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The channeling demonstration sought to substitute community care for nursing
home care to reduce long-term care costs and improve the quality of life of elderly
clients and thefamily members andfriends who carefor them. Two interventions
were tested, each in five sites; both had comprehensive case management at their
core. One model added a small amount ofadditionalfundingfor direct community
services to fill the gaps in the existing system; the other substantially expanded
coverage of community services regardless of categorical eligibility under existing
programs. The demonstration was evaluated using a randomized experimental
design to test the effects of channeling on use of community care, nursing homes,
hospitals, and informal caregiving, and on measures of the quality of life of clients
and their informal caregivers. Data were obtainedfrom interviews with clients and
informal caregivers; service use and cost records came from Medicare, Medicaid,
channeling, and providers; and death records for an 18-month follow-up period
were examined.

The U.S. Department of Health and Human Services began the
National Long Term Care Demonstration at a time when many
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believed that the nation's long-term care system was inappropriately
oriented toward nursing home rather than community care. This ori-
entation was believed to be a major contributor to the rapidly increas-
ing costs of long-term care. The demonstration-known as
channeling-was a rigorous test of the effectiveness of comprehensive
case management and expanded community services in serving as a
way to contain the costs of long-term care of the elderly and to improve
the quality of life of elderly clients and the family members and friends
who care for them.

The purpose of this issue, which is based on the Final Report of the
demonstration (Kemper et al., 1986), is to present the basic findings of
the channeling evaluation, to compare them to the results of other
community care demonstrations, and to guide interested readers to
more thorough treatment of them in the extensive series of technical
reports on channeling. This first article provides a brief description of
the channeling intervention, its intended effects, and its organization
and implementation. It then describes the evaluation design and the
data used to measure channeling's effects, concluding with a road map
of the rest of the issue.

OVERVIEW OF THE CHANNELING
INTERVENTION

Channeling was designed to serve severely impaired older persons who
require long-term care services for an extended period of time and
who, in the absence of channeling, are at high risk of being
institutionalized -that is, placed permanently in a nursing home. For
this group of people, the objective of channeling was to substitute
services provided in the community-both formal services and the
informal care provided by family and friends -for nursing home care,
wherever community care was appropriate. This substitution was
intended, in turn, to reduce costs and to improve the quality of life of
its clients and their informal caregivers.

To achieve channeling's objective of managing the service use of
impaired elderly clients at risk of nursing home placement, its design-
ers specified two models-the basic case management model and the
financial control model -that shared a set of core functions (described
further in the articles by Applebaum and by Phillips, Kemper, and
Applebaum, in this issue):

Outrecah, screening, and eligibility determination were designed to
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attract potential clients to channeling and to identify within that group
the persons who met the eligibility criteria.

Assessment, care planning, and service initiation followed. The assess-
ment function was designed to collect the information - on function-
ing, unmet service needs, financial resources, and personal and house-
hold characteristics - necessary to develop a care plan. This plan, in
turn, dictated the services to be arranged and initiated by the channel-
ing case manager.

Monitoring and reassessment followed for as long as clients remained
in channeling. These functions were designed to ensure that services
were provided as specified in the care plan and that the care plan was
modified as needed.

In addition to these core functions the basic case management
model had one program feature, and the financial-control model sev-
eral, to enhance the case manager's ability to implement care plans
while limiting the resources used. (These are discussed further in Cor-
son, Grannemann, and Holden, this issue.)

THE BASIC CASE MANAGEMENT MODEL

The basic case management model was designed to test the premise
that the major difficulty in getting appropriate long-term care in the
community is not lack of financing for services but lack of information
about and ability to obtain and manage services under the existing
service system, thus leading to a mismatch of services and needs. Case
management was intended, therefore, to determine needs and to help
arrange and coordinate services under the existing system. A limited
amount of discretionary funding was provided for channeling projects
to purchase community services to fill residual service gaps that would
have prevented implementation of a comprehensive care plan.

THE FINANCIAL CONTROL MODEL

The financial control model added to the core channeling functions
several features designed to test the premise that inadequate public
financing of community services leads to inappropriate use of nursing
homes. In order to alter service access and use while still controlling
costs, the financial control model incorporated several additional fea-
tures.

Service access and use were addressed through expanded service cov-
erage, a funds pool, and case manager authorization power. The first
extended funding to purchase community services not covered under
existing government programs. The second used waivers to enable
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channeling to use Medicaid, Medicare, and other public program
funds irrespective of clients' categorical eligibility. (Clients did, how-
ever, have to be covered by Medicare Part A to be eligible for channel-
ing in the financial control sites.) The third gave case managers power
to authorize the amount, duration, and scope of services paid for from
the funds pool.

The cost-control objective was addressed through a limit on average
service expenditures (averaged across all clients), a limit on individual service
expenditures, and cost sharing by clients. The limits on average and individ-
ual service expenditures were set at 60 percent and 85 percent, respec-
tively, of prevailing nursing home rates. (The individual service
expenditure limit could be waived by state approval.) The cost-sharing
provision went into effect for clients with incomes in excess of a pro-
tected amount for services that would not otherwise have been avail-
able without charge.

In addition to the material contained in this issue, further detail
on the planned intervention can be found in Gottesman (1981), and the
operational experience and its implications are discussed in the evalua-
tion's detailed implementation and process report (Carcagno et al.,
1986).

INTENDED EFFECTS

The channeling approach, like that of a number of other community
care demonstrations, was designed with the overall objectives of con-
trolling the costs of long-term care while maintaining or improving the
quality of clients' and informal caregivers' lives. How the specific
effects were intended to come about is described briefly below.

Increased Use of Community Services

Channeling was intended to increase use of community services by
providing in-home care to people who would otherwise have been in
nursing homes. In addition, those who would have remained in the
community in any case but with some service needs unmet were
expected to increase their use of services under channeling. The
increase in community service use was expected to be greater under the
financial control model than under the basic case management model
because of the greater direct-service purchasing power of the financial
model. (The article by Corson, Grannemann, and Holden in this issue
presents the results on community service use).
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Reduced Use of Nursing Homes

Substitution of community care for nursing home care was the primary
intended effect of channeling, to be brought about directly through the
activities of case managers and indirectly through the lower price of
community care to potential clients (see Wooldridge and Schore, this
issue, for the results).

Reduced Use of Hospitals

Although not channeling's primary objective, reduced use of hospitals
might also result from expanded community services to the extent that,
in the absence of channeling, persons remain hospitalized longer than
medically necessary because of inadequate care at home or a shortage
of nursing home beds. This reduction might be offset to the extent that
comprehensive case management identified medical problems that
would otherwise have gone untreated (see Wooldridge and Schore, this
issue).

Reduced Costs of Long-Term Care

Channeling was intended to reduce costs through the substitution of
lower-cost community care for nursing home care. The success in
doing so depends on whether channeling was able to reduce nursing
home use by enough to offset the cost of case management and
expanded community services (see Thornton, Dunstan, and Kemper,
this issue).

Maintenance of Level of Informal Caregiving

The intended cost savings from reduction in the use of nursing home
care was based in part on the expectation that family and friends
would - as a result both of support and encouragement from case man-
agers and of direct services (such as respite care) -at least maintain
their informal caregiving efforts. It was recognized, however, that
some substitution of formal for informal care might occur (see Chris-
tianson, this issue).

Improved Quality of Lives of Clients and Informal Caregivers

Channeling was intended to improve the quality of clients' lives in two
ways. Lower use of nursing homes was expected to reduce some of the
debilitating effects of forced relocation and institutionalization on cli-
ents' functioning, on their life expectancy, and on their social/
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psychological well-being. Expanded community services were expected
to reduce unmet needs, increase satisfaction with service arrange-
ments, increase longevity, and improve social/psychological well-
being. The well-being of informal caregivers was expected to improve,
because the availability of respite care and case manager support was
expected to reduce strain and anxiety about adequacy of care (see
Applebaum et al., this issue).

ORGANIZATION AND IMPLEMENTATION
OF THE DEMONSTRATION

The channeling initiative was intended to be a true national demon-
stration carried out by states and local entities within a uniform frame-
work, rather than an assembly of relatively specialized local projects.
The experience of prior community care initiatives was of substantial
use to the channeling planners. Indeed, the features tested in them-
screening and assessment, care planning, case management, expanded
coverage of community services, and cost controls- as well as their
evaluations provided the foundation for the channeling demonstra-
tion's design.

The U.S. Department of Health and Human Services had overall
responsibility for the demonstration. Within the department three
agencies participated in the design and conduct of the demonstration:
the Health Care Financing Administration, the Administration on
Aging, and the Office of the Assistant Secretary for Planning and
Evaluation. Responsibility for managing the initiative was lodged in
the Office of the Assistant Secretary. A steering committee drawn from
all three agencies determined basic demonstration policy. A demon-
stration management team, made up of staff from the three agencies,
managed the day-to-day operation of the demonstration.

Two contractors were chosen to support federal staff in conducting
the demonstration. Mathematica Policy Research (MPR) was selected
as the research contractor to develop the evaluation design, collect the
necessary data, and analyze channeling's effects. MPR was supported
by two major subcontractors, the Levinson Policy Institute at Brandeis
University and Arthur Young and Company. The Temple University
Institute on Aging was selected as the technical assistance contractor to
assist in designing operational procedures, training project staff, and
monitoring the implementation of the intended program design.
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SELECTION OF STATES AND SITES

Twenty-eight states responded to an April 1980 request for proposals to
operate channeling projects. Among the criteria used for the selection
of states were evidence of interest and commitment to the project at the
state level; capacity to perform the basic case management model func-
tions; whether the proposed demonstration areas were such that the
basic channeling intervention would represent a change from the exist-
ing system; and the general quality of the proposal.

As part of the proposal, the governor in each applicant state desig-
nated a lead agency to be responsible for contributing to and oversee-
ing implementation of the local channeling projects. In its proposal,
each state could identify up to three potential sites where the demon-
stration might take place, with the understanding that one site eventu-
ally would be chosen. In September 1980, contracts were awarded to
12 states: Florida, Hawaii, Kentucky, Maine, Maryland, Massachu-
setts, Missouri, New Jersey, New York, Ohio, Pennsylvania, and
Texas.

Once the states were selected, detailed proposals were prepared by
the candidate sites as the basis for selection of subcontractor agencies to
operate local channeling projects. The state agencies that applied for
channeling projects generally encouraged a number of different organ-
izations to request consideration as channeling project host agencies,
although in no case did a state solicit proposals from more than one
host agency in a specific site. Some states solicited formal proposals
from agencies interested in operating a channeling project; others con-
tacted specific organizations and asked them to apply for host agency
status. Sites were selected in January 1981, after a process that
involved review of the site proposals by the staffs of the three federal
agencies and the technical assistance and evaluation contractors.

DESIGNATION OF THE FINANCIAL CONTROL
MODEL STATES

Initial plans for the demonstration included four different models of
channeling to be tested in 23 sites, with the additional sites selected in a
second procurement. Federal budget cutbacks subsequently ruled out a
second procurement, compressed the design to two models as the maxi-
mum that could be feasibly tested, and reduced the number of sites
included in the evaluation from 12 to 10. (Hawaii and Missouri were
dropped from the evaluation, although they continued to operate their
channeling projects.) As a result, it became necessary to select from
among the channeling projects already chosen those that would imple-
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ment the financial control model. InJune 1981, the federal team issued
guidelines outlining the features planned for this model and required
state letters of intent to operate financial control projects.

All of the states except Texas applied to be designated to test the
financial control model. They described their plans and capacities to
implement the major features of the financial control model described
above. In reviewing these applications, the Department of Health and
Human Services emphasized satisfactory answers to two questions.
First, did the project have the capacity to implement the more complex
financial control model (a centralized local project organization and a
well-developed service system that could support it)? Second, in the
remaining sites in which the basic model would be tested, would the
difference between the basic model treatment and the existing service
environments be large enough to enable channeling to have its
intended effects? Both considerations worked to place the financial
control model projects in the richer community service environments.
In September 1981, after detailed negotiations with key state agency
representatives, the Department of Health and Human Services desig-
nated the projects that would implement the financial control model of
channeling. The sites and local host agencies are listed in Table 1.

OPERATIONAL PLANNING AND IMPLEMENTATION

Staff from the federal agencies, contractors, and projects at both the
state and site level were all involved in the design and implementation
of channeling. The demonstration-wide participation in these activities
was crucial to the establishment of uniform procedures across sites, the
commitment of project staff to the evaluation objectives of the demon-
stration, and the faithfulness of program operators to the operational
constraints imposed on them by the research requirements.

The evaluation contractor developed the research and data collec-
tion plans. Its subcontractor, Arthur Young and Company, designed
the automated system used by financial control model projects to moni-
tor service expenditures. The evaluation contractor also established an
institutional review board, which was responsible for ensuring the pro-
tection of channeling sample members.

As part of the operational planning, the technical assistance con-
tractor tested the procedures for informed consent, screening, baseline
assessment, and client tracking, and trained project staff to conduct
them. The contractor also led the design of systems and procedures for
casefinding, care planning, use of service expansion funds, client cost
sharing, and the service audit/program review function.



Overview 9

Table 1: Channeling Sites and Host Agencies, by Model
Basic case management model

Eastern Kentucky (8 counties)

Southern Maine (2 counties)
Baltimore, Maryland

Middlesex County, New Jersey
Houston, Texas

Financial control rnodel
Miami, Florida
Greater Lynn, Massachusetts
Rensselaer County, New York
Cleveland, Ohio
Philadelphia, Pennsylvania

Department of Social Services, State
Department of Human Resources
Southern Maine Senior Citizens, Inc.
City of Baltimore, Council on Aging and
Retirement Education/Area Agency on Aging
County Department of Human Services
Texas Research Institute for Mental Sciences

Miami Jewish Home and Hospital for the Aged
Greater Lynn Senior Services, Inc.
Rensselaer County Department on Aging
Western Reserve Area Agency on Aging
Philadelphia Corporation on Aging

Source: Carcagno et al., 1986, Table III.1.

Some projects began accepting clients in February 1982, after
intensive operational planning and development of the evaluation
design. By June 1982, all projects were in operation. Case load buildup
was slower than planned, particularly at the smaller sites, but by about
a year later, all projects had reached their planned case loads. They
operated a full case load until June 1984. Between July 1984 and
March 1985, they carried out plans to end federally supported opera-
tions. Eight of the projects continued operations under other auspices
after the end of their federal contract support.

PRIOR RESEARCH

Research on community care alternatives to institutionalization began
in the late 1960s and early 1970s, with a series of small demonstrations
that provided clients with caseworkers and a limited amount of
expanded home health services (Nielsen et al., 1970; Goldberg, 1970;
Katz et al., 1972; Blenkner et al., 1974; and Hedrick and Inui, 1986).
These studies are not directly relevant to the current service system,
because use of home health care under Medicare and Medicaid had not
grown to present levels. For example, one study focused on visiting
nursing care and several on home health aide care, both widely avail-
able today under Medicare and (for those with low incomes) Medicaid.



10 HSR: Health Services Research 23:1 (April 1988)

Despite the fact that these studies tested a rather limited intervention
and were evaluated with small samples, they demonstrated that field
tests could be successfully undertaken, thus laying the foundation for
larger, more comprehensive community care demonstrations.

Studies of the hypothetical costs of community care were under-
taken during the 1970s (Greenberg, 1974; Rathbone-McCuan and
Lohn, 1975; Sager, 1977; and General Accounting Office, 1977). In
these studies, a sample of older persons with long-term care needs was
assessed, hypothetical community service packages were constructed to
meet these needs, and the cost of these service packages was compared
to the cost of nursing home care. The results of the hypothetical
service-package studies indicated that in most cases community care
was less costly than institutional care. Proponents used these results to
argue for an expansion of community care. Their critics were quick to
point out, however, that direct comparisons with nursing home care
exaggerated the effects of community care because it could not be
assumed that all those receiving community care would have been
institutionalized without it. An appropriate comparison, in other
words, would require some way to measure what the experiences of
these people would have been without access to the indicated services.

Continued interest in the effects of community care alternatives
led to a series of government-sponsored community care demonstra-
tions (channeling is one of the most recent) to make comparisons based
on actual experience rather than hypothetical cases. (See Kemper,
Applebaum, and Harrigan, 1987; and Applebaum, Harrigan, and
Kemper, 1986, for a review of these demonstrations.) Throughout the
rest of this issue, we compare the channeling results to those of the
other community care demonstrations (based on Applebaum, Harri-
gan, and Kemper, 1986).

EVALUATION DESIGNS OF CHANNELING
AND OTHER DEMONSTRATIONS

Accurate assessment of the effects of a demonstration program requires
an evaluation design that permits determination of how the actual
experience of program participation differs from what it would have
been in the absence of the program. Whether evaluation estimates of a
community care demonstration's effects provide a sound basis for
determining its true effects on costs and life quality depends on the
number and diversity of the demonstration's sites, the comparison
methodology, the sample size, the length and frequency of follow-up,
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and the data sources. These dimensions of the evaluation designs of
channeling and the 14 other community care demonstrations to which
we will compare it in subsequent articles are summarized in Table 2.

Number and Diversity of Sites

The channeling demonstration was implemented in ten sites, five to
test each channeling model. This reduced the likelihood that the results
would either be artifacts of a particular implementation of channeling
or of special characteristics of the service environment. These ten sites
provided a relatively wide range of environments. Although six of the
sites were located on the Eastern Seaboard, the geographic range
included states in the Northeast, Midwest, South, and Southwest.
There was also rural/urban diversity, ranging from cities like Balti-
more, Cleveland, Houston, Miami, and Philadelphia to rural areas
like eastern Kentucky and southern Maine.

The number and diversity of sites of the other demonstrations
were quite limited. All except one were restricted to a single state, and
ten were restricted to a single site.

Comparison Methodology

To measure the effect of a program, it is essential to be able to contrast
the experiences of the persons to whom the program services were
available - the treatment group - with some measure of what the expe-
riences of the same persons would have been had they not had the
benefit of the service opportunities provided by the demonstration
(Kemper, 1983). This is done by selecting a group of persons as similar
to the treatment group as possible-except for the opportunity to
receive demonstration services-and measuring their experiences as a
benchmark against which to compare the experience of the treatment
group.

One way is to select a group of nonparticipants and to match them
with participants so that the characteristics of the two groups are simi-
lar; the other way is to select a nonprogram benchmark group by
random assignment of eligible applicants either to receive the program
services (treatment status) or to receive only those services regularly
available in the community (control status). Random assignment is
usually the more powerful strategy, because it virtually ensures that,
for a large sample, the average characteristics and environments of the
treatment group are the same as those of the control group. The evalu-
ation does not have to depend, as in the comparison-group strategy, on
its ability to measure a set of characteristics on which to match. In
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addition, however well comparison groups are matched on measured
characteristics, there will always be unmeasured characteristics that
may distort the benchmark comparison in unknowable ways.

Of the 14 demonstrations other than channeling, 6 chose a
comparison-group strategy. Each of these studies ended up with com-
parison groups that differed on at least one measured characteristic
that could be expected to affect the results. For example, one demon-
stration had a race mismatch, with a treatment group predominantly
Oriental (Chinese) and a comparison group predominantly Caucasian;
another had a treatment group that was somewhat older than its com-
parison group; a third had both race and age differences. Eight chose a
random assignment strategy.

The channeling evaluation used a randomized design (Kemper et
al., 1982). This should provide unbiased estimates of channeling's
effects compared to the existing community care systems in the ten
demonstration sites. The channeling evaluation is therefore based on a
very particular comparison. It is not a test of channeling compared to
the total absence of case management and formal community services.
Rather, it compares channeling to the case management and formal
services that already existed in those ten sites.

Sample Size

Channeling's overall sample at randomization was 6,326, about evenly
divided between the basic case management and financial control
models. Most analysis samples were smaller due to attrition and in
some cases subsampling (see further on).

The sample sizes of the other community care demonstrations
span a wide range. The smallest used a sample of only 140 people.
Four of the studies had sample sizes between 400 and 600. The largest
of the other demonstrations used a sample size of 4,200, but it relied
only on Medicaid and Medicare records for a matched comparison
group.

Length and Frequency of Follow-up

The length of follow-up also varied among the other community care
demonstrations. Of the 13 that used individual-level data, all followed
their respective samples for at least 12 months after program enroll-
ment. Two followed at least some of their sample for 18 months. Five
followed a subsample for two years or longer. Channeling followed the
full sample for 12 months, and half the sample for 18 months.

Frequency of follow-up also varied across demonstrations. One
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demonstration had a single follow-up 12 months after enrollment.
Another followed up at 12 and at 18 months. Three demonstrations
followed up every three months, at least for the first six months. The
rest had follow-ups at six-month intervals, as did channeling.

Data Sources

Five potential sources of data are available to demonstrations of this
kind: individual interviews with treatment and control (or comparison)
groups (potentially supplemented by service use and cost diaries that
the individuals maintain); demonstration project records (for clients
only); public program records such as Medicare and Medicaid claims;
provider records; and official death records.

The other demonstrations varied in the range of data sources they
were able to exploit. Two were limited to a single data source (other
than project records) -individual interviews with treatment and com-
parison groups in one case, and aggregate county social service depart-
ment data in the other. Six combined individual interviews with
records data from Medicare, Medicaid, or project records, but did not
collect both Medicaid and Medicare data. (One of these also collected
official death records.) The remaining six projects used individual
interviews and both Medicaid and Medicare records. (Two of these
also relied on service use and cost diaries.)

In addition to individual interviews, project records, and
Medicare and Medicaid records, channeling collected data from ser-
vice providers on the use and cost of services not covered by Medicare,
Medicaid, or channeling; interviewed the primary informal caregivers
of a subsample of the treatment and control groups; and obtained
official death records.

THE RANDOM ASSIGNMENT AND DATA
COLLECTION PROCESS

Collecting these data required an extensive data collection effort. An
evaluation report on randomization and data collection procedures
(Phillips et al., 1986) details the process. Figure 1 provides a simplified
overview of the data collection activities, from the initial telephone
screening interview to determine program eligibility to the 18-month
follow-up interview.

Initial eligibility for channeling was determined through a 15- to
25-minute telephone screening interview administered to all applicants or
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Figure 1: Linkages among Data Collection Activities

I

Treatment Group:
Channeling Baseline

Elderly Sample Member 6- and
12-Month Follow-up Interviews

Elderly Sample Member 18-
Month Follow-Up Interview
(Early Half of Sample Onlv)

Source: Phillips et al., 1986, Figure 1.1.
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their proxies. The screen contained information on referral source,
functioning, living arrangement, insurance coverage, unmet needs,
informal supports, income, and demographic characteristics.

Those found eligible for channeling were then randomly assigned (by
evaluation staff) to treatment or control group status. Those assigned
to the treatment group were referred to channeling case managers.
Those assigned to the control group were referred by the special screen-
ing staff back to the agency that had originally referred them to chan-
neling, so they continued to rely on the existing long-term care system.
Self- and family referrals were directed to information and referral
agencies.

The design sought to minimize the possibility that channeling
could affect the experience of the control group. The screening person-
nel were located separately from case management staff to ensure that
case management staff would have no knowledge of applicants who
might later be assigned to the control group. The decision to use
telephone rather than in-person screening was also made in part to
minimize control group members' contact with channeling.

Interviews with project staff and referral sources conducted as part
of the implementation research indicated that these procedures were
successful. There was no indication that the research procedures
affected the control group. Special efforts of providers on behalf of
controls were reported only in isolated instances in two sites. These
interviews also indicated that the randomization procedures were
implemented as designed. Moreover, as Brown indicates in the next
article of this issue, analysis of the characteristics of treatment and
control groups at randomization concluded that randomization had
worked, resulting in two groups that were very similar on a wide range
of initial characteristics (Brown and Harrigan, 1986).

The next step in the process, on average about a week after ran-
dom assignment, was for both treatment and control groups to receive
a baseline interview. This structured needs assessment contained compre-
hensive information on physical and mental functioning, unmet needs
for care, living arrangements, physical health, medical care, formal
and informal in-home care, well-being, income and assets, insurance
coverage, housing, and demographic characteristics. Channeling staff
felt it necessary that they administer the baseline assessment to clients,
because it was the basis for the care planning and case management
that formed the core of the channeling approach. For them to do
assessments of the control group as well, however, would have violated
the evaluation requirement that control group members be insulated



18 HSR: Health Services Research 23:1 (April 1988)

from channeling. Therefore, the baseline interview to the control
group was administered, instead, by evaluation staff.

Different interviewing staff inevitably introduced the possibility of
another danger to the evaluation- noncomparability of data for the
two groups. To minimize this danger, the baseline instrument was the
same for the two groups, and the interviewer training was also stand-
ardized. Subsequent analysis indicated that some variables were not
measured comparably, and they were replaced with corresponding var-
iables from the screening interview (which was comparably collected)
or dropped as control variables (see Brown, this issue; and Brown and
Mossel, 1984). The baseline assessment was the only interview that
was conducted in noncomparable fashion. All of the subsequent follow-
up interviews for both groups were administered by evaluation staff,
and the records searches were done for the whole sample irrespective of
treatment/control status.

Those who completed baseline interviews were followed up 6, 12,
and 18 months after randomization. (In order to limit the data collec-
tion period, only the first half of the sample to enroll was followed after
12 months.) The follow-up interviews asked sample members or their
proxies about hospital and nursing home use, housing, formal and
informal care, insurance coverage, health status, living arrangement,
social and psychological well-being, income and assets, physical func-
tioning, and unmet needs.

Official death records in each of the ten states were searched for all
sample members who did not complete their last scheduled interview.
To ensure comparability between the treatment and control groups,
information on which the searches were based (name, Social Security
number, date of birth, dates covered by the study, and place of resi-
dence) were taken only from the screening interview which was compa-
rably collected.

Medicare claims records were obtained centrally from the Health
Care Financing Administration. For those sample members covered
by Medicaid, Medicaid claims records were obtained from the state
Medicaid agency in each of the demonstration states. (Some sample
members reported in their follow-up interviews that they had become
eligible for Medicaid, and their files were requested as well.) The
claims files contained information on use, expenditures, and charges
for hospitals, nursing homes, home health care, physicians, and other
medical services covered by these programs. In addition, records of
channeling project claims for reimbursement for services under the
financial control model provided data on the use and expenditures for
community services provided under waivers.
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Although Medicare and Medicaid cover a substantial share of
expenditures, they do not include private and other government
expenditures or nonmedical services. To capture these service use and
expenditure data, provider billing records were obtained for service use
identified in the follow-up interviews. Records on hospital and nursing
home use were collected when use reported in the follow-up interview
was not covered by Medicare or Medicaid. For community services,
billing records were collected for a 20 percent subsample of the treat-
ment and control groups.

To obtain more detail on informal caregivers, an informal-caregivers
interview was administered to the primary informal caregiver identified
by a subsample of the treatment and control groups. Conducted at
baseline, 6 months, and 12 months, the informal-caregivers interview
contained information on the type and amount of care given by the
primary caregivers; the type of care given by other informal caregivers;
the amount of financial support given by all family and friends; the
stress and strain experienced by the primary caregivers; their satisfac-
tion with care arrangements; and their well-being, employment,
income, and demographic characteristics.

Table 3 shows which data sources were used to estimate the effects
of channeling for each outcome and the maximum sample sizes avail-
able for analysis. (The actual number of observations available for a
particular outcome depends on the extent of nonresponse to that item.)

In addition to the data gathered for analysis of channeling's
effects, data were also collected on the implementation of the demon-
stration and program operations. These data came from interviews
with channeling staff, service providers, and other knowledgeable peo-
ple at the site level; project cost and client tracking reports; and public
apd project documents (Carcagno et al., 1986).

THE REST OF THIS ISSUE

The channeling demonstration was designed as a rigorous test of the
two models of channeling. The rest of this issue presents the results of
that test. Brown shows the statistical methodology used to estimate
channeling's effects and summarizes the methodological issues con-
fronted in the evaluation. Applebaum's article describes the process of
referring clients to channeling, screening them, and determining their
eligibility. It then presents the characteristics of channeling clients,
comparing them to people in nursing homes, those in other community
care demonstrations, and the nationally eligible population. Phillips,
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Kemper, and Applebaum document the case management that chan-
neling gave its clients and contrast it with that available to the control
group. Corson, Grannemann, and Holden document the implementa-
tion of direct service provision and cost controls over service use, and
compare services received by the treatment group to those received by
the control group. The next four articles present estimates of channel-
ing's effects on caregiving by family members and friends (Christian-
son); the use of nursing homes, hospitals, and other medical services
(Wooldridge and Schore); public and private costs (Thornton, Dun-
stan, and Kemper); and mortality, functioning, and well-being (Apple-
baum et al.). Kemper's article concludes the presentation of the results
by summarizing the findings and assessing their generalizability and
the confidence that can be placed in them. The issue itself concludes
with commentaries by two respected experts on the care of the
impaired elderly.
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