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Appendix B: Hospital Comment letters

The statute that mandates public reporting of hospital risk-adjusted outcomes by OSHPD specifies 
that hospitals and their medical staff be given 60 days to review their performance results before the 
report is released to the public. Hospitals and their chiefs of staff were encouraged, but not required, 
to submit written comments. 

Issues of Concern in Hospital Comment letters

For the 2003-2005 community-acquired pneumonia (CAP) report, a total of seven hospital comment 
letters were received. Most letters concern the following topic areas:

1. Increased quality assessment activities
Four hospitals stated that while they applauded OSHPD’s intentions regarding the release of this 
report, they were already actively engaged in other quality assurance activities.  These included the 
Joint Commission on Accreditation of Healthcare Organization’s (JCAHO) Core Measures set for 
pneumonia, the California Hospital and Reporting Taskforce’s voluntary reporting initiative, and active 
promotion of practices such as oxygen assessment and administration of appropriate antibiotics within 
4 hours of hospital arrival to improve the quality of care and outcomes for CAP patients. One hospital 
suggested that readers also consult their current performance on these other measures, some which 
are more timely.

Response:  The Office of Statewide Health Planning and Development (OSHPD) is encouraged 
that these hospitals are using this report and findings from other quality assessment activities to 
take meaningful steps to improve care for pneumonia patients.  Consumer decision-making is 
enhanced by having multiple, independent sources of quality information. 

2. Concerns about data quality and coding errors
Three hospitals identified staff miscoding of source of admission as a problem that affected their 
results in a negative manner.  They claimed that a number of patients from Skilled Nursing Facilities 
(SNF) and “board and care” facilities were mistakenly coded as coming from home. The report 
methodology excludes SNF patients in calculating hospital results because these patients are 
considered sicker and their pneumonia may not have been community-acquired. Another hospital 
had also miscoded diagnoses so that important risk factors (e.g., respiratory failure, history of cancer, 
septicemia) were missing when the hospital results were calculated. 

Response:  This is the third report on hospital pneumonia outcomes that California has issued 
over the last six years. Thus, hospitals have had time to put systems in place to improve coding 
practices at their institutions.  Correct coding of “source of admission” is explained for reporting 
facilities in the Patient Discharge Data Reporting Manual.  An update of the manual was mailed 
to each hospital in August, 1994, which explained how to code “source of admission” and 
subsequent training has also been provided.  
 
OSHPD, along with federal, state, local, and other entities use the patient discharge data to 
make assessments about hospital care in California and rely on hospitals to submit accurate 
data.  Furthermore, once these data are submitted to and accepted by OSHPD, hospitals are not 
allowed to make corrections. This policy enables OSHPD to release the data in a timelier manner. 
Facilities that identify shortcomings in their discharge data may benefit from review of their record 
abstraction process and introduce changes in staff training or instructions to prevent future errors.
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3. Concerns about the risk model 
Two hospitals noted that a substantial number of their patients were admitted with Do Not Resuscitate 
(DNR) orders and that this information was not included in the risk model.  In previous reports, 
DNR was included as a patient-level risk factor.  Another two hospitals suggested that the analytic 
approach used for the CAP report is appropriate and provides a unique opportunity to evaluate their 
performance in relationship to other hospitals across the state.

Response: The Technical Advisory Committee (TAC) for OSHPD recommended that DNR not 
be used in the current risk model given the bias that is introduced to hospital results as noted in 
pages 5-6 of this report. OSHPD is currently working with its constituents to create a new indicator 
for “comfort care only” that might replace “DNR.” 

4.  Deaths that occur post-discharge
Four hospitals were concerned that patients who died in hospices, skilled nursing facilities (SNFs), 
and other hospitals after discharge from their hospital (but within 30 days of admission for CAP) were 
counted when calculating their facility’s risk-adjusted death rate.  

Response:  Hospital discharge practices differ widely from one institution to the other.  This results 
in some hospitals discharging their patients sooner than other hospitals, transferring many for full 
recovery at another site, discharging patients to on-site facilities such as hospices, or not being 
able to send dying patients anywhere.  Thus, use of an in-hospital mortality measure would be 
unfair, giving hospitals with more discharge flexibility an ability to exert greater control of their risk-
adjusted mortality rate through discharge practices.  As such, most experts in hospital outcomes 
assessment have advised that the 30-day mortality rate is the fairest measure. 

5. Other
Two hospitals were concerned about the report using ‘old’ data when their clinical practices have 
improved since 2005. 

Response: The data years for the current report are based on the availability of both the PDD 
(OSHPD) and Death (California Department of Public Health) data. The death data files for 2006 
and onward were not available at the time of data analysis and report writing.  

One hospital suggested that the hospital’s efforts towards patient lifestyle modification such as 
promoting smoking cessation and increasing preventative care efforts, which contribute to patients’ 
survival, should be included in the model.

Response:  While OSHPD recognizes such activities as valuable additions, the mortality outcome 
can only be risk-adjusted for factors that can be measured and are currently available in the 
patient discharge abstract. Such information is not currently collected.
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