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IMPLEMENTATION OF MORE COMPREHENSIVE CARE
THROUGH THE MEDICAL RECORD AND THE

COMPUTER

The organization of the record described above
forms a framework that easily accommodates psy-
chiatric, social and demographic problems. Usually
these are not documented and followed in an orga-
nized manner.

Psychiatr ic  Problems

In the practice of medicine for many physicians,
nonorganic problems have been neither challenging
nor interesting. Because of this they have never
been listed - even though they easily could have
been - with the physician using clear descriptive
formulations such as “cries easily” or “family diffi-
culties” if he could not use sophisticated psychiatric
jargon. Until all psychiatric problems are consistent
objects of the physician’s attention and are num-
bered and titled as such, it will not be possible for
him to watch them evolve and thereby learn system-
atically from his  own experience. Furthermore, by
ignoring them he has never developed an ap-
preciation for patterns of emotional disturbances, his
attitude toward modern technics of analysis becom-
ing at best one of anxiety and perplexity and at
worst one of disinterest, ignorance and uninformed
rejection.

The computer is making a major contribution in
this area. The vast amount of research on the Min-
nesota Multiphasic Personality Inventory (MMPI)
and the computerization of the analyses of the
MMPI have made it much more likely, where it is
employed, that the patient will gain from his physi-
cian an immediate sympathetic understanding of the
forces with which he or she is struggling, and much
inadvertent neglect and inadequate analyses by the
medical profession can be avoided. There are many
physicians who reject the help of modern technics on
the basis that Osler for three hours followed by Freud
for three hours could have done better. Even if this
were true, modem technics are not competing in
that league, but rather they are competing with
hasty “off-the-cuff’ five-minute analyses by un-
trained, impatient physicians who live from case to
case and who have no systematic means of learning
and improving from a highly organized and recorded
data  base which is kept up to date.
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Demographic Problems
Physicians have for years been preoccupied with

episodic illness, with problems only when they
efupt into symptoms and only with patients who
can get themselves to the doctor. At present it is
almost impossible to obtain the history of illness
from its earliest stages on a sample of the popula-
tion, or even on an individual. And except for a few
pioneers such as Robbins  and Hall,’  most of us do
not even think of demographic problems, let alone
record, understand and deal with them. As they
point out, for a 40-year-old  woman whose problem
list contains only a fractured arm, we have com-
pletely neglected the fact that it may be of major
medical significance to her that she is 40 and fe-
male and over the next ten years her greatest med-
ical risk is cancer of the breast, and for her a yearly
breast examination is the most important part of her
care. We are so accustomed to dealing with disease
only in the individual and only after it becomes
explicit, symptomatic or terminal, that we think
people are talking about another field when they
discuss health hazards from automobiles, smoking,
alcohol, diets, smog, family problems, hereditary
factors or mental stress - or just being fat or 40 - male
or female.

The problem list of the medical  record should
include demographic problems as well as all others.
This will lead to very specific action appropriately
timed for preventive procedures and will continual-
ly remind us of exactly where in health care our
total obligations lie.

Paramedical personnel, such as public-health
workers; social workers, psychologists and chemists,
are already doing a major portion of the work in this
area by collecting data that make it possible to de-
fine all sorts of social and demographic problems.
Physicians must assume the leadership in providing
each patient with a total list of problems, irrespec-
tive of who in the medical hierarchy provided the
data, and in seeing that therapeutic action reflects
some perspective on the total needs of the patient.

When large amounts of demographic data are
developed, by means of the computer, a system
could be developed whereby input of certain vital
statistics on any patient would automatically result
in an immediate print-out of his main demographic
problems along with the current approaches to their
management.

Those who provide total care or who are trying to
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Medical records that guide and teach (concluded)

PROBLEM LIST

ACTIVE
PROBLEMS

#1 Acce le ra ted  hyper tens ion
Retinopathy
Rena l  D isease

#2 Hypokalcmia - eliology
I O  be  de termined

63  V o m i t i n g  - d e h y d r a t i o n
(CVP - 0. Hct 40)

RESOLVED
PROBLEMS

X4 Diar rhea  - u n k n o w n  e t i o l o g y
#5 A n e m i a ,  2 ’  IO  renal  d isease

(Problem #  1) (Hct  normally 30)
16 Remote  pep t ic  u lce r  d isease
x7 Cholecystectomy’
#8 E x o g e n o u s  o b e s i t y
X9 (L) B r e a s t  m a s s  ,

#IO H x  o f  c h r o n i c  a l c o h o l i s m
XII H x  o f  G C  r x e d
#I2 Persona l i t y  d isorder
# I  3  Decreased  v is ion  (RI  e y e  p o s s i b l e

Cent ra l  re t ina l  a r te ry  occ lus ion
# I4 Cardiac (MI,  continuous.

Never  before  descr ibed -  Chest
w a l l  f l o w  m u r m u r

2’  to  Problem #9  (PN  12/4/67)

o[contexl  could I&e had serious  consequences.

learn how to provide it, and who naturally integrate
findings into well formulated problems should not,
and usually do not, feel threatened by a request for
a complete list. The specialist who is annoyed or
made anxious by health issues in his patient beyond
the limited area of his mastery may feel threatened
by this strict accounting. Through physicians’ inef-
ficiency in getting a broad data base, their past neg-
lect of good record-keeping habits and their neglect
of quantity of care as they have pointed with pride
to quality, they have almost lost their capacity to
handle  rationally or even to define large-scale tasks
of health care.

IMPLICATIONS OF THE PROBLEM-ORIENTED
RECORD

The structured, problem-oriented medical record
provides a focus for constructive action in a variety
of  “trouble” areas in medicine: medical problems
dealt with out of context; inefficiency in medicine;
lack  of continuity of care; inapplicability of “basic
Science” facts and principles; “off-the-cuff’ and
undisciplined  rounds and conferences; and, finally,
meaningful audits in the practice  of medicine.

Problems out of Context

Multiple problems may interact and sophisticated
understanding  and management  of any one of them
require  a  knowledge of at least the presence of all
of t h e m  in SitUiltiOtls  such  as  the patient with heart

failure and azotemia, it is apparent that the right
treatment for one may be the wrong treatment for
the other, and the need for skillful management is
obvious. In other situations the interaction may not
b e  s o  o b v i o u s  - as in paroxysmal hypertension,
dehydration and hypovolemir@  (Fig. 6). and physi-
cians are always risking interpretation and treatment
of problems out of context. The medical literature is
replete with papers on single entities from series of
patients (for example, myocardial infarction, cancer
of the colon or pneumonia) in which no complete
problem list for each patient was systematically
presented. A paper may talk about X per cent mor-
tality for perforated ulcer when, for example, what it
should really be saying is Y per cent if heart failure
is also on the list or Z per cent if another problem
or no others are present. Pneumococcal pneumonia
alone may well be a different disease from pneumo-
coccal pneumonia in the presence of azotemia. Po-
tent drugs are administered, and major management
decisions made for specific problems taken out of
context. It  is no wonder that controversies in medi-
cine abound; the present lack of technic for the
recording and presentation of data on multiple
problems almost guarantees chaos.

Until a well conceived problem list is in evi-
dence, so that each is dealt with in context, the
fragmentation of care in today’s specialty clinics and
wards, on rounds and in conferences will never be
considered seriously. One must learn how to move
easily from a single-minded focus on one problem
to attention to the total list and interrelations of
multiple problems, much as a biochemist meticu-
lously purifies and studies an enzyme in a scheme
of reactions and then returns to consider its relation
to the others. He does not, and could not, get basic
data on all the enzymes simultaneously in the in-
terest of total biochemistry or the “art of biochemis-
try,” nor does he work on only one and arbitrarily
dismiss the others as of little concern. The essential
combination of clarifying single problems and inte-
grating multiple problems is greatly facilitated by a
medical record that is structured around a total
problem list and titled progress notes. Since the
body is a complex group of systems, in each of
which abnormalities develop that reverberate through
the other systems to varying degrees, the specialist, as
a responsible scientist, must know the variables in the
total system as they affect his specialized  judgment
and action. A patient’s intuitive demand for a “whole
doctor” is completely consistent with the demands
that good science and knowledge of all relevant factors.
impose upon the specialist$ndependently  of general
discussions of “primary” physicians, total care and
humanitarian causes.

Fragmentation of single diagnostic entities re-
sulting from listing separately single related findings
is not a legitimate complaint against in  complete list
of problems. IF il  complete illlillySiS  is done 011 eiwll
finding, integration  of related ones is irrr  ;mtomatic










