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Tool Refines Risk Assessment of Hospitals
B Y  J A N E  A N D E R S O N

FROM ANESTHESIOLOGY

A
research team based at the Cleveland Clinic has
released a new risk assessment tool to allow fair
comparison of hospital outcomes across insti-

tutions. The tool provides a reliable way for hospitals
to predict length of stay and mortality for surgical pa-
tients using only administrative data, researchers said.

The tool – the Risk Stratification Index – is in the pub-
lic domain. The Cleveland Clinic uses it to stratify risk
in its internal outcomes analyses, according to Dr.
Daniel Sessler, the article’s lead author, who chairs the
department of outcomes re-
search at the clinic (Anesthesiol-
ogy 2010;113:1026-37).

“Hospitals are already being
compared,” Dr. Sessler said in an
interview. “But comparisons only
make sense after adjusting for
baseline and the risk associated
with different operations. Our
Risk Stratification Index allows
for an accurate and fair compar-
ison among hospitals using only publicly available
data.” He said a new risk assessment tool was needed
because institutions use various systems to evaluate out-
comes, and many of these systems are proprietary and
nontransparent.

“Available systems are either inaccurate or require
special clinical data that are not generally or publicly
available,” he said, adding that the Risk Stratification In-
dex (RSI) is more accurate than other generally avail-
able nonproprietary systems, and uses only publicly
available billing information. 

To develop the index, Dr. Sessler and his colleagues
used more than 35 million patient stay records from
2001-2006 Medicare Provider Analysis and Review files,
randomly dividing them into development and valida-
tion sets. RSIs for length of stay and mortality end
points were derived from aggregate risk associated
with individual diagnostic and procedure codes.

Next, the researchers tested performance of the RSIs

prospectively on the validation database, as well as on
a single institution registry of 103,324 adult surgical pa-
tients, and compared the results with an index designed
to predict 1-year mortality.

They found that the risk stratification model accurately
predicted 30-day and 1-year postdischarge mortality,
while separate risk stratification models predicted length
of stay and in-hospital mortality. The risk predictions are
accurate for as few as 2,000 patients, meaning the sys-
tem can be used effectively by small hospitals.

“RSI is a broadly applicable and robust system for as-
sessing hospital length of stay and mortality for groups
of surgical patients based solely on administrative

data,” Dr. Sessler and his col-
leagues concluded in their paper.

They wanted to make the RSI
available to any hospital, so they
put it in the public domain, Dr.
Sessler explained. He anticipates
that it will be adopted rapidly be-
cause it’s objective, transparent,
requires only billing codes, and is
free to use. Details of how to use
the system and sample files are

available at www.clevelandclinic.org/RSI. 
The tool shows promise but has some drawbacks, Dr.

Charles Mabry of the University of Arkansas in Pine
Bluff noted in an interview. “Like many risk adjustment
methods, this relies upon the administrative data set,
which is submitted with hospital bills to insurers. As such,
many clinical factors, such as weight, blood pressure,
drugs used, socioeconomic status, etc., aren’t reported,
and thus [are] unavailable to help with risk stratification.”

For large numbers of patients, the administrative data
set can help reveal major differences in such factors as
treatment and medications, Dr. Mabry said. However, for
smaller numbers of patients – for example, the number
in a group that had one particular surgical procedure –
it becomes weaker, he said. 

Other large organizations, along with the Centers for
Medicare and Medicaid Services, are using the adminis-
trative data set for their own risk adjustment algorithms,
Dr. Mabry noted.

The American College of Surgeons’ National Surgi-
cal Quality Improvement Program (NSQIP) does mea-
sure the clinical factors omitted from the administra-
tive data set, along with some complications that might
also be missed, said Dr. Mabry. “Thus, compared with
the Sessler index, it can more reliably detect differences
in outcomes for smaller numbers of patients, such as
comparing the outcomes of gallbladder surgery be-
tween various hospitals,” he said.

However, the Physician Quality Reporting Initiative
(PQRI) primarily measures process as opposed to out-
comes, Dr. Mabry said. “I think PQRI is a waste of time
and effort,” he said. “Many feel that outcomes mea-
surement is really what we need to be aiming for, rather
than process compliance.”

Dr. Chad Rubin, a surgeon in Columbia, S.C., agreed
that the RSI is limited through its use of the adminis-
trative data set. “While it appears a useful tool, I am al-
ways reticent to give credence to something so impor-
tant as hospital (and maybe doctor) outcomes when the
original data may be flawed,” he said in an interview.

The NSQIP, meanwhile, “may be more relevant to
quality. For instance, the definition of skin and soft tis-
sue infection, while a very common diagnosis/compli-
cation, varies widely in the claims data but has a strict
definition by NSQIP,” Dr. Rubin said. “While NSQIP is
expensive (both the enrollment and FTE required), it de-
pends on the quality of the data as to whether it is too
resource-intensive. I’m sure hospitals have spent a lot
more on SCIP [Surgical Care Improvement Project] than
on NSQIP for a lot less improvement in quality.”

NSQIP remains the gold standard, Dr. Rubin said.
“The use of good clinical data carefully collected and
carefully risk adjusted is, in my opinion, the way to go,”
he said. “I’m worried that lesser claims data will not be
accurate but will be acted upon as if it were.”

Dr. Sessler said he agrees that the NSQIP registry is
valuable, but it applies to a limited number of hospi-
tals, and fewer than 1% of U.S. surgical patients. “Spe-
cially trained nurses must abstract clinical details from
the records of each NSQIP patient,” he said. “Because
NSQIP applies to so few patients in so few hospitals, it
cannot be used to compare hospital performance.” ■

The RSI provides
‘an accurate and
fair comparison
among hospitals
using only
publicly available
data.’ 

DR. SESSLER

Incentives Play Larger Role in Hospitalist Compensation
B Y  JA N E  A N D E R S O N

Although base salary plus added bonus-
es based on quality and productivity

measures represent the predominant com-
pensation structure for hospitalists,
methodologies for paying hospitalists vary
widely and appear to be evolving toward
paying a higher percentage of compensa-
tion as incentives, experts said.

The bulk of hospitalist reimbursement
is centered on salary, but productivity and
quality incentives can provide as much as
30%, 40%, or even 50% of compensation,
according to Jeffery Milburn, a consultant
with MGMA Healthcare Consulting
Group. “Employers – especially hospitals
– are paying more at the moment to try
and align hospital and physician goals,” he
said.

Dr. Steven Deitelzweig, chairman of hos-
pital medicine at Ochsner Medical Center,
New Orleans, agreed. “Base plus incentives
are becoming the rule, with the incentives
focusing on the hospital’s goals and objec-
tives for the calendar year.” 

Dr. Deitelzweig added that incentives
can be tied to the gamut of hospital goals,

from increasing relative value units (RVUs)
and diagnosis-related group payment to
quality and outcomes measures such as
mortality and complication rates. Under
health care reform, greater emphasis is
likely to be placed on utilization mea-
sures, such as readmission rates and dis-
charge times. Patient satisfaction, acade-
mic productivity, and “general
citizenship,” which can include working
on committees or spearheading new pro-
grams, may also play a role.

A small number of hospitalists are
reimbursed solely on the basis of their pro-
ductivity, Mr. Milburn said. In those cas-
es, the hospital or physician group mea-
sures work RVUs or patient encounters
and pays a flat rate based on how much
work the physician performs, “regardless
of how many days or hours you work.”

It can be difficult to craft these types of
productivity incentives for hospitalists be-
cause they have limited control over the
patient population at any given time, he
said. “Hospitals don’t want them churning
patients or overcoding, and hospitals don’t
want them fraudulently billing to make up
their productivity,” he said.

Quality incentive payments based on
patient satisfaction can be tricky as well,
Mr. Milburn said, adding, “half the time
the patient doesn’t even remember who
called on them. Also, a lot of patients are

going to see two or three different hospi-
talists during their stays.”

In most cases, the physicians and the
facility determine what to measure
together – that way, the hospitalists buy
into the measures.

Hospitalists seem comfortable with
most payment methodologies, as long as
they’re communicated fairly, Dr.
Deitelzweig agreed.

In most practice environments, new
physicians tend to prefer guaranteed com-

pensation in the form of straight salary. As
physicians become more experienced,
they’re more willing to accept productiv-
ity-based compensation plans, Mr.
Milburn said.

Dr. Alpesh Amin, professor and chair-
man of medicine at the University of Cal-
ifornia, Irvine, and executive director of its
hospitalist program, said he thinks incen-
tive payments that provide about 20%-
30% in compensation above a base salary
work well. “If you just give someone a
$5,000 bonus, how meaningful is that for
someone who makes $200,000?” he asks.
“A $50,000-$60,000 bonus is a lot more
meaningful.” The bonus also should be
above a fair salary, not “something that
gets them back to a reasonable market
value salary.” 

Incentive plans based on individual
RVUs have limitations because hospitalists
don’t have complete control over their
work RVUs, he said. Metrics that measure
whether hospitalists are documenting and
coding to an appropriate maximum level
potentially can work better, he said. An-
other component to an incentive pro-
gram could involve chart reviews. ■

Incentive
payments that
provide about
20%-30% in
compensation
above a base
salary work well. 
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