SOUNDING BOARD

GIVING THE PATIENT HIS MEDICAL
RECORD: A PROPOSAL TO IMPROVE THE
SYSTEM

Dissatisracrion with the functioning of the medical-care
system has become widespread. Four serious problems are
maintaining high quality of care, cstablishing muwually sat-
isfactory physician-patient relations, ensuring continuity
and avoiding excessive burcaucracy. We believe these prob-
lems could be alleviated, in part, if patients were given cop-
ies of all their medical records. ‘Uhe record 1o a large extent
embodies the informational product of medical consuliation
and wreatment. In most exchanges in society a purchased
product becomes the property of the purchaser, who is then
free to evaluate the product on his own, have it evaluated by
experts and choose freely amaong supplicrs for any further
- services. Patients, physicians and planners and administra-
tors would all henefit if the conditions of apen information
andl freedom of choice that prevail in the market were 1o be
introduced into the area of medical care.

At present, medical records are not routinely available to
either physicians or patients. In theory, records are transfera-
ble within the profession; in practice, they are seldom trans-
ferred even in summary form, and even within one institu-
tion. By law, paticnts can obtain their medical records in 41
states only through litigation, in three states only through an
attorney although not necessarily litigation, in one through
showing good cause, and in one only after discharge from
care. Only three “explicitly or implicitly allow direct access
by the patient himself.” 2.t is indeed paradoxical that rec-
ords arc available primarily for setting the patient and phy-
sician against one another, and in most cases, only through
the intervention of another professional!

Tue Proposar

We propose that legislation be passed to require that a
complete and unexpurgated copy of all medical records,
both inpatient and outpatient, be issued routinely and auto-
matically to patients as soon as the services provided are rec-
orded. The legislation should also require that physician and
hospital qualifications (acereditations, memberships, etc.)
and charges for services be recorded.

Hospital records should be available regularly 1o patients
on the ward, and copies sent 10 them upon termination of the
hospitalization. Qutpatient records could be issucd in two
ways: copics could be sent directly from the physician’s of-
fice; or records could be stored and mailed centrally. Al-
though the latter approach would generate more red tape,
centrally stored records could provide data for epidemiologic
studies, be co-ordinated with activities of Professional Stan-
dards Review Organizations, and ensure against loss of his
records by the patient. In addition, central record storage
would facilitate a patient’s option to refuse or aceept the
record anonymously.

Expectep Posimive Resurrs
The Proposal would benefit most participants in the med-
ical-care system.
Patients

Information. Al presemt, patients generally receive insuffi-
cient information on theirown case,” and their health knowl-
edge is quite poor regardless of socioeconomic status, race,
rural or urban background, age group or sex.* Both physi-

cians and patients find this undesirable.’ In addition, inade-
quate transiittal of understandable information from phy-
sician 1o patient largely accounts for the widespread phe-
nomenon of paticnt noncompliance with professional rec-
ommendations.™’

With record in hand, the patient would receive more com-
plete information about his medical encounters, a source of
satisfaction in itself. Patient compliance would probably im-
prove, since the available record would supplant veliance on
memor and would help the patient understand the ratio-
nale for treatment. Bever records might cven result as pa-
tients corrected mistakes in (he history, and were encouraged
by secit ¢ their case described 1o kee) relevant symptomatic
notes for the nexe visit,

The vecord would serve as an educational tool. Patients
would consult books or medical personnel about unfamiliar
words, and thus learn professional terminologv and con-
cepts. Fventually, increased knowledge would iead to more
appropriate utilization of physicians and a greater ability of
patients to participate in their own care.

Contimaity. "The eflects of replacing the “whole-person”
physician by many specialist referrals have been exacerbated
by population mobility, frequent use of EMErgency rooins,
and physicians who cover one another's patients. Even when
referved from another physician, patients must give the same
history time and time again (a necessarily faulty one. since
they are forgetful and do not know the details of their past
professional care), and submit to the same laboratory and ra-
divlogic procedures repeatedly, because records are not at
hand.

In contrast 1o this situation, implementing the Proposal
would always provide a physician direct access to the history
of the patient’s previous care, complete with base-line data,
drug schedules (a major problem®), hypersensitivities, etc.
Patients would accordingly be subjected to fewer repeat
tests, weuld be required to repeat but little information and
would receive more complete, better informed care. The pa-
tients would at all times feel less “lost” in the system.

Choice  Patients have little opportunity 1o exercise in-
formed iree choice of physician in either primary or second-
ary carc. ‘The few criteria available for judging physician
capability (e.g.. specialty certification or hospital affilia-
tions) are often unknown to patients or uninterpretable by
them; they must use personalistic, nonprofessional criteria
instead. Patients are inhibited from freely changing physi-
cians, in part. by the expense of new work-ups. and bv the
diflicnlty of ever returning to the original physician if the
new one should request the previous records.

Clearly, adopting the Proposal would free patients to
choose and change physicians more casily. Patients would
alsa be able to make better judgments about their physi-
cians. and to differentiate legitimate physicians from quacks.
Comparing physicians on professional grounds would be-
come possible to some extent. It would take little sophistica-
tion, for example, for the patient to correlate a surgical pro-
cedure with the presence or absence of surgical-hoard certifi-
cation (as listed on the record). A sophisticated patient
mightwant to research the diagnosis himself, and learn more
about it while monitoring the physician. Such personal at-
tempts might have the side effect of emphasizing to a patient
the difficulty of medical practice, and enhancing the physi-
cian's legitimacy as an authority (on the basis of official
status combined with recognized expertise).

Published guides 10 medical care would soon fourish, and
professional consultant services for records “wranslation,” in-
terpretation and evaluation would arise in response to con-
sumer cemand. Medical socicties, universities, private
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groups, or Professional Standards Review Organizations
could operate such services, which would then function as
noncompulsory, decentralized jquality-enforcement mecha-
nisms.

Physician-patient relations. The nature of physician-patient
relations has conflicted with| American cultural norms.
Americans demand autonomy’%; yet patients have been
forced into profound dependency on physicians whom they
must trust on faith alone, whon they can hardly understand,
and to whom they have often hpd little real alternative. As a
result, many patients have acquired paranoid feelings about
the medical-care system — and acted on them. The Women’s
Health Movement takes matters into its own hands; the
thriving business of quacks an%l cultists reflects a secarch for
friendly attitudes in a hostile professional world, as well as
the public’s inability to discriminate on a'scientific basis."

Availability of records would enable patients to be much
more autanomous in making jidgments and choices; less de-
pendent, they would feel less paranoid. The increase in pa-
tient information would undermine much of the current sus-
picion of physicians' candor. SFce provision of medical rec-
ords to all patients would be obligatory, no physician would
regard any single patient as impeaching his services. As pa-
tients became more familiar with medical concept:, physi-
cian-patient communication would improve. All these im-
provements would produce more harmonious physician-pa-
tient relations.

Physiclans

Quality care. At present physitians have only limited means
of evaluating one another’s pexformance.'® As a result, an in-
centive for practicing high-quality care is lost, and referring
patients to other physicians of known competence is made
more difficult.

An effect of implementing Jhe Proposal would be decen-
tralized peer review. After seeing several patients whom an-
other practitioner had seen, iL conjunction with their rec-
ords, a physician couid hardly|help making an assessment of
that physician's abilities and praciice. In this way pro-
fessional reputations would grow according to the concrete
criteria of patient care. Anticipating this process, physicians
would have a clear incentive {o practice high-quality medi-
cine, especially since the pr%:ltices of the most reputable
would probably increase. In many cases, favorable evalua-
tion by a specialist of a primary practitioner’s records, or
vice-versa, would result in increased trust and more expedi-
tious referral of the patient tp the appropriate level.

In addition, the Proposal would provide physicians new
opportunities to learn. Just ag residents learn by caring for
patients and observing how erious specialists treat their pa-
tients after they themselves have done as much as “hey can,
so physicians in whatever prﬁctice setting would have the
same experience repeatedly.| The frecly available record
would provide a mare “longitudinal” view of a patient, and
physicians would appreciate] better (and treat better) the
course of a disease. Since innavation proceeds mainly by the
contagion effect, new knowledge would probably be putinto
practice more swiftly, and isolated practitioners reached
more quickly."?

Satisfaction. Practitioners have become less satisfied with
their role and status in society. One cause of discontent has
been that professional prestige has centered around academ-
ic centers where scientific adviances are made, and where ar-
ticles published and rank achieved are convenient measur-
ing rods. By contrast, practitipners have had happy patients
and money to mark them as successful in the community at

Jarge, but these advantages have counted little within the
profession.

Another source of discontent has been intrinsic to the
practitioner’s role. Specialization and discontinuity have
frustrated practitioners trying to provide for a patients’
needs. Moreover, the strains in physician-patient relations
have affected physicians probably even more than patients,
since being a patient is only a part-time pursuit,

Decentralized peer review would provide recognition of
excellence in the practice of medicine, and hence enhance
the prestige of being a practicing physician. Patient records
and the care that they reflected would become a source of
pride open 1o the perusal of fellow professionals. The expect-
ed improvement in continuity would decrease [rustrations,
and improved physician-patient relations would add impor-
tantly to physician satisfaction.

Planners and Administrators

At present, power in the health system is decentralized to
the penultimate step — the physician. In the eyes of planners,
administrators, fiscal intermediaries and the public that
they represent, the physicians’ autonomy is unchecked. Ad-
ministrators and policy makers do not have the capacity eas-
ily to evaluate or control the appropriateness of medical
care, nor have they been able to remedy such maladaptive
forces as the drive for more and more physician specializa-
tion." Increasingly, they are turning to comprehensive orga-
nizational solutions that call for increased centralized deci-
sion making and an increase in provider aggregations, such
as Health Maintenance Organizalions, foundations for
medical care, neighborhood health centers, hospital-based
practices, Proflessional Standards Review Organizations,
and comprehensive health planning. Most of these solutions
would deliver more power to the proposers of reform.

T'he layers of bureaucracy implicit in all these proposals
have familiar drawbacks. Quality control from record review
and other centralized mechanisms faces many practical limi-
tations.'™" Increased centralization would probably de-
crease responsiveness to consumers because professionals
would interact with one another more and patients less.'” At-
tempts (o ensurc a consumer orientation in policy making as
in some neighborhood health centers have had only mild
SUCCesS.

Adopting the Proposal would reduce fears about physi-
cian accountability and quality. Self-regulating, decentral-
ized peer review would provide better individual assess-
ments than centralized review, since reviewers could corre-
late the patient himself with the record, instead of merely
checking its internal consistency. Both inpatient and outpa-
tient records would be used,-and information would be gen-
erated precisely al the points of usage — patients and col-
league physicians. On the other hand, some functions of cen-
tralized peer review, such as standards setting, would not be
pre-empted.

The Proposal’s improvement of continuity would supple-
ment rather than supplant current administrative initiatives
such as defragmentation of services. In addition, the special-
ty distribution of manpower would probably become more
appropriate: the new prestige and satisfaction offered practi-
tioners would make manifest the latent desires of many
medical students to become family practiticners. These im-
provements would all take place without an increase in bu-
reaucracy, as patients were enfranchised by decentralization
instead of partially disenfranchised by centralization.




OsjecTions To THE ProrosaL

A number of objections to the Proposal may be antici-
pated. To begin with, various objections could arise from so
strong a reliance on records. Records could be falsified, and
diagnostic and treatment procedures made to look more
complete and exhaustive than they were. A reliance on form
rather than substance could develdp. with no assaciated im-
provement in patient care.'” Or, conversely, practitioners
could be led to do tco much and be too complete for the sake
of self-protection. With records | so public, practitioners
might be less free 10 practice in the most expeditious way
possible, and the record might becpme a real burden. More-
over, judgment of medical-care quality on the basis of rec-
ords could penalize a good practitioner who_happened to
keep poor records.

Certainly, records could be falsified, although verification
procedures and patient recollectiop would serve as a check.
Adherence to proper form would Have little chance of pass-
ing for substantive validity in this decentralized system, as
explained above.

Less-than-adequate work-ups dre more common than
more-than-adequate ones, so that alcorrection of this tenden-
cy would be salutary. With recordsltraveling predominantly
in the medical realm, despite the patient intermediary, med-
ically warranted shortcuts should jprove acceptable,

Finally, it must be stressed that medical records are not
mercly more red tape like insurancF forms. The medical rec-
ord constitutes an integral and vitally important part of the
medical-care process, formalizing ahd focusing medical logic
as well as facilitating memory. If a gractitioner can somehow
convince his patients that he is good despite records deficien-
cies (as might be true rarely), the Proposal would allow this
relation to continue unhindered, whereas more centralized
and routinized procedures would Bot.

A second objection might be thalt peer review of any sort
can be questioned. Since profcssioqals rely on peers as their
primary reference group, pecr suppart may take priority over
quality review. It is safer for them to measure adequacy by
academic degrees achieved than by competence demon-
strated. There is, furthermore, an|alimost pathologic fear
among practitioners that their pragtices will be found defi-
cient'?; probably much of this fearlis motivated by the ab-
sence of any previous reviews, the | ick of continuing educa-
tion and the residual effect of medical-school intimidat on.
Some is no doubt motivated by beliefs about malpractice
settlements,® :

Much of the unwarranted fear of review would be as-
suaged with experience. Moreover, decentralized review
with voluatary sanctions might be edsier to accept than cen-
tralized alternatives. Decentralized |pccr review should also
be more effective since the medical |profession is not really
menolithic. After implementation oqthe Proposal any group
could offer patients evaluation services and a majoritarian
professional protective interest would accordingly be less ef-
fective, whereas the closed-door proceedings of centralized
peer review would find dissenters excluded and over-
whelmed.

A third possible objection would be fear that open disclo-
sure of records would lcad to more malpractice suits, What
should be feared, however, is not mofe suits, but unjustified
ones. The Secretary’s Commission o6 Medical Malpractice
has found that most suits are generated by poor patient care
rather than greed and “. . . the unava lability of medical rec-
ords without resort to litigation creatés needless ex pense and
increases the incidence of unnecessa ry malpractice litiga.
tion.”

A fourth objection would be that some might fear that
physicians would be called upon to spend more time per pa-
tient, both in writing better records and in answering more
questions,

Although this might be true for any single visit, productiv-
ity would probably not be impaired. Increased time spent on
writing a record would be productive time, not wasted time,
because the quality of clinical decision making both at the
moment and in the future would improve (since other physi-
cians would have a better longitudinal view of the patient).
Additional time spent on patient education would likewise
represent an increase in quality; moreover, the time present-
ly spent (19 per cent of internists’ time in one study*') would
be used more efficiently. Proper patient education, improved
continuity of care, and many of the other improvements an-
ticipated 10 emanate from the Proposal’s implementation
would be expected to decrease the time per follow-up visit as
well as reduce the number of visits per person per year. Even
if spreading medical care as widely as possible were 10 take
precedence over improving its quality, it is not clear that
slighting medical-record keeping and health education
would be desirable,

A lifth objection would be that implementing the Propos-
al might offer ammunition to patients who are already too
directive with physicians. One motivation of such patients,
however, is distrust of the professional’s concern, and reveal-
ing the full record might curtail some of that distrust.

Sixthly, patients might misuse the records to treat (or mis-
treat) themselves — much self-dosing and pill borrowing al-
ready occurs. Making records available might well have the
opposite effect, however, since the obvious discrepancies be-
tween various illnesses would be manifest, At any rate, the
praper approach to the sell-dosing problem is through tight-
er prescriptive habits and bewer patient education, both of
which would be facilitated by the Proposal’s implementa-
tion.

Seventhly, adopting the Proposal clearly would interfere
with current practices of dealing with the patient with a ter-
minal illness. At present, great discretion is allowed the phy-
sician in communicating the prognosis, and quite often he
decides not (o disclose it directly — in one recent study in
Great Britain only 6 per cent of terminally ill patients were
told of the prognosis.** Far 100 often, by all accounts, medi-
cal personnet handle the problem of the dying patient by
avaidance and denial, whereas it would frequently be better
for patients if the situation were confronted openly.?* Siill,
flexibility would be possible. Circumlocution on the record
would allow the patient to deny if he wished. The physician
and patient could agree before the results were known to tell
ornot to tell. A patient himself could decide not to look. The
only excluded possibility would be the physician’s withhold-
ing information the patient desired.

Eighthly, psychosomatic disorders would present a similar
problem. Dircct communication of the physician’s knowl.
edge would be a distinet improvement in many cases. Still,
the possibility that a disorder was of psychosomatic origin
would usually be placed in a constellation of organic possi-
bilities, and the emotional problem could be approached
gently as the other possibilities were ruled out,

Ninthly, some might object, theoretically, on the grounds
that the medical-care system should be organized to provide
for care without patient initiatives. For example, the system,
not the patient, should inform a dentist before he operates to
give penicillin prophylactically to a patient with congenital
heart disease.

Implementing the Proposal would supplement rather
than contradict this precept. The patient should act as a
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