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THE DIMENSIONS AND SPECIFIC INDICATORS USED TO

DEFINE COMPETENCE AND QUALITY IN MEDICAL .CARE:

A REVIEW OF THp.)TERATURF

-Reface' .

This review .of the literature was undertaken in order.to provide a-"back-

ground and Uorkingspaper"oon the companion topics of the delineation and
measurement of criteria. describing an acceptable level of general medical

practice. As part of the Uniyersity of Puerto Rico's special Cursode Pei4fec-
,cionamiento (developed for unlicensed graduates of foreign, medical schools),

the Medical School convened A committee widely representative of-the various

professional, medical grbups in Puerto 'Ricotrand charged them with. the'initial

task of defining high-quality performance. The group chose to restrict con-

sideration to general practice as required id the Island's local Health Centers

(Centros de Saludes), and thus dealt With three major areas: hospital care,

ambulatory care, anCpublic 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 Centers.
a

The conference took place in December 1970, and i's ptbducts were employed

in a .variety of 'ways. As migttgerhaps be expected, more attdntion was given

to the specification of performance criteria than to the development of meas-,

ures. Moreover--as.again might be expected in view of the literature review

findings--the confereds came face to face with a problem encountered by many

others engaged in the flame sort of endeavor: it was more difficult to define

performance in behaidoral terms than to outline, the wale range of topics which

must be dealt with.-

The carefu l and embracing sets of criteria thus' delineated- -and the quali-

fications pertaining to them--are the subject of a,separate report (ETS Project,

Report 73-24): The same, is true of several other evaluative activities under-

taken by the Curso staff Of the Medical School (and subctracted to ETS).

The present report bodterns only the review of the literature which was used,

along -with other documents, as background for the conference deliberations.

It served as a methodology guide with respect to both the statement arid

-measurement of quality performance indicators.,
es.

This review is in essentially the form in which'it appeared in 1'970. How-

ever,, certain:additional references have been utilized and the text has been .

reOrganited,somewhat, in *order to put the study'into final foras a prpject

report. The. review, comNeted within a 11/2 month.period4 was prepared as an

`adjunct to other ETS services and was not a.eOntracted activity.

This review was prepared. for a Conference conducted by the University.
.of Puerto Rico Medical Schobl, in, connection with the evaluation of its

special Curso de Perfeccionamiento for foreign medical graduates.

Originally prepared,in 1970 Revised in 1972

. 4-47 ,

a

Educational lesting Serytpe,
/ 3 Durham (North Carolina) Office
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THE DIMENSIONS,AND SPECIFIC INDICATORS USED TO

DEFINE COMPETENCE AND QUALITY IN MEDICAL CARE:

A'REVIEW OF THE LITERATURE

INTRODUCTION AND BACKGROUND

This literature yeview has been prepared as one aid in the-process' of

outlining indicators of minimally acceptable performance of practicing

licensed phyiicians in the service of the Department of Health in Puerto Rico,.-

The purpose of, the review is,to presekbackground material as a summary

report concerning the definition of performance'standards. Greatest attention

his been paid,4of course, to such standards aS set for physicians in hospital

and/or office practice, but a-few references related to nurses haveldeen in-

`eluded as relevant to the problem.

. It should be/noted that the literature in ,English has been examined

and Thus virtually all sources refer to practices, researches, and proposals

in the mainland United States. Several references, however,'were found which

dealt with medical practice in Puerto Rico, and theSe were valuable in two
. .

primary ways: they provided some background on the medical care system on

the Island, and they made reference to the particular medical needs and most

serious conditions peculiar to Puerto 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 PAProgress Report on Regionalization

of Comprehensive Health Services in'Puerto Rico." Another important resource
I

was Cordero (23), where an evaluation of outpatient services in rural health

centers was reported in 1964. An article by Seipp (112) also proved helpful

in proyiding a sense f the medical needs and opportunities in Puerto Rico.

With respect to " indicators df acceptable. performance, the intent of the

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

posed as performance. standards, no mditer in what various forms, and (b) pro=

cedures which'have'been employed in determining sUch,criterii, At same
%

'time; it was possible to note certain philosophical viewpoints concerning,

the whole question, ind'also tor'elate measurement technic:Re& to the criteria

as outkined. The emphasis, however, was on the criteria,and the means us'ed

foi arriving at them.

j 4
4



-2- rt

One conclusion was arrived at early. And that is that a great deal has

been. written about the appraisal of medical care. Hundreds of articles and

studies have been published in the last fifteen years bearing in some way on

this broad subject. (The fact that this review is based on only a small pro-

portion of these indicates first, that a thoroughgoing 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 performaoce cri-

teria.)

It may be noted,.too, that attention has been given to the subject of

assesgment 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 reeresenting hospitals, priyate prac-

tice, and a variety of disciplines as well as several of the professional

organizations suct as the American-Academy of Pediatrics. The AMA's Committee

on Community Health Care, for example,4-has made available a kit of 11 articles

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

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 provifled in physicians' private

offices and hospitals." Similarly, the AMA has editorialized (JAMA, August

2, 1965) in favor of attempts to assess quality of practice by'individual

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

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

methodologies and because of their emphasis on the office practice of indivia-

ual generalists and specialists.

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

Society, as reported in 1963, sought.to both stimulate and assist individual

physidians in evaluating and improving patient care. '

As another illustrati n of the general concern with performance and

quelitr care, in a 1970 add ess before the AMA.-Congress Of Medical Education,

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

medical education and the ultimate development of performance .criteria as

the best means of determining readines to practice and. quality of practice

C-
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once engaged in. In other words, while some see such criteria as a means of
4

discovering malpractce or "punishing" the unworthy, Hess views them as a

positive force in better education and practiCe.' (Hess, Price, and Others
10

.also predict the deemphasis of grades and amount of training as predictors

of future competen'in favqrof direct.performance, demonstrated Clinical

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 Development of the Public Health

Service was supporting several projects. all of which included quality of ,

medical care among their major purposes. Besides the special training-evalua-

tion'curso in Puerto: Rico, there were: a)'a study conducted by t} American

Society of Internal Medicine, concerned with quality, performance in office

practice; b) a project in Hawaii aimed at assessing quality medicalcare

in ambulatory settings i7 those islands; c) a grant:to the School 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 ofmedical care in hospitals. It was possible tc$ include a few prod

ucts of these contracts in the literature study.

One may conclude that many are concerned with the delivery of quality
...

4

care in.all sorts of settings. They share a challenge as well as a concern,

howevei, in that they must struggle with the definition of what particular -

performance or set of conditions o1 collection of practices they will deem

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

term's .of useful and manageable-criteria.

SOURCEStMPLOYED

A wide range of sources was consulted'in 'an effort to
.t

locate those

refererices which would)hear most directly.on the establishment of criteria

and the procedures involved. 'As indiCated in item 7 below, journals, were

seardhed'as a cross -check against other sources; in the .main; this Ilas 'done
1

for the years 1 60-1970. however, during the revision, of the review, a number

of additional eferences.were found-representing publication in late 1970

and 1971.

44.

TI7 6
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1. Methodology in Evaluating the Quality of Medital Care: An Annotated.

Bibliography, 1955 -19 18 (by Altman, Anderson, and Barker; University of

Pittsburgh.Press; 1969 , with 397 references. The section o "Elements_of
, .

Perf7mance: Audi; R iew, and Evaluation" (124.titAs,) was ca'refullyreId

for material related t the delineation of criteria of adequate medical care.

Z. MEDLARS, the omput'er-sexvice cataloging Index Medicus entries.

MEDLARS picked up over 200 titles; relatively few of them were of direct use

in this search, however: MEDLARS indexes only from 1968. ,

3. "Evalqation of the Quality of Mbdical Care," a bibliography produced

by Jean Rochon in 1968, with approximately 90 references.
.

4. "AMA Kit of Articles on Medical,Care Appraisal," listing 1,. refer-

ences, many of which appeared also in other sources.

. S. "References to Studies in Medical Education;" bibliography prepared

by University of Illinois School of Medicine.
.

6. Many articles and studies themSelves had bibliographies which were

used where appropriate. Several.ihdividuals also provided useful leads.

7.. 'Finally, as a cross-check against other sources, the iAdex volumes

ofthe following journas were examined: The American Journal of'Public '

Health, The New England'Journal of Medicine, The Journal of Medical Education,

Lancet, and the Milbank Memorial Fund Quarterly.

LIMITATIONS- OP TILE LITERATURE.

It iVespecially important to note several limitations in,tht literature

which affect the number of relevant references available,, and also the

degree of their usefulness for the present purpose;-= In a sense, thig section

constitutes a set of cOnclusions,about the nature of the literature itself,

but this is of course done in the context of the immediate need for specific

guidance in cTiterion-deVelopme t for medical practice in the local Health

centers. It shaTld not'be infeed that the literature is similarly limited

for other purposes.

1. Few references treated "qualit y performance" in terms o he practice

of the individual physician. Most sources dealt with the overall

qbality care provided-by a hospital or a total health card system.

And-In some of these cases, quality of tare refgrred-to facilities,'

a,

I
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maintenance, and organization; in othercases, of.course, patient

management was the major .concern.
.

. .

,

2. Emphasizing the disparity in defiaktions of "quality- care," several

sources discussed'such matters asphySician supply, use of parapro-
/-

fessionals, cost, timer.physician personality, and nature of train-

ing. These were treated.as indicators of quality care, not just

predictors, and reflect some of. the specifics involved ih the

accrediting of hospitals, for example.

3. Several studies, initially appearing to be relevant, 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.

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

one medical topic (e.g., pediatrics, heart sounds,, eArgery, cancer

detection) or with only one medical practice(e.g., patient-inter-

Itiews, records, referrals). This of'colirse makes the experiffientet's
,

task an easier one, but it also makds it obvious that a mIchmore

tit
difficult job is involved in trying to set forth, and measure for,

the competence criteria affecting a physician's whole range of

practice.

S. Manyreferences turned out to be discussions of the need for clearly

defined criteria rather than reports of frontal attacks on the

problem itself. -

6. In only a feW cases were criteria specified at a levelwhere one

could assess actual performance. For example; many called for an
4

"adequate physical examination" but it is of course difficult to pre-,

cisely indicate what constitutes adequacy.in a way that could be

generallized. (Where the concern is pediatrics, say, theft particular

elements of the typical examination are indicated and can be sped.-

fied).",

'7. Different "kinds" of criteriaemerged as well as varying concepts of
. ,

'the nature of quality performance. While this maybe useful in con-
.. 4

8
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sidering several different aspects of performance, it can also be

viewed as a limitation: lack of clear definition in the literature

--forces one to develop hWown definition. In some cases the criteria.

concerned a physician's persOtiplity, his lifee:style; in other cases,

criteria were included only if they could4Be judged by one particular

'Method (through study of records, for example). In still ether

,papers-, certapiasOects'of performance were weighted more,heavily

`than other's in defining desirable performaime in a certain type of

,practice. Again, some investigators limited their criteria to direct

medical treatment, while others inclilded all the parameters of

patient management or medical practice:

\
8. There appear to be many opportunities, through the literature, to

consider a wide range Of,dimensions of total physician activity*

but by comparison, there are few disCrete criteria by which such

dimensions may conveniently be defined.
. ,

..
. . °'

9. With but two or three exceptions, the'literature did not de&l with

situations whichmight'be comparable to the morlfisolated local

health centers in Puerto Rico.,
....

DIMENSIONS OF -THE PHYSICIAWN0.ROLE
.% ,

:
.

.
. pit

f
- Pew writers used the term "dimension" but it bbcame obvious through the

. . .

literature 'search that many individuals were ,Fonceinedwith different aspects.
.

of the physician's role--whether :in hospital, clinic, or private practice.
./

And "role" came tb fi;ean more than tasks done directly for diagnosis or theiapy.

When 'one looks at the totality of the'literature-nin search of specific
.

criteria off' duality performance--he finds that these criteria relate to sev-

erall disparate
)

dimensions: No one.wrfter dealt with all of these in a s.eudied,
!

i

coherent fashion. What is outlined below is anattempt to indicate the range

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

ina variety of settings. .

Norman Stearns, MD, its remarks prepared for the AAMQ meetings in Los

.

Angeles (October, 197.0) discussed, quality of,medical care in terms of'atti-

tude the physician's attitude.r-"This is not, a_ problem," he said,

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

9
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ment must be generated-by medical people in order to accomplish improvement

in care in areas 'of importance: defining community needs and responding to

them, daily patient, care, preventive medicine, and community health. Physi-

cians, he,feels, must be prepared to assess themselves, willing to seek con -

sultations,sultations, ready to talk with all concerned about quality care. His .remarks

served to emphasize one dimension of the physician's role which emerged fion

"the review (52, 59, 64, 72, 100, 116, 121, 130): attitudes and colimunication.

Various investigators have studied the attitudes of interns and physicians

in such diverse topics as these:
-dr

-motivation to do a high quality job 4

-concern for public health and invididual patient health

-willingness'to work overtime as evidence of such concern

-attitudes toward patients in handling premarital conferences

1 and enuresis cases., for example

- givingsemotionar support to patients

- working for the itprovement of thequality of life

developing relationships with and concern fort complete families
4 u

. -interviewing patients in a warm, supportive 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

possess positiv.eattitudes about the requirements of his work and the people

he deals with. The literature as a whole, however, does not appear to accept

this notion as a given, but rather deals with it in the fairly specific

terms outlined-above. One study (59) focused on the evaluation.of skill in

relating to patients and conducting interviews, for example. Another (130),

premising that,physician attitudes are not only relevant in patient care but

alsp may be therapeutic, analyzed general practitioners' attitudes toward

themselves, their patients, their colleagues, and their positions; the physi-

cians' perceptions of their total role was cpntrasted with their attitudes as

expressed during structured interviews.' A third study (121) investigated.

interactionthe effects of verbal anteraction (beti4T1 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.

\.. 10
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In addition, it was noted ipat 80 specificqualities (no exactly trans-
,

latable into performance criteria) were employed in a series of studies by

Price and Taylor (.101, 102, and 118)4as "marks of excellence." The following

were included among the first 30,of the 80,items, which had been ordered

in importance: 41

inspires confidence in hispatients

is wise, honest, forthright, enthusiastic, dedicated

is Aware of emotional fuctors,in dealing with patients '

has sustained general interest and colicern.for patients

has good doctor - patient relationsHips , .3

is able to communicate well

A number of 'other papers included various criteria whi-41 fall under this

rabric of Attitude and Communication; they will be noted later when full sets

bf criteria are discussed.

As far as the search, is concerned, no other aspects of quality care were

studied or discussed directly as the subject of an ar icle--except of course

clinical competence, which will be dealt with separdtel in tnb- following

.section. However, several.such dimeftsions emerged in .conjunCtion with other
. ..

criteria--either as suggested concerns or as agreed-upon elements.necessary'

in the provision oftotal health care. One notablestatement about such

dimensions appears in Morehead's report (91) of audits conducted in 0E0 neigh-

borhood health centers: ...

. "The focus of the audits is on the medical care process itself
.,..

as i't iaffects individual, patients. Selected cbarts'arerevewed...
A'.

Many other important areas with deep impact on qUality of service,

-such as patient satisfaction and accessibility'of service,

can be considered equal in. importance to the technical quality

of the care provided."

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

the aspects of quality medical care. There is concern,that patients not

only be "curee'but that they be "satisfied" as,well, since this is important
,

to family heal/Ali, community health, and responsiveness to efforts at education

and preventive medicine. These writers, and another (129), alsb include the

accessibility encl. availability of both doctols acid medical services as an

5

(
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attribute'of high quality care. These two dimensions--patient satisfaction

and accesibility--,appear to be highly related from the patient point oT view.

A fifth'dimeg5ion is that of the evaluation of total health needs.

Several, writers (25, 44; 65, 118) indicate that one aspect of qualityfcare

is the determination of'a patient's total condition and needs as opposed to

dealing only with the presenting complaint. This dimension relates, too, to

preventive medicine and to the treatmentnd care of whole families. It

may be that "treating the whole patient" is one part 8f preventive medicine,

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

as yet another dimension, has been included in several sources*(43,

48, 96) in addition to those. already cited.

Efficiency and productivity have been referred to in three referenCes

(17, 58, 101) as another concern of qdality cafe. The number of patients

seen, the productive use of time, careful use of ancillary personnel, organi-
.

zation of the health center or office, and wise use of referral--these'are

general criteria-which have been proposed as constituting' efficiency and

productivity.-

A few other topics have also been mentioned: sanitation in the o c ,

consultation with°other medical staff, education of the public, contil&

self-training by the physician, and consistent patient follow7up. Each of

these has appeared only Once in the literature surveyed.

Three sources...deserve particular attention in connection with these .

"dimensions" of quality care. The paper by Cowles and Kubany (25) lists, -

.

seven major areas which should be included in assessing the work dorie by
0 i

ilit

general practitioners. Each one, of course, needs to'be develope into spe-

cific standards 'if the list is to be of much use, but the rangv o 'dimensions

is notable:

knowledge of medical information

ability to gain and maintain the patient's confidence

assumption of responsibility forthe Atient's total prbb-10)

lems (medical, social, emotional)

skill in observing, recording, reporting,

skill in developing and verifying hypotheses from patient data
.

stability under different situations'

integrity:' honesty, recognition of-one's'Umitations

12,
P\
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The California 'Medical Association pver (17) is similar in that it outlines,

six areas which;.when fulfilled, constitute "high qualiti health care :'' T'he'"

list differs from the one just above, but has the same general range of

concerns

. A technical competence

of- health resources to all

r

motivation to dchieve higp quality'Care '

effectiveness and,efficiency of performance

physician and patient satilfactionqi,th care.

N.

4-to-date, scientifit knowled,ge:

The third reference is to Peterson (98) who adopted an earlier' listing of-

,focal-dimensions outlined by the British MedfCalAssociatiOR4_ _
. ,

continuous care of-patients I.

health education andpreventfve medicine

treatment of patient as an individual

diagnosis', treatment, after-caret rehabilitation

inforthation to specialists

.These.th e-sources emphasize 4 plurality of medical care aspects (or
4

dimensions) nd are' unusual because they are rare in the literature: In

particu.lar, it should be noted that the clinical- competence dimension is

included among others-s-and at

importance l, .To 69, sure, the

the individual dimensioAs w

,face this suggests their equpl weighting and

'ts are different and -do not encompass all

from, the review (as discused above).

CLINIACCOMPETENCE'AND'PATIENT-MANAGEMENT AS A DIMENSION

The largest number of sources were concerned with theteChnical manage-

.V
t.

ment of illness% As indicated eahier,ithese references illustrate many

differences in theappoach to definition of quality care. They differ in
,e
the dekreof speLficity of t he criteria arrived at; they differ in the.
number Ind'kinds of activities considered; they differ in emphasis; they,

Cli-fifer in applicability to given new situations; they differ in the degree to'

which they are discursive as opposed to. empirical studies; they differ also

',wtheir fundamental concerns. Some deal with a single disease or clinical

apprtath; some with medical education; and some with the whole domain of.

- health care.

13 r:4
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One further general observation may be made: the,criteria which a given

J4rithr develops appear to have a direct relationship to the means by which
_

* thoY might be tested. If an investigator begins by deciding that the study

of medical records will-be his procedure, then he is automatically limited

in theaspects'of quality carehe may feasibly-study. . If he determines to

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

':criteria he will deem"as important or observable. Thus, some individuals

haYdeveloned what appear to be-limited sets of criteria, depending upon

their purposes.. This is one reason for,examining a number of references,

' osc\that a wider rang; of possibilitieS may be explored. .

4' o

Kroeger, et al.(75), in a brierinvestigation,, studied the office records'

of internists, basing their study on items. "representing. the essential com-

ponents of a complete record" plus additional material specifically needed

to study diagnosis and treatment of particular diseases ( including anemia;-

4 duodenal ulcer; ostebarthriis). A total of 8b specific items was developed

and put into 11 categories: basic backgrOUnd, chiefcomiilaint, present^

ness duration and previbus treatment, systeM review,,htstory,:amil/ history?,

physical, procedures, dfagnosis, treatment'aidiesult,s,, and Communications
- - .

to the patient. Thus quality care wa-S-,degned in.groupg,o.f

which could,be revealed through study of 'the medical and- ,office record's kept.

Huntley (677, with the premise that quality record-keeping would itself

indicate the quality of care being provided by Medical.students, listed these

criteria for an acceptable work-up: complete hiStory and physical; routine

hemogtanv, urinalysis; syphilis test; chest x -ray; rectal and pelvic exams;

adequate plans,for care; follow-up of abnormalities discovered in tithe physi

cal exam: Huntley's criteria are limited to diagnostic and planning. functions.,

Beaumont (1) went a little f rther by adding requirements!forthe referral .

process: Is referral information noted in, the record? is _the e-referring

doctor notified early and later concerning diagnosis, prognosis,'disposition?

Beaumont derives a totalof 13 criteria for a quality diagnosis; an interesting

sidehote is that an acceptable quality of care i1'defined as an "adequate"

record for any 12 of the 13 elements.'

14
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Turning to 'obiervation as a method, and presumably as a!highly valued i
;

,*

one, Jungfer and ,Last (70) clducted a study of over 100' genpnal practitthhers ;

.

in Australia. Each' was .observed for at least a full day by,,:a ee'r. physiciain, ,

i , .
l's he proceeded through routine tasks.; Clinical performance wag evaluated''i;ri, ,

a 5-point scale within each of three areas; history,, phYsal eXaminatio4

and treatment (with a statement that " his tory-taking, is the most impor-.
example

i

tent -clinical skill, of the general pi:actitioner.")/ As n x ,of the. K

specificity of the:Clinical aspects individually rated', the physical' ci:cam i-:
/

nation included the following among 23 ....actiVities
4 ,

Disrobing. ...Neurological

V
Lymph nodes -TemperattUre

/ /

Skin - Abdothen
11

Peripheral.pulse Auscultation
,, , - .

, '.-
'Each subaspect ' s rating was related` to a .preopecified verbal' dese-Tiqi; ni ..: ,,, ...,..,.,..

of, performance, from no-actien-taken to thorough,:invest4gati94 :.. .

,,- '
/ - , r.

Aside from the use of observation-rating as a method 'arid6the','.darefal.,,

delineation of clinidal tiehaviors, Jungfer's study may be valuab:le:'i*.ti4t
.,

it uncoveredand reported - -a number,of inadequate prabtices in t # $amp e
.

.. ,
, . 4.. , .7 %..

,.,
and focused attention on the educative impatiqons -of the investigalibn.t-

,

A

, . ', .
' \ \ `- ,....

\ , i.\\. ,1,
Morehead (92) employed the interview iectuarqiie in'.one study along with

,

y`along.,,

of records. ,Individdal phySicians were.rn erview4,regardingtheir
i'

i .... ' -
,

i .

handling at' several diseases, altliOugh."ne:_atiOnpt`-was made to have speCific
.,, ,,-;,,,. : 1:

thee,
LI .1:,\,., . .

cri.,teria for each idisease %Studied .,q,' libwever 0' ,to tcs thcscussed in the/ J ,- ,-- ,... ,
inteprie includedncluded the .folkowing, land' each was' ,'rated soiia scale of dood-F,ai,r-

tii , ..% , ,.,..; %-- ,-, ,
, , :. ti ,

P (Witi'riariable 'w1./glit'ings): I- ',' : E.- '4':- ,c....,. ., .. \.. ,
. - .. ,

././ ,,.., ,', -: , 1.. ; . ', ,:. .' . , ',,,,, ,.
;! , ,- ,- .. \ , s; : .,.,,./ rgCORDS./ pi story , phys5.cal 4 phisirfSst,nOtes,corkariii0tion, .

- / : 7 ,... t .1 ,. ;,
,,:,,, z ,:. , ,jdstification!.ot they tejitti,.yi daagnosr.s ., /.. ; ; ; fl t.

,s, i

----`'. MANAGEMENT`: iihke in obtaining :4nd ft4t eld'.: procedures, indid`ated
-,. - :. ' i ,', . , i

- / >,. :.1'. ,., '' Lab;` work' Nrith n4iniriugi heinopfobiii, urinalysis ,- am:K.

*S.

; 4. . 1. , i, , r4 ,

- 7-....,:', - / ' 4 c ', ' i 4 ercflogy -.3.'n every da_se,), ix'-ry, consultations "summary \,,
,. , t.,.,..;, ....i...,......4} tt : ,,t ....... .., A. f ....,... , ' . r , c

.

.4
.

'1; . , 4 ,'' :, . - '. /PREPMEN,1,A,ND FOLLOW-UP:, therapY,:foliow-,up',,lab work, adeqUacy,. ..
....114,4 ,/: ,4,.,,..: f' ,.;,,,4 ... .4 r . , 1 i' ,t, ' v., i , . 1 1,/... ^:-,:s. i 1

1 j ,

14 foverall, pinagement.r' ' 4-.1. ..-'.1. '.:. ' ...i. : ,1 i gffollowl;up visits,'
.:.,-,,,...,

, ''., -.-.41-'t.-, 4'4., --4 , fj! 4' 4;` 1 1, 'I 0 .`,' ..R
::

'4 ' 4/. . .:1 .7:1 ....! -:i . ',7; .....,-7 1

I, ; f :`'''. - ; 1 i '

: ' : : l'it;:,-::7;?..\1:%-i I; t 1;: 4.;^
''4 . .? ! 4 V.,:i. ; ':),:j ;1 i 13 ts'

'
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Ovetall judgement-Were arrived t (weighting'recOrds 30%, Management.40%, .-"

Yand treatment 30%) for given physi laps and given cOnditions; with a potential
,

total of 100 points in each case. 'Prespecifiedtatements were prepared
'i - , . - , f

foreachtsubactivity. The remaining Matteitof note is that 'thiis study was
7

-, .

conducted'vXthin operating groups of physicians who .d-iticipated in tihe Hea4h
.

.

Insurance plan; and flor "those.who scpred,60. or'lesS,-eorrective measures
xi .

yere recomm nded--either more intensive supervision:..or termination,.."
. ..,

, 1 .
,-,

(The meeh les of the study are necessarily, oversimplified here, but-ft-is
4

,,
/

. a case: ere criteria were established,, rated, and acted' ,

. ._ ,.._

/'

. Helfer ' s sefidy (58) pertained to qualit are- a- pediatri,c emergency
, - .

10
. room, as indicated by'adequacy of diagnosis, reatment, and disposition.

-

Charts were checked for these specific's in the history: illness duration,

. ,temperature, ear pain, cough, vomiting,,diarrhea,,drug sensitivity. Criteria
;

..".foran adequate physical exam were: ears
'
mouth. lymph nodeSi.respiration,

liscultation of lungs,throat,and heart, and"pdomen exam...No ether_specifics

-.mere provided. . . /
. . , Z / f

5..
,/ .-

, _..,,)
gther studies dealinvwith.the ..t..!dYt of records Wale examined also.

/
c

:1They share the limitation of some Of'these above in that they provide little
. ,

,
,---.., - _

.. .

. ., ..' specificity for the topics of concern outlined. Another difficulty.is illus-
.

. trated by the MOrehead study en.), where the clinical audits for several
*,

. ;,:.
- .

diseases were performed by_experienced clinicians who made judgements con.=
,

cerning such topies as "justification of diagnosis, adequate physical,

. ,

in-

dicfited consultations.,cand-.acceptability of treatment." While some studies
4

)
,- have broken such topics into more discrete elements for tabulation or verir

fication, in, this case personal judgement within broad topics was used as

the(basis fordeterMining quality of care.

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

where'observation was the method employed tor getting data. For example,

_

Iltigman study,of pediatricians in private settings, set up these
,

7 general topics: personal approach to parents and children; components q(f

. ph3itical exam (checOist with" 49 items); time spent; frequency of "given

, diagnostic procedures; inclusion of given items' in.history os items listed);

prescriptions made; and advice given. The first and lasf of these,are topics

16
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Which the study of records would not discover. Peterson's study (96), on the

otherdhand, set upiteria in four areas where the records might have pro-

vided most of: the needed'informatiagnosis, therapy, preventive medicine,

and record-k'eping. Peterson and his colleagues felt, t4ougl, that direct

.observation would reveal many subtle aspects of practice, -- -both pOsitive and

,negative--that cool ;not ?e picked up through a,study of records. Checklists

and written commentary were used as the basis of judgements in this study
. . .

Of general practitipners.

Hinz, (63) assessed the clinical pdrformance of students (for use in both

teaching and evaluation) also by means of direct' observation. He developed

fairly specific criteria for the observation schedulesome of which depended

upon the observer's judgement, while others were a matter of objective re-
. --

-
porting of events. °Although this study was restricted to the,diagnostic .

....

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

ity. See Appendix A. .

.

t 4
'L Looking at a small segment of medical care, Bates'(6) examined 130 re-

ferrals t)an outpatient clinic ive criteria were applied: chief complaint

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

impressions. (Using a standa d of 4'of the S criteria being judged satis-

factory, only 23% of the referrals were deemed adequate: It Is not.knon

whether this was an acade ic finding only or whether glinic doctors in fact

found many referrals la ing in information necessary for particular cases.)

Two sets of ri
.1

ria concerning ompetence in nursing are included be-

cause of their spe fic elements. In ore paper (11) the authors suggest four

S

areas which might be noted in spot checks of quality care by nurses (related

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

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

.
,...,k

, imbedded after bottlep are empty, and d) state of pati4nt's dressing. Glaser

(48) provides a brief lit of broad standards to be applied to the public

.A.
r%

health nurse; they amount to a general job description,.but without specific
.,-

performance-expectations.
.

They are:

Gives skilled, care to ptfents requiring, part -time nursing care

Unc4ers health problems thru observation,'interview, records

, Finds out the courselof disease, possible complications, pre:

ventive measures needed

17
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' Establishes good relationship with patient and family

Uses records and statistics effectively

These five requirements are reportedly broken into 66 more specific functions

Which are expected of all public health nurses (riot listed in this source).

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

scale in terms of frequency of performing"the-particular tasks. It was as-
,

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

aspects of that.rore, the better is the quality of medical care dispensed.

In a brief but emphatic er (83), the Committee on Maternal Welfare

of the Massachusetts Medical Society uniquely approached the matter of quality

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

latpd to maternity. As excepted in Appendix D, .they outlined an experience-
, -

based list of "musts,".nOting that "for every heading there is on record

a maternal death that could have been avoided if the dictum had been observed."

Along the same lines-of attending to specialty practice (as opposed to
,. ..1

general practice), the American Society, of Intern Medicine (90) has devel
,-.

4ped disease-oriented sets-of criteria which set minimal standards in its
)

_

"Quality Appraisal Project." Both armchair and empirical approaches have

been used in these very recent outlineis, one of which is included for illus-

trative purposes as Appendix E (diabetes): At the present time;. ASIM is n
.

i/

the process pf Validating various gets of such standards and appears to 14Ve

moved far aloti the road in e/tabfishing. acceptable andimeasurable criteria

of quality practice within a careful and thoroughly - planned developtent project.

..

The Physician's Role-

Three relatively Yecent papers provide a Somewhat more global look at

the various roles :4 the physician. And although theSe 3 descriptions include

different aspects of the physician's role, 'they help to define that role more
J

fully. They also reinforce certain dimensions mentioned 'earlier, around which
. .

more specific criteria mAy be developed. In these:respects, they,are' similar

to the California (17) and Cowles (253 references discussed earlier.

Hubbard '(65) and others dev.eloped a taxonomy of.c.liniCal performance.

in 9 major areasin their efforts to determine what needed to be tested
'L

18
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for

411,

in Part III of the National Board Examinations. As published, this classi-

fication gives only broad general expectations, but at the same time it covers

a barge number of topics. See Appendix B.

Hess (60) implies the need fork "certified.performance capabilities" and

calls for the concomitant definition of minimum levels of competence in a

physician's demonstrating the following capabilities:

medical and clinical knowledge

diagnosis of illnesses

treatment of illnesses,

diagnostic and therapeutic procedures
:4.

skill in relating to patients, ',

keeping oPrecords

psychomotor-skills

Finally, Splazaro and Williamson (108) outline a classification scheme

covering the physician's performance in internal medicine. They called on

specialists to judge which "actions" are causally related to patient end-ie-

sukts (either. beneficial or detrimental), based on actual practices known to

ithail or engaged An by themselves. The resulting detailed list of vital actions,

services, and concerns, 'shown' in Appendix C, serves as, ataxonomy for clinical, .

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

.1
.The study by Corder() (23) is relevant from several points of view. First,

it relates* to medical cafe specifically in Puerto Rico, and secondly it con-
.

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

judging adequacy of care, although these are more in terms of general center

management and handling of various responsibilities, than specific physician

t.

behaviors related:to clinical practice. Fourth, and perhaps most import tly,

the study attempts to relate performance standards on the one hand to ical

needs and resource§ on the other.

The presumption was that a realistic quality care expectation viol' have

to be based on knowledge of physician training, physical'and financial re-

IsoUrces, physiCian-pabient 'ratios, and the like. As noted, "6e/concept of

minimal adequate care was defined by establishing criteria of the amount of

-medical supervision (care) needed by particular types of patients." Thus,

19..
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0 ''for some patients and conditions the keeping of records is not requisite;

similarly, quality may be inferred where physicians appropriately use the

referral system--or conversely use their own facilities and skills before or.

instead of referring. The stahce was not defensive, however. Cordero studied

the base needs (and physician handling) of 250 patients, and using minimal

criteria found about 500 of the oases revealing some degree of poor medical

practice, notably in terms of omissions: treatment possible but not, given;

inadequate physical examinations; diagnosis needed and possible, but dot made--

and thh no treatment; needed referrals to district hospital not made, Another

finding was that--because of the circumstances--physicians saw and treated

generally the most serious cases with the result that the p ;eventive medicine

thus ignored tended to increase th number of later serious eases in a never-
3

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)
)

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

Would be specific enough to stand by themselves as indicators of precise

performance. It is never an easy job to pc-ascribe standards, even when they

are to be set up fogy a special purpose with a particdlar populatiori. And some-

times it may be necessary to rely on the judgements of acknowledged apecialists

regarding the worth and relative quality of a person's general professional

activity. The very, complexity of the physician's roles makes it difficult to

imagine a set of standards that could apply to all practitioners in all situa-

tions. Thus it is edsy to understand why many. studies and articles are con-

fined to one dimension of that role or to the physician's job iinrelaton
-1,

to

one or two diseases.

It. is also easy to understand why many efforts in this direction depend

upon subjective judgements of adequacy.- Ito be :sure,. there are instances

where objective, criteria can be assesped--sdch as number of beds, possession

and use of cardiology equipment, patient turnover -;but in these cases one

cannot be looking at the perforMance of the physician himself. Much of what

the individual physician does is itself a matter of.judgement, and that con-
,_

44./. 20
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siderably complicates the situation
.

qf setting precise standards of performance.

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- t

tion of the physician's role or for that matter of the total job to be done

(by, variously trained persons) in providing needed and acceptable medical

care. Without such a taxonomy of what needs to be accomplished, At is difficult

to set up useful standards of how well it needs to be done; And of .course?
. . . -

times clkange, and thus priorities and emphases also vary. Several writers
4 -

have realized this difficulty and have consciously k4ttheir concerns within

a small, controllable scope. Others have trie -to cover the whole domain of

quality care in 6 or 8 global statements (with partiaulal reference to'thev

physician), but this leaves us with intentions, not, definitions:

A third difficulty is the existence of.differing'sets of criteria'with

differing specific performance, expectations. And'this.cappears to vary iri^

terms of philosophical stance: Some writers begin with the assumption that'

utilization of persons andfacilities defines quality care; others stress

patient outcomes as the ultimate indicators of adequate care. The majoritytof

those sources considered in this-review have dealt with physician perfoimance
4;4.

in terms of patient-physician interaction of various sort8, with little or

no reference to utilization or patient outcomes. Eyen within this last rubric

there exist wide variations in both approach and produtt, as noted in the

body of this report.
.

One might infer that there is disagreement or contention in the field re-

garding how tb define the components of total and/or quality health flare.

This appears not to be the case; there do not seem to be schools of thoughty

onthe question. Rather, there-is a lack of consensus, which results in a

variety of definitions, a-wide range of dimensions, and di've'rse degrees'of4

specificity. Proponents are not arguing, in other words; they, are either

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

In connection with these problems it may be useful to quotetfrom one of '

4

the writers who has given much thought to quality medical care, its defini-

tion, and its measurement. Donabedian (31) writes...



.

.The assessment of quality must rest on,d-pnceptuat and

operationalized definition of what the "quality of ,medical

care" means. )virapy Problems are present at this fundamental

level, for the quality of care is a remarkably difficult .

notion VC define. ...the definition ..of quality may be almost
I, ,

anything. anyone wishes,it to be, although it is, ordinarily,
0

a reflection of values and goals otirrent in themedical care

system and in the larger society of which it is a part.> (p.167)
A

...most studies of quality suffer,from having adopted too narrow

a-definition of quality.

the techlical management

prevention, rehabilitati

or handling the patient-

In general, they concern themsejves w4h

of i 1pess and pay little attention .to
on, co rdination and-continuity of9care,

physician relationship.' Presumably the
. , .

reason for this is that the technical requirements of management
. .

, z

. are more widely recognized and better standardized,

Also,'Icertain goals in the medical pare process may:not

compatible with other gb"als, and one may not speak of,q4ality

in global terms but of quality in specified ditensions and for
,

.specified purposes. -Assessments of quality willnol,. thereforec

sresult in a summary judgement but in acomplex profile; Ss.Sheps'

Xp 192)

0 4

has suggested. (p. 194) --I

In view (4 these observations, it appears, pruden t for any interested .

group to define its own purposes and set up its owp definitions,.beore it

proceedi to spell out .specific criteria relatii to' the adeCiilacy of medical
, .

care:, At the same time, the literature does pride a numberlbf'clues,con-
,

cerning dimensions of medical practice by the .individual physician..:and the

eidlelifrature'aso proves numerous exam,- of nonspecific crieeria--the sort
, ---,,,

. A . A

which may profitably be avoided if any degree of objectivity or. yrecision is , ,

.

A

0

desired.

In summary, the literature as a whole provides some clearcut guidilines

along with a sense of an incomplete or variablekimethodology. For example,,a

# ,,number of dimensions of quality care have been either studied or espoused,

k

4
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and probably deseiye attention in any effort to describe and,assess the per-
-.

formance of the general physician. Yet, from-sgurce to source the dimenSiOhs

vary, and 'some persons suggest only global judgements in these domains as'

opposed to performante-specific assessments. Similarly, there is a dichotomy

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

and measure Tor the general handling of history-physical-treatment; and another

islto outline and examine only by given'disease.

As to methodology related tothe'statement of criteria, two observations

are made. Eirst,varioUs approaches to the determination of performance have

been utilized: ollerYation, audit of records, audit of records plus inter-

view, ratings, and questionnaires. Aside from these standard procedures little

that is novel has been advanced other than th'e simulated

test device. Second, criteria.have been outlined by various means: by fiat,

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

professional societies 9r ad hoc groups; by investigation of existing records

- for indications of variance and frequency; by determination of critical in-

cidents or glaring needs which help to define the degree of specificity re-

quired; and by empirical tryout ( and revision) with on=the-job practitioners.

The review has concentrated on the performance of the individual phy-

sician, and has dealt with a number of findings that may be helpful:in° the

tp,

V task of outlining,performance criteria. It has made reference to an exten-

sive 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

the problem of criterion-definitiOn,and has made it clear that this is a

developing inquiry rather than an accomplished one.

O
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A. Content of present illness

APPENDIX A

Hinz Observation Form

1. introduced self, explained procedure
2. elicited chief complaint

3. elicited major symptoms: character and severity, location, relation
c to other symptoms, onset, course & duration

4. exacerbations and remissions
5. etiologic factors

6. prior medical care and results of therapy'
7. elicited pertinent negatives to rule out other syndromes

B. Techniques of'Eliciting History

1. encouraged patient to talk #reely

2. controlled the interview

3. held to a logical sequence

4. followed leads offered by patient

5. checked story by summarizing, questioning

6. avoided repetition
7. used understandable language -

8. recorded data during interview
9. posed questions without suggesting answers

10. determined.patient's interpretation of symptoms

11. showed cohsideration
12. avoided intruding his own feelings

13. inquired about emotional aspects, and followed leads

C. Routine History

Did logical and appropriate systems review: Rast history,family

history, personal history, occupational history, environmental history.

D.' Physical Examination

1. performed exam systematically
2. obtained(Vital signs

3. used appropriately detailed exam
4. -showed dexterity with hands and instruments

5. included all pertinent parts of exam

6. explained procedures
7. adapted history and phYsical to present circumstances
8. 'was courteous and gentle

E. Oral Presentation of Cas?2

1. precise and logical
2. selected positive and ne\gaive pertinent `facts

3. considered signs and symptoms in terms of disease process.

4. arrivedat logical tentative diagnosis for right reasons

5. considered other logical possible diagnosis

6. undertook diagnostic and therapeutic principles for future
managementof patient
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APPENDIX B

Taxonomy of Clinical Performance
(Hubbard et al.)

Obtain.information froin patient
Obtain information from other

sources,

Use judgement
II Physical, Examination

Perform thorough exam
Note manifest signs
Use appiopriate techniques

° III Test & Procedurbs
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

Ts

V Treatment
Institute the appropriate treatment
Decide immediacy of needstfor therapy
Judge appropriate extentof treatment

VI Judgement F skfll in Implementing Care
Make necessary preparations
Use correct methods and procedures
Perform manual techniques properly
Adapt method to special procedures

VII Continuing Care
Follow the patient's progress
Modify treatment
Plan effective follow -up care

VIII Physician-Patient Relation
Establish rapport with patient
Relieve.tensions

Improve patient cooperation
IX Responsibilities as Physician for:

welfare of patient, hospital, health
of community, & medical profession
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APPENDIX C C-1

Taxonomy of Medical Care
(Sanazaro and Williamson 1970)

GENERAL CARE

Use of facilities -Hospitalizing or transferring patient; use of

specialized equipment

Consuliatidn -Use of consultants for diagnosis and/or treatment;

use. of advice offered by .consultants

Professional manner -Establishinga.or maintaining rapport; physician
beWavioriattitudes in dealing with-patient

Physician availability -Wilringness to see patient; making house calls,
responding to calls from nurse, hospital, patient;

seeing patient personally; attending patient;

providing for coverage '

Professional responsibility -Continuing education; keeping up with the literature;

matters of ethics, interprofessional.i.elationships,
and attitudes toward medicine

Follow -Up -Arranging, assuring,'Scheduling follow-up care;

making effort to do same; attitude toward

providing such care

Use of health team -Coordinating services of Other physicians, nurses,

auxiliary workers; promoting, facilitating,
communicarionamong professionals

EVALUATION: GENERAL

Arriving at diagnosis . -Making or considering diagnosis, differential,

diagnosis, awareness or recognition'of causes,

conditions, diagnoses

`Arriving at plan of treatment -Deciding upon a plan of treatment; for example,
to use drugs, surgery, dialysis) etc.

Review of problem -11eView of records, reevaluation., reexamination,

reinvestigation; discussing problem with 'patient's

previous physicians

Review of treatment -Reassessment of regimen

Other -Evaluation; work-up; investigation "of problem

EVALUATION: SPECIFIC

4
History -All-actions that pertain to eliciting, recording,

verifying, interpreting complete history; use of

history; attitudes toward history-taking

Physical examination -Performing complete physical examination; acts
of noting, discovering, finding; attitudes toward;

techniques

Use of instruments -Use of instruments for examining patient: Oph-
A otoscope, stethoscope, anuscope,

proctoscope

Psychologic perception -Recognition,of patient's special psychologic or
social needs, attitudes, beliefs, "unspoken"

complaints'

Laboratory -Use of laboratory, as in ordering tests, and use

of results; reliance; selectivity

k-ray -Use of radiologic techniques, interpretation or

?
use of interpretations of x-rays

EKG -Same as for x-ray

DiagnoStic procedures -Biopsy, Papanicolaou smears, lumbar puncture,

thoracentesis



TREATMENT: GENERAL

Revising treatment

TREATMENT: SPECIFIC

Diet
Prescription of activity

Patient education

Psychologic support

Use of community resources

Drugs, biologicals,
electrolytes, fluids

Procedure'

Physical modality

Radiation/Electrical

Cesarean section /delivery
Surgical treatment

ti.

C-2

-Revising of therapeutic program; judgement;

attitude

-Diet as the modality of treatment.
.-Specific advice to increase, limit, modify,

regulate activity
-Instructing, educating; explaining; preparing ,

patients. Primary purpose is increased patient
'knowledge and understanding of condition of

4 regimen
-Reassuring; alleviating concern; expressing
interest in patient, family. Goal is improved

emotional state
-Use of special agencies, community health
,facilities,Jamily services, child guidanilop.

visiting nurse association, etc.
-Administering; prescribing;'knowledge of dose;

awareness of side effects
-Nonsurgical procedure used in treatment, e.g.,
removal of foreign body from trachea OT body',

cavity, phlebotomy, local injection
-Cardiac resuscitation; dialysis, artificial
respiration; physical therapy
-Use of x-ray thefapy in any form; other wave

therapy; cardiac defibrillation
-Decision-making and technique
-Immediate preoperative, intra-operative, and
postoperative treatment; surgical technique;
planning, judgement, decision- making
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APPENDIX D D-1

Committee on Maternal Welfare
Massachusetts Medical Society

"Minimum Standards of Obstetric Care" (1954)

PRENATAL CARE

Blood pressure,,weight and urinary albumin must be recorded at every vis4.t.

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. .

k.....-1
.

.
.

Blood must be tested for syphilis and for blood grouping and ROlactor

at the first visit. .s

- Visits must 4e required of all patients at least monthly.in the first

-six 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 beseen two or

three times in a'week). \,. '

"It

History must be obtained at first visit regarding, previous pregnancie

menstkuitiod (including date of last menstrual Period and. a carefully estimated

date-of cdnfiriement)' and nephritis or any 'dney.ailment, hypertension, diabetes,

scarlit fever, rheumatic fever or any form f heart disease. ,...

.
,

Measurement :of the, pelvis must be made, inc ding at least the diagonal

conjugate and a realistic appraisal'of the outl .

Heart, abdomen anbilpelvis must also be carefully examined, and the urine

for sugar,
,

.
INTRA-PARTWAND POST=PARTUM CARE

:On Admission

0

The nurse must not6'tile length of.geitationytemperature, Pulse and

respirations,blocd 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 houtly.

The activity of labor, presence.and amount of bloo dy show and state of

membranes must be recorded.

The time of last Abel or fluid must be ?ailed to the attention ofthe
) 'doctors

Anesthetic'

.,

-
, !

t

,..
se

i
The'-anesthetic must be given only hy.a qualified person and never by

. the circulating nurse. .
,,

,

'
h .

. .
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Inhalation anestheti must never be used unless the patient's stomach

is empty. Spinal or caud 1 anesthetic must be given only by a doctor

familiar with its risks w o"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.')

Thee anesthetist must be in constant personal attendance at the patient's
'head throughout the entire obstetric or surgical plocedure and is responsible-

for her further care until she has recovered from anesthesia.

Delivery

The- absolute miihIAM personnel includes obstetrician, anesthetist and

circulating nurse. Added nursing personnel should be within a moment's

call for unforeseen emergencies.

Delivery through an undilated cervix is extremely dangerous.
forceps delivery is not justified today. Excessive fundal pressure is

dangerous.

A consultant or assistant should-be called in cases entailing more than

1(4-forceps delivery.

Asepsis must be surgically strict. Masks must.cover noses.

Excessive Crede maneuver is dangerous.

Pest Partum (the hazard of hemorrhage is highest now)

.
Even if oxytoCics are used for the third stage it is imperative to

guard the fungus immediately after delivery of the, baby until forty-five
minutes after expulsion'of the placenta (this means hglding the fungus

throughthe abdomen'hetWeen two hands, presumably .by a nurse).
,

Cross matching of blood is Started immediately, if post-partum bleeding

exceeds. more,thari'a might trickle.

If in doubt the_attendant should start the tratsfilSion and call for hell.

Ample supplies of compatible blood must be readi/ ayailable in the

hospital, preferably on the delivery floor, twenty-fout:hOurs a day.

The vagina should never be packed for bleeding frOkabove.,
4,7 ,, `A1

'. . 7 \ . v.,
I.

The cerv4 mis explored visually, and the vagina aiSly, forlacerations
if bleeding occurs. ,,

1,

If bleeding persists immediate assistance is essentpiljAl

"
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APPENDIX :E. E-1-

Medical Care Appiaisal and Quality Assurance
in the Office Practice qf Internal Medicine

,. (A.S.I.M.11971)

,

GENERAL INFORMATION

:,,
Please PkINTs:a44additfons an corrections .

- r , - r i

age 1. *Code No. -(state, physician, case number)

2. Sex

3. Age (decades)

4. Race
r

;

5. Patient came
1

yplunfarily

6. Referredlby non-MD
.,,

7. Referred.thjr MD

8. Case was handled over the phone

9., Case was an office visit

10. The disease category constituted the prima0 diagnosis

11. Time required to complete this phase of care

a. Noe less than days

b. Average of ,days
c. Not more than days

12. Time required to,grant the patient an appointment

1
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CRITERIA FOR QUALITY CARE

I

E,2

I. Criteria for the Diagnosis. and Institution of Management

of Newly Discovered Diabetes (Mature Onset Adult)

A. History:
1.

Specific reference to:

Score: 1. Weight-change
2. Visuatzsymptoms
3. Paresthesia
4. Pruritus

5. Family history of diabetes

6. Obstetrical history
7. Infection - skin or other location

8. Fatigue
9. Coronary insufficiency

10. Polyuria
11. Polydipsia
12. Previous investigation for diabetes

13. History of pancreatitis

14. History of excessive intake of alcohol

15. Nocturnal diarrhea.

16. Sexual problems
Recent physical stress17.

18. Recent emotional stress b

19. Medications
20. Dietary habits

21. Other endocrine disease

tit
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St.

B. Physical Examination: Specific reference to:

Score: 1. Eyes
a. Cornea
b. Lens

c. Funduscopic
d. Visual acuity

2. Cardiovascular
a. Heart
b. Blood pressure
c. Peripheral pulses

3: Skin

a. Trophic changes
b. ,Pigment distribution
c. Lipid deposits

41 Chest examination
5. Abdominal examination
6. Physical measurements

a. Weight
b. Height .

7. Neurologic examination
a. Deep tendon reflexes'
b. Sensory
c. Cranial nerves
d. Pathblogic reflexes
e. Vibratory senses

8. General.appearance with comment regarding
weight

C. Laboratory:

Score: J. Complete blood count-
2. Urinalysis

a. Chemistries.
sr

b. Microscopic
3. Fasting blood sugai',2
4. Post - prandial blokid 'Sugar'

5. Glucose tolerance test
6. Random blood sugar-

Blood urea nitrogenor creatinfile
8. Cholesterol
9. Uric acid

10. Lipoprotein determination
11. Liver profile
12. Thyroid tests
13. Urine culture
14. Triglycerides

5

ot
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E-4

D. Radiology:

Score:- 1. Chest x-ray
2. X-ray of abdomen

Score : ,

Esc Ore:

E. Special Procedures:

1. Electrocardiogram
2. 'Tuberculin test

3. Ocular tensiotC5--

4. Ophthalmology consultation

F. Therapy:
1 1 I

1. Dietary instruction
2. Type of diet

a. \Weighed or measured
(AmeriCan Diabetic kssociation Diet or similar)

b. Free
c. Avoidance of sugar only

d.7iyeightreduction-
3. lia-Sfiuctign,n urine testing

4. Instruction in administration of insulin

S.- Instructiah i anagement of insulin reactions

6. Instructio' n care during other acute illnes

7. Type of reatment
a. Diet alone
b. Diet and insulin
c. ,Diet and oral agent

.None

8. Referral for care
9. .5xplanationof

a. Disease,:

b,, Need for diet
Need for treatment

d. Need for follow-up' ;i.

e. Need 'for weight, contx4::-

10. Were parardedical personnef%used for
a. Dietary instruction .

b. Urine testing instruction
c. Insul4 administration instruction
d. Explanation of disease

11 Explanation of complications
a. Short ter, .

b. Long term,
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