e

Morbidity and mortality audits
“How to” for family practice

Mark J. Yaffe, mpcm, mcLsc, ccrp, Fcrp - Geeta Gupta, mp, ccrp Susan Still, mp, ccrp
Miriam Boillat, mpcm, ccrp, Fcrp - Balbina Russillo, mp, ccrp
Benjamin Schiff, mpcm, ccre Donald Sproule, mpcm, ccrp

ABSTRACT

PROBLEM BEING ADDRESSED While professions hold their members responsible for self-requlation, many physicians
have insufficient information about outcome measures in their practices to judge performance and are inexperienced
in performing audits to gather the information they need to judge performance.

OBJECTIVE OF PROGRAM To develop a structure and process to support family doctors with little experience in doing
quality improvement studies to conduct morbidity and mortality (M&M) audits.

PROGRAM DESCRIPTION A family medicine teaching group provides members on a rotating basis to an M&M review
committee. The committee meets eight times a year and has done four audits, the most comprehensive on the
topic of preventable hospital admissions. Both implicit and explicit criteria were incorporated into decision making.
Strengths and limitations of the audit process and practice changes that resulted from the audit are discussed.
CONCLUSION Morbidity and mortality audits can vary in rigour. To promote physicians’ interest in and commitment
to audits, factors considered should reflect the goals, needs, skills, and time available of the physicians involved.
Practical learning often results from simple projects.

PROBLEME A L'ETUDE Alors que les professions tiennent leurs membres responsables de I'autoréglementation,
plusieurs médecins manquent d'information sur la facon de mesurer les résultats de leur pratique et d'évaluer leur
performance, en plus de manquer d’expérience dans la tenue d'audits pour réunir les données nécessaires a cette
évaluation.

OBJECTIF DU PROGRAMME Développer une structure et un processus pour assister le médecin de famille peu
expérimenté dans la conduite d'études d'amélioration de la qualité afin de tenir des audits de morbidité et de
mortalité (M&M).

DESCRIPTION DU PROGRAMME Des enseignants en médecine familiale fournissent des membres, a tour de réle, a un
comité de révision de M&M. Au cours de huit réunions annuelles, le comité a effectué quatre audits, le plus élaboré
portant sur les hospitalisations évitables. La prise de décision tenait compte de critéres implicites et explicites. Les
forces et les limitations du processus d'audit et les changements de pratique résultant des audits sont discutés.
CONCLUSION La rigueur des audits de morbidité et de mortalité est souvent variable. Si I'on veut stimuler l'intérét et
I'engagement des médecins de famille dans ce processus d'évaluation, il faudra tenir compte des objectifs, besoins,
contraintes de temps et habilités des médecins participants. Des projets simples améliorent souvent les connaissances
pratiques.
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edical practice within the formal structure

of the profession must be self-regulated.?

The quality of patient care, clinical sup-
port services, organizational functions, and if neces-
sary, programs of improvement, must be assessed.’
Clinical audits of quality of care are systematic criti-
cal analyses of procedures used for diagnosis, treat-
ment, resource use, outcomes, and quality of life.*
Audits are more common in specialty disciplines
than in family practice.>*

Reported benefits from British general practice
audits include improved collegial communications,
better patient care and practice administration,
and increased professional satisfaction.” A national
system of Medical Audit Advisory Groups in the
United Kingdom, which facilitate general practice
audits, has, however, had varying success.®!" The
Royal Australian College of General Practitioners
promotes quality assessment as part of physicians’
maintenance of competence program.'> Doctors
who have been involved in these audits indicate
that they teach about real, rather than perceived,
practice.”® In Canada, little has been published on
family practice audit experiences.'*

A morbidity and mortality (M&M) review is a
specific audit that targets negative conditions or
outcomes.’ In the United Kingdom, these reviews
are reported to be of value because there is often
insufficient information on patients’ deaths.'®
An abnormal audit finding could be an isolated
event, but it might prompt further exploration into
practice patterns. For example, an adverse drug
outcome might prompt auditors to conduct a sys-
tematic audit of a predetermined number of cases
in which that drug had been used. This more struc-
tured and rate-based process might be influenced
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by ease of data retrieval from files, problem rele-
vance and frequency, and expectations that change
is possible.

Little is known about M&M review in Canadian
family practice. An unpublished 1998 study
showed that only seven family medicine teaching
sites responding to a single mailed survey reported
doing M&M audits. During the last 4 years, we
have conducted M&M audits in ambulatory family
practice. This paper aims to contribute to the qual-
ity improvement literature by sharing, particularly
with those who have little experience of audits, the
challenges of M&M review in family practice. We
describe the process of one M&M audit, practice
changes resulting from it, and the strengths and
limitations of the methods used. How this type of
audit applies to practices of different sizes, in vari-
ous locations, and with diverse remuneration sys-
tems will also be discussed.

Program

Creating a Morbidity and Mortality Review
Committee. St Mary’s Hospital in Montreal, Que,
is a secondary care, McGill University—affiliated
institution. Its Family Medicine Centre has about
18000 active patients who make 27000 visits per
year. It is staffed by seven full-time and 22 part-
time family doctors, five nurse practitioners, 36
family medicine residents, and 25 rotating medical
and nursing students.

Our past attempts at M&M review met with
reluctance from physicians because of their con-
cerns about time commitment, remuneration, and
what would be done with audit results. Other stud-
ies have reported fear of decreased clinical own-
ership or litigation, hierarchical and territorial
concerns, uncertainty about sampling techniques,
and questions about whether audits actually test
what they are designed to test.”’> We moved ahead
in response to an accreditation recommendation.

Six full- or part-time physicians served on the
M&M review committee. They chose a chairper-
son from among themselves; the department chief
acted as an advisor. The committee is remuner-
ated through Quebec’s hourly payment system
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for teachers in family medicine centres. The com-
mittee spent much of the first year defining their
mandate. Being relatively inexperienced in M&M
review, we acknowledged from the start that we
needed to experiment with how to approach such
activities. We understood that quality indicators
could be developed in either an unsystematic or a
systematic, evidence-based way.”> We decided that
audit results would be shared only after the com-
mittee was comfortable with its methods.

Making decisions. There were concerns about both
interreviewer and intrareviewer reliability and how
to decide between using explicit criteria (ie, clearly
predetermined standards, including clinical practice
guidelines) or implicit criteria (implied, understood,
or reflective of each doctor’s professional standards).
In a rigorous analysis of peer review using both
explicit criteria and implicit judgment, Hulka et al'
concluded that, at least in the context of ambulatory
care, either method resulted in comparable findings.
The authors indicated, therefore, that cost factors,
feasibility, and acceptability could influence choice
of method, and that reviewers need not choose one
criterion over another because both could be used
in a complementary fashion.

The Royal College of General Practitioners’ prac-
tice activity analysis'” suggested that use of stan-
dards based on the judgment of people possibly
detached from the front lines of medical care might
fail to recognize the working reality of general
practitioners. Finally, recently published observa-
tions suggested that less structured peer review is
particularly useful for outpatient settings.®

The goals for each audit were generated by the
full committee. We started an audit with predomi-
nantly implicit criteria that we hoped were suffi-
ciently inclusive to flag enough possible, probable,
and clearly identifiable problems to stimulate dis-
cussion, learning, and recommendations. We made
specific audit forms for each review (Figure 1), and
at the beginning of each new audit, all commit-
tee members discussed common charts in order to
establish consensus on what was being sought.

Later, charts were assessed by single reviewers
seated at a common table where there was opportunity

for collegial input on cases where problems were
suspected. Each assessment received an evaluator’s
subjective confidence rating (high vs low). If a dis-
agreement could not be resolved, relevant clinical
practice guidelines were consulted. When consensus
could not be achieved or confidence levels remained
low, no conclusion was assigned to the case. No final
conclusions were drawn about any problems until
treating physicians had an opportunity to comment
on whether something had been missed or misinter-
preted. Reports on completed audits were presented
to the centre’s medical director. Recommendations
were presented with “blinded” findings to doctors,
nurses, trainees, and clerical personnel during meet-
ings at the Family Medicine Centre.

Figure 1. Content of audit form

Patient demographics
Age
Sex
Family medicine chart number
Hospital chart number
Family doctor
Problem identification
Date and diagnosis on admission
Date and diagnosis at discharge
Date of last family medicine visit before admission
Prehospital clinical course
Investigations in Family Medicine Centre: Appropriateness Yes/No/Uncertain

Management in Family Medicine Centre: Appropriateness Yes/No/Uncertain

Outcome: Preventability of admission ~ Yes / No / Uncertain

Confidence level of assessment ~ High / Low
Preventable causes of admission
latrogenic
Inadequate clinician follow up
Adverse drug reaction
Misdiagnosis
Procedure complication
Lack of patient compliance
Other
Audit demographics
Name of reviewer
Date of review

Recommendations
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Identifying preventable hospital admissions.
We thought the topic “preventable hospital admis-
sion,” cited in the literature as a care outcome indi-
cator worth studying,'® was a good choice for an
audit. Inclusion criteria were non-elective admis-
sions of medical, surgical, psychiatric, or gyneco-
logic cases. Exclusion criteria were cases receiving
elective procedures and palliative, infertility, and
intrapartum care (the last audited by the depart-
ment of obstetrics).

Because of the common difficulty in being noti-
fied about hospitalized patients,” we limited our
review to admissions within our hospital where
a computerized cross-referencing of our ambu-
latory patients with admitted patients gave us
a complete database with which to work. Since
discharge summaries rarely provide sufficient
information for audits, we needed access to hos-
pital charts, and those in our own institution were
readily available. While this approach might have
limited the generalizability of our audits, it did
not invalidate what we could learn about our hos-
pital sample.

Admissions for 5 randomly chosen months
within the preceding 2 years were identified for
paired review of office and hospital charts. Each
such audit took an average of 15 minutes per phy-
sician; 30 minutes were needed when additional
peer input was necessary. Of the 178 admissions
considered, 75 met the inclusion criteria. Of these
75 admissions, 19 were found to be possibly pre-
ventable (Table 1). After subsequent review by
the full committee, eight were upgraded to likely
preventable. Nevertheless, because we thought

Table 1. Results of audit of possibly preventable admissions
PROBLEM FREQUENCY N (%)

Patient compliance 5(26.3)
Doctors’ lack of recognition of problems 4(21.1)
Inadequate doctor follow up of laboratory or 3(15.8)
physical examination abnormalities

Error in management decision 3(15.8)
Inadequate doctor follow up of symptoms, 2(10.5)
diagnoses, or recommendations

Misdiagnoses by doctors 2(10.5)
TOTAL 19 (100)
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there might be variability in ratings, we retained
all 19 cases as the basis for recommendations for
improvement.

Program evaluation

Committee members brought different expecta-
tions, interests, and expertise to the table. They
needed time to have confidence in the process
and to consider what our findings might imply.
The literature suggests factors that facilitate
audits include strong teamwork with shared dia-
logue, mutual confidence, collegiality (no hostility
or threats), shared or rotating leadership, dedi-
cated staff, protected time, structured programs,
openness to advisors (if available), presence of a
program manager, computerization (at least an
age-sex registry), organized notes (including clini-
cal and medication summaries), groups of three
or more people, and practices that are involved
in teaching.*”1%172021 Preparing this paper helped
us to recognize that these factors were present in
our group.

Reported barriers to audits include lack of plan-
ning, resources, and expertise for project design
and analysis; high costs for support staff, com-
puter software, and data-collection sheets; and
limitations on software functions.”?** Qur initial
review suggested that our limitations would be
the relative unsophistication of our audits and the
necessity of relying on written charts rather than
computerized ones.

A strength of our M&M review committee was
the heterogeneity of interests among the physi-
cians who sat on it. Interests included emergency
medicine, hospitalist practice, internal medicine,
medical ethics, palliative care, and perinatology.
While some of these areas were not included in
our audits, knowledge of one area could often be
generalized to another.

Length of time on committee. Our experience
suggests members should sit on the committee for
at least 2 years. While some committee members
seemed to be fatigued with the work in the third
year, only one person asked to be replaced after
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more than 4 years on the committee. We specu-
late that by 4 years, most committee members
were feeling a growing comfort with and accep-
tance of the task.

Payment for committee work. Remuneration is
traditionally a problem in getting physicians com-
mitted to quality improvement activities. While our
payment system is not generous, it has been suffi-
cient to keep most committee members involved.
Other funding avenues could be explored through
provincial governments or medical associations.

Frequency of audits. British GPs have reported
initiating an average of 3.5 (range one to seven)
audits and completing an average of 0.9 (range
none to three) audits during a 2-year period.**
When 189 practices in Britain were assigned
audit advisory groups, 169 initiated audits: 26%
of these completed at least one audit, but 24%
did not start any.’® Another report of GPs work-
ing with audit advisory groups showed a median
of three audits conducted per practice over a
3-year period.' Our group has completed four
different audits in 3.5 years, a somewhat better
rate than that reported in Britain even though
our work is being done without the benefit of an
audit advisory group.

Benefits of our audits. As a result of our findings
on the audit of preventable hospital admissions, we
have done the following.

+ We now have a protocol for missed patient
appointments that requires physicians to review
the charts of patients who miss appointments
and to give written instructions for follow up.

+ We have added computers to our centre to mini-
mize delays in obtaining laboratory results and to
facilitate access to on-line clinical practice guide-
lines and other databases.

+ We have developed new procedures for process-
ing hard-copy laboratory results and getting them
on file more quickly.

As 2 years have passed since we performed
this audit, we are now repeating it to see whether
the changes we made have addressed previously

EDITOR’S KEY POINTS

- This article presents a quality improvement program assessing
medical practice (morbidity and mortality outcomes) in a family
medicine centre in a university teaching hospital in Montreal, Que.

« (riteria for structuring the program are described. Although quality
evaluation methods are becoming more and more sophisticated, a less
structured process seemed more useful in an ambulatory setting.

« The authors present an example of an audit on the preventable
causes of hospitalization in their centre.

POINTS DE REPERE DU REDACTEUR

« (et article présente le programme d'évaluation de la qualité de
I'exercice professionnel (mortalité et morbidité) implanté dans le
centre de médecine familiale d’un hopital universitaire montréalais.

- Les conditions nécessaires pour structurer ce programme sont
décrites. Bien que I'évaluation de la qualité de I'exercice profes-
sionnel soit de plus en plus sophistiquée, un processus moins struc-
turé semble plus utile dans un milieu ambulatoire.

« Les auteurs présentent un exemple d’évaluation portant sur les
causes évitables d’hospitalisation dans leur milieu.

identified concerns. It might be difficult, however,
to draw definitive conclusions because we do not
have a stable cohort of staff at our Family Medicine
Centre. Since it is a training site, we have an annual
turnover of resident physicians.

Conclusion

Our M&M audit in family practice provided
sufficient information to encourage practice
improvement that would benefit both patients and
physicians. While the science behind doing audits
is becoming increasingly sophisticated, there is
room for flexibility in how audits are approached
when they are done in ambulatory care. Such flex-
ibility might be necessary to encourage those inex-
perienced in performing audits to undertake them.
While our reviews were done in the setting of a
large teaching practice, we believe our approach
could be adapted by physicians who practise solo or
in small groups if they form larger working groups
with other physicians in similar practices solely for
the purpose of collegial practice audits. W%
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