Health services research:

The Best Service with
the Resources Available

By Peter F. Hjort and Hans Th. Waaler

Health services research will not solve fundamental
problems, neither in the medical sciences nor in
health politics. But it may help to evaluate the service,
study alternatives and calculate costs and effects. The
goal is not a perfect service, nor a cheap service — but
the best service possible with the resources available.
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The health service in Norway
is a vast organization. It pro-
vides care for every citizen, day
and night. It delivers babies
and comforts the dying. It
handles jobs of tremendous
complexity, like kidney trans-
plantation, but also treats sim-
ple ailments, like common colds
and piles. Its tools may be
computer controlléed X-ray ma-
chines or — simply — the
touch of a friendly hand. Its
personnel may be highly train-
ed neuro-surgeons or young
aides. Clearly, the organization
is not only the largest, but also
the most complex in the entire
society.

There are other large orga-
nizations, like the railways. Its
product is transport, and pas-
sengers are able to judge the
product, because they know
what trains are like and
whether they run on time. The
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product of the health service is
health, which is very difficult
to measure. Patients cannot
judge the quality of care, the
skill of a surgeon or the wisdom
of a psychiatrist. Moreover, in-
terviews have shown that pa-
tients tend to be grateful and
satisfied with whatever service
they get. Therefore, the health
service is dependent on its own
evaluation.

The service has grown rapid-
ly. Over the last generation —
30 years — the personnel has
increased threefold (about 1.5
times, when measured in whole
time equivalence and corrected
for increase in population and
decrease in working hours).
The expenses have increased
even more. This rapid growth
means inherent problems:

— The rate of growth is slow-
ing down, leading to pain-
ful and difficult adjust-
ments.

— Uneven growth has created
regional differences.

— There are large differences
in the quantity and quality
of care.

— The task of medicine
changes gradually. For ex-
ample, long term care of
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old people takes an ever-
increasing share of the re-
sources. It is difficult for
the service to make the
necessary adjustments.

As a result the health service
is forced to look more carefully
into plans and priorities, and
must develop systems of evalua-
tion and quality control. This
calls for planned research, and
over the last 10—15 vyears
health services research has de-
veloped in many countries to
fill this need. It is not a new
fic "~ or a new discipline of re-
search. It has traditions in pub-
lic health, epidemiology and
controlled clinical trials, but it
has grown in volume and has
become better organized. It is
applied research, and its broad
goal is to contribute to better
care and better use of resources.
The research is multidiscipli-
nary in nature, and requires a
group of researchers from the
health services and from the
social sciences.

In Norway there are two
such research groups, the Nor-
wegian Institute of Hospital
Research in Trondheim and
the Group for Health Services
Re arch established in Oslo
by the Norwegian Research
Council for Science and the
Humanities  (NAVF).  This
group was established in 1976
and has eight researchers, a
nurse and a sociologist, three
economists and three doctors.
This article makes use of ex-
amples from the work of this
group to illustrate what health
services research is about. We
emphasize, however, that re-
search groups do and should
differ, and we cannot give a
complete survey of the field,
nor of our own work.
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Health economics
Politicians have increasing dif-
ficulties in finding enough
money for the health service.
Many countries cut their health
budgets, and «cost containment»
is the new slogan. Health eco-
nomics is often seen as the sci-
ence of cutting health budgets.
It should be emphasized that
the health service is there to
spend money, not to save
money. The goal is not a cheap
service, but a good one — the
best possible for its money. If
it becomes necessary to cut the
budget, this is a political job,
not a scientific one. And the
health economist should not
be used as a scientific budget
shrinker, but as an expert in
balancing alternatives and cal-
culating consequences. The tra-
ditional goal is cost-benefit ana-
lyses, but it is extremely diffi-
cult to calculate the benefits of
the health service. Such anal-
yses arc therefore often ap-

plied to carefully selected prob-
lems which are not representa-
tive, and the generalizations
may therefore be misleading.

It seems more useful, there-
fore, to involve the health eco-
nomists in more representative
studies, even though they are
less clear-cut, more difficult and
require many compromises. The
health economists should also
engage in education, aiming at
greater cost consciousness and
a better understanding of the
fact that choices must be made.

We have studied the growth
of the Norwegian health ser-
vice in economic terms. Be-
tween 1950 and 1975 the ex-
penses increased 4.66 times in
fixed prices per capita, see
Fig. 1. This is fast growth, but
still slower than the growth
in cars, TV’s and students.
The important point is not the
growth rate, but the value we
get for the money.
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High blood pressure as a
model

Health services research should
study large problems, not only
interesting ones. It is often use-
ful to develop models for diag-
nosis and treatment, to study al-
ternative programmes and cal-
culate costs and potential bene-
fits.

We have applied these ideas
to high blood pressure or hyper-
tension. This is a major disease
responsible for many deaths
and serious disabilities. About
200,000 Norwegians  suffer
from it, but many are aj .-
ently quite well. It is often said
that only half of the patients are
known, that only half of the
known patients are treated, and
that only half of the treated
patients have an adequate blood
pressure. Thus, only 1/8 receive
adequate care — the tip of the
iceberg.

A carefully balanced pro-
gramme could improve this situ-
ation. It is difficult to design
such a programme, but still
more difficult to win general
support for it, because the prin-
ciple of complete clinical free-
dom is firmly rooted.

Norway is in a unique posi-
tion to work out such a  o-
gramme, because we have the
data base for it. In 1963—64
about 70,000 people or nearly
80%0 of the adult population in
Bergen had their blood pressure
recorded. The mortality has
been followed since and related
to the blood pressure, thus pro-
viding risk data for age, sex and
blood pressure.

Working with a panel of ex-
perts in hypertension we have
studied alternative treatment
programmes, calculated costs in
money terms (clinical and so-
cial side effects are too difficult



to calculate) and benefits in
terms of potential life vyears
gained. The result is a proposed
programme. The key to the pro-
gramme is a graph of age versus
blood pressure (Fig. 2). Three
lines divide the population in
4 groups: treatment essential,
treatment of possible value, no
treatment but follow-up, no hy-
pertension. The programme has
been discussed with many
groups of doctors and will now
be tested in one of the counties.

ilization of drugs

A basic principle for a national
health service is fairness: pati-
ents should receive care of simi-
lar quality. Yet, in every health
service there are large differ-
ences, and a major problem is
variations in standard and qual-
ity of care. It is difficult for the
individual doctor or hospital to
tackle this problem. They can —
and should — study their own
performance, but they lack gen-
eral standards for comparison.
These variations in quality are
an important problem for health
services research, possibly the
most important.

Qystein Haugen, an econ-

ist in our group, has used the
atilization of drugs as a means
of studying variations in care.
The reason for selecting this
approach is that Norway has a
drug monopoly — the Norsk
Medisinaldepot. It runs detailed
statistics on sales, based on so-
called defined daily doses per
1000 population. It is possible
to compare the use of drugs in
counties, hospitals and pharma-
cies. So far, there is no routine
recording of prescriptions, and
therefore it is not possible to
study the prescription pattern of
individual doctors.

The health service provides care for every citizen, day and night.
(Photo: NTB)
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Emergency ward in Oslo  (Photo: NTB)



Norway’s first mobile company health service. Doctor and nurse exam-
ine a patient in the specially equipped bus. (Photo: NTB)

We have compared the drug
sales in the 19 Norwegian coun-
ties. The sales were corrected
for variations in age structure
of the population, but large dif-
ferencies remained for all the
13 groups of drugs we studied,
comprising about 65% of total
sales. We tested 16 possible ex-
planations for these differences
and found that for the 13 groups
of drugs tested 15—60 per cent
of the differences between coun-
ty sales could not be explained
by any of them. This unexplain-
ed «rest» is probably due to
individual differences between
doctors and hospitals. These
differences indicate that the
health service does not treat
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equal with equal. It is likely
that the differences have conse-
quences for the individual pati-
ents, since probably all alterna-
tives are not equally good. In
addition, the differences have
important  economic  conse-
quences. Thus, for 1974 we cal-
culated the differences in costs
between two hypothetical situ-
ations: all counties on level with
the «cheapest» county versus all
counties on level with the most
«expensive» county. The diffe-
rence was 330 million kroner.
Our data do not say anything
about which county is «right».

It is no goal to regulate a
health service in such detail that
the doctors must prescribe ac-

cording to government rules.
However, our findings do sug-
gest that doctors should work
out tentative programmes for
the major diseases. The purpose
should be to ensure a reason-
able quality of care and a rea-
sonable use of resources.

The programmes should be
worked out by the doctors them-
selves, not by the government.
They should recommend —
never dictate, because in indi-
vidual cases there may be im-
portant reasons for choosing a
different programme.

Care of the old

Old people increase in numbers
— about 25 per cent by 1990.
In addition, they become rela-
tively older. They occupy about
60 per cent of all beds in health
institutions, and this figure will
increase. Thus, care of the old
is a major task.

The first question is simple:
What resources do the elderly
use, and what will they need by
19907 Jan Grund, an economist,
compiled from many sources all
public expenses for the elderly
in 1975. The sum was large —
about 12,000 million kroner.
The main expenses were pensi-
ons — 59 per cent, health ¢
— 33 per cent, social services
— 6 per cent, and housing — 2
per cent. More detailed studies
suggest that the profile should
be modified to allow for more
preventive work and better
home services.

The next step was to develop
alternative programmes for the
period 1978—90. This is diffi-
cult, because the profile of a
programme depends on its total
volume (Fig. 3). The smaller
the programme, the more impor-
tant it is to protect housing and
home services. Therefore, alter-



native programmes were devel-
oped, and we are now trying to
interest planners and politicians
in the report. This illustrates an
important aspect of health ser-
vices research. The job is re-
search, not politics. Yet, the job
is only half done when the re-
port is finished. The second half
is to convince «the market» that
the result should be used. If this
use requires new procedures,
routines and decisions, potential
users may be less than enthusi-
astic.

The great dividing line in the
¢ of the old runs between
hoine and institutions. Patients
generally want to stay home as
long as possible, but what is
possible? This is the key ques-
tion. It requires systematic ob-
servation and experiment, and
we have started such an experi-
ment in Oslo. Two groups of
people over 80, living at home,
are compared. One group re-
ceives special support in their
homes, the other receives stan-
dard care. The experiment is
carried out by a special team
led by a physician (Otto Chr.
Ro), and it will take two years
to answer the question. Ideally,
the experiment should tell us
whk~t to do for what patients
a.  with what benefits. Even if
it says much less, it will be help-
ful.

Care of the dying

The last generation has seen
impressive progress in scientific
medicine. This progress has re-
quired specialization and tech-
nical developments which have
led to the modern rise of hospi-
tals. The task of the hospital is
to apply hard data and complex
technology to soft human be-
ings. This may require compro-
mises, and it is important to
protect and improve the care

A basic principle for a national health service is fairness: patients should

recetve care of equal quality.

(Photo: NTB)

aspect of medicine. Research
may be used to evaluate the
quality of care.

Each year 40,000 Norwe-
gians die, half of them in hospi-
tals. Thus, care of the dying is
an important part of hospital
medicine. We have studied the
care of all patients who died
during one year in Diakon-
hjemmet hospital and in the in-
tensive-care ward of Depart-
ment VII, Ulleval hospital —
213 and 67 patients, respective-
ly. The study was done by a
nurse, Liv. Wergeland Serbye,
who collected all the available
information on every patient
and interviewed the closest rela-
tive 8—12 weeks after death.
This difficult project could best
be handled by a skilful nurse,
because people talk more freely
to a nurse than to a doctor.

There are many problems in
terminal care. The main ones
are medical care, nursing care,
communication with patients
and relatives, and support for
the bereaved. We have been im-
pressed by the willingness of the
hospital personnel to discuss
these problems quite openly. For
example, in the case of about 20

per cent of the patients dying in
Diakonhjemmet hospital we
have discussed, retrospectively,
whether the care was too pro-
longed. This is a very difficult
question, both from a medical,
ethical and human point of
view, and each patient and each
relative is different. It is neither:
possible nor desirable.to design
a programme for the care of |
the dying. Yet it seems possible =
to lay down a basis of under- "
standing on which you can build

the care.

We have illustrated problems,
ideas and methods in health ser-
vices research. The health ser-
vice has grown so much in size
and complexity that there is a
permanent need for such re-
search. It should be carried out
by multidisciplinary teams and
it seems reasonable to develop
teams connected with all four
medical university faculties in
Norway. These teams should
run their own projects, as
we have illustrated, and they
should also encourage and ad-
vise the many health professio-
nals who want to study and im-
prove their own performance.
In addition, they should teach. ®
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