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Maryland M edicaid Diabetes Care Program (D C P ) represents a

major service delivery and policy effort that deserves our atten

tion. In the context o f  health care reform , evaluating such a program 

represents a serious challenge. Program evaluations for large-scale service 

delivery programs, like the one described by Mary Stuart, have been 

plagued historically by m ethodological, substantive, and, sometimes, 

political problems. The program originators who create, develop, and 

oversee the im plem entation  o f  their work often do not have the re

sources, tim e, or research skills to evaluate the program carefully. M ore

over, a series o f  issues often  compromises or complicates even the most 

optimally staffed and funded evaluation efforts.

Confronting these issues, or barriers, to effective program evaluation, 

before or during program im plem entation, improves the prospects for 

generating interpretable results at a moderate cost. Carefully crafted, 

prospective evaluations can be considerably easier to conduct and to 

maintain through the life  o f  a program than retrospective evaluations

The Milbank Quarterly, Vol. 72, No. 4, 1994 
© 1994 Milbank Memorial Fund. Published by Blackwell Publishers, 
238 Main Street, Cambridge, MA 02142, USA, and 108 Cowley Road, 
Oxford 0X 4 1JF, UK.



6 9 6 Sherrie H. Kaplan and Sheldon Greenfield

designed after the program is im plem ented. The p ayo ff in advanced at

tention to the need for a well-designed, adequately funded evaluation o f 

any health care reform  program initiated by the states emerges in the 

documentation o f  successes and failures, so that future decisions to ex

pand, reduce, or maintain the program can be made on a rational basis. 

It is unlikely that first efforts at health care reforms w ill be complete, 

uniform  successes. In the evolution o f  such programs, prospective, for

mative evaluations afford the possibilities o f  identifying the effective ele

ments; o f  targeting the ideal subgroups o f  patients, physicians, and 

health care delivery systems; and o f  coordinating efforts w ith existing 

health care delivery or financing programs in an optimal manner.

Various issues and barriers surface in connection w ith effective, pro

spective evaluation o f  statewide, health-reform-related programs for 

chronic disease care like the Maryland Medicaid DCP. Each o f  these is

sues, discussed below, can be addressed when evaluators participate in 

the initial design o f  the program.

1. D ifficulties in Evaluating Chronic Disease Care. Chronic disease 

care is more d ifficu lt to evaluate than acute care. The process, the out

comes, and even the identification o f  cases are extremely difficult to 

document w ith existing databases. Comprehensive evaluation o f  chronic 

disease care therefore generally requires some level o f  primary data col

lection (Tarlov et al. 1989).

2. Lack o f  Provider Coordination. The very nature o f  chronic disease 

care means that it involves m ultiple providers, who may practice in var

ied settings, may be compensated d ifferendy, and may have different 

on-site services available. Even when patients are managed by a primary 

care provider, lack o f  coordination contributes to problems in identify

ing program targets (i.e ., which patients should be selected; whether 

generalist or specialist physicians should be used; what role should be 

played by administrators) and in measuring program impact. Because 

few  programs w ill be evaluated using random ized, controlled trials, eval

uating program impact on specific program participants (e .g ., patients 

o f  m ultiple providers) is difficu lt.

3. Political or Practical Problems. These also represent formidable 

challenges to the design o f  effective evaluations o f  large-scale, compre

hensive, chronic disease programs. First, conducting large-scale, ran

dom ized , controlled trials is daunting; few , i f  any, states undertake 

experiments in health care delivery among their constituents. However, 

the absence o f  a control group seriously compromises causal assertions
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about the im pact o f  health care programs on outcomes. Even well- 

documented, historical prospective or time-series studies suffer from  the 

potential fo r historical events, rather than the program under scrutiny, 

to explain observed changes in, fo r example, patients’ health status, use 

o f health care services, disability days, and so forth. W ith  respect to dia

betes care, the release o f  the results o f  the Diabetes Control and C om 

plications Trial during the operational period o f  the Maryland Medicaid 

DCP m ight have contributed to changes in patients’ use of, or referral 

to, specific health care services (D iabetes Control and Complications 

Trial Research Group 1993). The addition o f  a nonequivalent control 

group (fo r  example, elig ib le  participants for a later phase o f  the pro

gram) can contribute to the understanding o f  the implications o f  such 

historical events in assessing program impact.

Second, because large-scale programs are typically designed to be in

clusive, they reach a broad array o f  patient subgroups. Even w ithin a 

specific disease, patients may vary considerably w ith respect to sociode

mographic status, extent o f  total disease burden, or other characteristics 

that may affect their health outcome prognosis. The magnitude o f  pro

gram impact may be over- or underestimated because a disproportionate 

number o f  severely ill patients are included in the program or compari

son group. Because claims data are often a convenient source o f  informa

tion for large-scale program  evaluations, careful case-mix adjustment 

represents an im portant m ethodological dilemma. Such claims databases 

often lack the in form ation needed to construct adequate measures o f  

case m ix. Even w hen some case-mix measures can be gleaned from  

claims data, they are rarely adequate for use in the evaluation o f  pro

grams involving ambulatory versus inpatient care. Including information 

on patients’ sociodemographic characteristics, the severity o f  their target 

disease or condition, and the total disease burden (the sum o f  the sever

ity o f  each com orbid disease or condition), as well as the health-habit 

risk profile o f  patients, offers a greater capacity to distinguish patient e f

fects from  program  effects in identify ing program impact (G reenfield  

et al. 1994b).

Third, fo r large-scale programs, the program evaluation is designed to 

detect differences in a small number o f  specific measurable outcomes, 

which are likely to change in specified ways in response to successful pro

gram im plem entation. As a result, the design is often overshadowed by 

the “ buckshot im perative,” or the perceived need to measure m ultiple 

outcomes, lest the total impact o f  the program be unrecognized or un
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derestimated. This tendency is costly, and it does not encourage advance 

form ulation o f  specified evaluation questions or hypotheses regarding re

alistic program benefits that are measurable over the life o f  the program. 

T im in g  o f  the observation points for evaluating program impact is also a 

key m ethodological issue that must be addressed before the program is 

im plem ented. Considerable resources can be expended by evaluating 

program outcomes before it is reasonable to expect to see any measurable 

program impact. Rapid and progressive changes would also be difficult 

to document i f  an ongoing evaluation initiated at the time o f  program 

inception did not document early outcomes. Identifying ideal observa

tion points, then, becomes critically important to the assessment o f  pro

gram impact (G reen field  and Nelson 1992).

Finally, and related to the “ buckshot im perative,” is the “ lamppost 

phenom enon” : the tendency to choose outcomes fo r assessing program 

impact by what is easily measurable. As the health services research com

m unity generates more well-tested outcome and process-of-care measures, 

it becomes easier and m ore tem pting to use these measures without 

consideration o f  their appropriateness or relevance for evaluating specific 

program goals. Unfortunately, too often the specific links between pro

gram content and the likelihood that the program could affect certain 

outcomes (i.e ., mortality, global functional status, or satisfaction with 

physicians’ interpersonal care) is not carefully considered when these 

“ o ff-the-shelf”  measures are chosen to assess program impact. This does 

not necessarily represent an argument fo r developing new measures to 

assess each innovation in health care delivery or financing, but it does 

constitute a bid for evaluating outcomes, using existing or newly devel

oped measures, as appropriate, that have an unambiguous, interpretable 

relation to program goals.

Some programs, like those focused on enhancing blood glucose con

trol, may have m ixed outcomes, im proving, in this example, glycemic 

control, but possibly also compromising quality o f  life . Being on the 

alert for such potentially conflicting results w ill improve our prospects 

for an evaluation that permits midcourse corrections.

Programs like the one initiated in Maryland herald innovations that 

represent health care reforms occurring in advance o f  any national initia

tives. G rappling w ith the considerable, but not insurmountable, meth

odological and substantive issues involved in designing a careful and 

cost-effective evaluation o f  these programs early on is extremely impor

tant. Im aginative use o f  primary data collection in conjunction with ad
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ministrative and laboratory databases for evaluating chronic disease care, 

as is currently being done by the Group Health Cooperative o f  Puget 

Sound and the Tufts Associated Health Plans in Boston, represents a prom 

ising avenue for future comprehensive evaluations o f  large-scale programs 

(G reenfield  et al. 1994a). I f  evaluation becomes sufficiently streamlined, 

provides feedback to the health care delivery system for continuous im 

provement, and contributes to reform  efforts to maintain quality while 

containing costs, then it is sensible to defray the costs o f  evaluation as a 

cost o f  doing business. Incentives to use such evaluation systems as the 

basis for designing subsequent innovations should be built into national 

health care reform .
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