
 T he number of initiatives designed to measure the 
quality of care physicians deliver continues to 
grow. Perhaps the only thing that’s multiplying 
faster is the number of individual disease guide-

lines we juggle every time we see patients.
For the most part, the disease guidelines and the data 

measures are based on the best of medical evidence and 
expert opinion. But they are also based on the flawed idea, 
first taught in medical school, that patients are simply a 
collection of organ systems and diseases and that under-
standing these components will lead to an understanding 
of the whole person. 

Consider current guidelines for hypertension, choles-
terol and diabetes. (You can view abbreviated guidelines 
for each of these conditions from the online version 
of this article at http://www.aafp.org/fpm/20080200/
19prac.html.) Guidelines are valuable tools in the diag-
nosis and management of the patient’s condition, but 
adherence to guideline elements does not necessarily 
define the quality of care we deliver in our practices. For 
example, achieving excellent diabetes metrics may iden-
tify excellence in diabetes care, but it says nothing of the 
rest of our care. While excellent diabetes care is laudable, 
the goal of primary care is excellence for all we serve. A 
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To obtain a true view of the quality of your practice,  
you must measure the patient’s experience.
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narrowly focused assessment of our practices 
misses the bigger picture of how well we serve 
our entire patient population. Quality report 
cards based on insufficient numbers that peg 
us as champs one year and chumps the next 
are the unfortunate consequence of being 
judged on our parts and not our whole.

The philosophy of family medicine is based 
on the idea that the “organ and illness” model 
is a fallacy and should not be applied to indi-
viduals, families and communities. It’s time to 
look at how to measure quality of care in the 
same light.

A new yardstick

Demonstrating quality of care in a primary care 
office is fundamentally different than tracking 
individual patient biometrics. What measures 
could offer insight into the “whole patient” and 
the quality of his or her medical care?

From the Ideal Medical Practice project 
as well as other research, we have identified 
global practice attributes that help or hinder 
patients.1 Access delays, lack of continuity 
and wasting time in the office all degrade the 
patient’s experience of care. Degraded experi-
ence of care can become a barrier to seeking 
care in the future2 and has been linked to 
decreased outcomes.3 Measuring the patient’s 

experience with your practice (e.g., ease of 
getting an appointment, connection with a 
primary physician and time spent waiting 
while at the visit) offers powerful information 
regarding real or perceived barriers to care, 
which ultimately affect quality of care.

In addition, several patient characteristics 
increase patients’ likelihood of declining health: 
major problems with pain, emotional problems, 
financial concerns, not having the information 
they need to manage their conditions, and not 
having the confidence to use that information.1 
Inquiring about each of these items and mea-
suring patients’ responses can offer valuable 
insight into a practice and create the oppor-
tunity to reform delivery of care in response 
to meaningful information. For example, 
increased patient confidence in self-manage-
ment has been correlated with improved out-
comes, including fewer sick days and less use 
of emergency care, as well as improved blood 
glucose and blood pressure measurements. 
This holds true even for patients who are lim-
ited by finances and social support.4 However, 
a measure such as “Self-management was dis-
cussed” does not get at quality of care as well as 

“Patient reports confidence in ability to manage 
his or her conditions.” The patient’s experience 
is what ultimately matters.

A tool for gathering the data

To obtain meaningful, patient-reported 
data, practices in the Ideal Medical Practice 
project are using HowsYourHealth.org, a 
not-for-profit tool originating from research 
at Dartmouth Medical School. Patients take 
an online survey that asks them to report their 
weight, blood pressure, cholesterol and blood 
glucose levels, if applicable; rate their physical 
and emotional health, bodily pain, financial 
resources and social support; and then answer 
a series of questions, such as the following:

• How many prescription medications are 
you taking more than three days a week?

• In the past year have you been in the hos-
pital or visited an emergency room because of 
a chronic problem? ➤
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Quality report cards that peg us as champs one year  
and chumps the next are the unfortunate consequence  

of being judged on our parts and not our whole.
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Measurement

How to get started

Go to HowsYourHealth.org to try out the survey tool before you start using it with patients. To access the cumulative data  
for your practice, you’ll need to sign up as a sponsor for $200 per year. You’ll then receive an access code that your patients 
will enter when they take the survey, which will create a registry of your practice’s results. To view the aggregate data for your 
practice, you’ll click on the link “for physicians and businesses,” scroll to the end of the page, click “log-in for administration 
and customization,” choose “view your customizable items,” log in and then select “request summary data.” You’ll see a  
summary of your practice that looks like the one shown here.
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Adult Cumulative Findings Report
Selected imp103 Since Beginning through Present

All 
Records

Women Men
Younger 
Women 
(19-49)

Older 
Women 
(50-69)

Younger 
Men  

(19-49)

Older 
Men 

(50-69)
Hypertension

Hardening 
of Arteries

Diabetes Arthritis
Respiratory 

Disease
Obesity 
>15%

Income 
Problems

Respondent 
Characteristics

228 196 32 70 126 9 23 38 6 8 41 26 19 6

Younger Women 30.70 35.71 0.00 100.00 0.00 0.00 0.00 5.26 16.67 0.00 4.88 19.23 10.53 50.00

Older Women 55.26 64.29 0.00 0.00 100.00 0.00 0.00 76.32 50.00 75.00 73.17 73.08 78.95 50.00

Younger Men 3.95 0.00 28.12 0.00 0.00 100.00 0.00 2.63 0.00 0.00 2.44 7.69 0.00 0.00

Older Men 10.09 0.00 71.88 0.00 0.00 0.00 100.00 15.79 33.33 25.00 19.51 0.00 10.53 0.00

All 
Records

Women Men
Younger 
Women 
(19-49)

Older 
Women 
(50-69)

Younger 
Men  

(19-49)

Older 
Men 

(50-69)
Hypertension

Hardening 
of Arteries

Diabetes Arthritis
Respiratory 

Disease
Obesity 
>15%

Income 
Problems

Respondent 
Diagnoses

228 196 32 70 126 9 23 38 6 8 41 26 19 6

% with Hypertension 16.67 15.82 21.88 2.86 23.02 11.11 26.09 100.00 66.67 50.00 17.07 23.08 52.63 0.00

% with Hardening of 
Arteries

2.63 2.04 6.25 1.43 2.38 0.00 8.70 10.53 100.00 12.50 7.32 0.00 15.79 0.00

% with Diabetes 3.51 3.06 6.25 0.00 4.76 0.00 8.70 10.53 16.67 100.00 7.32 3.85 21.05 0.00

% with Arthritis 17.98 16.33 28.12 2.86 23.81 11.11 34.78 18.42 50.00 37.50 100.00 26.92 31.58 0.00

% with Respiratory 
Disease

11.40 12.24 6.25 7.14 15.08 22.22 0.00 15.79 0.00 12.50 17.07 100.00 15.79 0.00

% with Obesity >15% 8.33 8.67 6.25 2.86 11.90 0.00 8.70 26.32 50.00 50.00 14.63 11.54 100.00 16.67

% Income Problems 2.63 3.06 0.00 4.29 2.38 0.00 0.00 0.00 0.00 0.00 0.00 0.00 5.26 100.00

All 
Records

Women Men
Younger 
Women 
(19-49)

Older 
Women 
(50-69)

Younger 
Men  

(19-49)

Older 
Men 

(50-69)
Hypertension

Hardening 
of Arteries

Diabetes Arthritis
Respiratory 

Disease
Obesity 
>15%

Income 
Problems

The report also summarizes key health indicators, such as the percentage of your patients whose blood sugar is at target,  
as well as quality of care indicators, such as the percentage of patients who report receiving exactly the care they need: 

Health Indicators 
All Records

% BMI > 30 20.88

% Personal harm in past year 0.40

% Blood pressure > 150 systolic 0.00

% Cholesterol > 200 12.50

% Blood sugar > 140 20.00

Quality of Care Indicators
All Records

% Taking 3 or more medications 26.80

% Unable to participate fully in daily work in last 2 weeks 22.27

% With sick days in 3 months 19.68

% Hospitalized or ED for chronic disease 5.71

% Hospitalized for any reason in past year 6.48

% Having a PCP 89.15

% Having perfect care 65.78

% Having very easy access 72.03

% Having confidence in self-management 53.44

% Seldom wasted time 88.83

% Get exact care needed 65.81

Patients can also print out a health summary at the end 
of the survey and bring it to you at their visit, or send 
you a copy by e-mail. The summary can help you quickly 
identify and understand an individual patient’s issues 
and concerns. A sample patient summary is shown at 
http://www.aafp.org/fpm/20070900/27seve.html.



22 | FAMILY PRACTICE MANAGEMENT | www.aafp.org/fpm | February 2008

• Do you have one person you think of as 
your personal doctor or nurse?

• Are there things about your medical care 
that could be better?

• How easy is it for you to get medical care 
when you need it?

• How confident are you that you can con-
trol and manage most of your health problems?

• When you visit your doctor’s office, how 
often is it well organized, efficient and not a 
waste of your time?

• When you think about your health care, 
how much do you agree or disagree with this 
statement: “I receive exactly what I want and 
need exactly when and how I want and need it.”

The online tool aggregates practice data with 
almost no staff effort (see the sample reports on 
page 21). The individual patient responses are 
useful in helping patients pursue healthy behav-
ior change, and the aggregate practice data offer 
ample opportunities for improvement that can 
help with patient outcomes. This measurement 
approach is open to all patients in a practice, 
so it avoids the problem of insufficient num-
bers that is so common in individual insurers’ 
attempts to measure quality of care.

The How’s Your Health tool grew from 
research on patient functional assessment and 
chronic disease management conducted over 
the last several decades by John Wasson, MD, 
professor of community and family medicine 
at Dartmouth Medical School. Numerous 

studies have supported its approach.5,6,7

At first glance, physicians may be skeptical 
of the How’s Your Health measures, such as “I 
have received excellent information to manage 
my condition”; however, patient self-report 
is the ultimate assessment. What counts most 
isn’t whether we think we’ve given patients 
the information they need but whether they’ve 
received it and can use it.

Patient-reported measures of disease-spe-
cific indicators, such as blood glucose readings, 
are in aggregate equal to measuring A1Cs. In 
one study comparing self-reported How’s 
Your Health data to clinical markers, for 
365 patients with diabetes reporting self-test 
results of blood sugar in the range of 80-150 

“all of the time,” the average A1C was 6.8 per-
cent. The same level of accuracy of aggregate 
self-reported data was evident for lipids and 
blood pressure readings as well.8

Of course, self-reported data is not a substi-
tute for measuring A1C, blood pressure and all 
other important physiologic markers in indi-
vidual patients. But there is tremendous value 
in measuring and understanding the patient’s 
experience. Do they know what their physi-
ological markers are? Do they feel confident 
in managing their conditions? Do they find it 
easy to access your practice? Do they receive 
exactly the care they need? These are the true 
measures of success in health care. 

Send comments to fpmedit@aafp.org.
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IMP series overview

This article continues our series on the “ideal  
medical practice” model, which is focused on  
high-quality, patient-centered, collaborative care; 
unfettered access and continuity; and extreme  
efficiency. The articles share learnings from practices involved in  
a national research project to demonstrate that the model results 
in high-quality care and vital and sustainable practices.

Previous articles in the series include the following:

Virtual Office Visits: A Reachable and Reimbursable Innovation. 
Eads M. October 2007:20-22.

The Ideal Medical Practice Model: Improving Efficiency, Quality 
and the Doctor-Patient Relationship. Moore LG and Wasson JH. 
September 2007:20-24.

Seven Strategies for Creating a More Efficient Practice. Ho L. 
September 2007:27-30.

Ideal 
Medical 
Practice 
Series

 
A not-for-profit 
online tool has 

been developed 
to collect patients’ 

responses to key 
questions relevant 

to quality of care.

 
Patient-reported 

data gets at quality 
in a way that other 
measures cannot.


