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ABSTRACT

This paper discusses several issues regarding health status assess-
ment for purposes of evaluation of medical care delivery. The issues
include: 1) reasons for health status assessment, 2) the nature and
number of health concepts that can be measured, and 3) some of the impli-
cations of various measurement strategies. The Health Insurance Study
(HIS), which The Rand Corporation is conducting for the Department of
Health, Education and Welfare, is offered as an example of a social
experiment in which the measurement of health will aid in policy decisions
about how medical care should be delivered. Solutions to the problems
of health status assessment for purposes of the HIS are offered as
examples that may have general applicability. It is argued that:

1) the use of health care services, which in the past has been treated as
an outcome measure, is not sufficient, i.e., more use doesn't imply
better care; 2) an omnibus approach to the conceptualization and measure-
ment of health status is required; 3) differences between disadvantaged
and nondisadvantaged groups with respect to the reliability and validity
of scores computed from survey measures of health must be kept in

mind; and 4) self-ratings of health should be given greater emphasis

in evaluating medical care.
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Health, defiﬁed as physical and mental well~being, appears to be
the most salient human value in America today.1’2 When asked to rank
the importance of 18 end states or guiding principles of life, adults
in five independent studies ranked health first more often than each of
17 other values including National Security, Salvation, Freedom and
Love.3 The striking salience of health as a value in relation to other
human values suggests that health needs are not being satisfactorily met
and that health problems constitute an important constraint on the quality
of American life. Consistent with this interpretation is the finding that
the health care disadvantaged (i.e., the less healthy and those who are
less able to gain access to health care services when they are needed)
tend to value health most highly. The health care disadvantaged also tend
to be the disadvantaged as defined by socioeconomic criteria; i.e.,
they are less educated,'poorer and older.

Given the salience of health, it is not sufprising that the fin-
ancing of heélth care is among the most critical policy issues in
America today. One way to evaluate the effects of policy options
regarding health care delivery and financing would be to compare options

in terms of their effects on use of health care services. However,
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estimates of differences in use of health care services as a function of
differences in cost—sharing would not, alone, be satisfactory for purposes
of evaluating policy options. Rather, direct estimates of effects of
differences in cost-sharing on health status are required. Why is this
so? If the relationship between use of health care services and health
status outcomes was strong, then measures of use of health care services
might provide an adequate approximation of effects of cost sharing on
health. However, knowledge of the quantity of use of health care ser-
vices provides little insight into the quality of care given. Further,
care of optimal quality and quantity has not been adequately linked to
health status outcomes. Thus, direct measures of healtﬁ status outcomes
are required in order to evaluate policy options regarding health care

financing.

THE CONCEPTUALIZATION OF HEALTH

What is health? As we have noted above, health is one of the most

sought after end states or guiding principlés of life. Health is also
a state of being with extremes of perfect health and death. Perfect
health can be considered as the ideal or optimum state in which every
cell and organ as well as the organism as a whole is functioning
perfectly.

Attempts have been made to characterize optimal health in terms of
distinguishable health components, the absence of illness and the
achievement of positive well-being. For example, consiaer the concep-
tualizations offered by the World Health Organization (WHO) and the
American Public Health Association (APHA). The WHO has defined three
dimensions or components of health including physical, psychological, |
and social well-being. The WHO definition implies that optimal health
is a state characterized not only by the absence of physical, psychological,
and social limitations but also by achievement of a positive state with
respect to éll of these health components. It has also been suggested

that physiologic health, which denotes the state of individual organs



of the body, should either be added into the concept of physical health

or considered a fourth dimension in addition to those defined by the

WHO.4

A number of measures which appear to define one or more of the

major components of health, as defined by the WHO, have been published,
including measures of physical health,s_8 psychological health,g_22 and

11,22-26 Measures of functional limitations due to health

27-32

social health.
seem to be tapping both physical and social components of health.
A very comprehensive approach to the quantification of physical,
psychological and social function and dysfunction is that being under-
taken using the Sickness Impact Profile.33—35 Although good measures
of more than one of the major health components are infrequently
included in the same study, some information about the relationships
among measures of health components is available. A positive relation
between measures of psychological and social components of health has
" been reported23—25 and a positive relationship between measures of
physical functioning and psychological components of health has been
reported.19 Furthermore, there is support for the conclusion that
three components of health éan be distinguished even when the same
method of measurement is used. Factor analyses of correlations among
ratings of the importance of health states yield correlated factors
corresponding to physical, psychological, and social components of
health.'36 The positive correlations among measures of health status
components, when measures of more than one component are included in
the same study, are consistent with the notion of a general underlying
health factor. R

The American Public Health Association (APHA) has defined four
levels of health which can also be viewed as a hierarchy of the goals
of medical care. The goals at the four levels are: (1) conservation

of life, (2) prevention, control and treatment of serious morbidity,

(3) prevention, control and treatment of minor morbidity (illnesses



that cause inconvenience, annoyance, economic loss) and (4) attainment
of positive well-being (vigor, happiness, etc.).

The APHA levels and goals appear to be optimal and not necessarily
consistent with current medical care practices. Mdst medical care
activity in America has been directed toward the first two APHA goals,
namely, conservation of life and the prevention of serious morbidity.
Medical care in the future may be directed more toward goals three
and four, namely, the prevention and treatment of minor morbidity and
promotion of positive well~being. The treatment of all serious mor-
bidity may not be cost effective in the future. Rather, it may be
that the total amount of suffering in America, due to poor health,
will be reduced more vis-a-vis prevention and treatment of minor
morbidity and promotion of positive well-being as opposed to treatment

of all serious morbidity.

ALLOCATION OF MEASUREMENT RESOURCES

Given that physiologic and physical, psychological and social
components of health should be measured, it does not necessarily follow
that measurement resources should be evenly divided among the three
components. Other considerations are involved in developing a total
measurement strategy, including the extent to which: 1) medical care
can change or affect each component, 2) variability in scores for each
component occurs in the general population, and 3) the relative payoff
from changing each componeﬁt is the same. With respect to the third

consideration, the aésumption of equal payoffs is plausible.

Effects of Medical Care

One primary question in determining the emphasis of measurement is
the degree to which the component(s) of health selected for measurement
are likely to be affected by the medical care system. Attainment of

positive well-being (stage four as defined by APHA) and high scores for



psychological and social components of health (as defined by WHO) involve
phenomena of society beyond the control of medicine (e.g., transportation,
education, entertaimment, and so on). Clearly medical care, as practiced
in America today, impacts most on physiéal health and to a lesser degree
on psychological and social health; therefore, greater emphasgis should be
placed on measurement of physical health.

Interest in positive well-being and the psychological and social
components of health becomes only secondary. The goal of measurement
in the latter two areas is to better understand whaf contributes to
positive well-being and the relationships among scores for the health
components. Even though social and psychological aspects of well-being
may be given little attention by the formal medical care system, some
increase in their undersfanding may be helpful in progressing from a
"quantity" to a "quality" of life concept.

The same logic applies to the allocation of measurement resources
within a major component of health. For example, within the psychological
components of health, conditions or diagnoses thought to be most suscep-
tible to intervention by the formal medical care system should be empha-
sized. Specifically, resources should be allocated first to the measurement
of depression, anxiety, and disruption of self-control over thought and
behavior.

Finally, it should be noted that not all effects on health can be
detected in any one experiment. For example, constraints on sample size
and study duration are likely to preclude a look at the effects of
differences in medical care on mortality. On the other hand, measure-
ment of changes in serious and minor morbidity can be accomplished in

a large scale social experiment.

Variability in Health Scores

A second consideration in the allocation of measurement resources

is the amount and nature of variability in the distribution of scores for



each health measure. The distribution of health scores is, of course,
largely a function of how health is defined and measured. Before dis-
cussing some implications of this phenomenon, let us clarify the extent
to which score distributions differ. Consider, for example, the distri-
butions of scores for scales to measure chronic functional limitations
(constructed according to the criteria of Guttman scalogram analysis)

and a scale to measure the perception of health (comstructed according

to Likert scaling criteria) in a sample of approximately 1200 adults.
When health was defined as the absence of each of three kinds of func-
tional limitations, approximately 90 to 98 percent of respondents enjoyed
perfect health. A perfect score for each scale means that the respondent
reported none of the chronic functional limitations defined by the scale
items. In contrast, only seven percent of the same respondents had
perféct scores on the scale to measure health status perceptions. A
perfect score on the latter scale means that the respondent chose the
most favorable rating on every item. These differences in score distri-
butions have certain implications for health measures. First, conclu-
sions about the proportion of persons who enjoy perfect health will vary
greatly and perhaps erroneocusly as a function of the measurement technique
employed. Second, the power of statistical techmniques in a given study
may vary greatly during hypothesis testing. Obviously, persons who have

perfect scores at the beginning of a study cannot better their scores.

MEASUREMENT OF HEALTH

The preceding comments have been directed at conceptual issues

relevant to policy research in medical care delivery. Arguments pertaining
to why health should be measured, what (about health) should be measured,
and the allocation of measurement resources have been offered. The
comments below pertain to issues invoived in how health should be
measured.

There aremany issues involved in deciding how health should be

measured. The development of a total measurement strategy occurs



best within the context of the requirements of a specific investigation.
Therefore, for purposes of this paper, solutions to the problems of

health status assessment will be discussed in the context of a particular
study, namely, the Health Insurance Study (HIS) which The Rand Corporation
is conducting for the Department of Health, Education and Welfare. Let

us begin with a brief summary of the HIS.

The Health Insurance Study

The HIS37 is a large scale social experiment designed to assess
how alternative insurance plans varying in cost-sharing arrangements,
affect: 1) the demand for medical care services, 2) the health status
of individuals, and 3) the quality of medical care. The experimental
sample includes approximately 7500 individuals in 2200 families drawn
from four areas of the country. Participants in the study are enrolled
for a period of either three or five years. Low income families are
being oversampled. Families are randomly assigned to 15 different
insurance plans plus a control group. Eligibility for participation
is quite broad. The only ineligible people are those 62 years of age

and older, members of the military, and persons confined to institutions.

Omnibus Measurement Strategy

For reasons noted above (e.g., the need to measure more than one
éomponent of health and competing measurement strategies), an omnibus
approach to the conceptualization and measurement of health in the HIS
has been implemented. Adequacy of measurement has been taken, then, to
be synonymous with comprehensiveness of measurement. Furthermore,
because of the overlap between scores for components of health (physical,
psychological, and social), a comprehensive battery is required to
interpret experimental effects. This requirement holds true even when
interest is limited to one of the major health components. Consider

the following example. If more .generous health insurance is observed



to produce a change in physical health, correlations between physical
health measures and measures of other health components must be taken

into account in order to be confident that the apparent effect on physical
health is being properly interpreted. Therefore, regardless of whether one
or three major components of health are of interest it seems that a
comprehensive battery is necessary in order to control for the corre-

lations among measures of health components when results are interpreted.

Sources of Health Information

Community health and health levels for specified populations can,
in some instances, be estimated from available data regarding rates of
mortality and serious morbidity. The wvalidity of such data as an
indicator of health has been questioned, and practical constraints
limit the utility of health data that are part of the public record.
For example, differences in scores for available indicators are certain
to reflect the effects of many factors, only two of which are the struc-
ture and process of medical care. ‘

Therefore, in order to place persons along the health continuum
for purposes of experiments in medical care delivery, observations of
health status by trained personnel and survey measures of health are
required on an individual basis. Observations by trained observers
are usually referred to as objective health measures and some survey
measures of health are referred to as subjective health measures.

Since there are many ihconsistencies in the labeling of objective and
subjective health measures, the various measurement strategies are

best labeled in terms of how data are gathered, e.g., by self-report

or independent observation, and without anticipétion of their reliability,
validity or even their objectivity.

A good source of information regarding physiological health is a
multiphasic screening examination in which trained personnel use stan-—

dardized measurement methods. Estimates of disability days can be



obtained, with reliance on very short recall periods, from a weekly or
biweekly summary of a diary which is kept by the individual. Information
regarding functional limitations, physical abilities, psychological
symptoms, social participation and perceived health can be obtained

from self-administered questionnaires, in most cases, with satisfactory

results.

The Construction of Health Measures

Once all the issues discussed above have been considered, the
method of operationalizing the health concepts must be selected.
Wherever possible, available measures should be used, reflecting the
"state of the art" of measurement which prevails at the time the
research is conducted. Frequently, however, measures of sufficient
reliability and validity are not available for all health concepts of
interest. Given that only sparse resources are availéble for measure-
ment research, the opportunity of a large social experiment should be
used as much as possible to improve the reliability and validity of
health measures. Such studies will not only insure that measures have
met reliability and validity criteria for purposes of a particular
investigation, they will also contribute to an improved understanding
of measurement practices.

Recent innovations in health status assessment include the con-
struction of standardized health scales from survey measures. These
scales seem to represent improvements in the reliability and validity
of health scores and the comparability of survey measures across studies.
Use of health scales contrasts with the common procedure of computing
a health score from the response to a single questionnaire item. TUse
of single-item health scores appears undesirable from the point of view
of both reliability and validity;38 single-item measures are less likely
to achieve minimum standards of score reliability (particularly in
studies involving disadvantaged persons) and, in certain instances,

seem to be more highly correlated with estimates of response bias than
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are balanced standardized scales. Examples of survey measures of health
status constructed according to scaling criteria are the functional

limitations measures described by Bush and others,'27_32 the Sickness

Impact Profile.,33_v35 and scales to measure health status perceptions.

31,38,39
Existing measures of health status differ with regard to the component

of health which is measured; some appear to primarily measure one component

(physical, psychological, or social). Healtﬁ scales also differ with

respect to the method of placing people on the health continuum or into

health categories. Some methods define health as the presence or

absence of negative states; others représent attempts to include the

extent to which positive health states are present. It is important to

keep in mind that a score computed from a health status measure 1is

likely to reflect both the particular health component being measured

and method of measurement. Therefore, in addition to sampling measures

of different health‘components, it is important to sample methods in a

study like the HIS. This is particularly true with respect to the

assessment of physical health, where a wide range of different methods

are currently being advocated. Although many of these methods are being

thoroughly studied, these studies are usually conducted in parallel.

Thus, we know little about the relationships among the measures.

Reliability of Health Scores

The reliability of health écores, particularly those computed from
survey measures of health status, does not appear to have been thoroughly
studied. Reliability estimates based on our studies of the interrelation-
ships among items within a scale indicate that scales to measure physical
gbilities, chronic functional limitations due to health and health status
perceptions are quite reliable. Scores for functional limitations and
health status perceptions also appear to be fairly stable over time.
Findings regarding the stability of health scores suggest that analyses

of data from repeated measures of health in a longitudinal experiment

like the HIS are likely to improve the precision of hypothesis testing.
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An issue that has not been adequately addressed is the extent and
nature of differences in the reliability of health scores across subgroups
of study populations. Reliability coefficients are only rarely computed
separately for groups within total study samples. Our studies of the
internal consistency reliability of health status perceptions scores
indicate that scores are consistently and notably less reliable for
groups of disadvantaged persons than for the nondisadvantaged.38 The extent
of these differences must be studied further for measures of other health
concepts and for health scores derived from a variety of common scaling

methods.

Validity of Health Scores

An important issue in the selection of a health measure is the
validity of the scores it yields. Resulting scores should reflect
differences in health status for persons manifesting a wide range of
medical problems or diagnoses. The HIS provides an excellent oppor-
tunity to improve understanding of the wvalidity of new and commonly used
health status measures, by studying the interrelationships among a wide
range of health status scales known to yield reliable écores. Two
validity issues have already surfaced during preliminary analyses of
HIS data. The first concerns the validity of health measures across
diagnoses, i.e., Are health status scores equally valid for persons
with different medical probleﬁs? The second concerns the wvalidity of
health scores across subgroups of study populations, i.e., Do health
status scores have the same meaning for disadvantaged and nondisadvantaged
_ persons?

In studies of cross séctions of the general population, one should
not rely entirely on health status measures that. focus on specific
medical problems or diagnoses. Preliminary findings indicate that
measures of functional limitatioms, despite the fact that they appear

to define generic cateogries of human functioning, may be more sensitive
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to the presence or absence and severity of certain medical problems
or diagnoses than for others.40 Measures of health status perceptions,
on the other hand, may reflect the presence or absence and severity of
a wide range of diagnoses and problems (including problems of a psycho-
logical nature).

On the other hand, important differences in health status may not
be detected if only generally applicable measures are relied upon.
For example, for asthmatic patients, gross differences in séverity of
illness may be detected by general measures of health status perceptions,
functional limitations, or physical abilitiesj such measures may, there-
fore, have some usefulness as outcomes in the evaluation of medical care
for asthmatic patients. However, these measures may not adequately
detect important differences in the number and duration of asthma
attacks, the extent of wheezing between attacks, breathlessness, feelings

' Measurement of the latter phenomena may be necessary in

of "tightness.'
order to precisely assess differences in health status for asthmatic
patients. The optimal balance between the validity of health measures
across a wide range of medical diagnoses and problems and the advantages
of precise measurement of specific symptoms remains to be defined.
The importance of a solution to this problem has been acknowledged and
solutions are currently being investigated.41

The second validity issue concerns the extent to which interrela-
tionships among health status measures are the same for subgroups within
the general population. Since information about the relationships among
health status measures is used to determine the validity of each measure,
it is important to know the extent to which observed relationships are
generalizable. Our preliminary findings regarding the generalizability
of such validity findings across disadvantaged and nondisadvantaged
groups suggest that important differences in the meaning of scores
computed from health measures may exist.42 For example, measures

of disability days are much less related to mental health concepts in

disadvantaged groups than in nondisadvantaged groups. Thus, differences
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in health as defined by disability days may reflect mental health phenomena
to a greater extent for the nondisadvéntaged than for the disadvantaged.

THE HIS HEALTH ASSESSMENT STRATEGY

One example of a health status assessment strategy in a large scale

social experiment is that being used in the HIS. Selected groups of
health variables being measured in the HIS are presented in Figure 1.
Included are over 100 variables pertalning to physiologic and physical
health, psychological health, social health and general health status
perceptions. A Variety of data gathering methods are being used,
including (a) the observations of trained observers, (b) responses to
questionnaires which are self-administered annually, and (c) biweekly
summaries from health diaries. '

Physiologic Health. Physiologic health pertains to the actual

condition of the organ systems of the body. Observations regarding the
actual condition of organ systems are being made by trained observers
using 51 standardized procedures during multiphasic screening examinations.
Included are laboratory tests of blood and urine samples, chest x-rays,
and examinations of eyes, ears, teeth and skin.

Physical Health. . Physical health pertains to the response of the

organism (as a whole) to the condition of the organ systems. If the
organ systéms are deteriorating, physical health is the physical expres-
sion of that deterioration in the entire organism.

Functional Limitations due to health pertain primarily to problems
with the physical functioning of respondents. Three kinds of activity
which could be affected by limitations in physical functioning have
been defined: 1) mobility, 2) physical activities, and 3) social
role activities (including self-care activities). Social role includes
activities typical for an individual of a given age. Physical activities
pertain primarily to body movement capabilities such as ability to walk,
stoop, or bend. Mobility refers to a person's ability to move around,

within both the house and the community. As previously noted, one or
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Figure 1

SELECTED HIS HEALTH MEASURES

Number Type Number
Concept of Scales of Scale of Ttems Data Source
Physiologic Health to be - 51 multiphasic
determined screening exam
Physical Health
Functional Limitations
Social Activity 1 Guttman 4 self-administered
questionnaire
Physical Activity 1 Guttman 5 self-administered
questionnaire
Mobility 1 Guttman 4 self-administered
questionnaire
Physical Abilities 3 Likert 26 self-administered
questionnaire
Disease Conditions 23 Weighted 313 self-administered
(tracer method) questionnaire
Symptoms List to be - 27 self-administered
determined ~ questionnaire
Disability Days - - - bi-weekly modi-~
fied diary
Psychological Health
Anxiety 1 Likert 14 self-administered
questionnaire
Depression 1 Likert 21 self-administered
questionnaire
Behavioral/Emotional 1 Likert 3 self-administered
Control questionnaire
Soctal Health to be Likert 11 self-administered
determined questionnaire
Health Perceptions 5 Likert 32 self-administered

questionnaire
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more of these scale scores may reflect differences in psychological or
social components of health in addition to physical functioning.

The Physical Abilities measures attempt to quantify the extent and
severity of possible restrictions on the respondent's ability to engage
in normal physical behaviors. Included are behaviors ranging from
dressing oneself to engaging in sports such as swimming, bowling, and
golf.

Disease Conditions are defined by over 300 items representing a
subsample of 23 medical problems or diagnoses that can result in mild
to severe disability. Excluded are conditions which rapidly lead to
death. Included are those for which health care would be expected to
be useful in terms of either alleviating symptoms or curing conditions.
High blood pressure is an example of one condition which is included in

. this battery. Disease conditions are measured using the tracer method.40

Disability Days réflect both sickness itself and the willingness
of a person to adopt the sick role. The former concept is defined in
terms of the extent to which a person feels able to function as well as
usual. The latter concept is defined as the extent to which feelings
of disability are translated into sick role behaviors (e.g., by reducing
activities or by staying in bed).

The Symptoms List is directed at easily recognizable (generally
acute) problems (such as colds, diarrhea or backache). These problems
are expected to account for a large proportion of the morbidity a
"healthy" person experiences over a period of time. Since most of
the HIS population is expected to be "healthy," these common problems
could potentially show the greatest differences among experimental
groups.

Psychological Health. Psychological health is being assessed

through a battery of items hypothesized to measure three concepts:
1) anxiety, 2) depression and 3) behavioral/emotional control. Items
have been designed to allow construction of bipolar43 scales for

each concept as well as for general psychological well—-being.21
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Social Health. Social health pertains to several kinds of social

participation variables, including: 1) nature and number of contacts
with friends and relatives, 2) membership in voluntary groups, and 3)
attendance at voluntary group meetings (including religious services).
Respondents aré also asked to rate how well they are getting along
with others. '

Health Perceptions. Health has also been defined as the respondent's

own feeling or belief about personal health in general. For example,
perception of personal health can be defined as the extent of agreement
with statements like "I am not as healthy now as I used to be." The
point of view of the respondent about his or her own health is unques-
tionably very important regardless of the extent to which perceptions
38,39

Thus,

scales to measure health status perceptions are an important part of the

are consistent with other information about health status.

HIS health assessment strategy. These scales measure perceptions regarding
prior, current, and future health as well as current worry or concern
about health and response to health state. The scores computed from -
these scales have a number of desirable properties: they are reliable,
valid (in relation to a wide range of other health scores as well as

use of health care services), and are among the least diagnosis-specific
health measures.38 Furthermore, because of the techniques that can be
employed in constructing rating scales, their score distributions are
not markedly skewed as is the case with most functional limitations

and physical abilities measures. Thus, health perceptions scales are
sensitive to differences in health for a much greater proportion of the

population of interest.

Respondent Burden

Little is known about the effects of questionnaire length on data
quality. The prevailing opinion is that the shorter the questionnaire

the better. HIS questionnaires have been designed so that no more than
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40 minutes will be required, on the average, to complete any one question-
naire booklet. Estimates of the actual average amount of time required

do not exceed that standard. Available information about the amount

of time required to complete individual sections or scales within a
health questionnaire is most complete for the health status perceptions
battery. Administration times for the health perceptions items have

been recorded by trained interviewers in several studies; the 32 health
‘status perceptions items require approximately seven and one half minutes

to complete, on the average.38’39

Studies of HIS Health Measures

Ongoing and proposed studies of the HIS health measures were designed
to (a) maximize the reliability and validity of scores, (b) reduce, as
much as possible,the number of variables necessary to define health,
and (c) advance the state of the art of health measurement.

Estimates of the reliability of health scores are being obtained
by studying the interrelationships among items within a scale and the
stability of scale scores over time. The validity studies include
analyses of the interrelationships among scaie scores and correlations
between scale scores and scdres for the major health constructs, such
as those derived by factor analysis. Attempts are being made to under-
stand the extent to which these relationships are due to similarities
and differences in both health components and methods of measurement.
Relationships between health scale scores and scores for constructs
other than health are also being examined using longitudinal and cross-
sectional data gathered during the HIS. For example, the relationship
between health scores and subsequent use of health care services is
being examined in a study of the predictive validity of health scores.

A major goal of the HIS health measurement studies is an optimal
reduction in the number of variables necessary to define health for
purposes of hypothesis testing. It seems very doubtful that a single

health index will suffice for most analytic purposes. The problem of
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aggregating scores for various components of health has not been solved.
Thus, it does not seem possible to translate a given combination of
physical, psychological, and social health scores into one point on a
single health continuum. Contrary to the notion of a single healtﬁ index,
the various components of health are not likely to be valued the same by
everyone in a given population and a given component of health is not
likely to be valued the same across subgroups of a given population.l

It seems unlikely that the definition of health for a given person camn

be reduced to a single index score without tremendous loss of information.

SUMMARY

Several issues regarding the conceptualization and measurement of
health status in policy relevant studies of medical care delivery have
been discussed including: (a) reasons for health status assessment,
(b) the nature and number of health concepts which should be measured,
and (c) selected methodological considerations involved in developing
a total measurement strategy.

Given that health status may not be related to either current
notions regarding quality of care or use of health care services,
direct measures of health status are needed in order to evaluate
policy options regarding medical care delivery.

Health, which remains the most important human value for many
people, should be treated as a multidimensional concept. Included
are physical and physiologic, psychological, and social components.

The allocation of measurement resources among the various health
components should correspond to the nature and extent of impact
expected from preseht day optimal medical'éare. Current care impacts
most on serious and nonserious morbidity. Thus, the largest amount of
measurement resources should be allocated to measures of physical and phy-

~siologic health, followed by psychological and social health, respectively.

Measures of various health components are interrelated and

in order to properly understand health outcomes, apparent health
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outcomes should be interpreted with correlations among health components
in mind. Furthermore, measures of the ﬁajor health components should

be constructed so as to define the positive states of health (well-being).
Positive well-being involves not only the absence of negative states but
also the attainment of positive states. Inclusion of positive states

in the definition of health components marks the transition from a
quantity to a quality of life measurement strategy.

Other considerations involved in the design of a total measurement
strategy for health status assessment include: (a) the distributions
of scores in the general population, (b) the reliability and validity
of health scores in both disadvantaged and nondisadvantaged groups,
and (c) respondent burden. . .

Scales to measure health status perceptions: (a) yield score
distributions that are less skewed than distributions of scores for
other scales, (b) are reliable and reasonably stable over time and (c)
may be valid across a wide range of medicalgg;qb%;hs and diagnoses.

The latter evidence suggests that measures of health status perceptions
should be given greater emphasis in studies of medical care.

The Health Insurance Study (HIS), which The Rand Corporation is
conducting for the Department of Health, Education and Welfare was
offered as an example of a large scale social experiment in which a
comprehensive approach to health status assessment is being employed.
The HIS was designed primarily to estimate the effects of alternative_
cost-sharing arrangements on: (a) the use of health care services,

(b) health status, and (c) quality of care. The omnibus health status
assessment strategy designed for the HIS may have general applicability
to problems involved in constructing and validating health measures for

use in other studies.
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