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ABSTRACT

A quality assessment methodology for ambulatory patient care is under
develdpment by the Office of Research and Development of the Indian Health
Service. This report summarizes the conceptual basis of the methodology and
describes a pilot test in six service units of the Indian Health Scrvice;

three rural private practices, and two metropolitan health maintenance

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

health system performance iﬁ‘termsfof~care”§iovidéd by the system, care
—— —

——— _ BRI

received by the beneficiary”pEﬁﬁTétion,.and the continuity are presented.
Although the data from the pilot sites, which were selected in a non-random
manner, do not necessarily.reflect the quality of ambulatory care from each

practice type, several trends are noted and briefly discussed.
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INTRODUCTION:

The Indian Health Service (IHS) of the Department of Health, Education,
and Welfare has the primary responsibility for assuring comprehensive health
services to over 600,000 American Indiéns and Alaskan Natives. This

responsibility is discharged through a series of service units located in

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

and curative services to the beneficiary populations.

' Although there is a growing nationai/égggern with the quality of health

e

care, most of the developmental efforts to date have concentrated on inpatient
care. The Indian Health Service is deeply concerned with the quality of

hospital care as witnessed by the relatively large number of service unit

—

_hospitals_which have earned accreditation by the Joint Commission for

Accreditation of Hospitals. However, service unit hospitals represent only
A

one component of the IHS health care syspggugnd inpatient’éare is only one of
several alternative modes of providing health care to the beneficiary popula--
tion. For this reason, concern for the quality of health care extends to that
care provided in the outpatient clinic and in a variety of field-based
activities. Since the IHS health care system employs a variety of dis-
ciplinary groups in the provision of health services, it is of particular
importance to examine the continuity of care provided by the various compbnents
of the health care system.

The Office of Research and Development of the Indian Health Service has
béen developing a methodology for assessing the effectiveness of’ambulatory
(1,2)

care . This report is part of a series describing a pilot test of the

assessment methodology in six service units of the Indian Health Service,

.three rural private practices, and two health maintenance organizations (HMO's).

>




The first report presents an overview of the methodology.(s) and the second
t escribes the results from the six service units of the IHS (4) This report

T esents and compares the results obtained from the IHS service units, rural

~— .

; ‘ivate practice, and the HMO's.

METHODOLOGY :

The conceptual basis of the assessment methodology has been fully

"descrlbed elsewhere (2 3). In summary, the assessment strategx/ls completed

in stages. “First, a set of health problems (tracers) is selected to represent. _ - o

T—— Sl

e

[ -

the maJor health problems of . th: communlty A process map (or cllnlcal

L. e -~ -

algorithm) is constructed for each health problem to descrlbe the expected
process of health care. Process maps spec1fy necessary elements of prevention,
screening, diagnosis, treatment, and follow-up, and they define acceptable
health .-.tcomes. In general the set of tracers selected sﬁould, as a group,
include all the clinical functions for examination.

Criteria of clinical care are defined for each tracer condition and are
translated into audit questions (called indicators) which are the actual
measures of quality. The indicators are generally of three types. Population-
based process indicators express a percent of the total community whichAhas
received a particular health service. This class of indicators characterizes
the extent to whlch the health care system is meetiné.the needs of its total

patient population. By tracking specific patient cohorte they describe the
continuity, distribution, and appropriateness of health services received.

This measure of system performance might be reflected by population-based

indicators such as:

1
¥
i
f
|
!
i
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1. VWhat pcrcent‘of‘the community has been adequately screened for
hypertension?

2. VWhat percent of infants in the community has been adequately
aay T
immunized\against poliomyelitis?

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

adequate antibiotic therapy?

Provider-based indicators express a. percent of contacts between patients

" and the heaifhxsare system in which particular health services/wére provided.

" This class 0f indicator characterizes the adequacy of health services provided
— — //’

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

can be aggregated to characterize the perfdrménce of individual providers,
provider disciplines, or all providers in thebsystem. This performance
measure might be reflected by indicators such as: N
\
1. What percent of patient visits due fpr a scféening blood
pressure resulted in a blood pressure recording?
2. What percent of infant visits due for poliomyelitis immunization
resulted in an immunization?
3. What percent of patient visits including a diagnosis of otitis
media, was an appropriate antibiotic prescribed and_a follow-up

visit scheduled at an appropriate interval?

Finally, health status indicators express the percent of patients for

whom a change in health status has been documented. One should be cautioned
against equating health status indicators with measures of incidence or
prevalence since the latter requires a random sampling of the population.

Health status indicators on the other hand often reflect change in health
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status’of selected patient group; e.g., only those who were followed-up.

Table 1 shows the tracer conditions used in the pilot study along with the
assessment perspective (population-based or provider-based) and clinical -
functions of care covered by each. Figure 1, shows the process map for
lacerations and the points in the process of care from which indicator data: i
is extracted.

Some indicators are analagous to ''flow meters' and can be constructed in
a sequence in order to examine the continuity of care. From the process map
for iron-deficiency anemia, shown in figufé“i;_the population can be seen to
percolate down‘throughmg_Xﬁéggiijéfzigthw5§;i

. e L ) __// M
placed along the major routes, they will measure the distribution and continuity

If flow meter indicators are

of health services. For example, if an indicator is placed at the entrance of
the diagnostic element, the results wiil show how well diagnostic services are
distributed among the screened-positive population. Theseﬁindicator sequences
may focus on any of the clinical functions of the health c;re process and can
express ‘''continuity'" as a series of conditional probabilities based on
empirical data. By examining cdntinuity of care in this way, the assessment

methodology can identify discontinuities in health care and distinguish between

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

services.
i " - :
In general, a required health task is completed only when three basic

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

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

finally the task must be performed. Conventional wisdom would suggest that
making contact with the health care system for services is generally the
responsibility of the patient. The recognition function is the shared responsi-

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



provider who rcviews the paticnt's record. The performance of the task,
finally, igréhe responsibility of the provider. In this study urinary tract
infections, iron-deficiency anemia, and hypertension.are the tracers designed
i to examine the continuity of care in this way. | |
The pilot sites employed in this study and characterized in table 2
were chosen in a non-random manner. Four of the six service units (C,D,E;F) ~
were included due to a shared concern for the/quality of ambulatory care,
-

while the other two were included due to-characteristics of their system or
/_./‘/ - _—,_’_/

"’ﬁgiﬁlation that made the total group more representative of IHS service units

in general. The three private practices were selected from rural areas.
Private practices B and C are from the same general geographic area as service

units C and plywhile’brivafé practice A is located in proximity to services

units-A and B and both HMO's. In no instance did a pilot site, approached for ?

3
inclusion in this study, decline. 1In all cases, the clinical personnel were

extremely cooperative and indicated an interest in constructively utilizing
the study results to improve the quality of care which they provide. N
Criteria of clinical care were established for each tracer by a con-

sultant with recognized expertise in that condition. The criteria were re-

viewed and approved by the clinical staff of service units C and D, which were
the original pilot sites. The criteria were presented to the clinical staff of
each of the other pilot sites before or during the study and there were no

particular objections to the criteria established.

Within each tracer condition, indicators were selected to include criteria

that were considered essential to good basic health care. Items that were
controversial or would be applicable in only a small percentage of cases were |

not used in formulating the indicators. Also tasks which were felt to be

-



reliably documented (or at least should be reliably documented) werc more often
incorporated/into the indicators. Items which might be performed regularly, but
infrequently documented, such as elements of the history or physical exam or
ﬁ counseling tasks, werenincorporated into indicators énly when they were con-
sidered to be essential for basic health care. The indicators are shown in }if
tables 3 to 13.
Data collection instruments wére designed;for extracting the data required

to compute each indicator and were subsequeﬁfiy field-tested. These_were

—described and illustrated previously By —

‘Previous experience with the methodology has suggested that a number of
" individuals can perform well in data collection. In this pilot study data

collectors included undergraduate students in health administration, a medical

o
——— e

,>v§tgdent,-a physiciaﬁ;’and a laboratory technician with an MPH degree. A
study of reliability, using the physician as a standard, whs done on a sample
6f the cases reviewed by each datawcqliééfgf1 Agreement between the physician
aﬁd the data collector equalled or exceeded 90% in each instance.

Patient cohorts were selected for audit for cach tracer by sampling from
the entire beneficiary populatioﬁ as nearly as possible. This was dohe in an

attempt to remove bias toward patients who were more frequent utilizers of health

care. This was more easily accomplished in the IHS and HMO's where the
. beneficiary populations were well defined. In the private practices patient

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

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

equally unfair to expect them to provide care to all people in their catchment

area. ‘ - §



To examine the quality of prenatal care, a list was compiled of all women
pregnant during the study year by examining birth certificates, the delivery
room log, dischargeldiagnoses, operative reports, and lab requisitions for

i “"prenatal lab work." %rom this list a sample was chosen using standard
sampling techniques. Similar techniques were used to gather a sample of in-
fants for examination of infant care, and of adults for ‘audit of hypertension
screening. Cohorts for urinary tract infection and anemia were selected from

e

laboratory slips or the laboratory log as these tracers examined the continuity

- ) - . __’_’_/J .
—of care distal to the screening process. Any patient found on audit to have

underlying renal disease or a.non-nutritional cause of anemia were discarded |

from the sample. Patient cohorts for streptococcal pharyngitis were generated

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

. throat. —Finally;'tﬁé patient cohorts for lacerations were identified by re- ?

4

view of the emergency room log. R

Audit of the care for each patientﬁiAQOived examination of each health %
récord extant for that patient. In many cases this required audit of a
medical record at the hospital, one or more field clinic records, and
public health nursing records, in order to extract a complete profile of care

for each patient for that tracer condition.

RESULTS AND DISCUSSION:

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

data has been aggregated within tracer condition by indicator and is expiessed

as a weighted mean for IHS, rural private practice, and the HMO's. Since there 'Yx'
was a substantial variance within pilot sites of the same type, thevrange is

also shown.



At the outset it should be emphasized that the central purpose of this
quality assessment methodology is not to generate statements of 'good" or
“"bad'" care. Rather it is designed to identify the relative Qeaknesses in the
system of care that require attempts at improvement. Further, it should bc.
emphasized that the results of this study should not be widely generalized to
all health care settings of the Indian Health Service, rural private practice,
or Health Maintenance Organizations. The non-random method of selecting pilot
sites and the substantial variance between sites of the same practice con-

figuration (e.g. IHS, rural“private_pxac}ice;”HMO) precludes any conclusions
T =

——— e

that one practice configuration—i% superior to another. Finally, it should

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

health care. Rather its focus is on effectiveness and continuity of healthb

care, through examination of basic elements of the process of care and

selected indicators of outcome. It does not examine issueg-such as accessibilify
énd acceptability of care, the fine details of a complete diagnostic evaluation
and treatment plan, nor does it examine the long term outcomes of care in : .';

terms of mortality, level of function, or patient satisfaction with eventual

health status.

WELL PATIENT CARE:

i

Examination of the population-based indicator results for infant care
(table 3) and prenatal care (table 6) reveal generally low rates for counsel-

ing and educational tasks received by the beneficiary populations. Of this

group nutritional counseling for infants (table 3) and family planning counsel-
ing (table 6) appear to receive the most widespread application. From the data _ | é

it appears that within the pilot sites of this study, the IHS and the HMO's

a
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provide the most widespread application of counseling and health cducation
tasks.
The health care tasks related to health status monitoring arc also
generally quite low..-%he growth, development, and diét monitoring rates for
infants (table 3) indicate that these health services are being distributed to Ll
" far less than 50% of the infants. However, the growth and diet monitoring
rates from the provider perspectivé (table 5) ?re somewhat better. This data

would suggest that the limiting factor fo;,bofh health services is the

__patient's utilization of services. HoweVéT, the provider-based rates also

indicate that many opportunities to provide these services are being over-
looked. A similar, although more dramatic, pattern is noted in the pregnancy
moniforing rates (pables‘é»and'S), where the population-based indicator (table

/u«/
6) is relatively low compared to the excellent provider-based rates (table 8)

for this indicator.

cber

In this study, the data collectioﬁvbrbéédure was extremely lenient in
interpreting the content of the record regarding educational, counseling, and
monitoring tasks. For example, single statements such as "walking" or '"rolling

over'" or "development WNL" were considered adequate for the "development

monitoring rate" (table 6). Nonetheless, it could be argued effectively that
the performance of educational, and counseling tasks isvsubstantially better
than the documentation of performance. While this may be very true, the
_importance of documentation of tasks critical to adequate care cannot be

over-emphasized, particularly in a setting in which multiple providers

{
[
t
i

participate in the care of patients. Without adequate documentation, the
assessment of service needs for any given patient visit rests on the provider's

assumption rather than knowledge of which tasks have been done and which are



due.
The immunization rates of tables 3 and 5 deserve comment. Of the total
. afant cohorts 69%, 58%, and 44% of infants had received 3 DPT and 2 OPV

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

. respectively. When measles and rubella were added to the criteria (''total

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

] rate“ from the provider perspective (table 5) suggests that substantial

opportun1t1es to provide 1mmunlzat10n to infants who are due, are be1ng missed.

It should be noted that the audlt period of this study preceded the current

P S——

immunization recommendatlons of the Academy of Pedlatrlcs that measles be

deferred until 15 months of age. T

Finally, it is important to note that the risk assessment rate for

pregnancy (table 6) did not exceed 10% in any of the practice types, and

reachec 1 high of only 30% in one pilot site. This indicator was extremely

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

the 20th gestational week. From the provider-based perspective (table 8) the

results are similariy discouraging.

SCREENING:

Of the indicators relating to screening for infants (table 3) the "anemia
screening rates' and "TB screening rates' appear to be substantially higher in
the IHS and HMO's. However, the results for the "hip dysplasia ecreening rate"
show no substantial difference among practice configurations. For the pregnancy
induced hypertension screening rate (table 6) the IHS appears to achieve less
coverage than eitﬁer the HMO's or private practice. However, the provider

performance is nearly the same and exceeds 90% in each practice type for this

©_10-
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health task (table 8), indicating that the low population-based rate is due to

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

recognition of abnormal blood pressures {greater than 90 mm Hg, diastolic) is

substahtially less in the INS from both the population (table 6) and provider

(table 8) perspectives. » , ’ ?
Other indlcators of screening for prenatal care, infant care, streptocotcal

pharyngitis and hypertension show similar patterns. The most consistent trend

is observed in the provider-based indicators._. Regardless of which practice con- 1

——

figuration achieves the hiéHESt coverage/ratéj that indicator when viewed from

T ——. . - R
o

e

the provider perspective-generally reveals very similar patterns of provider
performance. This would indicate that-the major differences in systems per-
formance for screening are issues of'patient utilizatjon and continuity of care

rather than issues of provider performance.

DIAGNOSTIC EVALUATION:

The diagnostic evaluafion was examined through indicafors for prenatai
care, lacefations, urinary tract infections, and iron-deficiency anemia. The
criteria for the diagnostic evaluation indicators were purposefully simple.and
emphasized the most basic elements of a diagnostic work-up. More complex A f;¥

diagnostic tasks and those applicable to a smaller percentage of cases were not t53

i

included for examination.

The~prenatai work-up rate is substantially higher in the HMO's from both
population (table 6) and provider (table 8) perspectives. This is a compound
indicator calling for a serology for lues, cervical culture for GC, pap smear,
and clinical pelvimetry by the 20th gestational week. The rates for IHS and

private practice are low principally due to the infrequency with which cervical



culturcs were obtained. The other indicators of diagnostic cvaluation show no

particular pattern.

TREATMENT PLANNING:

Indicators of treatment planning were included for lacerations, streptococcal
pharyngitis, urinary tract infections, and iron-deficiency anemia. No con-
sistent pattern of superior performance is noted among the practice con-

figurations. For streptococcal pharyngitis (table 10) there were three in-

dicators of treatment planning. The "treatment rate" examines the precent of -

RSN el
e . P

patients with a'pbsitive;strepwculgyré’ﬁﬁo received any antibiotic within

e

five days. The "£fea£ment-of-choice rate", however, requires a specific

dose of benzathine penicillin,or oral fenicillin or erythromycin for 10 days. |
The "unsupported 1reatment rate" examined the percent of patients with

pharyngitis who received an antibiotic without a previous gr concurrent

throat culture. It is interesting to note that private practices maintained a _ é

consistent pattern through the three treatment indicators and also had the

highest screening yield of throat cultures at 39%.

FOLLOW>UP:

The fbllow—up functions were examiﬁed for postpartum care (table 63,
lacerétiohs, urinary tract infection, and iron-deficiency anemia. The strik-
ing pattern noted is.that providér performance on the foilow—up tasks is con-

sistent across all practice types for each tracer, while over-all differences f

are generally due to system recognition or patient behavior. The indicators
of postpartum care (table 6) underscore this point. The "postpartum contact
rates" vary from 57% in the IHS to 85% in the private practices. The extent

of application of follow-up among patients who delivered (postpartum follow-

-

=12



up rate-2) varies from 206% in the IlIS to 39% in the HMO's. Howcver, the
"postpartum follow-up rate-1" which mecasures follow-up task completion for
patients who make postpartum visits was relatively copstant across practice

types.

"CONTINUITY OF CARE:

The indicators for urinary tract infections (table 11), iron-deficiency
!

anemia (table 12) and hypertension screening/(table 13) were constructed to

__assess the continuity of health care. Eachféibresses the probability (based

on empirical data) that patients successful in the preceeding element of care
will pass successfully through the next process element. Likewise the transi-

tion rates through‘yultiplefsuécessive elements of the process of care can be

Py

§§E§§§§§aéégﬂéﬁe product of the intervening rates. Perhaps the most publicized
sequence of transition rates is the ' x %" series used tojdescribe the care
of hypertensive patients. According to a public health advertizing campaign,
only one-half of the hyperfensive paéiénts have been diagnosed, and of these;
only one-half are under treatment. The product of these (0.5 x 0.5 = 0.25)
expresses the probability that a given hypertensive individual has been
diagnosed and placed on medical management. | ‘ v
This analytic techﬁique has been applied to the data for urinary tract
infections and is shown in table 14. The "overall proceés success rate' is
derived from the product of the successive indicators and is 11% for the IHS
and HMO's and 10% for the private practices. The same approach can be uSed to o
examine selected sequences of care. For example, the probability that a
screened. positive individual will progress through the sequence as far as
treatment is (0.88 x 0.89 x 0.50 x 0.95 = 0.37) for the IHS, (0.86 x 0.97 x

0.37 x 0.95 = 0:29) for the private practices, and (0.80 x 0.97 x 0.27 x 0.90

To13-



= 0.19) for the HMO's. Further the probability that a trcated patient will
progress successfully through the follow-up scquence is (0.68 x 0.59 x 0.72 =
0.29) for the INS, (0.61 x 0.79 x 0.73 = 0.35) for rural private practice, and
(0.77 x 0.92 x 0.80 = 0.57) for the HMO's.

Similarly the probability that the patient will make the required contact l
with the provider of health care can be estimated from the product of the
"evaluation contact rate" and the "follow-up contact rate'. This results in
(0.88 x 0.68 = 0.60) for‘the ins, (0.86 x'0.61 = 0.52) for the private practices,

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

—
— P

service on these vigitﬁ“willrhgjre66§ﬁized can be expressed as the product of

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

This results in (0.89 x 0.59 = 0.52) for the IHS, (0.97 x 0.79 = 0.77) for
private practice, and (0.97 x 0.92 = 0.89) for the HMO's. Finally, the
probability that all diagnostic and treatment tasks will bé‘completed, given
patient contact and recognition, can be estimated from the product of the
"diagnostic evaluation rate', '"treatment rate'", and "follow-up rate'. These
estimates suggest probabilities of (0.50 x 0.95 x 0.72 = 0.34) for the IHS,
(0;37 x 0.95 x 0.73 = 0.26) for the private practices, and (0.27 x 0,90 x 0.80
= 0.19) for the HMO's.

Similarly it is possible to estimate the impact of improving selected
aspect; of care by substituting in the crbss product equation. For example,
the benefit derived from increasing the recognition functions to an ideal level
can be estimated by substituting 1.0 for the observed rates of recognition
steps. Since an improvement of this magnitude may be somewhat unrealistic,
an: estimate can be made of the impact of increasing the recognition rates to a-

level midway between the observed and ideal rates. This can be done by

-
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substituting

Observed rate + (1.0 - obse-ved rate) -
2

‘or the 'recognition" indicators.

As>an example, t;;I;%iﬁgcompares the observed '"overall process succcss
rates" for urinary tract infections with those derived from cstimates of
improving selected functions to the 90% level. Improving patient céntact

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

‘ v
relatively more improvement in the continuity of care for private practice.

7

Similarly improving recogni*ion rates to the 90% level woﬁlddappgar to most - ;;'ﬂ?~”"

benefit care in the THS. Improving thé diagnostic, treafﬁéﬁt;#éﬁa.follow—

up tasks to the 90% level would resﬁlt'in substantial improvement in all three
practice configuration,.raising the "overall process success rate' to a‘high of §
40% in the HMO's. It is instructive to note that of the‘}atter only the _ g
diagnostic evaluation and follow-up rates were observed a;‘levels less than
90%. The criteria for these indicators are basic and certainly do not involve ?
sopﬁisticated tasks or complex diagnostic logic.

This analytic approach to the continuity of care for iron-deficiency anemia
yields similar trends. However, a slightly different pattern is observed in

hypertension screening shown in table 15. In this case the '"overall process

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

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

care for the IHS and private practice derives from increasing the contact

rates to 90%, and improving the screening rates have the least impact. On
the other hand, the HMO's derive approximately the same improvement in the |

continuity of care from each projection.

-15-



HEALTH STATUS INDICATORS:

The heaith status indicators for infant care (table 4) and prenatal carec
(table 7) are not particularly enlightening due to the relati&cly low
frequency of poor outcomes in thcse two well-patient groups. However, the
"adequate growth rate" for infants (table 4) reflects expected results}dcspite fo
" the previously noted low rates of nutritional counseling, growth monitoring,
and diet monitoring. This raises the question of whether these processes of

care have a substantial impact on outcome.

The "observed rate of _anemia' for prenatal patients (table 7) was
emia’” pren P
_____ s

T i .
substantially lower in private practice than in the IHS or HMO's. The

relatively high operative delivery ratg in the HMO's is largely due to the
‘22% rate of operative deliveries in one site. The relatively low ''repeat

pregnancy rates” in the IIS may be reclated to the relatively high "family
planning counseling" rate of table 6. ~%

The "observed wound infection rate' for lacerations (table 9) is not
instructive and the positive strep culture yield for streptococcal phar&ngitis . ;
(table 10) has received previous comment.

Of those patienﬁs who had received treatment and a follow-up culture for
urinary tract infections (table 11), a substanfial number in each practice
site had organisms in their urine at follow-up. This raises questions of the
chbicé of antibiotic, duration of £}eatment, and patient compliance with the
treatment plan. Similarly, of those patients who were treated for iron-
deficiency anemia aﬁd followed-up with a repeat hematocrit and/or-hemoglobin [
in the INS, 45% still had abnormal values. In addition to the questiohs
raised regarding UTI's, this result may indicate that a course of iron

therapy is being utilized as a diagnostic procedure. It would have been

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

counts were abnormal.

Finally, the screening yield for hypertension (table 13) mecasured the
percent of patients screened who had one or more diastolic blood pressures
above 90 mm'Hg. No substantial.differences between practice types are

observed.

ONS: ' J
CONFLUSI NS o

Comparison of the systems performad&géﬁgn'the tracers of this study have

e

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

sistent difference in the performance of the providers of care. Most of

the differences observed are attributable to patient contact with the system !
- {

- \

1

e

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

“indicators, however consistent, do not reveal a particularly high level of ]
perfofmance considering that the criteria for diagnostic,.ireatment, and
follow-up indicators emphasized only the most basic elements.of care. It
would therefore appear that overall systems performance could be substantially - i

improved if providers in all practice types capitalized on existing patient E

visit patterns to perform needed health tasks.

The results of this study do not suggest that one practice configuration
is superior to another. Among the specific pilot sites of this study, however,
it appears that the IHS provided more widespread application of counseling and ;

educational tasks, and selected screening tasks. The patient contacts with

the system were relatively high although the recognition of neced for service

was relatively low. Both may be due in part to the multi-disciplinary

health care team and extensive field health program of the IHS. This would



tend to increase the probability of patient contact but also would tend to
increase the difficulty in communication among all members of the health
care team.,

Cbnversely the recognition of the nced for service appears to be higher
in the private'practices,and IiMO's. The overall tendency for private practiée
to excell in recognition may be due in part to the less complex system of
private practice and the tendency for a patient to consistently be seen by the

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

are gencrally more compleféi?“échieve§;in/pf{Vate practice and the IMO's

e - e — .

with rates of‘patientmcontaéé”fagtggllowrup being somewhat higher in the
private practices. The only consistent difference between HMO's and private
practice observed- in the piiot sites-of this study would suggest that the HMO's
achieve a somewhat higher application of counseling, education, and health
surveillance tasks among their beneficiary populations. E

The study suggests four major methodological areas that should be of
concern in future application of quality assessment techniques to ambulatory
care. First, examination of provider performance alone does not necessarily
réflect the adequacy of care received by the patient population. In this | %:ff
study, population-based and provider-based indicators were employed to examine g_;
the effecfiveness of care provided and the effectiveness of care received.

Second, the study specificaily designed indicators to examine the continuity
of cafe.' These results suggested significant impediments to the continuity
of health care thét emphasized the adequacy of the diagnostic and therapeutic ﬁii
process alone. This study would suggest that improving the adequacy of only the

diagnostic and treatment aspects of care to an ideal level would not result in

~continuous care for the majority of patients.

T-18-



The study suggests threc major methodological arcas that should be of con-

cern in future application of quality assessment techniques to ambulatory care.
~First, examination of provider performance alonc does not neccessarily reflect

the adequacy of care recéivcd by the pétient population. In this study,
population—ﬁased and provider-bésed indicators were employed to examine the
effectiveness of care provided and. the effectiveness ofvcare received. T~

Second, the study specifically designed iﬁdicators to examine the éon-

7

tiﬁﬁity'of care. These results suggested significant impediments to the con-

T

Jtinuity of health care that would not have emerged from a study that emphasiz-
ed the adequacy of the diagnostic and therapeutic process alone. This study

would suggest that improving the adequacy of the diagnostic and treatment

—

—

._.aspects of care to an ideal level would not result in continuous care for th %

majority of patients.

3

Third, examination of health status indicators do notbadd significantly
to the information derived from this methodology. However, important outcome
measures may be to assessing the quality of healtﬁ care, additional develop-
mental work is needed to clarify a concept of hecalth outcome and apply it to
quality assessment techniques for ambulatory care. ‘ ' , ;:f

Finally, this study methodology is based on the tracer approach to St
assessing health care. As such it makes two assumptions which have never
been adequately tested. First, it assumes that the information derived from

examination of a "tracer' disease is similar to that which would have been

obtained from examination of other "similar' conditions. More importantly, the
implicit assumption within a tracer approach is that adoptive processes directed
at improving identified deficiencies in health care for a tracer, will result

also in improvements in other "similar'" conditions. The latter assumption is

-
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particularly tcnuous as attention directed toward a tracer condition may, in
rcality, detract from the care provided for other similar conditions.

. Several studies are currently underway at the Office of Research and Devclop-
nent, IHS tp test there éssumptions, bﬁt until objective evidence is available,

such assumptions must be viewed as tentative.

_-20-
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ASSESSMENT PERSPECTIVE x CLINICAL FUNCTIONS OF HEALTH CARE
R Populaﬁion- Provider- Well-Patient Diagnostic
da: TON Based Indicators | Based Indi?ators Prevention| Surveillance | Screening | Evaluation | Treatment | Follow-up
i . ORI
| Y
RENATAL CARE X X i X X X
i
il :
NFANT CARE X X }% } X X X
TREPTOCOCCAL X A = X X
I
ACERATIONS OF .
CALP AND X X X X
XTREMITIES
YPERTENSION X X X X '
RINARY TRACT X X X X X
NFECTION
RON-DEFICIENCY )X X X X X X
NEMIA ; I

TABLE 1 \ Tracer Conditions Used In Pilot Study In Relation

To The Assessment Perspectlve And The C11n1ca1
‘Functlons of Health Care.




. | \ ; No, Of , No. Of
Approximate E Approximate | " _ Public Cormunity
Population Of Size Of ; ' Health @ Health
Pilot Site Catchment Area + Catchment Area Fixed Facilities ‘ No. Of MD's Physician Extenders ' Nurses workers
IHS "A" 900 : 111 sq.mi. 1 clinic 1 i RN ! 4
N : i
IHS "B" 6,155 ; 2,854 sq. mi . S0 bed hospital § OPD ' i : i
' . - . S 3 S 10
: . 1 Field Clinic )
’ { . H H
IHS mcn ! 14,480 } 92,000 sq.mi. 170 bed medical center and 40 ? 1 } S 35
E i multi-disaplinary OPD : iz
! : 2 Field Clinics ' '
H [}
i : ) *
IHS D" } 3,800 ; 38,000 sq.mi. 29 bed hospital § OPD 2 i 0 3 30
IHS “E™ 4,926 ! 6,375 sq.mi. 41 bed hospital § OPD i S ; 1 1 25
IHS "p" 4,554 : 5,200 sq.mi. .. 39 bed hospital § OPD § 4 : 2 2 16
- . 1 Field Clinic §
Private Practice "A" 20,000 : 1,600 sq.mi. . 1 medical office f' 3 ! 1 0 0
’ f o . Attending at 30 bed f !
; P hospital | f
' ' ! ;
Private Practice '"B" 5,000 ? 1,800\Eq.mi. . 1 medical office | 2 i 0 0 0
\ ) . Attending at 30 bed i '
A j\\. hospital i i
' [ ) H H
Private Practice "C" 15,000 i 5,000;sqrhi. . 1 medical office i 5 : 0 0 0
‘ i . Attending at 30 bed
o hospital
! ! \
/ i
HMO "AY . 22,600 ) 2,700 sq.mi. . 2 medical offices 20 5 0 0
! ; i ' . Attending at 250 bed §
: j ‘ 300 bed hospital
: !
HMO "B" ; 1,500 sq.mﬁ. 1 medical office 16 2 0 0

11,000

'

- Attending at 2, 300 bed
: hospétals

TABLE 2: .Comparison Of Pilot Sites By
Major Characteristics



ACCREGATE DATA .
6 STRVICE UNITS

AGGREGATE DBATA
3 RURAL PRIVATE

AGGRECRATE

DATA

2 METROPOLITAN HEALTH

v INDIAN HEALTH SERVICE PRACTICES MAINTENANCE CRGANTZATIONS
vy MEAN % No.| RANGE MEAN % | Nol RANGE MEAN % No,| RANGE
'NDICATOR DESCRIPTION . weighted pts, | (in %) weighted | prs} (dn.%) weighted | pts.| (in %)
Tirial Percent of infant's mothers who received diet or :
. feeding instructions documented prior to dis- .
asi. iom charge after delivery. L 5’% 274 13-90 C— — — _
v te ! ’
Tnitial Porcont of infant's mothers who had documentatlon
‘nfant Care of counseling on general topics of infant care :
ounseling prlor to discharge after delivery. y 48% 274\ lo-70 - - i —
ate P
arant Care Percent of intant's mothers who had docunxcntation )
ounseling of infant care counseling at ledst once in the
ate first 6 months and at least once in- the sccond 7 32% 274 | 0-78 5—% 271 o-t5 37Z 54 o-4y
nonths of life. '
irowth Percent of infants who had weight and length ]
lonitoring recorded at least 3 times in the first.6 and at’ -pe - . -
ate least 2 times in the second 7 months of life. Zé% 277 3-42 /17" 27| o-2 33% 54 0-37
ievelopaent Percent of infants who had documentation of .
lonitoring developmental milestones at least 4 times in ’
ate the first 6 nonths and at least 3 times in the 8% 277 o-40 ' % 21| o-2 47, 54 2-20
sccond 7 months of life. : !
et Percent of infants who had documentation of
cenitoxing dictary intake at least 4 times in the first 6: :
ate weaths and at least 3 times in the sccond 7 7% 277! o-z2 2% 271 o-% 7% 154 &-20
rnonths of life. : .
nenia Percent of infants who had a hemoglobin or ;
-;:gcnmg hematocrit recorded between agg 6-13 months.. 432 297 7-72 //‘74; 127 518 . 5570 57 25.40
B Screening Percent of infants who had a PPD or Tine test ' :
ate recorded between ages 6-i3 months. : s51% |277| 23-8% 127 27| 6-22 so0% |54 4o-s1 |
‘ip Dysplasia | Percent of infants who had documcntation of a .
creening hip exam in the first 6 months of life. 49% 2771 o-90 3% 1271| 2-78 33Z 54 20-35
ate : : -~
Pr-opv Percent of infants who received 3 DPT and 2
r;.’:.';m:anon OPV imm unlzau?ns by age 13 months. | 67% 277 $3-90 5870 127| 42-69 .44‘7,> 54 41-80
otal Percent of jinfants who received 3 DPT, 20PV, a ) . . .
mnunization measles, and rubella immunization by age 13 mo__nths. 467;, 277 lb-52 /470 127 12-17 . 33Z 54 20-35
ate L . i
utrition Percent of infants who recceived nutrition counseling
.gsgse‘linz 3 tines in the first 13 months of life. ' 4 % 278| o0-68 37, l1iz1l o-ro 49-80

TABLE 3 ¢ Systea Performance For Infant Care

(Population-based- proce ss mdlcators)




AGGREGATE DATA .

6 SERVICE UNITS

AGGREGATE DATA
3 RURAL PRIVATE

AGGREGRATE DATA
2 METROPOLITAN HEALT

INDIAN HEALTH SERVICE PRACTICES MAINTONANCE CRGANTZATIONS
MEAN % | No. | RANGE MEAN % | No.| RANGE - MEAN % No.| RANGE
INDICATOR . __DESCRIPTION — weishtedints, (;_n %) weighted [pts.| (in.%) weighted | pts.l (in %)
Adequate Percent’ of infants who were between the 10th and Py ' ,
Growth 90th percentiles for height and weight at .74 " A4 7/- & I/ 77166
Rate approximately one year of age. 7' Z 177) 69- 85 7 % 98 7? Z .
Birth Percent of infants who had an Apgar of 6 or less i ) ]
Depression t one minute or less than 8 at five minutes. 3% 277 A ) 5% St 0-7 4% 22 o-5 .
Rate 2
. TABLE 4 : Infant Care Outcones s )
(Health Status Indicators) ..
"'.“\\ )
. ;
AGGREGATE DATA AGGREGATE DATA AGGREGRATE DATA
6 SERVICE UNITS 3 RURAL PRIVATE 2 METRCPOLITAN EEALTH
INDIAN HEALTH SERVICE PRACTICES MAINTENANCE QRGANTZATIONS
MEAN % No. RANGE MEAN % | Np| RANGE MEAN % No. RANGE
INDICATOR DESCRIPTION weishted | visids(in %) weichted heas] (in.%) woighted visits{in %)
Growth Percent of infant visits resulted in recording
Monitoring of length and weight during the first 13 months | 47% 19¢3| 34-67 32% 925| 21-45 57,% 434 | 34-59
Rate of life. : : L .
DPT Percent of infant visits made when due for a . . ]
Irmunization | DPT immunization, resulted in the immunization 38-94 y .- iy L8
Rate being given. 552 794 44% qe2| 10-77 5-87’ 233 | 57-6
Diet Percent of infant visits during the first 13 7 i _ _
History months of life, which resulted in any statement 32 /1943 -49 - -57
Rate of recent dietary intake. ¢ /2 ? 2/% o25) 49/ 55 Z 4561 40

_TABLE 5 : Provider Performance
For Infant Care (provider-based
process indicators)
v
|




AGGRECATE DATA
6 SERVICE UNITS

AGGREGATE DATA
3 RURAL PRIVATE

AGGREGRATE DATA
2 METROPOLITAN HEALTH

h INDIAN HEALTH SERVICE PRACTICES MAINTINANCE CRGANIZATIONS
Ly MUEAN % No. | RANGE MEAN % | NoJ RANGE MUEAN % N RGE
INDICATOR DESCRIPTION wairhted inse {in %) beoiohted |necd (AN %) weighted | pts, { (in %
Prenatal Percent of pregnant women who encountercd ) .
vy Rate the health carec system by the 20th weck of gestation. 44% 3o0| 40-83 73 % 134 70-76 7% 4o | 84-238
atal Percent of pregnant women who had documentation of :
Yo n-Up \DRL, cervical culture, pap smear, and clinical - - _ 2.
Rate pelvietry by the 20th week of pestation.i ! 20% 300 0-3b /7 134 o-2 ("27’ 2 62-¢3
Risk Percent of pregnant women who had a statément of. :
Asscssment risk or prognosis of pregnancy by the 20th week . _
Rate of gestation, ?% 300 ©-30 97‘ 134 z2-1t /O% {9 7-12
Desire For Percent of pregnant women who nad documentatlon ’
Pregnancy of whether pregnancy was wanted, unwanted, ‘or )
Decumentation| undecided by the 13th week of gestation. | /é% 3o00] ©-40 9% |134| O-16 ZLZ 49 11-36
Rate : ' s
Unwanted Pre-| Percent of women with documentation of unwanted
Y week w 0l W
ggfﬂcy TAB pregnancy the the 13th week who received a TAB. 8/*% A 8] /00% 4 /oo* /OG% e 100*
Family Percent of pregnant women who had documentation
Planning of family planning counseling during the preg-
Counseling nancy prior to delivery. 53% 284 /10-84 /ZZ 129 ©6-3/ 274 58 0-3,
Rate
TAB Family Percent of women with TAB who began family
Planning planning within 8 weeks after the TAB. /0070 10 /00* 75—7 4 75 ¥ /50% 74 Jo06%
Rate ° ‘
~ Postpartun Percent of women who began family planning or
Fanily for whom their intention not to begin family .
Planning planning was documented within 8 weeks of 4/7, 284\ 24-76 5'67, /34| z2-80 58% | 48 26-/00
Rate delivery.
- Nutritional Percent of pregnant wonlen uho received nutrltlonal
go:qseling counseling by the 20th week of gestation. /SZ 284 o-50 2% 124! 0-6 5z s7 0-/0
ate »

TABLE 6 : System Porformance For Prenatal
Care (populat1on-based proness

indicators)

* Sample available from only one site




AGGREGATE DATA
G STRVICE UNITS
INDIAN BEALTH SERVICE

AGGREGATE DATA
3 RURAL FRIVATE
PRACTICES

ACGREGRATE DATA
2 METROFOLITAN HEALTH
MAINTENANCE CRGANTIZATIONS

Continued ’ / l
i

TABLE 6 :

MUEAN % No . RANGE MEAN % Ng RANGE HEAN % N n| #AKNGE

INDICATOR DESCRIPTION weighted{pts. | (in %) weighted Jpts] (in %) weiphted | pts.|(in %)
pI ‘ercent of pregnant women who had their blood 1
Screening pressure recorded at least 3 times in the 2 2-472 ] / 0-8] 5 3p-70
Rate sccond and S times in the third trimester. 25 2. 284 ~ ~é‘475 "7 / 8 % 57 e mamrrmm o b
Abnormal Percent of pntients with a diastolic BP>90, who
Blood Pressured had a dinpnoasis or narrative documenting
socngnition recognition of the abnormal result. '54.% 34 O~-100 8[% VA La-/00 83% & 83*
Aate
Anemin Percent of prepnant women who had a hemoglobin
Screening or hemntocrit recorded in the first 20 wecks 53'2’ 284 4- 8¢ 747 134 Cr-91 &137 571 33-94
Rate of gestation. : “ °
Freonancy Percent of prepgnant women who had the fundal
Monitoring height recorded at least 3 times jin the sccond
Rate and 5 times in the third trimester, and had the o-44 . . -

fetal heart rate recorded at least once. jn the /6 Z za4 i 5,17” 123, /0-7¢ 39% | S7 18-57

secend and 5 times in the third trimester. —
Feaztpartum fercent of delivered patient who made a visit
Contact within 8 weeks after delivery. : £ sy - !
Rate e g i 577|264 3975 | BSA|/54| €808 | k27|69 | bo-éd
Fostpartum Percent of delivered patients making a post-
Follow-tp partum visit with any statement regarding ‘exam R Y / 0-89 <t 43 48-5¢
Rate -{ of uterus, BP, and weight. Do 46 7‘ 61 z4-59 (62 4 %
Fostpartum P'ercent of delivered patients with any statement )
Foliow-Up documenting examination of the uterus, BP, .and 2 z8 /3-39 32 Lo 31-33 3971134 o-86
Rate -2 | weight by 8 wecks after delivery. / i ¢ Z’ 7 ,Z - ° ———— —

* Sample available from only one site



AGGREGATE DATA
6 SERVICE UNITS

AGGREGATE DATA
3 RURAL PRIVATE

[ SAYSLARNEDVEPRIPS S

AGGREGRATE DATA
2 METROFOLITAN HEALTH

INDIAN UEALTH SERVICE PRACTICES MAINTENANCE ORGANIZATIONS
MEAN % No.| RANGE MEAN % | No| RANGE MEAN % No. RANGE
INDICATOR - DESCRIPTICN weighted pts | (in %) weighted|pts! (in %) weighted {pts. | (in %)
NORMAL BIRTH Percent of pregnancies resulting in a birth ' ' »
ZIGHT RATE weight between 5 1bs. 8 oz. and 9 1bs. 8c 1281 | 62-9L | 77% |84]| ez2-t00 937 |41 | 88-96
ACCEPTABLE Percent of pregnancies resulting in an infant
ONE MINUTE with a one minute Apgar of 7 or greater, ?OZ 2761 ©9-96 ‘I,oz 521 83—100 93% 43 | 90-95
APGAR RATE
OBSERVED Percent of pregnancies with documentation of PIH
PIH RATE or documentation of a diastolic BP 90 mm Hg. /37» 2841 0-26 /ZZ B4y 7-16 /OZ 57 1 0-20
- R
OBSERVED Percent of pregnancies with documentation of T
GESTATIONAL gestational diabetes. g
DIABETES 6T, (225 0-rz — —
PATE
OBSERVED ANEMIA. Percent of pregnancies screened for ancmia with o
RATE | documentation of a HCT<37% or a Hgb<12. 29% 2441 15- 71 77; 134 2-24 337 52 2354
' A N
OPCPATIVE Percent of pregnancies resulting in delivery
DELIVERY by C-section. Y 4 - - -
oArE | Y L 2% 284 o-¢ 4%, 34| o-14 12% |50 | 4-22
REPEAT i Percent of women who become pregnant L;ﬁin within
Z ; nt o 3 b : :
PREGNANCY " 12 months of previous delivery. Pt \ IG% 92 7-28 ZGZ 104 l]- 40 8%, 1431 13-24
RATE i S . o

S
TABLE 7 : Prenatal Care léutcom‘es
(Health Status Indica:ors))‘

|
o




AGGREGATE DATA
6 SCRVICE UNITS

AGGREGATE DATA
3 RURAL PRIVATE

AGGREGRATE DATA
2 METROPOLITAN HEALTH

INDIAN HEALTH SERVICE PRACTICES MATINTENANCE ORCANIZATICONS
MEAN % No.] RANGE MEAN % | No.l RANGE MEAN % | No.] RANGE
INDICATOR : DESCR'IP.AION\ . weirhted visitd (in %) weighted Lootha]| (in %) weighted lvissth(in %)
Prenatal Percent of first prenatal visits which resulted in i )
Work-up a VDRL, cecrvical culture, pap smear, and clinical 2 7 Q 12- (L2 7 - .
Rate pelvimetry within 2 wecks of the first visit. 1. 298 & A |34 0-4 75% 69§ 63-74
Risk Percent of first prenatal visits which resulted in
Asscssment a statement of risk or prognosis of pregnancy with- ’ -
Rate in 2 weeks of the first visit. 9% 298| 0-28 /,0% /34| L-/b /07, 69 712
Prenatal Percent of first prenatal visits occurring prior to
wWOTk-Up the 20th weck, which resuited in a documentation '7
Rate (by of a VCLRL, cervical culture, pap smear, and clinical 307 |9 0-58 an - -
20th week) pelvinetry by the 20th weck. 3 13% 28| /0-17 73% Le <8-74
Risk Percent of first prenatal visits occurring prior to
Asscssment the 20th wcek, which resulted in a statement of 57 ) \
Rate (by risk or prognosis of pregnancy prior to the 20th 10% | 193 O-3 12 -
20th weck) week. - 4 Z 28 3-23 ”% 4L 8-12
Desire For Fercent of first prenatal visits which rosulted
Pregnancy in a statement of whether the pregnancy was
Acum ¢i vanted, unwant undecided. ;7' 2 - z, - -
Dagc entation}| wan ‘eo unwanted, or undecide 174 298 0-33 9% /34| o-1t 2(,70 49 YR
Unwanted Pcrcent of prenatal visits for women with un-
Pregnancy wanted or undecided about pregnancy within two
Ccunseling weeks of documentation, resulted in counseling - 95‘% /9 50~/00 /oOZ 7 100-100 8L 7; 7 85-2¢L
Rate regarding desire for pregnancy. :
Ancomia Jercent of first prenatal visits which resulted
Screening in documentation of a hematocrit or hemoglobin .o > -
Rate within two wecks of first visit. \ 85—% 228| 67-95 85—7‘ /124 | &/-100 877’ 49. 81-94
Pregnancy Fercent of prenatal visits made atter first ]
Monitoring visit which resulted in documentation of the 7 17531 S§9-g< 2 3. -
ond pisit which T o 797 ¢-g< | 922 1234] 83-929 82% |s17| &1-82
PIH " Perccent of preaatal visits made in the second . .
Screening and third trimester which resulted 1n documen- 4
Rate tation of the diastolic blood pressure.: i’ : 9‘/'7" 1733 21-98 94% 111 .72 /00 927 |Svo 87-28
Abnornmal Percent of prenatal visits with a recorded
Blcod diastolic blood pressure greater thqn 90 tm Hg, .
Pressure resulted in a diagnosis or narrative mdlcatlon YA 55 | o-tloo —
Recognition | recognition of the abnormal result., ‘ % 8"7° 34| 6o-s2 1007 | 4 /00¥
Rate ) . {

Provider Performance For ;bre‘natal Care
(Provider-based process indicators)
) T

/

!

TALLE B

. * Sample available from only one site




AGGRCGATE DATA :
G SERVICE UNITS

AGGREGATE DATA
3 RURAL PRIVATE

AGGREGRATE DATA

>2 METRGPOLITAN HEALTH

§ INDIAN EEALTH SERVICE PRACTICES MAINTENANCE CRGANTZATIONS
L MEAN % N, RANGE MEAN % | NoJ RANGE MEAN % No. RANGE

INDICATOR DESCRIPTICN i wel?hted pts. | (in %) seighted lpts) (in %) weighted | nts. | (in %)

Wound ~ “Percent of scalp or extremity lacerations tor

Descripticn which the following were documented: \; .

1 e e iTe pacerssion. | suf |3%| 259 |40 lios| 0-56 | 327 |38 | 533
3. Description of Igcecration, ~

Docusentationf Fercent of sgalp or cxtremity lacerations with .

Of Extent Of | documcntation of assessment of bone, nerve, 27% 3941 I6-39 %5-7 J09 | 21-53 297 1 38 | 26-47

Iniury Rate and/or vascular involvement. e ° 1

Tetanus _ Percent of scalp or cxtremity Iacerat;ons

Prophylavis which had documecntation of current tetanus. e ‘

Coverage coverage, or were provided additionmal . ¢ | 6276 394y 3i-90 457% {109 | 33-100 82% 138 | «7-83

Rate coverage.

Revisit Percent of pablents who had laceration sutured -

Rate who had an encounter with any provider for any - ‘ . .
reason within S to 15 days after laceration 64% {223 41-87 7% 185 | 50-83 o9 |31 | 93-100
was sutured. :

Follow-up Pcrcent or patients with sutured laceration for

Rate whom, some statcment of wound healing was made . ‘
within 5 to 15 days of initial encounter for 56% 223y Z26-84 66% 85 | 50-77 842 3! &2 -/o0
the laceration. ’

Observed Percent of scalp or extremity lacerations with : )

Wound documentation of a wound infection. (2 wks.J : . o e :

Infection - 6%, {394} s5-12 47, /09| o-4 /0% i38| o-n

Rate

TABLE. @ : Systenm Performance
"For Lacerations (population-based
process indicators)




A
-
. . ‘
‘\E AGGREGATE DATA -, AGGREGATE DATA AGGAEGKATL DATA
\‘ 6 SERVICE UNITS 3 RURAL PRIVATE 2 METROPCLITAN HEALTH
:\ INDIAN HEALTH SERVICE PRACTICES MAINTENANCE CRCGANIZATIONS
. : _; MEAN % No.] RANGE MEAN % ] No. RANGE MEAN % NoJ RANGE
INDICATOR DESCRIPTION P weighted Ipts, | (in %) weichted Ints} (3n %) __weichred jprs, (30 %)
Selective Percent of patient-episodes of pharyngitiﬁ )
Screenin who received a throat culture w1th1 two ! Nz -
Rate i days of the initial visit. . i ; 69% 534y s7- 85 .58% |159] 4/-62 71 % 29 67-76
Treatment Percent of patients with a positive strep B
e e e ot the tutcaro. dnrerrie Yithin 90% |12 | 75-/00 | 9714 |30| 8b-io | 76% |29 | 65-92
Treatment= Pcrcent of patients with a positive strep,
0£-Choice culture who received either 1.2 mu LA bicillin
Rate (609,000 units for children less than 60 1bs. R P
or 9 ycars of age), oral penicillin for 10 days, 79% /72 1 53-100 857, 30l &7-/00 72%_ 29 | 65- 35
or erythromycin for 10 days within 5 days of '
. the culture date.
Unsupperted Percent of paticats with an cpiscde of pbaryng1tis
Treatment who received an antibiotic without receiving a. 22 ‘7” 53¢ 4-37 /4,70 /50 /2-20 14% 99 g-20
Rate throat culture. )
Fositive Percent of pharyng:tls episades cultured wh‘ch
Stre resulted in a positive culture for stre - : - ’ :
Culenre P Pe 209 {372} 5-3¢6 39% {101} 29-48 139 |71 | s-24
Rate ) : . o .

TABLE [0 : System Performance
For Streptococcal Disease (population -
based process indicators)




AGGREGATE DATA
6 SERVICE UNITS

.

AGGREGATE DATA
3 RURAL PRIVATE

AGGREGRATE DATA

2 METROPOLITAN

{EALTR

. INDIAN HEALTH SERVICE PRACTICES MAINTENANCE CRGANTZATIONS
MEAN & No.] RANGE MEAN % | No.l RANGE NEAN % No.| RANGE
INDICATOR DESCRTPTION weighted bts. | (in %) we1phtcd pts.| (in.%) weiohted Ipts, | (3n %)
Evaluation Percent of paticnts with a positive urine-
Contact culture (>100,090 organisms) who made
Rate contact with the health carc system within 88% 2¢4) 72-98 . 86% 16 83-20 go%- |9 | 78-83
2 veeks of positive culture,
Abnormal Percent of paticents makiag contact within
Screening 2 weeks, who had any statement or action .
Recognition indicating that pos1t1ve culture was 897, 2325 | (69- /00 97% 00| o5-98 97% 77 | 95-t00
Rate recognized.
Diagnostic Percent of yatlcnts with recognition of -
Evaluation positive culture, who had documentation
Rate of the history, decscription of symptoms, 507a 2068 | 44-467 37% 97 2t-55 27Z 75 | R5-238
temnernture, ond palnatjon of the abdomen.
Treatnent Fercent ¢f putients with recognition of
Rate positive cvltarc, who vere placed on an.
appropriate antibiotic therapy within 2 95% 208 O ¢-100 957,', 97 | 93-/00 9070 7! 00-9¢
weeks of positive culture.
Foliow-Up Percent cf paticents trcated who jmade
Contact contact with the health care systcn within . -a3
Rate 1-4 weeks after the treatment started. (08% 196 | 57-77 (OI% 95 | 49-82 772 45 7-83
Follow-Up Fercent of patients naking contact fo?
Recegnitien whon there was any statement of act1on
Rate indicating recognition of the need for\ ﬁ% /35| 32-89 79% 571 66-82 92% 50 | 922-9%
follew-un.
Follow-Up Percent of patients with recognition of‘thn
Rate need for follow up who reccxvcd a urine, tul- — . A - ) -
turc within 1-4 MECKS fter treatment s*?xrted. 727‘ 8o /8- 96 73Z, 45 50792 80% 4" 74-87
Negative Percent of patients trcated and followed- Lp l
Reculture who had a repeat urine culture resul;xn in - - -
Rate < 100,000 organisms. . ! g G7Z S8 ©-88 58% 43; “46-48 62% 37 |59-é5

'

TABLE 1/ Continuity Of Care
For Urinary Tract Infections |~




e ey

AGCREGATE DATA AGGRECATE DATA AGGREGRATE DATA
6 SERVICE UNITS 3 RURAL PRIVATE 2 METROPOLITAN LCALTH
j INDIAN HEALTH SERVICE PRﬂCTICES MATNTENANCE "RGA\'IZ:\TIO.\'S
" MEAN % No.} PANGE MEAN % RANGE - MEAN % No. IANGE
INDICATOR DESCRIPTICN weighted ! pts.| (in %) weipghted Ints. ,11n.%) weighted Ipts. { (in %)
Contact For .| Percent of infants and prenatal patients wio made
Screening contact with the health carc system when they re-
- Rate quired screening for ancinia. (Percent of infants .
contacting the system between age 6-13 months. . b ! .88 _
Percent of prenatal paticnts contacting the system 82% S 7- 94 8 Z 24 84 8 o3 z 123 74-9
by 20th weck of gestation).
Screening Percent of infants and, prenatals making centact for .
Rate screening, who had a hematoerit and/or hemoglobin. 4,3% 4LL 31-77 4970 2251 41-53 4’3% "7 £3-93
Evaluation Percent of patients screencd positive for anemia
Contact (HCT< 33 and/or libg «11) who made contact with the g -lo 0 .-
Rate system within 3 weeks after positive screening. 877 lz24] S¢-i00 509 l4o| 79-/00 59% {104 £8-&9
bnermal Percent of patizsnts making contact for whom there '
Screening is any statement or action indicating recognition )
Ecccgnition of the abnormal result. 6%-70 187 | §6-teo 3% 1361 45-93 729 4 01 72~ 72
ate
Diagnostic fFercent of patients with recognition of abnormal
;cif;-up zg:u;fscf0r whom any statcment of dietary intake 4?% /781 18-80 4_47: i 25 )4 - 69 34% 44 22-$2
Treatment Percent of patients with recognition of abnormal | o i
Rate result, who were started on iron therapy. (1 wk) 827" 36| 55-/00 9470 {125 | 8o-/060 57/0 | 44 57-58
Centact Percent of patients who made contact with the
Rate Fer health cure system within 3-6 wecks after iron < 23- 73 3 31-50
Follow-Up therapy was instituted. N l%_ N2 877 124 75-902 40% 25
Follow-~Up Pereent of patients contqct1ng the system 3-b weeks
Recognition after therapy started, for whom there was any
Rate statement or action indicating ‘the| need for follow égz 571 zo-91 BDZ 22| §0-/00 407. 10 25-50
ur. : )
Follow-Up Percent of paticnts with recognition of the nced
Rate for follow-up who reccived  hemoglebin and/or -
hematocrit w‘ithin 3-6 weeks after institution of Bl 7» 371 Sob-/00 907,, 21/ 3-700 7_5%, 4, L7-100
iron therany. ‘ !
Screening Pereent of infants and prenatal -patients screened zor = ; .
Yield anenia who had a Hgb< 11 and/or Het< 33, 21‘75 337].9:.L-L3 8.5 2381 2-/1 4.3 70 /19 -9
Resolution Of| Percent of patients with a repeat Het and/or Hgb : 1
Anemia 3-6 wecks after therapy started, which resulted ina : ) - .
Documentation{ Het = 33 'and/or Hgb z 11. : '55% 22{ o-too qjé /5; $0-/00 697% 3 6-ico
Rate . B

TABLE 12: Continuity Of Care For Iron« ' \

Defzciency Anema



AGGREGATE DATA
6 SCRVICE UNITS

AGGREGATE DATA
3 RURAL PRIVATE

AGGREGRATE
2 METROPOLITAN K

DATA
HZALTH

_ INDIAN HEALTH SERVICE PRACTICES MATNTENANCE ORG! «Mz.,\TIO\S
Lo MEAN % 2. | RANGE MEAN % | NoJ RANGE MEAN % NodJ RANG

1% CATOR DESCRIPTION L weiphtedipts. | (in %) wveighted|nts. (in %) weighted {pts. | (in 3)

Screening Perceat of population who made contact with

Contact the health care system at lcast once mt"un 7 = - 2 -

Rate the three vear tlzc frame (1/1/74-1/1777). '787’ 505 | 60-9C ?57’ 329 90-95 93% 125 | 8&-ico

Screcning Percent of patieats making contact who had -

Rate their blood pressure recorded at least once .
(in the abscace of trauma, pregnancy, in-' ’ .
toxication, or under the 1np1ucnce zf med‘ca- 7?2 39¢ | 66-/o0 85% 307| 73-93 ’ 942 e q91-98
tion known to elcvate blood pressure).

Abnorral Percent of ,‘.tlcms with a positive BP o

Screening screen (diastolic BP > 90) for whom there was e

Recegnition any statement or action indicating recog GO 147 20-80 68% 165 | &1-89 697 2b| 69-70

Rate nition of the abnormal rcsult on that visit.

Abnorzmal Dcrcent of patients with abnormal screening ] )

Screenin 8P who made contact with the system within

Contact ’ 6 weeks of the abnormal BP. ¢ ’ 63% St 33-100 ("37" 63| 55-75 . 72’% /8 58-82

Rate ]

Rescreening Percent of patients making contact who had | .

Rate a blood pressure rccorded within 6 weeks of | 847, |32 50 -/o0 93% 20 | 94¢-r00 é?Z /3 L7-75
the oririnal sbnormul result. :

Screening Percent of patients screcned during the

Yield time frame, who had one or more diastolic . ¢ 22 300 | /9-25 28% o5l 2/-33 24% 109 20-27
blocd pressure readings above SOmm Hg. - 4 e

v

TABLE 715 : Continuity of Care
For Hypertension Screening




TABLE 14:

Urinary Tract Infections - Projecting overall process

/ Success through improvements in selected clinical events.
OBSERVED IF CONTACT RATES - IF RECOGNITION RATES IF ACTION TASK RATES
RATES WERE IMPROVED TO .90 WERE IMPROVED TO .90 WERE ,IMPROVED TO .90
IHS | PP | HMO IHS | PP | HMO IHS Pp HMO IHS | PP 1 MO
Evaluation : 4
Contadct .88 .86 .80 .90 .90 .90 .88 .86 .80 .88 .86 .80
Rate
!
Abnormal -
Screening .89 .97 .97 .89 .97 .97 .90 .97 .97 .89 .97 .97
Recognition
Rate ’
|
Diagnostic |y
Evaluation .50 .37\ | .27 .50 .37 .27 .50 .37 .27 .90 .90 .90
Rate R |
Treatment .95 1.95 {.90 | .95 .95 .90 1 .95 .95 .90 .95 .95 .90
Rate ‘
Follow-up ) '
Contact .68 .61 .77 .90 '.90 .S0 .68 .61 .77 .68 .61 .77
Rate \ ‘
Follow-up |
Recognition .59 .79 .92 .59 L79 .92 .90 .90 .92 .59 .79 .92
Rate Lo
. Follow-up .72 .73 .80 .72 73 .80 .72 .73 .80 .90 .90 .90
° Rate Lo :
. ; : : ,
Overall Process .11 (.10 .11 .14 16 ! .14 .17 .12 .11 .24 .31 .40
Success ’ - !




OBSERVED IF CONTACT RATES IF RECOGNITION RATES IF ACTION TASK RATES
RATES IMPROVED TO .90 IMPROVED TO .90 . IMPROVED TO .90
IHS | PP | HMO IHS PP HMO IHS PP HMO IHS PP HMO
Screening
Contact .78 1.93 | .93 .90 .93 .93 .78 .93 .93 .78 .93 .93
Rate
Screening .79 | .83 | .94 .79 .83 =, 04 .79 .83 .94 .90 .80 .94
Rate
Abnormal , :
Screening .60 | .68 .| .69 .60 .68 .69 .90 .90 .90 .60 .68 .69
Recognition x
Abnormal Screening \ .
Contact .63 .63 72.\f .90 -{ .90 .90 .63 .63 .72 .63 .63 72
Rate P :
i |
ah '
Rescreening .84 .98 .69 .84 .98 .69 .84 .98 .69 .90 .98 .90
Rate / \
Overall ! } A : {
Process 20 .32 | .30 j| .32 | .46 38 .29 43 39 .24 .35 .39
Success /
i . ;
TABLE 15:

Hypertension - Projecting Overall
Precess Success Through Improve-
ments in Selective Clinical Events.
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