APPENDIX A: AHA Annual Survey Overview

Conducted since 1946, the AHA Annual Survey is the principal data collection mechanism of the American Hospital Association and is a basic source of data on hospitals in the United States. Its main purpose is to provide a cross-sectional view of the hospital field each year and to make it possible to monitor hospital performance over time.  The information that it gathers from a universe of approximately 5,700 hospitals concerns primarily the availability of services, utilization, personnel, finances, and governance.  Newly added to the 2003 survey were the following questions regarding hospitalists: 

Do hospitalists provide care for patients in your hospital? . YES NO 

· Hospitalist is defined as a physician whose primary professional focus is the care of hospitalized medical patients (through clinical, education, administrative and research activity).

If yes, please report the number of full time and part time hospitalists? 

Full-time ______
Part-time ______

· Full-Time Equivalent (FTE) is the total number of hours worked by all employees over the full (12 month) reporting period divided by the normal number of hours worked by a full-time employee for that same time period. For example, if your hospital considers a normal work week for a full-time employee to be 40 hours, a total of 2,080 would be worked over a full year (52 weeks). If the total number of hours worked by all employees on the payroll is 208,000, then the number of FTEs is 100 (employees). The FTE calculation for a specific occupational category such as Registered nurses is exactly the same. The calculation for each occupational category should be based on the number of hours worked by staff employed in that specific category.

If yes, please select the category below that best describes the employment model for your hospitalists?

Independent provider group 

Employed by your hospital

Employed by a physician group 

Employed by a university or school program 

Other

It is the results from these questions that are the subject of this analysis and the manuscript.

The 2003 AHA Annual Survey was mailed to over 5,700 hospitals in the United States and its territories in December of 2003.  Beginning with the 2000 Annual Survey, hospitals have the option of either submitting a paper survey by mail or completing the survey through a web based collection tool.  Today more than 70 % of the participating hospitals do so on-line.  The mailing universe always consists of both AHA member and non-member hospitals.  The AHA actively maintains a master facility inventory of all opened and operating hospitals.  The process includes periodic updates from sources such as state hospital associations and governmental agencies, the Medicare roster of eligible hospitals, other national specialty hospital association and field representatives to keep the inventory current. As a result, the AHA master facility inventory is known to encompass virtual all U.S. hospitals.

Consider the following additional points on the Annual Survey data collection process before we discuss data sufficiency and the results.  Information reported through the survey is carefully screened for accuracy. The continuity of the survey makes accurate time series analysis possible, a major component of the editing phase involves testing the reliability of the current survey against data reported by the same hospital in previous years. Additional tests include comparing data from a responding hospital and testing each response for consistency and agreement with other information reported on the survey.  Questionable data values uncovered through both approaches are returned to the hospital for clarification. When new items are added to the survey and no historical data are available for testing, the editing routine for these items are based primarily on comparing them with data reported by similar hospitals.  Clearly, the verification challenge is much greater for items newly added to the survey. As a result, the information is more prone to be somewhat flawed. This was certainly a concern with preparing the data from the hospitalists related survey items for this analysis.   

With the Annual Survey and its typically extraordinary rate of return, this simple approach is appropriate.  Since it is known that response to the Annual Survey typically varies, however, between groups of hospitals categorized by size, ownership, and geographic location etc and then again by individual questions, it is imperative that both the hospital groups and individual question on the use of hospitalists are evaluated in terms of response rate.  Therefore, first the overall response rate to the survey by the individual hospital groupings to be used in this analysis will be examined. Second, the response rate to the use of hospitalist question will be examined overall and by the same hospital groupings.  In this analysis, the response rate will be determined by relating the number of overall survey respondents and those to the hospitalist use question to the universe of hospitals for a group.  

The overall response rate to the 2003 AHA Annual Survey for community hospitals was 88 % which is a very high rate of return for a voluntary survey.  The analysis also found that 77 % of all hospitals answered the hospitalist use question.  In examining the groupings used in this analysis, the response rate did not fluctuate wildly or differ materially in most instances.  Significant findings are:

· By the nine U.S Census Divisions, New England, East North Central, East South Central, West North Central, and the Mountain Divisions had response rates in excess of ninety %. Two Divisions, Middle Atlantic and Mountain had the lowest rates of participation with response rates of approximately eighty percent.   In seven out of the nine Census Divisions, more than approximately seventy five percent of the universe responded to the use of hospitalist question.   Significantly lower levels of response were found in the Pacific (60%) and East South Central (63%) Divisions.  Given that the findings will later show that the Pacific Division had a relatively high number of hospitalist groups, the low response rate here might suggest that there are some additional groups not included in the current data.  Since far fewer groups were found in the East South Central Division it is harder to determine if groups are being missed. 

· By the eight AHA bedsize categories, the largest size categories 200-299, 300-399, 400-499, and 500 and over beds all had response rates in excess of ninety percent.   The smallest size category, 6-24 beds had the lowest response rate at just over 80%.  The 25-49, 50-99, and 100-199 bedsize categories each had a rate very close to the national average of eighty eight percent.   For the specific use of hospitalists question, the lowest rate of return was found in the smallest bedsize category at 67 %.  The largest bedsize categories with over 200 beds had over an eighty- percent response rate.  It is in these same categories where the majority of the groups were found. 

· Teaching hospitals had a slightly higher rate of return than did non-teaching hospitals at 90 % and 88 %, respectively.  Many of these hospitals also responded to the hospitalist use question at 82 % and 76 %, respectively. Surprisingly, there was a slightly higher rate of return in rural hospitals than urban ones at 90 % to 87 %, respectively. The percentage of responders answering the hospitalist use question showed a similar pattern at 78 % and 77 %, respectively.  Finally both the state and local government and non-government not-for-profit hospitals had response rates at approximately 90 %.  The investor owned set of hospitals responded at only the 80 % level.   For the hospitalist use question, the response rates were 77 % for state and local government, 81 % for non-government not-for-profit, and 63 % for the investor owned hospital categories.  

