
At a time when the problem of quality medical care is becoming of
increasing concern to the health profession this statement prepared for
the Program Area Committee on Medical Care Administration is
highly relevant.

THE MEDICAL AUDIT AS AN OPERATIONAL TOOL
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THE two major questions that arise
when studies of the quality of med-

ical care are considered are "What is
quality medical care?" and "How can it
be adequately measured?" Both defini-
tions and measures, as well as study
objectives, are legion. One excellent defi-
nition of care has been given by Essel-
styn:

Standards of quality of care should be based
on the degree to which this care is available,
acceptable, comprehensive, continuous, and
documented, as well as oni the extent to wvhich
adequate therapy is based on ani accurate diag-
nosis and niot on symiptomatology.y

Within the boundaries of this state-
ment lie at least seven areas to evaluate,
and areas which cannot be readily meas-
ured by the same instrument. Quantita-
tive measures of brick and mortar, sur-
v-eys of patient attitudes. components of
adequate documentation, to say nothing
of defining accurate diagnosis and ade-
quate therapy, are all areas which would
profit by established measuring tools.
The need to develop a method of study

that is efficient, reliable, objective, re-
producible, and universally accepted has
Ieen recognized by all those working in
this field. Yet almost every worker in
this area has also come to the conclusion
that the clinical judgment of the attend-
ing physician is also a major factor and
that this aspect cannot readily be meas-
ured with precise tools.

Lembcke, who in his development of a

scientific method2 attempted to minimize
subjective judgments, allowed for a
standard degree of compliance which
could vary from 50 to 100 per cent ac-
cording to the specific disease selected.
This wide margin was felt to be neces-
sary in order to allow for a place for
clinical judgment in those disease cate-
gories where detailed standards or cri-
teria for optimal care would not have
encompassed all the variations of the
pathology manifested in different indi-
viduals.
Among the substantial efforts inade to

assess quality was a method developed in
the studies of medical care delivered by
the Health Insurance Plan of Greater
New York which, while failing to a con-
siderable degree to contain components
of an ideal measurement, was yet very
effective in relation to its objectives.

The Health Insurance Plan (HIP)
Studies

The level of medical care provided by
the 32 medical groups affiliated with
HIP and the adequacy of the financing
of care have long been matters of dis-
cussion between the Board of Directors,
the Central Office, and the medical
groups.

In 1948 Makover reviewed clinical
records of specified types from each
medical group.3 The results of this re-
view, combined with selective attributes
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of the group facilities and administrative
policies, led to a rating for each medical
group. The findings and recommenda-
tions of this study were very useful in
specifying areas in need of improve-
ment.

In 1953, during contract negotiations
between the medical groups and the
Plan, the subject of quality again came
to the forefront. The medical groups
maintained that additional financing was
essential to provide the highest level of
care; the Board of Directors responded
by asking what the existing level of
care was.

Immediately following the negotia-
tions a study team was organized by the
Central Office to conduct studies of the
quality of care and to make recom-
mendations for improvement, should de-
ficiencies be found.4
An outstanding clinician, Dr. I. 0.

Woodruff, was selected to head the study
team. An associate medical director (the
author) from the Central Office staff was
assigned full time to this project. Dis-
cussions regarding the scope and meth-
ods to be used were held with a wide
range of physicians and health workers.
During this period alternate ways of
evaluating care were discussed. The use
of indexes ranging from death and mor-
bidity rates to the more sophisticated
technics developed by the Commission
on Professional and Hospital Activities
(PAS) was accepted as a valid and use-
ful way of demonstrating differences in
the various components of health care;
e.g., hemoglobins, urines, length of stay.
It was felt, however, that such measure-
ments alone were not sensitive enough
to enable judgments to be made of an
individual physician's performance, for
there was early agreement that the es-
sential element in the provision of med-
ical care is the professional judgment of
the attending physician trained to per-
form in accordance with the accepted
present-day standards of treatment and
knowledge of disease.

Prior to developing the evaluation
method, it was also agreed that:

(a) Determining performance levels of in-
dividual physicians, as opposed to an over-all
group profile, would enable more rapid strides
to be made in the improvement of care.

(b) The study would deliberately not cover
the highly important areas of patient attitudes
or their degree of satisfaction. The study
would be directed toward the level of pro-
fessional quality; for, despite the importance
of a satisfactory patient-doctor relationship, it
cannot be accel)ted as a substitute for poor
professional work.

(c) The study would initially encompass
clinical fields providing the greatest volume of
service-namely, medicine, pediatrics, surgery,
obstetrics and gynecology, pathology, and
radiology.

Outstanding clinicians with no prior
association with the Plan, were selected
for each of the fields to be studied. All
of the team members were affiliated with
teaching institutions and, to avoid the
problem of ivory tower standards, were
also engaged in clinical practice. The
decision was made that the clinical judg-
ment of the surveyor was to be the
yardstick against which individual per-
formances would be rated.
The original study design envisioned

a rating derived from three components
for each group physician:

(a) Assessment of the performance of pre-
ventive health measures (for pediatrics, medi-
cine, and obstetrics only) from a review of
records.

(b) Assessment of the management of ten
cases of specified illness from a review of rec-
ords and discussion with the physician.

(c) Responses to a questionnaire regard-
ing administrative and professional relation-
ships between the physician and his medical
group.

As the study progressed it became ap-
parent that the review of the ten cases
of illness was most useful in the delinea-
tion of problem areas and in identifying
physicians who were in need of greater
supervision.
The rating of quality in the preven-

tive health field consisted of numerical
weights being given for the presence of
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specified items in medicine, pediatrics,
and obstetrics. The only rating in this
area that was of a subjective nature was
the judgment pertaining to the quality
of the recorded history and physical
examination. The results of this aspect
of care showed uniformly good results in
the fields of obstetrics and pediatrics
and uniformly poor ratings for the fam-
ily physicians in the departments of
medicine. Although the findings from
the latter group could be translated into
recommendations for the group as a
whole, it did not serve to distinguish
levels of performance between individual
physicians.
The questionnaire, relating to profes-

sional policies and practices such as the
use of the Visiting Nurse Service, indi-
cations for referral, and postgraduate
educational courses, failed to be a useful
tool. Far too frequently the correct an-
swers were supplied, but the indicated
action failed to take place in patient
management.

Obviously, the way in which the ten
cases of illness were selected for review
was a crucial point in the study design.
It was agreed that no purpose would be
served by a random selection of cases,
because either the majority of patients
coming to the family physician had con-
ditions that were of a self-limiting na-
ture, or sufficient documentary evidence
for supporting the diagnosis would not
be available. The decision was made
that cases would be restricted to specific
major illnesses where confirmatory evi-
dence would be expected.

If the same number and type of cases
in the same stage of disease could have
been selected for each physician, then
in all probability more serious efforts
would have been made to provide de-
tailed criteria for each condition to be
studied. For the more than 400 family
physicians in the Plan, this was clearly
not possible. Diabetes, hypertension,
coronary artery disease, peptic ulcer,
anemia, and kidney disease were the

conditions selected for review in medi-
cine. Cases of carcinoma and liver dis-
ease were included when encountered.
It was felt that these cases would need
fairly extensive diagnostic procedures,
involve the group specialists and facili-
ties, and would require the physician to
exercise more skill and acumen than are
required by more common conditions
such as respiratory infections and minor
trauma. An attempt was made to select
two cases from each disease category
mentioned in order to obtain a broad
picture of physician performance. When
this was not possible the list was supple-
mented with other chronic diseases.
The source for selection of cases was

a form which each physician submitted
monthly to the Plan's headquarters and
which included the patient's name, iden-
tifying data, and a tentative diagnosis
of the condition for which the patient
sought care. A list of cases was de-
veloped from a review of three months'
submission of these forms from each
physician for a period six to nine
months before the date of the interview.
The internist on the survey team in-

terviewed each family physician at the
office where he saw the majority of his
HIP patients. The average interview
lasted about two hours; the range was
from an hour and a quarter to three
hours. Payment to the surveyor was ini-
tially made on the basis of an hourly
rate. For this field, it was later changed
to a monthly retainer which was based
on an expected number of weekly inter-
views. (Surveyors in other fields were
paid a set amount for each group
studied.)
The surveyor asked for the first ten

available charts from a list of 15 cases
of illness. He reviewed each case record
and entered on an evaluation card (see
Appendix A) a rating of gocod, fair, or
poor for all items listed. The cases were
then summarized on the back of the
card, where all laboratory work, x-ray
studies, and consultations were noted.
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The dates of the first and last visits and
the total number of visits were recorded.
The charts of patients who had made
only one visit, or who had been com-
pletely worked up before being seen by
the family physician, were omitted. The
surveyor also enumerated those items
which he felt were indicated but not
done. The cases were discussed with the
physician who was given the opportunity
to comment on each case and, in theory,
supply missing information. This aspect
of the study method was not felt by any
of the surveyors to be of value. It in-
variably placed, the physician being re-
viewed on the defensive and became an
apology for his record keeping. It did
not serve to elucidate further under-
standing of the clinical handling of the
case- a very sensitive area when com-
pared to that of record keeping. On the
other hand, the group physicians fre-
quently did not feel these discussions
were thorough enough, particularly when
they felt, as was generally the case, that
a lowered score resulted from failure to
give credit for items said to have been
done whose results were remembered.

Items Evaluated
Each evaluation card contained the

items listed below:
I. Records

A. History
B. Physical examination
C. Progress notes
D. Organization of the medical record
E. Justification of the recorded tentative

diagnosis
II. Diagnostic Management

A. Time involved in obtaining indicated pro-
cedures

B. Indicated laboratory studies, with a mini-
mum of hemoglobin, urinalysis, and
serology required in every case

C. X-ray examinations, with a minimum of
chest film required in every case

D. Indicated consultations
E. Summary of over-all diagnostic handling

III. Treatment and Follow-up
A. Therapy
B. Follow-up laboratory and x-ray studies
C. Adequacy of follow-up visits
D. Over-all management

1646

As previously mentioned, because of
the variety of conditions studied and
the varying degrees of clinical severity,
no attempt was made to have specific
criteria for each disease studied. How-
ever, general criteria were available for
each item; for example:

History
Rating
Good-History includes present illness, family,
and past history. If a complete history is
present somewhere within the chart, an
interim history will be sufficient.

NOTE: If history is adequate in all respects
except that of family history, please
note.

Fair-Record includes chief complaint and
history of the present illness only.

Poor-Record includes chief complaint only,
or nothing.

Each case studied had a potential
value of 100 points. Each item had an
arbitrary weight which was fixed for
designations of Good or Fair. Items rated
Poor received no credit. The general
categories had the following weights:

Weights

Records
Diagnostic management
Treatment and follow-up

30
40
30

The final score given to a physician
consisted of the averaged scores of the
cases studied. To assure uniformity,
editing and scoring were done by the
associate study director.

In order to relate a physician's score
to a level of acceptable performance, a
conference was held with the interview-
ing internists as well as with others who
had been interested in the project. Fortu-
nately, from a methodological stand-
point, the first medical group studied
had 16 family physicians whose final
scores ranged from 19 to 97. After re-
viewing the over-all clinical picture of
the cases handled by each physician, it
was felt that the physicians could be
grouped into four classes, each represent-
ing a different level of medical prac-
tice. Arbitrary lines were drawn at 45,
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60, and 75 per cent. It was felt that any
physician receiving a score of 61 or
higher was practicing an acceptable
quality of medical care. Those scoring
between 46 and 60 were considered to
have below-average performance levels;
and those with scores of 45 or less were
judged to be rendering a poor quality
of medical care. Considerable con-
sistency was noted in the ratings of in-
dividual cases of physicians in the vari-
ous categories; e.g., a physician in the
second rating class usually had the ma-
jority of his cases scored between 61
and 75.
The results of the study were sum-

marized in clinical terms and presented
to each medical group with the case
examples demonstrating areas of weak-
ness and strength of both specific physi-
cians and the group as a whole. Indi-
vidual physicians were given a code
number which was released only to the
group medical director. For physicians
who had received a score of 60 or less,
corrective measures were recommended
-either more intensive supervision by
the chief of the department or termina-
tion of the physician's affiliation with
the group.
An indication of the validity of at

least one extreme of the scoring system
was the fact that with few exceptions
the medical groups concurred with the
study team's evaluation of physicians in
the lowest scoring group' and by and
large these physicians were dropped
from the medical groups.
As individual scores came closer to

the dividing line of 60, greater resistance
was encountered in the groups' accept-
ance of the ratings as valid. All physi-
cians with scores lower than 60 were
resurveyed within six months. Several
years after the completion of the study,
one-third of the physicians whose scores
had been between 45 and 60 had ratings
above 60, one-third had left the medical
group of their own volition, and the
remaining third were still a point of dis-

agreement between the group and the
headquarters office.
The impact of these studies on the

medical groups was felt to be consider-
able. Many improvements were made in
the record systems, administrative poli-
cies relating to patient care, and in the
organization of the various clinical de-
partments. The position of the "chief"
of each clinical department was strength-
ened, as more emphasis wvas placed on
his role in the supervision and responsi-
bility for care provided by members of
his department.
Of equal importance were the meas-

ures undertaken by the Central Office of
the Plan as a result of the study find-
ings. When characteristics of the fam-
ily physicians were examined in rela-
tion to their performance ratings, the re-
lationship that was the most outstanding
was the number of years of approved
hospital training after graduation from
medical school.3 The standards for new
family physicians were raised to require
that all applicants must have had three
or more years of such training before
becoming eligible to join a medical
group.

Another characteristic that was found
to be associated with those physicians
having higher scores was the amount of
total practice time devoted to HIP pa-
tients. This was one added source of
data which helped the Central Office de-
velop plans to achieve a greater number
of full-time physicians within each
group.

During this period, Peterson was con-
ducting his studies of general practice
in North Carolina.' By having an in-
ternist spend several days observing the
performance of a general practitioner, a
score was given to each of the 94 physi-
cians reviewed. The proportion of physi-
cians found to be providing medical care
of below average quality was higher than
that for the below 60 category of physi-
cians in the HIP studies. Certainly,
however, no conclusion could be reached
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that general practice in North Carolina
was below the level of the New York
City HIP physicians. It was our im-
pression that the standards in the HIP
studies were considerably more lenient,
and perhaps unjustifiably so. In the
analysis of HIP family doctors and their
characteristics, three classes were used:
Class I-those physicians with scores
over 74; Class II-those with ratings
between 60 and 74; and Class III-those
scoring below 60. There was evidence
that the Class II physicians did have
different characteristics than those in
Class I, and that the speculation could
be made that a considerable portion of
these physicians might have been placed
in Peterson's lower rating classes. The
idea of using his direct observation
method, particularly for the "follow-up
studies," was considered at length but
finally abandoned, primarily because of
expense and difficulty in obtaining sur-
veyors with sufficient time available.
There was also the feeling that by con-
centrating on the immediate doctor-pa-
tient contact much valuable information
relating to over-all patient management
and follow-up was lost.
The first quality study at HIP took

four years to complete. Following this,
reviews were undertaken of other fields
-allergy, otolaryngology, ophthalmol-
ogy, orthopedics and physical therapy,
psychiatry, neurology, and urology. This
comprised all of the specialties provided
by the medical groups with the excep-
tion of dermatology, which for some in-
explicable reason was omitted. The find-
ings leading to recommendations in these
fields, as well as in most instances of
the specialty fields reviewed earlier,
were with rare exception concentrated
in the areas of professional and adminis-
trative policies. Clinical judgment and
performance were the issues only in iso-
lated instances. This was primarily due
to the fact that the Plan had maintained
high standards for specialists since its
inception, while in the early years stand-
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ards for family practitioners had been
given less consideration.

Problems with the Method

Weighting
The arbitrary assignment of weights

to different components of care was one
of the most difficult areas to defend
against the criticism of the group physi-
cians. In large part, it was dictated by
the volume of material to be studied,
e.g., 4,070 cases for the family physi-
cians alone. In presenting the findings to
the medical groups, every effort was
made to retranslate into clinical terms
all of the lower ratings; this had been
the prime reason for requiring the sur-
veyor to summarize each case. Admin-
istratively, the weighting system was in-
valuable; but it continued to present
problems, not all of which were ever
resolved.
During the pretesting of the evalua-

tion card and its weights, the therapy
component equaled the diagnostic area.
This occasionally resulted in a judgment
of fair or good for the therapy itself with
incomplete information as to what condi-
tion was being treated. For this reason,
the diagnostic management was subse-
quently given heavier weighting. It is
of interest that at about this same time
Butler and Quinlan were independently
developing a rating system for auditing
care for hospitalized patients.7 They had
encountered similar difficulties with ther-
apy rating and had adjusted their
weights accordingly. There was marked
similarity between the two methods.

During pretesting a summary item re-
lated to patient outcome was included.
The motivation behind this item was
admirable. It was designed to answer
the question "Did the physician's man-
agement of this patient result in ameli-
oration of the patient's disease process?"
However, there were too many disease
entities under consideration for such a
question to apply equally to all condi-
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tions. As a compromise an over-all pa-
tient care rating, allowed only five points
out of the 100, was substituted.

Another weakness in the scoring tech-
nic, which was never completely over-
come, was the failure to allow for in-
terdependence among the three areas of
Records, Diagnosis, and Therapy as, in
theory, each was scored independently.
Consideration was given to the develop-
ment of interlocking scores; i.e., if the
diagnostic area failed to rate X number
of points, then the therapy area could not
exceed X number of points. It was felt,
however, that this would be an addi-
tional artifact to explain to the cli-
nicians. To a certain extent the 20 points
allocated for a summary of diagnostic
handling were used to serve this purpose.
The weighting method created prob-

lems in the surgical fields. The list of
cases selected for the review of each
surgeon was divided into Major Surgical
Procedures, Minor Surgical Procedures,
and Consultations. The difficulty resulted
from the allotment of the same weights
to each type of case. It did not seem
logical that a varicose vein stripping
should be equated with a gastric resec-
tion, when both procedures were handled
in a creditable fashion. It was even less
logical when the score of a minor, proce-
dure could mask inadequate handling of
a major procedure.
The scoring also presented some prob-

lems when consultant-specialists were
reviewed, whether they be the supervis-
ing internists, surgeons, or ophthalmolo-
gists. Unsatisfactory ratings for these
specialists in general did not have the
same connotation regarding perform-
ance as they did in the case of family
physicians.

Frequently, the way the consultant
viewed his role in the medical group
influenced his action. Some specialists
considered themselves purely consult-
ants, with their responsibility limited to
a review of the presenting problem and
to making recommendations to the refer-

ring physician for further action. In
groups where the family physicians were
all certified internists this approach did
not adversely affect patient care. Where
this was not the case-as in the great
majority of the medical groups-patient
care frequently suffered. Therefore, for
the basic specialties of Medicine, Sur-
gery, and Gynecology, and particularly
for Pediatrics (in groups where family
physicians provided pediatric care), the
study team felt that the consultant should
assume over-all responsibility up to and
including periodic supervision of the
case. In other fields this was not al-
ways rational. At the inception of the
second study the surveyors were asked
to give a rating on the total care of the
patient. Scoring of this area was aban-
doned, however, after the plaintive com-
plaint of the ophthalmological surveyor
that it had been "a long time since being
involved with the ordering and judging
of babies' formulas."
The methods described were recog-

nized to be a crude index at best. They
served their purpose well in delineating
those physicians providing medical care
of an unacceptable level of quality, but
were not so efficient in separating the
average from the good or excellent per-
formances. For example, a physician
who had given a patient with a peptic
ulcer an adequate basic work-up, repeat
hemoglobin levels, and x-rays when in-
dicated, would have received a score of
100. But another physician who, in ad-
dition to all the services mentioned, had
arranged for the patient to discuss his
diet with the consultant-nutritionist, had
involved the social worker in possible
problems existing in the patient's home,
or had referred the patient to a psychia-
trist if indicated, would have received
the same score.
The method also lacked effectiveness

in determining overuse of diagnostic
aids. One of the medical groups, af-
filiated with a strong teaching hospital,
specifically requested the study team to
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examine this area, and careful tabula-
tions were made of all tests and their fre-
quency. There was no question that the
use of laboratory and x-ray facilities was
considerably higher for this group than
for other groups studied. However, it
was found to be much more difficult to
justify criticism of overuse than it was
to condemn absence. This same question
arose later in studies of hospital care
and once again was not resolved to the
point where a negative rating resulted
from overutilization.

The Teamster Studies
The motivation for the studies under-

taken for the Teamsters8'9 was basically
the same as for the studies described
earlier namely, the cost of medical
care. Both the management and labor
Trustees of the various Welfare Funds
providing, health benefits were concerned
about the increasing expenditures re-
quired for hospital and medical care. A
special Trust Fund* was established to
explore solutions to this problem. At the
request of this fund, the Columbia Uni-
versity School of Public Health and Ad-
ministrative Medicine undertook a series
of projects in this area. One phase was
the provision of a course on hospital
operation for the Trustees.10 Every two
weeks an afternoon or evening was spent
visiting various departmenits in a hos-
pital, hearing lectures from leaders in
this field, and observing such activities
as the midnight change-over of the nurs-
ing staff or the functioning of an emer-
gency room. At the same time, a study
on the costs and quality of medical care
received by a sample of Teamsters and
their families was undertaken. As the
Trustees' interest was primarily in the
hospital costs, the decision was made to
focus the studies on inpatient admis-
sions, the quality of care received, and
whether or not the hospitalization was
indicated as important components of
studies of costs.

* Teamiisters Joint Cotunicil No. 16 and Man-
agement Hospitalizationi Trust F'und.

Several factors from the earlier HIP
studies influenced the design of this
study. One was case selection. The
earlier studies had shown that it was ad-
visable to select conditions where con-
firmatory evidence of the diagnosis
would be present in the physical find-
ings, diagnostic work-up, or course of
illness. Therefore, the sampling frame
consisted of all hospitalized patients with
specified diagnoses in the fields of medi-
cine, surgery, and obstetrics and gyne-
cology during a six-month period. The
data were supplied through the coopera-
tion of the local Blue Cross Plan, which
provided coverage to all Welfare Funds
participating in the Trust Fund. (The
three-digit International Classification of
Disease code, plus a surgical code, was
used by Blue Cross to identify diag-
noses.) A random sampling was made
in the different disease categories (with
the exception of cesarean sections, where
all 13 cases were reviewed). To protect
the confidential nature of the diagnosis,
the final names supplied by Blue Cross
were not identified by diagnosis, but
the sample was drawn according, to study
design specifications. Considerations
such as the cost of photostatic copies
of records and the amount of case ma-
terial one could expect an outstanding
clinician to be able to review within a
reasonable amount of time also influ-
enced the total number of cases to be
selected. (Three hundred and three ad-
missions were in the final sample se-
lected.)
The importance of ambulatory care

and management to the total course of
disease had been evident from the HIP
studies. In fact, except for the surgical
specialties, little attention was given to
the hospital period per se, the assump-
tion being that care had been adequate.
Therefore, in the first Teamster survey
the household interview was designed to
obtain information about the patient's
medical usage and symptomatology prior
and subsequent to the hospital admis-
sion, about his out-of-pocket costs, and
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to secure his authorization for obtaining
copies of his hospital records. However,
the data were of little value in identify-
ing pertinent facts in relation to the
hospitalization. This was due primarily
to lack of specificity of the questions
(the diagnosis of the particular patient
being interviewed was unknown). Fur-
thermore, the lay person's unfamiliarity
with medical practice on the part of both
the respondent and the interviewer re-
sulted in a great deal of irrelevant in-
formation.
As it was realized that the findings

would not be used to focus attention on
an individual physician or hospital, it
was not felt necessary to use the scor-
ing mechanism, its primary function
being to isolate physicians and specific
areas of patient care in need of improve-
ment. Furthermore, it was believed that
the arbitrary nature of any weighting
system only added to the controversy
over methodology.
The question of developing criteria

arose again for discussion, but again it
was decided to use the professional judg-
ment of the interviewing physician as a
standard. This was felt to be particularly
necessary for cases in the field of in-
ternal medicine. Quality studies in this
field have lagged far behind those in
surgery, being hampered in large part
by the variations occurring in any spe-
cific disease and by the absence of such
definitive action as a surgical incision
with its usual by-product of tissue to
confirm or deny the rationale of the
procedure.
The surveyors in this study were es-

sentially the same as those participating
in the HIP studies. Remuneration was
made on the basis of $10 for each pa-
tient whose record or records were re-
viewed.
The second Teamster audit was based

on hospital admissions that occurred
three years after the first study. Be-
cause the first audit had been written
for lay Trustees and had little method-

ology described, considerable criticism
was directed toward various aspects of
it. For this reason certain modifica-
tions were made in the approach to the
second audit, but none which might im-
pinge upon the study team's fundamen-
tal philosophy-namely, the importance
of professional judgment in case man-
agement and the artificiality of the
limits imposed by detailed criteria of
case management. This last factor be-
came rather academic, as it was decided
that a completely random selection of
admissions would be made among pa-
tients hospitalized during a one-month
period, with the exception of normal de-
liveries and tonsillectomies and adenoid-
ectomies. This decision resulted from ex-
perience from the first study, where
many of the illness records obtained did
not in fact fall into the diagnostic cate-
gory requested. However, it was found
that care for any inhospital patient lent
itself to evaluation, as an expected
course of action should follow (a) dis-
cussion of the presenting problem, (b)
diagnosis, and (c) therapy. The very
fact that the patient was in the hospital,
for whatever reason, took him out of the
minor illness category, a category de-
liberately avoided in the HIP studies of
ambulatory care.
Among the other methodological

changes that were made was the use of
two surveyors for each record in the
fields of medicine, surgery, and pedi-
atrics. The degree of difference of opin-
ion on purely clinical matters was found
to be of little importance. The final rate
of disagreement between surveyors was
8 per cent. Even this did not entirely
represent disagreement on purely clin-
ical grounds, particularly as related to
the necessity for hospitalization. The
adequacy of records, the weight given to
corollary aspects of patient care, and the
problem of assessing each of a series of
admissions for the same patient inde-
pendently when a gross error of judg-
ment had been made in an earlier ad-
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mission, were also among the causes for
disagreement. It was not felt that the
level of disagreement would have in-
fluenced the study findings or recom-
mendations.
The first audit had been prepared, as

noted earlier, for a lay body-the Trus-
tees of the Trust Fund-and great care
had been taken to avoid the use of
terminology that would not be meaning-
ful to them. In the second audit the Ap-
pendix contained clinical summaries of
all cases reviewed, in order to present to
medically oriented readers the clinical
bases for judgments made.
The impact of the Teamster studies was

considerable, both for the group spon-
soring the studies and for the community
as a whole. For the Teamsters, a special
center was established at Montefiore
Hospital for providing consultation and
treatment for certain specified condi-
tions and diagnostic evaluation for all
problem cases. An educational campaign
was undertaken by means of newsletters
and brochures for the purpose of in-
forming the average Teamster family of
the varying characteristics of physicians
and hospitals and acquainting them with
the components of good medical care. In
their attempts at finding solutions to
the problems facing them as the re-
sponsible agents for providing types of
care to the Teamster members and their
families, the emphasis of the Trustees
broadened to include concern with qual-
ity of performance as well as with costs
of care. Following the completion of the
second audit, plans were initiated to of-
fer as a choice to eligible members a
type of medical practice that would
guarantee the use of well-qualified spe-
cialists and a highly organized and re-
spected teaching hospital. The Teamster
Comprehensive Care Program (TCP)
began operation at Montefiore on July
1, 1966, serving all eligible members in
the area wishing to participate.

Using many of the findings of these
studies, as well as others performed by
the university, the commissioner of hos-

pitals, at that time Dr. Ray E. Trussell,
was able to establish and strengthen
codes for the performance of surgery
and other specialties in the proprietary
hospitals under the department's juris-
diction. Subsequently, a State Hospital
Code, with almost identical require-
ments, was adopted equally affecting all
hospitals. Payment by the city for care
in special disease categories in voluntary
institutions was limited to those meeting
special standards, particularly those re-
lated to hospital organization and phy-
sician qualifications-the two major fac-
tors associated with high quality per-
formance in the Teamster studies.
The essential finding of these audits

-namely, the relationship of the highest
quality of medical care to the qualifica-
tions of attending physicians and to the
type of hospital-has been used as a
simpler method of reviewing care ob-
tained by several other large consumer
groups in the city. For such groups, a
year's hospitalization experience was
analyzed in regard to these two areas.
The relationship between qualifications
of physicians and the class of hospital
has been markedly similar in all of these
studies; the proportion of well-trained
physicians providing care increases
strikingly as the class rating goes from
an unaccredited proprietary institution
to that of a medical school-affiliated in-
stitution. One discouraging aspect of
these reviews has been that as family
income increased and as coverage for
medical expenses increased, the propor-
tion of care obtained in institutions
where quality of care could be ques-
tioned also increased. A low-income
group, with minimal hospitalization cov-
erage ($15 per day) and only a limited
indemnified surgical fee schedule,
showed a considerably higher propor-
tion of patients receiving care in the
ward services of the city's teaching in-
stitutions-a plus factor in relation to
quality. This group had only 12 per
cent of hospitalizations in proprietary
institutions, compared to the 30 per cent
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experienced by the Teamsters with their
far broader health coverage.

During the course of these studies, ex-
tensive efforts were made to develop in-
dexes of patient care from the records
that might lead to a simplified and more
standardized way of obtaining evalua-
tions of patient care. A registered nurse
on the study staff, with extensive experi-
ence in working with and abstracting
medical records, tabulated many items
of patient care in equivalent cases. Many
attempts were made to correlate such
items with the surveyor's rating. The
items ranged from patient identification
data to salient factors in the history,
laboratory and x-ray findings, to con-
firmation of pathology reports and other
characteristics of the hospital stay. This
was done for every group of diagnostic
cases, from both studies combined,
where more than ten cases of a similar
diagnosis were found. The results were
not encouraging, as in general the rea-
sons for adverse judgment were unique
for the particular patient and were not
identified by the indexes no matter how
detailed they were. This also had been
the experience in the first audit, where
the surveyor of cases of diabetes mellitus
had, in addition to the form where he
summarized his opinion and judgments,
an extensive check-list with specific
items relating to this disease up to and
including strength and scheduling of
medications. No profitable use, however,
was ever made of these data despite re-
peated attempts to do so. The only sug-
gestive relationship that occurred was in
cases of peptic ulcer surgery, where
those with less than favorable ratings all
had ulcer history of less than one year,
in contrast to those of longer duration
whose ratings were more satisfactory.
Even here, however, the short duration
of the history was not always the major
cause for the lower rating.

Needless to say, the value of the peer
judgment approach to evaluation de-
pends in no small part on the surveyor

who has been chosen to review the rec-
ords. In the period between the two
Teamster studies, a considerable amount
of time was expended in experimenting
with different surveyors, with different
types of evaluation forms, and with the
usefulness of patient summaries to the
surveyors.

It was thought that perhaps a case
summary prepared by a nurse would fa-
cilitate a surveyor's orientation, particu-
larly in excessively large records. The
consensus of the surveyors was that such
summaries, regardless of how well pre-
pared, tended to interpose a completed
picture between the clinician and the
record and influence his train of thought
as he followed the progress of any given
patient. There was very strong feeling
on the part of all the physicians in-
volved in these projects that only
through a detailed personal review of
an entire medical record could a judg-
ment on the quality of care be made with
assurance; nurses' notes, in particular,
were of value. Therefore, regardless of
the cumbersome nature of the process of
obtaining photostatic copies of records in
their entirety, and the additional time
and money required, all surveyors felt
that there was no place for nonphysi-
cians in the preparation of the material
to be reviewed if the objective was to be
the judgment of clinical performance.

Evaluation forms ranged from those
where only over-all care was designated
either satisfactory or unsatisfactory to
those where many items of patient care
were individually rated. There was ex-
perimentation with a supplementary
evaluation sheet containing questions
highlighting certain areas of patient
care adequacy of reporting, diagnos-
tic formulation, and therapeutic manage-
ment-of both major and minor aspects
of the problem presented by the patient.
These answers were examined in rela-
tion to the final judgments. but no con-
sistent patterns emerged. In the end it
was concluded that the simplified form
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was preferable and that its most valu-
able component was the narrative justi-
fication given by the surveyor for his
rating.

In any such method which does not
attempt to deny the possible existence of
a strong subjective element, it is obvi-
ous that the status of the reviewer as
seen by his professional colleagues is
very important. Younger physicians
would have been more readily available,
in relation to both time and money; but
it was felt that regardless of how compe-
tent they might be, their findings would
be subject to question where ratings of
unsatisfactory were given. This is not to
say that all senior physicians with out-
standing reputations make good survey-
ors. One outstanding New York cli-
nician and teacher, instead of basing his
evaluations on how he would have
handled a particular case himself, would
invariably address himself first to "Was
this patient helped by his hospital stay?"
(which would bring up the problem of
judging outcome again), and then to the
even less desirable: "Was this patient
harmed by his hospital stay?"

Problems were also encountered with
the type of physician who found the tra-
dition of not criticizing professional col-
leagues so strong that he was unable to
give an unfavorable rating, even when
his summaries contained references to
inappropriate and ill-advised procedures
identical to those made by surveyors who
gave unsatisfactory ratings. Surveyors
with highly specialized interests that in-
terfered with an over-all view of the pa-
tient's problems were also occasionally
encountered; they concentrated on the
aspect of the disease that was of interest
to them and tended to ignore important
concomitant events.
The surveyors who were considered

most suitable for this activity were gen-
erally senior clinicians, with a teaching
appointment in one of the city's med-
ical schools, and were also engaged in
clinical practice. The majority had ex-
tensive experience with the review of

clinical records either in a supervisory
capacity in their hospital activities or
as surveyors for the Joint Commission
on Accreditation or both. They were
able to summarize the essential aspects
of patient care logically and concisely
and to base their conclusions on the evi-
dence presented and not on assumptions
of intent. They concentrated on the in-
teraction between the physician and the
disease process and were not distracted
by data or occurrences that were irrele-
vant to the assessment of diagnostic
formulation and therapy.

Discussion and Summary
The "medical audit," as described in

the foregoing pages, is by no means a
perfected tool. Considerably more must
be done to strengthen and to document
the judgments which are the basis of this
type of approach. This is particularly
true before such studies can be more
widely applied, as has been fore-
shadowed by the increasing interest of
government in this area. However,
within a defined setting, such as the or-
ganizations described, such studies can
be used to focus attention on problem
areas and aid in the redefinition of goals
to be reached in obtaining high quality
medical care. Their administrative use-
fulness by now seems beyond question.
The medical audits described concen-

trated on the professional performance
of the attending physician as judged by
a clinician surveyor in the review of a
medical record. The same approach
can be used to analyze other objectives
if careful attention is paid to the study
design. During the period of the HIP
studies, one of the very strong teach-
ing hospitals in the city requested that
a review be made of the records in their
medical outpatient department by the
same technic. After a review of some
40 cases selected from the medical de-
partment's file, it was felt that the study
was of little value in terms of ultimate
recommendations; not one case received
less than the allocated 100 points. Al-
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APPENDIX A-QUALITY OF MEDICAL CARE STUDY

Example of the 4"x6" Card Used for Recording Data
by The Health Insurance Plan of Greater New York

Patient # Medical Group

#TEM Age Sex

Physician Studied

Diagnosis Justification Interviewer G-F-p

Staff : 5-2-0
Months Under Care _ No. of Visits

Rating by Weighted Nhmerical Equivalents
RECORD COMPLETENESS Interviewer given by staff to ratings

G, FX or P B.F, anhd P

IF
C F P _

History 8 O l l

Physical 7 3 0

Progress Notes 5 2 0 _

Reports 5 2 0

DIACNOSTIC PROCEDURES IF consultations IF consultations
indicated not indiccted

Time Involved 2 1 0 4 2 0

Indicated Lab Work 6 3 0 8 4 0

Indicated X-rays 6 3 O 8 4

MANAGEMENT 20 0O O 20 110
CONSULTATIONS

Requested 6 3 0

Replies

TREATMNT

Acceptability 8 4 0

Indicated Lab Work 7 3 0

Follow-up Visits 10 5 0

nATTEaT frADe 5; I nA_U _ _ ___A _ _ _ _ _ _ _ _ _ _ I. _ _ _ - I _ _ _ _ _ __ _

Signature of Interviewing ITotal IPhysician _ Score IMAXIMU: 100 2oints

most as an afterthought, a second review
was instituted: this time cases were se-

lected at random from the admitting of-
fice of the outpatient department. This
one change gave a considerably differ-
ent picture of patient care. A major
weakness was shown to exist by the lack
of coordination between specialty de-

partments. For example, a woman was

followed for more than six years by the
ophthalmology department where she
went frequently for new glasses. Fundu-
scopic reports over the years showed
increasing evidence of degenerative
changes and vascular disease. However,
it was not until the sixth year, when
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the woman suffered a stroke, that she
came to the attention of the medical de-
partment.
By similar shifts in case selection this

method of physician appraisal of clinical
handling from medical records can be
used to meet different objectives. The
content of the reviews can be compiled
to examine both administrative and pro-
fessional policies. Weighting or scoring
has advantages when large numbers of
cases are involved and the study objec-
tives are better served by presenting
judgmental findings in a graduated
scale; however, the arbitrary nature of
such weights can be difficult to defend.
In operating programs, particularly,
where cost is always a consideration, the
use of one surveyor would seem to suf-
fice; the problem of clinical differences
of opinion between highly trained physi-
cians in the same field does not affect
the over-all findings and recommenda-
tions.

This does not imply that operating
agencies should use such methods ex-
clusively for quality control. However,
periodic use of the appraisal method can
either examine in greater depth areas
suggested by variation in reported in-
dexes of operation or suggest other areas
where monitoring by indexes is indi-
cated.
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