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Abstract

Outcomes are a topic of great interest.Their potential is considerable as a mechanism to evaluate quality, improve effectiveness, and link practice to professional accountability. Greater clarity and precision in the use of outcomes terminology will allow this potential to be realized. This article identifies the current confusion in outcomes terminology, begins an outcomes lexicon, and issues a call to action for further clarification in the language of outcomes.


  FROM NIGHTINGALE'S experience in the 1800s with improving mortality rates among British soldiers to Codman's proposed End Results Thesis in the early 1900s, the notion of outcomes has existed in health care. It is within the past decade, however, that outcomes became a concept critical to contemporary health care delivery.

  Outcomes are the end results of care; they help to illuminate successes and areas for improvement. Outcomes are also the foundation of professional accountability as well as an appealing concept that has tremendous potential to be translated into powerful health care decisions. Conversely, this appealing concept also has the potential to be merely another trend that will enjoy intense but brief popularity.

  Outcomes remain in the spotlight, but they are veiled in a foggy haze. This haze is attributable, in part, to a cloudy array of terms that has emerged from the emphasis on outcomes. The situation is aptly portrayed in a conversation between Alice and Humpty Dumpty in Lewis Carroll's Through the Looking Glass: "When I use a word," Humpty Dumpty said, "it means just what I choose it to mean-neither more nor less."

  In outcomes language, such independence of definition may not have reached this extreme, but outcomes terms are used with sufficient variability so as to confuse rather than clarify. The terms are common phrases and words, but they are often used with unique twists, subtle differences, and fluid interchanges that complicate discussions about outcomes. To add to the problem, there have been no formal techniques such as concept analysis employed to sort through the nuances and grand distinctions.

  After an overview of the background leading to the current interest in outcomes, this article identifies the existing confusion in outcomes terminology, begins an outcomes lexicon, and issues a call to action for further clarification in the language of outcomes. Outcomes studies, outcomes research, outcomes management, performance measures, and outcomes indicators are but a few of the terms common to the current outcomes lexicon. The fluid interchange of certain of these terms creates an undesirable imprecision in language, thus impeding communication. In addition, the superficial fusion of language and a variety of health care system issues contribute to the misuse of terms. Unless the linguistic blurs are corrected, the practical application of concepts embedded in outcomes will be difficult. In addition, disentangling linguistics from systems issues will promote clarity in meaning. The power and potential of outcomes will be fully realized when the language is refined and predicated upon terms that are better defined, understood, and used with greater consistency.
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  CONTEMPORARY EVOLUTION OF OUTCOMES

  In the early 1980s, it became evident that health care spending was out of proportion to the rest of the economy. Most of the rising cost of health care was attributed to the Medicare program. [1,2] Medicare expenses exceeded tax revenues, and observers predicted insolvency of the Medicare system by 1990. To preclude this event, a radical change in health care financing was implemented. Retrospective payment was replaced with a prospective payment system using diagnosis as a major criterion for grouping clinically similar patients who used similar resources. The shift to using diagnosis-related groups as the basis for Medicare reimbursement began in 1984; full implementation was completed in 1987. [2-4]

  Despite the move to prospective payment, the cost of health care continued to climb. [5] The ongoing increase in health care costs was attributed to multiple reasons. The reason that captured enormous interest was the lack of data to verify the appropriateness, effectiveness, and outcomes of care delivery. A series of landmark papers published in the 1980s identified appreciable variation among medical interventions used to treat similar clinical conditions, thus giving rise to the contemporary interest in outcomes. [6-9] Policy makers in the early 1990s, typified by then-Senate majority leader George Mitchell, contemplated analyzing outcomes as a possible basis for determining reimbursement.

  Concurrent with the cost concerns that stimulated an interest in outcomes, quality care assessments also shifted to target the outcomes of care. In fact, Roper and Hackbarth noted that "The quality and cost of health care services are as tightly intertwined as fibers of fine silk." [10] (p91) Mounting tensions about both phenomena have confronted the health care industry over the past decade and serve as a catalyst for the sustained interest in outcomes. This in turn has contributed to a flurry of activity, not all of which is predicated on well-established, commonly understood terminology or precepts.

  Despite the intense interest in outcomes, there is no universal agreement that the use of outcomes data can improve clinical practice and patient care. Subjective review of practice, based on expert opinion, was embraced in the past; it parallels the peer-review model and is readily accepted by clinicians who see clinical judgment as the most sound guide for treatment options. The contemporary outcomes movement is creating a more objective practice review using preestablished criteria; it is more often favored by health care administrators who are grappling with cost concerns. [11] This polarity has contributed to resistance among some clinicians to the use of outcomes data, and controversy over treatment decisions.

  Both objective and subjective evaluations of care delivery have merit. Over time, perhaps a more balanced model will emerge that includes a review of outcomes data by a bonafide panel of experts. In the meantime, the outcomes movement has permeated institutions, regulatory agencies, and clinical decision making. Its fuzzy language cannot be ignored while the battles rage over which view, if either, will prevail. Therefore, this article concentrates on identifying and beginning to disentangle the terminology in outcomes.
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  OUTCOMES: RESEARCH AND MANAGEMENT

  Fundamental to discussions of outcomes is the distinction between outcomes research and outcomes management. Outcomes research took hold as a means to systematically evaluate the effectiveness of interventions relative to their cost and outcomes. This move was noteworthy as it expanded clinical research from a focus on efficacy to one that includes effectiveness as well. Even with its focus on effectiveness, outcomes research subscribes to traditional, well-established research methods common to academic settings. [11-13]

  The sine qua non of outcomes research is exemplified by the Patient Outcomes Research Teams (PORTs) sponsored by the Agency for Health Care Policy and Research. From 1989 through 1992, 14 PORT projects were funded. This first generation of large, complex, multidisciplinary outcomes research studies yielded many important contributions. For example, findings from the prostate disease PORT raise serious questions about performing radical prostatectomies for men older than age 70. [14]

  Outcomes management is driven by pragmatic forces within the health care delivery environment as a means of examining the results of care. Rather than efficacy or effectiveness, outcomes management focuses on efficiency, or outcomes relative to processes and resources used. Findings from evaluations conducted within an outcomes management framework are often used to make choices, guide decision making, and improve care delivery. [6,11-13,15]

  To date, many outcomes management approaches are more theoretically driven than data driven. For example, despite implementing a critical pathway for weaning patients requiring mechanical ventilation, a recent retrospective analysis indicated no significant reductions in duration of mechanical ventilation, length of stay, or cost. [16] This work indicates the need to carefully analyze outcomes management approaches and the assumption that tools like pathways automatically lead to improved outcomes and efficiencies.

  Although it may seem that the differences between outcomes research and outcomes management are negligible, the distinctions are important to support clarity in communication. Both pursuits may be addressed under the rubric of outcomes studies. In reality, both are often referred to as outcomes research. This latter use of language belies the critical differences in the phrases. Outcomes research is usually conducted by individuals with advanced education who are well-versed in techniques of scientific inquiry that include statistical analyses, thus enhancing the credibility of the findings. Outcomes management studies usually derive from clinical settings or health care operations. Individuals in the operations arena have the benefit of being in touch with questions and issues important to patients, providers, and organizations; they also have more variable levels of research expertise, thereby failing to ensure that findings are representative of reality. [11-13,17]

  The lack of a scientific background and research preparation among many individuals conducting outcomes management studies is complicated by the rapid response expected from these evaluations. The sense of urgency to find answers to compelling clinical situations in often politically charged environments would challenge even the most proficient researcher. The imperative to conduct outcomes studies seemingly transcends any formal educational requirements. However, for those not schooled and experienced in research, well-intended efforts may actually yield poorly conceptualized studies, highly inaccurate data, and flawed analyses. Findings from such studies may nevertheless form the basis of key health care decisions. [11,12]

  Clarity in the language of outcomes will include reporting whether evaluations are derived from an outcomes research model or an outcomes management approach. In addition, when the level of rigor applied to either form of outcomes studies is known, then consumers can be more confident or wary about the acceptability of conclusions. Concomitantly, better usage of terms is ensured. This distinction will help untangle the seeming fusion between health care system and terminology issues.

  The health care environment is changing at an astonishing pace. All efforts expended to examine outcomes must acknowledge differences between outcomes examined from a research focus and outcomes evaluated from a management framework. Outcomes studies, both research and management, are essential to meet consumer demands for cost-effective, quality care. Nevertheless, communicating findings will be greatly enhanced when this language is used more precisely.

  Despite the initial haziness of outcomes linguistics, it is possible to compile a beginning lexicon to ensure a more precise use of terms. For instance, outcomes studies form the rubric for both research and management studies. Therefore, the broader term should be used only when referring to both areas of inquiry. Authors then will be more precise in identifying work as either outcomes research or outcomes management studies. The term outcomes research will no longer refer to both types of work, but it will connote more rigor than outcomes management studies.
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  OUTCOME, PROCESS, STRUCTURE OR ALL THREE?

  Repeated use of the term outcome may suggest to consumers of outcomes literature that the end results of care represent the essence of outcomes studies. Although an understandable interpretation, it would be false nonetheless. Lohr [18] was among the first to caution that outcomes cannot be considered independent of process. More recently, Marks [19] cautioned against viewing outcomes in a vacuum. Furthermore, the definition of outcomes suggested by the Joint Commission on Accreditation of Healthcare Organizations (Joint Commission) reads, "An outcome represents the cumulative effect of one or more processes on a patient at a defined point in time." [9] (p260)

  To achieve clarity in communication, it is imperative that consumers of outcomes literature understand that the relationship between process and outcomes is inextricable. The philosophy underpinning outcomes management in particular holds that correcting problems, reducing inefficiencies, and limiting unintended variation-all process elements-will improve outcomes. [20-24] Process refers to how care is delivered-the means to the ends-whereas outcomes refer to the results or consequences of care.

  Less explicitly mentioned is the importance of considering structure as well as process in relation to outcomes. Donabedian's [25,26] classic framework for evaluating quality in patient care is composed of all three elements. Structure refers to resources in the health care setting such as physical facilities, staffing mix, and qualifications of the staff. For example, appropriateness of staffing as measured by the number of nurses, their years of experience, and the level of their expertise could have a substantial impact on outcomes. In fact, a recent report from the Institute of Medicine (IOM) on the quality of care was designed to examine the relationship between outcomes and various nurse staffing patterns. [27]

  When language of outcomes embraces an understanding of these three elements of quality care, its definition and usage will be more exact. At present, the language of outcomes emphasizes only the results element of the triad, outcomes, thus overshadowing if not entirely hiding the importance of structure and process. In the words of Donabedian, outcomes are "those changes, either favorable or adverse ... that can be attributed to prior or concurrent care." [28] (p256) Although attention is targeted on outcomes, the most accurate assessment of outcomes will occur when structure, process, and outcomes are considered simultaneously.
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  PERFORMANCE AND PERFORMANCE MEASURES

  As evaluations of the results of care expanded to include outcomes management, performance moved into the spotlight. Typically, performance pertains to what is accomplished or achieved; it emphasizes the business aspects of health care delivery, aspects that cannot be ignored in today's cost-conscious environment. Performance improvement initiatives are therefore rapidly proliferating as a means to optimize outcomes, improve care delivery, and thus sustain quality. Attempts to examine performance, however, underscore the lack of a common grammar and the free-flowing definitions that pervade work related to outcomes.

  In current outcomes language, a circularity exists in the use of the word performance. Purportedly the way to achieve optimal outcomes and improve care delivery is by improving performance. In some writings performance is distinct from outcomes and in others it is synonymous. Consider, for example, the interchange found in writings by the Joint Commission where performance is both something an organization does (the processes) as well as something an organization achieves (the outcomes). [20] The relationship between outcomes and performance is also expressed by the Joint Commission in its definition of outcomes as "That which results from performance." [20] (p260)

  The emphasis on performance has necessarily raised issues about measurement. In fact, the president of the Joint Commission asserts there is "... a social mandate for performance measurement." [29] (p28) The purposes of performance measurement are threefold: (1) to make data-based decisions, (2) to make data-based improvements, and (3) to evaluate the effects of change in the health care system. From the Joint Commission perspective, performance measures are any measures that help to quantify performance. The term performance measures itself therefore implies a level of rigor, accuracy, and exactness that may not exist at present. [11]

  Similarly, knowing what to measure is also central to performance measurement. This is more difficult than it might seem because terms are particularly tangled in performance measurement language. For example, the term performance measures is used synonymously with outcome measures. Clinical indicators is also used synonymously with performance measures, but is though to be a distinct subset of performance measures. [30] In attempting to create a hierarchy of these similar but different terms, it seems performance measures and outcome measures may be synonymous, representing a more global view of performance. These allow consideration of administrative, fiscal, and clinical indicators of performance. Clinical indicators, however, seem to be a subordinate subset, explicitly linking patients and providers to the quality of care and outcomes.

  The casual interchange of terms pertaining to performance creates confusion and represents another area in which the language of outcomes would benefit from improved precision. Just as Hinshaw's [31] classic framework for substruction provides a mechanism for moving from the abstract to the concrete, so too there is an ordering within the outcomes lexicon. Outcomes are the highest order of abstraction (eg, symptom management), indicators are the mid-level representing increased specificity (eg, reduced pain), and the most concrete level is the actual instrument used to measure the outcome and its specific indicator (eg, a visual analog scale for pain). In other words, indicators are the critical link to quantifying the end results of care or outcomes.
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  REPORT CARDS AND INSTRUMENT PANELS

  A final example of the complex language used to discuss outcomes is found in the emergence of report cards and instrument panels. The distinctions between these evaluative approaches are modest at best. Both pertain to mechanisms by which outcomes data can be aggregated to reflect how well the health care system is performing. [29,32,33] This tie to health care operations is important to note: The possibility is great that data used for either report cards or instrument panels originates from the less exacting genre of studies, outcomes management.

  The choice of the term report cards may be unfortunate because of its link with educational evaluations in which undesirable grades led to punitive action. The possible pejorative connotation is not congruent with opportunities for improvement that typify the original intent of outcomes assessments. The positive potential of outcomes and performance improvement will be lost in the possibly negative notion conveyed by the term report cards. In fact, the negativity associated with report cards may have created the impetus to introduce the similar yet slightly different term, instrument panels.

  Like many terms pertaining to outcomes and performance, the concept of instrument panels was transferred to health care from other industries. The instrument panel is likened to a dashboard. Just as a fuel gauge provides real-time information about whether gasoline needs to be added to an automobile, so too an instrument panel provides current information for adjusting the health care system. A useful comparison is made between these two evaluation tools. Whereas the main users of report cards are most likely to be purchasers, the main users of instrument panels are most likely to be providers. The main use of report card data is judgment and accountability, for instrument panels it is control and improvement. Report cards reflect the past while instrument panels reflect the present and future; the focus of report cards is outcomes and charges while instrument panels focus on process, outcomes, and cost. [33] Although this juxtaposition allows for distinctions, the differences are modest at best. Hence the terms report cards and instrument panels may also contribute to the confusing language that pervades outcomes.
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  DISCUSSION

  To begin to tease apart the linguistic confusion surrounding outcomes, a preliminary model is offered (see Figure 1). The levels in the model proceed from the most concrete to the most abstract, from the most easily traceable data to the least. All are grounded in patient care delivery. From the base of the model, clinical indicators are measured using various instruments. Clinical indicators become a subset of outcome indicators, all based on individual patients' data. Outcome measures and performance measures are synonymous and an aggregation of measures across patients. Although report cards and instrument panels are not completely synonymous, they are at the same level of abstraction in the outcomes hierarchy, representing a collection of data across categories, patients, and even institutions.

  [image: Figure 1]Figure 1. A preliminary hierarchy of relationships among outcomes terms.

  

  More precise use of basic terms is possible as an outcomes lexicon begins to take form. In addition to the outcomes hierarchy model, distinctions among outcome studies, research, and management were suggested. Future work should include concept analysis and development at an interdisciplinary level. Given the complexity of concepts and the interdisciplinary nature of patient care, it is parochial to pursue all work from a nursing framework alone. Currently, disciplines use the same word but hear an entirely different concept. This article is a call to action for interdisciplinary focus groups to distill definitions and create a common lexicon for outcomes language. To begin, the terms report cards and performance measures need to be carefully examined for potential revision and other terms presented here need to be presented for interdisciplinary validation.

  Other strategies need to be pursued. The academic research model is not practical for outcomes management studies emphasizing organizational and cost-efficiencies. A new model for exploring outcomes management studies is needed to blend more rigorous research methodologies with techniques more suitable in environments that are less highly controlled and more time-sensitive in nature. [11] An expansion of partnering between academic and health care institutions in the development of such a model could be a next step.

  Last, the term outcomes has become part of the vocabulary of nurses in every setting. Now educators and researchers need to ensure that outcomes studies include consideration of all three components-structure, process, and outcome.

  Outcomes represent a powerful way to examine health care. Yet the language of outcomes is clouded with hazy distinctions among terms, and imprecise word usage. Therein lies the power and the peril. Precise language will allow shared meaning and increase the power of outcomes. Independent choice of word meaning will contribute to the decline and fall of outcomes. To ensure the continued potency of outcomes, the similarities, differences, and relationships among terms common to outcomes must be standardized to allow clarity of understanding and communication.
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