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INTRODUCTION

Between February 1975 and March 1977, the Alaska Native Health Board
has conducted studies to examine the quality of ambulatory health care pro-
vided to Alaska Natives. Specific tracer conditions were selected as re-
presentative ambulatory health problems to assess the effectiveness of am-
bulatory care provided by Federal, State, and local agencies. The objec-
tive of the study was to identify the re]ativé strengths and weaknesses
of the system(s) of care in order to effect improvement in health services.
Explicit criteria were developed for each tracer condition in ordér to
monitor provider performance and the continuity of the health care pro-
cess. The criteria were translated into medical record audit instruments.
that sérved as the basis for tracking patients through the process of‘
care provided by the various agencies and facilities attempting to im-
pact Alaska Native health.

Phase I of the study examined the health care proQided to twelve
commdnities in southeast Alaska (Mt. Edgecumbe Service Unit) and interior
Alaska (Tanana Service Unit) utilizing iron deficiency anemia, streptococcal
disease, and hypertension as tracer conditions. The results of this phase

of the study are reported in EVALUATION OF MEDICAL CARE PROVIDED TO

ALASKAN NATIVES, VOLUME I.

Phase Il of the study examined health care provided to fiftéen»éom—
munities 1in southcentra] Alaska (Anchorage Service Unit) and southwest
Alaska (Kanakanak Service Unit). Streptococcal disease, rheumatic fever
prophylaxis, lacerations, prenatal care, well infant care, hypertension,
urinary tract infections, and iron deficiency anemia were used as tracer

conditions, and the results of this phase of the study were reported in

e e ke & s e e et e e



EVALUATION OF MEDICAL CARE PROVIDED TO ALASKA NATIVES, VOLUME II.

This document, prepared as Volume III of the study, summarizes both
phases of the study. The results are described briefly and organized by
tracer condition. It is hoped that a summary document will be useful to
the clinician and health program manager with a particular intérest in
one or more of the tracer conditions. For brevity, the déscription of
the methodology and the extensive data tables have been omitted from the
report. Therefore, the interested reader is strongly urged to review
Volumes I and II and particularly to study the data tables for himself,
rather than relying solely on the interpretations presented here. It
should also be noted that Volume II presents comparative data obtained
from other IHS éervice units and from the private practice sector, and

this material has been omitted from the Volume III summary.



SUMMARY OF METHODOLOGY

A set of health problems called tracer conditions was selected to be
representative of the ambulatory care workload. These were selected to
include elements of prevention, screening, diagnosis, treatment, and
follow-up. Criteria, which are the bench marks of effectiveness, are
translated into audit questions called indicators which are the actual
measures of effectiveness of health care.

The indicators are of three types. The population-based indicators

are patient oriented and track individuals through the prob]em'so1ving
process to determine the distribution, continuity, and end results of
care. They express a percent of the tota] community which Has receiQed
a particular health service. This class of indicators characterizes the
extent to which the health care system is meetihg the needs of its total

patient population.

Health status indicators are also population based and express the
percent of patients for whom a change in health status has been docUmén-
ted. One should be cautioned against equating health status indicators
with measures of incidence or prevalence since the latter requires a ran-
dom sampling of the population. Health status indicators, on the other
hand, often reflect a change in health status of selected patient groups,
e.g., only those who were followed-up.

Finally, providef—based indicators focus on health worker performance,

rather than system performance as a whole. They express a percent of con-
tacts between patients and the health care system in which particular
health services were received. This é]ass,of indicator characterizes the

adequacy of health services provided when patients utilize the health care

system.
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PRENATAL CARE )

Tables 1-3 show. the results for prenatal care in the Kanakanak and
Anchorage Service Units. The prenatal entry rate measured that pro-
portion of pregnant women who made their first prenatal visits by the 20th
week of gestation. If this criterion is changed to include all prenatal
visits made by the 30th week, a significant increase is noted as shown in the
table below. This is an important point to consider since the 1ink between
appropriate use of medical servfces and desirable outcomes has been es-
tablished in the area of prenatal care by the elegant study of Kessner
and associates.! In reviewing the outcomes of over 140,000 births in
New York City in 1968, Kessner was able to establish the importance df
prenatal care to the successful outcome of pregnancy. The appropriate
use of prenatal services was shown to dramatically decrease the risk of
infant mortality within all ethnic and socioeconomic classes.

As with the prenatal entry rate, increases are observed by altering
the criteria for other selected indicators. It is noteworthy that the
prenatal work-up rate (VDRL, cervical culture, Pap smear, and clinical
pelvimetry) does not appreciably improve by expanding the time interval
to the 30th week. This is due to the low frequency at which a cervical
culture is done as part of the prenatal work-up. For‘those patients re-
ceiving primary care at the Alaska Native Medical Center, where a full
contingent of medical and support services are available, the prenatal

work-up rate was 58% by the ZOth week .

]



PRENATAL CARE
POPULATION BASED PROCESS INDICATORS

TITLE DESCRIPTION N# ANCHORAGE S.U. Hy KANAKANAK S.U. ny T0TAL
) brevn—a—t—a;v” T What proportion of pregnant women entered ) -
Intry Rate the health care system by the 20th week
By 20th Week of gestation? 83 75% 58 627 141 70%
Prenatal wWhat proportion of pregnant women entered W ]
Entry Rate the health care system by the 30th week
by 30th week of gestation? 83 872 58 822 141 857,
Prenatal What proportion of pregnant women had a
Work-Up Rate YORL. cervical culture, pap smear,
by 20th week evaluation of rubella status and clinical
pelvimetry by the 20th week of gestitation? 83 36% 58 102 141 262
Prenatal What proportion of pregnant women had a
Work-Up Rate VORL, cervical culture, pap smear.
by 30th week evaluation of. rubelia status and
clinical pelvimetry by the 30th week of 83 45% 58 12% 141 3%
L gestation?
Pregnancy What proportion of patients had blood :
Induced pressure-checks at least 3 times in the :
Hypertension second trimester and 5 times in the third 67 37% 58 07% 125 237
Screening trimester?
Rate
Pregnancy What proportion of patients had blood )
Induced pressure checks at least 2 times in second .
Hypertension trimester and 3 times in third trimester? 67 60% 58 24% 125 43%
Screening
Rate
|

Among the population-based process indicators for prenatal care, two
stand out as being quite low. The pregnancy assessment rate measures the
proportion of pregnant women for whom the provider has made a statement of
risk or prognosis by the 20th gestational week. The total result for both
Alaska Service Units was only 1%. Of perhaps greater significance is the
very low rate of apparent recognition of pregnancy-induced hypertension:
the recognition rate is 0%°, This rate was calculated as the percent of
patients with a diastolic blood pressure greater than 90 mm. Hg. who re-
ceived any assessment suggesting recognition of the elevated blood pres-
sure reading. Table 1 indicates that for residents of the two Service
Units, only 23% of pregnant women were adequately screened for pregnancy-

induced hypertension (a population-based indicator). Contrasted to that,
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Table 3 reflects that the pregnancy-induced hypertension (PIH) screening
rate as a provider-based indicator is 93%. In essence, increased provider
recognition of patients ovefdue for PIH screening would not appreciably im-
prove health care. Accessibility and patient compliance appeaf to be the
main barriers to adequate screéhing for PIH.

The health status indicators associated with prenatal care (Table 2)
are remarkable in several instances. The pregnancy-ihduced hypertension
(PIH) rate is somewhat lower in Alaska than in the non-Alaska site. How-
ever, in light of the low result for “abnormal blood pressure recognition
rate" (Table 3), it is possible that somé mild cases of PIH are being |
overlooked. |

Although based on relatively small samples, the "TAB family plan-
ning rate" in Alaska is significantly bettér than that observed in the
private sector (p< .05).

The "minimum estimates of the prevalence of anemia during the pre-
natal course" were extremely high in all health systems audited. Since
the criterion for anemia was set at a HCT of less than 37% and HGB less
than 12 gm., it is instructive to look at the frequency distribution of

the screening results:

HCT <28% 24-30% L_ﬂ_ﬂ 34-37¢ r 2 374
e s ] — ———t TOTAL
HGB “8 gm 8-10 gn 10.1-11.0 gm 1n.1-12.0 gm >12 gn
T e ——— e —— —
KANAKANAK SERVICL UNTT Q 4(121) 6(18%) 8(24%) 16(47%) 34
S I S N
ANCHORAGE SCRVICL UNIT 0 c 2{5%) 8(187) 44(314) 54 4
—_— e — —_ T‘_; — —ee- —‘-—————————A-—-A—-———-——~— —~————ee e o S e
SLRVICE UNIT “8" 0 3(6%) 8(17%) 19(40%) 17(362) 47
U S S ] S E U
PRIVATE SECTOR 0 1{31) 2(62) 211) 23(70%) 33




As can be seen in the Kanakanak Service Unit, almost a third of this

study population were in the 8 and 11 gm. HGB range.

The high prevalence

of anemia in the Kanakanak Service Unit has also been cited in a recent

study by the Center for Disease Contro].?

The Anchorage Service Unit

anemia occurrence can best be described as borderline. A1l hematocrit

and hemoglobin levels recorded in this study were performed by laboratory

technicians using standard Taboratory procedures.

The family planning sequence of .events is summarized below incor-

porating both process and health status indicators. The results suggest

that family planning efforts are a continuous process extending through

pregnancy and into the postpartum period resulting in a relatively large

proportion of women employing family planning and a relatively small

number of repeat pregnancies within the first year following birth.

CTLE

DESCRIPTION

Family planning
conunseling rate

|

What percent of women who
delivered had documentation
of family planning prior to
discharge from this hospital.

Intended Family
planning Rate

What percent of women wha

_ delivered had documentation

within 8 weeks after delivery
of their intentions regarding
family planning.

family Plamning
Started

I 1

What percent of women who
delivered had documentation

within 8 weeks after delivery -

of actually starting some
method of family planning.

Remained Free of
Pregancy for one
year rate

Percent of women that
remzined free af pregnancy
one year.

ANCHORAGE S. U. KANAKANAK S.U. TOTAL

bt 1# 2. NE ¥ g
84%, 67 53% 58 702 125
85% 67 78% 58 82% 125
75% 67 59% 58 672 128
947, 67 867 36 90% - 103

In support of the importance of one year spacing of pregnancies, we have

cited articles by Wright,3 Fedrick,4 Lesinski,5 and others.6




Table 71: résuits ror prenatar chgr - POPULATION BASED
PROCESS INDICATORS -

T o 1 - I\NCHORM[ S_U(_ C_ . _KANAKAKAK S .U, TOTAL

SPULE MR TR CROWY Ty
Prenatal \hat propo-tion of preqnent wowen entered 757 83 62% 58 70°.

Entry Rate the health care syslem by the 20th week " 4

of gestatim?

Prenatal Yhat pm;,urtl m of prcqnanl wamcn had a : —‘— B
Hark-Up VOPL, corvica] qullwre, pap sicar, 363 83 104 58 263 14}
Rate evaluation of rybella status and

clinical pelvinatry by the 20th veck of !

gestation? I
Pregnancy hat proportion of pregnant wowmen had ; .
Fanessmont ducumeditation of risk or proguosis of 0z 83 003 58 . or 141
tete pregnancy by Lhe 20th veck of

gestation?
Wanted, Vhat proportion of pregnant wonen had 402 3 00 y
Unwanted, docurientation of wanted, unwanted, or 8 1 52 23 4
Undecided, undecided pregnancy by thc 13th week
Pregnancy - of gestation?
Posessnient
Rate
Unwanted “hat proportion of preqgnant women 8 16 - — 81y 16 -
Pregnancy with documentation of uiwanted -
TrE Rate pregnancy prior to 13th week of

yestation received a TAB?

s Bt '_'-_"'" [”-“‘—“ - N
Hutritional Uhat propartion of patients recedived 10% 67 032, 58 07 125
Counsaling 1 nutritional counscling by the 20th
Rate week of gestation?

Fami 1y Uhat proportion of patients recrived 84% 67 53% 58 70% 125
Planning farn ly plann cny counseliry during the

Counseling pregnancy prior to diccherge follouing
kate dalivery?

Pregnancy Uhat proportion of patients had 373 67 ) 07% 58 232 125

- Induced blond pressure checks at least 3
Hyrertension times in the second and 5 times in
Sereaning tie third trimester?

Pate

O S e - i
Vregnancy Shat propaction of patients with 0% 7 00y 3 004 10
[niuced A diostolic [ gricter than 90
ltypertension vecerdad during preguancy hied a
Recaogoition diaquas,in ar nareatve grcutaent ing
Rate recoenition of the gl

diastatic blood presare?

e RS VI [T SN P
fncmia shat proportien of patients had a 81y 67 59y 58 704 12%
Lererning orntocgit ar hereolotiin checked
Rale n the 1rst cU weers of gestevion?

Frognancy 2hal necprotion of proonant wooen 21~ 67 027 08 - 124 125
Foitoring bed the fundal heieht reasured 3
F.ote Limes in the <econd and 5 Liees in

the third trinester ond bad 1ha !

16T docuie-ated onee in Ll Seennd

ard S tives dn the ird triveteop?
’ e 4. ‘ S, B S y e} b e
furtpartan Vhat proportion ot woeen uhg 752 €7 667 S8 70% 125
Folles-up selivoned were Coeng wtthig B | '
Hate wirps of the delivery? ! (

RPN NSNS SR AR S .'L_h__,.,_,, -




Table 2: REsuLTS FOR PRENATAL CARE - POPULATION BASED

HEALTH STATUS INOICATORS

AMCHORAGE S.U.

KANAKANAK S. V.

TOTA
TITLE RESCRIPTION RESULT ] RESULT il SULT ora Tt
flormal Birth Percent of pregnancies resulting in a 85% 65 91 57 877 122
Veight Rate birth weight batween 5 lbs 8 oz and
9 1bs.

Acceptable Percent of pregrancies resulting in 91 54

1 Hinute an infant with an Apgar 7 or greater. 96% 83 . 92% 17
Apgor Rate .

Presnancy Percent of pregnancies with Cocumenta- 134 67 05% 58 10% 125
Incuced tion of pregnancy induced hypertension

Hypertension or diastolic BP greater than 99 mm ilg.

Rate -

Gastational Percent of pregnancies with documentas otz 67 .

Dizbeties tion of gestational diabeties. . ooz 58 0z 125
Rate

Hinimum Percent of pregnancies with documenta-

Estimate of tion of anemia. {Hgb < 12gm or Hct < 37%) 15% 67 31z 58 %
Prevalence of . 2z 125
Anemia in

Pregnancy

Operative Percent of pregnancies terminating with ¥

Qelivery operative delivery. 023 67 00% 58 o1z 125
Rate

TAB Family Percent of women with TAB who received 100% - - 1

Planning Rate family planning within 4-8 weeks after 00 16 . 00% 16

ThB.

Post Partums Percent of pregnant woren who delivered 75% 67 59% 58 67% 125
Family who began family planning within 4-3

?lanning weeks of delivery.

Rate

%epeat Percent of women who became pregnant -

flreﬁnancy within gne. year of previous prequancy. 75 7 4% 36 10% 103
ate




TABLE 3 : RESULTS FOR PRENATAL CARE: PROVIDER-BASED [NOICATOR

[ ANCHORAGE KANAKANAK
SERVICE seavice B
UNIT UNTT - BOTH SERVICE UNITS
T AL AL wp pEN/RI/PA | CHA
|+ PROYIDERS PROVIOERS PROYICERS
TITLE DESCRIPTION i ] H N i LN
Prenatal What proportion of pregnant women ‘ 395 122 - -y - -
Hork-up had a VGRL, cervical culture , pap
Rate smear, and clinical pelvimetry ‘
within 2 weeks of the first pre- X 83 58 14 —-- .e-
natal visit? ;
Pregnancy What proportion of pregnant women ! 25 02 ——- - R -
Assessment | had documentation of risk or !
Rate prognosis of pregnancy within 2 i 83 58 " - —
weeks of the first prenatal visit? !
Wanted, What proportion of pregnant women ;
Unwanted, had documentation of wanted, un- H 333 03 - - R ———
tindecided waanted, or undicided pregnancy on £
Pregnancy the first prenatal visit? b 83 53 141 - -
Assassment p
Rate 5 i
Unwanted What proportion of pregnant women !
Pregnancy with unwanted or undecided preg- ; 100% -- - P . —
Counseling | nancy documented on first visit : I
Rate received counseling within two ; 16 - 16 ——— -
___|weeks_after first prenatal visit? }
Anenia What proportion of pregnant women Y 834 839 _— - . -
Screening had a hematocrit or hemoglobin
Rate checked within 2 waeks of tne i 83 . 58 2 ;” .- -
first prenatal visit? : \.__J
i ;]
IPregnancy What proportion of visits made £72 717 | 78 25% 694 2%
Ttonitoring | after the prenatal evaluation B
Tiate resulted in docurentation of 695 312 93 654 99
<o) fundal height? S
Proqmaccy What propartion of visits made hv ' ' oo 94+ 237 B am Ura
Induyced pregnant woren in the second and ‘
Hypertensiond third trimester resulted in a 890 kI i34 631 20
SCreptiing docurented biood pressure re-
Hate cording?
Annormal What proportion of visits witn
37 recoqy- 4 recorded diastolic BP > 49 e 04 n- [€28 0 -
nition had 4 recorded diavnosis or nar-
Rate rative docwwnating recognition of 17 5 22 2 2 {
the abngrual BP? _




INFANT CARE

The study results for infant care are shown in Tables 4 and 5. As
with some of the data for prenatal care, improved results are noted in the
popu]atfon-based process indicators for infant care when the frequency of
required tasks is varied. It is instructive to examine these results
while keeping in mind the absence of a clear-cut relationship between

these specific health care criteria and the ultimate health outcome of a

child.
INFANT CARE---POPULATION BASED PROCESS INDICATORS
TITLE DESCRIPTION N¢ ANCHORAGE S.U. H# KANAKANAK S.U. N#  TOTAL b
Growth What proportion of infants had weight
Monitoring and length recorded at least 3 times in 78 117 11 207 119 34%
Rate first six months and at least 2 times in i
Decond 7 months of 1ife? L
Growth - What proportion of infants had weight and [~
Monitoring length recorded at least 2 times in first 78 - 60% a1 443 119 552
Rate 6 months and at least once in second
7 months of life?
Development What proportion of infants had #
Monitoring dacumented statements of developmental "
Rate milestones at least 4 times in first 6 78 007 N 00% 119 007
months and at least 3 times in second
7 months of Tlife?
Oevelopment What proportion of infants had
Monitoring documented statements of developmental :
Rate milestones at least 2 times in first 6 78 19% 4 Q5% L] 147
months and at least once in second 7 ’
months of 1ife?
Diet What proportion of infants had
Monitoring documentation of dietary intake at
Rate i least 4 times in the first 6 months and 78 01% 41 02% 19 02%
at least 3 times in second 7 months of
life? {
G N S e __«T S A —]
Diet \ihat proportion of infants had
Monitoring documentation of dietary intake at 78 . 40 41 297 119 367
Rate least 2 times the first 6 months and at
least once in-second 7 months of life?

Among the health status indicators for infant care, the "minimal
estimate of prevalence of anemia" (Table 4) in Kanakanak stands out as
unusually high. This is due to the large proportion of screening HCTs and

HGBs that resulted in values between 10 - 12 gm. (hemoglobin).




The frequency

distribution of screening results is shown below:

HGB <8 gm 8-10 gm 10.1-11.0 gm 1.1-12.0 gm >12 qm TOTAL
HCT < 24% 24-30% 31-332 34-37y > 3¢
Kanakanak Service Unit 1
infants (7%) (14%) (57%) (14%) (7%) 14
Ancharage Service Unit 1 38
infants Q 0 (31) 0 {97%) 39

This continues to point out the presence of an anemia problem in the

Kanakanak Service Unit. The detrimental effect of anemia on the growth

and development of young children has been widely recognized.’> 8, 9, 10

The "adequate growth rate" of infants in Alaska was comparable to

that in the non-Alaska settings.

The indicator considered infants to have

appropriate growth of both height and weight if they were between the 10th

and 90th percentile at or near one year of age.

As illustrated in the

table below, most deviations from "normal" were above the 90th percentile

for height and/or weight, rather than indication of deficient growth of

the sample population.

Communities without
a physician

Communities with
a physician

WEIGHT
I
10th 10-90th 90th TOTAL
15 2
0 (88%) (2g) 17
3 9 7
(6%) (80%) (14%) 51

UL TGHT

10-90th

16
(942)

(907)




The "total immunization rates" and the "DPT-OPV immunization rates"
(Table 5) indicate that children are being relatively well immunized.
These rates compare very favorably to the non-Alaska population and with
other similar studies.!!

The natural immunity fostered by human milk as well as the contri-
butions of breast milk to the physical and emotional well-being are well
documented. 12> 13, 14 1t is with this in mind that we examined the
breast feeding rates at the time of dischérge from the hospital. The
rates in Alaska are high when compared with IHS facilities in the

southwest United States.

- 13 -




Table 41 sesurs ror anranr cart
) POPULATION - BASED [HDICATORS

ICATORS

ST

|- MCHORAGE 5.0, FATAKANAK S.U. TOTAL
NE L DESCRIPIION FESULY 1] Pty 501 1
tnictal that proportion of Infants' mothers 40¢ 78 . 41 E133 19
Fecding received dlet or ferding instruckion .
Instruction prior to dlscharqe aftar dulivery?
tnttial What proportion of {nfants' mothers "
Infanl Care received instructions on general 541 78 393 41 49¢ 19
Counseling topics of infant care priar to
Aate discharge after delivery?
Srowth nhat proportion of infants had welcht
Fonitoring and length recarded at least 3 Hner hald e 20t o ne
Rate in first 6 wonths and at least 2 times
in second 7 wmonths of life?
Gevelopwent Hhat proportion of infants had -
Foni toring documented staterents of devclopmental oot 8 oot fa 001 ny
Pate oilestones at least 4 times in the
flrst 6 wonths and at least 3 times
{n the second 7 months of life?
Otet Hhat propartion of fnfaats had
ronitoring documentation of dietary intake at olz 8 022 4 023 1
Aate teast 4 timss fn the first 6 months
and at least ) times in the second
7 months of 1ife?
Tesaundzation What proportion of infants had received P -
Rate 30T, 2 0PV, 2 reasles and 4 rudelia st 78 8 4 so1 e
izounization by age 11 ronths?
Infaat care What proportion of infant's monthers
. Counseling received counseling in toplcs of infant o 78 as: 41
Rate care at least once in first six months ox "
and once in second 7 months of 11fe?
Aremis What proportion of infants hay 50% .78 34z 41 45%
Screening 2 Het/Hgb eecorded in second "
Rate seven months of 11fc?
TB Screening What propartion of {afants had -
Rate a PPD or Tine test in the second S5t 8 242 4 131 119
7 months of 1ife?
| AR NN (USRS (N S—
Hip Dysplesta What pragortion of infants had s 8 it 41 45 1t
Screening dncumentation of specific hip R
Rate exan in their first 6 wonths of
1 fe? e S
Nutrition wWhat proportion of infant 36% 67 621 58 4RY s
and Feeding mothers received nutrition and
Instruction instructiods prior to discharge
Rate from the hospital?, .
Infant Care Whet proportion of infant 30t 67 57~ 58 42 125
Counseling mothers recelvad {nfant care
Rate counseling priar to discharge
from the hospital? | J
—— -~ ————— —
8reast What proportion of infant 46% 56 T4 0 54% 106
Feeding mothers were discharged from
Rate the hospital breast feeding?
Ad=qaate What propnrtion of infants were
Growth Rate between the 10th and 99th percen-
tiles for height and weight at 73 . 78 §9% a1 12% 119
approximately 1 year of age?
8irth What propartina of infant$ had an
Depresslion Apgar Scdre less than 6 at | minute
Rate or less than B at 5 minvtes? ol 78 ons a oI "y
Total What proportion ot Infants had
lerunization received 1 9¢T, 2 0PV, measle< and
Rate a rubrlla immunization by aqe 13 a6 18 44 a1 45 119
months?
— S RS PR .
oPT - OPY What proportion of intants re-
{mmantzation ceived J DPT and 2 0PV by 4qe 13
Rate months? 78+ 78 6H< a1 15 19
Inemia What proportion of infants Screened
Screenina for anemia ware screen positive 058 9 Ak 1a 261 51
Tiald Rate {(Hgb<<12gm or H L <37%)?
Arnimuym ESti- What prnportion of fnfanis had [
mate of preva- documcntation of a pasitive Hab
lence of (< 12qm} or Het (< 37°) be'waen 6 034 148 1y
Ancwmia months and 1) months of aqe?
e X .




Table 5: RESULTS FOR [MFANT CARE:

PeOVIDL2-BASED INDICATORS

ANCHORAGE !ANM‘U::NAK
SERVICE SERYICE
untt UIT BOTH SERVICE UMITS
ALL ALL ALL MD PHM/RN/PA CHA
PROVIDERS PROVIDERS PROVIDERS .
TITLE DESCRIPTION [ K} N N [{] N
Growth what proportion of visits had 58¢ 40% 52+ 547 51% 391
Monitoring weight and length recorded
Rate during first 13 months of 1ife? 546 303 349 522 298 69
oPT What proportion of visits made n:z 48% 62% 55% 84z 274
Immunization when an infant was due for a
Rate OPT immunization was the im- 284 134 468 276 151 41
nunization given?
Diet What proportion of visits had 42% 30% 37 40% 39% 133
Histo documentation of recent dieta ’
Rate i intake? i 546 303 849 522 258 69




STREPTOCOCCAL DISEASE AND RHEUMATIC FEVER PROPHYLAXIS

Phase I of the study examined the Tanana and Mt. Edgecumbe Service

Units followed in Phase II by an audit of the Anchorage and Kanakanak

Service Units. Tables 6-8 summarize the data from Anchorage and

Kanakanak.,
Table 6: sesuurs ror steestococcar pisease
POPULATION - SASEQ INOICATORS
ANCHORA| .U, A A '
TITLE CESCRIPTION THCTORAGE 5. U LMEGNA S, —
Selactive Vaat gercent of fi~st visits for 722 B
Screening pharyngitis receivel a throat * 137 573 196 64% 133
Rate culture within two days of the .
inftial vistt? !
Treatment Hhat percent of paticnts with a
Rate positive strep culiure received 972 3 3% 24 90% 77
an antibiotic within 5 days of 1
& the culture date? i
2 1
2 1
S ]
S .
= Treatment- that percent of patiznts with a .
w of-Chaice positive strep culture received 97% RX] a3 a4 90%
8 | Rate either 1.2 mu LA 3icillin ! 71
s {600,000 mu for children less
o than 60 1bs or 9 yrs or less),
Oral pen x 10 days
Erythromycin x 10 days within
S days of the culture date?
Unsupported \hat percent of petients with . E
Treatrent an episode of pharynaitis 182 1y e 196 29% 333
Pate received an entibiotic without
L recelving a strep culture? J
3
) Eg Positive Strep Yhat parcent of episodes of URI/ 332 99 35% n3 34 212
s Cul ture pharynglt('s which were cul tured
g Rate resulted in a positive strep
= d culture?
E
o
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Table 7:RESULTS FOR RHEUMATIC FEVER PROPHYLAXIS - POPULATION BASED INDICATORS*

ACHORAGE
AND KANAKANAK
SERVICE UNITS
TITLE DESCRIPTION o RESULT N
v
Prophylaxi.s What proportion of patients were 83% 43
Rate treated prophylactically during
the study period?
_ |
% Drug of What proportion of patients received 76% 43
= Choice LA Bicilliin or (if allergic to
= Rate peniciliin) either Erythromycin
=] 250 mg BID cr Sulfadiazine 1 gram g.d.?
o ——
w Cohort vhat s the mean percent of the study 28% 43
1= Frophyloxis year during which the study cohort
o Coverage was covered prophylactically?
Rate
Prophylaxis What is the mean percent of the study 29% | 36
Coverage year during which those individuals
Rate receiving prophylaxis were covered
prophylactically?
u Acute What percent of patientg suffered
Eg\ Rheumatic Fever a recurrence of ARF during the study 02% 43
£ 5l Recurrence Rate time frame (1 year)?
= ’ \
:% =
o
wi
x .
* BECAUSE OF THE SMALL SIMPLE SIZE RESULTS FROM BOTH THE ANCHORAGE AND
. KANAKANAK SERVICE UNITS WERE COMBINED.
Table 8: =resuLts FOR STREPTOCOCCAL DISEASE AMD
QHEUMATIC- FEVER PROPHLALIS:
PROVIDER - BASED INDICAYORS
ANCHORAGE S.U. KANAKANAK S.4. TOTAL BOTH S.U's.
JALL ALL ALL D PHM / PA CHA
PROVIDES PROVIDERS PPOYIDES
TITLE DESCRIPTION | 1] ] ] i
Selective What percent of first visits for| 72% S7% 64 2 833 491
Screening pharyngitis received a throat
Rate culture within two days of the’ 137 196 333 99 28
initial visit?
‘[Treatzent
Rate What percent of patients with a | 97% 837 90% 78% 92% 91%
positive strep culture receivad .
an antibiotic within 5 days of 35 47 22 28 20
tne culture date? _
Treatment What percent of patients with a
0f Choice positive strep culture received
Rate either 1.2 mu LA Bicillin 7% 83* 30% 78> 922 9114
(600,000 mu for children less
than 50 1bs or 9 yrs or lass), 35 a7 =2 28 20
Oral pen x 10 days Erythromycin
x 12 days within 5 days of <ne
I culzure date? | I | — 4 |
Unsupported | Whot percent of patisnts mitn 134 37 29 e . 43
[Creatment an =pisode of URI/pharyngitis
Rate received an antibiotic with- 137 136 333 59 23 "
| out receiving a strep culture? I
Prop’\yluis dnat percent of visitis by --- - : 274 294 2514 21
Renevs! noost ARF patients not coverad
gote proonylactically, resulted in - —— 32 65 f
32 renawal of prophylaxis?




The yield of positive pharyngeal cultures for strep (Table 6) is rela-
tively high ranging from 32% to 36%, and Qhen compared to the southwestern
United States, this strep infection rate is considerably higher. Although
these percentages should not be confused with a true incidence, it nonethe-
less suggests that streptococcal pharyngitis deserves continued emphasis.

Examination of both population-based and provider-based indicators can
be of significant benefit in improving the quality of health services. For
example, Table 7 indicates that the rheumatic fever patient requiring peni-
cillin prophylaxis was covered prophylactically only 29% of the time, although.
this relatively low figure may be due in part td the patient's failure to
return to a provider. However, Table 8 shows the prophylaxis renewal rate
for all providers to be only 27%. By this we mean that when a patient who
is overdue for prophylaxis contacts a provider of health care, his prophy-
laxis with penicillin is given only 27% of the time. A cursory analysis
suggests that if all the opportunities to renew prophylaxis had been ex-
ploited (e.q., prophylaxis renewal rate of 100%), the prophylaxis coverage
rate might have been increased from 29% to as much as 44%. In other words,
although accessibility and patient compliance may be relative barriers to
adequate rheumatic fever prophylaxis, a significant improvement could re-
sult from additional recognition on the part of the providers of those in-
dividuals overdue for prophylaxis.

On January 1, 1976, the Alaska Area Native Health Service Office of
Program Development implemented a computerized survei]]ance system to track
rheumatic fever patients. One of the functions of the system was to in-
crease the prophylaxis coverage by identifying those patients overdue for
prophylaxis. Since the time frame of this study included the six months

preceding and the six months following implementation of the system, it is
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possible to draw some preliminary conclusions on its impact in the pilot
sites of this study. The data for the 36 patients requiring prophylaxis

are shown below:

BEFORE AFTER
(7-1-75 To 12-31-75) {1-1-76 to 7-1-76)

Patient months of

prophylaxis required 216 216
Patient months of

prophylaxis provided 45 84
Prophylaxis

Coverage Rate 21% 39%

It appears from this that implementation of the system led to a sig-
nificant improvement (p € .01) in the prophylactic covérage of patients

with rheumatic fever.
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LACERATIONS OF SCALP AND EXTREMITY

Results for lacerations in the Anchorage and Kanakanak Service Units

are shown in Tables 9 and 10.

rate is made up of three elements:

the cause of the laceration;

The population-based wound description

1) the time since the laceration;

and 3) the description of the wound.

2)

Exami-

nation of the data reveals that failure to document the time since the

laceration was the major factor in Towering the overall wound description

rate as shown in the following table.

Since justification of the treat-

ment plan may be dependent upon the time since the injury occurred, docu-

mentation of the time span would appear to be an important element of

charting for medical/legal reasons.

Time since
laceration

Cause of
laceration

Description of
wound

DESCRIPTION

An¥ notation regarding time since the
injury or time and/or date of the injury.

Documentation of the cause of the
laceration (blunt, trauma, glass,
dog bite, etc.)

Documentation of the wound appearance
(clean, deep, jagged, etc.)

Wound description
rate

Percent of scalp or extremity
laceration encounters documenting
1} the time since the laceration,
2) cause of the laceration and

3) description of the wound.

ANCHORAGE S.U. KANAKANAK S.U. TOTAL
H¥ % e % N#
100 34% 95 267 185 30%
100 947 95 56% 195 76%
100 84% 95 56% 195 J0%
100 342 95 23% 195 287

S

As can be concluded from this data, less than one third of the pro-

viders are documenting the time since the lacerations occurred.

The observed wound infection rate (Table 9) was relatively 1ow'and

was comparable to that observed in other health care settings.




Table 9: reswTs FOR LACERATIONS - POPULATION 3ASED
PROCESS [MDICATORS

AHCHORAGE S.U. KANAKARAK S.U. TOTAL
TITLE DESCRIPTICK - RESULT B RESULT il fesult "
dound Percent of scalp or extremitly 342 100 213% 95 28% 195
Description laceration encounters documenied:
. Rate 1) The time since the laceration,
2) Cause of the laceration, and
3) Description of the wound.
Cocurentation Percent o7 scalp or extremity 39% 100 182 95 293, 195
of Extent of lacerations with docurented
[ajury Rate consideration of bone, nerve
and vascular invoivement.
v
S
=<
<
g
“ Tetanus Percent of scalp or extremity 56% 100 312 95 44% 195
-2 ?roshylaxis lacerations which had current
‘2’ Coverage tetanus immunization or where
a Rate given tetanus protection.
Revisit Rate Percent of patients with sutured 663 72 87% 23 71% 95
scalp or extremity laceration by
any health provicder for any reason
within 5-15 days of laceration
encounter.
Follow-up Percent of patients with suturad $8% 72 74% 23 62% 95
Rate scalp or extremity lacerations
vith docurentation of wound
healing 5-15 days after laccratioa
encounter. ’
v SR
=44
=2 | Observed Wound Percent of scalp or extremity laceration 05+ 100 05% 95 v :
= Infection Rate encountars with docurentation of wound 05% 100
Ea infection within 2 weeks.
2=
-
Table T0: resuLts FOR LACERATIONS: PROVIDER-BASED IHDICATORS
ANCHURAGE ¥ ANAKANAK
SERVICE SERYICE
UNIT UNIT BOTH SERVICE UNITS
ALL ALL ALL 1o PHM * PA CHA
PROVIDERS PROYVIDERS PROVIDERS
TITLE DESCRIPTION N ki i N N N
Wound Percent of scalp or extremity
Description laceration encounter by provider| 343 23% 283 42t 23% 81
Rate type (MD, PHN, CHA, RN, PA) that
documented: 1) Time since 100 95 195 96 26 3
laceration, 2) Cause of lacer-
ation, and 3) Description of
wound.
Documentation |8y provider type {same de- 39% 18% 297, 443 2717 41
QOf Extent of scription as population based
Injury Rate indicators). 100 95 195 96 26 73
Tetanus Perc i H 3 A
ent of patients who were due 432 16% 23% 381 50% 10%
Prophylaxis for tetanus immunization re- X
Renewal Rate |ceived tetanus toxoid. 77 i 76 153 77 16 60
follow-up 8y provider type, percent of !
Rate patients with sutured scalp or 88% 852 87% 891 831 67%
extremity lacerations who re-
visited provider 5-15 days 47 20 67 &8 6 3
after laceration with documen-
tation of wound healing.




HYPERTENSION

The results of the audit for hypertension are shown in Tab]e.ll.
The major weakness appears to be the relatively low recognition rate
for persons overdue for screening, however this is contrasted to the
high recognition of patients in need of follow-up.

The drug coverage rate is somewhat disappointing. The indicator
asks, "What percent of hypertensive patients on medication were covered
by a prescription at least 80% of the study year?" The results suggest
that less than half of the hypertensive population had achiéved this
degree of coverage.

It is interesting to note that 25% of patients between ages 40 to
60 years with no previous diagnosis of hypertension had at least one

abnormal screening result dufing a three-year period.

Table 11: RESULTS FOR AYPERTINSION SCREENING
POPULATION 32550 [%IICATORS

. ALASKA NATIYE KAKAKANAK
| MEDICAL Cfwiz2 cLInIC TOTAL
INDICATOR DESCRIPT[ON RESULT B | -I3LLY fi RESULT N

Screening Contact Percent of population who made contact
Rate . with the health care system at least Bax 97 90% 106 871 203

once within the three yedr time frame .
(1-1-74 to 1-1-77).

Screening Rate Percent of patients making contact
who had their blood pressure recorded
at least once (in the absence of 75% 81 56% 95 70% 176
trauma, pregnancy. intoxication, or
under the influence of medication
known to elevate blood pressure].

Abnormal Screen- Percent of patients with a positive BP

frng Recognition >80 for whom there was any statement 67% 15 80% 15 73% 30
Rate or action indicating recognition of

the abnormal result on_that visit.

Abnormal Screen- Percent of patients with abnormal

ing screening BP who made contact with 80% 15 603 15 70% 30
Contact Rate the system within 6 weeks of the ab-
normal BP. o
Rescreening Rate Percent of patients making contact who
had a blood pressure recorded within 6 753 12 100% 9 887 21
weeks of original abnormal result. 2
‘Screening Y{eld Peréent of patients screened during 3
the time frame, who had one or more 254 61 25% 60 25% 12)

diastolic blood pressure readings
abave 90mm Hg.

- 22 -



!

JHe

Screening
Rate

Table 12: PROCESS INDICATORS
FOR HYPERTENSION

DESCRIPTION

N#

TANANA

N#

MT. EDGECUMBE

N4

TOTALS

What percent of at risk patients had
their blood pressure checked during
the study period?

64 .

59%

74

55%

Recognition of
Overdue
Screening

On what percent of encounters in
which patients came in "overdue"
for B/P screening do they actually
get their B/P checked

(Overdue = No B/P in past year.)

64

23%

74

19%

138

138

57

207

Follow-up of
those :
Screened
Positive

What percent of those "screened
positive" were rechecked within
2 months. Criteria for "screened
positive":

Age 8/p

10-20 135/80 mm Hg
20-40 >140/9C mm Hg
> 40 >150/95 mm Hg

92

48%

158

250

Missed
Diagnosis

On what percent of encounters in
which a diagnosis is "indicated",
does the provider actually enter
a hypertension related diagnosis?
(a diagnosis is indicated if a
previously undiagnosed patient
has had 3 consecutive B/Ps
95 mm Hg diastolic)

T 80%

84%

25

83%

Work up
Compliance

In what percent of new cases
of hypertension was a parti-
cular test ordered as a part
of the initial diagnostic work
up.. (Test must be ordered

3 months from date of
diagnosis.
B/P both arms
UA
Urine Culture
BUN or Creat.
FBS
Height
EKG
Chest X-ray
Potassium

Fundascopic Exam

44
44
44
44
44
44
44
a4
44
44

. 34%
754
36%
43%
13%
70%
30%
34%

55%

84

84

84

84

84

asy
70%
14%
631
39%
853
447
443
392
agx

128

28
128
128
128
128
128
128
128
128

43%
72%
22%
56%
30%
80%
39%
41%
39%
50%

Drug
Coverage

Recognition
Of Need For
Follow-up

S

What percent of the hypertensive
population was “adequately covered"
by perscriptions for antihyperten-
sive drugs. ("Adequate coverage" =
covered by perscriptions at least
280 days per year.)

26

42%

80

382

106

40%

On what percent of visits when a
patient came in "overdue for
hypertension follow-up did the
provider document hypertension

as a purpose of visit.

(Overdue = out of medication more
than 5 days or more than 4 months
since last B/P check.) .

- 23
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100%

245

i

Lo

84%

278

86%




TRON DEFICIENCY ANEMIA

Results for screening for iron deficiency anemia in infants and

preschoolers are shown in Table 13 for the Tanana and Mt. Edgecumbe
Service Units. Resu]ts for the management of patients screened positive
are shown for the Anchorage and Kanakanak Service Units in Table 14.
The latter data is broken down into indicators that examine contact
rates and recognition rates in addition to rates of performance of the
‘various clinical elements. .

In general, it appears that the Kanakanak Service Unit performs

slightly better than Anchorage, largely due to increased recognition

rate in the former.
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Table 13:

IRON DEFICIENCY ANEMIA PROCESS COMPUTATIONS

TI
_TITLE DESCRIPTION N¢  Tamana N#_ MT_EDGECUMBE N¢ TOTALS
Screening What percent of patients received 72 447 ]
: 0 2
Rate a hemoglobin or hematocrit between % 73 362
6-24 months of age?
Missed What percent of the patients who 72 42% 101 pf |
Screening encountered the health care sys- o8 73| 59
Opportunity | tem between 6-24 months of age
Rate did not have a hemoglobin or
hematocrit?
L_“"‘—"“‘_”“ T —
B
Tab]e ]4‘ QESULTS FOR 129N DEFICIENCY ANEMIA
POPYLATIO% BASID INDICATORS
ALASKA NATIVE KANACANAC
. MEDICAL ~INT:ER TOTAL
INDICATOR DESCRIPTION _ RESULT Bl gl RESULT | o
Evaluation Contact Percent of patients screened positive
Rare for anemia (Hct>33 and/or Hgb>11) who 100% 20 10 1n 100 31
made contact with the system within 3
weeks after positive screening.
Abnormal Screening Percent. of patients making contact for
Recognition Rate whom there is any statement or action 85% 20 1303 n 933 3
indicating recognition of the abnormal
result.
Diagnostic Work- Percent of patients with recognition
Up Rate of abnormal resuylt, for whom any 352 17 182 11 27 28
statement of dietary‘incake was docu-
mented.
Treatment Rate Percent of put(eﬁts with recognition
of abnormal result, who were started 887 17 004 n 94y 28
on {ron therapy within one week of
diagnosis.
Contact Rate for Percent of patiants begun bn therapy
Follow-Up who made contact with the health care 33 15 733 AR} 53% 26
system within 3-6 wee4s after iron
therapy was instituted..
Follow-Up Recog- Percent of patients contacting the
nition Rate system 3-6 weeks after therapy began 202 5 75% 8 48 13
for whom there was any statament or .
action indicating the need for follow-
_ o up. |
Follow-Up Rate Percent of patients with recognition
of the need for follow-up who re- 1003 1 10z 6 100~ 7
ceived a hemoylohin and/or hnmatocr1t
within 3-6 weeks after institution of
iron therapy. |
Resolution of Percent of patients with a repeat Hct .
Anamia andfor Hgb 3-6 weaks after thaeripy 100 1 337 5 92% 7
Documentation started, whicn resultad in a Hct =33
| Bace ' and/or Hgb <11,




URINARY TRACT IN

FECTION

This tracer study followed a cohort of patients residing in the

Anchorage and Kanakanak Service Units who had a positive urine culture.

As with the iron deficiency anemia, the indicators attempt to separate

contact, recognition, and actual task performance.

rates are better than for iron deficiency anemia.

In general, the

More specifically,

the recognition rates appear to be much better for urinary tract infec-

tions than for anemia.

INDICATOR

These data are shown in Table 15.

Table 15: gesuurs For urivaRY TRACT INFECTIONS

DESCRIPTION

POPULATION BASED INDICATORS

ALASKA NATIVE
MEDICAL CENTSR

CANAKANAK

TLINIC

TOTA

RESULT

P SuLT

N

RESULT

Evaluation Contact
Rate

Percent of patiaznts with a positive
urine culture {<100,300 organisms)
who made contact with the hzalth care
system within 2 weaks of positive
_culture.

98% 45

64

Abagrmal Screening
Recognition Rate

Percent of patients making contact

within 2 weeks, who had any state-
ment or action indicating tnat
ositive culture was recognized.

Diagnostic Evalua-
tion Rate

98¢ az

100%

59

Percent of patients witn recognitfaon
of positive culture, who had docu-
mentation of the aistory, descrip-
tion of symotows, temperature, and

| palpation of the abdomen.

44z 43

67

$8

Treatment Rate

Percent of patients with racognition
of positive culture, who were placed
on an appropriate antipiotic therapy
within 2 weeks of positive culture.
(Soluble sulfonamide, awpicillin,
tetrachine, or nitrofurantion)

100%

58

Follow-Up Contact
Rate

Percent of patients treated who made
contact with the health carg System
within 1-4 weeks after the treatment
was started.

74% a2

673

57

follow-lo
Recognition Rate

Percent of patients making contact far
whom thare was any startement of action
indicating recognition of zhe need for

follow-up. .

Follow-Up Rate

84x 3N

Percant of patients witn recognition
of the need for T21low-up who re-
ceived a urine culture within -4
weeks aftar tresatmenl starzed.

Negative
Reculture Rate

96% 25

883

Percant of patienats treated and
follgwed-uo who had a3 rep23tr urine
culture resulting 1n<123,0%0

BN

~
w

organisms.

/8%

861

a0

35

Bar

33

2=



THE CONTINUITY OF HEALTH CARE

In order for the results of the study to be viewed in the proper
context, some examination of the health system's performance across
tracer conditions is necessary. In this context the study assesses
the performance of the system of health care in terms of continuity of
the clinical elements of primary prevention, screening, diagnostic
evaluation, treatment, and follow-up.

Hypertension, iron deficiency anemia, and urinary tract infections
were added to thé_]ist of ‘tracers specifically to examine the continuity
of health care in greater detail. In general, é required health task
is performed only wheh three basic steps occur. First, there must be
contact between the patient and the provider of health services. The
need for the health service must be recognized, and finally, the component
health care tasks must be performed.

Conventional wisdom would suggest that making contact with the
health care system for required services (first step)is the responsi-
bility of the patiént. The recognition function is the shared kesponsi-
bility of the pétient (who may state, "I'm here for my follow-up visit.").
‘and - the provider who reviews the patient's record. Finally, the perfor—A
mance of the health care task is largely the responsibility of the provider.

The indicators for these tracers were defined in an effort to examine
each step of this process independently. Through these indicators, we
can examine the contribution to health care of both the patient and the
provider and make an assessment of the continuity of the health care
process. |
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Each of these indicators can be viewed as discrete steps in a con-
tinuous process. Each can be expressed as a conditioned probability
based on empirical data. For example, the "evaluation contact rate"
for anemia expresses the probabi]ity that an individual with an abnor-
mal screening result will make contact with the system. The "abnormal
screening recognition rate" expresses the probability that the abnormal
result will be recognized if the contact is made. Likewise, the "work-
up rate" expresses the probability thai a work-up will be done if the
abnormal result is recognized. The probability that a patient with an
abnormal screening result will make contact with the system, will have
the abnormal result recognized, and receive a diagnostic work-up can be
expressed by the product of each component probability.

Exam{nation of the indicator results does not revea] any striking
differences in care provided by ANMC and the Kanakanak hospital. How-
ever, closer examination of the conditional probabilities for iron de-
ficiency anémia reveals some interesting trends. The product of all in-
dicators expresses the probability that a patient with an abnormal screen-
ing result will make it thrbugh each successive step of the process of

health care. This mathematical computation is expressed as:

evajuation X abnormal s:creem‘ng X treatment
contact rate recognition rate rate
contact rate X follow-up X f_oHow—up
for follow-up recognition rate rate
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and results in:

ANMC: 1.0 x .85 x .88 x .33 x .20 x 1.0

0.05

Kanakanak: 1.0 x 1.0 x 1.0 x .73 x .75 x 1.0 = 0.55

Thus the probability that a patient with an abnormal screening result
will receive all subsequent health services is ten times higher in
Kanakanak than at the ANMC.

The‘case finding function is an aggregate of screenihg and probTem
recognition. Let's consider as an example, iron deficiency anemia re-

sults from the Tanana and Mt. Edgecumbe Service Units.

Screened
for
anemia

Problem
Recogni zed

Yes

70%

Figure 1:

Iron Deficiency Anemia Case Finding Rate = 0.36 x 0.70 = 0.25

Mathematically, the cross product of screening multiplied by the re-
cognitfon of positive screening equals the case finding rate. Another
way of interpreting this is that the probability that a mildly anemic
child will be screened and recognized is 25%, or one chance in four.
The health problem management rate is an aggregate of treatment

and follow-up. For example, the "“iron deficiency anemia management

- 29 -
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rate" is the cross product of the treatment rate and follow-up rate.

Treatment

Fiqure 2:

Iron Deficiency Anemia Management Rate = 0.75 x 0.15 = 0.11'

In other words, the probabf]ity that an individual given treatment for
anemia will be followed-up on to determine if the treatment plan is work-
ing and the individual's condition is getting better, worse, or remain-
ing the same is approximately one in ten.

It should be pointed out tHat the importante of follow-up is pro-
portional to the specificity of the process-outcome reiationship. For
example, it'is well documented in the medical literature that the strepto-
coccal organism is extremely sensitive to the proper dosage of penicillin.
The treatment and expected outcome are well established. Clinically,
this makes the value of follow-up less important in cases where the pro-
per dosage of injectable penicillin has been used. The importance of
follow-up increases in cases wheke oral penicillin has been administered,
and the health system has no assurance that the proper dosage was taken

by the patient.
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Table 16:

AGGREGATION OF IXDICATORS OF

CONTACT, RECOGNITION, ANO TASK PERFORMANCE

ANMC

KANAKANAK

—4

.

CONTACT RATES

Anemia
1. Evaluation contact rate
2. Contact rate for follow-up

utlL
1. Evaluation contact rate
2. Follow-up contact rate

HTN

1. Screening contact rate

2. Abnormai screening re-
contact rate

.83

234

RECOGHIITION RATES

Anemia

1. Abnormal screening
recognition rate

2. follow-up recognition rate

Ut

1. Abnormal screening recognition
rate

2. Follow-up recognition rate

HTN
1. Abnormal screening recogni-
tion rate

s

.90

58

TASK PERFORMANCE RATES

Anemi a

1. Diagnostic work-up rates
2. Treatment rate

3. Follow-up rate

uTt

1. Diagnostic evaluation rate
2. Treatwent rate

3. Follow-up rata

HTH
1. Screening rate
2. Re-screening rate

.74

240

72

m
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The "drug coverage rate" of 40% for hypertension is by itself a
reflection of the management function. Thus, it indicates that almost
half of those who are diagnosed and begin treatment for elevated blood
pressure are covered by prescriptions and necessary visits to monitor
their condition 280 days per year.

We can explore the contribution of contact, recognition, and task
performance by mathematically aggregating the appropriate indicators
as shown in Table 16. It is interesting to note that the probabilities
of a patient making contact with the health care system is slightly
higher than the probabilities of task performance. This finding sug-
gests that discontinuities in health care are not entirely due to
failures in patient compliance with a revisit schedule. Further, it is
interesting to note that the recognition rates at the Kanakanak clinic
are slightly higher than those at ANMC. This may be due in part to the
larger and more complex system of health care at ANMC as an adjunct to
its higher level of sophistication and spécia]ization.

It is obvious from the results of this evaluation that the health
care delivery system has a number of strengths which should be app]auded.
It is also obvious that certain weaknesses exist and the effectiveness
of the various providers could be improved. If one or more of the ele-
ments of the process of care are improved, the resultant improvement in
“clinical success" may be dramatic. Consider iron deficiency anemia re-

sults from Tanana and Mt. Edgecumbe as an example.
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Diagnostic
4 16%

Figure 3:

Clinical elements of the process of care for iron deficiency anemia =

0.36 x 0.70 x 0.75 x 0.16 = 0.03

If screening were improved to include 75% of the target population, the

resultant clinical success wou1d be doubled.

Diagnostié

dOrk-up 16%

Figure 4:

Over-all success rate = 0.75 x 0.70 x 0.75 x 0.16 = 0.06

The effect of altering the screening rate on
the overall process of care for iron deficiency anemia

Now if screening, diagnosis, and treatment remain unchanged but follow<up

is improved to 50%, there is a three-fold improvement in clinical success.

Figure 5:

Overall success rate = 0.30 x 0.70 x 0.75 x 0.50 = 0.09

The effect of altering the follow-up rate on
the overail process of care for iron deficiency anemia
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As a final example, let's consider increasing screening to 75% and
follow-up to 50% with all other elements remaining the same. This es-

tablishes a 6.6 fold increase over the original result of 3%.

Diagnostic
50%

Figure 6:

Overall sSuccess rate = 0.75 x 0.70 x 0.75 x 0.50 = 0.20
The effect of altering both screehing and follow-up on
the overall process of care for iron deficiency anemia
Obviously, improving rates at. various points in the process of ' i
health care can not be accomplished with equal facility. For example,
examining the follow-up function for iron deficiency anemia again using

data from the Anchorage Service Unit:

Recognition of
need for
follow-up

Contact

for follow-up or hematocrit

Figure 7:

Follow-up success rate = 0.33 x 0.20 x 1.00 = 0.07.

Follow-up sequence for iron deficiency anemia

Both the contact rate and the recognition rate are quite low. While
it may be quite difficult to change the behavior of the patient to in-
crease the contact rate, there are several viable alternatives to improv-
ing the recognition rate. If this were done and the recognition rate

were increased to 90%, the resulting follow-up success rate would increase

from 0.06 to 0.30.

epeat hemoglobi 100% .



CONCLUSION

The methodology of this study assesses the quaiity of health by the
use of tracer conditions and indicators of the process of health care.
Elements of the process of health Care were selected as indicators when
they were considered to be essential to high quality health care. The
study examined medical records to determine the percent of patient con-
tacts in which the indicator itéms were provided (provider-based indica-
tors). This method measures documentation of indicator items, rather
than the performance of them. Such utilization of medical records as
the sources of data is well accepted'and its difficulties, understood.!®
16, 17, 18, 19, 20 Although the recording of objective data, e.g., lab
tests, results, prescriptions, usually reflects accurately the perfor-‘
mance of those tasks, the recording of other "softer" elements of health
care, e.g., education, counseling, almost certainly are under-reporfed.

In their study for the Joint Commission on Quality Assurance, Osborn,
et a1.2l point out that the major problem in assessing the quality of
ambulatory care lies with the relatively poor quality of ambulatory care
records. Unlike their study in whfch they attempted to measure large
numbers of health care elements, the current study selected as indicators
only those elements felt to be essential to basic health care. Since the
performance of the indicators is considered essential to good care, then
documentation of their performance becomes part and parcel of quality
health care, particularly in a system which derives its strength from
a team approach to health care delivery. An improvement in documenta-

tion should therefore be considered an intermediate step toward improve-

ment of health care and an appropriate objective of a quality assurance

effort.
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Although the study results suggest that the Alaska Native Health
Service provides health care of a quality comparable to that of other
PHS Service Units and the private sector, the primary purpose of the
study was to identify areas of re1ative weakness, which could be im-
proved. This represents the first part of a quality assurance process

that is schematized below.

]
Program Planning

- e o = - o= o= n o]

Modification

Program
Formulating Operation
Adaptive
Processes
- : Assessing

Identi fying Health

Deficiencies Program

In Health : Performance

Programs -

Against explicit criteria for program operation, an assessment of
program performance is made, areas of relative deficiency in program opera-
tion are identified, and alternatives for strengthening deficiencies (adap-

tive processes) are formulated. These are merged with other priorities
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in program planning and phased into program operation. Obviously such a
process requires the input and involvement of health providers, health
systems administrators, health planners, and health researchers.

This report represents our assessment of selected parameters of
health system performance. The degree to which subsequent steps of the
quality assurance process are conducted will determine the ultimate
value of this report and the extent to which it contributes to improved
health care to the Alaska Native. It is toward thaf goal that the Health

Care Evaluation Project staff submit this report.
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Alaska Native Health Board - Hea1th Care Evaluation Project, Final Report

Attached is the completed report of the past years audit conducted
by the Alaska Native Health Board under the direction of Mr. Ed
Helmick. At first, I truly had my doubts that this audit would

be of value to us. But now that the project has been completed,
the report provides us with some very useful information.

I would encourage you to review this report when you are not

rushed for time. This audit provides us with a very realistic
insight into our own system. In doing so, it points to some
deficiencies. An audit is not complete if it points out deficiencies
without providing solutions. Therefore, I am requesting that you
might look at the deficiencies and then provide us with your
recommendations. I request that you forward your recommendations

to: Mr. Ed Helmick, M.P.H., P.0. Box 4-1808, Anchorage, Alaska 99509,
or myself.

This year, the Alaska Native Health Board has received more money to
continue the project. At this time, it is planned to use two new
tracers, namely Prenatal Care and Accidents with Lacerations as
the specific item. The project plans to continue the Streptoccal/
Rheumatic Heart Disease tracer that was used in last years audit.
Two additional service units will be used this coming year, ANMC
and Bethel. Upon compietion of this years project, we will then
have five tracers to use in any and all of our service units. It
is planned, that is if funding continues to be available, the
service units would be reviewed every 2 - 3 years, thus assuring
us of follow-up on any recommendations.
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