d,

at Brown Uni-
ndous boost to
ves among aca-
y League uni-

toughest and |
for Dick. Ifthe

ith an academ-
led over a rab-
s, we all knew

ble talent as a
and editor, we
our efforts in
ns and activi-

n Laboratory |

for more than

ere a number |
nents for the |

works, and
yublished and
[uality assur-
've as reliable

pathologists |

oratories.

1e life of this |

/e physician,

ords to char- |

d his contri-
illuminating

uires a great §
Vordsmith ..,
rticulator ... ;
st ... Experi- |

ge ... Father
or ... Prag-
... Quality
atistician ...
.. Academi-
nt ... Teach-
. Oncologist
. Author ...
ker ... Phy-
r... Crafts-
list ... and

rough life’s
onally have
T an inspir-

Ve had that |

Dick. His

ent will be |

—Duckworth |

Avedis Donabedian, MD

® Seven attributes of health care
define its quality: (1) efficacy: the

| ability of care, at its best, to improve

health; (2) effectiveness: the degree
to which attainable health improve-
ments are realized; (3) efficiency: the
ability to obtain the greatest health
improvement at the lowest cost; (4)
optimality: the most advantageous
balancing of costs and benefits; (5)
acceptability: conformity to patient

} preferences regarding accessibility,

the patient-practitioner relation, the
amenities, the effects of care, and the
costof care; (6) legitimacy: conformi-
ty to social preferences concerning
all of the above; and (7) equity: fair-
ness in the distribution of care and its
effects on health. Consequently,
health care professionals must take
into account patient preferences as
well as social preferences in assess-
ing and assuring quality. When the
two sets of preference disagree the
physician faces the challenge of rec-
onciling them.

(Arch Pathol Lab Med. 1990;114:
1115-1118)

If the title of this article conjures up
images of vast sand wastes, camel
taravans in desperate search of water,

| and even a mirage or two, it is not my

fault since the subject was suggested by
the conference organizers.
The seven pillars on which quality

| Tests, its seven faces, or the seven attri-

butes by which it is to be recognized and
judged are given in Table 1. Unforty-
nately, no meaningful acronym can be

constructed from the attributes givenin
Table 1.

EFFICACY

Efficacy is the ability of the science
and art of health care to bring about
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'The Seven Pillars of Quality

Improvements in health and well-being,
It signifies the best that we can do, un-
der the most favorable conditions, given
the patient’s condition and unalterable
circumstances.

The relative efficacy of alternative
strategies of care is established by well-
controlled clinical research or, to use a
more fashionable term, technology as-
sessment. The most efficacious known
strategy of clinical management sets
the upper limit to what can be achieved;
it is the technological frontier!' How
fundamental this notion is in defining
and assessing quality can be more fully
appreciated when we consider effec-
tiveness, the second of the seven pillars.

EFFECTIVENESS

Effectiveness, in contrast to efficacy,
is improvement in health that is
achieved, or can be expected to be
achieved, under the ordinary circum-
stances of everyday practice. In defin-
ing and assessing quality, effectiveness
can be more precisely specified as the
degree to which the care whose quality
is to be assessed attains the level of
health improvement that studies of effi-
cacy have established as attainable.

A simple schematic will clarify the
point (Fig 1). Assume that a disease has
a self-limiting course, as shown by the
solid line in Fig 1. The illness causes a
rapid deterioration in health that lasts
for a little while and, as rapidly, is cor-
rected. Under the most efficacious man-
agement now available, the course of
the illness is represented by the top-
most line in Fig 1. The middle line is the
course of the illness when treated by a
method whose effectiveness we Jjudge.

If previous clinical, epidemiologic,
and experimental studies have provided
us with all the information described
above, we can arrive at a definitive esti-
mate of effectiveness, as follows:

Area A
Effectiveness =

Areas A + B

Often, however, the information we
want is not available; therefore, some
compromises have to be made, leading
to imperfect measurements. If we do
not have information about the curves in
their entirety, we could still compare
one point on each curve at a specified
time. Further, if we do not have the
standard represented by the techno-
logical frontier, we may still compare
how two treatments alter the natural
course of the disease. If we do not know
the natural course of the disease, we
could still compare two or more treat-
ments relative with a perfect (or suffi-
ciently high) state of health. We end,
however, with biased estimates. The
estimates are biased against the less
effective treatments, if the natural
course of the illness is toward deteriora-
tion, and biased in favor of the less effec-
tive treatments, if the natural course of
the illness is toward improvement.

The approach to measuring effective-
ness is not altered if the course of the
illness is progressive rather than self-
limited. It also holds under more realis-
tic circumstances when we deal not with
certainties, as in the model, but with
probabilities and expectations of events
yet to come.

Please note that there has been no
mention of cost. The effects of health
thus far considered have been only the
sum of whatever improvement or dam-
age health care has produced or can be
expected to produce. When cost is intro-
duced we may consider two other pillars
of quality: efficiency and optimality.

EFFICIENCY

Efficiency is simply a measure of the
cost at which any given improvement in
health is achieved. If two strategies of
care are equally efficacious or effective,
the less costly one is the more efficient
(Fig2).

Established values in health care en-
Jjoin us to aim for the greatest attainable
improvement in health for every pa-
tient, and all agree that it is best to
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achieve this improvement at the lowest
cost. We may, however, disagree as to
whether the cost of care is or is not an
aspect of quality —one of its pillars.

There are advantages to divorcing ef-
ficiency as an attribute from the concept
of quality: lean concepts are more man-
ageable than overly rich ones. Yet, un-
necessary care and unnecessarily costly
care, even if they do not interfere with
the attainment of maximum improve-
ments in health, speak so eloquently of
ineptitude, carelessness, or social irre-
sponsibility that one is hard put to think
of them as unrelated to goodness in
care.

No mention has been made thus far of
relinquishing possible improvements in
health to save money, but only of pursu-
ing the best outcomes at the lowest cost.
It is possible to maintain that some
small added improvements in health are
not worth the disproportionately large
added costs. This leads to a discussion of
the fourth pillar of quality, optimality.

OPTIMALITY

Optimality becomes relevant when
the effects of care are valued not in abso-
lute terms, but relative to the cost of the
care. How this happens is shown in Fig
3.

In the top panel of Fig 3 we see the
consequences of making progressive ad-
ditions to care. Although all these addi-
tions are useful, the curve of effects or
benefits shows an eventual flattening.
However, costs continue to rise.

The consequence of relating benefits
to costs is shown in the lower panel of
Fig 3. Clearly, beyond a certain point in
the progression of care, the balance of
benefits and costs becomes adverse.
Thus, there are two specifications of
what the desirable level of quality
should be: (1) at B, we have maximally
effective care and (2) at A, we have
optimally effective care. Which of the
two is the goal? This article deals with
this fundamental question later on.

ACCEPTABILITY

Arbitrarily, I take acceptability to
mean adaptation of care to the wishes,
expectations, and values of patients and
their families. Obviously, patients have
expectations about the effects of care on
their own health and welfare, and how
these effects are attained. We can say,

Health Status

Time

Effectiveness =

Course of lliness Without Care
Course of lliness With Care to Be Assessed

Course of liiness With “Best” Care

A+B

Fig 1.—Schematic presentation of effectiveness in a self-limiting disease. Effectiveness equals

A/(A+ B).

then, that to alarge degree, acceptabil-
ity depends on the patient’s subjective
valuations of effectiveness, efficiency,
and optimality —but not entirely. Some
new elements enter the picture. These
are as follows: accessibility of care, the
attributes of the patient-practitioner
relationship, and amenities of care.
These components of acceptability are
listed in Table 2.

Accessibility

One could argue at length about
whether accessibility of care is part of
the concept of quality itself or a separate
attribute of care. For potential pa-
tients, the ability to obtain care when
needed, and to obtain it easily and con-
veniently, is an important determinant
in quality.

The Patient-Practitioner.Relationship

Patients are also vitally concerned
about how practitioners, and everyone
else they encounter when seeking and

«
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receiving care, behave toward them.
For example, patients wish to be treat-
ed with consideration and respect, to
have their questions answered and their
condition explained, and to have an op-
portunity to participate in decisions
about their own health and welfare. A
more detailed enumeration of the desir-
able attributes of the patient-practitio-
ner relationship is presented in Table 3.

We all know how important a good
patient-practitioner relationship is to
patient satisfaction. We may sometimes
forget that a good relationship also con-
tributes to effectiveness by means of
enlisting the patient’s cooperation in
care.

The Amenities of Care

The amenities of care are the proper-
ties of the settings in which care is giv-
en, making them convenient, comfort-
able, and pleasing. These attributes
signal quality to patients, but patients
also understand that other aspects of
care are more important.

Pillars of Quality—Donabedian
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Effectiveness =

Improvements in Health Expected From Care to Be Assessed

Efficiency =

Improvements in Health Expected From Best Care

Improvements in Heaith Expected From Care to Be Assessed

Cost of Care

Fig 2. —Defining effectiveness and efficiency in assessment of quality.

Table 1.—The Seven Pillars
of Quality

Efficacy
Effectiveness
Efficiency
Optimality
Acceptability
Legitimacy
Equity

Table 2.—Acceptability of Care
to Patients

Benefits to Health and
the Cost of Care

Benefits

Cost
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Patient Preferences to the
Effectiveness of Care

During the discussion of effective-
ness, nothing was said about how the
effects of care were to be valued. That
omission is corrected below.

Patients often value the conse-
quences of care as they affect their own
health differently from the valuations of
professionals; eg, patients may have a
different view of what modern health
care can accomplish, at its best. Pa-
tients can expect too much or too little.

proper-
e is giv-
omfort-
tributes
patients
pects of
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are made to care. A indicates optimally effective care; B, maximally effective care.

More fundamentally, various states of
health and ill health mean different
things to different people, perhaps
based on their occupational require-
ments, social situations, or psychologi-
cal makeup. Therefore, when faced with
a choice among alternative treatments
that offer different prospects of benefits

-and risks, it is necessary to discuss the

matter with a properly informed patient
or a surrogate. The course of action that
one patient considers best in quality
may differ from that chosen by another

<

Accessibility

Patient-practitioner relationship

Amenities

Patient preferences as to the effects of care
Patient preferences as to the cost of care

patient, and both may be different from
what the medical attendant might judge
to be the best.

Patient Preferences as
to the Cost of Care

Even when the method of treatment
is the same, patients may differ in how
much they have to pay, mainly because
of differences in the extent of third-par-
ty payment. Even if the amount paid by
the patient is the same, patients differin
how keenly they feel the financial sacri-
fice involved, and in how much they are
willing to give up in return for the bene-
fits of health care, immediate or
delayed.

In summary, the interecalation of pa-
tient preferences can radically alter es-
timates of effectiveness, efficiency, and
optimality. It also introduces so much
variation among patients that, in the
end, what constitutes the best quality
may have to be specified on a case-by-
case basis.

LEGITIMACY

One could think of legitimacy as ac-
ceptibility of care to the community or
to society at large. In a democratic soci-
ety one would expect that all the fea-
tures of care that are important to indi-
viduals would also be matters of social
concern; this is the case. However, at
the social level there is, in addition to
concern for individuals, a responsibility
for the welfare of all. Therefore, what
some individuals or their medical atten-
dants would sometimes regard as the
best care is at variance with what is best
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Table 3.—Some Attributes of a good
Patient-Practitioner Relationship*

Congruence between therapist and client ex-
pectations, orientations and so forth

Adaptation and flexibility: the ability of the
therapist to adapt his approach not only to
expectations of the client but also to the
demands of the clinical situation.

Mutuality: gains for both therapist and client

Stability: a stable relationship between client
and therapist

Maintenance of maximum possible client au-
tonomy, freedom of action and movement

Maintenance of family and community com-
munication and ties

Maximum possible degree of egalitarianism in
the client-therapist relationship

Maximum possible degree of active client
participation through sharing knowledge
concerning the health situation, shared
decision making, and participation in
carrying out therapy

Maintenance of empathy and rapport without
undue emotional involvement of the thera-
pist

Maintenance of a supportive relationship
without encouragement of undue depen-
dency

Confining the therapists’ and clients’ influ-
ence and action within the boundaries of
their legitimate social functions

Avoidance of exploitation of the client and of
the therapist economically, socially, sexu-
ally, or in any other way

Maintenance of the clients’ and therapists’
dignity and individuality

Maintenance of privacy

Maintenance of confidentiality

* Adapted from Donabedian A. Models for organiz-

ing the delivery of personal health services and crite-
ria for evaluating them. Milbank Mem Fund Q
1972;50:103-153.

for all. Table 4 shows some of the ways
in which these disparities occur.

When individuals receive care or fail
to receive it, they are not necessarily
the ones that benefit or suffer. When
there is benefit or harm to others, soci-
ety will view the appropriateness of
care differently from individuals. Some
examples are as follows: genetic coun-
seling; family planning; immunization;
reporting of communicable diseases and
aggressive behaviors; and health super-
vision of those who, if their capacities
fail, might endanger others.

Even when the effects of care on
health are confined to individuals, soci-
ety may not value them as highly as
individuals do. For example, as a soci-
ety, we may wish to devote less to the
care of the elderly and more to the care
of children.

Often, society has a view of costs very
different from that of individuals. The
main reason is the social financing of
care. When part or all of the cost of care
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Table 4. —Legitimacy

Concern for acceptability to individuals

Concern for the welfare of the collectivity

Effects other than those experienced by indi-
viduals responsibie for decisions to seek or
not to seek care

Valuations other than those made by individ-
uals receiving care

Costs beyond those borne by individuals re-
ceiving care

Table 5.—Equity

What individuals consider fair

What society considers fair

Distribution of access to care

Distribution of quality of subsequent care,
and of its consequences

is paid by a third party, the level of care
that individual would want to have will
exceed that which society feels able to
finance.

For all these reasons, and some oth-
ers as well, what society considers to be
optimal care can differ, sometimes sig-
nificantly, from what individuals would
consider optimal. It will also differ be-
cause of disagreement on what is equita-
ble or fair.

EQUITY

Equity is the principle by which one
determines what is just or fair in the
distribution of care and its benefits
among the members of a population.
Equity is part of what makes care ac-
ceptable to individuals and socially le-
gitimate. Equity as an attribute of care
is so important that it deserves to stand
as a separate “pillar” of quality (Table
5).

Each individual has some notion of
what is equitable in access to care and in
the quality of care that follows access. It
is likely that individuals are motivated
to seek what is best for themselves, un-
less they are exceptionally altruistic.
However, at the societal level, the equi-
table distribution of access and quality
are perforce a matter of deliberate so-
cial policy. It must be clear that the
most equitable distribution may not
necessarily be the one that brings the
greatest improvement of health at the
lowest cost. Equity is an additional prin-
ciple, amoral commitment, in chedience
to which some may receive care that
would have yielded greater improve-
ments in health if used by some others.

Arch Pathol Lab Med—Vol 114, November 1990

COMMENT

The main points are as follows.

1. The quality of care is a concept that
has many components, which may be
grouped under the following seven
headings: efficacy; effectiveness; effi
ciency; optimality; acceptability; legiti-
macy; and equity.

2. The quality of care is judged by its
conformity to a set of expectations or
standards that derive from three
sources: (a) the science of health care
that determines efficacy, (b) individual
values and expectations that determine
acceptability, and (c¢) social values and
expectations that determine legiti
macy.

3. As a consequence of the above,
quality cannot be judged entirely in
technical terms, by health care practi-
tioners alone; that the preferences of
individual patients and society at large
have to be taken into account as well.

4. The pursuit of each of the several
attributes of quality can be mutually
reinforcing, as when effective care is
also usually more acceptable and more
legitimate.

5. The pursuit of one attribute may
also be in conflict with the pursuit of the
other, so that a balance has to be sought
and established.

6. The most troublesome conflicts
arise when societal preferences are at
variance with the preferences of indi-
viduals, mainly because society has a
different specification of what is optimal
and equitable.

Each of these six conclusions poses a

challenge to our profession in its mission J

of assessing and assuring the quality of
care. The greatest challenge, however,
and the one with the greatest moral sig-
nificance is that of recognizing and man-
aging the discrepancy between individ-
ual and social preferences. Such a
discrepaney generates individual dis
content, and places health care practi-
tioners in the difficult position of having
to discharge their time-honored obliga-
tions to individual patients while simul-
taneously meeting their social responsi-
bilities. This is the major challenge that
we are about to face, and that we must
handle in a way that does honor to our
profession.
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