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In this paper the author assesses ‘the

state-of-the-art on quality assessment and monitoring of medical care

and makes recommendations for needed research in this area. FollOwing -

a brief introduction, the content is presented in two sections. The

" first, providing a frame of reference, covers definitions; quality
assessment and program evaluation; relationship of guality.and

quantity; relationship of quality and cost; strategies of care:
structure, process, and outcome; monitoring versus research; and the

‘uses of outcoxes. The second section presents. a catalog of neede

research on assessing and monitoring the quality.of medical care. Thé
research areas covered are as follows: basic explorations and Studieg
of what constitutes quality, description of prevalent patterns and '

‘strategies of care, the epidemiology of quality, the relationshiP of

structure to process or outcome, development of basic tools for
assessment, specification and testing of system-design elementSy .
comparative studies of quality using different approaches, further .
development of promising current approaches, .integrative measur®s of - .
quality, appligations.to special areas, consumer perspectives and the - P
consumewn s role, quality assessment and monitoring as a social '

f‘process, and effectiveness and the factors that influence it. .AB
extensive bibliography is attached. (EM) L s ‘
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The Research: Report Series is published by the Na-
tional Center for Health. Services Research
(NCHSR)-to provide significant rescarch reports

. ‘in their entirety. Research Reports are developed
by the principal investigators who conduct the re-
‘search, and are directed to selecied users of health
services research aé part of a continuing NCHSR

+ effort to expedite the dissemination of new kn(yvl-

/
.

- edge resulting from its project support. = =
_ o
Abstract / ; w

The purpose of this paper is to review, evaluate
critically, and synthesize the literature oh quality
assessment and assurance, including the appro-
priateness 6f use of service, in order to arrive at a
‘cogent, dgcumented, and authoritative assessment
of. the siate.of-the-art. In addition to addressing
‘quality ssessment as a research tool and quality

T . “assurapce as an administrative tool, an attempt is

- lmade to provide an understanding of the
epidemiology 'of quaiity-as a prerequisite to the de-

. digh of medical car¥brvgrams and systems. Major

components of qua ""%"'.'Mhich are discussed in-

e clude: definitions; quality assessment and program

' evaluation; relationship. of quality and ‘quantity;

relationship of quality and cgft; strategies of care;

structure, process, and olit bome; monitoring ver-

- - sus {'escarch;.and.lh_e useé . of outcomes. Recom-

S - mendations for further research.in the assessment

and monitoring of the quality ¢f medical care are
.'presented. SRR R
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il This NCHSR Research Report was written by Avedis
.. Donabedian, M.D.. M.P.H., Professor of Medical
sare Organization, Department of Medical Care

- Organization, Schovl of Public Health, The Uni-
versity of Michigan, Ann Arbor. This report, an

" extended version of a paper prepared for the De-

" partment of Medicine and Surgery of the Veterans
« { -Administration, is one product of the work cur-
rently/being supported by the National Center for
Health Services Research under grant number HS
02081. The final report from the work supported
by NCHSR is not éxpected to be completed antil

The University of Michigan, through sabbatical
leave, during part of this study.

“;A»gditional‘ copiestof this report may be obtained
on.reguest from the NCHSR Office of Scientific
nd Teéchnical Information, 3700 East-West

< ighway, room 7-44, Hyagsville, MD 20782 (tel:
’ A 17436-8970). Other cufrent NCHSR publica-
¢ ~¥tlons are announced on the last pages of this
' Publication. . . Rt :
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Prior to 1965, the year in which Medicare became
a'reality, efforts to improve the quality of medical
care were involved mainly with the self-regulation
activities of the medical profession, although

- sporadic research had been conducted in the areas

of medical care process and patient outcome as far
back as the mid-nineteenth century. Utilization re-
. view was emphasized with the passage of Medicare
;!E\d portended a new awareness of public interest
" the quality of care. Dr. Qonabedian had the p-
\ rtunity during the period of 1965-1967 to re-

view and assess the state-of-the-art of quality as-

sessment methodology and responded with several

publications which have become classics in the

field. Since that time, there has been a period of .

significant, if not remarkable; growth in the body

of knowledge encompassing quality -assessment
- and assurance. A notable development in this area
was the implementation of the Experiniental Med-
ical Care Review Organization (EMCRO) program
in lf?l by the National Center for Health Services
Research. This program csta'l.;gs'ﬁcd-th‘c model fol,
lowed in the developmen(™6f thé Professional
Staridards Review Qrganization (PSRO)  program
and encountered many of the problems sub-
sequently experienced in that program. The
EMCRO program.addressed problems of criteria
development and evaluation, organizational pat-
terns, development of assessment and assurance
techniques, impact evaluation, andmany of the
other emerging isstes of the day.

v

" 15 October, 1972, Rublic Law 92603 established
formal PSRO review of medical services reim-
bursed under thd Social Security Act, and interest

~in all facéts of quality research received added im-

- petus. 'The PSRO legislation has the potential for
profound impact on the cost and quality of medi-
cal services and the form of health services deliv-
ery; however, serious concern- has been voiced

. concerning the wisdom of its current mode of im-

~ plementation, aspects of which have not been
rigorously validated. RN ’
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In the past decade, a considerable body of
knowledge has been gathered which requires
thoughtful review, evaluation, and synthesis in

“order; to assess the present state-of-the-art and to

allow meaningful projections of further research
strategies. It is in this framework that Dr. Donabe-

dian suggests that “it is necessary from time to_~»

time to pause and take stock of what has been
done, so that it may be clearly understood and

future effort redirected.” The synthesis which he ‘

provides is intended to mold together the re-
scarch, operational, and policy concerns of the
health establishment with regard to the quality of
medical care at a time when major changes in the
financing and organization of health services are
on the horizon, i -
\
Gerald Rosenthal, Ph.D.
Director

National Center for Health
Services 'Rcsgarch

July 1978
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Not too'long ago, the quality of medical ‘care wis
a matter dlmost exclusiyely in the professional
domain. Any inlroduclio’# of the subject in a more
public setting was to be done, if at\all, gigerly,
almost apologetically, surrounded a cloud of
caution designed to appease the wrathful and con-
temptuous professional. How times have changed!
“Quality" is now a term perhaps too easily bandiad
about; and there is liftle hesitance in proposing
.that quality can be measured, or that itican be en-
forced as a matter of public and administrative
policy. But this mood of almost belligerent confi-
dence is perhaps premature, for there is much
about the concept of quality that is elusive. unde-
fined and unmeasured. Our,knowledge of_how (0
go about assuring quality is equally frail.

The academician who seems to be pleading.for
inaction while proposing further research is a
stock figure of ridicule in our gallery of public
fools. This is a role’I shall tryto avoid. My thesis is
that while some of us go about doing the best they
can with what is known, the effort to examine
critically what is being done, and to findyaew and
better ways of doing it, should not be reldxed.

This p:{aér is offered as a modest contribution
in this furthier exploration. It will present a catalog
of needed research that is sufficiently-ofganized to
avoid. being a mere haphazard listing of ‘things.
But first, a general framework is needed that
explains and justifies the choice of research topics
and their organization into a classification. The
framework must also indicate what subjects are
_excjuded from consideration. For if reasonably
 strict limits are not set at the very beginning, the
concept of quality has a tendency to expand, so
that it embraces every evaluative statement about
any aspect of the health care system whatever.

-
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Yome claim that the concepa of quality is enriched

1en this happens. In my opinionl, this concept
cah also become attenuated and less useful.
Whether I am right or wrong, it is clear that I must
circumscribe my subject rather narrowly if 1 am to
complete this paper. For the same reason, the
delineation of the fraine of reference must also be
sketchy, for a thorough specification of the
framework is a formidable undertaking’ in itself.
All that is necessary. for now, isshat we establish

- some comamon ground upon which to build.
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In some ways, my definition of quality will be
ugusually narrow. Quality is taken to signify a,
judgment on a sather limited segment of the per-
formance of some professional personnel. Primar-
ily, our concern is with the services that are re-

ceived -and consumed personally and directly by ‘

individuals, and with those professionals who pro-
vide such services. Thus, for Tnstande. environ-
mental services and administrators ¢f personal
health services arc clearly ghtside our{scope; but
the patient-care service of physiciand, dentists,
‘pharmacists, nurses, social workers, And other
practitioners are clearly included. 1 belidye that it

sonably liberal definition of his rple. 1t is not use-
tul to defineQhe responsibility-4f a health care
practitioner, For any aspect 6l hddih, so that it
goes beyond hi.\l\,._‘ Adlly and pybféssionally
ganctioned role, o' the’Instrumentafities actually or
potentially upder his control.

.

QUIIW assessment and progrigm) evaluation

Program evdluation differs from quality avsegs-
ment by being more inclusive. It deals gvith ac-
tivities of health practitioners in addition 1o direct
patient care. It also includes the perférmance of
professionals and nonprofessionals who provide

is also reasdhable to include the services of es- /no d]r?( pa(icn[ carc. As a result, there is more to
. e

sionals, such as pathologisis and .diagnosn
radiologists, who generate the data that are used
in direct patient care. :

Traditionally, the activities of these several pro-

o~ fessionals are seen asx sepurate contributions.

Hence, one speaks of the quglity of physician care,

nursing care, social work, and\so on. In this paper,

I shall follbﬁ(tls)iis lradilio’fbyo focusing almost ex-

clusively on’ the services of physicians, but this is
ren

. hot by preferenge. It is a necessary coneession, in

part, to the ‘refatively less devefoped state of qual-

ity assessment outside medicine;-but, mainly, it is a
reflection of my ignorance of much of the work in
assessing the quality of performance in the other-
professions. In fact, an essential component of the

» toncept of quality is the interrelatedness of the

" contributions of the several professionals in the
management of .a patient’s illness and health. A
majoY item on the research agenda is, therefore,
the development of “imegrative" measfires.of qual-
ity that take into account this interrelatedness.

. Another way in-which the concept of quality can
- be expandeq is by. accepting a définition of health
that is-considerably ‘broader than the traditional
. emphasis on physical-physiological furiction.’ I
shall include psychological and ‘social well-being as
necessary components of health, but only 1o
¢ @ “hat responsibility for them can be afpro-
IF mc‘underlakcn t{y}r}r physician, und¢r-a rea-

Toxt Provided by ERIC
: -

- m evaluation than quality assessment; al-
though quality assessment is part of program
evaluation, and in many instfeces its most impgpr-

tant part.
In addition to this difference in extent or in-

clusivity, there are differences that flow from the
level of aggregation at which the assessment is
performed. -Program evaluation deals at the
aggregate level with the manner in which a com-
plex form3l organization -functions, and whether it

* meets its socially legitimate' goals or some specified
needs or wants of its clients. In so far as the health
care function is concerned, program ‘%valuation
Places greater emphasis on access to care, on other
aspects of resource allocation, on cost and effi-
ciency, dnd on ,overall impact on a clientele, a
community or a population. By contrast, it has
been customary for quality assessment to focus on
the appropriateness of care at the level of personal
interaction between’ individual patients and prac-
+titioners, as judged by the proper application of
science to the meeds that the patient and the
practitioner have jointly defined. However, as
health care becomes more formally organized, and
its financing collectivized; there is increasing pres-
sure to introduce into the assessment of quality at
the -individual level concerns that were previously
confined to the collectivé level. of analysis and
- assessment, This has raised serious ethical prob-
lems for the practitioner who is now caught be-
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tween the two millstones of reapasnsibility towards
the individual patient and the collectiviry. Tt has
alvo blurved tarmerly clearer distinctions between
progrim evaluation ad quality assessinent that
have now become mostly difterences in emphasis
and in the detailn ot tormulation, Some mphey
tions of this blurring and overlap will be clavihied
in subsequent sectiotis of-this papet.

Quality and quantity

¢ overlap beiween quantity and quality is one
it through which pragram evalnanon und
qualitPassessment How into each other. Obvionsly,
quantitative adequuacy i a necessary precondition
for quality care. This means thataccess 1o care and
insufficient e of service are legitinfite elements
in assesging the qualiny of client-practitioner mamns.
action ;‘&wvll as of the program as a whole. Insut-
ficient access and use need spedial and continmiring
attention because so nuimy. prograims Jare obses-
sively “preoccupied with curbing utilization and
cutting costs, even though they may pay lip service
to the importance of climinating insutficient care.

Fxcessive use of service usually means poot qual-
ity for 4 vigiety of reasons. For one, it implies o
fa’k of skiYf in the conduct of patient care: an in-
ability 1o groceed from step to step along the most
direct—path, selecting the precisely necessary and
sufficient procedures to arrive ata diagnosis andy
to institute treatment. This model of logical and
parsimonious progression has traditionally E)S‘(‘tl
the hallnark of virtuosity in medical care, and
many still hold it as the ideal, although much of
current acceptable practice may have departed
from it. Note. however, that this is an ideal of
minimum redundancy. but not necessarily of
minimum cost. [is possible, for example, that
using‘rurrcnl technology, a strategy of extensive,
almost indiscriminate, initial testing will lead to an’
carlier diagnosis, with lower likelihood of error,at

Jower average cost, at least in some situations. If

so. the criterion of lowest cost could be in conflict
with the criferion of least redundancy as clements

. in the definttion of quality. We shall return 1o this
. interesting confrontation.

In other ways, the identification of poor quality
with excessive use js less problematic. Medical
procedyres, though intended to be beneficial, are
not withouwt risk which, in some cases, is consider-
able. 1t is reasonable to assert that the concept of
quality includes the criterion that in no case should

' the benefits expected from any pyocedure be less
than the risks it poses. If so, a problem in assess-
ment is the measurement of risks and benefits ina
manner that permits a comparison. :

Still another undesirable consequence of exces-
sive use is that by allowing some to have oo much,
there is'less available te others. There is an obvious

‘ »

-

wocbal misallocation of esources, which is poar
quality at the aggiegare level. It s pomlonting to
wee that, in this mstance, ghe etitera ol least
redundance at the level of ipdividual patient care
and at the collective level all tor the same be-
havior, indicating «  harmoanions conflaence of
quabity assessinget and program evaluation.

One cagoon le that any evaliative statement
about the Quantity of cave bevond a mere descrip:
tion of it is a judgment about some aspea of qual-
wy. For that teason. utilization review and quality
aasesstient are nexiricably intertwined, and will
he vo copsidered i this paper. '

)
Quality and cost

We have already had intimations that cost s ime
pliciated i the concept of quality in o manner that
is likely to cause ux problems. I am not referring
simply g the fact that the cmpitical velmionships
between qualtity and cost are cssentially un’
explored. T am concerned with the conceptual
connections in the definition of quality itself,

The basic considerations that link quality to costs
are essentially the same that connect quality to
UEINLLY D IMoNCtary (ost, benefit 1o health, and risk
to health, ' ‘

There are two ways in which the monetary costs
of inputs into care can increase withoul any in-
crease in the quality of care. First, the elguents ol
service that go into patient care can be provided
inefficiently. PRus, hospital care will be costlier
han necess@ry iT hbspital beds are empty, or the
hospital is improperly managed: or if physicians
do the work of nurses and the latter the work of
Aiudes. Second, the elements of care ('9)\ be com-
bined and sequenced noa manner thar does not
realize their ful potential to improve health,

The fundamental auribute of these deficiencies
in the organization, production and applicatjon of
care ‘is that there are added costs withott either
added benefits or added risks. Can this be con-
strued. as poor quality of carer 1 have already ar-
gued that at the collective level of analysis the an-
swer could legitimately be in the affirmative be-
cause. when resources are scarce, wasteful produc-
tion and implementation of carg reduces the po-
tential benefits of care in the aggreggte. f'he an-
swer could also be in the affirmative sihc'lcvvl of
the individuaW practitioner-client interaciion if re-
sponsibility for {nefficiency falls, at least in part,
on the practitioner. To justify this conclusion we
can draw on two arguments that 1 have already
used. First, incfficient use of resourcesssuggests
lack of skill or judgment in the conduct of care: it
is a manifestation of “logical redungdiycy.” Sec-
ondly, it is a inisallocation of regources, no less at
the individual level than in the aggregate. The
individual pays more than he ought to for care

10 - t -
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- elther lmmedhleiy and directly, or in the future as

- who must, ultimately, foot the bill,

__There is no disagreement that the balance of,

\

the consequences of program Inefficiency eventu-
ally work their way back to burtlen the '(lluduul
/

Not everyone will agree that wasteful cart is care
of poor quﬁy. It Is not imporwnt 1o have agree.
ment on this. What is imporwant s that, In evalua-
tions of quality, the element of wastefulness be
clearly identified and assessed. Once this is e,

decision could be made ecither 1o keep it

rate or 1o merge it into an overall measure of
quality, )

health benefits and riska is at the core of quality
assessmeht. To do no harm is the most hallowed o
precepts in the dinical tradition. No element of
care should be used if its risks exceed i expected
benefits. Similarly, the combination and seqine -
ing of elements should realize the largest benéfits
relative o the risks incurred. 1 shall return o6 this
Inst stipulation when 1 deal with the sttategios of
care. .

If quality is measurcd in terms of actual o
expected benefits 1o health from a specitied course
of action, the relationship between costs and qual-
ity depends on the manner in which the factors 1
described above enter into care. The elimination

" or reduction of wastefulness will allow us o have

e

the same quality at lower cost. or higher quality m
the_same 'cost. This also holds 1o the extent that
current care includes components that carry un-
necessary risk. But the presence of such COmpo-
nents adds another, more sinister, aspect to the

in quality as costs increase above a certain

-

;icmre. It is possible for care to actually deterior- .
po

1, f the added services include a large chough
component of high-risk, low-benefit items.

Let us assume that the clements of care ate

produced and applied as efficiently as possible,

" and that only elements of care are used that have a

 this picture, the

demonstrable benefit. The relationship between
quality-and costs, as more and more elements of
care are added. is empirically undetermined. .One
can, however, reasonabily assume that the ‘most
benc,cial élements are likely to be used first and
that, as care becomes increasingly elaborate
through the addition of more and more elements,
the relati¥e gains in benefits and quality become
smaller and smallet™In other words, there are
diminishing reiyfns and, in the end, very small
advantage to be derived from further enrichments
in care or addit

question becomes: At what
level of inputs into care should the standard of
quality be set? If individual patients paid -all the
costs and reaped all the benefits the problem
would be easily solved By saying that the. patient
and his physician can jointly decide at what point
th & 1costs are not worth the added benefits. 1
be[- R | Crat patients and physicians are capable of

nal quantities of it. If weaccept

<

making such judgments, using the relatively in.
complete information avallable 1o them, and when-
the alternutives ure ruther clearly demarcated. But
in otder 10 make w more precise determjnation,
the duta on costn and beneflts must he much, more
accurute, und reducible 10,4 common unit of
compuarison—for example, dollurs.

The solution we have described is tlearly in the
mainstreamn of the dinlcal tradition becBuse it rec-
ognizes that patients differ, not only in the nrclly
"medical” fedtures of their Hiness, but also ip the
valuiations they place on e costs of care and i

~

J

expected henefits. Carried 1o an-exttemy—this—

formuliion would suppon the gut feeling mam
cliniciany have that the quakity of care rests on oo
many individual yaridtions 1o permit a general
standard. What pr‘«c ts it from going quite that
far in the large area of agreement among patients
and practitioners on the valustions placed on costs
and benelits.

Under the solutioh proposed above,”the quality
of care at the collective level would be the sum
total of the quality of care determined case by case.
But thisvo®fcTusion could be invalid if the costs
were collectivized, for example through health in-
surance;f the befnefits of health §au' were shared
by more than the becipient; and if there were some
soctally legitimate rramn'\‘for valuing the health of

- some, for example children, more than the health

of othets, for example the aged. To the extent that
the collective intetest differs from the individual
mterest, and the health practitioner is made the
custadian of both, serious strains are introduced
into the patient-pracitiones relationship, and the
definition of quality p\os‘s//m—oral dilemma.
. C - =3

~

~ /

Stmtegies of care ’ /

Patient care in a planned activity which involves
the choice of specific_elements offare from a po-
tentially large pool of such elements, and their
proper sequenang in order to achieve specifijed
diagnostic and 1herapeugic objectives. A plan of jc-
tion, as well as the pané¥n of actions it generates,
may be referredito as a strategy. A very simple
example can be dssembled from the work of sev-
eral investigators who hve dealt with the choice of
strategies for the management of acute pharyngitis
in childrep and adubs. -

Accerding 1o Brook, the development of process
criteria in cooperation with infectious disease ex-
perts resulted in the following~recommendations
for lhe’lrcttmcnt of adults wi}h sore thréats:

“If h’.fstory and physical indicate evidence of a sore

I8 positive, the patient should make a reped} vis
within 24 hours and be given a shot of procain
(short-acting) penicillig: he should then wait 30 min-
utes in the office so thit he canibe promptly treated if
an anaphylactic rcact/ibn occurs. After another 24

" I

throat, a throat culture should be dode. If the ¢ 'hurc(
c

»
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huure, the pﬂllnuﬁ\huul.l tetutn, 1 nn prmullm
allergy has manitested el 1o the iInteesening time,
he I#ﬂ“'ll be given a shar ol b sathing (g doting)
penicitiin ™!

\

In the example cited v Brook et alu wagle
strategy is deddased, dn the anthonity ot expetts Ao
represent “uptimalquahity of care N Iumpkin/ru
al. propose ot whetherg annlar sivategy o
ftact, optimal by companing thiee hypothetical
strategies tor the anagement ol wie thioat m
persons who db nn) Bave o+ lastons of pemalho al
levgy or.of thennane tever  Lhe thiee altcipanves
are

“A he cutremh recammnended wiategy. o onlnae
the thront of all patients and to trear with pens 1
Lo those whose culises ate postine fob group A
\Il(")llNlM(l. .

Heat all panents with pewotbn without l’mg +
throat cuhte, :
C onenthier culinte not teat any patient ”

B

1

o complicate mattens tunther, these stnategies atre
tested Lor epidenie versis endemic ocanience of
the disease, lot oral versus parenterdl pamathn,
and tor ditterent expected 1ates of posinve throat
culture in the population ieporting tor cate.
Forsyth has made the specticanon of firategies
for the management of acute pharynghus even

-

more complex by inttoduang as o fitst step rules

that, on the basis ol hnical fndings, dassify cases
as (1) most probably cased by group A beta
hemolytic streptococons, (2) most probably not so
cauned, and (3)'qucs|iun.lhlc as to ctidogy. With a
further subdivision 6l cases into adulis and chil-
dren six categories of patients are wentitied: three
by ctiology and two by age. For cach of these itas
possible (1) to treat all cases withowm puniot cultur-
ing. (2) o culture and then teat, and (3) not to
reat at all. As to treanment with penicillin, i ocan
be cither oral oy parenteral Thus, thete I a
matrix of 36 possible combinanons, and for each it
is possible to test the consequent es.?

Elaborate as afjthis secms to In-._lhs\cxpcriml('c(l
clinigian will rechgnize, it as an oversimplification
of a situation that is itself relatvely simple. Meore
complete specification of* strategies requires the
construction af rather elaborate protocols, al-
gorithms or deemstontrees. Some reference to this
work will be made in a subsequent section. All L
want to do do now is to lay down the foundation
for asserting that the description and assessment
of the elements of care. one at a time, misses the
design, the rationale and the implications of the
strategy as a ywhule, including the consequences of
taking as well as not taking certain actions. In-my
opinion, the very essence of quality, that elusive
but all-important ingredi¢nt that wé call clinical
judgment, regides in the choice of the most appro-
priate strategy for the' management of any given
situation. 1 also believe that we now have the
pecessary tools for ;jpccifying and testing such

’ : .
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wiategies, which means that the mysteries of clink-

val pudgment ate amenable to vielding their durk.

est aecrety Fhese ol are dechaion analysin and

the analvais of contettectiveness and cost-benefia.

Wut, although these ol are available, the (ata

that ate needed for then ruﬂ'iw application are

generaby lacking. We need more aconrate infor-f
mavon _about the occurteme of illness and of
Dinieal aned Laboratory findings in association with

wich lness; ablmt te monetaty cosis and other

inka assoctated with diagnostic provedures, or

vattous sequences of them,an cortectly ideatifying

dhiess when st existn and ertoneausly missing

ety liness; athoui the Tiks, burdens and-
monetary conts ol alictnanve therapids as com-

pared to then contnibutions o health; aboyt the

relative vatuations 1o be placed on various man-

Hestations of health or ill health so that these can

be added up mio 4 weighted sum that accurately

reflects their total impact; and, where cost-benefit

comparisons are 1o be made, a ommon unit of
IeasuIeNent is urrdn\;‘:yl permits a mmpurimu./
Fven when all the InThhmation needed is not

available, many Snughts mto clinical judgment can

he gamed by making use of what is already kndwn,

wipplemented by the opinions and valuations of

those whose practice is undér study, and of their

patienty.

Obviously. a description of the techiniques which
we havé mentioned is beyond the scope Jof this
paper. Lusted has provided a reasonably simple
exposition of the clinical applications of decision
analvsis.® A recent paper by McNeil et al. may
serve asa gquick imrm}h('liun.‘ ‘I'he more ambitious
reader wilh an aptitude for quantitative methods is
referred to 4 more rigorous exposition by Raiffa.*
Kiarman has published a brict account of cost-
ctfectiveness and cost-benefit analysis as applied t0
medical technology, and provided an excellent
bibliography.” Further discussion of the basic
methods referred toa nd a large number of
appligations & the assogsent of strategies @
surgical care, .}c 10 be fo in an excellent book
edited by BunXer et al.® | réfer 10 other wotk
in a subsequent sectigfi of this paper. but 6nly-the
surface capn be skifnmed, dince this is an area
carrently under intensive investigation. We are, at
last, experiencing a major advance in our under-
standing of key clements in the quality of care. It
is a very phlegmatic person indeed who will not be
ctirred as he first sces, as it were from a moun-
taintop, this new and enchanting landscape! -

-

Structure, process, outcome .

In our frame of reference, when a judgmént is ’
made on the quality of care it is taken to be, by
definition, a judgment primarily on what profes- .
sionals do, and how they behave, as they interact

.
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2 ~directly with. their patients. Hence, it is:thé. process . ing knowledge bf that rela-ltior_l‘shi]?i's used to obg
. of catethat is, ultimately; the object of quility as- - tdin information about the' behaviot of profes-

.

1)

= sessment. Quality is defined as the degree’of con- ~  sional personnel or of the larger system..
. .- formance to, or deviation from, normafive pe- _* But, dogs monitoring have a subsidiary t;;search-‘ :
'~ “.havior. In ‘this formulation, both structural attrib-- - function? Is ‘monitoring analbgous to eli’niga'l
-, " utes arid outcomes are”indirect means of obtaining - _medicine,'where\a physician learns how to manage °
. information-about the normativeness of pricess. cases by observifig the outcomes of cafe? I think
_* "+The rather secondary role assigned to the as-  the apswer is both “Yes” and “No." It is “Yes” ifa
.-+ -sessment -of structure. is.nof lkely, to; be 'seriously «  restrictgd sense: if th& occurrence of upe pected ~*
-Challénged. Accordingly,in" grderto make niy task © good or bad cfitcomes leads,to 3 review of process .°
+ 'manageable:T shall have little to*say. about.struc- - in' the light of culehily kndwn reftionships -be- .
turé’in this papeér; althéugh it will:not be entjirely " ‘tween the two; and if, im the event cufrent knowl-~ +
- -excluded. The situation is eitirely different with edge does not providesan answer, questions are’

. Tespect lo_oytcomes, slice; according to a-large .« raised about that knawledge so a3, 19 suggest-fur-- "+
-~ .body of opinion, induding that offinany leading - ther research. The answer is alinokt always “Ng,” if
* experts irl'qqalify"qssqgsrhent, it is-the outcome of ¥ wé expéct thé monitdti 'eclianis_m‘itsel_f to'be .
care that is*the primdry obje_@concérp, and  that fgr her research: Thdf€stablishment of pew,,
~-*process ‘only’ a ‘means to the attainment of out- '*-\-!;inkag'ésﬁﬁetween proceéss #d outcome-can only be-
- come. It is with’diffidence, and with some -apology, achieved,- with- a‘ny-ge'rta,@y,, through carefully .
« "that a method based on process: assessment can. - controlled and meticulously “conducted- clinical
ventyité i this hostile environment; wheraas it js,~ trials\It is unreasonable and dangérous fo expect

"a proud badge of. hondr, ‘as_.wrihg' almdst instant” . thatievery PSRQ, or its analogue, can functionasa .,

~.attention and respect, to ‘say, tifat a method* is - research-agency that tells us wx? good medicine

. “outcome-oriented.” :Some have ho hesitation ‘to is. One might with equal reason asgert, 4s has been
~ even distort reality, relgbeling process elements as done tn the past, that the best teS\'of.‘(he useful-
‘oylcomes, in or_dﬁ-‘ to avoid.thé “obloquy that  ness of:a drug is the sum of the.judgmehts of indi-

. attaches to process ahd to bask in the approbatian vidual physicians as they observe its effects on the

- that outdomes confer..Of cOurse, this picture is - management of their individual patients. 4
soverdrawn, but not by much! - T - Y R e °

. _It"i‘s not trué- that outcomes are a more valid T . -\'

AN : y . © . o - . . . . y° — :

-y measure of ,.quality than is process, as it'is fashion- “The uses of cutcomes o 1 : <

.able to say. It is true that procéss ymeasures are s . ' - . -

~ valid indicators of quality only to t_he~extem that, Nothing I have said so far should be taken to
they relate to relevane qutcomes. But it is equally mean that_outcomes afé not important in’ quality

* true that outcomes aré valid measures of ‘quality assessment-and monitp;'ing. Luite the reverse is
only to the extent that they relate to the antece- true: Lef me count the ways.’ o

dent process of care. Fundamentally, ‘validity de-
" pends on the strength of the relationship between’
. process and outcome, and on our understanding
of that gelationship. If that vital link is weak; or in

¢ 1. Outcomes, usually undesirable ones, can be used
as a method, of sampling or screening in order
to increase the yield of process assessment by
concentrating on cases with such Joutcomes.

doubt, neither process nor outcome can be used to . Cre 3
o O DEITIET process nc . Y PexHaps the clearest example of this strategy i§
assess' quality; the validity of both is attenuated, to ba f d in the “problem-status outcome’..
and to an equal degree. This means that,"in ‘this ° ound proble 0 Tyt iqo e ”
o . - b . ol X method described by Mushlin et al.? It is also vis-
:"mnstance, we do not know what constitutes quality. C ey . . . .
R . . L ).ble as an importamnt element in the Performance
Further research is needed; the link between . - :
S Snvésting - Evaluation Procedure (PEP) advocated by the
process and’outcome must be invéstigated. In such + Joint Commission on Accreditation of Hospi-.
an investigation outcomes are the_ only-reasonable {:lls 10 OmMmmissto ccreditatior pr- -
criterion. There cin be ng’ disagreement about 9 Out o sc‘ o b us/d as a proxy for elements
that, provided the proper outcomes are selected . < comes can be used as a proxy
and appropriately measured ‘ ‘ A of process which are difficult to measure, or
prop )' . . 4 about which information is hard to get or is ab-
e e . - .sent, provided the causal linkage between out-
' : : . come and process is reasonably well established.

Monitoring versus research Lo - 3. Outcome items can also serve as a supplement to :
S L ’ ' ' monitoring process in order to ensure’that im-

It seéms to.me,that much of the emphasis on the portant process elements have not been over-
primacy of outcomes in_ quality assessment arises ° . lodked. In this case, they provide an added tier,
from a fundamental confusion between research so to speak, in the 's@eillanc‘e system. '
and monitoring. In research, new knowledge is 4. Outcomes can also serve as a feedback ' .
sought about the relationship between outcome: , -emechanism that may lead to questions not only

ar O ess. In assessment and monitoring, exist- about whether certain process’elements are .
ERICT™: ™ 2o e T ceriafi process elements are .
- «© J S . N
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‘/ O L‘ adequately represented in monitpring but, more - treated disease may make it’ inpossible to -
. “ fundamentally, about assumed relationships bg-  specify accurately future .outcomes, Jlimiting = *-
o7 tweén process and outcome. As previously dis-+. . their-use in certain assessment schemes. ' ...
’ " ", cyssed, this latter is the point ' where monitoring 4: The duratiop of outcomes as well as their—"
" - and research are most likely to intersect. * - magnitude must be taken Into account. Hence
o', 5.The inclusion of outcome assessment can also ‘the emphasis on a long-term perspective, often
. serve to reinforce problem-oriented'-manage- as long as a lifetime, irf the measprement of
~ . .  ment, or “management by objectives.™! = . health status.'* . o a T
'.-‘ * 6. Attention to thes attainment of prestated out- | 5. As 'a_corollary to the above, fne needs to .
“°. . - comes can motivate a more serious examinition consider the possibility-of trad -offs between
i - . of process and be a powerful spur ©B-reform. In magnitude and duration for any one outcome,
-8 . Williamson's work on “health accounting,” for ° jand among severa] outcomes. For examplds a
.t example, one finds not only an-implicit prefer- .° shqrigr life-at a higher level of funglion may" .
. . .. - ence for management by objectives, but,also, a have:to be weighed ‘again‘st. a longer life"bur-
6 deliberate reliance on cotfrontation with fa'x[ﬂure " dened with greater disability. .~ )
e irordegr to jolt physi(fiansintq action.!? , . - 6. As anotRer corollary, accurate infor}nation on’
. % -+ T-Qutsomes reflect the impact of all the elemrents  * the ant ouEdmes must be available and
\sljg; go into”care, and of much else besides. _ thesDulconres must be subject to ‘reasonably
“They have, therefore, an integrative  property °~  precise measurement. Since definitive out-
- - hich allows them to represent the contribution " * comes- rhay not appear except after long
. ~ "(} all the health professionals to patient care. - . periods of time, information may be hard to
. . They also Include the contribution of the patient. get. . . . S '
L ’ to his own care. Unfortunately, this useful abil- 7. Itis necessary to examine the consequences not
~ .+ _ ity to pull together all these influences is also a _only of taking-a specified action but, also, of .
: . weakness, if ane™wishes to explain how the ob- not , taking such actiof, ‘in order to get a
' . served outcomes come about.” ' ~ complete picture. Thus, in evaluating the ef- ...
8. Outcomes can not only include the patient’s con- fectiveness of a surgical procedure, it is neces-
tribution to care, but also provide a means to.en- . sary to follow not only those who have had,’
. _list the client in the process of quality assessment ' operatiois but also those who might have been
and monitoring. The specification of the techni- " candidates but werenot. - T
- cal elements of, process is an esoteric profes- 8. The attainment of outcomes cannot stand
, ~ sional enterprise about which the client can only alone as a measure of success. The means used
,  have rudimentary and, possibly, distorted in ‘achieving. thiese outcomes have: also to be
. knowledge. By contrast, the patient has. a great . considered, unless it is assumed that Tesources
deal to say about the interpersonal component are urfimited, which is far from tiue. This
_in the process of care. He has at least as much to simple truth has” only occasionally been ap-_
. say about the outcomes he expects, o what ex- - preciatéd in assessments of quality‘, as distinct
tent these are attained, and how different out- from utilization review;!® but it has received
. comes are valued relative toigach other and to . much attention in program-evaludtion, under
\ fne costs incurred in attaining them. - ) the heading of cost-effectiveness and cost-
£ I have been successful in my exploration of. benefit analysis.” In this context, it is useful to
the role .of process and outcome in quality assess- remember that the costs are not only in re-
ment, one should never again hear a preference - sources expended or risks taken; any assault
. for one_over the ather, except by the poorly in- on established values and social norms is also a
formed. But, I am also realistic enough to know ‘cost which deserves serious attention, unless it
how forlorn a hope this is. No doubt the debate is regarded as desirable and considered to be a>
will go on. In the meantimé, it may be useful to | benefit. - ‘ .
pfesent some ge.neljal Principl'es that govern the . 9. At an equa[ly fundamental level, the problem
¢ use of outcomes in quality assessment. ) of attribygion has to be handled. Outcomes,
: . 1. Obviously, the outcomes selected should be . whether Jpod or bad; must be attributable,
relevant to the goals of health care in-apy par- . first, to medical care and, then, to the per-
" ticular situation. : ' . ~ formance of those under assessment. Natu-
. 9. This aléo means that thé outcomes must be rally, the longer the time that has elapsed be-
_achievable by good care and that, the in- tween a specified activity-and its consequence, . -
. strumentalities needed are available to, and the miore opportunity there has been for the
. under the control of, those whose performance intervention of other factors, and the more dif-
: is being assessed. ) . S ficult it becomes 1o as?ign responsibility for ob-
“ . . 3 The outcomes must be_ specifiable in -mag- - served outcomes. - - B
s 'y nitude, frequency and timing. The paucity of 10.To conclude this decalogue, when adverse out-
- ERIC 1‘nforma§10n about the course of untreath and comes are used to.asse.s’s quality, one must‘al-.‘
S . % - : : ¢
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care to. find out what went wrong, and how it
‘might be corrected. 'The search for caudes and
remedies will often lead, even beyond process,
to an examination of the stydprural characteris- -
tics that have encouraged fgtiscouraged speci-
fied behaviors. The quality:of care canngt be
fully comprehénded or successfull assured
without understanding how- structure influ-
ences procéss, and process influences outcome, |
No'Rratter where ome starts in this chain orie."

S Imust-'ultirﬁately deal with it as a whole.
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-8 _ .- - 1begap this paper with a'general frame of ref- forin of algorithms or decision trges, are not only

morg precise and realisfic representations ‘of what
is chnsidered to be good- care, but also provide the
‘opportunity to" test altern ive strategies and to .
confirm or modjfy normati standards.  Such
formal testing isinecessai'y because in these com-
plex situations, the best course of action that intui-
tion dictates may not be the best indicated by deci-
sion analysis. ‘ ¢ b

L. The usefulness of this effort, then, is-that it pro-
vides the basis for formulating criteria for assess-
ing the quality of care. The models are also an im-
portant tool in medical education, as'a vehicle for
specifying and communicating to studeE e in-
tellectual operations that constitutg cliniCal judg-
~ment. Moreover, the -attempt to constrqg’t" such .

erence hoping -that it would give meaning and

perspective to the listing of research proposals;
but, also, that it would generate a corresponding, *

classification. Unfortunately, no truly satisfactory

classification was found; because there is a great

‘deal of overlap among the several categories that

- '€merged. Nevertheless, 1 hope that the following

is a reasonably ordérly presentation in which the

reader can discern the major features described in

the introducdon. There is also some attempt to

. have a véry rough progression from studies deal-

_ ing with basic concepts and measurement tools, to

" those.that deal with implementation; but too much

o <hould not be .made of this. Finally, there s the

‘ " problem of specification. Obviously, it is not possi-

ble to be very specific in a general review like this.
The text only sketches areas for research. But,

“ whenever I could, I have cited examples of re- -

‘ported studies that might serve as more detailed

models reveals defigfencies in current information,
ideqtifies th st critical defects, and suggests
the résearch 'needed to obtain the required
information. - ‘ -

Iusteative. examples of this approach to the .
exploration of diagnostic strategies may be found
- in the work of McNeil et al. on screening f
hypertension'® and on diagnosing pulmonary efn;

models. In these the reader will find not only con-
crete embodiments of the more general descrip-
tions in the text, but also, I hope, the raw material
angd inspiration that generates new research. Since

- the studies cited are meant only to be illustrative, bolism;!? and in the work of Neutra on ‘the

‘ " the list of references does not serve as a systematic decision to operate for apgendicitis.*® Examples of
bibliography. . ' ‘the specifftation and testing of more complete

o } -, strategies that include treatment as well as diag-

o

hypertensi d renal artery disease;!® by McNeil

Basic explorations and studies of what consti- and Adelstefn for hypertensive renovascular
tutes quality . : disease;?® and by Tompkins et al. for acute
S § . . . pharyngifis.? - : ' _

A review of these publications illustrates the im-
portance of costs as.a factor i the analysis. Non-
monetary cost in the form of risk is always a factor.
In many instances monetary cost also figures
prominently, for examplg in the papers by McNeil
et al.'® ' and Tompkins et al.2 The problem of
placing values on' the consequences of various
courses of action bedevils the analysis. by Schwartz
et al.'* Methods for valuing the quality of life,.in -
addition to its mere duration, are briefly discussed
by Abt.?! et A .

Even a nodding acquaintance with this work

.nosis are pr%ided by Schwartz et ak for essential

Specification and assessment by modeling As a
first step in exploring what constitutes quality, at.
east in the technical sense, diagnostic and
\therapeutic management should be described and
assessed as planned and sequenced activities or
strategies. The models of such strategies that
emerge will haVé a certain newness, although they
use only existing knowledge and opinion. This in-
formation is obtainpd from reviews of the litera-
‘ture. from retrospective review of case records,
from the opinions and values of expert clinicians,
g and from reasonable extrapolations from all of the

: _ ,

-

Q . . .- .
EMC above. The models that are construct d, ™ the suggests opportunites for further research, be-
SEm » 16 - o




. Zl?n-d its extension to- cover a wider range of
Nica) situations. One line of inquiry is to go
i:Ond determining how to best arrive at a certain

. 8nosis by studying manner ip which cases

. %rescﬂ[ dlinicaMy ideqtifiable pl"gble'ms can be
asa‘kp‘éd several diagnoses. The work of ‘Ginsberg
st y serve as an illustration. 2? Another interesting

-~ Udy ould-be comparing the stepwise, logically

' P‘"‘simoni’ous approach to diagnosis by the “shot- -

'g::"" approach; which uses a very much-larger

,na:’\ber of tests, at le?}st_ as a first step, to quickly

Tow dewnthe realistic alternatives. The possi-
shg Rains in .time and;in the discovery of illness
mollld be weighed against the monetary and non-

4 nemry CcOsts. W~ : .

~

.- 7 .
.,

2 'if; : B y |
ﬁ:‘l’iric{il testing of strategies of caré Modeling,
Matter how ingenious or ¢reative, is limited'by

S o tis currently known or believed about the rela-

4 nshipvbetwffen process and outcome. Additional
[h:wledge must come from empirical studies o
str elements of care or the more cdmplex
plis}:‘:gies of management. ‘This may befaccom-
“exn, td by observing what might be called “natural
con. Himents but definim.'e conclusions can only
ga:-ne from conlrolle'd trials, which cap b.e, re-
.me d_ed as an ex_lt?nsl_on of research in clinical
Medicine. But clinical research is primarily con- *

Snat?ed with.l_h¢ COmP_al‘alive effectiveness of alter-
and"es; relallvff costliness, or the balance offcc.)sts
tria] benefits, is .seldom an issue. When clmllcal

“\ands expand their scope to include not only risks
 be benefits to-health, but also monetary costs and

th ¢tits, they ‘address questions of social policy
are also essential ingredients in quality

Sment. ‘ 7 .

[.)rFth? al orflhm§ that currently define acceptaE'le

P Clice derive their -authority fron! expert opin-

unv.; The work of Me_yers" et al. is one rather

piri Suj) example that is a rea.sc)nably direct .em-
dia Ql test 'OfGSl_JCh_ an glg.(.)'rlthm: one fof""the
wofl?osis.of‘ meningitis in children.?? Somg—of.the
al. . Cited earlier, for example that of McNeil et
be r the diagnosis of pl.JIm‘on.ary ffmbohsm, can
re-megarded in the same light, since it uses patient

Tds, though retroactively, to construct a diag-

SIUrldc &tfategy.lT A mogest proépective'st}g_dy by ,
J€vant 4nd Stern that tests the ability of

fhglsl.cians' to pr_eC!ic't ﬂ}evﬁnding of a st?ne on

esti “CystograPhy -is relevant because—andlogous
bettel 'S ar¢ used in degsion analysis, when no
morg\ Jata ar€ available.2¢ An example of a much
quen,, mbitious clinical (rial that tests conse-
fo'un:le.s additional to medical outcomes .may be
econ., 1 the work of Pla‘chagd and Weddell on the
stud Omijcs’ treating varicose veins.** In’ this
sclery the.relative merits of injection-compression

A°therapy and surgery were compared in

E kl‘C»lled experiment, using as criteria the condi:

aSSes

-

~
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tion of th:Fmb at the end of three years, mortality
from the procedure, the occurrence of immediate
complications, the loss of patients due to non-
attendance, the_current monetary costs of the
procedures, and their indirect costs as represented
by travel time for t atments, daysjtaken off workgs
and loss of earnings. There wa$ no attempt to
construct a single/measure for costs,and another
for benefits, but the advantage was clearly with
sclerotherapy. The implications of such studies to

uality assessment and to social policy are obvious
gnd important, %ssuming that their findings can be
accep"()d as valid. . g

-

.
-

Increments of cost, and of quality As I tried to -
show ir’the introductory section of this paper, the
relationship between in%ments of'quality and of
cost is a matter that deserVes special attention. One
way of studying it is through modeling and simula-
tion. 'Using this method, McNeil et al. have esti-
mated that it costs $8,485 to identify the last one
out of 20 cases of pulmonary embolism in a’young
adult population with pleuritic pain, whereas the
preceding 19 cases could be identified at an aver-

- age cost of $595 per case.!” Even more striking gre
the cost estimates of Neuhauser and Lewicki fdr a+
%)"l;c?dé:e for finding cases of cancer of the colon -

hypothetical population of 10,000 persons 40
years old or older.2® The procedure is to first do a’
stool guaiac test and afterwards to x-ray tho
show at least one positive test. What is varied s fhe

-number of successive guaiac tests that are incl

in the first step. Obvizﬁsly, as the number of yuch . .
u .

tests is increased, the number of-cases who show at
least one positive ‘tést increases; more cases wit]
cancer are detecteq, but there are also many more
false alarms to be “allayed by subsequent barium
enema. Accordingly, the cost of finding'an’addi-
tional case of cancer rises steeply as the “quality”
‘of care, judged by the ntmber of stool guaiacs
. prescribed, increases; so much so that the cost of
- finding the_ additional, case is. estimated at an as-
tounding $47 million when 6 tests are done,
whereas it is only about $1,000 when one test is
used as the screen, and about $49,000 when three®
tests are used. The values that are generated by
these models are, of course, heavily influenced by
" thg models’ assumptions; and they could be inac-

“curate. My intent is to emphasize not the findings. £

- but the nature of the method and its utility. v
As an extension of such ‘explorations, under es-
_ sentially hypothetical conditions, itymjght be useful
" to have clinicians formulate a set of .increasingly
 stringent criteria of A)e quality of management, as -
well as an estimate of the gains in health expected
from such stepwise increments of quality. Cost es-
. timates could then be made, and the expected
" benefit compared to ‘the cost. Hardwick et al. im- -
plemented what is, in effect, the first phase of such




S

1

‘a pfoccdure'whén they asked house sta¥f and gen-

erdl practitioners to specify the diagnositc tests
. they would perform for specified conditions (1)
an absolute minimum, (2) routinely, (8) if l@ucase
were to be presented at a medical gran? rounds,
and (4) if it were to be included: research
study.?’ . N .
Ngedless to say, embirical studies are necessary

to establish the relationships between quality and

cost. A study of secular trends in the inputs into

. care for carefully specified conditions as compared

_.to the outcomes of such care could be ane initial
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approach. A good example is the study by ‘Martin

" et al. of inputs into coronary care compared to the

mortality during hospital stay.2® While such studies
are of greal interest, contemporaneous compari-
_sons of costs for similar services at different levels
of quality may be more credible. In one such

- study, Jackson and Smith found no relationship

between estimates of the quality of pharmaceutical

. ‘services in community pharmacies and the charge

‘per prew.ﬂ' Similarly, Schroeder et al.
foynd no T relationship between the cost of
laboratory services ordered by residents and the
assessment of the competence of those esidents by
their supervisors, even though there&wcre wide
variations in both estimates.’® Rubenstein et al.
have reported’ findings that suggest diminishing
returns in outcome ritings with increments in the
quality, of the process, of ‘care:®! These are only a
handful of studies, but they show the way for
more. ' i

o

4

‘Studiés of the client-practitioner relationship
The " research 1 -have proposed so far defines
~quality in terms of the technical elements in clini-
. cal judgment. There is a corresponding universe
of concern with the judicious management of the
interpersonal relationship. between clients and
practitioners. Here, ‘also, there are differing
modes of interaction and varying styles and
strategies of management that. are more or less
successful in achieving desirable outcomes. These

outcomes' include satisfaction, knowledge, cbange .

in attitudes and behafvjor, including compliance
' with recommendations. All these mays in time, be
related to success or failure in altering health
status. Fundamentally, there is little difference
between studying “the effects of two drugs on
hypertension and a study of the effects 6f two ways
of managing the interpersonal relatiorlship on

compliange with the drug regimen itself. Both are ‘

clinical trials, though they may draw on different
bodies of theory and concepts. But, despite the
similarity, the study of the effect of drugs is

considered- squarely within the domain of clinical*

practice, whereas no one is ‘quite sure where the
study of the interpersonal relationship belongs.
Ideally, clinicians should be as interested in one as

QS\
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‘both. . . N
The literature pertaining to the client

practitioner relationship is too vast tQ permit a

in th({ other, and ,ac;ively enge;ged in research ,i% .

quick summary.-A text book review by Bloom and

‘Wilson serves as a useful introduction.?® Lebow
has reviewed the literature on patient satisfaction;
discussed. some of the problems of method, and
made suggestions for further research.* A specific
example of a clinical trial that examines the conse-
quences of a change in the client-practitioner -in-
teraction is the study by Inui et al.,: which shows
considerable improvement in the-control of hyper-

" .tension when’physicians shift their attention from.

the panifestations of the disease to thgbehavior of
the patients.* These encouraging findings can be
placed agginst the discouraging experlence in
another,_cgnical trial of the lack of success with
either of two strategies, “augmented ¢onvenijernce”
br “mastery learning,” to improve medication
compliance in hypértension.®® ‘

Views of whap constitutes quality The research we
have reviewed and proposed so far is expected tp
give a more/precis¢ answer to the question: What
constitutes quality? Another. approach is to study

- the opmions held'on this subject by clients, ad-

minist‘_‘a;tors and'professionals. A comparison‘
should be made of the attributes that are believed
to constitute—quality ‘ and -of their rankings in
importance. The findings would -be germane not
only to quality assessment, but also. to under-
standing problems in system ‘performance. ¢

An example that fits precisely in this category is
the study by Smith and Metzner of the opinions of
patients, physicians and nurses on what constitutes
quality of care in prepaid group practice.*® Mar-
ram’s work on how much credence nurses are will-
ing to give to the opinions of patients’ concerning
different aspects of nursing performance suggests
an interesting topic for further study.?” The litera-
ture on patient satisfaction to which we have al-
ready referred includes much material from which

inference$ may be drawn about howclients view.

the quality of.care. In this respect, patient satisfac-
tion has an interesting dual nature: it can be re-

garded not only as an outcome of care, but also as

a judgment by the client on the quality of care.

)

Continuity and coordination as aftributes of
quality There is a general presumption that the
continuijty and coordinatiornyof care are imposant
considerations in the assessment of quality, even
though it is not quite clear what these phenomena
are, or how they fit into a formulation of what
quality is. De Geyndt accords them a central place
in the definition of quality by considering them to

i
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. be aSpects of the “ffrocess” of ¢&fe as (Ls tinct from
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lts ‘content.”3® | have preferr regard-them as
an aspect of the organization of what' I hjve called
“process.”3® More™
dlsllncnons is the précise definition and measure-

- ment of these, attriutes, and the study of their

contribution to the dutcomeés of care. Emplrlcal
#udy should also include the degree to which

- existing differences in, or purpa$ive manlpulauons'

of, certain structural features mg about differ-
ences in continuity and coordination of care. I
would also like to seea test of the hypotheS|s that
planned iransfers of the relponsibility of care
- from - one phyS|c|an te another >might actually
improve care by créating an opportunlty to assess
“it anew, and by making the performance. of physl-
cians more visible among colleagues

Important contributions to a- more precise defi-
nition of the concept of continuity may be found
in papers by Shortell* and by Bass and Windle.*!
Howgever, the tendency to (}peral\mnallze con-
tinuity to mean care by one Pphysician or a single
source of care, except by referral, does not seem to
me to capture the essence of the concept of
corltmuuy Almost all the studies I have seen have
used this definition.*****7 Bass and Windle tried to
assess the relatedness of past to ‘present care.*!

- Shorr and Nutting defined continuity as the com-

pletion of a needed sequence ogiare 48 Becker et
al. describe a well-controlled triaf o

‘having children ‘see the same physician at each
clinic visit, and give a gobd review of the relevant-
literature.*®

-
?
*

Descrlptlon of prevalent patterns and strategles
of care
‘o

Ina prev:ous section we dlscussed thq, modelmg
and testing of strategies of care. In this section we
focus on a complement to the research described
earlier, namely on the identification of hew physi-
cians behave in the real world, described in terms
“of the elements of care, as well as bundles and
configurationé of such elements. Here we seek to
describe what goes on, what factors.influence it,
and what the consequences seem to be.

Studies of the elements of clin.ical behavior Much .-

morq information is needed about differen(ﬁs in

the patterns of care among practitioners within a.

given setting and across settings. We need
understand what factors are re%ormble for such
- differences and what the costs and other ¢
quences are, The factors invplved could inc
personality attrlbutes
socialization, - position within an organization, re-
. -sponse to role models within the organization; and
G ial incentives. B

. P . L
Aruitea mm.-nm: .
. .

de

portant than these formal

to
4
nse-,

knowledge, training and.

|

Several studies of the use of laboratory and .

other dlagnosllc procedures cdn be cited as a good
example of -this type of research. The findings of

Childs and Hunter suggest that monetary return

on M.investment in an x-ray machine may be a
factor in recommending radiological procedures.*®
On the contrary, the ‘persistence of large differ-
ences in the use of Iaboratory and, other services in
stt;mgs where there is no direct ﬁnanCIQmeentlve
.to use such services,*! or where the incentive is the
same for all physicians, 3 suggests that 6ther fac-
ors are equally or more important. Schroeder and
his associates in a series of studies have looked into
the correlatesPof differences in, laborators' use and
shown that these dlfferences are net related to dijf-
- ferences in comp tence,?® or to differences in out-
comes, or “prod
may respond to a ‘“‘cost audn by red cing labora-
tory use.®®

tivity';3¢ and. thatvphysicians,

IdeltiLﬁg{tion .of styles and strategies | have -

already defined a strategy as a plan for action, and

cussed the importance of dealing with qrategles'

in the definitton and assessment of quality. A
“style” nyay be defined as a habitual preference for
certain .modes of decision making which wdguld
manifest itself in components of strategies or

strategies as a whole. For example a physician may.

f the effects of exhibit-a perS|stenl and pervasive preference for

errors of commission over errors of ‘omission, one
manifestation of which may be a large redundancy

,in gathenng information”. He may give evidence of

more than usually routinized or stereotyped be-
_havior. These and other persistent yet undefined
propensmes requir¢ precise conceptual formula-
tion 3nd empirical study. <.

" The notions of style and strategy have applica-
“tion beyond the solution of clinical problefis. I
have already suggested that they can also be used

also apply to the way in which a-

/

to study the clieCt-practit'ioner relationship. They

%&lmoner
manages an entiké case load, hoping toachieve the
most efficient allocation of his time, attention; and
other resources among competing calls on them.
Styles and strategies can be inferred from physi-
cian behavior in real-life situations or under more
artificial test condjitions. Information on the

rationale employed |by the physician can be ob-’

tained more directlyfy having him explain, as he
works, the reasons fdf doing what he does. Fattu
has summarized some \f the.early work using this
method, known as refleXon phlée, as well as other
methods in studying proQlem solving.*® A more
recent example of the use of rqﬂexzon parlee in
exploring clinical decision making has been re-
ported by Kleinmuntz.3? A study of the diagnostic
process by Leaper et al. notes variations in the
degree to which thesclinical interview is either
“stereotyped” ’\t{z‘lpted" to the problems of

1 gch patient, as inferred by an observer.®® |

1
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Obviousl).','stratcgﬁiesv'that are ideatified through explicit, or occupy such a central place in the

* empirical study become candidates for testing, as  design of the method. g S
*. described in the ‘opening section on research pro- Kessner has tested his a,_ssump*ion of "L
posals. 1 als?«bgl'f‘:',e_ that strategies used by “good” horpogeneity and found it, at best, frail.®® Lyons
ysicians are a ‘more walid basis for the formula- and Payne have reviewed the literature and done
tion of explitit process criteria than is the practice further .testing of the degree of compliance with
of having physicians list all the things that should  ‘normative standards of management by individual
', be done for cases with a specified diagnosis. " * _ physicians, across diagnoses, in office practice,®
- C ' e and in hospital-practice.®® Intercorrelatiops tended
o r ' . to bé law. There was, however, a sugggstion that ..

. greater homogeneity might be found in, the work™
of physician subgroupswho have'a mere restricted
domain. This clustering was also found in a Study |
of the office care of a set of preventive and illness *
situations in children: Homogeneity of perform-
ance was reasonably high within each of these _
categoriés of conditions, and it wag highjr for

: L SRS : '
Comparisons- of norms with practicé The litera-
ture teems with observations that physicians fall = -
——  short of the normative standards of care. In some
cases it has beep suggested that physicianssdo not’
qo -  follow, the stgﬁards which they. tHemselves, as a
group, have fprmulated.*® Some hawe claimed that
mahy errors in care are due to inattention by the
overworked physician.®® Others have shown that

part of the deficiency in performance is due to . )
b R S0 "r-

pediatricians than for family physicians.®®

*

lack of knowledge, while another part is du¢ to not+ L.
acting on what is known.®' In my opinion, the . " : ; ' .
explicit criteria lists which are often used to judge ~ The epldemlology of quality T ‘ ©f
performance are, themselves, -often faulty.. One e : ' X )
important inadequacy is that they fail to take ac- Variations in the quality of-care are nyt simply a
‘ count of the many contingencies, mclu.dmg multi- random phenome’non. They are highiy terned,
ple diagnoses, that modify the strategies of man- 3, responsive to calsative fagtors that we.need to
" agement. Moreover, 1t may ‘b? inappropriate o jjentify and understand if the quality of care is to
. apply to office practice, egpeC|ally to that of the  "pessuccessfully safeguarded. The first step in this
generalist, criteria derived from strategles of man-  cyploration is to answer the classic questions of
agement that are suitable m’_‘academ.ic settings SN demiological investigation: How much? Who?
where highly specialized physicians are involved in ere> and When? The results of thesg, observa-
the golution of difficult dia}gnos'lic and therapeutic _ tions may suggest answers'to the most critical of all
s problems. ‘ - R L ci'uestio s: Why?:The causal hypot eses that
.Unforlunatcly: much of the:above is ostly conjec- - emerge could, then, be tested through rrhm\ré“‘l'gﬁ'r- :
w."’;?'d there is an urgent need for studies thal - ;5 ghservational stpdies and confirmed by actual
attemPt to understand why physicians conduct expe’rim.e'malic")n.'But, for now, evemthe simplest * -

care in the way t}}e)_’ do, befo:_‘e passing judgment of descriptive studies would add a great deal to the
that what they do is fna;.);%pn’ate. = little we know. o L
i On-a larger scale, we can %W say almost nothing -

-

: S c "+ about the quality of care for the nation as a whole, .
aHomogoneit& and heterogerftity of performance or for reasonably large populations in their natu-
An interesting question with” many practical impli- ra'llga‘bitats,;,o(her than what can be inferred from

. cations is whether physicians and other practition- - - crytle mortality, morbidity and utilization data.
ers perform equally well across a range of activities = The one exception to this generalization that 1
and functions, or whether they do*well in some know about 1§ the study of a segment of carg for
and not so well in others. This involves examining the residents of Hawaii by Payne and his as-
the hdmogeneity of performance in the practice of . sociates.®’ We are similarly in the dark about time
individual physicians, as well as the ability of an trends: Is the quality of care improving, and how
institution to seduce variation in practice across - rap'giely? This question is difficult to answer be-
physicians. . . : caule it requires the separation of two phe-

The relevance of this issue to quality assessment nomena: changes in the sci€nce and technology of
is most apparent when it comes to sampling. In medicine, and changes in the application of that
one ‘method, the “tracer methodology” proposed science and technology. Both phenomena need to
by Kessner, there is an explicit-assumptien that the be assessed. ' -
performance of an entire system’ can be mapped The epidemiqlogy of quality can be viewed as
by judicious selection of a small number of condi- ~ manifesting itself in two populatigns: (1 the pro-
tiens that can stand for all the rest.’?2 In many wviders, and (2) the clients. Obviously, these are not
other studies, when a 8mall number of diseases or two separate compartments. Variations in the qual-

Q conditions are selec’tgc?%l\iisessment, there is a ity of care received by clients are jprobably largely
E MC similar assumption, even thpugh it may not be .. due to the kinds of providers who care for them. 1
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 The. epidemiology of quality* among providers

The. studies that might belong in this category
overlap .yith those I have already described in the
ptevious section-on Description of Prevalent Pat-
istinction at all, in the earlier
section 1 included Waudies that deglt with the

~detailed gontent of. care and.the rationale that

-.explak
~ more interested in who provides care of gosd, bad
" or indiffcrc‘\t quality, and under what circum-

differences in that content#ere, we are

stances. Much of the literatire of quality assess-
ment deals with- this questign; but the restricted
scope of most studies, and limitations in their
design and analytic methods, miakes generalization
hazardous. It is clear, however, that performance

is related to attributes of practitioners, attributes

~ df the organizational settings in which they work,

and' interaction
auributes of the providers are educatjon, training,
specialization and length of practice. The role of
persénality characteristics including motivation,

" while suspected to be large, has not-recé¢ived much

fimancing, size, and organizational cont
staff appointments -and activities. Unfortunately, -

attention, except in studies of the academic per-
formancle of medical studenss. Among the attrib-
utes of organizational settings, usually hospitals,
that have been found to, be influential, perhaps the
most important has been affiliation with a medical.

- school. Other attributes are involvement in resi-

dency and internship training, ausplces, staffing,
s on

there is far from unanimity on whether these
factors are influential and what their effects are.

- For example, we are still not certain whether the

organization of physicians into -prepaid groups

,‘xigsulté in better quality, and, if so, to what extent.

Rl
T
I

atually © quintify the influence of each factor

he .:num'b,e%:f studies that have attempted ac-

separately andl in combination with others is par-

* ticplarly small. Whenever this has been done, what

. vdri

ost impressive is the very small amount of

ce explained by the variables in the analysis,
suggesting that we still know very little about the
detérminants of the quakity of care.

18

", The literature relevant to this section is so large

that even a partial review would be a herculean
task which I shall not attempt. Only some -exam-

- ples will be given. Among the earlier studies

particularly outstagfling is the work of Peterson et
al.*® and of Morehead et al.** Among the more
recent work is the Hawaii study by Payne and his

- assQciates,®” and the study of Medicaid benefici-

‘ERIC - . ,
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aries in New Mexico by Brooke and Williams.”® Of

‘particular interest-in the latter is the special atten-
tion to “outlier” physicians, those whose perform:

© as markedly deviant.” Further ‘studies of

between the two. Among the -

-w'or_idql-'t'élw‘hat éxtem ‘the revgsc could also be -

v !

the characteristics of physicians that perform par / ]

ticularly well or badly could be a useful way of

. generating hypotheses about the determinants of

,}.

performance. _, \

( Among the recent studies that have attempted to
measure the magnitude of the effect of each of
several variables on iperbormance are.those of
Rhee’™ and of the Stanford University group
responsible for the Institutional Differences Study.
" Rhee used data from the study by Payne et al.®
i’ which the dependent variable ‘was a perform.’

ance seore based on compliance with explicit proE?‘

ess criteria. Notable among his findings was"the
large effect of hospital characteristics compared to”
the effect of specialization and of organization into
large, “multispecialty groups; and, eve ore
striking, is the magnitude” of the wnexplairied

" variance. In their study on-post-operative surgical

" it developed to control for risk factors that influ- .

(cmeasure organizationa

mortality and morbidity the Stanfotd group,

npt’
only found unexplained variance of a simigr'

order of magnitude, but also failed te confirm the *

effect of factors usually thought to be conducive to
quality, for example hospital size and university
affiliation. Both of these studies can serve as
models for future work. The Institutional Differ-
ences Study is particularly notable for the methods

ence the outcome of .s\{gcry'and to” specify and
variables. Its findings

ould perhaps be better uliderstood if samples of

records in the hospitals involved were to be sub-
Jjected to an assessment of the proéess df care. I
would accord such a study a high prigrity in this

. prospectus. .

Rl

’

The correlations b¢tween organizational charac-
teristics and performadnce are, gf course, extremgly
important for system design. It would be interest-
ing, therefore, to go.one step further and deter-
mine whether the-same physicians wilk alter thei
behavior when placed in differefit settifigs.

. . T M

hd ' .

Epidemiology of quality among clients Unlj%; the
emphasis on provider characteristics, there has
been very little attention to dlient characteristics in
studies of the quality of care. Although the receipt
of quality care by disadvantaged populations'is a
matter of great social concern, and there is much
public debate about it, the information bea@ng on
the question is indirect. It deals mainly with
differences in levels:and patterns of utilization, in
sources of care, and in morbidity and mortality

data. Without minimizing the rélevance of such -

information, it would be useful to have more
direct and definitive assessments of the quality of

. care received by persons differentiated by age, sex,
educations, color, income, occupation and other

demographic and socioeconomic variables. Much
of the differences would probably be related to
differences in sources of care. But a question that

. .

-
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Sneeds to receive special attention is- whether. the

same institution, and the same Practitiom:r, gwe
ith sim#lag
| conditions becatse of difference$ in the

different types of ‘tare to patients: w
medi i
defifographic artd socioeconomic characteristics of
the latter. Some adaptations of care to such
characteristics are! of course, not. only legitimate
' but, also, desirable and necessary. The issue,is to
I " determine whether the ‘adaptations are made to
maintain a high level of quality or-whether quality.

- suffers.« . . .
. The literature having a bequuali}y of

_care for disadvantaged populations-has been 're-
viewed by Brook-and
cation they describe theirown findings in a study

e of Medicaid eficiaries.’ Lyons and Payne haye

described the rélationship hetween age and ge‘

. quality of care”in ‘their studies in Hawaii.
essner et al. have described the 'relationship
between sygtem performance and various demo-
graphic anll socioeconomic factors, as well as
source of care, revealed by an application of the

+ “iracer” method in selected populations in the

Washington, D.C. area.®® Griner and Liptzin have
described the effects of patient characteristics such
‘as age, insurance satus and ward or private
accomipodation on the use of laboratory tests ina

teaching hospital.”® - . )
The idcmgzalion of time trends is an important
tool in epidepiological analysis that has been
seldom employed in studies of quality. Hence, two
studies that have information on this subject are
particularly interesting. The- first is a study of
survival after cancer of the cervix uteri treated a
decad® apart. The findings suggest that improve-
. ments have been due mainly to a diffusion of
knowledge from mijor centers to community hos-
_phtals, and to a much lesser extent’jo an improve-
ment in medical science.”” The second is a study of
maternal mortality in Michigan from 1950 to 1971
showing that, in spite of spectacular declines in
mrtality, the percent of deaths xonsidered “pre-
z-ventable” by the State’s maternal mortality com-

74.75

“ mittee Kas increased markedly, from about 60°

percent to about 80-percent.”® A retroactive reas-
sessment of the Committee’s file of ‘cases, applying
. current standards of preventability could be very
revealing when compared to the contemporancous

) * assessments. 4 '
o ‘Most of the work on differences in the manage-
ment of patients by the same provider, whether an
: institution or an individual practitioner, has been
done in the field of psychiatric care. Perhaps the
best known of these studies is the work of Hol-
lingshead and Redlich in New Haven;® but there
are many others. In a later work, Duff and Hol-
lingshead showed that such differences in care can
also be observed in a teaching hospital engaged in

providing general medical care.®® The under-

Q
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standable reluctance to look into this matter must

TIn ~N .
lliams.”® In another publi-

. . B B . o .
be overcqgme. No program that provides care to

clients c?r\nvidcly varying backgrounds can afford ;. °
to ignorf the possibility of discriminatory behavior L
in the application ‘of care,NI"contravention of the
most sacred traditions of the }E ing professions.

~

process of

B

come:'

-

e relationship of otr\t:turo to

.

"' cal_studies skeiched out above often deal with.ob-
served relationships between structural chara
teristics (attributes of practitioners and institl-
tions) and process, or outcome, or both. The more
definitive verification of such relationsHips will r¢- *
quire controlled experimentation. The major pur-
pose of such studies is to saféguard and improve
the quality of care. However, at thes same time,
they can elucidate the opérational meaning of cer-
tain concepts, for example “continuity.” To-the ex-
tent that attributes of structure are found to be
regularly related to performance, the more gen-
ocal use -of such attributes as measurés of quality

~

will be morfﬁrml.)%)lisﬁcd.

*  Development of basic todls for assessment

.
e

5

Many of the studies mentioned -in previous sec-,
tions, as well as many still to be described, cannot
be done well unless certain baslc tools. arg avail-
able. Thus, the refinement of existing instruments,
and the development and testing of new ones, is.a
necessary part of research in quality assessment. .
At issue are the reliability, validity and cost of the -
basic instruments of assessment. A few of these,
that 1 consider most important, Will be selected for
further attention. ‘

P’

Specification and measurement of outcomes. 1
have already indicated the ways in" which the
measurement of outcomes fits into quality assess-
' ment>and monitoring. In this section, 1 sha
describe briefly some ways of measuring outcomes.
One approach is to develop and use indicators
“health and social well-being which permit a gen-
eral oversight of a community of population. This
approath is typified by the “sentinel events” pro-
posed by Rutstin et al.®! A useful area of research
would be to specify appropriate indicators, de-.
velop methods for data collection, actually imple-
ment data collection and inter&retation, and de-
termine the usefulness of thé information in
bringing about change. Such a system would, of
course, have to be adapted to the special needs of
its users; whether, a planning body, a program, or
an organization that provides care. Any of t}lcqe
‘agencies may need to supplement informati?nl
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w  which jt-col with ‘information from other

L]

+ ¢ sources, including census data and infermarion

'* from.the Nagional Health Survey. Naturally, the

N Wt

)

indicator conditions need not only outcomes; a

_variety of process elemgnt3 can, also be included.

Moreover, the system will be relevant not only to
determination of quality, but also 3F need and
unmet need, resource use, and so on. Many or-
ganizations are,q10 doubt, alréidy involved in data
gathering activities of this general kind. Perhaps
the first step wou
done, tg document its current use, and to'assess its
potential usefulness. It is_ impbrtant to rémember
that a.system overladen®with data that are not
.useful, or are not used, can be as bad as one that*
litsle mformation. In any event, a pause for
Tea ment could be most helpful.

"A second line to pursue is the development of*

" “integrative” measures of health status that can

represent’ the outcome of all the factors that
influence health. The distinctive features of such a
measure -are that: (1).the impact of mortality and

maqrbidity are combited; {2) morbMity is repre-°

sented by a gradation of mutually exclusive
categories of dysfunction; (3) dysfunction includes"
social and psychological, as well as physical, disabil-
ity; and (4) the several dysfunctional states are
weighted and summed into a single measure,-The
object is to arrive at a summary representation of
the quantity and quality of life of a cohort of indi-
viduals over a period of time, often a complete life
o .

span.

. Elsewhere, 1 have briefly reviewed the earlier

stages in the develgpment of this approach

“through the work of Sanders, “Chiang, Sullivan,s

and Fanshell and Bush.®? Since then, this area of
endeavor has®experienced an almost explosive
growth which includes further work by Bush and
his associates,®-* the work of Torrance,® and the

work of Gilson and her associates on the Sickness

Impact Profile.** Three coHections of papers will

provide the reader with a concentrated and rea-

sonably current overview of the field. % .
Perhaps the central problem in the’ construction

of integrative measu¥es of health siatus is that of

valuation. There is need for empirical studies of
the valuations placed by clients on different de-
grees and kinds of dysfunction. Expecially in-

. teresting would be differences in relative valuation

by persons who are currently experiencing a par-
ticular level of disability. The effect of length of
time in any level of dysfunction should also be
examinéd, as suggested by Torrance.®® Another
line of development might be to try out.a totally
different method of valuation, comparison with a
standard population, as proposed by Breslow and
his associates.?! . : )

A third line of development is the construttion
of integrative measures, of health status that are
~~~di*on-specific. The global indices described

be to review all that is being

. 3 e

above will probably be found to ke ?cking in"sen-

sitiyity and specificity when used a$ measures of

the-quality of care. There is an opportunity to
rethedy these '%ﬁrcts by developing analogous

quality of life of per- -

measures of the duratio
sons suffering fuom specific ¢ ditions, for exam-
»ple a particular ¢ancer. The meavsures of function
and dysfunction include¥ can th
the condition, with-attention given to including
manifestations that can be: pr ted or remedied
by proper care. The testing of such measures will
alsg,provide an opportunity to study the course of
dtriess and idéntifyadditional outcomes can
serve as measures of quality.

A fourth line that might-be pursued under the *

general heading of outcome. measures is the de-
velopmemnt of condition-specificindicators of out-

- " come. Here, only key indicators are used singly or

in a profile; there is no attempt to integrate them,
together with losses from rhortality, into a single
measure, as envisaged in the preceding section.
But, obviously, there is a relationship between the
two approaches, since the identification of indi-
vidual indigators.must be a step izt the construction
of an integrativé measure. Q

The time elxpsed since the institution of care is
an important classifying variable in ol\tcome
studies. Accordingly, the indicators of out¢ome
can be contemporaneous with care, br can follow
care, in which case they are proximate (short-term)
or remote (long-term). Short-term outcomes are-of
special usefulness in monitoring becayge they can
be used to identify cases that require further
study. Thi§ is a method of venerable ancestry,
going back to the classic work of Codman,** and
carlier. Its more recent manifestations jn,the work
of Williamson and his students have already been

. noted.'*® A particularly useful model of the kind

of research and development needed for con-
structing short-term indicators of outcome, is the

- work recently reported by Brook et al.*® What still

remains as an essentially unsolved challenge is the

" development of concurrent monitoring, using out-
comes during the precess of care. Of course, the _

‘conduct of care from day to ddy is constantly
guided by such outcomes. The difficulty has been
in adapting this everyday occurrence to a formal
system of monitoring, other than direct supervi-
sion by peers or superiors. Somne of the recent ad-
vances i} computer-aided management do’ how-
ever, su;‘Ecst a possible solution.®® What seems_to
be necessary is the constant feeding of selected in-
formation into a computerized system which raises
an alarm when certain, prespecified, configura-
tions of events occur or fail to occur during speci-,
fied time intervals.

A final line of inquiry derives from adopting a
definition of quality that includes phenomena such
as satisfaction, attitudes, epinions, knowledge, ill-
ness behavior, and the like. This opens up the
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_ study its epidemiology-
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whole afea of methods in behavioral research
which can be assessed and implemented by inves-
tigatars having the necessary-preparation. A,
model for such research that is closer to home. may
be found ig the work of Hulka@nd her-associates,
first, in/Ahg development of a scale of client satis-

faction and, then, in using that instrument’ to
93-95

.
. -
!
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Improvements in the medical pecofd The medi-
cal . record is almost always the key document
which contains the information for the assessment
of care. judgn'gms ‘of quality are heavily influ-
enced by the nature .of the record. There is also
the possibility that the record is, itself, influenced
by quality asgessment “activities.”” Unfortunately,
in spite of its key role in patient care and its evalu-
ation, the record is often inadequate 'or poorly
adaptedgo these purposes, especially in ambula-
tory care. The followx‘g are some proposals for
remedying this situation. N
While the recerd is: often recognized to. be in-
complete, the accuracy of the nformation that it
does contain is seldom questiofied. The early,work
of Lembcke®® is an exceptioh to this generaliza-
tion, as is the more recent wofk of Wiener ‘and
Nathanson.?® It would be usefyl to test, by seeking

independent verification, the accuracy of the his- =

tory, physical findings, results of diagnostic tests,
and so on. As a second step, it would be interesting
to see what effect corrections of these errors would
make on an independent judgment of quality
based on a review of the record.

The completeness, and some aspects of the accu-
racy, of the record can be studied by arranging for
independent direct observation of the client-

- practitioner encounter, or by recording it on

videotape. Use of the latter method has been re-
ported by Turner et al.'*°, Zuckerman et al.,'*! and
Steward and Buck.'**

Alternative ways of designing records should be€

developed and tested as to their usefulness in the
management of care as well as its assessment. Con-
siderable work of this nature has been done in
connection with the problem-oriented- record.
Examples are the studies of Tufo et al.'®® and
Simborg et al.'** Other work has been reported by
Grover and Greenberg.'®® In work of this kind,
the objectives include not only completeness and

\accuracy of information, but also ease in finding

what is needed, and the ability to identify the prac-.
titioner’s intent and reconstruct _his rationale.

" Another objective might be the inclusion of the

contributions to care of nurses, social workers and
other professionals, so that assessments can be
more inclusive. In a subsequent section I shall deal
with the feasibility of even including entries by the
patient himself. ’ '

At a more fundamental level, we have generally

alfowed the traditional content of the medical rec-
ord to dictaté what is included or not included-in
assessments of quality. In this way, the recotd con-
strains the definition of quality, allowing themail to
wag the dog. It seems to me that B is mote reasons
able to begin ¥y defining quality independeptly-of
the récord and, then, to design the record so that,
alone or in combination with other specified
sources, it can provide the infarmation that corre-
sponds to the initial fiefinition of quality. In sud(

¥ .anenterprise there would be a great. temptation to

demand an impossible degree of completeness.
One miust be adamant 1n resisting it. The more
reasonable and challenging objective would be to
define and implement the near-minimal set that
would permit ;;E’opcr management and assessment.
I have already referred to the uses of com-
puterized records in computer-aided management,
and to the affinities between the latter and concur-
rent monitoring of care. Setting out to design such
tems is anvexcellent opportunity to rethink the
record and adapt it more suitably to its several
uses. The releyant literature is immense, By way of
examples, 1 have already referred to the work of
McDonald®® and of Schmidt et al.*® Other work in-
cludes that of Wassertheil-Smoller et al.'°® and .
Barnett et al.'”’ .

The criteria and standards of quality No assess-
ment.is possible without some-standard for com-
parison. In studies-of quality, two or more provid-
ers may simply be compared. Another very preva-
lent approach is to judge performance by the
extent to which it attains normative standards.

Thé urgent need to develop realistic and vahd -
criteria and standards for condition-specific out-
comes is implied in my previous discussion of the
measurement of outcomes, and can be seen as a
parallel activity. As Brook et al. have shown, the
key steps are: (1) the identificatignwof relevant out-
comes; (2) ordering them by importance; ¢3r-find-
ing reliable and valid means to get information
about the outcomes and to measure them; (4)
specifying when during care or following it each
outcome is to be measured, so that it is most dis-
criminating (sensitive and specific) as a measure of
performance; and (5) specifying the degree of

* progress toward each oujcome that can be ex-

pected by good care, given certain attributes of the
patient and his illness.'® In addition to using such
outcomes for retrospective review of care, there is
need to develop methods for using them in con-
current monitoring, as has already been discussed.

Criteria and standards for the assessment of the

- process of care are very widely prevalent and are a

basic tool in current assessment, monitoring and
control activities. In spite of their central impor-
tance as a measurement device, the criteria lists.
have attracted little serious scientific analysis: I
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ways of remedying this deficiency.
BErhaps the first step is to develop a taxonomy
of criteria lists and similar. formulations based

~ shall devote the, rest of this section to proposing .-

’
absShce of one critical element in care rcndcr? the
entire care disastrous, no matter how many brow-

nie points the care can earn in other respects. Of .

course, this could be handled by assigning near-

_ key auributes of their design and its underlyi g infinite weight to such elements, provided the con- P
.- logic. Next would come an analysis of the possible figurations that render them critical can be de- a
“implications of these features for quality assess- .  fined in advance. | ~ -
nfent. The work of Rosenberg!®® is an example of ..,  The problem of weighting could be investigated
‘an initial exploration in this direction. Much more through comparing the items on a criteria list with
work is needed, and soon. - , the corresponding algorithm, and to both implicit’
. - Asa result of the above, or independently, work =~ judgments of qual_it?' and the outcomes of Care.
should proceed on developing and testing alterna- - .'Wor.H that hasa bearm_g on the question of weight-*
tive criteria désigns. One way to go is to develop ing includes that of Richardson,!t® of Hoekclm'an
afgori;h c formats that define more precisely op- and Peters,'!! of LXO"’ and Payne,''* of Hopkins
»' timal or acceptable strategies for management, tak- etal,''® and of Novick etal*** . 17
ing account of frequently encountered contingen- - Another interesting line of inquiry would be to .
cies. The work'of Greenfield and his associates is subject a set of records, 1o assgssment using differ-
ent types of criteria. The coM\jmplications of.ac- 5 Va

an excellent example.'*® Initially, these algorithms

¢derive their validity from exXpert opinion. Ulti-

- # mately, they should be tested empirically, as indi-

.

cated in an earlier section.

When a system of monitoring is designed, it
might be useful to consider the use of several sets
of criteria in stepwise fashion. For example, a sim-
'ple list could be used for screening, with a more
claborate algorithm to be used for more definitive
judgments in cases that fail the screen, possibly
1up‘plcmcmcd by a sample of cases that pass. A

ombination of a concise algorithin with judgments
using “implicit” criteria may be tried out. The
work of Mushlin provides an example of the lat-
ter.* Rubenstein et al. give an examplé of how

. ‘criteria with “laundry list” and algorithmic com-

ponents can be combined into a “decision index.’*3!

As mentioned in the greceding section there is a .

- mutual interdependenct betwken recording*and

assessment. Hence, ong part of the effort to de-
‘velop and use alter
work needed to refesign the record so that the
criteria can be more efficiently applied.

The application of criteria lists to the assessment
of process results, initially, in a “profile” of indi-
vidual criteria that are met or not met. The deriva-

~tion of an arithmetic average weights each item
equally. Differential weights may be assigned to
the several items and a weighted average obtained,
as in the work of Payne et al.*” These procedures
lead to several difficulties. First, a given score can
be obtained by different combinations of perforny-
ance and non-performance of the several criteria
on the list. Are these different combinations
equivalent, or are there combinatorial interactions
that are missed by simple summation? Second, we
don’t know what any given numerical score means.
Is a score of 65 “good,” “fair” or “poor"? Third,
we do not know for certain what the basis for the
weighting is, and -how valid the weights are. Fi-
nglly, a related’ matter, the construction of an av-
erage, weighted or unweighted, does not accord
‘...:.3 +he intditive view that in some instances the

tive criteria designs is the

, useful ¢t

tually satisfying dffferent typerpf criteria should
also be determined and comparéd to the expected
and, where feasible, the actual outcomes of care.
The social process, including group interaction,
that leads to the formulation of, and agreement.
on, explicit normative criteria has been, to my
knowledge, an almost totally neglected area of re-
search. It would be useful tq know how icadership
is exercised, dissent handled and differences re-
solved. The effect of including health profession-
als other than physicians, and of administrators or,
even, consumers should be studied. Similarly, the
inclusion of physicians from a broader range of

spegaalties, for example psychiatry, physiatry or

public health and preventive medicine, might have

an interesting effect. The content of the criteria as .

well as the process of arriving at them might be
influenced. As a subset of such studies, it would be

oMook into ‘ways of expediting the process
of peer concensus and improving the decﬁn by
staff work that provides necessary informmation,
forms or worksheets, and otherwise structures of
the situation. Brook et al. demonstrate the iiseful-
ness of such staff work and, incidentally, comment
on the impact of including a psychiatrist on the
panel dealing with the outcomes of breast
surgery.'* We are indebted to these investigators
for giving us this information. Theré are other
workers in the field who also have considerable

experience in such matters, but who have not _

taken the time to describe it for publication,
perhaps because they have not realized how im-
portant it is. ‘As a simple first step, I would suggest

.that this fund of information be tapped, even if it

produces only descriptive accounts and informed

guesses about what works and what does not
, ‘

*

Monectary measures of costs and benefits The
need to measure the monetary costs of inputs and
the monetary equivalent of benefits arises fre-
quently in assessing quality, asjwc have seen

N/
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already. Precise and valid cost and benefit_meas-
urements are also required to assess the effective-
ness of utilization control and quality monitoring
systems. In addition to dewising rigorous and
standardized cost accounting procedures, there
are some important conceptual problems that re-
quire attention. The problem of arriving at mone-
tary equivalen(s for nonmonetary costs and bene-
fits has already been mentioned. In assessing the
effectiveness of utilization control prodedures it is
possible to overestimate savings, and. be unaware

of shifts in the cost of care. Wyszewianski and I

have indicated gome of the ways in which this may
happen.''® A #eport by @e InStitute of Medicine
provides a good summary.''¢ Factors-to be consid-

_ered are that the days of care saved m{y'_ be less

[ .
costly than the average cost per day. that capital

costs are not reduced preportionately to variable
costs, that the hospital may function inefficiently if

beds remain ‘empty, that the physician may not be
as productive in caring for some patients outside
the hospital, that cxpcndiu;rcs tor cure»given
outside the hospital in place of hospital care will
rise. that these expenditures may not be covered
by insurance, and that nonadmission to the hb!‘pi-
tal or premature discharge may generate future

Costs.
~ .

Specification and
ments

Pl ' .
sting of system-design ele-

s

ady described fit under this

ch and development pro-
jects. These include th design of alternative
criteria formats and record systems. Selected addi-
tional features of system desigiy will be described
below.

Several activities al
new category of rese

/ .

ERIC
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Specifying the appropriate cut-off points in
standards The determination of the appropriate
cut-off points or levels in the standards for
monitoring is a critical design element because
both the yield and the cost of the monitoring ef-
fort are heavily.influenced by that. There may also
be other consequences, for example to the social
-acceptability of the system and dysfunctional adap-

tive reponses to it. An excellent example is the de-

terfnination of the most appropriate “check
points” for recertification of further hospita] stay.
To make this determination it is necessary to
specify.the factors that go into the analysis, to
identify what information .is necessary, and to im-
plement the analysis, first, in model form and,
later, in practice. Wyszewianski and 1 have indi-
cated one possible way to proceed.''® Averill and
McMahon have offered a mathematically more
rigorous model.!!” I consider the further de-

\cl(.) ent and Yesti
ters of high priority:

of these proposals as mat-

; .
Sampling and ‘‘enrichment” techniques There
are two aspects of this subject that tend to overlap
and become confused. The first has to do with the
kind of probability sampling designed to obtain an
unbiased picture of a specified universe of
phendmena. Obviously, this is a critical issue in
many assessment efforts; and much work is
needed to develop efficient means of stratification’
and sampling. Some studies mentioned earlier,
bearing on the heterogeneity and homogeneity of
erformance and the faclors that influence it,
would contribute to the knowledge needed to
sample morczﬁcicmly. - :
There is another kind of selectign which is not
sampling in the statistical sense, but 2 method of
screening. 1ts Mtent is to increase the yield for
monitoring: to hit pay dirt, so to speak. Ideally, a

“method Ss wanted that would pick up every case

that is managed suboptimally, while it excludes
every case that is managed at an acceptable level of
quality. In other words, a screen is wanted that is
100 petcent sensitive and 100 percent specific. In
the real world we, obviously, have to settle for
something considerably short of this.

In considering further research in this area, let
me begin by pointing out that not enough’ atten-
tion has been given to whether totdl coverage is
necessary if a monitoring system is either to give a
Yair representation of performance or to be effec-
tive in achieving improvement in performance.
Samples could be no less effective in achieving
both these abjectives. Pilot studies to verify this
possibility would rank high in my list of priorities.

A fair amount of work has beén done on de-
veloping selection or screening methods that are
‘ntended either to increase the yield from monitor-
ing or, also, to bring about the most efficient sep-
aration of questionable from non-questionable
cases. Examples are the work of Wolfe,'!* Riedel et
al.,1"* Rubin,’™ and Glass et al.'*! Brauer briefly
describes a variety of selection mechanisnry and
gives a longer account of an ‘adaptation of the
method described by Riedel et al, to reyiewing psy-
chiatric care.'?? Certain procedures that begin the
process of review after observation of pgor out-
comes, such as the methods used by Williamson'? -
and by the PEP system,'® can also be regarded as
concentration, enrichment or screening
“mechanisms. Despite all this, relatively little is
known about the effectiveness of such screening
techniques as measured by sensitivity and specif-
icity ratios. Mushlin does provide a test of his
scheme, which depends on reviéwing the records
of ihose whose original symptoms have not im-
proved within a month of reporting for care. For
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_ and specificity of this method are quite impres-

*., sive.? By contrast, the method advocated by Riedel
- et al., which is essentially the selection of statisti-

. (cally deviant cases, does not seem to perform very

A

" HKave seen.'!? B )

, One particular method of selection, that in-

. volved in the “tracer” method developed by Kess-

- -ner et al.,®* has been described in an earlier

section,

Larger elements of design In this section, I want

+ o' call attention to the design of 'the assessment
and monitoring. endeavor as a total system in
which there is a mutually supportive functional re-

. lationship among parts. I have tried to develop
this idea in ap earlier work.!33 Various expressions

. of it are daily seen_in the design of a variety of
» systems including that of the PSRO program. The

+ ' conceptual apparatus and the methods for testing
- such constructs will probably come from systems
en%ine‘ering and analysis, and will embrace both
techinical and social phenomena. Since systems
alysis is another of the many subjects about

. which I know next to nothing, all I can do is to
express the hope that it has something to contrib-
ute. -If it does.not, the work of designing and

, 7 testinig these larger systems will not stop, but the

-underlying principles \that govern design and ef-
. fectiveness will have to be formulated as the
' construction goes on.

Comparative studies of quality using different
approaches : L ¢

A great deal of insight into alternative methads
of assessment can befhbtained when they are

applied to the same set of records, and the résult-.

ing estimates of' quality are compared. An
“excellent model is the early work of Brook,!2+

tation.'?*® More recently, Brook et?4l. have .pro-
posed that separate sets of process and outcome
criteria be developed simultaneously for a number
of conditions, with subsequent comparison of the
ratings of quality accorded to the same care using
both sets.!? The primary purpose in such studies is
not to find new facts about the link between
process and outcome, but, given existing knowl-
> edge, to determine -whether the proper formula-
tions of process and outcome criteria have been
.. made. However, when discrepancies between rat-
i _ ing based on the two sets are found, they could

e thought to be known about the process-outcome
i rel:lnionship. !

IToxt Provided by ERI

well,: judging by the prgliminary reports that I .

par-

ticularly when studied in its more dgtailed pres -

_lead to questions about the validity of what was -

proaches

Irerecent years, a number of promising new ap-
proaches have been developed and tested more or
less rigorously. In most cases, 3 great deal remains
.to be done.' To select one or’ mort of these ap-
proathes and invest in further testing could be
very rewarding, since it would, build on existing
work and benefit from“the advice and, collabora-

tion (and, sometimes, the afterthdughts) of their . -

. originators. In fact, many of the proposals for re-
seardh that I-have incJuded in this review are de-
‘rived from a critical examination of what has been
published about these new approaches. ,

At the risk of some repgtition, let me mention
some of the approaches that I think are most
promising.W'he order in which they appear is not
intended to signify either perceived importance or
personal preference.

Outcomes as measures of quality. The major re-
.cent exemplar of this approach, the . Institutional
Differences Study, demonstrates both its usefui-
ness and its limitations.” The fundamental as-
sumption in this, and similar, studies is that when
statistical corrections are made for known risk fac-
tors that influence outcome,a great deal, if not, all,
of the variation that remains is accounted for by
differences in the quality of care. I believe that a
direct test of this assumption should be attempted
by independent assessment of the process of care,.
using ayariety of methods. I suspect that the re-
sulting ‘correlation between process and outcome
would be low, suggesting.the need for better
methods to standardize for risk.factors, as well as 4
more fundamental approach to process assess-
ment. In particular, the decision to operate or not
was not subjected to assessment in.the Institutional
Differences Study, as the investigators take pains .
te point out. I suspect that many of its anomalous
findings are traceable to this basic weakness. .
The method of assessing proximate and inter-
mediate outcomes of care, so well described ‘by .
- Brook et al.,'* is another promising approach that-
requires and deserves much further development -
along the lines indicated by its proponents. This
- includes extension to other diagnostic categories
or conditions; actual implementation of the
criteria already developed to test feasibility, accu-
racy and cost; and comparison with simultaneous
process assessments. . ~ ‘ -

- Outcomes as cues and motivators for process as-
sessment There is no sharp line of demarcation be-
tween the use of outcomes as measures of quality
in their own right and as screening devices to

" 'select cases for process review. In fact, my attribu-
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"tipn of primarily one function to some methods

- and another function to‘other methods is likely to

be. challenged by their originators and advocates.

- However, I do perceive the approach developed by
~ Williamson!® and used/ by

‘ “Mushlin,? as well as
some basic elements i the PEP method of the
Joint Commigsion on Kccreditation of Hospitals,'°

monitors of outco
on oytcomes.

to fall more con;z/rtably in. the category of

quality based The method described

- by Brook. et al.!* /appears to be intermediate be-

tween the puresf forms of the two classificatory
categories that | have proposed. But none of this
discussion on classification need deter us’from not-
ing the potential usefulness of these methods and
investing effor in their further development. I am

particularly impressed by the simplicity of

Mushlin’s approach, and its great success in

' separating significantly deficient care from accept-

able care. Whether this will remain true when ad-

ditional conditions are tested remains to be seen.

., As to the PEP approach, it offers many opportuni-

~

[}

\‘l » . d .
* Michigan.” A current application using infant

* ties for. further| development, for example the de-
_ termination of responsibility for complications that
occur in -the hospital and the.inclusion of somg¢
outcomes that appear after discharge from the
hospital, as proposed many years ago by Cod-

man.?? To retutn to the distinction which forms

the basis of my classification, if these methods to
indeed use outcomes as monitgrs and screening
devices, rather than as more complete representa-
tions of quality; a clear recognition of this distinc-

tion could lead to simplification of the measures of

outcome and to.their assessment in terx:s) of their
scdeening efficiency. 1 believe that this uld be a
very useful and important dévelopment. -

The occcurence of pl‘cir_cntablc adverse events

- Rutstein et al. have recently reminded us.of the
potential usefulness of this. time-honored method -

of monitoring the health care of a population.t! In
this miethod, attention focuses on outcomes and
other events that are preventable, at least to a sig-

\ nificant degree, when good care is available and is

used. Obviously, this is little different, ini principle,
from the approaches described in the preceding
section, except that’ we are now speaking of popu-
lations rather than of patients. A historically signif-
icant method of quality assessment and control
that probably belongs under this heading is repre-
sented by the activities of the maternal mortality
and perinatal mortality committees originating in
the landmark studies of the New York Academy of
Medicine.'**!*" Since then, much information of
this kind has been accumulated over long periods
of time in mayy states and localities. The useful-
ness of this historical material is demenstrated by a
recént analysis of miaternal mortality data in

rather than assessments of

" {
deaths in hospital, has bee¢n reported recently
fromEngland.!®* The key feature of these studies '
is that the problu}a of attribution js handled by a
case-by-case analysis that leads to a determination.

.of whether there were preventable or avoidable

adverse circumstances and by assigning responsi-
bility for these. Broader application and testing of -
this method, using a wider range of conditions, .
seems to be well worthwhile. ¢

The occurrence of preventable pi'(.)gresiIOﬁ of
illness or disability This is another member of the

‘family of outcome-oriented methods which cannot

be fully differentiated from some of its compan-
ions, except in emphasis. It has particular affinity -
to the preceding category, Preventable Adverse
Events, except that, in this instance, the focus is on—~
the preventable progression of illness from an
earlier stage, which is presumably more amenable
to treatment, to its.later, more advanced and
recalcitrant manifestations. This approach owes its |
more recent saliency to the work of Gonnella and
his associates who refer to ‘it as the “Staging

_Concept.”**!** In one way, the staging of disease

creates more homogenedus categories, so that the
attainment of outcomes can be compared with
greater confidence that.differences are attributa-
ble to care. However, Gonnella-et al. also argue
that the stage at which a disease comes under care,
either initially or at some later date, tells us
something about earlier access to care and the
quality of that care, if care is provided. As in all
outcome studies, the problems of interpretation
are many, but this approach does simplify popula-
tion monitoring to some extent.because the neces-
sary data can be obtained from within the patient
population. For example, a hospital may be unable
to precisely identify the population it servés or to
obtain useful* population data, but it can charac-
terize all, or a sample of, its admissions as to stage
of illness and pfeventability of progression to such
a stage. Further empirical testing is warranted.

Indicator conditionsr “trajectories” and “trac-
ers” There js a large number of studies in which
one or more conditions are selected and the career
of patients with these conditions is followed as the
patients proceed through the gystem. This could
be call the “trajectory” approach, since the em-

+ phasis is on what happens at each successive step

in a progression that is, too often, a tragic Odyssey
of accumulated failures. Examples are provided by
Brook and Stevenson,'?! Starfield and Scheff,13?
Novick et al.!'* and Shorr and Nutting.*® The.
weracer” methed developed by Kessner et al. can
be seen as a highly systematized selection of such
indicator conditions, each with its distinctive
trajectory. The systematizing or organizing device
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_Is a prior conceptual mapﬁing of a field and the

- purposive selection of conditions o represent all
the major elements in that fielgd.**® Another
characteristic of the “tracer" method. is its em-
phasis on combining population and patient dita
to achieve an epidemiologic investigation of the
problems of-medical care. However, this
epidemiologicl perspective could be incorporated
in the “trajectory” approach, in which case each
trajectory becomes a tracer (inore accurately, the

"path of a tracer). Such semantic games aside, there

is much opportunity for further work in this area. 1
particularly like the notion of a planned selection of
“tracers, with a view to systematically sounding the
corpus of medical care-in its totality and to include

both patjents and non-patients, However, since this -

requires: a massive effort, more modest and cir-
cumscribed applications should be tested first.

Second surgical opinion programs An idea that
has captured a wide audience is the possibility of

controlling unriecessary surgery through either .

making available or requiring second surgical
opinions.’*® This is a particularly interesting ap-
proach since it is truly preventive. There are many
opportunities for research and development here,
including !%_sls of the reliability and “validity of
multiple surgical opinidns, acceptance by clients

under voluntary and mandatory systems, accept- °

ance by physicians, effect on relationships among
physicians and surgeons in a community, effect on
initiation of recommendations for surgery, effect
on the client-physician relationship, and so on. To
answer the question of validity, long term
follow-up under: controlled conditions would be
necessary, Such studies are now in progress. 34 A
A . » .

4

Computer-aided management I have discussed
earlier the affinities between computer-aided
management and several facets of quality assess-
~.ment, including the design of records, the identifi-
cation of critical events, and concurrent monitor-

ing. I see this as an area of much fruitful further
development ) ' ’

lntogratlyq measures of quality

I have already said that most studies of quality.
focus on a relatively small segment of care pro-
vided by one professional, and. that there is need
for more “integrative’ measires that include the
contributions of several professionals during com-
plete episodes of care and sequences of such
episodes. 1 have also pointed out that outcome
measures, especially those that are more inclusive
E ‘llC[cm and duration, are by their very nagure,

Aruitoxt provided by Eic:
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. integrative, The approaches that use"the “trajec-
tory" or “tracer" methods also have an integrative
property since they often include outcome as well
as process ineasures, and follow the course of care
through successive stages, levels and sites, so that
they reflect thé cpmulation of deficiencies at each
of these junctures. ’ - :
" There is need to develop methods that incorpo-
rate process and outcome elements that are expe-
cially selected to represent the contributions of the
several professions that are involved- in patient -
care, because these elements are particularly  re-
sporisive to the contributions of each of these
several professions. :

Another way of taking a more complete or
integrated lookgat performance is to use as a unit
of analysis the.eNtire case load of a practitioner or
institutional prowder, so that the assessment in-
cludes not only thé adequacy of care, but also the
optimal allocation of\gesources’among cases.

¥

1

- Applications to speclal areas

On the one hand, there is need to develop -
- IntegrativeNpeasures of the quality of care. On the '
othter harf:i,qthcrc is need to adapt assessment
methods to special populations, to categories of
care, to particular professions, and so on. This is
especially true when an agency or organization
that provides patient care includes very large ele-
ments of very diverse programs, including general
ambulatory and inpatient care, long term care,
physical rehabilitation, care for mental illness and
‘alcoholism, etc. Within each of these categories,
care could aiso be differentiated according to pro-
fession, for example: pharmaceutical services, den-
tal services, nursing care, social work, dietetics,
Physical therapy, radiology, pathology, anés- .

- thesiology, and so on. It is impéssible for any one

reviewer to encompass the literature in all these
pecialized areas. I shall not even try 1o offer’'a
partial description. However, the reader seeking
an introduction might find useful some selected
items that have come to my attention. ‘ ’
Freeborn and Greenlick have attempted to Sys-
tematize approaches to the assessment of ambulat-
ory care.'* Christoffel and Lowenthal have re-
viewed thie newer methods that are available.136 A
publication of the American Society of Internal
Medicine provides a recent anthology on ambulat-
. ory care assessment.'3” The American Nurses As-
“sociation has performed a similar_ function for
‘methods of assessing nursing quality.'3% A collec-
tion” of papers in the quality of pharmaceutical
services can sefve as an introduction to that very 4
interesting and ‘important area of application, 139
re will be found in a publication by Knapp and
ith.-1*° A collection of papers on the assessment
of al care; thoﬁgh not so recent, could also be
. \
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- of mental health services in gen
detailed, information abbt one approach, will be
found in a book by Riedel'et-al.!* i '

* imprints itself. on every

helpful, ! Much inforl'nation al{:: the assgsjmem
1, together with

.
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Consumer perspectivés and the consumer’s role
) ) v . . . 1

There are many who are distressed by the near

- total-domination shat.the professionals have exer-

cised over quality assessmen, from, its deepest
roots to its most slender branches.&nd yet, it has
been very difficult ;to’ involve the consumer in

* quality assessment in a meaningful way. Aware of

this problem, The Institute of Medicine has iden-

. tified consumer participation as one of five

wpriority areas for quality ‘assurance,” and has
devoted considerable space o it in-ils “research

) ”agcnda.""“ln this section,I shall deal with some
+ ways in which consumers can participate in quality

‘assessment, hoping that 1 will stimulate further
thought, research and.development., .

.9 . . - i

Representing client, values-in the definition of
quality At the root of quality, assessment is a view
of what attributes of care COzlu/s;ti;ute quality, which
' ing that follows. It is,
thcrefore,timpoftant. as1 have argued earlier, that
the clients’ values, preferences and expect
included in thé definition of quality from the very
first. = S :
.The choice of outcomes as a measure of quality
is, in itself, a means for making the notion of qual-
ity easier for the patient to understand, and closer
“to his concerns. But not all outcomes are equally
“ comprehensible or relevant. Outcomes that are de-
fined in terms of physical or social function are

much more meaningful than clinical, physiological

or chemical measurements. The Valuations that are

placed on alternative outcomes, when there is a
choice, could differ not only between clients and

professionals, as groups, but also.among clients as

individuals. All these speculations are subject to .
empirical study, as is the degree to which the con- -

duct of care takes account of client values and
preferences, collectively or as individuals.

» As we said earlier, clients also have preferences
with respect to the progess of care. Generally,

" these focus on the management of the interper-

sonal relationship. One cannot emphasize too

strongly thatin this one aspect of care the patient’
is fully as expert as the professional, if not.more
\ so. In fact, a good case could be made for having

the client set the criteria. of good care in this

A

regard. Clients also have views about the technical

" these are of debatable validity, as when an.injec-
- tion is demanded or, even,

-/

ohs be

" the patient concerning how

.component of the process of care. Sometimes, ..

a hystefectomy.” At

. )

other times, the expectations of the well-informed
client can be quite valid, for, example when more
complete prenatal care is demanded or too ready
_use of some x-ray examinations or of antibiotics is
resisted. In" any event, it would be interesting to
study the influence of such expectations on pro-
fessional performance. ' . X

I have already commented on the dual nature of

client satisTaction: ae"dn woutcome” of care, and as
a judgment on care. In the latter instance, it could

be seen as the patient’s estimate of the quality of

.care. It is remarkable how infrequently the-pa-—

tients' estimate of the quality of care he has
received in a defined instance has been compared
to that of a professioral estimate of the quality of
the same care. The only example that I can think
of was reported by Ehrlich et al. many years
ago.143 This is an obvious arca for further study. -

R

Clients as sources of information For some data
used in assessment the patient is the only .au- -
thoritative source: for example, data on the pa-

tient’s knowledge, opinions, satisfaction and the

'~ like. For other data, the clfent is am alternative or

verifying source: for example; concerning services

received and assessments of function or disability.

There is much room,for research on ways of
obtaining reliable and valid information at low"
cost, and its incorporation h}to quality assessment
and monitoring activities. o ’
It is perhaps ironical that “the patient’s'record,”
in any medical setting, is not only totally barred to
the patient, but also-contains no direct entries_by.
he . feels, what he
knows, or how he perceives his care. It syould be a
fascinating experiment to se;\;{l:tzg/i? would be -
possible to have the patient
record, either-in narrative form lor "as checkmarks
on a list of questions. It has been suggested that
patients might be ‘unwilling to express~negative
feelings for fear of reprisals. This -is subject to
testing and, if verified, entries might be made on a
separate document that only later becomes part of
the record. Even the answers to the question,
“What was the one best thing that happened to you
today?"‘would be most revealing. S

-«

Participation in monitoring ‘Participation in
monitoring can perhaps occur indirectly and in-
formally through the manner in~which ‘the well
and participates in the client-practitioner interac-
tion. This is a matter that can be studied.

tries into the -

. informed patient responds to physician initiatives ." .

A specific example of this more gcncral‘category ..

*

is the degree to which patients participate in sec-

ond surgical opinion programs and how they react;

.

to n0n-co,nﬁnha;?on of the initial recommenda--

tion. There is alfeady evidence that participation .
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should be required by law, and have speculated on

g '

in voluntary programs is not high and that patients "

- do not always act in accgrd ‘with a second recom-

mendation, whether it I confirmatory of the first

or not.'"!% Atempts could be made to alter client
behavior and to test their success.

- Some have argued that the paient'’s medical

record should be acgessible to him at all times.

‘havc proposed that this

“the possible advantages and disadvantages that

might ensue.!*¢ Stevens et al. describéd experience

with “an “actual trial which suggests that at least
some patients can ‘participate usefully in monitor-
ing their own care, while others either carinot.or
~ are unwilling to try.'*® More work is called for.
It is not clear, Yo what extentfpatients can
participate in a more structured arid formal man-
_ner in-monitori the care they themselves receive,
“ but there are many opportunities to find out. For
‘example, Bouchard et al."*® and Burger'*’' have
reported on experience with involving the patient

_in auditing the problem-oriented record .by having -

the physician’s evaluation sént to the patient for
comment. , . L

'Membership in audit and utilization review
.committees As far as I know, the inclusion of
“clients'on audit and utilization review committees
_is virtually unexplored territory. Goldblatt et al.
. describe professional resistance to inclusion of
consumers on such committges in a project on
mental health evaluation.!*® But, they alsq note
very briefly that a “consumer opinion subcommit-

tee” that ‘independently investigated clients'
opinions about care and analyzed complaints 6f
- referring institutions and practitioners” influences

selection of topics as well as cases for review. In
. this way, “consumer dissatisfaction could: be
turfed into criteria for good care.”'*® In the same
‘way, consumer participation on grievance com-
‘mittees and similar bodies could be linked to the

activities ‘of quality assessment. There is urgent

need for careful trials of a variety of mechanisms
for involving consumers directly and indirectly in

quality assessment and assurance.

’

Patient contributions to care The importance of . .

'the client-practitioner relationship to quality as-
sessment has been a recurring theme in this paper:
The care of the patient is a joint enterprise which

.includes contributions. by the patient as well as the |
‘professional. Quality assessments of care may give
‘the professional too much credit for success or too -

" much blame for failure unless careful attention is
given to the role of the patient. But, there is much

; more involved than simply deciding who is respon- .

- 'sible for. what. The assessment of the patiént’s
- O hition .to. his :own care and study of the
o ERIC™OT 1 M-own e and stady of th
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factors that influence that contribution, is a legiti-
mate and important.area of research in its own
right. '

Quality aesessment and monitoring as a social
process

© Perhaps the most difficult problem's in estab-
lishing quality and utilization control mechanisms,

-

{

and in operating them effectively, aré social rather

than technical. It is of the utmost importance to
redress the imbalance in past and current research
by paying at least equal attention to quality
monitoring and control as a social process. In my -
earlier work, I have described briefly the kinds of
factors that provide a context of quality assessment
and monitoring.'* I have also speculated on the
nature of the factors that iffluente the éffective-
ness of monitoring and review.'** More recently,

Freidson has grcscmcd an incisive analysis of the:

social process’n the implementation of PSROs “as
part of a larger class of issues connected ‘with the

'social psychology of work and its control."1%° Ad-

ditional speculations, from a more operational
viewpoint, can be found in a series of comments on
a paper by Morehead,'®! and in a paper by
Bellin.!** Jacobs et al. describefand discus$ factors
in the implementation ©f the” PEP system of as-
sessment developed under the auspices of the
Joint Commission on Accreéditation of Hospitals.?®
Goldblast ‘et al. give an excellent account of ex-
perience with: utilization review committees.in a
collaborative project in mental health evalua-
tion,!*® Using these sources, and others like them,
it would not be difficult to formulate.a series of

" hypotheses as a starting point for-research. But *

there remains a great and urgent need for an

approach to the study of the implementation of .
" quality monitaring that rests on a sound, and
systematic coriceptual base. The development of ~ .

this conceptual foundation 'is, itself, an area of
scholarly research. However, it is likely that no
unifying framework will emerge, and that this
social phenomenon, like allathers, can be seén and
understood using a variety of theoretical con-
structs that are provided by econémios, political
science, sociology, organizational theory, an- .
thropology, history, law, and so on. My pessimism

- notwithstanding, the student of medical care or-
- ganization will ‘continue to hope that, in some way, ..

relevant contributions from.the theoretical ‘trea-

"sure of . all these. disciplines can be brought to-

gether coherently, so he can understand -fully the

‘problems that he faces.

At the broadest levél, there is nécd to under-

| stand what might be called the politics of quality

monitoring and control. This could include the
role of government, of the organized professions,
of the grganized constituencies, including the
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health insurance sector. The interrelationships be-
tween regulatory government agencies and the or-
ganized profession is a particularly critical area for
study. All these forces need to be understood s
they interact at national, state and local levels.

At the level of-thc'lmspimI: and similar institu®
tions, it is important. to understand  the- power
relationships within the hospital ‘as well as those
between the hospital and its environment. ‘The
organization of physicians in the immediate envi-
wofmerit of the howpital and within it is i particu-
larly critical element. Comparative studies of
hospitals that have different goals and/or are
differently organized could be quite revealing.
Such studies might include comparisons of
government-owned to community hospitals, aind of

hospitals that emphasize teaching and research to .

those that confine themselves to patient care.

The local PSRO functions as a key link between
the hospital and the grganized profession in its
environment, and between the latter and gov-
efnmental regulatory and financing agencies, as
well as other third party payers. The dynamics of

PSRO operations should "become, therefore, an -

object of intense scholarly scrutiny. Unfortunately,
it is quite likely that this will be countered by an
equally intense determination to avoid being
ttudied. Nevertheless, careful study of the PSRO

as a social organization is absolutely necessary, and

openess to such study should be a condition for
formal recognition. v :

In this progression from larger to smaller social
units the next critical-level is that of the audit and
utilization review committees, where much of work
of assessment and monitoring is done.” The struc-
ture and roles of these committees should be
studied in differently organized hospitals. with
differing linkages to the local PSRO. The
dynamics and effectiveness of the comittees are
likely to be influené¢ed by the structure of the

-¢ammittees themselves, including variations in

“who is represented on the rhembership roster, and -
how the committee is linked, structurally and

functionally, to centers of power and inflagence in
the hospital as a whole. 1nyan earlier section, ]
mentioned thc,impg)rla'g/c
dynamics of developing thg criteria and standards
that operationally define quality. - N
At the most disaggregate level of analysis one
finds, as always, individuals who hold key roles,
and who carry on their shoulders, as it were, the
burden of the most massive of social enterprises.
Depending on whether these persons are seen as
prime movers or mere pawns, their behavior
either determines or reflects the manner in which
the total -enterprise ultimately functions. In this
instance, I see as if at the focal point of some giéwnl
lens turned to the sun, the lonely figures of the
“nurse coordinator” and medical adviser.” If I had
a choice, 1 would go first to these, and try to un-

e

e of studying the _-

derstand how they work-with each other, and how
cach r*,ncd structuraljly and functionally to their
respective peer groups, to the internal utilization
and andit .committees, the glinical department
chiefs, the chief of staff, and the hjospital adminis-
trator. ‘There are usually others who are important
as leadets. (hough informally; and still others who,
like the pathologist, can have disproportionate in:
fluence because they control infofmation critical to
the assessment and, its conclusions.

And, finally, what of the individual pl;ysicians

“themselves, who are the object of this seentingly

unrelenting scrutiny? The manner in which they
respond individually, throug their formal and in-
formal groupings within the ospital, and through
their many-tiered and interfocking professional
ogranizations, including the PSRO, determines
whether the program achieves its objectiyes, or
whéther it is so watered down and subverted that it
becomes a ponderous and costly apparatus, mak-

" ing a brave show, but achieving little.

Eﬂce\tlvoness and the factors that Influence it

Finally there is no way of escaping. the most
momentous of il!.l questions: whether guality and
utilization review -activities are effective, and suffi-
ciently so, to justify their immense social and
monetary cost. It is remarkable that even now,
when we have made a political decision to con-
struct the awesome machinery of the PSRO, the
answer is that we do not'know. omeYyears, ago I
reviewed what was then known about the effec-
tiveness and costs of quality and utilization review
mechanisms.!?3 Very recen
Institute of Medicine reasse¥sed the situation not
only by reviewing the literature but also by ob-
taining information directly from operating pro-,
grams.}'¢ My conclusion was that ifi some instances
there was success, whereas in others there Was
failure, and_that we did know for gertain what
accounted for either, though one could speculate
at length on the matter. I understand the cdndu-'
sings of the Institute of Medicine to be not much
different. It is stilk not clear what hospital.medical
aulits accomplish, if afything By contrast, .the
utiization control programs of hospitals’ occa-

sionally report savings, but these tend to ,
estimated because of improper dccountiag@
sumptions. Ambulatory care claims review, where
studied, has been cost effective, but this is mainly
or entirely due to the administrative component,
as distinct from professional peer neview. All these
“savings,” when they do occur, are to the fiscal
intermediaries. The social costs can be shifted. As
to the effect on the health of people, almost
nothing can be said.

~ There are many reasons for this rather dismal
state of affairs, The most fundamental are the
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abscmc of sound mmcptu.lllmuun of the problem
to be addrcucd the deficiencies in the basic tools

- of measurement, and the absence of soundly de-

" cies,

signed and properly controlled studies, No ac-
cumulgtion of case reports from operating agen-
}‘h matter how lengthy, can resolve these
problems. Case studies do, however, have the vir-
tue, of generating hypotheses for further testing.
In subsequent sections. 1 will suggest some arcas
for study. without,irying te cover the entire range
of possible research: It will become obvious to the
reader that there is much overlap between these
proposals and others that were made earlier under
different heatlings. In particular, there is a close
tic between the specific considerations that come
up in this section.and the issues that were very
broadly sketched in the prcccdlng section on Qual-
ity Assedsrient and Monitoring as a Social Process.

-
.

Changes in physician and client behavior It, is
important to document the changes that occur in
the behavior of physicians and other practitioners
as a result of instituting quality and utilizagion re-

view mechanisms. Rather simple before-after -

studies are useful; but, where possible, contem-
poraneous controls should be provnded In these
studies, it is necessary to kccp in mind, and look
, for certain "dysfuncuondl behaviors, such as a
tcndcncy to lengthen stay up to the “checkpoint,”
or to discharge prematurely, as a response to a cer-
tification program; the.hkc‘hhood that physicians
- will “manage by criteria,” resulting in many re-

" dundant procedures; and the possibility that eva-~

sive actions will be take, for example by using a

different diagnostic nomenclature or by moving.
patients to other settings. It is safe to say that ev- -
- erything that human ingenuity ¢an devise will be

used to tame a regulatory mechanism, and the re-
searcher must be prepared to anticipate and study
such behavior. Some attention to possible adverse

- or unintended effects can be seen in an interesting

/

paper by Brian on the impact of a utilization con-
trol program in California.'3? Brian concludes that
the ‘program”was effective without evidence that
needed care was denied or costs shifted to others.
In direct contrast, two reasonably well controlled
studies of a hospital-stay _recertification program
-in Perinsylvania showed no effect on hospital use
even though the state Medicaid agency was much
impressed by the reduced rate of unjustified
stays.'**:!3% A reasonable, though unverified, ex-
" planation qf-this discrepancy is that the program

did- not alter hospital use, but did improve thd
- documentation’ neédéd to obtain payment for ‘

‘care.*** If so, it is only proper to ask whether this
new documentation is a better representation of
the truth, or only a more credible distortion. To
the extent that it is the latter, we may, ak a society,

be lurmng o\t\ c m?l expensive Fcuon _every

'n!
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} included the client in the title of this skction
because of a conviction that any change in the be-
havior of the practitioner is likely to have i un-
terpart in the cliem. Alimost no consideratton has
been given to client behayjor in studying the ef-
tects of quality and atilization control mechanisms,
and I am not sure that there will be any, unless
considerable costs are shifted to the client.
Nevertheless it fs interesting to speculate whether
patients may be more- llkcly ta patronize physicians
who are less scrupulous in accepting the strictures
on hospital admissions and length of stay. Might

‘the patient develop symptoms when informed that

the approved hospital stay is about to expire?
Could the local hospital lose community support
for seeming to repgatedly refuse admission or to
throw patients out?

<o

Effect of technical design characteristics | have’
discussed in an earlier section some technical de-
sign elements that m:ght influence the perform-
ance of the quality monitoring system. The rela-

‘tionships to effectiveness could be inferred from -

observations of existing variants or tested by inten-
tional manipulation under controled conditions.
Examplés include studies of the effects of differ-
ent criteria formats, of varying the hospnal stay

recertification chcckpomts. and of testing the -

cost-to-yield ratio of alternative sampling and en-
richment schemes..

Intra-institutional “social design” characteristics

This category subsumes'a very large area much of

. which I cannot see clearly. | will mention only a’

-

few of the more obvious kinds of studies.
"+ It seems to me that the legitimacy of the quality

monitoring effort in the hospital, and the degree

of commitment to it by its key figures would be a ~

very important factor in the effectiveness of this
effort. The” written and verbal declarations of
board memhers, gdministrators_and physician
leaders would be one source of direct information.
Perhaps more valid would be the inferences drawn
from how the assessment and monitoring effort is
structured and how it functions. Much can be
learned from an examination ®f who chairs the
audit and utilization review committees, and who

‘the members are. It is also important to know what

decision-making power the committees have, how
their reconmendations reach the executive eche-
lon in the hospital, and the degree of influence the
committees have on. tpe key centers. of power in

the hospital.
The. legitimacy of the criteria and slandards!

incorporated in the monitoring system could be a

“particularly important factor. One significant vari-

able is whether the criteria are externally imposed,

developed internally or a mix of the two. If the

"33
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.+ eriteflin are, i leas to some extent, internally
develope, the degree of participation in criteria
| formulation may Influence the adherencg to. the
criteria by the physicians as a whole, or may dif-
ferentiate between participants and nonparticip-
ants with regard to adherence. If the criteria are
externally sponsored, the identity of the sponsor
could be important: for example, whether it 18 an
insurance carrier, a government agency, the local
PSRO, the Joim Commission of Accreditation of
Hospitals, the American Medical Association or
" one of the specialty societies. In a large system
such as the VA, sponsorship by the central office
versus the local institution could be a differentiat-
ing variable! .
‘The structure of sanctions and incentives as it
();ans on individual practitioners cannot fail 1o
have an important effect. One feature is whether
the mnnimri’ﬁg system confines itself 1o studies of
patterns of care or whether it goes beyond that to
identity individhals whose practice is called into
question.. The methods used to communicate and
interpret findings are determined to a large extent
by’ the initial decision to identify or ngt identify
individuals; but. irrespective of that, there are
many options. Newsletters, general staff meetings,
. and meetings in smaller departmental or sub-
departmental units could have different impacts.
It is also imgportant who is"responsible for com-
' municating the information; the nature of his
involvement; and whether that person meets with
the entire $1aff, a small group, or a single indi-
e

N vidual. -

Q
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More important still is the manner in which
findings about performance become instrumental
in influencing the careers of individual practition-
ers. It may be that the major consequence. of
nonadherence to standards is-approval or disap-
proval of payment by an insurance carrier or

ghvernment progrant. While important, occasional’

_bBrushes with a third party payer may not ‘be as
- b.. . . L) . ‘ -
effective in influencing behavior as would be the

certain prospect that the physician’s performance .

record will be considered in determining his prac-
tice privileges, promotions, access to prestigious
appointments, and other organizational .rewards.
The use of rewards and their possible impact
should: receive serious attention. Would it be pos-
sible, for éxample, to grant riority in admission to
the patients of physicians ®ho have a consistent

‘rccord'de_ very few unnecessary admissions or
stays? While the/ absence of a reward is, itself, a-

punishment, it could well be that there-is a signifi-
cant difference between a system that focuses on
punishing wrongdoers and another that stresses
~.gewards to those who have an excellent record of
performance. Finally, any incentive system will be

inoperative if Knowledge about it is not shared and,

if its certain and impartial implementation is in
question. '

AR
'

i

/ .
/ Poor performance is not always primarily at-
tributable to individual failure. Quite frequently
there are organizational problems that ‘interfere
with good work by practitioners. In that case, and
often when individhals are at fault, it is necessary
to make changes in the organizatidn, ‘This requires
the full support ol those who hold executive

power. Hence, the manner in which the quality .

[ monitoring system is linked to the executive, and
the natre of its influence at that level, become
critical elementy in studying the factors that nod-
ify performance.

Education, cither alone or in conjunction with
sanctions, features prominently in attempts -to
bring about change in the behavior of practition-
ers. The variables that are likely to-influence ettec-
liveness include, first, the relative emphasis placed
on education as compared to sanctions. Thep,
there are different educational strategies that
could be mgqre or less effective. On distinction

. that has been the.sybject of much sp
that between an educational program baged on
topics of general interest and on is guitled by
.audit results. The latter approatir<canbe highly
individualized by tailoring continuing education to
the deficiencies in an’individual’s performance. It
is also claimed that participation in audit and re-

3

view activities is itself educational and helps'moti-

vate change in behavior. All these speculations, as
well as other hypotheses about the differential ef-
fectiveness of alternative’ educational strategies,
are open to testing. - :

_ Strategies of client education are also a relevant
variable, since patient cooperation may be an im-
portant factor in achieving the objectives of quality
and utilization review. : ‘ o

Supra-institutional “gocial design” characteris-

tics The sanctions and incentives inhereint in -a

quality monitoring and control} system may act on

the institution as a whole, in addition to ‘their
effect on individual practitioners. The interests of

the institution are likely to' have great impact on |

how committed it is, as a collectivity, to quality and
utilization control. For example, it is generally
' believed that when beds are plentiful, neither the
institution nor individual physicians are motivated
to keep patients out. Self-interest. works 'in pre-
cisely the opposité direction_to.the objectives of

utilization control. The same; is true ife budget.

allocations to an institution depend on occupancy

levels, and if savings from more prudent manage-

ment cannot be retained by the institution.. In
some situations, it may be possible tqo vary such
factors under reasonably controlled conditidns and
to study the consequences. . ‘

The nature and extent of participation in

“monitoring and control by an external agency'is .

§robably a critic_al factor in effectiveness. Such an
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external agency might'be an insurance carrier, a
government agency, or & PSRO. In d system such
as that of the VA, the central office probablybears
a pasallel relationship to the local hospil. Yhe
rejationship Between the external ugeficy and the
intra:institutional quality monitoring appuratus
can ‘be structured in a variety. of ways, and the
consequences examined. For example, under the
PSRO program, the hospitpl may be delegated,

- partially delegated or nondelegated with respect to

ggallty and utilization control activities. The
RO, or the analogous external agency, could

b

L /-

obtain reports from ihe institution under iy .

supervision, duplicate certain review activities, in-
dependently-obtain data additional to those hvail-

. able to each institution, analyze and interpret data,
engage in consultatory and educational activitids,

and so on. It may even be feasible to have hospitals

take turns reviewing each other. The effects 6f
cach of these activities, and of the various ways in”

which each can be implemented, are legitimate
and important objects of research.

L\
.

Social-organizational characteristics and medical

technology Based on more general work in or-

ganizational behavior, Scott et al. have

hypothesized that a given organizational form may -
- be more or less effective in influencing perform-

ance depending on the technological characteris-

" tics of the work being done.”™ Somewhat along the

same line, though independent of the work of

" Scott et al.,, Wyszewianski has hypothesized that

the effectiveness of a specific quality control pro-
cedure is influenced, amorg other things, by the
degree . to which -it” fits specified technolofical
characteristics 6f the task whose performamce it is
designed to influence.!®® Further research along
these lines may provide insights into the effective-
‘ness of discrete quality control practices, while
making a contribution to organizational theory.

-

\J

-

N Case studies of successful and u'n_su.cccuful pro-
grams. There is lively debate aboiit the usefulness

contention that tase studies are affaluable method
for generating hypotheses is coliutered by the
argument that it is impossible to understand any-
thing about real life situations unless they are

of case studies as 'a method fpr: research. The

-viewed and interpreted in preformed ways. Case

. studies cannot gcg!;c(ate knowledge out of ignor-

- ance. However,
framework that suggests to the investigator where
. to look and what kinds of things to look for, case

#en some general conceptual

- studies, 1 believe; can nudge the mind into new’

formulations that' draw on what was formerly
laterit or only dimly perceived in. the investigator's

. -thought. Besides, the participants in the events

©__are under study have their own views and

”

liant succesies

, Conte{fectl\ignéu and

-reduction in . “unnecessary”- care. These savings
* have to be set aginst the expenditures that migz

1

" explaniations of what these &veuts Wnean. These

are, in a way, fragments of theory and snippets o
hypotheses; and in these bits and scraps she aler
investigator 1pay find the rouglt outlines of som
new insight. \ :

It seems reusonable to begjn the investigation by
examining® sty

gd abject failure. The factors that
Phavenessshauld be more sharply.
Witesc' large contrasts: But, fur-

. ugh, the éxamination of in-

hYpolhft:scs. MR ,- L
cost-henefit studies So far,
in "this section, 1 Ha¥e dealt ‘with documenting
changes in behdyiof and in identifying the factors
that seem to enhance or deter such changes. But,
ultimately, a determination has to be made
whether any given monitoring mechanism is wor-
thwhile, and which among dlternative mechanjsms
is to be preferred. This requires the comparisgn at

_least of costs and effects, and, prefergbly, of costs
“arid benefits. For example,.a committee of the

Institute of Medicine has estimated. that an exten- .
sion of PSRO activities to cover all inpatient apd
ambulatory care would require a yearly expendi-
ture of 1% billidn dollars.!'® What do we get in .
return? . ' ‘

The returns to a program of, monitoring quality
and utilization are partly monetary savings due to

t
result from'care that is added in order to improve

quality, but also due to redundant care masquerad- '
ing as “quality.” I have -already discussed briefly

_the difficulties in measuring these savings and cx-ﬁ\
' penditures, and emphasized the need tguclearly

identify their social incidence. When thats done,

the cost of establishing and operating the monitZD‘

ing apparatus must be carefully determined so,j
can be set against the monetary balance of its con-
sequences. But,no mjtter how carefyl and accu-
rate the balance sheet of savings and expenditures
is; a definitive judgment cannot be made unless it
is possible to measure the impact on health. The
megsurement of health and the assigning of a
mo;etary value to it has also been discussed in an

~ earlier section. Seeing how difficult a task this is,

we need not wonder that the effectiveness of so
much that is done in medical care and its organiza-

- . tion remains less than completely evaludted:

-

- 35

grply contrasking situations of bril- '

4

termediatc Emuaps Wotd havets follow. Andall__.
Ahis inust lead 10 fmore.yigorous testing of specific
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The task of ‘teviewing the extent of current

* ignorance and of indicating ways of remedying it

calls for an approach that the reader may find
overly critical of what has been accomplished; and
of what can yet be done, in the world of actiqn. As
I said at the beginning, it would be foolish to argue
that all efforts to monitor quality must cease while
we seck certainty about a near-perfect solution. On
the contrary, we must continue to act based on

‘what we now believe to be reasonable and feasible.

But, we.also need to find out whether we have

bccag_cgge_ct in aéting as we have, and to learn how
to do Better in the future. I hope that this paper

has made a small contribution to that comin'uing
quest. :

g e
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