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Dear Jeff:

Why I RARELY consider the "5th Vital Sign" seriously in my
practice (general internal medicine and endocrinology); I
have found this totally subjective evaluation of pain to be
consistently over-rated by my patients and that my chronic-
pain patients consistently under-rate my treatment of their
pain. I have reviewed with my patients that I rely on objec-
tive, evidence-based medicine to evaluate their pain and
will treat accordingly. I also let them know that if the med-
ication that is provided turns out to be ineffective, especially
if the patient is a "frequent-flier," (ie actively seeking
greater doses and quantities of the medication), then a pain
management evaluation will be necessary. Most people
appreciate the referral to a higher level.

In my experience pain management evaluation, even by the
most adept of clinicians is challenging Ð not so from the
clinical presentation and treatment, but more so from the
patients strong subjective responses that so often have
been conditioned by multiple prior "ineffective" cl inical rec-
ommendations.

Finally, I stress for my chronic pain patients that the best
approach to the long-term management of their pain is
often via a multi-disciplinary team: primary care MD, pain
management specialists, physical/occupational therapists
and if need be, psychiatrists/psychologists.

Thanks for your interest in my view on this matter Jeff.

Steve Damiani, MD

We live in an age of diminishing potency as physicians.  A
prime example of this is how we are now being forced to
yield ourselves to the omnipotent Òpain scale.Ó  Every
patient must, by JCAHO law, be screened for pain.  Our

effectiveness as caregivers is calculated by how these sub-
jective numbers change with our treatment Ð not on our
diagnostic acumen Ð not on our technical expertise Ð not
even on our interpersonal skills and evidence of being a
physician who cares Ð only on how the Ò20 out of 10Ó pain
goes down to Ò9 out of 10.Ó  If we help an addict remain
addicted, but our patientÕs pain scale improves, we are
being a Ògood physician.Ó

It is not only the potential abuses by patients and regulators
that arise from use of such a subjective ÒsignÓ Ð which is
indeed an oxymoron.  It should at least be the Ò5th Vital
Symptom.Ó  Providing supreme value to a non-measurable
symptom deprives us of the essence of our training Ð to put
together myriad symptoms and signs into a treatment plan
that treats the whole patient.

As an occasional patient myself, I can say that I am only an
advocate for treatment of pain.  But treatment in isolation is
not the answer.

Thanks, Ken Flowe, MD

I personally do not think that the 5th Òvital signÓ exists.
The whole name is an oxymoronic concept, a travesty of
science and language that is hard to implement or to apply
to clinical practice.

First of all it is not vital and second, it is not a sign but a
symptom.  What is coming next? The 6th Vital sign: a
depressed face? Or the 7th: the anxiety score??  Or the
8th: the libido score??  Or the 9th: the fear score or the
10thÉ.???

It is time to stop this insanity.

Rodolfo Hanabergh, MD, FAASFP
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As we go through life we get used to the concept of
being graded.  This is pervasive in many aspects of
our life.  Some grades are quantitative and some

qualitative, but much of what we do is evaluated in one
way or another.

This starts in kindergarten where we get grades of Ôneeds
improvementÕ to ÔsatisfactoryÕ to Ôabove averageÕ to Ôout-
standingÕ from our teachers.  The scale changes to letter
grades as we progress through the grades (even the level
of school we are in is graded): A, B, C, D or F (I never
understood what happened to E).  Sometimes numerical
scores, such as a scale of 1 to 100, are used.  There are
other scales, such as SAT scores from 200 to 800.

College is much of the same.  There are classes where the
professor is able to design Ôperfect testsÕ so that a 90%
means an A, an 80% means a B, etc.  Then there is the
ÔcurveÕ approach, where the numerical results of a test are
assumed to conform to a Gaussian distribution, and the
letter grades assigned by a statistical analysis; in fact I
once got an A+ in a class (and in fact the top grade) by
scoring 47 out of 100 on a final exam.  Go figure.

The co-eds at my undergraduate school often rated the
guys on a scale of 1 to 10.  I felt this was kind of arbitrary,
and your grade may change if you had scorned one of the
raters; but whom you dated, or sometimes whether you
dated at all, seemed to hinge on this evaluation.

Many Olympic events have a complicated scoring system
designed specifically for them.  Margins of less than one
part in a thousand have been the difference between dif-
ferent kinds of medals.

Our bosses grade us each year by some method no one
clearly understands (or so it seems to me), yet our finan-
cial compensation is adjusted based on this evaluation.

So it is not surprising that there is a push to grade us as
physicians.  This is already being done by JCAHO, where
certain Ôquality of careÕ measurements are already being
evaluated.

I have many concerns about this trend.  ShouldnÕt this
evaluation be evidenced based?  IsnÕt improving patient
outcomes our common goal?

Yet this is clearly NOT the case.  One of the Ôquality
assessmentsÕ being monitored by JCAHO is whether
blood cultures were sent prior to antibiotic administration
for pneumonia.  Yet anyone familiar with the peer-

reviewed literature on this topic is well aware of the lack
of usefulness of obtaining these cultures.  Article after
article has been written showing there is NO significant
improvement in patient care from this practice, despite
the added costs and labor associated with it.  Am I the
only one angered by the fact that JCAHO has decided to
rate a hospitalÕs Ôquality of careÕ based on its compliance
with sending what is felt to be a useless test?

Knowing this, how are we to trust any other grading sys-
tem that may be applied to our practice of medicine?
These grades will be billed as Ôquality assuranceÕ meas-
ures.  Yet what studies are required to assure that the
ÔqualityÕ they are measuring is actually correlated with
improving our patientÕs health?

There is huge momentum behind the push to grade
physicianÕs practices, and then not only to publish these
grades but also to possibly adjust a physicianÕs compensa-
tion based on these grades.

I have no problem with the concept of assuring excel-
lence in patient care.  I doubt any of us do.  But before
anything like this is implemented I think there should be
prospective studies showing that those that score higher
on whatever grading scale is to be implemented actually
have better patient outcomes.  Until this is done, I do not
believe that there is any benefit from this concept for our
patients, although the insurance companies (who may
decide to pay certain providers less) and other parties
(such as malpractice lawyers) may find benefit.

Let me also remind you of the limits of our Ôbest medical
studies.Õ  There was a great article in the Journal of the
American Medical Association, JAMA that looked at 
frequently cited articles.  These were defined as studies
published in major peer-reviewed journals that had been
referenced at least 1,000 times (one thousand times, this
is not a typo).  The JAMA study found that almost a third
of these studies had their findings either significantly
weakened (16%) or contradicted (16%) by subsequent
studies.

The concept of rating physicians on the quality of medi-
cine they practice is hard to argue with.  But until we find
a way to accurately measure this, and show that the
measurements actually correlate with improved patient
care, I think we need to be skeptical of this process.
What do you think?  Send your comments to
editor@aapsga.org.
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Jeff Hersh, PhD, MD
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