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THE DIMENSIONS AND SPECIFIC INDICATORS USED TO -
DEFINE COMPETENCE AND QUALITY IN MEDICAL EARE

A REVIEW OF T@ﬁ LITERATURE‘

.
%

Bgeface‘ . v T , .
- L - ’

This review.of the‘literature was undertaken in order:to provide a-'"back-
ground and working paper' on the companion topics of the delineation -and
measurement of cr1ter1a describing an acceptable level of general medical
practicé. As part of the Unlyer51ty of Puerto Rico's special Curso de Pemfec-
.Cionamiento (developed for un11censed graduates of foreign, medical schools),
the Medical School conVened a committee widely representative of-the varlous
professional medical groups in Puerto Rico,y,and charged them with, the ‘inftial
_task of defining high-quality performance. ~The group chose %0 restrict con-~
sideration to general practice as requ1red ir-the Island's local Health Centers
(Centros de Saludes), and thus dealt with three major areas: hospital care,
ambulatory-care, and‘public and ‘community health. The ultimate purpose of

. that effort was the assessment of the quality of care provided in the field
by those Curso graduates who later approved the state licensure examinations-
and were assigned to the Health Genters.

t a
+

The conference took place in December 1970 and its products were employed
in a .variety of ways. As might.perhaps be expected more atténtion was given
to the specification of performance criteria than to the development of meas-
.ures. Moreover--as.again m1ght be expected in view of the literature review

f1nd1ngs-—the conferees came face to face with a problem encountered by many .

_ others engaged in the dame sort of endeavor: it was more difficult to define
- performance in behav1ora1 terms than to outlinesthe wide range of topics which
must be dealt w1th - >
% -+
The careful and embrac1ng sets of criteria thus de11neated--and ‘the qua11—
" fications perta1n1ng to them--are the subject of a. separate report (ETS Profject -
Report 73-24)’ The same, is true of several other evaluative activities under-
taken by the Curso staff of the Medical School (and subc tracted to ETS).
The present report corcerns only the review of the literature which was used,
along with other documents, as background for the conference delibérations.
It served as a methodology guide with respect to both the statement ard
, -measurement of quality pexrformance indicators. -

g M -

This reV1ew is in essent1a11y the form in which it appeared in 1970. How-
ever, certain sadditional references have been utillzed and the text has been .
reorganized. somewhat, in ‘order to put the study ‘into final form as a preject
report. The, Teview, completed within a 1% month- period, was prepared as an
adJunct to other ETS serv1ces and was not a ebntracted activity.
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_ FHE DIMENSIONS . AND spscmc INDIGATORS USED TO ,
" DEFINE COMPETENCE AND QUALITY IN MEDICAL CARE: . '
. _ A*REVIEW OF THE LITERATURE ,A,;-.\ -
‘o . . s 4 -
| . T T T ' ’ s .
.INTRODUCTION AND BACKGROUND SEEI ' ’ o

This lite?ature yreview has been prepared as one aid in thevprocesé‘of
outlining indicators of ninimally acceptable perfdrmance of practicing
licensed phy51c1ans in the serV1ce of the Department of Health 1n.Puerto Rico,
The purpose of the review is, to present background material as a summary
report concernlng the definition of performance’ standards. ! Greatést attention

has been paid, «of course,.to such standards a$§ set for physicians in hospital

and/or dffice practice, but a ‘few references related to nurses have Been in- ' '
‘cluded as relevant to the problem. ) L_ , "
It should be’noted that the literature in English has been examined ' » A

and thus virtually a11 sources refer to pract1ces, researches, and proposals

in the mainland Unlted States. Several references, however, ‘were found which
.\ dea1t with medical practice in Puerto Rico, and these were valuable in two

primary ways: they provided gome background on the med1ca1 care system on

the Island, and they made reference to the particular med1ca1 needs apd most

. serious conditions peculiar to ﬁo%rto Rico. Of particular value was the 19

resource report Medical and Hospital Care in Puerto Rico (88), which was later

updated by Arbona (4) in the monograph "A'Progress Report on Reglonallzatlon
of Comprehensive Health Services in’ Puer}o Rico." Another 1mportant resource
"was Cordero 23, ‘where an evaluation of outpatient serv1cés in rural health
centers was reported in 1964. An article by Seipp (112) also preved helpful o

in prov1d1ng a sensef{of the medical needs and opportunities in Puerto R1co.

. With respect to #indj cators dof acceptable: performance, the intent of the

review was twofold: -to discover (ay specific cr1ter1a which have been pro- - s

»

; posed as performance standards, no matter in what various forms, and (b) ro:

: cedures which 'Have ‘heen employed in determiniang such- criteria. At'the same\

© * time) it was possible to note certain philosopnical viewpoints concerning, )
the whole questlon, and also to/relate measufement technlqups ‘to the criteria
as out41ned " The Bmpha51s, however, was on the criteria,and the means used

for arriving at them. o . ' .

P . ‘
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N\ One conclusion was arrived at early.

been written about the appraisal of medi
studies have been published in the last
this broad squect. (The fact that this

<.

And that is that a great deal has .-
cal care. Hundreds of articles and .
fifteen years bearing in some way on

review is based on only a small pro-

portion of these indicates first, that a thoroughgfing summary would be a

monumental task and second, that an attempt was made to consult only refer-

~ .
ences and annotations that appeared to relate directly to performagce cri-

teria.) ‘ .

2

It may be noted,. too that atten¥1on has been glven to the subject of

assessment in fairly precise terms by a broad spectrum of persons and groups

medical 'schools, the AAMC, the APHA, “the AMA, public health schools and

departments, and a host of individuals reBresenting hospitals, private prac-

.tice, and a var1ety of disciplines ‘as well as several of the professional

orgaanatlons sucﬁ as the American Academy of Pediatrics. The AMA's Committee

on Community Health Care, for example, Lhas made available a kit of 11 articles

(some of which are referred to in this review). which represent a spectrum

of approaches. and concepts in the field.

The kit is introduced by the

statement that there is an "increasing interest in systematic, methods for

evaluating the quality of medical care provided in physicians"private.

offices and-* hospltals " Similarly, the

"2, 1965) in favor of attempts to assess

AMA has ed1tor1a112ed (JAMA, August
quality of practlce by individual

physicians. The literature refers’ repeatedly to the work of Peterson 96),

Kroeger (75), Daily and Morehead (29), and Clute (19) because of the1r .

methodologles and because of their emphasis on the office practlce Qf indivig-

ual generalists and speC1a115ts.

-

. Again; the "Committee on Quality of Patient Care" of the Oregon Medical

Society, as reported in 1963, soughf.to

phy91c1ans in evaluating and 1mprov1ng patient care. v

both stimulate and assist individual

As another 111ustrat12§ of the general concern with performance and

quallty care, in a 1970 address before the AMAfCongress of Medical Educatlon

Hess (60) saw a direct relationship between the many current changes in

'medical education and the ultimate devel

the best means of determining readines

opment of performance -criteria as (4
* L]

to practice and quality of practice
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once engaged in. In other words, while some see such criteria as a means of
discovering malpract)ce or "punishing" the unworthy, Hess views them as a

positive force in better educatlon and practice.’ (Hess, Price, and others
.also predict the deempha51s of grades and amount of tra{nlng as pred1ctors
of future competente in favar of direct performance, demonstrated c11n1ca1

skill, good communication with patients, and ‘efficiency.)

.

Finally, it may be pertinent to remark that in 1970 the then National
Center for Health Services Research and Deve10pment'of the Public Health .
Serydce was supporting several projects. all of which included quality of .
Besides the special training-evalua-

a)‘a study conducted by ti® American

medical care among their major purposes.
tion “curso in Puerto Rico, there were:
Society of Internal Medicine, concerned with qua11ty performance in office
practice; b) a project in 'Hawaii aimed at assessing quallty medical care
in ambulatory settings 1? those islands; c¢) a grant to the Schoof of Public
Health in North, Carolina’ which included study of health care delivered,
patient satisfaction,.and efficiency and effectiveness of -delivery systems;
d) a contract with the American College of Physicians for evaluating the
quality of:medical care-in hospitals. It was possible tq inc%Jde a few prod-

ucts of these contracts in the literature study.

2 One may conclude that many ate concerned with the de11very of quality

!
care 1n,all sorts of settlngs They share a cha11enge as we11 as a concern,

howevet, in that they must struggle with the def1n1tlon of what part1cu1ar -

performance or set of conditions or collection of pract1ces they will deem

as ‘acceptable. They must all define the practice they are aiming at in

terms -of useful and manageable.crlterla. ) .

SOURCES "EMPLOYED ~ * T | .

*

A wide range of sources was consultad in ‘an effort to’ locate those s

. references which would/hear most directly.on the estab115hment of cr1ter1a

and the procedures 1nvolved As 1nd1cated in item 7 below, Jgurnals were

seardhed’as 4 CTeSS- chpck aga1nst other sources inLthe‘maIn; this Was ‘done

for the years 1 60-1920; However, during the revision of the review, a number
of additional,

and 1971. ) - S

eferences.were found representing publication in ldte 1970
RN - ! N
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"~ for other purposes.

-4- . :

1. Methodology in Evaluatlng the Quality of Med1ca1 .Care: An Annotated.

Brbllography, 1955- 19%8 (by Altman, Anderson, and Barker Un1ver51ty of

Plttsburgh ‘Press, 1969), with 397 references. The sectién o "Elements of
Audit Reyiew, and Evaluation' (124. tlosie) was carefully’read

for ma}erial related tp the de11neat10n of criteria of adequate med1ca1 care.

Perf rmance :

2. MEDLARS, the omputer service cataloglng Index Medicus entr1e5 &
MEDLARS plcked up over 200 titles; re1at1ve1y few of them were of d1rect use
MEDLARS indexes only from 1968. : , .

3. "Evaluation of the Quality of Médlcal Care," a b1b110graphy produced

in thdis searzh however.-

by Jean Rochon 1n 1968, w1th approximately 90 references.
4.

ences, many of which appeared also in other sources.

"AMA K1t of Art1c1es on Medical .Care Appraisal," listing 11 refer-

. 5. ”References to Stud1e5 in Medical Education," bibliography prepared

. by Un1ver51ty of Illinois School of Medigine. , -

L

6. Many articles and stud1es themselves had b1b110graph1es which .were

A}

used where approprlate Several.individuals also prov1ded useful leads
7.. "Finally, as a cross-check agalnst other sources, the ifdex volumes

The American Journal of 'Public

of .the follow1ng Journa{s were examined:
Health, The New England” J0urna1 of Medicine, The Journal of Medical Education,

.

and the Milbank Memorial Fund Quarterly.’
) oL ) <

Lancet,

LIMITATIONS- OF THE LIfERATUhE-

It 1§/gspec1a11y 1mportant to mete several 11m1tat10n5 in, tlhe 11terafure
whith affect the number of relevant references ava11ab1e _and also the
degree of their usefulness for the present purpose < In a senseg, this section
constitutes a set of conclusions _about the nature of the literature 1t5e1f
but thls is of course dome in the context of the immediate need for 5pec1f1c—
guldance in criterion-developmefit for medical practice in the lggal'Health

it shquld not'be inferred that the literature is similarly limited

-

A

1. Few references treated "quali?y performance' in terms o¥“€he pracfice
of the 1nd1v1dua1 physician. 'Most sources dealt with the overall
quality care prov1ded by a hosp1ta1 or a total health caré system.>

And-in some of these cases quality of tare refgrred to delIlthS,

'S

-

Y.




maintenance, and organization; in other cases, of .course, patient
. . ; \ 2
management was the major~concern. . * .
* ’ . ! ) &
.

\
Emphasizing the disparity in deflnzfions Qf ”qua11ty~care " several

" sources discussed’ such matters as- physician supply, use of parapro—

fessionals, cost, time, phy51c1an personality, and nature of train-
ing. - These were treated as indicators of quality c¢are, not just
predictors, and reflect some ofs the specifigs involved ih the ’

accrediting of hospitais, for example. , ‘ :

Several studies, initially apbearing to be releyant, turned out to
be more useful in medical education and training than in delineation-
of on-the-job performance expectations--though of course the two

areas are closely related. o : , '

hd -~

A large number of .studies and discussions were concerned ‘with only

one medical topic (e.g., pediatrics, heart sounds, sﬁrgery, cancer
detection) or with only one medical Eractlce (e.g., patient- 1nter—

iews, records, referrals) This of course makes ' the experimenter's

task an easier one but it also maké& it obvious that a mnch~more
difficult job is involved in trylng to set forth, and measure for,
the competence criteria affectlng a phy51c1an s whole range of |

practice.

. Many references turned out to be discussions of the need for clearly .

defined criteria rather than reports of frontal attacks on the

.
®

prsblem itself. - ‘ .

-
3

In only a few cases were criteria specified at é 1eve1/;here ane
could assess actual perfermance. ForseXample; many galled for an
"adequate physical examination but it is of course difficult to pre-,
ciself indicate' what constitutes adequacy.in a way that could be
generalized. (Where the concern is ped1atr1cs, say, theft part1cu1ar
elcments of the typical exam1nat10n are 1nchated and can be GpeLl—

fied)." ) ' .
\ . . .

Different 'kinds" of criteria.emerged as we11 as varylng concepts of
0

.

‘the nature of quallty performance While this may\be useful in con-
o. d




\

(

sidering several different aspects of performance, it can also be
viewed as a limitation: lack of ciear definition in the literature
- - forces one to develop h1§'own def1n1t10n~ In some cases the criteria._
4 concerned a physician's personallty, hlS 11fe style, in other cases,
criteria were included only if they couldigb Judged by one partrcular‘
"ethod (through ;tudy of records, for example). In still qther
Jpapers, certa;n aspects of performance were welghted more heavily
‘than others in defining desirable performdnce in a certain type of
abractice. Agaln, some 1nvest1gators 11m1ted their ¢riteria to direct
' medical treatment; while others inclided all the parameters of

patient management_or medical practice.
t . * ' "

There appear to be many opportunities, through the literature, to
"—

consider a wide range ‘of*dimensions of tofal physlc1an act1V1txw

but by comparison, there are few discrete cr1ter1a by wh1ch such

dimensions may conveniently be def1ned . RN

E3

With but two or three exceptlons,the 11terature d1d not dedl w1th
-
situations which’ might ‘be comparable to the moréllsolated local

-
\ . .

DIMENSIONS OF -THE PH’YSIGIAN'{ROLE I SEEEEN
o K . R

9 _Few writers used the term ”dlmen51on" but it bbcame obv1ous through the

health centers in Puerto Rlco._ . ' T -

4

literature search that many 1nd1v1duals were concerned w1th d1fferent aspect5°

of the pbx§1c1an s role——whether in hospital, clinic, or pr1vate pﬁactlce

And "role" came tb mean more than taéks done d1rect1y for d1agn051s or therapy.
When ‘one looks at the tota11ty of the’ 11terature-=1n search of specific ¢

criteria of quallty performance--he finds that these cr1ter1a relate to sev-

erad dlsparate d1menslons. No one-wrlter dea1t with all of these in a s{bdled
coherent fashion. What is outlined below is an .attempt to indicate the range

of. concerns among those who deal with the question of quality medical care "

°

%n a varlety of settings. ) . N

Norman Stearns, MD 1n remarks prepared for the AAMC mebtlngs in Los

_Angeles (October, 1970) discussed qua11ty of medical care .in terms of atti-

2
tude, the phy51c1an s attitude. TwThis is not,a_knowledge problem,” he said,

"but one of attitude." His point was that a good deal of concern and commit-

t
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ment must be generated.by medical peoplé in order to accomp11§h improvement
in care in areas ‘'of importance: defining community needs and respondipg to
Physi-
cians, he. feels, must be prepared to assess themselves, w1111ng to seek con-

sultations, ready to ‘talk w1th all concerned about quallty care.,

served to emphasize one &1mension of the physician's role which emerged from

the review (52, 59, 64, 72, 100, 116, 121, 130):

Various 1nvest1gators have studied the attltudes of interns and phy51c1ans

attitudes and coﬁmunlcatlon.
in such d1verse topics as these: : {
-motivation to do a high quality JOb
-concern for public health and invididual patient health
-w1111ngness to work overtlme as ev1dence of such concern
-attitudes toward patients in handllng premarital conferences
\ -
-g1v1ng;emot10nar support to patlents
f
-working for the ifiprovement of the quality of life

. & ‘ - -
-developing relationships with and concern for' complete families

. N g -

—1nterV1eW1ng patients in a warm, supportlve manner

-communicating with patients in their language (nontechnical)

-physician's definition or feelings about his role as doctor
Presumably it is true that any person, no matter what.his job, should
possgss.pbs;tiye.éttitudes about the requirements of his work and the people
hé deals with. %he literature as a whole, however, does not appear té accept
this notion as a glven, but rather deals with it in the fairly spec1f1c
One study (59) focused on the, evaluation of skidl in
Another (130).,

premising that . phy51c1an attitudes are not only relevant in patlent care but

terms out11ned above.

reratlng to patlents and conducting interfviews, for example.

alsp may be the?apeutlc, anqlxzed general practitioners' attitudes toward
themselves, their patients, their colleagues, and their positions; the physi-
cians' perceptions of their total role was contrasted with their attitudes as
expressed, during structured interviews.” A third study (121) investigated ‘
the éffééts of verbal inferéctioq (betwégp patient and doctor) on patient-
satisfaction and medical follow-through by the patients; while two others

(64 and 100) explored patient-doctor communication in terms of language used,

content involved, and thoroughness.
L

AR |
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In addition, it was noted that 80 specific—qualities (not exactly trans-
latable 1nto performance criteria) were employed in a ser1es of studies by
Price and Taylor (101 102, and 118;§as "marks of excellence " The following
were included among the first 30-of the 80 items, which had been ordered
in importance: - ’ \ ' N .
inspires confidence in his-patients :
is wise, honest, forthright, enthusiastic, dedicated °_ ,
is dware of.emotional factors in dealing with patients ‘ .
‘ has_sustained general interest and copcern, for patients‘
* has good doctor-patient relationsRips ’ “ .3
is able to communlcate well
A number of ‘other papers included various criteria whfﬂh fa11 under this
ribric of Att1tude and Communication; they will be noted 1ater when full sets

- , ! ‘&
‘of cr1ter1a are discussed.

‘As far as the search is concerned no other aspects of quality care were
studied or didcussed directly as the subject of an arti;;e——except of course

clinical competence, which will be dealt with separatel) in the following

.section. However, several .such dimensions emeréed in conjunction with other
cr&terla-—elther as suggested concerns or as agreed upon elements. necessary
in the provision of<“total health care. One notable statement about such
_dimensions appears in Morehead's report (91) of audits conducted in OEO neigh-
borhaod health centers: . o . o N ‘
. "The focus of the audits is on the medical care process xtself
as it affects 1nd1v1duaL pat1ents. Seiected charts’ are rev1ewed
Many other important areas w1th‘5eep impact on quallty of serv1ce,
"such as pat1ent satlsfactlon and acce551b111ty of serV1ce,
- can ‘be considered equal in 1mportance to the techn1ca1 quallty
of the care prov1ded " ‘ 4

Others (17 25, 44, 101, and 118) have included patient satisfaction among %

the aspects of quality med1ca1 care. There is concern.that patients not
only he "cured” ‘but that they be "satisfied" as-well, since this is 1mportant
to family healgh, communlty health, and respon51veness to efforts at educatlon’

and preventive medicine. These wr1ters, and another (129), also include the

I am—

accessibility and ava11ab111ty of both docto?s and medical services as an




.
. ~9-
: .
-

- * » » .
attribute "of high quality care. These two dimensions--patient satisfaction

and acce531b111ty-4appear to be highly related from the pat1ent point o? view.
¥

A flfth Hlmenslon is that of the evaluation of total health needs.

Severak wrlters (25, 44, 65, 118) indicate that gne aspect of quality+care -
is the determlnatlon of a patient's total condition and needs as opposed to
.deallng only w1fh the presentlng complaint. This dimension relates, too, to

preventipe medicine and to the treatment and care of wha{e families. It
may be_that ""treating the wholg patient" is one. part Bf preventi@e medicine,

but it has been dealt with separately by various writers. Preventive med-

1c1ne as yet another d1men51on has been included im several sources * (43,

48 96) in addltlon to those., already cited. g . .

Efficiency ‘and productivity have been referrea to in three references

" (17, 58, 101) as another concern of qiality care. The number of patients ‘
seen, the productive use of. time, careful use of ahcillary personnei, organi-
~zation of the health center or of%ice, and wise use of referral--these’ are
general criteria which have been proposed as-cozstituting"efficiency and

productivity.-

- . [y

A few other topics have also been mentioned: san;tatlon in the oggﬁce,

consultation with“other medical staff, education of theApubllc, contlﬁu;g

self- tra1n1ng by the physician, and consistent patient follow- -up. _Each of

these has appeared only once in the literature surveyed.

Three sources_deserve particular attention in connection w1th these .
"dimensions" of quality care. The paper by Cowles and Kubany (25) 115t5. .

seven maJor areas which should be included in asse351ng the work doﬂe by
L4

general prackltloners Each one, of course, needs to ‘be developegglnto spe~

i

c1f1c standards 'if the list is to be of much use, but the range ‘of dimensions

is notable: : o ’
3 - i

knowledge of medical information

ab111ty to gain and maintain the patient's confidence

assumption of responsibility for ‘the paplent's total prdbw
lems (med1ca1 social, emotlonal)

P

skill in observ1ng, recording, reportlng ’
skill in developxng and ver1fy1ng hypotheses from patlent data Z}-
stab111ty under different 51tuat10ns " '
1ntegr1t¥: honesty, recognltlon of.one's\limigations

A - ~ \
" \ o« C ~ .
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The Ca11forn1a'Med1ca1 Assoc1atlon pgper (17) is similar in that it outllnes
! . 51x areas wh1ch‘.when fu1f111ed constltute ""high qua11ty health care.™ The L

11St d1ffers “from the one just above, but has the same general range of b

concerns: . . _ ,
' y Eechnlcal competence : ‘.g s 'i, - . i‘ . o
. . availabldlty of health resources to all - < _ :',, N
e e o mot1vatlon to achreve high quality tare 7 v. o7 ’
. . . N ‘ effectlveness and .efficiency of performance ‘ e » “?Q

phy51c1an and pat1ent satigfaction thh care,

up-to- date,sc1ent1f1c knowledge N I P S A
7 B A . o -

The th1rd reference is to Peterson (98) who adopted an earlier: 115t1ng of-

¢

. focal -dimensions outlined by the Brltlsh MedlqﬁlﬁASSOCQBtlQn)wiﬁf ) \ )
’ T contlnuous care, of pat1ents : D S - C
:9 health education and- preventlve med1c1ne . BTN S
YL 'v'treatment of pat1ent as an 1nd1v1dual : : . ' .

d1agnos1s, treatment, after- care; rehab111tatlon

information to specialists ) _ e

- These ‘thyée 'sources empha51ze 3 p1ura11ty of med1ca1 care aspects (or
dimensions) /Aand are unusual because they are rare in the literature! In » .
partlcularg it should be noted that the c11n1ca1 competence dimension is

. ) included among others-—and at face this suggests their eunI welghtlng and

' ce

1mportance .To bg,sure, the

g.:s are dlfferent and -do not encompass all

the individual xdimensions w@}ch en
S .

e \ CLINICAL COMPBTENCE AND *PATIENT- MANAGEMENT AS A DIMENSION ) s

The largest number of sources were concerned w1th the, tedhn1ca1 manage-
' ment of illness. uAs ipdicated eariler,tthese references AFlustrate many ,
Jeo differences in the . approach to deflnltlon of quality care. They differ in 4 '
thc degree. of spec1f1c1ty of the criteria apraved at they differ in the o
" .number dnd kinds of activities considered; they d1ffer in emphasis; they,
i dzﬁfer in app11cab111ty to glven new 51tuatlons they differ in the degreé to°
y ' ﬂwhlch they arg discursive as opposed'&o empirical studies; they differ also

rn‘thelr fundamental concerns. Some deal with a single dlsease or clinical ". ‘ -

. ~apprbadh, some W1th med1ca1 educatlon and some with the whole doma1n of

.+ -health care.- : s

' Ry : ,."/
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One further general observation may be made: thé criteria which a giyen

¥y
Wrxthr develops appear to have a direct relationship to the means by which
g thoy mlght be tcsted ‘If an 1nvest1gator begins by dec1d1ng that the study
f{; of mgdrcal records will~be his procedure, then he is automatically limited

T? " i the-aspects’ of quality care-he may‘feasibly”study.. If he determines to

..

observe phy51c1ans on the job, then he too, is limited in the extent of the

\

.criteria he w1ll deem as important or observable. Thus, some individuals

have’ developed what appear to be limited sets of criteria, depending upon
their purposes.. This is one reason for examining a number of references, ) -

N 3

f“‘ tso that a w1der range, of p0551b111t1es may be explored

S
IR 3 a
.- —

el Kroeger et al,(75), in a brief investigation, studied the office records

~ T~

of 1nternists, ba51ng their study on items.'representing the éssential com- .
ponents of a complete record" plus additional material spec1f1ca11y needed
to study diagn051s and treatment of particular diseases ( 1nclud1ng anehia’; N
duodenal ulcer,‘ osteoarthritis) A total of 80 spec1f1c 1tems was developed
and put into 1] categories: basic background, chief- complaint present ill-
ness duration and prev1ous treatment,. systen rev1ew history, Eamily history,
- phy51ca1 procedures, dfagnosis, treatmentfand resultsj and communieations
to the patient Thus quality care was defined in groups Qf cnbtenia-all\\\

which could be revealed through study of “the medical and office records kept S ;,
\ \ -
Huntley (67), w1th the premise that quality record ~keeping would 1tseIf ’

indicate the quality of care being provided by med1cal_students, listed these

crit®ria for an acceptable work-up: complete history and physical; routine’ .
hemogram; urinalysis; syphilis test; chest x-ray; rectal and pelvic exams;
adequate plans for care; follow-up of abnormalities discovered in“the phy51—

- cal exam. Huntley s cr1terij]are 11m1ted to diagnostic and planning funct:ons
Beaumont (Z) went a little further by adding reunrements for the referral . .
process: Is referral 1nformation noted in the record? LS the referring 5 .

- doctor notified early and later concerning diagnosis, progn051s,\disp051tion’ o .
Beaumont derives a total<of 13 criteria for a quality diagn0515' an 1nterest1ng ’

51denote is that an acceptable quality of care is defined as an "adequate" <

fecord for any 12 of the 13 ‘elements.’ T : : ' xid
oo p '
s X Cam g ,
S L

. .
3 LA . ]
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: P/g?’(W1tﬁ varlable,wplghtrngs)

. Cow, . : ! 5

Turning to observatlon as a method,,and presumably as a’hlghly va1ued;
one Jungfer and, Last (70) ¢ ducted a study of over 100’ genpral practltloﬁers
4n Australia. Each was observed for at least a full day byta peer physlc1%p
s he proceeded through routine tasks.' C11n1ca1 performance was-evaluated “on
a 5 -point scale, w1th1n each of three areas: history,’ physacal examinatlon‘
and treatment (w1th a statement that “...hlstory taking 1s the most 1mpor—

tant - c11n1ca1 sk111 of the genéral pvactltloner.") As an example of the

' spe01f1c1ty of the cllnlcal aspects 1nd1V1dua11y rated the phy51ca} examl- L7

,'\, ! ‘:
nation included the following among 23 act1v1t1es... :
L ! -

Disrobing . ' leeurologi;al

Lmph nodes ‘Temperatiire

/

/
» Skin ~ Abdomen

AR "
Per1phera1 pulse Auscultgtion . ;

Each subaspect's ratlng was re1ated‘to a. preépecified verbal descrlptl n :;i‘

‘,/,"_
of performance, £rom no-agtion- taken to thorough 1nvestagat10n'

‘)’ / SR

delineation of c11n1ca1 behayiors, Jungfer s study may be valuabIe~rn that

P

it uncovered--and reported--a number of 1nadequate practlces in ghe samplef"'

and focused attention on the educatlve 1mp11tations of the 1nvestigat10n e

(PP
2 . _1 N -

AN
Morehead (92) employed the 1nterv1ew technlque 1n one stud} along w1th
audit of records. Ind;vxdual phy51c1ans were\rn erv1ewe regardlng the1r

handllng of several dlseases, although no attempt\was made to have speolflc

cr;terla for eaoh ﬁlsease studled " ﬁhowever,¢the to\xcs drscussed in the

n,‘

-

1nterwlew rncluded Uhe follow1ng, and each was rated oﬁ\g\scale of Good Faxr-

r

.
1
)
+
J
‘

W N
RN

/ IU Y.

-BECORDS J hlstory, physical prpgréss nétes ‘or%
t.',.,' Just1f1cat10nlof thevventatlve diagnos

% AN
\\"\‘ >

ngzaggon,
TENR N

AWK

MANAGEMENT tihe in obtannlng 4ndi£ated p%ocedures, 1nd1cated
AN ’Lab work’ (uith d;nlmuﬂ hemoglobln, ur1naiy51s,\and\

.

ﬁéerqlogy 1n every caseg,‘x~ray, consultatlons, summary\\

"I“,‘AN FOLLOW UP: uhe'i‘hpy, foX' low-~ up lab work, adeql}acy
flfo110w‘

Xl
"y

i

up v;51ts léov-erall. management

\‘. g
) X

’
ks
(24
3

"‘.7 l;" —«Q/_.
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'total of 100 polnts in each case. PrespeCL£1ed<§tatements were prepared .

for eachrsubact1v1ty The remaining mattery of note 1s that thrs study was

conducted- mtthln operatlng groups of phy51c1ans who part1c1pated in the Hea}é

Insurance Plan; and for ""those, who scored ,60. or’ le;s, corrective measures

.oT teryunatlon. . ) .

ere cr1ter1a were establlshed rated, and acted upon,)
/

-

’-.

- o Hélfer's st/udy (58) perta1ned to quahtﬁare 1n, a pe;li/atrlc emergency

. room, as indicated by'adequacy of diagnosis eatment, and dispositiof.

Charts were checked for these spec1f1cs in the hlstory 111ness duration,

temperature, ear pa1n, cough, vom;tlng,,dlarrhea, drug sens1t1y1ty Criteria

" for an adequate physrcal exam were: ears, mouth 1ymph nodes, resp1rat10n,

-

auscultation of lungs, throat and heart and /bdomen exam...No other_speclflcs

. Were prov1dpd o £ S : . .
v 4?' e o //' . - -
,,;'f cher studies dea11ng w1th the 9u91t of records were.exam1ned also.

s

.

P

They share the 11m1tat10n of some of'these abové in that, they prov1de little

' spec1f1c1ty for the topigs of concern outlined. Another difficulty. is illus-

“trated by the Morehead study (91), where the clinical audits for several

dlseases weTe performed by.. exper1enced clinicians who made judgements con-
cerning such topics as "3ust1f1cat10n of dlagn051s, adequate phy51ca1 in-
dicated consultatlons,cand acceptab111ty of treatment." While some studies

have broken such top1cs into more discrete elements for tabulatlon or veri- °

f1cat10n 1n thls case personal Judgement within broad topics was used as

D)

the, ba51s for determlnlng qua11ty of care.

-

L4

s

To.a ceftaln extent, different’'sets of criteria were developed. in studies

where observaggon was the method employed for getting data. For example,

'n_ Bergman (10), in a study of pediatricians in private sett1ngs, set up these

7 general top1cs. personal approach to parents and ch11dren, components q&
phy51ca1 exam (checkllst with 49 items); time spent; frequency of glven
d1agnost1c procedures, 1nc1u51on of given items in.history (38 items listed);

prescriptions made, and advice given.
~ . , o -

N . .

™~

’

The first and last of these.are topics

—~

1ics of the study are necessar1}y overs1mp11f1ed here, but 1t is " !

S
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Petdrson's dtudy (96), on the, ,

, ’ '.
which the study of records would not discover.
other,hand, set up_criteria in four areas-where the records might have pro-
vided most of: the needed informatiof~diagnosis, therapy, preventive medicine,
and record- kgeplng Peterson and his colleagues felt, though} that direct ,
,obs€rvation would reveal many Subtle aspects of pract1ce~-both p051t1ve and

negatlve-—that coulﬁ not be plcked up through a\study of records. Checkllsts

and written commenxary were used ‘as the ba51s of Judéements in thlS study

of general practitipners. . _

. . Hinz (63) assessed the clinical performance of students (for use in both

teachlng and evaluation) also by means of d1rect observatlon " He dev€10ped

fairly specific criteria for the observation schedule-—some of which dépended
- upon the observer s Judgement while others were a matter of obJectlve Te-

porting of events. “Although this study was restricted to the dlagnostlc .

function, the criteria are presented in some detail because of the1r specific-

ity. See Appendix A. C : . J
3 L K ' .

Lo v Looking at a small segment of medical care, Bates|(6) examined 130 re-

" ferrals toan outpatient clinic. 1ve_cr1ter1q were gpplled. chief complalnt

and history, physical\findings, lab work results, medications, and diagnostic

impressions. (Using a standayd of 4 of the 5 criteria being judged satis-

factory, only 23% of the referrals were deemed a&eﬂuate; It is not known

whether this was an acadeffic finding only or whether ¢linic doctors in fact

found many referrals lagking in information necessary for particular cases.)

»

" Two sets of-cri ria concerning

In o

- r 3 - - -
ompetence in nursing are included be-
fic elements.

-cause of their gpe e paper (11) the authors suggest four

areas which m1ght be noted in spot checks of quallty care by nurses (related

to particular illnesses): a) patient p051t10n in bed, b) condition of skin,

. , relative to fréquency of turnings, c) whether intravenous needles remain

. 1mbedded efter bottlef “are empty, 'and d) state of patiént's dressing. Glaser
(48) provides a brief list of broad standards to be applied to the public
o, - 2

health'nurse; they Qmoﬁﬁt'to a general job description, .but without specific
—~ )

perfo;mance~expectationsl'.They are:

A
Gives sk111ed care to p%g;ents requiring, part -time nursing care

. Uncovers health problems thru observation, ‘interview, records

Finds out the course‘bf dlsease,

R . " ——

‘ . L ventlve measures needed

. “ possible compllcatlons, pre;

»

S 4

..—3

=

-
.~
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. . Uses records and statistics effectively

! Establishes good relationship with patient and familx P

. ”
-

These five requirements are reportedly broken 1nto 66 more specific functlons

which are expected of all public health nurses (not listed in this source)

Glaser's group rated a number of nurses over an 8-week perlod using a 4- p01nt

. scale in ‘terms of frequency of performing the’ ‘particular tasks.

It was as-

sumed by definition, that the more often a nurse fulfills the part1cu1ar

aspects of that.role, the better is the qua11ty of medical care dispensed.

In a br1ef but emphat1c er (83), the Committee on Maternal Welfare

of the Massachusetts Medical Soc1ety unlquely approached the matter of quality

care criteria by outlining crucial standards wh1ch would prevent deaths re- .

\
lated to maternity. As exc;¥pted in Appendix D, -they outlined an experience-

based list of "musts," not1ng that !for every heading there is on record

.a maternal death that could have been av01ded if the d1ctum had been observed."

Along the same 'lines of attend1ng to specla\t

\ general pract1ce), the American Society of Internal

"

y practige (as opposed to
Medicine (90) has devel~

.

!
dped disease- or1ented sets -of criteria which set m1n1ma1 standards in its

"Quality Appralsal Project.' Both “armchair and empirical approaches have
¢ .
been used in these very ‘recent out11nes, one of wh1ch is included for 111us~

tratlve purposes as Append1x E (dlabetes)

P

At the_present time,. ASIM is 1n

the process of Validating various sets of such standards and appears to hévej -

moved far aloffg the road in establishing’ acceptable and measurable cr1ter1a

of quality practice within a careful and thOroughly-planned development project.

4 .

-

.(' &\

The Phy51c1an S Role

. +

; .
¢ 2

_ Three relatively recent papers prov1de a somewhat more global look at

the various roles of the physician. And a1though these 3 descriptions include

different aspects of the phy51c1an s role, %hey help to def1ne that role more

fully. They also re1nforce certain dimensions mentloned €arlier, around which

more specific cr1ter1a mdy be developed.

In these: respects,

they,are similar

to the California (17) and Cowles (25) references discussed ear11er

s‘

-

Hubbard (65) and others developedAa taxonomy of clinical performance--

in 9 major areas--in theln efforts to determlne what néeded to be tested

[y

=
\‘l‘ \ ?F 18
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for in Part III of the National Board Examinations.

As published this classi-

fication g1ves only broad general expectations, but at the same t1me it covers

a large number of topics. See Append1x B.

Hess (60) implies the need for\”certified performance capabilities"

and

calls for the concom1tant deflnltlon of m1n1mum levels of competence in a

physician's demonstrat1ng the follow1ng capab111t1es

S
-

medical and clinical knowledge

J

. .7 .o
diagnosis of illnesses
treatment of illnesses‘

ddagnostlc and therapeut1c procedures v
. R

skill in relating to patients:
; keeping of records <o 7 -

>

Y

psychomotor .skills

-

" Finally, Sanazaro and Williamson (108) outline a c1assification scheme

covering the phy51c1an s performance in internal med1c1ne They called on

specialists to Judge which "actions" are causally related to patient end- re—
sults (either. benef1c1a1 Qr detr1menta1) based on actual pract1ces known to

,them or engagedgln by. themselves. The resulting detailed list of vital actions,
SN

. 55, ‘.
dervices, and concerns, ‘shown in Appendix C, serves as a taxonomy for clinical, .

performance, and breaks these down into general and specific.categories.

\

s

7 The study by Cordero (23) is relevant from several points of view.

First,
it re1ate9 to med1ca1 care spec1f1ca11y in Puerto R1co, and secondly it con-

“cerns such care in a rural Health Center. Third, it deals with criteria for

e Judglng adequagy of care although these afe more in terms of generdl center

management and hand11ng of various respon51b111t1es, than specific physician

Fourth, and perhaps most importggtly,
‘iggcal

behaviors re1ated to clinical practice.
the study attempcs to relate performance standards on "the one hand to 1

0

needs and resource% on the other.,

/
have

[

g

The presumptlon was that a realistic quality care expectatlon wouz?
ré-

+ to be based on knowledge of phy51c1an training, phy51ca1 and financijal
lsources, physician- p\%dent ratios, and the like. As noted, "the{bonccpt of -
minimal adequate care was defined by estab115h1ng criteria of th'e amount of
,medlcal supervision (care) needed by partlcular types of patlents i .Thus,

-

- -
Paid
&
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o’ ‘for some patients and conditions the keeping of records is not requisite;

‘ similarly, quality may be inférred where physicians appropriately use the

referral system--or conversely use their own facilitieb and skills before or

: instead of referring. ’The staﬁce was not deﬁensive; hoyever. " Cordero studied

| the tase needs (and physician handling) of 250 patients, and using minimal
criteria found about 50% of the cases revealing some degree of poor medical
practice, notably in‘terms of omissions: treatment possible but not, glven,
inadequate physical examinations; dlagn051s needed and possible, but nbt made--
and thgk no treatment; needed referrals to district hospital not made) Another
f1nd1ng was that--because of the c1rcumstances--phy51c1ans saw and treated
generally the most serious cases with the result that the pxeventive med1c1ne .
thus ignored tended to increase th& number of later serious &ases in a never-

]
ending cycle. . .

CONCLUSION .

Certain major problems-were encountered in attempting to draw from the
‘ . literature a coherent picture of current criteria of adequate (or minimal) -

y
medical care. The first was expected--namely, that relatively few criteria

would be specific enough to stand by themselves as indicators oprreclse

performance. It is riever an easy job to p/ascrlbe standards, even when they
are to be set up for a spec1a1 purpose with a particular population. And some-
times it may be necessary to rely on the judgements of acknowledged speclallsts
regardlng the worth and re1at1ve quality of a'person's general profe551ona1
act1v1ty. The very complex1ty of the physician'$§ role’ makes it difficult to
imagine a set of standards that could apply to all practitioners in all situa-
t1ons Thus it is easy to understand why many studies and articles are con-

f f1ned to one d1menslon of that role or to the phy51c1an s JOb in re1atLo—d?o

one or two dlseases “ . ( ‘ ;

It. is also easy to underdtand why many efforts in this d1rect10n depend
upon subjective judgements of adequacy' ﬁo be ’sure,. there are instances
where ob3ect1ve criteria can be assessed--such as number of beds, possession
and use of cardiology equlpment pat1ent turnover--but in these cases one
cannot be looking at the performance of the physician himself. Much of what
the individual physician does is 1tse1f a matter of.Judgement, and that con-

y ) .
. \ L

' . y
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siderably complicates the situation Qf setting precise standards of perfdrmunce.

] . . ——
The second major problem is closely related to the first. There is at

this time--so far as the literature reveals--no clearcut and universal defini- _ ¢

t10n of the physician's role or for that mat ter of the total JOb to be done

~

(by variously trained persons) 1n4prOV1d1ng needed and acceptabie med1ca1

care. Without such a taxonomy of what needs to be agcomplished, At is d1fficu1t
to set up useful standards of how well it needs to be done.’ And of courseﬁ.;’
times change, and thus nriorities and emﬁhases also vary. Several wr1ters
have realized this d1ff1cu1ty and have consciously keﬁt their concerns w1th1n
a small, controllable scope Others have trledrto cover the whole doma1n of *
quality care in 6 or 8 global statements (with particula® reference to ‘the

physician), but this leaves us with 1ntent10ns, not def1n1t10ns

> g

N A third d1ff1cu1ty is the existence of differing’sets of criteria W1th
differing specific performance expectatlons And "this .appears to vary in®
terms of ph11050ph1ca1 stance. Some writers begin with the, assumptlon that
utilization of persons and fac111t1es defines quality care, others stress

" patient outcomes as the u1t1mate indicators of adequate care. The majorityy of

_ those sources considered in this review have dealt with phy51cian'performance )

in terms of patient- physician interaction of various sorts, with little or
no reference to ut1112at10n or patient outcomes Even within this last rubric

there exist wide var1at10ns in both approach and product, as noted in the

-

body of this report. ' . . .

- o

One mlght 1nfer that there is disafreement or contentlon in the field re-

garding haw to define the components of tota1 and/or quallty health dare

This appears not ‘to be the case there do not seem to be schools of thoughtv_ '

on the questlon. Rather, there is a lack of consensus, wh1ch results “in a
- variety of definitions, a wide range of dimensions, and diverse degrees of°
specificity. Proponents are not arguing, in other words; they. are either

simply not agreeing or are unaware of one another's efforts and priorities.

- N . . > »
In connection with these problems it may be useful to quote from one of °
* - ,0
-the writers.who has given much thought to quality medical care, its defini-
tion, and its measurement. Donabedian (31) writes... “

{
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. The assessment of quality must rest on a;opnceptual and
operationalized definition of what the "quallty of medical
" care" means Nany problems are present at this fundambntal _
level, for the quality of care is a remarkably “difficult . ‘
- "notion tb define. .the: definition of quallty may be almost
anything. anyone w1shes it to be although it is, ord1nar11y,
" a reflection of values and'goals current 1n the- medlcal oare )

system and in the larger SOC1ety of which it is a part } ) (p.167)

.most studies of quality suffer. from having adopted too narr%w Coes
a'definition of quality. .In general they concern themselves with
the technical management of illpess and pay little attention to
' N preventlon, rehabilitation, cibrdlnatlon and-cont1nu1ty oﬁpcare, -
or*handling the pat1ent physician relatlonshlp ) Presumably the e e b
reason for this is that the ‘technical requlrements of -management

- . are more widely recognlzed and Better standardlzed, C J Tp 1920

N
~

: Also, certa1n goals in the medical care process may not/ge .
compat1b1e with other goals, and ore may not Speak oquuallty
in global terms but of quallty in specified dlmen51ons and for -
.specified purposes Assessments of quality w1ll not therefore;;

result in a summary judgement but in a\complex profiley as Sheps a .

d ¢ 4,

. has suggested ‘ . ‘ o (p. 194) o
. ot . ay Yy d o
it Mﬂ .
In view of, these observatlons, it appears, prudent for any 1nterested .
. group to define its own purposes and set up its own definitions, before 1t

proceed$ to spell out specific cr1ter1a relatlng to the adeaﬁacy of med1ca1 v :

. care. At the same time, the 11terature does prdVlde a numberof* clues .con- . ¥
* cerning dimensions of medical pract1ce By the individual phy51c1an . and the s '
literature also provides numerous éxan of nonspec1f1c crifﬁrla--the sort, :
LI 3

which may profitably be avoided if any egree of objectivity or precision is
desired. . ) < . e ,

< g, :
. ) @ ?

In summary, the literature as a whole provides some clearcut guidélines °

along with a sense of an incomplete or:variablé&methodology. For example, .a

. number of dlmen51ons of quality care have been either studied or espoused, . .,
|

. T S,
¢ - ‘ - ’

v & G L
N 4 ~




and probably deserve attention in any effort to descrlbe and assess the per-
formance of the general phy51c1an Yetd from §9urce to source the dimensiochs
vaty, and some persons suggest only global Judgements in these domains as’
opposed to performante-specific assessments. Similarly, there is a dichotomy

pithin the "clinical competence' dimension, whereby one approach is to specify

and méasure for the general handling of history-physical-treatment; and another

1s\to putline and examine only by glven disease.

»

“As to methodology related to ‘the’ statement of ¢riteria, two observatlons
aro made. Elrst varlous approaches to the determination of performance have
beenoutilized: ob ervatlon, audit of‘records, audit of records plus ‘inter-
view, ratings, and queétionnaires} Aside from theso standard procedures little
that is novel has been advanced other than the simdlated‘patient—managemgnt
test device. Second, criteria, have been outlined by Varlous means by fiat,

4

-via the armchair approach based on general experience;j by consensus within )

- profe551ona1 SOCletleS or ad hoc groups; by 1nvest1gat10n of ex1st1ng records
. - for 1nd1cat10ns of variance and frequency; by determlnatlon of critical in-
C1dents or glaring needs which help to def1ne the degree of specificity re-

. qu1red and by empirical tryaut ( and reV151on) W1th on-the-job practitioners.

- The review has concentrated on the performance of the individual phy-
: 45&! . SlClan and has dealt w1th a number of findings that may be helpful ;in the
\ @g task of out11n1ng,performance ¢riteria. It has made réference to dn exten-
slve and relatively recent literature which demonstrates the broad concern
of the profession for both defining and assuring quality medical care. At
the same time, the review has suggested a variety of cautions in approaching i
the problem of criterion-definition,and has made it clear that this is a

developing inquiry rather than an accomplished one.

>
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APPENDIX A

’ Hinz Observation Form

'Content of present‘illness

1. introduced self, explained procedure

2. elicited chief complaint

3. elicited major symptoms: character and severity, location, rélation
¢ to other symptoms, onset, course § duratlon
4. exacerbations and remissions

5. etiologic factors
6
7

%
. prior medical care and results of therapy
. elicited pertinent negatives to rule out other syndromes
Techniques of Eliciting History
[4 ) .
. encouraged patient to talk freely
. controlled the interview
. held to a logical sequence ) ’ -,
“

followed leads offered by patient

checked story by summarizing, questioning
avoided repetition

used understandable language -

recorded data during interview

posed questions without suggesting answers
10. determined.patient's interpretation of symptoms ~
I'l. showed cohsideration ' g
12. avoided intruding his own feelings

13. inquired about emotional aspects, and followed leads

-

.

.

W oo~ NEH -

-

PN

Routine Histopy

Did logical and appropriate systems review. /ast history, family _
history, personal history, occupational hlstory, environmental history

* Physical Examination = - :

.

performed exam systematically \ . ) '
. obtained ¢ital signs '
. used appropriately detailed exam
. - showed dexterity with hands and instruments - < .
. included all pertinent jparts of exam ’
explained procedures . : ,
adapted history and phy51ca1 to present c1rcumstances
" was courteous and gent e

.

[ BN Mo N B RS S

-

Oral Presentation of Cang ’
precise and logical

. selected positive and n;&ative pertinent facts

considered signs and symptoms in terms of disease process

arrived-at logical tentative diagnosis for right reasons

considered other logical possible diagnosis

undertook diagnostic and therapeutic pr1nC1p1es for future

. management-of patient

. . .

AN H L~

.
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I

-

Taxonomy of Clinical Performance

APPENDIX B

,: ‘ (Hubbard et al.)

IHistory:
Obtain .information from patient
Obtain information from other
sources:
Use judgement
II Physical, Examination
Perform thorough exam ’
Note manifest signs
‘Use appropriate techniques
II Test & Procedures
Utilize appropriate tests
_Apply methods correctly |
Modify tests to meet needs
Interpret test results
IV Diagnostic Acumen
Recognize causes
Explore conditions-thoroughly
Arrive at reasonable differen-
- tial diagnoses

b

9«4
.V Treatment

Institute the appropriate treatment
. Decide immediacy of needs, for therapy
Judge appropriate extent -of treatment
Judgement & ski'll in Implementing Care
Make necessary preparations
Use correct methods and procedures
Perform manual teshniques properly
Adapt method to special procedures
Continuing Care ~
Follow the patient's progress
Modify treatment
Plan effective follow-up care
Physician-Patient'Relation
Establish rapport with patient
Relieve tensions
Improve patient cooperation
Responsibilities as Physician for:
welfare of patient, hospital, health
of community, § medical profession

VI

VII

VIII

IX




\

GENERAL CARE ~ -

.

Use of facilitics

Consultation,

Professional manner

Physician availability

N *

Professional responsibility

Follow-Up Y

Use of hea}th team

2

EVALUATION: GENERAL

Arriving at di'agnosis -

‘Arriving at plan of treatment

‘Review of problem

~

Review of treatmeht

Other
EVALUATION: SPECIFIC
History ¥

Physical examination
Use of instruments »
A

Psychologic perception

Laboratory
X-ray . A -

EKG
Diagnostic procedures

’

Taxonomy of Medical Care
(Sanazaro and Williamson 1970)

* -Biopsy,. Papanicolaou smears,

C-1

APPENDIX C

-Hospitalizing or transferring patient; use of
specialized equipment

-Use of consultants for diagnosis and/or treatment;
use. of advice offered by .consultants
—Establlshlngsor ma1nta1n1ng Tapport ; phy51c1an
behavior/attitudes in dealing with-patient

" -Willingness to see patient; making house calls,

reSpondlng to calls from nurse, hospijtal, patient;
seeing patient personally; attend1ng patient;
providing for coverage '  °

-Continuing education; keeping up with the literature;
matters of ethics, interprofessional, relationships,
and attitudes toward medicipe ’
-Arranging, assuring, ‘scheduling follow- -up care;
making effort to do same; attitude toward
providing<such care

-Coordinating services of other physicians, nurses,
auxiliary wo kers, promsting, fac111tat1ng
communication among professionals .

~Mak1ng or considering dlagn051s, d1fferent1a1,
d1agn051s, awareness OT recognltlon of causes,
conditions, diagnoses .

-Deciding upon a plan of treatment, for example,
to use drugs, surgery, dialysis, etc.

-Review of records, reevaluation) neexamination,
‘reinvestigation; a:qcnsslng probiem with patient's
previous physicians o

-Reassessment of regimen .

-Evaluation; work-up; 1nvest1gat10n of problem

~

-All- actions ¢hat perta1n to eliciting, recording,
verifying, interpreting complete histaory; use of
history; attitudes-toward history-taking ‘
-Performing complet¢ physical examination; acts

of noting, discovering, f1nd1ng, attitudes toward;
techniques . .
-Use of instruments for examining patient: Oph- -~
thalmoscope, otoscope, stethoscope, anuscope,
proctoscope -
-Recognition of patient' s special psychologic or
social needs, attitudes, beliefs, "unspoken"
complaints’ °

-Use.of laboratory, as in ordering tests, and use
of results; reliance; selectivity

-Use of radiologic techniques, 1nterpretat10n or
use of interpretations of x-rays

-Same as for x-ray

lumbar puncture,

thoracentesis ' .
39 a




TREATMENT: GENERAL

Revising treatment

TREATMENT: SPECIFIC

-Revising of therapeutic proéram; judgement;
attitude

Diet .
Prescription of activity

Patient'educafion

Psychologic support

Use of community resources

Drugs, bioloéicals,
electrolytes, fluids

Procedure :

Physical modality

Radiation/Electrical

Cesarean section/delivery
Surgical treatment

-Diet as the modality of treatment’

~Specific advice to increase, limit, modify,

regulate activity

-Instructing, educating; explalnlng, preparing
patients. Primary purpose is increased patient
knowledge and understanding of condition of
Tegimen | .

-Reassuring, alleviating concern; expressing
interest in patient, famlly Goal is improved
emotional state .

-Use of special agenC1es, community health
fac111t1es,_fam11y services, child guidaneed.
visiting nurse association, etc.

-Administering; prescribing;” knowledg cf dose;
awareness of side effecis

-Nonsurgical procedure used in treatment, e.g.,
removal of foreign body from trachea or body
cavity, phlebotomy, local injection

-Cardiac resuscitation; dialysis, artificial °*
respiration; physical therapy B

-Use of x-ray therapy in any form; other wave
therapy; cardiac defibrillation '

-Decision-making dand technique

-Immediate preoperative, intra-operative, and
postoperative treatment; surgical technigue;
planning, jedgement, decision-making

3




APPENDIX D : D-1

- v

s Committee on Maternal Welfare
Massachusetts Medical Society '

»
)
!

'Minimum Standarhs of Obstetric Care' (1954)

PRENATAL CARE | ’

Blood pressure,< weight and urinary albumin must be recorded at every visjt.

Hemoglobin must be recorded at the first visit, and repeated at least
in the seventh month on all patients., In those requiring treatment for anemia
. it must be repeated again and again. . .

Blood must be tested for syphilis and for blood groupiné and RH\factor

at the first visit,. s

- Visits must he required of all patients at least monthiy.in the first
fsix months, every two weeks during the seventh and'eighth months and every
week in the ninth month of pregnancy; in case of complications, especially
toxemia, weekly visits begin earlier (often, patients must be. seen twp or
- three times in a ‘week). €~ T .
N ) ‘.‘ . . .
- History must be obtained at first visit regarding previous pregnancies
menstfuation (including date of last menstrual period and a carefully estimated
date- of confinement) and nephritis or any kjdney ailment, hypertension, diabetes, _
scarlét fever, rheumatic feVep or any form ¢f heart disease. ‘.

v

A
.

Measunemené@ﬁgf the,pelJ@s must be made, incYiding at least the diagonal |
conjugate and a realistic appraisal of the outlet. \

. Heart, abdomen anﬂ‘pelvis must also be carefully examined, and the urine
for sugar. ® o ) . . ———

INTRA-PARTUM. AND POST-PARTUM CARE

-

“On Admission .. . , : M R

. . . B N -
N , -

) 4 3 ‘ T 3 . 3
The nurse must note’the length of.gestation) temperature, pulse<3nd N
respirations, ‘blood pressure and fetal heart rate and immediately report if
any is abnormal. In active labor, determination of the blood pressure and

pulse is repeated at least houfrly. ' . f -
: ‘The agtivity of labor, presence,and amount of bloody show and state of
membranes must be recorded. : N
' ¢ [} ] .
The time of last meal or fluid must be Called to the attention of the .
doctor, J R ) N
) . . ) \ ' < h ‘ ¢
Anesthetic’ . 3 . : .
—_— e B ' Lt :
. \ .
v Theanesthetic must be given only by. a gqualified person and never by
. . the circulating nurse. o - . .

- - F . . . o

o ) . : < -
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v . .
. . )
: Inhalation anesthetid must never be used unless the patient's stomach
is empty. Spinal or caudgl anesthetic must be given only by a doctor
familiar with its risks who'will take time to stabilize the patient before
proceeding. (Stabilization refers particularly to a fall in blood pressure
that can be corrected with pressor drugs and to the level-of anesthesia,
which must not ascend above the costal margin.) ’

: ‘
T The anesthetist must be in constant personal attendance at the patient's
*head throughout the entire obstetric or surgical procedure and is responsible -
for her further care until she has recovered from anesthesia. :

* .

-

Delive
Delivery R
., The- absolute mirimtm personnel includes obstetrician, anesthetist and
circulating nurse. Added nursing personnel should be withip a moment's
call for unforeseen emergencies. . oo .

a

¢
Dglivery throﬁgh an undilated cervix is extremely dangerous. ﬂigh—
forceps deliffery is not justified today. Excessive fundal pressure is
dangerous.

0
-
« P —

A consultant or assistant should be called in cases entailing more than
~ low-forceps delivery. . :

A

P

" Asepsis must be surgically strict. Masks must.cover noses. - -
<

’ M a .
R - , '
 Excessive Crede maneuver is dangerous. ’ .
Post Partum ‘(_the\ hazard of hemorrhage is highest now) - i%
. Even if oxytocics are used for the third stage it is imperative to ‘ :
guard the fundus immediately after delivery of the‘bagy until forty-five
minutes after expulsion-of the placenta (this means h lding the fundus b
* through the ébdomeﬁ\betﬁeen two hands, presumably by a nurse).
Cfﬁss matching of blood is started immediatelx_if post~-partum bleeding‘
o exceeds. more: than a slight trickle. TN
'* \\ - M“ ' * ) - - \\ . : “\‘ .
If in doubt the attendant should start the transfysion and call for help, .
R e . : {‘:-‘%
Ample supplies of compatible blood must be readily available in the
hospital, preferably on the delivery floor, twenty-four;hours a day. .
- - N \*&‘;\x .
R The vagina should never be packed fqg bleeding frd@;above..
. N . . w \ \\.: 3 N -

\
< A -

. . ‘ .
The cerviyx is explored visudlly, and the vagina ﬁgﬁﬁﬁ}ly, for: lacerations
if bleeding occurs. “ . S

s

e \\% .'- '.’;... . ‘ \‘\‘\
If bleeding persists immediate assistance is essen®ial’’\ Vi
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’ . . .

-, Medical Care Appiaisal aﬂd Quality Assurance

’ , in the Office Practice gf Internal Medicine L p *
< . /‘/.': l‘ (A S I Mt/ 1971) R : . -
, .o . /' - ,/ '/' v ! . ‘
. f ;!, o ’,J ¥
S ©.., !, GENERAL INFORMATION S .
~ i -r ’ ;‘ »’ d j ’

Please PRINT 34& addltlons and corrections )
. . ‘¢ ,

. - 1 = ; “‘ : v - 3
~ 1. "Code No. \(state phy51c1an case number) ; ) '
' . T r -
‘ 2. sex T ! . ,
' 3. -Age (decades)
\ Vi :
- ~ - . . . .
4. Race ~
.: ' _' P N * ~
rd . .
5. Patient came voluntarily |
* t ) . ) |
M . AN
¢ 6. Referred}by non-MD L - |
2 ’ ) ) ’ o |
’ 7.+ Referred.by MD ,
N : AT
) 8. Case was handled over the phone .o
N ' 4
. 9. Case was an office visit !
% . .
10. The disease category constituted the primary diagnosis
. 4 :
4
11. Time required to complete this phase of care
' 1
'Pxn\ : a. Not'less than days
' T b. Average of . days
v . . —_— . ‘ .
- ¢c. Not more than days A
- . o . A "
b | . 12, Time required to grant the patient an appointment \ y o
& N .
' . .
[N N
P /’
:" e, v
' ~ 7 - ;
4 'b ' ’
-~ ¢ // © ¢
. ..
H T - ~ / A
3 . by
v. . » s
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CRITERIA FOR QUALITY CARE

3

B

Criteria for the Diagnosis. and Institution of Management

of Newly Discovered Diabetes (Mature Onset Adult)

.

’

History: Specific reference to:

Weight. change

Visual=symptoms

Paresthesia

Pruritus

Family history of diabetes

Obstetrical history

Infection - skin or other location
. Fatigue -

Coronary insufficiency

Polyuria

Polydipsia

Previous investigation for dlabetes

History of pancreatltls

History of excessive intake of alcohol

Nocturnal diarrthea, ,

Sexual problems

Recent ‘physical stress

Recent emotional stress

Medications

Dietary habits

Other endocrine disegse

-

WU &N~




Score:

B.

‘C..

4
Physical Examination:

I.

Specific reference to:

Eyes ) =

a. Cornea

b. Lens

¢. Funduscopic

d. Visual acuity
Cardiovascular

a. Heart

b. Blood pressure

c. Peripheral pulses

Skin <
a. Trophic change

b.  Pigment distribution

c¢. Lipid deposits
Chest examination

Abdominal examination
Physical measurements

a. Weight
b. Height

b. Sensory

S

. Neurologic examination
a. Deep tendon reflexes'

c. Cranial nerves

d. Pathblogic reflexes
e. Vibratory senses
General.appearance with comment regardlng

weight

Laboratbrz:

1.
2.

Complete blood count

Urinalysis -

~ a. Chemistries

.

.

.
'
.

3
4
5.
6
7
8.
9.
10.
11.
12.

13.
14.

b. 'Microscopic

A

Fasting blood sugar.

Post- prandlal blood sugar

Glucose tolerance test

Random blood sugar- -

Blood urea n1trogen or creat1n1ne

Cholesterol
Ur1c acid

Llpoproteln determlnatlon

Liver profile
Thyroid tests.
Urine culture .
‘Triglycerides

~

\

R



’

D. Radiology:

1. Chest x-ra& .
2. X-ray of abdomen

. E. Special Procedures
Electrocardiogram
‘Tuberculin test
Ocular tension - .
Ophthalmology consultatlon .

Therapy :

1. Dietary instruction
2. Type of diet
~a. \Weighed or measured v
(Amer1can Diabetic Association Diet or 51§ilar)

(S

-

b. Free
c. Avoidance of sugar only
. izWeight reduction-
3 Instructlon;ln urine testing
4 Iﬁstructhn in administration of insulin
5.~ Instructlch ipfhanagement of insulin reactions 3
6
7

’

Instruction-in care during other acute 111ness
Type of-treatment
a. Diet alone
b. Diet and ipsulin
. ¢. _Diet and oral agent

. "None .

8. Referral for care
Fxplanataon of -
a. Diseasé;
bf. Need for diet o
c.” Need for treatment
d. WNeed for follow-up " .
e. Need for weight. control

10. Were paramedical personnei‘used for
a. Dietary instruction .
b. Urine testing instruction
c. Insulip administration instruction
d. Explanation of disease

11. Explanation of complications
a. Short te .
b. Long term

*




