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ABSTRACT

. A qUality assespsment methodology for ambulatory patient care is.under
,

development.bY the Office of Research and Development of the Indian Health

Service. This report summarizes the conceptual basis of the methodology and

describes a pilot test in six service units of the Indian Health Service,
--,

three rural private trattices, and two metropolitan health mainten ance

organizations.. The results for seven tracer conditions, designed to examine

health system performance in terms, of care provided by the system, care

received by the beneficiary population, and the continuity art presented.

Although the data from the pilot sites, which were selected in a non-random

manner, do not necessarily reflect the quality of ambulatory care from each

practice type, several trends are notedand briefly discussed.
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INTRODUCTION:

k

The Indian Health Service (IHS) of the Department of Health, Education,

and W- elfare has the primary responsibility for assuring comprehensive healik
s

services to over600,060 American Indians and Alaskan Natives. 'his

responsibility is discharged through a series oZ service units located in

Indian, communities and designed to provide preventive, health maintenance,

and curative services to the beneficiary popul tions.

4
Although there is a growing national concern'with the equality of health

.

9afe, most of the developmental effomts to date have concentrated on inpatient

care. The Indian Health Service is deeply concerned with the quality of
,

.

hpspital care as witnessed by the relatively large number of service'unit
1

hospitals which have earned accreditation by the Joint Commission for

Accreditation of Hospitals. However, jervj.ce unit hospitals represent only
-

one component of the IHS health care system and inpatient care is only one of

41-

several alternative modes ofprOviding health care to the beneficiarlpopula-
.

tion: For this, reason, concern.for the quality of health care extends to that '

care provided in the outpatient clinic and in a variety of field -based

activities. Since the IHS health care system employs a variety of. dis-

eiplinary, groUps in the provision. of health services, it isiof particular

importance to examine, the continuity of care provided by the various eompQnents.

of the health care system.
i

The Office of Research and Development Of the Indian Health Service has
.. .. .

-.

been developing a methodOlogy for assessing the, effectiveness of ambulatory '
.

,..-:

cafe (1.'2). -"Thi.; report is part of a series describing a pilot test of,thp'
.

1 ).issessnent methodology in six service units of the Indian Health Servic,. ,

three rural privAe "prattices 'and two health maintenance oriaftizatiois (HMO's).
. -..--

...1

4
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The ,fist report presents an overview of the methodology (3) and the second
; . .

.
.

.
0 . (4)

. 4iescri4s the retults from-the six' service units.of the IHS . This report'
. e

presents 90 compares the results'obtained from the IHS service unite; rural

private-practq, awl the HMO's.
,

.

METHODOLOGY:

Ile conceptual baJis of .61e assessnientvniethodology has been fall.y

,

described elsewhere. (2,3)
In Summary the assessment strategy is completed

in stages, First, a set of health problems (tracers) is selected to represent

he major health probleMs of the community.- A process map (orclinical
4 0 '

algorithm) is constructed for each health problem to describe the expected -,
... ,

process of health.7care. tows maps 'specify neeessary, elbments. of preventiqn,
e - A

4.,
screening, iagnosis, treatment; and follow-up, and they define acceptable'

1 4
1.

.
health outcomes. In general the set of 'tracers selelted-shOuld,'as a group,

in Elude all the clinicil"functions for,ekamination.
. a ( *.

. . 1 . .

Criteria Of"clinital'care are defined 'for eaCh tracer condition. and are
, .

.

.

translated into audit questions ((palled indicators)'which are the actual
.-,.

. . -..

*measures `of quality: The°indicators are generally of thfee types.' Population-
. i

.
e. .

)...

baged process indicators exprdss apercent of the tots community which,has
,

received a particular health service. This class of_in4iCators characterizes
A

l the extent to'which the health care system is mbeting.the neeas=of its total
.

ts

atient"population. By tracking-specific patient cohorts they describe the
. . .$'

icont inuitx,'dstributiOn, and appropriateness of-health services received.745,

This-measre or system pe-cfordan6 might be `reflected by population -based. -
- .

indidato* such: as: ("-...

1
,

: -



. Whet percent of the community has been adeqdateli`screened for

hypertension?

2. What,peicent of - infants in the community has been adequately

-immunized-against poliomyelitis?. .

3. What.percent of patients diagnosed with.otitis' media, received

adequate antibiotic therapy? .

4.,
. )

Provider-based indicators oxpress a pe'rcent of contacts between patients
1 : ; .

and the health care system in which particular health.services were provided.
, 4

This clAs of indicator characAtizes the adequacy of servicesservices provided
. .

'

.

when patients utilize the health care system. Provider-based indicator data

can lie aggregated to Characterize the performance of individual providers%

provider disciplines, or all providers in the,system. This performance

measure might be reflected by indicators such as:

1. What percent.of patient visits due for a,sCreening blood

pressure resulted_in a blood pressure iecordirigI

2. 'What percent of infant visits due for poliomyelitis immunization

resulted in an'immunization? .

N.
. ,

.

1
, 3. 'What percent of patient visits including a diagnosis of otitis

.
,i

media, was an appropriate antibiotic prescribed anima follow-up'

visit scheduled' at an appropriate interval ?
.

Finally, health status indicators express the percent of patients for

°

whom a change in health status has been documented. One should be cautioned

against equating health status indicators with measures of incidence or

wevaleike since the latter requires a random sampling of the poillation.

- Health status indicators on the other hand often reflect'thange4n health*

.

`



^
' status of selected patient group;

Z.
-e.g., only those who were followed-up.

..,

.,
.

:Table 1 shows the.tracer conditions used in the pilot study along with the
q

assessment perspective (population-based.or provider-based) and clinical

functions of care covered, by each. Figdre-1,shows the process map for

lacerations and the points in the process of care from which indicator data
a

is extracted.

Some indicators aim analagous to-hflouNeters" and can be constructed in
A

a sequence in order to' examine the 'continuity of .care. From the process map
. . _. 6

for tron-deficiency' anemia, shown in figure .2, the population cur be seen to

Ordolate down through a variety of pathways./ If flow meter indicators are

placed along the major routes; they will measure-the distribution and continuity

of health services. For'example, if'an indicator is placed at the entrance of
.

the- diagnostic element, the results will show how well diagnostic services are

distributed among the screened-positive population. These indicator sequences

may focus on any of the clinical functions of the health care process and can

express ftcontinuity". as a series of conditionhl probabilities based.on 6

empirical data. By examining continuity of care in this way, the assessment

methodology can identify discontinuities in health care and distinguish between,
,. \,.
i S\

1 those related to provider-behavior and those related to patient utilization of

services.
.

..,

.I. .

.r In general,'a required health. task is*completed only when...three basic

steps occur. First, there must be contact bStween the patient and an appropriate .

provider. Second, the need for thaiThealth care task must be recognized, and
...,,

finally the task must be performed. Conventional wisdpm would suggest thit

making contact with the health care system for services is generallykhe
el.

function iresponsibility of.the patient. The recognition function is the Oared responsi-
.:-.

/bility of the patient who may reflect need in his chief complaint,. and the
, . . ..

4a;



, provider, who reviews the patient's record. TheperyOrmance of the task,

finally, is the.responsibility of the provider. In this study uriiiary tract

infections, iron-d6fi ciency anemia, and hypertension are the trace rs designed

to examine the continuity of in this way. -
,.

P
'

The pilot sites employed in this study and characterized in table 2
.

were Chosen in a non-random manner. Four of the-six service units (C4D,E,F)y , . s .
.

, 0

/were included due to a shared concern for the quality of ambulatory care,
i

. while the other two were included due to-charactiyistics of their system or

popqa,.tion that made the total group more representative of IHS service units
. .

.

in general. The three private practices were.selected from rural yeas.

Privairactices B and C e,from the same,general geographic area as service
'-.

..
1,

units C and D, while private practice A is located in proximity to servitS

units A and B and both HMO's. n no instance did A-pilot-Isite,.approached for

inclusion in this study, decline. In all cases, the clinical personnel were

extremely cooperative and indicated an interest in c onstructively,utiliiing

the study results to improve the quiity'of care which they 'provide. ,ma
t,...

r I 1 .
. .

Criteria o6 clinical care were established for each tracer by a con-

suttant with recognized expertise in that condition. The criteria were re ',-

viewed and approved by the clinical,'Stdff on service units C and D, which-were

.
* the :original pilot sites.-yhe criteria were presented to the clinical staff of .

each of the,other pilot sites before or during the study and-there were no
.

particular "objebtions,to the criteria esablished. .
. ..____ . .

Withinleach:tracer conditid4; indicators were selected to include criteria

that wefe considered, essential to good:basic health care. Items that were
,

.

controversial or would bb applicable in only a small percentage of cases were
.

-

not used in formetlating the indicators:' Also tasks which were felt to be
t.

qr.
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.

;

reliably documented (or at least should he reliably documented) were more often

incorporated into the indicators. Items which might be performed regularly, but

infrequently documented., such as, elements of the history'or physical exam or
- ,

counseling tasks, were incorporated into indicators only, when they were con-

sidered to be essential for basic health-care. The indicators are shown in

tables 3 to 13.

I

. , . .
.

Data collection instruments Were designed for axtiacting the data requited

to compute each indicator and were subsequently field-dSted. These' were
<

,'
.

..

described and illustrated previously . '
'

Previous experience with the methodology .1.1as suggeSted that a number of
1

individuals can perform well in data collection. In this pilot study data

collectors included undergraduate seuderits in health administration, am edical

student, a physician, anda laboratory technician-with an MPH degree. A
, . .. .

study of reliability, using the physician as a standard, was done on a sample/ ..-...,..,

of the cases reviewed by each data collector. Agreement between the physician

x
and the data collector equalled.or exceeded 90% in each instance.

.

Patient cohortswere selected for audit for each tracerby sampling from
.

1
, t..

-,

the entire beneficiary population as-nearly as possible. This was done, in an
1 .

,
attempt to remove bias toward liatidgts who were more tfrequent utilizers of health

. 7.cafe.\ This was more easily accomplished in the IHS and HM Ois where the

,. ,

,beneficiary populations were well defined. In the private practices patient'

cohorts were obtained from the medical records: Although this may contribute

to a bias in favor of better care for the private practice, it would have beeke,

equally.unairto expect them to pr vide care to all people in their catchments.

area.

aG

-6-
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To examine the quality of prenatal care, a list was compiled of all women
.

'pregnant during the study year by examining birth certificates, the delivery

room, log, discharge diagnoses, operative reports, and "lab requisitions for,-

"prenatal lab work." F.rom this list a sample was chosen using standard ' °
sample

sampling' techniques. Similar.teChniques were used to gather a sample of in-
,

fants for e*ihation of infant care, and of adults for.audit of)hypertension

screening. Cohorts for urinary tract infection and anemia were selected from

laboratory slips or the laboratory log as t#ese tracers exaMined the continuity

of care distal to the screening process.- Any patient found on audit to have

underlying renal di'sease'orLa non-nutritional cause of anemiawera ,discarded

from the sample. Patient cohorts for streptococcal pharyngitis'were geheated

by randomly pulling medical records and searching for a visit involving a sore

throat. Finally, the patient cohorts for TaCerations were identifiedby_re-
.

view of the emergency room log.
ft

Audit of the care for each patient involved examination of.aach health

'record extant for that patient. In many cased' this required audit of a

4
medical record.at;the hospital, one or more field clinic records, and ,

.

S

public health nursing ; recordi, in order to extraoZ,a. complete profile of care

to.

for-each pat7ient for that tracer-Condition.

RESULTS AND DISCUSSION:-

MN}

Tables 3 thwugh 13 present the results for each tracer condition. The

datallhas beeh aggregated thin tracer condition by.indicator and, itioxpressed

ash weighted mean for IHS.,
e

rural private practice, and thd'HMQ's. Since there

was a substantial variance within pilot sites of the same type, the range Is

also shown.

1,,= a
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At the outset it should be emphasized that the central pu4se of this

quality assessment methodology is not to genefOlte statements of agooa" or

`I"bad" care. Rather it is design ed to identify the relative weaknesses in the '

system of. care that require attempts at improvement. Further, it should be

emphasized that the results Of this study should not be widely generalized'to

al'l health care settings of the Indian.flealth Service, rural, private practice,

or Healfh,Maintenance Organizations. The non - random method of selecting pilot

sites and the substiantial variance between sites of the same practice'con-
'.

figuration (e.g: IHS, rural private practice, HMO) precludes any conclusions

that one practice'configuration is superior to another. Finally, it should

be pointed out that, this study does not examine all aspects of quality of

\
health care. Rather,its'focueis on effectiveness and coniinuityof health .

e "
care, through examination of basiceldments of the process of care and/

selected indicators of outcome. It does not examine issues such-as accessibility

and acCeptabilitjr'of care, the fine details 'of a complete diagnostic evaluation
.

and treatment plan, nor does it examine the long terM outcomes of care in

terms'of mortality, level of function, orpatientsatisfactiu with eventual'

health status.

WELL PATIENT CARE:

4;4

Examination of the population -based indicator results forfant care'
4

(table 3) and prenatal care (table 6) reveal generally low ratesfor counsel-,
,

ing.and educational tasks receivedbyhe beneficiary populations. Of this

groupnutriThal counseling*forik.infants (table 3) And family.pianning'oounsel-.

ing (table 6) appear to receive the'most widespread application %From the data
01.ft, .

it appears'that within the pilot sitei.Of this study,-;the IHS.and the HMO's

-8- 12
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provide the most widespread.application of counseling and health education.

tasks.

The.health care tasks relatedtohealth stitus monitoring are also

generally quite low. The growth, development, and.diet monitoring' rates far

infants (table 3) indicate that these health services are being distributed, to-

far. less than 50$ of the infants.. However, the growth and diet monitoring
, 4'

rates from the provider perspective (table 5) are somewhat better. 'Phis _data

would suggest that the limiting factor for both health services is the
.

,patient's utilization of services. However, the provider-based rates also

indicate that many opportunities to provide these services are being over-

looked. A similar, although more dramatic, pattern is noted in the pregnancy

monitoring rates (tables 6 and 8), where the population-based indicator ( table

6) is relatiVely low compared to the excellent provider-based rates table 8)
,

.

,for this' indicator; 4.,
.1 .. t

i .

In this study, the data collection procedure was extremely lehient in .

...--.
' 414 interpreting the -content of the record regarding educational, counsi ling, and

..
1

,

monitoring tasks. For example, single statements such as "walking"3or "rolling

over" .01. "development WNL" wee considered adequate, for the "development

monitoring ratentable 6). . Nonetheless, it coulid be argued effectively that

the Performance of educational, and counseling tasks' is 'substantially better

tflan.ihe documentation of'performan-ce. While this'may be very true, the

-4.

impotance of Aocumentatientof tasks,. critical 'to adequate care cannot be

over-emphasized,particularly-in a .settinf in which multiple providers

participate.in the care of patients. Without adequate documentation, the -

assessment of seiVice needs for any given patient visit rest's on the provider's.'

assumption rather than knOwledge of .which. tasks ;have been done and whiCh_ are

4

,

//

/

-9-
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due.

. veThe immunization rates- of tables 3and 5 deserve\comment. Of the total Pt,
y .

infant cohort's 69%, 58 %, ;sand 44% of infants had received 3 DPT, and 2 OPV

immunizations by age 13 months in the IHS, private practice; and HMO's,

respectively. When measles and rubella were addedto the criteria ("total
.

immunization rate"), the results were somewhat lower. The immunization

Irate" from the provider perspectiire (tabl.e 5) suggests that substantial
.

opportunities to provideimmunizstion to infants whO are due, are being missed.

1 It should be noted that'the audit period of tlis study preceded the current
o

immunization recommendations of the Academy of Pedfatrics that measles be

deferred.10until 15 `months of age.

Finally; it is important to note that the.risk assessment rate
d
for

, pregnancy stable 6) did not exceed 10% in any, of the practice types, awl

reached.a,high of only 30% in one pilot site. 'This indicator was extremely

.

lenient requfrin only a single statement of risk or prognosis of pregnancy by

the 20th gestational week:, From the provider-basedPerspective- (table 8) the

-,results are similarly discouraging.

"--' SCREENING: .N.

t

,-
Of the indicators relating to screening'for infants (table 3) the "anemia

.

/ 4. A

/ Al

scree rates" and "TB screening rates" appear to be substantlially higher in

gthe IHS ape, HMO's /. However, the results for-the "hip dysplasia 'screening rate°
e ,

.

shic40145uhstantial ,differenCe among practice configurations,, Pin, the pregnancy-,....,

.

.
/ .

. . . .

.

'induced hypertension screening,rate (table 6) the IHS appearo achieve less

OIS or private practice. Howeverathe pTovider
. .,

overage plan either the

/ perl vrkice'is,nearly the same and exceeds 909erin each ce type for this
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4

health task (table.13), inq.cating that the low population-based rate is due to

' patient behavior rather .than provider performance,. It is of, note that the,

recognition '6f abnormal blood pressures (greater than 90 mm Hg, diastolic)'is

substantially less in the IHS from both ihepopuiation (table 6) and provider

(table 8) perspectives.

; . .

.

Other,indidators of screening for prenatal care, infant care, streptococcal '.

.
>---;-.-

pharyngitis and hypertension show similar' patterns. The most consistent trend
_

is obserld in the provider-based indicators: Regardless of which practice con-4.
,

.

figuration achieves the highest coverage rate, that indicator when viewed froM

. lit . ,. , .,-
the provider perspective generally reveals very similar patterns of provider

;',..,. .
,

performance. This would indicate that the major'differences in systems per-
.-

formance for sc4ehYng.are issues of patient utilization and continuity of care
sr J 4 ,

o

rater than issues of Provider 'performance.

A
., , f 1

'.DIAGNOSTIC EVALUATION:, .. i.

1 ,
.

,

-The diagnostic evaluation was examined through indicators for prenatal
,

4 . . .

care, lacerations, urinary tract infections, and iron-deficiency anemia. the
f-

criteria for the diagnostic evaluation indicator's were purposefully simple and
b

G -,'

$'7 emphasized the most basic el rents of diagnostic, "work -up. ,Gore `complex

4,

,-,.,

/ ..
,

.3

' diagnostic tasks and those applicable to a smaller percentage)of cases were not.

..0.
''-included for examination. .i i) .

, c ,

The prenatal work-up rate A substahtially higher in the HMO's from both
.

.

.,--. li
4' :population Ttable 6) And proldder (tat:We 8), perspectives.. This is a compound

* ,
:

indicator ca-4,ing fora serolOgyfor luts, cervical culture for GC, pap smear,
.

-.4N

and clinical pelvimetryxby the 20th gestational week. The rates for_IHS and
. r, ,3

1
priyate practice are low p rincipally due to the infrequency with which cervical

r

or

ts



-
cultures were obtained. The other indica rs nf di nostic evaluation show

particular pattern.

TREATMENT PLANNING:

Indicators of treatment p

pharyngitis, urinary tract
,

.0:stent pattern of superi

figurations. For strep

nning wbr include
/

for lacerations, streptococcal

fections,/and Iron-deficiency anemia. No con-
-

performance is noted among the practice con-

ococcal pha1ryngitIs (table 10) there were three in-

I

dicators oLtreatment planning. /The "treatment rate" examines the precent of'___,t
,

. /

tive:strep:culture who received any antibiotic within

eatment -Qf- choice rate",-however, requires a specific
..--,

e penicillin, or oral penicillin or:erythromycin for 10 days,

patients with a pos

five days. The "t

dqse of benzathi

The "unsupporte

pharyngitis w

throat cultu

consisten

;',:highestScr

FOLLOW -UP:

The loll

laceratio s

ing patte n

treatment rate" examined the percent of patients with .*

received an antibiotic without a previous) or concurrent

e. It is i eresting to note that private practices maintained a

ttern thr ugh the three treatment indicators and also had the

etd thro.at'culturet at 39%.

-

o -up functions were examined for postpartum care (table

rinary tract infection,
t

land'irondeficiency anemia. - The stril-

noted is that provider performance on the follow-up tasks is con-
.

sistent a ross all practice types for each tracer, while over -all differences

are gener lly due 00ystem recognitiOn or patient behavior. The indicators
1 i

of postpi care (table 6) undersore this point.. The "postpartum contact
k

rates" var froM 57% in the 111§-,,to .85% in the private practices. The extent
..,

,.... I \Of applica on of follow-4 among pat s who delivered (postpartum follow-
.

. ,.. 1

-; e

4 -12.! 16



,

up rate-t varies from '20% in the IHS to 39% in the HMO's. However, the

"postpartum follow-bp fate-l'",which medsures fellow-up task completion for .,\,

patA Ats who II\ postpartum visits was relatively constant across practice

types.

\.

CONTINUITY OF CARt;
/

°The indicators for urinary tract infectiods (table 11), iron-deficien

, anemia (table 12) and hypeitension screening (table 13) were constructed to

assess the contin4ty of health care. Each expresses the. probability (based

on empirical data) that patients successful in the preceeding element of care

will pass successfully. through the next proceks element. Likewise the transi-
,

tion ratesthrough multiple successive elements of the process of care can be

expressed as thb product of the intervening rates. \Perhaps the most publicized

sequence of transition rates is the x series used to describe the care
.

of hypertensive patients. According to a public health advertizing campaign,

only one-half of the hypertensive patients have, be n diagnosed, and of then,

only one-half are under, treatment,. The product ofthese (0.5 x 0.5 = 0.5)

expresses the probability that a given hypertensive individual has been,

diagnosed andIplaced on medicaf management.

This analytic technique has been applied to the data for urinary tract,

infections and is shown in table 14. The "over 11 process success rate" is

,\ -r
derived from- the product f the 'ilccessive'ind cators and is:11% for the IHS

and HMO's and 10% for th- private,practices. 'he site approach can be used to
r

examine selected sequen es of card: For exam le,Ithe probdbility that a

screened positive ind idual-will progress though the sequence as far as

treatment is (0.88 x 0.89 x 0.50 x 0.95 ). for the IHS, (0.86 x_1_0.97:x---7'11

0.37 x 0.95 = 0.J9 for the private practices, arid-(0.80 x 0%97 xA0,27 x4,0.90

.
_

S'
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%



*

/

3J= 0.19) for the HMO's,. Figther the prObabilithat a treate4atient will
, \

progress successfully through the follow-up seggence is (0.68 x 0.59 x 0.72

o 0.29j.for the IHS, (0.61 X 0.79 ^x 0.73 = 0.Z5 for'rural private. practice, an&

-(0%77 x 0.92 x 0.80 = 0.57) for the HMOls.
,

--

Similarly the I 0 babilitx that the patient will make the required contact

',with the provider of health'care can be estimated from the product of the
. ,k

"evaluation contact 'rate" and the "follow-up contact rate". This results in -

' .

(0.88 x 0.68.= 0.60) for the IHS, (0.86x 0.61 = 0.52) fOr the private practices,

and. (0.80 x 0.77 = 0.62) for the HMO's. The probability that the need 'for
.

sexvice'on .the4e visits will be recognized can be expressed as the pioduet of
, . \\,

"abnormal screening recognition rate" and the "follow-up recognition ate"..,.'z' .,

.
-,,This results an (0.89 x 0.59' = Q.52) for :the IHS,. (0.97 x 0.79 = 0.77) ficr

privsne practice, and (0.97 x 0.92 = 0.89) fOr the,HMO's. Finifl, &er
, -.,,

probability that all diagnostic and treatment tasks will be completed; given
* . ,., .

patient contact and recognition, can be estimated from the product of the
- t. *- . p

"diagnostic evaluation rate", '"treatmentrate", and "follow-9 rate". These
,

2.

estimates suggest probabilities of (0.50 x 0.95 x0.72 = 0.34) for the IHS,
. .

(0.37 x' 0.95 x 0.73 = 0.
)
26) for the private practices, and (0.27 x 0.90 x 0%80 _,_ \-e"..

..< . J
r7., 0.19) for the HMO's.

S., - i
t $ , ..

. Similarly it is possible to estimate the impazegljwxAmirlmr1
.

.
e

aspects of care by substituting in the cross product equation,. For example, t
00.

.
- . ,

the benefit derived from inoreasingthe recognition functions to an ideal leVel

can be estimated bypbstit#ing 1.0 for the,observed rates of-recognition

'steps. Since an improvement of this magnitude may be somewhat unrealistic,

an estimate can be made of the impact of increasing the recognition rates to a

level midigay between the observedNand ideal-rates. This can be done by

.411k
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substituting

.fore' the "recognition" indicators.

Observed rate (1.0 - o served rate)

As an example, table 14'coMpares the Observed "overall process success

.rates"for urinary tract infections with those derived from estimates of

improving selected functions to the 90% level. Improving patient contact

rates does not result in a dramatic change, but would appear to result in

relativeIymoFe_improvement in the continuity of care for private practice.

Similarly improving recognition rates to the 00% level,would appear to most

bendit .care in the 1H$. ImPf6ving the-diagnostic, treatment, and follow-
. \,/

up, tasks to the 90% level w uLd in substantial improvement in all three

/ t
practice,

,

configur,tion, rai ing the overall process success rate" to a high of

-4,p% in 'the HMO's. --It is instructive noteAhat of the latter only the
,..------

.

,.
q.

evaluation an follow-up rates were observed at leve, lsr less n- ,

/

-

90%\:,
.,:.-.

,sop,

T}i

r '
,..

i,

dor these indic.ators are basic and certai-nly dOirnot involve
:....

r
.

..
s-oTtomplex diagnostic logic: 44

, -
, .

glytic approach to the continuity of care f ron-deficiency anemia
. /

yields s filar trends. However, a slightly different pattern iserven$ rob d i,

hypertension screening_shOwn in table jS. In this case the'"overall process ,

-4.,.. 't.

success" (for screening) is'20%, 32%, and 30% for the IHS, private pract4,

and the HMO's, respectively. The greatest improvement in the continuity of

care and private practice derives from increasing the contactfor the 'IHS an
',,-

rates to 90%, and)improving .ihe screening rates have the least impact. On

iheoth;r hand,'the HMO's deriVe approximately the same.improvemept in tile'

'continuity ofbcare from each projection.

t-
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.

HEALTH< STATUS INDICATORS:

-11p.health status indicators for infant care (table 4) and prenatal care

(table 7) are not, particularly enlighteling due to, the relatively low

.

frequency of poor optcomes in these two wolf-patient groups. However, the

uate gr2xwt ate!'- for infants (table 4) reflects expected,results despite

the previously notedIofit rates of nutritional counseling, growth monitoring,
,

and diet monitoring. This raises the question of whether these processes of

care have a substantial impafrt on outcome.

.

The' "observed rate(Of anemia" for prenatal patients (table 7) was

,substantially loWer inlorivate practice than in the IHS or HMO's, The

.relatively high operative delivery rate in the HMO's is largely dud to the

22% rate of operative deliverieg inone^site. The relatively low "repeat,

pregnancyiates" in\the IHS may be related to the-relatively high "family

planning counseling" rate of table 6.

The "observed wound infection Atte for lacerations (table 9).1s not

instructive and the positive strep culture yield for streptococcal pharyngitis ra.

\
I 13(table 10) has received previous comment.'

Of those patients who had received treatment and a follow-up culture for
,

4 -urinary tact infections ,(table 11), a substantial number in each Practice

site had organisms in their urine at follow-up., This i'aises questions of the

choice of antibiotic, dUration of treatment, and patient compliance' with the

treatment plan. Similarly, of,those patients who were treated for iron-
,

. deficiency anemia and followed-up with a repeat hematocrit and/or hemoglobin
.,

,

in the IHS, 45% still had abnormal values. In addition to the questions-

raised regarding UTI's, this result may indicate that a course of iron
0 ..

' therapy is being utilized as a diagnostic procedure. It
410
woulehave been

-f6- 2 0

-



4

instructive to audit the subsequent care of those patients.whose repeat blood

counts were abnormgl.

Finally, the" screening yield for hypertension. (table p13) measured the

percent of patients-screened who had one or more diastolic blood pressures
..i-

1. i
,!. ..

above 90 mm Hg. No substantial differences between practice types are'

..- ._
. .

observed. -. _,

CONCLUSIONS:

- -

'CoMParison of the syStems -pei4orkance for the tracers of this study have

several important implications. There appears to be no substantial and,con-
.

-si4tent,difference in the performance of thecproviders of care.t. Most of

.the differences observed are attributable to patient contact with thd system
4

of,care or system recognition, of the need for tervice. However, the provider,

a particularly
4.4 .

Indicators, however consistent, do not reveal high level f
^

.

peyforMnce considering that the criteria for diagnostic, treatment, and

follow-4 indicatOrs-emphasized only the most bdsic elements of care. It

would therefore appear that overall SystemSPeiformance pould be substantially.,/
improved if providers in all practice_types capitalized on existing patient

4sit.4 tte7insperform needeu healteh tasks:

The results-of this study do not suggest that one.practice configurttion

e

is superior to another 'Among the specific pilot sites
Z°"

this. StudyhoweVer,

it appears that the IHS p.rovided,more widespread application of counseling and

educational_tasks, and selected screening tasks. -The-The patiet coptacts with

fi

the system .were relai

was relatively low,

health care team and

ively high although the'recognition of

Both may be due in part to the multi-44s

/
extensive field health program of the I

I ;

eeid for,service

Thil would

,zz)

6
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r
tend to,increase the probtfpility of patient contact but"lso woulki tend to

4,1
increase the diffitultY in communication,amog, all members ofqhe health

/ \
care' teaks. t,

m 4
mta

vs? t

Conversely the re-cognition of the need for service appears to be higher

in the private practice's and HMO's. The overall tendency for private practice

.e to excell in recognitiOn may be due in part to'thc s complex system Of

privateepia 'and the tendency for a patient to-constptently beseen by the

.

same provider of services. It would .also appear that
.
the follow-up functions .

.
,

1
, .

'"are generally more completely achieved, in private practice acdthe HMO's,

with rates of patient contact for. follow-up being so hot higher in the
' . 1,' .,

tprivate practices. The
-

only consistent difIerence,b een, HMO's. §Reprivate,
,

, ,

. practice obsem!ed in the pilot sites of this sfudy,wAld suggeliost that the IT40'51,
4 .

achieve a somewhat higher application of counselinkCaucation, and health

surveillance tasks among their beneficiary populationst'
.

The.study suggests four major methodological areas'thatshoufd be of-
,

concern in future'applicatioh of quality assessment techniques to'ambulatory

care. First, examination of,provider Terformance alone does not necessarily
, .

reflect the adequacy of care received by the patient population. In,this
-

study, population-based and provider-based indicators weretlemployto examine

the effectiveness of care provided and the,effectivenes§ of care received.
IA .

t t '...
r.

Se.1.cond, the study specifically designed indicators to.,exan4ne,the_continuity
-.. ...

- of care. These =sults suggested significant impediments twthe continuity
: ..,1-

of health care that emphasized the adequacy, of the 14liagnostic.and therapeutic
.

process alone. This study would suggest that improving' t4 adequacy of only the

diagnostic and treatment aspects of tare to an

. continuous care forthe major y of patients.

41, .
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The
/
study suggests t leg major methodological areas that should be of con-

cern in future'applicatiol of quality assessment techniques to ambulatory care.

First, examination of prov der performance alone does not necessarily reflect

the adcquacy'of'care recei ed by the patient population. In-this study, _

population-based and provid r-based indicators were emplqed to examine the

effectiveness of care_provied and the effectivness of care received.

\Second, the study spec fically designed indicators to examine the con-

uiiy of citE-S- These results suggested significant impediments to the con-

f health care that would not have 'merged from a study that emphasiz-

.,''

acyOf'the diagnosticmand..-04KLapputic process atone. This study

,,,..

,5 s

1,'

,-,-
1

.f ugleAtilk,improVing)th acy of 4iikdia0ostic and treatment_

sr r ,,,,,Y- -:,4lia"
....... --sects o , -c 0- an- /1 'f, not result, in continuous care's :: the

t
1. ,

,majo'rit atictitS.

4hitd, examinaion of health status indicators do not add significantly

to the int`s ation derived from this metOdology. However, important outcome

measures mly be to assessing the quality of health care, additional,Ovelop-
.

mental work is needed to clarify a concept of health outcome and app13, it to

quality assessment techniquesdfor ambulatory care.

Finally, this study m ethodology is based on the tracer approach to.

assessing health care. As such it makes two assumptions which. have never

been adequately tested. First, it assumes that the information derived from
. .

. , -

thcaminatioh of a "tracer" disease is simil'ar to'thaX which would have been
. ,

t,.. .
. .

c,

obtained from examination of. other 'Isimilar"
4-

6onditions. /More importantly, the

implicit assumption within it tracer approach:is that a o tiveiirocesses directedd/

atimpfewing identified deficiencies inhdaith carefor a tracers will result

also in improvements in other "similar" conditions. The latter assuMption.is
e!

°



particularly tenuous as attention directed toward a tracer condition may, in

reality, detract from the care provided for.other similar conditions.

SeVeral studies are currently underway at the Office' of' Researdh and Develop-
:

ment, IHS to test there assumptions, but until objective evidence kLavailable,

such assumptions must be viewed as tentative.

4mt

.

r
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ASSESSMENT PERSPECTIVE CLINICAL FUNCTIONS OF HEALTR CARE

TRACER .

CONDITION
Population-

Based Indicators

X

Provider-
Based Indicators'

.

Prevention
Well-Patient
Surveillance

" .

,Screening

X

Diagnostic
Evqluation

'

Treatment
- -,...

\

.,

'Follow -up

.

.

PRENATAL CARE X X

.

)t

INFANT CARE X X X X

.
,

/-`

4

STREPTOCOCCAL
1
, . X

.

- X X X
.

r

LACERATIONS OF
SCALP AND
EXTREMITIES

.

.
. .

.

/

-X X
4' ,

X .

/

HYPERTENSION X
. .

4

.

e

.

X

.

.

.

,c.
i

.

X

,

X

-

.

X
i

X/

,

.

\
URINAU TRACT
INFECTION

IRON-DEFICIENCY
ANEMIA

. X -, )e ,

.

X

6r

i

28

40"

TABLE 1: Tracer Conditions twed In Pilot Study In Relation
To The AS'Sossment ferspectivc,And The Clinic'al
Functions of Health Care.
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Pilot Site

IHS "A"

IHS

?MS

MS "D"

1!1S
. A

1 1 1HS "F"

fd

- , p)
No df No.Of

e

.' Hcalth Health.

..
Public Community

$ No. Of MD's Physician Extenders Nurses Workers

.
.

Population Of '

Approximate , 1 Approximate 1

Size Of 1

1

Catchment Arca Catchment Area Fired Facilities

1

-, Private Practice "Ar

Private Practice "B".

)(1"

'4

Private Practice "C"

AA"

"B"

.30.

900 i 111 sq.mi.

6,155 2,854' sq. mi.

)
.

14,480 r ,&...1,,,,92,000 sq.mi.,

../

,20,000

,000 1,800sq:mi.

15,000 5,000 sq.mi.
E

,...

.1.

t.,.: .,

22,600 2,700 sq.mi.
,.

#
--,, ,

11,000

71i

.

*-1 ,1,500 sq.mi.

; .

1

0,

3,800:,
. 38,000 sq.mi.

,926 i 6,375 sq.mi.
N

4,554 5,20.0 sq.mi.

-.,

1,600 sq.mi.

5

.,,

i

1 MW officedical offic ...s

! tAttending at 30 bed.

1 hospital

. 1 Me4ical.office

. Attending at 30 bed

hospithl

. 2 medical offices

. Attending at 250 bed 4
300 bed hospital

1 medical office
Attending at 2, 300 bed
hospitals

1 clinic 1 1 1 4

. .

, 50,btd hospital & OPD
5

i,I
3 5 10

. 11ield Clinic i. 1 .

..z.,
.. .

170 bed medical center hnd 40 1
t 5 35 t.

multi-disaplinary OPD 4,

2 Field Clinics , ..,,

29 bed hospital & OPD
2 0
2 0 3 30

4 41 bed hospital & OPD \- f 5 1 1 25

. 39 bed hospital
..Vi

4f 0 2 a 16

Field Clinic '.
\ ,//'! . . .

. 1 medicaldffico "

. Attending at 30 bed
*hospital

; \

4f,

5

20

16 It

411

1

0

0

47

Or

0 0

o

5 0

TABLE 2: Compar.isen,OPPilot Sites By
Major Characteristics

(
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a
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INDICATOR DESCRIPTIATT ,-

.

,.

AGGREGATt., DATA

6 SERVICE UNITS
INDIAN HEALTH SERVICE

,

AGGREGATt DATA

3 RURAL PRIVATE
PRACTICES

.

4.
AGGREGRATt DATA

2 METROPOLITAN HEALTH
FMAINTENANCE ORG\NMATION$

MEAN ;; I No.

weiphted pts,

W\NGE MEAN !4 N

(in %)
...katehla.....1115._.(in

RANGE

"
Mt:AN )

weichte4

7," 0

pts,

AnNgE
tin '-;)

InitiAl
_-----.

Feedia;
Instruction
Rate

Percent of infant's mothers who received diets-or

feeding instructions documented prior to dis-
charge after delivery. -si''57 , 2.74

,.

/3,-90 ..

Initial

Infant Care
Counseling
Rate

percent of infant's thers w o had documentation
of counseling on general topics of infant care
prior to discharge after dOlivery:-

,

48% 274 /0-70
-

.

.

Infant Care
Counseling
Rate

Percent of infadt's mothers who hed documentation

of infant care counseling atledst once in the
first 6 months and at least once in the second 7
months of life.

32% 274 0-78 5% /27 o-/s- 37Z' 54 0-41)
.,

Growth
Monitoring
Rate

Percent of infants who had ;might and length
recorded at least 3 times in tho first.6 and at
least 2 times in the second 7 months of life.

,-24, 277 3-42 '1
,,

7x'7=127 ';0=2 33% 54 0-37
Development
Monitoring ,
Rate

Percent of infants who had documentation of
developmental milestones'at least 4 times in U
the. first 6 months and at feast 3 times in the
second 7 months of life.

.....

8% o-'40 / %
'

/27 0 - 2 .. 4%

.

S4 2-20

Diet _

Monitoring
Rate

Percent bf infants who had documentation of
dietary intake at least 4 tines in the first 6
months and at least 3 times in the second-7
months of life. ,

7%. r277
,

'6-22 2g 27 6-6 7%
,

6
.

6;20
Anemia

Screing
Screen:

Percent of Infants who had a hemoglobin or 4

hematocrit recorded between age 6-13 months.
i

43% 1277. 7- 72 /4 127 5-18 35% 54 35- 4o
Td Screening
Rate

Percent of infants who had a PPD or Tine. telt
recorded between ages 6-13 months., .5.-/''4 !277 25-et £2 %. /27 to -* 50 n 54 40-S/'

WITDyspla.qia
Screening
Rate

Percent of Infants who had documentation of a
hip exam in the, first.6 months of life. 41% 277 0-90 58111

.

/27 2-78 33 % ,. 54 20:36-
DPF-OVV

Immunizaiiod
Rate

Percent of infants whp received 3 DPT and 2 .

CPV immunizations by age 13 months. 44 277 53-9e) 58/, /27 42-69 44% 5-4 41-to
-

Total
Immunization
Rate

Percent of infants who received 3 DPT, 20PV, a
measles, and rubella immunization by age 13 months. 44

.

277 /10-52
.

144
.

127 /2-17 33 g 54
,

2o.35
Natr.iion

-?,clidg
*9-1

Percent of infants who received nutrition counseling

3 times in the first 13 months of life.
.

_ _ _

417D 278
v.

o--46-,- 3%, 127 0-10 62% 5-4 4,51-so
:

.

: System or ormanco For n ant Care

. (Populatioll-based procesS indicators)

32 A
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INDICATOR

Wiliquate,

Growth
Bate
Birth
Depression.
Rate

r
DESCRIPTION

Percent of infants who were baWeen the 10th and
90th percentiles for height and weight at
a. roximatel one ar of a e.

Percent of infants who had an Apgar of 6 or less
at one minute or less than 8 at five minutes.

I

/

AGGREGATE DATA

6 SERVICE UNITS
INDIAN HEALTH SERVICE

MEAN L Ib RANGE

ts. (in %)we ht d

7.1 /7? 69- 95

AGGREGATE DATA AGGIOGRATE DATA
3 RURAL PRIVATE 2 METROPOLITAN HEALTH

!PRACTICES Nt\INTENANCE ORGANIZATIONS
MEAN '; No RANGE MOAN Y. Nb. RANGE

weiablect nts. lin %) weighted

74%4 9$

3y, 277 0-1,

7/-79

0 -7

TABLE 4 : Infant Care Outcomes
(Health Status Indicators)

3

8/Z /6 77-/oo

22

4

,

.
.

.
. , .

.

sa

INDICATOR DESCRIPTION

-T--6

r
'weighted

.

,--7-
. AcortAp DATA .

SERVICE UNITS
INDIAN MtALTII SERVICE

.

AGGREGATE DATA
3 RURAL PRIVATE

PRACTICES

. .

.,

AGGREGRATE DATA

2'METROPOLITAN HEALTH
MAINTENANCE ORGANIZATIONS'

MEAN t No:

visits(in

RANGE
%)

MEAN %
weighted

No.

;.:i.,

RANGE
(in %)

'MEAN. '4

w.,i0t,,T

N o.1 RANGE

visiis(in %)'
Growth
Monitoring
Rate

percent of infant visits resulted in recordill
of length and weight during the first 13 months
of life.' . - ' .

AF-

/963 34- 47
,

32 % 925 21-4S 670- ,
$

43/ 344.59
DFT
Immunization
Rate

Percent of infant visits made when due for a
DPT immunization; resultedin-the immunization
being given. .

552 1/94 38.910
.

44% 442

.

16).-77

'

5V0 255

%,.. ,

S7-48
Diet
History
Rate .

.Percent of infant visits during the first 13
months' of life, which resulted in any statement
of recent dictar intake.

1

. 3S% /943 V2 -69 zig 926' 4 4/ 551
.

456 40-57

TABLE 5 : Provider Performance
For Infant Caro (providor-based

process indicators)

.71
35. .



'INDICATOR

Prenatal
Entry Rate

Prenatal t

Pork -Up

Rate

Assessrcnt
"Rate

Desire for

Pregnancy
Documentation
Rate
Unwanted Pre-
gnancy TAB
Rate

DESCRIPTION

Percent of pregnant women who encountered
the health care system by the 20th veki f gestation.

Percent of pregnant women who had ocu ntation of
VORL, cervical culture, pap smear, and clinical
pelvietry by .the 20th week of gestation.
Percent of pregnant women whohad a statement of
:risk or prognoSts of pregnancy by the 20th week

of gestation.
Percent of pregnant women who had documentation
of whether pregnancy was wanted, unwanted, or

undepided by the 13th week o'figestation. e

Percdnt of women with documentation of unwanted
pregnancy the the 13th meek who received a TAB.

Family
Planning
Counseling
Rate
TAB iamily
Planning
Rate

Postpartum
Family

I., Planning
Rilte

Nutritional
Counseling,

Rate

Percent of pregnant women who had,documentation
of family planning counseling during the prega

nancy prior to delivery.

Percent of women with TAB who began family o

planning within 8 weeks after the TAB.

Percent of women,who began family plahning or
for whom their intention not to begin family
planning was documented within 81weeks,of

del.ivery.
Percent of pregnant women who received nutritional
counseling by,the 20th week of gestation.

INDIAN

AGGREGATE DATA
60sErwrct UNITS

riffArmi SERVICI

#.r.r.qc DATA

Tirnm PRIVATE
PRACTICES

MEAN tl*

weighted

No.

prs

RAN

(in %)

MEAN t No.

pts

RAPIGE

%)

6 4 Vo

20%

3 0

3e

40-88
ilartighte8

727%.

/7.

134

4 0-2.

30o .0 -30 9% 134

o

/6%

t4

',"300 0.-4o 9 To--,M4 0 /4

91% /6 /00% 4 /0 0 4.

537, 234 /0:84 . /2%, /29 0-4/

9-
AO 70 /4D.

%

75Z 4. 75*

2P4 21- 74 /34 32-80

8/51 ,Z 0.-.so 2Y, 134 0 -le,

' GGREGRATE DAT/le

2 METROPOLITAN HERETH
MAINTENANCE .ORGANIZATIONS

MLAN ". NZ, RANU:

1

weighted nts. (in t) C"

.69 -

6.2% 49 6k4.63

C9 7. /2

24% 49 /I-34

7 /co*

2% 5-43 0-3

/Oe; % 7

48 26-/co

oqb

-

36

TABLE é: System PorformInce For,Prenatai

Care (population-based process 14-

indicators)

S

.4%

#
r

I4 Sample available from only one site

4--

C

Y

I

S.
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zap

t
x

4

. ,

INDICATOR DESCRIPTIOk

AGGREGATE DATA

6 SERVICE UNITS
INDIAN,HEAL111 SERVICE

AGGREGATE
3 RURAL

PRACTICES
PRIVATE

No I.RANI&
pts

//7

/e.

,

DATA

(in %)

/0-FIS
----- _

to--/oo

- AGGREGRATE

.2 METROPOLITAN
MAINTENANCE
mrAu :

weighted

5/ %
--____....._

s 3 Z

ORGANIZATIONS
.

m 0-

pis.

57
____

6

57

a

r

DATA

HEALTH

,rAval

(in %.)

3o-7o
.. ... ...

,----83-

33-96

t.

-r

_ .

MEAN -%

weighted
no

pls.

2g4

RANGE
(in %)

3- 42

MAN ';
weighted

647.

Si%

PHI
Screening
Rat6

eicent o pregnant women w o tat t otr oo
preSsere recorded, nt least 3 times in-the
second and S times in tho third trimester. 257,

Abluirmal

Blood Pressor;

Recognition
Hz/to

Percent of patients with a diastolic BP>90, who
had a diagnosis or uarrntive documenting
-recognition of the nbnormal result.

...

31.% 34 0- loci
Anemia tp

screening
Rate '

Percent et pregnnnt women um tad a hemoglobin
or hemvocrit recorded in the first 20 Weeks
of gestation. 53% 2M 4-8/ 747p 134 41-9/ A3 z

Pregnatig
Monitoring
Rote ,

.

.

Percent of pregnant women who hnd the fundal -

height recorded nt least 3 tlme's in the.second
and 5 times in the third trimester, and had tho
fetal heart rate at least once in the
second and S tines In the third trim'es".

/L% 2S4 0-44 si% /23 /O -7.
,-

avZ, 57

.

/8-57

4o-41

.4,E3-6.4

Pos5artum
Contact
Rate

Percent of a7Tivered patient trio tiaria visit
within R weeks'after delivery.

577, 2g4 54-75- 1367 /34 4.8108 4, z 3
'

69

43

/34

PaStpartpm
Follow-lip'
Raid -t

Percent o delivered .patients making a post-
partum vfsit with nny statement regaiding-exam
of utelus, BP, and weight. 40,

----t--

217,

/1,t

2R4

.

c,
2.4-51

,:'

44% 114 0-88
,

cf %
PostpaTtum
Foliow-Up
Rot c - 2

Tercent of delivered patientsWiTany statement
documenting citaminetion of the uterus; DP, and
weisht by 8 weeks after delivery. 1-3-39 32.7 49 3/-33 39% 0!)-(34.

I
0

38

TABLE 6 : Continued
4

1

Snmple nvnilniOn from only ono site

..

It



Q.\

IND ATOR DESCRIPTION

AGGREGATE DATA
6 SERVICE UNITS

INDIAN HEALTH SERVICE

MEAN % No. RAJIGE

weighted pts (in %)

AGGREGATE DATA

3 RURAL PRIVATE
PRACTICES

MEAN % No RANGE
weighted pts (in t)

NORMA BIRTH
NEIGH' MATE

Percent of pregnancies resulting in a birth
weight between S lbs. 8 oz. and 9 lbs. . 7a f .231 62.9G 775 42-/00

AGGREGRATE DATA

2 METROPOLITAN HEALTH
MAINTENANCE ORGANIZATIONS

MEAN No. RANGE
weighted INts. _(in %)

93% 4/ ea -96

ACCEPTALE
ONE MINUTE
APGAR RATE

Yk
OBSER1,0--'

aTE,

OBSLRVED
GESTATIONAL
DIABETES
RATE

.( Percent of pregnancieVfesulting in an infant
-with a one minute Apgar of 7 or greater. 276 (09-91,, 90 52 - 83-/Go

S

93% 43 90 --E36-

-.,04ent of pregnancies with documentation of RIH
ltoredoeumentation of a diastolic BP 90 mm Hg.

I ';I;'

Rercdnt of pregnancies with documentation of
iieational diabetes.

13% 12x4 0-24 12Z 134 7-.1L /67, 5? -,20

226- 0-/Z

OBSERVED ANEMIA Percent of pregnancies screened for anemiaswith
RATE 'documentation of a =437% or a Hgb.412.

OPERATIVE
, DELIVERY
RATE-

'

REPEAT
A*, PREGNANCY

RATE

29/ 241, /5"- 97, /3 2-24 38Z 52 23.64

X
Percentof preinancios resulting in dolivery
by C-section.

Percent of women who become pregnant again, within
12 months of previous delivery.

z Q4T..
57 492

0 -W

7-28.

a% 6'0 4-22

,// -90 43 /3 -24

TABLE '7 : Prenatal Care Outcomes
(Health Status Indicators)

a' ,

.( S.

40
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INDICATOR DFSCRIPTION

AGGREGATE DATA '

6 SERVICE UNITS
INDIAN! EPALTE SERVICE

\

AGGREGATE DATA '

3 MURAL PRIVATE
PRACTICES

ACGRECRATE DATA

2 METROPOLITAN PEALTH
MAINTEVANCE ORGAVIZATIONS

.

''4`
.

,

MEAN ".

weighted

No.

alit,

298

RANGE
(in- t) .

MEAN ';

weiOted
No.

Islif.._(in

RANGE
%)

0-4

MEAN t

weighted

7z3g

No.

visir-(in

co 9

ILvvJa
%)

6 3 - 71

t

Prenatal.

Workup
Rite

Percent of first prenatal visits which resulted itl

a VORL, cervical culture, pap smear, and clinical

pelvimetry within 2 weeks of the first visit. .

3470 /2-62
*

r

); 754.

Risk

Assement
1; Itc.

Percent of first prenatal visits which resulted in .

a statement of risk or prognosis of pregnancy with.;

it 2 weeks of the first visit.
9% 293 40-6 tiO14/0 /31 Z. -HD 1 o 7,, e,9 7-121

Prenatal
wor -m2
Rate ,by ,

ZOth %eel()

Pore:Ent of first prenatal visas occurring prior to
the 20th week, which resulted in a docugentaoion
of a VDRL, cervical culture, pap smear, and clinical

rclvimetry by the 20th week.
3b% -/95

'

0-5.8 1370 96 /0 -17 7370 44 CB-71,

Kish
Assessment
Rate (by .

20th seek)

Percent of first prenatal visits occurring prior to
the 20oh week, which resulted in a statement of
risk or prognosis of pregnancy prior to the 20th ,

week.
Percent of first prenatal visit-s which resulted
in a statementof whether the pregnancy was
wanted, unwanted, orundecided.

/07

* 17 7,

,

/93

.

298

0 -3g

.

0-33
.

/2%

9%

98

/34

,

3-23

0 -14

ii %

24

Ld

69 1

8-12,

: //-34,
1

Desire Eor

Pregnancy
Documentation
Rate

Unwanted
Pregnancy
Counseling
Rate

Percent of prenatal visits for women with un; ..
wanted or undecided about pregnancy within two
weeks of documentation, resulted in counseling
recording desire for pregnancy.

'751 /9 472)-m0 loc7 7 . /00-/00 81. 70
,

SG% SG
.

Anebua
Screening
Rate

Percent of first, prenatal visits which resulted
in documentation of a 'Imatocrit or hemoglobin

swithin twn weeks of first visit. .

85 10 293 6'1- 9a $ 5-7. 134

e

6/-/oo 87g
\;...

49 81-94

Prgnancy
Meni:orinr'
Rate

Percent ot prenota1 vis.its made atter first
visit which resulted in documentation of the

fndal heirht.
7a% /753

.

5'9 -8S
_

92 ?,, 1231

\

83 -99 Q2% CI7
4

81-82

P1M

Screening
Rate

Percent of prenatal visits made in-the second
and third 'trimester which resulted in documcn-

tation of the diastolic blood:pressure.
941g, 1739 ,/-96 94% //19

,

72-100 93% 5C0 i37 -98

Abnoimal

Blood
Pressure
Recognition
Rate

Percent of prenatal visits with a recorded

diastolic blood pressure 'greater than 90 mm 11g,
,

resulted in a diagnosis or narrative indication
recognition of the abnormal rqsult.

.

314 5-5 0-too , q
85-p 34 6.0 -92

%

/04 /De

TABLE S; Provider Pcrformanco For Pronatal Caro

(PrOvider-based process indicators)

42

* Sample available from only one sito
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INDICATOR DESCRIPTION

,

AGGREGA* DATA
G SERVICE UNITS

INDIAN MAL114 SERVICE

,

AGGREGATE DATA

3 RURAL PRIVATE
PRACTICES

'

,

AGdEGRATE DATA

2 METROPOLITAN PEALTH .

MAIN1MZE OeANIZATIONS

,

.
9
I

.

.

MEAN t i

weifhtedintc.

3(D IX

N)

3q4

RANGE

(in %)

23-54

MEAN %
,qiihted

40 %

No.

nt..../in

/09

RANGE
t)

p-se.

KLAN t

w.imhtid

- 32 7;

--No.

ni-c.
.........

38

RANC,E

(in t)

3/-33

.

V
Wounri

Description
(tats

creel-.t o sca p or extremity laceratI75for
which the following were documented:
1. Time since the laceration.

..2. Cause of the laceiation.
3. necrri tion of laceration.

pcumantation
Of Extent Of.
Iniur Rate

Percent of scalp or extremity lacerations with
documentation of .assessment of tone,nerve,
and/or vascular involvement.

277 394 /to -39 351 loci 2/-63 29Z 38
. .

26-47
Tetanus
Prophylaxis
Coverage
Rate

Percent of scalp or extremity lacerations
which had documentation of current tetanus
coverage, or were provided additional
coVCraee. .

627, 394
,

.3/-90 4570 /09

ii_

33400 82% 38

31 '

47--83

.

Revisit_
Rate

Percent of patients who had laceration sutured
who had an encounter with any provider for any
reason within S to 1S days after laceration '

.-
W3S sutured.

.

.0

64-6 223 4/-8 7 7/Z 85 6o-83

_
.

94g 9 3 -100

Follow-up
Rate

/

Percent of patients with sutured laceration for
whom some statement of wound healing was made
vithin S to 15 day of ,initial .encounter. for
the laceration.

57.70 223

.-

24-810 - (-Z- 9S 50-77 84 % 31 82 -/oo

Obse\rved

Wound
Infection
Rate

Percent of scalp or extremity lacerations with
documentation of.a wound infection. (2 wks.)

,
..

.

.
,

6% 394 5.- /2
, ...,

470 -/09 0=4 /o7 34

------

.

0.-ii
i

ti

44
7

TABLE 9 :, System Performance
For Lacerations (population-based

procoss indicators)

4

425



INDICATOr

Selectiie
Scrt%irlg

garte

;

a.

DESCRIPTION

Percent orpatient-episodes of pharyngitis
who,receyed a throat culture within two
da s of the initial visit,

AGGREGATE DATA

6 SERVICE UNITS
fNDIAN HEALTH SERVICE
MEAN ro No, RANGE

woithtgliIII.T (in $4)

1reatment
Rate

Tr4atment;
Of-Choice
gate

Percent of patients witha positive strop
culture who received antrtibiotic within
five days of the culture date.
Pcicent of patients with a positive strop
culture who received either 1.2 mu LA bicillin
(600,000 units for children less than 60 lbs.
or 9 years of age), oral pedicillin for 10 days,
or erythromycin for 10 days within 5 days of
the culture date.

;.-334 - SS

AGGREGATE DATA

3 1lURAL PRIVATE

PRACTICES
MEAN No,

weirkt,ed pts.

.sa 159

RANGE
(in %)

1/2 -700

Unsupported
Treatment -
Rate

Positive
Strop
Culture

'Rate .

Percent of patients with an episode of pharyngitis
who received an antibiotic without receiving a
throat culture.

Percent of pharyngitis episodes cultured which
resulted in a positive culture for strop.

22 %

2.9%

/12 `53 -100

97A/

93% 30

AGGRECRATE DATA

2 METROPOLITAN HEALTH
MAINTENANCE Ca5ANIZATIONS

N o.

99

72 -,91

531 4-37 159 99

372 5-- 54

.c

rreNtirm

46

TABLE.10 : SysiCm Performance
For Streptococcal Disease (population .4

based process in4cators).

.00

393
0 6,

/6( 29-48

41.

3 f; 7/.

8-2,0

7-4
5-2/

Lawollm

4
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IND1C4TOR

-

t

. . -

,

-

,
.

-

'
- .

4 J ,

DESCRIPTION

-

,

.

..- .
.

AGGREGATE DATA

6 SERVICE,UNITS
INDIAN HEALTH SERVICE

b

-I '

1

AGGREGATE DATA

3 RURAL PRIVATE

PRACTICES ,

.
. .

AGGREGRATE DATA

2 METRO?bLITAN HEALTH
MAINTENANCE ORSANfEATIONS

f

'

i

.

MEAN .%

weinhted

No.
Its'

KAN

(in %)

MEAN %

weichtcd

No.

pts.

/Ho

/00

97

RANGE

(in %)

83-90
--.------4*

V-98
.f,

2/ -55

MEAN

wcinhted

, So °. /0

-97 %

No.

pry,

t

96

77

76.

RANGE

(in %)

17 8-83

.

95"-/oo

25-28

rte'

,

.

,

Evaluation
Contact
Rate

Percent of patients with a positive urine
culture (>100,000 organisms) who rmadee
contact With the health care system within
2 vceks of positive culture.

1.

835

.

89g-
44

.

500

24-It

2.35

?pfj
.

.

72 -98
....-

.

;,
.

69-/op
to

44'167

,

P314

0' g

37%

Abnormal .

Screening
Recognition
Rate .

Percent of patients makingcontact within
2 weeks, mho had any statement or action
indicating that positive culture was
recoiited-. I.

Diagnostic
Evaluation
Rate

, Percent of patients with recognition of
positive culture, mho had documentation
of the history, descriptiOnitf.skmptoms,
temperature, andLpalpation of the abdomen.

.

,

Treatment
Rate

. ,

Percent of patients with recognition of
positive culture, who were: placed on an.
appropriate antibiotic therapy within 2 1
weeks of positive culture.

0 95 X208 9 / - /00 95Z 97

, ,

93-10D 90% 7/ 90-91

Follow-Up
Contact
R4st.

Percent of patients treated who made
C'At4Ct with the heaith'cOre system within
1-4 tp:<1:s s-.! frer 1 Ile treatmot started. 643 /S5 57 -79

.

6/ 17., 93

%

..49-st
.. ..77, L5 11-83

Follow -Up

Recognition
Rat4

, POICCOL of patients making contact for
whom. there was any statement of action

indicating recognition of the need for
follow-up.. . .

.6.

/S6
ft

,

32 - 89 79g

.

:

:TT 4.6-419 92 0
'

50 .

i

,

92-95
Follow-Up
Rate.

.

Percent of patie*twith recognition of the
need for follow-up who received a urine cul-
ture within 1-4 weeks after treatment started.

7t
72% 80 18- 96 73g 5. 60-

.847.
t

44
.

74'. 87
-

.

hegative.
Rcculture
Rate

Percent, ofTipatients treated add followed-up
who had a reheat urine culture resulting in
-4 100 000 or anises: 6.7,0

-

58
Ai0-88 .

esX, 43. 46-48 621. #7 0 - Zs"

1

TABLE /1,:. Continuity'Of Care
For' Urinary Tra Infections

4-`
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IVOICATOR DESCRIPTION

.

AGGREGATE DATA

R6 SEVICE*UNIXS
*

INDIAN litALTH SERVId

EGATEAGGR

3 RURAL
lirt,

.

DATA

PRIVAET
crICEs

.
.

ACCR E GRATE DATA :

2 METROPOLITAN HEALTH

MAINTENANCE ORGANIZATIONS

;,

z

MEAN 1:.

wcightod
NV"
pts.

*.iE.INGH
f..t,-

(inn)
MEAN %
weiphted

No .1 RANGE
ntsi (in %)

MEAN ";

weibted

95 %

1 N o.

Ipts.

/23

RANuL

(in t)

94-94

.

Cestact For
Screening

Rate

Percent of,iniants and prenatal patients who made
contact with the health care system when they re-,

quired screening for anemia. (Percent of infants
contacting the system between age 6-13 months.
Percent of prenatal patients contacting the system
by 20th week of restation).

(3 27 571 70 , 94 86 Ye 26/ 84 - 88

Screening
Rate

Percent of infants and prenatals making contact for
,screenin0,, who had a hematocrit and/or hemoglobin. (03%

87877,

6970

44'4

24t,

/97

3/ - 77

56 -lob

64-140

, 49°/0
...

90%

46%

225

40

34

, 41;5'3

79-/co

4S-93

1,3%

, 51%

72 fo

II']'

104

/a ,'

63-93

'-13-4-;

72 72

Lvatuation
Contact
Rate

Percent ef patients screened positive foroanras,
(IICT< 33 and/or Mg 411) :silo made contact with the
system within 3 weeks after positive screening.

the-

Abnormal
Screening
Recognition
Rate

Percent of patients making contact for whom there
i9any statement or action indicating recognition
of the abnormal result. .

Diagnostic
WorR-Up
Rate

Percent, of pativ.its with recognition of abnormal

result, for whom any statement of dietary intake
was made.

Percent of patients with recognition of abnormal
result, isho were started on iron therapy. (1 wk)

4q7b

8.Z "lb

178

1310

/8-kgo

5,5"-/O0

,

44%

9L

25

25"

.

14 - 69

So - /DO

34.5°

577p

44

44

2 2- CZ

57-53
Treatment
Rate

Contact
Rate For
Follow-Up-

Percent of patients who made contact with the
health care systetii within 3-6 weeks after iron
therapy was instituted. --

Si%
4,

HZ 33- 73 877 4 -92
.

401 _25" SI Zgb
.

Follow-up

Recognition
Pate

Pdtcent of patients contacting the system 3 -5 weel&
after therapy started, for whom there was any
statementoractionindicatingtheneedfoxfollow-

,
nn.

,

.

4,".<7
p

57 zo-91. 8o% 22 60-100 407, Iv
.

2,5-So ,e

Follow-Op

1121-t-------

Percent of patients with recognition of the need
for-Wow-up who received a hemoglobin and/or
hematocrit-within 3-6 weeks` after institution of
iron therapy.

-- ___
$'1 10 37

.

50-/Do

.

907, v c33-boo 7s-g
. .

4. i7 -100.
1

Screening
Y ie1d

Percent of infants and prenatal patients screened for
anemia who had a III-b <11 and/or Het < Tr.-

24% 337

29

9.1.,t- 43

0-100

°S.5

931,
,

23 .2-//

/5' 5o -!D0

1.3 71)

. .,47%

/19
I

5

2- 9

0- loo

Resolution Of
Anemia
Documentation
Rate

Percent of patients with a repeat Het-and/or Hgb
3-6 weeks after therapy started, which resulted in a
Het z 33 and/Or Hgb z 11..

e,'
ST.CA

- TABLE12: Continuity Of Car.° For Ircn,

,Deficiency AneMia

TM
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INDICATOR

.
o

.

.

.

DESCRIPTION

. ,
.

AGGREGATE, DATA

6 SERVICE UNINS
INDIAN BEAM SERVICE

'...7'

AGGREGATE DATA '

3 RURAL PRIVATE
PRACTICES

.
J

.

AGGREGRATE DATA

2 METRO2OLITAN HEALTH
MAINTENANT,E CCGANIZA':IbNS

* '
..-

. 2
4

MEAN L
wei?hted

Ni.

pts.

5'0'3

394

RANGE .

(in t)

60- 9(.0

(4-A50

wci'htcd

9370
.

\837,

No.

pts.

329

307

6,5

RANGE

(in %)

190-95

73-13

...

57-99

MLA.. ';,

weighted

93%

'

947,

.. .

0

X o.

Ilts.

/2,5*

ItANi:

(in 1)

86-A0m.

,
A

Screening
Contact
Rate

'Percent of population who made contact with
the health came system at least once within
the three year tie framO (1/1/74-1/1/77)t

.

787,

III,

?.cre:aing

Rate

0

Percent of patients making contact who had
VIcir blood pressure recoided at least once
(in the absence of trauma, pregnancy, in-
toxication, or der the influence of medico-
tion known to cicv tc bloo ressurc).

ilk.

2(.

q/- TS,
I

67-7D

Abnormal
Screening
Recognition
Rate

40wcent of patient with a positive BP
_screen (diastolic BP> 90) 'for whom there was
any statement or action indicating recog-
nition of the abnormal result on that visit.

6O.% 47
k

20-80 6870

Abnormal
Screenipg
Contact
Rate

.--------
Percent of patients with abnormal screening
EP who made contact with the,system within
6 seeks of the abnormal BP. Of 5/ 33 - /DO

.

6.3%. 43 55 -75. 72 X la

67-75
Rescr$cning
Rate

/

Percent of patients mating contact who had
a blood pressure recorded witign 6 weeks of
thr, Aripinil abnoftal result.

84% 32' 50-/0o 9,9g 40
11

94-/DO 695'-- 15

Screening

Yiel4

Percent of patients screened during the
tine frame, who had one or more diastolic
bleAd re,.,.nre readings above' 90m lie.

.

227. 309 /9-2.6" 28X 2.5:1 W-33 247
----.

/09 2o-27f

1

,v;
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rTADLE 13 : Continuitj, of Caro

)for Hypertension Screening
/

J.

a

/
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TABLE 14: Urinary Tract Infections - Projecting overall process
Success through improvements in selected clinical events.

'

ti

Evaluation
Contact
Rate

- OBSERVED

RAT 'S

IF CONTACT RATES IF RECOGNITION RATES
WERE IMPROVED TO .90 i WERE IMPROVED TO .90

IF ACTION TASK RATES.
WERE_ IMPROVED TO .90'.

IHS PP HMO j Ill PP , 'HMO IHS PIA 'HMO IHS I PP i HMO

.88 .86 '.80
)

.90 v. .90

.

.90 .38

'

.

.86 .30 .88 .86

,

I .80

.

Abnormal
Screening
Recognition .

Rate,

.89 .97 .974.

.

.89 .97.

.

.97

1

.90 .97 .97,

-

.89

.

,

.97 -.97

i .

Diagnostic

Evaluation
Rate

,

.50 .37 .27

,

.50 .37

.

.27 i .50 .

. 1

' .37

1

.27 .90 .90
i

90

Treatment"-
Rate'

.

.9S .95
)__,

.90 ..95 .95 490 .9..5'

i

.95

.

.90 .95

.

.95

,

.90

.

.,

Follow-up
Contal

-
Rate

--------

.,68 .61

.

:77-

,

.90 ,90 .90

.

.68

,

.

.61

.

--..77 .68

.

.61

.

.77 ,

Follow-up
Recognition
Rate

.59 .79 .92- .59,

,

4 '......},

.79 .92 790 .90 s, .92

.

49

.

.79 '.92

.

.

Follmi-up -

Rate
.72- .73 .80 .72 .73

)

.80 .72 .73

,

,.80'

,..,-_

.90

,

.90

,

, .90

.

.

Overall Process
Success- .

.11

,

:10 .11 .14 .16

.

.14 .17 .12 '.4.11

.

'- .24

.

31 ,40

\
.
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.

OBSERVED
RATES

IF CONTACT RATES IF RECOGNITION RATES
IMPROVED TO .90 . IMPROVED TO .90

IF ACTION TASK RATES
IMPROVED TO .90

HIS PP, HMO 1I-IS PP ;Ii O IHS PP HMO IHS PP FIND

Screening -.

Contact
Rate

, v

r,
.

.78 .93 .93 .90 .93

!,

.93 .78 --.93 .93 .78

.

493 .93

,

,

.

Screening
Rate

.

.79 .83 .94

.

.83

..

.94 .79 83
Q

.94 90 .90 .94,.

Abnormal
Screening,
Re ignition

.60 .68 .69 .60

Y

.68

.M.

.69 <90- .90

.

.90 .60 .68

.

69

AbnOrmal Screening
Contact ,,..

Ratp
.63 .63 .72 1.'90 .90 .90

W.NaV,

.63
.

:63
.

.72 .63 ,63

.

.72

, 1

.

Rescreening
Rate

,

.84 .98 .69 .84 .98 .69 .84 .98" .69'

.........--

.90 . :98 .90

.

Overall
Process
Success

_

.20 .32 .30 .32

,

.

.46

.

.

.33 `.29 .43

..

.39

3

.

.24

..............................................,

.35

.

.39

4
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TABLE 15: Hypbrtension - Piojecting Overall
Process SucCess Through improVe-,
merits in Selective Clinical Evente.

.


