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ABSTRACT

This thesis is an in-depth analysis of the conputerized pnogïam

nonitoring system in the churchill Health centre. rts purpose is to

describe the characteristics and service utilizatíon patterns of a group

of thirty-eight fanilies known to be heavy users of the Centre's Outreach

Services.

These fanilies, who were 6.8% of all families seen by the Centre,

accounted for 54.8% of the services provided. These service contacts

were either with the client alone or with someone involved in the client's
situation. They prinarily involved assistance regarding day-to-day needs,

were individual rather than fanily focused, and lasted. less than half
an hour. Typically many program areas and a variety of workers were

involved with each fanily unit.

Medical infornation was also collected to determine these families
basic medical problems and nedical use pattems. It was found that the

family members who were high users of outr"r"h ,"rrices tended to use

more medical services (both outpatient and hospitalization services) than

the fanily rnenbers who were 1ow users of outreach services.

Regarding denographic characteristics, it was found that the majority

of heavy user individuals were of native descent (Metis or Treaty Indian)

and were clustered in three age-sex categories. A pred.ictive analysis

was attenpted and tentative profiles of heavy user clients v¡ere developed.

It is expected that the information provided by this study can be

incorporated into programnring and planning decisions at various 1evels

of Health Centre operation.



CHAPTER 1

BACKGROUND FACTORS

1. The Development of Infornation Systems

Accountability is not a new phenomenon in the health care professíons.

For nany years it has been standard procedure to monitor and evaluate the

care given to hospital inpatients. But it is only in recent years that

sinilar demands have been made in the fields of anbulatory medical care

and social services.

Brenner and Paris (1973) point out that prior to 1960, outpatient

services were only provided on a linited basis and were character ized. by

episodic and fragrnented care. During the last two decades, a:nbulatory

services evolved to take their place as an integral part of the modern

health systen. Parallel to their development has cone a growing.dernand

for better assurance of the quality of care provided. This denand comes

fron the public as consuner of services in addition to a variety of govern-

mental, licensure, and accreditation bodies.

A si¡nilar sequence of events took place in the social service field.
Early social work programs operated on a kind of face validity and gener-

aIIy a blanket rsanctiont did away with the need for stringent measures

of evaluation. This continued throughout the twentieth century during an

unchecked expansion of social work agencies. According to Rosenberg and

Brody (1974), it was a tine of bandwagon prograrns, idealistic goa1s, and

uncontrolled budgets. But in the 1960ts, there was a slow realization
that social work prograns weïe not achieving the beneficial results
expected of then. Findings of recent evaluation studies (Brown, 196g;
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Geisnarrs review, 1972; Fischer, rgTs) added to a growing skepticisn

concerning social workts effectiveness. The resultant rcrisis of con-

fidencer (Reid, 1974) lead to denands for accountability. The denand

came from the general public as users and taxpayers, from funding agencies

as providers of increasingly scarce ïesouïces, and from within the ranks

of the Social Work profession itself.

The Oxford Dictionary (1964) defines accountability as being able

to answer for conduct or perfornance. Reid. (Lg74) states that is the

capacity to ascertain and report the true nature and effects of oners

efforts. For a profession, this means the ability to accurately specify
what it does to whon for what purpose and with what results.

There u/ere essentially two methods that an agency or organization

used to acconplish this task. A special time-linited study could be set

up to nonitor program activities and evaluate the results. 0r the

existing record systen could be reviewed and the necessary information

extracted.

The first option was to use an evaluation study to derive an overall
measure of effectiveness. This involved assessing the success of a given

prograrn in meeting its stated objectives. Doing this kind of study re-
quired the existance of an inpact model (Rutnan, .197s) which included:

1) a clear articulation of the program, 2) a precise specification of
the goals, and 3) a rationale that links the program to the goa1s. l\Ihen

these three conditions were net, it was possible to rtest' the progranr

against its stated goa1s. But social and health programs in their
fornative stages are often characterizeð. by vague goals, flexible
changing prograns, and only a rudímentary conceptualization of the
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theoretical linkages connecting the treatment to the end result. In these

cases, it would be premature to perform this kind of outcome neasurenent.

Even with a well-defined impact model, there were add.itional

problems with the actual evaluation ttestr. Ideally this should have been

ín the format of an experimental design where all the conditions of the

experiment could be controlled by the researchers. Chomnie and Hudson

(7974) discuss the problems in isolating key variables, in establishing

proper control groups, in designing adequate measuring instruments, or in
maintaining a constant program frorn start to finish. The difficulties are

such that Rossi (1972) clains that many of the research designs used were

not powerful enough to make undisputed evaluative statements.

If all the above conditions were met and a valid evaluation study

was carried out, the results would sti1l only partially address the

accountability issue. A focus on overall program perforrnance produces

results of the pass-fail variety. Evidence showing whether or not a

prog?a¡n is working can be used as justification for its continuance or its
ternination. But this kind of evaluation cannot capture the nuances in-
between. ft cannot contribute towards understanding why a particular
program hras not working or how it could be made better.

The second option, that of using existing record systens, would

appear to hold more promise. Not only would there be infonnation on the

end results but it would also be possible to access information regarding

other components of the delivery systen. But this potential u¡as never

realized due to inherent inadequacies in the design of these systems.

According to Brenner and Paris (I973), outpatient reporting systems

were never standardized and the result lìras a wide disparity in the anount
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and quality of infornation collected. fn general, the fast-paced setting

of anbulatory medicine was not conducive to extensive record. keeping of
any kind. Murnaghan (7973) summarized the curïent state of affairs as:

" . we have at the present little usuable information on thedistribution of problems, srmptoms and complaints brought tophysicians in offices and outpatient cliniðs, on the sðope and
nature of services provided, on the dísposition of patients, or
on the patterns of use or non-use of ambulatory nedical care
services. tt

Contrary to this, Hoshino and McDonald (1975) point out that social
workers were not adverse to data collection as evidenced by the vast

quantitites of case recordings maintained in agency fi1es. Here the

problern was nore one of overloading the systen with unorganized and often

irrelevant infornation. Retrieval and analysis of this information was

such a laborious and tíme consuning process that research attempts had to
be linited in size and scope. For very different reasons then, both

social servi-ces and aurbulatory rnedicine were.left with record systens

that were relatively useless for research purposes.

It was apparent that the question of accountability could only be

partially realized by utilizing existing record systems and outcome

research studies. The obvious solution was to follow the exanple set by

hospital inpatient services. They had dealt with their accountability

issues long ago by putting to use the technical advances ín conputer

processing. Key infornation was fed into an automated system where it
was processed and analyzed to neet the hospital's information needs.

Robertson (r97s) reports that conputeïs were initially used in
hospitals for general business functions such as payro11, bi11ing,

accounts receivable and stock inventory. currently their use has

expanded to include such díverse frurctions as admission scheduling,
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history taking and multi-phasic screening. They paved the way for automated

laboratories, central patíent files containing all diagnoses, tests and

treatments, and regional record systems. Their range extends from a

micro to a macro 1eve1; fron detail monitoring of intensive care treatment

to sinulating a national health system in order to project future needs

and resources. Brenner and Paris (1973) point out that autonated systems

have nade it possible to intensively analyze the hospital inpatient from

an adninistrative, organizational, clinical or economic point of view.

Given this versatility, it is not surprising that both anbulatory

medical services and social services are experimenting with autonated

data systens as the solution to their accountability problems. On the

nedical side, Murnaghan (1973) reports that nany new information systems

are being tested by different clinics, group practices, and hospital

outPatient departnents in the United States. In an attempt to bring some

order and coordination to this for¡native stage of data system development,

a Conference on Ambulatory Medical Care Records was held in Chicago in

1972. rt focused on the concept of the basic data set: discussing

minimum requirenents for data collection and general uses of the data

analysis. The Conference ended with a resolve for a continuing group to

refine and develop the nininum basic data set and to pronote its use by

all parties concerned with anbulatory medical care (Murnaghan, 1g7g).

Social work agencies have progresseð. at a slower and less well

organized pace. One of the earliest systens, the Fanily Unit Register in

which four St. Paul agencies gathered infornation on multi-probler.r

families (Greater St. Paul United Fund and Council, 1968) was developed

in the 1950ts. During the 1960ts and 1970ts, the literature shows that
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a variety of different kinds of social work organizations in d.ifferent

parts of the country developed data systems including: a family service

agency in seattle (seaberg, 196s); a child guidance centre in New york

vasey, 1968); a child and fanily service centre in connecticut (Fein,

1975); a conmunity health service in California (Hershey and Moore, I97S);

a treatnent centre for enotionally disturbed childreú in Minneapolis

(Hoshino and McDonald, 1975); a conmunity mental health centïe in Tampa

(Kivens and Bolin, Lg76); and a hospital social work departnent in
Baltimore (Vo1land, I976). Although this indicates that data systens

are being introduced into many areas of social service, there is as yet

no national organization working to coordinate their development.

In addition to the traditional medical and social servi.ce organ-

izations, data systems are also being incorporated by the newest develop-

ment in the health delivery system: the Neighborhood Health Centre in
the United States or the Comnrunity Health Centres in Canada. These

multiservice centers offer comprehensive services centred around a

definition of health that enconpasses the physical, mental and social

well-being of individuals, families and corununities. The development

and inplenentation of the Anerican health centrets information systen is
described in sparer and Alderman (1971), sparer and Johnson (1971), and

Nitzberg (i97i). The system was designed to help each centre inprove

the delivery of its services and to gather comparable data from all the

centTes so that their activities could be nonitored and conpared. A

proposed model for the Canadian health centres can be found in Trute

(1977) or in a series of articles by the Department of Social and preventive

Medicine, Laval University (I97e.
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2. The Use of Infornation Systems

Automated data systems rnade it possible to begin the systematic

collection of basic information about service delivery. Despite the

different mandates of medical and social organizati.ons, their information

needs are sinilar. Their basic requirenents include socio-demographic

data about the client (age, sex, education, ethnicity, etc.); infornation

about the actual contact (referring infornation; p1ace, type and purpose

of contact); the diagnostic category (or major problem areas); infornation

about the treatment plan and services provided (type, location and

duration of services); and the disposition (outcome) of the case

(seaberg, 1965; Greater st. Paul united Fund and council, 196g; vasey,

1968; Murnaghan, 1973; Hershey and Moore, I7TS; Volland , 1976).

The collection of data is just the fírst ft"p. Leventhal and

Adlerstein (1966) state thatrr. . . unless analysis rather than collection

becomes the doninant theme, the finest reporting systen in the world

remains merely a collection of bits of dutifully recorded information.rt

This is very true. Data in its ïaw state is virtually useless. It must

be combined, analyzed and interpreted according to the particular infonn-

ation needs of the organization.

The extent of analysis possible will vary with the design of the

system. The nain feature of any system is that it enables detailed study

of the Processes taking pIace. All of the component parts of the system

can be identified and anaLyzed - separately or in relation to each other.

The focus of analysis is shifted from measuring outcomes to increasing

understanding about the on-going interaction between the staff, the

program, and the client (Chonrnie and Hudson, Ig74).
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In addition to thè above, some systens also include an outcone

measure (or perforn additional evaluation studies that measure outcomes).

This takes the analysis one step further in that it becones possible to

connect actual þrogram activities to the end results. It becomes possible

to deternine which elements of the organization's stïucture and function

contribute towards or hinder success. This contributes to understanding

the phenonena of how and why change occurs.

This kind of analysis enables an agency to specify what it does to

whom for what purpose and with what results. In short, it can be

accountable for its actions.

Brenner and Paris (1973) point out that it was the demand for

accountability that revolutionized health services record keeping. It

is interesting to note, now that record systems are being established,

that these new systens have in turn extended accountability into new

and broader arenas. Flook and Sanazaro (1973) indicate that this kind of

research analysis is developing a larger and more scientifically based

body of knowledge regarding health care delivery. This knowled.ge, in

addition to satisfying the public and regulatory bodies, is being used

in the actual policy, administrative and budgetary decisions made by the

organization and is thus developing a stronger empirical base for social

planning.

Where data systems exists, reseaïch has become an integral part of

organizational planning. The present program is taken apart and analyzed,

and information is learned about client characteristics, high risk groups,

illness distributions, utilization patterns, treatments used, staff work-

loads, etc. This infornation is then considered in relation to the
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actual workings of the organization. rt is used to guide day-to-day

operating decisions (both clinical and a.dministrative) and it forns the

basis for long-range plans and policies at every 1evel of the health

services structure (F1ook and Sanazaro, IgTS).

The essence of data system analysis lie in its relevance to the

current concerns of the agency. It is not basic research dealì-ng with

'knowledge for its own saket (Greenwood, 1957); rather it is operational

research that produces information used in the organízation and operation

of the agency.

The intricate relationship that is needed between research and

social planning and between planning and program design is illustrated in
Weinernanrs (1971) model.

Delineation of
Research Problens

Health Services
Research

Data and
Evaluation

Despite the apparent sinplicityof this model, ít is seldom fu11y

inrplenented in real life (Weinerman, L}TI). But increasingly nore organ-

izations are lecognizing the integral relatíonship between research,

planning and programming and are incorporating this urodel whenever possible.

Operation of
Health Services Systen

Adjusted Policies
and Priorities

Planning for
Health Services
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As this

that can

rational

delivery

happens there is an increase in the

be based on empirical information.

health systen that can rnove towards

of health care.

nunber of planning decisions

The result is a dynamic yet

continual inprovenent in the



CHAPTER 2

PURPOSE OF THE STUDY

This study will demonstrate how an organizatíon can learn about a

particular target group from the analysis of infornation extracted frorn

its autonated data system.

The organization involved is the Churchill Health Centre. It is

a community health centre offering comprehensive health and social services

to the town of Churchill and outlying settlements. Its basic facilities
include a thirty-one bed hospital, an outpatient nedical clinic and a wide

range of community services (the Outreach Services) which include public

health, day care, horne care, probation and parole, child welfare, fanily
services and alcohol services.

In 1975 the Churchill Centre inplenented a conputerized program

nonitoring systeur which provides a continuous analysis of the Outreach

Services. Data systen coverage has not yet been extended to include

medical services although this is intended for the future.

At the present tj.me, two basic types of data are systematically

collected. General socio-denographic data obtained on each client includes

information on age, sex, narital status, fanily size, education, ethnicity,

enployment, rnigrancy and living accomodations. In addition, encounter

data is provided for every contact between a staff member and a client.
This includes informatíon on the location, duration and type of contact;

who initiated the contact; whom the contact was with; and the purpose of

the contact. Because the Centre serves a relatively srna11 population in

a geographically enclosed catchment area, it has been possible to maintain

a fanily based record systen. This pernits analysis by children, by adults,
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by fanilies, or by total client population. For further elaboration of the

Churchill system, see Trute (lgTT).

It should be noted that this syten has no provision for collecting
data on the results of service. Outcome infornation is gathered.

separately by each of the five major Program Areas (Public Health, Family

Services, Child Welfare, Probation and. Alcohol Services). Generally this
involves problem oriented goal attairunent scaling. It is hoped that each

of the Prograrn Areas will eventually be able to develop more systematic

outcome measures such as the 'symptorn disability checklist' used by the

Alcohol Program (Trute, Ig77).

Even without outcome data, an organization is able to learn a great

deal about itself from the process data gathered by its information

systen. This study describes an analysis nade of the Churchill Centre

data. A data set as extensive as the Churchill one can naturally be

analyzed from many different angles. This study chose to focus on the

concePt of utilization with partícular reference to those clients who are

heavy users of services.

Community health centTes were designed to increase access to services.

The Churchill Centre works toward 'rthe provision,of the highest possible

standard of service and care to Churchill and the surrounding area with

the intent of maxinizing the individual, family and corrnunity states of
conplete physical, mental and social well-beingtr (Churchill Health Centre -
Overview, 1976). since it began operation in 1975, this broad goal has

been operationalized into a variety of specific prograns and services.

The Centre expects and encourages the surrounding population to use the

services offered. With ti¡re, certain standards of usage are established
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for the particular population being serviced. A deviation from the norm,

whether in the forn of overutili zation or underutiliz::atíon, serves as a

warning about possible probrems in the service delivery system. A

subsequent investigation night deternine that these unusual utilization

Patterns stern from legi-timate reasons or it might discover problem areas

that require imnediate attention.

with reference to the heavy service users, it should be pointed

out that there are two types of overutilization: short term and long

tern (Densen et. al., 1959). The first reflects a temporary aberration

in a famíIyts normal utilization patterns. A faniLy nay go through a

crisis period in their lives during which time they require an excess

amount of support and services. As the crisis is resolveá, the family

stabilizes and their need for services returns to average levels. Heavy

service use contained within a three month period (or slightly longer

depending on the circumstances) would fal1 under this heading. The

organízation has to be able to respond to the tempoïary need with

additional services and then gradually withdraw its support as the prob-

lem passes.

The second type of overutilization pertains to those fanilies who

naintain consistently high utilization patterns nonth after month. There

are two forms of this long term overutilization. In the first case there

could be a family situation where special needs or circumstances dictate

a planned intervention of intensive long term treatment. Although this

use of services is above average, it is deened as appropriate by the

organization given the nature of the task at hand.

The second forn of long terrn overutilization is demonstrated by
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fanilies with deeply rooted conplex needs who receive a variety of services

month after month yet who demonstrate little change in the overall status

of their problens. Typically this situation is characterized both by

deeply entrenched nn-r1tip1e client problerns and by inadequacies in the

service delivery system (such as overlap in servicd provision and insuf-

ficient coordination nechanisns). These two factors interact in such a

way that the situation is perpetuated indefinitely. The concern here is

two fold: first, for the family who has to struggle on with litt1e

relief fron i.ts multitude of problens, and secondly for the organization

which is outlaying great anounts of time and resources with 1ittle to

show for their efforts. If this type of overutilization is present, the

organizatíon should take steps to counteract it.

The existance of heavy user clients in Churchill was discovered in

a preliminary review of general utilization parterns (Trute, rgTz). It
was noted that certain fanilies required a disproportionate amount of

staff time and resources to the point where some faníl.ies individually

used five percent of the total services provided. Because the Churchill

Health Centre has just recently been established, virtually nothing is

known yet about these heavy service users. It is not known who they are,

what kinds of problens they have, what kind of help they have sought and

received, and why they require more services than the rest of the population.

It is not known whether the overutilization is short term or long term;

whether it is the result of planned intervention or of problens in the

service delivery system. whatever the case, the existence of over-

utilization is deened serious enough to h/aïrant further ínvestigatíon.

The primary ain of this study is to identify and describe this
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target group. Obviously, there are too many unknowns in this situation

to develop hypotheses. The analysis will thus be exploratory in nature

and will focus around three central questions:

1. what are the characteristics of heavy user fanilies?

2. what kinds of medical and social problems do they have?

3. What kinds of programs and services are they using?

Answers to the above questions will be determined by perforning a

number of statistical analyses on the data collected by the Health Centre's

infornation system. It is expected that the results will provide relevant

infornation to several 1eve1s of the Health Centre:

1) for treatnent staff:

- an up-to-date listing of all heavy user families including a

breakdown by worker caseload

- a profile of heavy user fanilies pointing out specific

characteristics and major problem areas

- a suilnary of current service usage specifyíng the nature, type,

location, and duration of services provided.

This kind of sunrnary description is used to increase knowledge about the

target population. When the staff know who and what they are dealing

with, they can use this information in treatment planning. It could have

particular use in the coordination and development of services based on

an understanding of the total family situation.

2) for supervisory staff:

- a record of the amount of total staff time spent on this group

of families

- a listing of how these fanilies are distributed on the workerrs

caseloads



- a sunmary of the tIPe, place and duration of services offered

to each family

- infornation on what other progran areas are involved with the

fanily or with individual nembers of each family

- more specific infornation on the needs, problems and pathologies

of these fanilies.

This information will help supervisors monitor their staffr s activities

with these fa¡rilies and could result in recommendations for such things

as: a redistribution of case loads anong the workers, joint case

conferences with other Progran Areas, improved coordination of services

between Program Areas, a change in treatment focus (i.e. becoming more

fanily oriented), or ideas for in-servíce training related to the special

needs of these farnilies.

3) for rnedical staff:

- a description of the najor medical problems presented by heavy

user families

- a record of the type of inedical service used by these families

and the frequencies for each type of utilization

- an indication of the relationship between the use of uredical

services and the use of social seryices within these fanilies.

Specific infornation on a fanilyts social problens will add a new dinension

to the tTeatment of the familyrs nedical problerns. It could also point

to the need for joint conferences between medical and Outreach staff.

4) for nanagement:

- a sulunary of how nany of each type of service from each type of

provider hrere required by these families

- an age-sex-race distribution of these farnilies

16.
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- a sunnary of key factors relating to overutilization.

This will facilitate a curïent assessment of client needs, program

objectives, and existing staff and resources. It may point out operational

problems, unmet needs, or inadequate service areas. The infornation

learned could be used as the basis for reaffirming or changing progran

priorities, for improving coordination between the Program Areas or between

Outreach services and nedical services, or for redistributing staff and

resources. This information will also be used to predict the future

need's of this client group and to assess their future denand. for services.

The Health Centre can use knowledge about current conditions and estinates

of future utilization patterns as the basís for rational decisions

regarding the modification and development of its treatment prograns.

As indicated above, there are nany potential ways of incorporating

research findings in the day-to-day operation of the Churchill Centre or

in its long-tern planning. This study will be organizing and analyzing

the data and displaying the results in statistical tables and charts.

Basic recouunendations regarding how the Centre could incorporate the

findings will be made. Discussions with management, supervisors and line
workers upon completion of the report will hopefully extend these reconmend-

ations into working proposals. In addition, if specific hypotheses are

developed fron the exploration study, then specific programs to test then

may be devised at a later date.

The irnportance of this study is primarily with regard to the Churchill

Health centre. rts value to the centre lies in the knowledge gained

about a segment of its client group. This information could potentially
be used in treatnent planning, in case managernent, in ¡nonitoring service
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activity, in program coordination, in resource allocation, and in progrîam

developnent. It will hopefully enable the Centre to functioir in a rnore

efficient and effective way in relation to this particular client group.

To a lesser degree, this study also considers the sociological

phenonenon of overutilization. The Churchill findings will be conpared

to the bod.y of knowled.ge on overutilization and noted. as to where they

substantiate or dispute existing infornation. Since the data collected

is specific to the Churchill setting, no attempt will be made to generalize

the results to a larger popuration. However, the findings will add to

epideniological information about the inhabitants, social problems and

service use patterns of this geographic location.

The study also has importance to the social work profession.

Although data systems are being introduced into a variety of social

servi-ce agencies, social workers as a group are stil1 not research oriented

(Kirk, Omsloo and Fischer, 7976). Much of this is due to the fact that

in the past, the findings of research evaluations have had 1ítt1e appli-

cation to the day-to-day needs of line,workers (Aronsen and sherwood,

L972). Thus there is a need within the profession for case exanples such

as this study that can demonstrate how the analysis of process data is
relevant to nany leve1s of the organizational hierarchy. It will show

how the collection and organization of ordinary data can result in

specific recornmendations regarding day-to-day service delivery and long-

term social planning.



CHAPTER 3

LITERATURE REVIEW

There is no straightforward body of literature regarding over-

utilization. Most of the research concerning general utilization
practices has taken pJ-ace in nedical settings; however, here the concept

of overutilization has been virtually ignored. In the social service

fie1d, where 1itt1e attention has been devoted to general utilization
behaviour, many studies have focused on the heavy service utilizer. The

following review is an attenpt to synthesize the findings from both

medical and social work studies regardíng overutilization of health and

social services.

1. Utilization Studies in Social Work

The najority of early social work studies contained the ingredients

for extensive utilization research although the analysis was usually

quite linited in scope. These studies, classified as operational

research (Greenwood, i957), gathered statistics on the distribution of
problems, the characteristics of clients, and the number of clients
served. The information was used to describe the nature and extent of
problems and to document the need for rnore services.

This sarne infornation was rarely considered with regard to the

science of utilization behaviour - a new field of research within the

nedical profession. social work agencies were generally not too con-

cerned with why and how people used their services. rt was taken for
granted that needy people would seek services and that these would be

provided according to the availability of resources. The social work
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literature reveals very few studies that focus on util ization behaviour

such as ones that would compare rates of service usage between different

client grouPs, that would identify the characteristics of users and. non-

users of service, that would trace trends and changes in patterns of use

over time, or that would use existing utilization rates to predict future

need for services.

2. Social Service Overutilization

The one asPect of utilization behaviour that has become a focal

point in social work research involves overutilization. The existance

of heavy service users was first documented by a 1948 epidemiological

study of the financial; health, social adjustnent and recreational

problerns dealt with by all the public and private agencies serving

Ramsey County, Minnesota. This and subsequent studies of other counties

pointed out an unusual phenomena: in each county, despite great differences

in their basic characteristics, approxinately 6% of the fanilies absorbed

over 50% of the services provided (Greater st. paul united Fund and

Council).

findings.

In

ït

St. Paul, 1949, a conference was called to discuss these

was there thrt the term fnulti-prob1.e:m familyr was first
coined to describe these heavy service users.

This phenomena created a flurry of research activity around the

world. The pattern of a relatively smal1 group of fanilies utilizing a

disproportionate anount of services has since been found to exist in a

variety of settings in many different countries. fn what is to date the

most comprehensive review of the literature on this subject, Schlesinger

(1970) cites studies on the nulti-problen fanily from Australia, Britain,

Canada, Ftance, Hol1and, and the United States. Frorn the present authorrs
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rather cursory review, it appears that research in this area generally

fa1ls into one of three categories.

The first category incorporates a1l studies which focus on

identification of these fanilies. This includes attenpts to define who

these families are, attempts to develop classificationschemes-for

diagnosing these fanilies, and attempts to deternine the origin of these

fanilies (why tÌrey exist) .

It is interesting that in spite of the attention focused on thern,

nulti-problem fanilies have eluded precise specification. Most of the

definitions used. are sinply descriþtions of their conditions, problens

and behaviours. These have been derived fron field observations and

fron in-depth case studies. The include such characteristics as dirt,
squalor, disease, malnutrition, uncleanliness, inadequate overcrowded

housing, large fanily sizes, chronic debt, dependencrr poverty, alcoholism,

deliquency, prostitution, child neglect, metal deficiency, marital

incompatibility, and alienation fron the conrnunity (Schlesinger, 1970).

These families are generally well known to a variety of conrnuníty

agencies. The multitude of services offered do not appear to have any

effect on the nature and extent of the problems. The fanilies thus live
in a state of chronic dependency on the social services. To sunnarize,

Briar (i966) identifies the two nain features of these families as:

1) the presence of multiple social, psychological, economic and/or health

problems affecting one or nore in the fanily group and 2) the persistent

failure to respond to conventional methods of intervention.

0ther studies have taken what they believe to be the underlying

concept of these families and developed it into a classification scheme.
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These were seen as an aid to proper diagnosis so that eventually the

appropriate treatment technique could be applied to a given family trpe.

In the 1950's,the Corununity Research Associates classified families

according to the number and chronicity of problems in the areas of

econornic dependency, i11-health, and social maladjustment. Geisnar and

LaSorte (1964) refined this by focusing on the familyts 1evel of social

functioning in relation to (1) family relationships, (2) neighbourhood

and community relationships, and (3) perfornance of health, economic

and household tasks that are designed to maintain the fanily as a

physical unit. Another developnent was Beisser's (1962) classification

of fanily types based on the degree of pathology in the farnily. In

contrast to these faurily approaches, other authors chose to focus on the

individual. schlesinger reports that the two main personality trpes

associated with the nulti-problen family are the passive-dependent and

the anti-social personality.

Many researchers have also attenpted to analyze why these families

exist. The issue of causality is sti11 far from cIear. At various tines,

the existence of rnulti-problen fanilies has been attributed to subnornal

intelligence, immature emotional development, socio-cultural under-

development, a sense of anomie and isolatior¡ the lack of coordination

anong treatnent agencies, an inadeguate distribution of societal

resources, and the social disintegration of slun areas (schlesinger,

1970). Over the years, the tendency to place the blane on family defects

has shifted to a consideration of the effect that societal disorganization

has had in producing and maintaining these problen fanilies.

The preceeding discussion indicates that the concept of the nulti-
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problem fanily has many different interpretations and can be applied to

a widely diverse group of families. There has beenconsiderable debate

over whether these fanilies constitute a unitary group. The Younghusband

Connittee (1959) stated that t'They are only an entity in thattheyrepresent

a problem to society?r. Other authors have suggested that the concept is

too comprehensive to be functionally useful and should thus be abandoned

(Schlesinger, 1970),

While the debate continues over the characteristics and causes of

the m:lti-problen farnily, the fact rernains that they continue to use

services. The second category of research includes all of the studies

that are concerned with the use (and mis-use) of services. As Schlesinger

(1970) points out, it is axionatic that fanilies with a multiplicity of

problems will be involved with a mult.iplicity of agencies. But right

fron the start, these nultiple agencies were never-coordinated in terms

of a master treatment plan. services were provided in an unplanned,

unsystenatic way resulting in duplication and fragmentation of services.

Geisnar and Lasorte (1964) have said that "problenatic fanily

functioning and inadequate agency functioning may be viewed as two sides

of the same coin." In light of this, the three major factors which have

stood in the way of helping these faurilies are: 1) the fragmentation

and lack of coordination among:.health and welfare services, 2) the lack

of a family focus neaning that each family problen and often each farnily

member was treated by a different agency (and often the 4gencies were

unaware of each otherrs existance), and 3) the absence of continued

long-term contact between client and worker (schlesinger, 1970).

If it has accomplished nothing e1se, the concept of the nulti-problern
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family has served to focus attention on the need for coordination,

integration, and planning within the health and social services. Studies

such as Lagey and Ayrets checklist survey of Vancouver agencies (1960)

gave evidence of the variety of services involved, the overlapping of

some services and the separation of others. Intensive case studies high-

lighted the problems and confusion experienced by individual fanilies.

In response to this, programs and projects of several sizes and descriptions

were set up to provide nore effective service for these families.

In an attempt to bring some o::der into the activity surrounding

mui.ti-problen fanilies, Lagey and Ayres (1962) surveyed 260 North

American conrnunities to identify what work if any was being done on their

behalf. rn the final report, outlines of the purpose, structure, nethod

and evaluation for 108 projects were combined and classified according

to the major treatment approach used. These five approaches include:

the intensive casework approach (long-term involvernent with the whole

fanily); the case conference approach (involving comnunity wide coordin-

ation of services); the multi-service approach (combining casework, group-

work and community organization techniques for aI1 health, welfare and

recreational services); the community developnent approach (with massive

intelcvention into all areas of social disorganization); and other less

conrnon approaches (volunteer case aides, homemaker services, etc.). This

work represents the first najor sharing of experiences, problems, and

ideas in this fie1d.

All of the projects docunented by Lagey and Ayres, as well as other

programs reported on in the literature, attempted to find a better way

of dealing with multi-problen fanilies. Most of then were able to
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leduce the nunber of services involved or to develop nelJ ways of coordin-

ating these services. The third category of research on the multi-

problen fanily involves the studies that assess the effectiveness of

these new programs. In general their effectiveness was judged by the

change in the fanilyts social functioning.

The task of measuring change in a clientts functioning is comrnon

to all areas of social work practice that wish to demonstrate effectiveness.

The develoPnent of an operationalized measure that adequately captures

a persônts progress towards some goal has plagued social work researchers.

Over the years a number of neasuring devices have been created: Hunt and

Kogants Movement Scale (1950), van der Veerts Family Q Sort (described.

in Wattie' I974), and the Fanily Service Association of Americats Fanily

service study (1974). The measuring device used nost frequently in

conjunction with multi-problem fa¡rilies is the 'profile of Family

Functioningr developed by the Comrnunity Research Associates in St. paul

(for a thorough description of this instrunent, see Geisnar, 1g71).

The results of research evaluating neÏ/ programs for multí-problern

fa¡nilies have not been favourable. In London Ontario, between 1963 and

1966, a fanily-centred project was developed for multi-problen fanilies
using the intensive casework approach. In spite of heavy investrnents of

money, tirne, staff, and new treatment techniques, the experinental group

only showed a slightly greater improvement in overall functioning than

the control group (united comnn-rnity services , Lg67). sinilarly, in

Chenung County, New York, fifty nulti-problen families were treated with

intensive social casework during a 31 month period. The results showed

that there was no statistically significant difference in the functioning
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of the experimental group fron the control group (Brown, 196g). rn a

review of eight treatment programs dealing with multi-problem farnilies

or public assistance families, Geismar (7972) indicated that only three

were able to dernonstrate significant positive changes; the others had

mixed or negative findings.

Obviously there is still much that we need to learn about these

farnilies. In his 1966 review of fanily service research, Briar conmented

on the lack of studies aimed at describing these fanilies. He noted. that

most of the recent research effort had gone ínto measuring change in fanily
functioning. As nentioned above, few of these were able to show positive

results. Five years later, in his 1971 review of fanily service research,

Briar noted thet research on the nulti-problem fanily had alnrost

dwindled to a stop. This nay indicate that agencies, therapists and

researchers have become discouraged with their lack of success. It points

out the need to return to the beginning with a nore concentrated focus

on describing and anal-yzing the families, their problerns and. their
patterns of service use

Actua1ly, a beginning was nade in this direction in an earlier
study by Geisnar and LaSorte (1964). Seventy-five low income fanilies
htere rated by the Profile of Farnily Functioning and were subsequently

divided into three groups of high, medium, and low fanily functioning.

The characteristics of the fanilies uiere compared to deternine if certain

traits were associated with disorganized. fanilíes. It was hoped that this
procedure would help in the early identification of problen families so

that preventive measures could be instituted.

The study revealed certain characteristics and background factors
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that were conmon to families with 1ow functioning levels. In particular,
it appeared that the factors differentiating stable from unstable families
occurred early in the farnily history. This finding could have very

inportant iinplications for intervention programs. As it had been derived

from retrospective data, it was decided to verify it in a longitudinal
study.

Geisnar (L973) reports that in this study, they determined the social
characteristics and functioning 1eve1s of 555 young fanilies with one

infant child. A subgroup of 175 families we¡e subsequently interviewed

several tines over the next five years to determine changes in functioning.
They found that fanilyrs initial functioning leve1 was related to social
and ethnic status factors and to the functioning levels of the parentrs

fanilies. During the five year period, 47% of the families showed down-

ward movement in their total functioning scores (39% showed. positive
change and 14% showed no change). The researchers attenpted unsuccess-

ful1y to find an association between particular characteristics and

decreased functioning.. They had. hoped to develop indíces which would

indicate the fanilies 1ikely to begin nalfunctioning in their early yå.rr.
Although this study was unable to develop a predictive model regarding

family nalfunctioning, it demonstrates a leve1 of analysis that offers
exciting possibilities for social work. rt is now possible to deternine

the cluster of personal and socio-dernographic variables that relate to,
sâL a certain 1eve1 of functioning or a particular pattern of service

use. This extends the traditional analysis of client characteristics and

problems into new areas. Furthermore, it is also possible to relate this
in terms of prediction; for instance, indices could. be developed. which
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would identify high risk groups within the popularion.

Despite their promise, Social Work has been very slow to capitalize
on these statistical advances. This is due in part to the fact that
Social Work has a treatment orientation. The urgency of the problems and

the constant demand for services meant that historically, agencies just
provided what they could whenever they had the resources (Geismar, 1964).

It was almost as if treatment began before the problems and the clients
were properly identified. Unlike the fields of public health or medicine,

there was little concern for the epidemiology of social problens. Until
Social Work decides to study pathology in relation to population character-

istics, it will not need the kind of statistical devices mentioned above.

And it is only when the focus of the profession turns to prevention that

the need to develop and use predictive models will energe.

In recent years, Social Work has begun.to define a preventitive

role for itself. To carry this role out, the profession will have to

develop new methods of enquiry. More studies along the line of Geisnarrs

work will have to be irnplenented. However, this is where another sturnbling

block is encountered. The developrnent of predictive nodels involves the

use of advanced statistical methods. In 1976, Kirk et. al. found that
over two-thirds of N.A.S.W. rnembers had never conducted any research. Of

those who had, onry leo had conducted more than four studies. rf this
is indeed rePresentative of the field, then we can assume that most social

workers would not even know it was possible to conduct the kind of study

required here, 1et alone be responsible for carrying it out.

Thus, within the social work profession, the analysis of over-

utilizerË and of overutilization comes to a stop at this point. rn
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order to understand the potential for further developnents in this area,

it is necessary to turn to the ¡redical profession and review their stud.y

and analysis of utilization behaviour.

3. Utilization Studies in Medical Settinss:

Utilization research was primarily developed within medícal settings.
Although there Ïrere very few studies on utilization príor to 19S0, they

began to apPear with increasing frequency d.uring the next decade. Since

1960, the nunber of medical utilization studies has rnore than tripled.
Flook and Sanazaro (1973) reported that it is now considered as a distinct
categoly within the field of health services research.

Medical utilization studies were first developed to assess what

percentage of the population lvere receiving medical care (Bice and White,

1969). The initial focus was on hospital utilization although this was

soon expanded to include the broader spectrum of nedical care. The

basic question underlying these studies has been phrased by Shindell

and Janes (1973, p.178) as: *lllho is getting what kind of service in
what volume from what source and for what reasons?rt The data analysis

for these studies was prinarily descriptive.

It quickly becane apparent that there u/ere wide variations in the

rate and extent of'use of nedical services. Since this variation had.

inplications for planning the future developnent and delivery of services,

it becane important to understand what caused different population groups

to use services in different ways. Thus utilization studies began to

focus on the analysis of utilization behaviour.

ïn its very sinplest terms, Bice and white (1969) point out that

an individual's utilization behaviour can be analyzeð, from the point of
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view of: 1) the internal tendencies which predispose him to behave in
certain ways, and 2) the external influences and opportunities in his

immediate social system which favour or impede particular courses of
action. Although these are the underlying principles, the two najor

reviews of research in this area (McKinlay, rg72; Anderson, LgTs) have

identified four conmon approaches to the current study of utilization
behaviour

The first of these is the socio-denographic.approach. The utiliz-
ation of medical services has been related to age (Anderson, rg72); sex

(Berki and Kobashigawa, rg76); education (Bice, Eichhorn and, Fox, Lg72);

fanily size (Kirscht, er. al., r976); ethnicity (Anderson, lg72); family

income (Reinke, rg73); urbanization (Anderson, rgTz); and socio-economic

status (Richardson, 1970). There is some controversy over the value of
these variables. McKinlay (r972) points out that socio-demographic

studies identify patterns of utilization in the population but do not

contribute to explanations of why these variations exist. Anderson

(1973) claims that their value to utilization behaviour lies in their
indirect effects ie. socio-denographic variables affect inportant inter-
vening variables which are directly related to utilization behaviour

(thi.s will be elaborated on later).

A second approach to utilization behaviour lies in sociocultural

studi-es. These suggest that the recognition of synptons and response

to them are culturally conditioned. In his work in this field, Suchnan

(1964) found that group structuïe (including comnunity, social and family

1evels) will affect the individualrs medical orientation which in turn

will affect his health and illness behaviour. In particular his findings
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indicate that a close-knit cultural group will work in opposition to

modern nedicine. In a replication of Suchmants study, Geertson, et. a1.,

(1975) interpreted their results to nean that strong group ties can work

to either support or oppose modern nedicine. These studies demonstrate

the influence of ethnic beliefs and practices in help-seeking behaviour.

In a sinilar fashion, McKinlay (Lg7s) and Hoppe and He11er (197s) have

studied the effects of kin and friendship networks on the individ.ual's

use of rnedical services.

The analysis of social-psychological variables constitutes the

third approach to utilization behaviour. This involves the process

whereby an individual realizes that he is i11 and decides to seek nedical

help. The first step involves the ability to recognize symptoms and define

then as requiring nedical care. This is determined by the person's

sensitivity to symPtoms, his knowledge of desease (Anderson and Bartkus,

1973); the amount of personal disconfort (Bice and whire, 1969); and the

disruption to his daiLy activities (Berki and Kobashigawa, 1976). once

the individual has defined himself as being ill, his decision to seek

help will be affected by his health beliefs regarding the threat of ill-
ness and the efficacy of nedical care (Kirscht, et. al. 1976); his sense

of alienation fron the larger community (Hoppe and Heller, 1g7s); and

his own and his friendst appraisal of the available services (Anderson

and Bartkus, 1973). McKinlay (I972) reports that other researchers in

this area are attempting to take the actual decision to seek medical

care and break it down into identifiable and measureable stages.

The organizational approach is the fourth way to study utilization
behaviour. Here the focus of attention is on how the structure and
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characteri-stics of the health care delívery systen affects the individual's

use of services. Various studies have shown that util ization rates are

affected by the kind of paFnent systen used (Hastings et. al., rgTs); the

accessibilíty of care (Greenlick et. al., L972); the availability of care

(Bel1in and Geiger, I972); the distance from care facilities (Weiss and

Greenlick, L970); the kinds of treatnent prograns offered (shapiro, Fink

and Rosenberg, 7972); and the organizational structure delivering the

care (Beloff and Korper, Ig72).

In the preceding discussi.on the dependent variable was invariably

the utilizati.on of medical services. Generally this has been assumed

to refer to the volume of services received by the individual. Sorne

studies refer to a total figure; others break it down into such elements

as physician visits, hospitalization days, lab tests, medications, etc.

Bice and White (1971) lament that this sinplistic view of utilization
is rpremature closurer of a nultidenensional concept.

Utilization studies in the 1970s are recognizing that medical

utilization is not a unitary concept and are consequently using dependent

variables that nore adequately capture its essence. Elenents that should

be considered include: the component of service being used (physician

visit, emergency room, hospital servíce); the node of contact used

(telephone cal1, scheduled appointnent, unscheduled walk-in visit); the

initiator of the contact (individual, Doctor, refeming agency); the

reason for the contact (treatrnent - either acute care or long tern manage-

nent, or prevention), and the location of the contact within a series

of contacts (entry, fo11ow-up, or visit #4 in a continuous ep.isode of

care). (synthesized fron weiss and Greenlick, rg70; Bice and white , rg1r;
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Hershey et. aI., 1975). The inportance of having a variety of depend.ent

variables i¡ras shown by Hershey et. al. (1975) whose study demonstrated

that the relative inportance of independent variables as predictors

changes according to the type of utilization behaviour being investigated.

The studies mentioned in the four approaches used. a variety of
different indices of utilization behaviour. But, in general, it was the

utilization behaviour of the individual that was being investigated. A

recent trend in utilization studies has been to consider fanily patterns

of nedical care behaviour.

McKinlay (r97s, p. z7s) states that it has long been known that

"the family, its kinship and friendship networks, influence the manner

in which individuals define and act (or fail to act) upon symptoms or

life crises." But it is only in recent years that attempts have been

nade to understand the role of the fa¡ily in illness and heå1th and to

specify the nature of the familyrs influence on help-seeking behaviour.
'I'o focus on the fanily as a basic unit of health, Litnan (1971) studied

the health status, attitudes, beliefs and behaviours of seventy three-

generational fanilies (210 nuclear units). Through this he was able to
investigate such areas as the socialization of health attitudes, family

reactions to i11ness, and fanily decision-making in health care.

Other studies have made direct attenpts to specify the nature of
the fanily's influence in health care behaviour. McKinlay (rgz3)

separated users of maternal health care services into two groups of
utilizers and underutilizers. He found differences in the structure of
their kin and friendship networks and differences in the way the two

groups consulted these networks regarding problens. Close-knit kin
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networks appeared to be related to underutilization of necessary medical

services.

Hoppe and Heller's stuay (1975) found that a strong sense of farnily

was positively related to the use of pïeventive services but not to
curati-ve services. Fron these studies, it is apparent that a fanilial
influence of some sort does exist but further work is needed to identify
how this influence is exerted in relation to particular medical conditions,

treatment services, network structures, age groups, and geographic

locations

If the fanily influences the defínition of illness and the decision

to seek he1p, then it follows that there could be intra-fami1ial patterns

of utilization behaviour. Picken and Ïreland (1969) studied the utiliz-
ation behaviour of 780 members of 220 families over a four year period.

A high correspondence was fotnd between fathers and sons (from large

families in low social classes) and between mothers and daughters (frorn

snaller families in middle classes). They believe that psychosocial

factors operating within the fanilies could be producing these fanilial
patteïns of medical care utilization.

Due to the positive findings of these investigations, the use of
the fanily as the unit of analysis is becoming more cornmon as seen in
Anderson (1968), sparer and Alderman (1971) and in Hershey et. al.,
(1s7s).

The studies cited up to this point have described the relationship

of a variety of denographic, social, psychological, cultural, organiz-

ational and familial variables to medical utilization behaviour. Although

there are advocates for each approach, nany researchers now believe that
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a single set of variables is insufficient to account for variations in the
use of medical services- rnstead it is becorning more coÍmon for researchers
to develop models of utilization behaviour which incorporate independent

variables frorn sorne or all of the major approaches.

Hershey et. al. (1975) elaborates this norion of a multidinensional
nodel' They suggest that a meaningful interpretation of utilization
behaviour is inpossible unless a large set of both dependent variables
and independent varíables is obtained. In their analysis of users of a

health centre in California, they démonstrated how the inclusion or
exclusion of certain variables would affect the results. Their final
rnodel related. five sets of independent variables (income, denographic

information, measures of accessibility to care, attitudes toward health
care, and a'neasure of utilization behaviour.

A utilization nodel is used to explain variations in the use of
nedical services. often this will be focused on the behaviour of a

particular target grouP. Anderson and Bartkus (1g7s) developed a model

to account for different patteîns of utilization anong student users of
a university health centre. They were able to link socio_denographic

characteristics to economic, e-co1ogical, need and social-psychological
variables which in turn were linked to a measure of health services
utilization. In a sinilar fashion, Kirscht et. al. (1976) developed a

nodel to deternine which variables are important in a mother's decision
to bring her child to a health clinic for treatment.

Typically, models relate the individual behaviour; however,

Anderson (1968) developed a nodel to explain faniliesf use of health
services. rt suggests that use is dependent on the predisposition of
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the family to use services, their ability to secure services, and their
need for such services. Utilization nodels can also be used to compare

characteristics across population groups. Bice and l\¡hite (1g69) studied

the utilization behaviour of people in Vennont, England and yugoslavia.

This report was in preparation for a large-scale international comparative

study of medical care utilization.

Analysis of utilization behaviour is usually undertaken in relation
to the health services system. Its prirnary purpose lies in its contrib-
ution to the planning process. For instance, the model used by sparer

and Alderman (1971) to estinate utilization rates of health cenrre

populations helps deternine the high priority families, the staffing
needs, and the number and kind of services required..

Because a utilization nodel captures the interrelationships between

the health systen and the social structure of the target population,

Anderson (r972) demonstrates that it can be used to predict how population
changes will affect health services requirements. His study pointed out

that the New Mexico hospital seruices would soon be inadequate for the

health needs of the urban population. In anothe¡ eleaborate study, Hal1

et' a1. (1975) used a utilization nodel to project the denand for health
care in chile during the twenty year period, 196g-19gg. This denand for
service would then be translated into manpower and other resource require-
nents to facilitate the rational developnent of the health services

systens.

The field of medical utilization analysis has moved frorn observ-

ational-descriptive studies to the explanatory or analytic 1eve1 of
research. fncreasingly sophisticated nethods of collecting and analyzing
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. 
data are being used. The preceding section has reviewed t,hese develop-

ments in relation to general utilization behaviour. The concern of this
report, though, is on aberrations in utilization patterns - in particular,
those families who overutilize services. The existance of overutilization
in the social service field was well docunented; it is now necessary to
revj-ew this phenomena in the nedical field..

4. Medical 0verutilization

A careful search of the medical utilization literature reveals very

1ittle on overutilization of services. It is not that overutilization does

not occur in the nedical world. In fact, its existance was de¡nonstlrated

in a study by Densen, Shapiro and Einhorn (1959) between the years 1954

and 1956. In their analysis of the Health fnsurance progran of New york,

they found that 4% of the people accounted for 2s% of the services

provided. 0f this initial group, twenty per-cent maintaíned a consistent

high utlization pattern over the next two years.

The follow-up studies that would be expected. after this kind of
prelininary investigation were not forthcorning. The existance of high

utilization patterns was briefly referred to in Picken and lreland (1969)

and in Beloff and Korper (L972) but was not elaborated on. Although

suggestions have been made regarding further studies in this area

(McKinlay, L972), there has been 1itt1e interest in the personal

characteristics or social circumstances that lead to overutilization.
The only related study was done by shuval (1970) regarding medical

utilization in Israel. This countTy is noted for its high utilization
rates despite relatively 1ow morbidity patterns. His analysis focused on

the latent functions of the nedical institution for Israelis and how this



58.

resulted in increased use of services.

The above provides very 1ittle information about multi-probleur

families. Social work studies indicated that these fanilies had a multi-
tude of social and health problems and used a disproportionate anount of
social servíces. Yet there does not seen to be a correspondingly high

use of medical services. one possibility could be that the health

problems of these families are incidental and thus p:^ay a lesser role
in service utilization.

This possibility is highly unlikely given that a strong association

between health and social problems has been repeatedly docr:nented in
the literature. Back in 1959, a study by Hrubec clearly demonstrated

that the presence of social problens was related to the presence of
medical problerns in individuals and in families. In 196J, Crombie found

that general practitioners rated 48eo of the nedical problems they dealt

with as having a psycho-social component.

rn the last ten years more evidence showing the relationship
between health and social problens has been accunulated. In Lg67,

Alpert et. al. had 500 low-incone families keep a fanily health chart for
one month. The analysis revealed a positive relationship between the

number of nedical symPtons reported and the nurnber of upsetting events

experienced by the fanily. Richardson (1969) in his study of poverty

groups found that as income leveIs decrease, there was an increase in
the number of chronic conditions that liurit activity (such as heart

conditions, nental problerns, visual inpairments, etc.). rn canada, the

Special Senate Comrnittee on Poverty (1972) pointed out that poor nutrition,
inadequate housing, lack of education, and. marginal lifestyles characterize



39.

the 20eo of the Canadian population who are classed as poor. They state
that this 20% of the population suffers 75eo to g5% of the major illnesses.

These studies confirm that people with social problems are likely
to have health problerns. Therefore, it is self-evident that rnulti-problen
fa¡ni1ies, who are known for their social problems, will also have a

variety of nedical disorders. But the fact renains that the families
who overutilize social services do not also overutilize nedical servi-ces.

In fact, studies have shown that fanilies with identical characteristics
to social service overutilization actually underutilize nedical services

(McKinlay and McKinlay, I}TZ).

rt is necessary to point out here that the nedical and social
service professions place a different value on utilization per se.

Because of the renedial nature of most of the social services, utilization
is usually associated with problems or malfunctioning. Although it has

become nore acoeptable for farnilies to seek help with social problems,

there is sti11 an expectation that this help if tine-limited. rf a

farnily extends their use of services, it is classed as dependency and

further utilization is viewed negatively. However, a different situation
prevails in the medical profession. Being i1l is rarely considered as a

personal failing; sick individuals are expected to come forward for
treatment. Due to its preventative focus, the uredical profession also

encourages utilization for non-urgent matters such as yearLy iheck-ups,

earry detection of symptoms, pre-natal care, and well-baby clinics.
In order to maintain certain standards of health, it is necessary

for the whole population to utilize a certain amount of nedical services.
The overutilizers are those individuals with high morbidity patterns or
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idiosyncratic behaviour. However, because they are at least within the

nedical system, they do not represent the sane kind of problem as those

índividuals who are not known to the medical systen or who do not receive

necessary treatment. Therefore, the prinary concern of the medical

profession has been with groups in the population who are not receiving

services. The main focus of nedical utilization studies has been to

determine who these individuals are and why the underutilize services.

5. Medical Underutilization

Studies in this area revealed that a coÍmon factor among under-

utilizers was poverty. As discussed above, underuse by 1ow income

grcouPs is not related to lovier morbi.dity patterns. Richardsonts (196g)

analysis of National Health Survey data clearly indicates that the poor

suffer from more chronic conditions and have more tdisability dayst than

the non-poor. Despite their obvious need for nore health services, poor

families use fewer services. Richardson points out that 1ow income

fanilies have lower rates of preventive services, annual check-ups,

dentist visits, and specialist services.

There has been considerable controversy over the cause of this

underutilization. Early investigators tended to f.ocus on the personal

characteristics and socio-cultural nilieu of lower-class fanilies. It
was argued that a lower class subculture pronoted values, attitudes, and

beliefs that were incornpatible with an efficient use of health servi.ces

(reported in Bice, Eichhorn and Fox, r97z; McKinlay, rgTz). others

proposed that close fanilial ties and a general estrangement fron the

rnainstrean of niddle-class society resulted in underutilization of

nedical services (reported in Hoppe and Hel1er, 1975).
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The tendency to blame lowincome fanilies for their und.erutilization

has received less support over the years as other explanations were

developed. In a review of the literature, Bice, Eichhorn and Fox (Ig7Z)

pointed out that very few studies today lend positive support to social-

psychological and cultural explanations for differential use by the poor

and other studies contradict or dis¡irove earlier findings.

However, recent investigations by McKinlay and McKinlay are worth

reporting. In a study of maternal care utilization behaviour in Aberdeen

Scotland (1972), they compared the characteristics of ideal utilizersr
to women who obviously underutilized services. The underutilizers were

characterized by a crisis existance, chronic unemproyment, financial

problems, narital instability and dependence on relatives for housing

(these are similar traits to those of the multi-problen family). on

the other hand, the utilizers demonstrated stable patterns of housing,

employnent and marital relationships and exhibited more control over their
futurè. A subsequent investigation (McKinlay, Ig73) revealed that under-

utilizers have close-knit interlocking social networks which they rely
on for nedical advice and consultation. The utlizers are more independent

of their farnily and friends and consequently are freer to use the

available medical services.

Apart fron this work, current research focuses more on other factors

that account for differential use of services. Not surprisingly, economics

has been found to play a major ro1e. For years, although nedical care

was considered universally desirable, it was not a universal right. It
htas a privilege and an expensive one. rt seens very obvious, retro-
spectively, that the poor would know they were sick and would want proper
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health care but would simply be unable to a.fford the necessary services.

With the advent of Medicare, Medicaid and other health insurance schemes,

1ow income groups have increased access to medical care.

In a review of medical utilization trends over the last forty years,

Bice et. al. (1972) found that the difference in util.ízation ïares

between low and high incone groups has dininished considerably. Except

in the case of children under sixteen (because rich children use more

preventative services), there was 1itt1e relationship between family

income and use of services.

There are many studies which have exanined the relationship

between financial accessibility and nedical care util ization. As an

example, Greenlick et. a1. (1972) compared the use of nedical services

between the general ner¡bership of a health care plan and the poverty

members of an 0E0 Neighborhood Health Centre. In this situation, where

both groups are in the same medical system and have no financial barriers
to care' they found many sinilarities in the rates of service and in the

types of service used.

Although the differentials between low and high income groups vlere

lowered by new financial programs, key differences remain between these

two groups. with the new medical financing systen, Richardson (1970)

found that the poor had similar utilization rates for serious conditions

but much lower utilization rates for non-serious conditions (including

check-ups, folIow-up, preventative services, etc.). Greenlick et. al.
(1972) discovered sinilarities in use of scheduled appointments, but

they found that the poor had a much greater use of walk-in services.

They related this to differences in disease patterns: tow ingpffiS,ä.s*..:.?í¡-r- Ð L=" LrÍb7,-ì\
Á tr- "f r\
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have higher proportions of injuries, accidents and illnesses with an

enotional component - all of which necessitate inrnediate actíon" Thus,

even with finances accounted for, it appears that the poor underutilize
certain kinds of services, rnaintain a high usage of what are often
considered inappropriate services (wa1k-in visits and emergency room

treatnent), and continue to have a lower health status than the rest of
the population.

The above would indicate that even though financial constraints
r¡iere a major barrier to the use of nedical services by the poor, they

obviously were not the only barrier to care. gther factors were also

involved. These are related to the fact that the health systen was not
designed to acconodate the poor. ltrhen the poor needed and wanted medical

care, the services were oft,en unavailable, a gïeat distance away, or of
inferior quality. It is beconing more apparent that these situational
barriers and organizational irnpediments were responsible for restricting
the poorts use of nedical services. And consequently, as the health
systen changed to make nedical care nore available and accessible to the

poor, their utilization rates increased.

To denonstrate this, Bellin and Geiger (Ig7z) studied a low i.ncome

public housíng conrunity in Massachusetts with very poor access to medical

services prior to the introduction of a conrnunity health centre an¿

then again after the centre had been operating for two years. The

community health centre is designed to eliminate nany of the traditional
barriers to care by naking available free of charge high quality services

that consider the special needs of the loca1 community. Thís before and

after survey rneasured the impact of the health centTe on the populationrs
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health behaviour and health attitudes.

Their findings show an increase in the use of services; in partic-

ular health exarninations and immunizations increased while delays in

seeking uredical care decreased. Although no effort was made to modify

corununity beliefs through mass education, they found changes in health

attitudes. For instance, there u/as more agreement that check-ups were

good and more recognition of symptoms as a reason to seek care.

Bellin and Geiger concluded that the health centre experience

induced these changes in attitude and behaviour. The main factor behind

this change hias seen to be the reduction in the situational problems that

used to be associated with receiving care (such as time, inconvenience,

money, care for children, long waiting periods, impersonal services, etc.).
They believe that it was these factors more than a social class subculture

that accounted for the poorfs underutilization of nedical services. Thus

attenpts to change the attitudes and behaviour of the poor without

changing the health care systern were doomed to failure. However, when

the system I'¡as changed to meet the situational needs of the health

consumers, then the desired changes in attitude and behaviour fo11owed.

Other researchers do not trust situational factors alone to

encourage the develoPnent of positive health beliefs and behaviour. In

New York, shapiro, Fink and Rosenberg assune that the poverty population

is sti11 at a disadvantage in terms of receiving necessary care even

when that care is available on a sinilar basis for all economic classes.

They believe that a defined action program is needed to change the health

behaviour, health habits, and health status of the population. rn a

prograrn described in shapiro et. ar. (1972), illness ís detected in
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poverty and non-poverty groups by an autonated multi-phasic health

testing centre. A variety of nedical services, counselling, and health

education is then nade available. They believe that it will take a

structured health action progran of this magnitude to truly bring the

health behaviour and health status of poverty groups up to the non-

poverty 1eve1.

Other well defined health action programs are also having posi.tive

results in meeting the health needs of lower income families. Cowen and

Sbarbaro (7972) report that the Denver Departnent of Health and Hospitals

is using a decentralized program of family centered tteamr health care

to reach 100,000 medically indigent patients. Tubesing et. a1. (1977)

discusses the success of the Wholistic Health Centre project with dis-

advantaged groups in Ohio. These demonstrate the belief that a special

pFogram can increase nedical utilization which in turn will improve the

health status of the poor.

A common thene in all of the above examples has been the use of

interdisciplinary teans. The use of teans to provide conprehensive care

represents a change in the traditional organizational structure of the

health delivery system. Many believe that it is this factor which is

responsible for changing the utilization rates of poverty groups.

To denonstrate how this change affects patient behaviour, Beloff

and Korper (1972) studied 31 nulti-problen families for thirty nonths

while they received conprehensive team care. Initially the families

demonstrated an illness response pattern where they used physician or

energency services for acute care. During the study period, this

changed to a health orientation response pattern. There was less
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ernphasis on doctors and nore use of a1lied health personnel and services.

There was more focus on health maintenance than on therapeutic treatment.

Their total utilization rate increased to just over the national average

of 4"5 visits Per person. But, rnost inportantly, this overall increase

reflected a decrease in inappropriate utilization (1ate stage t1eatment,

energency services) and an increase in appropriate utilization (check-ups,

eatly detection of symptons, and use of less expensive alternate services).
They conclude that changes in the delivery of care are the important

factor ín changing the utilization patterns of the poor.

It is too soon to tel1 what the conbined effects of new financial
programs, new treatment nethods and new delivery systems will be. There

is considerable skepticisn about being able to achieve significant changes

in the poorts health without corlesponding changes in their econonic,

educational, and housing situtations. Despite this, it is evident that
a dent has been made in the underutilization patterns of low income

groups. And it appears that increased rates of service use and more

appropriate utilization Patterns will help improve the health status of
poverty populations.

6. Sunnary

Because the current study is focused on the heavy servíce users

of the churchill Health centre, it was necessary to review what is
currently known about overutili zation of health and social services.

This review deternined that social service overutilizers aïe typically
referred to as multi-proble¡r families. These families are noted for
their complexity of needs that appear resistant to treatment and for
their involvenent with a rnultiplicity of service agencies. Due to
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their cost to society, the research enphasis has been on how to change

these fanilies rather than on developing a more accurate picture of their

characteristics, pathologies, and service use patterns

It was also discovered that overutilization in the medical profession

represented quite a different entity frorn overutilization in the social

services. However, it was shown that underutilizers of nedical services

have very sinilar characteristics to social service overutilizeïs. It is

not surprising then that, while the social service profession has been

preoccupied with overutilizers, the nedical profession has been concerned

with underutilizers, As a result, a large nunber of medical utilization
studies have focused on identifying the underuti.lizers and the factors

that cause lower service usage.

Utilization theory has been largely developed within medical settings.

Researchers have drawn from information systens, medical records, health

surveys, census data, accessibility rneasures, and psychological tests to
devise a variety of independent variables and utili zation measures. These

are then combined into elaborate models which identify and explain

variations in utilization behaviour.

The models reveal that a combination of personal, social, psychological,

and cultural factors influence utilization behaviour. But it was also

denonstrated that the health systen itself can affect utilization

behaviour. Studies were cited that showed that changes in financing

arrangements, treatnent modalities and delivery systens were able to

reverse the underutilization patterns of 1ow-incone.groups. Typically these

changes câîte about through the developnent of what is known as the

community health centre.

The social work profession, although obviously concerned about
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certain aspects of utilization behaviour, has done relatively 1itt1e
in the field of utilization research. To the pïesent author's knowledge,

nodels that would inprove understanding of social service utilization
behaviour have not been developed. Neither have there been studies,

parallel to the medical ones, of the effects of the conrnuni-ty health

centre on the utilization of social services. rt would. appear that
utilization analysis contains a wealth of potential infornation that

has yet to be tapped by the social work profession.

The above discussion refers to medical and social service utiliz-
ation as tvro distinct entities and indeed, these two services have been

delivered separately for years. However, as discussed in the Iiterature
review, a close association has been shown to exi-st between medical and

social problens. When it was realized that the problems affecting in-
dividuals and fanilies could no longer be divided into.separate categories,

the community health centre concept cane into being. It becane evident

that the treatment of these problems could no longer remain separate,

and thus the joint delivery of health and social services was begun.

When the servies were delivered apartr all, utilization studies

were conducted separately. Now that the services are delivered out of
the same organization, it becones possible to siinultaneously study

medical and social service utilization. Although it is possible to study

individual behaviour, this is also an excellent opportunity to use the

family as the unit of analysis. rt now becomes possible to trace a

familyts novement through the medical and social pïograms offered by a

Centre, or to conpare the utilization behaviour of individual family

nernbers in relation to each other. However it is done, a joint
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utilization analysis would contribute to a deeper understanding of.the

way in which an indiv.idual or a fanily seeks and receives he1p.

7. Purpose of the Study Restated

As stated previously, the purpose of the present study is to

describe the characteristics and utilization patterns of a group of
fanilies known to be heavy users of the 0utreach services provided by

the churchill Health centre. rt ís thus a fanily based study of both

social and medical utilization behaviour. However, it is of necessity

fairly elementary in both design and. conceptualization.

This study should be viewed as a tool to provide working inform-

ation to the Health centre with regard to a particular target group.

This information should provide the basis for rational programning and

planning decisions at various 1eve1s of Health centre operation.

This re,search is not intended to be a fu1l-scale utilization study

which would fu1ly explain the behaviour of these hearry user fanilies. An

infonnation systen alone siinply cannot .o*n"r" on the same grounds as

other studies which also include information from health surveys,

psychological tests, and a variety of other sources in the development

of utilization nodels. Rather than developing a precise explanatory

nodel, this study will use the available infornation to accurately

describe the client group under consideration and shed some light on the

intricacies of heavy service use by considering some elementary corre-

lational analyses. Although no fornal hypothises are being put forward,

the discussion will indicate where the study findings either supporr or

contradict the rnajor points nade in the literature review.
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METHODOLOGY

1. The Study Populationl

The tirne period of the present study is fron April lst, 1975 to

September 30th, 1976. The study is restricted to these eighteen months

because, although no for¡naI internal reliability test was performed, this
was the most reliable period in terms of data collection2. During these

eighteen nonths, a total bf 555 fa¡nilies were seen by Outreach staff.
During that tine, there were'20,646 contacts with these families. The

total contacts per farnily ranged from a low of I to a high of g92 - with

an average of 37 contacts per family.

As there is no commonly accepted criteria for deternining what

constitutes heavy service use, it was decided to use a selection process

based on the average weekly number of faníly contacts. A farnily that

averaged at least tv¡o contacts a week with an Outreach worker for the

entire duration of the study period (78 weeks) would be considered as a

rt should be understood that the present study cannot be taken to be
representative of churchill in any quantitative sense. rt is not a
study of the churchill couununity, it is simply an examination ofcertain users of the churchill Health centrè outreach services.
The program monitoring system was introduced to the Churchill Health
Centre in January 1975. . After the initial start-up period (where some
unreliability in the -data is expected). the five maior_Drosram areassystenatically recorded information uirtil about Octôber'Igi6: At thistirne several workers., either partially or tota1ly, stopped recordingtheir contacts and the dataset became unreliable. sinõè then, theré
has not been an extended period of time where all five progrm areas
were recording informatíon sinultaneously. As infornation fron all
programs is essential in the study of heavy service users, it was
decided that the analysis would have to be done ex post fácto.
Although the srudy rine period is dared, ir is ¡ëïiffiã- ñãlthe
information about heavy service users will sti11 be applicable to
the present service delivery.

1.

,)
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heavy service tr"t3. Thus a fanily total of 156 contacts was taken as the

ininimum requirement for selection into the heavy user group. This is

over 4 tines the average nunber of family contacts, justifying any

reference to it as overutilization.

TABLE 1

PERCENTAGE DISTRTBUTION OF FAMTLIES IN

RELATION TO NIIMBER OF CONTACTS

April 1st 1975 to Seprember S0th 1976

555
20,646

total number of fanilies seen
total number of Outreach contacts

% of total nunber
ot tam1l1es

% of total number
of contacts

77 .2

i: f,,}.

( s.g

,r.r) ( t ''

f't' {i:l

33 families
18 families
13 fanilies
7 families

1-2 contacts
2-3 contacts
3-5 contacts

5 + contacts

a week(78-155)

a week (156-233)

a week (234-289)

a week(390 + )

2.0

3. Throughout the study, the tern tcontactr is equated with tservicet and
thus someone with many contacts becomes a theavy service userr.
However, a contact as defined by this information system has multiple
interpretations and not all of these have equal weight in terns of the
amount of service that is provided. For instance, a 2 minute tele-
phone call arranging for transportation and a t hour counselling
session regarding marital problems are both referred to as contacts.
Both of then do indeed refer to a provision of seruice, although there
is considerable difference in the quantity and quality of what is
actually provided. Thus it is possible that someone with 100 contacts
may have received more tservice' (in terms of effort expended by
the worker) than someone with 200 contacts. But when wè are dealing
with aggregate terms as in this section there is no way of naking
this distinction. Thus references to heavy service use must be
considered in absolute tems as a total nunber of distinct service
units without reference to the qualitative aspect of those units.
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Table l gives a breakdown of faurily service use utilizíng the notion

of average weekly contacts. 0f the 555 families, 7 fanilies (r.s%)

averaged over five contacts a week. These seven families alone accounted

for 3,875 contacts or almost one-fifth of all the Outreach contacts

during the study period. The four groups together include 71 families.

It is staÌtling to realize that in every ten Outreach contacts, seven of

then are directed towards one of these 71 farnilíes.

The group singled out for special'attention in this study includes

the 38 fanilies that each had over 156 contacts. In percentage terms,

they constitute 6.8eo of all users and they consumed over half (54.8e,) of

all services provided. This group of 38 families became the prinary

unit of analysis.

Due to the growing novement towards family based intervention, the

need for a fanily based analysis is self-evident. However, within each

hearry user fanily, there are fanily menbers who are 1ow users and farnily

members who are high users. It was felt that proper understanding of

high utilization per se could best be achieved by studying the actual

heavy users. So a second study group was formed of all individuals who

averaged at least one contact per week for 78 weeks. Fifty-five individ-

uals in the top 38 fanilies and 10 individuals from the next group of

35 families met this criteria - making a total of 65 individuals. These

65 people became a secondary unit of analysis.

2. Methods of Data Collection

Three tfpes of infornation were used for the study: dernographic

information, process infornation, and medical information.

The denographic infornation r,Jas collected via a demographic face
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sheet (see Appendix A). Whenever an Outreach worker opened a new case,

this form was completed. It includes infornation on ethnic ity4 , âge,

sex, religion, place of birth, marital status, fanily size, education,

living accomodations, source of refemal, and prinary worker assigned to

the case. A separate facesheet is conpleted for each family nernber.

Process information was collected by means of 'contact fornsr (see

Appendix B). Every tirne an Outreach worker had a meeting with an indivi-
dua1, a fanily, or with someone in regards to the individual or family,

a contact forn would be cornpleted. This includes information on the

worker and program area involved, the reason for the contact, the type

of contact, who initiated the contact, who the contact was with, where

the contact took place, and the duration of the contact.

These tvro tyf)es of infornation are systematically recorded by the

Outreach worker in Churchill. The forrns are then collected and sent, to

winnipeg where they are coded, keypunched onto cards, and fed in as raw

data to the computer at the University of Manitoba conrputer centre. The

information can be accessed in relation to a particular tine period or

to a particular population grorrp. For this study, the demographic

infornation on the 38 fa¡ifies (207 individuals) and on the 65 individuals

was isolated fron the rest of the demographi-c infornration. On the process

side, all contacts r.rith the 58 fanilies during the 18 nonths and al1

contacts with the 65 individuals during the 18 months were isolated for

separate analyses.

Ethnicity here refers to the ethnic category recorded by the worker.
Apart fron the Registered Treaty Indian designation, the ethnic
categories have no clear out boundaries and depend upon the perception
of the client or the worker.

4.
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It has been pointed out already that the Churchill infonnation

systen does not yet include any of the Health Centrets rnedical services.

However, because of the relationship of medical and social problens, it
was felt that knowing the medical histories of family menbers during the

same time period would be irnportant. This information had to be obtained

by a search of the medical charts. Due to tine linitations for the

collection of this data, it was decided to only extract medical information

on the top 20 fanrilies (102 individuals) - those families who averaged

over 3 contacts a week with Outreach workers.

The author visited Churchill in November 1977 to collect this

information. The first step was to obtain written consent by the farnily

head (or the 1ega1 guardian in the case of children) for permission to

search the nedical files (see Appendix D). The author spent several days

with Outreach workers in order to visit the fanilies, explain the study,

and obtain their consent. Because of the difficulty in locating adult

children, it was decided that medical infornation would only be obtained

for family menbers who had not reached their 18th birthday at the end of
the study period (and thus were sti1l under their parents' jurisdiction

at the tine of the study). It was inpossible to obtain consents for
seven families who had left the Churchill area. In these cases, medical

recordst personnel searched the files and recorded the infornation without

using the family name so as to protect confidentialitys. Where they were

used, the consent forms were left on the medical charts.

Medical infornation I,\Ias collected for the sane ti¡ne period (April

5. This course of action was approved by the Management Comnittee of
the Churchill Health Centre.
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lst 1975 to September 30th 1976). The information was separatccl betwcen

clinic visits, emergency departnent visits, and hospitalizations. The

date of each contact anci the primary reason for the contact were r-ecorcìec1.

þfedication prescriptions were also recorcled but r\¡ere Iater exclucje{ fro¡n

the analysis, (see Appendix C). The data was then taken back to i{innipeg

where it was coded, keypunched and fed into the conputer.

l,imitations in the Data

The Churchill information system is an experimental

will eventually pave the way for sinilar systems in other

I-lowever, íts experinental nature and the fact that it was

device do provide sone problems regarding the reliability
collected.

system which

health centres.

a learning

of the data

The first problem encountered was in relation to the coding of the

contact forms. Because the Centre was deciding what information would be

relevant to collect, the contact form was revised several times over the

year:s. Thus it became necessary to perform a series of transfornations in

the dataset in order to account for these changes. To the authorts know-

1edge, this has been successfully accomplished.

In any information system, it is crucial that a forrn is conpleted

for each and every contact that takes place and that each forn accurate!,y

reflects the substance of the contact, If these conclitions are not met,

there is a problem with the retiability of the data.

In Churchill, several steps were taken to ensure the reliability of

the data. lltren the systen was implemented, the workers were oriented

to the system and were instructed regarding the meaning of each of the

variables and its values. In this way the forms would be conpleted on the
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basis of objective criteria rather than subjective interpretation. The

workers were also instructed to conplete the forms right at the time of
the contact Tather than allowing them to pile up. This would ensure that

the details of the contacts would be recorded while they were sti1l fresh

in the workerrs nind. The then Director of 0utreach Services held regular

sessions with the workers to ieinforce the inportance of the contact

sheets and to check on their conpletion and accuracy. Thus although there

is 1ike1y to be some error or incompleteness in the data, it is believed

that the above steps held this to a nininum.

There was nore of a problen with the collection of dernographic data

and a considerable amount of this type of information is missing on this

Particular study group. Although there was supposed to be a facesheet for
every individual seen, for,many of the study individuals there was no

demographic information available or at best only partial infornation.

The actual extent of the missing data for each variable is reported in
the results section.

The preceding díscussion has indicated where some erîor or incomplete-

ness in the dataset might be found. However, because measures were taken

to control for or correct errors, it is believed that the information

available is of sufficient quality and quantity to accurately reflect
Outreach activities during the time period studied. The results will
certainly serve to inform Outreach staff regarding this target population

and can be used as the basis for future planning activities.



CHAPTER 5

DATA ANALYSTS A¡ID RESULTS

1. The Multi-Problen Nature of the J8 Fanilies

An underlying assumption of this study is that the heavy users of

Outreach services fall within the categoïy of clients keown as tmulti-

problen familiesr . It was deened inportant to ascertain this information

at the outset because of its irnportance in subsequent discussion of

findings.

Three facts provided by the analysis point to the multi-problen

nature of these fanilies. First of all, as already stated, these 3g

fanilies, who constitute 6.8% of all users consurned over half (Sa.8%) of

all the services provided by Outreach during the study period. This ís

virtually identical to'the findings of the Greater St. Paul study (1949)

where, in each county, approximately 6% of the fanilies absorbed over 50%

of the services. These were the fanilies that were subsequently 1abel1ed

rmulti-problent 
.

A key feature of these fanilies is their persistent failure to

respond to conventional methods of intervention (Briar, 1966), which is
de¡nonstrated by a long tern dependency on the social services. rn an

early section the distinction was made between short terrn and long term

overutilization. Heavy use contained within a three month period. would

be considered as short tern intensive use - reflecting a temporary crisis
in a familyts life which necessitated excess service use. To check for
Êhis possibility, each familyts total contacts were broken down ro see

how they were distributed on a nonth by month basis. In all cases, the
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use of services was fairly evenly dispersed among the 18 months, indicating

consistent heavy utilization over an extended period of tine.

The characteristic nulti-problen fanily has a nultitude of problems

and is seen simultaneously by a variety of different service agenci-es.

Because of the unique nature of the Churchill Health Centre, a variety of

health and social services are provided fron the Outreach Department.

Together the major program areas (public health, family services, child

welfare, probation and parole, and alcohol services) could be expected

to encounter nost of the typical problems of the multi-problern farnily:

nalnutrition, disease, uncleanliness, marital incompatibility, child

neglect, delinquency, prostitution, alcoholisn, etc. (schlesinger, 1970).

To deternine if these particular faurilies had nultiple problems and

were being seen by a variety of services, each familyts total contacts

were analyzed to see how they were distributed anong the program areas.

No fa:nily was only involved in one progran area; in fact all of them were

involved with four to nine program areas. This would indicate that each

faurily has a variety of problems. Twenty-five of the fanili.es were

prinarily involved with one progran area but also had contacts with many

other services. The other thirteen fanilies equaJly distributed their

contacts among multiple progran areas. It appears that even though the

services operate out of a single building, the heavy user fanilies use

a little bit of every service available.

The above discussion shows that the defining characteristics of

multi-problen fanrilies are evident in this group of 38 fanilies. However,

the literature review made clear that, apart from these gross indicators,

there is sti11 no unitary concept of the nulti-problem family and there
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is no definitive means for treating them. For the purpose of this study,

knowing that these fanilies fit the nulti-problern model gives us a frame

of reference to work in but it does not provide ready solutions regarding

treatrnent. It rests upon the Churchill Health Centre to isolate the

characteristics and usage patterns of its nulti-problem families and,

considering these in relation to available resources, deterrnine future

intervention strategies. It is hoped that the renainder of this analysis

will facilitate this proeess.

2. Denographic Characteristics

a) The 38 Heavy User Fanilies

There were 38 families who ranked as heavy service users; upon

closer i-nspection of the fanily corposition, it was found that one of these
rfarniliesr was actually just a single adult male. of the rest, 2 were a

husband and wife alone, 26 were a two-parent family with anywhere fron
one to eleven-children, 8 were single parent (mothers) families with
two to five children, and 1 was a single parent (father) family with two

children. Thus the heavy user families show a ïange of fanily composition

and fanily size, but prinarily fit the two-parent nuclear family model.

rn total we are dealing with 30 adult males, 37 adult fenales, and 141

children of whon 71 were boys, s9 were girls, and 31 had no identifying
information regarding sex.

As indicated before, there was a considet.ble amount of nissing data

in the dernographic infornation; th,is will be reported as applicable.

A1so, in order to have sone basis on which to evaluate the denographic

distribution of heavy user fanilies, demographic infornation for the town
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of Churchill should be included. Table 2 presents a sumnary of inform-
ation extracted from the 1971 Census using Enuneration Areas 351 to 561.

Although the categories are not absolutely equivalent the general d.istrib-
ution for the overall population can be determined. It should also be

noted that the population of Churchill has dininished. considerably in the

seven years since the census t{as taken. It can only be assumed that the

proportions are sti11 the same.

In Table 3 a detailed age-sex-race distri-bution of the heavy user

fanilies is presented. 0f the 207 ind.ividuals, 99 were male and 74 were

female (16% missing). Thus although there are equal numbers of males

and fenales in the population at large, there arè more males than fenales

in the heavy user families.

The census data only indicated ethnicity by the nother tongue of
the individual. overall half speak English or French and half speak

another language which we can presume to be one of the Indian or Eskimo

dialects. In veïy rough terms, the population would appear to be half
Caucasian and half native. In the study data howeveï, t.r^/o-thirds of the

individuals were native: 32% were Treaty rndian , sz% Metis and 2%

Eskimo. Another 8% were caucasian (26% missing). Thus .native people are

more highly represented in heavy user fanilies than they are in the
general population.

The ages of fanily members ran fro¡n 1 to gg; however there was a

heavy distribution in the younger age ."t"go"i"r. The table shows that
45% were under 18, 27eo between 18 and 64, and 3% wete over óS (24% nissirrg).
Although the young and old are represented according to their overall
population distribution, there are fewer adults in the study group than
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AGE BY SEX DISTRIBUTION

TABLE 2

1971 CENSUS DATA

CHURCHILL, MAN]TOBA

Enumeration Areas 351-961

Female

410

420

20s

595

395

50

&.
0-5

6-12

L3-L7

18-34

35-64

65+

LANGUAGE BY SEX

Mother Tongue

English or
French

0ther

Male

390

425

225

610

470

70

2re0 (s1%)

DISTRTBUTION

Male

TI2O

L070

L325

815

40

10

207s (4e%)

Female

105 0

r02s

I22S

780

65

5

Total
800

845

430

1 205

865

L20

4265

Total

2I70

2095

4265

Total
2560

15 9s

105

15

L9Yo

2jeo

t0%

28%

20%

39o

sr%

49%

2rs0 (sl%) 2075 (49e")

DISTRIBUTION BY FAMILY TYPE

Total no. of fanilies gZO

Husband with families 745

Single parent fanilies - ¡na1e head 45

female head 80

MARITAL STATUS BY SEX DISTRIBUTION

Marital Status Male Female

Single
Married

Widowed

Divorced

60%

37eo

al,o,L-2'o

Lt%

2rs0 (s1%) 207s (4s%) 4265



62.

THE

OF

TABLE 3

AGE-SEX_RACE D ISTRIBUTION

THE 38 HEAVY USER FAMILIES

Fenale No Info. on Age Total

Fenale

CAUSASIAN

4æ.
0-5
6-t2

I3-L7
L8-34
35-49
50-64
65+
No info

TREATY INDIAN

&.
0-5
6-r2

13-77
I8-34
35-49
s0- 64
65+
No info

METIS

&

Male

Male

Male

2

1

6
6
6
1

0

ñ

11
11

5
5

1

3
2

I
F

24
t1
44
28
20

7
7

16
14
11
11

8
4
2

3

1

4
2

2

I
2

16-

I
0
I
2

1

0
0

:
5

2

I
3

0
1

1

2

1

]T

2

7
27
T4

8

2

2

4
6ì6-

4

I
3

L2
8
5
0
I
1

3ï
2

1

4
15

6
3
2
1

3

J5

No Info. on Age

3
2

E-

No Info. on Age

Total

añ
TotalFenale

0-5
6-12

I3-L7
18-34
35-49
50- 64
65+
No info

ESKIMO* 2

NO TNFO. ON ETHNTCITY

Ase Male F enal e No Info. on Age Total
0-5 1 1 1 g

6-123025
13-171102
18-34 0 1 0 1
35-492002
50-640000
65+ 0 I 0 1
No info 5 10 ZS 40

L2 14 28 g'
99 74 34 204

* T.o Protect confidentiality, the. age-sex breakdowns lrere not provided for
lå:"i?ii":skimo 

individuaié as itïas ¡";;;J lnat-trrii ,itr,t'r"vear their
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shown in Churchill overall. In looking as the total d.istribution, it
is apparent that the inajority of heavy user fanilies are relatively young

Ïndian and Metis families with children. The few Causasian and. Eski¡ro

individuals do not show any particular trend.

rn churchill as a who1e, 60% of the population is single, 37vo

married and 3% widowed or divorced. The marital status breakdown for the

heavy user families is provided in Table 4. It shows slightly more

children and fewer married individuals than in the overall population.

This could be because the. Census data counted conmon 1aw ind.ividuals as

single people whereas they have been included in the married. category in
the present study.

The high proportion of single individuals (zo%) is not unusual

given the nunber of children in the sanple. But it is interesting to

note that there are almost twice as rnany boys as girls in this younger

group. We see that nost of the adults are in stable marital oï common-

law relationships as opposed to being divorced or separated. The

rnarital distribution among the various ethnic groups is proportionate to
their distribution in overall numbers. Educational information was only

available for slightly over half of the study group (44% missing), but

it indicates faírly 1ow levels of education: 15% had no education, 14%

had Grade 1 to 4, rgeo had Grade 5 to 8,4%inad, Grade 9 to 11, and another

4% did not know what education they had. The heavily weighted lower end.

of the spectrurn is again influenced by the nunber of children.

The majority of respondents for whon religious infonnation was avaí1-

able were Anglican (47%); however 43% of infonnation on this variable was

nissing.
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Most of the heavy user family nembers were born in Canada, lived in

Churchill, and usually resided within a family unit (as opposed to room

and board). However, 38% of the information was missing for these

categoríes.

Very little infornation was available on the source of referral

(61% missing). Froúr what is known, L4eo were self-referrals while the

R.C.M.P. referred 9%, and doctors referred another 4eo. Most frequently

the intake worker and the primary worker assigned to the case were from

the Probation or Child Welfare program areas.

b) The 65 Hearry User Individuals

Sixty-five individuals met the criteria for inclusion into this

group. They came from 43 families: 29 of the fanilies had a single

heavy user individual in them and 15 of the fanilies had multiple (fron

2 to 5) heavy user members. The heavy user individuals were split

between adults (33) and children (32). 0f the adults, there were twice

as many fenales as males (23 females to 10 nales). Of the children,

there were 14 girls 11 boys and 7 on whon information v/as not available.

Most of the heavy user children were eithêr the first or second child in

the fanily. It appears, in conparing the heavy user families to the

hearry user individuals, that greater percentages of the fenale members

of the families tend to become the heavy user individuals.

The age-sex-race distribution of these individuals is presented in

Table 4. In all, there were 37 fenales, 21 males and 7 on whon there was

no identifying infornation. Thus in the actual high,users, females are

represented more than they are in the general population.

Alnost three-quarters of the groups were of native descent: 39%
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Treaty rndian, 35% Metis, and 3% Eskimo. caucasians made.up 8% (total

nissing I5%). This distribution is very sinilar to the fanily group and

shows the sane disparity from ethnic proportions in the overall

population. ALthouih matøs and fenales are equally divided for Caucasians

and Eskinos, there are alnost twice as many female rndian and Metis

hearry users as there are ma1e.

Their ages ranged frorn 1 to 91 years old. rn conparing these

hea'ry users to the population age distributions, there are several

disparities. Young people (under 18) are represented less in this

group than in the general population. However, there is a higher pro-

portion of elderly (over 65) amongst heavy users than in the overall

population. The adult group was about the same.

The average age of the heavy user group was 2g years. Half of

the hearry users were between 15 and 34 years o1d and these were prinarily
rndian and Metis. The only very young heavy users (under 12 year) were

Treaty rndian. About 15% of this group hrere over 50 and all ethnic

gloups hlere represented among then. Male heavy users were concentrated

either in the 13 to L7 age bracket or over 50. Most (75%) of the fenale

hearry users were between 13 and S0 years o1d.

Fron the above inforrnation, it is possible to draw a couple of

characteristic profiles of a hearry service user. First, they will
primarily be either Treaty Indian or Metis. Within this ethnic diviSion,

there are three distinct focuses: the teenager (13 to 17 years) either

rnale or fenale, the young mother (age 20 to 49), and the older man (age

50 plus)

The previous fa¡nily analysis did indicate that healry user families
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CAUCASIAN

Aoa

t*
6-I2

13-L7
L8-34
35-49
50-64
ó5+

TREATY INDIANS

&
0-5
6-r2

L3-L7
I8-34
35-49
50-64
65+
No Info

METIS

4æ.
0-5
6-L2

T3-T7
18-34
35-49
50-64
65+

ESKÏtr,OS*

TABLE 5

THE AGE-SEX-RACE DISTRIBUTTON
OF THE 65 HEAVY USER INDIVTDUALS

Male Female No Info. on Sex Total

Male Female

õ-

No Info. on Se)( Total

Male Fenal e No Info. on Sex Total

Male Female No Info. on Sex Total

0
0

1

1

2

0
1

5

0

0
0

1

1

0

0
T

0

0
1

1

1

0

1

J

3
.6

T4
I7

6
3

6
10

-b5

3

5
5

6
2

I
2

1

ß

1

2

0
0

0
0

0
0
J

1

1

3
4
2

1

0
1

1J

1
)
2

2

0

0
2

0
9-"

0
0
8

I
2

2

2

B
2

0

0
0
4
I
2

0

1

ß
1

0
0
4
1

0
2

1

E-

1

0

1

0

1

0
0

1

7

m-

65

&.
0-5
6-12

T3-17
18-34
35-49
50- 64
65+
No info

0

I
0
0
0

0
0
3

4

7

0
0
0
1

0
0

1

4
6

37

0
0

0
0
0
0

0
0

0

2I
* excluded for reasons of confidentiality.
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were primarily Indian and lvfetis. Extending this into an individual

analysis, a clear pattern of who the high service users are within these

fanilies einerges.

Continuing the analysis into a marital status breakdown, we see

in Tab1e 6 that, as before, the children are single and that most of the

adults are either married or living common-1aw. OnIy 6eo were separated

or widowed and these were either Metis or Eskimo individuals. Cornpared

to churchill as a whole, this heavy user gïoup had fewer single people,

about the sane proportion of rnarried people and more widowed/divorced

people than are represented in the general population.

The educational background of the heavy user individuals essentially
is the sarne as the family study: here 9% had no education , 14% hað,

Grades 1 to 4, 39% Grades 5 to 8, 3% had Grades 9 to 11, and 12% ð.ið, not

know their 1eve1 of education (23% missing). conpareci to the fanily
analysis, we see that here there were fewer rvith no ed.ucation and twice

as many with Grade 5 to I education. This is probably because the indiv-
idual study eliminated the large numbers of sna11 children found within
the heavy user families.

rn terms of rerigion, the majority (62%) were Anglican, g% were

Roman catholic and 8% were of other faith (23%) missing).

As in the fanily study, the majority of these individuals were born

in canada, lived in churchill, and resided with their families.

0f the availabe referral infornation, it is known that 17%

referred themselves, the R.c.M.p. referred r2eo, doctors 9%, friends 5%,

and the church 2%, (46% missing). Most frequentry the intake worker

assigned to the case were from the Probation or Child Welfare program areas.
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3.

The previous section identified the characteristics
families and, in particular, the demographic commonalities

individuals. Having acquired some und.erstanding of rwho'

are' this second sectioir will focus on an analysis of how

utilized the Outreach services.

of heavy user

of heavy user

the heavy users

these fanilies

The analysis that is reported in this section is based. on the Jg

families. An analysis of service usage was also conpreted on the 65

heavy user individuals. The results of the latter were virtually
identical to the results of the fanily-based analysis. This is not sur-
prising since the heavy users within each farnily naturally had the most

contacts and would dorninate the results. The printouts were compared

and in all the tabtes, the difference between the individuals and the
families was at most a few percentage points. Because of the similarity,
it was decided to sinply Teport the results of the family based analysis.

The presentation format will invorve a sunmary of pertinent findings
in each area followed by a discussion. rt is hoped that this approach

will denonstrate the use of statistical analysis in understanding and

developing tÏeatment strategy. However it should be nade clear from the
start that the corunents made in relation to the statistical findings are
sinply the authorfs interpretation of the data; they are not undisputable
facts. These observations will have to be considered in light of the
workerrs perspective of the situation but hopefully they will at least
serve as the starting point for discussion.

General Findings

rn total the 38 fanilies had 11,307 contacts with outreach staff

1.
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during the eighteen month study period. It should be pointed out that

this is over half (55%) of the total number of contacts with the 555

fanrilies seen during this period (20,646). lt/ithin the 38 families, 56%

of the contacts (6,275) were with the children, 28% (s,151) wirh adult

females anð. 16% (1,794) with ad.u1t males. when these are adjusted for

the nunber of individuals in each grolp, the 141 children averaged 45

contacts each, the 36 adult females averaged 88 contacts each, and the

30 adult males averaged 60 contacts each. This indicates that the female

adult group were the highest users of all.

Progran Areas Involved: For this group of farnilies, the highest number

of contacts (27%) took place in the Child Welfare progran area. Public

Health followed wit};. 22% of the contacts. Probation and Family Services

were next with L4e" and 13% of the contacts respectively. The Conununity

Developnent area accounted fot 6% of services, while the Home Care and

Alcohol programs both had S% of the contacts. The remaining areas were

respectively financial services (I%), Prevention .4%), and Day Care (.tu,1.

The top four program areas are not surprising since these are the

services that deal with nost of the characteristic-problens of multi-

problen families. The low nu¡nber of contacts in the financial services

area is due to the fact that most of the fanilies who were on welfare

received financial assistance from outside agencies. The most surprising

finding is the relatively 1ow 1eve1 of involvement with the Alcohol

program. rt wouldnft have been unusual to find a high percentage of

alcoholisn among these families; however with this group, this does not

appear to be one..of the prominent problem areas.

ïnitiator of contacts: Almost two-thirds (62%) of all contacts were
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initiated by the Outreach workers. These of course include the initial
contact and all subsequent contacts in the episod.e of care. clients
initiated 22% of the contacts and another 16% were initiated by 'othersr.
These 'otherst were primarily other worker, other agencies, and foster
parents. Less than 1% of all contacts were initiated by doctors6.

Two possible meanings can be attached to the high percentage of
worker initiated contacts. on the negative side, it could be viewed as

a form of iatragenic treatrnent where the workers peïpetuate dependency

on the socíal services by refusing to 'let go'of their clients and

continually seeking new areas where assistance is needed. However, if
these fanilies fo1low the pattern of other multi-problern fanilies, then

their problerns are already in evidence to the families, the helping
agencies, and the community at large.

rt is more rikely that the workers are taking an active role in
reration to these faurilies offering constant support and guidance as the
fanilies learn to cope with the day-to-day'problens that beset them. This

active stance is the approach advocated by Ho11is (l96g) and visotsky
(1963) with regard to these fanilies.
Trpe of contacts: The najority of contacts (72%) were d.irect, that is
they were conducted on a fact to face basis. The telephone was used for
19% of the contacts and letters were used in another 3%. The high per_

centage of face to fact contacts is probably due to the snallness of the

town and the advent of the health centre. It cannot help but facilitate

Note that this is not talking
about those situations where a
to discuss a client.

about rreferralst fron doctors but
doctor initiated a contact with a worker

6.
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case planning where it is necessary for various workers to sha-re

information and rnake joint decisions.

Place of Contacts: The contacts were primarily divided between Outreach

(39%) and the clientts home (S+u"). The Detox Centre (which is no longer

used) accounted for 3% and about Leo of the contacts were held in each

of the following locations: schools, the hospital or clinic, worker's

homes, and the comnunity.

It appears that a movement has begun away from the traditional

provision of agency services which i.nvolved appointments, office hours,

and waiting Iists. Although there is stil1 minimal work being done in

nany areas of the comrnunity, at least one-third of Outreach activity is

taking place in these client's own homes. Both Polansky (1969) and Ho11is

(i968) have stated that this type of 'outreachr activity, where the

worker meets the client on his own gïound and focuses on the practical

problems presented in these real-1ife situations, is of particular benefit

to the multi-problem family.

Who Contacts Were With: Over a third of the contacts (56u"7 involved

just the worker and the client. In 74% of them, the contacts were with

family members, and B% involved the client and his fanily together. The

largest portion of Outreach contacts concerning these fanilies (J9%) were

with the rotherr category. This involved contacts with other agencies,

other workers, the police, doctors, friends, and teachers.

Because these fanrilies are confronted with a wide variety of problens,

it is often necessary to involve many conununity services to make a

proper assessment and decide on appropriate action. Thus it is not

surprising that there were so many contacts with other individuals
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involved with the. fanilies. Here, however, we just see the gross

statistic. In the more detailed analysis of subsequent sections, the

uses to which these contacts with other people were put will be investi-
gated (and quesrioned).

The other somewhat disturbing finding is that there has been minimal

work done with these families as a family unit. Geismar an¿ LaSorte

(1964) pointed out the ínadequate social functioning in fanily relatj-on-
ships and in the perfornance of health, economic, and household. tasks that
is characteristic of these fanilies. If this is tïue, then all members

of these families will be affected. in some way. And there are many

working in this area who feel that intervention has to involve all fanily
members in an attempt to strengthen the fanilyrs coping abilities.

In the Churchill Health Centre, it appears that intervention ahs

primarily focused on separate individuals within the family with sone con-

sultation with other fanily ¡nembers on the side. There nay of course be

situational reasons for taking "this approach. lfhat is important here is
that the reasons behind a particular treatment strategy should be

identified and understood by all using that approach.

Reason For contacts: In all the progran areas conbined, a major portion
of the contacts (38%) were for direct services (the provision of ¡naterial
needs - food, clothíng, shelter, nursing treatnent, etc. - or of emotional

support). Follow-up services constituted the next largest group at IS%

(this refers to when a worker returns to check up on something done before -
and thus is often closely associated with the provision of direct
services). Providing information involved 9eo of the contacts. Eight per

cent (9eo) of the contacts involved assessments and T% we-re for counselling
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(this conbines individual, group and fanrily counselling). Consultation

with other staff or other agencies involved 6eo of the contacts. Other

contacts were used for case recording (3e"), referral (2%), transportation
(2e"), inmunization (.3%), and education (.2%).

Given the crisis existence of many nulti-problen families, it is
not surprising to see that the rnajor type of assistance given is related
to the needs of day-to-day functioning. The fact that direct service,
follow-up and inforrnation are the three most common forms of service
provided indicates that the Outreach workers are responding to these

fanilies in a practical down-to-earth manner. They are not alone in taking
this approach. In his 1972 study, Geísrnar found that the most frequent

type of resource offered to 1ow-functioning fanilies by workers were

information, support, and direction.

However, the need for practical assistance and crisis intervention
does not entirely do away with the need for longer term intervention.
It is true that the typical lower class peïson does not always benefit
from traditional casework nethods. studies have shown that the kind of
person who is likely to succede in therapy is one who is psychologically

oriented, highly motivated, with an ability to conmunicate hís feelings
and deal with abstracts (Aguilera, 1970). This description undoubtably

will not fit nost of the heavy users in churchill. Again referring to
Geismarrs study, he also found that the more tanalysisrprovided by

workers, the less 1ikely it becarne that the farnilyrs functioning would

inprove.

But, if we consider counselling as any intervention focused on

changing particular behaviour or attitudes, this does not have to be
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solely by 'analysis' or traditional th-erapeutic means. There are new

techniques and strategies that have been shown to be successful with 1ow-

incorne fanilies. These include such things as the use of games and

crafts to reveal fanily conflicts, role playing techniques, demonstratj.on

of social skil1s, confrontation regarding the effects of certain behaviours

and practices, etc. (Reissman, 1964). Thus counselling can be regarded

as producing change in a manner that is congenial to the fanily's life-
style. It appears that very little of this, or any forn of counselling,

is taking place with these families.

An interesting point shows up in the findings in this section. Earlier
it was noted that 39% of the contacts were with people rotherr than the

client or his family. It was assumed that this was for sharing information

and making plans. However, here, apparently only 6% of the contacts are

recorded as beíng spent on consultation with other staff or agencies.

so, although the workers meet often with outsid.e people, the focus of
these meetings is not on coordination of services.

Duration of Contacts: With regards to tine, alnost half of the contacts

(45e") took place in less than 10 minutes and 38% lasted froin 10 to S0

rninutes. This neans that over 80% of all Outreach contacts in relation
to these families took place in less than half an hour. About g% of the

contacts lasted between 30 to 60 ninutes, 5% were fron 1 to 2 hours, and

5% were a half day to a whole day. The findings indicate that the major-

ity of contacts are of very short duration. OnIy 14% fall within what

could norrnally be considered a regular session between worker and client -

from half an' hour to two hours.

At the beginning of this section, it was noted that there are
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various types of'service' that can be provided under the heading of a

tcontact'. It was pointed out that these services could vary in the

effort expended by the worker and in what was accomplished for the client.
some might be very short and others very lengthy; sone might be thera_

peutic and others for organizational purposes. But in all cases, a

rcontact'meant that some type of service was provided. either directly
to or on behalf of the client.

rf we take the data at face value, during this study period out-
reach workers had 5,088 contacts of less than 10 ninutes duration and

another 4,297 contacts between 10 and 30 rninutes duration either with or

on behalf of these 38 families (our of a total of 16,J07 contacts). rt
is inportant to ask what tservicer was provided in all of these many

bríef contacts. Certainly we know that a reason for the contact was put

down on every contact form. yet the number and the brevity of these

contacts makesone wonder if workers counted as tcontactsr sone activities
that rea11y were not a true provision of service. For instance: a ten

ninutes chat with another worker in which a fanilyrs name gets brought

up informally is counted as a contact for rconsultationt; or a worker is
naking home visits and runs into a clíent whom she was not scheduled to

see that day. They chat informally for a few minutes and this is counted

as a contact for rdirect servicet. These exanples show how a contact

with a client or with other workers might not actuarly involve the

provision of rservicet in the true sense of the word. These tnon servicer

contacts are inevitable in the course of a workerrs day. rf they are

being included in the tservice provisionr contact category, then the

data could be greatly inflated - particularly at the lower end with an
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overabundance of brief encounters.

For the present study, there is no way of checking whether or not

the data represents true service contacts or whether it has been inflated
by non-service contacts. We will have to procede with the assunption that
the data is correct as stands and interpret it accordingly. This point
was only raised here because it is one possible explanation of the skewed.

results. The concern will be conveyed to the Health Centre so that this
error, if it is indeed being made, can be prevented in the future.
Summary: It is possible to sunnarize the major points made in the above

information and develop a profile of Outreach involvement with heavy

user fanilies. Typically workers from child lrlelfare, public Health,

Probation, and Family Services initiate the contacts which are primarily
with the client alone or with someone involved in the clientrs situation.
The contacts are usually on a face-to-face basis, taking place either at
Outreach or in the clientts hone, and they last less than half an hour.

The principle reason for these contacts is the provision of direct
services. The above points were conmented on in relation to what is
known about the treatment of nulti-problen families.

This section has discussed the major findings in relation to each

process variable. A more detailed analysis of service usage provides a

closer exaninatíon of each variable in turn. The following sections high-
light the important findings of further process variable breakdowns.

2. Analysis by Progran Area

Although it is important to know how Outreach as a whole has dealt
with the heavy user families, it is also inportant to study how the

responses varied among the diffelent progran areas. For this analysis,
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the five major progran areas; public Health, Alcohol, probation, child.
lvelfare, and Family services were chosen. These five prograns will be

studied with regard to: who initiated the contact, the type of contacts,
where the contacts took place, who the contacts were with, the reason

for the contacts, and the duration of the contacts.

Initiator of Contacts:

TABLE 7

PERCENTAGE BREAKDOWN

OF THE TNITTATOR OF CONTACTS

ACCORDING TO PROGRAM AREA

C lient
ïnit iated

Worker
Initiated

Other
Initiated

Public Health
Alcohol Services
Probation

Child Welfare

Fanily Services

32eo

339o

7%

r0%

16%

57eo

ss%

7 Lvo

70%

63eo

7I9o

72eo

21%

20eo

27%

TOTAL 2Zeo 6290 169o

ïn all progran areas, nost of the contacts were initiated by the
workers, followed by client-initiated contacts and then other initiated
contacts' Ïn Public Health and Alcohol, about one-third of the contacts
were initiated by the clients - far more than in other aïeas. There were

almost twice as many contacts initiated by outsid.ers in probation, child
welfare and Fanily Servies which is probably related to commgnity conceïn

regarding family activities. These three areas were also very high in
worker initiated contacts and had úery few contacts initiated by clients.
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Type of Contacts:

TABLE 8

PERCENTAGE BREAKDOIfI.{

OF THE TYPE OF CONTACT

ACCORDING TO PROGRAM AREA

Direct Phone Letter Recording

Public Health
Alcohol Services

Probation

Child Welfare

Fanily Services

TOTAL

88eo

90%

7r%

s7%

62eo

a-o.
I ¿'o

1jeo

no,l'o

I89o

3jeo

29%

I9eo

./-ó
aø. ¿'o

590

59o

69o

to,
J'o

,4eo

09o

39o

69o

29o

ao. ¿'o

The majority of all contacts in all prograrn areas were conducted on

a face-to-face basis. There was a higher percentage of face-to-face

contacts in the Public Health and Alcohol areas. In the other three

areas, the reduction in direct contacts was offset by an increased amount

of telephone contacts. This can probably be explained by the necessity

of making other living or institutional arrangements for certain clients

which would require organizational work by phone. Probably for sinilar
leasons, these three areas also conducted more contacts by letter than

the others. The¡e was little evidence of case recording except for the

Child Welfare Progran.

Place of Contacts: Although the majority of contacts took place in either

Outreach or the Clientrs home, the other five places u/ere íncluded to show

trends in the use ofcËher contact places. Most of the contacts in
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TABLE 9

PERCENTAGE BREAKDOI{ÀI

OF THE PLACE OF CONTACT

ACCORDTNG TO PROGRAM AREA

Out- Clients
reach Home

Detox Hosp.
Centre Clinic School

Corm- Workers
unity Hone

Public Health
Alcohol

Probation

Child Welfare

Family Services

TOTAL

33%

24%

399o

549o

52%

39%

sL%

2jYo

2Leo

r7%

r6%

349o

.69o

369o

ao.LA

ao,. L'o

ao,L'o

39o

2%

ao.
" 1'o

.59o

.3%

4%

T%

T%

.3%

I%

I9o

49o

T%

.99o

FO,
5'o

ao.L'O

I9o

.39o

I9o

ao.. ¿'o

3%

10,. /'o

I%

.L%

.69o

Probation, child welare, and Fanily services took place at outreach.

This somewhat dispels the earlier notion that the workers were breaking

away from tïaditional forns of service delivery by doing more work in
the client's own environment. However, a move in this direction is at

least indicated in the data.

It is the Public Health progran that has half of its contacts in
the clientts home; hopefully indicating an active interventive stance

against problems of uncleanliness, malnutrition, and disease. The sur-

prising finding here was the srnall amount of Public Health activity in
the schools.

The Alcohol program shows the rnost variation in contact place with

the majority taking place in the Detox centïe and others divided between

Outreach and the clientts home. The Alcohol program also showed. the

largest trend towards using the cornmunity and the workerfs horne as alter-
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nate neeting places.

The largest user of th_e Hospital/Clinic

contact places was the Farnily Services area.

trend towards introducing social services in a

l{ho Contact Was With:

or Schools location as

The former may indicate

medical setting.

TABLE 10

PERCENTAGE BREAKDOI^IN

OF I/{IIO CONTACTS WERE W]TH

ACCORD]NG TO PROGRAM AREA

Client Fanily
Client &

Family 0ther

Publíc Health
A1 coho 1

Probation

Child Welfare

Fanily Services

TOTAL

ss%

73%

29%

20%

24%

36eo

I3eo

9%

LSro

1Zeo

rs%

74%

r2%

3%

4%

3%

aø¿'o

*

r6%

rs%

SIeo

63eo

e-o,
Jl'o

tnz

When the contacts are divided up according to who the contact was

with, different treatnent perspectives show up anong the progran areas.

In Public Health and A1cohol, the majority of the contacts are with the

client alone. However, in Probation, Child Welfare and Faníly Services,

nost of the contacts take place with other individuals. This brings us

back to the earlier discussion on the need to be involved with a variety
of community agencies in the treatment of nulti-problem families. However

inportant this theory may be, it is unlikely that the need to consult

with others requires twice the amount of tine than that spent with;:the
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client thenselvesl 0n1y about one-quarter of these programrs contacts

are spent with the clients and slightly less than this with the client's
fanilies. This seems very low. It is interesting that the program area

that spent the most time with the whole fanily together is public

Health. Although a family-based intervention is more conmonly associatéd

with any of the other four areas, these programs showed litt1e evidence

of this type of treatment focus.

Reason For Contacts:

TABLE 11

PERCENTAGE BREAKDOWN

OF THE REASON FOR CONTACTS*

ACCORDING TO PROGRAM AREA

Assess
-ment

Fo 1 1ow
-up

Couns-
el1ing

Consul
tatioir

Infor-
mation

Direct
Servic e

Irrnuni Tran
zation port Refer

Pub. Health
Alcohol

Probation

Chi1d. We1f.

Fanily Serv.

TOTAL

8%

39o

rs%

6%

n%

89o

L4%

r8%

23%

r0%

9%

LSeo

s%

2Seo

I39o

s%

LI9o

7oa

L%

69o

1øl'o

L2%

-O-J'o

6%

s%

99o

74eo

r2%

7290

99o

49%

a ao,
J L'O

L2%

28%

26eo

34%

.geo .7%

0% L%

0% 2%

0% 3%

0% .7%

.9% 2%

I9o

ao,
1'O

uO,
J'o

aO.J'o

4%

ao.¿'o

* Due to sma1l numbers three t)?es of activity were excluded from thetable: resource development, education and case recording.

Table 10 shows the distribution

among each of the prograin areas.

of direct service was the number

progran, fo11ow-up was the major

of different kinds of service activitíes

In four out of five areas, the provision

one activity. But, in the probation

reason for contacts, with assessments,
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provision of information and counselling all involving more contacts than

direct services.

Almost half of tlLe Public Health program involves direct services,

followed by follow-up and assessments. There vras very 1itt1e in the way

of counselling here. For the Alcohol Progran counselling and fo11ow-up

services were next in line to direct services. This area could. be noted

for its lack of enrphasis on assessnents. In Child Welfare, we again see

relatively 1itt1e focus on assessment or counsellíng; however providing

information and consultations played larger ro1es. Fanily Services had

approximately equal nu¡nbers of contacts for assessments, fo1low-up,

counselling, and providing informat,ion, with its rnajor activity again

being direct services. This area also had the largest number of referrals.
Duration of Contacts:

TABLE 12

PERCENTAGE BREAKDO$IN

OF THE DURATION OF CONTACTS

ACCORDING TO PROGRAM AREA

10 nins. 10-30 mins. 30-60 nins. 1-2 hrs. 2 hrs. +

Public Health
Alcohol

Probation

Child Welfare

Family Services

TOTAL

s2%

2jeo

27%

e?O-
Þ J'o

53eo

Ã êo,
+ >'o

43eo

26eo

F10,
J L'o

36%

36eo

38%

49o

209o

r1%

10.l'o

89o

8%

.7 0.

I)eo

49o

ao,L'O

ao¿'o

S9o

zo-

2490

ao.

,L%

.r%

s%

The outstanding factor within alI progran areas is the short
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duration of their contacts. In Public Health, Child }Velfare and Fanily

Services, over half of all their contacts with these families were less

than 10 ninutes long. Furthermore, approximately g}eo of alI their contacts

were under half an hour duration. Probation is close behind wíth 78%

of all contacts less than 30 ninutes, although two-thirds of these r{iere

in the 10 to 30 ninute category. The short duration of contacts is
probably most warranted by the Public Health department because many of

their tasks only require a short amount of tirne (i.e. inmunizations).

But in the other three areas, it was expected that the worker-client

relationships would necessitate longer periods of time together. Only

about 10eo of the contacts are over 30 minutes long (with probation up to

ISeo). Public Health, as night be expected, has even fewer contacts over

30 minutes. The one exception to all this is the Alcohol progran; it
had approximately equal numbers of contacts in each tine span. The high

proportion of contacts over 2 hours long is explained by their involve-

ment with the Detox Centre.

3. Analysis by Reason For Contact

similar to the preceding analysis of each progïam aïea, each

activity or reason for the contact can be looked at in the sane way. Here

all the information is contained in Table 13. The key to reading this
table is to take each progran activity in turn and read across the chart

fron left to right, The percentages are not neaningful if read up and

down instead of across. Some of the minor reasons for contacts were

excluded for simplicity's sake. This information refers to the total
Outreach Department.

Assessments: The table shows the Outreach assessments are, not surprisingly,
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PÎimarily initiated by the workers and take place on a face-to-face basis.
The location for assessnents is equally dívided between Outreach and the

clientrs ho¡ne- rt is somewhat confusing to see that most of the assess-

ments take place with people totherr than the client - the reasons for
this are not self evident. However, one-third. of the assessments are

with the client alone and another fifth are with his family. There has

been very 1ittle emphasis on attempting family based assessments. ït
also appears that the assessments that do take place are very rushed:

86% are over in less than half an hour and 33% take less than 10 minutes.
It hardly seems that an accurate evaluation of the clientfs circumstances

could be nade within these tine linits.
Follow-up: It¡hen a worker returns to cheek on somethi,ng done before, it
is usually initiated by hinself and in nost cases is accomplished in
person. About half the time, he will return to the clientrs home,

another quarter of the fo11ow-up visits take place in outreach. Follow-

up visits prinarily involve the client alone but can also be with the

family or other people. These contacts are relatively short as might be

expected with over 90% taking place in less than half an hour.

counselling: Two-thirds of contacts for the purpose of counselring are

initiated by the worker, one quarter are initiated by clients, and very
few are suggested by other people. The majority are face-to-face
(actually counselling is the type of contact with the highest percentage

of face-to-face encowtters). Slightly more counselling is done at Out-

reach than in peoplefs ho¡nes. Also rnore counselling takes place else-
where in the corununity than any other type of service activity. over

half of the counselling sessions are with the client alone, one-quarteï
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are with his family and 16% are r¿ith other people. only s% of arl
counselling involves the total family. Given the fact that these are

families with a variety of problems that affect all fanrily nembers, there

is a striking lack of ernphasis on fanily-based intervention. However,

it was somewhat reassuring to see that counselling sessions did t.ake

longer than other types of activities - over half of them ranged from

30 minutes to a fu11 day. The ernphasis on sessions over 2 hours in length

is again related to the Detox Centre activities.

Consultation: This activity refers to conferences among Outreach workers

or between Outreach workers and other community services. Although half
of these were initiated by Outreach workers, a major portion were suggested.

by the other parties. Many of these (36%) took place over the phone,

but the rnajority (6L%) were face-to-face meetings and most took place at

Outreach. As it should be, almost all consultations were with people

rotherr than client or fanily. The consultations were very brief: SO%

less than 10 minutes and 91% less'than half an hour. The short duration

of these consultations would indicate that they probably do not take the

form of the tcase conferencet approach described by Lagey (Lg62). In

this, all of the relevant workers and services involved with the fanily
meet to discuss the case and develop a tïeatnent plan based on community

wide coordination of services. This type of consultation requires a

substantial amount of time. Even if this is not happening, there is at

least evidence that sone fonn of cornmunication (however brief) is taking

place among the people involved witlL these families. It will probably

be necessary for this low-key attempt at service coordination to be

extended.
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fnformation: About one-tenth of all contacts were for the purposes of
providing infornation. Although it would be expected that this activity
would result from outside requests, only one-third were initiated by

clients or others while two-thirds were initiated by workers. This type

of activity had the largest percentage of contacts by phone and by

letter of any type of activity but stil1 almost one-half of the infonn-
ation was given in person. Outreach was the prinary location for dispensing

infornation. In 60% of the cases, the infornation r{as given to another

party - only about one-third was directed towards clients and or families.
Naturally, the provision of information was done relatively quickly with
75% t'aking less than ten minutes of a workersr time.

Direct service: The major reason for contacts wíth outreach was the

provision of naterial assistance or emotional support. Clients requested

this type of assistance more than any other although over half of these

contacts were sti11 initiated by the workers. Sone direct service was

provided via telephone but most involved direct contacts. Almost half
took place in the client's home. Most of the direct services were focused.

on a particular client alonB. The large proportion involving rothersl

could refer to organizational contacts required before provision of aid
was possible. usually this type of contact was fairly brief with g0%

taking under 30 minutes to complete.

4.

In this section, the contacts are separated into three groups

according to who initiated the contact and then the characteristics of
eaèh group are elucidated. Table 14 shows the breakdown of this particular
analysis
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Worker Initiated vs. Client Initiated Contacts: For conceptual clarity,
these two categories will be discussed simultaneously. overal1, the

workers initiated three tines as many contacts as clients. In both cases,

nost of the contacts were face-to-face and took place equally between

Outreach and the clientrs home. It is interesting that when the workers

initiate the conÊacts, the majority of them are to see rotherr people,

with clients and fanilies taking lower priority. when the clients
initiate contacts though, it is primarily because they want an individ.ual

appointment with the worker. Contacts involving the whole fanily were

relatively scarce; it appears that in percentage terns, the clients
iniated rnore of this type of contact than the workers. lrrhen the workers

initiated contacts, nost (30%) were for direct services with forlo$i-up

services couring next. Other contacts were initiated for inforrnation,

assessment' counselling and consultation in declining order. Of contacts

initiated by clients over half (56%) were for direct service followed by

fo1low-up services and counselling services. rn peÌcentage terms,

clients initiated mote contacts for counselling than did the workers.

Most of the contacts were of short duration regardless of who initiated
then.

r0thert Initiated Contacts: When contacts were initiated by others, a

third were by phone and alnost two-thirds took place in person with the

majority occuring at Outreach. Although some outsiders suggested a

contact between a worker and a client, most of the tirne when another

person initiated the contact it Ì¡¿as so they could meet with the Outreach

worker. There was no distinctive pattern in the reasons for contacts -
they primarily involved direct services, consultations and the provision
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of infornation. Ovdr half took less than 10 minutes and over 90% were

less than half an hour. If a proper connunication network existed to
coordinate services to these heavy user families, (as d.escribed. in the

literature) we would expect to see a fairLy large portion of the worker's

tine taken up by lengthy consultations with other individuals rather than

by these brief conversatíons.

5. Analysis by Tfpe of Contact

Essentially all contacts with regards to heavy user fanilies were

face-to-face (72%) or by telephone (7g%). This secrion takes a detailed
look at these th¡o types of contacts in relation to the other variables.
The results are displayed in Table 15.

Direct Contacts: Workers initiated three times as many direct contacts

as clients. The majority took place in the clientts home primarily to
see the client alone. Over a quarter of the d.irect contacts were with
other people and these may have been the ones held at Outreach. The najor
reason for direct contacts was the provision of direct services (iS%).

There hlas no particular emphasis on any other reason for contacts. Most

of the contacts were in the 10 to 30 ninute range and 80% were und.er half
an hour. The workers are seeing the clients in their own hornes but the

visits are relatively short for the purposes of establishing a relation-
ship and effecting change.

Telephone Contacts: Most phone contacts were initiated by the workers

but other individuals also initiated alnost one-third. of then. Naturally,
the majority of the phone contacts were based out of Outreach. These

cal1s primarily involved other people with only one-fifth going to clients.
They were used nainly for direct services (probably organizai-ng for same),
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providing information, consultation, and follow-up. The work v/as accoinp-

lished in under 10 ninutes for B0% of these phone contacts.

6. Analysis by P1ace of Contact

There were two prinary locations for all contacts: 339o took place

at Outreach and 34e" happened. in the clientts home. For this analysis,

the six other locations (day care, workerts home, hospital-clinic, school,

conmunity and the Detox centre) were cornbined together (16%) to forn a

third location known'simply as the community. The other process variables

were assessed according to where they took place. The results are

presented in Table 16.

Contacts at Outreach: 0f the contacts that took place at outreach half
were initiated by the workers and a guarter each by clients or others.

Half were on a face-to-face basis but there was also a large number of
telephone contacts frorn this location. lllhen Outreach was used., the

contacts were nainly with other people (6L%) and only one-quarter r^rere

with clients. These contacts were prinarily focused on the provision of
direct services (28e"), followed by information giving (LS%) and consulta-

tion (t0"'"7. Contacts at Outreach were all relatively short with 57% under

10 minutes and over 90% under half an hour.

Contacts at the,Clientts Home: Contacts in the clientst homes were mainly

initiated by the workers or the clients and naturally involved face-to-face

contact nost of the tine. Half of then were with the client alone, one-

fifth with his family alone, and another fifth with the whole fanily
together. Frour thís it appears that fanily based intervention takes

place within the home not out of an Outreach office. Nearly half of the

contacts involved providing direct service with another fifth being for
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fo11ow-up. Counselling only accounted fot íeo. of the contacts within the

home. Most of the contacts were short but there was evidence of some

lengthy sessions as 20% ranged fron half and hour to all day 1ong.

Contacts in the Community: Contacts in the comnunity are initiated three

tines as often by workers as by clients. They are prinarily face-to-face

and involve either people other than the actual clients or the clients
a1one. The major activitíes in cornrm:nity settings are direct services

and consultation. The relatively high proportion of counselling here is
due to the fact that the Detox Centre is part of these grouped. cornrnunity

locations. As elsewhere, the majority of contacts were short. The fact

that almost a third were between s0 minutes and a ful1 day is again

related to the lengthy sessions in the Detox Centre.

7. Analysis by Who Contacts Were With

As described earlier, most of Outreach contacts were either with

people other than the actual c.lients (39%) or with the clients by them-

selves (36%). Meetings with the clientsf fanily accounted. for 14% overall
and contacts with all fanily nenbers together only involved 8% of all
contacts. This section takes a look at each of these types of contacts.

The results are displayed in Table 17.

Contacts With the Client Alone: Although the workers had a slight edge,

both workers and clients were active in initiating this type of contact.

The najor part of then were conducted on a face-to-face basis using the

clientrs home twice as often as Outreach. The major reason for the

contacts was direct service with follow-up next in frequency. Just over

one-tenth of these contacts were used for counselling. Contacts with

clients alone were relatively brief.
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conta.cts I'Iith The clientts Fanily: worke,rs initiated. seeing the clientrs
family three tines nore frequently than the clients did. These were

usually face-to-face meetings, most often held in the client's home.

Direct service and follow-up were the principle reasons for seeing the

fanily although assessments also figured quite highly. Most contacts

(83%) with fanilies were over in under S0 minutes.

contacts with client and Fanily Together: This type of contact is of
particular interest with regard to multi-problen fanilies. Two-thirds of
then were initiated by the workers; they viere naturally on a face-to-face

basis and overwhelmingly took place in the clientrs home. The activities
engaged in with the whole fanily were agai-n follow-up and direct services.

These encoìnters l{ere not change-oriented as only 2% involved counselling.

Longer periods of ti¡'re were spent when the whole family was involved.

Alnrost one-third were sessions of oveï an hourts duration with only 65%

less than half an hour. However, although longer periods of tine were

spent with the total fanily unit, it does not appear that anything

different happened during that tine.

Contacts With tOther' People: Contacts with people other than clients
were initiated by these other individuals 28eo of the tine. one-third

were conducted by phone; the others face-to-face. They priinarily took

place at Outreach. Although the provision of direct service (or aganging

for it) was sti1l the nost frequent activity, providing info::nation and

consultations were also regular activities. Very few of these contacts

were lengthy with g2% occuring in under s0 minutes tine.
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8. Analysis by the Duratiôn of Contâcts

All contacts were divided into one of six tine categories according

to the duration of the contact. These six categories are studied to see

how they vary with resPect to the other variables. The findings are in
Table 18.

Under 10 Minutes: These brief contacts accounted for 4ieo of all work

done with the heavy user families. They were initiated half by workers

and half by clients and others conbined. A third were telephone contacts
and the others direct. Half of then occured. at outreach and over one-

quarter at the crient's home. They prinarily involved the client alone

or other individuals, usually with regard to direct services or inform-
ation giving.

Between 10 to 30 Minutes: These contacts were initiated by workers, r4iere

mainly direct and took place equally frequently in outreach and the

client's hone- They usually involved the client alone or so¡neone else
relevant to the situation. This length of contact was used prinarily
for direct service, fo11ow-up and assessments.

Between 30 to 60 Minutes: contacts for this duration were initiated
mainly by workers, were direct and took place in Outreach, clientrs
hornes, and the comnunity (in descending order of frequency). They were

primarily with clients alone or with otheï individuals. Although direct
service was the nost comnon ïeason for this length of contact, counsel-

ling services ranked second with assessments and follow-up behind.

Between 1 to 2 Hours: These were direct contacts initiated. by the workers

and prinarily taking place in the clientrs home. They often involved the
client alone, but one-third involved all farnily members together. Direct
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service and counselling were the two najor activities necessitating this
length of tine.

Between 2 to 4 Hours: One-third of these half day contacts were initiated
by clients with two-thirds initiated by workers. They were face-to-face

neetings usually in the clientts hone. Flalf involved the client alone,

and two-fifths involved fa-urily members or the whole family together. The

principle reasons for this length of contact were direct service and

counsel 1 ing .

Fu11 Day Contact: contacts of this duration were mostly initiated by

clients, they were direct and took place in the conrnunity (specifically
the Detox Centre). They were usually just with the worker and crj-ent

alone and the majority involved direct service (in relation to the Detox

centre, this would be referring to providing emotional support).

9. Analysis by Workers

Service usage has thus far been analyzed in te¡ms of the fanilies,
the program aÌeas, and the major process variables. This section looks

at service usage in terns of the Outreach workers who were involved with
the heavy users. The first part focuses on the workersr involve¡nent with
the fanilies; the second part considers their involvement with the heavy

user individuals.

(a) The 38 Families

During the eighteen month study period, the Outreach workers had a

total 0f 29,594 contacts. Not all 0f these were with fanilies. During

that time there were 7,909 tcasualr contacts which means that the clients
were not given a Health Centre case number. For individuals who are only
in Churchill temporarily or who have very short term needs, assistance
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is provided without going through the formal intake procedure. These

are known as casual contacts. Another group of contacts also did not

involve clients Per se. These ulere contacts with schools, with alcohlic
groups, with comnunity agencies, with adninistration, etc. During the

eighteen months, there were 95J contacts of this trpe. In addition to
these there were 86 contacts that were not coded properly. Taking these

three factors into consideration, it means that Outreach workers had

20,646 contacts with clients as reported in Table 1.

The prograrn analysis gave statistics on 99 different workers. To

simplify consideration of worker involvement, only the top 40 workers who

had over 50 contacts each were included. The other 59 workers numbers

included students, part-time personnel, temporary aides and a few key-

punch errors.

The top 40 workers were then studied in relation to their involvenent

with the 38 heavy user families. The results of this analysis are shown

in Table 19. The nunbers of the top 40 workers are displayed across the

top of the chart; the fanily numbers of the 38 heavy user families are

entered on the left hand side of the chartT. using this chart, it is
possible to take each worker in turn and see which fanilies he/she was

involved with and how many contacts he/she had with each farnily during

that time.

The summative infoflnation for each worker is
In addition to the nr:mber of fanilies seen and the

recorded in Tabl e 20.

total number of contacts

7. To protect confidentiality, the worker nr:mbers and fanily nunbers areonly available to the Churchill Health Centre. Here the workeïs are
nunbered wl to w40 and the fanilies are numbered F1 to F3g.
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"

the worker had with all of the 38 families, Table 20 also provides other
information. For each worker, a score is given which Tepresents the

total nurnber of contacts he or she had with any farnily during the 1g

nonths. Then on the bottom 1ine, the workerrs contacts with hea.ry user

faurilies are shown as a Percentage of his total contacts with all fanilies.
This gives an indication of how nuch of the workers caseload. was spent on

the heavy user fanily group.

From Tabl e 20, we see that the total contacts of the workers

ranged"from a 1ow of 51 to a high of 6,432. A nronthly breakdown was not
provided so it is not known how many of the workers were at gutreach for
the entire 18 nonths. It can only be assumed. that the discrepancy in
total contacts is a function of length of tine at outreach, i.e. someone

with 51 contacts may have just come on staff when the study ended and

soneone wíth 6,432 contacts has presunably been at Outreach through all
18 months

Ït is interesting to note that there were also wide variations in
the number of heavy user fanilies seen by the workers. Two of these

workers did not see any of the heavy user fanilies whereas workers no.

I'128 and IrISB both saw 35 out of the 38 fanilies. In the sane fashion, the
nurnber of contacts with the heavy users ranged fron 0 to 3,624 per worker.

These figures are next considered as a percentage of the workerrs
total contacts. These percentages ranged fronr 0% to g4% (with an average

of 28%). Thus some workers never had to deal with a multi-probren fanily
while others spent the majority of their tine with then. The tangle of
problerns and the self-defeating behaviour of so many murti_problem

fanilies exert'a special pressure on the worker dealing with them and
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TABLE 20

A SLItr,IT4ARY OF WORKER TNVOLVEMENT

WTTH 38 HEAVY USER FAMTLIES

Worker ContactsUsers 38

IVorker No. :

No. of fa¡nilies :

No. of contacts:
Total contacts
H.U. contacts
as eo of t.otal :

Worker no.:
No. of familíes
No. of contacts
Total contacts:
H.U. contacts
as 9o of total:

Worker no.:
No. of families
No. of contacts
Total contacts:
H.U. contacts
as % of total:,

Worker no.:
No. of families
No. of contacts
Total contacts:
H.U. contacts
as % of total:

W11 WLz W13
11 7 I
98291
372 51 67

26% s7% r%

wzl W22
32
52
118 55

W23 W24
28 11
336 50
1450 411

23eo 72%

l,'I14 W15

46
277 33
258 92

84eo 36%

w2s
5
31
169

18%

l'/{34 W35ir õ-
104 0
537 I27

r9eo 0%

W26 W27
214
116 10
606 106

rgeo g%

11136 W37
if7
83 78
677 351

12% 22%

W28 W29 I'I30
3s345
647 509 23
II77 1285 61

s8% 40% 38%

I1I38 llJ39 W40
35296
3624 287 10
6432 1779 89

56% 77% TLeo

l'/1..=_
5

2s9
277

94% s2%

W5

28
382
I329

29%

W8

8

15
84

LSeo

W6

I
15
91

w2
11
51
98

W3 W4

29 27
614 1698
L823 3601

34eo 47% r6%

w7
9

54
172

3Ieo

W16 W77 W18
2470
99290
684 265 L20

14% rr% Ieo

W9 WlO
628
13 248
168 L074

geo 23%

19 WzU
68
18 55
5s I70

33eo 32%

4%4%

}{31 W32 W33wTitr-
I70 936 I74
456 2082 375

37eo 45% 46eo
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often require special ski11s and techniques. Given this, there should. be

some consideration by supervisors as to how these families are d.istributed

on the workerrs caseloads.

Having discussed the nuurber of families per worker, it is possible

to turn this idea around and consider how many workers each family has

been involved with. Returning to Table 19, we can take each fanily in
turn and see how many workers it saw and for how many contacts. These

results are suünarized in the far right hand colu¡nns of this tab1e.

During the 18 months and considering only the top 40 workers, one

fanily saw 4 different workers. That family was unusual. Two other fa¡nilies
were each involved with 24 different workers during that sane period of
time. These fanilies represent the extrernes. But on the average, each

of the 38 heavy user fanilies had contacts with 14 different workers.

This does not mean that all.these workers were involved sinultaneously;

obviously some represented staff turiover and worker replacement. But

the evidence here points to at least two of the conditions of the multi-
problen family: a multiplicity of services (Schlesinger, 1970) and a lack

of continuous contact between worker and client (Geisnar and LaSorte, 1964).

Fron the earlier section we know that one-third of the contacts were with
the client alone; thus it is also possible that each farnily problen and

each family nember are being treated by a different worker.

(b) The 65 Individuals

Similar to the above, it was decided to deternine each workerrs

involvenent with the actual heavy user individuals. Table 21 shows the

detailed breakdown of this analysis for all 65 heavy users. This time

only the top S0 workers were included.6

@ntia1ity,workernumbersandindividua]numbersare
only provided to the Churchill Health centre. Here the workeïs arerecorded as w1 to !1130 and the individuals are 11 to 165.
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The results of the worker involvenent are surnmarized in Tabl e 22.

As before, for each worker, statistics are provided on the number of heauy

user individuals he worked with, the nuù,rber of contacts this involved,
thà nunber of total contacts he had with all clients during the study period,
and the number of contacts with hearry user individuals as a peïcentage of
his total contacts.

The findings again show wide disparity in workers involvexnent with
hea'l-y users. Anong these 30 workers, the mininum involvement entailed
working with 3 hearry users; the maximun involved working with 52 of the 65

heavy users. worker contacts with all heavy users ranged fron 14 to 2,256
while their total contacts ranged froin 43 to 6,432. when work with hearry

user individuals is considered as a function of total contacts, we see

that from seo to 93% of a workerrs time might be spent with these

individuals. 0n the aveïage, workers devoted one-third of their tine
(33%) to working with this group of users

0n the extTeme right hand side of Table zr, we see the totar.
contacts for each heavy user individual and the number of workers that that
person was involved with. At the 1ow end sone people were only involved
with 4 workers; at the other extreme some individuals were involved with
l-4 workers' 0n the average there were 9 workers per heavy user individual.

Multiple worker involvement in the fanily context was seen as a

danger sign because it probably neant that each family nernber was being
treated by a different service. These latest results indicate that it
is not even that simple. If trr-is group of users are any indication, it
appears that each fanily rnember is being seen by several progran areas

and several workers sirnultaneously.
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Users 65

Worker no.
No. of users
No. of contacts
No. of total
contacts

H.U. contacts
as % of total

Worker no.
No. of users
No. of contacts
No. of total
contacts

H.U. contacts
as 9o of total

Worker no.
No. of users
No. of contacts
No. of total
contacts

H.U. contacts
as % of total

w2
12
36

98

37eo

11 W72
423
27 54

92 684

23% 8%

W3 w4
34 34
609 1119

L823 3601

33'o 37%

I\I13 W14
38
94 61

r20 r70

7g% 36eo

w7 I¡J8

3s9
191 72

7074 372

LSeo rg%

l'/{I7 IlJ18

422
¿Ð /5

I169 606

LSeo 12%

113.

W9 WlO
76
28 274

51 258

55eo g3%

19 W20
42 39
391 362

IIIT 1285

35eo 2g%

lll30
28
L78

17T9

70%

TABLE 22

A SUI\44ARY OF WORKER INVOLVEMENT

WÏTH 65 HEAVY USER INDIVIDUALS

Worker by Person

W1

8

257

277

93%

W5
t1
240

7329

LSeo

l\Il5
34
243

1450

17%

W6

8
4T

172

24ro

l1I16

10
22

411

59o

WzI l'/f22
13 34
186 1025

456 2082

4L% 49%

W24 ly{2s
743
40 707

537 I27

7% g4eo

W26 l'/{27

154
86 65

677 351

13% rgeo

W28 W29
10 52
14 2256

43 6432

33% sS%

l'/ü23

T7
180

375

4ïeo
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It is probably too extrerne to say that every current Outreach menber

is involved with members of every heavy user fanily, but the trend is

certainly in that direction. And, although there is no proof, it is

1ike1y that this multiple worker involvement is contributing to the problerns

already faced by these fanilies. Unless it is extremely well coordinated,

this multiple involvement results in duplication of some services while

others are ignored. As well as being inefficient and costly, this kind

of ttreatmentt can be very confusing to the clients.

This demonstrates what Geismar and LaSorte (1964) neant by saying

that problematic fanily functioning and inadequate agency functioning

are like two sides of the sarne coin. Although it cannot be proven, it
is possible that the multiple involvenent of Outreach workers has

possibly contributed to the rnass of problems and thus helped inaintain

the high utilization patterns of these families.

10. Sunnary of Service Usage

The findings in this part of the analysis have provided infor¡nation

about the kinds of social problerns faced by rnulti-problem families and

about the ways in which these fanilies have sought and received help fron

the Outreach Department of the churchill Health centre.

Although this infornation system does not include a section for the

type of problen, it is possible to deduce this in very general terms from

other data. For instance, if this group of fanilies aTe involved with a

prograrn designed to treat problens a, b and c then it is fairly safe to

assune that these families as a group experience sone or all of the

problems a, b and c. using this logic, frequent involvement with the

Child Welfare progran would 1ike1y indicate problems related. to farnily
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functioning in such areas as child care, parenting ski11s and. child
oneg1ect". Problens dealt with by the Public Health program could include

areas of health, cleanliness and malnutrition. These families probably

also experience some problens in delinquency, acting-out behaviour and

fanily relationships as indicated by their involvenent with probation and

Fanily Services.

Although it is possible to nake the general connection fron the

Program to the problens experienced, we cannot safely assune the opposite.

That is, these fanilies'ninor involvement with the alcohol progran does

not necessarily inply that they do not have alcoholisn problens. This

is a possibility, but it is also possible that the Alcohol prrogram has not

reached these particular families who may actually have a very high

percentage of alcoholism.

It is apparent that each of these fanilies has nultiple problems

because they are all sinultaneously involved with a variety of services.

And fron these different Prograln areas, a number of different workers are

involved with each family.

There vrere two thrusts of activity in relation to these Sg fanilies.
The first concerns worker involvement with the actual clients. These

generally took place in the clientts home. When the neeting involved the

client alone, it was usually quite short and for the purposes of providing

direct service. when the neeting involved fanily members, it lasted

It would however be overstretch-ing the data to specifically concludethat a particular family had a child neglect problen because they sawa worker from the child welfare progran area. The above section istalking in general terns only.

q
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longer but the focus was still direct service. There was some

on providing information but relatively 1ittle in the area of
counselling involving the whole fauriry was very rare.

enphasis

counselling.

This indicates that the Outreach'workers are prinarily using an

individually-based intervention plan. It is centered in the clientrs
own environment and focuses on providing practical day-to-day support,

inforrnation, and assistance. This type of straightforward approach is
cited in the literature as being an effective way of helping the nulti-
problen fanily identify its problem areas and engage in problen solving
behaviour.

The Outreach workers identify their major activity with clients as

.direct service not as counselling. However the process described above is
or certainly can be change-oriented. We may simply be dealing with semantics

here or it could be that the workers do not realize the potential benefits
of the routine situations they find thenselves in with these clients.

Although there is no conclusive evidence, Geismar?s study (rg7z)

indicates that the most effective technique for producing change in multi-
problen fanilies was providing support, infornation, and practical he1p.

These three elements are also paramount in the techniques for working with
low-i-ncome families described by Ho11is (1968). Traditional casework and

strong directive therapy have not been successful with this group of
faurilies. Howevel, as Visotsky (1963) points out, if fanilies are able

to successfully resolve the snall day-to-day crises, they develop more

adaptive coping behaviour and gradually display less disorganized behaviour.

If we use this as a guideline for treatnent, it appears that the Out-

reach workers are rnoving in the right direction at least in ter¡ns of the



7r7 .

focus and location of their work. But it is not clear whether they just

happen to be doing this unknowingly, or whether this is the result of a

planned interventive strategy. If the latter were true, then one would

expect them to have labelled their activities as being ¡nore change oriented.

than they did.

Two other comments can be nade about worker intervention with clients.
The literature in this area stresses the inportance of working with the

entire fanily. The reasoning behind this is simply that since the

problens affect all fanily nenbers, all fanily rnembers will have to be

involved in identifying and resolving then. Outreach focuses on the

individual with some attention to fanily members apart fron the client,
but there is little contact with the whole group together. Typically, the

problens affecting these fanilies are so complex and interwoven that they

cannot be neatly separated one fron the other. It is recornmended that

even what appears to be an individualrs problems should be considered in
the context of the entire fanily.

The second conment is in relation to the tine.spent on each contact.

The enphasis seens to be on rnany brief encounters. some of this is

viable and reflects efficient work. But when 80% of the contacts are

under 50 ninutes, it has to be wondered if the workers are all allowing

enough tirne for any ty¡le of activity; whether it involves assessing the

fanily situation, listening to problems, making decisions with the family,

giving practical assistance, or whatever. The short nature of the contacts

is intensified when it is considered that these brief visits are not just

with one worker but with a variety of workers representing different
prograns. Under these conditions, it would be difficult to develop the

fcontinuity of caret that is so inportant in any form of helping relation-
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ship.

The second thrust of activity in relation to the 38 families

concerns worker involvenent with people other than client or farnily" This

involves'a large protion of the workerst tirne. The rneetings generally

take place at OutTeach either by phone or in person. It appears that

the nain purpose of these contacts is to make whatever arrangenents are

necessary for the provision of dírect service. This is a necessary

activity and one that has to be done.

Despite this, it was expected that worker contacts with other

people would include more meetings centered around coordinating services

to these fanilies. It is known that each family is involved with several

prograln areas and a variety of workers and in nany cases, each family

mernber rnay be involved with several workers sinultaneously. This situa-
tion, unless carefully controlled, is ripe for both duplication of services

and confusi-on among the clients.

There is no way of showing in this analysis the extent of fragment-

ation or the lack of coordination in Outreach service provision. All
that can be gone by is the fact that these workers report spending a

sna11 amount of tirne in consultation with each other or with other agencies.

However, it is nost likely that these workers have a good idea of who

else is involved with a fanily and they probably do discuss the case on

an informal basis.

There are many working wíth nulti-problen fanilies who believe

that an infornal communication network is not sufficient to ad.equately

coordinate the necessary services. The case conference approach as

described in Lagey (L962) involves all agencies meeting together to form
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a group diagnosis, draw up a treatrnent p1an, and assign responsibility
for treatment. It is obvious that this type of conference is not taking
place in Churchill because the consultations that have taken place are

too brief in tine to a11ow a discussion of this nature to take place.

The really essential fact in all of the above discussion is that
multi-p.roblern families do pose a special kind.of problem to helping

agencies. If thís is not recognized., the situation builds up and begins

to perpetuate itself. More and more services and workers get involved,

treatment becornes fragmented, services are duplicated, delivery costs

rise, workers becone frustrated, and clients get confused. The end

result is that a sna1l group of fanilies utilize most of the conmgnity

resources without showing any sign of inprovement.

It may be unfair to state that this is happening in Churchill, but

this study does show that elements of the above situation aïe present.

As said before, there is no single or siurple solution to the multi-problen

family dilemna. The groundwork has begun here by identifying the families
and by describing the current way in which services are provided. Based

on this and on what is available in the literature, the Health Centre

can then decide which elements of its present service delivery it wants

to keep and which it wants to nodify.

From this authorts perspective, probably the most inportant elenent

is to bring the number of workers and services involved. under control.
There are two ways of accornplisfuing this. The first is based on the

case conference approach-. Here, each of the fanilies is assigned to a

prinary therapist who assumes reponsibility for coordinating the treatnent

plan. In this way different agencies and services can be used as necessary,
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but the key person is always inforned and in control of these happenings.

This also a11ows the fanily to identify with a single worker and permits

the continuity of care idea to develop. This systen can also benefit the

workers by distributing major responsibility for the various families

among all the staff. This would renove unnecessary pressures and a11ow

them to devote special attention to their fanily.

Another possible approach would be to develop a team of multi-

problen fanily tspecialistsr. This group could include representatives

fron each progran area and would handle all of the problern fanilies. As

above., the teaur could alternate primary responsibility among its menbers.

The difference here is that this srnal1 unit of workers would be expected

to develop special skills and expertise in working with this group of

farnilies. This approach would also free up to the other Outreach workers

who could subsequently spend more tirne with other families or in developing

other prograns in the connunity.

The key is not so much i.n what is done but in developing some sort

of a planned approach to dealing with the situation. Once the service

delivery is brought back under control, then aspects of the intervention

strategy can be developed. As indicated previously, this night be to

leave the focus on practical assistance within the hone but nove towards

slightly longer sessions involving urore family menrbers. The workers night

also focus more on how particular types of activities work towards

achieving-set goals so that there is a conscious direction to even the

most casual encounter with these families.

4. Characteristics of Medical Utilization

lvledical data was collected for the top twenty families, that is
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those families who averaged at least 3 contacts a week with 6utreach

workers. This involvecl 102 Índividuals. Of these 33 belonged to the high

user group (where each individual averaged one contact per week with Out*

reach) and 69 were classed as relatively low users of Outreach services.

Ithile it is inportant to study the medical behaviour of heavy user

families in general, it will also be informative to anaLyze the differences

in nedical utilization patterns between high user and low user individuals

within these families. Thus in the following section, an analysis is
first made of the 20 families as a group anci then a distinction is drawn

beth¡een low and high users within it.

1. General Findings

It should be noted right at the start that it will be very difficult
to make accurate statements about these findings vis a vis the major

poÍnts of the literature review. This is because lre are clealing with a

study of a single group at one point in tine. The author has no iclea of
what constitute-s regui.ar medical behaviour in Churchill, whether t¡ere a.re

different utilization patterns between 1ow incone and high incone groups,

or whether the advent of the tlealth Centre has produced changes in utili-
zation behaviour. Thus these findings have to be taken primarily by them-

sclvcs witlt sontc cautious interprctation in relation to the literat¡re
revi ew.

In total, thc 20 families had 679 merlical contacts (including clinic
visits, enìc1'8erìcy vi sits, and hospitalizations) . Seven of the falnilies

had 40 or more contacts cluring the stucly periocl which means that they

t-ttilized medical services on the average of twice a month. Eigirt families

had betrveen 20 and 40 neclical contacts in<licating that they required
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service about once or twice a rnonth.

20 contacts.

The renaining 5 fanilies had under

Included in the 20 famílies were 13 adult ma1es, 19 adult fernales,

and 70 children. The adult nales accounted for 146 medical contacts.

The 5 high user males required 84 contacts (average 17) while the g 1ow

user males had 62 contacts (average 8). In all, adult fenales utilized
225 medical contacts: the 14 high users requireð, 2LO of these (average

15) while the 5 low users only used 15 contacts (average 3). Among the

children, the total of 308 contacts were divided with 14 high users

using 70 contacts (average 5) and 56 low users requiring 252 contacts

(average 4).

To surnmarize this, 33 individuals who were high user of gutreach

services required 370 medical contacts. Thus one-third. of the faurily

nembers accounted for just over half (54%) of the medical services. The

other 69 family mernbers, who were not heavy Outreach useïs thenselves,

accounted for the remainder of the riedical services - S2B contacts. It
appears that within these heavy user Outreach fanilies, the largest

consumers of medical services are the high user adult females and the

high user adult ma1es.

Each of the nedical contacts r^ieïe classified according to the

prinary purpose of the visit. The classification used was a modified

version of the t'Nature of Encounter't category used by Quebecrs health

care centres I integrated record systen @epartnent of Social and preventive

Medicine, I974). The breakdown of purposes for the nedical encounters

are provided in Table 23. For a ful1 description of each Iabel, see

Appendix E. The first colurn refers to all farnily members, then columns

2 and 3 pertain to the high users and 1ow users respectively.



723.

OF

TABLE 23

PERCENTAGE BREAIOOI,IIN

REASON FOR MEDICAL CONTACT

All
n

9o of

Itlenbers
= I02
Contacts
c,a 2

L4 "6
6.5

.1

.9

"3
.1

.4

.7

L.2

9.3

8.1

.6

0

High Users
n=33

% of Contacts

s7 "6
11.4

5.9

0

.8

.5

.3

"8

.8

,3

r.4
11.6

7"3

.3

Low Users
n=69

of Contacts

50.2

18.4

7"L

.3

1.0

0

0

0

1.0

1.0

6.5

9.1

"3
0

I 11ness

Initial Wound

Follow-up re Wound

Adult Check-Up

Child Check-up

Prenatal Care

Postnatal Care

Surgery Elective
Surgery Nonelective
Counsell ing
Consultat ion
Missed Appointnent

Pt. not wail for Dr.
Dr. wonf t see Pt.
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The groups show rernarkable sinilarity in their reasons for nedical

contacts. Over one.half of the contacts pertained to a physicar or

mental condition considered as illness here. Another fifth related to
either the initial contact or follovl-up of wound (a condition resulting

from an accident, poisoning, or act of violence). with these fanilies,
the wounds were prfurarily due to fa11s, fights, or an object cutting

skin. However with the high user group, sui-cide attempts were the number

one cause of wounds. It is interesting that the low Outreach users had

a higher Proportion of these accidentally caused problems (and a slightly
lower proportion of physical illness) than their high using relat1ves.

It would be interesting to know whether the proportion of wounds in this
overall group is higher than in the rest of the population (which is the

thesis advocated by Greenlick et. al. (Ig7Z),

There was relatively little done in the area of check-ups or preventive

nedicine. Thís coincides with Richardson's (1970) findings in which rhe

poor had normal utilizatlon rates for serious conditions but were rnuch

lower for non-serious conditions such as check-ups, follow-up and prevent-

ative services. Md, although this group of people have a variety of

social probleurs, there was very little indication of this being a primary

focus during a medical contact (of course, there nay have been tines

when supportive counselling took place but was secondary to the principle
purpose of the contact).

Alnost one-tenth of a1l contacts were nissed by the patients. This

seems high but again there are no standard figures to compare with. The

high users of Outreach missed more appointinents than other fanily rnembers

for a variety of different reasons.
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Once the nature of the contact was established, it was decided to

deternine what the problem was that necessitated medical attention. The

classification systen used was a modified version of the *problem Codes.

section of the Quebec reporting system (Departrnent of Social and preventive

Medicine, 1974). A ful1 description of the probtems is given in Appendix

F. The findings again are broken down into all fanily menbers, high gut-

reach users and 1ow outreach users and are shown in Table 24-

TABLE 24

PERCENTAGE BREAKDOI¡IN OF M¡JOR PROBLEM

NECESSITATTNG MEDICAL CONTACT

All
n

%of

Members
= I02
Contacts

High Users
n=33

% of Contacts

Low Users
n=69

% of Contacts

Skin & Sub. Tissue

Sense Organs (ENT)

Muscular Systen

Nervous System

Digestive Tract
Repiratory System

Alcoholism, DTfs

Genito-Urinary
Psychological

Circulatory System

Broken Bones

Tr¡nors

fnfectious Diseases

E¡idocrine Systen

Pregnancy

Newborn

No Inforrnation

20.5

73.7

11.5

7.8
E1

5.6

4.6

4.3
4.0

2.9

2.7

1.9

1.5

.4

.4

.1

.4

16.2

11.6

11. 1

o1

5.4

4.6

7.0

6.2

5.7

5.1

1.6

3.0
))

.5

.8

.3

.5

25.6

16"2

12.0

6.r
6.1

6.8

1.6

1.9

1.9

.3

3.9

.ó

.6

.3

0

0

.3
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The most frequent reason for medical service involved problens with

the skin or subcutaneous tissue.. These of course are related to the

numerous cuts and bruises received as 'woundsr. The next highest

category overall was problens with sense organs. In general these related

to ear, nose, and throat disorders, particularly otitís which is an

indulent inflanation of the niddle ear conmon to native people in

northern commrnities. The next category was problems with the muscular

system, some of which is again related to accidents. These three cat,a-

gories constituted the rnain problem areas.

Lower on the list were problens with the nervous system (several

people were epileptics), with the respiratory system and with the digestive

tract. Although the proportions are relatively the same between 1ow

users and high users for most problens, the high useïs had higher

frequencies of circulatory problerns, genito-urinary problens, and problerns

related to alcoholisn.

0ver all there was relatively 1ittle nedical service regarding

alcoholisn. 0n1y in 16 of 102 cases was there any indication of alcohol

abuse in the'charts. 0f these 16, 11 were high outreach users and 5

were low users. This should not be autonatically interpreted as an

absence of alcohol-related problens in these fanilies. It is possible

that even well-known cases of alcoholism would not be recorded as such

in the charts if that was not the primary ïeason for medical attention.

In all, 64% of the medical contacts were handled by the attending

doctor. Another 22% were referred to Winnì.peg and 9% required med.ical

specialists. These included consultations with orthopedics, opthalmology,

ENT, gynecology, general surgery, pediatrics, cardiology, and urorogy
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(listed in descending order of frequency of consultation). There were

very few referrals to Outreach indicated in the charts; likewise there

was little nention of any Outreach involvement with these fanílíes.

The three basic t)æes of nedical contacts included visits to the

Outpatient Clinic, visits to the Energency Ward, and hospitalizations.

In all, the 20 fanilies lnad 427 clinic visits, I73 emergency visits and

60 hospitalizations. U4.r11f:problen fanilies are t1pica11y noted for an

enphasis on using twalk-in' type treatnent over scheduled appointnents

(Greenlick, L972). rr is difficulr to judge this phenomenon with the

present data. Definitely one-quarter (25%) of the nedical contacts are

f walk-int contacts because these are visits to the emergency ward. l,{ith

the clinic visits, sone of them are scheduled appointments and others

are unscheduled. Without an exact breakdown, it is hard to know what

the overall proportion of twalk-inr contacts was.

Sone differences between 1ow and high using family rnembers were

seen with regard to the type of contact. The high user gïoup accounted.

for 75% of the hospitalizations (45 out of 60). They also were involved

in 57eo of the clinic visits (z4z out of 427) and 46% of the emergency

visits (80 out of I73). Thus one-third of the fanily members utilized
three-quarters of the hospitalizations and one-half of the outpatient

visits. correspondingly, the low user individuals accounted for 1s

hospitalizations, 185 clinic visits, and 93 emergency visits.

Because there are different nunbers of 1ow user and heavy user

individuals in these fanilies, it was decided to consider the aveïage

number of visits to each type of service for each group. Altogether

the nenbers of the 20 farnilies averaged .6 hospitalizations during the
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study period. The 1ow users each averaged .2 hospitalizations, but the

high users averaged I.4 hospitalizations each.

With regard to clinic visits, the total group averaged 4.2 visits
during the 18 months. considered alone, the high users avetageð.7.3

visits and the 1ow users 2.7 visits.

All fanily nenbers together averaged 1.7 contacts with emergency

services. Taken separately, the high users had 2.4 contacts each and

the 1ow users averaged 1.3 visits.

For each type of medical service provided, individuals who are the

heavy users of Outreach services are shown to use more medical services

than other fanily rnembers. This is particularly true with regard to

clinic visits and hospitalizations.

The 60 hospitalizations together involved 336 bed days, averaging

out to 5.6 days per stay. The high user group used.242 bed days which

meant an average stay of 5.3 days. The low user group used a total of
94 bed days but had an average stay of 6.s days in hospital.

Within these 20 families, it is apparent that family mernbers who

are heavy users of Outreach services use more rnedical services (of every

type) than fa¡rily members who use relatively 1ow amounts of Outreach

services. Although studies (Alpert, Lg67 and Richardson, 1969) have

shovrn the high association of medical and social problems in families,

this is not always connected to the same individual as shown here. In

Hrubecrs 1959 study, illness in one family rnember was highly related

to the risk of behaviour problems in another family rnember. From this
ít appears that some mernbers would be high users of medical services and

some would be high users of social services. But in this study, the
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family menbers who utilize the nost Outreach services are also more

frequent users of available medical services.

It was decided to investigate the fanily and individual based

assocíations between medical use and social service use more thoroughly

by means of correlational analyses. The family was used as the first

unit of analysis. Two indices of medical use Ì4/ere constructed: the

fanilyrs total nunber of outpatient contacts (including clinic and

emergency visits), and the fanily's total number of hospitalizations.

The index of socail service use was the total number of family contacts

with Outreach. The results are displayed in Table 25.

TABLE 25

A CORRELATIONAI ANALYSTS BETWEEN

FAMILY MEDTCAL USE AND FA},IILY OUTREACH USE

Fan. Outpt. Total

Fan. Hosp. Total

* indicates a significant

r-

relationship

Fanily Outreach Total

T2 = .01

2--r = .5/

.10

.60

p<.33

p < .002*

This shows that there is very little relationship at the fanily

1evel between the number of Outreach contacts and the number of outpatient

visits. Heavy Outreach use is therefore not associated with this type

of medicar use. However, a moderately positive relationship exists

between Outreach usage and the total nurnber of fanrilyts hospitalizations.

Thus the higher a fanily's Outreach score is, the more likely it is that
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they will have a high mlnber of hospitalizations. This finding is signi-

ficant at the .002 probability 1evel.

Having shown a positive association between fanily based medical

use and social service use, the analysis now focuses on the individual

relationship between these usage scores. 0n the medical side, four

indices of use viere used: the number of clinic visits, the number of
emergency visits, the total number of outpatient visits, and the number

of hospitalizations. For Outreach, the index used was the individual's

total number of contacts with all program areas.

The correlations were first done on all 102 indivi.duals of the 20

fanilies; they were then repeated for high user individuals and low

user individuals. The results are in Table 26.

TABLE 26

A CORRELATION ANALYSIS BETWEEN

INDTVIDUAL MEDICAL USE AND INDIVIDUAL OUTREACH USE

Clinic Visits
Energ. Visits
Outpt. Visits
Hosp I izations

All Menbers
n=102

Outreach ScoreT
_I_ I__ !18:

.35 .I2 p<.002*

.11 .01 p<.14

.30 .09 p<.001*

.60 .36 p<.000*

High Users
n=33

Outreach Score
2r T S1g.

--g-

.07 .01 p<.34

-.I2 .02 p<.25

.00 .00 p<.50

.50 .25 p<.002*

Low Users
n=69

Outreach Score

-TI r s1s.
--g-

.05 .00 p<.33

.72 .01 p<.16

.09 .01 p<.22

.16 .02 p<.10

Looking at all 102 family members together, we see that an individualrs

Outreach score is positively related to serveral medical indices. A
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significant but relatively weak relationship is shown between a high

Outreach score and a high number of clinic visits and total outpatient

visits. Since Emergency visits were nonsignificant, the total outpatient
visits' significant finding simply reflects the significant clinic
findings. Both these correlations are highly significant. A stronger

positive relationship is demonstrated between an individual's Outreach

score and the number of times he requires hospitalization. There is less

than one in ten thousand chances that this result happened by chance.

When the fa¡rilies are divided into Iow and high user members, the

weak relationships disappear and only the association between Outreach

contacts and hospitalizations remains in the high user group.

To summarize, when the number of hospitalizations is taken as an

index of medical use, there is a family based association between medical

use and social service use. Thi.s also applies on the individual leve1:

that is' a person who uses Outreach frequently will have a high hospital-
ization rate. To a lesser extent, this individual will likely also show

higher rates of clinic cont".ar.l0

Ït must be remembered that these findings only pertain to the 20

families under study. These families are the top 20 heaviest users of
Outreach services and thus nay be quite at¡pical fron the general popul_

10. It should be pointed out that _other analyses showed. that a moderatelypositive ocrrelation exists if we use an individualts Outreach
score to determine his familyts hospitalization rate or if we usethe overall family Outreach score tô determine the individual'shospitalization rate. These exist because of the positive corre-lation between an individual 0utreach Score and a iarnily outreach
score (r = .55 p<.000). These were not reported in detail because
they are not as conceptually meaningful as the other.
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ation. Because they are not likely to be a. representative group, it
would be unwise to try to generalize these results to the larger popul-

ation.

It is also very difficult to consider the fu1l irnpact of these

findings without knowing what constitutes normal nedical behaviour in

this conrnunity. However it is possible to conpare them to standardized

medical utilization rates. Since the author did not have access t,o

standard hospitalizatj"on rates, it was decided to take the Anerican

national average of 4.5 health visi_ts per person per year (Beloff and

Korper, 7972), standardize the churchill study results to a 12 month

period, and then compare the Churchill findings to the national average.

This nethod would provide a basis for rating at least the outpatient

visits of this group.

Considered in this way, the nenbers of these 20 fa.milies averaged

3.9 outpatient visits (clinic or emergency) over a one year period which

means that as a gloup they will underutilize medical services to some

extent. However, when we break this down to the 1ow user and high user

classification, the low users of Outreach servi_ces only avetage 2.7

nedical visits Per year thus they are considerably under the national

figure. 0n the other hand, the heavy users of 0utreach services averaged

6.5 visits which means that they exceed the mean utilization rates.

Thus as a group, the Churchill nulti-próble¡n fanilies fol1ow the

typical utilization pattern described in the literature. They use fewer

medical services than the national aveïage although they are not far
below the average. At first glance, it would appear that the influence

of the Health Centre on their health behaviour probably accounts for this
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nearly norrnal utilization behaviour.

However, this study shows that this 'a.verage' figure is obtained.

because there are two utilization patterns at work among the family

members. The individuals who are not heavy users of Outreach services

underutilize nedical services; and the individuals who are heavy users of
Outreach services tend to overutilize nedical services. When put together,

there is a pattern of nearly normal utilization behaviour. To the authorrs

knowledge, a sinilar finding has not been reported in the utilization
literature.

Therewereno figr:res available to do a sinilar analysis of this
grouprs hospitalization rates. The hospitalization rates of these

fa¡nilies nay be the norm for the Churchill area or they may represent a

wide deviation from average utilization. If it turned out that they were

atypical (and that this group of families were inflating hospital serv1ce

costs), then knowing that a high 0utreach score correlates faily strongly

with this index of nedical use could be useful in further analyses.

Ït night be possible to use the Outreach usage score as one of the

measures used to predict out hospitalizatior, .rr"11. rf the individuals
in the population who were 1ikely to require hospitalizations (the rnost

expensive form of nedical treatment) could be identified, then it might

be possible for the nedical profession to develop some forrn of preventive

treatment in relation to this target group and perhaps ultimately lower

health costs. This is leaping ahead into th-e future, but it does show

sorne of the Potential uses of this info::nation systen when it is fu11y

Tables 25 and 26 de4pnstrate that on both an
basis, the Outreach scoïe alone accounts for
variance in hospitalization rates.

individual and family
over one-third of the

11.
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incorporated into the entire Health Centre.

2. Surmrary of Medicâl Findings

During the eighteen rnonth study period, the top 20 Outreach user

families required 679 medical contacts. These encounters were primarily
in relation to physical illnesses or accidental wounds. There were

relatively 1ittle preventive services. The principle reasons for the

contacts were related to problems of the skin, of the sensory systems

(especially ENT) and of the muscular system. There was 1itt1e medical

involvement concerning problems of alcoholisn.

Most of the contacts h¡eTe handled by the attending doctors. The

contacts took place in the clinic, in emergency, and. in hospital. Family

mernbers who were high users of Outreach services averaged more contacts

than other fanily members for all types of medical services.

A correlational analysis showed a fairly strong positive relation-
ship between Outreach use and hospitalízatíon rate. This held on both

the fanily or individual 1evel. A weaker but sti1l significant positive

relationship was also shown betÏ¡een an individual's Outreach usage score

and his nunber of clinic viSits.

Average hospitalization rates were unavailable to conpare the

Churchill findings to; however, a comparison was nade between the Churchill

outpatient statistics and the Ainerican national average of outpatient

visits. It was found that this group of multi-problen fanilies were

slightly under the average utilization rate - as would be expected

according to the findings of otirer utilization studies.

What was not expected was the finding that within these fanilies,
the menbers who were heavy users of Outreach services tended to over-
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utilize medical services and that the nenbers who weïe not heavy gutreach

users tend'ed to underutilize ned.ical services. These two usage patterns

conbined to form a relatively average looking utilization rate for these

fanilies.

It appears then that, at least within these 20 heavy user fanilies,
there are a minority of members who are receiving excessive amounts of
both medical and social services. At the same time, there are other family
members who have received very 1ittle attention fron the helping professions.

There is no sinple explanation for the extreme variations in service

usage anong individuals who are part of the sane family and who would

presumably be exposed to nany of the sane stresses and. problens. It could

be that they are an integral part of the problem situation but have

scapegoated another fanily member. It could be that they do indeed have

problems which have been overshadowed by more vocal aggressive family

mernbers and thus overlooked by the helping professions. rt could be

that they experience less of the problens than other fanily menbers or

that they have developed adaptive coping nechanisns to deal with them and

are in fact healthy individuals who have no need for professional inte¡-
vention. It will be inportant for the Health Centre to consider the

possible reasons for the discrepant utilization rates within each multi-
problem fanily and what implications these have for the Centre in the

planning of future programs

5. The Developnent of a predictive Mode1

1. Introduction

The medieal section briefly referred to rhe possibility of identifying
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potential hearry users of hospital services. Although this data systen

does not yet have the capabilities of doing this, sorne forms of prediction

are possible. And utlinately this will be one of the most relevant forrns

of analysis for the Health Centre.

It is useful to visualize the uses of an information system on tr4/o

levels. 0n one, it produces facts and figures that are directly related

to the present delivery of service. This type of imnediate feed.back is
useful in monitoring worker activity, in checking caseload distributions,
in identifying client groups, and in rnaking treatnent plans. On the other

level, the systen provides information that can be used in long tern

planning. This would include such areas as staff developnent, identifying
new target areas, setting policy priorities, or developing programs to

meet new needs.

In the case of the rnulti-problen families, this study has shown how

the nonitoring systen can provide relevant feedback to workers and super-

visors regarding day-to-day program activities. In particular, it has

pointed out client characteristics, medical conditions, and patterns of
servi-ce use. Because of the amount of tine and resources focused on

these farnilies, it is indeed inportant to use this information to
develop more efficient and more effective services.

However, it has been shown that much of farnily disfunctioning

begins early in the family's life hisrory (Geisrnar & Lasorte, 1964). rt
follows that if these families can be identified. before the problerns

multiply and becone chronic conditions, then there is a greater chance

for successful treatment. Therefore, while it is important to continue

iurproving existing methods of treatment, in the long tern it will be

:,
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even more inportant to be able to identify potential multi_problen

fa¡nilies and provide preventive services that will enable then to nain-
tain good functioning 1eve1s.

The idea of being abre to predict service usage or high risk
grouPs is not new. The literature review described several medical

utilization nodels which are being used to explain different patterns of
use, to identify high priority fanilies, to compare population groups,

or to project future health needs. However, these techniques have not
yet been used to the sao'e extent in the social service profession.

This section of the study attenpts a sornewhat elenentary predictive
analysis' The purpose is to detennine if there is a particular combination

of factors that help explain the phenomena of high usage of outreach

services. This will be used to develop client profiles of high risk
individuals. rt ís hoped that early identification of multi-problem
fanilies would allow for preventive action to be taken. By building in
strengths and coping ski11s in the early stages of disfunctioning, it is
expected that serious problens and chronic use of the social services -:

could be averted.

This of coulrse represents the ideal state. The author is aware

that there are inherent dangers in using a typology of any sort. Even

when the use of a profile is well-intentioned, there is a d.anger caused

by labelling a Person as a high risk individual. Alrhough the intent is
to try to prevent problems from occurring, it is possible that the process

used courd actually cïeate nore of a problen by stignnatizing certain
individuals. And there will always be people who fit the rprofile' but
who are functioning perfectly well and who do not require any type of
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íntervention - now or later.

The author suggests that the client profiles developed in the final
part of this paper represent an elementary attempt at prediction and thus

should be considered regarding negative inplications and used cautiously.

2. Multiple Regression Analysis

The type of prediction referred to above is accomplished by using

rnultiple regression analyrir12. This technique will be used to investi-
gate tv/o areas of concern: first the factors that result in heauy family

usage (the nulti-problem fanily EI -se) and secondly the elements that

lead to a high individual utilization rate. The first analysis will
actually be broken dourn into a section concerning the adults within heavy

user families and a section concerning the children of heavy user

families. In the individual analysis, adults and children will be con-

sidered together.

Two sets of factors were considered inrportant as possible predictors.

The first were the denographic variables including: ethnicity, sex, age,

and marital status (not used in the childrents run since it was assumed.

that nearly all would be single). The other set of factors related to

the nature of the contacts including: the rnajor progïan area j-nvolved,

the principle reason for the contact, andthe initiator of the contact.

ln order to help visualize the above, Table 26 presents the different
combinations of dependent and independent variables.

Multiple regression is simplest when the variables are on an interval

12. Since this information systen is not designed
nultiple regression analysis, please refer to
discussion of how this was facilitated.

to acconodate a
Appendix G for a
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sca1e. Here, however, all of the independent variables are categorical;

this is, they differ in type but it is not an ordered. or ranked difference.

ïn order to use categorical variables in a nultiple regr.ession, it is
necessary to code them as dumny variables. The coding nethod chosen here

was effect coding13. (see Appendix H for an example of effect coding).

The effect coding inethod is analogous to the fixed effects linear
model which would include the main effects, first order interactions,

second order interactions, third order i.nteractions, etc. If we were to

use all the variables and include all the interaction tenns, we would. end

up with hundreds of dr:umry variables. This is not desirable because it
would greatly inflate the'subjects to predictorr ratio; it is also not

possible because the computer program used only aIlows a rnaxinurn of 100

dunny variables to be entered at any given time.

Because of the above, we had to effect a compromise and three

separate regression runs were done for each of the groups (adults of
heavy user families, children of heavy user fa¡ni1ies, and heavy user

individuals). The first run involved the denographic variables a1one.

The second run incorporated only the process variables. rn both of
these, only the nain effects and the first order interactions uJere

includ'edl4. These two runs provid.e separate pictures of the combinations

13. This method was chosen because of its sinrplicity in calculation andinterpretation. Each regression coefficient reflects the effect of
the factor it represents. This neans that variables that are not
included in the final regression equation did not have an effect
(they did not contribute to the nultiple R). However, variablesthat did affect the nultiple R will bè represented in the regression
equation.

74. In the first and second run, the loss of the higher order interactionsis pernissable because 1) t.hey are difficult to interpret meaningfully
and 2) They would have greatly increased the subject/predictor ratio.
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of demographic variables and the combinations of process variables that
relate to hearry service use.

Obviously, the ideal regression run here would be to co¡nbine all
dernographic and process variables (nain effects and all interactions)
together. This was sinulated in the third run. Here the denographic

and process variables were cornbined together but only the nain effects
were included- Naturally some infornation is lost when the interaction
terms are taken away. Conplete lists of the dumrny variables used in each

run are printed in Appendix r. There is also a disucssion regarding

other factors involved in this nultiple regression analysis contained

in Appendix J.

3. Multiple Regression Results

A total of nine multiple regression runs were completed. For each

group (children of heavy user farnilies, adults of heavy user families, and

high user individuals), three separate runs hrere done using d.emographic

predictors, process predictors and demographic and process predictors combined

The free floating stepwise multiple regression approach was used for
all of these. with this, the nultiple R ,is expressed as the sun of
a set of seuri-partial correlations of the fonn:

-2 2 2 ?R y.t2. .k = r'yl +' ye.L) +' * r"y(k.l, 2,...k-L)

The first variable to enter th-e equation is the predictor with the highest

zero order correlation with the dependent variable; the second variable
is the predictor with the highest semi-partial correlation with the

dependent variable and so on.

Beginning with the children of heavy user fanilies, the results of
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the three regressions are printed in Table 27. For each set, the multiple
R, the multiple R2, the ad.justed. R2 (for shrinkage) and the F ratio
testing the significance of, the multiple R are printed. These are

taken from the last point in the regression analysis where a variable
nakes a significant contribution to the R2.

For the dernographic predictors, we see that four variables are

listed. Each of these has increased the Multiple R by a significant
amount (p<.05). Given the paraneters of this analysis, it is actually
possible for more variables to enter the regression equation; however,

after the 4th step, these variables no longer contribute a significant
increase to the overall Multiple R. For this study, it was decided to

only present the combination of predictors that significantly increased

the Multiple R. The analysis stops at the point of the last increase;

the regression equation and regression statj-stics are also taken fro¡n

this point.

Looking at the demographic predictors alone, l/e see that a conbin-

ation of four variables accounts fot 76eo (using the adjusted figures -
see note in Appendix J) of the variance of high faurily Outreach scores.

This does not seen to be very much, but then facts about children alone

camot account for all the variability in a fanily score.

It does alert us to a particular cornbination of characteristics

[Metis children borh boys and girls and particularly boys aged rs to 17

years) that are typical of the children of ¡rulti-problem fanilies. This

confirns what was derived earlier by crosstabulation analysis.

It should be pointed out that when a variable in the equation has a

negative weighting (such as -40.0 D20) this means rhat rhe Males/age
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13 to 17 inte'taction is a suppressor variable (Darlington, Ig74). These

suppressors do not necessarily correlate highly with the dependent

variable (family usage). Quite often they corïeIate highly with another

predictor variable and thus serve to tclean upr that variable and make it
a better predictor.

Looking nov¿ at the Process predictors, we see that three variables

entered the equation, together accounting for L2eo of the variance in

fanily usage. Thus the children of hearry user families are most 1ike1y

to receive counselling fron the Probation program, direct service fron the

Child Welfare Prograrn, or information that is initiated by the worker.

Considering both demographic and. process variables together, the

Metis ethnic status is still the single most inportant predictor of heavy

fmaily usage. This conbines with the Child Welfare program area and

counselling and infonnation services to account for almost 18% of the

variance. After these four variables are entered into the equation, sone-

thing rather unusual takes p1ace. The next three variables entered do

not themselves make a significant contributj-on to the nultiple R.

However, the 8th variable, the fenale sex, does make a significant increase.

It is unusual to see this in a free floating regression; the most likely
explanation is that variables s, 6 and 7 combine and correlate with
rfemales' in such a way that tfemalesr becones a strong predictor. It is
probably safest to just consider the first four variables as being the key

variables relating to children of heavy user fanilies.

The same three regression runs were then done to see if there was

anything singificant about the adults of heavy user fanilies. Under the

dernographic predictors, it was seen that the nost significant cornbination
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of variables were a Metis ethnic status and a married Treaty status.
These two alone accounted for 1g% of family usage scoïe. No other
variables made a significant increase to the nultiple R. These results
are printed in Table 28.

Under the process predictors we see that

significant even at the very first step (these

in Table 28). Because of this no variables are

the Multiple R is not

are the figures reported

entered into the regres-
sion equation.

As expected, when demographic and process variables are taken to-
gether (no interactions), only the Metis variable enters the equation.
ïn this case, there is actually only a single zero order correlation,
not a multiple R. As with the child.ren, we again see the sinilarity to
the earlieï cross-tabulation results. Adults who are native (either
Metis or Treaty rndian) and particularry married Treaty rndians are
potential nembers of heavy user fanilies. There is nothing singificant
about the adultst service usage that would help predict out a multi_
problern family.

The last set of regression runs aimed to point out the key factors
related to a high individual Outreach score. under the denographic

predictors, the three variables that combined. to forn a significant
nultiple R were Metis ethnic status, being narried, and the interaction
term of married Metis status. These variables explain over one-quarter of
the variance of high user scores.

with the process predictors, there was only a significant simple

correlation involving the Child Welfare pïograrn aTea. Thus the key factor
in a high userts pattern of service use is contact with the child welfare
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progran.

For the conbined demographic and process predictors, two variables

combine to form a significant multiple R. Metis status and worker

initiated contacts together account for 20eo of the variance in high

individual use. In total, the four factors of being Metis, being married,

having contact with the child welfare prograrn and having worker initiated
contacts would appear to be relevant in predicting out a. potential high

user individual. These æesults are displayed in Table 29.

4. Sulunary

A beginning predictive analysis was undertaken on the Outreach data.

First of all the children 
"rrd 

t¿rrtrs of heauy user families were studied

to see if there were particular characteristics or service use traits
that helped explain the phenomena of high fanily usage of outreach.

We can tentatively draw a profile of children in heavy user fanilies
as being Metis boys and girls (especially boys between rs and, L7) who,

at the worker's initiative, are iniotved with the probation or Child

Welfare progralns priurarily for counselling, direct service, or infornation.
The only outstanding characteristic of the adults :-iì heavy user fa¡nilies

is that they are likely to be Metis or rnarriea rr""ty Indians. There are

no particular patterns of servi.ce use which would identify the adults in
these faurilies.

The second predictive approach was to determine the key factors in
high individual service use. Here the profile of the high user appears

to be a narried Metis who is involved with the child welfare program at
the workerts initiative. Since a high individual score correlates

positively with a high fanily scoïe, knowing these characteristic traits
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of a high user individual would also be helpful in identifying a mutri-
problen fanily.

The above indicates that a beginning has been made in the attempt

to predict out the factors related to high utilization. This will provide

some clues for the process of indenifying the potential problem families.
However the factors used here at most only account for 25% of the variance;
thus there are sti11 many other variables that play an important role
in the phenonena of hearry service use.

It was explained before that the fu11-scale utiliztion nodels

incorporate denographic variables, pîocess variables, census data variables,
psychological test variables, motivational variables, accessibility
variables, health status variables, etc. All of these oï some

conbination of then play a role in the making of a heavy service user.

By being limited to derno.graphic and process vairables, there wil1 auto-

natically be large amounts of unexplained variance.

The purpose of this part of the study was not however to develop

a perfect pred'ictive nodel of heavy utilization. The intent was to t'y
to get some sort of a handle on the prinary elenents of heavy service

use. ft was believed that this could be used in identifying potential
problem fanilies to the Health Centre. This has been achieved, albeit in
a somewhat limited fashion. Tentative profiles have been drawn of the

heavy users. Although it is not much to go on, these profiles night be

used as the basis for identifying a group of clients and initiating sone

forn of preventive service.

This is a beginning use for a beginning infor¡nation systen. As the

systen develops over the years, nore sophisticated methods of analysis
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and predictíon will becone possible. And as this happens, the research

undertaken will have increasing relevance in the plaruring and operation of

the Health Centre.

This is not to say the present study does not have relevance.

In the final chapter, the najor findings and ideas of this analysis and

some of their inplications for the Churchill Health Centre are drawn

together.



CHAPTER 6

SI.]MMARY OF KEY ISSUES

The preceeding data analysis revealed nunerous factors regarding

the characteristics and service use patterns of heavy user farnilies.

This cheuter will highlight some of the key issues that were rai.sed by the

study. It is hoped that these issues will serve as the starting point

for discussions in the Health Centre.

The first issue revealed by the data is that a sna11 percentage

of the Health Centre clients fit the sterotype of the nultirproblen

fanily. This was determined by their consistent heavy use of all Out-

reach services oveï an extended period of tine. The overutilization is

in part a function of the many complex problens faced by these families

and in part a functíon of problems in the service delivery systen

(poor coordination, fragnentation, duplication, etc.). The two factors

conbined cÌeate a spiralling effect and the situation is perpetuated.

The data indicates that the above situation was present in the

Churchill Health Centre at the ti¡ne of the study. This must be checked

against the staffrs perception of present circumstances. Although they

nay have changed sonewhat-over the years, the facts and figures presented

in this study are real; there is room however for somewhat different

interpretations and this should be encouraged.

One way to checking the workerts perceptions is to ask them questions.

Are they awate of the continuous contact of these fanilies with Outreach,

of the involvement of nany workers and prograin areas, and of the total

amount of services provided to each family unit? Whenthey provide extended

services to a person, do they think of hin as a heavy user individual or
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as a member of a heavy user fanily? when they a.re involved with one

family member, do they consider how his behaviour has been affected by

other fanily members and in turn how his behaviour has affected them?

Do the workers realize that these families are extraordinary in the

amount of services they are provided with? Do the workers feel each

service (each contact) is necessary?. Are they av¡are of any overlap with

other progran areas? Do they ever feel frustrated with the laek of

progress? Do they think the divide their services among too many people

and loose a sense of continuity of care?

If the workers respond negatively to the above question, several

possibilities could exist. It could. be that there is a multi-problen

dilerrna in Churchill that the workers are enmeshed in without knowing it.
Ïn this case a straightforward presentation of the fugures might enable

them to recognize the dimensions of the problen. However, if after this,
they stiI1 do not accept a rnulti-problen interpretation, then this whole

assunption should be reconsidered. The figures cannot be changed but

there could be another explanation for then. For instance, it is possible

that the overutilization is j.n fact a result of planned intervention where-

by each of these fanilies requires an intensive multi-service approach.

rf the workers and the families view the services as appropriate and

if it results in improved fanily functioning, then the basic tenet of

this study is proven false. However, ít is extremely unlikely that this

situation could exist for 38 families sinultaneously.

If the workers. respond positively to these questions, then they are

acknowledging that many )elements of a multi-problen situation are present.

Ït may be that they'have never considered it in these tems until the
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situation was presented this way. 0r it nay be that they recognized the

symptons but did not know what alternatives were open to them. In any

case, if the workers realize that they and the farnilies are caught in a

never-ending relationship, then it is 1ikely that they will have the

rnotivation to work their way out of this situation.

If the workers agree that elements of the nulti-problen fanily

dilerrna exist in Churchill, the next step would be to find out what they

know in general about these families and their treatnent. A special

tinservicer training session might be required to supplement their inform-

ation. It is hoped that sharing the experiences, frustrations and ideas

of other agencies who are working with rnulti-problem fanilies night lessen

a defensive reaction on the part of the Churchill workers. Because,

inevitably, it has to be recognized that the perpetuation of the problen

situatíon is a result of both inadequate families and inadequate services.

And it appears that the key to changing the inadequate families lies in

reorganizing and redirecting the provision of services.

The study findings, in conjunction wi.th the literature review,

indicatéd two rnajor areas of service delivery that could be inproved.

The first of these concerns the overall coordination of services. The

analysis pointed out that multiple services and workers v/ere involved

although minimal time was allotted for consultation among them. It

aPpears that information was shared through an infornal comrnunication

systen.

As before, this should be checked against the workerst perceptions.

Are they aware of other programrs involvenent with their fanilies? Do

they feel that some services are being duplicated? Do they believe that
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the services are fragnented? Are they aware of other workerrs activities

with their fanilies? Are they able to appropriately coordinate the

actions of all involved.

Inadequate coordination poses nany problems. When one worker is

involved with multi-problern farnilies, it can be a very exasperating and

enotionally draining experience. To a worker who is only involved with a

single farnily member, it can be like putting a jig-saw puzzre together,

without all the pieces. To the fanily who, individually or together, are

involved with multiple workers, it produces a disorganized and confused

situation.

ft becomes essential to 1) take a look at the nurnber of fanilies on

the workersr caseloads and distribute these more evenly, and to 2) look

at the nunber of workers assigned to a particular fanily and eIi¡ninate

those that are providing duplicate or unnecessary services. The sinplest

way to do this, as discussed in the paper, is to adopt the case conference

approach. In this, all relevant cornmrmity agencies are gathered together,

the fanilyts problens are laid out, decisions are made as to who is to

provide which service, and one individual is assigned the responsibility

of being the 'primary workert who will coordinate all future involvement

with that family. This brings the number of involved workers down to a

rnanageable leve1 and it makes each worker focus on his/her contribution

to the overall treatnent plan while elininating duplicate or irrelevant

s ervic es .

' The second area requiring attention concerns the actual treatrnent

strategy. The data pointed out both strengths and weaknesses in the

actual intervention. To recapitulate, the workers are taking an active
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stance by initiating conta.cts with the clients in their own hones and

focusing on day-to-day practical assistance and support. These are all
cited in the literature as beíng beneficial to multi-problen families.

In other aspects though, the Churchill workers do not conforn to

the techniques cited in the literature. There nay be sound reasoning

behind their actions but to this author the following are areas that

should at least be discussed: the brevity of assessments, the brevì-ty

of nost worker-client contacts, the focus on the individual, the lack of

emphasis on family-based íntervention, the lack of ernphasis on change

oriented techniques, and the necessity of so many rorganizationalt ty?e

contacts with fotherr people in the provision of direct service.

The study also showed that within heavy user families, some members

are high users and some are low users. It would be expected that the

fanilyts problens would involve all family members. It would be

interesting to know how the workers perceive the fanilies and what makes

them focus on certain individuals within theur. What kind of service

could or should be provided to these other fanily members - alone or in
conjunction with the total family group?

In addition to studying Outreach utlization patterns, the study

also looked at nedical utilization pattems. Contrary to the literature,

these multi-problem fanilies did not utilize excessive amounts of walk-in

services nor did their illnesses have a high enotional component.

Compared to national averages, these fanilies were just slightly under

the mean utilization rates. This follows the results of other studies in

which multi-problem fanilies who use nany social services are shown to

underutilize nedical services.
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However, within these fa¡rilies a very interesting distinction was

found between the fanily nenbers. Individuals who were high users of
social services were also high users of medical services; sinilarly
individuals with low social service utilization rates also had. 1ow nedical

utilization rates. We know that social problerns affect all fanily menbers,

we also know that families with social problems have a- 1ot of medical

problerns; it would folIow that the uredical problens could affect all
fanily members. However, only certain individuals within these fanilies
are being identified by medical and social services professionals as

needing help. Thus there could be unrnet needs even within these heavy

user families. This is where a more fanily based intervention would en-

conPass all fanily menbers in assessing the problems and determining the

treatment p1an. Left as it is now, we do not know whether these low

users simply experience less of the family problens, whether they have

special coping skil1s, or whether their needs are being d.rowned out by

more aggressive fanily nembers. The concept of toutreacht usually applies

to whole areas of unnet needs; this shows a case where the centrers
routreacht activities should begin with fainily nembers not yet receiving

services.

The above section has shown that there is fairly extensive medical

involvenent with these heavy user fanilies. Previously we discussed the

necessity of coordinating all the varj.ous Outreach services. It becomes

clear that it will also be necessary to coordinate the Outreach servj.ces

with the nedical services in order to provide the nost effective treatment.

All of the above focuses on ways of inproving the d.elivery of
services to multi-problen families. As inportant as treatment is and will
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always be, the area of prevention holds more pronise. This study demon-

strated an elementary attempt at prediction" If the key characteristics

of multi-problem farnilies can be identified, then the Health Centre could

set uP an early identification systen. Services could be provid.ed to high

risk groups in an attempt to thwart problems before they compoùnd an¿

mu1tip1y. rn this way, families are taught problen solving ski11s and

coping methods be,fore they find thenselves in a chronic state of ma1-

functioning.

This chapter has sumrnarized some of the main issues brought forth
in the data analysis. As they are interpreted to fit the realities of
the actual working experience, they should help clarify which aspects of
the present delivery systen are sound and^ which require modification.

From this it is expected that the Health centre can develop actual

working proposals for change. when these changes are actually incorporated

into the operation of the Centre, then ihe nodel desc'ribed by weinernan

(see page 9) will have come full circle. And as the results of research

studies affect the planning and operation of the health services system,

there should be a rnove towards nore efficient health delivery and. better
functioning fanilies.
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¡t.D.
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Poli ce
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Othcr.
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Â ssessment

Fol low-up
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Group Couns..

Farni 1y Couns.

Consul tati on

Resource Dcv.
Education
Inforrnation
Referral
Case Recording
lra n sporta ti on

f ¡n¡nuní zation
Direct Scrvice
Crisis fntcr-r.cnti on
Cor:urunit v Âdvo-' cec].
Othcr

ùpcc).ry

CA.SE NU}IBER

-qoNr¿gIIlJI
I Clicnt & Family
2 Clicnt
J Farrtily

{ Fricnd

5 H.D"

6 Errpl oyc r/.rp
/ Othcr l','orL'cyTc¿¡o

8 Tcachcr/School

9 Pol ice
O Ot.her Àgcncy

I Foster Parcnt
Other

E'

_l_l tIl_l__l_ll_l
1

z

3

4

5

6

7

8

,

7

3
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5
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/
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9

o

1

2

1
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3

I
5

6

7

ò

9
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It
l2
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PROGRÅ}I .AREA,

Fi na nci al
A l coho1

Day Care

Prcvcnti on

Probati on

Child Welfare
Fanily Services
Co¡¡,¡a. Dcv.

llote Care
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ltedical
Hone Economics
Other

Speci fy

I
2

3

1

5

I
2

3

4

5

6

7

8

I
o

1

,
3

4

5

6
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APPEND]X C

MEDICAL INFORMATION FORM

0utreach Nurnber

CLINIC

Date of Contact

EMERGENCY WARD

Date of Contact

HOSPITAL

Date of Contact

MIISC No. Date of Birth

Reason for Contact prescriptions

Reason for Contact prescriptions

Reason for Contact Prescriptions
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APPENDIX D

CONSENT FORM

We are doing a study to find out what kinds of nedical and social
service care People get fron the Churchill Health Centre. Your family
is one of the fanilies we chose to study.

When we know how you and other families use the Health Centre
services, we will talk about it with the Health centre staff. we hope
this will help then give better service to you and to other families.

After the study is over, uie are going to write a report. No one
will be identj.fied by nane in this report.

C" Hursh - Researcher

I understand what this study is about. I have been assured that
the privacy of my family will be protected in the written report. I
realize that infornation about ny farnily will be discussed with the
Health Centre staff. r give perurission to Mrs. Carolyn Hursh to take
information on all nenbers of ny faurily from the Health Centre fi1es.

Head of Household on
behalf of:
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APPENDIX E

PRIMARY PURPOSE OF I,ÍEDICAL CONTACT - DEFINITIONS

fllness - a physical or mental conditíon, either acute or chronic, i.e.
influenza, psychosis, tonsilitis.

rnitial wound - the fÍrst visit relating to a condition caused by an
accident, poisoning, act of violence, etc.

Follow-up re wound - subsequent contacts to check up on the wound.

Adult Check-up - when patient presents hinself for physical exanination
when there is no apparent reason to do so.

child check-up - same as above except as applies to a child or infant.

Pre-natal Care - refers to all care provided to a woman related to her
pregnancy.

Post-natal Care - the care provided to a wonan during the 6 weeks after
delivery which relate to the delivery.

Elective Surgery - refers to a non-urgent operation.

Non-elective Surgery - refers to a medical operation that requires in¡ned-
iate attention.

Counselling - when the prinary purpose of the contact is for counselling
family planning, etc.

consultation - refers to contacts with a nedical specialist.

Missed appointment - recorded when the patient had a scheduled appointnent
but did not show up for it.

Pt not wait for Dr..- refers to when the patient came
but left before seeing the doctor

for his appointnent

Dr. wonrt see Pt. - recorded when the patient came for appointnent and
was refused service due to patientrs inebriated state.
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APPENDIX F

PRIMARY PROBLEM REQUIR]NG MEDICAL ATTENTION

Diseases of the skin and subcutaneous Tissue - refers to infections orinflamnation of the skin and underlying tissue (includ.ing breastdiseases). Includes various cuts, scràpes and bruises ràsultingfrom rwoundsr.

Diseases of the Special Sense Organs - includes all congenital, inflan-nation, infectious or traunatic diseases related fo uy"r, ears ornose, i.e., otitis rnedia.

Diseases of the Ostero-Muscular System and Connective Tissues - pertainsto problems in the linbs or muscular system such as bursitis,arthristis, pul1ed ligaments, strains, etc.

Diseases of the Nervous. Systern - includes all diseases of the centrarnervous system, i.e., epilepsy, paraplegia.

Diseases of the Digestive Tract - pertains to any anatomical, infectiousor inflamnation disease within the digestive tract, i.;., dentaldecay, diverticulitis, cirrhosis, panõreatitis, et;
Diseases of the Respiratory Systern -of the respiratory tract, i.€.,

influenza, lung tunors, etc.

Alcoholism, DTts - refers to alcohol related conditions, i.e., iniebriation,withdrawal slurptons.

Genito-urinary - includes all diseases of the urinary system, i.e.,vaginal infection, prostrate lesion, syphillis, gôrrorrúur, tumors,. etc.

covers acute and chronic psychological
functional psychoses, misaãaptatioã,

involves acute and chronic conditions
pneunonia, bronchitis, asthrna,

Mental and Psychologic problems -
conditions, i.ê, senility,
ô+^v çv.

Diseases of the Circulatory Systen - refers to conditions that affect theviens, arteries, or heart, i.e., coronarJr arterio sclerosis cardiacdeficiency, etc.

Broken Bones - single and nultiple fractures.

Tr:mors - refers specifically to lesions and growths.

Ïnfectious Diseases - includes diseases of infectious or parasite origin.
Endocrine Glands, Nutrition and Metabolis¡n Díseases - refers to endocrinicdiseases such a diabetes or obesity, thyroid diseases, and allhealth problens related to deficieni nourishnent
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Pregnancy - refers to all visits during pregnancy rvhether normal or withconplications. Also includes initial post partum visit.
Newborn - refers to medical treatrnent provided for a newborn infant.
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APPENDIX G

MULTIPLE REGRESSION ANALYSIS

W]TH TI.IE CHURCHILL DATA

Multiple regression analysis is used to isolate the particular

conbination of independent variables (predictors) that account for the

greatest amount of variance in the dependent variables. To do this,
each i-ndividual in the sanple must have a single score (or value) for each

predictor and for the dependent variable. This is quite straightforward

with the demographic data: an individual is scored either male or fenale,

either narried or single, etc. Thus he has only one value for each

predictor variable.

However, this does not apply to the other variables. All of the

process infornation is gathered by a succession of contact forns which

are not computed into any total scores. For instance, the dependent

variables here rtotal usage scoret or rfanily usage scoret are not recorded

anywhere; they can only be derived by literal1y counting up the total

nurnber of contacts for a given individual. Sinilarly, the infornation

for each individual is contained on a number of contact forms. And,

furthermore, the values on these variables differ fro¡n forn to form ie.

an individual is not consistently seen for the same reason - on one

contact form it nay be for assessment, on another for counselling, on

another for information, etc.

The first step is to aggregate this infornation into some meaningful

form for each individual in order to determine: 1) which program area

he used most frequently, 2) what the prirnary reason for his contacts

was, and 3) who initiated most of his contacts. These are, of course, the



modal scores (the most frequently occurring score).

By using contingency tables, it was possible to get an ind.ividual

breakdown of scores according to program area, Reason for contact, and

Initiator of contact.

168 
"

family 732091

Total usage

(1)

P.H.

father 100 11

nother 200 78

child 301 2

* the fanily number
of demonstration -

PERSON BY PROGRAM BY FAMTLY*

(2) (3) (4) (s)
Alc. Prob. C. W. F. S.

(6)

0ther
scole

61007281
140361L02
01682463203

and the data provided are rrnade upr for the purposes
they are not real data.

Sinilar printouts were obtained for the Reason and Initiator break-

downs. Fron these it was possible to extract the nodal categoïy for each

individual and his total usage score (the dependent variable). A new set

of data cards were then typed as follows:

732091 100
732091 200
732091 301

Total
Usage
Score

Most
Freq.
Progran

2

1

3

Most
Freq.
Reason

Most
Freq.
Initiator

081
I02
203

5

5

2

2

2

1

These cards then becone the input for the

the above example does not show the demographic

included on the real data cards).

regression runs

variables which

(of course,

were
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APPENDIX H

DEMONSTRATION OF EFFECT CODING

D1 D2 D3 -D4 D5 D6 D7 D8 D9 Dl O D1l
R1 I
R2 1

D1R31¡¡ R4 1

R5 1

R6 1

R1 0
R20

DrR30LL R4 o
R50
R60

0
0
0
0
0

000100000
000010000
000001000
000000100

0

1

1

1

I
1

1

00
00
00
00
00
00
00
00

0
0
0
0
0
0

-1
-1
-1
-1
-1
-1

0
0
0
0
0
0

0
0
0
0
0
0

0
0

0
0

0
0

1

I
1

1

1

1-

0000010
0-1-1-1-1-1_1

I1

100000
010000
001000
000100
000010

-1 -1 -1 -1 -1 -1
100000
010000
001000
000100
000010

-1 -1 -1 -1 -1 -1

P3

000
000
000
100
010
1 -1 -1

000
000
000
100
010
1 -1 -1

000
000
000
100
010
1-1-1

0
0

1

0

0
-1

0
0
1

0
0

-1
0
0
1

0
0

-1

10
01
00
00
00
1 -1

10
01
00
00
00
1-1

Rl 0010
R20010
R30010
R40010
R50010
R60010

Rl 0001
R20001
R30001
R40001
R50001
R60001

P4

R1 000
R2000

DcR5000¡J R4 o o o
R5000
RóOOO
R1 -1 -1 -1
R2 -1 -1 -1

tl R3 -1 -1 -1ro R4 -1 -1 -I
R5 -1 -1 -1
R6 -1 -1 -1

-1 1

-1 0

-1 0

-1 0

-1 0

-1 -1

0
1

0
0
0

-1

This coding would be repeated twice more downwards to nake 12 and 13. Of

course these are only the first 11 vectors, there are 46 more, if the whole

desiga was being shown.
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APPENDIX I.1

DIjMMY VARIABLES

DEMOGRAPHIC PREDICTORS -

Dl Male

D2 Female

D3 Ages 0-5

D4 Ages 6-12

D5 Ages 13-17

D6 Caucasian

D7 Treaty

D8 Metis

D9 Male/Ages 0-5

D10 Males/Ages 6-12

Dl1 Males/Ages L3-L7

DIz Males/Caucasian

Dl3 Males/Treaty
D14 Males/Metis

D15 Fenale/Ages 0-5

D1ó Fenale/Ages 6-12

D17 Fenale/Ages 13-17

D18 Female/Caucasian

D19 Fernale/Treaty

D20 Fenale/Metis
DzI Ages 0-S/Caucasian

D22 Ages O-S/Treaty

D23 Ages O-S/Metis

D24 Ages 6-12/Caucasian

D25 Ages 6-L2/Tteaty
D26 Ages 6-12lMetis
D27 Ages 13-17/Caucasian

D28 Ages 13-17/Treaty
D29 Ag es 1 3- 1 7 /Metis

CHILDREN
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APPENDIX I-2

DUMMY VARIABLES

DEI"f0GRAPHIC PREDICTORS - ADULTS

D1 Female
D2 Male
D3 White
D4 Treaty
DS Metis
D6 Ages 18-34
D7 Ages 35-49
D8 Ages 50-64
D9 Ages 65 +
Dl0 Single
D11 Married
DIz Div/Sep.
Dl3 Widowed
D14 Fenale/white
D15 Fenale/Treaty
D16 Female/Metis
DI7 Fenale/18-34
Dl8 Fenal e,/ 35-49
Dl9 Fenale/50-64
D20 Fenale/65 +
DzI Fenale/single
D22 Fenale/narried
D23 Fenale/div./sep.
D24 Fenale/widowed
D25 Male/white
D26 MaIe/Tteaty
D27 Male/Metis
D28 Male/ages 18-34
D29 Male/ages 55-49
D30 Male/ages 50-64
031 Ma1e/ages 65 +
D32 l"fa1e/single
D33 Male/married
D34 Male/div. /sep.
D35 Male/widowed
D36 Caucasian/18-34
D37 Caucasian/35-49
D38 Caucasian/50-64

Caucasian/65 +

Caucasian/sing1 e
Caucas ian/narri ed
Caucasian/div./sep.
Caucas ian/widowed
Tteaty/L8-34
Txeaty/ 35-49
Txeaty/50-64
Treaty/65 +

Treaty/ singl e
Treaty/married
Treaty/ div. /sep.
Treaty/widowed
Metis/ 1 8- 34
Metis/55-49
Metis/ 50- 64
Metis/65 +

Metis/single
Metis/narried
Metis/div./sep"
Metis/widowed
Age 18-34/single
Age 18-34 /married
Age 18-34/div./sep.
Age 18-S4/widowed
Age 35-49/single
Age 35-49/married
Age 35-49 / dív ./sep.
Age 35-49/widowed
Age 50-64/single
Age 50-64/married
Age 50-64 /div./sep.
Age 50-64/Widowed
Age 65 +/single
Age 65 +/married
Age 65 +/div./sep.
Age 65 +/widowed

D39
D40
041
D42
D43
D44
045
D46
D47
D48
049
D50
D51
DS2
053
D54
055
Ds6
057
D58
D59
D60
061
D62
D63
D64
D65
066
D67
D68
D69
070
D77
D72
D73
D74
D75
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APPENDTX I-3

DUMMY VARIABLES PROCESS PREDICTORS

CHTLDREN AND A.DULTS

Dl Public Health
D2 Alcohol Services
D3 Probation Ê Parole
D4 Child Wefare
D5 Fanily Services
D6 Assessment
D7 Fo1low-up
D8 Counselling
D9 Inforrnation
D10 Direct Service
D11 Client initiated
DIz Worker iniriated
013 Public Health/Assessnent
D14 Public Healrh/Fo1low-up
Dl5 Public Health/Counselling
D16 Public Health/Inforrnation
D17 Public Health/Direcr Service
D18 Alcohol/Assessment
019 Alcohol/Fo11ow-up
D20 Alcohol/Counselling
Dzl Alcohol/Infornation
D22 Alcohol/Direct Service
D23 Probation/Assessment
D24 Probation/Fo1low-up 

.DzS Probation/Counselling
D26 Probation/Infornp.tion
D27 Probation/Direct Seryice
033 Family Services/Assessment
D34 Family Services/Fo1low-up
D35 Family Services/Counselling
036 Family Services/Information
D37 Family Services/Direct Service
D28 Child Welfare/Assessnent
D29 Child Welfare/Fol1ow-up
D30 Child Welfare/Counselling
D31 Child Welfare/Information
D32 Child Welfare/Direct Service
D38 Client Initiated/Public Health
039 Client Initiated/Alcohol
040 Client Initiated/Probation
D41 Client Initiated/Child Welfare
D42 Client Initiated/Fanily Services
D43 Worker Initiated/Public Health
D44 Worker Initiated/A1coho1
D45 Worker Initiated/Probarion
D46 Worker Iniriated/Child Welfare
D47 Worker Initiated/FamIIy Services
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D4B Client
D49 Client
D50 Client
D51 Client
D52 Client
D53 Worker
D54 Worker
D55 Worker
D56 Worker
D57 Worker

Initiat ed/Asses sment
Initiated/Fo1 1ow-up
Initiated/Couns e1 1 ing
Init iat ed/ Infornat ion
Initiated/Direct Service
Init iat ed/As s es snent
Initiated/Fo1 low-up
Initiat ed/Couns el 1 ing
Init iat ed/ Tnfonnat ion
Initiated/Direct Service
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DUMMY

DEMOGRAPHTC AND

APPENDIX I-4

VARIABLES

CHILDREN

PROCESS VARIABLES

AND ADULTS

D1 Female

D2 Male

D3 Caucasian

D4 Treaty
DS Metis

D6 Age 0-12

D7 Age 13-17

D8 Age 18-34

D9 Age 35-49

D10 Single
D11 Married
D72 Div/Sep.

D13 Widowed

D14 Publie Healrh
015 Alcohol
Dl6 Probation
DL7 Child Welfare
D18 Fanily Services
019 Assessnent

D20 Fo1low-up

D2I Counselling
D22 Infonnation
D23 Direct Service
D24 Client Initiated
DzS Worker Initiated
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APPENDIX J

There are several factors that should be taken into consideration

prior to doing multiple regression analysis. The first is whether or not

the data is linear. When the data is continuous, trend analysis is used

to describe the nature of the nonlinearity ín the data. However, categ-

orical variables (and the dr:nmy variables that represent them) are not

continuous and thus lineatity has no neaning here.

The next itern to consider is the subject of shrinkage. If the

regression weights from one sample are applied to the scores of another

sanple, and predicted scoïes are corïelated. with observed scores, the

resulting R is alnost always snaller than the initial R. This is the

phenonena of shrinkage. It ¡neans that the original Multiple R has

been overestimated. One of the principle reasons for this (and it
certainry applies here) is a large subject/predictor ratio.

The amount that the nultiple R is inflated can be estinated by

perforrning a cross validation. This either requires two sanples or

randomly splitting one sample into 2 groups. since we do not have two

sanples, and since the 'nr per group is rather sma11 to consider splitting,
the author decided not to use a cross validation approach. ïnstead, r^ie

will use the Multiple R given in the SPSS program that is fadjusted'

for a shrinkage factor.

Another area of concern is the non-orthogonality of the d.esign.

Since this was not an experinental study, it was inpossible to control the

nurnber of individuals assigned to each cell. This means that the design

is non-orthogonal (unequal nts). wtren the nrs are equal, there are no

intercorrelations between tïeatnent effects and interactions, the parti-
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tioning of the sums of sguares is unanbiguous, and the order of entry

into the regression equation is unimportant. However, none of this

applies when the nrs are unequal as they are here. The unequal n's

create correlations among the effects and the order of entry into the

equation becomes of prime importance.

There are several ways of dealing with the shared variance created

by the intercorrelations. In the present study, it was decided to use a

free floating stepwise regression. This means that the variance in connon

will be attributed to whichever effect makes it into the equation first*.
The parameters were set so that a maxi-nurn of 25 variables could enter the

equation, and F to enter** was set at .50, and the minimum tolerance***

was set at .10.

* The other possibilities are 1) renove the comnon variance and attribute
it to neither effect ot 2) force order the variables into the equation
according to an a priori causal ordering so that the variance gets
atributed to what is considered to be the 'pre-existing' variable.

** F' to enter: refers to the F statistic determining the significance
of a predictor variable if it were to be the next oné to be added
to the regression equation. Here a variable must excede an F of.50
before it could be entered into the equation.

*** Tolerance: refers to the portion of the variance in a pred.ictor
variable that is unrelated to other predictors. Here only I0% of a
predictorrs variance is required to be unique or uncorrelated with
the other predictors.
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