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Synopsis ....................................

Having recognized the differences in financial incen-
tives between institutional providers and private practi-
tioners participating in the Medicaid program, the New
York State Health Department developed a streamlined
mechanism ofprior approvalfor 13 selected institutional
providers ofdental care. As part of the evaluation of this
process, a retrospective audit of 316 dental records was

conducted to assess the level ofdocumentation present in

the dental record. A followup audit was conducted 3
months after implementation of a plan to correct any
deficiencies identified.

More than 50 percent of the facilities were unable to
present all the records requested at the time of the initial
audit. Few of the audited records were free of deficien-
cies, and documentation of the results of the intra-oral
examination was lacking in most facilities. The followup
audit demonstrated statistically significant improvement
in the level of record documentation.

These results demonstrate that, even when good rec-
ordkeeping procedures were identified and agreed to by
these institutional dental providers, performance was
inadequate. However, the study also demonstrates that
adequate records can be kept if sufficient incentives are
provided.

Efforts to evaluate retrospectively the delivery of den-
tal care that are dependent on the dental record as a
primary data source are unlikely to succeed unless in-
centives to encourage good recordkeeping are incorpo-
rated. Further research is needed to develop appropriate
incentives that would operate in other practice settings.

NEW YORK STATE LAW MANDATES prior approval for
certain dental procedures delivered under its Medicaid
program. It defines prior approval as the evaluation of a
plan of care and determination of the necessity and ap-
propriateness of the proposed treatment. The mechanism
requires providers to submit proposed plans of treatment,
with appropriate documentation, to the State for review
before the initiation of treatment. The State may approve
the plan as submitted, seek further information from the
provider or, through examination of the patient, suggest
alternative services, or deny the plan.

Prior approval appears to be an effective cost control
measure when applied to traditional fee-for-service pro-
viders. However, the current reimbursement system for
ambulatory care facilities in New York is based on an all-
inclusive cost-based rate for each visit so that each visit,
regardless of services provided, generates the same reve-
nue. Therefore, the economic incentives differ from
those operating for fee-for-service providers.

Recognizing these differences and the inherent ineffi-
ciencies of the prior approval process, the Expedited

Prior Approval Process (EPAP), a streamlined mecha-
nism of prior approval, was developed for 13 selected
institutional providers of dental care in New York City to
explore alternative methods of meeting the requirements
of the law. EPAP was based on the existence of a greater
number of external and internal controls of quality and a
greater degree of standardization of recordkeeping pro-
cedures present in these institutions. The process allows
the facility a somewhat freer hand in planning treatment
for Medicaid recipients. At the same time the facility
agrees to comply with detailed clinical recordkeeping
requirements, to set specific criteria for treatment plan-
ning and a standard sequence of treatment, and to make
patient records available for post-treatment evaluation.
The EPAP mechanism requires the facility to submit

prior approval forms to the State for each patient receiv-
ing prior approved services, but it delegates to the facil-
ity primary responsibility for determining the appropri-
ateness and necessity of services covered by Medicaid.
The State assumes a more passive role and concentrates
on periodic post-treatment review to verify the appropri-
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ateness of the care delivered. It thereby maintains some
control over the procedures delivered while utilizing a
less costly form of review. Since review is done retro-
spectively, the foundation of the EPAP is the existence
and availability of sufficient documentation in the dental
record to allow retrospective review of treatment plan-
ning.
To evaluate the effectiveness of the EPAP process, this

study was designed to assess the availability and com-
pleteness of the dental record by means of a record audit.

Literature Review

It is generally acknowledged that the maintenance of
complete and accurate dental records is an essential ele-
ment of patient care (1-11). In addition to providing a
permanent record of the treatment delivered, dental rec-
ords form the foundation for careful diagnosis and treat-
ment planning. Continuity of care depends upon the
communication among providers furnished by the dental
record (8), particularly in settings where several practi-
tioners are providing care for "he individual patient.
As early as 1922, efforts were being made to develop

standards for recordkeeping in hospital dental services
(12,13). In 1925, the American Dental Association's
Department of Dental Health Education cited a survey of
dental clinics in the metropolitan New York area that
stated that records "in general are found to be poorly
developed and unstandardized" (1). Hoffman (6), while
outlining the justification for adequate dental records in
the hospital setting, noted the impossibility of obtaining
inpatient charts for outpatient use on short notice.
The legal requirements to maintain adequate dental

records have been recognized (1,10) As reported by
Pollack (10), a New York court ruled that a physician's
license had been properly suspended for keeping insuffi-
cient patient records. The court found that inadequate
records fail to meet the intent of the legal requirement
"to maintain records that reflect the evaluation and treat-
ment of the patient."

It has also been recognized that the maintenance of
complete and accurate records is a prerequisite for the
assessment of the quality of care delivered, and such
records provide a basis for the evaluation of the outcome
of treatment (9,14-16). The problem of the validity of
the medical history recorded in the dental record has
been documented (14,17), and indications of other dental
record deficiencies have been noted (8,14,18,19).
Many quality assessment and assurance systems have

been proposed using the dental record as one source of
data (4,5,15,16,18-22). More recently, Orlowski (23),
Demby and Rosenthal (19), and Gotowka and coworkers
(5) developed quality assurance systems that rely heavily
on the patient's dental record to assess the appropri-
ateness and quality of the care delivered. However, only
an unpublished study by Kift, Reiffe, and Jerge, "Study
of Dental Patient Records in Randomly Selected Dental
Offices in Philadelphia and Vicinity," has attempted to
evaluate quantitatively the completeness of the dental
record. In their study of records from randomly selected
dental offices, they found that documentation of certain
elements of the dental record was lacking. Patient's
name, radiographic evaluation, and notation of services
rendered were found in 90 percent or more of the records,
and 50-70 percent of the records contained information
on the patient's age, a completed dental chart, and nota-
tions on dental caries. However, at least 50 percent of the
records surveyed failed to include the following ele-
ments:

* treatment plan;
* adequate health history;
* dental history;
* explicit statement of diagnosis;
* periodontal evaluation;
* patient's sex;
* status of existing restorations;
* physical examination data;
* evaluation of oral structures.

Methods

Sample. A sample of 360 patients was selected from
all prior approval requests submitted to the State during
the first year of EPAP operation. Sample size was limited
by the number of record reviews that could be completed
in approximately 4 weeks of full-time-equivalent exam-
iner time. The number of records requested from each
facility was in proportion to its total volume of prior
approval requests received during the year, with a mini-
mum of 10 records selected from each facility. After
eliminating records based on requests for procedures that
did not require approval and for patients ineligible for

584 Public Healh Reports



Criteria used in evaluation of dental record elements

Record element Criteria

Demographic data .......... Sufficient data to clearly iden-
tify the individual.

Medical history:
Presence ................ Medical summary in dental rec-

ord even when dental record is
part of overall health record.

Reviewed by dentist ...... Evidence that a dentist has re-
viewed the history with the pa-
tient.

Deviation from normal
recognized ............ Presence of information about

factors that would influence
treatment planning or way in
which care is delivered.

Appropriate updating...... Evidence of updating at the be-
ginning of each new course of
treatment or yearly, whichever
is more frequent.

Intra-oral examination:
Charting ................ Charting of all teeth for their

presence or absence and car-
ious lesions by surface.

Periodontal evaluation ..... Evidence that an evaluation of
the condition of the periodon-
tium has been completed.

Oral hygiene evaluation ... Evidence that an evaluation of
the patient's oral hygiene status
has been completed.

Edentulous areas ......... For patients undergoing pros-
thodontic treatment, evidence
that an evaluation of the eden-
tulous areas has been com-
pleted.

Existing prosthesis........ For patients undergoing pros-
thodontic treatment, evidence
that an evaluation of the exist-
ing prosthesis has been com-
pleted.

Radiographic examination.... Presence of adequate radi-
ographs to support the diag-
nostic process.

Treatment plan ............. Clearly defined treatment plan
that presents an orderly, logical
sequence of care.

Progress notes ............. Presence of legible, dated, and
signed progress notes for each
visit.

Medicaid services, a final sample of 316 patient records
remained.

Individual patients were selected from the State's prior
approval file at an interval determined by the formula
TP - SP = i, where TP is the total approval requests
submitted by the facility during the audit period, SP is
the number of the facility's records to be included in the
sample, and i the interval or count at the end of which a
prior approval request was selected from the file for that
facility.

Audit. At least 1 week in advance of the audit, the
dental director of each facility received written notifica-
tion of the audit date and a list of names and Medicaid
identification numbers of patients whose records would
be reviewed. The dental director or his representative was
asked to be available during the audit to help acquaint the
auditors with the facility's dental records and to answer
questions.

Instrument. The audit instrument was designed to as-
sess the presence and adequacy of 13 elements of the
dental record. The box at left lists the record elements
assessed and the criteria used in the evaluation. The
instrument was based on the clinical record requirements
previously agreed to by each facility. The instrument was
pretested in two nonparticipating facilities and the neces-
sary modifications were made.

Three State-employed public health dentists familiar
with the requirements of participation were trained for 2
days in the use of the instrument. Explicit decision-
making criteria were developed during group review of
selected records. Inter-examiner reliability, measured at
the end of the training period and several times during
the audit process, ranged from 75 to 100 percent agree-
ment for individual record elements.

Post-correction audit. After a preliminary analysis of
the results of the audit, each facility was notified of any
deficiencies, and a plan to correct them was requested.
Three months after the implementation of the plan, the
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audit was repeated on a sample of records taken from
prior approval forms submitted during the 3-month pe-
riod. The same proportional sampling method was used,
and 92 patient records were selected for audit. One of the
original auditors completed the followup audit. Because
such a small sample was obtained, only aggregate data
are presented for the followup audit.

Results

Table 1 presents data on the availability of complete
dental records at the time of the initial audit. A record
was listed as available if any identifiable portion of it was
present at the time of the audit, and it was listed as
available and complete if all elements of the facility's
normal record package were present and accompanied by
the radiographs taken. While approximately 91 percent
of the requested records were available and complete,
only five facilities were able to produce complete records
for all patients, and two facilities were able to produce
complete records for less than 80 percent of the patients
requested.

Each facility's recordkeeping system was classified
according to the location of the, record-either as a part
of the general medical record or as a separate dental
clinical record. Facilities that maintain a separate dental
record were able to produce complete records for 92.1
percent of those requested, while facilities that incorpo-
rate the dental record into the general medical record
were able to produce 81.1 percent of those requested.
This difference was statistically significant at the 0.05
level, using a chi-square test with 1 degree of freedom.

Tables 2 to 4 present the evaluations of each element of
the dental record. Demographic information was nearly
always sufficient. It was present in 89.6 percent of all
records, and seven facilities provided this information on
all of the records requested. The extent to which other
information was available was as follows: an adequate
radiographic examination, 82.3 percent of the time; a
sequential treatment plan, 85.7 percent; and dated and
signed progress notes, 83.2 percent.
The elements of the medical history were less well

recorded. Four facilities were rated at least 90 percent for
all elements of the medical history; five were consistently
below 90 percent; and at one facility only 10 percent of
the dental records contained a separate, identifiable med-
ical history (table 3).
The recording of the results of the intra-oral examina-

tions was present in less than 80 percent for each element
(table 4). Evidence of a periodontal evaluation was pres-
ent for 65.2 percent of the patients. For patients who
were scheduled to have a replacement prosthesis con-
structed, only 71.5 percent of the records made any
mention of the condition of the existing prosthesis.

Table 5 gives the percentage of record elements found
deficient in each facility (13.8 percent overall), the pro-
portion of records with no deficient elements (19.3 per-
cent), and the proportion of records with four or more
deficient elements (22.2 percent).

Table 6 presents the results of the post-correction audit
and compares them with the results of the initial audit.
Improvement was evident in the recording of all elements
of the dental record. The differences were tested by using
chi-square tests and found to be statistically significant at

Table 1. Availability of records by method of storage

Available
Available and complete

Number
Facility requested Number Percent Number Percent

Records stored separately.. 126 1119 94.4 2116 92.1
01 ................. 66 5.9 89 59 89
02 ................. 10 10 100 10 100
03 ................. 20 20 100 17 85
04 ................. 10 10 100 10 100
07 ................. 10 10 100 10 100
11.................. 10 10 100 10 100

Combined record storage .. 190 1169 88.9 2154 81.1
05 ................. 40 38 95 37 92.5
06 ................. 20 19 95 17 85
08 ................. 10 9 90 9 90
09 ................. 20 16 80 16 80
10 ................. 10 10 100 10 100
12 ................. 40 40 100 31 77.5
13 ................. 50 37 74 34 68

All records.......... 316 288 91.1 270 85.4

1 X2 (df = 1) = 2.9, P>.05 no significant difference between methods of storage.
2 X2 (df = 1) = 7.3, P<.05 significant difference between methods of storage.

Table 2. Percentage of clinical record elements judged to be
adequate'

Radi-
Demo- ographic ex- Treatment Progress

Facility graphic data amination plan notes

01 ............... 89.4 86.4 89.4 87.9
02 ............... 100 100 100 100
03 ............... 100 100 100 85.0
04 ............... 100 100 80.0 100
05 ............... 92.5 87.5 92.5 92.5
06 ............... 90.0 70.0 65.0 70.0
07 ............... 100 80.0 100 100
08 ............... 90.0 80.0 90.0 70.0
09 ............... 75.0 60.0 70.0 70.0
10 ............... 100 100 100 80
11 ............... 100 80.0 100 100
12 ............... 100 92.5 90.0 87.5
13 ............... 70 62.0 70.0 64.0

All records ..... 89.6 82.3 85.7 83.2

1 All elements of unavailable records judged inadequate.
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the 0.05 level for all elements except for the recording of
demographic data.

Discussion

The operation of the EPAP is dependent on a retro-
spective audit which, in turn, is dependent on the avail-
ability of complete records for evaluation. The participat-
ing facilities were selected on the basis of their reputation
as high quality providers of dental care within the various
institutional categories. Thus, they would be the most
likely to adhere to the required standards of clinical
recordkeeping.

Table 3. Percentage of elements of the medical history judged to
be adequate'

Reviewed by Deviation Appropriate
Facility Present a dentist recognized updates

01 ............... 89.4 86.4 86.4 78.8
02 ............... 100 100 100 100
03 ............... 90.0 75.0 85.0 80.0
04 ............... 90.0 60.0 50.0 90.0
05 ............... 92.5 92.5 95.0 95.0
06 ............... 75.0 75.0 75.0 45.0
07 ............... 10.0 10.0 10.0 10.0
08 ............... 80.0 80.0 80.0 90.0
09 ............... 80.0 75.0 75.0 35.0
10 ............... 100 100 100 100
1 1 .................. 90.0 90.0 10.0 90.0
12 ............... 100 95.0 100 95.0
13 ............... 74.0 66.0 72.0 66.0

All records ....... 85.1 80.7 83.9 75.9

1 All elements of unavailable records judged inadequate.

Table 4. Percentage of elements of the intra-oral examination
judged to be adequate'

Oral Evaluation of-
Periodontal hygiene Edentulous Existing

Facility Charting evaluation evaluation areas prosthesis

01 .......... 89.4 65.2 57.6 53.0 77.3
02 .......... 100 100 100 100 100
03 .......... 100 60.0 65.0 45.0 75.0
04 .......... 100 90.0 90.0 10.0 50.0
05 .......... 62.5 30.0 25.0 77.5 90.0
06 .......... 55.0 50.0 40.0 70.0 60.0
07 .......... 50.0 60.0 30.0 90.0 70.0
08 .......... 90.0 60.0 90.0 20.0 30.0
09 .......... 80.0 70.0 70.0 30.0 40.0
10 .......... 100 90.0 90.0 50.0 40.0
11 .......... 90.0 70.0 70.0 40.0 70.0
12 .......... 95.0 80.0 72.5 92.5 85.0
13 .......... 74.0 72.0 72.0 60.0 68.0

All records. 78.8 65.2 61.7 61.1 71.5

1 All elements of unavailable records judged inadequate.

In this study, the records were selected from those
patients scheduled to receive Medicaid prior-approved
services. Since the procedures that require prior approval
are, by definition, among the more complicated and time
consuming, the patients concerned would have been ex-
pected to have gone through the normal diagnostic pro-
cedures, and they would have a complete dental record.
However, only 5 of the 13 facilities were able to produce
all of the records requested. Since the facilities were
given at least 1 week to locate the records, given shorter
notice they would be even less likely to produce a given
dental record. Therefore, if a patient undergoing compre-
hensive treatment had an emergency problem, the find-
ings show that there is some probability that relevant
medical and dental history data would not be available to
guide the provider in the delivery of emergency treat-
ment. This finding has implications for the delivery of
inappropriate treatment and the continuity of care deliv-
ered.
The format, filing and retrieval, and thoroughness of

the dental records of the participating facilities varied
over an extremely wide range. The major difference was
that some facilities included the dental records as part of
the medical records stored in a central records depart-
ment. The split was nearly even, and six facilities main-
tained separate dental records while seven others incor-
porated the dental records into the medical records.
Although the dental records are available to other health
care providers when they are part of the general medical
record, the audit showed that they are more easily re-
trieved when they are kept separate. Of the five facilities
that were able to produce all the records requested, only
one maintained the dental record as part of the general

Table 5. Record elements judged deficient'

Percent of Percent with
Number of total ele- Percent of 4 or more e/-
records re- ments defi- records defi- ements defi-

Facility quested cient2 ciency free cient

01 ............... 66 20.3 24.2 18.2
02 ............... 10 0.0 100 0.0
03 ............... 20 20.0 0.0 45.0
04 ............... 10 20.0 0.0 30.0
05 ............... 40 21.2 5.0 25.0
06 ............... 20 35.0 15.0 65.0
07 ............... 10 45.0 0.0 90.0
08 ............... 10 25.4 0.0 30.0
09 ............... 20 35.8 10.0 45.0
10 ............... 10 10.0 30.0 0.0
1 1 ............... 10 15.0 40.0 30.0
12 ............... 40 8.0 45.0 10.0
13 ............... 50 31.5 6.0 34.0

All records ....... 316 13.8 19.3 22.2

1 All elements on missing records judged deficient.
2 Total elements = number of records x 13 elements.
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medical record. Since records are of no value unless they
are available when needed, the advantage of having den-
tal records available by making them part of a separate
dental records file seems to outweigh the advantage of
centralizing all records. However, it should be noted that
the dental department usually does not have full control
over the dispostion of its records.

It was not surprising to find that adequate demographic
information was almost always available in light of the
need to have it for reimbursement purposes.

However, a summary of the medical history-infor-
mation that is essential before significant dental treat-
ment can be started-was not always a part of the dental
record. Available even less often was an appropriate
updating of the medical history. Because it is assumed

that the population served by these facilities tends to be
in poorer health than the rest of the population, yearly
updating of the medical history would seem to be a
minimal requirement.
The lack of documentation of the oral hygiene and

periodontal status for patients receiving significant levels
of restorative and prosthetic treatment is disturbing. Few
would dispute the importance of a careful evaluation and
subsequent treatment of the periodontium; however,
given the lack of adequate evaluation, it appears that the
institutional providers are not immune to a temptation to
provide restorative or prosthetic treatment without care-
ful consideration of the patient's periodontal condition.

Documentation of the evaluation of edentulous areas
over which protheses are to be placed is a necessary
element of the intra-oral examination. It is required to
encourage the provider to document problem areas that
can affect the success of the proposed prosthesis. Since
evaluation of the edentulous area is essential to the con-
struction of a prosthesis, the lack of such documentation
at most facilities is a concern that calls for further investi-
gation.

Given the economic incentives to replace prostheses, it
is reasonable to assume that those not scheduled for
replacement are adequate. However, for those prostheses
proposed for replacement, lack of documented evalua-
tions of the existing prostheses raises speculation that
some of the replacements are unnecessary.

Table 6. Comparison of results of initial audit with post-correction audit

Initial audit Post correction audit

Criteria Number Percent Number Percent x2 value

Availability of records:
Requested .......... ..................... 316 100 92 100
Available ................................. 288 91.1 90 97.8 14.8
Available and complete ........ ............ 270 85.4 90 97.8 210.9

Clinical record elements:
Demographic data ......................... 283 89.6 86 93.5 1.4
Radiographic examination .................. 260 82.3 88 95.7 211.0
Treatment plan ............................ 271 85.8 91 98.9 217.4
Progress notes ............................ 263 83.2 91 98.9 214.9

Elements of medical history:
Present .................................. 269 85.1 89 96.7 18.2
Reviewed by a dentist ......... ............ 255 80.7 90 97.8 215.5
Deviation from normal recognized ........... 265 83.9 89 96.7 210.0
Updated approprately ......... ............ 240 75.9 86 93.5 212.8

Elements of intra-oral examination:
Charting ................................. 249 78.8 86 93.5 29.8
Periodontal evaluation ......... ............ 206 65.2 83 90.2 221.9
Oral hygiene evaluation ........ ............ 195 61.7 84 91.3 228.6
Evaluation of edentulous areas .............. 193 61.1 86 93.5 234.1
Evaluation of existing prosthesis ...... ...... 226 71.5 86 93.5 119.9

Overall:
Deficient elements ........... ............. 569 15.2 61 5.1 267.6
No deficient elements ...................... 61 19.3 54 58.7 254.4
Over 3 deficient elements ....... ........... 64 20.3 4 4.3 212.5

1P<.05. 2P<.01.
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The radiographic examinations completed were gener-
ally considered to be adequate; however, missing radi-
ographs made it difficult to make assessments in some
cases. Because factors such as the number of providers,
auxilliary personnel, and patients involved in these facili-
ties increase the possibility of misplacing radiographs,
office procedures to minimize this risk must be devel-
oped.
Some semblance of a sequential treatment plan was

evident in most of the records. At one facility, however, a
significantly lower proportion of the audited records con-
tained an identifiable treatment plan.

At the completion of the original audit, the facilities'
dental directors were informed that continued participa-
tion in the EPAP was contingent upon the correction of
all deficiencies identified. The improvement in docu-
mentation for all elements of the record during the post-
correction audit demonstrates that adequate records can
be kept if there is sufficient incentive to do so. Missing
data from the two facilities unavailable for the followup
audit may reduce the level of improvement observed, but
since documentation improved dramatically in each facil-
ity reviewed, it is assumed that the missing data would
have little effect on the overall outcome. Most facilities
appear to value participation in EPAP enough to be
willing to change recordkeeping practices. However, the
results of this study indicate that periodic reaudits are
necessary to maintain the desired levels of documenta-
tion.
The recordkeeping deficiencies at the facilities in this

study demonstrate any post-treatment assessment of den-
tal care that depends on the clinical record as the primary
data source may be doomed to failure unless incentives
for good recordkeeping are built into the system. This
study documents deficiencies that previously had only
been assumed to exist at some level in all types of
practice settings. Although no adverse outcomes directly
attributable to these deficiencies were observed, it is easy
to imagine how the deficiencies can contribute to the
delivery of inappropriate care. Once again, these facili-
ties were selected because of their reputation for quality
care and because many of them are well known and
respected as teaching facilities. Therefore it is unlikely
that better systems of dental recordkeeping would be
found at less prestigious facilities.
The apparent disregard of the principles of adequate

recordkeeping seem to frustrate not only the efforts of
dental educators, but also the advice of legal experts who
continually stress the importance of complete records as
the best defense against malpractice claims. Since all
dentists have been informed of the importance of ade-
quate recordkeeping, existing incentives are insufficient
to encourage dentists to apply this knowledge. If good
recordkeeping is an essential part of quality dental care,

then suitable incentives must be developed to encourage
practitioners and the facilities to maintain high standards.
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Synopsis ....................................

The Frederick Cancer-Related Resource Directory was
developed in response to the community's need to be
informed about available services for cancer patients. A

I-year followup and evaluation was conducted to deter-
mine what changes or corrections were needed in the text
of the directory and if the objectives of the project had
been met. The evaluation survey of the listed resources
revealed that a large number of changes in the directory
were required. Seventy-eight percent of the respondents
replied that at least one change was required in their
entry. The followup also revealed that 16 percent of the
listed resources knew of at least one referral that they
received as a result of the directory listing.

The survey of directory recipients indicated that 27
percent of the private practice physicians and 61 percent
of the other health-related service providers who have a
directory have used it or read through it. Approximately
64 percent of the users have provided clients or patients
with information from the directory. Almost half of all
respondents replied that, as a result of the directory
listing, they had developed closer working relationships
with at least one other cancer-related service organiza-
tion, although the percentage was considerably higher
for health-related service providers (51.2 percent) than
for private physicians (27.3 percent). More than half of
the respondents (58 percent) believed that a simpler
directory should be made available to patients instead of
or in addition to the providers' directory.

Members of the project's multiagency committee be-
came much more aware of the wide variety of cancer
patients' needs and available resources. The most bene-
ficial aspect of the project for them was the opportunity
to work with personsfrom other agencies and to develop
closer, long-term relationships.

C ANCER PATIENTS, AS WELL AS other chronically ill
persons, need many health-related and social services
resources. Typically, these people rely on family, friends,
and their physicians to help them meet their needs. The
patient, family, and physician may also seek assistance
from other health care and social service providers. All
of these people recognize their need to know about and
make efficient use of available community services. Yet
it is extremely difficult to be knowledgeable about cur-

rent particulars of these services and such information as
eligibility requirements, contact persons, and hours of
service.

Methods most commonly used to remain informed
about community services are telephone hotlines, com-
munity or interagency councils, and resource directories.
However, there is a lack of knowledge regarding utiliza-
tion of these methods and their effectiveness in meeting
the need to be informed.
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