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• Reply: We thank Morley and Harper for their 
thoughtful letter, although we take issue with some 
of the points they have raised. We apologize for 
citing the incorrect number of hospitals participat-
ing in the Cleveland Health Quality Choice pro-
gram. 

All physicians know that no diagnostic test is 
100% accurate, but there clearly are degrees of inac-
curacy beyond which a test becomes useless. As in 
the case of risk-adjustment technologies, there are 
well accepted measures of the accuracy of diagnostic 
tests, eg sensitivity, specificity, predictive value, and 
correlation coefficients. I am unaware of any useful 
laboratory test with a correlation coefficient (R2) as 
low as 0.35 (equivalent to 3 5 % "accuracy" in this 
context), as was the case with the Cleveland Health 
Quality Choice data. Such assays have gone the way 
of the thymol turbidity test and the basal metabo-
lism test. They yield misleading data and have been 
appropriately discarded. The fact that the outcomes 
measures in the Cleveland Health Quality Choice 
project perform as well or better than those in simi-

lar projects elsewhere may only indicate that it is 
among the best in a group of methodologies that all 
perform at an unacceptable level. 

It is reassuring that gaming has not been found in 
the Cleveland Health Quality Choice Project so far. 
However, we still believe that the potential for gaming 
exists, and that such gaming may not be easy to detect. 

Morley and Harper state that Cleveland Health 
Quality Choice regularly releases risk-adjustment 
variables and coefficients to participating hospitals 
for independent review. While now true, this release 
of information was agreed to belatedly and reluc-
tantly, and the hospitals are sworn to secrecy, thus 
retaining the "black box" characteristic for everyone 
but the hospitals. 

Claims of great savings and improved outcomes 
resulting from the project cannot be substantiated, 
since similar savings occurred not only in Cleve-
land, but throughout the country. These savings 
began appearing before the Cleveland project 
started and have continued throughout its exist-
ence. Rather than these cost savings being the result 
of outcomes reporting, it is more likely the savings 
were the result of improving technology and in-
creasing market pressure to contain costs. 

Employers in Cleveland have paid only a small 
portion of the true costs of the project. Most of the 
project's true costs reside in additional personnel 
hired by hospitals to extract data retrospectively 
from clinical records. These expenses become part 
of the cost of doing business for hospitals and get 
passed to consumers as increased health care costs. 
Furthermore, Cleveland employers have recently 
withdrawn their financial support for the project. 

Finally, we do not believe there is anything pejo-
rative in the articles; the facts speak for themselves. 

JOHN D. CLOUGH, MD 
Editor-in-Chief 

HANDGUNS 

• To the Editor: Please permit me to take violent 
exception to a statement that you made regarding 
the public health risk of the "ready availability of 
handguns" in your editorial "An ounce of preven-
tion" (May/June 1996).1 Please be advised that 
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