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Abstract

This paper reports on two studies of the quality of care in longterm care institutions for
the elderly, one in Israel and one in Florida, which used the tracer methodology developed
by the JDCBrookdale Institute of Gerontology for examining quality of care in such
institutions.

A tracer is a welldefined and frequently occurring problem which has a known treatment.
Tracers from the medical, nursing and psychosocial areas of care were used in the studies.
Data were collected by multidisciplinary teams of medical and paramedical personnel who
examined and interviewed elderly residents, interviewed staff members, conducted
observations, and reviewed records. Differences inherent in the two study groups  such as
cultural norms and organizational systems  were taken into consideration, and the
instruments were adjusted accordingly.

The tracer method proved to be a feasible method for assessing quality of care in both
locales. Findings regarding 12 tracers show that for units previously assessed as either good
or poor/mediocre by surveyors, good units consistently scored higher than poor/mediocre
units in quality of care. Florida scored higher for quality of care in the medical area, and
Israel in the nursing and psychosocial areas.

This is a reprint of an article published in Quality Assurance in Health Care. Vol. 4, No. 3,
1992, pp. 225244.
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Thispaper reports on two studiesof the qualityofcare in longterm care institutions
for the elderly, one in Israel and one in Florida, which used the tracer methodology
developed by the JDCBrookdale Institute of Gerontology for examining quality of
care in such institutions. A tracer is a welldeifnedandfrequently occurring problem
which has a known treatment. Tracers from the medical, nursing and psychosocial
areasofcare were used in the studies. Data were collectedby multidisciplinary teams of
medical and paramedical personnel who examined and interviewed elderly residents,
interviewed staff members, conducted observations, and reviewed records. Differ
ences inherent in the two studygroupssuch as in cultural norms and organizational
systemswere taken into consideration, and the instruments were adjusted accord
ingly. The tracer methodproved to beafeasible methodfor assessingqualityofcare in
both locales. Findings regarding 12 tracers show thatfor units previously assessed as
either goodorpoor/mediocre by surveyors, goodunits consistently scored higher than
poor/mediocre units in qualityofcare. Florida scored higherfor qualityofcare in the
medical area, and Israel in the nursing and psychosocial areas.
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INTRODUCTION

The effectiveness of regulatory systems that are responsible for surveillance of
quality of care in institutions for the elderly is being scrutinized worldwide [1,2].
Recent research has shown that regulatory systems are subject to a number of
limitations [3,4]. In Israel an approach to regulation has been developed which
attempts to address the following problems which were identified in the government
surveillance system:
 lack of a unified regulatory method;

Repirnt requests should be sent to: Rachel Fleishman, Brookdale InstituteofGerontology, JDC Hill,
POB 13087, Jerusalem 91130, Israel.
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226 R. Fleishman et al.

 lack of reliable, comprehensive and standard regulatory instruments;
 evaluations by government surveyors based mainly on structural aspects and

only partially on defined care processes and their outcomes;
 failure to take residents' opinions into account;
 lack of team work and communication between the nursing and social work

surveyors;
 insufficient reporting and followup regarding institutional deficiencies and

inadequate enforcement of regulations;
 inadequate centralized information about institutions and their residents.
The approach makes extensive use of the tracer methodology, developed by the

JDCBrookdale Institute of Gerontology andAdult Human Development in Israel,
for examining quality of care in longterm care institutions for the elderly [5,6]. A
tracer is a welldeifned and frequently occurirng condition which has a known
treatment and significantly affects the resident's wellbeing [7]. Emphasis is placed
on examining structure, process and outcome indicators for a relatively small
number of tracer conditions in the medical, nursing and psychosocial areas of care.
Additional indicators, such as admission procedures and nutrition, are also exam
ined but in much less detail.
In this paper, we report on two studies, one in Israel and one in Florida, which

utilized the tracer methodology as developed by the Brookdale Institute [8] to
measure quality of care in institutions for the moderately impaired elderly [9]. The
original study was conducted in Israel and then replicated, with modifications, in
Florida.
In this report we descirbe the conceptual framework and the materials and

methods used in the two studies, including the data collection process, the pretest,
the problems encountered, the samples and the data analysis. We descirbe the basic
differences in the prevalence of tracers and structural variables in Israel and Florida
and then go on to consider the findings with respect to the qualityof care based on the
one recommended best indicator for each tracer.
Finally, in the discussion the following questions are addressed:
1 . Can the tracer method be implemented in two different, cultural and organiza
tional contexts?
2. Can the same set of tracers be used in both contexts?
3. How does prevalence of tracers differ according to the quality of the unit in the
two countries?
4. What are the patterns ofqualityof care in the two countires, based on structural
indicators and recommended best process and outcome indicators?
5. Does the tracer method distinguish between good and poor facilities in each
country, as assessed previously by surveyors?

CONCEPTUAL FRAMEWORK

1 . Assessment of Quality of Care

Three different approaches for evaluating quality of care are descirbed in the
literature based on structure, process and outcomes of care [10]. Structural
indicators measure quality of care in terms of physical structure, man power,
equipment and the efficiency of the organizations. Examples include staffing ratios,
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extent ofstaff training and availability of bathrooms. Structural indicators are
relatively easy to measure and relfect the ability of an institution to provide good
quality of care. However, there is no direct relationship between structure and
treatment. The fact that a clinic is wellequipped does not guarantee that all residents
receive adequate treatment. Thus, while structural indicators can help explain some
causes of deifciencies, they alone cannot be used to measure quality of care.
Process indicators measure quality of care in terms of the procedures and activities

involved in caregiving. Examples include staff awareness of problems and the
presence and adequacy of treatment. Process indicators can only be evaluated in
relation to previously established standards of appropriate care which are not always
available.
Outcome indicators focus on the direct results of care. Examples include the level

of personal cleanliness of residents and resident satisfaction. Although outcome
indicators provide a more direct measure of quality, they also have their disadvan
tages. Firstly, measuring outcome sometimes requires measurement at a number of
points over time. Secondly, there is not always a direct relationship between the care
processes and their results: good care does not necessarily result in a satisfactory
outcome, while an adequate outcome may also result from events that have nothing
to do with the care provided [11]. Finally, outcome measures alone tell us nothing
about deifciencies or their causes [12].

2. The Tracer Methodology

According to the tracer methodology, a set of welldeifned and frequently
occurirng problems can serve as "tracers" for the evaluation of care. A tracer is a
welldeifned problem which is easy to diagnose. It is highly prevalent, and affects
signiifcantly the resident's wellbeing. There are standard procedures of care
management, and proper treatment is likely to inlfuence positively the patient's
condition [7].
The basic assumption of the tracer approach is that the manner in which care is

provided for speciifc problems (deifned as tracer conditions) is an indicator of the
quality of care of the entire care delivery system. Tracers are chosen for measuirng
the quality of care in three main areas ofcare : medical,nursing and psychosocial . For
example, in the nursing area it is assumed that the nursing staff, who provide a
certain qualityofcare with respect to dififculty in washing, will provide the same level
of care with respect to mobility problems, dififculty in dressing and the rest of ADL
tracers. Therefore, a limited number of selected tracer conditions, examined in
depth, can serve as a basis for assessing the overall quality of care provided by a
speciifc service.
The tracer approach enables a quantitative and objective evaluation of quality,

and focuses on speciifc aspects of care, integrating structure, process and outcome
measures. It facilitates the identiifcation of deifciencies in the provision of care and
their source and, if applied over time, facilitates the monitoirng of trends in care
delivery [13].

3. Tracers and General Structural Indicators

For both studies, tracers relevant for the three areas of care medical, nursing and
psychosocial were chosen (see Table 1). Ten tracers were used in the studies in
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TABLE 1 . Tracers for measuringquality ofcare In Isarel uid
Floirda

Medical Hypertension
Vision dififculties
Heairng difficulties
Oral health problems
Inadequate nutirtion (Floirda only)

Nursing Mobility difficulties
Difficulty in washing
Difficulty in dressing
Dififculty in brushing teeth (Israel only)
Uirnary incontinence

Psychosocial Feeling of loneliness
Lack ofautonomy

both Israel and Floirda. For technical reasons, dififculty in brushing teeth (a nursing
tracer) was examined only in Israel and nutrition (a medical tracer) was examined
only in Floirda.
Along with the tracers, general structural indicators were examined in the light of

their potential effect on the qualityof care provided. The general structural variables
examined in these studies were: staffing ratios, existenceof health services and social
and cultural activities, living conditions, safety measures, and medical record
keeping [8]. For each structural variable an index of the relevant items was created.
In both Israel and Florida, assessment was made according to standards of the local
licensing agencies. Resident satisfaction was measured in both Israel and Florida,
even though it was not directly associated with any of the tracer conditions.

MATERIALS AND METHODS

1 . Measurement ofQuality of Care

On the operational level , poor qualityofcare is indicated when the staff is unaware
of the existence of problems, or when there is no treatment, inadequate treatment or
unsatisfactory outcomes following treatment, according to established standards. As
noted, the tracer methodology attempts to integrate structure, process and outcome
measures to evaluate quality of care. However, meaningful measures at all three
levels are not always feasible. Measurement of tracers was based on the following
cirteria: whether prevalence ofthe tracer condition alone constitutes an outcome and
whether quality was assessed for each tracer at the process level, the outcome level,
or both.
Table 2 descirbes the process and outcome measures used for each tracer. Two

types of tracers can be distinguished. For the first type, such as hypertension,
mobility problems and difficulty in washing and dressing, the condition is chronic and
the best care is that which keeps the condition under control. For this type prevalence
differs from outcome. Treatment does not influence prevalence and both can be
examined at one point in time in order to evaluate the adequacy of treatment. For the
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TABLE 2. Measurement of quality of care according to process and outcome indicators

Tracers Process indicators Outcome indicators

Hypertension Doctor awareness Percentage of hypertensives
Adequate followup under control of all

residents suffeirng from
hypertension

Vision Doctor/nurse awareness Percentage of residents with
difficulties Visited a specialist vision difficulties whose

duirng past year problems were solved (with
glasses)

Heairng Doctor/nurse awareness Percentage of residents with
dififculties Visited a specialist heairng difficulties whose

duirng past year problems were solved (with
heairng aids)

Oral health Doctor awareness Percentage of residents with
problems Visited dentist duirng oral health problems

past year

Inadequate Not meaningful Percentage of residents with
nutirtion no nutritional problems

Mobility Assistance in walking Not meaningful
dififculties Physiotherapy

Dififculty Nurse awareness Percentage of residents who
in washing Assistance in washing have dififculty in washing

and who are clean

Dififculty Nurse awareness Percentage of residents who
in dressing Assistance in dressing have dififculty in dressing

and are properly dressed

Dififculty Nurse awareness Percentage of residents who
in brushing Assistance in oral have dififculty in brushing
teeth care by nurse teeth and whose oral hygiene

is acceptable

Uirnary Doctor/nurse awareness Not meaningful
incontinence

Feelings of Nurseysocial worker Percentage of all residents
loneliness awareness who do not feel lonely or

Participation in social bored and have a conifdant
activities

Individual care by
social worker

Lack of Not meaningful Percentage of residents who
autonomy do not feel that they lack

autonomy. (They are permitted
to perform more than 50"y<> of
activitiesdeifned in index(
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second type of tracer, such as oral health problems, vision problems and loneliness,
the conditions can be treated in such a way so as not to require continuous care.
Prevalence here is synonymous with outcome. Absence of a problem could be a
result of successful treatment or could indicate that the problem never existed.
Consequently, prevalence must be checked at two points of time in order to identify
successful treatment (outcome). For this typeof tracer,if qualityof care is measured
at only one point in time, interpretation of the results must be made cautiously.
For most of the tracers, meaningful process and outcome measures were deifned

successfully. However, for mobility problems and urinary incontinence, outcome
measures were not meaningful, and for nutrition and lack of autonomy, process
measures were not meaningful.

a. Recommended best indicatorsof quality
In analysing the data, one indicator for each tracer was chosen as being the best

indicator of the quality of care, when a quick evaluation was needed. The following
criteria were used to choose the "best" indicator: (a) the indicator relfects a problem
which the institution is pirmarily responsible for treating, and (b) the indicator is
based on a relatively high frequency of cases. In addition, two tests of validity were
applied to each indicator:
 the ability of the indicator to differentiate among wards;
 the ability of the indicator to differentiate between good and poor wards as

assessed previously by surveyors [14].

b. Overall qualityofcare assessment
An attempt to assess the overall quality of care was made. Summary indices by

area of care, as well as a summary index for structural measures, were developed
based on the recommended best indicators. Each of the three summary indices
)medical, nursing and psychosocial) was calculated as an arithmetic average of the
scores on quality of care indices, weighted by problem prevalence, for the tracers of
the respective areas of care. The summary structural index was calculated as an
arithmetic average of the scores for each component. The summary indices provide
an overview of the quality of care in each type of facility.

2.Data Collection

For each tracer, data were collected on the relevant indicators of quality (see
Fig. 1). In both Israel and Florida, a multidisciplinary team employed a complex
data collection system that consisted of medical and nursing examinations of, and
interviews with, randomly sampled elderly residents, onsite observations of staff,
interviews with key staff members, and inspection of medical and social ifles of the
elderly.
In Israel the research team consisted ofa physician, nurse, occupational therapist,

oral epidemiologist and interviewer. In Floirda, since purchase of physician and
dentist time was expensive, nurse practitioners and dental hygienists were employed
to perform the respective examinations. Social workers were utilized as interviewers
and a registered dietician collected data for the nutirtion tracer. Nurses and
occupational therapists were used in the same capacity as those in Israel.
Data were gathered on two levels the individual level and the institutional level.
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1. IHSIVXUML LEVKL

(a>Interview with and (b) Interviews with staff
pagination of the about each elderly
elderly residents resident

.tudy tea■ . study tea■ i treating
physician physician physician

.tudy tea■ study team study tea■ > treating
oral nurse nurse nurseepidealologist I

4' .J study tea■ > treating
1 1 interviewer social workerthe elderly person

t tstudy study team
interviewer occupational

therapist

(c) Review of clinical files (d) Review of aortal files
study tea■ physician study interviewer
study tea■ nurse

2. INSTITUTIONAL LEVEL

(a) Interviews with staff about (b) Onsite observations ofpolicies. regulations. and staffresident relations
work organization in the and Institutional
institution facilltlea

* director study interviewer
study tea■ 9 chief physician study tea■ nurse
interviewer > chief nurse study tea■ occupational

■? chief social worker therapist

FIGURE 1. Data collection procedures.

(a) At the individual level: the elderly person was interviewed and examined by the
study team physician, nurse, oral epidemiologist and occupational therapist regard
ing the tracer conditions and related indicators. The responsible ward nurse, treating
physician, primary caretaker and social worker or housemother were interviewed by
their professional colleagues from among the study team interviewers. They were
asked to describe the conditions of each elderly resident regarding the tracers and the
care delivered. In addition, the study team physician and nurse reviewed the medical
records of each of the elderly residents and the study's interviewers reviewed the
social recordsof eachof the elderly residents. (b) At the institutional level: the head
physician, head nurse, head social worker, primary caretaker and director of the
institution were interviewed by the study's interviewer about the institution's
policies, responsibilities, regulations and organization of work, and the study team
nurse, occupational or physical therapist and interviewers recorded on site obser
vationsof staffresident relations and institutional facilities. In addition, in Floirda, a
study team dietician visited each facility twice to observe meals.

3. ThePretest

A pretest was performed in two facilities in each country. Numerous changes
were introduced in the implementation of the study in the light of the results of the
respective pretests.
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The original questionnaire used in Israel was altered for the Florida study to make
the questions more relevant to the local population and to take into account
differences in organization. For example, a question on autonomy which was used in
Israel: "Are you able to store food in the institution's refrigerator?", was eliminated
from the Florida questionnaire since this is not an option in most institutions in
Florida.
One problem characteirzed both study settings, affecting the data collection

process and, ultimately, the results. Medical record keeping the recording of
standard parameters such as weight, height etc.; the recording of accidents such as
falls; the recording of distribution of medicine or participation in social activities
was deifcient in both locales, in both good and poor/mediocre facilities. This
deifciency made it dififcult to measure prevalence, as the occurrence or existence of
many of the tracer conditions examined in the studies was simply not recorded in
residents' records. This deifciency also made it dififcult to measure whether or not
treatment was provided. If no record of treatment was entered in a resident's record
there was no way to discern whether the treatment was not provided or simply not
recorded. Due to this deifciency in record keeping, such occurrences as "falls" could
not be used as tracer conditions, as there was not enough information concerning the
existence of falls to highlight the problem and make it a useful tracer.

4. Problems in Gathering the Data

Despite the pretest, several new problems arose duirng the ifeld work. This
presented an unexpected challenge which was met by introducing further changes.
Dififculties were encountered in obtaining the cooperation and consent of the

relevant parties, i.e. the elderly residents, on the individual level, and the adminis
tration of the institution, on the institutional level.
In Florida, several institutions refused to participate. At the time that the research

team began their study, enforcement of standards was increasing statewide in the
wake of the closing of a poor facility by the local Department of Health and
Rehabilitative Services. This caused facilities to be cautious about participating in a
study. Even among those agreeing to participate, some administrators often set up
barriers to impede the progress of the study. After the facility agreed to participate,
individual consent forms had to be obtained from the elderly residents so that their
medical records could be examined. Resident permissions proved to be more
dififcult to obtain than anticipated, as relatives often requested that the elderly "not
sign anything". In order to obtain 165 consent forms, more than 240 residents were
asked to participate. Of these 165, 12 refused to complete the study once it was in
progress, six residents died and 16 others were discharged or moved during the
course of the project. A few residents were not sufifciently alert to complete the
survey and others, due to illness, had to decline or withdraw from participation.
Among those who refused to complete the study, several strategies were used to try
to complete the survey, including: changing interviewers when there were dififculties
between the original interviewer and the respondent, and changing interview times if
the respondent was too tired or ill to participate at the oirginally scheduled time.
In Israel, noneof the facilities approached refused to participate. However, due to

a general unawareness of the need to measure quality of care and develop a strong
regulatory system to enforce standards of care, none of the institutions permitted a
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repetition of interviews with elderly residents and, thus, interrater reliability could
not be checked. Signed informed consent was not demanded of the elderly residents
in Israel as they did not, legally, own their records. Permission from the institution's
administration, to examine records, sufficed.
As mentioned above, another important problem encountered in gatheirng the

data was record keeping. In Israel, record keeping was patchy, and relevant
information about residents and their treatment was lacking. In Floirda, not only was
record keeping deifcient, but (1) the records were not always stored at the institution
and (2) permission was not always granted to examine records. One facility, for
example, kept its records at a central ofifce. Not only was it difficult for the study
team to obtain these records due to their physical location, but the personnel at this
central ofifce did not allow access to them even though the facility itself had given
permission. Furthermore, the private physicians who cared for elderly residents in
Floirda did not always allow examination of records, even though patients in the
USA are deifned as the owners of their own medical records.

5.The Samples

In Israel the study was conducted in nine units. A unit was deifned as an
institutional ward, or in the absence of departmental divisions, an entire institution.
Each unit consisted of between 60 and 120 beds. Two of the units were for
independent elderly, three were for frail elderly and four were nursing units. For
purposes of compairson with Florida, nursing units are not included in this paper. All
units had been evaluated previously by the national supervisors of the Ministry of
Health and Ministry of Labor and Social Affairs as either "good" or "poor"
according to standards for medical care, nursing care, physical structure, equipment,
stafifng ratios, services and resident satisfaction [15]. Of the ifve units examined in
this study, two were privately owned, two were public institutions and one was
maintained by a voluntary organization.
In Floirda, the study was conducted in eight "adult congregate living facilities"

(ACLF) [16,17]. Each facility consisted of at least 20 beds and serviced the needs of
independent and frail elderly. All units had been evaluated previously by the Long
term Care Ombudsman Council and local licensure staff of Florida as either "good"
or "mediocre" according to local standards for licensure. Of the eight Florida
facilities in the study, seven are run for proift and the remaining one is nonproift.
Truly "poor" facilities were not licensed and, due to this reason, were not available
for this study.
Piror evaluation of facilities as either "good" or "poor" was necessary to enable us

to include the two extremes of care along the continuum of quality of care. It also
permitted us to validate the tracer approach against the previous evaluations of the
regulatory system.

6. AnalysisofData

Assessment of the data for determining quality of care proceeded in three steps.
First, prevalenceof tracers, structural measures and allof the indicatorsof quality of
care which were deifned for each tracer were examined. Second, an effort was made
to choose a setofrecommended best indicators, based on deifned cirteira and on staff
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awareness, treatment and outcomes. Finally, summary indices by each area of care
were developed.

7. AssessmentofFeasibility

The following criteria were used to assess how well the tracer methodology was
implemented:
 how many elderly responded to the full questionnaire and how many refused;
 whether all the questionnaires and forms were filled in adequately;
 whether care givers responded adequately;
 whether the necessary information was available, observations were performed

as planned and meaningful data were obtained.

8. Validity

The criteria for assessing validity included the capacity of the indicator to
distinguish between good and poor units, and correlations between indicators of
tracers within each area.
Correlations were examined between unit rankings according to various indicators

within a given area, as well as between the summary indices for each area. At
present, these data are available only for Israel.

RESULTS

Here, we shall describe ifrst the basic differences in the prevalence of tracers and
structural variables between Israel, and Florida and then go on to consider the
ifndings with respect to the quality of care based on the one recommended best
indicator for each tracer. Following this, we will present the summary indices by area
of care and quality of ward. In each one of these sections we will consider ifrst the
comparison of the good and poor units within each country. Then, we will compare
the rates of prevalence, awareness and treatment in the good units in Israel versus the
good units in Florida and, ifnally, the poor units in Israel versus the mediocre units in
Floirda. Validity assessment will be presented as well. Feasibility of the studies is
addressed in the Discussion.

1 . Prevalence of Tracer Conditions

The starting point for assessing quality of care is to establish the prevalence of
tracer conditions (see Table 3).
Comparisons of good versus poor facilities within each country, by prevalence of

tracers, indicate the following:
In Israel, in the medical, nursing and psychosocial areas of care with the sole

exception of hearing dififculties rates of prevalence of tracer conditions were
higher in poor units than in good units. A statistically signiifcant difference between
rates of prevalence in good versus poor facilities is shown for four tracers: oral health
problems (71 vs 97o/0), dififculty in washing (46 vs 75o/o), dififculty in brushing teeth
(14 vs 46o/o) and lack of autonomy (8 vs 34O/O(.
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TABLE 3. Prevalence of tracers by quality of facility

Israel Floirda

Good Poor Good Mediocre
(N  51( )N =36( (N = 93) (N = 57)

Tracers (1y( )"/0(

Medical
Hypertension 35.6 40.947. I. 29.6*
Vision difficulties 61.8 68.7 46.2 53.6
Heairng difficulties61. 4t 51.540. 7t 48.2
Oral health problems 71.0* 96.6*t 65.9 57.61
Inadequate nutirtion Not available 19.8 21.4

Nursing
Mobility difficulties 39.8t 56.6 60.7t 63.5
Difficulty in washing 45.7* 74.9* 57.1 61.5
Difficulty in dressing 18.3 24.5 26.2 21.2
Difficulty in brushing teeth 14.2* 45.6* Not available
Uirnary incontinence 24.3t 41.7 40.5t 36.5

Psychosocial
Feeling of loneliness 46.1 64.8 40.9 46.4
Lack of autonomy 8.4*t 34.3*1 O.Ot O.Ot

*The difference between percentages relating to "good" facilities as opposed to those relating to "poor'1
or "mediocre" facilities within each country, is significant by alpha = 0.05 in a chisquared test.
tThe difference between percentages relating to "good" facilities in Israel as opposed to those relating

to "good" facilities in Floirda, and "poor" facilities in Israel as opposed to "mediocre" facilities in Floirda,
is significant by alpha = 0.05 in a chisquared test.

In Florida, rates of prevalence were dispersed more equally among the good and
mediocre units. The good units, in comparison to the mediocre units, showed higher
rates of prevalence for hypertension and oral health problems in the medical area,
and for dififculty in dressing and urinary incontinence in the nursing area. In the
mediocre units, higher rates were noted in the medical area for vision difficulties,
hearing difficulties and inadequate nutrition, and in the nursing area for mobility
dififculties and dififculty in washing. Rates of prevalence were higher in mediocre
units for feeling of loneliness, and there was no lack of autonomy in any of the units.
A statistically signiifcant difference between rates of prevalence in good versus
mediocre facilities is shown for only one tracer, hypertension (47 vs 30o/o).
We now compare the prevalence rates between Israel and Floirda, for good and

poor/mediocre institutions. Oral health problems constitute the most prevalent
tracer in the good units in both countries. In the good units in Israel the highest
prevalence is found in the medical area alone (oral health problems, vision and
heairng dififculties), while in the good units in Florida, the highest prevalence is
found in both the medical and nursing areas (oral health problems, mobility
problems and dififculty in washing). In the poor units in Israel and the mediocre units
in Florida, the highest prevalence is found in the medical and nursing areas for the
same tracers (mobility problems, dififculty in washing and oral health problems).
Comparisonsofthe tracers related to ADLs (mobility problems, dififculty in washing
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and dressing) suggest that the populations in both studies are quite similar. There are
some differences but no broad pattern emerges.

2. Structural Measures

The capacity of each facility to provide adequate care (i.e. to attain high scores for
process and outcome measures) is relfected in the proportion of structural indicators
which meet government standards. In both countries numerous deifciencies were
found in the meeting of these standards and large differences were found between
the structural areas in good units and the structural areas in poor/mediocre units.
In the poor/mediocre units of both countries, almost halfof the required structural

items were either deifcient or lacking. In the good units, between oneiffth and one
third of the items were deifcient.

3. RecommendedBest Indicatorsof Carefor Each Tracer

In analysing the data, one indicator for each tracer was chosen as being the best
indicator of quality of care (see criteria in Material and Methods la.) when a quick
evaluation was needed (see Table 4). It is interesting to note that, although the same
cirteria were used for choosing the recommended best indicators in both studies,
different indicators were selected for several tracer conditions in Israel and Florida.
This stems from the inherent differences in the institutional medical services of the
two countries. For example. the difference in recommended indicators for vision
dififculties (Israel: awareness, Florida: treatment) is due to the unavailability of
medical treatment for vision problems in institutions in Israel due to a lack of
optometric specialists on the staff, and the availability of this type of treatment in
Florida because of optometric care which the elderly contract for (individually)
outside the institution. This and other differences in recommended best indicators
affected the ability to compare tracer condition scores in the two studies.
The presence of only one indicator means that both countries selected the same

best indicator. The residents' satisfaction with institutional life, though not a tracer,
was also examined in both Israel and Floirda and is included in this table as well.
In Israel, units rated as good usually scored higher than those rated as poor. The

only exceptions were for awareness in vision and hearing tracers, which were lower in
the good units. Statistically signiifcant differences between scores in good units
versus those in poor units are noted for hypertension, oral health problems and the
ADLs. General satisfaction was signiifcantly higher in the good than in the poor
units.
In Florida, a similar pattern is seen for comparison ofgood units to mediocre units,

i.e. units assessed as good scored relatively higher in the vairous areas than those
assessed as mediocre. The only exceptions were for awareness of hearing dififculties
and lack of autonomy. Statistically signiifcant differences between scores of quality
in good units versus those in poor units are noted for oral health problems (95 and
50o/o , respectively), the ADL tracers and uirnary incontinence.
Several patterns can be noted for the two countires when compairng data on

recommeded best indicators. Among good units, higher scores in the nursing area of
care are seen in Israel and higher scores in the medical and psychosocial areas of care
are observed in Floirda. Among the poor and mediocre units a similar pattern
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TABLE 4. Recommended best medical, nursing and psychosocial indicators by quality of facility

Israel Florida

Good Poor Good Mediocre
(N = 51)(N = 36) (N = 93) (N = 57)

Indicators of the quality of care (a/0) (o/o)

Medical
Hypertension (followup) 61.7* 24.8* 68.3 66.2t
Vision difficulties (awareness/30. 6t 50.070. 7f61. 5

treatment)
Heairng dififculties (awareness) 23.6t 32.5 40.6t 50.0
Oral health problems (denture 45.8*t l.8*t 95.0*t 50.0*t
repair/treatment)
Mobility dififculties (treatment) 44.2* 9.0* Not available
Inadequate nutirtion (no Not available 80.2 78.6
nutirtional problems)
Summary medical index41. 2t 3.6t 71.0+61. 3f

Nursing
Mobility dififculties (help/ 64.1 52.8t 51.0* lg.2*f
physiotherapy)
Dififculty in washing (satisfactory 80.3* 22.5*+ 85.4*68. 7*+
cleanliness)
Dififculty in dressing (satisfactory 100.0*+ 55.1*+ 59.1*+ 0.0*+
clothing/dressing assistance)
Dififculty in brushing teeth 87.7* 12.3* Not available
(acceptable hygiene)
Urinary incontinence (training Not available 10.8* 0.0*
program)
Summary nursing index 83.0*+ 35.7*51. 6'+21. 7*

Psychosocial
Feelings of loneliness (treatment/ 42.1 27.8 52.3 49,8
not lonely)
Lack of autonomy (degree of 84.4t 68.0+ 100.0+ 100.0+
autonomy)
General satisfaction 89.8*+ 60.3* 5.2+ 66.6
Summary psychosocial index 72.1 52.0 75.8 721

*As in Table 3.
+As in Table 3.

*The ifrst indicator in parentheses is the indicator for Israel and the second, the indicator for Floirda.
Only one indicator means that both countires selected the same best indicator.

emerges (i.e. while the nursing area score is higher in Israel, higher scores in the
medical and psychosocial areas of care are observed in Florida). Statistically
signiifcant differences between scores are noted for approximately onequarter of
the indicators in the three areas of care in comparisons of both good units in Israel
with good units in Floirda, and poor units in Israel with mediocre units in Floirda.

4. Overall QualityofCare

Overall quality of care was assessed by means of summary indices for each of the
three areasof care. Each summary index expresses the average percentageof people
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suffering from each problem who have received adequate care for the problem,
according to established standards (see Table 5). Summary indices by area of care
will be examined ifrst, followed by the summary index for structural indicators,
which expresses the percentage of government regulations which were fuliflled.
A compairson of facilities in Israel by area of care shows that scores are

consistently higher in the good facilities than in the poor facilities, and that, of the
three areas of care, higher scores are observed in the nursing and psychosocial areas
of care. In Floirda, scores are also higher in the good than in the mediocre facilities
with the exception of the psychosocial area where there is practically no difference.
Of the three areas of care, the highest score is observed in the psychosocial area.
These ifndings reveal that there were signiifcant deifciencies even in those facilities
rated previously as good by surveyors.
A comparison between good facilities in Israel and Floirda indicates that scores for

the nursing area are higher in Israel than in Florida but lower for the medical and
psychosocial areas. A similar pattern is observed when comparing poor facilities in
Israel with mediocre facilities in Floirda. This suggests that there can be systematic
differences in the quality of care in different areas across countries. While we have
not as yet fully completed the analysis, we believe this difference may be related to
the fact that in Florida each resident has his own private doctor, whereas in Israel
there is one doctor responsible for all the institution's residents. Another cause of
this difference is a lack of qualiifed nurses and social work staff in these facilities in
Florida.
An index of quality in the structural areas demonstrated a large gap between the

good and poor units (89 and 597o, respectively) in Israel and a smaller gap between
the good and mediocre units (88 and75 0/o, respectively) in Florida.

5. Validity

Validity was examined only in Israel . Using Kendall coefifcients, correlations were
examined among unit rankings according to various indicators within a given area, as
well as among the summary indices for each area. Findings reveal a relatively high
and signiifcant correlation among the different indicators within the structural (0.67;
p < 0.001), psychosocial(0.75; /7 < 0.001) and nursing(0.64; p < 0.001) areas, and a

TABLE 5. Summary indices by area and by quality of ward

Israel Florida

Good Poor Good Mediocre
Areasof care and (N = 51)(N = 36 ) (N = 93) (N = 57)
structural area (7o) (c/o)

Medical 41.2+23. 6t 59.6t 50.7t
Nursing 83.0*t 35.7*+ 41.3't 17.6't
Psychosocial 72.1 52.0 75.8 72.1
Structural 88.8* 58.6* 87.8* 75.0*

'As in Table 3.
tAs in Table 3.



Comparison: Florida vs Israel 239

lower correlation in the medical area (0.23). The low correlations among tracers in
the medical area suggest that these tracers are fairly independent and that a single
tracer does not provide a reliable picture of the quality of medical care. Therefore, it
appears advisable to examine a number of medical tracers and consider adding new
tracers. A fairly high and signiifcant correlation was found among the summary
indices for each area (0.76; p < 0.001), indicating that quality of care in the poor
units is usually deficient in more than one area. However, it is still possible that a
good unit will have deficient areas, and that a poor unit will provide satisfactory care
in particular areas.

DISCUSSION

Structural, cultural and organizational differences between the two countries may
influence both the ability to implement the methodology and the interpretation of
the results. Therefore, comparisons between Israel and Florida must be made
cautiously. Someof the differences which must be taken into account are differences
in cirteria used to assess units as good or poor/mediocre, differences in cultural
norms for selfhelp health care, differences in provision of medical care, and
differences in referral cirteria.
The cirteira used by the respective supervisory teams to assess units as good or

poor/mediocre were not identical in the two countires, and it cannot, therefore, be
assumed that units in Florida are perfectly parallel to those in Israel.
In the wake of the rapid development of Israel's longterm care system, the

government supervisory system is making an increasing effort to raise the level of
care and quality of life in institutions for the country's elderly. All such institutions
must meet licensure standards in order to continue to operate regardless of their
size or the functional characteirstics of their residents (i.e. semiindependent, frail or
nursing elderly). As a number of homes have been closed due to an inability to meet
these standards, vairous steps are being taken to improve supervisory methods and
training of personnel in institutions. Prior to implementing the tracer methodology
within the surveillance system in Israel, national supervisors in both the Ministry of
Health and the Ministry of Labor and Social Affairs classified the longterm care
institutions in Israel (homes for the aged and hospitals for the chronically ill) into ifve
categoires: good, satisfactory, mediocre, poor and very poor. They concluded that
6070 were of satisfactory or good quality and 40o/o of mediocre or poor quality. This
evaluation took into account medical care, nursing care, physical structure, equip
ment, stafifng ratios, services and resident satisfaction.
In Floirda as well, there has been a rapid developmentof domiciliary care facilities

for the frail elderly over the past few years. However, little research has been carried
out on the quality of care in these facilities. While domiciliary care facilities have
been licensed in Floirda since 1975, requirements do not necessairly ensure that
residents' needs are met. in response, the quality of care in a number of good and
mediocre facilities in Floirda is being examined. Since facilities are not usually rated
in Floirda, the Longterm Care Ombudsman Council and local licensure staff were
asked, for the purposes of this study, to identify the facilities they considered
particularly good or poor according to their meeting of local licensure standards.
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They were asked to rate only those facilities which are required to meet licensure
standards. As only those facilities which advertise to provide care must be licensed
(i.e. excluding those approved to accept state clients as a foster home), many of the
worst facilities providing longterm care in Florida were not included for examin
ation in this study. Therefore, it was possible to consider only "mediocre" facilities in
Floirda rather than the "poor" facilities for the purposes of this study.
Attempts were made to make the two studies as close to being replicates as was

possible. However, while factors such as age and degree of functional independence
were similar in the two groups, i.e. all residents were age 65+ and were scored at a
similar level of functional dependency according to evaluation by ADLs, other !

factors, such as cultural norms for selfhelp care and the respective health care ;
systems, were not. The validity of comparing semiindependent and frail elderly
Israeli residents with residents of Floirda ACLFs has not been established.
Cultural norms of health care differ between the two populations, and may help

explain the differences in prevalence and the quality of care of certain conditions in
the institutionalized elderly examined in the two studies. Americans, for example,
are historically more oirented to selfcare than Israelis and are often more likely,
through preventative measures, to try and avoid or minimize the effects of chronic
disease. Through changes in diet and exercise, as well as the incorporation of new
means to deal with stress, many illnesses, such as hypertension, can often be avoided
or their severity reduced. Through careful maintenance and periodic, preventative
examinations, such conditions as vision loss or dental deteiroration can often be
avoided or ameliorated [18,19]. Ameircans tend to undergo preventative examin
ations more often than Israelis due to a difference in selfcare habits as well as
ifnancial considerations. Themajoirtyof health insurance plans in America cover the
medical costs of preventative examinations. Health insurance sick funds in Israel
usually do not.
An additional cultural difference between the two populations is relfected in the

issue of patient's rights: the irght of the patient to insist that speciifc health care needs
be met as well as having the necessary legal and organizational backup systems to
ensure that they are met. In Florida, most facilities which provide a service to a
speciifc population, including longterm care facilities, hospitals etc., provide the
members with a list of irghts to which they are entitled duirng their association with
the facility. Elderly residents in longterm care facilities can turn to individuals or
committees who are appointed to act as local Ombudsman or council members to
ensure that proper treatment or services are provided. In Israel, Ombudsmen
councils for the irghts of institutionalized elderly have not yet been created.
Provision of medical care is another factor which differs between the two study

settings. In Israel, longterm care facilities are usually staffed by professionals,
physicians, nurses and social workers, as required by regulations for licensing. In
units for semiindependent and frail elderly, the responsibility for providing both
routine and specialized medical care, laboratory services, and medications, as well as
for coveirng the costs for these services falls, formally, on Kupat Holim (the health
insurance/sick fund of the General Federation of Labor in Israel). In actuality, while
Kupat Holim does provide specialist care, laboratory services and medications,
responsibility for daytoday care ofthe elderly falls on the staff physician and nurses.
In Floirda, institutions do not have staff physicians, nor do they usually have staff
nurses or social workers. However, they usually have auxiliary staff (nurses' aides,



Comparison: Floirda vs Israel 241

"housemothers" etc) who organize social activities and help with other nonmedical
needs of the residents. Residents are formally responsible for secuirng their medical
care from a pirvate physician, the costsofwhich are usually paid for by pirvate health
insurance companies. In actuality, however, as discovered by the research team
conducting the study in Floirda, most elderly residents do not have a regular
physician.
Differences between the two groups not only made it difficult to compare the data

from the two studies but, as already discussed, occasionally made it difficult to use
identical tracer conditions, study instruments and best recommended indicators.
Having stated the problems involved in compairng the two countires, we will

proceed to address those questions posed at the endof the Introduction.

1. Can the TracerMethod be Implemented in Two Different, Cultural and
' Organizational Contexts?

Despite the difficulties discussed above in compairng the two disparate study
groups, this cooperative, crossnational study helped to conifrm the suitability of the
tracer approach for measuirng the quality of institutional care for the elderly in
different cultural and organizational contexts. By taking into account differences in
the elderly populations and staff in the two studies, and by adjusting the instruments
accordingly, the tracer method proved to be feasible and useful in both Israel and
Floirda. The method proved to be successful in obtaining meaningful information
necessary for evaluating quality of care highlighting both strengths and weaknesses
of facilities in both countires according to a deifnition of success as having attained
a 60o/o response rate of the sampled elderly [20]. In Floirda, successful interviews
were carired out for 690/0 of the sampled elderly. In Israel, of the residents
approached for interviewing, successful interviews were carired out for 97o/o in the
wards for the semi independent elderly and850/o in the wards for the frail elderly.
All of the care givers interviewed responded in both countires, and observations

by the research teams were performed as planned. In spiteofthe numerous problems
in the ifeld work, in both studies most of the data were obtained as planned
previously.

2. Can the Same Set of Tracers be Used in Both Contexts?

Ten out of the 11 tracers used in each study were the same. However, for some of
these tracers, different indicators were recommended for each country. While
lfexibility in choosing recommended indicators allowed for a meaningful analysis, it
complicated the compairson between the two countires.

3. What are the Patterns of Rates of Prevalence of Tracers in the Two Countries?
How Do RatesofPrevalence of Tracers Differ According to the Qualityof the Unit

in the Two Countries?

Rates of prevalence of tracers were higher in the poor units than the good units in
Israel and were distirbuted equally among the good and mediocre units in Floirda.
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These different patterns suggest that there are different processes of allocation of
patients in the two societies.

4. What are the Patterns of Quality of Care in the Two Countries Based on
Structural Indicators and Recommended Best Process and Outcome Indicators?

Patterns of quality of care in the two countries based on parallel structural
indicators and recommended best process and outcome indicators are often similar
at the level of individual tracers. Several patterns can be noted when comparing care
areas between the two countries. Among the good units, higher scores in the medical
and psychosocial areas of care are observed in Floirda, and higher scores in the
nursing areaofcare are seen in Israel. Among the poor and mediocre units the same
pattern as in the good units emerges for all areas of care.

5. Does the Tracer Method Distinguish Between Good and Poor Facilities in Each
Country as Assessed Previously by Surveyors?

The tracer method distinguishes between good and poor facilities in each country
as assessed previously by surveyors. Differences were less dramatic in Florida than
Israel because the sample in Florida included mediocre, rather than poor, facilities.
Speciifcally, this can be illustrated by the psychosocial areaof care in Florida where
recommended best indicators did not distinguish between good and mediocre
facilities. We suggest developing more meaningful indicators for the tracers in this
area.
The validity of the instruments developed for application of the tracer method to

the measurement of quality of care in longterm care institutions was demonstrated
by the capacity of the assessments of quality of care in this study to differentiate
between good and poor units as rated previously by surveyors. The summary indice
scores, with the exceptionof the psychosocial areaof care in Florida, were all higher
for units assessed previously as good than those assessed as poor. At the level of
individual tracers, almost all the indicators differentiated accurately between good
and poor wards.
Validity is also demonstrated by relatively high signiifcant correlations between

the different indicators within each area except the medical area. Further research is
needed in the medical area for choosing more meaningful tracers.
The study described here represents an attempt to implement the tracer method

ology for the evaluation of the quality of institutional care in two different countires.
Two aspects of the methodology proved to be particularly advantageous: the
simultaneous measurement of structure, process and outcome indicators, and the
use of multiple sources of information and multiple data collection techniques.
The ifndings concerning the quality of care in the institutions studied, revealed that
some areas of care were seirously deifcient in all institutions, and that there were
signiifcant deifciencies even in those facilities rated previously as good by surveyors.
Dissemination of the ifndings of this study in a wide vairety of policy and

practitioner forums has led to a growing awareness of the existence of deifciencies in
the quality of care in longterm care institutions in both Israel and Floirda. In Israel,
this has led to the development of a number of programs with both the Ministry of
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Health and Ministry of Labor and Social Affairs [21] in which the tracer approach is
being adapted for use by government surveyors as part of their annual inspection.
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תקציר

בשני שבוצעו הטיפול איכות בנושא מחקרים שני על דיווח מובא זה בתדפיס
המחקרים בפלורידה. והשני בישראל האחד בקשישים, ממושך לטיפול מוסדות
איכות לבדיקת כדי ברוקדייל בג'וינטמכון שפותחה המסמנים כשיטת השתמשו

כאלה. כמוסדות הטיפול

לטפל שניתן ידוע ואשר גבוהה, שכיחות ובעלת היטב מוגדרת בעיה הוא מסמן
הסיעודי הרפואי, הטיפול מתחום כמסמנים השתמשנו במחקרינו בה.
כוח שכללו רבתחומיים צוותים עלידי נאספו הנתונים והפסיכוסוציאלי.
כבתי קשישים תושבים וריאיינו בדקו אלה צוותים ופרהרפואי. רפואי אדם
נלקחו תיקים. ובדקו תצפיות ערכו העובדים, צוותי את ריאיינו אבות,
נורמות כגון  המחקר קבוצות שתי של היסוד באפיוני הבדלים בחשבון

עלפיהם. הותאמו המחקר וכלי  ארגוניות ושיטות תרבותיות

מממצאים טיפול. איכות להערכת כישימה המסמנים שיטת הוכחה הארצות בשתי
או כטוכות לכן קודם שהוערכו שביחידות עולה, מסמנים 12 לגבי
לניקוד בעקביות זכו הטובות היחידות המפקחים, בידי כגרועות/בינוניות
נותנות. שהן הטיפול לאיכות באשר הגרועות/בינוניות מהיחידות יותר גבוה

ישראל בעוד הרפואי, בתחום הטיפול באיכות יותר גבוה לציון זכתה פלורידה
והפסיכוסוציאלי. הסיעודי בתחומים יותר גבוה בניקוד זכתה


