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Mortality for Publicly Reported Conditions
and Overall Hospital Mortality Rates
Marta L. McCrum, MD; Karen E. Joynt, MD, MPH; E. John Orav, PhD; Atul A. Gawande, MD, MPH;
Ashish K. Jha, MD, MPH

P ublic reporting of hospital performance has emerged as
a central strategy for improving the quality of US hos-
pital care. The goals of public reporting include provid-

ing consumers with information so they can make choices
about where to seek care, giving feedback to providers about
their own performance, and providing payers with perfor-
mance targets for financial incentives. Public reporting of clini-
cal outcomes such as mortality rates has become increasingly
important, in part because outcomes are easily interpretable
by both consumers and policy makers and represent mean-
ingful end results of hospital care. Starting in 2014, the Cen-
ters for Medicare & Medicaid Services, the largest payer in the

nation, will begin using mortality rates as a key measure in de-
termining hospital payments through its Value-Based Pur-
chasing program.1

A serious concern with current public reporting and pay-
for-performance programs, however, is that they focus on only
3 conditions: acute myocardial infarction, congestive heart fail-
ure, and pneumonia.2 While these conditions are common, to-
gether they account for only 13% of all hospitalizations for the
elderly (and an even smaller proportion of care for the
nonelderly).3 It is unclear whether high performance on these
3 conditions is an adequate measure for the overall perfor-
mance of a hospital. Although recent studies have shown mor-

IMPORTANCE Federal efforts about public reporting and quality improvement programs for
hospitals have focused primarily on a small number of medical conditions. Whether
performance on these conditions accurately predicts the quality of broader hospital care is
unknown.

OBJECTIVE To determine whether mortality rates for publicly reported medical conditions are
correlated with hospitals’ overall performance.

METHODS Using national Medicare data, we compared hospital performance at 2322 US
acute care hospitals on 30-day risk-adjusted mortality, aggregated across the 3 publicly
reported conditions (acute myocardial infarction, congestive heart failure, and pneumonia),
with performance on a composite risk-adjusted mortality rate across 9 other common
medical conditions, a composite mortality rate across 10 surgical conditions, and both
composites combined. We also examined the relationship between alternative surrogates of
quality (hospital size and teaching status) and performance on these composite outcomes.

RESULTS Our sample included 6 670 859 hospitalizations for Medicare fee-for-service
beneficiaries from 2008 through 2009. Hospitals in the top quartile of performance on
publicly reported conditions had a 3.6% lower absolute risk-adjusted mortality rate on the
combined medical-surgical composite than those in the bottom quartile (9.4% vs 13.0%;
P < .001). These top performers on publicly reported conditions had 5 times greater odds of
being in the top quartile on the overall combined composite risk-adjusted mortality rate (odds
ratio [OR], 5.3; 95% CI, 4.3-6.5). Mortality rates for the index condition were predictive of
medical (OR, 8.4; 95% CI, 6.8-10.3) and surgical (2.7; 2.2-3.3) performance when these
groups were considered separately. In comparison, large size (OR, 1.9; 95% CI, 1.5-2.4) and
teaching status (2.4; 1.8-3.2) showed weaker relationships with overall hospital mortality
rates.

CONCLUSIONS AND RELEVANCE Hospital performance on publicly reported conditions can
potentially be used as a signal of overall hospital mortality rates.
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tality rates for the 3 index conditions to be moderately well cor-
related among themselves,4 the degree to which these
conditions reflect performance on a broader range of medical
and surgical conditions is unknown.

Understanding this issue is critical for 3 reasons. First, the
degree to which performance on certain marker conditions cor-
relates with broader hospital performance can help policy mak-
ers determine whether public reporting and pay-for-
performance programs should be based more broadly. Second,
for consumers, this information can provide important in-
sights into how they are likely to fare if they choose a hospital
based on its performance on this set of conditions. Finally, for
clinical and quality experts, these data can answer the criti-
cal question of whether there really is such a thing as a “good
hospital” and provide insights into why performance seems
to vary so greatly across institutions.

Therefore, in this study, we sought to answer 3 ques-
tions: first, to what extent do mortality rates for high perfor-
mance on the reported conditions help consumers identify hos-
pitals that are high performers overall or avoid hospitals that
are low performers overall? Second, what is the absolute mor-
tality gradient associated with this effect? Finally, how well do
aggregate mortality rates for the 3 reported conditions com-
pare with more traditional proxies for hospital quality, such
as size (as an indicator of volume)5,6 and major teaching status,7

in identifying high-quality hospitals?

Methods
Data
We used the Medicare Provider Analysis and Review files to
identify all elderly fee-for-service enrollees admitted to a non-
federal acute care hospital during 2008 or 2009. We began with
4580 acute care hospitals that treated Medicare patients in the
50 states or the District of Columbia and excluded all 1270 Criti-
cal Access Hospitals because they are not required to partici-
pate in federal public reporting and their sample sizes are gen-
erally small. We further excluded 988 acute care hospitals with
fewer than 25 admissions for our medical or surgical condi-
tion of interest. Our final sample of 2322 hospitals provided
90.3% of all acute care for Medicare fee-for-service patients in
the United States. We used the American Hospital Associa-
tion survey8 from 2009 to obtain data on hospital character-
istics, including size, teaching status (membership in the Coun-
cil of Teaching Hospitals), ownership, geographic region,
proportions of Medicare and Medicaid patients, and nursing
ratios. The hospitals in our database represent 93% of all hos-
pitals reporting to the American Hospital Association. We ob-
tained data on the communities in which the hospitals were
located using the 2009 Area Resource File.9

Primary Predictor
Our primary predictor was an aggregate of 30-day mortality rates
for the 3 publicly reported conditions. We identified all hospi-
talizations with primary discharge diagnoses of acute myocar-
dial infarction, congestive heart failure, or pneumonia (see the
International Classification of Diseases, 9th Revision, Clinical

Modification codes for each condition in eTables 1 and 2 in the
Supplement. For every condition, each patient’s likelihood of
death within 30 days of admission was adjusted for urgency of
admission, age, sex, race, and 29 comorbid medical conditions
using the Medicare risk adjustment model developed by the
Agency for Healthcare Quality and Research.10 We then created
an aggregate mortality rate for each hospital using indirect stan-
dardization, a method for creating composite outcomes that
takes into account differences in the mix of conditions at each
hospital as well as hospitals’ performance for each condition (see
eMethods in Supplement for details).11 As is customary in most
studies examining hospital mortality rates, we assigned patients
who were transferred to the admitting hospital.

Outcomes
Our outcomes of interest were composite medical and surgical
30-day mortality rates. We first built medical and surgical com-
posite mortality rates separately and then, for our primary out-
come, combined both to create a single composite score for the
hospital. To select the conditions used in the medical compos-
ite rate, we took the 15 most common diagnosis-related groups
among all US hospitals and excluded the 3 publicly reported con-
ditions. Next, we excluded 3 other diagnosis-related groups be-
cause they had large clinical heterogeneity (metabolic or nutri-
tional disorder), had low mortality rates (chest pain), or were
primarily managed surgically (hip fracture). The medical com-
posite rate was calculated across the remaining 9 conditions:
stroke, arrhythmia, chronic obstructive pulmonary disease, re-
spiratory tract infection, sepsis, urinary tract infection, gastro-
intestinal bleed, renal failure, and esophagitis or gastroenteri-
tis. Because respiratory tract infections are clinically related to
pneumonia, as a sensitivity analysis, we re-created the medi-
cal composite mortality rate without that condition, which had
no qualitative effect on our findings. All patients included in the
analysis were identified using the appropriate International Clas-
sification of Diseases, 9th Revision, Clinical Modification pri-
mary diagnosis codes (eTable 1 in Supplement) corresponding
to our conditions of interest.

In building a surgical composite mortality rate, we con-
sidered 25 common general surgery and cardiothoracic pro-
cedures and selected those performed, on average, at least
10 000 times per year across the Medicare population with a
median mortality of more than 2%. This produced 7 proce-
dures: coronary artery bypass grafting, aortic valve repair,
above-knee amputation, colon resection, small bowel resec-
tion, exploratory laparotomy, and pulmonary lobe resection.
To this list we added 3 procedures classified by the Agency for
Healthcare Quality and Research as inpatient quality indica-
tors: abdominal aortic aneurysm repair, esophagectomy, and
pancreatectomy. Patients were identified using primary Inter-
national Classification of Diseases, 9th Revision, Clinical Modi-
fication procedure codes (eTable 2 in Supplement). Patients
with a primary medical diagnosis and a primary procedure code
of interest were allocated to the surgical group, since their care
would most likely be provided primarily by a surgical service.
The composite medical and surgical mortality rates were cal-
culated in the same manner as the aggregate rate for the pub-
licly reported conditions.
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Finally, we built an overall composite, which we refer to
as the overall hospital mortality rate, combining the indirect
standardized medical composite and the indirect standard-
ized surgical composite by averaging the rates. Given the large
differences in volume between medical and surgical condi-
tions, we gave equal weight to both medical and surgical com-
posites.

Analysis
Hospital Characteristics
We categorized hospitals into quartiles based on their aggre-
gate mortality rate for the publicly reported conditions and des-
ignated those in the lowest mortality quartile as top perform-
ers and those in the highest mortality quartile as poor
performers. We examined characteristics of the hospitals, their
patient populations, and the communities in which they were
based across the 4 quartiles of performance.

Mortality Rates
To assess the potential size of the benefit conferred by being
a top performer on the publicly reported conditions, we cal-
culated risk-adjusted mortality rates (overall and for medical
and surgical composites separately) within each quartile of per-
formance on the publicly reported conditions. Overall mor-
tality rates for quartiles of performance on publicly reported
conditions were compared using analysis of variance with
Tukey pairwise comparisons.

Predicting Hospital Performance
We examined how well mortality for publicly reported condi-
tions predicted performance on overall hospital mortality.
Within each quartile of mortality for the publicly reported con-

ditions, we calculated the proportion of hospitals in each quar-
tile of overall hospital mortality. Then, to determine whether
choosing a top performer on the publicly reported conditions
would improve the odds of choosing a top performer in over-
all hospital performance, we calculated the odds of a top per-
former on our predictor also being in the top quartile for the
overall hospital mortality rate. We also examined whether
choosing a top performer on the publicly reported conditions
would help avoid selecting a low performer for overall hospi-
tal mortality rate. We then used the same process to deter-
mine the effect of choosing a poor performer. We repeated these
analyses on medical and surgical composites separately. Fi-
nally, we tested for a difference in the ability of the mortality
rate for the index condition to predict performance on medi-
cal vs surgical outcomes by introducing an interaction term into
the model.

Because we were concerned that the relationship between
the aggregated mortality rates of the publicly reported condi-
tions and the composite outcomes might be confounded by
characteristics of the hospital, we built multivariable logistic re-
gression models to adjust for these factors. The following hos-
pital characteristics were included as covariates in the models:
hospital size, teaching status, ownership, geographic region, lo-
cation (urban vs rural), median county income, nurse-to-
census ratio, the hospital’s Disproportionate Share Index, and
the proportion of Medicare patients in the hospital.

Testing Commonly Used Predictors of Performance
We next examined how well 2 other commonly used markers
of hospital quality—large size (a proxy for volume) and being
a major teaching hospital—performed in predicting overall hos-
pital mortality rates. We built bivariate models to calculate odds

Table 1. Hospital Characteristics, by Quartile of Publicly Reported Condition Mortalitya

Characteristic

Lowest
Reported
Condition
Mortality
(n = 575)

Quartile 2
(n = 582)

Quartile 3
(n = 584)

Highest Reported
Condition
Mortality
(n = 581) P Value

Size, No. of beds

Small (<100) 10.6 12.4 12.5 24.6

<.001Medium (100-399) 66.1 63.4 68.5 66.4

Large (≥400) 23.3 24.2 19.0 9.0

Ownership

For profit 11.0 16.0 16.6 22.4

<.001Nonprofit 79.5 74.2 70.4 59.4

Public 9.6 9.8 13.0 18.2

Region

Northeast 25.6 19.2 16.4 12.6

<.001
Midwest 27.0 27.2 24.7 21.9

South 29.2 37.1 43.1 44.1

West 18.3 16.5 15.8 19.5

Urban location 97.7 97.4 97.4 94.0 <.001

Major teaching hospital 17.7 11.7 8.9 6.4 <.001

Nurse-to-census ratio 7.2 7.1 7.0 7.3 .28

Proportion of patients with
Medicare

45.1 45.4 45.5 45.1 .82

County household income, mean, $ 41 700 38 500 36 600 34 300 <.001

a Values are presented as
percentages unless noted
otherwise.
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ratios (ORs) for the likelihood of large hospitals being in the
top or bottom quartile of overall hospital outcomes as well as
for medical and surgical outcomes separately. We repeated
these analyses for major teaching hospitals.

Sensitivity Analyses
Since public reporting programs typically report mortality
rates for individual conditions, we repeated the analyses
described earlier using individual reported conditions as the
predictor variable and the overall hospital, medical, and
surgical composites as the outcome variables. We also
repeated these analyses using pairs of reported conditions
as the predictor variable to determine whether a particular
combination was a stronger predictor of broader overall
hospital mortality rates than others. Finally, we repeated
the main analyses using hospital mortality rates from the
Centers for Medicare & Medicaid Services as our primary
predictor.

As an additional sensitivity analysis, we assessed
whether the association between the publicly reported con-
ditions and broader hospital outcomes was consistent
among relatively healthy patients as well as among those
who were particularly sick. We built risk-adjusted models
initially limiting our sample to just low-comorbidity
patients (those with <3 comorbidities) and examined the
relationship between performance on the publicly reported

conditions and our outcomes of interest (overall hospital
mortality, medical composite, and surgical composite). We
then repeated these analyses among high-comorbidity
patients (those with ≥3 comorbidities).

We considered a 2-sided P value of less than .05 to be sig-
nificant. Analyses were performed using SAS version 9.2 (SAS
Institute) and Stata 12.1 (StataCorp LP). This study was ap-
proved by the Office of Human Research Administration at the
Harvard School of Public Health.

Results
Hospital Characteristics
The top performers—hospitals in the lowest mortality quar-
tile for the publicly reported conditions—were more often lo-
cated in the Northeast and Midwest and were large, urban,
teaching, and nonprofit institutions compared with the poor
performers (Table 1). Top performers tended to be in counties
with higher median incomes.

Patient Characteristics
The patient population captured by the selected reported,
medical, and surgical diagnoses represented 6 670 859
admissions, which together accounted for 43.1% of all
admissions and 57.0% of deaths among the study hospitals.

Table 2. Patient Characteristics, by Quartile of Publicly Reported Condition Mortalitya

Characteristic

Lowest Reported
Condition Mortality

(n = 1 905 009)

Quartile 2
(n = 1 874

700)

Quartile 3
(n = 1 626

299)

Highest Reported
Condition Mortality

(n = 1 138 132)
Age, mean, y 79.4 79.2 79.2 79.1

Female sex 56.3 56.4 56.9 57.4

Race

White 85.1 85.4 85.5 84.7

Black 10.0 10.0 10.2 10.2

Hispanic 1.8 1.7 1.6 2.1

Other 3.1 3.0 2.6 3.0

Comorbidities

Type 2 diabetes mellitus without
complications

19.1 20.5 21.0 22.1

Type 2 diabetes mellitus with
complications

3.8 3.7 3.8 3.6

Hypertension 51.6 53.1 53.8 54.3

Chronic kidney disease 15.1 14.4 14.3 13.1

Chronic pulmonary disease 19.6 20.3 20.5 20.8

Cancer 6.9 6.6 6.5 6.2

Peripheral vascular disease 6.3 6.4 6.3 6.1

Obesity 3.8 3.8 3.8 3.7

Other patient characteristics

Medicaid eligible 19.7 21.0 22.2 26.4

Length of stay, mean, d 6.0 5.9 5.8 5.7

Type of admission

Emergency 76.4 74.5 70.4 62.1

Urgent 12.5 14.9 18.2 25.5

Elective 10.9 10.5 11.2 12.2

Other 0.2 0.1 0.2 0.2

a Values are presented as
percentages unless noted
otherwise. All P values are less than
.001 for comparison across the 4
quartiles.
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Patients at the top-performing hospitals were slightly older
than those at the poor-performing hospitals and had a
slightly lower prevalence of uncomplicated type 2 diabetes
mellitus and hypertension but a higher prevalence of
chronic kidney disease and cancer. Patients at top-
performing hospitals were less likely to be eligible for Med-
icaid and more often admitted on an emergency basis
(Table 2).

Mortality Rates
Overall hospital mortality was 3.6% lower at top-performing
hospitals for publicly reported conditions than at hospitals in
the lowest-performing quartile (9.4% vs 13.0%; P < .001). The
differences in the mortality rates were similarly large for the
medical and surgical composites (Figure 1).

Predicting Performance
Top-performing hospitals on the publicly reported condi-
tions had more than a 5-fold higher odds of being in the
best quartile of overall risk-adjusted hospital mortality
compared with other hospitals (OR, 5.3; 95% CI, 4.3-6.5)
(Table 3). Odds ratios remained statistically significant
when we considered medical (OR, 8.4; 95% CI, 6.8-10.3) and
surgical (2.7; 2.2-3.3) mortality separately (Table 3). Publicly

reported conditions tended to be a stronger predictor of per-
formance for medical outcomes than surgical outcomes (P <
.001 for interaction). When individual reported conditions
were used as the predictor, the results were similar,
although the magnitude of these associations was smaller.
These patterns persisted when we adjusted for hospital and
community characteristics using multivariable regression
models (eTable 3 in Supplement). Poor-performing hospitals
had significantly increased odds of also being poor perform-
ers on overall risk-adjusted hospital mortality (OR, 4.5; 95%
CI, 3.7-5.5) (eTable 4 in Supplement).

Top-performing hospitals on the publicly reported con-
ditions had 81% lower odds of being in the worst quartile of
overall mortality (OR, 0.19; 95% CI, 0.14-0.27) (Table 4).
These patterns persisted for the medical and surgical com-
posites, and after adjusting for hospital and community
characteristics (eTable 5 in Supplement). Poor-performing
hospitals on the publicly reported conditions had much
lower odds of being in the best quartile of overall mortality
(eTable 6 in Supplement).

Comparison With Traditional Markers of High Performance
Large hospitals (those with ≥400 beds) had somewhat
higher odds of being a top performer on the overall hospital
outcomes than nonlarge hospitals (OR, 1.9; 95% CI, 1.5-2.4),
as did teaching hospitals compared with nonteaching hospi-
tals (2.4; 1.8-3.2). However, both were weaker predictors of
top performance than the aggregate publicly reported con-
ditions, especially when predicting performance on the
composite of medical conditions (Figure 2).

Sensitivity Analyses
When we repeated the main analyses using mortality
rates generated by the Centers for Medicare & Medicaid Services
as our primary predictor, the results were qualitatively
similar (eTables 7-9 in Supplement). Finally, when we examined
the relationships stratified by the underlying level
of comorbidity, we found nearly identical results for those with
fewer than 3 comorbid conditions. However, for the small num-
ber of patients with 3 or more cormorbid conditions, the pub-
licly reported conditions were a significant predictor of per-
formance on the medical mortality composite but were no
longer significant for the surgical or overall mortality compos-
ites (eTables 10 and 11 in Supplement).

Figure 1. Absolute Mortality Rates Across Quartiles of Publicly Reported
Condition Mortality
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Table 3. Odds of Being a Top Performer on Overall Risk-Adjusted Mortality Rates for Top-Performing Hospitals
on Publicly Reported Conditionsa

Characteristic

Odds of Being a Top Performer,
Mortality Composite, OR (95% CI)

Overall Medical Surgical
Top performers on
aggregated publicly
reported conditions

5.32 (4.33-6.54) 8.36 (6.76-10.34) 2.70 (2.20-3.30)

Top performers

Acute myocardial
infarction

2.81 (2.29-3.44) 2.84 (2.32-3.47) 2.10 (1.71-2.57)

Congestive heart failure 2.82 (2.30-3.45) 5.03 (4.10-6.18) 1.73 (1.41-2.13)

Pneumonia 3.50 (2.86-4.29) 5.11 (4.16-6.27) 2.00 (1.63-2.46)

Abbreviation: OR, odds ratio.
a Models are adjusted for patient

characteristics and comorbidities.
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Discussion

A hospital’s 30-day mortality rates for Medicare’s 3 publicly
reported conditions—acute myocardial infarction, conges-
tive heart failure, and pneumonia—were correlated with
overall hospital mortality rates, even in clinically dissimilar
fields. Hospitals in the top quartile of performance on the
publicly reported mortality rates had greater than 5-fold
higher odds of being top performers for a combined metric
across 19 common medical and surgical conditions, translat-
ing into absolute overall mortality rates that were 3.6%
lower for the top performers than for the poor performers.
Finally, performance on the publicly reported conditions far
outperformed 2 other widely used markers of quality: size
and teaching status.

It is unclear exactly why mortality rates for different con-
ditions should be common within a hospital. One view is that
common processes of care and systems characteristics may
contribute to this consistency. For example, hospitals may have
relatively uniform procedures for ordering and cross-

checking medications, reporting critical laboratory or radiol-
ogy results, or using electronic clinical decision support tools
across services and departments. However, there may be
greater similarity between processes and systems of care for
medical conditions within a hospital than there is across medi-
cal and surgical services. This may explain the somewhat stron-
ger effect of the publicly reported conditions on predicting spe-
cific factors likely still contribute to patient outcomes, the
broader findings from our work support the notion that there
may actually be “good” and “bad” hospitals and that perfor-
mance on a manageable set of key indicators can help iden-
tify such institutions.

The predictive ability of performance on the publicly
reported conditions was considerably better than we
expected and certainly better than other measures often
used to identify high-quality hospitals, such as hospital size
and teaching status. Summary performance on the publicly
reported conditions thus offers substantial value to con-
sumers above and beyond basic hospital characteristics.
However, prior studies have shown that these types of data
are used infrequently and generally only by subsets of
patients.14-16 Our results suggest that there may be substan-
tial value in efforts to engage and empower patients to use
publicly reported hospital performance to make informed
choices regarding where to seek care, irrespective of the
condition that brings them to the hospital.

Prior studies examining consistency in performance across
clinical specialties have been mixed. Dimick and colleagues17

found that despite relatively weak correlations in mortality
rates for 11 surgical procedures, a surgical composite was a good
predictor of procedure-specific mortality within hospitals. On
the other hand, Chassin et al,18 in their landmark 1989 study,
found poor correlations in inpatient mortality across a vari-
ety of medical and surgical conditions. These findings sug-
gested that quality may be driven by individual clinical talent
or focus on specific clinical areas. We suspect that one reason
for the different patterns is that care has become more tech-
nical and systematized in the past 2 decades, leading to greater
consistency within hospitals.

There are limitations to our study. We estimated risk-
adjusted mortality rates using administrative data, which have
modest ability to account for differences in the severity of ill-
ness between hospitals. In addition, inaccuracies in adminis-
trative data may introduce misclassification; however, we sus-

Table 4. Odds of Being a Poor Performer on Overall Risk-Adjusted Mortality Rates for Top-Performing Hospitals
on Publicly Reported Conditionsa

Characteristic

Odds of Being a Poor Performer, Mortality Composite, OR (95% CI)

Overall Medical Surgical
Top performers on
aggregated publicly
reported conditions

0.19 (0.14-0.27) 0.09 (0.06-0.14) 0.34 (0.26-0.45)

Top performers

Acute myocardial
infarction

0.57 (0.45-0.73) 0.41 (0.32-0.53) 0.64 (0.51-0.81)

Congestive heart failure 0.38 (0.29-0.50) 0.21 (0.15-0.28) 0.55 (0.44-0.70)

Pneumonia 0.36 (0.28-0.47) 0.18 (0.13-0.25) 0.50 (0.39-0.64)

Abbreviation: OR, odds ratio.
a Models are adjusted for patient

characteristics and comorbidities.

Figure 2. Odds Ratios for Being a Top-Performing Hospital
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Hospitals that performed well on publicly reported conditions were more likely
to perform well on broader hospital mortality measures than large or teaching
hospitals. Error bars indicate 95% confidence intervals.
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pect that misclassification would have biased us against find-
ing a relationship.

A second concern is that unmeasured factors, such as
socioeconomic status or general health of the population,
might confound the relationship between publicly reported
conditions and overall outcomes. This could be a significant
problem if hospitals attempt to “game the system” by inten-
tionally selecting only patients with few comorbidities. In
this case, the association between outcomes for publicly
reported conditions and other medical and surgical out-
comes might be due to unmeasured patient factors. To
address this, we used risk-adjustment models that take into
account patient comorbidities and a series of multivariable
models that tried to account for the socioeconomic status of
the patient population. However, these approaches are
imperfect, and we cannot exclude the possibility of residual
confounding.

Conclusions

Hospital performance on 30-day mortality rates for 3 com-
mon publicly reported medical conditions—acute myocardial
infarction, congestive heart failure, and pneumonia—closely
predicted mortality rates across a variety of other medical and
surgical conditions. This finding has important implications
for national quality improvement efforts that have focused on
these 3 conditions and whose utility rests on the ability of these
metrics to reflect broader hospital performance. Our work also
suggests that we should redouble efforts to help consumers
use these metrics. Furthermore, understanding the systems
and leadership characteristics common to hospitals that per-
form well on publicly reported conditions may help to iden-
tify components of a truly good hospital that can be used to
improve mortality rates at lower-performing institutions.
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