
Want better prevention performance?
First, you must have a system
Physician variation means gaps in care persist across nation

Despite a national focus on cancer screenings, immunizations,
and other preventive care, an analysis of patterns of care in the
United States shows these trends:

❒ Preventive services are highly variable across the country and even
within a region.

❒ Whether a patient receives preventive care isn’t related to access to
physicians or even continuity of care.

❒ A physician who is thorough in ordering mammograms for older
women may fail to provide regular foot exams for diabetics.

Those findings from the Dartmouth Atlas of Health Care — 1999 under-
score the need for physicians to rethink their processes of care, says
David Wennberg, MD, MPH, director of the Center for Outcomes
Research and Evaluation at Maine Medical Center in Portland, and edi-
tor of the Atlas chapter on ambulatory care. 

The Labanon, NH-based Dartmouth Atlas is supported by a grant
from the Robert Wood Johnson Foundation and published by the
American Hospital Association Health Forum. It was first published in
1996 with a second edition in 1998. (See editor’s note for ordering
information, p. 63.)

“I think there needs to be a more systematic approach to the way we
take care of patients for preventive services as well as chronic diseases,”
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The Dartmouth Atlas of Health Care — 1999 shows great variation nation-
ally in preventive services, surgery, and end-of-life care. Outcomes experts
say the findings point to the need for better processes of care and tracking
systems.
• Even a simple flow sheet filled out by office staff can provide a needed

reminder for preventive care.
• Clinicians may be influenced by a variety of factors. For example, avail-

able bed space leads to higher hospital admissions.
• Aggregating and comparing data among physicians and medical groups

provide an opportunity for examining variation.

EXECUTIVE SUMMARY



Wennberg continues. “It can be as simple as a
flow sheet or as advanced as an electronic medi-
cal record, which posts reminders for the front
office staff or physicians about what services are
needed.”

Without a system to remind them which patients
need preventive care, physicians fall far short of
national goals for cancer screening, immunization,
and diabetic care, the Atlas researchers found.

“We have to assume that the cause of the varia-
tion is the practice styles of individual physicians
or groups of physicians about the usefulness of
some of this [preventive care],” says Atlas editor
Megan McAndrew Cooper, MBA, MS. “In some
places they put a lot of value on some kind of
screening but not on others.”

With its vast database of Medicare claims, the
Atlas provides a detailed picture of the patterns
of care in fee-for-service medicine. The country
was divided into 306 “hospital referral regions,”
based on patterns of care. Each edition presents a
new focus, but many of the measures have been
followed over time. “The patterns are extremely
persistent from year to year,” says Cooper.

In some regards, the Atlas findings are discour-
aging. For example, the data show that areas with
a greater supply of hospital beds have higher
rates of hospitalization. Yet a greater supply of
physicians in a community does not equate to
better screening and other preventive care.

“If you have a lot of beds available and a per-
son presents with certain symptoms, that influ-
ences whether they’re admitted,” says Cooper.
“Clinicians have a very hard time with this
because they see themselves as making decisions
based on a set of clinical rules.” Those rules, how-
ever, are influenced by a variety of factors, includ-
ing available bed space.

Meanwhile, managed care seems to have a
limited impact on the overall provision of pre-
ventive services. The National Committee for
Quality Assurance in Washington, DC, began
developing quality measures in the late 1980s
with an emphasis on preventive health. Yet
areas of the country with higher managed 
care penetration didn’t show consistently high

performance on preventive care.
“We looked at profiles of hospital referral

regions in northern and southern California,”
says Cooper. “They have a lot of managed care
and a lot of doctors. They are just as idiosyncratic
in complying with guidelines.”

For example, a region could have high rates of
providing eye exams for diabetics but low rates
of screening for lipids in the same population.
“We don’t see any correlation between screening
for colorectal cancer and screening for breast can-
cer,” notes Cooper.

“What I see in those maps is opportunity,” says
Gerald O’Connor, PhD, DSc, associate director of
the Center for the Evaluative Clinical Sciences at
Dartmouth-Hitchcock Medical Center in Lebanon,
NH. O’Connor was a founder of the Northern
New England Cardiovascular Disease Study
Group, a consortium in Maine, New Hampshire,
Vermont, and Massachusetts that shares informa-
tion on the treatment of cardiovascular disease.
After data feedback, training in continuous qual-
ity improvement, and site visits to other facilities,
the 23 cardiac surgeons in the project recorded a
24% reduction in hospital mortality rate.1

That reduced mortality rate has persisted, and
northern New England now has one of the lowest
mortality rates for coronary artery bypass graft
surgery in the country. (For more information on
the northern New England project, see related
story, p. 64.)

Yet during the first three years of measure-
ment, the surgeons simply observed and studied
their rates. They learned that the variation in
their mortality rates was not due to case mix, as
they had originally believed. In other words, the
surgeons or hospitals with the highest mortality
rates did not have sicker or older patients.

O’Connor likens the recent Atlas findings as
the first stage of the study group. Physicians are
just learning about the differences in rates for
various kinds of care, he notes.

“The question is, will the professional societies
and groups of physicians step up to the plate?
Now that we know this, how can we put in sys-
tems of care?” he asks. “How can we remember
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the last time someone had a mammogram?”
Solving that problem shouldn’t be as complex

as trying to determine why patients die after
bypass surgery. I think they’re quite tractable
problems,” says O’Connor, who is also professor
of medicine and community and family medicine
at Dartmouth Medical School in Hanover, NH.

O’Connor also advises physicians not to rely
too heavily on anecdotal information, but to gain
more power by aggregating data. “There’s noth-
ing about the person who died this month that
tells you what to do differently in the operating

room,” he says. “But you can see in aggregate
data what’s impossible to see as an individual.”

Ultimately, physicians enjoy the academic
aspect of uncovering the cause of variation and
measuring how interventions improve outcomes.

“It’s been very empowering for people to be
clinical scientists, to learn from the their patients
and do a better job tomorrow than they did yes-
terday,” he says.

[Editor’s note: To order a copy of the Dartmouth
Atlas contact the AHA, P.O. Box 92683, Chicago, IL
60675-2683. Telephone: (800) 242-2626. Fax: (312)
422-4505. Web site: www.aha.org/shoppingcart. Book
version, #044401: $295 for members, $350 for non-
members; CD-ROM version, #044452: $1,095 for
members, $1,295 for nonmembers. Shipping and han-
dling: $12.95.]
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1. O’Connor GT, Plume SK, Olmstead EM, et al. A
regional intervention to improve the hospital mortality asso-
ciated with coronary artery bypass graft surgery. JAMA
1996; 275:841-846.  ■

End-of-life: When too much
care is a poor outcome
Atlas editor has firsthand knowledge of problem

In her last months of life, Megan McAndrew
Cooper’s mother had a mammogram, colon-

oscopy, and cataract surgery. It brought home an
issue Cooper has revealed in greater detail as edi-
tor of the Dartmouth Atlas of Health Care — 1999:
Patients at the end of life often receive more medi-
cal care than they want or need.

Cooper’s mother was on oxygen, suffering
from radiation-induced pulmonary hypertension
and congestive heart failure. “Someone sent her
for a mammogram, but they weren’t thinking
about why they were sending her for a test they
couldn’t do anything about,” Cooper says. “It
brings up some pretty important questions about
what happens at the end of life.”

Cooper’s mother died almost two years ago. In
the Atlas, which was released this spring, Medicare
data shows that the number of visits to physicians
in the last six months of life range from an average
of less than nine to almost 50.
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Atlas shows widespread 
variations in care

The third edition of the Dartmouth Atlas of
Health Care — 1999 reveals the persistence

of great variation in health care delivery and
cost in 306 hospital referral regions. Here are
some of the findings from the Atlas study,
based on fee-for-service Medicare data:
• Greater capacity of hospital beds leads to

higher rates of hospitalization. The medi-
cal discharge rate is 40% higher in areas
with a high supply of hospital beds com-
pared to those with the lowest supply.

• Delivery of preventive care was inconsis-
tent. Regions with high rates for mammog-
raphy, for example, may have lapsed in the
area of diabetic eye exams.

• Regions varied widely and fell far short of
national health care goals in preventive
care. For example, two-year mammogra-
phy rates for Medicare enrollees between
65 and 69 ranged from 12.5% to about 50%
with an average rate of 28.3%.

• Preventive care was not related to access to
primary care physicians or continuity of
care.

• Coronary artery bypass grafting ranged
from 87% above the national average to
50% below it. Both angioplasty and bypass
surgery grew rapidly, from about 70,000
total procedures in 1984 to more than
380,000 in 1996.

• Care at the end of life varied dramatically, as
well, with patients in some regions having
less than nine visits with physicians in the
last six months of life and others averaging
close to 50 visits in that time frame.  ■



The chance of being admitted to an intensive
care unit at the time of death ranged from 6.3% to
almost 30%. The comparisons are based on 306
hospital referral regions that are based on pat-
terns of care.

“Is anyone thinking about whether that’s qual-
ity of life or quality of care?” wonders Cooper.

In fact, Cooper asserts that the Medicare pro-
gram has sufficient financial resources if money
isn’t wasted on care that isn’t necessary or not
what patients want.

“It is appalling that we’re spending all these
resources to send my mother for a mammogram
but not sending diabetics for an eye exam that
could keep them from getting blind,” she says.  ■

Cutting bypass variation,
collaborative saves lives 
New England group boasts lowest mortality rates

When surgeons in northern New England
first learned about their varying mortality

rates after bypass surgery, they didn’t trust the
numbers. They felt sure the differences were due
to patient characteristics — that surgeons with
higher mortality rates treated sicker patients.

Five hospitals and their chiefs of cardiac
surgery began collecting data, and what they
learned startled them.

“There are different processes of care that cre-
ate different results,” says Gerald O’Connor,
PhD, DSc, associate director of the Center for
the Evaluative Clinical Sciences at Dartmouth
Medical School in Hanover, NH. “These are real
differences.”

Most importantly, the New England surgeons
did something about the disparities they discov-
ered. They studied the data, compared processes
of care, and learned about the principles of con-
tinuous quality improvement. Mortality rates
dropped by 24%.1

The Northern New England Cardiovascular
Disease Study Group, which continues to meet
three times a year and collect data continuously,
has become a model of how physicians can work
together to reduce variation and improve care.

The surgeons’ original data came from mortal-
ity reports of the Health Care Financing Admini-
stration, and their intent was to disprove the
variation.

“Nobody really was starting out to change the
world,” says O’Connor, a leader of the consor-
tium since its inception in 1987. “We started out
trying to do something simple. But there was
great leadership by the five chiefs of cardiac
surgery at the time. Those folks are all still with
us now.”

Data tell why patients die

Information became a powerful tool for the
study group. Although individual surgeons may
have only three or four deaths a year out of 140
bypass cases, the aggregate of 25 cardiothoracic
surgeons produces valuable data.

The study group receives about 8,000 data col-
lection forms a year and maintains a database of
close to 80,000 procedures, including bypass,
valve procedures, and coronary angioplasty. The
group now includes 31 interventional cardiolo-
gists, administrators, nurses, anesthesiologists,
perfusionists, and scientists at six institutions in
Massachusetts, New Hampshire, Maine, and
Vermont.

The physicians collect extensive data on every
case, and the study group produces reports three
times a year with comparisons of the surgeon’s
patients, the hospital as a whole, and the region.
(See copy of the cardiac bypass data collection
form, inserted in this issue.)

Detailed information has enabled the surgeons
to analyze what may cause differences in mortal-
ity. Why are patients dying?

“Low cardiac output syndrome explained 80%
of variability across surgeons,”2 says O’Connor.

Further analysis showed that “most of the
people who died of low output failure went into
the operation with normally pumping hearts,”
explains David Malenka, MD, a cardiologist and
associate professor of medicine at Dartmouth
Medical School.

“That means we’re having trouble preserving
the myocardium, keeping it alive,” he says. The
study group identified aspects of care that were
likely to contribute to that problem and is investi-
gating what part of the operation needs to be
improved, he says.

So while a recent study showed that northern
New England has the lowest mortality rate in 
the country following bypass surgery (tied with
New York state, which also has a data registry),
O’Connor and his colleagues aren’t satisfied.

“We’re improving at twice the national aver-
age,” he says. “We could feel pretty good about
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that except that we feel half the people who die
now don’t need to die.”

Improving care and saving lives didn’t come
from data feedback alone. With the help of
Donald Berwick from the Institute for Healthcare
Improvement, surgeons learned about the steps
of continuous quality improvement.

Next, Joseph F. Kasper, ScD, an aerospace engi-
neer turned health care improvement consultant
guided the group in improvement techniques
used in business. Rather than benchmarking
against a “best practice” hospital, each hospital’s
care team (including the surgeon, perfusionist, OR
nurse, and others) visited one other facility simply
to observe. “All of the hospitals and surgeons
were courageous,” says Kasper. “It took a lot of
courage for the surgeons to say, ‘Come in and see
what I do.’

“I asked for everyone to get back to me as
quickly as they could with thoughts and observa-
tions about what was different from their home
institution, what was the same, what they’d like
to have,” he recalls. “The reporting that came
back was incredibly information dense. They saw
an awful lot.”

Although the teams weren’t specifically look-
ing for the “best,” it was easy to see some ele-
ments contributed to better outcomes, says
Kasper. “The institutions that appeared to have
the best outcomes were the institutions where
there was clear communication, where it was
clear who owned what component of the pro-
cess,” he says. “[They were] institutions where
each operation was done the same way every
time, over and over again.”

The teams also learned from the visitors’ com-
ments. “At Dartmouth, when the four other cen-
ters visited us, three of them said, ‘You folks
don’t have a process for postoperative care,’”
recalls O’Connor. “We thought we did, but
nobody else could see it. Everybody [on the
bypass team] had their own process. It looked
fine from the inside, but no one could see it from
the outside.”

Dartmouth now has a clinical pathway for
postoperative bypass care.

Ultimately, the data help surgeons and cardiol-
ogists when they talk to patients about the risks
and benefits of surgery or angioplasty. Instead of
citing the medical literature, physicians can say,
“Given our experience at Dartmouth, here’s what
you can expect,” notes Malenka.

As the study group expands its focus, it also is
moving into preventive care issues. “We are trying

to launch an effort across all the institutions that
revascularize patients to put into place some kind
of process of care to try to ensure that by one year
after revascularization that all patients are at goal
for LDL [of 100 or less],” says Malenka.

“We know that lower cholesterol makes a dif-
ference in outcomes,” he says. “We keep seeing
these patients over and over again. Prevention is
where it’s at.”

Meanwhile, with a grant from the American
Heart Association, the study group is trying to
spread its success to other parts of the country.
Similar efforts have already emerged in Minnesota,
Virginia, and the Veterans Administration Medical
System. In addition, the Society of Thoracic Sur-
geons is working with the study group on pilot
studies, says O’Connor.

“What worked for five hospitals in northern
New England might work very well as an engine
of change for other hospitals [and surgeons] that
want to cooperate with each other,” says Kasper.
“The variation across the country is even greater
than [it was] within northern New England.”
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ciated with coronary artery bypass graft surgery. JAMA
1996; 275:841-846.

2. O’Connor GT, Birkmeyer JD, Dacey LJ, et al. Results
of a regional study of modes of death associated with coro-
nary artery bypass grafting. Ann Thorac Surg 1998; 66:1,323-
1,328.  ■

Does bias affect physician
decision making?
Study shows need for cultural sensitivity

Do physicians treat patients differently based
on race, gender, or other cultural and social

differences? A recent study suggesting they do
has lead to soul-searching and a renewed push
for “cultural competence” in medicine.

Researchers at Georgetown University Medical
Center in Washington, DC, surveyed 720 primary
care physicians using an interactive multimedia
tool and found race and gender disparity in refer-
rals for cardiac catheterization.1

The physicians viewed a multimedia tool in
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which one of eight patient actors — two black
men, two black women, two white men, and two
white women — recited one of three standard
scripts describing their chest pain. The patients’
medical history and personal information also
were standardized.

While a majority of all patients were referred
for cardiac catheterization, the odds that blacks
and women with chest pain would be referred
were only 60% of those of white men.

“This is the first concrete evidence that people
are making different treatment recommendations
based on patient characteristics,” says Kevin
Schulman, MD, an internist and associate profes-
sor of medicine at Georgetown.

The results point to a subtle, perhaps uncon-
scious bias, he says. “It suggests that physicians are
just like everyone else in society. Automatic percep-
tions incorporate society’s stereotypes. In brief
encounters with patients, physicians don’t have
time to override those automatic stereotypes.”

The Georgetown study generated national
media interest, including a segment on Nightline,
the ABC newsmagazine. It troubled physicians,
particularly those who have devoted their careers
to addressing cultural competency in medicine.

A multitude of factors may influence physi-
cians when they see patients from different back-
grounds, says Robert Like, MD, MS. Like is a
family physician and director of the Center for
Healthy Families and Cultural Diversity at the
University of Medicine and Dentistry of New
Jersey-Robert Wood Johnson Medical School in
New Brunswick, NJ. For example, clinical trials
have historically underrepresented blacks and
women, leading to less information on differences
in symptom presentation and effective therapies.
Systems also can fail patients and physicians
alike, creating pressure to see patients in a short
time frame.

But Like adds that the study “should be a
wake-up call for us to look at ourselves as well.”

Greater cultural sensitivity can begin with the
opening dialogue with a patient, says Like, who
is also an associate professor in the Department
of Family Medicine. He has developed a curricu-
lum for culturally competent health care.

”We have to change how we listen to patients,”
he says. “Not all people are going to present with
the classical symptoms of angina.” Physicians
should ask patients what they believe is causing
their symptoms and what they think might be an
appropriate treatment, adds Like.

Sometimes the answers may be surprising, as
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ETHNIC Provides Framework
for Cultural Competence

Physicians frequently need help remembering how to
address patients in a culturally sensitive manner.
Therefore, a group at the Department of Family
Medicine of the University of Medicine and Dentistry
of New Jersey-Robert Wood Johnson Medical School
in New Brunswick, NJ, developed this mnemonic
device, ETHNIC, which stands for the following:

Explanation
What do you think may be the reason you have
these symptoms? What most concerns you
about your problem? What do friends, family, or
others say about these symptoms? Do you know
anyone else who has had or who has this kind of
problem? Have you heard about/read/seen it on
TV/radio/newspaper?

T reatment
What kinds of medicines, home remedies, or
other treatments have you tried for this illness?
Is there anything you eat, drink, or do (or avoid)
on a regular basis to stay healthy? Tell me about
it. What kind of treatment are you seeking from
me?

Healers
Have you sought any advice from alternative/folk
healers, friends, or other people (non-doctors)
for help with your problems? Tell me about it.

Negotiate
Negotiate options that will be mutually acceptable
to you and your patient and that do not contradict,
but rather incorporate your patient’s beliefs. Ask
what are the most important results your patient
hopes to achieve from this intervention.

I ntervention
Determine an intervention with your patient. This
may include incorporation of alternative treat-
ments, spirituality, and healers as well as other
cultural practices (e.g., foods eaten or avoided in
general and when sick).

Collaboration
Collaborate with the patient, family members,
other health care team members, healers, and
community resources.

Source: Steven J. Levin, MD, Robert C. Like, MD, MS, and Jan
E. Gottlieb, Department of Family Medicine of the University of
Medicine and Dentistry, New Jersey-Robert Wood Johnson
Medical School, New Brunswick, NJ.



in the case of a Mexican man who began stutter-
ing as a young boy when he saw a man killed. He
had reached to touch the man’s shoe. After his
mother warned him that the man’s spirit would
hurt him, he began to stutter and became very
nervous. While still a child, he received herbal
therapy and visited a spiritualist healer, but his
symptoms persisted. Like tried to help the man
receive both speech therapy and mental health
counseling. Those efforts failed because his
health plan lacked Spanish-speaking health pro-
fessionals in these areas.

In other encounters, cultural differences may
be more subtle and may relate to educational,
social class, and racial differences as well as eth-
nic ones, notes Like.

He and his colleagues developed a mnemonic
device, ETHNIC, to help physicians and other
providers focus on the aspects of culturally sensi-
tive communication. (See box, p. 66.) Yet beyond
communication issues, the Georgetown study

points to a bias that affects decision making. In
patient profiles, all subjects had the same insur-
ance status and the same job. Yet when asked in
the survey, physicians perceived that black
patients had a lower socioeconomic status than
white patients, says Schulman.

Still, that different perception didn’t explain
the different referral rates, he says. “The question
that we can’t answer is what caused that bias,” he
says. “Our suggestion is that it’s most likely a
subconscious effect.”

That subconscious element is difficult to change
precisely because physicians aren’t aware of it,
says Julia Puebla Fortier, director of Resources
for Cross-Cultural Health Care in Silver Spring,
MD. “A lot of physicians would be surprised if
they were faced with this information and told,
‘This is you,’” she says.

“How do you get at attitudes and practices
that you may not even recognize? How does one
develop a training program for something like
that?” she asks. “I think that gets at the most dif-
ficult issue that exists in health care. We primarily
talk about patients, how do we get patients to
change their behavior. But in this case, we’re talk-
ing about physicians. How do we get physicians
to change their behavior?”

In fact, the study raised issues of bias in health
care just as elements of President Clinton’s initia-
tive on race and health got under way. The initia-
tive seeks to eliminate disparities in six areas of
health that impact racial and ethnic minority
populations. It involves an outreach effort by U.S.
Surgeon General David Satcher and $150 million
in grants for up to 30 communities to research
innovative strategies to improve minority health
status. (For more information on the initiative’s
goals, see box, above left.)

Clearly, patients also play a key role in deter-
mining their health care. Differences in health
care in some cases may relate to different expecta-
tions. “Patients’ desires may differ by race and
gender,” says Schulman. “We should explore and
investigate that to see whether that is true or
not.”

Patients also should become empowered to
question the treatment recommendations and
request a second opinion, he says.

In the Georgetown study, patients were passive
participants and didn’t ask questions of doctors,
notes Like. In real life encounters, decisions occur
within a dialogue. “Patients are partners in this,”
he says. “To what degree do they become active
in making choices?”  ■

June 1999 / PATIENT SATISFACTION & OUTCOMES MANAGEMENT ™ 67

Initiative to eliminate 
disparities in health

In February 1998, President Clinton announced
a goal of eliminating disparities in health status

that affect racial and ethnic minorities by 2010.
The initiative set “near-term” goals for improve-
ments by the year 2000 in six areas:
✔ Reduce infant mortality among blacks by at

least 22%.
✔ Increase to at least 60% those women of all

racial or ethnic groups, aged 50 and older, who
have received a clinical breast exam and
mammogram within the preceding two years.

✔ Reduce the heart disease mortality rate among
blacks by 25% and reduce the stroke mortality
rate among blacks by 40%.

✔ Reduce the rate of end stage renal disease
from diabetes among blacks and American
Indians/Alaska Natives by 65% and reduce
lower extremity amputation rates from diabetes
among blacks by 40%.

✔ Ensure early and equal access to life-enhanc-
ing health care and appropriate drug therapies
for at least 75% of low-income persons living
with HIV/AIDS. 

✔ Achieve and maintain at least 90% coverage
for all recommended childhood vaccines in all
populations, and increase pneumococcal and
influenza immunizations among all adults ages
65 and older to 60%.  ■



Brief physician counseling
can curb risky drinking
FACCT places focus on addressing alcohol misuse

Smoking, poor diet, and lack of exercise top
the list of bad habits that physicians counsel

their patients to alter. But another risky behavior
may not be getting enough attention: excessive
drinking.

While only about 5% of Americans could be
called alcoholics, another 20% are “risky drinkers”
who exceed recommended limits at least once a
year, says John Higgins-Biddle, PhD, assistant
professor at the University of Connecticut School
of Medicine in Farmington and a specialist in
alcohol research.

The impact of alcohol misuse is pervasive,
including loss of work productivity, automobile
accidents, strain on family relationships, and
direct health effects. Yet even brief counseling by
physicians can influence patients to moderate
their use of alcohol, he says.

While alcoholics need specialized treatment to
help them control their dependency, people who
misuse alcohol may not even realize that they
have stepped beyond moderate levels, he says.
“Most people who are at-risk drinkers can reduce
their drinking to or close to safe levels with three
to five minutes of simple advice.”

Some health plans may begin monitoring
whether providers are screening and counseling
patients on alcohol consumption. That’s the goal
of a measurement set recently released by the
Foundation for Accountability (FACCT) in
Portland, OR. FACCT developed a patient survey
tool that health plans and medical groups could
use to learn whether providers are asking about
alcohol use and providing adequate information.

“It’s very much a priority of the purchasers
and consumers on our board,” says Christina
Bethell, PhD, MBA, MPH, director of account-
ability measurement for FAACT. “When you look
at the relationship between alcohol misuse and
complications related to health, family, work,
domestic violence, and on and on, you can
understand why it’s an important problem.
“We’re hoping this measurement set will stimu-
late interest and activity in this area,” she says.
“It’s been well-documented that the need is
great.”

Bouts of drinking among people who aren’t

actually addicted to alcohol contribute heavily to
both health and societal costs. A 1990 Institute of
Medicine report stated that “a principal focus of
intervention should be on persons with mild or
moderate alcohol problems.”1 The World Health
Organization in Geneva coined the term “alcohol
misuse” to incorporate this broader population.

“The issue here is not addiction. The issue is
consumption,” says Higgins-Biddle. “If you con-
sume too much alcohol, you’re at risk, whether
you’re addicted or not.”

Safe limit: 2 a day for men, 1 for women

As a first step, physicians need to be educated
about the alcohol use guidelines and the dangers
of misuse, says Higgins-Biddle.

The U.S. Dietary Guidelines recommend no
more than one drink a day for women and two
drinks a day for men. Yet Higgins-Biddle empha-
sizes that he isn’t targeting the person who drinks
excessively one time.

“What we want to do is to identify the people
who have a significant risk,” he says. “It’s not
cost-effective to find that person who one day
two years ago had three drinks.

“This is not neo-prohibition,” he says. “We’re
not trying to say people shouldn’t drink at all.”

Counseling needs to be targeted toward those
occasionally or often misuse alcohol, who can
benefit most. So Higgins-Biddle and colleagues
use a screening tool to detect levels of alcohol
misuse among primary care patients. FACCT has
also incorporated this tool in its measurement set.
(See copy of the tool, p. 69.)

He is testing a screening and brief intervention
program called “Cutting Back” in primary care
settings, and he says preliminary results show
that it can significantly reduce alcohol misuse.

The screening tool, which is completed by the
patient, is brief and easy to score; it contains only
10 questions. Effective interventions need only
take about three minutes, says Higgins-Biddle.

Interventions begin with feedback to patients
about how they scored on the screening tool and
information about appropriate drinking. For
example, a physician may begin by saying, “I’d
like to talk to you about your drinking since the
answers on the screen showed your drinking is
likely to present risks to your health. Are these
answers correct?”

The physician would then describe the health
consequences, such as gastrointestinal problems,
which can be related to overuse of alcohol. The
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safe limits of the dietary guidelines also should
be clearly communicated.

“Solicit a commitment to either cut back or
stop,” advises Higgins-Biddle. “It’s important for
patients to be put in a situation where they have

to make a decision based on the doctor’s or
nurse’s advice. ‘What would you like to do about
this? To do nothing is not a wise choice in light of
the health risks.’”

The physician also may talk with the patient
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(As adapted by the University of Connecticut Health
Center Cutting Back project)

1. How often do you have a drink containing alcohol?
__ Never (0)
__ Monthly or less (1)
__ Two or four times a month (2)
__ Two or three times a week (3)
__ Four or more times a week (4)

2. How many drinks containing alcohol do you have
on a typical day when you are drinking?

__ 1 or 2 (0)
__ 3 or 4 (1)
__ 5 or 6 (2)
__ 7 to 9 (3)
__ 10 or more (4)

3. How often do you have four or more drinks on
one occasion?

__ Never (0)
__ Less than monthly (1)
__ Monthly (2)
__ Weekly (3)
__ Daily or almost daily (4)

4. How often during the last year have you found
that you were not able to stop drinking once you
had started?

__ Never (0)
__ Less than monthly (1)
__ Monthly (2)
__ Weekly (3)
__ Daily or almost daily (4)

5. How often during the last year have you failed 
to do what was normally expected from you
because of drinking?

__ Never (0)
__ Less than monthly (1)
__ Monthly (2)
__ Weekly (3)
__ Daily or almost daily (4)

6. How often during the last year have you needed
a first drink in the morning to get yourself going
after a heavy drinking session?

__ Never (0)
__ Less than monthly (1)
__ Monthly (2)
__ Weekly (3)
__ Daily or almost daily (4)

7. How often during the last year have you had a
feeling of guilt or remorse after drinking?

__ Never (0)
__ Less than monthly (1)
__ Monthly (2)
__ Weekly (3)
__ Daily or almost daily (4)

8. How often during the last year have you been
unable to remember what happened the night
before because you had been drinking?

__ Never (0)
__ Less than monthly (1)
__ Monthly (2)
__ Weekly (3)
__ Daily or almost daily (4)

9. Have you or someone else been injured as a
result of your drinking?

__ No (0)
__ Yes, but not in the last year (2)
__ Yes, during the last year (4)

10. Has a relative or friend or a doctor or other health
worker been concerned about your drinking or
suggested you cut down?

__ No (0)
__ Yes, but not in the last year (2)
__ Yes, during the last year (4)

Note to health care providers: A score of 7 or greater
for women and 8 or greater for men suggests that
counseling about the risks of alcohol misuse may be
warranted. Patients who score 16-19 may require fol-
low-up monitoring. Those who score 20 or greater are
likely to need an alcohol assessment and treatment.

The Alcohol Disorders Identification Test 

Source: World Health Organization, Geneva, 1982.

A drink is:
one beer (12 oz.)
one glass of wine (6 oz.)
one drink (1.5 oz) of hard liquor



about what influences the drinking — such as cer-
tain social settings — as a way to help patients find
ways to cut back. Patients respond well to a pro-
gram of brief intervention, and they tend to speak
honestly about their drinking habits, he says.

“Patients know doctors need to know these
things to provide good health care,” he says.
“Almost all of them are happy to provide this
information and grateful for the advice.”  ■

AMAP issues criteria for
doc performance systems
Quality standards move a step closer to reality

The American Medical Accreditation Program
(AMAP) moved closer toward quality improve-

ment standards with the release of criteria for
physician performance measurement systems.

Eventually, AMAP will mirror the ORYX pro-
gram of the Joint Commission on Accreditation of
Healthcare Organizations, in which hospitals and
health systems can choose an approved vendor
for monitoring outcomes. Yet with few such sys-
tems available for physicians, AMAP officials
acknowledge that physician measurement is still
in its formative stages.

“What we’re trying to do is to accelerate the
development of good systems,” says Terry
Hammons, MD, MS, assistant vice president 
for quality and managed care of the American
Medical Association in Chicago, which sponsors
AMAP.

AMAP will require systems to protect patient
confidentiality, to enable physicians to communi-
cation with their peers about measurement
results, to provide assistance in understanding
the data feedback, and to incorporate some form
of risk adjustment.

The systems also will focus on the conditions
and patient populations that will form the core
measures, says Hammons. Diabetes, asthma, and
congestive heart failure will be among the first
measurement areas, he says.

AMAP is relying on specialty societies for
much of the development work on the measures,
and those organizations may also be the source of
performance systems. For example, the Society of
Thoracic Surgeons, the American Academy of
Orthopedic Surgeons, and American Academy of

Ophthalmologists have existing, well-respected
systems.

AMAP eventually will require physicians to be
a part of such a system. But specific scores on
performance measures won’t be released to the
public.

The program is designed for quality improve-
ment, stresses Hammons. For example, while the
National Committee for Quality Assurance in
Washington, DC, will release rates showing what
percentage of diabetic populations of health plans
meet blood glucose goals, AMAP would tell
physicians how many patients were in various
ranges below and above that goal. “[Physicians]
want more extensive information,” he says.

AMAP promises to reduce burden

AMAP is also touting its accreditation program
as a way to reduce the burden of credentialing,
site review, and medical record review for physi-
cians. Physicians in Utah will have a chance to
find out if AMAP can deliver on that promise.

Altius Health Plans of Salt Lake City, which
was formed last fall from the purchase of a por-
tion of PacifiCare, announced it will use AMAP
for its credentialing, site review, and medical
record review and will require physicians to
achieve AMAP accreditation.

Altius also values AMAP’s quality and mea-
surement goals, says Dennis Harston, MD, MBA,
vice president of medical affairs. “We want to be
the quality option in our marketing area,” he
says. “We think this is a perfect marriage of qual-
ity and information.”

Physicians expressed some concerns about
whether AMAP would issue a scoring system.
But Harston says as physicians become educated
about AMAP, they will appreciate its goal of
reducing duplication and paperwork. “They
want to see a single credentialing process rather
than eight, nine, or 10 [from various health
plans],” he says.

Altius has a network of about 2,000 physicians
who provide care for 95,000 covered lives.
Harston says he expects competitors to move
toward AMAP accreditation, as well, which
would broaden the benefits to physicians.

NYLCare in New Jersey was the first health
plan to sign on with AMAP, but that relationship
ended when the health plan was purchased by
Aetna.

“[The Altius arrangement] gives us an oppor-
tunity to show the value that AMAP has for a
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health plan,” says Hammons. “We have to get a
critical mass of people participating in order to
show what it can do.”  ■

QI can make you a winner
with award program
New AMGA program focuses on diabetes QI

Quality improvement can bring cost savings
and efficiency along with better outcomes.

Now, it also can result in thousand-dollar rewards.
The American Medical Group Association

(AMGA) in Alexandria, VA, has launched its
Medical Group Best Practices Program, co-spon-
sored by Parke-Davis in Parsippany, NJ. This
year’s program will focus on care for Type 2 dia-
betes, with awards of $3,000 each for three first
place winners. Four second place winners will
receive $1,000, and one honorable mention win-
ner will receive $750.

Groups will be judged based on their innova-
tive and effective approaches to quality improve-
ment, says Clese Erikson, MPAff, AMGA’s
research coordinator. A summary of all entries
will be compiled into a Compendium of Medical
Group Best Practices.

For example, projects may include patient edu-
cation, partnerships to improve outcomes, and
preventive care projects.

The sharing of information is an important
component of the award, along with the recogni-
tion, says Erikson. “Everyone is probably doing
some sort of quality improvement project, but
there’s no central location so you can compare
what you’re doing with what others are doing,”
she says.

In another awards program, in June, AMGA
will announce its first Acclaim winners for out-
standing quality improvement in medical groups.
The deadline for the Medical Group Best Practices
Program is June 30. 

[For more information, contact Parke-Davis, c/o
Louis Scott Associates, 201 W. Passaic St., Suite 401,
Rochelle Park, NJ 07662. Telephone: (800) 832-8023.
Or contact the American Medical Group Association,
1422 Duke St., Alexandria, VA 22314-3430. Telephone:
(703) 838-0033. Fax: (703) 548-1890. Web site:
http://www.amga.org.]  ■

American Medical Group Association’s National
Conference on Physician-Directed Health Care —
June 17-20, San Francisco. Sponsored by AMGA,
1422 Duke St., Alexandria, VA 22314-3430.
Telephone: (703) 838-0033. Fax: (703) 548-1890.
Web site: http://www.amga.org.

Methods and Tools for Breakthrough
Improvement — June 21-23, Santa Cruz, CA.
Sponsored by the Institute for Healthcare
Improvement, 135 Francis St., Boston, MA 02215.
Telephone: (617) 754-4800. Fax: (617) 754-4848.
World Wide Web: http://www.ihi.org.  ■
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EDITORIAL ADVISORY BOARD

CMEquestions

1. According to David Wennberg, MD,
MPH, director of the Center for
Outcomes Research and Evaluation
at Maine Medical Center in Portland,
ME, how should physicians address
the problem of variation in preventive
care?
A. ensure that medical training is 

uniform
B. improve physician education on 

clinical guidelines
C.create a more systematic 

approach to care with flow sheets 
or electronic medical records

D.variation is an inevitable aspect of 
medical care

2. In addition to data feedback, a critical 
aspect of the Northern New England
Cardiovascular Disease Study Group
involved:
A. identifying best practices
B. visiting other facilities to observe 

their processes of care
C.developing protocols for all 

participating facilities
D.developing a report card for 

consumers

3. A recent study by Kevin Schulman,
MD, an internist and associate pro-
fessor of medicine at Georgetown
University Medical Center in
Washington, DC, was the first to
show:
A. different treatment 

recommendations based on 
patient characteristics

B. different outcomes based on race 
and gender

C.physician variation in diagnosis 
and treatment

D.different patient preferences based 
on race and gender

4. While only about 5% of Americans
could be called alcoholics, how many
are risky drinkers who misuse 
alcohol at least once a year?
A. 5%
B. 10%
C.25%
D.33%


