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Prevention and Primary Care Research for Children:
The Need for Evidence to Precede “Evidence-Based”
Lawrence C. Klemman, MD, MPH

ABSTRACT: Mcdical carc in the United States continues to face remendous financial pressures. Publie
and private health policy claimgio encourage primary care and preventive services, butalso
discourages services that have not been demonstrated 1o be effective and/or cost-effective.

This article suggests a model to illustrate the conceptual relationship between traditional
American medical care and “evidenced-based” medicine. I further examines how the lack

of an adequate research base makes a move to purely evidence-based care premature for
primary care and prevention services. The paper defines a new conceprual stadstic, the
uncertainty index, as the proportion of non-refited current practice that s alko not
corroborated by research evidence. The greater the uncertainty index, the less appropriate

is a clinical model resuicted 1o evidence-based care.

Specific theoretical barrers 1o outcomes research in prevention are discussed and sineple
criteria o determine the desirable components of care are suggested. The need for
theoretical and empirical research into primary carc and prevention, especially for
children, is emphasized. Care that is of low risk, not of cxiremely high cost, and that is
generally believed useful by the community of practitioners is particularly desirable in the
2bsence of data refuting iis vaiue.

Medical Subject Headings (MeSH): evidencebased care, primary care, preventive services

for children, tion research, nncertainty index. (Am ] Prev Med 1998;14:000-000)
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Background: A Revolution in American Medicine
Cost pressures are changing medicine in revolu-

moving from the esoleric into the mainstream of med-
ical rescarch. Ouicomes, clinical effectiveness, and cost
effectiveness stodics were wnderiaken with new vigor
and received much attention. Unfortunately, the press
of financial concerns has moved at a pace more rapid

tionary ways. The mantra of these changes has
included emphasis on the provision of services
in primary care versus specialty care, an increased

emphasis on the nse of preventive services, and an
increased awareness of limiting clinical services to those
that have medically appropriate indications.’~® While
these trends have the potential 1o improve the quality
of care, the fmplementation of policies to bring about
these iwends has brought into focus the limited scien-
tific basis for predicting the actual outcome of these
changes, and indeed, the limited science underiying
much of medical practice.”® A combination of tradi-
tional clinical trials and sophisticated health services
research is necessary to answer the gquestons of which
primary care and preventive services offer what benefits
under what circumnstances.

In the late 1980s and eurly 1990s, health services
research was funded at unprecedented levels and was
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than our understanding about the likely mpact of
policy and organizational changes. For-profit managed
carc organizations and delivery systems have emerged
as powerful forces in shaping the delivery of health
care. Limitations in the public funding of health ser-
viccs rescarch, as well as threats against the very exis-
tence of the Agency for Health Care Policy and Re-
search (in large measure due to their leading role in
developing standards describing high quality health
care), the lead funding agency for many of these
studies, make it less likely that we will ever imderstand
the full clinical impact of the many changes that are
being pressed npor our health care delivery and financ-
ing systems. Such policy threatens to undermine the
most consiructive force that conld move ws towards a
more cost-effective approach to medicine; the integra-
Hon of clinical knowledge with an understanding of
the effeciiveness of health services interventions and
organization,
%% Public policy and private sector initiatives have each
sought 16 emphasize the role of primary care as furst
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comet care in most clinical circumstances. With few
exceptions, our current undenstanding does not Iink
specific processes or combinations of processes in pri-
mtfmrl:wihhspeciﬁcmmo:ims.'rhishampers the
creation of specific definitions of qualizy of primary
care. Quality is always an cmerging construct. Tts clini-
¢al and operational definitions represent suapshots of
thcmm-oi—thc-aﬂinbothcﬁnicalkmwlcdgemdin
our abslity 1o concepinalize and measure clinical ser-
viccsandtheirimpacLThesmc—of—thmisconﬁnu—
ally evolving, and thus definitions of quality of care zrc
dyramic. The lack of simple and stable operational
defimitions encourages managing care towzeds stan-
dmdsafcmamdcpmducﬁvity,vdﬁchammoreeasﬂy
sneasured, rather than towards standards of quality
Oinical care. Such problems are magnified for primary
care and preventive services because of the immature
siate of our concepiualizaons: we have yet o opera-
ticnalize the practice of primary care and rmany clinical
preventive services {especialiy counseling interven-
tions) into measurable components that arc 2ppropri-
ate for assessment; and we are just beginning the
process of conceptualizing the appropriale oulcomes o
measure, a step that must proceed the actaal develop-
ment of good Quicomes MeEsures. Although attempis
10 summarize the smteofrheart regarding primaty
care or clinical preventive services may be useful,
ampummuictpﬁmmycarcmddirdcnlprmnﬁw
services to evidencebased care are problematic.
Specific private sector initiatives are also hampered
by a lack of scientific knowledge. One of the fregaent
enets of private sector <Horts 1o develop “discasc
management” programs is that educating and “enpow-
ering” patients 1o various degrees will help o increase
the quality and reduce the costs of care.? While there
exists some evidence that patients who are betwer
consumers have berter health owcomes, Fundamental
questions remain as 1o how © cffect changes in patient
bebavior to improve cost efficiency and clinical out-
comes.'® Similarly, physician educatico plays promi-
nently in private’ sector Atempls 0 contrel costs and
maintzin guality,’® but Fmited data arc available to
1 how ihis should be done. These CORcepts
belong in the realm of clinical prevention, and may
represent primary, secondary, or iertiary prevention
activities. Competitive pressures make the private sector
an unlikely source for open debate and discussion
ahout what works and what doesn’t, and thus an
absence of public sector research into how patient 20d
or physician education can promote desirable out-
comes is likely to delay progress in this area. Private
mmrprogmmswmbeldtmdimovcrthewhed

anew, and patents and efficiency will both suffer 25 2
result,

1D: 2126333762 PAGE
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Traditional Evidestce - based
Clinical Practice Clinjcal Practice
Figure L. This schematic fustates how tradidonal dinlcal

from the belief of practitioners, while ovi-
dmm—buudprxdmsmsfmmcﬁnkﬂknmﬂedgc.nc
model farther deznonstrates thar clinical knowledge results
from the action of Tesearch upon belief,

Ammmﬁm
and Evidence-Based Care

Rescarch that focuses on prinary care and preventive
scrvices is fundamental to a ratiomal approach to the
praaioeofmedkincasweheadmthemty-ﬁm
century. The necd for evidence precedes the ability to
maove to evidence-based primary care.

This thesis follows from the model shown in Figuyes
1 and 2. Figure 1 fllusorates how waditional medical
practice results fiom physicians following through on
their belicfs Tegarding best clinical ice, As Te-
search evidence accumulates, belief approaches knowl-
edge,!! and practice based on such knowledge is
termed “evidencebased.” Figure 2 demonswates how
clinical practices can be divided conceptually into 6
camgorim.bmedmdinimlbdicisand research find-
ings. The model assumes that clinicians deliver care
accordihg to their beliefs under the traditional modet.
At an operational level, the model concerns the behav-
tor of a single ¢linician, but concepaxaily it sepresents
an Integration of all care. I will demonstrate how the
model leads 1o 2 variety of concepiual indices that may
he useful when considering the issue of evidence and of
quatity improvement The index that s most relevant
for this paper is the uncertainty index (UNY), which is
an attempt to represent matherpacally how much we
xnow zbout what constittes good clinical practice. The
UNIcanbeoomidcrcdglobally,bmismore]ikelymhc
wsefol when cousidering particular hezlth scrvices or
management of specific diseases (€.8.. well child care,
treatent for asthma, el )-

Using the definitions from Figure 2, evidence-dased
care consists of 2 + b (a1l care that is corroborated by
research, regardliess of clinidan attimde towands ith,

clinfgans beleve in,
and desirable care consists of a + b {research corrob-
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Believed usefol ?
Research Yes No
Corraborated ? Yes a b
HNo [ d
Evidenced based=a +b
Traditionel practice =a+c
A
Celle Celid
Research
Refutad 7 Yes
cl dl
No
p2+ge2 | 2+ sd2

P = Proportion of ¢2 that is clinically useful
g = Proportion of ¢2 that is not useful
r = Proportion of d2 that is clinically useful
5 = Proportion of 42 that is not useful

Desirable practice =a + b + pe2

Teal practice=a+b 4+ pe2 + rd2

Inappropdate care =¢ 1

Uncertainty mdex (UNI) = c2/2+¢2

Improvability index (I a+b+pc2farpe?

Immediate improvability index {IMD)= a+b+c2/atc2

Imovations improvability index (INT)=
{a-+b+pc24rd2Y(asbipe)

B

Figurez 2% and b. The six coroponents of care, based on
clinical belicf and h evidence, Practitd and the
research agres that ezre fn cel 2 is desirable and thar care in
il 1 & mot Cell & represenis effective mre that is not
i ted Inte practoe and may reflect immature diff-
sion of new and cBective clinical processes or technology
{£.g., antibiotic therapy for peptic ulcers), or effeative prace-
dures that have not been i ted into the colture of
medical practice (e.g.. cermin adul imrunizationsy. Cell eI
rep care o rated, by r T to be ineffective,
but thar is stilf Inearporared Nt praciice. Again, this may
represent incomplete diffusion of new information, or 2
distonance between research ovidenee and clinical culture.

* The greatest comtroversy in the current debats wises around

cell €2 mare that is believed 10 be effective, but that has
neither been corrobotated nor conwadictad by rescarch
evidence. C2 includes traditional medical intarventions and
now interventions that are a5 por not resssoched. This distine-

ID:212G323V6E2 ERAGE

orated care), plus some proportion p of <2 {represent-
ing care'that is useful and that kag nejther bean refuted
nor supported by research evidence, and that is cur-
rently believed in by clinicians). Theoretically, there is
an analegous component, Proportion r of d2, dhat
represents usefid care that is ncither supported nor
refated by research and that dlinjeizas have not incor-
porated into clinical care, This component should be
incorporated into 2 medel for ideal care, bar it repra-
senu care that is sufficiently beyond the clinical state-
of-the-art not to congder, it here, It represents the room
for true innovation, The uncertainty index (UNI),
{c2/a + ¢2), 5 defined as the proportion of non-
refirted current practice that is also mot corrchorated by
rescarch cvidence. For simplicity's sake, ¥ have not
included here consideraton of the uncertainty around
potental interventions that have not been refuted or
corroborated by research and that are not a part of
curcent practice {cell 42,

The index offers 2 concephral means to compare
how satisfactorily researched are various clinical disci-
plines and. domzins. This paper argues both that the
uncertainty index is relatively high for clinical preven-
Hve services in primary care and that the higher the
uncertainty index, the less appropriate is a clinical
model restricted to evidence-based care. Other con-
cepts that come from the model that will not be
discussed in this paper incinde the Immediate Improv-
ability Index (IMI}. (a + b + /a2 + ¢2), whirh is
defined as the incremental increass in desirable care

. that world occur by Smultaneously incorporating un-
used but research-supported care into practice and
eliminating rescarch-refuted care from praceice. Con-
cepiuzlly, the IMI represents the ratio of care that is
improved to the full extent of our knowledge, com-
pared to current practice, and ought W represent the
goal for curremt gquality improvement initiatives in
health care systems. As research defined current prac-
ﬁa:asuscfularno:.ﬂﬁsindmcwouldapprmh the

Theoretical Tmprovability Index () fa + b + pe2)/

a+ b + pc2). Further research and innevation in areas
currently not ineorporated into practice lead to an
index eomparing ideal practice to current practice, the

Innovations Improvability Index (IND, (a + b + pe2 +

rd?)/(a + pe2). As clinical care is managed increas-
ingly by health care organizations and not by individual
physicians, the plans’ incorporation of the Uncertainty

Index into their development of 2 benefits package,

and their sieccess In raising the Immediate Improvabil-

ity Index may prove useful as conceptal guides 1o

tion mazy have pohey implications. Ccll 42 represents care that
has neither been incorporated into practdce, nor refoted by
rescarch. Opporaumitiss for innovarion and ocw clinicat ap-
premches fall in thix cell.
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comparing the quality and comprehensiveness of coxn-
petng systemns of care.

In this paper. I suggest that it is appropriac to
consider desirable those services in ¢2 that bave not
been: demonstrated to be of particalarly high cost or
high clinical 1isk when balanced with the ¥
benefit. I further propose that the grealer the vncer-
tainty (high UNE) for the topic, the less stict the
evidentary standards fhat are appropriate 10 impose,
all else held equal The high-zrisk/high-cost component
ought 10 be placed high on the clinical research agenda
so that it can be subject to formal evaluation by
empirical dara, or at least on the health services o
search agenda so that expert belief can formally assess
the current. risk/benefit 2nd costeffectiveness of such
interventions,

Thesis; ncrease the Ressarch Base
of Preventive Services for Children

The literature regarding adult preventye services has
targely been driven by 2, perceived need to understand
the number of lves saved or improved by a given
clinical preventive seTvice at some unit cost, This liter-
ature has often focused on evaluating expensive inter-
ventions, particularly those related to leading canses of
death. It has conmibuted to our understanding, for
example, of tae impact of various intervals wnd meth-
ods for screening for discases such s breast cancer and,
colorectal camcer. This stll incomplete Lterature has
largely been summarized by the US. Preventive Ser-
vices Task Force in their widely distributed, Guidelines
Jor Health Prevention'? The Guids has come to be
regarded widely, although not universally, as murhorita-
tive, in the United Siates, as has a simitar document in
Canada.}* Unfortucately, the first edition of the Guide
did not provide similar energy or foms on preventve
services for children Although the Task Force has
subsequently increased its effort to evaluate child
health servicss, such an effort does not comepensace for
the pancity of rigorous scientific evidence regarding
most pediatric preventive secvices. Both ihe American
Arademy of Pediatrics and the Canadian Pediatric
Society recommend well child care not yecommended
by the Task Force 1 In 1988, the Office of Technology
Assessment (OTA) commissioned 2 background paper
w examine the evidence that well child services werr
ciinically effective.'® The background paper bad

reached the accurawe conclusion that there was not 3 .

rich scientific basis for many of the practices that the
feld of pediagics had incorporated into the prevention
of disease and the promotion of wellness. The OTA
whose effectivencss was well established, the practice of
well child care Tacked demonstraeed clinical effective-

ness.’® This conclusion was widely interpreted to mean
that well child carc was ineffective. In aceepting 2
Distiognished Achicvement award from the Ambude
tory Pediatrie Association, Barbara Korsch faulted this
sort of logic that would, as 2 matter of policy, consider
ineffective anything that had not been demonstrated to
be effective. In appreciating the poteatial for this logic
10 disrupt the practice of medicine as we know i, as well
as the ascendancy of a philosophy to demand evideace
of effectiveness, Brook has argued for a paradigm shift
that any new echn or new application of existing
techuology ought o be evaluated by rigorous wials
before being reimbursed generally by third party or
public funds.} ¥ fact, Brook has proposed that partic-
ipation i clinical wials ought to be offered to potential
candidazes for these new technologies. In general,
policy makers and health bencfits designers arc now
considering the imposition of a standard of swong
outcomes evidence of effectiveness and costeffective-
ness before including interventions in a health benefits
plan.'® While such standards are intellectually admira-
ble and may constitute an appropriate gozl, they car
rently represent a precipitous shift in health care policy
that requites public debate about both goals and pos-
sibie ouicomes. These standards antedate an adeguate
body of evidence, especially regarding preventive ser-
vices in general and pediattic preventive services in

Aside from mmmunizations, whose risks and benefis
have been well studied, preventive services for children
are generally low izchnology and of minimal tisk for
children. I propose that services with such characteris-
tis ought 1o be considered as part of the desimable
compouent of c2 in Figure 2. Preventve scrvices for
children £]I in two major categorics: comrmunity or
public heglth interventions and clinical preventive ser-
vices, Cx ity interventions inchade such services as
sehool unch, Head Start, and injury prevendon pro-
grams. Evalnation of the effectiveness of compaunity
intervenmions may involve straightforward assesaments
of process oulcomes, such as the number of children
receiving 2 hot lunch or served by Head Start, or the
propertion of children wearing bicycle helmets. Unfor-
tunately, those who oppose 2 specific pragram may
caiticize the use of process Sutcomes as not relevant w
demonstrate effect. The evalnation of the programs
with lafer ouicomEs may require more sophisteated
conceptualization, dita capture and measurement, and
years of observation. Almost always such snedies are
more expensive to conduct. So the desired ontcome of
a school lunch program rmay be less hunger (which can
be assessed by pre- and postintervention surveys),
better grades {which requires a review of records), or
an increase in the high school graduvatdon rate or
ultimate carnings (which may be a dozen or more years
hence). The "correcs™ outcome depends on the pur-
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poses and the judgment of the researcher. | propose
that for low-technology interventions that are unlikely
o be otherwise harmful, such as 2 school Junch or
injury prevention. prograns, that we accept as useful for
policy purposes the intermediate “process” ontcomes
that are more easily obmined. Otherwise, reduced
availability of reseacch finds, the uacertain completion
of longterm smdics, and the need for large sample
sizesi? to avold beta error combined with the policy
irrelevance of process autcomes squelck such research.
In turn, this threatens to create a false knowledge that
such programs are ineffective or unable 10 be proven
effective.

Analogous to arguments Tegarding the opporunity
cous of providing care that i not in fact beneficial to
patients, is the recognition of the opportunity costs of
research. Common sensc must intervene for us to
determine as a community of scieatists and practido-
ners how much research corrobomtion 15 “good
encugh”® to base varions practices on Goad enough 1o
recommend a short counseling intervention during 2
health maintepance visit is very different from good
enough to recommend the use of a highly wiic com-
pound to treat a malignancy. Researchers must be
confident that smdies that use process or other intar-
mediate outoomes will be considered “policy relevant.”
Otherwise, ressarch into important clinical, health care
delivery, and health services topics will not be under-
taken begause of the high rost and low feasibility of
completing large prospective outcomes sdies on top-
ics such as copparing various schedules of periodicity
for well child care.

Clinical preventiye scrvices in pediatrics inctude
counseling based on child development and the age of
the child (antdpatory guidance) as well as immuniza-
dons and screcning for anemia, mberculosis, and lead
poisoning. Many pediatric and family practitioners con-
sider the relationship between the dinician, the child,
and the parsnc or family 10 be of therapeutic and
preventive benefit. The impact of 2 continuing relation-
ship with the pediamician or faxfy physician, aad the
cﬁectofpeﬁodidxyofﬁaiu.hmnmrbeenwdl
established, although contnuity of carc is considered 2
fundamental compotent, of primary care, and there is
evidence that the existence of 2 medical home im-
proves the quality of care for children '® Instruments to
measure behavioral and sodal ontcomes, and other
measures of well-being in the pediatric and adoleicent
populations are in early stages or nom-existent There
has been remarkably listle theoretical groundwork laid
for the choice of outcomes thax are appropriate for
assessing the impart of the range of preventive services
in children. Clearly, the tradiGonal assessments of
morbidity and mortality are not suffident for chis
population. Fatal events are tankfslly rare, except in
some adolescent subpopulations in whick violent
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deaths are all too frequent. Yet, there ave cascades of
events that may result from the preventive services
contact. Although a brief conversation between a clink-
cian and an eightyearold about the health risks of
smokingmaybeaverwhclmedbye:azmalfomes. 50
may it be leveraged by a child who accepis the infor-
mztion and shares it with friends. Similarly, the adoles-
cent who takes the car keys away from an intoxicated
friend provides leadership for his or her peers. There
has beeqn almost no conceptual groundwork kid to
assess gutcomes mezsuremnent for these sorts of services
on either an individual or 2 population ievel. This
constitutes a crticel research agenda that needs w
precede the creation of health policy based on the
assumption of no effect.

Another area in which pedianric prevention rescarch
lags behind &= the measurement and interpoetation of
quality of life. Childhood funcional status is frequently
coneewved of as the ability to perform such appropriate
role fonctions zs attending schoo! and playing with
friends. Parcnrs bave been used as proxics Lo represent
how well the children were doing. Only recenty have
{nstruments hegan to measure how children feel about
themselves or their own well-being and the divergence
of parent zmd child views are being documented.™
Even more discopcerting is that, in an ema of cost-
effectivencss analyses, no value hzs been assigned to
temporary improvemenis in the quality of children’s
lives. In other words, an Intervention that imrproves
school performance for a period of 4 years, bur that is
ultimately overwhelmed by the pressure of external
forces, is interpreted as ineffective because it has been
“washed out” at the end of that time, rather than 3s
having made a contribution to that child's life. In the
adult heatth services literature, such an effect could be
validated as having improved the “quality adjusted Life
years’ even though it did not prolong Bfe. In the
pedizmic population, because the measurernent ools
to integrate these improvements do nol exist, the
effects themselves are misinterpreted and perceived as
nom-existenc or not valuable,

Copclusion: Prematurily of 3 Purely Evidence-
Based Paradigm for Primary Care and Prevention

Financial pressures are radically changing the nacure of
the {75 health care system. Attempts to [imit costs have
Ied to the seemingly attractive idea of limicdng cfinical
services {or the third party payment of such services) to
care that has been demonstrated to be effective. This

tas introduced a schematic model that relates
the “tradidonsl,” autonomons practice of medicine o
the practice of evidencs-based medicine. The model
suggests a statisic (the UNI) that may be useful to
physicians, patients, benefits designers, purchasers, pay-
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ers, and health policy makers for comparing explicidy
the degree of uncertainty among chinieal areas. Given
the context cutdined above, I propose:

1. It &5 worthwhile to suive for the continuous im-
provement of health care, Primary care and pre-
veaton research are fimdamental components of
such mmprovement Fundamental to primary care
and prevention rescarch are both 2 theoretical
framework for considering quality and its measure-
ment, and the development of tools to accurately
measure the putztive processes and cutcomes of care.

2. There i= an urgent nesd for clinical and health
services rescarch to address issues relevant to pri-
mary care and prevention. Potential berefis of
such research include more appropriate and eff-
dent services for patients; improved understanding
about what constitutes guality health care and how
it should be delivered; a reduction i uncertainty
for clinicians, patients, and policy makers when
deciding among potential services {i.c., decreased
uncertingy  index); increased satisfaction with
medical care by those pariies as well as by the
purchasers of health care; and better insight it
the relevant processes of heafth care. These tircum-
stapces promote competition in that they allow
consurners, policy makers, and purchasers of
health care w make explicit choices about what
constimtes the best system 1o deliver the necessary
processes of care and, when choosing among sys-
terns, to make explicit trade-offs of resources or
costs for processes that may offer margical benefic
but not be mecessary components of guality care.
From a societal perspective, the potential downside
to increasing firnding for this research includes the
potendal diversion of funds away from patient
service: and towards research {only if we assume
ieved funding for hezith care); and the potential o
codify methodologically nonigorous ressarch if
stapdards for research {such as adequate statistical
power) are oot maintained adequately, The latter
zan lead, in turn, 10 the decreased use of effective
inteyventions or the increased nse of ineffective or
inefficient ones.,

3. Xt is critical that a substantial proportion of this
reseaxrch be devoted specifically to the needs of
children, Market forces have focused health ser-
vices research, quatity of care research, and preven-
tion research towards adules, leaving a very high
UNE for well child practce. Although the fargest
potental for benefit may rest with discoveries about
the management of pediatric padents, the Jong
time peeded to reap thost benefits and the diffi-
culty in measuring them may discourage tescarch
on this population. Specific palicy ought to encour-
age child hezlth services research in these aress.

ID.2126333762 PAGE

4 In the zbsence of convindng evidence to the
contrary, clinical preventive services that are of low
wechoological intensity, are broadly believed efficr-
dous by the commanity of primary care clinicians,
and have yet to be rigorously evaluated {i.c., have a
high UNI) ought to be considered part of 2 sman-
dard health benefits package, especially for chil-
dren. These consitute the most highly desirable
services within the non-correborated component of
potentally nsefin care,

5. Particplacly high standards of methodological
rigor, including creative approaches to measmring
compley. and difficult-to-quantify outcomes, zre
necessary when evaluatiag the effectiveness of
mary clinical preventive services, especially in chil-
dren, and particularly when evaluating the impact
of the relarignship between Exmilies and providers.
Investment needs ¢ be made both to develop and
to enhance theoretical models about how these
complex interactions affect clinical ouicames and
o dovelop excellent mezsurement tools. High lev-
els of fgor may be accomplished in non-cxperi-
mental designs and usmyg procsss or intermediate
outcomes o long as the conclusions are consonant
with, the datz and the methods,

6. Both process and outcomyes research are impartant
components of a primary care and prevention
research agenda Not only does onteomes rescarch
depend on the models and the measurement in-
struments mentioped above, but the marginal ex-
pense of an outcomes study over a process stady
should be justfied by the anticipated marginab
benefit of the outcomes data.

In ¢conclusion, recent trends in the .S, health care
syster: are moving the practice of medicine rowards
evidence-based care. This trend has the potential 1o be
progressive or reserictive depending on how it is imple-
mented. Early evidence suggests that particularly with
regard to prevention and primary care services, restric-
tive elemnents currently dominate. This paper presents a
model that should prove useful in orgunizing the
debates about which health care services ought to be
delivered and where clinical and health services re-
scarch funds cught to be directed. Building the evi-
dence basis of primary care and preventive health
services through 2 commitment. {0 research can lead to
more progressive change.

The anthor wishes to thank Drs. Charles ]. Homer, Maurcen
Mangotich, Bruce Davidsoa, Kevin Xnight, David Rabin, and
Hurdis Griffith for various conteibutions lesding to the writ-
ing of s mamascript.
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