum of services (Services are delivered for a number of
condition by different provider types).

Therefore exclude articles that describe:

m Insfitutional setftings such as hospitals, referral centres, day surgery centres,
free-standing day surgery and ambulatory care centres.

m [nstitutional fype services such as non-minor surgery, intensive diagnostic
investigations.

m Single service or single provider settings such as abortion clinics,
medi-centers, family physician offices.

Ii. Countries
Include only studies in the following countries:

m Canada, U.S.A, Great Britain, Italy, France, Germany, Hollond, Belgium,
Sweden, Norway, Denmairk, Finland, Australia and New Zealand.

i, Focus on Organizational or Human Resource Moddalities

Do not include articles that compare different therapeutic modes.
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SUMMARY OF LITERATURE ON CBHD MODELS

Comparative Studies

Author/ Study Mortality Participants Intervention/ Qutcomeas Strength of
Yes Deslgn Exposure Study
Adalington-Hall/ Clinlcg! trgl denvice Integration | Inner Londion, England | Case Qualty and outcormnss of cars, Modierate
1992 Concerpts., yr. tolive | management vs. Ng significant difference to
and thelr care glvers, usugl care presence, severlty, control of
on home cara. Ages symptoms/ADL/psychigiic
18-75, mals & farnale morblaty/sources of halp/use of
& satlsfaction with service/career
problems.
Baldwin, LM/19%3 Cohort study Service Infegrafion | Seattle, USA - Plke Market Clinlc Quallty and outcomss of care: Moderate
downtown CBHC [PMC) care vs, PMC cllents found the clinlc
centra. Self reported other medical more convanlant and had fewer
health status fal/poor. | care saurces dlsablity deys, fewsr ER visits, but
Low Income, elderly more Doctor visits In two months
(801, ambulatary than comparlson group.
Beuscher, PA/19%1 | Cohort study service Integratien | Nerth Caroling, USA Coordinated uallty and Outcomes of care: Moderate
Pragnant wormen on rmatamity care vs. 21% Increcsed birth walght,
Medicald who other prengtal care | 23% decredsed mortality. $140
delivered af 3& wks In average savings In postnatal
1988-89 Infant costs.
Beuschar, PA/1992 | Cohort study Service Integration | Kentucky & North Prangtal care of Quality and outcomes of cars! Mogerate
Cargling, USA publlc health Increqsed birth walght gt PHD's.
Low Income women departmant vs.

on Medlicald who
give birth to ¢ Iive
baby.

cther providers.

N
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Author/ Stugy Mortallity Partlclpants Intervention/ Qutcomes Strength of
Yes Deslgn Exposure Study
Bond, GR/198% Cohort study Service Integretion | Indianopolls, USA Bridge Weast short- Quallly and outcomes of care: Waak
Adlults with acute ferm program, 8 No significant differences In
persistent mental bed crlsls home program effectivensss or costs -
liness. Poor, refused with 24hr, both reduced hospliallzations,
from 1 of 2 private supervision vs, Improved accommaodations,
Inner cly hosplitals for | Bridge Sauth short- | but staff turnover high In 24hr.
1sttime to a threshold | term program: clsls home.
Bridge program. farmporary shelter
ot hotals and
boarding houses.
Borlond, A/1989 Clinlcal frlal; pre/ sevice Integration | Spokane County, USA | Pre case Quality and outcomes of care:
post test Adult psychlatilc management vs, 4/5 utllizatlon measurss
comparson patlents age: 18-60. Intletion of case decregsed pl5 function
management. remained stable. Value: no cost
differences.
Burns, /1993 Clinlcal trial Service mods London, England Heme-based Quallly and outcomes of care: Waak
Agult psychlgtrc psychlarlc service HC - fewer In-hospltal days,
Parts | & I patlents vs. standard care. simillar outcomes. Value: HC -
substanticl cost savings.
Cartoof, VG/1991 Caohiort study Sarvice mods NE, USA Prenatal care ot aluality and sutcomes of care: Waak
Pregnant adolescents | SCHC vs LTH vs Increased care gives better
aged 13-18 Ina cly LCHC vs STH. outcomes. Atractivenass of
of 126.500 who clinle Inconclusive.
delivered o live Infant
In 1984-85.
Corceoran, J/1988 Clinlcal tral: pre/ Service mods Lawrencevllie, Integrated service &uality and cutcormes of cars: Weak
post compairson Georgla, USA clinlcs vs. block some perception of Improved

Clignts attending ¢
publle hedlth clinle
and Stgif of that clinlc

clinlcs

care. Quallty of Workilfe:
Improved staff satisfaction
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Author/ Study Mortaility Parficloants Intervention/ Quicomes Strength of
Yes Design Exposure Stucly
Doherty, N/1980 Cohert stugy Service Infegration | Connectlcut, USA Toge mode! @uality and ocutcomes of care: Moderate-Weak
Elderly people eligible | systarm vs functlon tasts: mental status
formedicald withina | conventional malntalined or Improved po1.
7 fown reglon system Valug: no significant difference.
Fenton, FR/197¢ Clinlcal trigil Seivice mods Monfieaql, Canada Horme cae vs. Qugllty gnd putcome of care: Moderate
Adult psychlgtric hospltal care. Hospital days 14.5 vs. 41.7.
patlents In need of Quipatlent care higher In
haspltal admission (18) haspltal care.Functlon, burdean &
symptans NS.
Fenton, FR/1982 Clinlcal trigl Service mogde Montreal, Canada Home-care vs Value: Hospltal care 84% - Moderate
Adult psychigtrlc hospital care. 106% morg expensive.
patients, 60% famale,
18-35 yrs. old.,
Fleming, GV/1986 Community survey | Service mogde Baltirmeore, Clnclnnatl, Membership In Falmess: Improved dccess In Weak
pre/post design Miwaukes, St. Louls & MHSP clinlc. some arecs. No Incregse In
San Jose, USA continulty or user saitisfaction. No
Pecple who live In the cost savings.
service arecs of one
MHSP clinle In each
clty. 1000 familles/cly.
GCravelay, EA/1992 | Survgy Senvice Integrafion | Texas, USA Prenatal care at Falmess: no difference Weak
156 wormnen 17 yrs, 48 | MD Clinlc: vs. Valug: RNC most cost efficlent
his postparturn, Mixed Service @uallity of care: MSC leaist
dsliverad af county Clinlc vs. RN Clinlc | saflsfactory
hospltal, had 2
prenatal visits of on &
of 3 study clinlcs,
1989.
|
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Author/ Studly Mertality Particloants Intervention/ Quicomes Strength of
Yes Design Exposure Study
Hondler, A/1989 Cohort stugly Senvice Imtegration | Chicago, USa Prenatal cars from | Quallly and Outcomss of care: Modsrate
Women who Chlcage Dept, of Private care - Increased low
dellvered at Universlity | Health vs. private bithwelght OR = 3.1 - Increqsed
of llinols or Cook physlclans vs. fransfers OR = 2.2,
County Hospltals mixture.
Hughes, 5L/1992 Clinlcal Trigl Senvica Intggrafion | lingls, USA Hospltal based Quallty and Cutcomes of care: Strong
Termingally Il { mos.) home cars vs. Increassd patlent and coreglver
admltfed fo urban fraclitlonal saflsfaction, fewer hospltal days,
heospltal Aprll 1284- communlty homme | decregsed per caplta costs.
1987. Had o care of hosplce
caregiver, lived wthin | care.
3D mile area.
Hulsman, B/128% Cross sectional Sarvice moda? South Caroling, Usa Rasldents of Quallly and outcormes of care. Weaak
survey People who regulred nursing home vs. No diiference In QUAL.
Intermediate or sklled | clients of
nursing ssvice long-term care
defined by Medicald program,
ciliterla. Were
orientated, com-
municate, on
Medlcald.
Hutchlson, et Cohort study Funding 3¢ physlclons who FFS vs capliation. Ng difference betwesan Moderate
al19e3 converted from FFS 1o caplfated and FFS practlice
capltation funding. hospital utllization rates for three
firme pearods.
Krleger, W/1992 Cohort stugly Senvice mode Washingtan State, USs | Medicald Quallity and outcomses of care. Modercte
Pregnant women on reclplents In No difference between MCP & B
Medicala mangged core on medicald. Medicald [MMC)
plans (MCP) vs. vs. Non-medicald In MCP-MMC

mgfched group In
fee-for-sarvice (B)
matched
non-mead- cald
group In MCP.

lower use and poorer cutcomes,
Falmass: gaps riemaln In use,
outcomes and access for
women on madicald.
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Author/ Stugy Meartelity Parficleants Intervention/ Qutcomes Strength of
Yes Design Exposure Study
Manning, WG/1984 | Clinlcal Trial Funding Pugst Seund, US4 New users of pre- Strong
Segitle areq residents | pald group
no eniclled In GHP, >, | practice plan vs.
sailary 53,000. fee-for- sevice
users vs. longer
ferm users of PPGP.
McHamey-Brown, Cross sectional Sarvice mode Albuguergue, NIM, USA | School-based Access and patterns of use Aug. | Weak
C/erl study Inner-clty, Incligent, clinlc (SBC) vs 1988-Dec. 1988, 3BC saw
adolescents. University Hospltal significantty more for counseling
padlatls clinle. and health care madlntenancs.
Milligain, SE/198% Cross-sectional Service mocde Wastem Pennsylvania, | Free sfanding Acceassibility and satisfaction: Waak
survey UsA clinlc vs. freestanding most accessible
Woermen ags 13-44 communlty haglth and mest satlsfactary. Hosplial
who aftended 1 or 44 | clinle vs. hospital clirlcs least In both categorles.
famlly plgnning clinlcs. | clinlc,
Miujen, M/19¢2 Clinlcal trigl Senvice mode South Southwark, Home bosed care | Decreqsed hospltal stays by Moderate
London, England vs. haspltal care. 80%, cther slight advantages.
Severe mentally IIl,
needed Immeadiafe
hospltalization. N
primary cddlction,
80% fIrst time, 20%
repeats. Aged 18-44.
Morsa, GA/1992 Clinlcal trial Service Integration | St Louls, USA Case manager vs. | Patlents In all groups Improved Moderate
Homeless Individuals drop-In vs. over ime In most aregs. Those In
with seraus outpatient CT most soitisfled.
psychigtrc liness fregtment,
[Global Severlty

Inclex]. geographic
stabliity, no serlous
viplent behaviour.
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Author/ Studly Mortality Parficipants Intervention/ Quicomes Strength of
Yes Deslgn Exposure Study
Mott, FD/1973 Cehart stugy Service mode Sault Sta. Marle, Prepald group Pafterns of use July 1987-1988; Modeicte
Canada practice plan GHA-less continulty of care, 25%
Famlligs of Algoma (GHA) vs. lower hospital rgtes.
Steel Corporation Insurancs
company plan (IP).
Okiay, J5/1987 Clinlcal trial Service mode John Hopkins, US4 Foster horme care No signlficant differences, #s Weak
&4 yrs & thought fo Vs, nursing home foo small. Cost difference NS,
need nursing horms care.
placement. Selected
Mar. 197%-Sept. 1981,
Poland, ML/1992 Clinlcal trial Service Integration | Detrolt, USA Indlgenous Some positive results but Waak
Low Income pregnant | parcprofessiondl Inconclusive.
women enrclied of Matfernal-Chlig
Hutzel Hospltal Health Advocate
prenatal clinle, Aptl vs. control group.
1984-Mar. 1888,
Renaud, M/1980 Cohort study Sevice mode Montreal, Canada CLSC carg vs. Qualty and outcomes of care: Modlertte
GF's In Montreal ared privats group CLSC physlclans providsd more
who graduated after clinlc care for adequdte care, gave betfer
1984. tenslon headache. | examinations, had higher
patlent satlsfaction scores.
Steln, L/1980 Clinlcal trial Service mods Madlson, USA Treining In Qualty and outcornes of care! Strong
Adult psychigtrlc Community Living TCL decragses hospltal use
patients (18-62 yis.) (TCL) vs. Hospiltal Incraased Indspendant Iving, &
seeking admission, care plus follow-up. | employment time, confact with
frlends, self esteem. Al
dacraasad whan prograrm
ended.
Stergachils, A/1983 | Clinlcal frial Setvice mode? Puget Sound, US4 An upper Patterns of use; fewer phone Weak
All enrcliees of the rasplatory consults and drug prescriptions.
Group Hedlth Infection [URI)
Cooperative, an HMD. | self-care

pamphlet maled
with reminder vs.
control group.
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SUMMARY OF LITERATURE ON CBHD MODELS
Quasi-comparative, Descriptive and Informed Opinion Studies

Author/ Study Mortaillity Particlpants Inferventlon/ Quicomes Strength of
Yes Design Exposure Studly
Abelson, et gl/19%94 | Descriptive Govemance Randem sample of 10% want responslbliity for N/A
cltizens. town hall revenus-alsing. 30% of DHC
paricipants, DHC appolintees want responsiblity
appolntess, local for allocating funds. 72% willing
slacted polliicians. o take some formal
Random sample of decislon-making responsitlity.
local heglth & scclal Local polificlans ranked cost
sevices experts. Informaition higher. Health
expers obfdined the vote os
most sulfable declslan-making
group.
Abelson & Desctipiive Govermance Nurse-cenired Literature review. Successiul heglth centres N/A
Hutchlson/ 1994 Service delivery modsls. appear fo be based on small
Managsment Physlclan-centred tearns conslsting of a GP, twe
rodels. Collaborative nurses, and g soclal worker,
models.
Abelson & Descriptive Service dslivery 23 FFS practices. 19 Glusstionnalrg Few differences betwsen N/A
Lomas/ 1990 H5Os, 11 CHCs adminlstered practice types In gpproach to
durling personal and conduct of dlseqse
Interview. pravantion activiies. As much

Comparlson of the
performance of 3
typas of practice.

varlably armong providers within
praclice types as between
practice typss. High level of
health promotion activity
reported by CHCs. Trend by
CHCs fo be less lkely to
undercke Ineffective of dublous
screening procedures.




Z Jusuodwo?)

L6

Author/ Study Mortallty Parficloants Intervention/ Qutcomes Strength of
Yes Design Exposure Studly
Aday, et al/1989 Quasl-comparative | Service dellvery Ventllator assisted Survey of Impact Improved developmental siafus | N/A
chilldren. of home cars on In home setting. Overall, home
chlidren and care less costly but atrlbuted 1o
famllles In terms of | sub- stifutlon of parental for
costs and benaflts. | professlonal nursing. Parental
concerns, health of children,
long-term developrment,
technlcal & financlal costs, level
of commitrent, fenslon with
professional staff.
Albertc Health Oplnlon Funding Discusslon of lssuss. N/A
Alfore/1975 Dascriptive Gavemnancea Haalth Care Agencles | Analysls of haalth Competitlan ameng structural N/A
InU.S.A, care declslon Inferests results In dynamics
making process without change In health care
rslated to policy.
planning.
Angus B Descripive Governance CHCS/Cooperatives Cost effectivenass - accessibllity, | N/A
Manga/1990 Seivice dellvery qudlity of care, range of seivices.
Management
Angus, et /1995 Descriptve Managemaerit Analysls of cost Signliflcant cost savings are N/A
Senvice delivery drivers In fecsible. Focus on developing
HH.R. Canadlan health cost-effective continuing care.
system Some funding recllocated for
humgn ransition cests. Baloncs
must be malntained betwsen
sfrong central confrol and
reglonal cuthorlty to respond to
nesads.
Ansaik & Descriptive [Review) | Sewvice dellvery Elderly average age Muttl-glisclplingry Fariclpants maintaln N/A
Zgawadskl/ 1984 7. multl-service Independence. Recelve more

52% vislon Impalred.
44% hegring
Impalred.

consalldatad carne.

professional services and show
more Improvement, They use
hospltals and nursing homes
less. Costs arg lowar.
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Author/ Study Mortallty Particlsants Infervantion/ Qufcomes Strength of
Yos Design Exposure Studly
ARA Consulting Descripiive Govemance CHCs Literaiure review. N/A
Group/1992 Sewica delivery Discussion of
Management evaluablity lssues
Aronson/1993 Informed Cplnlon Governance Dlscussion of Govemment-Inflated N/A
consumer participatory strategles do not
Invelvemant In Ive up to demecratizing promise.
long-term care
pollcy In Ontarlo.
Barry, et ¢/ 1988 Quasl-Comparative | Sovernance Massachusetts, USA Declslon gnalysls Patlsnt preferences should be N/A
70 men with benign to compare the dominant factor In the
prostatic hyperrophy. | expected declsion whather to
outcomes with Im- | recomimend prostatectomy.
medlate
fransurethal
rasaction and
watchful walting.
Begin/1977 Opinlon Manggement Hospitals and CLSCs. Discusslon of Clash of value systems. Limited N/A
aftempts to Infegration.
Integrate hospltals
ang CLSCs In rural
Qusbec.
Birch, et al/ 1990 Descripiive Senvice delivery H50Os, CHCs, HMOs, Review of studles Some Jusfiflication that HSO & FFS | N/A
FFS of the clnlcaland | paflent amibulatory care
sconomic utllization s simillgr. More
performancs. Justlflcation that HSO physiclans

manager greater patlent loads.
More Justificatlon that HSOs
employ more non-physiclan
pet- sonngl. Someg Justiflication
that HSCs provide higher guality
care. Some |ustification that
HSOs are better siuctured 1o
dellver praven- tive sevices.
Sorme Justification that HSC
physlclans belleve method of
remuneraflon favours preventive
services. some |ustlflication that
patients of HSOs cre less safisfled
with sorme gispects of care.
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Author/ Stugy Meartelity Parficleants Intervention/ Qutcomes Strength of
Yes Design Exposure Study

Blicch, &t al/ 1990 Dascriptive Funding CHO population. Applcation of a N/& N/A
needs-based
funding model.

Birch, et al/19%3 Informed Oplnlon Funding A discussion of thes Needs-based approach savers N/A
applcablity of o the lIink betwesn resources
needs-hased cunently used and relafive futurg
appreach to ngeds.
funding In Canad.

Birch & Descripiive Funding 4% Onfarlo countles. For eqch healih Exisfing data can be used o N/A

Shelley/1993 care program propose dllocations that related
population meaan to relative nead.
levels were
calculated and
adjusted for
age/sex to
produce a
natlonal age- anal
sex- agl|usted
share.

Blranbaum & Quasl-comparative | Senvice delivery 19 tarminally [l Exploratory Home carg less expansive for N/A

Clarke-Steffen/1992 children. 18 familles. comparison of fotal costs. More expensive for
costs of terminal non-haalth costs.
lIness In home vs.
hospital,

BozzInl/ 1988 Descriptive Sarvice dellivery CHSCs. Discussion of Good accessiblity. 27-43% N/A
sarvice delivery In penstiaticn. Imprassive quantlty
CL5Cs, and varlety of preventive ang

commiunlity programs.

Briown/ 1981 Informad Oplnlon Governance HSAs In the U.5.A. Dlscusslon of Highly polificlized. Conflict N/A

governance issues
reloted o HSAS.

betwsen sconomics and
poltics. Countervallng sources
of power.
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Author/ Stugy Meartelity Parficleants Intervention/ Qutcomes Strength of
Yes Design Exposure Study
Carr-Hll/ 1987 Descripive Funding Reglenal Health Exarmination of the | Mortality ratlos cannet ba taken N/A
Authorltles In Great process of as g sufficlently good proxy of
Britain. lesQuUICe morbldity.
allecation for
hedlth services.
Carol/ 1989 Informed Oplnlon Governance Ontarlo non-profit Appllcation of Enhanced accountablity N/A
housing program. acceountabllity mechanlsms need to be
typology fo developed.
progam.
Charles & Infermed Oplnlen Governance N/& Literatura review In | Greater conceptual clarlty Is N/A
DeMaio/1993 the context ot o nesded in defining goals and
conceptual dimenslons of lay particlpation.
framework.
Chackoway/1982 Descriptive Governance HSAs In U.S.A, Description of g Agencles favoured "safe” N/A
national study on participation method thart
particloation doesn't fransfer power to cltizens.
objactives and
methods of HSAs.
Checkoway & Descriptive (case) Governance Eqst Central llingls, Cescription of Health care planning cannctbe | N/A
Doyle/1 980 U.SA. power struggle consldered apart from @ context
HSA. between providers | of politlcs. Community
and consumers, organization Is Impertant for
those wishing to exerclse power.
Church/1994 Descriptive Sovermnance 7 CHC development Comparlsan of CHCs have devaloped ¢s an N/A

processes In Onfaro.

development
process based on
ntarviaw, raview of
primary
documeniation,
and litergture
review. Use of an
evaluative
framework.

outcome of the compedtition
among structurgl Intergsts In
haalth care polltics.
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Author/ Studly Mertality Particloants Intervention/ Quicomes Strength of
Yes Design Exposure Study
Conrad/ 1993 Informsd Oplnlon Management N/A Argurment that verticel N/A
Integration Invalives the
cooidingtion of sevice Input
and outputs fo achleve optimal
petsenal health,
Crichton/1274& Informed Oplnlon Governance N/A Clscussion of the N/A N/A
shift In power from
medlical
gntrepranaur 1o
corporgte ratond-
lizers In hegith care
In Canada.
Cilchton, et Descriptive Saervice delivery Literature review N/& N/A
al/1921 Management within a
conceptudlo
frarmswaork
Crichton/1994 Informead Oplinlon Service delivery QOvanview of the Medical prectica organization Is N/A
development of stil fightly controlled by the
CHCs In Canada. medlcal professlon and Is
gecred foward Individuallstic
approaches to medical care.
Davidson, et Descripiive Management Elderly cllents In two Analysls of the Cagise mangers were dllocating N/A
al/1¢8¢ rurgl countles N adllccative hame and community-bassa
Minnesotd. Pre- efficlency of cqse care In d regsongily siflclent
admission screening/ | managers for manner.
dlterngtive care communliy-based
grants program. elderly. One year
follow-up.
Daber, et cl/19%3 Descriptive [Review) | Governance 2-4 senlor Telephone Conceptual frameweork to N/A
governmant officials interviews ang deternine whsre public
In ecch Canadlan Iterature review. participation In declsion making
province. Is cippropriate.
Dowling/19%5 Descriptive [Review] | Management N/& Literature review. Success factors. N/A

Dlscussion of
Integration and
findings from &
numiber of studles.
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Author/ Study Mortaility Parficloants Intervention/ Quicomes Strength of
Yes Design Exposure Stucly

Eakin/1984 Descripiive Governance 140 board members 50 formail seml- Desplte govermnmment efforts 1o N/A
In 11 anglophons structured democrttize boards, fradilonal
hospltals between Interviews with board "elftes” and adminlstrators
1@73 ang 1974. adminlstrators, malntained control.

sanlor doctors,
board members,
and governmant
officials. Review of
organizational
docurmenitatian.
Literafure review.

Fowler, et al/1988 Descripiive Govermnance 471 patlent Prospective Paflent cholce Is Important If the | N/A
canddates for patient Inferview. goal of surgery Is to Improve the
prostatic ressction for quality of life.
benign prostatfic
hypertrophy.

Fraeman, et Descriptive Saervice delivery Catchment areas for Survay. Neaarly 50% lower utilization. N/A

a/1es2 planned CHCs In Access for low Income and
twalve U.5.A minorty aregs to ambbulgtory
communifies. core.

Fried, ot cl/198%9 Dascriptive Service Dslivery N/& Dlscussion about Qusstionable extemnal validity of N/A

difficultles of ecchomic evaluations.
economic

evaluations of

mental health.

Godbout/1981 Descripive Governance 6 CLSCs In Montredl, Angllysls of Tendency towards domination N/A

Canada. Infrogluction Info by profeslsonals and
commiunlty. bureaucratization. Cansumers
Anailysls of require autonomMous source of
rninutes. powar.
Inferviews., Mong-
graph for
discusslon.
Gosselin/1984 Informed Opinion Managernent N/& Discussion of the Health care decenfralization has | N/A

first decade of
decentralized

heglth care In

Quebac.

not vet ived up o expectations.
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Author/ Study Mortaility Parficloants Intervention/ Quicomes Strength of
Yes Design Exposure Studly
Hurley, et al/ 1992 Informed Oplnlon GCovermnance Discusslon of Infor- | Need 1o Infegrate expert N/A
metion knowladge with valuses, neads
requirements In and preferences.
decentralized Decentrallzation may provide
daclslon-rmaking. ihe oppartunity to bring thess
two types of Informcitlon
together.

Kernper, ot al/ 1987 | Descriptive Senvice delivery 16 demonstiation Raview of 1& Expanded funding leads o N/A
projects provided demonstration Increased aggregate costs.
case-mangaged prolects. Expanded funding appears fo
community corg o positivaly affect quallity of life.

Impalred elderly Cost reductions through
populgtions, age Improved targeting.
5C-65.

Koranbrot/ 1989 Quaosi-comparative | Senice delivery 411 mothers inateen | Birth certificate Participation in program stongly | N/A
pregnancy and data audited for associgted with befter birth
parenting pragram In- | bith welght, age welght outcomes.

San Franclsco, U.SA. of mother, roce of
mgther.
Cornparson with
teen births and
blrthwelghts for
San Francisco
feens.

Kronlck, et al/1993 | Descriptive Service cafchment | HMQs Ratlo of physiclans | 360,000 to support three plans N/A

to enrolless as an for gcute care. 180,000 to
Indlcator of the support three plans for primary
sfaff needs of an care.

afficlent plan.

Lambraw, st Descriptive Monagernent Local health Case study Mutual Inferest and physical N/A

ayeed depariment ang preximity are facllfotors. Cutside

haspltal.

cilsls and gsslstfance ware kays In
this cass.
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Author/ Study Mortaility Parficloants Intervention/ Quicomes Strength of
Yes Design Exposure Studly
Lehman, et al/1994 | Quasl-comparative | Service dellvery Cllents experlencing Comparison of IMmprovement In the provision N/A
dcute 24 hour care two cohorts on and continulty of carg
screened In 4 cliles. continulty of care, managernent. Ne Irprovement
cQse In outcomes.
rmanagement and
outcomes,
Lennle, et al/19%0 Descripiive Management 9 CHCs In Ausfrallcy Examinatlon of the | Effective Infernal mangigement N/A
perfarmance of and shaorad ethos were the
CHCs as pirmary strongest predictors of
care organlzations. | favourable outcomes overall.
Marmer & Informead Oplnlon Govermngnce Dlscussion of Support of staff Is essentlal 1o N/A
Morone/1980 Imbalance of sfronger consumear rala. Existing
power and consumer organizations os a
Information In source of represantatlon. HSAs
haalth core nesd authority.
declslon making.
Mungy, et ql/1984 Descripiive Govermnance & Onfarlo haspitals Prellimingry test of Hypothesized Imgortance of the | N/A
saveral hypothesls declslon-makers subjective
Inthe lterature. Interpretation of the causes for
cutbacks, and the fendency to
blarms Inward and cut costs
threugh efficlency medsures.
Navylor/ 19864 Descripiive Govermnance Megdlical Profession In Clscusslon of the N/& N/A
Cangga rse of medical
professlonalism In
Canagiol.
Newton/1970 Informed Oplnlon Govemance Discusslon of the N/A

relafionshlp
between sizg,
effective gng
democracy In
local govemnment,
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Author/ Study Mortallty Parficloants Intervention/ Quicomes Strength of
Yes Design Exposure Stucly
O'Nell/ 1992 Informed Oplnlon GCovermnance Dlscussion of the Communlty particlpation and N/A
rgcord of cltlzen empowsarmeant are two differsnt
particlpations In things. Adequate Information
health-care and g strong mandate arg
declslon making In | precursors to effsctive cliizen
Quebec, particlpation.
Onitario Minlstry of Descripive Governance H50s In Cnifarle. Program Switch from fee-for-service o N/A
Haalth/1991 funding evaluation. caopltatien Incraase by an
averdge of 46% + bonuses —
70%. Alterngtive bonus
mechanism recemmendsd.
Ckiay & Quasl-experimesntal | Senvice dellvery 93 comparlson group | Intenvigws werg Slight reduction In carsgliver N/A
Volland/1990 frall elderly/caregivers | congucted with stress. Substantlal reguctlion In
In a Post-Hospltal patients and hopsltal days. Posslble extension
Support Program ot caregiversat 1, 3, | of life. Annual savings of
Johns Hopkins In & 9and 12 $4,585/patlent, DSCs have been
Baltimore. 98 months after well Integrated Into
freatment group palrs. | discharge. administrative structure of
hospltals. Less Integrated with
professional structura.
Achlevement of mandote
reflects Infegration findings.
Pinecult, et al/198& | Descriptive Management 32 DSCs and Hospltals | Questionnalres Poorly rated on external role. N/A

In Quabec

weare oarministarad
o heads of DSCs,
CEQs, and
Directors of
Professiongl
Services and EDs
of other short-and
long-term
hiospltals, nursing
homes, CL5Cs
and Reglonal
Counclls.
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Author/ Study Mortallty Particlpants Intervention/ Quicomes Strength of
Yes Design Exposure Studly
RONQ/1693 Opinlon Funging Discusslon of N/& N/A
eglonal funding
dlecation model.
Rondeau & Oplnlen Management Dlscussion of A number of political, soclal and | N/A
Deber/1992 factors affecting sconomic banlers to creating
Integration and truly Integrated human sarvice
coordination of delvery,
CBHD.
Salfman/19%4 Oplnlon Sovemnance Discusslon of N/A N/A
conceptual
framawerk for
patlent cholce
and
empowsarment
and basic issuss.
Seqcat/1977 Descripive Senvice delivery Nalghbeurhood Review of Evaluative studies on N/A
Health Centres Evaluative Study effectiveness In dlisedse
prevention, In reduction of
hospltallzation and emergency
rcom usage, and Improved
quality of care show the centers
compare favourably to other
methods of simllar care.
Sharpe/1970 Informed Oplnlon Governance N/& Discussion of local N/& N/A
government
theoiy.
Shoriell/1988 Descripiive Mangagement N/& Discussion of the Hospltal systems have not vet N/A

performance of
systerns vs.
nEon-system
hopsitals.

livad up to thelr promise In terms
of efficlency and cost.
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Shortell, et al/1993 | Descriptive Management 12 U.S.A. hospltal Interviews with Foclltators of Integration. New N/A
systems. chalrs of systerm management culture.
boards, other Population-based needs
board members, assessment. Pallent care
opsrating unlt management system.
board members, Technology mangement
President/CED, system. Continuous
and physlclan Improvernent. Informeation
leaders. 2-3 day Inkage and Incentives.
site visits.
Backgreund
mgterial on each
systarm. Mesings
with reseqrch
advisory groups
from egch system.

Shortell, et al/1994 | Descriptive Managemaerit Description of Clinlcal Integration stil not well N/A
varlous developed. Better performance
approaches to measures nesded. More
developlng Inte- resediich needed. Conslderable
groted systems barrlers.
and based on
reseqrch, the
parfarmanca of
such systems,

Stevenson, et Oplnlon Funding Discusslon of lssues | N/A N/A

Ql/1e8% and options for
fundling
communlty-
based services.

Tingall & Descriptive Governance N/& Discusslon of local N/& N/A

Tincall/ 1990 government In
Cangoial.

Tawnsend, et Descripiive Govermnance B4 termingilly Il Prospective stugy Maority of pdtlents prefered to N/A

al/1990 patlents. of randomly dle ot home. With additional

selectad cancer
patients In hosplial
and cormmunity.

resources 50% more patlents
could be supported 1o die af
hame.
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Trebllcock/1974 Oplnlon Governance N/& Discussion of the Imbalance of polical resources | N/A
power Imbalance | favours provider groups.
between provider
groups and con-
suMmer groups In
the political
declslon- making
arena.
Tuchy & Oplnlen Managemaerit Dlscusslon of Need to Ink planning to N/A
Evans/ 1984 poliflcal and resource gliocation. Need 1o
ecocnomic minimize arganlzational costs.
consliderations In
decentialization.
Welsbiod, af Comparative Seivice dellvery Psychlafic patlents Benefit-cost Costs of mental health were Strong
al/1980 nesding admission fo | analysis of a high fer beth groups. 40-50% of
hospltal. controlied costs gre Indirect.
expariment com- HospltalHbased program was
paring hospltal 20% chegper. Community-
and community- based program confributed to
based mental Incregsed work productivity for
health. patlents. Communlity-based
pregram provides both
additional costs and benefits
compared with the
conventlonal freatrment.
Welssert/1985 Descriptive Service delivery N/& Dlsucsslon of Few of the assumptions N/A
problems conceming the potenticl
assoclated with cost-effectiveness of home-care
cost-affective. cormmuntty-basad long-femm
care were warranted.
Welss/1981 Oplnlen Management N/4 Dlscussion of Conceptual confllct, Professlonal | N/A

barlers to
Integration and
coerlination In
human sarvices.

resistance. Bueaucratlc
constralnts, Pallfics.
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Wennierg/19%0 Oplnlon GCovermnance N/& Discusslon of N/& N/A
patient chelce
within the context
of cost
containrment.

Wennberg/1588 Descripive Governance Patlents who wars Analysls of clalms RIsk and fregquency of N/A
candidates for data. Patlent angl applications much higher than
prostratectamy In physlclan reportad In Ilterature. Nesed o
Maniteba & Malns. Interviews. Increase qudallity of Information

Declslon anglysls. for paflents when declding on
which procedure fo undsrgo.

Welssert, ot al/1988 | Descriptive Service delivery Home care and Exarmination of 27 Home care and cormmunity N/A
communlty for the stuclles of home care has not fended to produce
siderly In the U.S.A. care In the U.S.A, cost savings. Posltive affect on

health status and wall-baing.

White & Dascriptive Managemsrnit Community Mental Comparison of Convenslon from loossly knlt N/A

Mercler/1991 Hegaith and two types of network to coordinoted
Public-Institutional mentgl health Integrated system may limit the
Hegith In &uebec. organizations. verlety of sevice delivery

arangements,

Wukel/1984 augs-comparative | Sevice delivery GPs practising In Statistical analysls Differences canngt be N/A
CHCs In Holland. of relationshlp of axplalined by structural factors,

GP refenal rates In nor by selection of patlents and
commiunlty health doctors.
cantres to
performance of
GP's.
Young/1975 Descriptive Governance Regina Communlty Dlscussion of the Medlcal professlonals are N/A

Clinlc

resignation of the
medlical staff af
the clinle In 1974,

reslstant to change In payrment

systern ¢r professional gutonomy.
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