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Submissions to Notesfrom the Field
(500 to 1OOOwords, preferaby without ref-
erences, tables, orfigures) should be sent
to Hugh H. Tilson, MD, Editor, MJPH
Notesfrom the Field ESP Division, Bur-
roughs Weilcome Co, 3030 Comwallis
Road, Research Tiangle Parlk NC27709.
This column presents information on
newsworthy public health programs and
project experiences at the community
leveL Guidelines for Contributors to
Notesfrom theFieldcan beobtainedfrom
the Journal office. Further infonmation
about the articles published in this issue
should be soughtfrom the author(s) listed
at the end ofeach article.

Using Race-Specific
Community Programs to
Increase Organ Donation
among Blacks

In 1989, the Mid-America Transplant
Association received funding to establish
an education project for Blacks with the
goal of increasing organ and tissue dona-
tion. The Association is an organ procure-
ment organization based in St Louis, MO,
that serves six transplant centers and a
combined population of over 4 million
people in eastern Missouri, southern Illi-
nois, and northeastem Arkansas. The As-
sociation is one of 68 Medicare-approved
not-for-profit organ procurement organi-
zations serving vital organ transplant pro-
grams in the United States. Like other or-
gan procurement organizations, the Mid-
America Transplant Association has
fewer minority than White organ/tissue
donors. Eight percent of the population in
this transplant region is Black, and 98% of
all Blacks in the transplant region reside in
the St Louis metropolitan area.

We describe a community interven-
tion to increase the number ofBlack organ
donors.A Black health educator recruited
for the education project began outreach
efforts for the Association with a focus on
the public regional hospital, community
health centers, and hospital clinics in the
community. A 25-member community ad-
visory board was established to foster com-
munication, gather insight, and provide
guidance for the preject. This diverse group
included Black medical professionals, com-
munity leaders, clergy, transplant recipi-
ents, and donor families. The community
advisory board together with Association
staff developed pamphlets and display ma-
terials targeted specifically toward the
Black community. A "Black Issues in
Transplantation" conference was held for
health care professionals and served as a
means to enlist the support of Black phy-
sicians and health care professionals.

In 1990 additional funding from the
Division ofOrgan Transplantation, Health
Resources and Services Administration,
was received to extend the minority edu-
cation project and to hire an additional
Black staff member to serve as an organ
educator/requestor for Black families. In
addition, this individual was recruited to
work with predominantly Black high
schools in the St Louis area as part of the
community education program.

Concurrently, a Black-owned public
relations firm was engaged to facilitate
contact with key Black organizations, in-
dividuals, and clergy to maximize expo-
sure about organ donation on radio and
television programs and in newspapers
that had specificaLly Black audiences. A
"Black Issues Symposium" was held at
which special attention was given to eth-
ical and religious issues in organ donation
and transplantation.

All Black families of potential vital
organ donorswho live in the St Louis area

have been approached by one of the two
Association Black educator/requestors
beginning in 1990; the educator/requestors
are still contacting new families. One of
the two requestors is on call each week;
the one not on call uses the time for the
community education component. A do-
nor family's consent is counted as a pos-
itive donation even if the actual donation
becomes impossible because of medical
exclusion criteria.

Comparison of referral rates and do-
nor rates between candidates prior to the
initiation of the programs (1988) and after
several years of implementation (1991)
demonstrates the effectiveness of our ap-
proach. The number of referrals of poten-
tial Blackdonors rose from 30 in 1988 to 69
in 1991, an increase of 130%. In contrast,
White referrals increased from 123 in 1988
to 169 in 1991, a 28% increase. When we
control for base population, using 1988
census information for all counties served
by the Association, Blacks were referred
at a rate of 9 per million population in 1988
while Whites were referred at a rate of 33
per million. By 1991 the rate for Black
referrals had risen to 179 per million pop-
ulation, compared with the steady base
rate of 32 per million for Whites. As a
group, Blacks are more likely than Whites
to be in the pool of potential donors and to
be asked to donate vital organs. By 1991,
as a result of the efforts of the two Black
organ requestors, Blacks were more than
four times as likely as Whites to be ap-
proached about potential organ donation.

Increases in Black referrals are re-
sulting in increased conversion of poten-
tial donors to actual donors. After the
community education programswere aug-
mented by the addition of Black request-
ors, the percentage of Black donors rose.
In 1988, 5 donors were Black, represent-
ing 7% of the total donor pool for this or-
gan procurement region. By 1991, the ab-
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solute number of Black donors increased
to 16, accounting for 20%o of the total do-
norpopulation for the region served bythe
Association.

Despite the use of Black organ
educators/requestors with potential Black
donor families, the consent rate of Blacks
did not equal the consent rate for Whites.
In 1988, 54% (67/123) of all Whites who
were referred for donation gave consent,
while 16% (5/30) of referred Blacks con-
sented to donation. Since the efforts ofthe
Black organ educators/requestors began
in 1991, the consent rate for Blacks has
risen to 23% (16/69), while White rates de-
clined to 38% (64/169).

It should be noted that not all hospital
referrals automatically result in actual re-
quests for organ donation. Many of these
cases fail to meet brain death criteria or
are subject to other medical exclusions.
Therefore, the consent rates of some or-
gan procurement organizations are higher
because their rates are calculated on the
basis of families who are actually ap-
proached rather than on the basis of fam-
ilies who are theoretically eligible for do-
nation. In our data for 1991, using the
actual approach method, the Black con-
sent rate more than doubled to 38% (16/
42), while the White consent rate re-
mained essenially the same at 59% (64/
108). Data for families actually ap-
proached in 1988 were not available to the
Association.

This project required two full-time
equivalent staff at an annual cost of less
than $100 000. Our preliminary data sug-
gest that community education specifi-
cally designed for Black families and the
use of Black organ requestors for Black
families can increase the number and pro-
portion of Black organ and tissue donors.
Whether the education programs or the
use ofspecific Black requestors separately
or jointly accounted for the increased rate
is not known. Further research will be
needed to evaluate the effects ofthese two
program components.

Consent rates for potential Black or-
gan donor families are still below the rates
for White families. However, this report
shows that Blacks can change their opin-
ion about organ and tissue donation and
dispels the incorrect impression that con-
sent rates cannot be improved for Black
families. Black attitudes are not fixed in
opposition to organ and tissue donation,
and the use of Black organ educators/
requestors may make substantial changes
in rates of recruitment of potential donor
families. The development of the program
was the only system-wide change during

the time period studied. The Required Re-
quest Law, which requires hospitals to re-
quest organ and tissue donation from all
potential donors, was enacted a number of
years prior to this study and therefore can-
not be an altemative explanation for the
observed increase.

Our next step will be to conduct
structured interviews with Black families,
both those who consent and those who
refuse to donate, to document the factors
most important in the consent process.
Studying the requesting process may add
information to help improve minority par-
ticipation rates in organ and tissue dona-
tion. Other culturally homogeneous
groups may also be well served by this
community approach to increasing organ
and tissue donation. El
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Clinica Tibas: A Public-
Private Partnership for
Health Care Delivery in
Costa Rica

Historically, health care in Costa
Rica has been provided by the govern-
ment. Health promotion and disease pre-
vention have been in the province of the
Ministry ofHealth, and hospital and med-
ical care have been under the aegis of the
Social Security Bureau. Medical care in
the private sector has been available to
those who can afford it.

Recent criticism characterizes the
public system of medical care as overly
bureaucratic and inflexible, making sub-
optimal use of resources, and restricting
finances for the provision of services1.

Notes om the Fidd

The Social Security Bureau has been de-
scnbed as fostering routine and apathetic
medical care, failing to recognize local
needs, and being narrowly focused on a
biological concept of health and illness.2
Consumer complaints cite long waits for
service and treatment that is discourteous,
impersonal, and at times detrimental to
health. Ambulatory care is often sought
from hospitals, adding to their burden and
contributing to those conditions about
which consumers complain.

Expeymenta Responses
Costa Rica's government has in re-

cent years sponsored several experiments
in health service delivery featuring con-
tractual arrangements between the Social
Security Bureau and the private sector.
The first ofthese involved the formation of
a "cooperative" to operate the Integrated
Clinic at Pavas. In this context, a cooper-
ative is an association of a variety of in-
terests that stands to gain financially if it
succeeds in providing services to an as-
signed population in an efficacious and ef-
ficient manner.

A more recently organized effort, de-
scribed here, is that serving Tibas, a com-
munity of approximately 50 000 adjacent
to San Jose, the capital of Costa Rica.
Contractual arrangements with the Social
Security Bureau convey responsibility for
servicing this population toCOOPESAIN
R.L., a private entity composed of a full
range of professional, technical, and ad-
ministrative personnel. Many of these in-
dividualswere previously employed in the
public sector.

The cooperative was legally consti-
tuted on July 2, 1989; the Integrated Clinic
at Tibas was opened on January 31, 1990
with the full range of services available by
May 2, 1990. The clinic is operated under
the supervision of the Social Security Bu-
reau and the Ministry of Health.

The Ingraed Clihni at Tibas
This newest experiment in health ser-

vice delivery retains those elements of the
exsting public system for health care that
are desirable while introducng innovations
aimed at increasing client and provider sat-
isfaction and organizational efficiency. The
stated goals of the cooperative are as fol-
lows2:

* To apply and fortify the strategy of
primary health care, featuring a focus on
the family and with emphases on health
promotion and disease prevention.
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* To provide ambulatory health care
that is easily accessible, of high quality,
and integrated with primary health care.

* To involve the community in re-
sponsibility for its own health.

* To eliminate bureaucratic con-
straints.

* To improve the utilization of hu-
man, material, and financial resources.

* To promote excellence by means
of more selective hiring and better in-
service teaching programs.

* To encourage employee motiva-
tion and identification with thework ofthe
clinic.

* To foster teamwork.

It is the intent of the cooperative to
provide for community oversight of its
function. Toward this end, community
participation is being cultivated and affil-
iation with 36 existing community organi-
zations is under way.

Ambulatory care otherwise provided
by the Social Security Bureau and certain
ofthose services typicaUly associated with
the Ministry of Health are provided by
clinic personnel. The latter services, fall-
ing under the rubric of primary care, in-
clude prenatal care, vaccination, visits to
families in their homes on a regular basis
as well aswhen a specific need arises, vis-
its to schools, and community health ed-
ucation. The Ministry of Health retains
the responsibility for comprehensive
health planning, program evaluation, epi-
demiological investigation, environmental
sanitation, and enforcement of health reg-
ulations.

While the experiment in Tibas may
resemble the closed panel health mainte-
nance organization familiar to North
Americans, it differs in at least two impor-
tant ways. Contractually bound to serve a
defined population, the clinic may not al-
ter its subscriber mix in the interest of en-
suring solvency. The incentive to operate
efficiently and to promote community
health is, therefore, more powerful. Also,
the cooperative is not responsible for hos-
pital care. Free of this obligation and its
financing, the clinic is able to give priority
to the provision of ambulatory and com-
munity care.

OUtoMes
The cooperative has been able to pro-

vide easier access to better care, asjudged
by clinic clients,3 and has done so at a cost
that is lower to government than the
amount that would have been spent under
the preexisting arrangement.4 The bureau-

cratization that, in the public sector, can
result in delays of up to 1 year for pro-
curement or repair of equipment has been
eliminated, and a commitment to commu-
nity participation and organized program-
ming permits greater responsiveness to
community needs.

In the year 1990/91, 88% of all visits
to the clinic were of a general medical na-
ture, with the balance involving specialty
care. Of all cases presented to the clinic,
97.3% were resolved there; 2.7% were re-
ferred to more specialized settings. Of all
pediatric cases, 90% were attended to in-
house. This performance reduces the im-
pact of inappropriate usage on area hos-
pitals. The clinic's emergency service
handled an average of 35 patients daily,
further alleviating the burden on hospitals
in its referral network.

Almost all clinic service is provided
on an appointment basis. For those clients
presenting without an appointment, the
average waiting time is one-half hour. The
duration ofpharmacyvisits is extended by
a patient educational component. Physi-
cians see, on average, four patients per
hour. Ambulatory surgery affords the ad-
vantages of reduced waiting time for the
patient and better doctor-patient relation-
ships insofar as the patient is attended by
familiar persons.

Data collected in two opinion sur-
veys indicate client satisfaction with the
clinic at Tibas. Among 346 patrons, nearly
all (96.5%) rate the treatment received as
"good" (26.3%) or "very good" (70.2%).
Among the advantages of clinic use these
clients cited "good care" (59.9%/o), close-
ness to home (31.3%), and rapid access
(no delay) (26.88%)3. In another survey of
users of specific clinic services, all but
3.7% of the responses rated the care as
"good," "very good," or "excellent."4

A cost analysis comparing the clinic
at Tibas with four others that are operated
by the government but are otherwise
equivalent indicates that the public-
private partnership offers some advan-
tage. The average cost per consultation at
the cooperative clinic in its first 5 months
of operation was 44.54% lower,4 and from
July through October 1991, this cost ad-
vantage increased. The average cost of a
consultation at the cooperative clinic for
the 5 month period was 1086 Colones (US
$11.25) while that at the four comparison
clinics was 1565 Colones (US $16.20).

Concwins
The cooperative clinic at Tibas aims

to provide service of high quality while

making rational and efficient use of avail-
able resources. There is some question,
however, regarding the prospects for ex-
tending the model. The prevailing senti-
ment of many medical professionals in
Costa Rica, as elsewhere, is traditional
and not geared to this new approach. Until
changes in education and training are
brought to bear, this attitude may not be
altered. Further, while this model may be
appropriate for the majority of the popu-
lation, clustered in the Central Valley, it
may require some modification if it is to
attend to those of other jurisdictions, in-
cluding regions of Costa Rica with lower
population density and limits on transpor-
tation. Nonetheless, the private-public
venture in Tibas appears to offer the po-
tential for achieving the integration of So-
cial Security and Ministry functions that
has been mandated but not yet accom-
plished and is an attractive altemative for
the provision of health care in settings
such as Costa Rica. [J
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Assessing Community
Health Concerns and
Implementing a
Microgrant Program for
Self-Help kitiatives

Although the value of giving voice to
the commulnity health concerns of mar-
ginalized groups is acknowledged, few
practical methodologies for doing so are
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available. Similarly, despite recognition
that even modest resources can stimulate
grassroots initiatives, few demonstrations
of this leveraging process have been re-
ported. This note describes the involve-
ment of the Work Group on Health Pro-
motion and Community Development at
the University of Kansas in designing and
implementing two innovations: a process
for assessing community health concems
and a microgrants program to encourage
self-help initiatives.

In January 1990, portions of the Con-
cerns Report Method' were modified to
identify strengths and problems in the
community related to public health and
alternatives for improvement. This pro-
cess was implemented to identify the
health concerns of low-income people in
Lawrence, Kan (population 65 608), and
surrounding Douglas County (population
81 798). This was the first application of
the Concerns Report Method to assess
community health concerns.

The Concerns Report Method in-
volves several steps. First, members of a
consumer working group-in this case,
low-income clients of local health and hu-
man service agencies-review a menu of
potential issues (e.g., availability of af-
fordable medical and dental treatment).
The working group selects, adapts, or cre-
ates approximately 30 items to appear on
a unique concerns survey. Item categories
currently include acquired immunodefi-
ciency syndrome (AIDS) and sexually
transmitted diseases, alcohol and sub-
stance abuse, adolescent pregnancy, can-
cer, cardiovascular disease, injury pre-
vention, mother and child health, smoking
and tobacco use, basic health issues, and
domesticviolence. For example, one item
related to substance abuse reads: "pro-
grams to help people quit smoking are
available and affordable." The selected
items form a self-administered question-
naire which is set at approximately a fifth-
grade reading level.

Second, the questionnaires are dis-
tributed through local health and human
service agencies. Respondents rate each
item on its importance and their satisfac-
tion with it. A formula is used to report
percentage importance and percentage
satisfaction. Items rated high in both im-
portance and satisfaction are considered
relative strengths; those high in impor-
tance and low in satisfaction, relative
problems. Third, the questionnaire re-
sponses are compiled and analyzed and a
report of the findings is prepared and dis-
tributed to health and human service agen-
cies, city officials, and other interested or-

ganizations. Finally, a public meeting is
held to discuss identified strengths and
problems and generate altematives.

In this application of the Concems
Report Method,we collaboratedwith rep-
resentatives of local human service agen-
cies and organizations. Participants in-
cluded representatives from the local
UnitedWay agency, the county health de-
partment, local poverty agencies, an
agency serving people with disabilities,
the county AIDS task force, an organiza-
tion working on the prevention and treat-
ment ofdrug and alcohol abuse, the Coun-
cil on Aging, the local women's shelter,
and the local Visiting Nurses Association.
Participants had an interest in specific
health issues (e.g., drug and alcohol
abuse, adolescent pregnancy, or AIDS),
contactwith low-income persons, or both.
This group-calling itself the Douglas
County Coalition on Community Health
Concerns-agreed to sponsor a survey to
assess the strengths and problems of the
county related to community health.

The surveyofcommunityhealth con-
cerns was a volunteer effort. Representa-
tives of the Douglas County Coalition on
Community Health Concerns donated
their time and resources to photocopy and
distribute the survey. Staff at the Work
Group collected the surveys, analyzed the
data, and prepared and distnbuted the fi-
nal report free of charge (the report nor-
mally costs approximately 50 cents per
completed questionnaire).

The survey was distnbuted through
local health and human service agencies
and during distribution days for commod-
ity food programs and the county health
department's Women, Infants, and Chil-
dren Program. Agency representatives
and staff from the Work Group invited
people to complete the survey. Approxi-
mately 300 people completed the survey
(the actual response rate is unavailable).
The majority of respondents werewomen
with household incomes of less than
$10 000 a year. Most respondents were
working poor, reporting at least some
earnings from jobs.

Major problems identified by the sur-
vey included a lack of affordable health
insurance (88% importance, 41% satisfac-
tion), medical and dental treatment (90%
importance, 42% satisfaction), quality day
care (86% importance, 49% satisfaction),
and community programs to help preg-
nantwomen avoid drugs and alcohol (86%
importance, 59% satisfaction). Some rel-
ative strengths included the availability of
a 911 number for reporting accidents and
getting immediate help (92% importance,

77% satisfaction), people's knowledge of
the major causes of heart disease (88%
importance, 70% satisfaction), and the
fact that the schools educate students
about the effects ofalcohol and drug abuse
(90% importance, 66% satisfaction).

Public meetings were held to discuss
with Coalition participants and members
of the community the issues identified and
possible solutions. For example, in re-
sponse to the lack of affordable health in-
surance for all people in the community,
alternatives identified during the public
meetings included purchasing insurance
through a broker to get less expensive
health insurance, developing a group plan
for the medically indigent, and establish-
ing state-funded subsidies for doctorswho
treat low-income people. In response to
the lack of affordable community pro-
grams to help pregnant women avoid
drugs and alcohol, the alternatives gener-
ated included posting signs to adverise
available programs and establishing peer
counseling programs.

A direct benefit of this application of
the Concems Report Method was the for-
mation ofa local health concerns coalition.
This group, composed mainly of consum-
ers, was formed to address several identi-
fied health issues; its initiatives included a
breast cancer awareness campaign and the
developmentofa local detoxdfication house
for alcohol and drug abusers.

The Work Group on Health Promo-
tion and Community Development se-
cured $10 000 from the Kansas Health
Foundation (formerly the Wesley Foun-
dation) of Wichita, Kan, to field-test a mi-
crogrant program. The program was in-
tended to fund small self-help projects
designed to address selected health issues
identified through the Concerns Report
Method. The funds were awarded to the
United Way of Douglas County, which
disbursed funds and administered the pro-
gram. The Work Group solicited propos-
als, coordinated proposal reviews, and
provided technical support for microgrant
applicants and grantees throughout all
phases of the program.

The microgrants program awarded
grants to informal and formal organizations
addressing defined community health con-
cerns compatible with the Foundation's
primary areas of health promotion and dis-
ease prevention: cardiovascular disease,
cancer, substance abuse, and maternal/
infant care. Prioritywas given to proposed
self-help projects, those with significant in-
volvement by community members expe-
riencing the health problem (e.g., an ado-
lescentpregnancyprogramledby teenaged
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mothers), and projects that encouraged
collaboration among community members
and organizations.

The community health modification
of the Concerns Report Method is a pro-
cess for setting local agendas for health
promotion. As a complement to epidemi-
ologicmethods, the method can be used to
identifycommunity health concerns ofrel-
atively disadvantaged and marginalized
groups. The microgrants program pro-
vided modest resources to help people af-
fected by health concerns to address
them. When used in conjunction with the
Concerns Report process, the micro-
grants program provided a means for le-
veraging small self-help initiatives consis-
tent with the priorities of marginalized

groups. These community health innova-
tions enable consumers to be involved in
health planning, contibuting to their con-
trol over resources that affect their health
and well-being. 0
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