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“Ya’ gotta serve somebody.”
—Bob Dylan

To those I serve
and
to those who raised
and taught me to do it



Foreword

In a world of high technology and highly evolved bureaucracies, we
have come increasingly to depend, in our businesses and professions,
on machines, whether those made of steel and microprocessing chips
or those fashioned out of human institutions. We have mechanized our
transactions, our communications, our interactions. And we have
changed our language to express and to accommodate our new rela-
tionships.

New words enter our personal and professional lives to capture
meaning, to give form to our discoveries, to fill needs created by an
expanding universe. The language is dynamic, and those words that
are not mere passing fancy help write human history.

The proliferation of technology, of concepts, and of words is over-
whelming if it is not organized. Our highways organize our transpor-
tation, our laws organize our social institutions, and our dictionaries
organize our words and thoughts.

In the field of health care, this proliferation is manifest—for tech-
nology, concepts, and words are joined in a crucial endeavor. In the
matter of health care, language must be purposeful, useful, and crys-
tal clear. We have medical technology that offers unprecedented op-
portunities for remedy, rehabilitation, and relief; we have a health care
establishment that is vast, powerful, and complex.

The machinery of this enterprise—the sophisticated life-saving de-
vices, the financial inner workings, the social relations, the regulating
mechanisms—is under the direction of a cast of players, from admin-
istrators and physicians to lawmakers and patients. To direct this en-
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terprise wisely, to keep the machinery tuned and adjustable, and to
achieve efficiency and equity, we require a firm grasp on the words
and the terms, the acronyms and the abbreviations that serve as our
tools. In this way, we can make sure that we understand each other
and that we can proceed to shared goals.

No matter what our stake in the health care enterprise, we are con-
stantly being guided—by our peers and by our knowledge. In this pro-
cess, a dictionary of health care, embodying the values and concepts
that have made it necessary to affix the label “modern” to health care,
is an essential guide. We refer to it in order to refresh our memories,
to reacquaint ourselves with words that we have temporarily lost, and
to educate ourselves in new or unfamiliar territory. We may want to
refer to it before we make important, perhaps even life-and-death, de-
cisions. We should refer to it when we begin to feel overrun by cliches
and jargon. It is to this end that this dictionary is written.

Edward F. X. Hughes, M.D., M. P. H.
Director
Center for Health Services and Policy Research
Northwestern University
Professor
J.L. Kellogg Graduate School

of Management and the Medical School



Preface

This is a collection of words. My grandfather collected stamps; I have
collected the words, concepts, peculiar recurrent phrases, common and
obscure acronyms, and good names for useful ideas from my life as a
physician. The collection, a dictionary, is intended for use by anyone
interested or involved in efforts to maintain health, including clini-
cians, managers, and lay people, whether members of Congressional
committees concerned with health, consumer members of health pro-
gram governing boards, or patients. As any good stamp collector knows
the history of each stamp in his collection, I know the “history” of my
words. I have included references that provide additional, more ency-
clopedic information about the particular concepts and an annotated
bibliography of additional sources. References are generally available,
which justify and give the primary sources for the definitions.

The dictionary should be of particular use to clinicians.

Historically, doctors, nurses, and other clinicians knew everybody
in the business. The number of other clinicians and managers in one’s
own town was small enough that one might know all of them. There
were no insurance companies, out of town managers, or interested gov-
ernment officials. But, during the last several decades, as the effort to
maintain a healthy population has grown in knowledge, technology,
size, and complexity, the medical community has also become deeply
divided. The internists have never met the neonatologists, let alone a
Blue Cross executive or an industrial hygienist. The administrators of
the community and profit-making hospitals rarely talk to each other,
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xii PREFACE

although both are talking to the health maintenance organization peo-
ple; none of them understand the psychiatrist.

The most fundamental division separates the clinicians, the physi-
cians, nurses, and other people engaged in direct patient care, from
the managers, the hospital administrators, policymakers, insurers, and
people who run the system that makes care possible. This book is in-
tended to help bridge the divide, to make it possible for the clinician to
understand the manager.

Each division of the health system has its own language. As knowl-
edge and practice become more specialized, so does each division’s di-
alect. If clinicians are to be effective in their caring efforts, to be as
good as they would like to be, they must speak the language the man-
agers speak. Actually they don’t have to speak it, to actually say those
things, but they better understand it. By trying to reduce the language
of administrators, insurers, lawyers, and such to plain English I hope
to make this possible. While English is spoken herein, this is not wa-
tered down; an attempt has been made to define terms with precise
and complete definitions reflecting full professional meaning. Discourse
has been added to show the terms in use, give examples and alterna-
tive or official definitions, and emphasize issues and nuances. In case
the managers read this as well, and for the amusement of the clini-
cians, I have included some of the jargon of clinical medicine leaving
out the worst, as (lexicographers say “as” rather than “for example” or
“such as,” it is briefer) Texas catheter and nun’s cap, although I have
never met a manager who knew their meaning.

The dictionary defines primarily the language, specialized vocabu-
lary, and jargon of the practice and management of health care, with-
out covering the clinical and technical language used in the direct
delivery of services. (The latter is left to the standard medical diction-
aries: good sources include Blakiston’s, 1979; Dorland’s, 1986; Friel,
1985; Landau, 1986, and Stedman’s, 1983.) Alternatively put, the vo-
cabulary defined is that of the institutional and organizational form of
health care, rather than of its clinical content. The dictionary’s scope
is the terminology people working in health care use during, and as a
specialized part of, their work. There is naturally some overlap between
this work, standard medical dictionaries, and glossaries of other dis-
ciplines with which health and its care interact. Where terms are well
covered in other works, the treatment here is fairly brief and generic,
since the focus is on the language unique to health care.

Some of the terms are truly unique to the health field, as slang,
which is included. Some are borrowed from or overlap with those of
other disciplines (law, economics, sociology, psychology, insurance, fi-
nance, and management, for instance). The former are given greater
coverage than the latter, particularly where good dictionaries in the



PREFACE xiii

related fields are cited. Coverage of other disciplines focuses on con-
cepts that are particularly generic, useful, commonly misunderstood,
or in common use in the health field.

Coverage is limited only by the author’s limitations of time, energy,
resources, and ability to find contributors to share the load. These lim-
its must explain why some programs, laws, and subjects are included
or better covered in preference to others. The same limits also certainly
explain any errors; they are not made intentionally. Corrections will
be much appreciated. Besides, errors are a lexicographer’s way of prov-
ing he or she is human. (Throughout the text where male pronouns
appear, it should be understood that their use is for convenience and
the intention is that their meaning be universal.).

Coverage is also generally and preferentially exhaustive (although
brief definitions with cross-references may be used for large families of
related terms and other minor variants). Historical events and enti-
ties are included, and specialized or infrequently used terms are cov-
ered, particularly where they have distinct or useful meanings.

Each definition in the McGraw-Hill Essential Dictionary of Health
Care starts with a formal statement of the term’s meaning. Except for
the initial article, most definitions are given in a form that will re-
place the term defined in use in a sentence. Multiple meanings are num-
bered. Terms defined within a larger definition are preceded by an
asterisk (*) where they are actually defined.

Wherever it is helpful to the reader, definitions contain discourse
on the concepts they define. This goes beyond simple definition to ex-
amples, exclusions, limitations, suggestions on usage, cross-references,
and so forth. Terms are defined as they are used by most workers in
the field. This is in preference to defining them as may have been done
in law or by other formal means, or as they ought to be used according
to researchers, lexicographers, or other pedants. Where “official” or
“proper” definitions are known, particularly by competent bodies or rec-
ognized organizations, they may be quoted or cited in addition to the
definition given.

Cross-references are given in italics to generic terms in the family
of concepts to which a term belongs, as “see malpractice” in the case of
“good samaritan law,” and where otherwise less than obvious or likely
to be useful. A list of defined related terms will typically be found in
the Conspectus at the location given in a definition. References are in-
cluded, not for source or justification of a definition (often available from
the author), but for further expansion on the term. They locate the kind
of material the reader would seek in an encyclopedia or text rather
than in a dictionary.

No effort is made to cover the pronunciation or etymology of the
terms defined except in the unusual circumstance that the term is reg-
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ularly mispronounced or an understanding of its origin is necessary to
understand its meaning.

Many of the great array of acronyms and abbreviations encountered
in health care are listed in their own section with their full meanings
given so they may be found in the vocabulary, where most are defined.
Finally, an annotated bibliography is supplied. It gives references on
the language of medicine, about lexicography, concerning medical writ-
ing and resources, and to numerous other glossaries and encyclopedias
related to health and health care. The bibliography is indexed by sub-
ject using the Conspectus. In the interests of brevity, citations in the
Conspectus and text are given, as in anthropology, with only the prin-
cipal author’s last name and the year of publication.

In addition to defining the vocabulary, the dictionary uses several
means to help the reader organize, map, and connect the covered vo-
cabulary. Some have already been described: the cross-references within
the text that suggest related terms, guide the reader to more generic
or basic concepts and indicate useful if not obvious connections, refer-
ences cited to more exhaustive material suitable to an encyclopedia or
text, and the indexed bibliography of additional sources.

The most important organizing tool is the Conspectus. The terms
in a specialized vocabulary like that of health care naturally have their
own hierarchy and structure. Many of the terms form families of re-
lated concepts and these families are related to each other in ways that
can be loosely but helpfully described with an outline or taxonomy. An
attempt was made in the dictionary’s first edition (Discursive, 1976) to
describe these families for the reader’s use, but it was inconsistently
and inadequately done (Viseltear, 1977). In this edition the families of
related concepts are listed more carefully, along with lists of the mem-
bers of the families, in an outline locating the various families in re-
lationship to each other in health care. This takes the form of a subject
outline, known as the Conspectus, which lists essentially all the terms
defined in the dictionary. Conspectus locations in each term’s defini-
tion guide the reader to its family and place in the taxonomy and thus
allow an understanding of the term’s role and place in health care. The
mapping of a language, attempted in the Conspectus, is more difficult
than might have been expected, as I am sure the authors of MeSH and
other indices are aware. Critical feedback on this part of the effort would
be particularly appreciated.

This volume does not contain my whole collection. A fair amount of
incomplete, uncertain, peripheral, and obscure material has been left
out but is available from the author.

Stamp collectors trade through newsletters and collector’s maga-
zines; we shall have to trade through correspondence. I would appre-
ciate any comments or contributions from users of this vocabulary.
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Write me

Lee Hyde, M.D.
Hygeia—A Practice of Family Medicine
1425 Patton Avenue
Asheville, N.C. 28806

I shall attempt to respond, perhaps with a new definition in a new
edition. Please provide complete references and information about new
material: for a program or organization, an address, the year founded
(and ended, if no longer in existence), a statement of purpose(s), a size
indicator (budget, membership, whatever), and a reference to a history,
an independent evaluation, or major products; for people, their birth
and death years, nationality, profession, and contributions; and for plain
concepts, one good reference enlarging on the subject and the actual
text of any official, legal, or technical definitions with proper citations.

Writing this has helped me understand health and health care, what
I am doing as a physician, and the health system in which I do it. I
hope it serves you similarly.

Thank you.

Lee Hyde
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