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HE current concern about quality of care in the
United States is deeply paradoxical in many

ways. From a technical and scientific standpoint, the
capabilities of the nation’s health care system are ex-
traordinary. Decades of biomedical research have cul-
minated in new forms of technology that have greatly
improved the health of Americans. Two examples
(benefiting very different demographic groups) are
neonatal intensive care units and new inpatient treat-
ments for coronary artery disease. Neonatal intensive
care units account for a substantial portion of the re-
cent decline in neonatal and infant mortality rates in
the United States.
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 Improvements in the inpatient
care of acute coronary heart disease, including throm-
bolytic therapy, seem to account for more of the re-
cent decline in mortality from that illness than do
preventive measures.
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This raises an obvious question: Why should
Americans be bothered now, of all times, about the
quality of their health care? A number of factors
have pushed quality to the fore in the current health
care debate. These forces are worth analyzing for the
light they shed on how health professionals can and
should respond to concern about the quality of care.
Physicians’ responses may appropriately range from
opposing certain developments on principle to whole-
heartedly embracing legitimate opportunities for im-
provement.

 

QUALITY AND COST CONTROL

 

The first and most obvious source of anxiety
about the quality of care in the United States today
is that many Americans, professionals and nonpro-
fessionals alike, worry that quality will be jeopard-
ized by efforts to reduce the cost of health care serv-
ices. Set in motion over the past decade by private
and public purchasers of services, these efforts em-
ploy various devices, among them reductions in in-
surance coverage for patients (the denial of coverage,
reduced benefits, and increased sharing of costs),
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the organization of providers into competing man-
aged-care organizations,
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 specialized forms of cov-
erage for particular high-cost illnesses,
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 reductions in
payments to providers,
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 incentives to providers to as-
sume financial risk for the cost of services,
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 increases
in the authority of primary care physicians over the
provision of specialty care,
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 various forms of utili-
zation review,
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 and the rating of providers’ use of
health care resources.
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Certain of these approaches have not been ade-

T

 

quately studied with respect to their effects on qual-
ity.
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 Among the most important of these is the
increasing reliance on the sharing of financial risks
by physicians,
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 which creates potentially substantial
conflicts of interest between patient and provider.
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Even more troubling is the fact that many private
and public purchasers are plunging headlong into
arrangements that have previously been found to
have potentially adverse effects on the quality of care
received by certain populations. It is well document-
ed that the termination of insurance affects patients’
health adversely
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 and that increased cost sharing
causes patients to receive fewer appropriate health
care services, as well as fewer inappropriate ones.
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Yet reductions in coverage and increases in copay-
ments are common as employers seek to contain
costs.3

As early as the mid-1980s, the Rand Health Insur-
ance Experiment published data showing that poor
patients with chronic illnesses had inferior outcomes
when they received care from the Group Health Co-
operative of Puget Sound, a highly regarded health
maintenance organization, as compared with fee-
for-service practices.16 Nevertheless, state govern-
ments throughout the United States are requiring
Medicaid patients, including the disabled, to enroll
in managed-care systems whose reputations come
nowhere near the excellent one that Group Health
Cooperative enjoyed at the time of the Rand study.
In Tennessee, the sudden imposition of such a re-
quirement through the TennCare program resulted
in dramatic cost savings, but also brought a precipi-
tous decline in Medicaid patients’ satisfaction with
their care.17 

The need to reduce the cost of health care, which
now exceeds 14 percent of our gross national prod-
uct, is a compelling one, and physicians’ failure in
the past to participate in controlling these expendi-
tures has contributed to the sense of crisis that sur-
rounds the radical changes now under way.18 When
Congress rejected comprehensive health care reform
in 1994, purchaser-driven efforts to contain health
care expenditures became inevitable, and it would be
futile for physicians to reject them wholesale. Nor
must cost reduction always jeopardize quality. Qual-
ity experts have argued convincingly that cost reduc-
tion and quality improvement are compatible goals
when pursued appropriately.19

In their efforts to reduce costs, however, some
purchasers are likely to pursue options that pose un-
acceptable threats to the quality of care. In such sit-
uations, physicians may legitimately have a new kind
of gatekeeping role: waving through some cost-sav-
ing reforms while closing the door on others that
unduly compromise their professional obligations
and the welfare of their patients. Gatekeeping of this
sort will require physicians to become more skilled
in assessing the effects of cost-control interventions
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on quality, to stop the blatantly self-interested be-
havior that has undermined their credibility with the
public,18 and to form new alliances with consumers,
whose political influence and support are essential if
physicians are to moderate the excesses of the cost-
control movement.

THE NEW SCIENCES AND TECHNIQUES

OF QUALITY MEASUREMENT

AND IMPROVEMENT

Even if national expenditures for health care were
not an overriding concern, the quality of care would
very likely be a topic of lively debate at present. As
our biomedical knowledge has increased dramatical-
ly in recent years, so has our knowledge of methods
to measure and improve the quality of care.16 New
sciences and techniques of measuring and improving
quality have yielded information and opportunities
that create their own pressure for reform. In the final
analysis, these developments may well have a much
more enduring effect on the quality of health care
worldwide than will our obsession with cost con-
tainment.

One of the most important new sciences of quality
measurement and improvement is clinical epidemiol-
ogy, which uses the statistical tools of classic epide-
miology to clarify the implications of differing pat-
terns of clinical practice. Pioneered by Wennberg
and Gittelsohn20 among others, clinical epidemiolo-
gy made its first contribution in identifying the wide
variation in the processes and outcomes of care
among patients who received routine treatment for
the same health care problems in different places and
health care settings.21-23 Such variation has had enor-
mous effects on the health care debate in the United
States. Politically, it has created the impression that
much medical practice lacks scientific foundation,
and it has emboldened purchasers and policy makers
to challenge physicians’ claims that they know au-
thoritatively what constitutes optimal health care.23

The consequent erosion of the scientific credibility
of the profession has opened the way for the rapid
changes in the organization and financing of health
care that now make physicians fearful for the quality
of their patients’ care.

Of more lasting importance, however, is the fact
that the wide variation in the processes and out-
comes of care has created opportunities for learning
and improving their daily work. After all, some vari-
ation in an activity as complex as medical practice is
inevitable. The challenge is to identify the variations
that produce the best outcomes. From this stand-
point, failure to learn from the variation would be a
far more serious indictment of the profession than
the variation itself.23 Clinical epidemiology has pro-
vided some of the tools with which physicians can
meet this challenge.24

The second scientific development that has set the

stage for the current debate on quality is the growth
of outcomes research. This new field sprang from
the confluence of several intellectual and policy cur-
rents. The awareness of variation in practice patterns
created the need to understand better how such
variation affects outcomes. Our tools for measuring
outcomes were primitive, however.25 At the same
time, sociologists and psychometricians had devel-
oped better methods of assessing not only patients’
functioning, but also their values and preferences for
various functional states.26,27 It was natural that en-
terprising investigators should reach for these tools
in order to learn from the variation in health care
practice. The Medical Effectiveness Program of the
Agency for Health Care Policy and Research, which
set up interdisciplinary Patient Outcome Research
Teams in the late 1980s and early 1990s, spurred the
practical application of outcomes research.

Outcomes research has created new measures of
quality that will change clinical practice, especially
the treatment of chronic illnesses, in which im-
proved functioning is a primary objective. This is al-
ready apparent with regard to such conditions or
procedures as back pain,28 benign prostatic hyper-
trophy,29 and hysterectomy.30

Quality measurement and improvement have also
been strongly affected by progress in information
systems, computer technology, and communication
techniques. These advances have made it cheaper,
easier, and faster for researchers, clinicians, and man-
agers to accumulate and analyze multiple types of
data — including billing data, data on encounters
with patients, and data from automated medical rec-
ords, now increasingly common. Even more impor-
tant, the spread of computer technology into physi-
cians’ offices through desktop equipment and the
Internet has created opportunities to gather new
and timely information about providers’ perform-
ance and the clinical choices available to them and
their patients.31 This information ranges from advice
about drugs and their side effects to consultation
with specialists in distant places.

Another intellectual development that is stirring
the debate about quality and creating new chances
to improve it is the opportunity to use techniques of
quality management that have been valuable in oth-
er sectors of the economy. In 1991, the Harvard
Medical Practice Study showed that adverse events
occur in 4 percent of hospitalizations, that 14 per-
cent of these events are fatal, and that as many peo-
ple are dying from preventable causes each year in
the United States as would die if three jumbo jets
crashed every two days.32 

Such mistakes have led quality-improvement ex-
perts to look hard for new ways of preventing er-
rors, and they have found an array of tools that have
been used successfully to improve performance in
complex, technical, nonmedical fields, such as avia-
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tion and nuclear safety.32 For years, advanced in-
dustrial organizations have used methods adapted
from psychology, statistics, and operations research
to avert predictable human errors, eliminate unnec-
essary and harmful variation, and improve the pro-
duction of goods and services.33 Despite skepticism
on the part of physicians, there is reason to believe
that such techniques may be useful not only in pre-
venting error, but also in managing chronic diseas-
es, such as asthma,34 hypertension,35 and other ill-
nesses.36 

Physicians’ ability to harness these new sciences
and techniques, as they mastered the methods and
products of biomedical research earlier in this cen-
tury, will profoundly affect their ability to retain
control of their own work. It may be appropriate for
physicians to resist untested, radical efforts to reduce
the costs of care because they pose threats to quality.
But it would be self-defeating to resist a revolution
in quality assessment and management that has its
roots in the scientific traditions on which the legiti-
macy of the medical profession rests.

THE CHANGING NATURE OF MEDICAL 

PRACTICE

Besides cost-control efforts and changes in sci-
ence and technology, a third force is raising the is-
sue of quality of care. The criteria for optimal care
are changing. New circumstances of medical prac-
tice call for new methods to measure and improve
quality.

Sociologists and historians might describe the
changes by saying that health care is being trans-
formed from a cottage industry into a large and so-
phisticated sector of the economy or that its various
components are becoming better integrated with
one another.18 To the practicing physician, howev-
er, the relevant changes result from the growing
complexity of medical care and the increasing need
for responsible physicians to collaborate with other
health professionals and with health care institu-
tions. A hundred years ago, everything physicians
needed to treat their patients was found between
their own two ears or in a small black bag. In the
next hundred years, physicians seeking to provide
the best possible care will have to orchestrate the de-
livery of health care by large systems that encompass
personnel as diverse as home health aides and genet-
ic engineers.

One symptom of the complexity of modern med-
icine is that physicians are leaving solo practice and
joining groups of doctors, institutions, or both.4,5

Competitive pressure contributes to this trend, but
there are other advantages to working in groups:
They can aggregate the human resources and capital
that physicians increasingly need to do their jobs.
These resources include access to specialists, support
staff, and complex services, ranging from outpatient

surgical and diagnostic care to hospice care, home
care, and nursing home care.

Very soon, physicians will need computers on
their desks in order to practice medicine optimally.
Without such work stations, they will not receive the
most timely scientific data or the most current infor-
mation on their patients (from the laboratory, the
radiologist, or the consulting specialist). To pur-
chase and maintain this equipment, they will need
the help of organizations.

When health care is so complex and physicians
and patients must both deal with so many other
people and institutions, the processes that ensure
continuity of care become vital and are thus a pri-
mary concern of quality measurement and manage-
ment. Making integrated processes of care work well
is one imperative behind the growing interest in in-
dustrial methods of improving quality.37 

Earlier in this series, we noted that various defini-
tions of quality were legitimate and reasonable, de-
pending on one’s position in the health care system.
Physicians tend to see quality in terms of the excel-
lence of the services they provide (“doing the right
things right”) and the quality of their interactions
with patients. Organizations and health plans em-
phasize the optimal functioning of systems when
they define quality of care. The changing nature of
medical services is forcing physicians also to pay in-
creasing attention to systems of care, for such sys-
tems are increasingly important to both technical ex-
cellence and optimal interaction with patients. This
is a challenge for which few physicians are prepared.
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