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PROLOGUE

The Hospital's Role in Assessing the Quality of Medical

Care

The purpose of the Annual Symposium is to
bring together administrators, faculty, planners
and students to define and analyze a particular
issue which is apropos, timely, and important
to the present state of the delivery of health
services.

Increasingly, the consumer of health services
is demanding accountability for the rost and
quality of care rendered. This yvea: s subject,
as has been true in the past, is somewhat con-
troversial, hence emimently suited to
on a university campus. “The Hospital’'s Role
in Assessing the Quality of Medical Care”
deals with accountability in the area of medical
services which are rendered. The topic con-
tinues the theme of accountability introduced
at last year’s Symposium where the focus was
on “Public Control and Hospital Operations.”
In view of the close interrelationships between
cost control and quality control, such continuity
seems most appropriate,

Questions raised at the Symposium were
many: What is quality? Can quality be
measured? If so, by what eriteria? Is any one
method best suited for quality assessment, or
is it a combination of many methods? Partici-
pants sought to determine if quality assessment
and control are strictlymedical issues to be dealt
with solely by the physician. Or, are quality
assessment and control matters of integrating
clinical and administrative decision-making?

The papers and discussion reported in these
proceedings will have continuing importance
for administrators, physicians, planners and
other health officials with responsibilities to the
public for the quality of care rendered. PSRQ
legislation (P.L. 92-603) and related forces
guarantee that such responsibilities will con-
tinue to grow in the future.

The Fifteenth Annual Symposium on Hospital Affairs conducted by the
Center for Health Administration Studies, Graduate School of Business,
University of Chicago, was held at the Center for Continuing Education
on May 4 and 5, 1973. Chairman for this Symposium was Stephen M.
Shortell, Ph.D., Acting Director of the Graduate Program in Hospital
Administration; Assistant Professor for Health Administration Studies,
Graduate School of Business, University of Chicagp.

These symposia explore current problems in the health field looking at
present trends and anticipating the future needs. Because the subject of
this Symposium, *The Hospital’s Role in Assessing the Quality of Medical
Care,” was one of such concern and importance, and, because of the interest
demonstrated by those attending, the transeripts and papers presented
have been published for distribution.




Introductory Remarks
STEPHEN M. SHORTELL, Ph.D.

CHAIRMAN SHORTELL: In many respects our
sympesium this year can he viewed as a con-
tinuation or at least extension of our symposium
last year. As many of you will recall, the title
of our symposium last year was “Public Control
and Hespital Operations’ in which we focused
on the increasing demand on the hospital for
greater accountability in the financial arena.
The title of this year’'s symposium “The Hos-
pital’s Role in Assessing the Quality of Medical
Care” continues the theme of accountability
but probes beyond the issue of cost control to
quality control of the services rendered. But,
as we will see, the issues of cost control and
quality control are closely interrelated. And, so,
whether it was by design or chance that we
planned these two symposiums back to back
(and I'm pretty sure it was by chance), the out-
come or coincidence seems most “appro-
priate.”

By way of introduction to our subject I'd like
to touch briefly on the historical context of the
hospital's role in quality assessment: highlight
some of the contemporary forces shaping cur-
rent policies. in particular, the relationship
between cost control and quality control:
introduce some fundamental concepts which
our program speakers and discussants will he
elaborating on throughout the next day and a
half: and suggest that quality control is in the
most fundamental sense an administrative pro-
cess; and discuss some implications of this pro-
cess.

At first glance one might expect hospitals to
have always been interested in quality control
and that it would be a logical corollary of their
day-to-day operation. That this has not always
been true is indicated by the story of Dr. Ernest
Amory Codman. Dr. Codman was affiliated
with the Massachusetts General Hospital and
Harvard Medical School in the early 1900°s, and
was as concerned with the hospital’s role in
quality of care as any of us in the room today.
There is one significant difference. however, in
that Dr. Codman was viewed unanimously as
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an eccentric!" He had a running feud with
several members of the medical school over
their policy of promoting on the basis of senior-
ity rather than demonstrated competence and
for failure to evalueate the end results of the
quality of care rendered. Writing in his book
A Study in Hospital Efficiency, he notes:

... Lam called eccentric for saying in public that hospitals
if they wish to be sure of improvement:

1. must find out what their results are.

2. must analyze their results to find their strong and

weak points.

3. must compare their results with those of other

Lospitals.

+. must care for what cases they can care for well. and
avoid attempting to care for cases which they are not
qualified to care for well.

un

must assign the cases to members of the staft {for
treatment) for better reasons than seniority, the cal-
endar, or lemporary convenience.

6. must welcome pubdicity not only for their success but
for their errors so that the public may give them their
help when it is needed.

He ended by concluding that: “Such opinions
will not be eccentric a few years hence.” (Ernest
A. Codman, M.D., A Study in Hospital Ef-
Sficiency, privately published, p. 187.)

It seems to me that on one or two points Dr.
Codman might still be considered somewhat of
an eccentric even today; but, in general, his
views would fall well within the mainstream of
current public policy debate. There's really lit-
tle need to go over the current forces shaping
the increased interest in quality control since
they are familiar to all of us'(the impact of the
Darling decision, the demand for increased
accountability. ete.), but I do feel it is important
that we recognize the close interrelationship
between quality control and cost contrel. In
fact, Public Law 92-603 which establishes the
Professional Standards Review Organizations
{(PSRO’s) is quite clear in this regard. Quoting
from the bill made in a report of the Senate
Finance Committee:

A PERO would have the responsibility of determin-
ing—I{or purpuses of Medicare and Medicaid reimbrse-



ment—whether care and services provided were: first,
medically necessury, and second, provided in accordance
with professional standards. Additionally, the PSRO
where medically appropriate would encourage the attend-
ing physician to utilize less costly alternative sites and
modes of treatment, The PSRO would not be involved
with guestions concerning the reasonableness of charges
or costs or methods of payment nor would it be concerned
with internal questions relating to matters of managerial
efficiency in hospitals or nursing homes except to the
extent that such questions substantially affect utilization.
{September 26. 1972, Report of the Senate Finance Com-
mittee.)

_
It seems quite clear that quality assessment, per
se, is not the primary purpose of the legislation
but rather the elimination of “unnecessary”
services; and in regard to managerial efficiency
and utilization, it would not seem too difficult
to relate everything which a hospital and its
medical staff does to some issue of utilization.
In anticipation of PSRO legislation the
National Center for Health Services Research
and Development has funded the EMCRO pro-
gram (Experimental Medical Care Review
Organizations) which established 10 organiza-
tions (all state or county medical society hased)
for purposes of developing and evaluating
methods of conducting areawide and statewide
review of physicians’ services. While their pur-
pose has, indeed, been to examine the quality
of medical care delivered (both inside and out-
side the hospital) by forming standards for diag-
nosis, treatment and case management, a
recent report is quite candid in admitting:
Although the primary purpese of EMCRO is quality
assessment, cost containment remains the immediate
chiel purpose of existing review programs. Medical care
review can reduce the toral cost of medical care to the
community by eliminating unnecessary and inappropriate
care and procedures, and hy reducing morbidity which
in turn will reduce future use of services. On the other
hand, medical care review may lead to an increase in
expenditures to the extent that it identifies gaps in care
and inappropriate “underutilization.” The net effect of
quality assurance on total cost of care in the commiunity
will, therefore, depend on the balance among these
effects. In the short run, medical care review predictably
reduces expenditures primarily through reducing hospital
use. The long run effects cannot be predicted, (Sanazaro,
P., et al., “Research and Development in Quality Assur-

ance,” New England Journal of Medicine 287:1130
[November 30, 1972].)

I think that these two statements, one from
the PSRO legislation itself and the other by
experts associated with experimental review
bodies, are sufficient to indicate the close inter-
relationship between cost control and quality
control.

INTRODUCTORY REMARKS

While it is important to recognize the cost-
quality control relationships the essence of our
program today and tomorrow is on quality as-
sessment. Traditionally three general ap-
proaches to the problem have been taken: struc-
ture, process and outcome. Since our speakers
will be discussing these with great depth, I'm
merely going to introduce the basic notions here.
In general, the structure approach to quality
assessment emphasizes personnel and facility
ratios such as number of physicians per capita,
number of hospital beds per capita, and various
standards of accreditation and licensure such as
those established by the Joint Commission on
Accreditation of Hospitals, state health depart-
ments, licensing bodies and so forth. Thus, the
structure approach generally focuses on the
inputs to the medical care delivery process and
essentially assumes that “the more you have,
the better.” The process approach attempts to
assess exactly what is done to the patient by
examining the performance of physicians and
allied health professionals. Generally, the focus
here is on establishing criteria for diagnosis and
treatment and then checking to see (dften by
use of the medical record) whether the criteria
are met. The outcome or end result approach
(of which our friend Dr. Codman was an early
advocate) focuses on the actual health status
of the patient in terms of the extent of his recov-
ery from illness, ability to function in his usual
role and so forth. The pros and cons of each
approach and their relationships to one another
will be taken up by our speakers.

While discussion of technical approaches to
measuring the quality of medical care is
absolutely essential to a meeting of this sort,
I hope that we don’t become too mired in some
of the technical or methodological details to
overlook the fact that we are also looking at
an administrative process. We are essentially
talking about a feedback control mechanism
which will enable the administrator to evaluate
the performance of his hospital in regard to goal
attainment and will serve as input to sub-
sequent decisions involving the allocation of
resources. Just as the budget is the cornerstone
of sound financial control for the organization,
the medical record (even with all its shortcom.-
ings), medical audit programs and other types
of evaluation methodologies are the corner-
stones of a hospital’s quality control program.
[t seems to me, we need to consider seriously
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the various ways in which a quality control
program may be implemented in terms of both
medical staff organization and establishing
criteria for evaluating the relative payoff of dif-
ferent types of quality assessment programs. In
this regard, I would like to raise a number of
(questions to be considered throughout the sym-
posium.

For example: (1) Are current medical staff
organization structures conducive to quality of
care assessment? (2) Is assessment better car-
ried oGt on a departmental basis or multispe-
cialty committee basis or, perhaps, some com-
bination of the two? For example, how should
a hospital evaluate the quality of emergency
room or outpatient department care which typi-
cally cuts across many specialties? (3) What
criteria of efficiency should be established to
evaluate the quality assessment program itself?
In addition to physician time and effort, quality
assessment requires other organizational
resources such as clerical support and the
involvement of nursing and related health man-
power. Relevant questions here are:

1. Do we review all records or just a sample?
2. If we decide to sample on what basis do we do so? Do

we sample from all diagnostic categories or only a se-
lected few? On what basis do we decide? Do we se-

lect on the basis of frequency of admission, cost of care,
potential impact for reducing mortality and morbidity,
potential for prevention or what?

3. What criteria of effectiveness should be established? Do
we look at improvement in physician performance and,
if s0, how do we measure it? Do we look at the impact on
disease—specific mortality or morbidity rates?

4. And a related question is. what do we do when we find

the quality of performance does not measure up to stan-
dards?

In brief, like any other hospital program, the
quality assessment program itself should be
evaluated and the administrator in conjunction
with his medical staff should establish the
criteria in advance. I'm sure Dr. Musser and
Mr. Miller will be addressing themselves to
some of these issues.

I've said little this morning about what qual-
ity of care is; neither in its technical or non-
technical dimensions, nor how it might be
specifically measured (the notions of structure,
process, and outcome are simply general
approaches). I think we’re extremely fortunate
in having an expert group of speakers who will
be addressing these issues and, hopefully, with
the panel discussion and your questions we can
relate these basic issues to some of the consid-
erations that have been outlined here.



The Importance of Obtaining High Quality Medical Care

OSLER PETERSON, M.D.

CHAIRMAN SHORTELL: Our first speaker this
morning .is- known to many of us. Dr. Osler
Peterson is Professor of Preventive Medicine
at the Harvard Medical School and School of
Public Health. Dr. Peterson received his M.D.
degree from the University of Minnesota. He
has also taught on the faculty of the University
of North Carplina and has been affiliated as the
Assistant Director for Medical Education and
Public Health at the Rockefeller Foundation
in New York. He has done considerable em piri-
cal work on the issue of quality of medical care.
His study of general practitioners in North
Carolina in the 1950's remains a classic. It
continues to be frequently cited as a baseline
source, which, I think either indicates how little
progress we have really made in the last 15 to 20
years or says something about how far ahead
Dr. Peterson was in his work: perhaps, a little of
both.

Dr. Peterson’s subject is “Tlhe Importance
of Obtaining High Quality Medical Care.”

DR. OsLER PETERSON: T'hank you very much,
Dr. Shortell.

I guess my duties today are a little bit like
an evangelical preacher. My responsibility is to
prepare you to crawl on your hands and knees
down the sawdust trail to accept salvation. Sal-
vation, in this instance, is acceptance of the
importance of the quality of medical care.

[ am a little bit upset at speaking with all
this surrounding electronic equipment in these
days, and [ keep wondering if that attractive
young man from Washington, who says he is an
expert on medical care, may not really be here
ont quite another mission,

We had a meeting—I think it was about three
weeks ago on a Saturday morning—during
which we discussed coronary by-pass surgery.
We devoted about three and one-half or four
hours to the subject. We concluded with a dis-
cussion of the ethics of by-pass surgery, with
particular attention to our subject for that morn-
ing which was the possibility of doing a ran-

domized clinical trial or experiment on coronary
by-pass surgery. We really got tied up in the
ethical problems. It was a very tight knot. We
started out simply enough, asking: When does
a patient give informed consent? A second
question immediately arose: Can the patient’s
own doctor ever get informed consent? There
was general agreement that this was not possi-
ble. Can another doctor who is not involved in
the randomized clinical trial obtain an informed
consent? Can the patient really understand the
issues? Can he, being ill, properly weigh the
questions of risks and of benefits? Can a sick
man in the hospital make an unbiased decision?

Finally, we got down to the kind of awkward
questions that can be raised on these occasions.
Would the experimenter himself enter a ran-
domized clinical trial in which he would have
his chest entered and his heart opened? Would
lie put a member of his family in a trial? Would
he recommend that this private patient enter
a trial? This touches on his relations with his
private patients and is a very hard question to
answer,

This finally brought us to the most awkward
question of them all—the fact that it is usually
the poor patient on the hospital ward that has
been randomized during a clinical trial, By the
end of the morning, we were all rather depressed
about the whole thing. Although we had gath-
ered to actually discuss these issues and to help
plan a randomized clinical trial, we left with the
feeling that, “*Good God, it is almost impossible
to do ethically.”

We also raised questions, of course, about
when to stop, about whether you can ask a
patient to mortgage his future potential longev-
ity for the gain in knowledge that interests the
experimenter. This is a little bit like what com-
munism which, with its high rate of reinvest-
ment, asks its citizens to forego consumption
so that their children will have a world of plenty
to live in. Quite obviously, the communist
model is not very popular with the people who

have to live in it. The same may be true of
experiments.



The curious aspect of the whole business is
that we are so concerned with questions of
ethics of experimentation, we give little con-
sideration to the ethics of quality of care. There
are differences in the two situations and these
are important, especially when an investigator
wants to do a clinical experiment. It is not the
patient’s initiative. The patient, on the other
hand, when consulting a doctor presumably
makes an intelligent choice, in the Adam Smith
sense. He decides that Dr. X is perhaps
cheaper, is better, or he likes him better. For
some reason or other, he prefers Dr. X to all
other doctors. So he consults Dr. X. It is
informed choice in the sense that the patient
has acted on some preference.

If we extend the situation to other circum-
stances, such as when a doctor refers a patient,
I wonder if we may not begin to confront ethical
problems that we have never faced in patient
care. Can a physician ethically refer a patient
to Hospital A for treatment if he knows that
other hospitals have better facilities, more
experience, and possibly obtain better results.

Figure 1 shows an example of the type of
results I have in mind. This figure was taken
from a study done by Drs. Graham and
Paloucek who are based at the Roswell Park
Memorial Institute, a specialized cancer
hospital in Buffalo, New York. The fgure
shows survival curves for all women treated in
Upstate New York hospitals for cancer of the
cervix during 1949,
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FIGURE 1

The survival of patients who were treated in
a specialized cancer hospital, which is obvi-
ously Roswell Park, is shown in the top line.
The second curve represents patients who were
treated in the teaching hospitals of Upstate New
York (Albany, Buffalo, etc.). The third line
shows the group of patients treated in hospitals
of cities with medical schools (Syracuse,
Albany, Rochester, etc.). Finally, the bottom
curve shows the survival of all the patients
treated in hospitals outside of these four major
metropolitan areas in Upstate New York.

The treatment of cancer of the cervix is prob-
ably determined as much by the patient’s dis-
ease stage at the beginning of treatment as it
is by any treatment given, so Drs. Graham and
Paloucek recorded the stage of the cancer at
start of treatment. Roswell Park received the
worst selection of patients—that is, more
patients with cancer of the cervix advanced
beyond the earliest stage, or Stage 1. The hospi-
tals outside the major Upstate cities had the
best selection of patients; that is, the largest
percentage of patients with Stage | cancer of
the cervix. This adverse selection by the large
referral hospitals was quite consistent. The
teaching hospitals had the next to the worst
selection,

Another variable of importance to the differ-
ent end results shown in this figure is the vol-
ume of patients. Roswell Park had an average
of over 100 patients a year. The teaching hospi-
tals averaged about 20. The non-teaching hospi-
tals averaged about three to five patients a year.
There is one other important difference: In
addition to its large patient load, Roswell Park
had a comprehensive cancer unit, staffed by
experienced gynecologists, radiation physicists,
technicians, and equipped with a full range of
treatment modalities. The doctor who treated
three patients a year, on average, often had a
single source of radiation, no physicist support
and few specialized technicians. In other
words, we see that the inputs.that Dr. Shortell
talked about seemed to result in different kinds
of outputs.

If a patient has these different kinds of care
available to him with different probabilities of
surviving or not surviving the disease in ques-
tion, what ethical problems are raised for a
doctor who refers*a patient for treatment of
cancer of the cervix or for the institution with
poorer treatment results?

Whatever they are, we have not faced them,
but we will have to in the future. Quite obvi-



ously, the population is turning more and more
to the courts for redress in situations dealing
with the quality of life when they cannot be
dealt with in other ways. Professor William Cur-
ran of the Harvard School of Public Health, who
writes extensively about medico-legal matters,
points out that patient rights to quality of care
are constantly being expanded. Dr. Shortell
also referred to this. These rights are, on the
one hand, being expanded and, on the other
hand, they are being constrained by courts and
legislatures, Jt seems likely that over the long
haul they are going to be greatly expanded
through the courts, if not by other means.

Dr. Shortell said that defining quality of care
is an awesome question, but I am willing to try.
Quality of care is the wise and skillful applica-
tion of clinical science. The best of clinical sci-
ence at any particular time is built upon a series
of studies that define the best way to do some-
thing clinically. A good example is provided by
heart surgery. When it began, the results were
strikingly bad. With experience, the results
improved. It was discovered that if things were
done this way, or if this procedure was added,
patients were more likely to survive and benefit
from heart surgery. This kind of empirical and’
scientific process ultimately resulted in what
became a rather rigid protocol.in preparation
for and performing each operation.

I don’t know whether the long-termn survival
of heart patients is very good or not, because
surgeons are not very good statisticians, and
the sort of stuff they publish is very hard to
decipher. Nevertheless, it has been found that
in heart surgery—I think this is well estab-
lished—you have to have a very well-trained
team to assure patient survival. It is like the
Roswell Park’s well-practiced team, which pro-
duced better results. We know that the cardiac
surgery team has to perform a certain number
of operations per week to keep in practice.
Lacking enough practice, the mortality tends
to rise. These are examples of quality of care
or the skillful application of clinical science
previously qualified as “skillful and wise.” If
an enthusiastic clinician were willing to trans-
plant kidneys into patients who are dying of
other diseases, this obviously is not wise or
skillful application of clinical science. The
efforts of interns to assure that their dying
patients are in electrolyte balance are probably
made to forestall any possible criticism from
service chiefs. This is not good quality of care,
but rather a caricature of quality,

IMPORTANCE OF OBTAINING HIGH QUALITY MEDICAL CARE

TABLE I
MorTaLmry FoLLowING AMPuraTion—I1860-1869 (S13:P50N)

Hospital Size Thigh Leg Arm Forearm
2(}1-300.beds n 298 261 138 106

{7 hospitals) H 35.9 26.4 29.4 10.3
101-290 beds n 431 483 239 217

{20 hospitals) % 30.8 23.4 20.5 7.8
26-100 beds n 241 266 133 121

(30 provincial % 26.4 18.0 15.0 5.8
hospitals)

4-25 beds n 34 55 27 27

{17 hospitals) % 26.6 14.5 7.4 11.1

My next table, which deals with a quality of
medical care measurement in 1869, shows that
our preoccupation with quality has had a long
history (Table I). Dr. John Simpson, better
known for his work on anesthesia, showed that
amputation of the limbs was considerably
safer, as can be seen, in small hospitals, than
in large hospitals. If one amputated at the thigh,
only one in five patients died, in a small hospi-
tal. If a thigh level amputation were done in
a large hospital, about one-third of the patients
died, and so on. Simpson was a good statistician
for his time. He compared death rates by limb
and level of amputation; apparently he under-
stood the need to stratify patients so that
patients with similar risks were being com-
pared. It is quite a good study of quality of care.

It is rather interesting that at the time Simp-
son published this, he was strongly attacked
in the European medical literature. It was said
that, obviously, this could not be right.
Everyone knew that large hospitals were better
than small hospitals. The differences were due
to infection rates which were less severe in
smaller institutions. While most of the exam-
ples I am going to show today will show that
larger hospitals tend to provide better care than
smaller hospitals, this is not an invariable
result. This is what studies tend to demonstrate
because, in general, larger hospitals have more
statf, better organization and better administra-
tion than smaller ones do. Among the New En-
gland hospitals, which [ know quite well, I can
think of small hospitals that provide medical
care quality as good as any. [ would be as will-
ingly treated in some of them as in the large
and famous institutions such as the University
of Chicago Clinics, the Massachusetts General
Hospital, and the like.



TABLE 1I

Nuowararn Morravrry v Hosprrars Wrrn 500 or Mors
Diuveriss ANNUALLY BY OBSTETRICS AND PEDIATRICS
Resmexcies. NEw Yorx Srare EXcLusive oF New
Yorg Crty anD Its MurroPoLITaxy AREa, 1950-1054

Hospital
Type of Hospital fo. Rate

300 ar more deliveries annually 78 17.4
1000 or more deliveries annually 43 17.2
Azproved residencies for obstetrics & pediatrics 9 6.0
fooroved residencies For obstetrics only 8 17.4
o approved residencies for obstetrics or pediatrics 25 17.6
570-999 deliveries annually [no approved residencies
for chstetrics or pediatrics) 35 18.3

Aglusted te total Vive birth distribution by birth weight in New York
exglusive of New York City, 1945-1949.

E.MUAL approval as of Sept, 1, 1953

The next table (Table ) is taken from a
paper by Dr. Alfred Yankauer: it demonstrates
the neonatal mortality rates in hospitals of
Upstate New York. The overall rate is 17.4 per
thousand deliveries. Dr. Yankauer is a very
careful research worker and has therefore stan-
dardized rates by birth weight adjusted for dif-
ferences, this being one of the major variahles
associated with risk of dying at birth. In the
hospitals with 500 to 900 births per year. the
neonatal mortality is a little over 18 per 1,000
live births. In the larger hospitals with 1.000 or
more deliveries annually, the rate is 17.2. This
difference is significant.

Next, it can be seen that there is an associa-
tion between the extent of teaching responsibil-
ity and death rates. This is not necessarily a
cause and effect relationship: it may be that
the service qualities that attract house officers
are the qualities that produce the better sur-
vivals. In general. when a hospital supports
residencies in obstetrics and pediatrics, it prob-
ably has considerably more administration.
hoth general and medical, and its administra-
tion appears to be more effective. as shown by
neonatal mortality rates that are quite low.

Hospitals with either an ohstetric or a pedi-
atric residency do not seem to be so effec-
tive. The size and complexity of hospitals thus
seem to have some prognostic significance with
respect to the outcome of care.

The next example deals with a group practice
etfect (Table TID. This well-known study was
performed by Drs. Shapire, Densen et al. It
involved a comparison of perinatal mortality
rates among babies born to mothers who
received their care in HIP or, under other cir-
cumstances, in New York City. The “other cir-
cumstances  in New York include care by cer-
tihed obstetrician-gynecologists, other prac-
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TABLE TII

Perixaral MortaLiry RatEs BY OCCUPATION OF FATHER
AxD Ernxte Grovr, Nuw York Crry (PRivaTe Puysi-
C1AX aXb GexNsrat SERVICE), Axp HIP, 1055

Single Births and Fetal Deaths

Rate per 1,000 Live Births and Fetal Deeths‘

New York ity

Private Physician

in Hospital General
Service
Diplomate and

Cceupation Tetal  Total in Ob-Gyn Other Other HiP

Hhite {Excluding
Puerto Rican}

Total 2.6 27.1 5.5 281 432 201
Prof., Mgr.. Tech. 2.3 2.6 26.9 282z 40.0 141
Clerical, $ales 5.3 24.2 0.9 2.3 3.6 9.3
Crafts, Oper., Serv, 20.% 26.9 25.3 27.7 40.6 24.8
Laborers, Other a9 3.0 4.4 337 sdz 2528
Honwhite

Totai 59.8 49,3 a8.6 496  6l.z 28
Prof., Mgr., Tech. 51,9 43.93 60.5
Clerical, Sales 0.2 50.03 4 4 3.8

Crafts, Oper., Serv. 45.0 il,e 46.9
Labarers 86.6 136.5° 8.7
titioners, presumably mostly general prac-

titioners, or on the wards of public institutions.

The results here are quite interesting. The
diplomates had a perinatal mortality rate of 25.5
per 1,000 births. the HIP rate was 20, while
women delivered by the non-certified physi-
cians of New York City had a somewhat higher
perinatal mortality rate of 28. The patients deliv-
erved at Bellevue and on other similar services
in the city had a very high rate. The explanation
is quite obvious. Many of these patients came
into the hospital in labor. often without having
had any prenatal care whatsoever. The interest-
ing question is: What accounts for the differ-
ence between the low HIP rate and two of the
other rates shown here—that for babies deliv-
ered by the non-certified and the board certified
diplomates. It will be noted that Drs. Shapiro,
Densen et af., corrected for social elass. There
is quite a consistent death rate trend by social
class. By and large. the rates for each stratum
are lower among HIP patients than among other
groups, so social class, which is one of the
major determiners of risk. has been ruled out
as an explanation of the overall outcome.

There seemed to be two possible explana-
tions for these rate diflerences. One is the very
careful selection process used to pick doctors
to give obstetric care to HIP patients.

I sat on the Medical Review Board of HIP
lor about a year and a hall. Greal care was



taken to ascertain that the doctors who applied
for positions in HIP had adequate qualifications.
Paper qualifications were not encugh. Did this
doctor have good training? What was his experi-
ence? Was the doctor under whom he trained
confident that this man could be recommended
as a first-rate doctor? The assumption was that
the best judge of competence was the teacher
who had observed and could evaluate the doc-
tor's competence over time and under varying
challenges and stresses.

The secofid important element of HIP may
be monitoring of care. The continuing monitor-
ing of care made it possible to detect faults and
take corrective action. An information system
is the sine gqua non for maintaining the quality
of care. It is also an important characteristic
of good organizations that their directors be well
informed. I am probably carrying coals to New-
castle in emphasizing this point before a group
of administrators.

Quality of medical care has many other
ramifications. Its most important association
may well be organization, but it is also related
io the costs of medical care and to other policy
issues such as manpower. This is what I should
now like to establish.

Table IV is taken from a comparative study
performed by a group of Ohio surgeons. It
involved a number of hospitals and a very
extensive surgical experience. I think its con-
clusions are accurate. This study examined
death rates following cholecystectomy by the
responsible surgeon. When a resident per-
formed the surgery, the postoperative mortality

TABLE 1V

CoyMParisoN oF MORTALITY ACCORDING
T0 TYre or Surcron

Surgeon: Certified Resident Noncertified*

A1l cases

Total number 23,401 1,979 3,241

Deaths 383 69 68

Mortality 1.6% 3,5% 2.13
Acute cases

Total numbar 3,334 358 494

Deaths o9 29 21

Martality 2.9% 7.8: 4.2%

-
Hot o mesber of American College of Surgcans or eligible for
Buards .,
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rate was 3.5 percent. The non-certified surgeon
had an operative mortality of about 2 percent,
whereas for certfied surgeons, it was 1.6 per-
cent. Does the certfication process select better
surgeons so effectively? Doubts arise because
the certification process is very academic in its
emphasis: it may not test or examine the actual
practice skill which explains poorer or better
end results. Another explanation that could be
offered is that the non-certified surgeons and the
certified surgeons tend to practice in different
kinds of hospitals. Being certified opens doors
that are not open to other doctors who do not
have this qualification. Another factor may be
influential: this is the intensity of experience.
Certfied surgeons may receive more referrals
and have larger practices than non-certified
surgeons. The more operations a doctor per-
forms, the better he will perform each
one—other things being equal. The non-
certified surgeons may include a number of
general practitioners whose operation-load per
year is small. The high rates ohserved for the
residents can be confidently ascribed to their
lesser experience.

There was another interesting statistic con-
tained in this report. Hospitals in towns of great-
er than 25,000 population generally had lower
mortality rates than hospitals in smaller towns.
What this may really reflect is the fact that larg-
er places have larger hospitals, which, as we
have shown, tend to have lower death rates than
smalier hospitals.

All surgeons in the United States do about
140 operations on average each year. This is
a little less than three operations per week.
That average, of course. includes the plastic
surgeons, who do a very large number of quite
minor operations and abdominal surgeons, who
do fewer but generally more extensive proce-
dures. A study of workloads of young, general
surgeons at a Boston teaching hospital showed
that they average only two operations a week.
This is low productivity. It would seem logical
to have fewer surgeons who do more surgery.
This would not only give us more primary care
physicians. which we need very badly, but it
alse might he a very effective way of reducing
the cost of surgery which is much too high in
the United States. The figure of 140 operations
per surgeon each year in the United States can
be compared with England where the average
annual operation load for all surgeons is about



254. In other words, productivity is nearly dou-
ble that of the United States. This greater pro-
ductivity may account for the fact that Britain
spends considerably less of its gross national
product on medical care than does the United
States. The United States is obviously well
supplied or oversupplied with surgeons. If the
number of surgeons were reduced and each one
did more operations, this would probably
improve the quality of care. Many of the statis-
tics shown today have been intended to estah-
lish -a* relationship between experience and
quality of care.

Now I would like to turn to another problem
that illustrates the complex relationship
between organization, costs and effectiveness.
I am going to extend my argument a bit beyond
the individual hospital because many problems
require interhospital planning. The example is
provided by coronary care units. I will show
several diagrams that are taken from a study
that was recently published in the New England
Journal of Medicine by Myr. Bloom and myself.
As background, I will use several diagrams,
which are based on data from a sample of New
England hospitals. I will also use some exam-
ples of treatment of mvocardial infarcts in Mas-
sachusetts which are shortly to be published.

Massachusetts has about 11,700 doctors. If
the 21,000 patients who are expected to have
myocardial infarcts each year were distributed
among the 11,700 doctors, there would be fewer
than two myocardial infarct patients per doctor.
Quite obviously, no one in planning CCU’s has
recognized that this is really a relatively uncom-
mon disease. Since many doctors do not treat
patients with myocardial infarcts, this statistic
is not accurate. The doctors who are likely to
be consulted by patients with heart attacks
include the general practitioner, the general
internist and the cardiologist. 1 assume that
endocrinologists, neurosurgeons and other sub-
specialists will see relatively few MI patients
and refer them when they do. We can now ecal-
culate that there will be about 8.2 events per
doctor of this grouping. The event is somewhat
more common as our allocation to the appro-
priate physician becomes more precise, but it
still cannot be described as a “large experi-
ence.” For example, when we think of surgery
in quantitative terms, we would recommend
that a doctor who does only eight operations
a year should probably do none. Eight opera-
tions is not enough for maintaining skills. The

same is probably true of the treatment of
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myocardial infarcts. They are a very com-
plicated and demanding kind of problem for the
doctor to treat,

With only about eight patients per doctor per
year, there obviously needs to be some means
of concentrating their care to a few physicians.
Patients with myocardial infarcts are a very
sick group with a high probability of dying. The
theory supporting the CCU says that there has
to be a transfer of responsibility from the doctor
to the unit which, in fact, is necessary if the
unit team is to act promptly and competently
when potentially fatal events occur. The con-
centration of care in a unit makes sense.

Massachusetts has 123 short-stay hospitals.
Ninety-four, or 76 percent, of these hospitals
have CCU’s. From my office at the Harvard
Medical School, T could almost literally turn
around and see four hospitals within a few
hundred vards. Each one, needless to say, has
a CCU. Such excessive provision and duplica-
tion of facilities do not make any sense.

There is a second excess provision rep-
resented by the number of beds. In 1969, we
collected information on CCU"s in the Tri-State
Regional Medical Program Area (Mas-
sachusetts, New Hampshire and Rhode Island)
and calculated the number of beds needed to
care for all MI patients who live to reach the
hospital, plus the false-positives who are sus-
pected of having an MI1. The area appeared to
have a comfortable excess of facility at that
time. The situation was reviewed in 1972,
when a 32 percent increase in CCU capacity
was found. Finally, a telephone survey several
months ago showed that there had been a
further increase of about 10 to 15 percent. De-
spite the demonstration of an ample capacity in
1969, the expansion of CCU capacity goes on.

[ would like to show some results of a study
of a sample of New England hospitals. Table
V shows the discharge diagnoses of patients
treated in CCU's in 1970. These 32 hospitals

TABLE V

Discuancn Diacyoses

Discharge Diagnoses
Hyocardial Suspect Other Heags Uther all
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were located mainly in New England but a few
located in New York were included so we could
examine the experience of large units {eight
beds or more). There were few of this size in
New England.

About half of the patients treated in CCU’s
actually had myocardial infarcts. This propor-
tion is somewhat higher in the generally larger
teaching hospitals and somewhat lower in the
non-teaching hospitals, which are mainly
smaller. The low proportion of MI patients
shows tidt the provision of this highly
specialized care is certainly ample or, perhaps
more accurately, excessive. The patients who
did not have myocardial infarcts included many
with other heart disease, but also some other
medical and surgical diseases. There were, for
example, postoperative patients who had had
hernia repairs or other surgery being treated
in CCU’s.

Table VI shows the average length of stay
in the different kinds of units. The university
units have more staff and are larger. It is not
surprising, therefore, that they have an average
stay that is shorter. Generally, the range tends
to be less in the university hospital units. This
difference between the teaching and non-

TABLE V1

LEeNcTH oF STay
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teaching hospitals is statistically significant.

Table VII shows the occupancy of the units.
The larger university hospitals have higher
occupancy rates than the other teaching hospi-
tals, but this obviously is not an important dif-
ference. There are definite length of stay differ-
ences between the teaching and the non-
teaching hospital units. This difference is also
significant.

In our studies of CCU’s, we have also found
a relationship between a unit’s size and the
number of discharges per nurse which the
economists use as a measure of efficient use
of labor resources (Table VIII). There seems to
be a fairly definite relationship. This one is not
statistically significant, and the reason for the
lack of significance lies in the low productivity
of some university units and the high productivi-
ty of some non-teaching hospitals, or, in other
words, the great variation within hospital
groups.

Table IX shows a statistic which is of British
origin. They call it a through-put statistic, It
is simply discharges per bed. Here one can seea
fair difference between teaching and non-
teaching hospitals. Not surprisingly, the larger
units in teaching hospitals have more discharges

TABLE VIII
Average DiscaarGEs PER NURsE
Hospital Group Length of Stay Range
Discharges
Hospital Grou er nurse Range
University Related 4.4 3.5-5.0 P P v i
Universicy Related 35.3 21,2-42.8
Other Teaching . &5 3.3-4,9
Ocher Teaching 29.8 20.5+456.6
Non Teaching 5.1 2.9-8.8
Nen Teaching 27,2 10.0-46.8
All Hospitals 4.7
all Hospitals 2%.8
TABLE VII TABLE IX
Occupavey Rate DiscEARGES PBR BED
Percent
Hospital Group Occupancy Range Discharpes
Hospital Group per hed Range
University Related 78.8 71.1-96.4
University Related 4.3 52.2-79.8
Other Teaching 76.9 66.2-87,1 Other Teacking 62.1 49,7-93.5
Hon Teaching 8.5 i6.0-95.5
Hon Teaching 70.6 27,.6-92,6
All Huspitals 7403 ALl Hospieals 6.0
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per bed than the smaller units. This statistic is
significant.

We did not think that this type of study would
support any conclusions about treatment out-
comes, but fortunately we did gather data on
cases and deaths in the units (Figure 2). The
number of patients is plotted on the abscissa.
The percent of deaths from MI's by hospital
is plotted against the ordinate. The enormous
range of death rates in different units is striking.
One can immediately conclude if CCU’s lower
the mortality from MI’s, this may bhe the
observed result of care in some units but not
in others. Death rates in the group of hospitals
with Jess than 50 admissions per year varied
from less than 6 percent to over 48 percent.
The hospital with a six percent death rate was
one which has no distinguishing quality that
would explain its low death rate. On the other
hand, the hospital with the highest death rate
in the study is one with a distinguished staff.
It is difficult to imagine why the skillful care
which they presumably are capable of giving
should result in such a poor outcome. The more
charitable explanation is that we are dealing
with patient selection. However, there is some-
thing else. If one looks at the distribution of
the dots, it will be seen that the death rate
means for the smaller units must be higher than
in the hospitals with larger numbers of patients.
Before leaving this figure, it should be
emphasized that a large number of hospitals
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have CCU’s treating a small number of patients.
Is there any possible rationale for a CCU that
admits only one patient a week? Can anybody
justify such small units on the basis of effi-
ciency or a belief that maintenance of skills of
the CCU team is possible under such circum-
stances?

[ might state, in explanation, that I do not
believe that CCU’s have been proven to be
effective. [ have tried unsuccessfully to
organize a randomized clinical trial to settle the
virtues of CCU’s. However, it is almost impossi-
ble because almost all cardiologists believe they
are effective and feel that it is now unethical
to do an experiment to find out whether they
work.

In Table X, we have examined the CCU’s by
the number of patients they treated during one
vear. The hospitals have been divided into ¢uin-
tiles with the six hospitals with the largest
number of patients in the top, or 1st Quintile,
and the six hospitals with the smallest number
of patients in the 5th Quintile. The intensity
or amount of experience in the different units
was very great. Hospitals in the top quintile
averaged almost 300 patients per year and those
in the bottom only about 22. The second obser-
vation is that the death rates were quite differ-
ent. Note the very interesting increase of death
rates as the number of patients treated
diminishes. The range of death rates is smaller
where more patients are treated and increases
as the experience becomes smaller. A likely
explanation for the inverse association of death
rates and numbers is patient selection—more
patients are likely to provide a representative
sample of all patients. The smaller numbers of
patients treated in smaller units are less likely
to represent a valid cross section of all myocar-
dial infarctions of all severities. An alternative
explanation is that the clinical skills deployed
under the best of circumstances occasionally

TABLE X

M.I. DeatH Rares BY NUMBER OF PATIENTS
Treatep DuriNe e 8rupy YEar, 1970
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make a difference in the outcome. I feel that
this is a plausible explanation. Unfortunately,
we have no data on clinical severity of individ-
ual MIs that would allow further testing of this
thesis. Larger CCU’s are more efficient than
smaller ones. Although we cannot conclude that
effectiveness shows the same association, the
possibility of obtaining several benefits from
concentration of patients in few units appears
attractive. Even if the only benefit were to be
financial saving, this would provide reason
enough for-such a change.

I would now like to broaden the discussion to
public health (Figure 3). The quality of medical
care, if not available, has a value of zero, a
point this figure is intended to illustrate. This
figure was prepared by Dr. Edward Kass for
obviously nefarious purposes. In a lecture given
several years ago to a group of doctors, he
pointed out that medical care had not always
been very effectively applied. This experience
is taken from England, because it has had relj-
able statistics for a much longer time than the
United States. Evidence from the United States
will be cited in a minute.

Note that the diphtheria bacillus was dis-
covered in the last century. The diphtheria
antitoxin was described early in the twentjeth
century and soon became the basis for a com-
bined toxin-antitoxin immunization procedure.
The diphtheria toxoid, a more effective immuni-
zation was developed abour 1924. Finally,
penicillin became available for treatment of
cases at the end of World War II. The interest-
ing thing about the decline of diphtheria death
rates in England is that the discovery of the
organism, of the antitoxin, and antitoxin-toxin
and the toxoid immunizations did not seem to
have much effect on the death rates, In 1940,
the diphtheria death rate curves did drop
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sharply. This was related to a specific event.
Britain was at war and children were evacuated
from the cities. There was a great fear that out-
breaks of diphtheria and other infectious dis-
ease epidemics would occur while children
were concentrated in trains during transporting
or in hostels, schools or churches where they
were temporarily housed during the evacuation.
England’s chief medical officer went on the
radio in 1940 and, in apparently what was a
very dramatic speech, urged that all children
be immunized so that diseases that could be
prevented were prevented. The time was right.
Doctors  cooperated and  the population
responded. The number of children immunized
was great. The diphtheria death rate plum-
meted.

If we were to show the U.S. death rate, we
would see no sharp drop. Indeed, in 1970, we
had 435 cases of diphtheria. There were two
epidemics, one in the black population of
Chicago and the other in Houston, Texas, among
the Chicanos. The point is, of course, medical
care that is so poorly organized that it cannot
reach all of the population with an effective pre-
venlive measure has, obviously, a very low
quality rating. The United States has not yet
had any year without a single case of
diphtheria. England, by contrast, has had quite
a few diphtheria-free years, though it keeps
breaking out from time to time, often in institu-
tions for the mentally subnormal. In contrast,
in the United States the cases appear in the
ghettos, in the black populations, in the
Chicanos and other of the poor.

Medical care outcomes that deal with easily
counted events such as death or survival are
hard to argue against. It is clear that larger
mstitutions with more diverse staffs and ser-
vices have been shown by many studies to pro-
duce better end results. I think this is a result
of better organization and better administra-
tion. Better administration, | judge, involves
both encompassed under the usual heading of
“hospital administration™ and those activities
characteristic of the medical. surgical or other
gervices which are usually the responsibility of
physicians., Quality of medical care is also
dependent on adequate experience or number
ol patients. The example of myocardial infare-
tions has been used to show thal some degree
of hospital specialization is required to assure
high quality of care.



There have been two studies which
approached the problem of quality from another
point of view. One was done by Duncan
Neuhauser while a graduate student at the
Center for Health Administration Studies.
Neuhauser, who examined some 30 Chicago
hospitals, found that those which were charac-
terized as having good administration by several
measures had better outcomes than those
whose administrations were classified as weak
by objective measures. Revans, working in
England, found that there were a number of
hospital characteristics, including the length of
patient stay, nursing turn-over, wastage of stu-
dent nurses and student nursing sickness rates
which were related to the effectiveness of the
communication systems in the hospital.
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Thus, the problem of quality of care, whether
viewed from the medical or from the adminis-
trative side, suggests that organization and
administration have a very definite effect on the
quality of care. '

I actually began my studies of the quality of
medical care thinking that attention to adminis-
tration and organization was unnecessary. |
regarded it as a bothersome job, which could
be given to any kind of a clerk who had pack-rat
mentality and who could keep track of detajl.
I thought any fool could do it on a part-time
basis. I have changed my position completely,
Instead of believing it is an unimportant charac-
teristic, 1 believe it is the central issue of medi-
cal care,

Thank you very much.



Assessing the Quality of Patient Care-The Bi-Cycle Con-

cept
CLEMENT BROWN, M.D.

CHAIRMAN SHORTELL: Our next speaker is
Dr. Clement Brown. Dr. Brown is Director of
Medical Education here at Mercy Hospital in
Chicago. He is also Associate Professor of Med-
ical Education, the Center for Educational
Development, University of Illinois College of
Medicine.

He received his M.D. degree at Georgetown
University. His topic is: ““Assessing the Quality
of Patient Care—'The Bi-Cycle Concept.” ” He
is the originator of this concept and, in fact,
has had a great deal of practical experience in
implementing it in over 200 hospitals around
the country, including his work at Mercy and
with other hospitals in Chicago. So it is a greal
pleasure to introduce Dr. Clement Brown.

Dr. Clement Brown: Thank you, Dr. Shortell,
and good morning.

During the past year I have had the privilege
of chairing a committee of the American Hospi-
tal Association. The committee developed a
manual called “Quality Assurance Programs in
Hospitals,” that big, blue loose-leaf book that
[ am sure most of you have received. I want
to start by «quoting a brief paragraph from that
manual:

The advances of medicine in the twentieth century
fiave provided mankind with the eapability to cure many
diseases and control the course of others. This capahility
has changed the right of access to quality medical services
from a luxury to a utilitarian necessity in today’s world.
[t has given society as a group. and the community as
individuals, a justifiable role in determining how, when,
where and what medical services should be delivered.

Further, it hias given the patient who receives care and
those who purchase care for him, a right 1o the assurance
that care received s of optimal quality.

So the patient has a right to assurance of
quality medical care. How do we operationalize
that right, or how do we make it happen? Possi-
bly there are prior questions, and here are some

of the best I know to stifle change. “What is
the problem? It is already happening. We are
doing that,” or, *“We tried it last year. It costs
too much.” Well, is it already happening? Are
we providing quality care in our hospitals in this
country? Is there a problem in the quality of
care that we are delivering?

Let me give you a few bits of data from our
experience over the last three years in working
with over 220 hospitals in almost every area of
the country, and then let you decide if we are
delivering quality care in this country.

In one of the hospitals with which we have
worked among a group of patients receiving
antibiotics, in only 30 percent of the instances
were the antibiotics indicated and used appro-
priately. In a number of the hospitals that we
worked with, both in this country and in
Canada, chloramphenicol was being used as a
routine postoperative order.

We found a hospital where only half of the
primary appendectomies done show acute
appendicitis on tissue examination; another
hospital with a 22 percent complication rate for
this commonly done operation. This same hospi-
tal, however, had only a 4 percent recorded
complication rate. This discrepancy between
recorded and actual complication rate is a fre-
quent finding. A recorded complication rate of
10 percent will almost invariably end up as a
30 percent complication rate under closer
scrutiny. These additional complications may
be easy to find and a significant number of them
are preventable.

With respect to drug usage outside of hospital
as well as in hospitals, in one state the third most
commonly used injectable drug is Gaminol. It
took about two weeks to find out what that drug
was. Interestingly enough, it is an injectable
expectorant.

Acute myocardial infarction has been
reviewed in many of the 220 hospitals. In more
than half, the average time from admission to
the hospital to the time on a monitor is almost
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invariably over two hours. Dr. Peterson raised
the question of the effectiveness or efficiency
of coronary intensive care units. I happen to
think they probably provide a significant sur-
vival advantage. Bat knowing that the peak rate
of death in acute myocardial infarction is 30
to 45 minutes after its onset, how can we excuse
a delay of more than two hours and, in some
instances, as long as four to six hours, from
admission to the hospital or admission to the
emergency room to the time on a monitor? Even
worse, In many hospitals, only about 50 percent
of thé patients who are discharged with a diag-
nosis of acute infarction have been monitored
at all.

In a university hospital, there is a 100 percent
complication rate for a frequently done opera-
tion, hysterectomy. The single indication for
half of these hysterectomies was one Grade III
Pap, unrepeated, and most of these patients
were under 30 years of age.

In many hospitals patients with a persistent
diastolic blood pressure of 100 or above carry
a diagnosis of hypertension and receive minimal
therapy in only 22 to 25 percent of the cases.
We know we can very significantly alter the
natural history of hypertension by diagnosing
and treating this disease, and the disease is eas-
ily diagnosed and treated. Yet we are at a 22
to 25 percent level of diagnosis and therapy in
the hospital and probably much less so in out-
patient care.

In some hospitals the average time from
admission to the operating room for elective
cholecystectomy is three days or more. As
many of you may know, there is a five-day long-
er stay for this most commonly done operation
on the East Coast. 'as compared to the West
Coast. We have difficulty as health profession-
als trying to explain that difference to Congress.

Congestive heart failure patients, with that
diagnosis on discharge, often leave the hospital
with greater failure than when they came in on
the basis of increased body weight. increased
respiratory rate and pulse rate. The same
patients are often off digitalis, presumably
because somebody has misinterpreted an EKG
report that says digitalis effect, as digitalis
intoxication,

These are some of our findings and [ will let
each of you draw your own conclusions about
the quality of care delivered. But remember.
also, these are the hospitals that wanted to
improve,

The range of hospitals with which we have
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worked includes 50- and 60-bed rural hospitals
and 1,000-bed inner city hospitals.

Even though we most often hold our work-
shops at an academic medical center, it is rare
that any team presents itself from the university
hospital. I was at the University of Washington
during this week as visiting professor. It seems
the feeling there is that we have quality, we
are quality, and we don’t need to show anyone
that we are. Indeed, that may be so. [ am not
implying that quality medical care does not
exist at Washington hospitals. What I am con-
cerned about is the lack of data, one way or
the other, in most academic health centers,

I shall now share with you our process which
provides what Dr. Peterson described as an
information system. Such a system is critically
important if we are to improve care where
necessary, or, indeed, to find out if it is neces-
sary Lo improve our care,

This is a system which we have been helping
hospitals implement in the workshops that we
have been doing around the country. It is a pro-
cess that we initiated at Chestnut Hill Hospital
seven years ago, and then replicated in ten hos-
pitals of various kinds around the Philadelphia
area during the past two and one-half years.
We call the process, or concept, “the Bi-Cycle
Concept.” (See Diagram 1.)

The concept begins with the interaction
between the patient and physician or patient
and any other member of the health care team.
This interaction between the patient and the
health professional should produce some data.
The data is entered on a problem-oriented
record (Step I).

But there are some steps prior to the develop-
ment of a problem-oriented record. These steps
include the development of a series of standard-
ized age-oriented data bases which would
include the notion of prevention or the
techniques of Health Hazard Appraisal. Tt
seems important to define the data bhase
required on every patient admitted to each of
our institutions.

At Mercy we are developing a series of stan-
dardized age-oriented data bases such that
within two years 85 to 90 percent of our patients
who are admitted electively arrive at the hospi-
tal with a fairly complete, standardized age-
oriented data base. It seems strangely inefficient
to begin each hospital admission by re-collecting
all of these data on the patient as though he were
dropping into the system {rom Mars.

The data often are available at some other



place in the system. Thus it seems quite
appropriate that the patient arrive at the hospi-
tal with the data in a fairly organized kind of
form, so that we can begin identifying very
quickly the patient’s problems. In fact, the data
base should include a problem list and indicate
the current status of all of the patient’s prob-
lems as the referring health professional sees
them.

A prior step in the process is deciding what
should be in the data base. Some of the data
that are presently collected seem irrelevant to
current needs for providing good health care,

THE BI-CYCLE CONCEPT
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and some of the very important things that
ought to be there are not.

The problem-oriented record is abstracted
and computerized in the next step of the pro-
cess (Step II). Here we used the PAS-MAP $ys-
tem. But even in a small 200-bed hospital this
provided us with a tremendous number of prob-
lems. Where should we start?

John Williamson had an answer to this very
Important question. John suggested we start by
identifying and weighting various factors of disa-
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bility to find our greatest causes of disability.
He then suggested we reset our priorities,
ordering first those causing the greatest amount
of preventable disability; things we could do
something about (Step I1I).

We then moved into the next step of the pro-
cess where we began to describe a criterion
practice for these diseases, illnesses, condi-
tions, and operations that caused a lot of pre-
ventable disability (Step V).

We asked ourselves: Ideally, how should a
patient“admitted to our hospital be managed,
whether admitted for elective cholecystectomy,
acute myocardial infarction, pneumonia, or
whatever? One of the more difficult challenges
in this process is the development of the criteria
for care. Let me illustrate a few of the pitfalls.

Last year, I was consultant to the Hawaii
EMCRO project that Dr. Peterson mentioned.
I was asked out because they were about to
get their third feedback of data in this project,
and after the first two feedbacks, no significant
change had occurred in the hospitals to improve
care.

The problem seemed quite apparent. The
criteria had been developed by panels of physi-
cians from around the state and were sent to
the hospitals for their adoption. As | worked
with the groups in the various hospitals I could
see that they had not internalized or,
operationalized, these criteria. They had not
developed them.

At one of the hospitals they had adopted very
beautiful criteria for pneumonia. They asked
me to react to their criteria. They had criteria
for the diagnosis of pneumonia which looked
very good. [ asked them if they had discovered
any problems on the basis of those criteria.
They said no. Almost all patients in this par-
ticular hospital with a diagnosis of pneumonia
actually had pneumonia based on the criteria.

I said, “Did you anticipate you would have
a problem with the diagnosis of pneumonia?”
And they said, “No, not particularly.™

I said, “Did you anticipate you would have
a problem at all with pneumonia?” They said,
“Yes, we thought maybe some people might be

here in the hospital with the diagnosis of

pneumonia, correctly diagnosed, but mayhe
many of them didn't need to he here.”

I asked, “*What are your criteria for admis-
sion of pneumonia?” They hadn't worked on
those.

Another pitfall is  developing  multiple
criteria. | think this is one of the chiet problems

i8

with the Payne study. They have pages and
pages of criteria, many of which seem to make
little difference in the care of the patient as
far as I can determine. But some criteria thelt
are highly pertinent to the care of the patient,
I find have been overlooked.

In the “Bi-Cycle Concept™ we ask groups to
develop both optimal and minimal criteria (Step
V). The notion of minimal criteria for practice
is: At what level can you describe practice,
such that if you find practice below that level,
you will be so upset that you will do something
about it?

If 95 percent of our patients are managed
appropriately according to our criteria, we are
probably not going to expend any human energy
to achieve a change in the other 5 percent,
unless the management is critically important.
But below the level of 65 or 70 percent, we
would probably mount some kind of a change
program to improve care, This is the notion of
minimal criteria.

This is a step in the process where we think
the medical school might well be involved (Step
XID. Usually we find that a medical staff must
become comfortable with the entire process and
the criteria that they have developed before
they will risk externally validating the criteria
with the medical school. But this can be a very
valuable kind of process and gets at the ques-
tion [ have often been asked: ““If a hospital staff
develops its own criteria, who says they will
be any good?™

We have rarely found criteria that are really
poor, or criteria that allow for poor practice.
Often they are too much the other way. They
are unreasonably strict, but you can provide for
an opportunity to externally validate your
criteria by having a medical school, a specialty
organization, or some other kinds of external
organization react to your criteria. But frst
develop your own criteria within your institu-
tion.

We worked for about a year with the Jef
ferson Medical College in Philadelphia when [
was at Chestnut Hill Hospital doing just this,
and, indeed, sometimes found that our care was
as goud as their care, sometimes better. But
whenever they reacted to our criteria in such
a way as to advise that we should be doing
something that we were not, we had an oppar-
tunity to audit their practice and see if, in fact,
they were doing what it is they said we ought
to be doing. Sometimes we found they were not
doing it either. Then we had to find out why



neither of us was doing it. There were some
very good reasons, sometimes, and it
introduced a note of practicality, in these
instances, into what was going on at the medical
schools, and sometimes it introduced change
into our operation.

After the criteria of practice are described
within the audit committees, we forward the
criteria to the department where consensus was
necessary for approval of the criteria (Step VI).
Then we began collecting data concerning the
actual practiee we were providing (Step VII).

The next step of the process is to look at the
data from the practice that we are providing
in the light of the criteria (Step VIII). If there
is a significant difference, some kind of a
change process must be agreed upon (Step IX).

I have said..change process rather than
education, because of the often restricted
notion of education. When we talk about educa-
tion here, we are talking about a change in
behavior to produce some kind of desired end,
presumably in health care. A change in
behavior of some health professional to move
practice from where you find it to where you
have decided you would like it to be. But the
change program more often than not does not
look like a standard kind of an educational pro-
gram. For instance, our surgeons agreed that
most patients who have elective cholecystec-
tomy probably should have an operative cholan-
giogram, but when they looked six months later,
they found out that substantially less than half
of the patients who had elective cholecystec-
tomy had an operative cholangiogram. They had
to ask themselves why. It turned out that the
basic reason most patients did not have one was
because at the time the surgeon was ready to
do his operative cholangiogram, the X-ray
equipment wasn't available in the operating
room. So the change there was simply to get
one of the board of trustee members to write
out a check for a new piece of x-ray equipment
so we could practice the way we all agreed.
It wasn’t a knowledge problem. The physicians
had agreed. They felt there would be a signifi-
cant reduction in complications and stones
remaining in the ducts. The point [ wish to
make here is the reason it wasn’t happening
was not because people didn't agree it should
happen, or didn’t know it ought to Lappen, but
that a piece of equipment in this instance was
not available.

Often our referral process within the hospital
kept things from happening. Again, not because
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the physicians didn’t know things ought to hap-
pen, but simply the way they referred their
patients kept things from happening.

Another instance of need for organizational
change relates to our use of antibiotics. Our
physicians agreed fully, after our antibiotic
study, that anybody with a sore throat should
probably not beé receiving chloramphenicol,
penicillin and tetracycline or a combination like
that, but should probably have a throat culture
and receive penicillin for ten days; if the culture
is positive for strep. What we encountered was
the fact that most of the physicians don’t have
this kind of equipment available in their office;
culture media, incubators and so forth. What
we had to do was provide the organization such
that they could practice in the way they all
agreed. So the laboratories began going out to
physicians’ offices each day and picking up not
only throat cultures but other kinds of samples
that they agreed should be available, that they
were not acquiring on their patients. We had
to provide for the organizational structure so
that some of these changes could occur.

When a department does agree on the need
for some kind of a change, we can begin the
process of structuring the change program, and
this process provides a good oppertunity to
write educational program objectives in a way
they really should be written. That is, to
describe the behaviors of the health profes-
sional that need to get us from where we find
practice to where it ought to be (Step IX). They
become the objectives of our change or educa-
tional program. We can then more appropri-
ately structure the learning experiences based
on those educational program objectives (Step
X). Let me provide an example of the need to
structure the change program appropriate to the
needs of the health professional in meeting
patient needs. We recorded the number of pel-
vics and Paps that were done in our hospital.
We did this in relation to some other hospitals
in our area and found that none of us were doing
very well. We were all at about a 10 percent
level of doing pelvics and Paps in the hospital.

Somehow I suspected this; though, if [ were
to present this to the medical staff, someone
would stand up and say: “That is no problem.
| do the pelvics and Paps in my office.” And,
[ would immediately recognize that person as
someone who did them in his office. Another
physician would probably stand up and say the
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same thing, and I would recognize the same
thing about that physician. Then everybody else
would sit there and smile. I would know darn
well that most of them weren’t doing it, but they
had just been taken off the hook. So before
revealing our level, I had my secretary put on
a white coat and ask 200 consecutive women
admitted to our hospital: “Have you had a pel-
vic and Pap in the last year? Or ever? Who
is your doctor? Would you have one if we had
the-gervice available here?” and a number of
other questions. What we found out was that
less than half of our patients admitted had a
pelvic and Pap within the past year. More than
50 percent of that group had never had a pelvie
and Pap. Armed with these data, we did go
before the staff and reveal where we were, and
as predicted, the two physicians got up and told
us what they were doing. Then we shared the
data with the staff and they agreed there was
a problem.

The next step was to change or structure an
appropriate learning experience. We identified
four different subgroups of physicians. One
group was doing them in their offices, and obvi-
ously no change was necessary except to offer
an opportunity for somebody to observe what
they were doing to make sure that they were
doing it correctly. There was a second group
of physicians who said: “I] agree 1 should be
doing pelvics and Paps with some kind of reg-
ularity, but I don’t know how to do them. 1
graduated some years ago. I would like to
learn.” For this group we set up an appropriate
kind of learning experience and let them actu-
ally do pelvics and Paps in the obstetric and
gynecologic clinics under observation until they
learned this skill. We felt that simply showing
them this on a TV screen was not going to help
them. We could not be sure that they had
learned the skill in that kind of an experience.
So we actually set one up where they could per-
form the skill under observation.

A third group of physicians said: “We agree
that pelvics and Paps ought to be done. We
don’t know how to do them and we don’t want
to learn how because we are too busy, but we
would be happy to have someone else doing
them on our patients.” So we had to set up
the mechanism for that to oeccur. One of their
concerns—and for them it was appropriate in
our setting—was: What can we do? We are
afraid to send our patients, or some of them, to
the ob-gyn man because they may steal our
patients. They won’t send them back. They will
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tell the women that they are the family doctor.
They may not send the patient back to us for the
primary care we provide to them and their fam-
ily.

We knew that was a problem in our area, so
we had to set up the mechanism so that patients
wouldn’t be taken by the gynecologists from our
primary care physicians.

There was a fourth group of physicians who
didn’t understand the necessity for annual pel-
vics and Paps. Presumably, some kind of an
attitudinal change was needed. With this
smaller group we worked a little more inten-
sively. Usually, however, one of the prior prob-
lems existed to which they just wouldn’t admit.
Either they didn’t know how, and that is about
the last thing a health professional usually
wishes to admit; “1 don’t know how.” “1 don't
think it is very important” was a less frequent
response but one which required data on the
value of pelvics and Paps in prevention of
cancer of the cervix.

Finally, then, we evaluate any change, both
in knowledge and practice: knowledge by exam
and re-exam (Step XI), but most importantly
practice by re-entering the patient care cycle
(Step VII), remeasuring practice to see now if,
in fact, more patients have annual pelvics and
Paps.

Some of our results show within a year we
had gone from a 55 percent leve! to an 89 per-
cent level of appendectomized patients showing
acute appendicitis on tissue exam with no more
ruptured appendices and no more complica-
tions. We had gone from 155 appendectomies
a year to less than 100 a year. We reduced by
30 or 40 the number of hysterectomies per year
we were doing in this institution.

in summary, the “Bi-Cycle” diagram is
offered as a concept relating the patient care
cycle to the continuing medical education
cycle. It is suggested that the patient care cycle
begin and end with the patient, just as the
education cyele should begin and end with the
learner. This provides the feedback necessary
for constant change, and keeps both cycles
relevant to patient and learner needs,

The patient care cycle begins with the patient
and his interaction with his physician and the
health care team. The physician should deter-
mine all the patient’s problems and compile a
problem-oriented record (Step D). The record
then is abstracted for a computerized medical
records system (Step II). Using a system of
priorities (Step I, those diseases or conditions



which offer the greatest opportunity for
improvement of care should be selected for
criteria development. An audit committee in
each clinical department develops an optimal
(Step IV) and minimal (Step V) criterion prac-
tice description which is then offered to the par-
ent clinical department. When consensus con-
cerning the criteria (Step VI) is gained within
the department, data collection concerning
actual practice (Step VID) takes place. The data
concerning actual practice are evaluated against
pre-set criteria (Step VIII) and when there is
a signiﬁcan?difference, a mandate for change-
educational program development (Step TX) is
secured. The gap between the actual and crite-
rion practice represents the Improvement poten-
tial and actions for closing the gap can then
be translated directly into educational program
objectives.  ~

Now we have moved from the patient care
cycle to the educational cycle. After the initial
educational objectives are stated, it may be
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necessary to perform further educational diag-
nosis before providing therapy. Such diagnosis
will help determine whether changes are
required in the cognitive, skill, or attitudinal
domains. The therapy in the form of the learn-
ing experiences (Step X) should depend on such
a diagnosis. The final evaluation of the educa-
tional program should be in terms of improved
patient care—patient needs met (Step XI)—and
we re-enter the patient care cycle to collect data
concerning the new practices (Step VII).

Other interrelationships of the two cycles
should be apparent from the diagram.

We can also, through this process, provide
our board of trustees and our administration
with the data that they must have to assure our
patients and communities that we are providing
quality health care.

Thank you.
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Health Accounting and Outcome Measures of Quality

of Care
JOHN WILLIAMSON, M.D.

CHETRMAN SHORTELL: Qur next speaker is
Dr. John Williamson. Dr. Williamson is Profes-
sor, Department of Medical Care and Hospitals
at Johns Hopkins University. He has previously
been affiliated with both the University of
llinois School of Medicine and the University
of Califoinia School of Medicine. He received
his M.D. degree at the University of California
School of Medicine in San Francisco. Most of
his work has been in the area of trying to
measure outcomes of medical care and incor-
porating them into medical care quality assur-
ance systems.

Dr. WiLLiAMSON: Quicome assessment is
probably the oldest method of quality assurance
in history. In 3000 B.C., if a patient were to
unnecessarily lose an eye, the physician would
lose a hand. Now, this quality assurance
method was based on outcome assessment.

From that time-on, our profession worked
with a variety of other methods, primarily based
on process methods. For example, in ancient
Egypt certain therapies had to be given. In the
Middle Ages accreditation methods were
developed, especially educational acereditation
and later, licensure. In the 1930’s specialty
boards were developed as one of the most
defnitive  acereditation  methods.  Unfor-
tunately, outcome assessment has been aban-
doned in the thousands of years since the Egyp-
tians,

Codman, at the turn of this century, tried to
focus our attention on systematic, ongoing
assessment of medical care by looking at what
happened to the patient. It is interesting that
Codman did his work at Massachusetts
General, and, as will be seen in a moment, he
focused on the area that [ call therapeutic out-
comes. He had a colleague, Cabot, who in 1912
published a work that was a study of 3,000 con-
secutive autopsies. This study illustrates diag-
nostic outcome assessment, Cabot compared
autopsy results with the previous clinical diag-
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noses, to see how many cases of certain dis-
eases were missed, or how many cases were
misdiagnosed,

Consequently, we have two men working in
the same institution at the same time in history,
both bringing our attention to outcome assess-
ment as an effective mechanism for improving
quality of medical care.

Since that time, outcome assessment has
been obscured again. At present, a jumble of
methods including outcome, process, and
accreditation are in use. But one thing has hap-
pened during the past few vears. An outcome
method of assuring quality of care has been uni-
versally applied and accepted throughout the
country; the malpractice lawsunit. Now if a
patient unnecessarily loses an eye, the doctor
loses his shirt, and maybe his reputation. We
are back full circle to the Egyptians. However,
it must be admitted that outcomes have been
recognized over many vears of history. And at
this time we are just starting to explore their
dimensions, their potential, and how they might
be applied.

My talk this morning will have three major
parts. The first part will briefly cover some
basic concepts of outcome assessment. The
next part will illustrate the application of these
concepts in a few studies that have been done
recently. Finally, the third part will discuss how
this approach might be made practical in an
organizational setting such as a hospital or
clinic.

So first, let’s review the theory. Quality
assurance must he based on two major funec-
tions: quality assessment (which is problem
identification) and quality achievement (which
is problem solution). This must be the founda-
tion for any quality assurance system.

Quality assessment like medical diagnosis or
like management analysis requires a large vari-
ety of methods, not just one magic approach like
peer review or outcome study. An armamen-
tarium of methods is needed to get at the variety
of problems to be found in the health care sys-



tem today. However, if quality assessment is
to be effective, it must follow the simple rules
of inductive problem solving. In other words,
first, we must identify the problem.

This is known as identifying an unacceptable
outcome. Then we must work back to identify
correctable determinants of that problem and,
from that point, design what we have to do
administratively, educationally, or whatever, to
effect a solution.

Finally, quality assurance must be com-
prehensive in scope. There are many types of
outcomes, for example, that can be studied.
The more important ones encompass clinical
outcomes. This includes diagnostic and
therapeutic outcomes. How many patients
received treatment for a condition that they
didn’t have? How many patients required treat-
ment for a condition that was not diagnosed?
These are diagnostic outcomes.

The second important type is therapeutic out-
come. What was the level of health impairment
after care? This level can be compared with
some standard, either the previous impairment
level or some health level present knowledge
would indicate should be achievable.

Next we have economic outcomes. These
include cost and financial factors as well as use
of professional time and other scarce resources.

Educational outcomes are also important.
They have to do with such aspects as patient
understanding of his own illness and patient
behavior, including compliance, attitudes,
values, and satisfaction with his medical care.

The basic principle is to assess care to iden-
tify unacceptable outcomes and then work
back to identify areas where it might be possi-
ble to improve care to effect a more satisfactory
outcome.

In this case (Fig. 1), if the outcome were a
patient who had a stroke at age 52, there might
be several possible determinants to  be
explored. One would be the fact that he had an
organic medical condition, diastolic hyperten-
sion, that might have caused this stroke.

Another factor might be that the patient was
not complying with his medical regimen and
was not taking the medication that was required
to control the hypertension. Or, there might be
genetic factors involved. What could be done
about these factors is an open question. Final-
ly, there might be severe work stresses or emo-
tional factors involved. There may or may not be
remedial action that we can carry out to reduce
these problems.

HEALTH ACCOUNTING AND OUTCOME MEASURES

ANALYSIS OF
THERAPEUTIC OUTCOMES

DIASTOLIC
HYPERTENSION

DIDN'T
TAKE R
STROKE FATHER HAD
STROKE
AGE 52
SEVERE WORK
STRESS
FINAL DETERMINANTS
QUTCOME

FIGURE 1

Figure 2 illustrates an important intermediate
outcome: the patient didn’t take his medication.
Analysis of the determinants might reveal that
the patient didn’t understand the relation of
hypertension to symptoms. There is an impor-
Lant principle that must be understood by every
hypertensive patient: his symptoms may have
little relation to the severity of his illness. If
he does not understand this, it is possible he
may wait until his symptoms are severe before
he takes his medication or sees his physician.
Unfortunately, his first symptom might be
death,

Another determinant might be the fact that
the patient didn’t keep his follow-up appoint-
ment or that he didn’t fil] his prescription.

Figure 3 illustrates that the final outcome is
a product of many determining factors that
could be subject to analytic study. The princi-
ple to be stressed is that the further down this
tree an investigation is started, the more likely
it is that important branches and hence vital
correctable factors will he missed. Unfor-
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tunately most medical audits and traditional
peer review studies focus on chart data that are
down in the organic medical branch. Such
studies are very likely to miss many major fac-
tors of value.

The following studies will illustrate applica-
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tion of this principle. The first has to do with
investigation of heart failure patients in the Bal-
timore City Hospital, which is affiliated with
Johns Hopkins. These patients were followed
for one year.

The first outcome studied related to the case
fatality rate measured at one year following
admission to the coronary care unit. The results
were compared with standards developed from
actuarial data and peer judgement in terms of
the maximum acceptable impairment. The
maximum acceptable was approximately 30
percent, and the findings were about the same.
Thus no further study of determinants seemed
necessary.

However, focusing on another level of impair-
ment at the one year follow-up point, the pro-
portion not at work was assessed. The maximum
acceptable level was set at 20 percent. Findings
revealed 40 percent of the patients were not
back to work a year later, a result that did not
meet the standard.

This was an unacceptable outcome. It
seemed important to study determinants to see
if correctable factors might be found. It is not
feasible to establish causal relationships, but
identifying associational or correlational factors
might be of value.

In this particular case it was of interest that
almost two-thirds of the patients who were not
at work had not had a myocardial infarction at
the time they were in the COTONAry c¢are unit.

Tracing this finding reveals an interesting
thing: at the coronary care unit at Baltimore
City Hospital at the time, approximately 60 per-
cent of the admissions were found not to have
had a myocardial infarction. With such a large
number of false positives, there may be a sub-
stantial number whose health may have been
influenced adversely. This is especially impor-
tant in view of the English controlled clinical
trials that indicate that even patients with
actual acute coronary occlusions might be bet-
ter off at home than in a CCU.

The next illustrative study focused on care
of patients with hypertension who came to a
hospital emergency room for any reason. Again,
this group was followed for one year.

This group of people, whose average age is
about 49 or 50, were mostly blue-collar workers
who were actively at work when first included
in the study. Using actuarial data, modified by
such information as other types of illness and
other prognostic factors related to these
patients, a maximum acceptable number of



patients who might be dead after one year was
determined. The findings revealed that over 20
percent of the group were dead one year later.
This was an unacceptable outcome. [t seemed
important to study the determinants to identify
any correctable factors.

Now, although this was not part of our imme-
diate study, Tom Inui, one of my graduate stu-
dents, made this problem the essential focus
of his master’s thesis. The following data from
his thesis will be presented to illustrate this
analytic progess.

In this study the results from two groups, an
experimental and a control group, will be pre-
sented. Some 59 medical doctors (which is
almost a universe sample at the Jolns Hopkins
Medical Clinic) and 218 patients for whom the
physicians gave primary care for hypertension
participated.

These physicians and patients will be
evaluated before and after an experimental vari-
able is applied. This experimental variable will
be physician education in the form of special
tutorials given only to the physicians in the
experimental group and not to the control doc-
tors. The control group physicians will receive
very similar “placebo education™ in which they
will be told that their patients are to be studied
ind followed. They were given instructions that
did not cover specific information regarding
hypertension. The experimental group received
the specific education regarding hypertensive
outpatient care to see if it would make a dif-
ference in physician behavior and whether
physician behavior would make a difference in
patient behavior and patient health.

For example, the “Before™ evaluation deter-
mined whether the physicians were aware of
the problem of patient pill compliance. Results
indicated that at the beginning of the study the
controls seemed to be more aware of the impor-
tance of compliance than those in the experi-
mental group.

After the tutorials. the charts were reviewed
to see il there was any evidence of changed
physician behavior. Mention of patient com-
pliance in the chart was significantly greater in
the experimental group. as was recorded men-
tion by the physician of patient understanding
and mention of patient health education pro-
vided.

What happened to the patients?

The first variable measured was the patient’s
ability to correctly recite the medical regimen
given by his physician. Findings revealed the

HEALTH ACCOUNTING AND QUTCOME MEASURES

experimental group was significantly better
than the controls. Also, did the patient recog-
nize hypertension to be dangerous to his health?
Again, the experimental group was significantly
better than the controls.

Did the patient believe that therapy was
effective? This could be a big factor in com-
pliance. The findings revealed that the experi-
mental group was significantly better than the
controls,

The most important variable concerned
whether the patient believed that he was sus-
ceptible to danger with hypertension. even
though asymptomatic. Did he understand that
there is very little relation between symptoms
and outcome in this disease?

The findings indicate that the experimental
group was significantly better, and that the
improvement was apparently related to our
experimental variable.

[n another phase of patient evaluation, the
focus was on compliance, defined here as tak-
ing at least 75 percent of prescribed pills.

This was measured by actually counting the
patient’s pills. Again, the experimental group
was significantly better than the controls.

The intermediate outcome studied was the
blood pressure of the patient. Again, the experi-
mental group had a significantly greater propor-
tion in control than did the others.

Consequently, overall it did seem that a Very
important factor. in this case an educational
variable, was identified. It was shown that if
physicians receive special tutorials in hyperten-
sive patient care. it is possible to help the
patient improve his knowledge and understand-
ing of this disease. improve his compliance
behavior, and Anally achieve greater success in
blood pressure control.

This study is an excellent example of the
philosophy described by the eybernetie of iden-
tifying the problem, identilying the determi-
nants attempting a solution., and reassessing to
identify  whether improvement has been
elfected.

In this study we do not assess the Anal health
outcomes, death and morbidity. Instead it is
necessary to rely on the vesults of controlled
clinical trials, such as the one conducted hy
Edward Fries, to provide the needed correla-
tional relationships. With the intermediate out-
come ol blood pressure. a measurable end point
is available that illustrates the kind of end
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points to be measured in other conditions. The
major requirement, however, is evidence ol effi-
cacy of medical care interventions.

The third part of this paper examines the
organizational system that we are experiment-
ing with called the health accounting system.
[t aims to make practical the application of out-
come assessment principles to quality assur-
ance.

Thus far the system has been developed in
both hespitals and clinics. Work has not yet
been started with solo practitioners: that will
be the next area for study.

In the following example it will be assumed
that a quality assurance system based on out-
come assessment is to be developed in a clinie
or hospital.

First, a quality assurance hoard of directors
has to be organized. This group will include
physicians, administrators and consumers.
Their function will be policy-making and
approval of all the major steps taken in the
development and function of the system. For
example, they will supervise approval of the
areas to be studied, the criteria and standards
to be applied, the degree of effort to he invested
in further analysis of the determinants of prob-
lems identified and, finally, the degree of effort
to be applied to effect improvement where it
is possible. Note that most of these factors
involve value judgments.

The quality assurance supervisor is a physi-
cian who is on the staff of the hospital or clinic
who is willing to give up to 10 percent of his
time to direct the program. This person can be
a generalist or a member of any specialty. One
of the first quality assurance supervisors was
a pathologist. The main qualifications are inter-
est in quality assurance activities and willing-
ness to provide time.

The key person in this system is the Health
Accountant. A variety of people have filled this
role, ranging from those just out of high school
lo those having a master’s degree. The ones
who seem to be working most successfully and
who are most content in their jobs are those
who have one or two vears of college education.
There are some notable exceptions, however.
The Health Accountant provides a 100 percent
effort in this project. He does the data collec-
tion as approved by the quality assurance
stupervisor: this could mean [bllowing up over
100 patients in a phone survey or going out to
their homes to obtain blood pressure readings.
Consequently, this job requires someone who
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is personable and able to get along with both
the physician and the patient. He had to
have had previous job experience attesting to
his inductive skills, his problem-solving
ability, and his ability to work on his own.

The Health Accountants that have been
employed to date have been so successful that
12 of 13 currently employed will be maintained
as employees of the clinics no matter what hap-
pens to present federal monetary support of
their salaries.

The next requirement of this approach is a
priority team. These people are experts in
understanding the problems of the hospital (or
clinic) and the patient population. This group
will identify those areas where guality assess-
ment effort might result in the greatest benefit
in terms of health improvement or cost contain-
ment per project period. This group will meet
one time: formal procedures have heen
developed to facilitate their function. In the
course of one to two hours, we hope that by
using these procedures they can identify prob-
lems that will encompass the most attainable
beneft (health or economic) not being attained.
[t is recommended that two separate priority
lists be developed. vne related to cost benefit
and the other to health benefit. Both areas will
be studied simultaneously. These priorities rep-
resent a list of project hypotheses to be tested.
It is important to stress that these priorities
are not based on percentage deviations from
some empiric mean of utilization or claims
review curve. These projects usually focus on
patients who fall in the middle of those bell
shaped curves. The assumption is that patients
in the tails of such curves (those studied by
traditional peer review)} encompass little attain-
able henefit not being attained. The research
by Gertman et al. and by Brook seems to con-
firm this assumption.

Having identified the study topic, such as
hypertension or intravenous pyelogram utiliza-
tion, a special team of qualifed professionals
must be identified to work on the problem. Each
of these teams will then carry out their respec-
tive studies. These teams meet only once or
twice for an hour or two, to complete a study;
hecause most of the work is done by the Health
Accountant. The team has to finalize the study
design and analyze the final report written by
the supervisor and the Health Accountant to
see if it seems methodologically sound and

ready to go to the Quality Assurance Board of
Directors.



In summary, the system works in this way:
the priority team identifies a group of problems
to be studied, in order of priority, and a quality
assessment outcome study is conducted on
each to identify potential problems to be studied
in whatever depth the Quality Assurance Board
decides is warranted for that problem. It is when
areas of care are found that can be improved,
areas where subsequent effort might make a
difference to the patient or to the costs involved,
that this quality achievement team takes over.
This group-mray be the same as the assessment
team, but many times different types of talent
are required to solve a problem than were
needed to identify the problem in the first place.
Finally, a eybernetic function is established for
identifying the problem, attempting a solution,
and then evaluating if, indeed, the solution was
effective. This is done in two areas, effective-
ness, where the primary emphasis is improve-
ment of patient health, and efficiency, where
the emphasis is mainly the reduction of dollar,
time and scarce resource utilization. Between
those two poles are the utilization studies,
which have to do with such things as unneces-
sary operations, hospitalization and medication.
Here you have to establish “unnecessary” as
a critical judgment. These problem areas have
both health and financial implications. They fall
within either or both effectiveness or efficiency
priority lists depending on their potential
impact. The results of our experiences to date
have been quite interesting. We have found that
the approach has proven feasible.

The fact that 12 out of 13 clinics will take
on the major cost burden of this approach,
i.e., the salary of the Health Accountants and
supplement of the quality assurance super-
visors, seems to indicate that practicality has
been demonsirated by at least suggestive evi-
dence. We can look at some of the results from
the studies. In one clinic the diabetic case fatal-
ity rate was five times higher than their max-
imum acceptable standard. In another the
endarterectomy death rate was three times
higher than their maximum acceptable stan-
dard. Urinary tract infection studies in three
clinics revealed as many as 25 percent receiving
care not needed and 80 percent suffering from
needed care not given. Both findings were much
greater than their maximum acceptable stan-
dards.

In another clinie study of the use of penicillin
over 80 percent of use was not supported by
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chart data: this was many times higher than
the maximum acceptable standard.

Serious underutilization of electrocardio-
grams was found in one clinic. In another clinic
we found a serious overutilization of intrave-
nous pyelograms; the cost outcomes involved in
improving these practices in both clinics are
being worked out with the administrators.

In one hospital coronary care unit, a two
week post admission case fatality rate of 28 per-
cent was almost double the maximum accept-
able. In another hospital, the one year follow-
up revealed twice as many “out of work™ than
maximum acceptable standards would allow.

In most of these studies serious problems
have been identified. There are three where it
is possible to report subsequent quality
achievement effort.

The first was most interesting. In the case
of endarterectomy, the physicians were not
interested in identifying whether there were
correctable determinants of these deaths. They
just said, “They were old people: it was to be
expected.” They seemed to brush it off.
National experts were contacted by the study
team. It appeared that the small rural clinic in
the Midwest was doing many times more of
these operations than were being done at Johns
Hopkins in the same period of time. The indica-
tions for endarterectomy were studied. The
experts claimed that unless certain limited indi-
cations for surgery were followed, the results
could include premature post-surgical death.

We had a recent evaluation conference, and
the physician quality assurance director of the
clinic reported, “Even though they haven’t
done anything, the number of endarterectomies
seems to be falling.” The indications used by
the clinic doctors for performing this operative
procedure seem to be changing.

Next, to improve diagnostic results in the uri-
nary tract infection in another clinic the Quality
Assurance Board called a special meeting. The
staff was unable to accept the results of the as-
sessment, which indicated rather serious prob-
lems.

Yet within a month they had another board
meeting, and it was decided they should reor-
ganize their approach to the handling of urinary
tract infections in this ¢linic.

In the final example, in the hospital coronary
care unit where such a high two week case fa-
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tality rate was found, the staff was willing to
study the determinants of this unacceptable
outcome. Here, the problem proved to be
organi-medical: use of lidocaine and fluid and
electrolytes was far from optimal. Seminars
were provided, although follow-up assessment
revealed no improvement. Alteration of the
educational approach, using personal tutorials,
was tried next. Within three months a follow-up
outcome measure revealed the case fatality rate
had dropped 50 percent.

Although the overall system seems to be
working well, there are a lot of things to be
learned, especially about motivating clinic and
hospital interest in quality assurance using the
outcome approach.

Overall, there is no question that the future
of the quality assurance field seems to be
bright, particularly because of Professional
Standards Review Organizations. There is not
much indication, however, that outcome
assessment is going to be a part of this picture
in the near furture. Even though it is incor-
porated in HMO bills both in the House and
Senate, and although the Quality Assurance
Commission proposal incorporated the outcome
approach, it is uncertain that the quality assur-
ance approach will survive when these bills
go to conference.

At the present time the major interest is in
cost containment. The practicality and ease of
applying the concept perhaps is appealing
enough to conceal the basic danger in these
programs of possibly introducing even more
unnecessary medical intervention accepted by
peers but unproven by evidence of efficacy, In
addition, initiating assessment entirely in the
organic medical branch of the logic tree of out-
come determinants precludes the large number
of factors not in a chart or claims form.

The final section of this paper will focus on
our own activity to develop quality assurance
resources,

The first is the Health and Cost Benefit
Analysis  Project. These studies involve
methods of developing cost henefit analyses by
using groups of experts to estimate the health
benefits and estimate the cost factors that are
related to a particular health problem.

The most recent study concerned stroke
patients in the three state area of Minnesota
and North and South Dakota. It involved such
factors as income Inss. how much health
improvement is possible, and how much more
it would cost to achieve the health improve-
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ment. This method is based on using as much
hard data as we have available and then using
the experts to estimate beyond this, especially
as related to the health benefit side.

Next is the bibliography we are developing,
We have already developed a selective Health
Services Research Bibliography that covers
quality assurance. Also contained is a list of
the six annotated bibliographies in the field of
quality assurance. This bibliography can serve
as an interim volume until our more complete
bibliography, entitled “Assessing the Effective-
ness and Efficiency of Medical Care: An
Annotated Bibliography and Attribute Index,”
is published. This volume will cover much of
the quality assurance literature from 1900 to
1973: nearly 3,000 citations have been
accumulated. An attribute coding system is
being developed to overcome present problems
of indexing; it will include over 200 attributes.
Each article is coded for any of these attributes
that are applicable. For example, code 52
indicates assessment articles in which hospital
administrators might be interested. By inter-
preting these codes it is possible to identify all
articles that deal with a problem of outcome
assessment, using empiric criteria, focusing on
medical care of poverty populations, with chil-
dren age 2 to 12 with cardiovascular disease.
We hope to have this annotated bibliography
out this fall. It will also be on computer tape
as well as in printed form because it seems to
be a natural for Medline type of distribution by
the National Library of Medicine. In this case,
one could just key in the particular attributes
required and it would print out the citations and
the full abstracts of relevant articles.

In conclusion, one final point should be
stressed. This paper does not advacate any one
method of quality assessment alone. It does
claim that the outcome approach is the most
direct way of identifying areas for study and
establishing which assessment methods would
be most productive for a detailed study of those
areas in the care system where effort might
achieve improvement in either the health of the
patients or in resource utilization.

CHAIRMAN SHORTELL: Dr. Williamson men.
tioned six annotated bibliographies. There
are now seven. because in conjunction with this
symposium we have put together a seventh
which basically summarizes studies from about
1968 to the beginning of 1973. It will appear
in the published proceedings.



Quality of Care Assessment: What Is the Most
Appropriate Method for Peer Review?

ROBERT BROOK, M.D.

CHAIRMAN SHORTELL: Qur first speaker this
afternoon is Dr. Robert Brook. Dr. Brook is cur-
rently a Medical Officer with the United States
Public Health Service, associated with the
National Center for Health Services Research
and Development. He is a student of John Wil-
liamson’s and has done considerable work on
measuring and relating process and outcome
indicators of quality of care. Essentially, under
what circumstances and with what types of con-
ditions does the process of rendering medical
care affect the outcome in terms of the health
status of the patient?

DR. BROOK: In the last few years the volume,
eloquence, and sophistication of the public
debate concerning the adequacy of personal
health services given in the United States has
increased. Part of this debate centers around
the cost-quality trade-off dilemma which can be
stated in either of two extremes: (1) to maximize
the quality of care in the most efficient manner,
or {2} to contain the costs of personal health
services at the present level without undue dilu-
tion of the quality of care. On the one hand,
public concern about the quality of care can
be seen in newspaper stories about the lack of
family physicians, the lack of expensive rapid
transportation systems for patients injured in
accidents, and in the glorification of modern
medicine and its accompanying technology as
illustrated by coronary care units. open-heart
surgery. acule vespiratory care units. organ
transplantation, renal dialysis. and coronary by-
pass surgery. On the other hand, the public also
appears to be concerned about rapidly increas-
ing costs of personal health services. Currently
there are public discussions about the effective-
ness of these modern achievements and some
realization of the economic consequences of
them. For example, it is not economically feasi-
ble 1o have a plastic surgeon suture every

superlicial laceration instead of an allied health
worker, even if the scar produced by the plastic
surgeon is slightly less than that produced by
the allied health worker.

Considering (1) the seriousness of the cost-
quality problem, and (2) that the audience for
which this paper has been written is composed
ol graduates of the Center for Health Adminis-
tration Studies, many of whom are hospital
administrators, the product of this paper should
have been a short. optimistic discussion extol-
ling the virtues of assessing and assuring the
quality of care and urging this audience to get
on with the task at hand. This paper should
have expressed the idea that upen completion
of this arduous task. society would recognize
its value and offer appropriate rewards. This is
especially pertinent to this audience since the
hospital administrator has both the responsibil-
ity for assuring the quality of the care rendered
to patients confined in his hospital and the
authority and leadership ability to alter. when
appropriate, the level of quality of care ren-
deved. Many, il not most, of the deficiencies
in quality of care delivered by hospitals may
require alteration of the hospital environment,
the type of services delivered in a hospital, or
the number and type of hospitals in a region
instead of modification of physician's behavior
in treating a specific patient in a given hospital,

These alterations which may involve the fol-
lowing diffcult tasks are: (1) changing the rela-
tionship between nurses, physicians, and hospi-
tal administrators, and (2) agreeing to the con-
cept that the responsibility of a hospital is not
confined to the patients who seek services at
its doors, but to the community in which the
hospital exists. [t will be impossible 1o
accomplish these alterations without enlisting
the creative talents and support of hospital
administrators. In attempting to alter the level
ol quality of care provided, the lospital
administrator will be forced to take definite
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risks and make suggestions which may funda-
mentally alter hospital care.

However, the findings from the research
study that I will present today are not conducive
to such an optimistic presentation, which would
urge the adoption of a specific quality assurance
system. Instead, they emphasize the fundamen-
tal problems associated with quality assess-
ment, This paper could be used as a weapoen
to justify delay in the implementation of any
quality assurance program. However, I hope
that this is not the case, but instead that
research results in quality assurance will be
incorporated into operational quality assurance
programs in a manner which will increase the
utility of these programs.

The purpose of this research study was to
compare_ five peer review methods, in terms of
validity and reliability, in assessing the guality
of care for three groups of patients. The types
of questions this study was designed to answer
concerned: What type of data should be col-
lected to assess quality of care and who, i.e.,
specialists, generalists, and/or consumers,
should set the criteria and standards which
determine adequate medical care quality. The
relevance and perhaps importance of this type
of study can be illustrated by work from two
other fields, economics and sociology. Walten
(2] reviewed the entire literature of 29 case
studies relating to the distribution of power in
communities. He found that two different pro-
fessional groups, sociologists and political sci-
entists, had performed these studies, using two
different methods for information collection.
Walton’s analysis of the data suggested that a
causal chain existed between the orientation of
the person who did the study, the method used,
and the result obtained. The result was not
independent of the method or the person doing
the study. Will the same situation exist in qual-
ity assessment? Will examination of different
data, such as what a physician does versus what
happens to the patient, produce a different set
of answers concerningthe level of quality of care?
Will the choice of the method to assess quality
of care be dependent upon the background of
the person doing the study?

Writing about similar concerns in the field
of economics, Galbraith states:

Econvmic goals are also strongly, if not always visibly
supported by vested interest. The prestige of important
groups in the community depends on the priority accorded
to their funetion, [f nothing is so important as production.
o one is as important as the producer—the businessman.
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If other gaals take precedence. so do other people. The
importance of economic goals for the prestige of the
economist needs scarcely to be emphasized. Economic
goals also serve vested interest in a very practical way.
For if such gouls take precedence. public questions will
he decided aceording to economic tests, These are much
less complicated than other tests. A road can be cut
through a park. the countryside turned over to industry,
waste turned into the air or a luke, a welfare measure
rejected, a change in work habits commanded. all on a
simple showing of a beneficial economic effect. This is
a great simplification. To validate non-economie goals is
to risk a very different decision with different benefits
and beneficiaries. Finally, economie goals remain impor-
tant for the vacuum they fill. A sociely must have a pur-
pose. A highly tangible purpose is 1o produce gouds for
private consumption. The annual increase in this produc-
tion can be measured. The result can be taken as an index
of national vigor and suceess. This is the measure we now
employ [3}.

When we assess the quality of care, will we
emphasize those things that are easy to
measure such as the number of laboratory tests
performed as opposed to factors such as patient
education, and the ability of a physician to
properly reassure a patient and relieve his
anxieties? Will the development of a quality
assessment system only further alter and
perhaps destroy that part of the physician’s role
relating to the art of medicine by measuring
only the objective scientific and technical
aspects of the care he provides? Certainly, as
Galbraith states, those things that are measured
will be unduly emphasized over those things
that are not measured.

Returning to the study concerning the assess-
ment of quality of care which was previously
mentioned, this present paper will meticulously
summarize the purpose, methods, and results
of that study and then will interpret these
results in terms of the possible role of the hospi-
tal administrator in assuring the quality of hos-
pital care.

The purpose of this study was* to compare
fve different peer review methods of assessing
medical care quality: an implicit judgment of
process; an implicit judgment of outcome: an
implicit judgment of process and outcome
combined (quality of care judgment); an
explicit judgment of process: and an explicit
judgment of outcome (estimation of group out-
come).

Process includes what a physician does on

* This study inchuding many ol the tubles and figures has been
published in N Engl ] Med 288:1323-1329, 1973. Since much
of the content of the text and illustrations has not been altered
in this paper, permission o reproduce this material has been
ohtained from the editor of this Jowrnal.



behalf of a patient (diagnostic investigations
and therapeutic interventions), the sources of
medical care, and patient compliance.

Outcome comprises the results of care—i.e.,
patient response in terms of mortality, symp-
toms, ability to work or perform daily activ-
ities, and physiologic measurements.

Implicit judgments rely on the subjective
opinion of the individual judge: no predeter-
mined criteria are used. Explicit judgments rely
on predetermined criteria set by group agree-
ment. )

The study was conducted at the Baltimore
City Hospitals. Patients were selected for the
study it they had one of three medical
conditions—urinary-tract infection, hyperten-
sion, or an ulcerated lesion in the stomach or
duodenum (including possible gastric car-
cinoma)—and” the quality of their care was
evaluated by each of the five methods. Each
condition was identified. For urinary-tract
infection the bacteriology laboratory’s files were
used to identify all patients 15 years of age or
older who had bheen in the emergency room
from January 1 to May 15. 1971, and who had
a clean-catch urine culture indicating a growth
of pathogenic bacteria equivalent to 100,000
colonies per milliliter. To identify hypertension,
records of all patients seen in the emergency
room were reviewed daily from January 1 to
April 30, 1971, and a list was compiled of all
such patients who had a diastolie blood pres-
sure reading greater than or equal to 115. For
ulcerated lesions of the stomach or duodenum,
from the x-ray department’s records, a list was
compiled of all patients examined between
January 1 and May 15, 1971, whose x-ray films
showed either an ulcerated lesion in the
stomach, a duodenal ulcer or chronic changes
consistent with peptic-ulcer disease.

METHODS

Part 1—The Three Implicit Methods

For the three implicit methods (the implicit
judgments of process, of outcome, and of pro-
cess and outcome combined) the physicians
acting as judges read a detailed two-page
abstract of each case. Information for the
abstract was collected by a review of each
patient’s record combined with a patient inter-
view, both of which were completed five months
after the initial emergency room visit or x-ray
exantination. The abstract contained all of the
information in the medical record relevant to
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a decision concerning the quality of the care
received by the patient. The patient interview
was conducted to determine patient compliance
and condition at the end of the follow-up period
(patient outcome) and to verify the use of other
medical services.

The physicians who served as judges were
faculty members at the Baltimore City Hospi-
tals for at least one year before the study hegan,
had positions equivalent to assistant chief in the
Department of Medicine, and were involved in
acute patient care. Ten physicians met these
qualifications, and all agreed to participate in
all five assessment methods.

The first page of the abstract contained both
background information, such as demographic
data, relevant past history, presenting com-
plaint, physical examination and diagnosis,
and medical care process data for the five-
month study period. The second page contained
the outcome data also abstracted and sum-
marized. The two pages of the abstract were
connected by a seal.

On the basis of the information provided on
the first page of the abstract, each of three
physicians, who were selected from the 10 by
a table of random numbers, decided whether
the medical care process was adequate or
inadequate. The judgment was global, and the
only instruction the physicians received was
that only the processes likely to be of major
help in producing an outcome heneficial to the
patient should be considered—e.g., treating a
hypertensive patient with antihypertensive
medication. This decision was the implicit-
process judgment.

The physician then broke the seal. read the
data about the patient’s outcome and answered
three additional questions. The first was
whether the outcome experienced by this
patient could have been improved if the
medical care process had heen better. This
evaluation was the implicit-outcome judgment.
Secondly, was the quality of the care received
by this patient acceptable or unacceptable?
This evaluation, based on reading both the pro-
cess and the outcome data, was the implicit
quality of care judgment. Finally, if the care
was unacceptable, was this the fault of the
patient or of the medical care system? When
the three physicians disagreed, a case was
rated adequate if two of the three considered
it adequate.
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Part 2—The Two Explicit Methods

To make explicit process judgments, criteria
were first developed. For each of the three med-
ical conditions the 10 physicians were asked to
select the criteria that Were necessary to pro-
vide good care and that were likely to have an
important effect on outcome. For this method
only. a second group of physicians, in addition
to the group previously described, was picked.

The second group, selected from the faculty
at Johns Hopkins Hospital, consisted of a sub-
groupril seven specialists for eacl) of the three
conditions studied. Criteria slected by at least
five of the seven physicians were applied by
the study team to each case to obtain an
explicit-process judgment.

Estimations of group outcome are a means
of developing criteria to make an explicit-
outcome judgment. Physicians state what they
think various patient outcomes—e.g., hlood-
pressure control-—should he for groups of
patients with specific medical conditions within
a given time after treatment. The actual level
of control experienced by the patients is then
compared to what the physicians defined as
acceptable. This assessment proceeded as fol-
lows: patients with eacl medical condition were
divided into groups based on characteristics

likely to affect prognosis (e.g., age for hyperten-
sive patients): and for each of the patient out-
comes measured. such as blood-pressure con-
trol, the physicians were asked to estimate for
each group of patients the number of patients
expected to have uncontrolled blood pressure
after five months if the entire group of patients
received no therapy, recejved therapy currently
being provided at the institution, and received
adequate therapy. These estimates were then
compared to the patient outcomes, such as
blood-pressure level, measured by the study
team.

These five methods all imvolve peer review
and have been used as measurements of quality
of care, They differ. however, either in the
technique or in the data used as a basis to form
the peer judgment. (A more detailed description
of the methods and lists of the criteria used
Is given elsewlere [1, 4].)

REsULTs

Part 1 —The Study Population

Initially, 304 patients (112 with a urinary-
tract infection. 117 with hypertension, and 75
with an ulcerated lesion in the stomach or
duodenum) were included. The medical record

TABLL 1

DistrIBUTION OF ORsERYED Pariext Ovrcomes Arrin A Frve Moxth FowLow-Up Prrion »y Coxprriox

Coxvrrioy
Urinary Tract . Uleerated Lesion in
. sk o B .
Qureoans Tnfections Hypertension Stomach or Ditodenm Total
Number Percent Number Porcent Number Pereent Number Pereent
Total Patients. .. .. ... .. 107 100 114 100 H ‘ 100 206G 100
L Died........... . __ 1 0.9 1 0.9 t ’ 1.3 3 1.0
2. Deereased Activity . . 28 2.2 27 237 31 f 41 86 291
3. Continued 8ymptoms. . . 56 52.3 47 41.2 46 ' 1.3 149 33

4. Physiologie Measuroment
a) T'or patients with unnary teact infections: Results of
clean eateh urine culfure at end of study period :

Number Percont
Total Patients Alive. ... 106 100
Lo <25,000 col/ml, ., .. . . HE) a0, u
2. 225,()(]0, <50,00¢ col;ml | . 14 13.2
3. 50,000, < E00,000 col /mil . 4 3.8
q. 2 100,000 col/ml. . ... P 3 321

b) For patients with hypretension: Control of blood
pressure at end of stady periogd 3

Numher Percent
Tolal Patients Alive . ., o 13 100
1. Blood Pressipe Contealiod 3 53,8
2. Blood Pressure Not Controllid, Hé 4.2

* Outeome Categories 2, 3, 4 are not mutually exelusive,

T Bloud pressure control is defined as foliows: Iop patticnts >34 voars of age, blood prossure valne at end of =study period must

he 2150405 for paticnts J0-59 years of age, value mist he =10y 100 for Pticnts <A veurs
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FIGURE 1

Dissvostic ProcEss For HYPERTENSIVE PATIENTS

114 PATIENTS W1TH
DIASTOLIC BLGOD PRESSURE - 115
IN EMERGENCY ROOM

71 PATIENTS
CONFIRKMED TO BE
HYPEATENSIVE
BY REPEAT RLOOD
PRESSURE READING

9 PATIENTS NOY
HYPEATENSIVE
BY AEPEAT BLDOD
PRESSURE READING

34 PAYIENTS
HAD MO REFEAT
BLOOD ARESSURE
TAXEN DURING

STUDY PERIOD

e FOR 34 PATIENTS {20 PERCENT] [IAGNOSIS
OF HYPERTENSION NOT ESTABLISHED

was abstracted for 303 {99.7 percent) of these
patients, and a patient interview was completed
with 297 patients (97.7 percent). Complete data
were collected on 296 patients (97.4 percent),
and only these patients were included in the
final study.

Part 2—General Description of the Medical
Care Provided

At the end of the five-month study period,
50 (44 percent) of the 113 hypertensive patients
who were still alive had uncontrolled blood pres-
sure (see Table 1). Thirty-four patients (30 per-
cent) did not have a repeat blood-pressure read-
ing taken during the study period to determine
whether or not they had sustained diastolic

‘hypertension (Fig. 1). Simple tests, such as
determinations of potassium and serum urea
nitrogen and electrocardiography, were per-
formed for approximately 90 percent of the 71
patients confirmed as hypertensive, and 60 per-
cent of these patients had rapid-sequence

TABLLE 2

SeLEcTED Procrss CRITERIA For PatienTs
WiTH SUSTAINED HYPERTENSION

Parrenzs Patiexts | PErcENT
APPLI- Mer Mer
CABLEY B
Electrocardiogram. .. ... ... 68 59 87
Chest xray. .............. G8 56 82
Sun or Creatinine. . ...... .. 68 62 4
Urine Analysis............. 68 49 72
Sedium. ... ....... ... ... 48 60 88
Potassium................. 68 60 88
Gither VMA or Catechola-
mines................... G8 A 38
UricAeid. ................ 68 34 al
Cholesterol. .. ............. 68 24 35
Hypertensive IVP. ... ... 48 41 G0
Carbon Dioxide............ 68 59 87
Fasting Blood Sugar...... .. 48 il 00
Post-Prandial Blood Sugar. . 68 4 G

* Duta incomplete lor three patients.
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intravenous pyelography (Table 2). No case of
surgically correctable hypertensive disease was
identified. The three major problems occurring
in the treatment of the 71 patients who were
determined to have sustained hypertension
were insufficient follow-up care, noncom-
pliance with medication, and inadequate
adjustment of the drug dosage (Fig. 2). Fifteen
of 31 patients who did not receive any follow-up

FIGURE 2
THERAPETTIC PROCESS FOR HYPERTENSIVE Parients (Part 1)

71 PATIENTS CONFIRMED 1O BE HYPERTEMSIVE

/N

49 PATIENTS STILL BEING 1 PATIENT 21 PATIENTS NOT
FOLLOWED 2IEL BEING FOLLOWED

AFTER 5 MONTHS / \

46 o 3 ND 50n 16 NG
THERAPY THERAPY THERAPY THERARY
27 B 3 6P 8 8p
CONTROLLED CONTROLLED CONTROLLED
19 BP kN 240 B8P
NOT NOT MNCT HOT
CONTAULLED CONYRQLLED CONTROLLED COMTIROLLED

BLOOD PRESSURE CONTROLLED IN 3871 BATIENTS 54 PERCENT|

FIGURE 3
THERAPEUTIC PROCESS FOR HYPERTENSIVE PATIENTS (PaRT 2)
3 PATIENTS HAD KO

REPEAT BLOOD PRESSURE READING
DURING STUDY PERIOD

7N

3 PATIENRTS 3t PATIENTS
Oh THERAPY KO THERAPY
0 PATIENTS 3 FATIENTS 15 PATIENTS 18 PATIENTS
HAD BP 0D NOT MAD BP 91D HOT
CONTACLLED HAVE BP CONTROLLED HAVE B8P
CONTROLLED CONTROLLED

BLOOD PRESSURE CONTROLLED iN 15/3d PATIENTS (44 PERCENT)

FIGURE 4
THERAPEGTIC PROCESS FOR HYPERTENSIVE PATIENTS (Parr 3)

50 PATIENTS FOUND TO BE
HYPEATENSIVE AT FOLLOW-P
BY STUDY TEAM

24 PATIENTS
BEING FOLLOWED 8y
FHYSICIAN AT 5 MONTHS

/\

20 PATIENTS

26 PATIENTS NOT
BEING FOLLOWED Ay
PHYSICIAN AT § MONTHS

/\

4 PATIENTS 4 PATIENTS 22 PATIENTS
ON THERAPY NOT ON THERAPY HOT
ON THERAPY OM THERAPY

33



FIGURE 5

THERAPEUTIC PROCESS OF PATIENTS WITH A
Urivary Tract INFECTION (PART 1)

107 PATIENTS WITH
DOGUMENTED URINARY THACT INFECTION

& PATIENTS RECEIVED
HO THERARY

4 PATIENIS RECEIVED
WRONG MEDICATION

34 PATIENTS
TREATED APPROPAIATELY

3 1 k] a5 &9

BAD HAD HAD HAD HAD
POSITIVE NEGATIVE POSITIVE NEGATIVE POSITIVE HEGATIVE
FOLLOW UP FOLLOQW P FOLLOW.UP FOLLOW-UP FOLLOW-YP FOLLCW.UP

URINE URINE URINE URINE LRINE URINE
CULTURE CULTURE CULTURE CULTURE CULTURE CULTURE
BY STUDY BY STUDY BY 3TUDY 8y sTuDY BY STUCY BY STURY

TEAM TEAM TEAM TEAK TEAN TEAM

care or therapy had a normal blood pressure
reading at the end of the study period (Fig. 3).
Fifty patients were still hypertensive at the end
of the study period (Fig. 4). For only one patient
was it apparent that the lack of pharmaceutical
control was due to the nature of the disease.
These data suggest that in this institution
emphasis was on discovering underlying causes
of hypertension, such as primary aldosteronism
or unilateral renal disease, rather than on
developing an environment conducive to long-
term control.

Initial antibiotic therapy was appropriate for
94 of the 107 patients with a urinary-tract infec-
tion (Fig. 5); however, diagnestic procedures,
such as intravenous pyelography, were per-
formed in less than 50 percent of the cases in

TABLE 3

SeLEcrep THERAPEUTIC AND Disevostic Procuss CRITERIA
FOR Patiests with Ao URiNaRY TRACT INFECTION

Parnaxrs Pamexts | PRReENT
Arere 5 Mt
canLie?* o ;
1. Sun or Creatinine. ... .. .. 17 43 40
2. At Least One Follow-T
Physician Visit.. ..., .. 107 45 42

3. Repeat Urine Analysis Af-
ter Antibiotie Course Fin-
ished. ... L a8 16 16

4. Repeat Urine Culture Af-
ter Antibiotic Course I'in-

ished................... UE) 10 10
5. Patient Took Antibioties

forat Least 10 Days. ... .. 08 75 T
G. Intravenous Pyelogram. .. 67 33 41}
7. Cystoseopy. .. ..., ... .. (8 12 18

8. Repeat  Urine  Culture
within 2 Days if Initial
Culture Shows Baeteria
Not Sensitive 1o Initial
Antibiotio .. ... .. L, () Bl 18
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which they were indicated (Table 3). No cases of
surgically correctable genitourinary disease
were found. For 60 patients (61.2 percent) the
initial wrine-culture sensitivities indicated that
the bacteria were resistant to the antibiotic orig-
inally chosen. In only 11 cases was the patient
then questioned to determine progression of the
disease, and in only one case was the antibiotic
changed. The urine of 10 of the 98 patients who
were initially treated with an antibiotic was re-
cultured. For only two of the 52 patients who
were found by the study team to have a positive
or questionably positive culture at the end of
the study period were the physicians responsi-
ble for their care aware of this continuing infec-
tion (Fig. 6). Again, initial medical care was
appropriate, but follow-up care was deficient.

In general, acute hospital care for patients
with complications of ulcer disease was excel-
lent; however, at the end of the study period,
61 percent of the patients with an ulcerated
lesion were still symptomatic. Twenty-eight of
the 75 patients were treated with either
antacids four times daily or a six-feeding diet
(or both) (Table 4, Fig. 7), and surgery was per-
formed for two of the five patients with a possi-
ble malignant gastric ulcer. Of the 45 patients
who were found by the study team to be symp-
tomatic at the end of the study period, 20 had
appointments to be seen again, and 19 were tak-
ing some type of ulcer medication. Lack of con-
tinuing care is again evident,

Part 3—Implicit-Process Judgment, Implicit-
Outcome Judgment, and the Implicit Process

and Qutcome Judgment Combined (Quality of
Care Judgment)

If the medical care process is considered

FIGURE 6

TuerArEUTIC PROCESS FOR PATIENTS WITH A
Urexary Tracr INvecTioN (PaRT 2)

52 PATIENTS WITH A POSITIVE
URINE CULTURE AT FOLLOW.UP
BY STUDY TEAM ~

A7 PATIENTS

3 PATIENTS DID 2 PATIENTS
D18 NOT HAVE HAVE A AEPEAT DID HAVE A
A REPEAT URINE CULTURE AEPEAT URINE
UAINE CULTURE 8Y PHYSICIAN CULTURE
8Y PHYSICEAN BY PHYSICIAN
AND AND BEING
PHYSICIAN APFROPRIATELY
UNAWARE OF IT TREATED
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TABLE 4

SELECTED Diaanostic TEsT anp THERAPEUTIC PROCESS
CrITERIA FOR PATIENTS WrTH AN ULCERATED LESION
IN THE STOMACH OR DUODENUM

Parievts Parients | PERCENT
APPLL T fop Mer
CABLE®*
1. Hematoerit.......... ... 75 a7 76
2 Guaiac,......... ....... 75 43 57
3. Antacids Every 2 Hours
While Awake Until
Asymptomatic, ......... 67 20 30
4, Six Feeding Diet......... 75 13 17
5. Six Feeding Diet or Antac-
ids Four Times Daily, .. .. 75 28 37

6. Repeat Upper (astroin-
testinal Series within Four
Months, ............... a7 10 18

7. While Symptomatic Pa-
tient Must be Seen
Monthly...............

8. Surgery Must be Per-
formed for Possible Ma-
lignant Uleer.... ... .... 5 2 40

9. Patient with Gastrie Uleer
Must have Repeat Upper
Gastrointestinal Series
Within Six Weeks........ 18 8 44

oy
~3

14 25

FIGURE 7

THERAPEUTIC PROCESS AND OUTCOME FoR PATIENTS WITH AN

UrceRaTen LESION I¥ THE STOMACE OR DUODENTM

75 PATIENTS

PN

28 TREATEC 47 NOT TREATED
WITH EITHER WITH EITHER
SIX FEEDING DIET SIX FEEDING DIEY
OR ANTACID FOUR OR ANTACID FOUR
TIMES DAILY TIMES DAILY

/ N

0 1
SYMPTOMATIC PATIENT CIED

n
ASYMPTOMATIC
AT STUDY TEAM AT STUDY TEAM
FOLLOW-UP FOLLOW-uP
18 15
ASYMPTOMATIC SYMPTOMATIC
AT STUDY TEAM AT STUDY TEAM
FOLLGW-LP FOLLOW-UP

adequate when at least two out of the three
judges rated it as such, 23.3 percent of the
patients had an adequate medical care process
(Table 5, row 4, columns 1 and 2). The adequacy
of the medical care process varied according
to disease, patients with urinary-tract infection
being judged as receiving the poorest care
(Table 5). At least two judges thought that out-
come was unimprovable in 63.2 percent of the
cases (Table 6, row 2, columns 1 and 2). Qualiry
of care was judged acceptable by at least two
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judges for 27.1 percent of the cases (Table 6,
row 3, columns 1 and 2).

The validity of these judgments is difficult
to determine. Satisfactory conclusions probably
await controlled clinical trials. In lieu of such
data, an impression of the validity of the
implicit judgments can be obtained by compari-
son of the process judgment with the actual
patient outcomes measured by the study team.
It would be expected, if the process judgment
had some innate validity, thal the cases judged
to have inadequate process would suffer a
poorer outcome. A significant relation (p <
0.05) was found between the adequacy of
medical care process and the result of follow-up
urine culture (i.e., patients with inadequate
process were more likely to have a positive
follow-up culture). A similar positive relation
was observed between the process judgment
and the results of the follow-up blood-pressure
reading. Positive nonsignificant relations were
found in all but one of the other comparisons
relating the process judgment to other out-
comes, such as activity and symptom levels.
These data demonstrate a questionable relation
between the process judgment and actual out-
come measurement. This relation might have
been considerably better if the process judg-
ments had not been so stringent.

Part 4 —Explicit-Process Evaluation

Four of the 296 cases (1.4 percent) met all
the explicit-process criteria agreed upon by
two-thirds of the Baltimore City Hospitals
physicians; six cases (2 percent) met all the
criteria similarly agreed upon by the Johns Hop-
kins Hospital specialty teams (no significant dif-
ference). The same number of criteria were not
applied to all cases in each condition, since the
questionnaires used to elicit these criteria were
branched, and patients were classified into sub-
groups. For patients with a urinary-tract infec-
tion a different list of criteria was devised for
males versus females, for those with a previous
history of urinary-tract infection versus those
without evidence of a previous infection, etc.
The mean number of criteria applied to the
cases of urinary-tract infection was 13.5, to the
hypertension cases 18.1, and to the ulcerated-
lesion cases 15.2. For each condition the mean
percentages of criteria fulfilled were 52, 58 and
35 respectively,
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TABLE 5

Svmuary or Procrss Juneuexts For ALL Casks BY ConpiTion

Process JUDGMENT
Cosvrmox sty | ety | ety | Gideaue by
Total
Number| Percent | Number| Percent |Number| Percent | Number| Percent
Urinary Tract Infection.... ... ... .. 2 1.9 11 10.3 17 13.0 w 72.0 107
Hypertension. .................... 19 16.7 12 10.5 29 25.4 54 47.4 114
Ulcerated Lesion in Stomach or Duo-
denum....... ... ... ..o 8 10.7 17 22.7 12 16.0 38 a0.7 5
Total......... ... 29 9.8 40 13.5 58 14.6 169 57.0 2006
- TABLE 6
SusMaRrY or Ivpricet JUupemENTS FOR ALL Casks
ResuLTs
- Foswerby | Rosdueby | Nmvetbe | et
Tutal
Number| Percent : Number| Percent | Number] Percent | Number; Percent
Process Judgment. ..............., 20 0.8 4 13.5 58 19.6 149 57.0 206
Outcome Judginent................ 135 43.6 32 17.6 33 1.1 76 25.7 206
Quality of Care Judgment........ 31 10.5 44 16.6 88 2.7 128 43.2 204

* Positive refers to either adequate process, unimprovable outeome or aceeptable quality of eare.
t Negative refers to either inadequate process, improvable outeome or unaceeptable quality of eare.

Part 5—FExplicit-Outcome
timation of Group Qutcome)

Estimates of group outcomes were obtained
for four outcomes for urinary-tract infection,
three for hypertension, and three for ulcerated
lesion ( a total of 10). These cutcomes were as
follows: mortality and decreased activity for
each condition: continued symptoms for
patients with a urinary-tract infection or an
ulcerated lesion: and urine-culture results for
patients with a urinary-tract infection or a
hlood-pressure level for patients with hyperten-
sion. All the estimates, except for blood-
pressure level and urine-culture results, proved
unusable, either because of small numbers
{e.g., mortality) or because the observed out-
comes were worse than the physicians
estimated they would be if the patients received
no therapy. For example, the physicians
estimated that 45 of the 75 patients with ulcers
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(Es-

would still be experiencing symptoms after five
months if they received no therapy, and that
25 patients would be experiencing symptoms
under present therapy; however, the study
team found that 46 patients were still
experiencing ulcer symptoms. Analysis of the
blood-pressure and urine-culture data per-
mitted an evaluation of quality of care accord-
ing to the formula:

Percentage ol patients receiving adequate care

= phserved value — lower limit of the range x 100
Tange

The value of the range for each outcome
measure was defined as the difference between
the value estimated if the patients received
adequate therapy minus the value estimated if
they received no therapy. By this formula. 40
percent of the patients with urinary-tract infec-
tions and 44 percent of those with hypertension
had acceptable care.



Part 6—Comparison of the Five Methods for
Assessing Quality of Care

Previous work in the area of quality assess-
ment has emphasized medical process; how-
ever, major differences were found in this study
between the methods using process data and
those using outcome data. It is apparent that
the results of the quality assessment were
determined by the method used. The findings
ranged from 1.4 to 63.2 percent of the cases
in which care.was acceptable (see Table 7).

Conclusions and Possible Implications for Hos-
pital Administrators

The most important implication of the pre-
vious research study is that the results of efforts
to assess quality of care are substantially
dependent upon the method used to assess it.
The method which is currently in vogue, assess-
ment of quality of care based upon explicit pro-
cess criteria, is likely to produce the most strin-
gent judgment of quality of care. The use and
acceptance of this method is likely to double
if not triple the number of personal health ser-
vices provided without substantially improving
the health of the American people. Thus, the
result of the admirable intention of both physi-
cians and the general public to raise the level
of quality of care by assessing the process of that
care may have dire economic consequences
and actually lower the health level of the
population by directing money away from other
social needs such as housing into medical care

TABLE 7
SUMMARY OF PUE ASSESSMENT OF Quariry or Canpe as
Mueasuren BY Eacn or tuE Frvis Mzphons
STUDIED For ALL 296 Casigs

Resurrs: Ac-
CEPFABLE (QUALITY

Mernop or Cany
Number | Percent
L. Tmplicit Process Judgment. . ..., .., 64 23.3
2. Implicit Outvone Judgment. . ., 187 6132
3. Implicit Quality of Care Judgment. - 80 27.1
1. Explicit Process Criterin. ..., . ...
@) Baltimure City Hospitals Group . 4 1.4
) Johng Llopking Group {Specinl-
stsd. ..o (} 2.0

5. Fstimation of Group Quteome

) For Urinary Traet Infections,
Baged an Positive Urine Culture
(06 Cuses).. ... .. ... ... 42 3.6

b) Tor Hypertension, Based on Un-
controlled  Blood  Pressure (113
Cages). ... .. . L 50 442
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processes which are only thought to have an
effect on health level.

Evidence to support this rather counter-
intuitive statment is available from a few
studies in the British literature. The British
have used the experimental randomized con-
trolled clinic trial as opposed to judgment based
on peer review in an effort to assess the quality
of care by examining the relationship between
a variety of medical care processes and patient
outcomes. Three studies are of particular
importance. One study showed that a large per-
centage of patients with an acute heart attack
can be treated just as successfully at home, in
terms of subsequent morbidity and mortality,
than in a coronary care unit, and at a fraction
of the cost {5]. A second study showed that
patients suffering from varicose veins achieved
just as satisfactory cosmetic results with lower
morbidity and mortality at a significantly lower
cost when an outpatient procedure was used
as opposed to a complicated inpatient proce-
dure [6, 7]. The third study which has yet 1o
be published suggests that patients recuperating
from a hernia operation can be discharged
perhaps as soon as one day post-operation with-
out increasing morbidity or mortality.

Peer review methods based on explicit pro-
cess criteria, which may in the near future be
employed routinely in the United States, never
would have arrived at criteria for good care
which were compatible with the three studies
listed above. Instead, process criteria consis-
tent with good care would probably have
required: (1) physicians to hospitalize patients
with a suspected heart attack preferably in a
coronary care unit; (2) patients recovering from
a routine hernia operation to stay in the hospital
longer than one day postoperation; and (3)
physicians to perform an in-hospital operation
for patients with varicose veins.

The message then becomes rather clear.
There is a strong tendency for any system of
quality assessment based on explicit process
criteria established by peer judgment to require
many more medical services than can be sub-
stantiated by rigorous experimental studies.
This counter-intuitive effect of justifying and
proliferating unnecessary medical services on
the basis of increasing the quality of care must
be contained by the rapid and careful develop-
ment of research studies, which using experi-
mental designs test the validity and reliability
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of quality assessment methods, and which
demonstrate causal relationships between med-
ical care processes and patient outcome. In
order to accomplish these tasks, many of these
studies should be performed in community hos-
pitals. This will require substantial cooperation
from hospital administrators.

The second major implication of this paper
is that the delivery of acceptable levels of qual-
ity of care, as determined by any method, is
suffietently difficult that any initial assessment
of quality of care even at institutions of
worldwide reputation is likely to demonstrate
major deficiencies in the quality of care pro-
vided.

Since people and physicians in particular
generally do not like to be told that much of
their devoted hard work is for naught, studies
that show low levels of quality of care invariably
lead to some problems. Pressure can develop
which results in suspension of effective quality
assurance activities. Permission for dissemina-
tion of the results to the medical profession is
denied. Furthermore, in this age of consumer-
ism with the right of the public to have access
to this type of information almost guaranteed,
the above problems are compounded. For
example, when the study which was described
in this paper was finished both the chief of the
medical staff and hospital administrator agreed
to release the information contained in it
However, the hospital instead of bheing
rewarded for its honesty and willingness to
make its quality assessment work public. no
matter what the results, was placed on the
defensive and received criticism f{or the level
of care provided. This was true even though
the medical care provided in this fine teaching
institution is on par with or better than that pro-
vided in most of the other hospitals in Balti-
more. In today’s world, it seems that good pro-
erams which have heen carefully evaluated and
have been shown to have deficiencies are dis-
carded rather than improved while poor pro-
grams which have never been evaluated are con-
tinued.

This problem of correct incentives and con-
structive motivations is not only acutely critical
in qualily assurance activities but is jusl as
important in the area of control of hospital utili-
zation. A good program supported by the hospi-
tal administrator to remove patients from the
hospital who do not require its complex
therapeutic  environment  will resull in a
decrease in the hospital bed occupaney rate and
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possibly bankruptey. Under these circum-
stances, why should any hospital administrator
actively work to establish an effective utiliza-
tion review system, especially if he happens to
he located in one of the many American cities
with excess hospital beds? At present, it cer-
tainly would require a courageous if not
foolhardy medical staff or hospital adminis-
trator to actively support a program of quality
assurance or assurance of appropriate hospital
utilization. In order to alter the present negative
incentives, it is time to reward those institutions
which actively develop programs in these areas
and are willing to release this information, after
it has been placed in proper context, to the pub-
lic. The reward should, perhaps, be money
which could be used to correct the deficiencies
uncovered by these studies. The development
of a quality assurance system which corrects
these negative incentives will not be easy and
will require substantial support from hospital
administrators.

Finally, there are enough gross problems in
the provision of health care that any effort to
assess the quality of care will be helpful. The
results of such an assessment must be carefully
and judiciously applied. Those changes in the
provision of health care that have a high proba-
bility of affecting the health status of patients
should be made before instituting changes that
are less likely to affect health. After any sub-
stantial changes have been made, it is essential
that their impact be assessed to determine if
the changes were really appropriate.

Over 100 years ago Florence Nightingale [8}
developed the foundation for a quality assur-
ance system based on the collection of a set
of standardized hospital statistics such as case-
fatality rate. length of stay, ete. Florence Night-
ingale used this simple reporting system to
describe the unsafe conditions in Army hospi-
tals and to suggest that changes in sanitary con-
ditions in these hospitals could produce dramat-
ic changes in case-fatality rates. One hundred
vears later the hospitals in the United States
still do not use a reliable and valid hospital dis-
charge abstract which consists of standardized
accepted dehnitions. However, recenl progress
in this area suggests that the development of
a uniform hospital discharge abstract is feasible
and that the information in it could become the
basis of a quality assurance system [9]. Since
process information, outcome information,
diagnosis, length of stay, charges, name of the
attending physician, patient’s zip code, ete.,



are all included in this abstract, statistical
analysis of the data derived from these
abstracts would produce interesting compari-
sons between physicians, hospitals, regions,
etc. An example of one such type of comparison
could be the difference in case-fatality rates of
patients hospitalized for an acute heart attack
between two hospitals.

In the early 1900’s Codman was lamenting:

One might say that the instruction of the students is
irrespective of the results to the patients, but let us sup-
pose, in surgery, for example, that all the operations whicl
have been watched by these students have been mis-
directed efforts at the cure of disease, and the students
have learned to do something which is not worthwhile and
does not really improve the patient. The product of the
hospital in this case, even as regards student instruction,
would be nil—even worse than nil. We are, therefore.
referred again to”the classification of disease and the
results to the patients, because a student would naturally
wish to receive his instruction at a hospital where the
treatment was shown to be of benefit to the patient. We
may then say that the product of the hospital in medical
education, like the product in the number of cases treated,
depends on whether or not the cases are well treated.

The publication of medical and surgical papers by mem-
bers of our profession is a very interesting phenomenon.
We are like boys throwing pebbles into a pond. Some
stones fall without even a splash, producing only that
peculiar sucking sound which we used to call “cutting
an egg.” Others splash, wake up the pond for an instant,
and send out move or less widening cireles, which fade
away entirely or leave little ripples which nobody recog-
nizes as belonging to the original splash. Occasionally
some apparently dull hoy, when our backs are turned or
when we are busy watching our own circles, throws in
a huge rock which starts an enormous wave, and we all
throw in a stone in a hurey and try to think that we made
the wave ourselves, As much of truth as there is in our
own efforts coincides with and reinforces the wave untjl
even its author is appalled by its size [10].

In order to try to solve the problems raised
in these quotes, Codman attempted to institute
a follow-up system seeing all of his patients,
on whom he had operated, one vear later. From
the information gathered at this examination,
he attempted (o assess whether or not the oper-
ation was indicated and if he had actually
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improved the patient’s symptoms. After being
thoroughly frustrated in these efforts, he re-
signed his position as professor of surgery at the
Massachusetts General Hospital and started his
own hospital.

It is said that all ideas in health have a 60
to 100 year cyclical pattern. In that case we
may be at the peak of another cycle. To prevent
us from falling off this peak a rigorous concep-
tual framework for quality assessment and
assurance based on experimental information
must be developed. This can occur only if
active support, no matter what the conse-
quence, is given to this task by academic
researchers, hospital administrators, practicing

physicians and other members of the health
team,
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CHAIRMAN SHORTELL: So far most of the
people that we have had on the program have
been from rather erstwhile Eastern institutions,
Hopkins, Harvard and so forth, and in ~xder
to strike some balance in the group, we decided
we ought to have someone west of the
Appalachians. So we are very pleased to have
joining the panel this afternoon Dr. Joseph
Kirsner. Dr. Kirsner is Deputy Dean for Medi-
cal Affairs and Chiefl of the Clinical Staft at
the University of Chicago Hospitals and Clinics.
He received his M.D. at Tufts, which | guess
makes him an Easterner to begin with, and he
also has a Ph.D. in binlogical sciences from
hiere at the University of Chicago. Dr. Kirsner.
we are very happy to have you join us.

As to the format for the panel, | thought we
might begin by giving each of our speakers five
or ten minutes to comment on what they have
heard; to fill in gaps and voice disagreements,
and then open it up for questions from the audi-
ence and go from there.

So we might begin, Dr. Kirsner, with some
of your reactions.

Dr. Josepu B. KirsNER: Thank you, Dr.
Shortell. 1 am happy to join the group and to
talk about this increasingly important subject.
[ originally had hoped, when | accepted Dr.
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Shortell’s invitation, to tell you how the Univer-
sity of Chicago was solving the problem of
assessing the quality of clinical care.

As 1 began to delve into the subject, and rec-
ognizing all of the input of our faculty, I came
to realize that our efforts were somewhat
incomplete, and after listening to my distin-
guished colleagues. | was very sure of it. So
perhaps | will leave that aspect of the subject
by telling you that we are attempting to do a
great deal in terms of the many conferences
and the many clinical committees and the func-
tioning of an active medical audit utilization
group. But clearly, there are many more things
to be done.

As | listened today | was impressed by the
knowledge and wisdom of the speakers. | felt
informed, but I must admit that 1 ended up con-
fused.

I had the general comfortable feeling that
throughout the years we had been making some
progress in medicine, and 1 am sure that
everyone will agree that we have, but clearly
we have reached a point now where we must
take this deeper and more comprehensive,
nmwre pragmatic look at what we are doing. The
difficulty is that the techniques for doing this,
the authority, if you will, the motivation, the
direction are still yet to be defined except in



these very excellent, rather specialized, study
groups.

[ think the problem is not only one of organi-
zation and administration, and certainly [ would
agree with Dr. Peterson that we very much
need this, but I believe as others have brought
out, we need to motivate physicians. While
education is perhaps the most diplomatic way
of motivating physicians, as you all know, there
are other trends on the horizon which will
perhaps induce an increased awareness on the
part of the profession of such things as recertifi-
cation, relicensing. The American Board of
Family Practice now has as one of its require-
ments a relicensing every six years. And other
groups are beginning to incorporate this regula-
tion. There are several states, at least three in
this country, most of them in the Southwest,
which now require continued certification, clear
evidence of active participation in continuing
educational programs.

Dr. Peterson brought up the matter of the
kind of hospital and its size. He is quite right
in that the size doesn’t necessarily guarantee
quality care. Really, it is the function of the
kind of hospital. It is the orientation of its staff.
We have always thought that university-based
hospitals, because of the educational process,
because of the inquiring atmosphere, because
of the involvement of students questioning what
we do, with a fresh mind, because of the con-
stant review that goes on in multiple confer-
ences almost every day in the week—we had
thought we were doing a better job of reviewing
our clinical activities than perhaps oceurred in
other hospitals where physicians tended to
function quite unto themselves without the
opportunity for review. I really still think so.
I think that a university hospital, such as ours,
comprised of a full-time staff, where the prac-
tice of medicine is not tied into personal
economic gain, where quality is, [ think, not
only a watchword but an actuality, I think we
do a better job than many hospitals. But, [
would be the first to tell you that we can do
still a better joh.

There is a great deal of variation in the qual-
ity of medical care, and I find that the key factor
in this is the attitude of the physician, the moti-
vation of the physician, his personal standards
of how he practices medicine, and [ am
reminded of some unusual incidents which hear
this out.

I am reminded, for example, of the 29-
year-old girl whom ! was called to see last year,
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She was lying in bed curled up with a nasogas-
tric tube. The surgeon had been called, pre-
sumably for an operation. -

We quickly learned that she had already had
at the age of 22, ten abdominal operations—all
ofthem at other hospitals, Iam happy to say, and
everyone of them totally unnecessary. There-
fore, she was confronted with her eleventh.

What none of the physicians previously had
learned was that she was the product of an
addict father, an alcoholic mother, a psychotic
brother, and every day in her life was a traumat-
ic event of the utmost proportions. At the age
of 22 she had achieved the status of a secretary-
mistress, and was carrving on along in con-
tinued psychiatric difficulties.

One might argue that she had excellent care
in terms of a successful abdominal operation
ten times. But we would all quickly agree that
she was the victim of atrocious care because
nobody had sat down and talked with this girl.

We can repeat this story any number of times,
I think talking to a patient, despite all of the
improved, sophisticated technology, is still a
vital part of the patient-physician process, and
it sometimes does lead to funny events.

Dr. Brook reminded me of a story. Some
years ago | saw a lady with abdominal symp-
toms which seemed to be that of an jrritable
colon. It had been our practice to carry out a
certain number of studies, and then to explain
the physiologic nature of the symptomatology
endeavoring to be reassuring in pointing out
that so often this is a stress phenomenon, and
that it reflects a life situation, not necessarily
requiring a psychiatrist, not reflecting on one’s
basic emotional pattern, but a difficult emo-
tional situation, and that very often this could
be corrected with understanding and apprecia-
tion of the problem, and that while this was
being done, we would prescribe a very well
known tablet of phenobarbital and an extract
of belladonna.

It is our practice to have the patient come
back every three weeks or four weeks until the
problem is under control. This lady came back
beaming, obviously in good health, and if
nothing had been said, the physician might
have taken the view that the good old phenobar-
bital and belladonna had another triumph under
its belt, but the physician said to the lady:
“That is wonderful. Did you take the medicine
four times a day as we prescribed?”
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She said, “Oh, no, doctor. After listening to
your story about how this comes about, 1 gave
the presecription to my husband, and he is tak-
ing the pills four times a day.” A true story,
actually. I wasn’t kidding.

But I think perhaps the most important point
that [ would make is that we are aware of this
new ferment, and we are most appreciative to
all of the people here for calling these things
to our attention. Even though we can’t translate
them immediately into new programs, they are
having an impact.

This matter of looking at ourselves is having
an impact, and I believe that with time, we will
steadily improve our observation and follow-up
of the patient.

We will be shaken as we go along because
we are “finding that some of our treasured
approaches don’t seem to have the effect on
outcome that we once thought, and there are
already some studies of this kind.

There is a very interesting study that has
been undertaken in Charlottesville, Virginia,
which destroys some of the fondest approaches
of the gastroenterologists in the management
of gastric ulcer. But the net of it all, I think,
should be a steady improvement in the care of
the patient, although I hope—and this is a part
of my concern—that the rising tide of malprae-
tice doesn’t sweep us under some devastating
table while we achieve the looked-for results.

Dr. WiLLiaMsoON: 1 wanted to bring up one
point. We know there are many organizations,
many groups, that are getting in on the act of
guality assurance,

One of the critical issues that we face is this
problem of developing standards or, as some
people will use, criteria for assessing care. In
other words, once you measure some parame-
ter, whether it is process or outcome, you have
to say: What is the meaning of this for decision
making? And your standard or your measure—I
think the World Health Organization prefers
the word “norm™—should give you some deci-
sional implication of your measurement, and
that makes up the idea of evaluation.

I would like to mention an instance ol a joint
committee on (uality assurance that was
developed by the American Academy of Pediat-
rics. They started to go the route of the Ameri-
can Society of Internal Medicine in developing
a group of process eriteria. They ended up com-
ing to agreement on a very wide list of criteria
or standards for seven health problems.
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This has all of the difficulties that Bob men-
tioned in his talk as to the problem that this
group may not likely relate to the outcome. So
we said: “Let’s try something different. Let's
turn and go in the other direction, and see if we
can work towards an outcome approach in
criteria development.”

So we had the group say: “How many of these
criteria do you think you could support with lit-
erature, documentation, where you could show
that there was some evidence of cause and
effect between the process and the outcome?”
So they went back and took these criteria, read-
justed them, and they came up with a list that
was roughly a little over half of what it had
been.

We said: “This represents a biased group.
Is it possible that we could develop a national
sample of experts that could go through the
same process and try and document the causal
relationship between process and outcome?”’

There are ten member organizations of the
joint committee including the American Medi-
cal Association, the National Medical Associa-
tion, etc. Each of the member organiza-
tions then nominated ten academicians and ten
practitioners who they felt were of superb qual-
ity and experience in the specific health prob-
lem area we are talking about. So we ended
up with a national panel of some 420 matched
for academic background and practice back-
ground that were to provide the judgments.

They came up with a list. In other words,
they went through all of these and digested it
down and said: “Those are the standards or
criteria that we feel are supportable.”

Then we went the final step, and we said:
*Okay. Of this group, which standards can he
supported by the literature?”

They had to then give us a compendium of
the actual articles, the research articles, that
established the point.

Then we had a decision to make. If we are
going to rely on those articles that will depend
upon the control of clinical trials where we have
hard data to establish causality, we will not be
able to assess quality of care except in
extremely narrow areas.

If we can accept a consensus of an expert
group nominated from a national panel, we can
have a fairly extensive group of criteria in
coverage.

Then we went the one final step. We took
a random sample of the nation’s practitioners
who are caring for children from newborns



through 19, and we gave them the same task
right here where they were asked which criteria
did they deal with.

The implications we have taken from this are
that these criteria, representing 85 percent con-
sensus, are prohably the nucleus base that we
will use for subsequent assessment.

The fact there is such a discrepancy between
the average pediatrician and these criteria
indicates that we have got to have quite an
educational program to try and bring this back
into some type of closer reliance.

The final point is that these criteria were very
different from the ones that have been
developed today because we asked for a con-
sensus of those interventions that hurt patients,
that were harmful. We asked for a consensus
of those interventions that did not hurt, did not
harm, but are unnecessary, and, finally, the final
and largest group, which are the interventions
that are clearly necessary and helpful. So that
we are going to end up in three different types,
and this is going to give us a method of getting
at this question of the unnecessary intervention
that costs resources, and yet according to the
best expert judgment, does not produce any
expert judgment, does not affect the outcome.
So I just wanted to mention that point, and I
will bring up my other point later in our discus-
sion.

Dr. KirsNER: Could I raise a question, Doc-
tor?

In talking about criteria, and we had better
talk about diagnostic criteria, shouldn’t we
emphasize the fact that in a way these are not
absolute? A diagnostic procedure in the hands
of Doctor A might be extremely decisive, but
in the hands of Doctors B, C, D and E might
not be so decisive. I think this could apply to
a wide variety of diagnostic procedures which
might be discredited in one area but, on the
other hand, in another setting could turn out
to be a very vital part of the diagnostic process.
So it seems to me that in all of these evalua-
tions, somewhere along the line, you are going
to have to take into account who does the proce-
dure, and what is the skill of that individual.

Dr. WiLLiaMsoN: I think what you are bring-
ing up, Joe, if I understand vou, is the problem
of specificity. These criteria we are talking
about have to do with such things as urinary
tract infection for ages 8 to 14, first episode: So
we get down to specifics. If Doctors A, B, C,
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and D use an indicated intervention, the inter-
vention might be to identify whether there is
a bacterial infection and whether the bacteria
is sensitive to any of the drugs we have.

IfE and F did that, hopefully they would have
a good diagnostic base for treatment, and if A
and B did the same thing, they should have a
good diagnostic base.

If we are talking about the broad category
of urinary tract infections, I agree we get into
this trouble, but I think that these criteria that
we are talking about are very specific for the

specific large groups of patients that we are
dealing with.

Dr. KIRsNER: I agree with you, but I don't
think that is what Jack was saying, John. T will
give you an example,

In one institution gastric cytology to see if
you have cancer of the stomach may be a 99
percent reliable procedure and be a very valu-
able diagnostic tool. In another institution it
may be absolutely worthless because the
laboratory is no good or the cytopathologist is
no good or the specimen wasn't taken correctly,
and, therefore, even for homogeneous groups of
patients, different diagnostic procedures are
going to vary widely in their use.

The Pap smear is probably the best. You can
get tremendously different readings depending
on which pathologist reads it. Some patholo-
gists are so poor that probably the Pap smear
is counterproductive because it produces a ran-
dom group of hysterectomies and doesn’t really
help anybody, while in other groups, it is very
valuable. So I think that is the point.

Dr. WiLLiaMsoN: I misunderstood your
question. I agree totally with your point. I cer-
tainly agree with this.

QUESTION: Would you be good enough to tell
us, did the 420 people think they were picking
criteria that other pediatricians should use?
And did the random sample practicing pediatri-

cians pick criteria that they were willing to use
in their own practice?

Dr. WiLLIAMSON: There was a second col-
umn on this. It said: Would you recommend
these criteria for general peer review use?

QUESTION: Is that what the 420 picked?
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DrR. WiLLIAMSON: This was to establish
causal relationships. Here they are saying:
With this type of patient, what particular
intervention do you think would have a benefi-
cial causal relationship with a good outcome?
What would be harmful, and what would not
make any difference?

QUESTION: So they knew it would apply to
other practicing pediatricians?

DR.»WILLIAMSON: Yes. But that is a second
question.

First we get: Do they feel there is supportive
evidence that there is causality? Then we go
to the next question. Would you recommend
this criteria be used for peer review purposes”?
That is_the second question you answer. Then
they gave us a new set of data that we can look
at as far as their recommendations for use of
this in peer review or the use of it in quality
assessment.

Apparently, the average physician feels that
avery large number of interventions are causally
related, in contrast to many specialists who have
been doing research, know the literature, and,
hopefully, have been going into the evidence.
These are practicing physicians who just off
the top of their heads say: “Yes, I think this is
important,” and relate it. “I think this is relevant
to good outcome,™ and they would give us a list
of things.

We end up with the potential for overutiliza-
tion because they think far more things are use-
ful than can be documented.

QUEsTION: I was, wondering to what extent
you are really confronted with that famous
situation of the Plymouth people who did a
study about what kind of a car would vou like
to buy, and they forgot to ask what kind of a
car would your neighbor like 1o buy.

Dr. WiLLIAMSON: Perhaps your second
question wouid be to ask what would be recom-
mended for your neighbor.

QUESTION: [ was just wondering if the people
in the third group were really asked whether
or not these factors were important in taking
care of the patient or in preventing malpractice
suits.

DRr. WiLLIAMSON: We just asked: Did they
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feel that there is documentable or supportable
causal relationship?

We asked this group: Would they agree to
have this used in a peer review? But right here
we are just asking for their estimate of causality
of efficacy. Does penicillii  work with
pneumococcal pneumonia? That is all we are
asking, and then getting a consensus of the
items where they feel there is a relationship
between process and outcome.

QUESTION: Dr. Williamson, looking then at
the category that you think is the most appro-
priate and relevant category to use for assessing
quality, are you suggesting that that be an
interim category that will then be tested and
studied, or are you suggesting that that be a
definitive category?

That is to say, are you trying to say that this
will be the thing on which randomized control
trials could be based, or are you saving that
we don’t need randomized control trials
because we have a consensus?

Dr. WiLLiAMSON: No, we are saying that in
this area, we need randomized control clinical
trials, and we feel they should definitely be
done. We have got to have, as you know,
several  hundred Framingham studies
immediately, but while we are waiting for those
several hundred, we are going to use these as
our best approximation of effective criteria. |
think this is where Beverly Payne and his
criteria are. And we are not going to be where
we wipe ourselves out and just go around in
a fog doing nothing.

But this is an interim compromise, and the
fact is that these are the criteria that the aver-
age practitioner thinks are valid. It sounds like
we have to have a discussion at the start
which is then going to be the focus of a continu-
ing education effort hetween the American
Academy and the pediatrie practitioners, and
it may he there is going to be evidence that
will come out that some of these criteria are
good, that it will be convincing, hut at least we
get the dialog going.

We start to go back and forth and ask these
questions and try to push down for documented
efficacy as a base for developing our standards
of assessment because unless we do that, [ am
afraid that as Bob pointed out, we are going
to force ourselves into overutilization like we
have never seen.



QUESsTION: Did you get any evaluation of:
“Take two aspirins and call me in the morning?”

Dr. WiLLiamson: No, but we did on: “Put
the lime in the coconut.”

DR. PETERSON: [ would kind of like to react
to a couple of things in this. Much review that
is now performed is on a retrospective basis,
and if there is any particular strength about the
medical school pattern, as Dr. Kirsner men-
tioned, it is based upon the fact that the profes-
sional review is a constant, ongoing and often
anticipatory kind of event. In other words, a
young intern-who is on the service or the resi-
dent or the junior staff answers to a senior staff
or to someone above him, he very quickly learns
that he is going to perform according to a cer-
tain way because there is a certain logic in
doing things this way, according to the person
who sets the treatment policy in the unit. In
other words, instead of looking for the error
after it has occurred, the unit is set up actually
to apply uniform standards, which, when I was
certainly a house officer, it was always referred
to as the routines.

We knew what we had to do for every kind
of case. We often maybe didnt understand
why, but we did know that we had to go through
a certain kind of cookbook at the very least.

I would also like to comment on another
point, and just change, if [ might, the direction
of the discussion a little bit.

Dr. Kirsner mentioned. his faith in the medi-
cal center as a model, and [ think that is quite
aptly justified, for many reasons. If I may tell
a story. I came out of a faculty committee meel-
ing one time. 1 had met the new professor of
neurology at Harvard who had just come back
from England.

We introduced ourselves, and we got to talk-
ing about all kinds of things, and finally he told
a story which I thought was terribly interesting
about why a patient was better cared for in Fin .
gland than in the United States.

It went something like this. The random
patient who has an automobile accident in En-
gland, on a country road, and is taken to the
nearest hospital is much more likely to benefit
from the care he gets there than the random
patient who has an automobile accident on a
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country road in the United States for the follow-’
ing reasons.

The patient in England, who will be taken care
of, will be taken to the hospital by a well trained
ambulance group, and in the United States he
may be taken to the hospital by almost anybody
from the undertaker to the very best of all
ambulance crews.

When he gets to the hospital, the patient in
England will probably be delivered to a doctor
who has been very carefully selected to take
care of his particular problem because he has
demonstrated competence. In this case it would
probably be an orthopedic surgeon, or at the
very least a general surgeon.

In the United States the man who reached
the American hospital would probably be taken
care of by a man whose experience might be
large or small.

The man who is cared for in the British hospi-
tal would have his doctor’s own work constantly
scrutinized by other members of the firm. That
is, the group of doctors who were responsible
for, let us say, the orthopedic care or the surgi-
cal care in that hospital.

These emphasize the characteristics also of
the medical schools in the United States where
we have a very highly organized service into
which the PSRO is built in as a sort of predic-
tive mechanism rather than a quality mainte-
nance or review mechanism.

It is quite different, and I think that some
one this morning mentioned the fact that one
of our measures of quality of medical care was
our resource input.

I have a feeling that the resource inputs are
a measure of quality of medical care under cer-
tain circumstances, imperfect though they may
be. That is where you have a very complete
control over the resource inputs, as let us say,
in the teaching hospital, or in the case of Fn-
gland where a man in order to get a position as
consultant in, let us say, the Winchester
Hospital, has to have gone through a rigorous
training program, and has had to demonstrate
competency when he is beyond his training
stage, and finally, he has to have gotten enough
merit badges of one sort or another in the form
of papers or other kinds of productive activity
so that he is appointed as a consultant. In other
words, this rather complete control allows the
medical care system in England almost to dictate
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the level of care that he wants, which is, I think,
rather similar to what happens to the medical
care industry as represented by the teaching
hospital in the United States.

While we accept the teaching hospital and
this kind of predictive model, as 1 have some-
what loosely called it as a good model to copy
for medical care, I think we also must recognize
that it has its weaknesses.

I think, about 1956, Henry Beecher and a Dr.
Todd published a study called “Deaths As-
sociatéd” with Anesthesia,” which was per-
formed in a number of medical centers through-
out the United States.

On the very first page of this very extensive
report Dr. Beecher raised the question: Could
the fact that we were doing this study have
changed the results in this hospital? The fact
that we were studying the deaths, would this
have caused these university hospitals to exer-
cise greater caution, and, therefore, have really
spoiled the study?

He said this was definitely not the case. He
said, *“We thought just for the purpose of main-
taining the morale, we had to have a reporting
system.”” So they reported to the hospital every
six months the death rates of their own institu-
tion and also of all other institutions. Then they
reported again on an annual basis, which went
on for five years. He said there was absolutely
no evidence that reporting of these death
rates had any effect upon the death rates in
the individual institution.

The point of the story is that the death rate
in the different institutions varied by a factor
of at least four, and these, remember, were sur-
gery death rates. Even though the hospitals
knew that their death rate was, let us say, four
times as high as the hest hospital in the group
that was receiving these reports, it did not
affect it.

Obviously, if we are going to deal with prob-
lems, we have to have this kind of information.
We have to have an information monitoring sys-
tem so that we know where we are.

If we have the lowest death rate of anyone,
quite obviously we are in a good position and
we can probably be satisfied with it, but if we
do not have the lowest death rate, we then have
to begin to search for causes and this is where
I think the conjunction between the information
system and the administration becomes a prob-
lem.

Now what do you do? How do you go from,
let us say, the fact that our hospital is four times
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as dangerous a place to have surgery performed
as another hospital? How are we going to trans-
late that in our institution into greater safety?

I might just add actually that the Beecher
study of the 1950's was followed up by the
halothane study which was ostensibly a study
of anesthesia, but it really turned out to be a
study of institutional differences, and it was
found that there were somewhat more than
threefold differences in the death rates of uni-
versity medical centers that could not be
explained by patients’ physical conditions, by
the operation done, or patient age, which were
the only patient characteristics available on
which the death rates could be standardized.
So quite clearly, though, the university, I think,
has the kind of organization and probably is
properly a model.

The model itself needs the kind of techniques
that we have been talking about today just as
badly as does the community hospital.

Dr. KirsNER: I would like to support Dr.
Peterson in this regard.

| hope you don’t think that | regard the uni-
versity hospital as the ultimate today. There are
many problems that need to he solved.

Dg. PETERSON: | was trying to pat you on
the back there.

Dr. KirsNER: Thank you very much. but [
wanted to be sure that you are all aware of the
fact that we do realize some of the limitations
and the needs to improve.

Dr. Peterson brought up another interesting
point that perhaps I could mention, and that
is the influence of studies on outcome and on
evaluation of the quality of care. [ think, Dr.
Peterson, you know this better than 1 do, but
the Boston inter-hospital study dealing with
portal hypertension and varicose veins, did they
not conclude that the very process of including
patients in the study, the very process of under-
taking the evaluation led to an improvement in
the outcome? They finally decided that surgical
intervention was not all that great as it had been
thought.

Do you recall any of the details of that study?

Dr. PeTERsoN: | don’t remember that
specific point. Actually, [ thought the study
came out very clearly that surgery and conser-
vative treatment produced almost exactly the
same result.



DRr. KirsNER: The same result, yes.

Dr. PETERsON: | don’t think there was any
halo effect or Hawthorne effect of that sort.

Dr. Brook: | would like to disagree with both
of these gentlemen. I don’t think there is any
evidence whatsoever to really generate the con-
clusion that university hospitals are better than
good nonuniversity hospitals of the same size,
for instance.

[ think we look at things very peculiarly. In
university hospitals we devote all our resources,
or a large chunk of our resources, to try to cure
incurables in a very scientific way.

I can’t recall the number of hours I spent
treating septic shock with millions of dollars,
tully realizing it didn’t do any good, while there
were patients in the outpatient department that
weren’'t being seen at all with major problems
that I could have done some good on, but the
incentive system was derived for me to treat
the septic shock patients in the in-hospital ser-
vice.

There is no doubt in my mind that that prob-
ably exists, that in-hospital service may be a
little better in university hospitals, but if you
consider it in the total context of patient care,
the university hospital may be destructive.
They may promote disunion in care, so that
follow-up is really impaired.

A hypertensive patient may not get as many
tests in a community hospital as he gets in a
university hospital, but we do not know whether
the probability of his blood pressure being con-
trolled would be better in that community hos-
pital where his doctor may follow him up versus
the university hospital where an intern or resi-
dent quits at the end of his hospital care. So
I don’t know those results.

I can tell you one study from England which
looked at the death rates from prostatectomy
which was a very common procedure in elderly
men. The first look at data suggested that uni-
versity hospitals had a lower death rate, and
then they looked at it closer, and they found
out that the university hospitals were not get-
ting the sicker cases, but were actually getting
the cases that were healthiest, the people that
really had very little impairment. They
measured this by whether they were elective
or not.

When they controlled for this, the differences
in death rate disappeared, so all 1 am saying
is that I have some faith in university hospitals,
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but I think we have made too strong a state-
ment. We may be unfair to the better commu-
nity hospitals.

QUESTION: Earlier we were talking about
selting up criteria for a series of 8 or 10 diag-
nostic tests. We have been talking about setting
up criteria all afternoon and this morning also as-
to evaluating patient care.

It seems to me that what we are doing is forc-
ing the practitioner to take more tests than he
might want to do. In other words, he might do
one of these diagnostic tests and have some
fairly conclusive evidence of the diagnosis;
we are setting up a series of 10. Secondly, we
haven't taken into consideration the possibility
that that person might have two or three diag-
noses.

I am wondering whether this approach of
setting up criteria is going to be contributing
to better utilization and better patient care, or
whether it is tying the hands of the clinician
and possibly leading to worse utilization?

Dr. WiLLiamMsON: [ think your question
brings up a point, here, that [ was talking about.
First, when we develop standards, we have to
be very specific as to what patient they apply
fo.

If it is a patient with two or three diagnoses,
then that is a different standard from a patient
with just one diagnosis of one of the same condi-
tions. So we have to be very specific as to whom
the criteria apply.

Secondly, you are very correct, that the way
we are developing processed criteria at the pres-
ent time does tend to give us what I call a
laundry list of agreed to items by the group of
peers that get together and say: These are the
things we should be doing, and that is the first
bar there. The top of the bar you can see is
a very large number of items, and if most physi-
cians are only doing the number that we see
on the third bar, then to make them go to an
optimum, they are going to have to do all those
other items, those interventions that they, up
until now, have not been doing which is going
to increase utilization.

The only way out, that I can see, is try to
get an expert group and say: [s there evidence
or documentation that if we do the intervention,
it will do some good? It will affect, it will benefit,
the patient, and then when we go to that kind
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of evidence, we drop down to a very small
number of things, and we can say, as a
minimum, we have got to at least do those.

QUESTION: Let me pursue that just a second.

In our teaching setting, Dr. Kirsner has been
talking about, it seems to me that sometimes
we are teaching our health professionals to take
more diagnostic tests than they normally would,
and one of the reasons we do that is because
we are teaching them to pick up paralleling con-
ditions, An example would be someone who has
rheumatoid arthritis that comes in to see the
rheumatologist, and the rheumatologist and his
resident picks up the fact that he has a heart
condition or something else, because they give
a battery of tests.

It seems to me that we are teaching our
health professionals to do more than they have
to do, and that that is why I brought up the
paralleling conditions and the multiple diag-
noses. That is the way we are teaching our stu-
dents to go at it.

Dr. WiLL1aMSON: T couldn’t agree more, and
I'don’t want to get started on the quality of med-
ical education today, but when students have
as their own standard to try and please the pro-
fessor of medicine, and he is more interested
in thoroughness than discrimination, we have
a very serious conflict of interest.

CHAIRMAN  SHORTELL: [ think also in
response to the question this is deeply en-
grained in medical education. It has been for
years in terms of trying not to err: to avoid false
negatives,

QUESTION: I have been impressed with this
morning's deliberations, and this afternoon our
question here seems to be focusing on quality
of care through the examining process.

| think one thing has been confusing to me,
at least, and this is my question: As hospital
administrators or people involved in hospitals,
we are faced with several sets of pressures or
interest groups, the physicians, the government
and the patients, and | wonder if we haven't
honed in on how the patient judges the quality
of care and how we convince him, in fact, that
the profession is carrying this out in his inter-
est, so he, in fact, can understand jt: so he
knows that if he goes into a hospital they are
performing care which is of a high quality he can
understand.
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[ wonder. Some of this has been very specific
and understood by professionals and directed
and controlled by these professionals, but fjust
wonder where the patient himself with an
understanding fits into this system.

DR. KirsNER: [ think this is a very important
issue, and I think it is true, as has been said be-
fore, that there is a tendency to be rather com-
prehensive in the university teaching center,
and certainly at times overly so.

I think, however, in dealing with a patient,
it becomes a matter of adequate communica-
tion. For example, we see many patients who
have been elsewhere, who have been in other
hospitals, nonteaching hospitals as well as
teaching hospitals, and it really becomes a mat-
ter of the depth of communication and clarity
of communication between patient and physi-
cian,

Patients will accept, in my experience, en-
trance into a teaching hospital, will accept the
fact that the history and the physical examina-
tion may be accomplished twice. He sometimes
will balk a little bit, but will accept the fact
that testing is done on a comprehensive basis,
and the likelihood of a thorough evaluation is
somewhat better assured,

On the other hand, when patients are not
communicated with, they do resent this, and
sometimes if one is not careful, one can overdo
this. Such as a patient I had last week who
two weeks earlier had had a comprehensive
series of studies leading to a decision for hos-
pitalization, and then on the day of projected
admission to the hospital was about to be put
through the same series of tests at a preadmis-
sion workup. But I think we have to be alert
to these problems and try to anticipate them
and prevent repetitive testing,

This, a patient will not understand, no matter
how one communicates, but | do helieve the
key here is communication.

DR. PETERSON: Perhaps [ would like to ask
the intent of the questioner.

Was the idea that perhaps patients should
be very knowledgeable in general about Liealth
affairs?

COMMENT: No, [ think the patient judges the
quality of care from standards which are differ-

ent from the ones we are talking about here.

Dr. PETERrsoN: ! think that is lrue.



QUESTION: How can we relate or add to his
confidence that we are, in effect, trying to
answer his standards, or meet those standards,
and also meet the set of standards we are
developing here?

DR. PETERSON: You mean the trust that he
puts in the institution, or in the doctor, or what-
ever?

QUESTION: Both.

CHAIRMAN SHORTELL: I think the issues of
convenience, comfort, consideration, and inter-
personal factors are the type of things that
I think we are talking about.

Dgr. Broox:_I think I can define that a little
bit better.

Let’s say a patient has an ulcer on his leg
that is not healing. The goal of the doctor may
bé to get the ulcer nicely healed. Maybe the
patient has to stay in bed with his foot hanging
from the ceiling, and that is judged as good
quality care.

From the patient’s point of view maybe he
is willing to put up with a small ulcer and get
back to work to support his family.

My answer to the rest of your question is that
we have to move toward consumers getting
involved and setting outcome goals for their
care. They have to be educated enough, and
they can do it. I think there will be some people
trying to do that in the next few years.

Dr. WiLLiamsoN: Let me just add to this.
This is a hot topic. .

I think one of the most interesting experi-
ments going on in this line is the work that is
going on at the University of Vermont.

You may have heard about this. Larry Weed
is up there, and they have the problem-oriented
systems,

They actually gave the patients their own
charts and told them to take the charts home.
They had a check list where they were to go
through and check off what the physician had
done, and to see if it was related, when he had
a specific problem, with all of these interven-
tions that the physician had done. The physi-
cian had to put down the reason for his inter-
vention. Did they all lead to the diagnosis?
Were there tests that were ordered where there
were not results, or tests which the physician
ignored?
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The patient, after studying these records and
checking off this little check sheet, gave the
doctor his quality score. He came back and told
the doctor where lie had goofed and where the
things were missing and where other things had
to be done.

The experience out of this was, I think, from
the point of view of the patient, that something
like 96 or 97 percent were thoroughly impressed
and felt this was most constructive and most
helpful, and very few complained that this gave
them all kinds of worrisome information they
didn’t want to know. But it looks like it is going
to work.

This would be quite a shock, though, for the
physicians to get adjusted to let the patients
see their charts.

DR. BROOK: Can I go back one second to the
comprehensive question, again reiterating what
Larry Weed has said.

He was saying: You are way ahead of the
game. You are defining what you are doing. If
you didn’t define the data base, you were ne-
glecting to be comprehensive, and then I would
have a lot of argument with you.

If you define your data base, you have got
to go back and re-examine the relevance for
completeness and to determine whether it
makes any sense. I will give you an example.

When you go to a doctor, four things can hap-
pen, two of which are bad. You can be healthy
and be called healthy. You can be sick and be
called sick, and you like that to happen every
time. But you can also be healthy and called
sick, and you also can he sick and called
healthy. If you become very comprehensive,
especially looking for rare diseases, you
increase the probability that healthy people are
going to be labeled sick, and all the problems
that happen with that.

A very nice study was done which was
reported in the New England Journal, about
picking up congenital cardiac disease in young
children from the city of Seattle. They reviewed
all the records of people on the junior high
school level. They found that of the 91 patients,
or something like that—[ am remembering
these figures off the top of my head—that were
labeled as having congenitul heart disease and
were psychologically impaired because of that
label, they were restricted from physical activ-
ity, about three-fourths of them were false-
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positive. In other words they had no heart dis-
ease at all, but it was a legitimate mistake. It
was trying to make a difficult diagnosis in a very
rare problem.

You can conclude from this study that mayhe
in Seattle, if you got rid of all the heart surgeons
and didn’t even listen to the hearts of kids, you
would have done better.

1 am not trying to be facetious, but in becom-
ing complete, there are innumerable tests that
we don’t know how to interpret in a healthy
population. and we had just better watch how
many healthy people we label sick.

QuEsTION: It seems to me that at least one
trend in the conversation this morning was that
PSRO’s aren’t concerned with quality at all.
They are concerned with cost containment
primarily, and then we emphasized in the dis-
cussion methods of assuring quality, and we
talked about the probability of increasing utili-
zation and extent.

it seems to me these two portions are clash-
ing head on, and | wondered if anyone on the
panel would like to speculate as to what the
interaction or the equilibrium or the net effect
of the combined forces is going to be, and
whether there will be some reasonable com-
promise, or whether it will tend to be some
absurd extreme of one or the other.

Dr. KIRsNER: | have always had the notion,
and you can correct me if [ am wrong, that when
government is involved—and | hope [ am not
offending anyone—the basic issue is cost.

A good example of that is the reliance on
number of days in the hospital as a basis for
evaluating appropriateness of care. In my
experience this is ridiculous.

There is one guideline, for example, that the
appropriate leagth of stay in the hospital for
a disease about which [ know something,
ulcerative colitis, is five days. Anything above
five days needs to be certified.

Anybody who has ever seen a patient with
ulcerative  colitis  requiring  hospitalization
should know that the likeliood is far more that
of 15 days or 25 days, let alone five days.

[ become worried. | should say [ am in com-
plete sympathy with our need to improve our
approach.
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[ really ind myself in agreement with all the
main points made by my co-panelists, but [ am
worried about preoccupation with cost conirol
to the extent that days in the hospital becomes
the ultimate sign of quality care.

Dr. BROWN: | just wanted to respond to the
gquestion about PSRO’s.

| happen to be on a committee of the Associa-
tion of American Medical Colleges, and we met
about two weeks ago in Washington and visited
both HEW and the staffs of people on the Hill
that related to the PSRO legislation, Secretary-
designate Bower's office, the Director of PSRO,
or at least the Director-designate for PSRO,
and the staffs of Senator Bennett and Rep-
resentative Roy. They seemed to be very much
interested in quality as well as cost contain-
ment, Even more so in quality than cost con-
tainment,

It seems as though there is the expectation
that as we begin looking at what we are doing
and see if we can do it in a better kind of way
from the standpoint of quality or cost contain-
ment, we probably will be saving some money,
but as we go further, it may well he that we are
going to find it is going to cost us an increased
amount of money.

When we define quality, and we find we are
not giving it and have to do something to
improve it, or reach it, it may well be more
costly than what our operation is now. At least
the people there were saying that they under-
stand this may be so, and they are willing to
support it.

What they are not willing to support is paying
for things which make no sense to anybody.

I can’t agree that it doesn’t make any differ-
ence how long someone is in the hospital, or
that that is not terribly important.

If you look, as I said before, at the most com-
monly done major operation in this country,
cholecystectomy, five days longer on the East
Coast than on the West Coast, that doesn’t
make any sense to me, and it doesn’t make any
sense Lo the legislators either. I think they are
right. [ think there are a lot of other things like
that. [t doesn’t make any sense that the third
most commonly injectable drug in the United
States is an expectorant. We have been talking
much of today about looking for some exquisite
little things,

The kind of 220 hospitals that | have been
involved with in the last three years show there



are some gross prohlems out there. We need
to get about correcting some of them, I think.

That is what the legislators are talking about,
not some of the very fine points that we like
to look at because that is our thing in academic
health centers.

By the way, in the course of our visit, one
of our concerns was supposed to have been:
Will there be some amounts of money through
the PSRO legislation for academic health cen-
ters to be model PSRO’s?

[ think we were laughed at a bit because I
think there was an understanding that there
wasn’t much of this kind of aetivity going on
in most medical centers, and many of the com-
munity hospitals in this country are well ahead.
I think that is right. That is what I found. Even
though we frequently do the workshops in the
academic medical centers, there are seldom
any data there or any groups there from those
hospitals that are working in any kind of way
in looking at what they are providing.

We have oceasionally used their charts when
the hospitals forget to bring their charts, and
we don’t see any difference in the care, in the
charts we review, against the standards that the
community hospital physicians set, and the
care that is given in the university hospitals.

QUESTION: What we have heard today is very
esoleric and useful, but as one of what | am
sure is a sizable number of administrators in
the room, I can’t help but be reminded of a
story of the farmer whe was solicited to buy
a magazine on the grounds that it would help
his performance. He said no, he didn’t farm half
as well as he knew how already.

That, in turn, reminds me that once in a uni-
versity hospital we signed up in a program
called PAS, that some of you may have heard
of, and began to get some reports that had some
not very complimentary numbers.

The only consensus we could get was that
they must be filling out the forms wrong in Med-
ical Records.

In addition to some of the more sophisticated
measurements, what I am wondering is whether
people on the panel have some constructive
suggestions to give us as to how we might
improve our ability to do the things that we
already know how to do, such as trying to see
if people have bugs before we give them penicil-
lin and things of that sort, or do urine studies
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on patients that are supposed to have diabetes.
Little simple things like that.

Dr. BRooK: That was the problem when I
prepared my talk. You hit it on the nail head.

Clem and 1 have been on a number of pro-
grams together. If  had answered Jim’s question
and your question simultaneously, I would say
we need 1,000 Clem Browns in this country,
somebody that can rationally go around, pick
some important problems and look very practi-
cally at the issues. I would have no worry. [
think we would come to a nice cost-quality
trade-off, and I think we would implement a
lot of things.

With that introduction, I would say that that
is the answer at the moment, and I think it is
going to be a very gradual application of looking
at obvious things and not getting involved with
the methodology that we have been yelling
about.

What T would suggest, however, is that as
that process is going on, we do use your
facilities and your hospitals to try to come up
with a system that could probably take less
physician time and input and would really get
at the question of what things we would like
to help with so that we would have a better
system. But as Clem documented, there are so
many gross problems everywhere right now
both in terms of cost and in terms of quality
that it doesn’t take any one of these complex
discussions we presented to you today to help
answer.

1 am not going to tell you how to run your
hospital and how to get over this problem of
relating to the physicians, the change of posi-
tions and assigning responsibility for working
with the federal government.

The one thing that does disturb me is the
notion that the federal government is evil, It
is an American notion.

If you go to Canada, England and Wales, you
don’t find that notion so much. That is sad
because if this thing is going to succeed, gov-
ernment and hospitals and providers are all
going to have to be viewed as partners, and let
Clem tell you how to do it. Hire him for a week.

DRr. BRownN: No, [ think as Bob said, there

are lots of fairly serious problems—that is, at
least in my experience—and [ certainly don’t
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consider myself a researcher like the other
people on this panel—but some of them are
obvious enough that only a fairly oblique look
can identify what they are.

The real problem, at least as we have experi-
enced it, is getting a process started in a hospi-
tal whereby you can, at least occasionally, take
a critical look at some of the more important
things you do very frequently, to see if you can
do them in a better kind of way.

That is about all I have thought about. You
know tfyou all agree that it really doesn’t make
much sense to have people in the hospital three
or four days before they are operated on for
elective cholecystectomy, maybe we ought to
try to figure out a way to reduce that by a couple
of days because it costs $100 a day in a
community hospital and $200 a day in a univer-
sity center—but in the university center you are
paying for the extra quality that you get there.
I am still concerned how somebody is going to
measure it and exhibit it, in any event, but I
think the big part of the problem is simply the
introduction, as Dr. Peterson described it, of
an information system, so you can take quick
looks at what it is you are doing, and turn it
around and feed it back into the operation and
change it if it needs to be changed.

COMMENT: But somebody has to care, and
that is the hurdle most of us haven’t been able
to get over.

Dr. BrROwN: Before we started the work-
shops, we just tried to replicate the Chestnut
Hill process in the 10 community hospitals in
the region around Philadelphia. '

One of the things we found out very quickly
is that it just doesn’t work unless the board of
trustees is behind this thing because it might
cost some money. It might cost buying a
physician’s time or a health record analyst, or
the term that John used, and you might need
a data information system and so forth.

I think the trustees who are now, as we all
know, legally as well as morally responsible for
the delivery of care in hospitals have got to sort
of get involved as partners with the medical
staff and say: “Hey, it might really cost some-
thing to do this.”

By the way, when [ was at Chestnut Hill for
all we did, even if we had paid our physicians
$25 an hour to audit charts, which we did not,
the total cost of the operation was less than one
percent of the total hospital budget. [ think that
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is a fairly reasonable quality contro! kind of
program.

CHAIRMAN SHORTELL: How many of the hos-
pitals, that you deal with, in terms of your work-
shops, have full-time or even part-time directors
of medical education?

Dr. Brown: Many of them have. I don’t
know how many.

I would say at least half of the 220 have full-
time directors of medical education, and prob-
ably more than that, but one of the problems
is that directors of medical education don’t see
this kind of operation as having anything to do
with what they do.

[ know when we started in Philadelphia, we
identified 12 directors of medical education.
Most of them were full-time. We worked with
them a year to try to get some of this process
implemented.

At the end of the year, half of them said,
“Yes, we think this ought to be done in our
hospital, but that is not what we get paid for
doing. We get paid for getting interns and resi-
dents and dealing in the area of graduate educa-
tion.”

But you see, we have done this now for about
ten years or maybe 20 years in American hospi-
tals. We have got a medical staff structure, and
if you think of the functions of the medical staff,
you look at the functions of, say, the elected
president of the staff, and there is a presiding
function and there is a patient care delivery
overseeing function, | suppose you might call
it. In addition, an education function and, in
some hospitals, a research function and an
administrative function.

Some years ago we separated off the educa-
tion function from the president of the staff.
We housed that in somebody we called the
director of medical education, and we have also
separated off in many of the larger hospitals
the same education function from the chairman
of the department, most of whom are still
unpaid in this country. But we put the educa-
tion function in the hands of a paid program
director in a department.

Now I think we are wondering the same thing
about this business of quality assurance. Do we
need to separate off the function and salary, if
that is what it takes to do it, or let the stall
do it, if they can on their own time?

[ think that is fine. If we can get away without
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paying for it, fine, but it costs something
whether we pay for it or not.

QUESTION: | would like to address this kind
of rhetorical question for me to anyone who
wants to respond to it. That is, whether you
all see the series of dotted lines that exist in
our health care delivery system, dotted as
opposed to solid, on an organization chart, as
may be the most significant barrier to broad
scale communication? Any effective quality
assurance §ystem, on a broad scale, I mean,
nationally in 80 percent of the delivery systems,
let’s say, beyond hospitals, which is another
morass.

It just seems to me that in our system
scarcely anyone has authority over anyone else.
How in the world can you in a system that
seems to rely on behavioral modifications,
techniques, persuasion, education and this sort
of thing, realistically expect national implemen-
tation of quality assurance?

DR. KIRSNER: Could I comment on that first?

I began by pointing out that educational
efforts in this direction would be useful and
necessary. They probably wouldn't be enough,
and I still feel that there is no question that
physicians everywhere, I mean in a university
center or in a community hospital—a word I
really don’t care for particularly—have not been
brought up to this matter of reviewing what they
have been taught and what they have experi-
enced as quality medicine in an environment
that was emphasized as bringing great advances
in medical care, and I think other forces need
to be developed. :

I would hope that the medical profession
would do it as a matter of standard, as a matter
of personal quality of effort, but [ suspect that
we will need, and there will be these pressures
of recertification, relicensure, re-examination,

and this might go for hospitals as well as for
physicians,

DR. PETERSON: I think this question of the
actual authority to effect some type of improve-
ment of the sort you are suggesting really lies
at the crux of a very interesting kind of political
problem, and possibly we might introduce some
political history to suggest this.

Dr. Odin Anderson who is the director of this
institute at the University of Chicago, for
instance, has written a good bit about it, and
I might be actually making use of some of the
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experiences he has actually written about, but
I think if you look at the present situation with
respect to what our government is doing and
with what it is preoccupied, you will see that
there is really a very great disparity between
these two.

Let me tell you a story that I think illustrates
it. I think it was in 1970 when Pat Moynahan,
who is now our Ambassador to India, was then
the Presidential Counselor. We asked him to
come up and give a seminar to some of our
students. After the seminar we sat down and
had a rather good bull session. We talked about
what the major preoccupations of the govern-
ment were with respect to health. What was
government going to do about funding health
programs and the sort.

Moynahan said that you can forget govern-
ment support. He said, *The whole problem
seems to be just like the poverty programs.”
He said, “Everytime we try to spend some
money down in Roxbury,” which is Boston’s
poor area, “we end up paying a bunch of bright
Radcliffe girls, and none of the money gets to
the poor people.”

He said, “We would like to get some medical
care into the ghetto down there, too,” but he
said, “everything we do seems to fail to do
that.”

Now interestingly enough, what the govern-
ment is doing now officially as a program to
remedy the problems of the American medical
care industry, is Nixon’s health insurance pro-
gram.

The insurance program is. for one thing I am
sure, not going to solve that problem of the
great shortage of primary care which the public
feels, I think, so acutely about. and it is not
going to solve many of the other problems.

Here is where I think we have to turn to his-
tory. Every country, | think, probably has to
go through the same sort of learning experience
about this kind of large and complicated social
institution which, in this particular instance,
happens to be medical care.

Certainly legislators, when you get to the
level of Senators or Representatives, are very
much aware of the fuct that legislative Propos-
als or legislated programs are risky. They know
a lot of them fail. So they very much prefer
to take very short steps rather than very long
steps. | am sure that insurance will appeal to
them much more than would. say, any pro-
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grams that would be effectively directed at the
quality of care assurance, or let us say, that
were directed at trying to provide enough family
doctors so that people wouldn’t have to stand
in queues to get a physical examination or get
the druggist 1o treat their common cold and this
sort of thing.

Anyway, every government goes inte insur-
ance, because it is the minimal step, and as
they confront problem after problem, they have
to deal with the problems.

Some countries deal with it, in a sense, by
revolution, as England did. They nationalized
their whole service in 1948. Most countries do
it in small steps thereafier, but they get to about
the same place, one after another. After about
30 vears of this process, one gets to the same
place. et us say, medical care in Sweden is
very differently organized than it is in England,
but in essence, I think there are more
similarities than there are differences, and I
think this is the way the United States will go.

Once we have passed national health insur-
ance, the government is going to be directly up
against the problems such as the very great
shortage of primary care, the great excess of
many kinds of specialists, the problem of ¢ual-
ity, the distribution, and above all, I think what
government wants oul of the medical care
industry is effectiveness, and I think this will
be the thing they will really be trying to get
out of i,

QuesTioN: We have mentioned it earlier
here, but we seem to have left the results-
oriented measurement of quality behind us, and
evervbody is talking about other ways of
measuring quality care.

Do you think there is any possibility that we
are going to end up talking about effectiveness
in terms of fnancial considerations, quality in
terms of mortality and morbidity, or some other
question, and dealing with them entirely
separately?

DRr. WiLL1AMSON: | personally don’t see how
you can separate effectiveness and efficiency
from quality.

Effectiveness is how much of the achievable
value that you achieve. Efficiency is how much
of the total resources that you put into the
system to achieve that value. What portion
of that actually got the value that you got out of it?
In other words, il you were trying to reduce a
mortality rate, and it was possible té get your
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mortality rate down to 15 percent in a coronary
care unit, you put in a lot of effort going
from 30 percent down to 15 percent. Let’s say,
that for every hundred dollars you put in to
improve care, only $30 really made a difference
in reducing the rate, then that was an inefficient
program, even though it was effective in re-
ducing the mortality rate,

Now if it is to be a quality program, you have
got to get value for a minimal resource expendi-
ture. I just don’t see how you can separate the
two. | think they have both got to be part of
any quality assurance program.

QUESTION: The reason [ brought it up was
that Dr. Kirsner’s point, I think, was well taken,
and we talked about how many days a patient
with a given diagnosis is going to be in an
institution, five as opposed to 15 or 20, and we
start talking about the effectiveness of the sys-
tem.

What | am saying is that perhaps quality
should be measured in terms of cure rather than
in terms of how many lab tests and how many
days, and how many flat plates and one thing
and another that we do.

It would seem to me our thrust today,
although we have talked about quality, has
really been in terms of effectiveness, efficiency
from the fnancial aspect, and not from the
patient’s aspect in terms of do we help his dis-
ability? Is he “cured” or brought back into a
productive state?

We haven't really dealt so much with that
as we have with has the doctor taken the tests
that I think he should, and this sort of thing?

CHAIRMAN SHORTELL: A number of the
studies that I think both Dr. Brook and Dr, Wil-
liamson talked about really were outcome-
oriented in terms of following the patient out
of the hospital and returning to the normal work
role,

[ don’t think it has been completely centered
on the process approach, but does anyone want
to comment further on that?

DR. PETERSON: [ don’t know. | suppose there
is a simple comment that an awful lot of what
is done in the hospital is probably not related
to a measurable end result, and the best you

can do under those circumstances is process
measurement.

Dy, Winttamson: That is efficiency.



DR. BrooOK: | will make a quick comment.
1 believe we have tackled very difficult dis-
eases. It certainly does not appear very difficult
to look at surgical outcomes from tissue. Osler
Peterson is doing that—has done it, or is in the
process of doing it.

DR. PETERSON: [ have done it. Be careful,
or | will show you my slides.

Dr. Brook: I will press you a little bit
further. I eertainly would emphasize this.

I think there is a strong problem of disas-
sociating financial and effectiveness or quality
measures. We have not simultaneously looked
at the effect that utilization control mechanisms,
even physician-oriented utilization control
measurements, may have on the health of
patients. -

There was one study reported in the APHA
where those patients that were denied hospitali-
zation were thrown out of hospitals early. There
were some serious psychological and physiolog-
ical effects.

You could postulate that the hospital is a
social institution and not just one place where
you give effective medical care, and one part
of the role of the hospital may be to take a little
old man or woman out of the family that is tak-
ing care of her and give the family a vacation
for two weeks. Before the doctors could justify
this by merely looking at it, and it may very
well be that they are the only institutions that
are available right now that can do this. So we
just have to take a look.

[ think I am just as concerned with what you
are saying. All I am saying is that I hope we
are responsible enough to look at both sides of
the issues together. | am not at all sure that
is going to occur.

QUESTION: I would like to address a question
to the panel broadly on a topic that Dr. Peterson
brought up a few minutes ago. That is, do you
think what we have heard today in terms of Dr.
Brown’'s studies on the shocking lack of quality
in some hospitalizations, studies that showed
that we really don’t know how to assess quality
in terms of some of the data that Dr. Williamson
showed us, in view of the fact that our
techniques even developing those criteria are
not yet developed, would there be an argument
then for minimalization of national involvement
in a health program until, indeed, such
techniques became available? Might one,
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indeed, be able to argue for a minimal insur-
ance program until we have solved some of
these very broad questions of medical care?

Dr. WiLLIAMSON: [ will take it, where angels
fear to tread.

I do not think we are going to find a panacea
method or magic method that is going to be
ideal for everybody that we can universally
apply all over the country. T don’t think Clem
would, for a minute, say that he could take his
method everywhere and everybody could grab
on to it, and that would solve all the problems.

We do have to get people involved with the
idea of trying to look at their own performance
and try to identify by some means whether they
can improve that performance. We do have to
get people involved in these problems, if they
do find deficiencies, that they will do some-
thing about them. That is a serious problem in
many areas, including so many of our own hos-
pitals and clinics. Nothing happens once you
find that people are dying at a rate 100 percent
higher than they should. It is shocking. So this is
the basic involvement by whatever system.

I think we are going to end up with a series
of competing systems, and each hospital will
have to choose. Do they want to take the
route of the bi-cycle? Do they want to take our
health accounting approach? Do they want to
take TAP or CLAP approach, or whichever
way they want to go? We are in a society and a
social milieu where we are just going to have to
live with this entrepreneurial system. Whoever
has a good system is going to bring it up as an-
other alternative, and each hospital will have to
choose. But you will have to be educated as
to what to look for when you do start shopping,
and 1 think it is meetings like this that perhaps
hopefully will help you gain some idea and some
criteria of your own to judge what is a good,
bad, or better approach to setting up a quality
assurance system within your own hospital.

Dr. Brook: Is that the answer to your ques-
tion?

The question I thought you were raising was
that since we don’t have adequate measure-
ments of quality, should we then delay changing
the health care system by either implementing
national health insurance or HMO’s, or what-
ever there is, until we do?

[ will take another question that is even more
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difficult. We have already places where we
have knowledge. For instance, the use of Dar-
von has been shown to be just as good or maybe
even a little worse than that of aspirin. Yet it
is 100 fold, or whatever it is, in terms of cost.

What do we do? Do we let the doctor pre-
scribe Darvon because he thinks it is better,
instead of aspirin, because it is a different
color? I am just not trying to single out Darvon.
There are a lot of drugs like this.

Do we write a law that states that Darvon
can 19 longer be reproduced in the United
States? I think that is the fundamental ques-
tion.

At the moment, 1 would argue that probably
the measurement of quality ought not to delay
implementation of whatever programs are
thought -necessary by whoever is fighting for
them.

I think we can do enough in the areas of qual-
ity to get at answers to these questions, but
what I would argue for is that we could easily
do very well with prospective evaluations of
whatever we are trying to change.

Now by easy, | mean conceptually it is easy.
What is difficult is getting the tremendous
cooperation of all types of health providers to
accomplish the study.

For instance, one could take anyone of the
quality assurance programs that we are dealing
with today and take a look at the question of
whether for-proit HMO’s differ in quality of
care versus not-for-profit HMQ's, and use two
or three methods simultaneously and try to get
an answer.

I would suppose you would get a reasonable
answer. You could do that with almost any
system change. | would think that when we
instituted a system change, we ought to do this.
I believe in prospective evaluation, and we
ought to do that.

Dr. WiLLiaMsonN: Who should do it, though?

Dr. Brook: What do you mean. who?

DRr. WiLLiaAMSON: Who should do the pro-
spective evaluation? Should each hospital set up
studies?

Dr. Brook: No, no, no.

Dr. WiLniamson: The

field?

government. the
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DRr. BrooK: No, | think we are going to need
cooperation. Let’s say in a program that is going
to set up and use a model where the best quality
of care is to be given by HMO, | would argue
that one could set up a prospective evaluation
that could conserve resources. There ought o
be some sort of a national advisory council to
help to decide where the site ought to he
picked. where it ought to be done, and how it
ought to be implemented, and that this be done
not to destroy resources, but done in one place
or two places or wherever it is considered to
be necessary.

Dr. WiLLIAMSON: But his question is: What
do we do in the meantime while we are waiting
for the results? Do we just hold off any quality
activity?

DR. Brook: That is not his question. His
question is, do we hold off modification of the
system, depending on the fact that we know
nothing about measuring quality. Not hold off
developir g quality assurances, but hold off sug-
gesting national health insurance.

Dr. KIRSNER: Yes, I think that is the point.
I think Dr. Seeger may also be thinking that
national health insurance, even if 1t were
implemented. would not necessarily change the
practices that we seek to improve. It will make
health care accessible perhaps to more people,
but it still will not get at the fundamental prob-
lem of how physicians take care of the patients.
So l am all in favor of these prospective studies.
and I should tell you that two weeks from today
there will be a conference in Bethesda by one
particular group which will include the Second
National Conference of Digestive Diseases,
which will include as a very important part of
its program the matter of developing evalua-
tions of therapeutic procedures, diagnostic
procedures, and bring to this whole specialty
area this whole concept of the need for conirol
studies of what you do diagnostically and
therapeutically, and [ think if that were to go
from one specialty to another specialty to
another specialty, then you would see this wave
butld up in a way that | think would involve
the physicians and make the task of the hospital
administrators a more constructive one rather
than very often what seems to he a punitive
one or a conflicting one in terms of dollars. That



is one of the main points [ have been trving
to make.

DRr. Brook: [ would argue that time is very
important. [ would argue, and 1 am not a very
strong case for it, because 1 don’t think it will
ever be done. but like when Coronary care inno-
vation was suggested, the time was not now to
go back and reassess the coronary care ques-
tion because all of the ethical issues that were
raised are raised now very legitimately. The
time was -when you developed it, and there
were only scarce resources, and you could only
put it in five hospitals in the country because
that is all the government was going to support,
or whoever was funding it, was going to sup-
port. Then you could have picked five hospitals
at random to implement it, and you could have
picked five controls, and you could have done
it ethically and morally.

The same thing with the saphenous vein by-
pass. As you go through each one of these types
of procedures, the problem is to think ahead.
If you implement PSRO’s, and there is no over-
all evaluation of it, we will be arguing politically
on it five years down the road.

If vou institute national health insurance, the
same thing will happen. There are a number

of proposals that may be able to test some of

these things. I don’t know if it is going to be
done. It is a very complex undertaking, very
expensive and very costly. It involves coordina-
tion of everybody over many years, and [ don't
know if we can do that in our society.

CHAIRMAN SHORTELL: [t seems, Bob. we
might have one example .just in terms of the
EMCRO program. At least these were some of
their announced goals.

Dr. Brook: But the EMCRO program was
set up as a research and development project
and did not have integrally incorporated in it
a prospective evaluation design. and it makes
it very difficult to go back and retrospectively
look at what effect the EMCRO’s had on cost
utilization. They may have been the greatest
successes, and maybe that is the case, but it
makes it very difficult with ne torethought to
evaluate it. .

It is the same thing with the Headstart pro-
gram. They tried to evaluate the eflect that
Headstart had on education. They did it retro-
spectively using some regression techuniques,
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and they came out with a lot of regression
artifacts which tended to show that the Head-
start program had a negative impact on the
educational level of the child rather than a posi-
tive impact. Ounly because that line was nega-
tive and showed nothing, it really did invoke
a lot of controversy, and people went back and
said: “How did you do the study? How did you
do the evaluation?”

They put big holes in it. So my argument is
that we have seen very few social programs in
this country of any prospective evaluation
designed into it, and it is not because I think
people don’t want to do it. It is politically dif-
ficult. 1t is conceptually difficult, and mechani-
cally it may be awful, but I am still young
enough to believe in it.

COMMENT: I think that the panel effectively
ducked the question that was coming from back
here in regard to patient or consumer participa-
tion in the establishment of standards of health
care and its quality.

I would like to return to that a moment, if
I could, because ! wonder if that might be at
the heart of the trouble, or at least part of the
trouble, with the health scheme or the
pathology of the health scheme at the present
time.

For example, it does seem to me that if we
are establishing standards for quality of process
or quality of outeome, that the consumer or the
patient with hypertension, or a panel of patients
with hypertension, adequately educated might
be an important resource in determining some
of these standards.

I think that we are working in a profession
or a service area which sociologically places the
physician at the very top and sometimes | think
in this kind of a scheme, because we in a sense
have a monopoly on creativeness in this par-
ticular field. Sometimes [ think we do overlook
the role that other groups might contribute to
the establishment or innovation of something
that would be better, and following this line of
thought, I would like to ask the panel if they
really believe that the methods that they are
working with, and describing, have any chance,
at all, of modifying the system in a way that
is going to be beneficial to the health of the
American people.

I want to ask if they might think that some-
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thing more radical would need to be done if
we were going to do that, and alse, [ wonder
if they think that a lack of competition in the
health field might be at the root of the problem,
and that perhaps we ought to be thinking of
allowing the patient again to participate in judg-
ments by giving patients choices in regard to
alternative care, alternative sites and personnel
for their health needs.

Dr. BROWN: You asked about four or five
questions. I will take one little part of one, and
that is I think there are some of the things cer-
tainly that we have been doing, we think we
have achieved some kind of change, like I guess
it is better if you don’t do an operation that
is not necessary than if you do it.

We have substantially reduced the number
of operations people are doing in certain areas.

I guess it is better not to have a complication
of an unnecessary operation sometimes, or
even a necessary one, than to have a complica-
tion, and we have seen a fair reduction in com-
plication rates in certain operations. So I guess
we are having some little kind of impact, but
unless somebody is going to say: Mavbe it is
really best in the long run to have an operation
sometimes, even if you don’t need it. That is
a little hard for me to grab. But in my simple-
minded kind of an approach, I think it is prob-
ably better not to have one if we don’t need
one than to have one.

In response and with respect to consumers or
patients being involved in this whole process,
[ think it is probably very important, and I am
not saying that from a sort of Pollyannaish
way, or is that the neat thing to say now-
adays?

It seems to me that an awful lot of things
that people die rom, that they might die {from,
or are sick from, that they didn’t have to he
cick from, are related to their behaviors and
those are the things we need to change,
hehaviors of patients to imprb‘e their health or
to maintain their health it they already have it.
if we are going to do that, I think we have got
to give them a role in saying what those
behaviors are going to look like because I don’t
think we can lay it on them.

We are not quite the role of priests that we
used to be, I guess, as physicians, and it is
just not as easy any longer to just—probably
it never was anyway—lay it on the palient.
You have to work with him to help him aclieve
some of these bebavioral changes that are so
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important to improve their care or save their
lives or whatever, but to do that, I think they
have to be involved in saying what that behavior
is going to look like, but they are probably not
going to change. So I think from that stand-
point, it is extremely important that they be
involved in helping to set criteria for their care.
They might just live by it.

Dr. PETERSON: I think in addition to the
accountability possibly to the public, there is
another deeper question involved here, too, and
that relates to the fact, which I think you prob-
ably identified, that there is very little competi-
tion in medicine.

Kenneth Arrow, who received the Nobel
Prize, for economiecs, I think this year or the
year before, wrote an essay many years ago
when he was at Stanford University and pointed
out what a completely atypical market medicine
was in.

If this were perhaps any other industry, or
general economic unit that acted in the same
fashion, it would probably certainly be held in
restraint of trade, and it would certainly be
antitrust or whatever.

Now, when normally the segments of the
economic life of the country do barricade them-
selves behind all kinds of special arrangements
that, in effect, destroy competition, quite obvi-
ously the responsiveness to the consumer is
diminished.

I think if you were to discuss this with many
economists, you would say that this is a classi-
cal situation where the government normally
steps in because the system is not responding
as it would if it were a real market. This is
certainly one of the reasons, I presume, why
the government is increasingly now entering
into medical care all the time.

CHAIRMAN SHORTELL: I would like to ask Dr.
Williamson, when you outlined earlier today
your health accounting system, you did have
consumers on the board of directors.

Having had some actual experience with this,
what types of consumers are on this board, and
what types of input do they, in fact, really have
in terms of establishing criteria or voicing com-

plaints? What form or substance does this input
take?

Dr. WiLLiamsoN: Of the group of nine
clinies that have been fully organized and have
heen running over a year, only two have been



successful in getting and keeping consumers on
the board.

There has been a lot of resistance to this con-
cept, so right now it is more theoretical than
real, but essentially they have a voice in the
value judgments when given a list of alterna-
tives that the médical staff have developed as
to which ones they would like to see developed
right now.

They ask some very embarrassing questions,
and one member had also been a member of
the board .of trustees of the hospital, and he
probably asked the most pointed, sharp ques-
tions of anybody as to whether it would be worth
the squeeze if you were to go in this direction
and do these studies, and then what would be
the anticipated cost and whatnot, and provided
a very objective, fresh viewpoint that helped

with the decision making of the board consider-
ably.

Dr. BrOOK: I would like to draw an analogy.
There is a lot of work being done now in the
draft-resistant area, and it goes something like
this.

During the Vietnamese War, a lot of doctors
got involved in certifying people as disabled,
so that they could not serve, and most of these
were white, upper-class or middle-class people,
and, therefore, these people had a way of cop-
ping out of the issue of whether or not they
wanted to go to Vietnam.

There are a lot of books being written by
sociologists which tend to suggest now that
what the doctors did was really counter-
revolutionary in nature. By that, I mean they
encouraged, they gave out a leeway, a way out
of the system, so that the fundamental ques-
tions could be avoided, so you could face the
reality in a situation.

The same thing could be said of what we are
doing, and the question.is: Are we providing
a system of justification for small, incremental
changes in the system we are dealing with,
without facing the major questions that face the
American health establishment?

I don’t know the answer to that question. I
don’t know the answer of how you bring about
change. I think doctors are experts in enough
fields without being experts in that one as well.

I would think legitimately that could happen,
that a lot of what we are doing could be used
as production of small, incremental change
which really never gets at the root of the prob-
lem, but can justify the establishment to the

STATE OF THE ART—PANEL DISCUSSION

point that 50 vears from now there would have
to be a revolution.

I don’t have an answer to that question for
you. I think you are going to have to generate
your own answer, but we had a very interesting
conference with Larry Weed.

Let me make just one other statement. Larry
Weed believes eventually a quality assurance
system and a clinical record system are going
to have to be one part. There will be no separate
flows of information. Consumers will get their
own medical record, set the goals of their care.
There will be one information system accessible
to patients and doctors. There will be no extra
forms,

When you look at quality assurance, you look
at all the logic patterns of all doctors. You take
advantage of the computer to do this.

He would see a lot of the stuff that I did as
destructive to him because he is focusing on
short-term goals which he thinks will just delay
the implementation of what he thinks is the
ideal system, and he is not going to do it by
revolution. But his point would be that it takes
away the energy, the intellectual energy in the
communit'; or whatever it is, and he may well
be right. -

CoMMENT: I just wanted to say on this con-
sumer issue that most of our institutions are
consumer-controlled except we have called
them trustees for so long that we have forgotten
that they are consumers, and it is evidenced
by the fact that as some of us have attempted
to get so-called consumers involved, the more
we got them involved, the more they started
acting like trustees. I think what we are up
against is that we are heavily “‘culturated” not
to interfere in what we view to be professional
matters.

I sense in many, despite the rhetoric, when
it comes right down to getting people in a room
and talking about things, there is an enormous
reluctance on the part of trustees and people
of that variety to get involved in what they see
to be a professional question. They very
studiously avoid even very obvious issues
because, you know: Who wants to rock the
boat? Who wants to precipitate a fight?

They know that all kinds of ruckus is going
to be raised if they start poking around in these
questions, and it is not a matter of consumers
not being involved. They are involved, if they
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want to be involved, but they are reluctant to
be involved.

QUESTION: | am concerned that our health
delivery system appears to be illness-oriented,
and the discussion today seems to have
revolved around illness orientation, and now we
are going to identify a program to measure qual-
ity of diagnosis and treat illness.

Yet we seem to be overlooking the preventive
aspect of health care where really illness is
taken-care of before it actually occurs.

Most of this I don’t think we have ever seen
within our hospitals. In fact, the great majority
is cared for in the doctor’s office.

Do we not need a quality assurance program
to deal with that part of the iceberg that is under
the water and that element of our health care
system which is delivered outside of our hospi-
tals?

Dr. BROWN: It could even be within the hos-
pital. I don’t think I know of a hospital in this
country—I am sure there must he some, but
none we have worked with—wherein their data
hase for all admissions, or at least all admis-
sions in these ranges where they simply ask the
patient: Do you wear seat belts regularly? This
is the most important thing we could do to save
our lives or most of our patients’ lives in this
country.

I haven’t met a pediatrician in this country
yet who knows the most important question
you might ask black males, ages 5 to 15, or
their parents. The question is: Do you know how
to swim? Because most black ‘males, ages 5 to
15, die from swimming, and [ don’t see that
on anybody’s data base. It is not even known
by any pediatrician that I have talked to.

There are lots of other questions like this,
but we seem to think it is more important to
look in people’s ears and do some of those other
kinds of things that we have been doing for 40
or 50 years. But I think we have a big job to
do in the area in which you are raising the ques-
tion,

DR. WILLIAMSON: In our health benefit
analysis project which is part of our health
accounting, whenever we get a problem, a
health problem we are going to attack, we have
to identify the population at risk, and then we
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divide this population into four subgroups. The
first group are those people who do not have
the condition, but have an appreciable risk of
getting the condition, and we want to say: Now
what will be the benefit, cost and benefit, of
then trying programs to work with them in the
area of prevention?

The second group are those people who have
the condition, but have not been diagnosed or
picked up, and so the essential management
goal here would be to detect these people, to
screen, and we say: What is the cost and benefit
of screening these people? And we are still talk-
ing about the same health problem.

The third group are those people who have
been picked up and are receiving care, and that
is the largest group for some of them.

The fourth group are those people we call
an exclusion group, who are being treated for
the condition they do not have.

So you have to take a look, with any health
problem, at this matrix that is made up of these
subgroups and say: Where is the cost benefit?
Where can we get the most benefit of improve-
ment in health for the least cost within one of
those four?

So I think you have made a very good point.
Tiis is something that has to be stressed, and
we Mten don’t. We often don’t think that there
is anything more than those people that are
acutely ill, and I think more and more with
quality assurance systems, that the pay-off is
going to be, perhaps, with prevention Zroups
or detection groups.

CHAIRMAN SHORTELL: I think many of the
issues that we have raised today really will
carry over tomorrow, and most of the speakers
on the panel today will also be here tomorrow
as well as tomorrow’s participants.

I want to thank very much the panel and the
speakers throughout the day. I think in a sub-
ject of this sort, there are so many issues
involved. | am afraid we haven't provided too
many answers, but [ don’t think, really, that
is the purpose of this symposium.

[ think many of the answers, as many of the
panel speakers have alluded to, really involve
experimentation with the various forms of qual-
ity asses\ment, with defining your criteria to
try to evaldate them in your own hospital taking
into account the cost involved as well.



The Problem-Oriented Medical Record: Administrative

Implications

DAVID MILLER

CHAIRMAN SHORTELL: What we would like

to do this morning is to discuss how some of

the methodologies which we learned about yes-
terday can be implemented in an applied
administrative setting.

Our first speaker is going to be Mr. David
Miller who is the Administrator of the PROMIS
Laboratory, and he might have to correct me

on this, but I believe that stands for the Prob-
"lem Oriented Medical Information System at
the University of Vermont Medical Center. He
is literally Dr. Larry Weed’s right-hand man,
Dr. Weed, I guess most of you know by now,
is the originator of the Problem Oriented Medi.
cal Record concept.

Previously, Mr. Miller has held positions as
the Director of Comprehensive Health Planning
for the state of Vermont and has also been
Director of the Cleveland Metropolitan General
Hospital. He, also, holds an MBA {from the
University of Chicago which, as far as we are
concerned, is probably his primary qualifica-
tion.

MR. MILLER: There’s a sign hanging back in
the PROMIS Laboratory where [ work in Ver-
mont that asks the question, “* You may be doing
the thing right, but are you doing the right
thing?”” That question seems to me to charac-
terize the quandary in the American health
industry today.

A hospital administrator’s role over these
past years has been generally 1o organize
resources used in the community for health
care, to accommodate the specialization within
medicine with new facilities and buildings, to
seek improved financing of health services, and
more recently to promote an organizatior’al con-
cept of a health care system. Hospital adiinis-
trators have heen quite successful in these
efforts and certainly deserve ¢;~dit for “doing

the thing right.” However, the many unan-
swered questions of the American public are
brought to focus in such current efforts as Qual-
ity Assurance Programs and Professional Stan-
dards Review Organizations. “Have we been
doing the right thing?” would seem to serve
as a useful summary of all of these questions.

Since day one, hospitals have been keeping
two sets of records. The fiscal records and their
analysis have been the province of the adminis-
trator and the board of trustees, while the medi-
cal records and their analysis have been the
province of the physician and his peers. This
separation of cost from benefits is a fundamen-
tal fault for which there is no possible functional
justification. The price paid by the American
public as a consequence of this fault cannot
begin to be estimated. Health care has now
become one of the nation’s major industries,
We have been asked for proot that we are,
indeed, “Not just doing the thing right, but
doing the right thing.” The dichotomy we have
tolerated in our record keeping makes it virtu-
ally impossible to prove that we are “doing the
right thing.”

To examine a hospital medical record for one
patient, entry by entry, page by page, takes
quite a bit of time. I believe I would be safe
in stating that none of the administrators pres-
ent this morning have made such examinations
on more than six medical records during this
past year. | use the figure six to hedge against
the following possibilities. First, you may have
looked at the record completely if a member
of your family was hospitalized. Second, you
may have looked at the record completely if one
of the members of the hoard of trustees got a
billing he didn’t think squared with his recollec-
tion of services received. Third, you may have
looked at the medical record, if the care
reflected in that record, was going to be subject
to legal action. Your examination in this third
instance would not he nearly as detailed as in
the first two instances. | picked six records to
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hedge a risk but 1 would be willing to wager
that the majority of hospital administrators in
this room have not even made such a detailed
examination of a single record this past year.
We'll skip a show of hands on this question.

A hospital’s medical records are notorious for
being incomplete, illegible, and poorly
organized. And yet, it is this journal of original
entry that serves to guide the care received by
the patient during his hospital stay. Unlike the
hospital's  financial records, there are no
uniform rules for the way the patient’s record
is to-b® maintained. All of the hospital’s profes-
sional services which the patient is to receive
are ordered through the medical record. From
a legal point of view, the patient received no
more nor no less than that which is documented
in the medical record. Yes, medical records are
a mess and, yet, they are the very justification
for the hospital’s existence.

There are a growing number of organizations
in this country that currently abstract or propose
to abstract from the current medical records
certain key information to be linked with costs
to prove whether or not we are “doing the right
thing.” Now if we already all know that the
records from which they are going to abstract
their information are inadequate, just what, do
you suppose, their statistics will prove?

And, assuming these statistical analyses
identify any problem for corrective action, how
can you as a hospital administrator effect cor-
rections, since the problems were identified
from a recording system which is being oper-
ated with no rules? Bear in mind that the
dichotomy bhetween costs and benefits in our
two recording systems will be linked artificially
by these statistics. The problems, thus statisti-
cally indicated, will lead us back to the source
documents for clarification and understanding.
From even a crude examination of today’s medi-
cal record, we know that the patient is not
adequately represented by a single or primary
diagnosis. We know that resources are being
expended to either define or manage a series
of health problems represented in one patient’s
admission. But, our source documents have not
been organized nor maintained in such a fash-
ion as to allow us to isolate which costs were
tor which problems in that one patient.

In the rhetoric of health care we have a litany
concerning the pursuit of excellence, com-
prehensive care, continuity of care and caring
for the whole patient. The government is asking
for proof that these are more than just phrases.
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The proof must be in our records. But, our
records are inadequate for the task.

The fact that we have been allowed to create
a multi-billion dollar industry around the func-
tion of medical care with virtually no effective
measurement of its quality is really incredible.
Well, we have been caught! The Darling case
says so. The third party payers with some nudg-
ing by government tell us so. And now de-
mands to form QAP and PSRO programs tell
us so.

Traditions and entire philosophies have been
developed to perpetuate a separation in fiscal
accountability and medical accountability. Cor-
rection of this dichotomy will be made all the
more difficult by the fact that we, as adminis-
trators, have “educated” the entire nation’s hos-
pital trustees to think of their role as OVerseers
of the hospital as an institution concerned
primarily with fiscal matters. We have told
them to leave the real day-to-day issues of
patient care and its quality to the physician and
his peers. You may not want to think this
philosophy is dying because of your close rela-
tionship, but the courts think $0, the RAscal
intermediaries are starting to think so and are
also wondering if they are not going to be buried
with the passing of this philosophy. And, if you
will give consumers any credit for common
sense, their clamor for representation on hospi-
tal boards of trustees is another note in the
death knell for this philosophy of separating
costs from benefits. It seems clear to me that
hospital administrators and thejr board of
trustees will soon be immersed in concerns with
the medical record. It is well past time to begin
thinking about that medical record.

In dealing with other complex processes, suc-
cessful administration has depended upon:

L. identilving the general components of the situation;

2. establishing rules, standards, and procedures which

result in a defined system  witl auditable control
puints;

3. evaluating the results of the system’s operation

through examination of those control points:

4. making adjustments as iustified by the audit results

in the system itsell or corrections in the behavior of
those operating within the system,

It is through this process of establishing sys-
tems that administration can effectively per-
form its functions of both service and control
without personally possessing the expertise of
each discipline operating within the system.
With regard to medical care, administrators



must now begin to participate in creating the
system, audit and discipline needed to prove
the quality of that care. You can begin today,
if you will accept the premise that the medical
record is medical care.

THE ProBLEM ORIENTED MEDICAL RECORD

The Problem Oriented Medical Record, as
created by Lawrence L. Weed, M.D., uses as
its structure the four phases of medical action.
First is the information for a carefully defined,
standardized data base. Next is the numbered
and titled list of every problem the patient has
that requires management or work-up including
social and demographic problems as well as
medical problems. The next phase of action is
a written treatment plan for each problem,
titled and numbered according to the problem.
Finally, progress notes also titled and num-
hered according to each problem are recorded.
This is the universe of information for that
patient’s care in a structured form with the
numbers and titles of the patient’s problems
serving as the table of contents.

Data Base

At the present time the data base is being
defined by each physician (including special-
ists) in a personal way as he sees each patient.
The variation in the data base ranges from the
most compulsively elaborate to the most slip-
shod and incomplete. This automatically
affects the completeness of the patient’s prob-
lem list.

The data base includes the chief complaint,
present illness, history, physical examination,
and routine admission laboratory data. For a
variety of reasons, the practice of medicine
emphasizes the treatment of acute diseases
while neglecting. in the view of some, the total
health needs of the patient. As patient load and
sub-specialization among physicians have
increased, the data base has been determined
by the physicians® specialty and interest and
time. Undetected problems go untreated until
they prompt another visit or even hospitaliza-
tion.

Now it is at the point of hospitalization, at
least, that we can expect a carefully defined,
standardized data base to be collected for each
patient. Currently that is not the case. Is the
hospital’s hoard of trustees liable for the con-
sequences of failing to require defined and stan-
dardized data base gathered by admitting
physicians?

PROBLEM-QRIENTED RECORD

There is precedent for requiring such data
being collected for such public health problems
as tuberculosis or syphilis. Why not other con-
ditions, which are achieving epidemic propor-
tions?

A defined and standardized data base is criti-
cal to systemizing any activity, whether it is
medical care, testing automobiles, or growing
corn. If you don’t control the data at the starting
point, the results at the end point tell you
nothing of value to improve performance. The
size of the data base is much less important
in beginning a system than the fact that the
data base is defined, standardized, and rigor-
ously observed. Then, when the end results are
examined, the data base can be expanded or
contracted based upon experience.

If a board of trustees were just to ask medical
staff to establish a data base without setting
some parameters, they would start an argument
among the medical staff that would produce no
recommendations. Every specialist would want
included those questions and examinations that
are peculiar to his interest. On the other hand,
if it is one of his patients to be admitted, he
does not really want to agree to personally per-
form a work-up that will include every other
specialist’s interests. So the hospital’s board
should begin with the patient’s interests. Health
hazard tables have been established for age
groups by sex. Start there, asking the medical
staff to recommend a defined, standardized
data base which will identify problems, should
they be present, for that person in that age range
in addition to the information his chief com-
plaint requires. As you will see later, through
audit, the medical stafl will begin to justify
modifications in the data base. But this is
unlikely to happen until the hospital’s board of
trustees takes that first step.

Problem List

A complete problem list includes medical,
social and demographic problems, because the
problem list is the quick picture of the whole
patienl as well as the table of contents for the
patient’s record. With a review of the data base
the physician is equipped to formulate a list of
problems. A “problem™ is some aspect of the
patient or his circumstances that disturbs or
endangers his health {(mental or physical). A
problem, then, is something that requires
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further attention for diagnosis, treatment, or
just observation.

A cardinal rule in listing the problem is for
the physician to state the problem at his level
of understanding. For example, if a patient is
admitted with chest pain, it should be listed
as such until evidence is gathered to determine
whether the chest pain is due to myocardial
infarction, pneumonia, pulmonary embolism, or
whatever. Physicians have used ‘“provisional
diagngses”™ and “impressions” gnd instead of
defning the patient’s problem, we find that
resources are being used to treat the
physician’s guess.

A complete problem list not only makes pos-
sible review to see that any given problem will
receive attention, but that it will be considered
in the context of the total set of problems. The
medications prescribed for one problem may be
contraindicated by another problem. Or, the
expensive diagnostic tests ordered for one prob-
lem may prove nothing because of medications
being given for another problem. Just as the
medical record is medical care, the problem list
is the patient. A complete problem list can help
to overcome the disadvantages from medical
specialization by keeping the whole patient in
front of the specialist.

Now you will find that physicians do not
like their patients to have long problem lists,
particularly when those problems are outside
of their usual competence. In this regard, your
position must be that the length of the problem
list is the Lord’s business, but the quality of
the list is the physician’s.

in addition to presenting the overall condition
of the patient, the complete problem list serves
as the table of contents for the medical record
by using the number and title of each problem
to identify plans and follow-up activities.

Plans

After formulating the problem list, the
physician’s next step is to outline a plan for
each problem. A plan, identified by each prob-
lem number and title leads to coordinated care
in the following ways. The physician is
prompted to think about each problem and con-
sicler multiple problem interactions. The plan,
titled by problem and number, preserves the
logic used in analyzing each problem and makes
it possible for consultants, nurses, and other
professional assistants involved in carrying out
such plans to understand the “why™ of their
actions. Without the understanding of this
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“why,” momentary oversights and basiec errors
can easily go undetected until their conse-
quences are reflected in the patient’s condition.
Therefore, this structured form of communica-
tion is the basis for a coordinated, team
approach to health care.

There are three distinct types of plans for
each problem. First, a plan for collecting more
information to better define and/or manage the
problem. Second, a plan for initial treatment
of the problem with an explicit statement of
procedures and parameters to be followed.
Third, a plan for educating the patient as to
the nature of the problem and his role in its
management.

The plan must be explicit in its procedures
describing a goal, parameters to be measured
or observed, and the criteria for determining
when that goal has been reached and treatment
should be terminated or modified. The patient
must be made an informed participant in setting
the goal for the management of each problem.
The patient’s awareness of the nature of the
problem, its prognosis, and the possible effect
of the problem on his life style are items within
his right to know. But even more importantly,
the management of the problem will usually
depend upon his understanding and participa-
tiomn.

It is this set of plans that puts into motion
the various skills and resources maintained by
the hospital, nursing tasks, orders for lahora-
tory values, radiology interpretations, medica-
tions, etc. Once these orders are related to
titled and numbered problems, administration
can begin to monitor how resources are being
emploved. The patient’s bill can be problem-
oriented to realize an integrated cost-henefit
picture of the patient’s care.

Such a problem oriented billing makes possi-
ble the linkage with the logic preserved in the
problem-oriented medical record.

Follow-up

The progress notes which also must be num-
bered and titled according to the problem being
considered are used to record and guide the
physician’s evaluation of diagnostic tests and
responses to treatment. Just as medicine is an
incomplete  body of knowledge and every
patient presents a unique set of conditions in
which problems are to be solved, so it is that
the plans do not always produce perfect
results. The physician is expected to perform as



a guidance system making the adjustments in
plans as dictated by subsequent events.

In addition to identifying progress notes by

problem, title and number, the problem-
oriented system structures each progress note
te include the following classes of information:
S: Subjective Data, The patient’s symptomatic complaints
and general status should he considered first and recorded
first. Guly in this way can a problem be followed {rom
the patient’s point of view,
0: Objective Data. Under this category. list laboratory test
results, Xerayréports, and physical findings. Flow sheets
should e used for problems being monitored by periodic
measurements,

A: Assessment, This includes discussion of severity, diag-
nosis (anatomy, physiology. etiology. function). prognaosis
and other changes in the status of the patient,

P: Plan.  As deseribed in the previous section. the plan
should include consideration of dicgnosis, treatment, and
education of the patient. In addition to an overall plan
and goal for each problem. there will he short range plans
recorded in progress notes.

This “SOAP”™ sequence should characterize
the notes of all staff—consultants, surgeons,
nurses, therapists—each individual recording
observations for the range of problems within
his competence. Frequent input from a variety
of viewpoints will provide depth in the patient
record and facilitate management.

Just as in the initial plans section, each time
a new order for hospital resources is made in
the progress notes, the problem oriented billing
should be updated with the posting of the
results in the patient’s record.

Now, quickly, what are the elements of the
problem-oriented medical record?

A carefully defined,
standardized and

PROBLEM-ORIENTED RECCRD

Now this has been a quick summary of the prob-
lem oriented medical record. | have not covered
how you resolve inactive problems on this list
or handle self-limited episodes as temporary
problems. In the hope that you will want to
know more about this system, I am leaving a
hibliography with Dr. Shortell which I hope will
be included in the publication of these proceed-
ings.

Before leaving this diagram, it is important
that you understand that the title and number
given to each problem in the complete problem
list is the same title and number used to identify
the plans and progress for that particular prob-
lem. So, if problem number 6 is chest pain,
we can see what the physician plans to do, if
anything, and we can follow the progress of
problem number 6 throughout the medical
record. And, in the same sense, if your charge
system was so organized, each aspect of the
patient’s care related to problem number 6,
chest pain, could be tied to that problem.

ADMINISTRATIVE [MPLICATIONS

This paper was invited for the purpose of
identifying the administrative implications of
the problem-oriented medical record. We
should begin with an understanding of the func-
tions that the medical record is expected to per-
form. It is the patient’s interest that is served
by the maintenance of a medical record. And,
although this audience is predominantly hospi-
tal administrators, we have all come to the
understanding that the patient’s problems

A complete list of
the patient's problems,

rigorously observed
DATA BASE

PLANS
Titled and numbered
plans for each problem.

4

titled and numbered
PROBLEMS LIST

FOLLOW-UP
Titled and numbered
progress notes on each

Goal:
More data
Treatment
Patient Education

problem:
S5—Subjective
O~-Objective
A—Assessment
P—Plans
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began before admission to the hospital and most
of them will not be resolved by the time of dis-
charge from the hospital. We also know that
one physician will not single-handedly resolve
all of the patients’ problems, but that it will
potentially require many different physicians,
other health skills, and various institutions in
the patient’s lifetime to resolve or manage those
problems. We have given a label to the goal
of coordinating all these different skills and
resources that will interact with a patient over
his lifetime. We call that goal continuity of care.
Just as the patient is the only common
denominator among these fractions of the
health care industry, the medical record is the
only tool which will permit us to define a system
of health care from these fractions. The medical
record must become the formula through which
these fractions can be shown to prove con-
tinuity of care, comprehensive care, and excel-
lence in care while at the same time proving
the equation, costs equal benefits. To serve
these purposes the record must have structure
and rules respected by all who serve the
patients’ needs,

The problem oriented medical record is a sys-
tem providing structure and rules possessing
the following essential characteristics:

1. The whole patient is made the focus of the record
through its complete problem list orientation as con-
teasted to those records which are preoccupied with a
primary cause of an episode of illness,

2. Excellence in care for the patient is stimulated by the
record’s structuring around the four phases of medical
action and the format within each of these compart-
ments, The practice of medicine is enhanced rather
than constrained by this strueture and rules for record-
ing.

3. Coordination among the various heaith skills and re-
sources is made evident through their communica-
tion in the record for eaclt problem.

4. The patient can hecome a participant in the solution
10 his own problems through goal setting, patient edu-
cation, and understanding the plans for each problem,
(We believe the patient should be provided a copy of his
record.)

The problem-oriented medical record is a tool.
[t does not assure comprehensive care, but it
makes shortcomings toward that goal visible.
[t does nol guarantee excellent care, but it
lends definition to quality and facilitates audit,
Like any tool, the problem-oriented medical
record is dependent upon its users for the
results it produces. [t should be clear that con-
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tinuity of care will never be functionally served
until the medical record used by all providers
is made the respected method for reaching this
coal.

As hospital administrators, the administra-
tive implications of the problem-oriented medi-
cal record begins by defining the functions of
the practice of medicine in terms we can all
understand. Within a defined system the physi-
cian is expected to practice through (1) getting
data, (2) defining problems, (3) setting goals
with the patient, (4) stating plans, (5) writing
directions, (6} evaluating results, (7) adjusting
plans, (8) redirecting. re-evaluating, readjust-
ing, etc. You will recognize that these terms
represent the classic pattern of administrative
action. Some physicians, just as some adminis-
trators, are splendid performers at each of
these tasks. But just as with administrators,
many physicians have recurring difficulty with
one or more of these tasks. The problem-
oriented medical record facilitates audit of per-
formance, offering the opportunity for improv-
ing that performance and, thus, improving care.

Next, the divisions of the problem-oriented
medical record into the four phases of medical
action provide the necessary control points for
audit. By following each titled and numbered
problem through these control points, it is pos-
sible to examine for thoroughness, reliability,
analytic sense, and efficiency in performance.
Thus, the problem-oriented medical record, its
structure and rules, with your standards, audit,
and discipline give you a self-correcting system
of measurable quality.

Finally, the problem-oriented medical record
offers us the tool needed to relate fiscal and
medical accountability at the point where cor-
rective action is possible. By tying hospital
charges to a specific problem instead of a
general patient, the hospital can achieve a new
dimension in its accounting and management.
In this regard, another important point desery-
ing re-emphasis is that the nurses, therapists,
and other professional assistants are recording
in the same progress notes, using the same dis-
cipline. The patient and his problems thus
become the focus for team action and the prob-
lem-oriented medical record becomes the
method of the team’s communication.

[n conclusion, the problem-oriented medical
record is the tool which will let us prove that
“We are not just doing the thing right, but are
doing the right thing,”
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The Administrator’s Role in Quality Assessment

A. WENDELL MUSSER, M.D.

CHATRMAN SHORTELL: Our next speaker this
morning is Dr. A, Wendell Musser. Dr. Musser
is Assistant Chief Medical Director for Planning
and Evaluation at the Veterans Administration.
He has his medical degree from Indiana Univer-
sity. He is a pathologist by training and has
been Professor of Pathology at the Duke
University Medical Center, and currently holds
that position in addition to his responsibilities
with the VA system, at George Washington
University,

He has served in a number of administrative
and advisory positions both inside and outside
of government in addition to his clinical
activities. His topic will be “The Adminis-
trator’s Role in Quality Assessment.”

DR. MUSSER: [ want to make some comments
relative to “The Administrator’s Role in Quality
Assessment,”

We run a decentralized system from the oper-
ational mode. The directors and administrators
of our hospitals have authority and autonomy
like T don’t think anyone else in government
has.

We believe in the decentralization of these
kinds of activities. Of course. the central office
must concern itself with policy on a national
basis, both in its interaction with other
branches of government. and as we try to com-
pete witn whatever forces we must confront to
get the necessary dollars from the Halls of Con-
gress to operate the system for which we are
responsible.

[ think prebably now, more than any other
time in the history of medical care, do we have
an opportunity to make a real impact. I want
to make sure that somewhere in this activity
we temper this effort to increase efficiency
and quality with some recognition of the ele-
ment of the patient as a human being as well
as his identity as a patient.

For those of us who have had, in the past,
responsibility for quality control in support
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areas of medicine, the evaluation of patient care
to us is fascinating, stimulating, humbling,
overwhelming, frightening, terror-ridden, how-
ever, we feel that the process is necessary and
in itself has a cleansing effect on the system.

We are very much afraid that we have set
for ourselves an unattainable goal, but the
cleansing effect may he worth the trip. At
least, we are going to say it is, and we are going
to take that trip.

Now I am going to steal from the system that
I represent today, and try to share with you
the idea and the basic assumption that some
things we have learned in our system may be
useful in other areas of the health care industry,
and that there is no need for all of us to make
the same mistake in our own individual way just
s0 we can show our individuality at the expense
of increasing the cost to the patient and to the
economy.

Some years ago we began to develop
methods for studying outcome of ecare in
psychiatric patients. [ am sure many of you
have read the publications in this area. It is
only in recent years that we have begun to hone
down on the problem and attempt to develop
a method that we could use from a systems
standpoint,

Our hospitals may belong to a federal system,
but they are just as individual in their way of
operation as any one of your hospitals are. They
have overriding national policy guidance. but
their individual operation has to do with what
kind of show the top man, the director. the
administrator, sets up.

Each of our hospitals runs on the energy
intellect and  program
individual administrator.

So we wanted a method that could be used
with the individual hospital but yet would allow
us to econsider transferability between hospitals
which would allow us to apply it to the total
system. | will make some comments = a
moment as to why that may be important -
you hecause we may be going through the pro-

awareness of the



dromata of a disease that all of us in health care
will share as we march into the land of universal
entitlement.

It is only recently that we ventured into
evaluation of the process of patient care. We
have had to look at our system as a corporation
because we have to be cost conscious, because
the law demands that we be cost conscious, and
therefore, we tried to look at our system in a
fashion similar to an engineer monitoring indus-
trial fAow.

The first thing we did was try to define clearly
what was the product. So one day I very glibly
went to the blackboard in my office and wrote
down: Delivery of health services to patients.
As we meditated the concept, we were dis-
mayed to find out that nobody reaily knew what
delivery meant; and that we could probably
write an encyclopedia of the various concepts

~obtained from the individuals gathered in my
office.

We said, “Let’s move on to the next part,”
and then we tried to define what health services
meant. We got all tangled up in the “cradle
to the grave” concept, and the quality of life,
because the quality of patient care has to do
with the quality of life, and since we were sit-
ting in the middle of one of the most interesting
social experiments in the history of this coun.
try, the Veterans Administration, I said, “What
is health services?” We couldn’t answer that.
Then we said, “We know what a patient is,”
and one of my very bright young Ph.Ds. in
psychology said, “You do? What is a patient?”

The discussion emphasized the confusion
which pervades much of the thinking today as
we consider the health care system and its
parts. What is the psychological pattern of a
patient? If | am worried to the point of [rustra-
tion and agony, and | am as healthy as anyone
on the scene, am I sick? Am I a patient? We
considered, in detail, Garfield’s grouping: the
well, the worried well, the early sick and the
sick. Is early sick a patient?

As I used to lecture students in the basic
introduction to disease, when I was a professor
in the medical school, “gentlemen, as you sit
there you are dying and you are aging and you
are degenerating. Are you sick?”

We then decided that we possessed, at least,
a working definition of what delivery of health
services is to patients and that with this in hand
we could move forward to consider the various
ramifications of patient care.

So we agreed to try to take the medical record,
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in all of its horror, as a record of that patient
care. We hope we can clean up that horror now
and use it, at least, as an indirect and, we hope
some time, direct measure of medical care. If
it isn’t, that is all we have got. So we have to
deal with what we have, not with what we wish
we had. So we began to study the record and
we began to worry about the role of the adminis-
trator.

I am very much aware that in this Morass
of medical care there has to be a top man coor-
dinator, and in my simplistic and pedestrian
approach to hospital administration, that is
what a hospital administrator is. The adminis-
trator must be involved and be a leader in the
administrative aspects of medical care. So,
obviously, we get into what is the administrator’s
role.

The administrator must recognize and accept
the responsibility for quality which is delivered
by his part of the matrix. You know there are
administrators who are not in hospitals, that is,
there are other parts of the matrix of health
services that the top coordinator, the adminis-
trator, must accept and recognize. The
administrator must personally accept the
responsibility for assuring the quality of care.
He delegates, but does not relinquish, for vari-
ous phases of a quality control program. He
must have some sort of reporting mechanism
of these quality control programs which report
to him personally.

You must create an atmosphere that is con-
ducive to critical self-evaluation, a promotion
of free exchange of information and ideas.

Everyone of us is approached every day by
intramural methodologies for quality assurance
which you will call just “my daily administrative
duties.” But they are quality assurance as far
as | am concerned,

In addition, you are approached by outside
groups, joint commissions, and some of vou in
“certificate of need” states are being harassed
by this form of accountability.

Unfortunately, many times the communica-
tion and the atmosphere of cooperation are not
present. You have to want this sort of self-
analysis and the communication of that desire
to the people below you who support you. This
communication is part of the beginning of qual-
ity assurance, quality assessment, and to me
is one of the crucial roles of the administrator
in this program.
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Through conferences, communication
mechanisms of various varieties, the adminis-
trator can focus on problems of health care
rather than reacting to individual acts of wrong-
doing.

If all you do is react, if all you do is run a
crisis administration, you know as well as [ that
it will be unproductive, unresponsive, and inef-
ficient.

The administrater can develop methods of
integrating findings of evaluation with the
objecfives of your institution, not the objectives
of Joe’s, your old buddy across town, but the
objectives of your institution which I am sure
each of you knows quite well. The integration
of the intramural and extramural evaluation
mechanisms is important and productive of use-
ful information.

We don’t do that, We take one group who
is harassing us. We react to it. We throw that
away and say, “Thank God they are gone,” and
then we deal with an intramural problem from
the laundry, from the kitchen, from the coro-
nary care unit, and oftentimes do not integrate
the pieces when they should and logically do
fit together.

We have to be involved in cost-henefit con-
sideration. This is a real tough area. How do you
do cost-benefit analysis? We cannot continue
with the spiraling eight percent of the gross
national product. By 1975, 105 billion dollars
will be involved in an industry that oftentimes is
very clumsy and inept at this sort of cost-henefit
analysis. Cost-benefit analysis will allow us to
bring about better distribution of scarce re-
SOUTCES.

The administrator must develop methods of
integrating and disseminating short- and long-
range programs. So oftentimes we take the
long-range goal as anything we can dream up
that sounds wonderful, and the short-range
goals are the “‘doable” things that we can get
past the board, and that day has got to go.
Priorities based on total institutional resources
and needs: This is quality assessment.

One must consider needs versus desires ver-
sus committed resources. How can you not
involve the consumer? I think that his desires
may call the tune for the legislative march
under which you and | will have to operate.

The development within your own institution
of a reporting system and a control mechanism
for the reporting system, a system that iden-
tifies what is being done, not what you think
is being done, is essential.

The administrator has the opportunity to
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blend the administrative type reviews with the
professional reviews. The authors of these two
reviews view themselves as separate and differ-
ent and I contend that they have much in com-
mon but use different tools. The group must
recognize that their long-range goals are identi-
cal, and understanding of their respective roles
is essential for attainment of those goals,

The administrative officer is the first one who
must take into censideration that evaluation is
not free, teach his staff this, and make the
necessary reprogramming that will allow him
to support evaluation studies. Evaluation does
cost money as was so eloquently discussed by
Dr. Williamson.

The administrator must recognize the legiti-
macy of the consumer as a participant in health
planning. Despite the consumer’s lack of techni-
cal expertise, he should have major input into
policy and operations. [ think at this peint in
time consumerism has fallen on a rocky shore
because of our ignorance, I think it is a sad
thing what we did to the consumer. A consumer
is an essential part of policy. He can be an
essential part of operation, but when you put
him in a position where he must make technical
decisions that are governed by licensing laws,
we have made a mistake, A great deal of anti-
consumerism feeling has been created and
many people ohject 1o their involvement in
health affairs. The consumer must be involved.
The total involvement of the national economy
demands his involvement. We think the con-
sumer should be involved. and he definitely is
in our national system through Congress and his
service organizations.

Next, the administrator must avoid unproven
stereotypes concerning quality. By explanation,
any teaching hospital that thinks it is ren-
dering high quality care just by process of
definition and identification and label is wrong.
They must develop their methods as will all hos-
pitals. In addition a smaller hespital without a
teaching program does not need to he a second-
class institution. One must also disavow the
concept that quality of medical care cannot bhe
measured. Maybe that is true, bul we must
attempt to measure it for some of the reasons
[ have listed above.

The administrator in his daily operation must
demonstrate concern with the details of the
methodology, not only with the recommenda-
tion. The administrator has to guard against
many things. A quotation often used in
Washington exemplifies one of these: “Govern-
ments are very keen on amassing statistics.



They collect them. They add to them. They
raise them to the nth power. They take the cube
root. They prepare wonderful diagrams, bhut you
must never forget that every one of these figures
comes in the first instance from the village
watchman who just puts down what he
pleases,” The administrator must concern him-
self with the details of the methodology, How
did one arrive at the number? What is the valid-
ity of this number? What is the validity of the
method? What is the reliability? Which watch-
man collected this? He must reward in this pro-
cess the superior performance. We are always
going to award people in our show who exhibit
a superior performance in the delivery, but you
have to think about these individuals who are
involved in the nitty-gritty of the evaluation
methodology. It is very easy to forget that they
are there. ~

The national system of health care now evolv-
ing will probably be multifaceted. The people
of this country will not accept a truly national
system: that is, a system similar to that of Swe-
den, New Zealand, Australia, Great Britain and
Germany will not be accepted wholeheartedly
by the citizens of this country, and we will have
some national entitlement approach with possi-
ble involvement of third parties. Most likely we
will consider the interface of the patient with
a maltrix of health services rather than the sim-
plistic consideration we now take of the inter-
face of the patient with a hospital, with a doc-
tor, or with a ¢linic.

We have regionalized our system of 170 hos-
pitals into 37 districts throughout the United
States. We have done this in an effort to do
what you want to do, make the system more
accessible to the patient and bring him a wider
array of services in a shorter response time at
the minimum of cost with the maximum of qual-
tty. Of course, this regionalization alignment
not only requires a formal means of evaluation
of patient care but in addition becomes the
framework for its establishment. Therefore we
began the development of a patient care evalua-
tion system,

We have a system and we therefore have
some kind of responsibility to it, and with
responsibility comes opportunity to use it as a
laboratory. That is the reason I came to
Washington because we have a fantastic,
beautiful delivery laboratory, encumbered by
restrictive laws and regulations, but also
endowed with many varied opportunities.

The medical district is evaluated by a team
picked by the administration of each of the hos-
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pitals in the district. The team is equipped with
various tools prior to the visit. The evaluation
mechanism, as was stated before, is composed
of several tools. One of these tools is the service
profile review. The Professional Service Chief
is involved, and therefore this portion may be
looked upon as continuing education quality,

In addition, we have a peer review-type sec-
tion. Peer review on the basis of a methodology,
a tool, an instrument, a devised instrument that
will allow for a more objective assay. Explicit
criteria review is another portion.

Staff satisfaction, which is so often over-
looked, is part of our quality assessment pro-
gram. Out of the staff satisfaction review can
come a tremendous amount of information
about the environment that the administrator
never really gets a chance to know. How does
your staff feel about your place? The fifth part
of the evaluation program is patient satisfac-
tion.

All of this material is made available to a sur-
vey team prior to the visit to a hospital. Tt is
made available to the hospital administrator
prior to the time of the team visit. These are
used just as guides and tools for the team
review: an overview of the hospital from the
standpoint of patient care and evaluation.

As you heard yesterday, part of the program
is diagnostic outcome which we intend to work
into the therapeutic outcome. We are working
at this point only on medical and surgical
patients. We intend to extend this to our some
32,000 psychiatric beds and eventually inter-
weave the information into a total package.

We think that the time will come when you
as an individual hospital will have to begin to
think of the matrix of your community, the ma-
trix of your county. The system as it is now
evolving will demand that you begin to think
of the system’s interaction as a matrix rather
than as disconnected units.

In closing, | would like to hammer home a
final thought. I have spoken at length about
consumerism and the legitimate rights of con-
sumers to be involved with us in planning and
setting goals for your, and their, hospitals. Do
not for a moment forget that you are the con-
sumers of both managerial and professional
quality assessment. So although we recognize
the necessity for wholehearted support of
evaluation as the only method by which we may
lift ourselves by our bootsiraps, still, be wary
of the professional evaluator as he comes pur-
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veying his wares. Examine carefully, and do not
be lulled by his arrays of figures. I do not
remember the exact quote but Albert Einstein
said something like “Don’t tell me the conclu-
sions of a researcher, just tell me what he did
and what were his findings.”” Do not be reluc-
tant to question the conclusions and recommen-
dations of your evaluation staff but do study
their data.
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Before being taken in by the razzle dazzle
of some high powered monitoring equipment
consider your priorities. He who picks up one
end of the stick must pick up the other. Support
of one program is always at the expense of not
supporting another.

As yet, we do not have a Consumers Report
for quality assessment. Caveat emptor.
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CHAIRMAN SHORTELL: OQur speakers yester-
day and today have posed many issues and
challenges. How does one implement such a
program? What is the role of the consumer?
These are but a few of the questions addressed.
With the help of the panel and your questions,
I hope we can explore them further; especially
in terms of their day-to-day implications.

Carl, we welcome any comments or thoughts
which you’ve had.

MR. BERGKVIST: I tried to figure out why I
have been asked on this panel. I think 1 finally
figured it out. One of my roles that Steve didn't
mention is President of the Hospital Associa-
tion of Pennsylvania. I think that is why [ am
here, because as you may have heard, in Penn-
sylvania all of our hospitals don’t have the
problems that you are discussing here today
because we have been certified to be rendering
the highest quality care in the most efficient
manner at the least cost of any state in the
United States.

Now we have been so certifed by Dr. Denen-
berg, and if any of you would like to avail your-
selves of his services to certify you in the same

way he has certifed us, we would be pleased
to gift wrap him and send him to you as a CARE
package.

I think all of us who are in the hospitals have
been stimulated by the theoretical concepts
that we heard advanced yesterday and perhaps
some of the more practical ones this morning.
They have been very stimulating, but we have
been sort of frustrated, I guess, also by the
realities of the time constraints under which we
find ourselves, and perhaps, Dave, if we had
listened over the years a little more to Larry
Weed's evangelistic fervor, as he went about
proposing the problem-oriented medical record,
we would be alittle better off. But Steve alluded
to the fact that our hospitals, some time ago,
elected to participate in the demonstration proj-
ect with the AHA to see if we could demon-
strate the workability of the QAP program. We
haven’t come to that with that demonstration,
but we are working on it.

The reason our hospital, our medical staff,
the administration and the board decided they
want to go this route was that we feel very
strongly we would like to retain peer review
within our own institution rather than have it
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imposed from without. We think it is more
meaningful if we can do it in that fashion, and
that is what we are about.

We found some interesting things as our
medical staff has attempted to develop cri-
teria under which it is going to evaluate the
quality of care rendered. Its first shot at the
criterta developed a laundry list as was
described yesterday, and when it then checked
out the records in those disease categories, it
found that very few of them met the criteria
which They, themselves, had established. So
the staff went through the process of refining
down the criteria to a probably more workable
and practical aspect.

One thing that Dave Miller said that I hope
he will amplify on a little bit, and 1 will give
him an opPortunity to do so in a minute, which
challenged a few of us, and perhaps it came
across in a different way than Dave meant it
to: he said he detected a reluctance on the part
of administrators to concern themselves with
or become involved in medical records or their
quality.

I challenged this, and we had a little side
bar conversation on it, and I think perhaps
Dave could shed a little more light.

MR. MILLER: My comments were related to
the fact that hospital administrators and their
boards of trustees have heen worrying about
one end of the health care business, and a
physician and his peers have been worrying
about the quality end of it. I do think that we

have developed a philosophy and a tradition.

after many years of formalizing this relation-
ship, and what Carl is asking me to say is that
I am not suggesting that we just all decided
in Day One that is the way it ought to be.

Clearly, physicians have jealously guarded
their prerogatives about medical care. I don’t
know of any hospital administrator who, going
through his residency or early experience,
hasn’t found out what it means to trespass into
that area, so that to some extent, certainly, it
is a conditioned philosophy and a conditioned
tradition.

But [ would like to turn around and then put
the burden on the other side of the coin and
say when we talk about having consumers come
on the board, and unless they are health care
professionals. they all start out like con-
sumers when they come on the board.

We go through this game called “educating
the new hoard member.” You know what that
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means. That means he is not educated until he
thinks about the world like the hospital
administrator sees it, and the hospital adminjs-
trator has been conditioned not to look at the
medical record.

Now that is what I am talking about, and that
is a hurdle, and that is the problem.

CHAIRMAN SHORTELL: [ think as we go along
here, we will take questions from the audience
that come up. So if any one has any questions
on anything at this point, let us hear them.

COMMENT: Before I attended this confer-
ence, I thought I knew what high quality care
was. Now, | don’t.

CHAIRMAN SHORTELL: A successful confer-
1
ence!

QUESTION: T would like the panel to address
itself to what I consider an ethical problem, and
that is the invasion of the privacy of the patient.

A patient comes in with a broken leg. Gather-
ing this data base, admitting him to the matrix,
means that you are going to do a cardiovascular
work up, blood work and rectal examination.

Does the patient want all this? Never mind
the cost of it. He just wants his leg set. Now
is it good care to do all this, collect all this data
base, or is it not good care?

CHAIRMAN SHORTELL: Dr. Praeger, do you
want to address that as a beginning?

Dg. PRAEGER: Coming from an academic
institution, if somebody did not do a rectal
examination on somebody who came in for a
hangnail, I think that we would consider his
work-up incomplete. So [ obviously approach
the problem from the academic institution point
of view, which I think I can defend on certain
grounds.

Number one, in an academic institution, we
are trying to teach physicians as well as provide
good quality care, and if we do not insist that
patients get rectal examinations even for what
appear to be problems which do not necessarily
involve this, we may be missing a rectal car-
cinoma, perhaps, in just one out of 100 or one
out of 500 patients. I don’t know, but we are
not teaching people to be good phvsicians, at
least, not according to the guidelines we have
set up.

[ think this problem comes up fairly fre-



quently in terms of invasive procedures, in
terms of costly procedures, in terms of hos-
pitalization which may be fairly prolonged, and
which may not necessarily hone down on a
specific problem. So I think that the question
that you asked is a very complex one, at least,
from my point of view.

Our obligation in terms of training physicians
properly may at times be at cross-purposes with
what the patient thinks is all he needs, and are
we infringing on the patient’s right, therefore,
and his expectations by doing things which he
may not see the need for, or want, in order to
further medical education. So I am sort of
reversing the question, or perhaps looking at
it from a different point of view.

QUESTION: A patient who asks for admit-
tance in a university hospital has an implicit
contract that there are medical students, that
there will be these kinds of invasions, and he
Is agreeing to them when he admits himself into
that hospital.

How about the community general hospital?

Dr. WaLDMaN: 1 would like to try to talk
to that for just a minute.

I suppose that if a fractured leg walked into
a hospital, then all 1 would do is take care of
the fractured leg. But unfortunately, or for-
tunately, as the case may be, that leg is
attached to a patient, and while doing a rectal
exam may do nothing to take care of the leg,
[ don’t have the responsibility, even though 1
am a surgeon, and Dr. Peterson may argue with
me~—I don’t feel that I have a responsibility just
to take care of the leg.

I feel there is a responsibility to take care
of that patient.

Dr. Praeger’s point is well taken, but in the
community hospital, we are responsible for the
health of the patients, or at least, we are trying
to learn to be responsible for the health of them,
not just to cure their illness.

You can’t legislate good health, and [ will
go back to your point about the patient’s right
of privacy because you realize he gives that up
the minute he walks into the hospital. Try feel-
ing private walking around in one of those
gowns with a hole down the back of it, or per-
forming your most secret body functions in the
middle of an open ward on a cold steel can.
There is no privacy. I think the patient loses
whatever right he may have had to it in those
circumstances.
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We can’t legislate good health care. We can't
make sure that patients wear seat belts. We
can’t stop smoking. We can’t stop drinking, but
at least when we have that patient in the hospi-
tal where he is a captive of the system, we can,
I think, in all good conscience, do those things
that the present state of the art tells us will
help us to protect that patient against diseases
for which he may not presently be ill or sick,
and what is sick, but he may be at risk for.

Dr. Mussgr: I think this is an extremely
important question you have asked and it is one
that we have to wrestle with. I am afraid it is
so terribly complex that the first thing we need
is an anatomist who can dissect this thing into
its component parts.

One of the things we are facing, which goes
right along with this in a basic minimum data
set, is what the basic offering should be to this
sort of problem,

It becomes crucial to us in our environment
because our entire organizational setup is based
on a disease-oriented system, rather than a
patient-oriented system.

Of course, I submit that any system based
totally on disease orientation is not the total ser-
vice to society, that we have got to get back
to looking at the total patient.

When you ask that question, you ask the
question that we now face in relation to the inci-
dence of cardiac catheterization. Why does X-
hospital, which will never have the expertise
for open-heart surgery or any kind of cardiac
surgery, have to have a cardiac catheterization
laboratory, and why are they doing cardiac
catheterizations? Because somebody has to
learn.

When is a procedure diagnostically neces-
sary, and when does it come under the concept
of assault and battery? This very complex ethi-
cal conundrum that weaves its way into any
program for quality assurance, and for cost-
benefits analysis, is extremely complex. There
isn’t any really simple answer to this.

We have to take the component parts of it
and deal with it. Your comment relative to the
privacy and the sanctity of certain kinds of
information is a tremendous problem in this
area. That is why we have a council of approx-
imately 200 lawyers whose total job is to protect
the rights and privacy of information on patients
that are under our ward.
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[ have never been able to understand the
intricacies of this. I probably never will. Prob-
ably that is why these guys will always have
a job, but this problem comes into play.

Are you violating the patient’s individual
rights and the doctor-patient relationship if a
hospital administrator pages through the chart?
There are some people who say yes. I happen
to think that is idiocy because 1 believe in this
worn-out cliche of a group of people, a team.
I even hate to use the word because it turns
people off, but there are a group of people
involvéd in medical care, and there are people
who do not have an M.D. degree.

MRrs. RoseMary Love: 1 happen to, and
many consumers, regard health as a right to the
individual, and one thing that has not hap-
pened, isthat he has not been given that right
to be a healthy person growing up and becoming
an adult, in many instances, when you look at
it from an economic point of view of the
individual patient.

I personally would condone having the total
workup because so many people do not realize
that they are ill, and that what we should direct
our society toward is preventive medicine. You
hear very little of it.

A few years back when the health center
movement started, you heard quite a bit about
the preventive health care, and somewhere it
got bogged down because they realized that so
many people have been kept out of the health
care system until you still had to deal at the
site with tragic illnesses, and that you had to
deal with crises in medical care.

When you talk of a community hospital, that
is another term that has to be defined. It
depends on what group you are talking to
because so often a hospital is called a commu-
nity hospital when it is applying for funds, and
does not serve the residents that are
immediately around it.

1 think we have really got to start thinking
in terms of developing a health care system and
using the term where the hospital is not
separate and apart from the other components.

I will give you an example. So often we have
these programs that concentrate on one par-
ticular kind of illness, and that is all they will
worry abhout, taking care of an individual, when
a lay person on site can see that other things
should have been done to make this person a
whole being and a healthy being,.

I think one of our problems that we have in
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this city, when it comes to education, one of
the Board of Education’s problems, is that so
many of its youngsters have hearing deficien-
cies. They have eye deficiencies, and so forth,
and you find an absence of institutions like hos-
pitals even cooperating to deal with these correc-
tive kinds of things, and where we find many
of the same people that sit on the board of
trustees of your hospitals and many of the
administrators and the physicians assigned to
the hospital are also somehow related to other
kinds of institutions. You find that, and I am
sure most of you are more aware than I am
of the kind of an illness many of the poor people
from the ghetto, inner city, or whatever ter-
minology you are going to use, that are born
into the world handicapped, diminishes their
right as they grow up to this right of quality
of life and so forth.

What I am referring to specifically is this dis-
ease that is not discovered until the child is
about seven years old, where at the time the
mother was pregnant, toxic poison happened to
the fetus, and when the child was born, it
wasn’t discovered. Thus, mental retardation set
in and so forth.

What I am saying, I guess, is that for the
disadvantaged person this whole idea of having
this data bank and patient workup to correct
these illnesses in order to give that person
somehow a more even chance in living to his
full potential, that all human beings should
have,

I look at the criminal justice system. If a
traffic policeman stops you for violation right
out in front of this university, within 60 seconds
he knows whether or not there is a warrant out
for you. He knows all about you from his radio.
He gets this information electronically and can
tell whether you are wanted, whether your
driver’s license is valid, etc.

1 would like to go even a little bit further and
see developed a kind of medical record system
where you have a central location so that
wherever the individual is, if he should become
ill or have to go into a hospital, that hospital
could tap into this computerized network and
find out all of this information, rather than have
it central to each individual hospital. Because
people are mobile, there would be something
on a national basis.

CoMMENT: | would just like to make a few
comments. When 1 was in medical school. 1
was taught that a good physician will put his



finger into every available opening. I think that
is still a pretty good dictum. I think that instead
of an invasion of privacy, most patients will
appreciate a total and complete physical exami-
nation which they probably have not often
obtained in their lifetimes.

I am a practicing physician, and I know by
experience that many hearts are listened to
through a closed shirt. On the other hand,
implied consent or consent should always be
obtained from a patient and possibly in writing
because many physicians have been sued for
assault and battery simply on that basis, that
if a consultant comes in and examines the
patient without the patient’s knowledge, later
he may be hit by a suit for assault and battery.

The other side of the coin is that if you don’t
look, and you just set the broken leg, you may
be in for a malpractice suit for having missed
a rectal carcinoma.

I would like to have the panel address them-
selves to what in my mind is a drawback to
medical practice, and that is the whole concept
of the malpractice suit. The malpractice suit
was alluded to yesterday as a spur to better
health care and better health care delivery. On
the other hand, I can foresee that many physi-
cians do not do certain things which they should
do for fear of being involved in a malpractice
suit.

I think that the medical profession should
address themselves to the legal profession in
terms of the malpractice suit and where it is
leading us in this country.

MR. BERGKVIST: Could you amplify that a lit-
tle bit further? I have always heard they would
do things they wouldn’t btherwise do for fear
of malpractice. Now you are saying that they
don’t do things that they should do because of
the fear.

COMMENT: | am suggesting that it works both
ways. For example, for a long time physicians
would not stop on the road to help a patient
who might have been in an accident because
the laws were so set up that if he got involved,
not as a first aid man, but as a physician, and
something went wrong, he could be sued for
malpractice. Many states have adjusted this
law.

But for example, we have been talking about
the abundance of coronary care units, but I can
see in the future that if a coronary patient is
not admitted to a coronary care unit, the phy-
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sician may be sued for malpractice if that patient
dies because he did not receive what is thought’
to be optimum care.

The same goes for the battery of lahoratory
tests today. We submit a patient’s blood sample
o an automatic analyzer and get a battery of
12 tests, whereas, in reality maybe we need
three out of the 12, but if the 12 are not done
and the patient suffers some adverse reaction
later, the lawyer will say that the appropriate
medical care was not given or that it was avail-
able and was not used.

Dr. MUSSER: Again, we have the responsi-
bility in the malpractice area for 5,400 M.D.’s as
well as a number of dentists and doctoral
people of other levels, We have dealt with
this problem as a factor not only for positive
input in quality assessment, which I feel, if that
is the methodology by which we are going to
approach quality assessment, I am not sure that
I want some of it, but also from the negative
aspect which is what you are talking about.

I think that as we approach, and I hate to
put these two in the same discussion but I think
there are some similarities—the no-fault insur-
ance, car insurance aspect into the malpractice
aspect—if we have a quality assurance, an
evaluation mechanism, an accountability
mechanism built in that aids the physician and
therefore the patient, then we can begin to
think of this malpractice basis not just from the
punitive standpoint. We are trying to study it
not from the standpoint of getting somebody,
but looking at it from the patient’s standpoint.

What is the problem of the patient as a result
of his experience with the health care delivery
system? How has it interferred with his rights,
privileges, and that indefinable thing called
quality of life, and how does one relate that
to some monetary figure, if that is the problem?

We think that the basis of malpractice, as
it is now practiced in this country, is a terrible
negative situation, and it is high time that at
least in our own system, where we can—I hate
to use this word, but actoally control a little
bit more the basie approach to malpractice, that
we look at it from the standpoint of rehabilita-
tion, reparation and not from the standpoint of
some punitive action.

I must confess we don’t have very many
answers at this time, but this is the approach.
This is the methodology we are trying to use.
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We have a few studies underway, along this
line, with the aid of some very fine universities.
One of them is a group at Brandeis and maybe
the thing we are trying to do is impossible, but
rather than looking at just an accounting sheet
on health, to look at the entire social picture,
the benefits of a certain group of people who
must get help for their housing, who must get
help for food, who are disabled, who must have
an attending nurse, who must interface with the
public health service, who must go to the
neighberhood center for something or other and
take the entire spectrum of social benefits, most
of which are paid for by tax dollars, and see
how this impacts on the health care system,

Now part of that study, not the primary push,
would be: How do you protect, in this kind of
total environment, the participants—not only
the physician, but the nurse, the social worker
or anyone else involved? How can you legally,
within the area where this is operating and the
under-practiced laws of that area, make this
thing operational? Because if these negative
kinds of restrictions are operational in this envi-
ronment, not only is it an impediment to health
care as far as we are concerned, but it is an
impediment to all these other things that we,
in our system, are responsible for.

MR. MILLER: I do agree with Dr. Musser. 1
would like to approach it from just a little differ-
ent angle.

I think, first of all, patients have the right
to remedy, and unfortunately that remedy has
been on the increase because we don’t have
a defined system and not everybody is playing
the game hy any set of rules that we all under-
stand.

[ heard an attorney in Cleveland. who enjoys
the practice of pursuing malpractice suits,
address a medical staff in a hospital and explain
three cases that he had just handled and made
some generalizations out of this.

First of all, the malpractice suit is generally
initiated by the individual. the patient, and
there are casues for that. Many of those causes
can be interrupted or overcome, depending
upon the relationship that has been established
with that patient.

When we try to talk in terms of a recording
system which has rules. we are talking about
an adult relationship for that patient with the
physician. We are talking about the patient and
the physician both understanding what are the
total sets of problems. We are asking the
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patient to participate in setting the goals for the
solution of those problems, and follow the plans
for them.

Not all the goals get met. Not all the plans
get followed, but you now have an adult rela-
tionship between the physician and the patient.

From what I can recall of what the attorney
described as the basic causes for malpractice
suits, this kind of a relationship would certainly
serve to eliminate many of them.

CoMMENT: T would like to point out as a par-
tial response to the gentleman’s question,
something that isn’t going to be the definitive
answer, but in the event that a medical staff
has gone to the trouble of establishing what it
considers valid criteria for the management of
a particular clinical entity and has committed
these to a record somewhere, the physician
confronted with a malpractice action in this
area does have some support.

Of course, this isn't going to stop the initia-
tion of a malpractice suit if a determined lawyer
and a patient are involved, but it does help to
provide the physician in question with a certain
amount of backup and support in fighting the
action.

CHAIRMAN SHORTELL: Let me ask a question
that has been on my mind. Yesterday, and I
think a little bit today, there has been a lot of
talk of employing some of these new
methodologies in terms of quality assessment
and the issue of how you motivate or change
physician behavior. How do you get them to
go along with some of these things?

l am somewhat curious, and it was rajsed by
a couple of other people, I think, in terms of
what are the implications here for medical
education. It appears difficult to change the
behavior of physicians once in practice. But it
is another thing in terms of 21-year-old students
just coming into medical school. What is there
about the educational ‘process in terms of
monitoring the quality of care, in terms of learn-
ing to work with nonphysicians, in terms of see-
ing some of the implications of these organiza-
tional relationships once he gets into practice
which might be done in the medical school set-
ting? What is going on at this level?

Dr. PRAEGER: [ think at the present time
there is a tremendous vacuum in this particular
area because, at least in the academic institu-
tions that [ have been affiliated with. both as



a medical student and a house officer, there
is little awareness on the part of the house staff
of certain standards which may exist for quality
care, mainly because such standards are not
very explicitly relayed to him in a general con-
text.

In other words, when we are dealing with a
particular patient, with a particular illness and
a particular diagnosis, the attending physician
may discuss the various differential diagnoses
and the management of this particular patient.
But, I think in terms of a broader overview to
the problem™of how to relate with patients, how
to follow them thereafter, how to make their
hospital stay most profitable in terms of the
amount of time and money spent, I think there
is very little which is really done in this area.
Frankly, most house officers and most medical
students would be very receptive to an intellj-
gent and organized approach to relay certain
standards to them. I think they feel the need
for this, although they, perhaps, may not articu-
late it.

You have to realize it is an overwhelming
thing to go from medical school and all of a
sudden be an intern and be faced with sick
patients right and left. You are, by and large,
faced with the most sick patients that there are
because you start off with inpatient care. You
are groping. You have to rely upon what your
attendings and residents tell you. It is just a
very haphazard system, and if a house officer
happens to come through the system at a par-
ticular place and comes through with certain
criteria and standards of quality medical care,
great; but there are many instances when this
actually does not occur.

So I think that setting up criteria, the sort
of things which were discussed yesterday, as
[ understand, would really be welcome by most
people in medical school and house officers,
and I think they would realize that it is for the
ultimate benefit of the patients and also give
them something to really grab onto in terms of
monitoring and assessing the quality of care
that they provide.

DRr. WaLDMAN: I want to offer again that
there is a little light on the horizon. There are
efforts, and [ believe there were a couple of
contracts left from HEW last year or a vear and
a half ago, to develop curricula at the under-
graduate level on medical records, the assess-
ment of quality of care, medical audit and utilj-
zation review. [ know one of the areas where
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the curriculum was developed was at the medi-
cal school of the University of California in San
Francisco. That particular curriculm in a pilot
study was offered this past semester, and some
reports [ have were that it was very successful.
The curriculum is now being written up and
hopefully will be promulgated to the other medi-
cal schools in this country. So there is some
hope, and there is some effort being made to
get this kind of information to the medical stu-
dent at the undergraduate level.

You will find that in many of your hospitals
they are beginning to get house officers sitting
in on medical staff committees so that there
is some graduate training, however under-
structured at the present time, in these same
ideas and the same techniques, and 1 for one
am very glad to see it because I remember the
first day, not so much when I came into a hospi-
tal as an intern, but when I fnished my
residency as a surgeon and joined the staff of
a hospital. All of a sudden I found out, out of
a clear blue sky, that | was expected to work
on a committee. What was a committee? What
was it supposed to do? And nobody could tell
me what it was supposed to do. All they could
tell me was what they did. That is not an
answer.

CHAIRMAN SHORTELL: In both of these
experiences, I am curious as to the role of the
hospital administrator.

Dr. WALDMAN: Are you asking me, Steve?

CHAIRMAN SHORTELL: Yes, also Dr. Praeger,
if he wants to comment.

DR. PRAEGER: Since | am sure there are
many administrators in the audience, perhaps
it is appropriate for me to say at least in
academic medical institutions the administrator
to the average house officer is a person who
is using up money which could much better be
assigned to better laboratories, more drugs,
more diagnostic procedures. Administrators
should have fewer offices, should cut their staff
in half, and any time they hear of a new
administrator being added and so on, it is obvi-
ous, at least to the house officer, that the money
could have been spent in 2 much better fashion
it they had given it to him, the house officer
that is. So [ think that there is very little com-
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munication between house staff and adminis-
tration. [ think there is very little concept of the
problems that an administrator faces.

The reason I can speak with some greater
sympathy for administrators is that | spent two
years on an Indian reservation and found
myself in the position of administering a 33-bed
hospital after one year of internship. So when
I returned to my medical residency, I wasn’
quite so glib in eriticizing administrators or in
dismissing their problems.

I think that, again, I would like to just make
this erfe sort of generalization. When you get
a medical student, when he leaves medical
school and begins his internship, first of all he
usually is the most idealistic he will be the rest
of his life. He starts off with a certain quantity
of idealism which is probably at its greatest in
the first-year of medical school, diminishes
somewhat by the fourth vear but not very
much, is very high as an intern, but somehow
by the end of his residency or fellowship, that
idealism has really dropped to a very low level.

I think there are many reasons for this, and
I certainly can’t go into all of them, but the
point I want to make is that at the present time,
we don’t make use of this idealism when the
individual begins his internship because we
place a premium on diagnosis, on patho-
physiology, on being smart on rounds, on
reading the literature, on just being a brilliant
diagnostician,

We place a terribly low premium, the lowest
premium, on guality care in terms of how you
relate to your patient. What is going on at
home? What kind of life is this patient going
to return to? What kind of followup is the
patient going to get in the clinic? That is why
I answered before that I really think there is
an enormous need for some kind of guidelines.
If the hospital does not set them up, then it
is up to some sort of organization or system
above the hospital, perhaps national medical
associations or something to set up guidelines
so that the student’s idealism and the intern’s
idealism will not be frittered away, so he will
have something concrete to relate to, in terms
of his care of the patient.

I certainly think, I might add, that there
ought to be some way in whjch administrators
and house officers might just get together to
talk things over a little and to view one
another’s problems.

Dr. WaLbman: I guess the expression has
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been used “Beat a dead horse,” but there isn’t
a dead horse on this platform, so I guess I wil]
repeat what has been said a couple of times,
and that is, that the administrators—and | am
going to take this from both sides, both the
administrator and the medical side, and I will
probably chew on both parts of the hospitals
—have abrogated a responsibility for medical
care by staying away from it, by being afraid
to get involved in what goes on in the hospital
medically speaking, and that abrogation has,
indeed, carried itself right down to the medical
record. | think that is a fault.

The physician has abrogated a responsibility
for controlling the quality of medical care by
insisting, up until not too long ago, that every-
body else stay away from his records. I don’t
think that works, because the only one that
loses is the patient.

I have been trying to think up a better word
than “teamwork.” I don’t want to turn people
off either. Maybe partnership is the word, but
partnership usually involves equality of the two
people involved, and I don’t think there is an
equality,

The legal responsibility is very clear in a hos-
pital. It is in the board, and the administrator’s
old hack phrase: The Board in residence. Fine,
I think that can be recognized.

The administrator, while not perhaps being
technically competent to judge the quality of
care, has the responsibility to make sure that
the medical staff does, indeed, systematically
examine and control the quality of care being
given in the hospital.

But along with every responsibility, of course,
comes some kind of not only responsibility or
authority to do, but comes responsibility, I
don’t think the administrator can discharge his
responsibility by just saying to the medical
staff: “All right, you go out and show me what
good care is, and show me you are doing it.”

I think he has to help. Maybe there is a part-
nership at one level, at the level of actually
implementing a systematic way of looking at the
quality of care.

Physicians have tried to do it. You know, tis-
sue committees, that sit down and leaf through
charts and try to figure out what is going on,
and maybe the medical record librarian is pres-
ent, or the medical record administrator. And
maybe he or she is not present, and maybe the
physicians can read the medical records and

try to find out what is going on, and maybe they
L
can’t,



There is a manpower problem. There is a
problem in establishing a system and making
it work.

I think the administration of a hospital has
the authority to make sure that it works. I think
they have the responsibility to provide support
to the physicians who have to carry out the
technical aspects of it. Support in terms of
assisting them with clerical function, of provid-
ing medical records, of providing a data system,
of providing the tools that the physicians can
use to evaluate the guality of care just as impor-
tantly as they have the responsibility for provid-
ing the other tools that physicians use in taking
care of patients.

CoMMENT: I would speak only to second
what Dr. Praeger said. Those partnerships do
go on.

I am a practicing physician involved in pri-
mary care, also a voluntary chief of staff of a 400-
bed community hospital. I am here to learn at
the invitation of my administrator.

It occurs to me in listening to the speakers
for the past two days that we are going to add
appreciably to the cost of care with doing this
thing.

I am concerned about the costs of care. In
our hospital, when someone is admitted from
one discipline, if we are to institute this type
of recordkeeping, it will, of necessity, require
that each patient have a generalist or a family
physician to attend him to collect data, to
evaluate problems which the man limited to one
discipline cannot do.

I am asking what impact, or are there any
figures, to indicate what that will do to the cost
of care in this country, and what it will do to
the cost of caring for people in the hospitals
which are now constrained under Phase III
from increasing their costs. | sympathize with
administrators in that particular respect.

MR. MILLER: First of all, it has been said a
few times in the last couple of days that quality
of care, whatever that elusive thing is and the
measurement of it, isn’t going to be free.

Dr. Musser made the point that everything
costs. Now | dont know what condition that
patient is being admitted for in your hospital,
but you should have a complete data base. By
saying, “complete,” that is your standard. I am
not saying you have to have every exhaustive
test in the world. You define the standard for
what that data base ought to be, but whatever
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the patient’s condition is, presumably there
ought to be a standardized, defined data base
that is obtained every time.

Now the system of care that we are talking
about in a problem-oriented system does not
assume that the patient is going to be treated
episode to episode to episode, but that you do
at some point initially get a complete data base
on the patient.

If it is in the physician’s office, that is fine.
1 assume the patient you are talking about is
being followed by a generalist because the
physician you were just talking about is not
going to take care of the whole patient. So at
some point in the career of this patient, as he
goes from doctor’s office to doctor’s office, and
to the hospital and wherever, a standard data
base is going to be obtained and it has to be
updated.

We are collecting information now that we
don’t even know how to use because we don’t
colleet it for a problem-oriented approach.

I know of at least one institution where about
20 percent of the pathology requests that are
sent down on pathology laboratory specimens
just never get back, and we know that the doc-
tors, if that lab value isn’t back up there, rather
than have to sort through the record or wonder
what happened to it, order another one. So,
until we start to tie the results of laboratory
records, various laboratory requests and x-ray
requests to problems, so people become con-
cerned about them from a problem point of
view, from that team point of view that every-
body is reluctant about, which the nurse is wor-
ried about whether or not the value came back
for that particular problem, we are going to con-
tinue to have that kind of waste.

I would be quite prepared to argue, although
I don’t have many facts for the argument, the
kind of waste that is going on in terms of tests
which are not needed, days that are not
required, problems that are missed and require
extra days in the hospital, the kind of cost that
is a wasted cost will be more than enough to
pay for whatever your minimal data base may
be for the patient coming into the hospital.

CHAIRMAN SHORTELL: Carl, what has been
your experience with QAP in your hospital?
Have you had enough experience with it yel to
say anything, to say whether it is costing more?
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MRg. CARL BERGKVIST: No, I don't think we
have any definitive information.

It is obviously costing tremendous amounts
of physician’s time, which up to this point, at
least, has been on a voluntary basis. Whether,
when the program is finally implemented we
can sustain that purely on a voluntary basis,
is something we are trying to think on now. But
I would agree, and [ am speaking now to Dave’s
problem-oriented medical record, you might
spend a little more in the initial stages gathering
the duta base, but you might effect a savings
that Dave was mentioning. Therefore, the cost
in total might be no greater than it is today with
better results.

I would just like to make a comment to finish
off what 1 think was an unfinished statement.

I was glad to hear Dr. Waldman say that med-
ical schools are now including in their curricula,
at least on a voluntary basis, some courseés that
offer an understanding of the administration,
politics and economics of hospital operation
because I think this is where a physician is
going to spend a good share of his life, and it
has been our experience that our house staff,
when it comes to us, is basically fairly
uneducated and uncertain in all three of these
areas. We have had to set up some rap sessions
and courses with them to try and give them a
greater understanding of the real world in which
they are going to spend a good share of their
life.

[ think if you can start back when the student
is a freshman in medical school, and continue
it progressively forward, we will have a better
communication system.

MR. MILLER: May I add one comment? This
will be brief. It is related.

In the same sense, I think it is within the
last three months, I received a copy of the most
recent catalog for the University's program. |
noticed that they are holding medical ter-
minology courses yel for hospital and budding
hospital administrators.

You might get them involved in medical
records in your next course.

If we want physicians to understand adminis-
tration, we had better get the administrators to
understand medical records.

QUESTION: [t seems to me from what the
panel and others have been saying in their pre-
sentations over the past couple of days, there

might be a stage being set for a new breed of
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physician administrators. | was wondering if I
had misheard.

DR. WaLDMAN: [ think the answer to that
is very definitely no. I am not a physician-
administrator. I am a physician. I happen to
be a physician who is interested as a health
care worker, but | am not interested in adminis-
tering a hospital. I would probably be a lousy
administrator, and I think you will find that
most physicians, the vounger physicians in any
case, will agree with me; I know that all of the
hospital administrators will.

At the same time, 1 don’t expect a hospital
administrator to be able to practice medicine.
As a matter of fact, I would join Dr. Musser
in making sure he got to jail if he did.

What T do expect him to do is understand
something about, perhaps, not why the physi-
cian is doing what he is doing, but at least have
an understanding of what he is doing, of what
15 going on, so that there is communication
between the medical staff and the administra-
tion and the board of trustees, a communication
which, despite joint conference committees and
everything else, [ am sorry to say, I do not
believe really exists yet.

CHAIRMAN SHORTELL: I think underlying
your question, and it seems to me an issue cur-
rent through the two days, is: How do you really
integrate clinical and administrative decision-
making? It seems to me that is what we are
talking about in terms of a hospital as an organi-
zation, and these are some of the issues, |
think, with which we have been trying to wres-
tle.

Dr. Musser, do you want to comment?

DR. MUSSER: | am always amazed that when
one is dealing with a very complex problem,
the vested interests come to the table of discus-
sion with the idea that their answer is the only
answer. Since most of us lave learned to grow
up in an adversary system, and have learned
to survive in this kind of system, I think we
have learned quickly that that is a bunch of
stuff,

I'sit almost daily in conferences where a vari-
ety of people from different backgrounds, per-
suasions and so on bring information and data
to the policy table to determine what will be
the policy in relation to complex problems, and
not all the medical information, as one part of
the data, is brought there by physicians.



Now I will protect the sanctity and rights of
a physician until the day I die, and if my doctor
brothers here think I am turning on them, they
are wrong, but there is no magical thing about
learning something.

I spent a great deal of time in educational
research at the university [ have been at. [ still
am. It is kind of an avocation I do at nights.
But there is nothing that is so sanctified about
the priestly orders of the M.D. that they are
the only ones that can have medical informa-
tion. -

Now possessing medical information, and
practicing medicine, are not the same thing,
and that is not what I am talking about.

At the same time, there is no sanctity about
the knowledge of an administrative process of
an industrialflow, of a decision-making matrix.

If you have an intellect, and if you are ca-
pable of taking part in the learning process, you
can learn that, and you can bring that kind of
data to the table.

Did you ever consider the word “equity?”
And that whenever one looks at the philosophi-
cal basis of equity, everybody gives up some-
thing.

QUESTION: T am curious as to what the panel
feels is the role of the consumer in the evalua-
tion of quality. That is, Lawrence Weed pro-
posed a National Medical Records Act which
would, in effect, give the consumer the right
to his record, and in so doing, it seems as
though you are opening up the possibility of a
number of people wanting more of this medical
information as such.

I am wondering, do you see any structured
role of the consumer in quality assurance, and
if s0, how would it be implemented as such?

CHAIRMAN SHORTELL: We touched upon that
a little bit, I think, a couple of times.

Does anyone want to add anything directly
to the question?

DR. WaLDMAN: I would like to add one thing,
I think the consumer is already involved. At
least, he would be if the administrators wouldnt
make hospital trustees out of them.

The boards of trustees of hospitals sup-
posedly, to my simplistic way of thinking, rep-
resent the community, Now maybe my thinking
is too simplistic. Maybe you people have been
overtraining them 1o represent the hospital:
maybe not, but T think they already are rep-
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resented, that their representation perhaps may
be involved in helping to set standards. Cer-
tainly it must be involved in making sure that
some kind of activity to control the guality of
care in hospitals is being carried out by the
people who know how to do it, perhaps not
being involved in doing it themselves, but over-
see what is being accomplished.

MRs. LovE: Role of the consumers should
be a part of the whole system. They should
have the privilege to participate, to give their
ideas and opinions, because there are so many
things when you find the people that have spent
most of their lives in an academic setting or
pursuing a particular profession, that they tend
to forget,

I would take issue with the doctors saying
that the consumers of the services are the boards
of trustees. That is according to how you define
a consumer, and in particular, when you talk
about a teaching hospital and university hospi-
tals, we all know who those patients are. We
know who the patients are who participate in
training these highly specialized persons. We
know that they are the poor, the disadvantaged.
They don’t have a family doctor, and they come
from communities where they have some sem-
blance of store-front kinds of doctors who use
the assembly line method, who give inadver-
tently each patient a whole bag of different
kinds of colored aspirins or Darvons, or what-
ever you want to call it, to make the person
feel better.

Now I would think that if you had some of
these people that were used as teaching mate-
rial, not necessarily on the board of trustees,
to sit down with you and bring some of these
things to your attention, some of these things
would not happen, and I can cite the commu-
nity I live in.

[ live in Lawndale, and the adjoining com-
munity I work in is Garfield. You cannot tell
me that many of the physicians and hospital
administrators do not know they have these
quacks practicing in the community because
some of these same individuals are on the staffs
of those very hospitals.

1 am concerned about the whole idea of a
peer review because I think on peer review you
need to include some of these people that are
victims of the system.

Now the consumer—and I am not talking
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about that highly sophisticated consumer that
can understand much of this terminology that
is used by the professional people, and I am not
saying that we are against the professions
because we recognize them. We live in a techni-
cal society, and we need technical people, but
there is one thing you have to remember. All
members of this society are not at that
level, and they are somehow excluded from the
system.

In te community I live in, it is virtually
impossible for any citizen or resident in the
immediate area where those hospitals are to
have a resident on that board. They just won’t
have it, and when you talk abeut your state or
teaching hospitals and so forth, what ordinary
citizen who has to work for a living can afford
to run in the election to become a trustee of
those boards?

Then you have an attitude. I agree that there
is an attitude that we cannot be bothered with
those people. Then there is another prevailing
attitude that the system can’t accommodate all
persons who need the service. So what we have
to do is use pacification,

I was never so disgusted in my life. T had
the privilege of being at our conference in Bos-
ton, Massachusetts, a year ago, when Dr. Roger
Egeberg, who is a consultant to the President,
was talking about the forthcoming ideas that
the administration had in health care, and he
said that one thing that had to be guarded
against was opening the floodgates to these
people who haven’t been receiving care. They
would start desiring care.

My opinion is they need the care. It should
be available to them, and I think hospitals need
to zo0 a litile bit further. Once a patient is dis-
c ,arged, there is no record, no follow through.
/erhaps he does go back to his private physi-
Lian.

. Why treat a person for pneumonia, and he
s.ill has to go back to an apartment where there
is no heat in the wintertime, it is below zero,
and nobody seems to care or do anything about
it? This is why you need consumers to work
with you to point these things up, if quality of
care is going to be equally distributed or in
some kind of way more widely distributed
among all of the populations in this country.

Mgr. BERGKVIST: | would agree with Mrs.
Love that we do need to get input from all seg-
ments of our community. Once again, in the
enlightened state of Pennsylvania, we have just
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had introduced a Health Care Act which has
been described as the most comprehensive con-
trol act introduced, which says that the Director
of the Department of Health shall have the right
to insure consumer participation on boards of
trustees. It then goes on to define a consumer.
It defines him in negative terms in what a con-
sumer is not. A consumer is not a paid health
professional. A consumer is not a physician,
and interestingly enough, a consumer, by law,
if it were to be, is not a member of a board
of trustees.

So once the Director of Health has appointed
the so-called consumer to the board of trustees,
he ceases to be a consumer by law.

CHAIRMAN SHORTELL: It seems that all of
these issues we have been talking about really
involve the efficacy of this whole peer review
assessment process in terms of efficiency and
effectiveness.

Ron, do vou want to comment on any of the
last couple of days?

DR. ANDERSEN: Looking at the question that
we were supposed to end up addressing: Where
do we go from here? It seems to me from what
I have heard in the last two days, we really
should be asking maybe where can we go from
here because there are a number of constraints
which certainly are limiting today in a way that
they haven’t limited us in the past. As to what
possible alternatives we can follow, I think
there are at least three that seem to be par-
ticularly important.

One is increasing hospital expenses, no mat-
ter how you measure it in current dollars, in
constant dollars, or as a proportion of the total
gross national product, and certainly there is
an atmosphere today of a system which does
not have the plentiful resources to continue to
distribute in an increasing way as we have had
in the past. I think the energy crisis gives us
some feeling for what I mean.

Secondly, there has been a major shift in pay-
ment sources over the past 20 or 30 years, from
the patient to other third parties, voluntary
insurance, and more recently the government,
and finally I think there is definitely a rebirth
in the concept of consumerism. The whole idea
that health is a right, regardiess of the
resources of the individual, is something that I
think a growing portion of people in the popula-
tion helieve.

Consequently, when we look at measures of



the output of the system, I think we really are
going to have to take into account patient satis-
taction, patient assurance in ways that we
haven’t done up until now.

We discussed yesterday, and to some extent
this morning, various measures concerning the
monitoring of patients in hospitals. We talk
about effectiveness or the quality of care. We
said we really can’t divorce this from the con-
cept of effort or input, how much the care costs,
and finally, we have said: Well, maybe we really
need to take both of these into account in terms
of the measure of efficiency which we might
think of in terms of effectiveness over effort.
What do we get for unit of input in the health
care system? And in terms of these constraints
we are facing, I think the partnership that has
been discussed between physicians and
administrators, to some extent, may be forced
by these trends that are taking place.

The physician, I think, has been mainly con-
cerned with effectiveness in the hospital. He
really hasn’t been overly concerned with the
cost to the hospital or the overall efficiency—I
am talking about the system as a whole—as
long as he had the facilities that he needed to
treat his patient in the way he thought was
appropriate,

In the past, again in what I consider was
probably a more abundant economy than we are
going to enjoy in the future, many of these
kudos for administrators came from getting
more dollars out of an increasing pie .id I am
not sure this will be the cese ant Lnore. Cer-
tainly there is a considerable . .unt of legisla-
tion that indicates that it won't happen. So he
is going to have to he concerned more, with
more than just effort, and the patient on the
other hand, in the past, has certainly been con-
cerned with output or effectiveness, but he has
also been concerned with efhciency because he
was paying a bill in large part.

That isn’t true any more. So this control that
has existed in the past over the physician, in
the sense of being concerned with the cost to
his patient, is not really the case in the hospital
that it was in the past.

So even more, the physician has been able
to stress effectiveness, and we have this grow-
ing third party payer now who, if we think about
the past, really wasn’t very tmportant, With
mechanisms we now have, obviously the gov-
ernment and voluntary insurance plays a more
important role and will continue to play a more
important role.
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I would suggest that the alternatives really
for the administrators today are either to begin
to stress patient care monitoring in terms of effi-
ciency, that is, looking at both cost and quality,
and the physician will need to do so also, or
else what we will find is that the shift will be
totally in the direction of effort, that-is, con-
straining cost. | would argue that today cer-
tainly the increasing proportion of the total
gross national product devoted to medical care,
and the biggest component is hospital care, is
a situation which the country is not going to
condone in the future. So we have to be con-
cerned with the combination of efficiency as
measured by effectiveness and effort, or I think
we will be faced in the fairly near future with
programs which are totally concerned with cost
control.

CHAIRMAN SHORTELL: Is there any reaction?
Any questions?

COMMENT: I would just like to make a couple
of comments. If [ can use this term, as a prac-
ticing administrator for the last 20 years, there
are a few things that I don’t feel we can dismiss
quite as lightly as I have gathered we have in
the last day and a half. One is, I think doctors
should be aware that administrators of hospitals
learned a long time ago that they had to answer
to the plaintiff s attorney about the quality of
care reflected in the record, and I don't think
that a practicing administrator 1s very con-
cerned about what the medical staff thinks
about whether he is looking at a chart or not.
He does that because he is working with the
medical staff, and I should say on the other
side, T don’t think an informed medical staff
cares very much about his looking at it either
because they are working together in this “part-
nership.”

[ also think that medical staffs and boards
of directors are getting closer together all the
time. I think medical staffs as such, with boards
of directors are very concerned about the quality
of care that is being practiced in the hospitals.
Perhaps we are getting to a more sophisticated
method to promise problem-oriented systems,
elc.

I think hospitals with their organized medical
staffs and other observations are Very con-
cerned about good quality medical care for con-
sumers. | agfee with Mrs. Love that [ am not
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so sure effective consumerism should be rep-
resented on boards of trustees. I think they
would be much more effective elsewhere in the
total matrix with hospitals and medical staffs,
but I also feel that we have to be cognizant of
the practical side of this. When we are talking
about medical care, and when we are talking
about getting this done, there is absolutely no
question, in my mind, that this is going to cost
increasingly more for the consumer.

I think this was alluded to yesterday, that
you get~quality care where we do all kinds of
things in the university setting at $200, and in
the community hospital at $100 a day, and I
honestly feel there is some truth in that. But,
we have to remember with the example that
we used this morning, when you have a patient
with a broken leg and you are treating the whole
patient because you are looking for carcinoma
in his rectum, that when you do this in the ideal
situation in the surgical suite, and a third party
insurance gets the bill for proctoscopy done in
surgery, he denies the payment reimbursement
for this because, after all, we are only paying
for the setting of this leg and the care for the
broken limb: or we find that the constraints by
government with Medicare and Medicaid are
not being fully reimbursed to hospitals facing
the cost because they are not interested in * .¢
fact that the patient stayed thre -mor uJays
because we were doing these other ..agnostic
exams, treating the whole patient. I think we
have to make sure that the consumers and doc-
tors and evervone else in this matrix under-
stands, that the present administration rep-
resented in  our governments—if [ ean
paraphrase Dr. Musser’s story—have already
missed three of the last four questions, because
they are more ¢concerned about costs than they
are quality, and they don’t want to be confused
with the facts.

CHAIRMAN SHORTELL: Does any one want to
comment on that?

COMMENT: | also am concerned. If this sys-
tem were allowed to be implemented without
a total reconsideration of the entire system of
medical care, the costs would inevitably rise,
so that it is to be hoped that a system of the
sort that we have been discussing in the last
two days will not only be looking at means of
assuring quality of care, but, at the same time,
would be looking at whether the things we do are
efficient and effective things.
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For example, the physical examination as
routinely practiced. Does it offer satisfactory
returns for the amount of effort expended? For
example, does the problem-oriented medical
record and the cost of its implementation give
us the kinds of returns that one would hope
we would get, which would be not only returns
that guarantee quality care, but are, at the same
time, efficient in terms of cost effectiveness?

I think that to pursue any of these trends
without a careful analysis of the whole system
would surely lead us down the path of bank-
ruptey, but I would hope that the new thinking
in health delivery and in quality assurance
might allow for reconsideration in a system that
really has never been looked at in that way.

DR. WALDMAN: | would like to get in one final
comment. When I was asked to sit on this
panel, Steve left me a charge of reacting to pre-
vious speakers and trying to organize and inte-
grate the issues, and what I have seen in the
last day and a half I think are two issues that
at times have become confused and intermin-
gled with each other. I would like to separate
them.

I think one issue is what care, what process,
what are the things that we can do that would
guarantee the best outcome.

That issue is one that Dr. Peterson addressed
by saying that there are certain types of organi-
zations.

Dr. Williamson thinks that there is informa-
tion to be gathered by looking at processing,
by looking at outcome, and Dr. Brook, of
course, wenl on to talk about controlled clinical
trials. Of course, the government is interested
in making sure it is done in the cheapest way.
[ think this is an important issue in something
that ought to be looked at, but this is research.

I don’t mean to denigrate research. I am sim-
ply saying that this is to be and should be con-
sidered as research, as the development of new
knowledge, but I think there is a second issue
that has been touched on which I find a much
more pressing one,

What about the 35 million hospitalizations
that are taking place this year? Are we going
to wail to revise the whole health care system
to prove without a doubt that the things that
we are doing, that we know we are doing now,
really lead to the best outcome?

I don’t think we can wait. I don’t think the
patients currently heing treated can wait,

There are methodologies that have Dbeen



developed. Clem Brown talked about one. The
JCAH has one. The QAP is a methodology.

I don’t know whether these methodologies
will cost more. I don’t know whether they will
cost less, but I do know that they are something
that can be done now. So what I say is that
the second issue, and the one I consider more
burning, being a pragmatic surgeon, is: Let’s
get on with doing what we know how to do right
now. Let’s get on with making sure that the
patients are receiving that which we, at least,
think is thé"best we can do for them right now
in our community hospitals, and also let's get
on in parallel with the research that is neces-
sary that will then feed into that quality control
system, and tell us: No, the standard should
really be thus, but let’s not sit and say we can’t
do anything because we are not sure.

CHAIRMAN SHORTELL: Well put.

Let me thank our speakers today, Mr. Miller
and Dr. Musser, who has left, and all the panel
participants and those here from yesterday.

When I began thinking about this particular
conference, and with Joel putting together the
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symposium itself, [ began thinking of all of the
complex problems in this area of trying to
assess the quality of medical care, and there
is a great deal of confusion.

The gentleman over here made a comment
that he was not sure that we aren’t more con-
fused now than we were on Friday morning.
At any rate, I hope it is a higher level of confu-
sion. I hope we realize some of the subtle com-
plexities of the problem.

I think we have learned something about
some methodologies that can approach these
problems, and I think if there is an issue that
has come out of all of this, at least in my own
mind, it is the need for evaluation of what we
are doing in an ongoing manner.

So I want to thank all of you for participating.
I might add that although this year’s symposium
has ended, we begin thinking of next year’s
symposium tomorrow morning. So, if any of you
have any ideas in terms of next year's sym-
posium, we would be glad to take them right
now,

Thank you all very much.
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L.

STANDARDS AND CRITERIA FOR EVALUATING

THE QUALITY OF MEDICAL CARE

A. Hospital Organization, Medical Practice Structure
and the Quality of Care

90

1.

Goss, Mary E., “Organizational Goals and the
Quality of Medical Care,” Journal of Health
and Social Behavior 11:255-268, December,1970.

This review attempts to demonstrate ways in

--awhich the organizational structure and proce-

4,

dural norms of hospitals indirectly impact upon
the quality of care rendered. The author be-
lieves that what is needed are studies comparing
outcome or process variables with structural
characteristics indicating definitive goals and
their relationship to quality. The extent of
teaching, medical school affiliation, research,
the absence of profit motives, and special services
are considered indirect measurements of quality
according to the degree of the existence of these
variables in a given hospital. The author con-
cluded that with the exception of inadequate
special services classifications, these measures
could serve as representative samples of goals
related to quality. In fact, the author appears o
be attempting to measure commitment to quality
as a goal by developing standards for assessing
organizational goals.

Ingelfinger, F. I. (ed.), “Measuring the Quality
of Heakh Care,” New England Journal of
Medicine 285:918-919, October 14, 1971,

Broad criteria for the measurement of health
care are lacking. A traditional measure, the
infant mortality rate, involves only one segment
of care, as does a second measure, the volume
of disahility. Sinee disability is both a condition,
itself, and a subjective interpretation, its meaning
is varied and often unclear.

Jason, Hilliard, **Relevance of Medical Education
to Medical Practice,” Journal of the American
Medical Association 212:2092-2095, June 22,
1970.

This author distinguished between composite
and component skills in medical practice. Com-
posite skills become amalgamated into compo-
nent skills with clinical practice. Pre-clinical
students need help with beginning to unify these
skills before they can be ready for clinical
patients. Most important, today's requirements
for effective practice have not yet been defined
and incorporated into the educational system.

Placing third year medical students in clinieal
rounds makes 1o logical sense as long as the rele-
vance of education to practice cannot be eval-
uated by current standards. The author recom-
mends bringing community physicians in larger
numbers into medical education so that they
may aid in the development of relevant stan-
dards and help reunite education and practice.

Price, P. B. et al., “Attributes of a Cood

Practicing Physician,” Journal of Medical Edu-
cation 46:229-237, March, 1971.

The author questions traditional assumptions
equating high academic performance with per-
formances as interns, residents, or practicing
physicians. A list of 116 qualities of the physi-
cian providing patient care were ranked according
to their necessity for superior medical perfor-
mance, Physician performance was rated on a one
to five point scale, with the ranking of items
weighted for each group of items, This appears
to be a fairly comprehensive attempt to define
the final target of medical education, the superior
physician, based on combined rating of essen-
tial qualities by physicians and patients.

Roemer, Milton and Jay Friedman, “Medical
Staff Organization in Hospital~ A New Typology™

Part I: Hospital Management 105:58-61, April,
1968,

The authors indirectly assess standards for
the quality of care by emphasizing and de-
seribing the influence that staff organizational
patterns have on all aspects of hospital perfor-
mance, A continuum of organizational patterns
is presented, ranging from very loose to mod-
erate to very highly structured.

Part I: Hospital Management 105:41-44, May,
1968.

The authors continue their description of
organizational patterns by more explicitly iden-
tifying five prototypes of medical staff organiza-
tions. The very loosely structured staff has open
membership with G.P.’s as the major utilizers
of staff privileges. The loosely structured staff
organization limits membership according to
available beds, though both G.P.’s and special-
ists have privileges. The highly structured staff
evolves from efforts to restrict staff size, and
itself has rigorous appointment procedures.

Part III: Hospital Management 105:56-59, June,
1968.

The authors see commitment as the key indi-
cator of staff structure and performance. The
degree of commitment is measured by the number
of other hospital affiliations, the method of
remuneration, and the extent of physician control.
The assumptions involved are that the existence
of salaried physicians, fewer other affiliations,
and physician controls can be equated with
firmer organizational structure and greater abil-
ity to control performance. Adjusting for hospital
size, the authors attempt to crudely measure
commitment in one hospital by these attributes.

Somers, Anne, “University Hospital: Future
Role,” Hospitals 45:41-53, November 16, 1971,
Mrs. Svmers defines one of the primary roles
of the hospital as professional monitor of the
quality and quantity of medical care. A network
of health care organizations will develop with
close ties to the first-rate hospital which will have
resources for comprehensive care. Within this
network the hospital performs R&D studies in



health care delivery, rather than replaces primary
health eare components.

Mrs. Somers foresees that the characteristics
which make the university hospital unique
(superior technology, greater resources, more
teaching, etc.) will also skyrocket the costs and
strain the quality of patient care. The university
hospitals’ position will erode unless it ean win
back public confidence and reduce costs.

Yadeau, Robert, “Principles of Hospital Staff
Reorganization for a Successful Medical Audit,”
Hospital Progress 52:72-73, March, 1971.

The author believes that the traditional medical
stafr"approach to assessing quality emphasizes
training, rather than competency. Each staff
committee should have specific responsibilities
for review; while the audit committee should re-
view every case. Audit committee reports should
be open and should be distributed so that physi-
cian patterns of care are shown. The audit
commitiee should also develop ideal criteria upon
which each M.D. can be evaluated and should
suggest needed edueational programs.

B. Standards and Criteria for Evaluating the Process of
Medical Care

8. Falk, I. S., H. Schonfeld, B. R. Harris, 8. .

10.

Landau, and 5. S. Milles, “Development of Stan-
dards for the Audit and Planning of Medical Care;
1. Concepts, Research Design, and the Content
of Primary Physician Care,” American Journal
af Public Health 57:118-136, July, 1967. Anno-
tated on p. 35 in I, Altman, A. J. Aunderson, and
K. Barker, Methodology in Evaluating the Qual-
ity of Medical Care, No. 73, {University of Pitts-
burgh Press, 1969).

Iina, Kenji, Daisy Tagliacozzo, and Joyee Lasher,
“Physician Orientation and Behavior: A Study of
Outpatient Clinic Physicians,” Medical Care
8:189-199, May—June, 1970,

The authors attempt to compare physician
judgment on the characteristics of problem pa-
tients in clinic and in private practice. An 80 per-
cenl return rate was received on questionnaires
mailed to 143 physicians at Presbyterian-St.
Luke's Hospital, Chicago. Results indicated
that physicians who perceived a greater number
of problem patients in practice were more likely
to use patient failures as grounds for dismissing
patients than physicians who perceived other-
wise. Physicians satisfied with the overall control
of their practice and treatment were less likely to
dismiss problem clinic patients than physicians
whose practice was mainly private. Least satis-
fied physicians tend to apply private practice
models to clinic patients, and, implied herein,
show less patients and concern and give less
care.

Johnson, Walter and Leonard Rosenfeld,

“Indices of Performance in Ambulatory Care,”
Medical Care 7:250-260, May-June, 1969,

The authors have combined time] staff, and
patient load data to formulate composite indices
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11,

12,

13.

14,

of performance in ambulatory care. Variations
between lenglhs of clinic and institutional ses-
sions were judged significant; while waiting time
for sessions was judged a built-in attribute, de-
spite type ol session. Despite guidelines con-
cerning time required for old and new patients,
little difference was noted in the relationship
between type of visit and session length. Wide
variations in the adequacy of care as measured
by elinic activity and performance were noted
across the sample institutions, though limited
in sample size.

Kelman, Howard and Jack Elinson, “Strategy
and Tactics of Evaluating a Large-Scale Medical
Care Program,” Medical Care 7:79-85, March—
April, 1969,

The authors describe a two-prong evaluation
unit to be set up at 2 New York hospital to assess
community health levels and needs and the ade-
quacy of hospital care. Clinical appraisals will be
unique in their attempts to rate actual patient
outcomes with expected outcomes and identify
reasons for discrepancies. Medical audits wilt
include nursing and social work departments.
Those assigned to audit teams will also have
clinical responsibilities for patients, as well as
review records prior to discharge. The zoal is to
link altimate changes in health status with patient
care, both pre- and post-hospital.

——=, M. A, Cameron, C. Herr, and W. Perry,
“Monitoring Patient Care,” Medical Care 7:1-13,
January-February, 1969.

The authors attempt to identify issues and
problems in monitoring the impact of and
changes in care upon patients in community hos-
pitals. They identify three common problems in
interviewing providers to assess care: (1) in-
adequate understanding of the assessor of care,
(2) lack of common reference points between
assessor and provider, and (3} provider dif-
ficulties in identifying patients as individuals.

Kisch, Arnold and Leo Reeder, “Client Eval-
uation of Physician Performance,” fournal of
Health and Secial Behavior 10:51-58, March,
1969.

Patterns of wtilization were examined for a
sample of welfare fecipients in Los Angeles
County. Clients identified physicians as either
having given or not having given the medical
care sought acecording to their own subjective
impressions. Interestingly enough, physicans
identified as having given clients the care they
sought differed from those physicians not so iden-
tified in length of training, limitations on practice,
and in limitations on the number of patients seen
per day. Thirty-five percent of those physicians
identified as not having given the care sought
were also not hoard eligible physicians.

Last, John and Kerr White, *Content of Medical
Care in Primary Practice,” Medical Care 7:41-48,
January-February, 1969,
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15.

16.

18.

The authors present an index of major diag-
nostic conditions. The patient defying classifica-
lion is recognized as the usual problem for this
type of procedure.

Sanazaro, Paul and John Williamson, “Physician
Performance and Its Effect on Patients,” Medical
Care 8:299-308, July—August, 1970.

The authors present a classification of patient
care episodes based on “critical” physician
actions and on patient end results directly ob-
served or verified. This modified form of the

critical incident technique was derived from

over 1,900 reports from internists, surgeons,
pediatricians, and obstetricians. Each physician
provided six written reports of specific acts with
specific effects based on his own or a colleague’s
performance; three positive and three negative
reports.

The authors recognize that these reports have
liiited potential for generalization because of the
recording of only unusual performance, rather
than representative samples. The strength of this
study rests on its basis in episodes of care for
which the causal relationship between physician
action and patient effects is generally accepted.
This study does not resolve the problem of distin-
guishing between results not uniquely dependent
on medical cdre and process outcomes, as well
as the problem of the retrospective nature of
critical incident evaluation.

Schonfeld, Hyman, “*Standards {for the Audit and
Planning of Medical Care: A Method for Pre-
paring Audit Standards for Mixtures of Patients,”
Medical Care 8:287-298, July—August, 1970.

The author suggests a methodology for clas-
sifying groups of patient care records for au-
diting. The four broad case mixes suggested are:
(1) all new cases of a disease, (2) new cases in
which the person should recognize a symptom,
(3) new cases in which the symptom is recognized,
and {4) new cases where medical attention is
sought. Patients with the same disease are then
grouped according to the number and type of
physicians seen previously for the same condi-
tion.

Clinical standards for each service of each
specialty sub-group are necessary for group au-
dits, in addition to weighted standards for each
index, if case mixes are being used and standards
for grouping differ.

———, et al., “The Development of Standards
for the Audit and Planning of Medical Care:
Good Pediatric Care—Program Content and Meth-
od of Estimating Needed Personnel,” Ameri-
can Journal of Public Health 58:2097-2110,
November, 1968, Annotated on p. 70 in L
Altman, A. J. Anderson, and K. Barker,
Methodology in Evaluating the Quality of Medi-
cal Care, No. 143, (University of Pittsburgh
Press, 1969).

— ey ot al ., *“The Development of Standards
{or the Audit and Planning of Medical Care; Path-
ways Among Primary Physicians and Specialists

19.

20.

2L

for Diagnosis and Treatment,”” Medical Caré
6:101-114, March-April, 1968. Annotated on
p.7lin L. Altman, A. J. Anderson, and K. Barker,
Methodology in Evaluating the Quality of Medi-
cal Care, No. 144, (University of Pittsburgh
Press, 1969).

e et @1l L, ““The Content of Good Dental Care:
Methodology in a Formulation for Clinical Stan-
dards and Audits and Preliminary Findings,”
American Journal of Public Health 57:1137-1146,
July, 1967. Annotated on p. 71 in L. Altman, A. J.
Anderson, and K. Barker, Methodology in
Evaluating the Quality of Medical Care, No. 145,
{University of Pittsburgh Press, 1969).

Slee, Virgil, “How to Know If You Have Quality
Control,” Hospital Progress 53:38-42, January,
1972.

The author identifies the following essential
components of quality control: the existence of
standards, a surveillance process, and corrective
action. He suggests a general typology of stan-
dards to include hospital wide, departmenial,
and diagnostic criteria reflecting patterns of care
for groups of patients. The process of developing
these standards should take place before the
review of care. Naturally, Mr. Slee emphasizes
the strength of the PAS survey in the surveillance
process and the audit as the heart of quality con-
trol. Corrective action should include education,
record updating, and when necessary, medieal
staff intervention.

Zelenik, Carter, “‘Patient Care Evaluation: 10
Basic Principles,” Hospital Medical Staff 2:2-9,
January, 1973.

Selectivity is necessary in determining aspects
of patient care to be evaluated. If topical areas
are to be selected, priorities for selection
should include recognition of importance, amena-
bility to intervention, a level of agreement about
outcome, and recognized frequency and severity.
Where agreement about outcome is not feasible
for several years, the process of care could be
viewed as an end in itself. Information should
be distinguished from data and statistical tech-
niques must account for reliability, validity, and
sample size. Utilizing these principles in prac-
tice could help unite expectations from evaluation
with methodology and results.

C. Stendards and Criteria for Evaluating the Gutcome
of Medical Care

22.

Kerr, Markay and Don Trantow, “Defining,
Measuring, and Assessing the Quality of Health
Services,” Public Health Reports 85:415-424,
May, 1969.

The impact of health services ought to be fo-
cused on the health status of the individual as an
end target. Once it is decided that a service sys-
tem is capable of providing all health services
then the quality of care received ought to be
measured by the extent to which this goal is
achieved. The assumption beingtested is the rela-
tionship between the resources available, the



23.

24,

25.

population potential for utilizing these resources
given its disease history, and the capacity of the
system to respond and impact on health. One
very questionable assumption in this article is
that the difference in provider performance
within regions will balance out.

Sanazaro, Paul and John Williamson, “End Re-
sults of Patient Care,” Medical Care 6:123-130,
March-April, 1968. Annotated on p. 158 in L.
Altman, A. J. Anderson, and K. Barker, Meth-
odology in Evaluating the Quality of Medical
Care, No. 307, (University of Pittsburgh Press,
1969),

Shapife, Sam, “End-Result Measurements of
Quality of Medical Care,” Milbank Memorial
Fund Quarterly 45(2):7-30, April, 1967. Anno-
tated on p. 159 in L. Altman, A. J. Anderson, and
K. Barker, Methodology in Evaluating the Quel-
ity of Medical Care, No. 310, (University of
Pittsburgh Press, 1969).

Williamsgn, John, “Evaluating Quality of Patient
Care: A Strategy Relating Outcome and Process
Assessment,” Journal of the American Medical
Association 218:564-569, Qctober 25, 1971.

Dr. Williamson attempts te focus on factors
with the greatest probability for influencing
significant changes in health status in the given
target population, The elements of this strategy
are diagnostie outcomes as related to diagnostic
processes and therapeutic outcomes as related
to therapeutic processes. The percentage of false
negatives and false positives in the population
requiring care serve as a first diagnostic outcome
measure; while a follow-up studv of patients’
functional conditions serve as a first therapeutic
outcome measure.

Selting confidence intervals of 95 percent, the
author presents eight illustrations comparing
measured findings with criteria to determine the
need for process studies. This strategy focuses
on prognosis, overall patient impairment, and
continuing education for problem solving, It also
appears 1o be well related to actual practice
needs and quality measures and utilizes both
subjective and objective measurement criteria,

[

ASSESSMENT AND MEASUREMENT OF THE

QUALITY OF CARE

A. General Theoretical Framework

26. Degeyndt, Willy, “Five Approaches for Assessing

the Quality of Care,” Hospital Administration
15:21-42, Winter, 1970.

This author’s 1ypology for assessing the quality
of care includes assessment of content. process,
structure, oulcome. and impact. Examples of
major studies in each category are reviewed.
Some of the problems arising with this schiema are
inherent in the mannerin which quality is defined.
For instance, in content studies. such as audits,

SELECTED ANNOTATED BIBLIOGRAPHY

27.

28.
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30.

records, ete., quality is measured by the degree
of conformity 1o present standards. Process
measures, likewise, lack a means to express
interrelationships  between segments of the
process. Also, structural elements cannot always
be significantly related to measurement of quality.
Deficiences in utilizing outcome measures alone
include the utilization of proxy indicators of
lealth, defining questionable causal relation-
ships, and temporally limited measures of
functioning. The author emphasizes an impact
approach geared to the total target population
and utilizing cognitive as well as affective
measurement tools.

Donabedian, Avedis, “Patient Care Evaluation,”
Hospitals 44:131-136, April 1, 1970.

The author reviews significant facets of the
1969 literature on patient care evaluation. Four
issues in evaluation are identified: (1) perspective,
(2) level and scope, (3) relationship of the process
of care to structure, and {4 techniques for
monitoring care. In addition to these issues, a
need exists for a developmental method to review
the quality of entire episodes of care.

——=-. “Promoting Quality Through Evaluating
the Process of Patient Care,” Medical Care
6:181-202, May-June, 1968. Annotated on p- 172
in L. Altman, A. J. Anderson, and K. Barker,
Methodology in Evaluating the Quality of Med-
ical Care, No, 332, {University of Pittsburgh
Press, 1969).

Kisch, A. L., J. W. Kovner, L. J. Harris, and G.
Kline, " A New Proxy Measure for Health Status,”
Health Services Research 4:223-230, Fall, 1969.

The authors seek a measurement of health
status whose scoring will correlate with physician
assessment based on the patient history and
physical exam. Criteria for this new measure
must emphasize accuracy, brevity, numerical
simpicity, and objectivity. Patients are asked
four major questions simultaneous with a phy-
sician’s rating of a given patient’s healily as good,
medium, or poor. The authors admit that this
proxy measure overestimates the number of
persons in good health in the sample and also
does not impact on the relationship between
health and inpatient hospital utilization. The
proxy measure does, however, attempt to inter-
relate process and outcome variables.

Reynolds, Robert and Thomas Bice, “Attitudes
of Medical Interns Toward Patients and Health
Professionals, Journal of Mealth and Social
Behavior 12:307-311, December 1971.

The authors test the hypothesis tlat young
staff physicians and interns lavor health pro-
fessionals as a group more than they do other
patients. A semantic differential' questionnaire
was used lo survey interns and residents of a
large municipal hospital on evaluative aclivity
and potency factors. Results indicated prefer-
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ence for health professionals rather than other
patients; preference for the acutely ill patient
over the chronically ill; and finally, preference
for the chronically ill over erocks, patients from
whom students feel they can learn nothing.
Potential implications for favoring certain patient
types on the quality of care rendered are only
acknowledged, not developed.

Ryder, Claire et al., “Patient Assessment: An
Essential Tool in Placement and Planning of
Care.” Public Health Reports 86:923-932,
QOctober, 1971,

The authors believe that the ultimate purpose
of patient assessment is triage. They divide the
assessment process into three stages: input,
throughput, and output and describe the com-
ponents of each stage. Though triage serves to
identify care needs and the adequacy of available
care, triage can also serve as an aid in program
evaluation of goals and services.

B. Process Studies
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Collect, LeVerne and Charles Dohner, *Change
in Attitude as an Index of Effectiveness for Short
Courses in Continuing Medical Education,”
Journal of Medical Education 45:237-242, April,
1970.

This study is an attempt to assess the effec-
tiveness of short courses in continuing education
offered by the University of Washington Medical
School through the use of a motivational scale.
The authors assume that measuring motivation
is a valid predictor of the influence of such courses
on professional development based on a teaching
ohbjective of stimulating new ideas. Using sets of
bi-pnlar adjectives, they attempt to relate needs of
participants to the value of the content and lec-
turer’s objectives, The difference between means
for content and objective items are considered a
valid assessment of participants™ perception of
which lectures were successful. The reader
should note that this is a highly subjective eval-
uation based on perceived relevance and that
the relationship of continuing education courses
to improved quality of care rendered is only
implied, not tested.

Denton, John, Amasa Ford, Ralph Liske, and
Robert Ort, “Predicting Judged Quality of
Patient Care in General Hospitals,” Health Ser-
vices Research 2:26-33, Spring, 1967. Annotated
on p. 85 in L. Altman, A. J. Anderson, and K.
Barker, Methodology in Evaluating the Quality
of Medical Care, No. 174, (University of Pitts-
burgh Press, 1969).

Connella, J. S., M. J. Goran, ]. W. Williamson,
and N. J. Cotsonas, “Evaluation of Patient Care:
An Approach,” Journal of the American Medical
Association 214:2040-2043, December 14, 1970,

This study is an attempt to develop an approach
to measure educational effectiveness in terms of
the quality of care rendered patients, A sample
of clinic patients were studied for pyelonephritis
symptoms and were then examined by clinic
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teams. Clinic records of these patients were ana-
lyzed to compare the process followed by clinic
teams with the preliminary studies. Objective
exams were then given o team members to
compare their knowledge of urinary tract in-
fections with their actual performance in the
care of these patients. )

They found a higher than expected incidence
of bacilluria indicating the lack of data on the
medical status of the target population. Perfor-
mance on the objective exam was not predictive
of actual patient care performance, though areas
needing continuing education were noted. This
approach has value in providing incidenee data in
a specific population as well as in pointing out
educational needs, though actual performance
was not sucessfully predicted.

Haussmann, R. J. Dieter, “Waiting Time as an
Index of the Quality of Nursing Care,” Health
Services Research 5:92-105, Summer, 1970,

The author has defined the nursing unit as a
queuing system with an arrival process, a service
process, and a mechanism for service delivery.
The arrival process is further defined as a queue
of service demand from the patient, The hy-
pothesis being tested is the inverse relationship
between waiting time for service and the pri-
ority of patient demand.

Using a queuing model on a burn unit, testing
revealed results indicating that with increased
nursing loads, numbers of patients considered of
lesser priority would rapidly increase, and these
lesser priority patients would get less nursing
care. The waiting time for patient demands,
therefore, is judged directly proportional to the
condition of the patient. The indications for
the quality of nursing care are that major staff
changes or increased patient loads will affect
the quantity and guality of emotional and physical
support that the nurse can give to patients,

Helbig, Donald. Donna O'Hare, and Neil Smith,
“The Care Component Score—A New System
for Evaluating Quality of Inpatient Care,”
American fournal of Public Health 62:540-546,
April, 1972,

The Bureau for Handicapped Children of the
New York City Health Department reviews the
patient care provided in 87 New York City hos-
pitals by specialists’ case summary reviews and
by periodic re-evaluation visits. The Bureau
sought & rating system to evaluate overall hospi-
tal performance and to detect weaknesses in com-
ponent segments. A scale of levels of quality was
prepared by experts for 14 components of in-hes-
pital care, including items such as appropriate-
nessof tests, diagnosis, use of consultation, follow-
up, overall quality, ete. The scoring system was
tested by one expert’s review of 700 cases for
components that possibly did not apply under
this system. Pediatric cases for one month were
reviewed across hospitals. Surgery was too often
judged inappropriate even at high ranking hos-
pitals.

Physician opinions about a given hospital were
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factored out and cases were re-rated yielding
high consistency and rerater agreement. The
authors caution that this scoring method requires
a review load of 1,000 or more cases per month
for efficient utilization. Though primarily based
on process variables, this scoring system has
high potential for improving quality review
mechanisms for government agencies and other
third parties.

Helfer, Ray, “Estimating the Quality of Patient
Care in a Pediatric Emergency Room,” Journal
of Medical Education 42:244-248, March, 1967.
Annotated on p. 40 in I. Altman, A. J. Anderson,
and"K. Barker, Methodology in Evaluating the
Quality of Medical Care, No. 84, (University
of Pittsburgh Press, 1969).

Hershberg, Philip, *Medical Diagnosis: The
Role of a Briel, Open-Ended Medical History
Questionnaire,” Journal of Medical Education
44:293-297, April, 1969.

This study is an evaluation of the diagnostic
potential inherent in free patient description of
his (her) condition by a brief questionnaire com-
pleted before the physician session. The diagnosis
formulated on the basis of the questionnaire was
compared with. the functional clinic diagnosis
for omissions. Completed agreement between
clinic and questionnaire diagnosis existed in 31
cases. The remaining results indicated omission
of 20 minor clinic diagnoses: omission of two
noteworthy and one significant diagnoses, eight
questionnaire diagnoses possibly inappropriate
when correlated, and three definitely inappro-
priate diagnoses. Criteria for judgment rested on
the potential effects of omitted items.

Meikle, Stewart and Richard Gerritse, “*A Com-
parison of Psychiatric Symptoms Frequency
under Narrative and Check List Conditions,”
American Journal of Psychiatry 127:379-382,
September, 1970.

This study attempts te determine whether
the use of symptom check list rather than a nar-
rative history produces a change in the number
of deseriptive terms used by patients in a 70 bed
psychiatric hospital. Two check lists developed
from literatyre searches are completed by trained
medical students at different intervals on each
patient. A limited correlation between any wwo
items on the list indicated indifferent predictions
between how raters check eacl symptom. Results
showing a mean increase of 16 descriptive terms
by the check list indicate potential lor more
relevant diagnosis and treatment with this
method,

Richardson, Fred MaeD.. “Peer Review of
Medical Care,” Medical Care 10:29-39, January-
February, 1972.

The author initially reviews the results of the
Rochester Regional Perinatal Study. In a review
0f 1,200 cases a final judgment disagreement of 33
percent necessitated a second study to explore
the extent of and reasons for such disagreement.
Changes in seoring, intra-discipline review, and
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categorization from chart information were insti-
tuted between the time of the two studies.
Samples of surgical, pediatric. and cbstetrical
cases were sent to all reviewers and were re-re-
viewed.

Substantial disagreement was still found on the
same sample of 30 cases sent 1o all obstetricians:
en the same sample of 10 cases sent Lo surgeons,
and on the same 30 cases sent to pediatricians.
The study results indicated the following: (1)
consistent patterns of leniency and strictness
existed among raters; (2) raters depended on
different aspects to make final judgments; and (3)
an inadequate number of independent judges
were available to rate under these conditions
compared to the number needed. The authors
concluded that indirect and unmodified retro-
spective audits are inadequate review mecha-
nisms, unless pretests of standards for com-
pliance can be instituted,

Strolley, Paul et al., “Physician Characteristics
and Prescribing Appropriateness,” Medical
Care 10:17-28, January—February, 1972,

The authors consider the appropriateness
and adequacy of prescribing to be an essential
component of the quality of medical practice.
In 1970, the authors interviewed 37 primary care
practioners and followed-up with questionnaires
to ascertain prescribing behavior for five common
complaints and five common illnesses. Prac-
titioners” views of the use and contra-indications
for five generally held undesirable drugs were
also obtained. The major dependent variable of
the study was, therefore, prescribing appropriate-
ness, as rated by a panel of 33 experts and then
re-rated by a second panel for a final combined
expert rating.

Results indicated that the more appropriate
prescribers tended to be younger, more recent
graduates, with more postgraduate courses and
training, though fewer years’ experience. This
same group also tended to have larger practices
with less time available per patient. The good
preseribing group tends to scek data on contra-in-
dications and is dissatisfied with sources of
information available. The better prescribing
group, however, was judged to be more modern,
more concerned with the psycho-social factors in
illness and with the quality of care, and was more
likely to be a critic of the drug industry. The
authors emplasize the consistency between these
results and other major studies.

Tulo, Henry and Joseph Speidel, “Problems
with Medical Records,” Medical Care 9:509-517,
November-December, 1971.

This study deseribes the finding from an anal-
ysis ol outpatient records in five army outpatient
{acilities in different geographic areas. The five
variables studied are record availability, com-
pleteness of patient care data, laboratory re-
duplication data, laboratory report data, and
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physician report data. The facets of record
analysis studied included the number of tests
ordered which duplicated results of missing
tests, completeness of recorded follow-up of test
results, problem and treatment well-defined,
course of problem recorded, ete.

Results indicated a wide variation in numbers
of patients seen without prior data available
across facilities. Seventy-five percent of this
missing information was the result of lost or in-
complete lab tests or x-rays and 25 percent the
result of lost or incomplete data from previous
visits. The authors emphasize failure to pre-
cisely define and standardize necessary infor-
hation as a prime causal factor. One implication
for usefulness of the audit is insufficiently
detailed information to assess quality of care
rendered. The authors believe that the prob-
lem-oriented record has potential for refating
aspects of care to other problems noted and.
therefore. for resclving this data problem,

C. Outcome Studies
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43. Brook, Robert et al., “Effectiveness of Inpatient
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Follow-Up Care,” New England Journal of Med-
icine 285:1509-1514, December 30, 1971.

The purpose of this study is to develop pat-
terns of care for patients discharged from public
hospitals and to develop indices for evaluating
the effectiveness of care. Four hundred and three
patients discharged over a two month period
during 1969-1970, from the medical elinics of
Baltimore City Hospital, constituted the sample
population for study. Charts were reviewed and
patients interviewed six months after discharge.

Medical care provided and outcome were the
major variables under studv. Criteria for the
provision of adequate care included haying kept
half of all appointments, if referred to a elinic;
still taking drugs prescribed; and having a source
of care for a chronic condition. Qutcome eriteria
evaluated included symptoms of illness, major
activity limitations, and ambulatory functioning.

Sixty-six percent, of persons interviewed were
given clinic appointments, only six percent had no
follow-up at all. Of all procedures completed on
patients interviewed, 66 percent were considered
adequate according to these basic criteria out-
lined. Results also indicated that patients often
used other sources of care, though physicians in
the community rarely sought or received dis-
charge summaries for these same patients.
Forty-six percent of the patients interviewed re-
vealed decreased {unctional capacity. The author
concluded that the large discrepancy existing in
outcome eould not be explained alone by process
varizbles, indicating negative implications for the
quality of follow-up care received in this patient
population.

——— and Robert Stevenson, “Effectiveness of
Patient Care in an Emergency Room,” New
England Journal of Medicine 283:904-907. Octo-
ber 22, 1970.

This study as based on chart reviews and
follow-up interviews in a cohort of 141 emergency
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room patients treated at Baltimare City Hospital
in 1969. These patients with non-emergency
gastrointestinal symptoms were also scheduled
for upper Gl series, barium enemas, or cho-
lecystography. These conditions were selected
for study because of these patients’ need for
continuing care. Of the 131 patients interviewed,
60 had had prior consultations (within three
months) for the same condition. Only 94 patients
had complete diagnostic x-rays according to
141 records. Only 77 had adequate work-ups for
diagnosis and 17 were judged as having had
unsatisfactory enemas.

Concerning therapeutic processes and out-
cores, 30 percent of patients interviewed sought
help from other sources, Only 38 percent of those
patients having had complete x-rays knew the
results. Combining the results of diagnostic and
therapeutic outcomes for the cohort, only 38
patients received care judged effective; 19
patients showed no change at all. This study
concludes that inadequate quality of care was
received by 34 of the original cohort.

Fessel, W. I. and E. E, Vanbrunt, “Assessing
Quality of Care from the Medical Record,”
New England Journal of Medicine 286:134-139,
January 20, 1972,

This study examines the relationship between
recorded process measures and outcome, The
process of appendicitis was reviewed for 50 charts
during 1967-1968; then another 50 charts were
reviewed at three different hospitals each.
Reliability and validity were checked with a medi-
cal record librarian and improvement in outcome
was the prime criterion measured.

Another 50 charts of myocardial infarction were
reviewed with 44 items noted as absent or present.
Outpatient records for the same 50 patients were
also reviewed for outcome. Two other groups of
50 patients’ charts were reviewed according to
minimum eriteria for good care determined
by three cardiologists; one group of uncom-
plicated MI cases, and one group of patients who
had died from MI.

For the appendicitis cases outcome was essen-
tially the same though different symptoms and
signs were recorded. For the first MI group no
significant relation was shown between audit
scores and outcome, For the other groups of Ml
cases no relationship was shown between audit
scores and those who survived or died. The
authors conclude that flaws exist in traditional
methods of auditing when outcome shows no
relationship to the medical record and when only
the record is what is being audited.

Fink, D., F. Martin, M. Cohen, M. A. Greycloud,
and M. J. Malloy, “The Management Specialist
in Effective Pediatric Ambulatory Care,” Ameri-
can Journal of Public Health 59:027-533, March,
1969,

This study was based on the assumption that
the average patient encounters difficulty in medi-
cal care performance, resulting in a loss of medi-
cal care effectiveness, Medical effectiveness
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could be improved by the assignment of manage-
ment responsibility for each case and by in-
vestigating each family’s needs before planning
care. Three study groups and one control group
were sel up in a pediatric acute care clinic for
URI complaints. Two of the four groups were
seen by the family health management specialist,
a nurse, and a plan predictive of effectiveness
was made prior to diagnostic and treatment
formulations, Indicators of the families’ levels of
understanding included whether appointments
were carried out and evaluations of medications
and specialist procedures. Though improvement
in care performance was concluded, difficulties
inherent in this new expanded role for the nurse
were also described.

Fisher, Andrew, “Patient Evaluation of Qut-
patient Medical Care,” Journal of Medical Edy-
cation 46:238-244, March, 1971,

This study, undertaken at the University of
Oklahoma Qutpatient Clinies, attempted to iden-
tify factors influencing outpatient care. A random
sample of 150 patients was given two interviews
based on the question of whether oare received
at the clinics was judged better than, equal to,
or less than care received from local physicians
who had referred them. The patients whose
responses indicated some guestioning of physi-
cian integrity rated short waiting times and seeing
the same physician as important factors in judging
quality. Those patients who showed an overall
positive attitude toward the physicians felt that
they had had enough time, that the physician
had shown them high interest, and that their

conditions had improved {physicians were highly
skilled).

Green, Charles, “Evaluation of a Family Care
Program for Released Mental Patients,” Health
Services Research 3:35-47, Spring, 1968, An-
notated on p. 142 in I. Altman, A. J, Anderson,
and K. Barker, Methodology in Evaluating the
Quality of Medical Care, No. 278, {University
of Pittshurgh Press, 1969).

Grier, George and Jason McClellan, “Effective-
ness of a Large Community Coronary Care Unit,”
Southern Medical Journal 61:429-433, April,
1968. Annotated on p. 143 in L Altman, A, J.
Anderson, and K. Barker, Methodology in
Lvaluating the Quality of Medical Care, No.
279, (University of Pittshurgh Press, 1969).

Hagner, Samuel, Victor LoCieero, and William
Steiger, “Patient Outcome in a Comprehensive
Medicine Clinic,” Medical Cure 6:111-154,
Mareh-April, 1968, Annstated on p. 14 in 1.
Altman, A. J. Anderson, and K. Barker, Aeth -
odology in Evaluating the Quality of Medical
Care, Nu. 280, {University of Pittsburgh Press,
1969).

Lewis, Charles and Ruth Haussanein, “Con-
tinuing  Medjcal Educaliun——-Epideminlogicaf
Evaluation,” New England Journal of Medicine
282:254-259, January 29, 1970.
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This study was an attempt to demonstrate
whether an association could be shown between
continuing education and the end results of medi-
cal care. University of Kansas investigators
studied the association between participation in
courses from 1956-1965, and perinatal death
rate and the incidence of certain surgical opera-
tions. Of the physicians surveyed the average
attendance in circuit continuing education
courses was less than one working day per year,
and no association could be shown.

In 1967, only 41 of 1,098 physicians contacted
agreed to a similar study with the only result
indiecating more complele physicals given by those
attending more classes. The authors conclude
that unless continuing education is geared to
known needs and deficiences, no improvement in
the quality of care rendered is likely.

Payne, Beverly, “Continued Evolution of a
System of Medical Care Appraisal,” Journal of
the American Medical Association 2071:536-540,
August 14, 1967. Annotated on p. 153 in L
Altman, A. J. Anderson, and K. Barker, Meth-
odology in Evaluating the Quality of Medical
Care, No. 297, {University of Pittsburgh Press,
1969).

Roemer, Milton, A, Taher Moustafa, and Carl
Hopkins, “Proposed Hospital Quality Iridex:
Hospital Death Rates Adjusted for Case Sever-
ity,” Health Services Research 3:96-118, Sum-
mer. 1968. Annotated on pp. 155-156 in I.
Altman, A. . Anderson, and K, Barker, Meth -
odology in Evaluating the Quality of Medical
Care, No. 303, (University of Pittsburgh Press,
1969).

Stene, Joseph, Elizabeth Patterson, and Leon
Felson, “The Effectiveness of Home Care for
General Hospital Patients,” Journal of the
American  Medical Associution 205:145-1.18,
July 15, 1968. Annotated on p. 179 in L
Altman, A. ], Anderson, and K. Barker, Meth-
odology in Evaluating the Quality of Medical
Cuare, No. 345, {University of Pittsburgh Press,
1969).

Thompson, John, Don Marquis, Robert Wood-
ward, and Richard Yeomans, “End-Result
Measurements of the Quality of Obstetrical Care
in Two U.S8. Air Force Hospitals,” Medical Care
6:131-143, March-April, 1968, Annotated on
p. 164 in L Altman, A. J. Anderson, and K.
Barker, Methodology in Evaluating the Quality
of Medical Care, No. 319, {(University of Pitts-
burgh Press, 1969).
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TOOLS AND TECHNIQUES OF ASSESSING QUALITY

A Medical Audit—Method and Description

Bianco, Emidio, “Medical Audit: Powerlul Tool
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for Upgrading Care,” Hospital Progress 51:72-74,
July, 1970,

This author believes that the hospital is the
only place where medical competency can be
evaluated. He stresses the need for national
norms for auditing as well as evaluating nursing
and administrative policies.

Donabedian, Avedis, “Some Issues in Evaluating
the Quality of Nursing Care, " dmerican Journal
of Public Health 59:1833-1836, October, 1969.

The author points out that the nursing audit is
an evaluation of process and that the quality of

—~+ecords does not necessarily equate with the
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quality of care. Criteria and standards for
measurement are necessary; scales that are both
valid and reliable. The question of implementa-
tion of results of audits was also raised.

Eisele, C. Wesley, “*Medical Audit: Key to
Assuring High Quality Medical Care,” Trustee
23:1-5, July, 1970.

The medical audit is an obligation that hospitals
must fulfill and that hospital boards should
regularly demand. The audit meets eriteria of
continuing education by being ongoing, com-
munity-hospital based, and relevant to day-to-day
practice. Medical staffs should agree on audit
standards and measures and should conduct
audits at the department or clinical service level.
In addition to regular surveys of the patient popu-
lation, the audit committee should also complete
a total review.

Richardson, Fred MacD., “Methodological De-
velopment of a System of Medical Audit,”
Medical Care 10:451-463, November-December,
1972.

The author presents a model of an objective,
systematic audit based on preset criteria. This
model was developed as a result of the second
Rochester Perinatal Study undertaken by the
New York Bureau of Medical Review. Four hun-
dred cases of biliary tract surgery, 274 cases of
perinatal diarrhea, and 281 cases of pregnancy
complications were reviewed to develop criteria
for information which should be in a medical
chart. The presence-absence and quality of the
items were rated on a scale from one to five, in-
cluding items such as histories, exams, lab tests,
and therapeutic data.

The major fault of this model is the inclusion
of non-criterion clinic situations in the ratings.
The results of this model are a set of case scores
presenting quality on a scale from good to bad.
Though preset criteria were established, the
factoring out of highly subjective and non-cri-
terion measures does not yel appear to be
achieved by this model.

Sanazaro, Paul et af., “Research and Develop-
ment in Quality Assurance: The Experimental
Medical Care Review Organization Program,”
New England Journal of Medicine 287:1125—
1132, November 30, 1972,

This article generally describes the evolution
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and development of models to test the NCHSRD
peer review concept in projects acceptable to the
public, the government, and to third party payers.
The standards decribed for the 10 projects
funded as EMCRO's include at least 250 partici-
pating physicians; predetermined priorities for
types of data needed and analyzed; and explicit
criteria for diagnosis and treatment. The criteria
proposed by specialist-G.P. panels involved
tend to emphasize process variables, though some
projects have defined modes of therapy and spe-
cific indications for each treatment.

Sources for data are either insurance claim
forms or chart abstracts, For insurance forms the
adequacy of diagnosis or appropriateness of
procedures cannot be checked. One project
engages in prospective evaluation: however, none
of the projects have yet dealt with the issue of how
well procedures are being carried out,

—-—— and Bernard Slosherg, “Patient Care
Evaluation: Annual Administrative Review,”
Hospitals 45:131-136, April 1, 1971.

The authors review the 1970 literature on
patient care evaluation, particularly the Bennet
Amendment to the Social Security Act of 1970,
advocating a network of peer review organiza-
tions. Articles by Gonnella. Goss, DeGeyndt,
and Williamson are also reviewed.

Wandelt, Mabel and Marcia Phaneufl, “Three
Instruments for Measuring the Quality of Nursing
Care,” Hospital Topics 50:20-23, August. 1972.

This article describes in detail the Slater
Nursing Competencies Rating Scale, the Quality
Patient Care Scale. and the Nursing Audit all
developed at Wayne State University, College of
Nursing. The Slater Nursing Competencies Scale
rates competencies displayed: while the Quality
Patient Care Scale measures quality of nursing
care received while care is ongoing.

The criteria of care for the 84 items of the Slater
Scale is the rater observed care versus the care
expected of a first level stalf nurse with a five point
range from best to poorest, The six sub-areas
rated include individual and group psycho-social
care, physical care, general and continuing care,
and professional implications. The Quality Scale
has 68 items adapted from the Slater to describe
nursing acts as received with the same criteria
being utilized.

The Nursing Audit includes 50 items to
measure the one dependent and six independent
functions of the nurse according to state license
statutes. Each item is defined to identify total
essentizl components, The authors caution on the
need for information on a specific lacet of a pro-
gram belore an evaluation can be component
specific. These tests measure quality provided by
nuesing staffs to groups of patients.

Wilson, David, “Medical Audit and Eiilization
Review.” World Hospital 5:138-142, July, 1969,

Quality has been defined as the degree of con-
formity with standards and accepted principles.
The quality of audits can be improved by the



establishment of several audit committees. For
example. where an organized medical staff exists,
the audit function can be performed at regular
monthly staff meetings. The author peints out
Hawley's three errors to overcome in developing
the audit: resistance of professionals, human
error, and accurate measurement. What is
needed is a medical record information system
with medical stall trained in audit techniques.

B. Medical Record
64. Barter, E., ]J. Rinaldo, and T. Garrigan, “An
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Evalugtion of Reporting Systems,” Hospitals
45:72-76, December 16, 1971.

Two different recording systems are compared;
one, an M.D. dictating system in which a report
is typed from a recording into the medical records
department. In the second system, a data card
system, the patient marks hoxes and the physi-
cian marks the physical exam results in other
boxes. Results indicated improved quality of
patient history and physical information recording
with the data card system. Physicians were some-
what leary of continuing with the system, though
nurses and patients indicated acceptance.

Dinsdale, Sidney et af., “The Problem-Oriented
Medical Record in Rehabilitation,” Archives of
Physical Medicine and Rehabiliation 51:488-
492, August, 1970,

This article describes the use of Weed’s prob-
lem-oriented record system at the University
of Minnesota Hospitals and at the Kenny Reha-
bilitation Institute. With this switch in emphasis
to problem definition, nursing notes, as well as
psychology and social work notes, become part of
unified progress notes. With this system residents
in physicial medicine and rehabilitation can he
evaluated on the basis of readily available and
definitive criteria. An example case is docu-
mented.

Gertzog, Jack, “Changing Concept of Medical
Records,” Public Health Reports 85:673-679,
August, 1970,

Fragmentation of medical records increases
with increasing medical specialization. Special-
ists are mot treating the total health picture of
the individual. In addition, as population mobility
grows, the medical record becomes the record of
the last medical event rather than of the con-
tinuity of care. An individual's interaction with
the many agencies, institutions, ete., is recorded
in many places other than the medical record.
Finally, today’s concept of disease has changed to
an emphasis on chronic conditions, often of
drawn out durations.

A hasic reorientation ol the purpose and scope
of the medical record is necessary to meet these
changes. The author feels that Weed’s concept of
the problem-oriented record and Acheson’s con-
cept of record linkage complement each other;
Weed’s concept can provide the problem-oriented
structure for linkage systems needed for this
basic revision of the recard systeny,
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Graves, Stewart, “Better Records: First Step to
Better Quality,” Modern Hospital 116:105-108,
April, 1971,

The author points out some of the pros and cons
of the manual versus the computerized medical
record, particularly the problem-oriented record.
He believes that the computerized problem-ori-
ented record will interact indentically with the
same patient repeatedly; whereas, the manual
record system may not. Since the two systems
have different problem lists, they cannot easily
be compared for quality.

Greenes, R. A, G. Barnett, and 8. W. Klein,
“Recording, Retrieval, and Review of Medical
Data by Physician-Computer Interaction,” New
England Journal of Medicine 282:307-315,
November 6, 1970.

This article describes the development of an
on-line record system in a Hypertension Clinic.
This system includes the opportunity for struc-
tured physician input; summary of medical data
and storage, and a sequential branching process
of medical problems related to hypertension.

Grossman, Jerome et al., “Evaluation of Com-
puter-Acquired Patient Histories,”” Journal of
the American Medical Association 215:1286—
1291, February 22, 1971.

The author describes an attempt to judge com-
puter expansion based on measurement of utility,
patient satisfaction and health care, and per-
sonnel satisfaction. The quality of data was eval-
vated versus the completeness and agreement
with physician recorded histories. Also, the psy-
chological effects on patients of the new system
together with health professionals’ ideas about
effect of this Automated Medical History on de-
livery of care were added to the evaluation of
the system.

Composite histories from charts were com-
pared with items in the AMH with matching of
false positives and false negatives. Though the
AMH definitely recorded more items of data,
results indicated some patient ambivalence con-
cerning possible reinterview by the AMH. Phy-
sicians also showed some differences in attitude
concerning the use of the AMH. The study did
reveal that physicians tend to draw conclusions
early in case workups and then record only what
they judge to be important. The AMH, on the
other hand, had not been organized to support
physician judgment. The author concludes that
more items of data alone do not improve the qual-
ity of care, though a more complete record and
less variability in recording may indeed improve
quality.

Housley, Nicholas, “A System for the Manage-
ment of Hespital Records,” Hospital Manage-
ment 108:36—41, September, 1969,

A medical record system was reorganized for a
dual purpose; to determine record completion
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status, and to determine the length of time of
individual physician record backlogs. This new
system is based on a step-by-step process of em-
pluyee responsibility for definite sections of the
record to achieve complete records of good gual-
ity. Charts are scanned using a check-off form to
determine which records are incomplete.

Krismer, John and Jerome Cordes, “Prob-
lem-Oriented Record Begins with the Patient,”
Modern Hospital 115:81-83, November, 1970.

A pilot record study undertaken at St
Lawrence Hospital, Lansing, Michigan, is de-
scribed. The authors point out that before com-
puterization is developed categories for the prob-
lem-oriented record must be set up. These cat-
egories include; problem list, physician orders,
physician update, nurse ohservations. progress
notes, flow charts, medical history, and physical
exam.

Phillips, Donald, “The Problem-Oriented Sys-
tem,” Hospitals 46:84-88, July 16, 1972.

This author reviews and presents possible
revisions of Weed's concept of the problem-ori-
ented medical record. Weed's record is based on
four phases of action; data base colleetion, prob-
lem formulation, preblem-oriented planning and
numbering, and progress notes and [followup.
J. W. Hurst of Emory University suggests adding
two steps to Weed's problem delineation: ma-
nipulating raw data inte etiological, physiclogical,
and functional diagnoses, and the demonstration
of the temporal sequence of the patient’s illness,

The problems of appropriate scaling and
management levels for adaptation of this concept
to the computer are raised. The author stresses
that physicians do not recognize that Weed also
uses the medical teaching process in his audit
concept. The skills needed for his system are also
cognitive, attitudinal, and manipulative skills
used in medical education.

Weed, L. L.. “Medical Records that Guide and
Teach,” New ' England Journal of Medicine
278:593-600. March 21, 1968.

This article develops Weed's concept of the
problem-oriented medical record and its appli-
cation to medical auditing. This record system
establishes problem areas against which per-
formance can be judged. It also provides an on-
going data bank {rom which new standards and
results can be evaluated. Computerization of
data will improve assessment of quality control.

Indirect Methods for Assessing Quality

1) Medical Education and Quality of Care

Enelow, Allen. Leta Adler, and Murray Wexler.
“Programmed Instruction in Interviewing: An
Experiment in Medical Education,” Journal of
the American Medical Association 212:1813—
1846, June 15, 1970.

Non-verbal techniques in interviewing are nec-

essary tools for professional competence. Med-
ical educators defined the optimal patient inter-
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view as one in which the greatest amount of ac-
curate information relevant to diagnosis and man-
agement was obtained within realistic time limits.
Ten programmed interviews were developed and
presented to students and at nodal points
questions were asked on typical problems in
eliciting information from patients. Results in-
dicated that these interviews were more effective
with audiences relatively unfamiliar with that
type of interviewing lorming the instructional
content,

Engel, George, “Care and Feeding of the Med-
ical Student,” Journal of the American Medical
Association 215:1135-1141, February 15, 1971.

The author describes deficiences in medical
school education affecting professional com-
petence. The basic organization and philosophy
of medical education is oriented toward an under-
standing of disease, not an understanding of the
problems of the patient. The system fails to con-
sider the patient’s experience of illness and does
little to help students understand patients as
people. Additional training in clinical observation
is needed before students can be ready for clerk-
ships with real patients.

Hess, J. W. and AL Levitt, “New Philosophies in
Medical Education: Their Effect on Recognition
of Competence,” Journal of the American Med-
ical Assoctation 213:1009-1012, August 10, 1970.

This article emphasizes the importance of the
behavioral sciences in influencing criteria for
identifying professional competence. The mini-
mum level of competence for entering general
practice must he defined. Once this level is agreed
upon, the techniques for the measurement of
competence must be determined.

Peterson, Osler and Henrik Bendixin, “A Cri-
tigue of Graduate Medical Education in Commu-
nity Hospitals,” Journal of Medical Education
44:762-767, September, 1969.

The authors feel that interns should not be
assigned to community hospitals with rotating
staffs, since with this system the responsi-
bility for quality of care is widely diffused. Com-
munity hospitals capable of becoming teaching
hospitals should focus on completing this change
and centralizing responsibility for quality of
care.

(2 Hospital Utilization and the Quality of Care

Anderson, Q. W., “What Utilization Review
Will and Won't Do,” Modern Hospital 116:97-
100, January, 1971.

The evolution of utilization review committees
indicates 2 lack of systematic methodology for
their usage. The author reviews the Michigan
and Massachusetts studies on professional deci-
sion making and hospital utilization. Utilizatien
review presently dees not come even close to
suggesting any hospital reorganization. Emphasis
should be placed vn developing options between
compeling delivery methods to improve the
quality of care.
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“Emergency Department Utilization in an Urban
Community,” Journal of the American Medical
Association 216:307-312, April 12, 1971,

The authors studied emergency room services
across Rochester, New York. A random sample
of all emergency room cases in 1968 was evaluated
from emergency room logs and records. Only 35
percent of the cases evaluated were judged to be
true emergencies by the nurse-physician rater
team. The study results also indicated an inverse
relationship existed between the sociseconomic
areas of patient origin and the rate of emergency
room xisits. Patients from the more economically
depressed areas had higher return rates. The
authors suggest that trade-offs in quality, costs,
and manpower exist when the emergency room
service becomes the primary care physician for
the poor.

Nahum, Alan, “Emergency Medical Care Sys-
tem,” Journal of the American Medical Asso-
ciation 217:1530-1532, September 13, 1971.

The author stresses the inequality of treatment
as a result of a lack of equality among emergency
care facilities. The two major variables affecting
the emergency care system are the quality of med-
ical care and the time framework. The total popu-
lation affected can be measured by sampling
records and information about cases which finally
do not enter the system. Qutput results can also
be categorized into complete recovery, recavery
with partial disability, recovery with complete
disability, and death. Such measurement at-
tempts will help identify the variables within
system components.

Norris, John, “The Acute Hospital—Chronic
Hospital Affiliation,” Medical Care 9:479-486,
November—December, 1971.

The author attempts to determine the advan-
tages of affiliation between the acute short-term
hospital and the long-term chronically ill hospital
by studying the admission, discharge, and trans-
fer patterns between the two types, Baltimore
City Hospitals’ Chronic Hospital accepts admis-
sions from within the Baltimore City system and
from outside hospitals, Patients from BCH acute
units are accepted for transfer to the chronic
unit after screening lasting from two to three
days. Patients from outside hospitals, however,
are accepted upon bed availability and receive
screening lasting one week. They are then frst
admitted to the acute BCH units for evaluation,
and then finally, transferred to the chronic unit.

Results also indicated that physicians begin
discharge planning at a later stage for patients
from non-associated hospitals and that a 1otal
reduction of 24 days per patient is achieved by
the association with the Chronic Hospital.
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Perkoff, Gerald and Mary Anderson, **Relation-
ship Between Demographic Characteristics,
Patient's Chief Complaint, and Medical Care
Destination in an Emergency Room,” Medical
Care 8:309-323, July-August, 1970.

The authors studied patients treated at the two
Barnes Hospital, 5t. Louis, emergency rooms in
1968-1969, to determine possible associations
between patient’s chief complaints, demographic
characteristics, case urgency estimates, and the
site of the medical care delivery after the emer-
gency room visit. Over two different study
periods 6,500 records were sampled and 114
diagnostic categories coded.

Results indicated that the residences of ward
patients clustered around the hospital while
private patients resided throughout the metro-
politan area. Also, ward patients were less likely
to get admitted to the hospital and were admitted
in smaller proportions than their number rep-
resented in emergency room figures. In spite of
similar insurance coverage, black patients were
also more likely to be admitted to the wards than
private rooms. The authors assign part of the
reason for this admission pattern to the prefer-
ence for patients to have private physicians when
being admitted to private rooms and the lesser
likelihood of black patients having private phy-
sicians.

Yeomans, Richard and Richard Brose, “A Basis
for Classifying Hospital Emergency Services,”
Journal of the American Medical Association
213:1647-1651, September 7, 1970.

The authors suggest a system for sorting
patient needs for emergency care together with
rescurce needs. Twenty-eight hospitals in met-
ropolitan Kansas City were surveyed and their
emergency rooms inspected for equipment, area,
and personnel. The factors in determining the
quality of care rendered were: (1) quality of most
crucial personnel available and consultation
available, (2) organization of the emergeney room
in terms of policies, physician direction, triage,
discharge planning, and (3) facilities and equip-
ment. Numerical values were assigned to these
aspects of delivery and composite scores totaled.
The results indicated that the seven highest
ranking hospitals already handled one-half of all
the emergency room visits. The authors conclude
by suggesting a threefold classification for emer-
gency rooms: (1) the major emergency room,
highly qualified to handle all cases, (2) the emer-
gency facility, qualified to provide initial care, and
(3) the emergency room, qualified to provide
mainly first aid.
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THE GRADUATE PROGRAM
IN HOSPITAL ADMINISTRATION

The Graduate Program in Hospital Administration was es-
tablished at the University of Chicago in 1934, making it the
oldest such educational venture. The purpose of this two year
program is to prepare students for administrative assignments
in hospitals and elsewhere in the health feld.

The eurriculum in the first year concentrates on courses in the
basic administrative skills—quantitative and behavioral—as well
as others designed to impart the knowledge required for deci-
sion-making in such areas of administrative endeavor as personnel,
finance, production, and marketing. In the second year, the cur-
riculum places emphasis on an understanding of economie, finan-
cial, organizational, and administrative problems and relation-
ships in hospitals and the health field, and the application of
basic administrative skills to the resolution and management of
such problems.
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