o
Centre
eighd)
PARLLS
papes

by Andy Alaszewski, MA Cantab.

This paper is concerned with indices for measuring perfor-
mancewithin the National Health Service. Thoemphasisis
on hospitals for the mentally handicapped. The paper briefly
traces the historv of carrentindices. [tis argued these indices
arccencerned mainly withresource inpui and it is suggested
thatalthough theseindices may have been adequate during a
erisig, health servies personnel at operationallevelneed
additional ingdices te vnderstand and control the eare process,

Theauthor shows how a new set of indices could he created
and presents 4 case study showing how the praposoed indices
W(Juld improve on existing ones. The problems of utilising in-
dices aredisousaed todethf‘r with suggesied aliernatives. The
paner dues notaaveeate ibe useof any oneindex hutis more
concerned with shoewing why such indices are imporiant and
how they can be ereated.

Prior to reorganisation the fragmented, dispersed nalure of health
care production and the unclear confused relationship between
different tiers in the NHS tended to conceal the dircet and in-
direct impact of the NHS on the national economy in terms of
preduction and consumption. The reorganisation of the healih
service in 1874 and the series of indusirial disputes and wage
settlements in 1973 and 1974 focused attention on the fact that
the NHS is one of the Iargest nationalised industries in the UI{

Although it hias been fairly easy to assessthe role o the NHS as
a consumer of resources, i1 has been lar more difficult to assess its
role in production. The output of the NS in tenns of cure, care
and control is difficult 1o cost. Not only are problems of value in-
volved, but alse problems of labelling and definition. Concepts
such as health, illness, disability and handicap all contain a social
element which makes them in varying degrees specific o sovcial
groups or cultures. Despite these problems evaluation is not only
a necessary aspect of health care but probably inevitable. Since
the health service is a nationalised industry, one aspect of public
accountability must include the effectiveness with which
resources are utilised.! The matier is made more urgent by the
reduced level of overall growth and the proposed cutback in
certain services. If services are fo be improved in these areas it is
only by more effective utilisation of resources.? Therefore rather
than allowing evaluation te remain, &s it often iz at the moment,
implicit, it is a vseful exercise to make it explicit.

In developing measures for performance three problems can be
defined:
1. What indices currentlv exist for evaluating perforimance and in
what ways are they inadeguate?
2. What indicus could be used tosupplant them and in what ways
would they be better? ‘
3. Who would be responsible for utilising these indices?
1 have chosen, as the subject of this paper, an area in which evalua-
tion is especially difficuit, mental handicap. I shall structure the
paper arcund Lhe {izst two problems and discuss the third mere
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briefly. My main concern will be to show how present ¢ 3' stems of
evaluation are inadequate and sugpest methods by which new
ones can be created.

Existing criteria for measuring performance

Traditionally, standards of fscilities and care in mental
deficiency colonies ware assessed by insp ection. Assessment by
Loth external {ie board of control, visiting commitice and later
hospital management committee) and internal agenis {je medical
superintendent and chief male nurse or mairon) veas by personal
inspection of facilitivs. This procedure dates backh tothe late 18tk
and early 19th céntury asylum legislation which was intended to
bring private madhouses under publu, scrutiny, The external in-
spectors were pritnarily concerned with the inspection of Jegs!
documents, as the coloaies were part of & guasi-judicial system
that deprived individuals of their civil liberties. Heowever, they
also inspected and commeniea on ward and recreationsl
facilities. The 1957 Roval Commission,® wishing to clarifv the
judicial and administrative aspects, dismantied the Board of
Conirol and withit the embiyo of an inspecicrate systeim.

The shock of the Ely Reportt and ‘Pui away' in 1980 led to a
reassessment of the monitoring system. The committee of inguiry
at Ely recommended the revival of a

svstem of inapection.
Crossman, the Secretary of State, visited many hospitals (o see
for himself and set up the HUhpit.] Advisory Serviece (I1TAS).

Although HAS teams intended toseek information om arcas orher
than resource input, {ie physical condition and statfraties), their
initial recommendations focused mamly on deficiencies in the
resource input.’ As Alex Baker, the first director of the HAS,
pointed out: ‘the assessment of the physical provisiens of 2
hospital is relatively easy.”” At the same time hespital return
forms were adapted into 4 system for evalualing and monitort
Tacilities, In 1962 and 1970 & new set of standards, mod (fil
closely on P. Morris’ work, were intr oduce d. The hospital returns
were used to measure the extent to which mdlndual }\u-p'fd]
reached these siandards,

“The paper reference RHB Chairman 10/6%...and RHE Ci

man 10/70...issued guidance on the minimum standards for

existing hospitals for the mentally handicapped. In order to
measure the extent to which these minitsum standards are be-

ing achieved, relevant information is called for inthis retirn, 8
The return forms concentrated on resource input, og physical
facilities, stafling, patient ameniiies and educational/ cccupat!cnal
facilities, There was aiso some direct assessment of care pracrice,
ic Visiting arrangements, but the emphesis was on resource input
ratherthan care output.

The initial objectives were a rapid 1mprovement in the physica
environment, For example, most of the initial propozals concern
such items as cuphoard and individual clothing.

“Towards the end of the year hoards were azked to work ou

programmes of improvements for the mentally hana\cm-ﬂeu

which should give priority to standards of fend and clothing

and should aclhieve interim etandords of stafiing and of
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patients’ living conditions within a period of five years.'?

The results of the hospital returns were, and still are, published in
a form that makes the comparison of resource allocation
explicit. ¥ For example, all hespitals that fail to achieve minimum
standards in terms of staffing and facilities are listed.

These measures based on resource input and guality of physical
environment were stitable in a crisis, The mentally handicapped
have, as Abel Smith pointed out in 1958,!! long been deprived of
the basic necessities of life angd an inj2ction of resources was a
necessary, although not a sufficient, condition for improving
standards and care.’? However, the minimnum standards exercise
creates certain problems. Measurement of resource input either
in terms of staff allocation or quality of physical environment has
tended to be used as a measure of output, in this case the quality
of care.

Table 1 is an extract from a recent survey made by one AHA of
its mental handicap facilities. The report was entitled ‘Almns and
standards of provision and care in hospitals for the elderly,
mentally ill and mentally handicapped.’ Thus it purports to be a
survey not just of input, ie provision, but also of output, ie care. As
Table 1 indicates, the report cencentrates overwhelmingly on
rescurce input. There is only one section devoted directly to care—
the organisation of the patient’s day. On closer exaraination even
this section is concerned with resource input. For example, the
provision of therapy is equated with the construction of therapy
facifities and the provision of therapy stalf.

Interviews with senior hospital personnel confirm not only that
they had adopted DHSS standards, but also that they have not
created alternatives. Cousider the case of therapy. The emphasis
in official returns on the provision of therapy helps to create the
impression that the provision of ‘therapy’ fadilities and more
particularly altendance at a therapy unit is equivalent to the
provision of therapy, itrespective of what the patient dees in the
therapy unit. In other words, it tends to displace ihe problem of
therapy from the therapist-patient interaction to the provision of
facilities, For example, in the following interview a unit ad-
ministrator is able to argue that the hospital is providing therapy
by equating attendance at therapy units with the provision of
therapy. This interview took place during a period when staff in
the hospital therapy units were undergoing a crisis of confidence.

Q. Isthe existence of twospecialised types of units, wards and
therapy units really necessary? Wouldn’t one combined
therapy-hasic care unit be better?
A. No. Ordinary people in evervday life live in one place and
goout to work in another. By having separate departments it is
possible to ensure that all patients are getting therapy.
Q. It might just cover up the problem. It's very difficult to
design therapeutic programmes for severely and profoundly
subnormal patients. The movement of patients between wards
and the therapy units might coneeal the fact that the patients
weren’t recetving therapy in the therapy unit. It might merely
displace the problem,

A, No. I don't think it’s a real problem, The very existence of

therapy unitsis a guarantee that therapy is taking place.

Since the emphasis of official evaluation is on the quality of the
physical environment and the level of stafling resources, senior
hospital personnel have concentraied on improving the physical
environment, ie ‘upgrading’ the wards, and on obtaining more
staff. Theresult is that mental handicap hospitals in general have
improvedtheir performance on these measures, but this tells us
very little about the changes in quality of care. For example (tak-
ing a pessimistic view) all it may mean is that the quality of the
physical environment is an increasingly unreliable indicator of
the quality of care.

The relationship between the physical environment and the
nature of patient treatment is not a direct one, A pocr physical
environment can and has been taken toindicate poorstandards of
care but ag a Hospital Advisory Service Report notes ‘even when
the best physical conditions and facilities are provided in brand
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Northside Area Health Authority: Services for the Mentally
tiandicepped. [North Health District, Brosdhill Hgspital.

Fucility assessed Target Achieved Action neceded
A. Maintenanee la. Over50sqftday No 2bed reduction
of minimem space per bed
standards 1b, Over70sqltday 28 bed reduction
of physical space per bed .
accominodation  Za, Over30sqft Yes
dermitory space
per hed
2b. Overd8sqft No 48 bed reduction
dormitery space
per bed
3. Allwardsless No 2 adult wards
than A pts
4. Allptswith Yes
individual
cuphoards
5. Adeguate play and Yes
recreational
facilities
6. Adequate and private No  3wardsneed
weg and washing more privacy in
facilities wes
B. Patients® 1. Eachpatientia Yes
clothing have individual
clothing
C. Staffing 1. Medical Yes
2. Nursing Yes
3. Chiropody Yes
4. Domestic No More staff for
. therapy units and
staff residence.
5. Rehabilitation No  Moerein 1977
6. Dental Yes
7. Psychologist Yes
8. Socisl worker Yes
D. Catering 1. Minimum Yes
standeards
o for meals
T. Organisation 1. Therapy No More facilities
of patient and stall needed,
day 2. School No  Newschoolsunder
construetion,
3. Visiting-open Yes
4. Entertainment Adequate
F. Staff i. Procedurefor Adequate
complaints complaints
Tablel

new hospitals, the milieu in the haspital does not necessarily imp-
rove’,’ ie a good physical environment can conceal poor care.
Even the relationship between poor environmeant and poor care
cannot be taken for granted. For example, Dr Scott argued in his
defence of conditions at Napsbury Hospital that these conditions
were a necessary part of the treatment regime. "

In view of the unreliability of the physical environment as an in-
dicator of the quality of care both senior personnel and outside
observers require more direct methods of measuring care. In the
following section T supgest ways in which measures of perfor-
mance could be generated and in the next section I develop one
measure to show how it ean be utilised.

Developing indices of performance

In industrial organisation {operating in a market situation, with
soplisticated costing srrangements and well defined boundaries)
perfnrmance can he evaluated by contrasting the costs of input
in terms of materials, labour and capital with the benefits of out-
putintermsof sales of finished preducts. There is a temptation to
transfer this model directly to health cars organisations. Indecd,
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this is precisely what health economists such as Culver and
Williams have tried to do. There are twa preblems. First there is a

‘technical problem. Health care is not delivered in a market situa-

tion and only some elements are costed, for example cutput is not
costed and only some input is, cg doctor’s time but not patient’s
time. One possible solution is to pretend that health care is
delivered in a market situation and introduce shadew pricing, eg
pretend prices to patients’ time. This solution leads one on to the
second problem - a conceptual problemn.

Concepts such as health, illness, and handicap are social defini-
tions. In other words they cannot be defined solely in hiological
terins but are relalive either to specifie cultures or to an in-
dividual’s position in society, Tor example a disability such as a
foot injury will have different consequences for a professional
footballer end for a universily professor. One way of avoiding this
problem is to concenirate on conditions that can be clearly
clinically defined such as Down'’s syndrome {mongolisin) for the
mentally handicanped and utilise comparisons which minimise
social aspects. For example, Culyer, Lavers and Williams in their
attempt o develop indicators of ¢ffectiveness have to start by
consiructing mdjcators of health state based on pain and degree
of disability and prepose iitially to limit their measures to com-
parisons of different repimes for specified medieal conditions. '

The health economists are hasically utilising a black box
approach. Since my usage of the term black l)ox may be un-
familiar T shall develop the concept. The concept is derived froim
systerns theory and analysis. In this type of analysis two tvpes of
system can be identified - closed systems and open systems.
Open systems thr'«m with their environment thy ough a system
of exchange. A black bhox approach {ocuses on the nature of this
exhange rather than en the system itself. The main interest is on
the cutput that different types of input create — the system is
treated as a black box whose operations cannot be examined. This
approach suggests another way of looking at the technical and
conceptual problems involved in evaluation. Instead of contrasi-
ing input with cutput it is possible to focus on the process. In-
put/ouiput analysis tends to treat the process by which input is
converted into output as a hlack hox, 1t is more concerned with
the performance of different black boxes, ie different treatment
regimes or lypes of care organisation, than with the way in which
one black hox works and ean be improved,

For the academic observer or policy maker concerned with a
comparison of different freatment regimes or (vpes of care
organisation the compsarative perspective is obviously atirac-
tive. Furthermore it avolds issues of clinical autonomy - these are
mside the black box. However, the practitioner or administrator
concerned with operational management is in fact committed to
one particular type of black box and his concern is the way in
which the process can be improved, Thus the policy making in-
putfouiput analysis musl be complemented by an eperational
process analysis.

In mental handicap hospitals it is, despite policy statements,
difficult to define output. Mental handicap can be scen as a
chronic mental condition dafined in social rather than physicai er
biological terms. The social categorisation exists at two levels.
Firstly, mental handicap is legally defined by different types of
social incapacities. The emphasis is on the social efiects rather
than any physical cause. Secondly admission to and discharge
from hospital is at present primarily determined by social factors,
ie the existence of allernative social support systems, whether
family or Jocal authority hestel. Although change can be created
in the mentally handicapped person’s skill, these changes are not
related in any simple or direct way to ]11% discharge potential,
Discharge s determined by the existence of aliemamc care
facilitics. It is possible to avoid this dilemma by restricting the
term output to discharge and utilising the outcome to indicate
changesin a patient’s condition.

However, apart from the practical reasons for focusing on the
contents of the Llack box (on the process of care and therapy
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‘of it {in a long stay institution some of the l‘ﬁtlt’hs ma
within the organisation longer than sowe of the stafl).

rather than output or ouicome) there are also theorelical g
Healtl eare, apart from the preventative sapacta is pr
service indusl‘ry, providing various types of highly pers
service. This means that the product is mainly con
point of production and the act of giving care lahe; pl
same time and in the same place as the act of receiving "1 i
unlike the situation in industrial organisations where the produe
can be stored and the act of production is separate in time and
space from the act of cosumption. In this siluation the twe are
joined by aseries of exchanges.

Thus, in industrigl arganisations it is possible to study the
production system separately from the distribution svsiem and
from the consumer. In fact very Jittle attentionneed be paid 1ot
consumer heyend the fact that he has a demand for the produc
and is prepared and able to pay for iv. His income and co
behaviour is of more intarest than his motivesor bﬂlio;. Ini
care organisations a very different set of relations is {ormed.
consumar is often inside the organisation and in some senses v

ac

production is not sepaiate fmm that of consumption by a chs
exchanges. They ¢annot be separated in practice. Thus me
ment of the performance of care (-:;;(mi\ 12 HIUAE sTArt wit
nature of the productiony 'ccmf'um,)fmh(m. reiatio 1<<‘winnr an
take into account mnwmms neads, This ar gument iz, of cc
different from the one about the ‘commodity status of the heah
care product. Even whwc, a5 in the United State.:., hes
becomes a commodity with a market vehue, it still remai;
nificantly different from other commoditics hecause of s produ
tion and consumption charocteriztics,

Leaving aside these i} issues, let us congicder how we
can concenirate on the cont of the black box, If outcoime is
defined interms of changes in a patient’s condition, it must be the
product of therapy. T‘hdfu“_\’ can be seen as having four aspests.’?
1. Objectives forindividuai putients;

2, asetof methodsforachisving tncwoijcdi\'oq;

3. a procedure for assessing «t the end of 1he specified {iwe the
extent to which these methods have reached the objectives;

4. s procedure for ereating new targets or methods,

A full analysis of the cutcome of the therapeutic process would
require a longitedinal study of patient populations such s the
Brooklands 9\;erimeDt T his type of study Is both ex
and time consuming. A usefu] Indiceior of the exis
therapeutic programme can be based on the four sspsois
therapy. Since therapy is defined as a time-based activity, one
the most important indicators must be the existence of record
dicating the presence of individual objectives, including a =
metheds {for achieving these objectives and a time schedule 1
achieving them, The author conducted a comprehensiv
examination of 235 sets of patients’ notes in one progressd
mental handicap hospital. The survey showed that 184 petic
(83 per cent)had been discussed by interdisciplinary case ¢
ference but in only 85 cases (37 per cent) were individua!
jectives apgreed unon. and in only 36 cases (15 per esnt) wer
methods of achieving these objectives agreed upon. In nine ¢z
{4 per centj it was also agreed to reconsider the case after & set
pericd oftime, but innocase was there a repeat conference.

Since therapy programunes, defined in a strict sense, are ot
commaon feature of mental handicap hospitals, the perform
of most mental handicap hospitals, must be measured
qualily of care. Whereas therapy is enly meaningful in terms
objectives and cutcome, care can be defined without referen
specific objectives. Care is the nature or pattern of inters
between staff and patients at a given time. Thus it can be divided
intu four components:

1. Staft sctivity patierns;

2. staffinteraciion patterns;

3. patientaciivity patterns:

4. patlientinteraction patterns. '

1:
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A co*nprebcnswe study of the care procesa would include all
four variables in both the recerding system snd analysis. How-
ever, a system based on indicators could uti]i:‘e a more restricted
record and/or more limited analysis. In her study of an American
institution for chronic physically il patients'® Rose Coser
suggests just such an indicator. She utilisos staff interaction
patterns as an indicator of the quality of care. She suggests that
when a high percentage of the total recorded staff interactions are
with patients rather than with other staff, this indicates good
care, whereas if a low percentage of the fotal recorded staff in-
teractions take place with patients then it indicates poor care.
This indicator can be used to rank different care situations, the
higher the percentage of total recorded staffinteractions that take
place with patients, the better the care.

The indicator sugeested is really one for measuring standards
rather than effectiveness and efticiency. Tom McKeown defines
standards as ‘how well we do what we {o’; effectiveness as
‘whether what we do is worth doing’; and efiiciency as ‘whether
what we do makes better use of health resources than the avail-
able alternatives.”! Thus, the measurement of standards takes
the existing pattern of services for granted ard is concerned with
the operational aspects, whereas efficiency sud effcctiveness both
question the nature of the existing pattern. Thus practilioners
and operational managers must be coscernsd with standavds,
whereas policy makers and those wishing to influence policy
should be concerned about efficiency and «ectiveness. In the
next seciion, I shall utilise Coser’s indicator .2 show how it can be
used te provide & way of examining standards.

Case study of interactio
dicators ofcave

In thissection, I will show not only how an intaraction pattern can
be used as an indicator of care but also *he inadequacies of
resource inputs as indicators of care. The anslysiswill siart witha
reconsideration of Coser’s study and then wxplore some of the
problems utilising material from the authe.'s dwn research in a
hospital for the mentally handicapped. '

Traditionally staffing resources in chroni~ hospitals have been
allocated on an ‘economic’ basis. Patienis ¢xpected to improve
the most received the greatest allocation of v sources. This meant
that the wards with the least able and mo:t dependent patients
had the least staff. Coser described this tyr:» of situation in her
study, and found that the more dependent tha patients, the less
optimistic the staff and the lower the allocetion of resources.

Coser suggested that care could be evaluntad by observing the
extent to which stafl interact amony thems: ves rathaer than with
patients, ie the extent to which stalf withdrow from the patients.
She found that ‘the greater the number of patients in relation (e
nurses in a ward, the more stalf tend io spend time among
themselves’ ™ ie the more stafl withdraw from patients and com-
pensate by interacting with their peers. She mrgued that 'an acute
shortage of personnel does not necessarily iccrease each person’s
load; it may get o bad that it legitimises withdrawal from the
task,’?? If Coser’s arguments are accepted, then resource alloca-
fion can be utilised as an indicator of the quality of care and
emphasis placed on increasing resource allocations to the most
deprived wards. The solution is simple. The qualily of care can be
improved by providing more staif, especinily on the wards with
the most dependent patients.

How far does this work? At the hospital studied by the author,

1is philosophy had been accepl 24} by seniur hospital personnel
.md the traditional ‘economic’ allocation «f resources had been
reversed. At the study hospital, wards with the most dependent
patients have the highest allecation of resouices. Measures based
solely on the input of resources would indicaie an improvement of
care, especially for the more handir‘apped petients, but are these
changes reflected in Coser’s indicator? Docs the level of staff to
patient interaction rise on high depeadency wards? The answer is

vk

patie os uged ag in-

Al2

A comparison of the relationzhip between guality of care {(as
expressed by interaction patteras) and allocatien of resourees as
expressed by patient/nurse ratios) in two studies (see Cosor, op.cit.,
1563, Table 11).
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ne, if we accept Coser’s measure. If we examine Graph 1, we can
see Coser's original material represented diagrammatically. This
graph is based on, and utilises, the same axcs as Coser's graph. It
is important to note that the conventional values along the two
axes are reversed. Although the numerical values siong each axis
increase, both indicate a fall inreal value,

Vor example, a chift in the patient/nurse ratio from 10:1 to 20:1
indicates a halving of the number of available nurses and
therefore a fall in the resource input. Graph 1 shows that as
resource input falls {measured by number of patients per nurse)
5o the quality of care {measured by staff to staff interactions as a
parcentage of total recorded staff intevactions) also falls, In other
words there is a small positive gradient. The observations from
my study show exactly the reverse — there is a large negative
gradient. In other words as the resource input falls (ie patient:
nurse ratio rises), the quality of care rises (ie staff tostaff interac-
tinn, expressed as a percentage of total observed stalf interactions,
falls). This indicates that-in my case the resource input ¢can no
lorger be utilised as anindicator of the quality of care because the
positive reintionship between resource input and quality of care
that Coser found it her study no longer exists.

The conflict between Coser’s observations and mine is resolved
il instead of focusing on patient/nurse ratios we examine nurses’
attitudes towards patients on different wards. Nurses' expecta-
tions of patients at the study hospital are based on a tripartite
classification of wards and patients inie high-grade or mildly
hand:c(zmmd' ow-grade or severely handiccmped and cot and
chair or mulliply and profoundly hanmcapperl This classifica-
tion 15 associated with a complex set of beliefs which includes
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this is precisely what health economists such as Culver and
Williams have tried to do. There are two problems, First thereisa

‘technical problem. Health careis not delivered in a market situa-

tion and only some elements are costed, for example cutput is not
costed and only some input is, eg doctor’s time but not patient's
time. One possible solution is to pretend that health care is
delivered in a market gituation and introduce shadow pricing, eg
pretend prices to patients’ time. This solation leads one on to the
second problem - a conceptual problem.

Concepts such as health, illness, and handicap are social defini-
tions. In other words they cannot be defined solely in biological
terms but are relative either to specifie cultures or to an in-
dividual’s position in society, For example a dizability such as a
foot injury will have different consequences for 2 professional
foetballer and for a university professor. One way of avoiding this
problem is to concentrate on conditions that can be clearly
chinically defined such as Down’s syndrome (mongolism) for the
mentally handicapped and utilise comparisons which minimise
social aspects. For example, Culyer, Lavers and Williams in their
attempt o develop indicators of ¢ffectiveness have to start by
consirucling indicators of bealth state based on pain and degree
of disability and propose initially to lhmil their measures to com-
parisons of different regimes for specified medieal conditione.’®

The health economists are hasically utilising a black box
approach. Since my usage of the term black box may be un-
familiar I shall develop the concept. The concept is derived fromn
systems theory and analysis. In this type of analysis two tvpes of
system can be identificd - closed systems and open systems,
Open systems interact with their environment through a system
of exchange. A black box approach fecuses on the nature of this
exhange rather than on the system itself. The main interest is on
the output that different types of input ereate — the system is
treated as a black box whose operations cannot be examined. This
approach suggesls another way of looking at the technical and
conceptual problems nvolved in evaluation, Instead of contrasi-
ing input with ocutput it is possible to focus on the process. In-
put/output analysis tends to treat the process by which input is
converted into output as a black hox. If is more concerned with
the performance of different hlack boxes, je different treatment
regimes or types of care organisation, than with the way in which
one black box works and can be improved.

For the academic observer or policy maker concerned with a
ccmpariqo,} of different treatment zcgrimeb or tvpes of care
organisation the comp.natwc perspective is obviously altrac-
tive. Furthermore it avoids issues of clinical autonomy - these are
inside the black box. However, the practitioner or administrator
concerned with operational mzmagemem. ig in fact committed to
one particular type of black box and his concern is the way in
which the process can be improved. Thus the policy making in-
put/output analysis musi be complemented by an operational
process analysis.

In mental handicap hoapitals it is, desnite policy statements,
difficult to define cutput., Mental handicap can be scen as a
chronic mental condition defined in social rather than physical er
biological terms. The social categorisation exists at two levels,
Firstly, mental handicap is legally defined by different types of
social incapacities. The emphasis is on the social effects rather
than any physical cause. Secondly admission to and discharge
from hospital is at present primarily determined by socizl factors,
ie the existence of alternative social support systems, whether
family or local authority hostel. Al tho..wh change can he created
in the mentally handicapped person’s skill, these changes are not
related in any simple or direct way to his discharge potential.
Discharge is determined by the existence of alternative care
facilities. It is possible to avold this dilemma by restricting the
term oulput to discharge and utilising the outcome to mdmme
changesina patient’s condition.

However, apari tror the practical reasons for focusing on the
contents of the Liark box (on the process of care and therapy
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of it {in a long stay institution soine of the pade t FHEY
‘within the organisation longer than some of {he «taf1). T'I‘..-

jectives agreed upon. and in only 36 cases {15 per ceni) s

rather than output or vutcome) there are also theoretical grounds,

Health care, apart from the preventative aspects, is primarilv a
service industry, providing variocus types of highlv persor ad
service. This means that the producl is mainly consurred 2t its
point of production and the act of giving care takes place at the
same time and in the same place ag the net of receiving it. This is
unlike the situation in industrial organisations where the product
_ can be stored and the act of production is separate in time and

space from the act of cosumption. In this situation the twe are
joined by a series of exchanges.

Thus, in industrial organisations it is possible to study the
production system sepnrately from the distribution svsiem
from the consumer. Inn fact very little attention need be paid 1o
consumer beyond the fact that he has a demand for the prods
and is prepared and abxie to pay for it His income and con
behaviour is of more interest than hizs motivesor beliefs. In n
care erganisations a very different st oi"lcf.mom iz {orrwec 'FI.e
consumer is often inside the organisation and in some gense ¢

production is not sepaiate from that ol consu mpd(m by
exchanges. They ¢annot be separated in practice. Thus
ment of the performance of care oryanisations must sta
nature of the production/ conmmpf ;ou cararelations!
take mto account mnw mors nozalg *nc argument

care pmduct. Even whvre, &5 In t]m i_.' mLu Lstateh, h\-
becomes a commedily with g market value, it s1ill
nificantly different from other coromoditios hecause of its prod
tion and consumption characteriatics.

Leaving aside these theovetical issues, It us eunsider b
can concentrate on the comients of the bm( k box. If out coing i3
defined in terms of change ]J d‘rm scondition, itmu
product of therapy. 'I‘hrr } SEET Iihﬁéhiﬂgf()dl‘ 853
1. Objectives for individuez] ’
2. asetofmethodsforach 1
3. a procedure for assessing &t f} e tp('cmed time the
extent to whichthese methods 1 Ve red i t‘di heobjectives;

4. aprocedure for creating new targets or methods,

A full analysis of the cutcomne of the therapeutic process wou
require a longitudinal study of pat ient g J})LJlJUDna such s t]
Brooklands e\pc.nmem 7 This type of siudy is both exp
and time consuming. A ucelul 1n<irm(n of the exist
therapeutic programme can Le basad on the four gEpents of
therapy. Since thorapy s delined as a hm& based aciivily, o
the most important indicators must be the existence of records i
dicating the presence of individual objectives, Uldhdm” a et of
methods for achieving these objectives and a time scheduls for
achieving them. The author conducted a Lompre'zcr.: Ve
examination of 235 sets of patients’ notes in one progressiv
mental handicap hospital, The survey showed that 194 paiis
(83 per (ent)had been discussed by 111191(1}001])1mar\' case ¢
ference but in only 85 cases {37 per cent) were individual

T
inethods of achieving these objectives agreed upon. In nine c2:¢
{4 per cenl) it was also agreed to reconsider the case after & ¢
period of time, butinno case was there a repeat conference.

Since therapy programmes, delined in a strict sense, are 161 a
commoen feature of mental handicap hospitals, the perform
of most mental handicap bospitals, must be measured by
quality of care. Whereas therapy is only meaningful in terms
objectives and cutcome, care can be defined without referen
specific chjcctives, Care is (he nature or pattern of inters
between staff and patients at a given time. Thus it can be &1y
intu four components:

1. Staffactivity patterns;

2. staffinteraction patterns;

3. patient aelivily patterns;

{. patienlinteraction patterns. .
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expectations about the patient's future. High-grade patients are
seen as nearly socialised and are expacted to improve and Jeave
the hospital. Low-grade patients are seen as anti-social, even
anima! like. They are not expectied to improve or leave the
hospital. In fact they are seen as ideally suited 1o the hiospital
regime. Cot and chair patients are seen as non-social and are
sometiimes described as vegetables. They are espected to
deteriorate and die. Thus, nurses expect patients on the high-
grade ward to be discharged, those on the low-grade ward to
remain static and patients on the cot and chair ward to
deteriorate,

Although Coser doas not exnlicitly discuss nurses’ expectalions
of patients on her different wards, there is enough material in her
article 1o enable us to compare the expectations of nurses in her
study with those in ours. She provides a basic dichotomy between
the Centre and the Sunnydale wards. In Centre, nurses expect
patienis te improve and leave, ‘all Centre nurses mention the goal
of restoring patients to the community’.®? Sunnydale nurses do
not expect their parents to leave, in fact they expect them to
deteriorate. “Thisistheend of theroad, snd the people here {alk of
them as vegetables,” Note that the term ‘vegetables’ is used both
in the Sunnydale wards and on the cot and chair ward at the study
hospital, There appears to he a variation in expectations among
the different wards in Sunnydale, Coser does not dizcuss 1his, but
the term she uses lo classify the wards suggests that nurses expect
patients’ conditions to remain static on the active and long-lerm
treatment ward, and deferiorate on the custodial ward.

If we compare nurses’ expectations with interaction patterns
then we {ind the same trend in both studies (see Table 7). In both
studieg the greater the staff aptimism, the higher the quality of
carce, os measured by etaff to slaff interaction as a pereentage of
total observed stalf interactions. I anyihing the varietion in the
study hospital is greater than that in Coser's. At the study
hospital the most abie are getting even more and the least able
even less within the existing paitemn of resource allocation. This
measure concentrates on the way in which staff on each ward
ailocate their thne. To show variations in the amount of Interac-
tion patients on differcnt wards receive, we need 1o analyse the
malerial in a different way, ie we nead 1o examine staff to staffin-
teraction on cach ward as a parcentage of the total recorded staff
o staff interaction, This measure takes into account variation in
levels of staffing on the wards and variation in the overall level of

interaclion whereas the first measure is ward specific and docs not

take these factors into account.

The variation between the twostudies is reduced by this techni-
que of analysiz, Table 3 shows that when resource input and over-
all interaction levels are taken inte account, there.is an even
stronger similarity between the results of the two studies, Com®

pare the wards on which staff expect the palients to be

discharged. Table 2 shows that the high-gzrade ward in the
author’s study appears to perform betier than Centre in Coser’s
study. On the high-grade word only nine per cent of total staff in-
teraction are staff/staff interaction (ie 81 per cent are stafl/patient
interactions) whereas on Centre ward 531.3 per cent of total staff
interactions are staff/siaflf interactions (iz only 68,7 per cent are
staflf/patient interactions}). However, Table 3 shows that if
differences in staffing and overall interaction are taken into
account, the differonces between the two wards are considerably
reduced. In the author’s study the high-grade ward has less staff
than the other wards. This meansthat although staffun that ward
devote a smaller percentage of their time interacting with other
staff than dosta(fon other wards, because thereis overall a higher
rate of interaction on the high-grade ward, it contributes more
than the other wards to the overall stalf/stafT intevaction. Table 4
provides the raw data from which both Table 2 and Talle 3 could
be constructed. The choice of analysis depends on the precise ob-
jectives of the analysis.

These type of results should create concern among senior
personnel. They indicate that au increase in stafl input does not
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Relationship between nurse's expectations of changein patient's con-
dition and stafl/stali siieraction, (The figures in each cell represent
ohserved sifl/staflivieraction a4 a percontage of total observed staff

interactions onpeachwarad).

Nurges’
expeciution] Discharge Sintic Deterioration
of patients
T
Wards | I'Thecentre | Active - | Long-term| Custodiel
frealment  treatment
Coscz“s*_‘_—"___——"_*:‘7fﬁ' _______ i
study Observationd  31.3% 345 ¢ 39.2% 4574 !
I
Study
wards Highgrade Low prade Cof and chsir
Aothor's) ¢« L ____Yv__ __
study 7
Study
observalion ! 8% T11% 8Z%
Table2

Relationship betwesn urse’s expectations of change in patient’s con-
diticn gnd staii/ste teraction adiucted for varinticns in s1afl
tevels, {The figure chieell vepresent abaerved stefi/staffinte
tions on cach weard 1o o pereeniage of total ohcerved staff/eiod in-
toractionainall the v destudied.}

ne
sl

Nurses’
expectnlic: ilpe Static Delerioralion
of paticnts <
= ¥ )
Wards  { The centre | Active ; Long-term Custodisi 1
{ treatment | treatment i
A - lreatment |
Coser’s - T S - T T T H
study Observatio!  17% 18:5% + 18.5% 457 !
Wards Lowgrade Cot and chair |
Author's |
: S SNSRI (S, [P, |
stuay. ! i
Obtervatic:,  1%% 23% 587 |
i
Tableld
Observed staflinterss iong en three werds in the study hospital.
Lowgrade Cotand Totel
ward chair wards 1
beerved [
stefi/oiall 24 10 8 5
intoractiong
23 78 79 180
Totelobiserved
interactions 48 88 87 223
Tabled

avtomatically improve the quality of care because,
changes in the patiern of resource allocation, the traditional
patternof care persizis, There appears to be a mediating influsn:
between resource irout and the quality of care — siaif beli
attitudes. By focusin on the care process it is possible to ex
the effect of this rediating processsIn the next section, 1shali
examine some of the practical problems in uiilising this type o
evaluativesystem.

[y

sing the system

1+ utilising this sysiem 18 not cost, (14w

Probiemsin

The main problem &
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ing DHSS returns), but the reaction of staff and more especially
the organisations protecting staff interests, the unions and the
professional associations. The professions have traditionally been
very powerful in the health service and they have tended to con-
trol work indirectly through the education system ® Furthormore
they have traditionally been concerned to prevent evaluation of
their work by non-profassional bodies. For example Richard
Crossman encountered considerable resistance when he proposed
the formation of a health service inspectorate after the Ely
Hospital scandal. Cressman’s record (which some of the other
participants have challenged} of the initial rcaction of his senior
advisers to the proposed inspectorate was as follows:

‘They said my ideas were impracticable, An Inspectorate
would have all kinds of difficulties. The doctors would demand
that their affairs should only be inspected by doctors. "

As iz clear from the following statemoent in which Crossman
describes his meeting with a high powered delegation of doclors,
he conceded the point that the inspectorate should be made up of
healthservice professionals,

‘I said “now we come to Ely”, and told them about the ins-
pectorate. What interestod me was that they had got a com-
pietely false impression. They thought [ was going to have an
inspectorate of civil servants who would look over the doctors’
shoulders. “INo” Lsaid. “They'll be drafted from the National
Health Service and will be on short-term secondment to me.
The whole idea is to have eves and ears and let the health
service people feel 1 really want to understand them.” The
more | ieiked the more the JCC (joint consultanis com-
mittee) felt they had been misbriefed (by officials of the
depariment).’ss
What s at stake is power, The groups that control the system of
evaluation will alse have control over the form and direction of the
service, A’s Hlein has pointad out, administrative and central
government control over the service is exercised through overall
financial control, ie through the control of resource input. Apart
from expenditure on drugs, this control has been relatively
successtul. Indeed Klein goes so far as to arguce that it is the very
success of this overall control that has permitted the megical
professicn in Britain such freedom froin evaluation. He argues
that:
*Within the NHS the medical profession paradoxically enjoys
much more autonomy than doctors working in free-market
systems. Precisely becanse the NHS has @ strict system of
financial control over the total ameunt of resources aliccated,
it has so far not had to covise a system of trying to control in-
dividual medical decisions. In contrast, the United States has
gone much further in developing a system for questioning the
decisions of individual doctors - by way of audit — bacause
there the situation is the reverse of that in Britain: there are no
overall limits on spending, and the fee-for-service method of
payment means that doctors ean, and do, generate extra

-demands. In other words, an open-ended system of payments

breeds controls, but a closed budgetary sllocation permits

autonomy.'? .
However, the pressure for evaluation caused by inflation,
recrganisution of the heaith service and rise of union power, has
probably increased tu the point where the professions will only
avald external evaluction if they do the job themselves. Tnke for
example the unions., From 1948 to 1874 the union membhership
trebled at a time when the NHS labour force doubled and unien
density rose {rom 38.9 per cenl w 60.9 per cent.®® Through their
shop steward system unions can exerclge close contrel over the
work situation and challenge the traditional hegernony of the
professions. Among the ancilliary staff, bonus schemes and work
studies have proved a useful technique for increasing both pay
and rembership. The unions are therefore {ully aware of the
power and danger involved in work evaluation and would be con-
cerned to establish control over any new extension af this
principle. If the professions, especially the nursing profession, are
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to retain control of their work practice then they would have to
control this type of work evaluation.

If the evaluation is to be done by the professionals themselves,
itis possible that a less direct method might be preferred. L argued
that care was made up of four elements:

1. staffinterdctions

2. staffactivilies

3. patientinteractions

4. patientactivities.

Ifthe forusis shifted from staff to patients and from interaction to
activity then much of the immediate threat to staff is reduced.
This type of evaluation would follow the same pattern as the one
discussed in the last section but emphasis would be placed on
recording and classifyving patient activities rather than staff
interactions.

The Wessex Health Care Evaluation Research Team proposes

“several alternative approaches to this problem. The meansure

proposed in this section is based on its work.? In terms of
fieldwork, the method proposed 1s similar to the one discussed in
the previous section — recordings are mage of patient (and some-
times staff} activities. The analvsis is different.?® The concern is
to divide patient activity into positive and negative categeries.
The Wessex team in its later studies suggests a simple
engaged/mon-engaged dichotomy which indicates whether the
patient is doing something or not during the observation period,
The observations in my study were divided in six categories:
1. Asleepinbed
2. basiccareactivity
3. positive activity
4. negative activity
5. absentwithrelatives,
Any period, except one classified as 5, during which the obscrver
was unable to observe a patient was classified as:
B. activity uncbserved. ;
Positive and negative activity categories approximate to the
Wessex  distinetion between engaged and non-engaged.
Classificalion of activities into positive and negative involved a
judgement by the observer as to the usefulness and purpose of an
activity. If an activity had no apparent use or purpnse it was
classified as a negative activity, where it did appear to have a
purpcse it was classified as a positive activity. In some situalions
there was little doubt. For example, when a patient fetched a
clean pair of trousers that could clearly be classified as a positive
activity, whereas if a patient was asleep in a chalr that swvas
classified as a negative activity. However, there were certain
activilies that were more difficult to classify, For example, was a
patient sitting in front of TV watching it or not, or was a patient
walking from one area to another actually going anywhere? To
help differentiate between negative and positive activities the two
categories were subdivided. Positive activities were subdivided
into:

a. purposcful activities, such as fetching a puir of trousers;

b. entertainment activities during which the patient was a pas-

sive or active participantinaform of entertainment,
Negative activities were divided into:

a. disturbed behaviour, such as throwing tables over;

b. purposeless activities such asrocking in a chair;}

¢. no activities, for example sleeping in a chair or staring

blankly intospace.

The results of ohservations made over one day during a
weekend ou the three study wards, confirm the pattern described
imrthe previous section. The high-grade patientaspent the longest
engaged in positive activities, on average three hours 34 minutes
out of a tota] awake period of 13 hours 12 minutes; the cot and
chair patients faired worst, only 47 minules vat of 12 hours 9
minutes; and the low-grade patients were in between, one hour 59
minutes oul of 12 hours 33 minutes (see Table 5). Again, the over-
all figures should cause concern, on no ward did the time patients
spent in positive activities come close to matching the time spent
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Activitics on three wards during ene weekend day expreszed o5 nn
average per patient on eaclt ward, (Wote row [ in this dlagram is total
period observed 13 liours 15 minutee minus setivity eategory 1, sleep).

High grade Low grade Cot & chair

Number of patients a0 22 ]
L. Totnlawake time 18 hrs, J0mins. { 12 hrs, 32 mins, | 12 hrs. 14 ming.
2. Basiccaretime 7 21 4 3 3 45
3, Positiveactivitien

a. purpgseful 1 46 47 o2

b. entertainment 1 48 1 8 25

c. tolel 3 34 1 50 4T
4, Nejratlive activities

n. disturbed bebavioun 16 12 15

b. purposeiess 44 47 A

o, neactivity 4 o2 4 16 6 42

d. total 5 29 5 15 7 27
5. Period withrelatives 50 1 7
6. Unohserved period 1 3 T 15

Tabled

innegative activities.

Since the results cbtained when using patients’ activity as an
indicator of care are similar to those oblained when using staff in-
teraction patterns, it Is poseible to concluwde that L]WE!S(, W0 in-
dicators are interchangeable. As they are interchanpeable, it is
nossible touse whichever suits the practical or political situation.
Although either unions or professions might object fothe ohserva-
tion of staff and interaction patterns, there can he litils objection
to the observation of patient activily patterns. What is now re-
quired is a series of comparative studies {o validate these
ohservationel tools so that they are ore easily accessible,

Conclusion
This paper has been concerned with examining cmstmg methods
of measuring the petformance of care organisalions, in this case
hospitals Jor the mentally handicappad, showing their weakness
and sugpesting alternative indicators, Fxisting methods are
based on resource input. Both conceptunlly and in practice
resource iput is inadeguate as an indicator of performance. Con-
ceptually beeause it does not give senior persennel any un-
derstanding or contrel over the care process, and in practice
because as material presented in section two indicates, in some
places at least, it is not positively correlated with indicators of
care.

To develop indicators of care and therapy, 1 start {rom a

redefinition of the concepts. Therapy can be defined ag planned -

change created in a palient’s condition over time. Thus, it has
four components:

1. Objectives forindividual patients;

2. methods of achieving them;

3. techmigues for checking whether the objectives have heen
achieved and ifso how far the methods contributed to this;

4. methods of creating new objectives or therapy methods,

An examination of case notes in one hospital for the mentally
handicapped indicated the relative absence of therapy defined in
these terms. Care is the staff/patient relationship at any specified
time. Thus it is made up of four components: stalf interaction

‘Heaith and Social Service Joarnal

“(depending on the practical and political preblems involved).
i

patterns; staff sctivity patterns; patient interaction patterns;
and patient activity patierns,

In the third and fourth sections, I develop end discuss in-
dicatora based on slaff interaction patterns and patient activi
patterns. T suggest that, as one wouid expect, the twa are ﬂ"
terchangeable and a useful indicator could be based on eithe

)

-

It
deed a care indicator could be bared on any individual coms iponer
or any combination, but any care indicator that dneiem_(‘s t} wm
would not be anindicator of care.
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