In general, the sample was a stratified multi-
stage cluster design comprised of 357 sampling
areas including every county and some independ-
ent cities mn the United States The disabled per-
gons were selected from all 357 strata, the non-
disabled and recently disabled groups were chosen
from a special subset of 105 strata The sample
was designed to represent the nonmstitutional-
1zed civilian population of the United States
aged 18-64 as of Apmnl 1970

DEFINITION OF DISABILITY

Disabihity 15 defined mn this study as a limta-
tion m the kimd or amount of work (or house-
work) resulting from a chronic health condition
or 1mpairment lasting 3 months or longer The
disability classification 1s based on the extent of

the individual’s capacity for work, as reported
by the respondent 1 a set of work-qualification
questions Data on employment and on functional
capacities—such as mobility, activities of daily
living, personal care needs, and functional activ-
ity himitations—were also collected to evaluate
further the nature and severity of disability

The severity of disability was classified by the
extent of work lumtations as

Severely disabled—unable to work altogether or un-
able to work regularly

Occupationally disabled—able to work regularly but
unable to do the same work as before the onset of
disability or unable to work full time

Secondary work limitations—able to work full time,
regularly, and at the same work but with limitations
in the kind or amount of work they can perform,
women with limitations in keeping house but not in
paid work are Included as having secondary work
limitations

Notes and Brief Reports

Research Grants Studies

Sections 702 and 1110 of the Social Security
Act authorize extramural research projects 1n
the broad area of social security The Social Se-
curity Adrmmstration provides funding through
grants to nonprofit orgamzations and through
contracts with both nonprofit and profitmaking
organizations From time to time, as projects are
completed, the Burrerix publishes summaries of
research findings The summaries that follow are
based, m turn, on projects funded under Con-
tract No 73-242, Grant No 57331, and Grant
No 57524
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EFFECT OF HOSPITAL MANAGEMENT PRACTICES
ON HOSPITAL PERFORMANCE

This study of hospital management practices
and their effect on performance was conducted

by Selwyn W Becker and Stephen M Shortell,
of the University of Chicago, and Duncan
Neuhauser, of Harvard Umversity Forty-two of
the 58 short-term, nonteaching, voluntary hos-
pitals m Massachusetts participated in the
project

Data were collected on costs, utilization, qual-
1ty of care, and organizational varables such as
work specification, mechanisms of coordination,
and visibility of consequences (the degree to
which elites 1 the orgamzation are aware of
organization outcomes) Some of the secondary
sources included the American Hospital Asso-
ciation, Aetna, the Jommt Commission for the
Accreditation of Hospitals, the Massachusetts
Blue Cross Plan, the Massachusetts Department
of Public Health, the Massachusetts Rate Setting
Commission, and Medicare cost reports from the
Social Security Adminmistration Other mforma-
tion was collected 1n the participating hospitals,
either from their financial and medical records
or from interviews with hospital board members,
administrators, chiefs of staff, department heads,
and employees

The data were analyzed by means of multiple
regression techniques Casemix severity was used
as & control variable in all equations and a
quality-of-care variable was added as a control
m the cost and utilization equations
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Findings

The following were among the more sigmifi-
cant findings

Work procedures

—The greater the extent to which the heads of the
nonmediecal support departments perceive freedom to
determine what they do and when and how they do
it (that is, low work specification), the shorter the
average length of stay for patients

—The greater the extent to which medical staff
leaders—the chief of staff and the section heads for
internal medicine, surgery, obstetrics-gynecology, and
family practice—perceive that the medical ataff as a
group is free to determine the clinical activities of
the hospital, the shorter the preoperative length of
stay for Medicare patients

—The greater the extent to which medical staff
leaders perceive that individual physicians (as op-
posed to the medical staff as a group) have autonomy
in chnical activities, the longer the average length
of stay for Medicare patients

—The greater the extent of elective surgery on
Saturdays and Sundays, the lesser the deviation
from the predicted length of stay under the Social
Security Administration Medicare Analysis of Days
of Care (MADOC)

—The greater the number of physicians with influ-
ence over decisions Involving the purchase of hospital
equipment, the lower the cost per case

Vaarbality

—The greater the number of reports prepared by the
hospital, the higher the hospital’s medieal surgical
death rate and the higher the nonmedical support
department costs

—The higher the percentage of reports sent to the
hospital’s board of trustees, the lower the hospital's
costs per patient day for its nonmedical support
departments, the lower the cost per case, and the
lower the medical surgical death rate

—Hospitals whose administrators are voting mem-
bers of the board of trustees experience lower non-
medical support department costs and lower medical-
surgical death rates

Actual visibilily of consequences

—The greater the extent te which the hospital
administrator and chief of staff lack knowledge of
hospital operating statistics or cannot compare their
hospltal’s operating statistics with those of other
hosplals in the area, the higher the medical support
department costs per patient day, the higher the non-
medical support department costs, the higher the cost
per cage, the higher the medical-surgical death rate,
and the longer the average length of stay

—The greater the extent to which the chief of staff
lacks knowledge of hospital operating statistics,
the higher the hospital’s overall cost per case and
the higher the mediecal support department costs

Methods of coordination
--The hilgher the ratio of programmed to nonpro-
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graumed coordination among the medical support
departments of the hospital, the longer the hospital's
average length of stay for Medicare patients and the
lower the complication rate

—The greater the extent of face-to face coordination
among the hospital’s radiology, laboratory, and nurs-
ing-service departments, the lower the costs per
patient day for its medical support departments

—The use of preadmission testing reduces preopera-
tive length of stay by an average of one-half day,
but further savings could subsequently be achieved
by a more efficlent scheduling of operations

Effects of other variables

—Ilospitals participating in the industrmal engi-
neering program of the Massachusetts Hospital Asso-
ctation experienced a shorter average length of stay
for Medicare patients

—Iosmtals operating in areas characterized by a
larger number of nursing home beds per capita actu-
ally had greater deviations of actual from predicted
lengths of stay and a longer oversall average length
of stay

Relationships Between Quality of Care, Efficiency,
and Uiilization

The data obtamed in the study support the
study prediction that higher quality care is re-
lated to greater efficiency and lower utilization
rates A higher medical-surgical death rate was
found to be assocrated with higher costs per case,
a longer length of stay for Medicare patients,
greater deviations of actual length of stay from
that predicted by MADOC, and a longer pre-
operative length of stay for Medicare patients
Hospitals with higher medical-surgical death
rates tend to have higher costs per standardized
unit of output and a greater deviation of actual
length of stay under Medicare from that pre-
dicted Hospitals with higher postsurgical com-
plication rates and those with higher overall
costs per case tend to have longer average lengths
of stay for Medicare patients

8

LIVING ARRANGEMENTS OF THE WIDOWED

This project (Grant No 57331), conducted by
J Henry Korson and Albert Chevan of the Uni-
versity of Massachusetts, 15 an outgrowth of an
earlier study, published by the authors in 1972
That study found that the proportion of widowed
persons m the United States Living alone had
increased dramatically from approximately 20



percent to 50 percent in one generation, from
1940 to 1970 Tlus sigmficant change m the
structure of the American family dictated an
examination m greater depth of the data from
the 1960 and 1970 censuses The earlier censuses
were not sufficiently uniform to provide similar
data for comparison Furthermore, the 1960 and
1970 censuses provided tapes from the “one-m-a-
hundred” Public Use Sample and thus permitted
a more detailed examination of some of the
changes i family structure

The literature amply demonstrates the decline
m the kin ties manifested by strong extended-
fanuly relationships and the rise of individual-
1sm that relates to increased freedom of choice
m living arrangements for the widowed Sinece
widowhood is the last stage of the family hfe
cycle, 1t 13 1nevitable that the surviving member
(usually the widow) will be confronted with the
problem of living arrangements, either alone or
with others Although the research on this proj-
ect 15 not yet completed, it 1s evident that amount
of income and level of educational achievement
are among the major variables contributing to
the decision on the part of widows to Iive alone

This study had focused on widows as reported
in the United States Censuses of 1960 and 1970
Changes m the structure of the widowed popula-
tion 1n the period 1960-70 could have contributed
to changes m hiving arrangements of such per-
sons Laving nlone appears to peak at about age
70, and a relative increase mn widows of older
ages could account for some of the change
Simlarly, a relative mmcrease ;n widows who are
native born, white, childless, or of higher educa-
tional attammment could have the same effect
Preliminary analysis mdicates that from 20 per-
cent to 30 percent of the change i lving
arrangements stems from changes m the demo-
graphic structure of the widowed population

Changes 1n income or income structure could
make 1t possible for more widows to live alone
It has previously been shown that the widows of
1960 could Iive alone on little more than a sub-
sistence imncome A shift to regular and depend-
able (or increased) sources of income such as
pensions and social security benefits might allow
many widows to live alone This shift seems to
have occurred between 1960 and 1970

Changes 1n the housing market could affect
both the widowed population and those persons
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most hkely to live with widows An increase mn
the avallabihity of small housmg units seems to
be a contributing factor The housmg market
appears to have gone in this direction between
1960 and 1970, but more analysis 15 needed be-
fore this can be established

Increased migration of the widowed from therr
home communities to warmer chmates would
decrease the potential for living with family
members Widowhood may occur after migration
to such States as Florida, California, and An-
zona, but the effect of magration would be to
leave the widowed living alone Population shift
appears to have affected the potential of widows
to live with family members

If various social theorists are correct about
the relationship between social mobility and the
weakening of family ties, then increased mobility
among children would lead to more of the
widowed living alone or in institutions Status
changes of another sort—an increase 1n the tim-
g or popularity of remarrage—could also have
the same effect Analysis m this area, based on
study of 345 county groups m 1970, 13 planned

The diffusion of living-arrangement patterns
from groups with a “modern” to those with a
more “traditional” outlook could have resulted
m the change seen between 1960 and 1570 The
homogemzation of the widowed population would
not require any change m the most modernized
groups In fact, 1t appears that all groups have
become more modern m this respect

Changes 1n family values during the period
1960-70 may account for some of the change m
Living arrangements Family-help patterns that
flow from family values may be changimg m
form from help offered within the household to
aid offered from outside the houschold—the
larger community, Steps have been taken to
obtain a national 1957 survey with family-value
questions that match those in a 1973 national
survey already on hand Such an acqusition will
permit analysis of the attitudinal component of
living arrangements

SURGICAL-CONSULTATION BENEFIT FOR
NEW YORK STATE EMPLOYEES

This project evaluated the importance of a
second physician’s opinion i cases where non-
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emergency hospital inpatient surgery had been
recommended It was conducted by the Albany
Medical College and evaluated by Dr Gerdon H
Hatcher, professor of community medicme at
that institution

Approximately 15 million persons i New
York State are insured under the health insur-
ance program for State and local government
employees and their dependents at an annual cost
of about $250 mllion In 1973, benefits included
hospitalization, physicians’ services, and major-
medical coverage Complete coverage for physi-
crans’ office visits and consultations, however,
was not available unless a special operative or
diagnostic procedure was performed

In August 1973, a surgical-consultation benefit
was introduced as a result of collective bargam-
ing between the Civil Service Employees Asso-
clation and the State The chairman of the de-
partment of surgery at Albany Medical College
appomted a panel of surgical specialists, includ-
mg both academic and private practitioners, to
examine patients who had been advised by
another physician to have nonemergency hospital
mpatient surgery A second opinton was to be
given as to whether the surgery was needed or
whether some delay or alternative therapy was
preferable The decision to seek or not seek the
consultation and to accept or reject the second
physician’s advice was left to the patient The
Albany Blue Shield Plan pays m full for the
second opinion

After lmmted publicity, some county medical
societies began vigorous opposition to the new
benefit that gained the concurrence of the Med-
cal Society of New York State As a result,
certamn modifications were adopted Authority
for naming the members of an expanded panel
was divided between the Albany County Medical
Society and the health service m the New York
Department of Civil Service, which screens the
requests of patients for consultations and sets
them uwp The program alse was lhmrted to a
puot project in the Albany region Insured per-
sons m other parts of the State could take advan-
tage of the benefit only 1f they traveled at their
own expense to Albany, only three plan mem-
bers did so in the first year of the program’s
operation Halfway through that period, a sur-
vey showed that 57 percent of the insured per-
gons 1n the Albany region and 82 percent of
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those m the western part of the State had not
heard of the program It later became apparent
that many surgeons outside the Albany region
were unaware that the program had been
modified

Specific rates for all hospital inpatient surgical
procedures and for 11 operations were calculated
separately by age and sex These data were for
all State employees and their dependents mn two
regions (the 13 counttes around Albany and 23
counties 1n the western part of the State) dur-
ing the year before the mtroduction of the second-
opmion benefit and the first year that i1t was
avallable Each of the groups contained approxi-
mately 100,000 nsured persons

Between the pre-benefit year (1972-73) and
the first year the second opimons were offered
(1973-74), surgical hospitalizations under Blue
Cross were reduced from 91 to 86 per thousand
msured persons mn the Albany region, and from
141 to 111 per thousand m western New York
Simtlar reductions were found for nearly all age
groups except persons aged 65 and over, for
whom small numbers and the availlability of
Medicare make interpretation of the results daffi-
cult Tospital admission rates for nonsurgreal
cases and the average length of stay for surgical
cases both mcreased, however, so no comparable
savings were achieved m hospital insurance costs
based on total days of care

With ambulatory and inpatient cases com-
bined, the rate for total surgical claims under
Blue Shreld also increased shghtly (2-3 percent)
i both regions This finding suggests that “un-
controlled” care was substituted when controls
were exercised over some kinds of surgery More
procedures may also have been billed for each
hospital admission

Hosprtal surgieal rates for various procedures
m the study years are based on Blue Shield sur-
gical claims, not on Blue Cross hospitalization
claims The pattern 15 mixed some procedures
were performed at an mecreased rate, others at a
lower rate

A comparison of the study data was made
with data for the neighbormg Canadian prov-
mees of Ontario and Quebee, where unrversal
free health care provided by physiclans remm-
bursed on a fee-for-service basis was expected to
show higher surgical-utilization rates Tonsillec-
tomy rates were sigmificantly higher in these
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provinces The insured population in New York
State had rates twice as high as those in Canada
for such surgical procedures as D & (s, hysteree-
tomies, and mastectomies

Surgical rates were stmilarly calculated for the
prepaid group practice plans operated by the
Kaiser-Permanente program in Northern Cali-
fornia Kaser surgical rates were about one-
third as high as those of the msured groups n
New York Kaiser phystcians are pard by salary,
and only enough of them are employed to pro-
vide the necessary care

Relatively few consultations were actually pro-
vided under the New York State program In
the first 2 years of the program, fewer than 400
requests for second opinions were reported by
the health service of the New York State De-
partment of Civil Service About half of the
persons involved were refused a consultation or
cancelled their appomtments, usually after bemng
asked to get a form filled out by the first physi-
cian About one-third of the consultations did not
confirm the need for surgery A majority of those
whose consultation appontments were cancelled
decyded on theiwr own against surgery, apparently
often with the concurrence of the first physician
It appears that the mere prospect of a second
surgical opimion can substantially reduce in-
patient surgical rates

Proposals to follow up this group of patients
and to study further the factors that lead to a
successful—or unsuccessful—second-opinion bene-
fit were not favorably considered New York

Copies of the final reports of these completed
research projects are wn the Bocial Security Admin-
wtraton Iabrary, 571 Altmeyer Bulding, 6401
Security Blvd, Balitmore, Md 21235, and in the
Library of the Ofice of Research and Stotistics,
Room 320-0, Unwersal North Buddwng, 1875 Con-
nectrcut Ave , NW, Washwngton, D ¢ 20009 Copies
of the reports may be oblained through wmterhbrary
loan (Algo in thege hbrarics are copies of more
than 50 other prdject reports that have been com-
pleted since 1963 Most of these reports were hated
in the May 1974 BULLETIN )

State has since mtroduced a mandatory surgical-
consultation program for Medicaid patients, and
New York City has introduced a voluntary pro-
gram for city employees Several Blue Cross
plans are also offering the benefit on a voluntary

basis In 1976 the New York State legislature
mandated a second-opinion benefit for all volun-
tary health imsurance carriers, but the legisla-
tion 1s silent on the method to be used

Factors that require further mvestigation -
clude the manner i which the consultants are
chosen, the efforts directed toward publicizing
the program to patients, and the management of
the patients’ requests for consultation Anecdotal
and mterview data from this study suggest that
the New York State Employees health insurance
program should modify 1ts surgical-consultation
program 1n each of these three critical areas
The same problem areas are present i more re-
cent second-opinion programs
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