Glossary

CMS Centers for Medicare & Medicaid Services: United States federal agency
that administers Medicare and Medicaid and the Children’s Health Insurance
Program

Clinically appropriate intervention A treatment or screening procedure to
diagnose disease, whose use is sanctioned by clinical tradition or professional con-
sensus and codified into clinical guidelines

Coefficient of variation (CV) A statistical measure of variation defined as the
ratio of the standard deviation to the mean. The greater the ratio, the more the varia-
tion. The CV is used in this book to compare the dispersion of utilization rates
among regions for different conditions or treatments.

Delegated decision making Traditional process of clinical decision making in
which patients delegate decisions to physicians who act as their agents in defining
medical need and prescribing treatments. Decisions are delegated by patients under
the assumption that physicians know which treatment is best for a given patient.
This process leads to informed consent.

Effective care Evidence-based interventions where the benefits are thought to
exceed the harms and thus all patients in need are urged to be treated

Evidence-based intervention A treatment or screening procedure to diagnose 2
disease, whose use is supported by strong evidence concerning efficacy
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Hospital sexvice area (HSAs) A geographic area in which most residents receive
their care from local hospitals. Hospital service areas do not always fall within
political boundaries, as patients may cross state lines to get to the nearest hospital.
HSAs link populations with the hospitals that they use most and thus are useful for
studying the influence of local providers on population-based rates of health care
delivery (for details, see Appendix).

Hospital referral region (HRRs) An aggregation of hospital service areas into
larger regions based on use of cardiac surgery and neurosurgery (for details, see
Appendix). HRRs are useful for studying regional systems.

Informed consent ‘The traditional normative standard for determining medical
necessity based on patient consenting to the recommendation of the physician

Informed patient choice A new normative standard for determining medical
necessity based on patient understanding of the harms and benefits of treatment
options and participation in a shared decision-making process to ensure that the
treatment chosen is in keeping with the patient’s own values and preferences

Population-based rate A measure of utilization composed of a numerator (the
number of events over a given period of time) and a denominator (the population
eligible for the event over the same period of time)—for example, the number of
hospitalizations experienced by residents of Maine in 2009 divided by the number of
residents in IMaine in 2009. Rates are typically expressed as events per 1,000 and are
adjusted to remove the possible effects of age, sex, and race.

Preference-sensitive care Procedures, tests, and surgeries for conditions for
which there is more than one clinically appropriate treatment option. Under
the informed patient choice normative standard, the choice of treatment should
depend on the patient’s preferences (e.g., the choice between lumpectomy and
mastectomy for early-stage breast cancer).

R’ statistic A measure of the percentage of variation in one variable that is asso-
ciated with variation in other variables. Called the coefficient of determination, it
is frequently used in this book to measure association between two variables (see

Appendix for further details).

Shared decision making The best process for establishing need for a given pref-
erence-sensitive treatment option. In a shared decision, a health care provider com-
municates to the patient personalized information about the options, outcomes,
probabilities, and scientific uncertainties of available treatment options, and the
patient communicates his or her values and the relative importance he or she places
on benefits and harms. The patient and physician work together to decide which
treatment option best serves the patient’s preferences. The aim of this process is to
ensure informed patient choice.
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Supply-sensitive care  Services such as physician visits, referrals, hospitalizations,
and stays in intensive care units for patients with acute and chronic medical (non-
surgical) conditions where the frequency of use (utilization) is closely association
with the supply of available resources

Unwarranted variation Variation in the utilization of health care services that
cannot be explained by variation in patient illness or patient preferences
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on variation among local hospitals, all within close proximity. The interested
reader can access this report on the Dartmouth Atlas website.

EPILOGUE

. For example, by 2018, the target growth rate in Medicare spending is the aver-

age g-year increase in GDP plus 1 percentage point. So if GDP has been grow-
ing at 2 percent, the target is 3 percent. If Medicare’s growth is faster than that,
then the Independent Medicare Advisory Board is charged with saving the
lesser of (1) the difference between the target growth rate and the real growth
rate or (2) 1.5 percentage points off the projected growth rate. Its authority to
contain costs is unique: if Congress fails to vote to accept or reject the Board’s
proposal, it goes into effect anyway. If Congress votes against the recommen-
dation and the president vetoes it, it will still go into effect unless Congress
finds the two-thirds votes needed to overcome the veto. The Board’s recom-
mendations are turned down only if Congress votes against them and the pres-
ident agrees.

. Moody’s Investor Service recently announced that health care reform legisla-

tion might lead the service to downgrade the bond ratings of the most costly
hospitals. With limited access to the bond market, these providers will find it
difficult to expand capacity.

APPENDIX ON METHODS
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Hughes, and Gerald A. Coffman. 1994. Chronic Conditions and Risk of
In-Hospital Death. Health Services Research 29: 435-460. Over the five-year
period, 6,762,021 deaths occurred among Medicare enrollees who were enrolled
in Medicare Parts A and B (and not enrolled in managed care organizations).
'The vast majority (92.4%) had serious chronic illnesses, defined as the presence
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of one or more of nine conditions specified by Jezzoni et al. Almost go% of
these were hospitalized at least once (87.7%). Our study population for the
hospital-specific analyses was comprised of 4,732,448 enrollees who had one or
more nonsurgical admissions for chronic illness during the five-year period.

. Wennberg, John E., Elliott S. Fisher, Thérése A. Stukel, and Sandra M. Sharp.
2004. Use of Medicare Claims Data to Monitor Provider-Specific Performance
among Patients with Severe Chronic Illness. Health Affairs Supplement (Web
exclusive): VARs-18.

. http://new.cms.hhs.gov/HospitalQualityInits/25_Hospital Compare.asp.

. The five performance measures for acute myocardial infarction are the
percentage of eligible patients receiving (1) aspirin at time of admission,
(2) aspirin at time of discharge, (3) ACE inhibitor for left ventricular dysfunc-
tion, (4) beta blocker at admission, and (s) beta blocker at discharge. The two
congestive heart failure measures are percentage of patients with (1) assessment
of left ventricular function and (2) ACE inhibitor for left ventricular dys-
function. For pneumonia, the three measures are percentage of patients with
(1) oxygenation assessment, (2) pneumococcal vaccination, and (3) timing of
initial antibiotic therapy. The summary scores are equally weighted averages
for the items in each category. Hospital-specific summary scores are given
only for those hospitals for which four of the five acute myocardial infarction
measures and all of the congestive heart failure and pneumonia measures were
based on twenty-five or more patients. See Jha, Ashish K., Zhonghe Li, E.
John Orav, and Arnold M. Epstein. July 21, 2005. Care in U.S. Hospitals—the
Hospital Quality Alliance program. New England Journal of Medicine 353(3):
265-274. (Regional scores in this study are based on the average for each mea-
sure, obtained by summing numerator and denominator information across all
reporting hospitals.)

. Where hospital spending is reported by sectors (e.g., Part B spending by place
of service), a “partitioning approach” has been used: each hospital’s (fully mod-
eled) total Part B payments were partitioned into components based on the
proportional distribution of its crude component spending rates. Similarly,
MedPAR payments for inpatient, long-term and SNF stays and hospice,
home health, and DME payments were partitioned from the hospital’s (fully
modeled) total reimbursement rate based on the sum of payments from all

these ro0%-type files.
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