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IN JUNE 1966 the Public Health Service
awarded the first of 16 community health

project grants to support a unified approach to
chronic disease control programing (1). Previ-
ously, grants had been made for programing in
a single disease category only, such as heart,
cancer, stroke, or diabetes, and Service person-
nel were restricted to working within the single
disease category to which they were assigned.
The project officer for the 16 new grants, Mrs.

Graber, identified a variety of action-oriented
activities which could take advantage of the ex-
pertise of persons employed in these categorical
programs. For example, nine of the projects
stated intentions to develop or expand informa-
tion and referral services (IRS)-"a profes-
sionally staffed community service . . . to
match needs of professionals as well as the gen-
eral public against known resources" (2-4).

Since IRS's often include social workers
and public health nurses on their staffs, mem-
bers of these two disciplines who were working
as consultants at headquarters in Washington,
D.C., and in the field for the Division of Chronic
Diseases (now the National Center for Chronic
Disease Control) were asked to participate in
the development of the nine projects. Because of
the variety of experiences of these consultants,
a consensus was needed about the kind of con-
sultation to be given to project staffs. After dis-
cussions with a number of the consultants, the
project officer decided that a series of site visits
to established information and referral services
would provide a "laboratory" setting in which
to explore the individual thinking of the con-

sultants and of the operators of the services.
Topics for discussion were to cover the estab-
lishment, management, and expansion of the
services.
Miss Lester, an experienced consultanit in in-

formation and referral services, was invited to
assist in the final selection of sites and in a
briefing session at the outset and a summarizing
session at the conclusion of the visits. Her
thoughts, as expressed during these two occa-
sions, are presented in the "Discussion" section
of this paper.
The services to be visited were selected on the

basis of high quality and individuality of
leadership, contribution to the immediate com-
munity, and national contribution to basic in-
vestigations in information and referral serv-
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ices. The variations among the services provided
an excellent stimulus for the exchange of in-
formation and also yielded information about
new findings not yet widely publicized. As the
visitors moved from one location to another,
the project officer helped identify common
denominators wlich merit special attention in
providing consultation on information and re-
ferral services. A number of these-objectives,
functions, target groups, and so forth-are dis-
cussed in detail in this paper.
Following the site visits, the participants

formed two-member teams for the preparation
of extensive reports on each service visited.
Draft reports were returned to the director of
each service for verification. Much credit is due
each director and staff of the four information
aind referral services visited for their substantial
contributions at tne time of the visits and dur-
ing, the reporting period afterwards.

The Services Visited
The four information and referral services

visited were Counseling and Consultation Serv-
ice of Mansfield Memorial Homes, Inc., Mans-

field, Ohio; Health Resource Center, Denver,
Colo.; State Information and Referral Service,
Oklahoma City, Okla.; and Referral, Kansas
City, Mo. Table 1 presents an administrative
profile of these services; some of the distinguish-
ing features of each are highlighted. The most
nearly consistent administrative feature was
the funding mechanism which served either to
stimulate the establishment of the service or to
maintain it. Though not noted in table 1, staff-
ing for each of the four centers included at least
one medical social worker, an administrative
secretary, and a clerical staff of one or two per-
sons. Referral in Kansas City had a full-time
public health nurse as part of the permanent
staff, plus the part-time services of a public
health educator provided by the sponsoring
agency. In addition, Referral had an associate
director for research. All of the services began
operating between November 1961 and October
1963.

Objectives. The broad objectives for each
service were similar. They included (a) develop-
ing an information, referral, and consultation
service, (b) identifying and eliminating gaps

Table 1. Administrative features of 4 selected information and referral services

Title and location Population served Type of Auspices Funding
community

Counseling and Consulta- About 170,000---- % urban and %3 Mansfield Memorial Initial: Public
tion Service of Mansfield rural (city- Homes, Inc. Health Service
M1emorial Homes, Inc., county). (philanthropic contract and the
Mansfield, Ohio foundation for foundation.
(Mansfield Memorial services to the Present: Mans-
Building). aged). field Memorial

Homes, Inc.
Health Resource Center, About 1 million Major metro- Autonomous agency Initial: Contribu-

Denver, Colo. (Denver politan area (voluntary). tions from
Mledical Society covering 4 voluntary health
Building). counties. agencies and

State health
department.
Present: same.

State Information and About 2%' million Statewide, pri- Oklahoma State Initial: Public
Referral Service, served state- marily agricul- Department of Health Service
Oklahoma City, Okla. wide; 25 percent tural rural. Health (official grant; State
(renovated residence served at local agency). department of
near university medical level by 23 health. Present:
center leased by State information and same.
department of health). referral services.

Referral, Kansas City, About 1%' million- 6-county area in Regional Health Initial: Public
Mo. (downtown Kansas 2 States, in- and Welfare Health Service
City, adjoining offices of cluding a metro- Council, Kansas grant; Regional
Regional Health and politan area. City (voluntary Health and
Welfare Council). agency). Welfare Council.

Present: same.
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in community services for the chronically ill
and aged, (c) developing a coordinating func-
tion to strengthen continuity of services for the
chronically ill and aged, and (d) influencing
community planning toward better services for
the chronically ill and aged.

Differences in these four objectives became
apparent, however, as they were implemented.
Each one was greatly influenced by the com-
munity's existing resources and its health needs
as defined by- the key project planners. Also,
because community plans focused on local prob-
lems and resources, each used a different ad-
ministrative framework and emphasized differ-
ent operational methods to attain objectives.
The latter pertains to target groups, staffing,
advisory groups, committees, records, and
reports.

Functions. Similar selectivity was demon-
strated by each service in establishing priorities
in relation to functions to be performed. The
following describe the usual functions of an
information and referral service.

Information. Collect information about all health
and welfare resources in the community which may be
brought into play in the interest of persons with health
and related social problems. Maintain a central file
of current information so that it is readily available
for use by physicians, nurses, social workers, dentists,
and other professionals, as well as by agencies, insti-
tutions, and organizations in the provision of services
and in the extension and coordination of health and wel-
fare services. Disseminate the information to appro-
priate health and social agencies, institutions, and other
health-related groups for their use in planning and
developing services to provide for unmet needs of the
chronically ill and aged.

Referral. Make referrals to appropriate agencies
or professionals for specific problems, such as medical
care and financial assistance not provided by the IRS
or accept referrals from professionals and agencies and
from individuals and their families for counseling and
consultation by the IRS staff.

Counseling. Provide individual counseling to help
families and individuals solve their problems, which
includes locating and matching their needs to the best
community resources available.

Consultation. Provide professional consultation to
physicians, nurses, dentists, physical therapists, social
workers, and others providing direct services to the
chronically ill and aged and to local communities,
groups, and individuals concerned about gaps in serv-

ices for the chronically ill and aged to assist in the
development of new services and in the extension or

change of existing services to more nearly meet the
needs.

Vol. 83, No. 4, April 1968
291-983-68 3

Coordination. Provide a coordinating mechanism for
groups and agencies at the local, county, and State
levels providing- services to the same clientele or having
common problems in the provision of services. Develop
guidelines or tools which can be used by official plan-
ning groups and others responsible for developing policy
and establishing programs to fill gaps or to strengthen
community services and facilities.

Planning. Make data resulting from documented un-
met needs available to communities for planning and
have staff serve as members of community planning
groups.

Training. Participate in both academic and inservice
multidisciplinary training programs. Sponsor institutes
designed to increase understanding of the needs of the
chronically ill and aged for medical, paramedical, and
welfare personnel. Provide orientation and training in
the mechanics of planning, setting up, and implement-
ing a program which may provide information, referral,
counseling, and consultation.

Research. Build into the program a statistically
sound research plan for purposes of program develop-
ment and evaluation.

Interpretation. Provide publicity and continuous
public relations efforts to reach health professionals,
selected groups, and the general public through the
use of public media, including newspapers, television
and radio, meetings, newsletters, displays, and
brochures.

While each of the services visited reported
some activity related to all these functions, em-
phasis varied considerably. In addition, eaclh
service appeared to have a distinct function
which received a high priority. For example, the
IRS in Mansfield serves as the admitting serv-
ice for all other programs and services of the
Mansfield Memorial Homes, Inc. (5-7). This in-
cludes its geriatrics center, home for the aged,
senior citizens' center, and meals-on-wheels pro-
gram. In Denver, the IRS provides medical
social services in hospitals, extended care facili-
ties, nursing homes, and home health agencies
through a contractual mechanism (8, 9). The
latter is an outgrowth of the Health Resource
Center's response to a community need not avail-
able through any other resource. For this activ-
ity, four clinical social workers and a social
work aide were added to the staff. Statewide in-
formation and consultation services are pro-
vided to professionals and health and health-
related agencies in the Oklahoma IRS; concur-
rently, this IRS is developing a network of local
programs to provide direct counseling services to
patients and families. High priority was given
by the Kansas City regional IRS to the con-

297



struction of a research design to document un-
met needs for use in community planning for
the chronically ill and aged in a six-county area.

Target group. In the process of matching
needs of recipients with providers of services,
all projects shared a concern that certain serv-
ices were not available to meet the special needs
of the chronically ill and aged. In establishing
contact with the two major target groups, the
community resources group and the patient-cli-
ent group, each service concentrated on a differ-
ent approach. For example, in Mansfield there
was a high degree of involvement and participa-
tion by the medical community; in Denver, em-
phasis was given to reaching individual patients
and families; in Oklahoma, the State-level pro-
gram primarily served professional staffs; while
in Kansas City, there was a balanced effort to
provide services to professionals and agencies
and to individuals and families.

Staffing. Staffing patterns did not vary signif-
icantly in the four services. Usually, the overall

direction of the program was the responsibility
of the medical social worker with some staff
services being provided by other health pro-
fessionals, such as public health nurses and pub-
lic health educators. The qualifications for the
director of an information and referral service
most often identified were leadership, commit-
ment to a philosophy of the service as described
in the "Discussion" section of this paper, vari-
ety of professional skills, and capacity for main-
taining close working relationships with key
agencies. In addition, each agency used an ad-
ministrative secretary and other clerical help.
The administrative secretary frequently acted as
a receptionist, answering less-complicated ques-
tions concerning the location of a service or fa-
cility and referring persons requiring profes-
sional attention to the medical social work staff.
Advisory groups. Each service recognized the

importance of an advisory group in the develop-
ment, implementation, and evaluation of its pro-
gram. These advisory groups included repre-

Table 2. Methods used by each service to collect information on community resources

Initial
Location

Method and type Collectors
Updating Kinds of records and reports

of information

Mansfield, Ohio Collected detailed Project director and Working experience Index card, case record
information on medical social and constant use daily worksheets, monthly
available services. worker. of resources. reports, final project

report (10).
Denver, Colo__ Reviewed and com- Executive director Making use of new Revolving file for informa-

piled all available of the service. directories of local tion on community serv-
information on services, working ices, master index file on
community serv- experience, and all patients served, master
ices and facilities. constant use of index card, annual report

resources. (narrative and statistical).
Oklahoma State Survey of all com- 6 graduate social Communication County profile, vertical

munity resources work students and sheet left at time visible record on all known
in all 77 counties. 1 volunteer, with of interview to health and welfare re-

orientation and report changes, sources, reference file,
supervision by letter to agencies local IRS's provided with
project director. asking for valida- identical file of county

tion of their ma- resources, final project
terial, newsletter, report (11).
personal contact.

Kansas City, Interviewed agencies Medical social Letters and revisits Master resource file, visible
Mo. and nursing home worker and public to selected card system, case inquiry

personnel to evalu- health nurse, agencies. forms, daily tally sheet,
ate services for separately and quarterly reports (12),
chronically ill and jointly. annual report (13), final
aged. project report (14),

chronological log of ad-
ministrative activities,
simple card system show-
ing individuals requesting
or offering service.
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sentatives from key community agencies and
from the general public. Advisory groups were
instrumental in creating a public awareness of
the need for the IRS and in stimulating use of
the services offered.

Committees. The following list shows the va-
riety in structure and function of the commit-
tees used by the four services. Most frequently,
the membership was chosen strictly for tech-
nical competency related to the purpose of the
committee.

Mansfield, Ohio
Medical Advisory Committee with representation of
professional societies to provide professional guidance
and interpret counseling and consultation service to
their respective professional groups.

Denver, Colo.
Committees composed of board members. Committee
functions indicated by 'title of four specific committees:
executive, finance, personnel, public relations.

Oklahoma
Technical Advisory Committee formed at inception and
used in the developmental, implementation, and evalu-
ation stages. The Council of Cooperating Agencies as-
sisted the staff in implementing the service and en-
hanced interaction between member agencies.

Kansas City, Mo.
Committee on Aging and Chronic Illness of the Health
and Welfare Regional Planning Council was active in
the establishment of the service and serves as the basic
management committee.

Conultants. Each IRS recognized the impor-
tance of consultants, particularly during the or-
ganizational and developmental phases of the
program. Consultants of different professional
backgrounds have, among other things, assisted
in designing interview schedules and served as
public relations and information specialists. In
addition, the services used the consultative serv-
ices of physical, speech, and occupational ithera-
pists; dietitians; and other professionals.
Data collection. The methods employed in

each service to collect information on community
resources at the start of the program and pe-
riodically thereafter and the kinds of records
and reports used by each service are shown in
table 2. The use of social work students and
others to collect the initial information used in
establishing the Oklahoma service is note-
worthy. This was accomplished through a 3-

month survey covering all 77 counties anid 308
communities. The interview schedules used for
the Oklahoma survey are included in a published
report (11).

Discussion
Philosophy. Information and referral services

were developed in response to an increasing
awareness and concern by groups throughout
the country, including the Public Health Serv-
ice, of the growing impact of society on older
persons and of older persons on society, particu-
larly those persons with disability related to
chronic disease. It was recognized that typical
patterns of care-medical, hospital, and rehabil-
itation services-could not solve the multiple
problems of large numbers of middle-aged and
older persons in our communities. The interrela-
tionships of social, economic, and other factors
with the health problem required that consider-
ation be given to all needs of the individual in
working out care plans. This meant that a va-
riety of services were needed and should be pro-
vided to the patient whether he was in a care
facility or in his own home. Also, accurate in-
formation about available resources should be
accessible to professional persons, such as physi-
cians, lawyers, and clergy, in order to help them
arrange appropriate plans for continuing care.
The array of independent and fragmented

services available in almost every community
made it difficult to identify the most appropriate
services to meet specific health and social needs.
Thus, the information and referral services de-
scribed earlier evolved from the need for a focal
point-ideally in every community-for the
identification of resources, professional services,
and facilities. This was not visualized as a new
service to supplant the information, referral,
and counseling activities engaged in by the pro-
fessional staffs of established agencies but as a
service to strengthen, coordinate, and use as ef-
fectively as possible available community serv-
ices and resources.

Persons responsible for developing the early
demonstration models were aware of and built
upon the contributions of existing, organized
information and referral activities-publication
of directories of social agencies, provision of
telephone answering services to identify the lo-
cation of community resources, and the social
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service exchange to provide iinformationi to
agencies serving the same clientele. They were
concerned, however, that these activities did not
really provide the kind of information needed
to meet the multiple needs of a large segment of
the population. The need to identify all types
of services to meet the multiple problems of the
chronically ill and aged led to the planning of
the first Public Health Service demonstration
project.
Demonstration project. The Public Health

Service project was designed to demonstrate the
following new approaches.

1. Testing the feasibility of providing assist-
ance through a centrally located, professionally
staffed IRS to patients and their families; to
third-party groups-physicians, lawyers, and
clergy; and to providers of services in need of
accurate information or of other services ap-
propriate to the respective consumer's needs, or
both.

2. Assessing the ability of an IRS to meet the
unique and multiple needs of the clientele to be
served, and simultaneously collecting informa-
tion in depth about resoiurces which would
establish a base for the cooperation of these
agoencies with the IRS.

3. Providing four levels of service: (a) accu-
rate up-to-date infornation about available re-
sources to anyone requesting it. in order to lhelp
him work out care plans for himself or for
rela,tives, patients, or clients, (b) referrals to
selected agencies for persons who needed assist-
ance in finding appropriate resources, (e) coun-
seling to persons who n-eeded considerable as-
sistance and skilled medical-social evaluation of
their needs before they could effectively use
community resources, and (d) consultation to
agencies accepting referrals so that the individ-
ual's health problem and its implications for a
variety of se-rvices wouild be understood and so
that coordinated care planis could be worked out
if more than one agency were involved.

4. Assessing available community resources
in relation to the needs of the chronically ill
and aged and identifying duplications or gaps
in services as well as any agency policies or
procedures which might prevent the most ef-
fective use of the service.

5. Documenting unmet or inadequately met
needs and channeling this information to ap-

propriate planning groups so that they could
effect the necessary changes in the community.
The demonstration verified several hypotheses

concerning these services. For example, all three
groups for whom the services were designed-
users (patients and their families), professional
persons trying to plan for patients, and pro-
viders of services-were willing to be involved
in and to work with the information, referral,
and counseling service. It proved that this kind
of centrally locaited, hiiglhly visible service could
match patient needs with available resources
and thus achieve better utilization. The demon-
stration also validated the hypothesis that many
individuals required an evaluation of their
needs before referral to the most appropriate
resources could be made or before alternate
plans for care could be developed. Frequently,
counseling services were needed before (an indi-
vidual could use the available services.
Spon8or8hip. The demonstration revealed that

a number of different types of organizations can
sponsor an IRS, provided that the sponsoring
group has a higlh degree of neutrality. If an
existing agency providing direct services is
clhosen to develop an IRS, for example, special
attention must be given to interpreting the new
services to the community and separating it
completely from the primary service functions
of the parent agency. Whatever the decision, the
IRS cannot have a conflict of interest, and it
must be acceptable t,o the three groups it serves.
The latter is particularly significant in relation
to the information and referral service's func-
tion of coordinating and strengthening commu-
nity resources, which includes preventing frag-
mnentation. Additionally, it must be able to
match needs to resources and supply informa-
tion about gaps and other inadequacies in the
commumity resource picture to planning groups.
In a smaller community with fewer resources,

a local health or welfare department might be
considered an appropriate sponsor if ilt is ac-
ceptable to tlhe medical community and to a.ll
other agencies in the community. Further, in
this instance, the IRS should be set up within
the official agency as a separate entity and
should not be part of a program in progress.
This is essential to give the IRS visibility and
to encourage all segments of the community to
use its services.
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Staffing. A great deal more experimentation
in staffing patterns is needed in order to include
persons with a variety of backgrounds. In-
creasingly, staffing patterns need to provide for
well-developed administrative skills, knowledge
of operational research methods, ability to com-
municate and to work with news media., and
maintenance of a constanit awareness of the
service throughout the community.
To date, most information and referral serv-

ices in health and related fields have been staffed
by persons with a social work background, more
specifically medical social work. In larger com-
munities where the service is big enough to need
more than one person with a professional back-
ground, the team of medical social worker and
public health nurse is most desirable. All have
secretarial and clerical staff as well. Persons
having other professional competencies are used
as the scope of the service and its budget permit.

If an IRS must start with only one profes-
sional staff member, it should hire a social
worker with a health background, one who has
had progressively responsible experience work-
ing in the community. This person should be
supported by an adequate budget which permits
the use of expert consultants. The consultants
could assist in setting up t.he administrative
aspects of the service, in developing a research
design to identify and document gaps, and in
interpreting the service to the community. This
particular pattern of staffing requires close co-
operation and good working relationships be-
tween the IRS worker and the voluntary or
public agency providing public health nursing
services, or both.
Budget. Usually, an information and referral

service does not have a large capital outlay for
space, equipment, business services such as book-
keeping, and housekeeping services, as these are
provided by most sponsoring agencies. The
budget will be determined in most instances by
the scope of the service to be offered. A minimum
budget of $25,000 a year is needed, however, to
provide for the essential staff required for any
information and referral service, namely, a
medical social worker and an administrative
secretary, and for operating expenses such as
telephone service and travel.

Organization and development. Experience
has shown that information and referral serv-

ices have been more successful in serving their
constituency when they have developed a way
of making the community's resources more visi-
ble and accessible to those in need of assistance;
this has resulted in the better use of scarce per-
sonnel, care facilities, and resources of all kinds.
Many different organizational patterns are pos-
sible, provided they are adaptable to the com-
munity's characteristics and capable of chang-
ing as objectives are achieved and new needs or
problems are identified.
Four elements of service should be built into

the organizational pattern:
* Up-to-date information about many types

of community resources.
* Ability to assess an individual's needs and

to match them to available resources, using refer-
ral and counseling services to assist individuals
or professional persons in developing appropri-
ate care plans.

* Documentation of unmet needs and of gaps
in community services and a way of transmit-
ting information about these to community
planners.

* Working relationships with many different
groups in the community-agencies, organiza-
tions, public officials, communications media.
After the basic structure is established, how-

ever, it is possible to determine a more specific
focus. Through periodic evaluation the IRS
may broaden its scope of service. Communities
should be encouraged not to permit a prolifera-
tion of information and referral services to serve
separate vested and categorical interests lest
they defeat a major purpose-coordination of
information to provide one accessible, central
focus in the communitv for matching patient
needs to resources.

Impact. An appropriately developed and
staffed IRS cannot fail to make an impact on
better use of available community resources be-
cause of its personalized service. Also, the gaps
identified by this kind of service make an im-
pact on planners that a survey sometimes will
not.

Accomnplishments and outgrowths. Each of
the four services visited has had such an impact
on its community. Each has been continued
through community support following the dem-
onstration period. In addition to the large num-
bers of persons served by the small staffs, there
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have been important outgrowths, such as the
expansion or refocusing of the service to include
new groups of persons or to provide or stimulate
the development of a service not available else-
where in the community. The contracts of the
Denver service with private hospitals, extended
care facilities, and home health services to pro-
vide professional medical social services are
good examples. (In 1967, a Public Health Serv-
ice grant was made to assist in this expansion.)
Another illustration is the development of the
homemaker and health aide service in Mansfield,
Ohio, to make care at home feasible for many
older persons.

Conclusions
An appropriately organized information, re-

ferral, and counseling service has a potential not
yet fully visualized. It should be a centrally lo-
cated service that provides accurate information
on resources, professional services, and facilities
to three groups: the users; third-party groups,
such as physicians, lawyers, clergy, and trustees
who use the services in the interest of their
patients and clients; and the providers of com-
munity resources. It should be professionally
staffed throughout and must enjoy a high de-
gree of neutrality and visibility regardless of
sponsorship. Also, an IRS should go through
the appropriate steps of planning so that it
truly reflects the needs and resources of the
community. It must be a product of community
readiness.

NOTE: A filmstrip on the development of an informa-
tion and referral service is available for loan on request
to: Division of Medical Care Administration, Bureau
of Health Services, Public Health Service, Department
of Health, Education, and Welfare, Washington, D.C.
20201.
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