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l. Introduction

For families faced with a serious or complex meldicablem, the choice of hospital can
be critical. Yet they had few tools or resourcegdmel a doctor’'s recommendation to inform
their decision until 1990, whdn.S. News & World Repoiitroduced “Best Hospitals.” Initially,
the annual assessments took the form of alphabldiste in 12 specialties, but in 1993 and
thereafter, hospitals were ranked within each gigciThis year’s “Best Hospitals” draws from
a universe of 4,852 medical facilitie§Ve use the hospital definitions supplied by theetiogan
Hospital Association (AHA) in its annual survey, ialhis the source of some of the data used in
the Best Hospitals rankings. Under rare circums&sneae will combine two or more AHA
hospitals for rankings purposes, when the hospitgstion as one but report separately to the
AHA for specific, meaningful, and verifiable reason

In 12 of the 16 adult specialty rankings, hospitatseive a composite score that is based
on data from multiple sources. (“Best Children’ssHitals,” which ranks hospitals in 10
pediatric specialties, is a separate project.)réh&ings and key portions of the accompanying
data are published in a print edition; both ran&ed unranked hospitals, with additional data,
are published online atww.usnews.com/besthospitals

Central to understanding the rankings is that these developed and the specialties
chosen to help consumers determine which hosptalade the best care for th@ost serious or
complicatedmedical conditions and procedures—pancreatic caraeplacement of a heart
valve in an elderly patient with comorbidities, fstample. Medical centers that excel in
relatively commonplace conditions and procedunesh s noninvasive breast cancer or
uncomplicated knee replacement, are not the focus.

The underlying methodology for the Best Hospitalskings was the work of the
National Opinion Research Center (NORC) at the Ehsity of Chicago in the early 1990s.
NORC collected the data and compiled the ranking® 1993 to 2004. In 2005, RTI
International in Research Triangle Park, N.C., began produdiegankings. The methodology
has been refined as opportunities appeared. Lagde-enhancements are always under
consideration. In 2009, a new measure relatedtiergaafety was introduced. The basic
eligibility requirements also were modified, potaty increasing the number of rankable
hospitals.

" Military installations, federal institutions, rdfilitation and acute long-term care facilities, anstitutional
hospital units (e.g., prison hospitals, collegérméries) are excluded from the data-driven spgesl

" Full report available atww.rti.org/besthospitals
* RTI International is a trade name of ResearchrifjfiaInstitute.




The roster of specialties has been revised oveydhes. AIDS was dropped in 1998, for
example, because it was clear that the majori#lIbfS care had shifted to an outpatient setting.
Pediatrics was moved out of the Best Hospitalsenser in 2007 to establish separate pediatric
rankings. No specialties were added or removed ften2010/13 rankings.

For 2010/11, hospitals are ranked in 16 adult sjees:

» Cancer * Neurology & Neurosurgery
* Diabetes & Endocrinology » Ophthalmology

* Ear, Nose, & Throat * Orthopedics

» Gastroenterology * Pulmonology

* Geriatrics * Psychiatry

» Gynecology * Rehabilitation

» Heart & Heart Surgery * Rheumatology

* Kidney * Urology

A. Index of Hospital Quality

Twelve of the 16 specialty rankings are based lgrge hard data. The other four
rankings are based solely on a reputational sun¥@pysicians.

The data-driven rankings assign a score, the Inofietospital Quality (IHQ), to hospitals
in the following 12 specialties: Cancer; Diabete&gdocrinology; Ear, Nose, & Throat;
Gastroenterology; Geriatrics; Gynecology; Heart &alrt Surgery; Kidney; Neurology &
Neurosurgery; Orthopedics; Pulmonology; and Urology

The IHQ reflects performance in three interlockéignensions of healthcare: structure,
process, and outcom&s Their relationship was described by Avedis Donédoeth 1966 in a
model that became widely accepted. In a hostalcturerefers to resources that relate directly
to patient care. Examples factored into the Besgitals rankings include intensity of nurse
staffing, availability of desirable technologieddgmatient services, and special status conferred
by a recognized external organization, such agjdason as a Nurse Magnet hospital by the
American Nurse Credentialing Center (ANCC) or &a#ional Cancer Institute (NCI) cancer
center.

Excellent healthcare also is shaped bygteeessby which care is delivered,
encompassing diagnosis, treatment, preventionpatient education.

% Because the rankings are released in the middieeofear and are replaced in the middle of tHeviehg year,
U.S. Newsow includes both years when referring to thems Thange applies to the Best Children's Hospitals
rankings as well.



Structure and process are relatedutcomesthe most obvious of which is whether
patients live or die. Outcomes are typically meeduy risk-adjusted mortality rates (i.e., the
likelihood of mortality given the complexity of tlwase).

These and other factors do not necessarily sottyneso one of the three dimensions.
For example, complications of care are an outcdiaearguably they also reflect a flaw in the
process of delivering care, and also may be affidoyestructural elements. Nonetheless, there is
general agreement on the majority of measures.

Many of the measures that make up the IHQ come f®econdary data sources. The
AHA Annual Survey Database, for example, providdermation regarding various structural
hospital characteristics.

The three components of the IHQ rankings are desdrpriefly below and in more detail
later in the following pages.

Structure

This score is based on data related to the stialatharacteristics of each medical
specialty within a given hospital. These elemeapseasent volume (i.e., discharges), technology,
and other features that characterize the hospitat@ment. The source for many of these data
elements in the 2010/11 rankings is the most re&ei®t Annual Survey Database from fiscal
year (FY) 2008. Volume data are taken from the Madi Provider Analysis and Review
(MedPAR) database maintained by the Centers foriddeel & Medicaid Services (CMS). This
database contains information on all Medicare heiagfes who use hospital inpatient services.

Process

The process component of the IHQ score is repredént a hospital’s reputation for
developing and sustaining a system that delivagls-guality care. The hospital’s reputation can
be seen as a form of peer review. The reputatseke is based on cumulative responses from
the three most recent surveys of board-certifiegsjgans conducted for the Best Hospitals
rankings in 2008, 2009, and 2010/11. The surveysdipians were asked to nominate the “best
hospitals” in their specific field of care, irregpiee of expense or location, for patients with
serious or difficult conditions. Up to five hospgaould be listed. (For the physician
guestionnaires used in the 2010/11 rankingsAppendix A) In 2008, 2009, and again in 2010,
a sample of 200 board-certified physicians wascsetein each specialty. In 2009 and 2010, the
sample was selected from the American Medical Aatioa (AMA) Physician Masterfile, a



database of more than 850,000 physiciars.2008, the sample was selected from the American
Board of Medical Specialties (ABMS) database.

The physician sample was stratified by census redest, Northeast, South, and
Midwest) and by specialty to ensure appropriateasgntation. The final aggregated sample
includes both federal and nonfederal medical anelopsthic physicians in all 50 states and the
District of Columbia.

Outcomes

The outcomes score measures mortality 30 daysadtaission for all IHQ-driven
specialties. Like the volume indicator, the outcemeasure is based on MedPAR data. For
each hospital and specialty, the Healthcare DimisibThomson Reuters computed an adjusted
mortality rate based on observed and expected htpraes using the All Patient Refined
Diagnosis Related Group (APR-DRG) and MS Groupénswe created by 3M Health
Information System$ APR-DRGs and MS-DRGs adjust the value for expedesths by
severity of illness using the patient’s principatiasecondary diagnoses. The method is applied
to the 3 most recent years (2006, 2007, and 2008edicare reimbursement claims made by
hospitals to CMS.

B. Reputation-Only Rankings

The second ranking approach is used for the remgfiour specialties—Ophthalmology,
Psychiatry, Rehabilitation, and Rheumatology—amikireg scores reflect the results of the
reputational survey alone. Many structural and a@utes measures are not applicable to these
specialties because procedures are performedyasgedn outpatient basis and pose a very small
risk of death. For this report, these specialtresraferred to as reputation-only specialties; the
associated rankings are referred to as reputatibnrankings.

C. Report Outline
The remainder of this report is structured as fedo

Section Il describes the IHQ components in detail. (For aenexhaustive review
of the foundation, development, and use of theviddial measures and the
composite index, see “Best Hospitals: A Descriptibthe Methodology for the
Index of Hospital Quality.”)

” The database does not include medical studesiderss, retirees, or deceased physicians.



Section Il describes the process used to develop the ranfongise four
reputation-only specialties.

Section IV presents the Honor Roll, an additional classiftcathat denotes
excellence across a broad range of specialties.

Section Vsummarizes changes in the methodology from 2007 on

Section Videscribes improvements under consideration.
[I.  The Index of Hospital Quality

This section describes hospital eligibility crieeeind the procedures used to derive the
IHQ for the 12 IHQ-driven specialties. Hospitalakad in 2010/11 as a result of new or merged
corporate entities in the AHA database are treasesingle units and are listed as such in this

report.
A.  Eligibility

All 4,852"" community hospitals included in the FY2008 AHA werise are considered
automatically for Best Hospitals ranking; they dit have to submit an application. There are
two stages of eligibility criteria for the IHQ-dew specialties. Hospitals must satisfy the
requirements of each stage to be eligible for nragnkn a given specialty.

Stage 1A hospital must meet at leastie of the following criteria:

Membership in the Council of Teaching Hospitals {E0

Medical school affiliation (American Medical Assatibn or American
Osteopathic Association)

At least 200 hospital beds set up and staffed

At least four of eight important key technologiesiéable (se&key
Technologie$ andat least 100 hospital beds set up and staffed

Hospitals that did not respond to the 2008 AHA Aalrfsiurvey remained eligible in our
database. For hospitals that did not respond i8 20@ responded in 2007 and 2006, we used
survey data from 2007. Nonresponders lacking data both the current survey and from one

" We excluded military installations, federal instibns, rehabilitation and acute long-term cardlifis, and
institutional hospital units (e.g., prison hosstalollege infirmaries).



of the previous two surveys were ranked without ARM data. A total of 2,192 hospitals
passed through the first stage of the eligibilitygess.

Stage 2.To remain eligible, hospitals needed a specifiathlmer of discharges in a
selection of specialty-specific diagnoses submitbedCMS reimbursement in 2006, 2007, and
2008 combined. Through 2002, the threshold forrdateng eligibility included all discharges,
regardless of the balance of medical to surgicaihirges? Since 2002, medical-surgical
proportions have been specified for Cancer, Gasteoelogy, Ear, Nose, & Throat, Gynecology,
Neurology & Neurosurgery, Orthopedics, and Uroldggr these specialties, we calculated the
median ratio of surgical to total discharges fosfhitals meeting the total discharge threshold. In
each specialty, the median ratio was multipliedH®ytotal number of discharges to determine
the minimum surgical discharges needed to be cereideligible.

Setting discharge minimums ensures that rankingibééi hospitals have demonstrable
experience in treating a set number of complexsasa given specialty. Prior to the start of
RTI's involvement in the rankings in 2005, the mmuim number of surgical discharges in Heart
& Heart Surgery was set to 500. For all hospitaéetimg the minimum number of surgical
discharges, a ratio of total discharges to surglsaharges was calculated. The median of this
ratio was then multiplied by 500 to determine thaimum number of all discharges. To
maintain consistency with prior years’ rankingss tthreshold was used again in 2010/11. The
criteria used to determine discharge minimums wefieed this year to include only those cases
that meet the minimum severity of illness threskadt by the project using APR-DRGs; this
change assures that we accurately reflect theapedefinitions rather than including all
patients with all levels of severity in the disa@aminimums. Minimums for all specialties will
be reviewed for future rankings and adjusted aderdable 1presents discharge volumes and
numbers of hospitals meeting the criteria for tH®1driven specialties. A total of 1,885
hospitals met the volume criteria in at least guecslty. A hospital with volume below the
minimum number was considered eligible if it hadeiged at least one nomination in the most
recent three physician surveys.

Table 2shows the number of hospitals that did not passrtimimum discharge criteria
but were eligible in a specialty because they hadrazero reputational score. Table 2 also
shows the total number of hospitals eligible infegpecialty that met either the minimum
discharge criteria or the non-zero reputationatescaoiteria.

*The exception was Heart & Heart Surgery, whereisatglischarges alone determined the threshold for
eligibility. Beginning in 2002, both medical andrgical discharges determined eligibility.



Table 1. Minimum Discharges by Specialty

Minimum Minimum Hospitals Meeting
Specialty Total Discharges Surgical Discharges Volume Eligibility
Cancer 270 46 886
Diabetes & Endocrinology 114 0 1,086
Ear, Nose, & Throat 5 2 1,417
Gastroenterology 496 140 1,520
Geriatrics 2,128 0 1,478
Gynecology 11 8 1,467
Heart & Heart Surgery® 1,244 500 670
Kidney 148 0 1,616
Neurology & Neurosurgery 322 81 1,296
Orthopedics 267 240 1,589
Pulmonology 767 0 1,625
Urology 62 17 1,458

#n addition to the discharge eligibility criteriahospital must offer cardiac intensive care, aidtgrventional
cardiac catheterization, and adult cardiac surgebe considered in this specialty.

Table 2. Eligible Hospitals That Did Not Meet Minim

Eligible under the Non-Zero Reputation Rule

um Discharge Criteria but Were

Hospitals Meeting Non-Zero

Specialty Reputation Eligibility
Cancer 12
Diabetes & Endocrinology 11
Ear, Nose, & Throat 6
Gastroenterology 8
Geriatrics 15
Gynecology 11
Heart & Heart Surgery 0
Kidney 2
Neurology & Neurosurgery 4
Orthopedics 9
Pulmonology 11
Urology 5

For the 2010/11 rankings, 1,892 unique hospitalewleemed eligible for at least one of
the 12 IHQ-driven specialties under the full cieiVe then conducted separate analyses for
each specialty. The top 50 hospitals in each IHEZiglty were published in the August 2010
print edition ofU.S. News & World Repoffigure 1illustrates the eligibility and analysis
process for the IHQ-driven specialties, as desdribeghe steps above.




Figure 1. Eligibility and Analysis Process for the

Community hospitals from the FY2008
AHA Database (N = 4,852)

STAGE 1
Determlnatlon of hospital eligibility for ranking:
COTH membershipr
Medical school affiliatioror
At least 200 hospital beds
At least 4 of 8 Key Technologies
and 100 beds

IHQ-Driven Specialties

No

. . . N = 2,660
Is hospital eligible? (
Yes
(N=2,192)
Was hospital an FY2008
AHA responder
Yes No
Final universe file contains
nominations, FY2008
AHA Annual Survey data,
and other rankings data
A 4
Final universe file contains Was hospital an FY200
nominations, FY2006 and FY2005 AHA Annual Surve
AHA Annual Survey data, responder?
and other rankings data
I
No
Final universe file contains
only nominations and other
rankings data, but not
AHA Annual Survey dataJJ
STAGE 2
Test of sufficient discharge Additional unique hospitals that
per specialty No became eligible because they had No
(seeTable 1) (N = 307) non-zero reputational scores (N=300) ~ |
Is hospital eligible?
Yes
(N =1,88Y Yes
(N=7)
v v

Total eligible hospitals
(N=1,892

Rankings for the 12 IHQ-driven
specialties are produced

Eliminated from analysis
(N =2,960)




B. Structure

The structural dimension defines the tools, hunrahaherwise, available at hospitals
for treating patients. Healthcare research ovemuhngly supports the use of a structural
measure to assess quality of care. However, no i@search has identified a structural indicator
that summarizes all others or that adequately semts the structural dimension construct on its
own. Therefore, the structural component is reprieskby a composite variable consisting of
different specialty-specific measures with differemights.

For the 2010/11 index, most structural element®werived from the 2008 AHA
Annual Survey Database. Additional components ciom external organizations including
NCI, ANCC, the Foundation for the Accreditation@éllular Therapy (FACT), the National
Institute on Aging (NIA), the National Associatiofh Epilepsy Centers (NAEC), and CMS.

AHA Annual Survey

The AHA has surveyed hospitals annually since 194@. survey is the most
comprehensive and dependable database of informartidnstitutional healthcafayith an
average annual response rate of 85%. The databateres hospital-specific data items for more
than 6,000 hospitals and healthcare systems, imgjudore than 700 data fields that cover
organizational structure, personnel, hospital fé&d and services, and financial performance.
(For specific mapping of variables to the AHA dataments, seAppendix B) The following
items taken from the AHA Annual Survey Databaseusie to develop the majority of the
structural score for the IHQ.

Key Technologies

The elements in this structural index are revieeeery year in each specialty to remain
consistent with the key technologies and advaneee €xpected from a “best hospital.” In 1996,
it was decided to award partial credit to hospitatsa key technology or advanced service
available off-site. Many hospitals provide suchesscthrough their hospital’'s health system, a
local community network, or a contractual arrangenuoe joint venture with another provider in
the community. In 2008, the provision was changgalrato award one point to all hospitals that
provide a specified service on- or off-site eithgrthe hospital or a subsidiary or through formal
arrangements with other institutions.



Of the 15 key technologies that are relevant in@mmore specialties, 8 comprise the
index that is one of the eligibility doorways: hdafs that provide at least 4 of the 8 are eligible
for ranking (seé&ection II.A. Eligibility).

Brief descriptions of the key technologies in ti@d@/11 index follow. The definitions
are taken largely from the AHA Annual Survey, exgeah if needed:

Ablation of Barrett's esophagus.A premalignant condition that can lead to
adenocarcinoma of the esophagus. The nonsurgitzicabof premalignant
tissue in Barrett’'s esophagus is done by the agujpbic of thermal energy or light
through an endoscope passed from the mouth intesiighagus.

Cardiac intensive care unit (ICU).A part of the hospital in which support and
treatment equipment are provided for patients ilecause of congestive heart
failure, open-heart surgery, or other serious caraicular conditions, require
intense, comprehensive observation and care.

Computer-assisted orthopedic surgery (CAOS)A group of orthopedic devices
that produce three-dimensional images to assmsirigical procedures.

Diagnostic radioisotope servicesA procedure that uses radioactive isotopes
(radiopharmaceuticals) as tracers to detect abri@onaitions or diseases.

Endoscopic retrograde cholangiopancreatography (ERE). A procedure in
which a catheter is introduced through an endosotpehe bile and pancreatic
ducts. Injection of contrast material permits dethk-ray of these structures. The
procedure is used diagnostically as well as theriaqaly to relieve obstruction

or remove stones.

Endoscopic ultrasound.A specially designed endoscope that incorporates an
ultrasound transducer to obtain detailed imagesgdns in the chest and
abdomen. The endoscope can be passed through thk ardhe anus. Combined
with needle biopsy, the procedure can assist igndisis of disease and staging of
cancer.

Full-field digital mammography (FFDM). A procedure that combines x-ray
generators and tubes used in analog screen-filmmuaraphy with a detector
plate that converts the x-rays into a digital slgoanelp diagnose breast cancer.

Image-guided radiation therapy (IGRT). An automated system that provides
high-resolution x-ray images to pinpoint tumor sjtadjust patient positioning as
necessary, and complete treatment within the stdrideatment time slot,
allowing for more effective cancer treatments.

10



Multislice spiral computed tomography (CT). A procedure that uses x-rays and
data processing to produce multiple narrow slibas tan be recombined into
detailed three-dimensional pictures of the inteamatomy*

PET/CT scanner.A machine that combines PET and CT capabilitiezna

device to provide metabolic functional informatiand images of physical
structures in the body for diagnostics and momtpchemotherapy, radiotherapy,
and surgical planning.

Robotic surgery.The use of computer-guided imaging and manipulatasces
to perform surgery without the surgeon’s direcemention.

Shaped-beam radiation A noninvasive procedure that delivers a therapeutic
dose of radiation to a defined area of a tumohtak or destroy cancerous cells.

Single-photon-emission CTA nuclear medicine imaging technology that
combines radioactive material with CT imaging tghtight blood flow to tissues
and organs.

Stereotactic radiosurgery.A radiotherapy modality that delivers a high dosage
of radiation to a discrete treatment area in asdswne treatment session.
Variants include Gamma knife and Cyberknife.

Transplant services.Medicare-approved organ transplant programs inthear
liver, lung, or kidney transplant. In addition, pdals listed as bone marrow
transplant centers by the AHA are recognized. Tokams$ services are specific to
the specialty. For example, in the Cancer speciatipsplant services include
bone marrow transplants, Gastroenterology inclligestransplant, Heart &
Heart Surgery includes heart transplant and tissunsplant, Kidney includes
kidney transplant, Pulmonology includes lung trdasp and Orthopedics
includes tissue transplant.

For eligible hospitals, specialty-specific mixeskely technologies are used in computing
theU.S. Newscores (se8ection Il.F. Calculation of the IndeX Table 3presents the complete
list of key technologies considered for each spigcia 2010/11.

The volume index reflects medical and surgicallthsges in indicated specialty-specific
DRG groupings submitted for CMS reimbursement i6&®007, and 2008 combined. The list
of DRGs in each specialty is displayeddppendix C Volume is part of the structural score in

$5The indicator for multislice spiral CT includes hattandard (less than 64 slices) and advancedr (G slices)
versions of the technology. Hospitals can recereelit for either version.

11



all 12 IHQ-driven specialties. The criteria usect#édculate the volume used in the structural
score changed slightly this year—it now includésases, including transfers, that appear in
MedPAR for the MS-DRGs specified that meet the mimn severity thresholds (see Appendix
D); this is a slight change from the past whereréimkings included all cases in the DRGs
regardless of severity threshold, but excludedsfieas. To reduce the effect of extreme values or
outliers for some structural measures (and fontbetality outcomes measure, as will be
described), in prior years, a cap was applied th @ariable in several specialties until 2006,
when RTI substituted an inverse logit transformmapoocedure (s€€rimming).

Nurse Staffing

The nurse staffing index is a ratio that reflebts intensity of both inpatient and
outpatient nursing. The numerator is the total neind$ on-staff registered nurses (RNs),
expressed as full-time equivalents (FTES) (e.g, aif-time nurses equal one FTE). Only
nurses with an RN degree from an approved nursihga and current state registration are
considered. The patient measure in the denomimgatbe adjusted average daily census of
patients. The measure estimates the total amowarefdevoted to both inpatients and
outpatients by reflecting the number of days obimgnt care plus the estimated volume of
outpatient services. This index gives more weighhpatient care, while recognizing that
outpatient care represents most hospital visite. ddmponents of this index are derived from the
AHA database.

12



Table 3. Key Technologies by Specialty

:
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1. Ablation of Barrett’s
esophagus
2. Cardiac intensive care unit
3. Computer-assisted orthopedic
surgery
4. Diagnostic radioisotope
services
5. Endoscopic retrograde
cholangiopancreatography
6. Endoscopic ultrasound
7. Full-field digital
mammography
8. Image-guided radiation
therapy
9. Multislice spiral CT
10. PET/CT scanner
11. Robotic surgery
12. Shaped-beam radiation
13. Single-photon-emission CT
14. Stereotactic radiosurgery
15. Transplant services
Total Elements 8 7 4 1 7 0 5 7 7 5 2 6

Included in the index for the specialty.

™ While only six measures are listed, hospitalsreaeive up to seven points in Heart & Heart Surdmenyause
two points are possible for transplants—one pantieart transplant services and one point fouéiggansplant

services.
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As with volume, calculation of nurse staffing usesinverse logit transformation to
eliminate the influence of wide variation. Standaation is performed after transformation to
ensure that the data are distributed normally, @ithean of zero. This step is necessary to
prepare the data for factor analysis, restoringri@@ so that trimmed and untrimmed measures
have the same influence on the final score.

Trauma Center

In aU.S. News & World Reposturvey of board-certified physicians, the presesfan
emergency room and a hospital’s status as a LegeLgvel 2 trauma care provider were ranked
high by respondents on a list of hospital quahtyicators. Physicians in nine specialties ranked
trauma center status as one of the top five indisaif quality. Their recommendations and
resulting high factor loadings supported inclusidithese data in Ear, Nose, & Throat;
Gastroenterology; Heart & Heart Surgery; KidneyuM#ogy & Neurosurgery; Orthopedics;
Pulmonology; and Urology.

The trauma center indicator is derived from twaafales in the AHA Annual Survey
Database and is dichotomous: (1) presence of estatified trauma center in the hospital (as
opposed to trauma services provided only as pathafalth system, network, or joint venture),
and (2) trauma center level. To receive creditrad point, a hospital must be a Level 1 or Level
2 trauma center. The AHA defines Level 1 as “aaegl resource trauma center, which is
capable of providing total care for every aspecahpiry and plays a leadership role in trauma
research and educatiohl’evel 2 is “a community trauma center, which ipatale of providing
trauma care to all but the most severely injurdiepgs who require highly specialized cafe.”

Patient Services

Created in 2004, the patient services index (preshotermed patient/community
services) is updated each year. Its componentsmgrass major conveniences for patients, such
as translators; advanced or especially sophistiazdee; a service considered essential in a
comprehensive, high-quality hospital, such as eardehabilitation; or a service that reflects
forward thinking and sensitivity to community negsisch as genetic testing or counseling. All
items are taken from the AHA Annual Survey.

Brief descriptions of patient services includedha 2010/11 index follow. The
definitions are taken from the AHA Annual Surveypanded as needed.
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Alzheimer’s center. A facility that offers care to persons with Alzheirs

disease and their families through an integratednam of clinical services,
research, and education. As with all items in ¢hisvey, each hospital determines
whether the service is offered, based on the AH&'scription. This index differs
from designation of a hospital by NIA as an Alzherta Center. Such
designation represents a higher order of servidasatieated as a separate
structural measure in Geriatrics and Neurology &dsurgery.

Arthritis treatment center. A center specifically equipped and staffed for
diagnosing and treating arthritis and other joisbdlers.

Cardiac rehabilitation. A medically supervised program to help heart pasie
recover quickly and improve their overall physiaald mental functioning in
order to reduce risk of another cardiac event detp current heart conditions
from worsening.

Fertility clinic. A specialized program set in an infertility centteait provides
counseling and education, as well as advanceddaptive techniques.

Genetic testing/counselingA service equipped with adequate laboratory
facilities and directed by a qualified physiciaramtvise parents and prospective
parents on potential problems in cases of genefects.

Hospice.A program that provides care (including pain rélefd supportive
services for the terminally ill and their families.

Infection isolation room. A single-occupancy room designed to minimize the
possibility of infectious transmission, typicallyrough the use of controlled
ventilation, air pressure, and filtration.

Pain-management programA program that provides specialized care,
medications, or therapies for the management deamuchronic pain.

Palliative care.A program that provides care by specially trainkgsicians and
other clinicians for relief of acute or chronic pair to control symptoms of
iliness.

Patient-controlled analgesiaA system that allows the patient to control
intravenously administered pain medicine.

Psychiatry—geriatric service.A psychiatric service that specializes in the
diagnosis and treatment of geriatric medical p#dien

Translators. A service provided by the hospital to assist nogish—speaking
patients.
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Wound-management servicesServices for patients with chronic wounds and
nonhealing wounds often resulting from diabetesy @irculation, improper
seating, and immunocompromising conditions. Thdsgae to progress chronic
wounds through stages of healing, reduce and elt@imfections, increase
physical function to minimize complications fromr@nt wounds, and prevent
future chronic wounds. Wound-management servicepiavided on an inpatient
or outpatient basis, depending on the intensityeo¥ice needed.

From seven to nine services were included in epehialty. Starting in 2008, hospitals
received one point for each specified service gedion- or off-site by the hospital or by
another institution through some formal arrangemaible 4presents the list of patient services
by specialty.

Intensivists'

Intensivists are board-certified physicians withspecialty or fellowship training in
critical-care medicine. They specialize in managintcally ill patients in hospital ICUs. Recent
research indicates better outcomes are associéttethe presence of intensivist’ The
intensivists measure was added in 2009. Hospialsive one point for having at least one
intensivist assigned to medical-surgical intensiaee, cardiac intensive care, or other intensive
care (excluding neonatal and pediatric intensive)cd his measure is derived from the AHA
Annual Survey.

" variable was used in ranking calculations butdsdisplayed in the magazine in print or online.
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Table 4. Patient Services by Specialty
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1. Alzheimer’s center
2. Arthritis treatment center
3. Cardiac rehabilitation
4. Fertility clinic
5. Genetic testing/counseling
6. Hospice
7. Infection isolation room
8. Pain-management program
9. Palliative care
10. Patient-controlled analgesia
11. Psychiatry—geriatric service
12. Translators
13. Wound-management services
Total Elements 8 8 8 8 9 9 7 8 9 7 8 9

Included in the index for the specialty.
External Organizations

Additional structural measures are based on dawaged by sources and organizations
besides AHA and CMS.
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National Cancer Institute Cancer Center

This indicator was added in 2002. NCI, an arm eflational Institutes of Health (NIH),
is the principal federal agency tasked with conithgcand sponsoring cancer research and
training and promoting research and standardsreflmavarious means, including certification
as an NCI-designated cancer center. Such a centemmitted to advancing cancer research
and, ultimately, reducing cancer incidence andeasing the effectiveness of treatmént.

NClI-designated centers have three classificatid)scancer center, the lowest level,
denotes a facility that conducts a high volumed¥vaaced laboratory research with federal
funding; (2) clinical cancer center, the middledkalso conducts clinical (“bench to bedside”)
research; (3) comprehensive cancer center, thesiidével, adds prevention research,
community outreach, and service activittés.

Hospitals designated as NCI clinical or comprehensancer centers as of March 1,
2010/11, were awarded one point. NCI updates ghéhroughout the year. The current list is
provided inAppendixC.

Nurse Magnet

The Nurse Magnet measure, added to all speciaftig804, is a formal designation by
the Magnet Recognition Progr&nThe Magnet Recognition Program was developedéy t
American Nurses Credentialing Center (ANCC) to getpe healthcare organizations that meet
certain quality indicators on specific standardswfsing excellence. The list of Magnet facilities
is updated throughout the year as hospitals agplgdsignation and redesignation status.
Hospitals accorded status by the Magnet RecogniRfroigram as of March 1, 2010, received
credit. The current list of Nurse Magnet hospitaa be accessed at
http://www.nursecredentialing.org/MagnetOrg/searabnet.cfm

Epilepsy Center

This index was added to Neurology & Neurosurgerg004. One point was awarded to
hospitals designated by the NAEC as Level 4 epjieeaters as of March 1, 2010. A Level 4
epilepsy center serves as a regional or natiofedred facility. These centers provide more
complex forms of intensive neurodiagnostic monrtgrias well as more extensive medical,
neuropsychological, and psychosocial treatmentelLé\centers also offer a complete evaluation
for epilepsy; surgery, including intracranial elecles; and a broad range of surgical procedures
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for epilepsy*? The list of hospitals is updated throughout thery&he current list can be
accessed dtttp://www.naecepilepsy.org/find.htm

NIA Alzheimer’s Center™*

NIA Alzheimer’s center certification was added ter@trics in 2007 and to Neurology &
Neurosurgery in 2008. Evaluation and certificat@wa conducted by the National Institute on
Aging, an arm of the NIH that translates researbraaces into improved diagnosis and care of
Alzheimer’s disease and conducts research on ptiewesind cures. Recognition means that a
hospital provides a high level of care for Alzhertagatients. Hospitals designated as an NIA
Alzheimer’s center as of March 1, 2010, received paint. Hospitals listed as affiliated centers
did not receive credit. The current list of NIA Azimer’s centers can be accessed at
www.nia.nih.gov/Alzheimers/Researchinformation/ResbCenters/

FACT Credit

FACT accreditation was added to Cancer this yelais d@esignation indicates that as of
March 1, 2010, a hospital met standards set by FACTransplanting bone marrow or other
cellular tissue to treat cancer. One point wasmgifaccreditation was only for autologous
transplants, in which a patient’s own cells areaeed and then returned following radiation
therapy. Two points given if accreditation wasdtiogeneic transplants, in which cells are
donated by another person (allowing for a greatenlrer and more kinds of cell transplants) or
for both autologous and allogeneic transplantafidre current list of FACT-accredited hospitals
can be accessedwatvw.factwebsite.org/

Trimming

Prior to 2006, distributions for the volume andsaustaffing indexes were transformed
using Winsorization, a statistical procedure thées extreme values—those above a defined
threshold—and moves them toward the center of igtelalition. For the Cancer specialty, for
example, volume values over the 95th percentilewecoded to match the 95th percentile
value. This “trimming,” as the process was callegiievious reports, reduced the effect of
extreme outliers. A disadvantage, however, is @liaxtreme values were treated as if they were
the same—that is, all were equal to the valueeit teassigned level. Whatever variation existed
at the extreme was lost. Winsorization also reguihat different percentile cut points be set for
different variables and specialties in a way thaswot standard across specialties.

**Variable was used in ranking calculations butdsdisplayed in the magazine in print.
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The trimming process substituted in 2006 uses arse logit transformation of the
distribution for the analysis variables. The fuantexp(x) / {1+[exp(x)]}is used to transform the
variables before standardization. This technigserssitive to the number of outliers and
produces a transformed distribution that more ¢tyosssembles the true distribution, while
reducing the effect of extreme outliers.

Weighting

To combine the structural variables from the AHAWaI Survey Database and other
external databases, the elements were weightegdteca composite measure. Using factor
analysis, we reduced the number of variables tefarone-factor solution for each specialty.
Factor analysis is a statistical technique usedentify underlying similarities among the
structural variables. More simply, variables tha&t strongly associated with one another receive
lower factor loadings than those that have a undisigibution. The factor loadings, or weights,
are applied to reduce the effect of multiple vadaatihat, because of their strong association,
may measure the same concept. The relative wesgigreed to each element varies by and
within a specialty from 1 year to the next. Forleapecialty, the factor weights have been
converted into percentages to represent what pageof the structural score each component
is worth.Table 5provides the percentages of the structural scssigiaed to each element for
2010/11.

C. Outcomes

Considerable evidence shows a positive correldieiween quality of care and better-
than-average risk-adjusted mortafii?? Based on this evidence, we incorporate mortaitara
outcomes measure. We use risk-adjustment methddkeéanto account volume of cases and
severity of illness and calculate a specialty-dpeosk-adjusted mortality rate as an outcomes
measure for the IHQ.

A patient’s medical conditions (both the principahdition for which the patient is being
treated, as well as other comorbid conditions titeept may have) strongly affect the chance
that the patient may die while in the hospital. B@iven level of quality of care, therefore, using
raw mortality rates would unfairly penalize hos|stthat treat patients who have a high mortality
risk. In principle, we would like to compare the ntadity rate of the same set of patients in all
hospitals in the Best Hospitals universe. This ligptical is infeasible because hospitals vary in
the mix of conditions, both principal and comorldat, which they treat their patients. Instead,
we try to construct an “expected” mortality rateialgto what the hospital’s mortality rate would
be were patients sharing the same diagnoses tothaweortality risk of the Best Hospitals
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universe instead of the hospital’s own mortaligkrior those patients. Hospitals with observed
mortality rates below the expected, case-mix-adpisate would, on this metric, be gauged to
have higher-than-average quality, and those widenked mortality rates above the expected
rate would be gauged to have lower-than-averagktyjua

Table 5. Elements with Percentage (%) of Structural  Score, by Specialty
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Epilepsy center 11.8
FACT credit 14.9
Intensivists 96 |16.2| 140|139 (204|150 | 13.8|13.3|10.4(14.0( 145 | 13.3
Key technologies 146 | 21.1 | 15.1 | 185 205|185 |19.0 | 13.2 | 159 | 19.0 | 17.7
NCI cancer center 14.3
NIA Alzheimer's center 16.2 9.5
Nurse Magnet hospital | 10.2 | 14.0 | 129 | 12.1 | 206 | 144 | 13.2 | 121 | 9.6 | 13.5| 12.1 | 12.2
Nurse staffing 10.7 | 13.0| 126 | 11.7 | 20.2 | 141 | 125|112 | 95 | 126 | 11.0 | 11.9
Patient services 116 | 21.0| 15.7 | 165|225 19.1 | 16.0 | 17.0 | 135 | 148 | 18.4 | 17.0
Trauma center 13.7 | 13.1 135|128 |10.3 | 139|135 | 12.7
Volume 14.2 | 14.7 | 16.1 | 141 171|126 | 145|123 (153|116 | 151

Expected mortality rates were provided by the Healte Division of Thomson Reuters
using the pooled 2006, 2007, and 2008 MedPAR d#tdle latest available for analysis.
MedPAR data are derived from reimbursement clambsrstted by hospitals to Medicare. The
MedPAR file contains information on all Medicardipats’ diagnoses, procedures, lengths of
stay in the hospital, and discharge status. Thatewere “grouped” using the 3M Health
Information Systems APR-DRGs and MS Grouper sofwarsion 25.0, which aggregates tens
of thousands of possible diagnosis and procedurdic@tions into roughly 1,000 clinically
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coherent groups. These groups, defined by the AR severity of illness levels, and
mortality risk levels, take into account the setyeoif the patient’s iliness, risk of death, and
hospital resources uséd>2*

The MedPAR record includes the CMS DRG assignezhtt case for Medicare
payment. Each MedPAR record is based on the patiéiaignosis, surgery (or other medical
procedure), age, sex, and discharge destinatiDRGs classify the more than 10,000
International Classification of Diseases, Ninth Ren, Clinical Modification(ICD-9-CM)
diagnosis codes into more meaningful patient grdags®d on clinical and cost similarity. The
ICD-9-CM is the official system used by the Natib@anter for Health Statistics and CMS to
assign codes to diagnoses and procedures assowitidtbspital utilization in the United
States?

In FY2008, the Medicare program adopted the MS-Big§&em to better recognize
differences in severity of illness and utilizatidrm accommodate the presence of DRG codes in
the 2006 and 2007 data, and the presence of MS-tid€s in the 2008 data, we ran the 3M
Health Information Systems MS Grouper software Widicare Code Editor software version
25.0 on all 3 years of data included in the anayBg applying MS-DRGs to all records in the
analyses, it is possible to assign MedPAR recardpeécialties using a uniform set of criteria
across years of data. Version 25.0 of the softmea® developed for FY2008. To run this
software on older years of data, we mapped ICDed@sdorward to reflect any revisions
between 2006 and 2008 so that all codes were cdoigatith the Version 25.0 of the software.

Because MS-DRGs are generally relatively homogemgooups of diagnoses and
procedures, we use MS-DRGs as the basic unit foridg cases to be included in each
specialty’s mortality and volume measures. The M8=Dgroupings developed this year are
based on the DRG groupings used in previous yddahestudy. We reviewed the CMS DRG to
CMS MS-DRG crosswalk available from the CMS weBSit identify all of the different
mappings of DRGs to MS-DRGs. Upon reviewing the APRG threshold assignments for
CMS DRGs in the 2009 Methodology Report and examgimiow this mapped to the MS-DRGs,
we assigned thresholds to the MS-DRGs based oasthemption that the MS-DRG system is a
more refined measure of severity (¥gmendix Dfor the MS-DRGs used for 2010/11). The
MS-DRG groupings are applied to each year of datluded in the analysis.

For the purposes of the Best Hospitals rankingly, Mi$-DRGs that represent
challenging and critical procedures are includexd.dxample, tonsillectomies are too common

858 Available at:http://www.cms.hhs.gov/acuteinpatientpps/ffd/Itertdlleasp?ltemID=CMS1198678
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to be included in the MS-DRG groupings for Ear, &a& Throat. The process used to identify
MS-DRGs is outlined below.”

1. Exclude MS-DRGs for very-low-intensity cases.
2. Exclude MS-DRGs not generally appropriate for a Mack or elderly population.

Evaluate excluded and included MS-DRGs based andgh#edded diagnoses.

Refine the excluded and included categorizatioseth@n the within-MS-DRG
variation in diagnostic complexity.

Evaluate MS-DRGs not assigned to a specific spgdialdetermine whether they
would be better categorized more specifically.

Perform a final evaluation for clinical consistency

3. Attribute MS-DRGs to more than one specialty ifitlaee commonly treated by
physicians in multiple specialties or assign spediagnoses or procedures to
different specialties based on principal diagnosigrocedures.

4. Include the APR-DRG severity measure to furthenestases assigned to specialties
to take into account severity of illness, as meadiny comorbidities and interaction
with the principal diagnosis.

Mortality Methodology

Changes have been introduced over the years tesgldpecific issues in mortality
calculation. These changes have addressed eitbeiap-specific issues (such as the creation
of a Geriatrics population) or more general isghas can affect mortality outcomes (such as
exclusion of transfers, switching from inpatienB@-day morality). Brief descriptions of these
special considerations are provided below.

1. Definition of the Geriatrics patient population. Rankings in Geriatrics were
reintroduced in 2007, with a new approach for idginy the target population and accounting
for their mortality rates. Rather than using a $salbset of DRGs typical of geriatric patients,
we elected to focus on how well hospitals treaepfshtients across a wider range of DRGs.
Therefore, the Geriatrics specialty includes all@Rused in the specialty rankings that are
generally appropriate for a Medicare or elderlyydapon. The sample for the mortality analysis
for the Geriatrics specialty is limited to patieitsyears of age and older. This method allowed

" For a more detailed review of these procedurestse2005 methodology reportvatw.rti.org/besthospitals
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for more accurate reflection of the quality of itipat hospital care received by older patients
across different types of diagnoses. The basicatityranalyses of the data for this group
followed the same procedures as for the other IH@d specialties.

2. Exclusion of transfers from mortality calculations. Starting in 2007, all patient
transfers into the hospital were excluded from walddyt calculations. This was done to help
avoid mortality rates that might be inflated bynisgers of severely ill patients (relative to their
DRG and APR-DRG severity level) to tertiary carspitals. Research has shown that because
of their location, some tertiary care hospitalsgagicularly vulnerable to “dumpindg.” This
change in methodology means that patients legi@ipatansferred for appropriate care are lost,
but it is more important to ensure that each habpimortality numbers are not affected by
transfers of very sick patients from hospitals ueab properly care for them. Transfers were
identified using the claim source of inpatient asision variable on the MedPAR files. Variable
values of “4” or “A” were used to identify transgefrom acute hospitals or critical access
hospitals. Note that the use of value “A” for triandrom a critical access hospital has not been
used in previous rankings and is new to the 201prject. This revision has been included to
more accurately identify transfers from both aartd critical access hospitals.

3. Adjustment for hospitals in the top or bottom quartile of transfer-in rates. Based
on review of hospital-level transfer data, we idezd several “outlier” hospitals with respect to
the proportion of cases labeled as transfers thadacility. These cases may be due to
misclassification or coding error, but the presewicgotentially misclassified transfers reduces
confidence in the observed “transfer-free” moryafiteasure. Consistent with the adjustments
made for mortality rates for low-volume hospitailg define the top and bottom quartiles of
transfer-in rates as being extreme and approdoatedjustment.

For hospitals with transfer-in rates in the toprtjieaof transfer-in rates, we adjust the
observed transfer-free mortality rate by averagiregall-case mortality rate with a weight based
on our confidence in the observed transfer-in fEbe. weight placed on the all-case mortality
rate will vary from 0O to 0.5, with each one-per@agd point increase in the transfer-in rate
percentile increasing the weight by 2 percentagetpolhe maximum weight on the all-case
mortality is 0.5 so that, for most hospitals, tiguated mortality rate has the observed transfer-
free mortality rate as a majority component.

For hospitals with a transfer-in rate in the bottguartile of transfer-in rates, we use the
specialty average transfer-free mortality ratenastilending rate. We apply the same algorithm
as for the top quartile transfer-in hospitals. Heare to avoid unduly harming hospitals with
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lower-than-average mortality rates (or unduly hadpihose with above-average mortality rates),
the maximum weight on the specialty average is.0.25

4. Change from inpatient to 30-day mortality. Prior to 2007, the rankings consistently
defined mortality as inpatient deaths (i.e., thoseurring from admission to discharge). As
inpatient hospital length of stay has decreasegzhtiant mortality has generally decreased as
well. Mortality over longer periods of time postipdal discharge, however, has not declined
markedly®® Quality of care provided in the inpatient hospgteiting can have spillover effects
on the patient’s health and functional status fangnweeks following discharge. The Agency
for Healthcare Research and Quality (AHRQ) statatsiRefinements of the HCUP Quality
IndicatorsTechnical Summar{2001) that “without 30-day mortality data (aseered from
death certificates), hospitals that have shorttlengf stay may appear to have better patient
outcomes than other hospitals with equivalent 3@rdartality.?®

Thirty-day mortality may reflect factors unrelatiedcare provided in the hospital (e.qg.,
quality of postacute care, lack of patient comm@with treatment regimen). However, inpatient
mortality omits factors that tend to manifest tHalf effect after patients have been discharged
from the hospital. Inpatient mortality also doe$ account for hospital-to-hospital differences in
length of stay for comparable patients and conaiétio

To address these concerns, the 2007 rankings udteold30-day mortality (i.e., 30 days
postadmission) for all specialties except Canckis €xception was out of concern that 30-day
mortality might penalize hospitals that see capedients at the end of life—thus, artificially
inflating their mortality numbers. After furthersiew of available data and research, however,
we concluded that 30-day mortality should be thesient standard. Starting in 2008, 30-day
mortality is used for all IHQ-driven specialties.

5. Adjustment of MedPAR data to improve representativmess.The MedPAR data
represent the frequency of diagnoses among Medoeareficiaries, and these data are the source
of mortality and volume calculations. However, thstribution of conditions and procedures
among Medicare patients differs somewhat from ib&idution among all patients treated at
U.S. hospitals. By relying on the distribution ahghoses observed in the MedPAR data alone,
the rankings would be somewhat biased toward phoyiceaders with information on outcomes
for Medicare patients, not for all patients neediage in the particular specialty.

In order to address this discrepancy, startingdidi72 weights were applied to the
MedPAR data based on the relative over- or undegsgmtation of the DRGs among all patients.
Ideally, we would use data on all patients to estextase—mix—adjusted mortality outcomes.
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Unfortunately, no comprehensive national datab&sdl-payer claims data exists. As a
substitute, we instead used data from the AHRQtHeale Cost and Utilization Project (HCUP)
to produce adjustment factors (i.e., weights) fmhediagnosis. The HCUP data set comes from
a variety of sources and is the largest colleatiball-payer hospital care data in the United
States™ For the 2010/11 rankings, weights were calculateskd on the 2006 and 2007 HCUP
National Inpatient Sample data sets. The MS-DR&ifipaveights are equal to the relative
frequency of the MS-DRG among all patients natipnatrsus among Medicare patients,
applying the case restrictions described above Wiéighted observed-versus-expected mortality
rate was then calculated for each hospital. Weigfete applied to all specialties except
Geriatrics, which is adequately represented usiedibare data for those age 75 years and older.
The weights for each MS-DRG are showAppendix D

Mortality Scoring

The risk-adjusted mortality ratios (i.e., the mbiyandex in the rankings tables) were
computed by dividing the observed transfer-freetaliby rate (including the adjustments for
hospitals in the top or bottom quartile of transgferates outlined above) by the expected
transfer-free mortality rate after adjusting fosea@omplexity using APR-DRG severity of
illness and risk of mortality. The expected trandfee mortality was an estimate of the
hospital’s mortality rate if its death rate for ieats in each APR-DRG and severity level was
equal to the national average for each specialtytality ratios greater than 1 suggest that more
patients died than expected; mortality ratios thags 1 suggest that fewer died than expected.

Only the most recent 3-year mortality score ielisin the rankings tables. However, for
calculating the IHQ, we transformed mortality ratiato mortality scores using 3 years of data.
Mortality scores were computed by subtracting esgudtialty-specific mortality ratio from 1. A
mortality ratio of 0.25 produced a mortality scofeD.75, a ratio of 0.05 produced a score of
0.95, and so on. This reverse scoring maintaineahrtagnitude of the differences between
scores. To lessen the effect of year-to-year flatidns, we use 3 years of pooled data to
compute the mortality scores. As with volume andsatstaffing in the structural component, we
transformed scores to eliminate the influence dfegme variation.

Recoding Mortality Values for Hospitals with Low Vo lume

A procedure was established in 2006 to addresanoss in which a low-volume hospital
with relatively few discharges during the last Zggeof available data had an inordinately low or
high mortality score because of the low frequenicgpplicable cases associated with that
hospital. For instance, a hospital treating onlyMiEglicare patients in the last 3 years in a
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particular specialty might have an observed-veesysected mortality ratio of zero or close to
zero. With so few cases to examine, we are notigdemnt that the mortality numbers for this
hospital reflect a real measure of outcomes ratiar an extreme value based on too few cases.

To account for the greater uncertainty inheremhartality rates based on low volume,
we recoded mortality for hospitals not meeting ecgty-specific volume threshold. Mortality
at or below the 25th percentile was recoded t@8th percentile. Mortality between the 25th
and 75th percentiles was recoded to the 50th ptleelortality at or above the 75th percentile
was recoded to the 75th percentil€. This recoding helped reduce the effect of mortality
outliers associated with low volume.

D. Process

The process dimension of the Donabedian paradiflecte physicians’ decisions made
in the hospital setting, such as choices about sslon, diagnostic tests, course of treatment,
choice of medication, and length of stay. It isrextely difficult to obtain national measurements
of process; therefore, we used a proxy measurecoifiend that an appropriately qualified
physician who identifies a hospital as among thestbis, in essence, endorsing the process
choices made at that hospital and that nominatidrospitals by board-certified specialists is,
therefore, a reasonable process measure.

To collect these nominations, a survey of boardifest physicians across the country is
conducted each year. For 2010/11, we pooled normsafor the three most recent surveys
(2008, 2009, and 2010) to arrive at the processureaWe treated the IHQ-driven and
reputation-only specialties identically for the uégtion component. Therefore, this section
presents the methodology and results for both.

Sample for the 2010 Survey

The 2016 survey sample consisted of 3,200 board-certifiegsizians selected from
the AMA Physician Masterfile. From within the AMA &4terfile of 820,000 physicians, we
selected a target population of 271,984 boardfe=itphysicians who met defined eligibility
requirements (see below). Stratifying by censugregnd by specialty within region, we

" For specialties where the 75th percentile on volwas below 150, we substituted 150 for the thregsFan
applying this rule, because analysis of the distiiims suggested that this was an appropriate @teswiinimum for
the reliability of mortality data.

¥ For information on the 2008 and 2009 samples selsae the respective methodology reports at
www.rti.org/besthospitals
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selected a probability (i.e., random) sample of gBgsicians (50 from each region) from each of
the 16 specialty areas. The final sample inclu@el@ifal and nonfederal medical and osteopathic
physicians practicing in all 50 states and therzisbf Columbia.

Eligibility Requirements

To define an appropriate probability sample of ptiges who represent the 16 specialty
groupings, we linked each of the specialties to@anmore relevant specialties from the ABMS.
Next, we identified a number of subspecialties wigach medical specialty in the rankings.
Physicians who designated a primary specialty mafrthe specialties (or affiliated
subspecialties) were eligible for the surv&gble 6displays the association among Best
Hospitals specialties, ABMS subspecialties, andesmpronding member boards.

Stratification

To compensate for wide variation in the numberligitde physicians across the targeted
specialties and the four census regions in thetcpumne used different probabilities of selection
for each grouping. Therefore, 50 physicians welected from each of the 16 specialties in each
of the four census regiong\fyw.census.gov/geo/www/us_regdiv.pdEqual-size groups
permitted easier comparison of differences amogmns and specialties.

Survey Procedure
Materials

For 2008, 2009, and 2010, sampled physicians ih specialty were mailed a one-page,
single-sided questionnaire containing a single halspomination element. Respondents were
asked to select as many as five hospitals in gpacialty that provide the best care to patients
with serious conditions, regardless of locatiomxpense (se&ppendices AandB). Along with
the questionnaire, physicians were sent a covier et business reply envelope, and a $2 bill (a
token incentive used since the first set of rankimg1990).
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Table 6. Physician Sample Mapping

Best Hospitals Specialty

American Board of

AMA Subspecialty

Cancer

Internal Medicine

Hematology

Hematology/Oncology

Medical Oncology

Surgical Oncology

Musculoskeletal Oncology

Obstetrics & Gynecology

Gynecologic Oncology

Radiology

Radiation Oncology

Diabetes & Endocrinology

Internal Medicine

Diabetes & Endocrinology

Diabetes

Ear, Nose, & Throat

Otolaryngology

Otolaryngology

Plastic—Head and Neck

Otology/Neurotology

Gastroenterology

Internal Medicine

Gastroenterology

Hepatology

Proctology

Abdominal Surgery

Colon and Rectal Surgery

Geriatrics Internal Medicine Geriatrics
Gynecology
Gynecology Obstetrics & Gynecology Obstetrics

Obstetrics and Gynecology

Maternal and Fetal Medicine

Heart & Heart Surgery

Internal Medicine

Cardiovascular Diseases

Interventional Cardiology

Cardiac Electrophysiology

Surgery Thoracic Surgery
Kidney Internal Medicine Nephrology
Neurology

Neurology & Neurosurgery

Psychiatry & Neurology

Neurology/Diagnostic Radiology

Neurological Surgery

Neurological Surgery

Ophthalmology

Ophthalmology

Ophthalmology

Orthopedics

Orthopedic Surgery

Orthopedic Surgery

Sports Medicine—Orthopedics

Hand Surgery

Adult Reconstructive Orthopedics

Spine Surgery

Orthopedic Trauma Surgery

Psychiatry

Psychiatry & Neurology

Psychiatry

Rehabilitation

Physical Medicine &
Rehabilitation

Physical Medicine & Rehabilitation (PMR)

Spinal Cord Injury

Sports Medicine-PMR

Sports Medicine

Pulmonology

Internal Medicine

Pulmonary Diseases

Rheumatology

Internal Medicine

Rheumatology

Urology

Urology

Urological Surgery
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Mailings

The physician survey mailings were conducted igedaver several weeks at the
beginning of 2010. The initial mailing was sent Ws. Postal Service (USPS) First Class
metered mail. Two weeks after the initial surveylimg, a replacement survey and new cover
letter were sent to the sampled physicians as andem Two weeks following the reminder, we
sent a USPS Priority mailing to nonresponders,@ioh another copy of the questionnaire, a
new cover letter, and a business reply envelop®. Weeks after the second survey was sent, a
third survey mailing was sent either by USPS Piyasr overnight via Federal Express to the
remaining nonresponders; the packet included tlestqpnnaire, a cover letter, and a postage-
paid return envelope. (Sd@able 7for a simplified schedule of the physician surmesgiling.)

Table 7. Physician Survey Mailing Schedule

Materials Mailed

Sent via

Sent to

Date

1st copy of physician
survey

USPS, First Class mail

Full physician sample

January 5, 2010

2nd copy of physician
survey

USPS, First Class mail

Sample members who
did not respond

January 21, 2010

3rd copy of physician
survey

USPS, Priority mail

Sample members who
did not respond

February 4, 2010

4th copy of physician
survey

USPS, Priority mail, or
Federal Express

Sample members who
did not respond

February 19, 2010

Response Rates

Table 8shows the response rate by specialty for the By&#asurvey data used in the
2010/11 rankings. The average response rate f@ ylears of data collection was 44.2%, using
American Association for Public Opinion ResearcAPOR) Standard Response Raté%,
which treats undeliverables as ineligible ca3edle 9shows the response rate for 2010 by
region and specialty.

8558 Standard definitions are located on the Welwatv.aapor.org/uploads/Standard Definitions 04 0BaEpdf
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Table 8. Yearly Response Rate by Specialty (2008-20 10)

2008 2008 2010 3-Year Total

Specialty n % n % n % n %
Cancer 73 38.6 79 41.1 81 41.8 233 40.5
Diabetes & Endocrinology 61 33.0 92 47.2 86 44.8 239 41.8
Ear, Nose, & Throat 83 45.9 115 58.4 115 58.7 313 54.5
Gastroenterology 76 39.8 108 55.4 97 49.2 281 48.2
Geriatrics 56 29.0 101 52.6 99 52.1 256 445
Gynecology 67 38.6 82 42.3 91 48.1 240 43.1
Heart & Heart Surgery 78 40.4 83 42.6 102 53.4 263 45.4
Kidney 60 31.4 80 41.9 76 39.8 216 37.7

Neurology & Neurosurgery 77 43.3 104 53.3 83 43.9 264 47
Ophthalmology 92 47.2 105 54.1 119 60.4 316 53.9
Orthopedics 52 27.5 85 43.1 87 44.2 224 38.4
Psychiatry 48 27.7 73 37.8 83 435 204 36.6
Rehabilitation 96 49.2 105 54.7 103 53.1 304 52.3
Pulmonology 67 354 86 441 64 33.3 217 37.7
Rheumatology 78 41.1 93 48.9 98 51.9 269 47.3
Urology 95 48.7 104 50.8 100 52.6 299 50.7

Overall Response Rate ° 1,159 385 | 1,491 48.0 1484 48.2 | 4134 45

4The overall response rate for each year was caémlilzsing AAPOR Standard Response Rate 6.

Survey Response Weighting

The physician survey was stratified by specialty eensus region (West, Northeast,
South, and Midwest). Weights were constructed qmdied to each physician’s survey response
to make nominations representative at the natilewval. Weights were based on the probability
of selection within each unique specialty-regiombmation, with an adjustment to account for
nonresponders.
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Table 9. Response Rates by Region and Specialty, 20 10

West Northeast South Midwest
Specialty n % n % n % n %
Cancer 26 53.1 22 45.8 16 32.7 17 35.4
Diabetes & Endocrinology 22 44.9 22 45.8 19 41.3 23 46.9
Ear, Nose, & Throat 29 59.2 39 78.0 26 52.0 21 44.7
Gastroenterology 26 52.0 26 53.1 21 42.9 24 49.0
Geriatrics 26 54.2 27 58.7 25 52.1 21 43.8
Gynecology 19 41.3 29 59.2 26 54.2 17 37.0
Heart & Heart Surgery 31 66.0 24 50.0 18 36.7 29 61.7
Kidney 25 52.1 16 32.7 17 37.0 18 37.5
Neurology & Neurosurgery 21 44.7 21 43.8 23 50.0 18 37.5
Ophthalmology 25 50.0 32 64.0 29 59.2 33 68.8
Orthopedics 22 449 20 40.0 25 51.0 20 40.8
Psychiatry 21 44.7 20 40.8 21 438 21 44.7
Rehabilitation 29 59.2 27 56.3 26 54.2 21 42.9
Pulmonology 18 37.5 17 34.7 17 34.7 12 26.1
Rheumatology 28 58.3 22 47.8 26 52.0 22 48.9
Urology 27 56.3 28 60.9 23 47.9 22 45.8
Overall Response Rate * 395 51.2 392 50.7 358 46.4 339 44.5

® The overall response rate includes in the numesdk@hysicians who returned a questionnaire witleast one
item completed; it subtracts ineligible cases fitbm denominator.

Log Transformation

For 2010/11, we added a step to the analysis afghégtation data obtained from
physicians’ hospital nominations. By its natursuavey that solicits recommendations for “best
hospitals” will result in data that is not normatlistributed—relatively few hospitals will
receive even one “best” recommendation. Of the italspecommended, moreover, a small
number will receive many nominations, producingghty skewed distribution. Since the other
ranking components, such as structural measuremandlity, are not skewed to this degree,
reputation can have a somewhat larger than intemadeact on the final rankings. To address
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this issue, we implemented a log transformatiothefreputation data. The transformation
reshapes the distribution, reducing the skew @rattg the distribution) of the reputation data. In
this way, the distribution of reputation data mol@sely matches those of the other components
in the rankingsFigure 2 demonstrates the impact of this step on reputatata, using a set of
simulated values. As is evident, once the log fansation has been applied, the relative
position of each hospital on this variable remaiiessame but the distance between the values is
reduced. Due to the reduced variance, the impattteofeputation score on hospitals' final
standing in the rankings is slightly diminished. wish the other components, the reputation data
is standardized before being combined in the Inafetospital Quality.

Figure 2. Comparison of Reputation Data Prior to an  d After Log Transformation
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E. Patient Safety Index
An important aspect of both outcomes and reputasi@npatient’s safety. It is a critical

component in evaluating and determining the bespitals. For 2009).S. Newsntroduced the
patient safety index, a new index score addregsatignt safety in the Best Hospitals rankings.
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Background

Prior to the 2009 rankings, the only outcome meassed to determine the rankings was
mortality. While this obviously is an important oatne measure, other adverse events befall
hospitalized patients that may not result in defatfits 2000 reporTo Err is Humart* the
Institute of Medicine (IOM) identified three domaiof quality: (1) safety, (2) practice consistent
with current medical knowledge, and (3) custom@abf care to the patient’s values and
expectations. The first of these domains, patiafdty, is defined by the IOM as “freedom from
accidental injury.” Preventable adverse events leemn identified by the IOM as a leading
cause of death and injury and the principal chgketo patients’ safety. Hospitals with high rates
of adverse events are unlikely to be providing Figlality care to all of their patients.

In 2003, AHRQ released the first version of itsi®atSafety Indicators (PSIs), a set of
20 provider-level and 7 area-level indicators afemtially adverse event$ As described below,
we use a subset of these indicators to identifyembvoutcomes likely associated with less-than-
desirable quality of care.

Previous research indicates that PSls are notgyrassociated with other outcome and
structural quality measuré&>®However, we believe that PSIs incorporate impartan
information separate from other measures useceitH. Including PSls in addition to
mortality allows us to measure aspects of qualityane where there may be harm to patients
and increased service utilization (for examplezdoect a harm), but where the patient may not
die. Hospital stays with patient safety events Hasen found to be more costly and longer in
length than stays without patient safety evéfitS Patient safety events have also been
associated with higher hospital 90-day readmissates compared to patients without safety
events>®

Development of the Patient Safety Index

The patient safety index was developed by RTI u#iegramework described in the
Patient Safety Quality Indicators Composite Meadtarkshop Final Repaff with some
project-specific modifications. This report summaas the steps to take to construct an index to
be reported in the annulsational Healthcare Quality RepdftandNational Healthcare
Disparities Reporf® part of the HCUP initiative. The composite meadimal report’s
framework divides the index creation process ihtee basic components:

1. Choosing index components,
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2. Weighting the index components, and
3. Adjusting hospital-specific PSIs to account for si@@ment variance.

Choosing Index Components

AHRQ’s PSI composite index includes the 11 PSiskad in the second column of
Table 10 These PSls were chosen based on codes likely tedorted, not already part of
existing composites, and not related to obsteaite.cThe Best Hospitals patient safety index
includes only five of the constituents of AHRQ’sIR&lex, as indicated in the third column of
Table 10. The five chosen were selected becaugehthee already been endorsed by the
National Quality Forum (NQF) or are in the procebecoming endorsed. The patient safety
index includes two additional PSls. PSIs 02 and@&ath in Low-Mortality DRGs and Failure
to Rescue, respectively) were included because th8ss identify deaths that are generally
deemed to be avoidable. Additional indicators mayatded to the patient safety index in future
years, as the measures become more refined.

Table 10. Comparison of the AHRQ PSI Index and the  Best Hospitals Patient Safety Index

Included in the Included in the
AHRQ PSI Best Hospitals
Composite Patient Safety
PSI Index Index

PSI 02: Death in Low-Mortality DRGs

PSI 03: Decubitus Ulcer

PSI 04: Failure to Rescue

PSI 06: latrogenic Pneumothorax

PSI 07: Selected Infection Due to Medical Care

PSI 08: Postoperative Hip Fracture

PSI 09: Postoperative Hemorrhage or Hematoma

PSI 10: Postoperative Physiological and Metabolic Derangements

PSI 11: Postoperative Respiratory Failure

PSI 12: Postoperative Pulmonary Embolism or Deep Vein
Thrombosis

PSI 13: Postoperative Sepsis

PSI 14: Postoperative Wound Dehiscence

PSI 15: Accidental Puncture or Laceration
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Weighting the Index Components

An index is generally a weighted sum or mean ofasiponents. The Best Hospitals
rankings considered a patient safety index thaged each PSI equally, as well as one that
weighted each PSI by the population at risk of eadltator. Weights equal to the population at
risk make the PSI index analogous to the mortalidasure—a hospital’'s observed-versus-
expected mortality rate is a weighted average eblbserved-versus-expected mortality rates by
MS-DRG, with weights equal to the proportion ofipats in each MS-DRG. The weights used
in the Best Hospitals patient safety index are showrable 11

Table 11. Weights for the PSI Components of the Bes  t Hospitals Patient Safety Index

Weight in the Best
Hospitals
PSI Patient Safety Index
PSI 02: Death in Low-Mortality DRGs 7.6%
PSI 04: Failure to Rescue 0.2%
PSI 06: latrogenic Pneumothorax 38.6%
PSI 09: Postoperative Hemorrhage or Hematoma 8.4%
PSI 11: Postoperative Respiratory Failure 3.4%
PSI 14: Postoperative Wound Dehiscence 1.8%
PSI 15: Accidental Puncture or Laceration 40.1%

Adjusting Hospital-Specific PSls to Account for PSI Measurement Variance

Similar to the method used in the AHRQ index, testBHospitals patient safety index
incorporates a feature that adjusts for differeramaeng the PSls in their reliability, or the
variation in PSls that appears due to random vananstead of real quality differences. Each
PSl is adjusted based on the observed variatie@tifsglly, the standard error of the mean) in
the PSI within each hospital. To make the adjustite PSI value used is set equal to a
weighted average of the hospital’s own value aadl dfthe population. The greater the within-
hospital variation or the fewer the number of caties greater the weight on the population
value and less on the hospital’s own value. Thes)dss reliably estimated a particular PSl is
for a given hospital, relative to the other PSig, less weight is put on that PSI for that hospital
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Controlling for the Influence of Hospital Case-Mix on Measured PSls

Patients with complex medical conditions requireenmmplex care. Assuming the
same level of quality with every “touch” from a Ipatsl staff person, the more complex the care,
the greater the likelihood that an error will bed@aAs a result, comparing patient safety index
values of a hospital with a complex case-mix to with a simple case-mix may not be fair; a
hospital with a simple case-mix might have worsdauntying quality but a somewhat better-
seeming patient safety index than a hospital witbraplex case-mix. To control for this
possibility, and to conduct a more apples-to-apptesparison, we control for the effect of case-
mix on the index by estimating a simple linear esgion of the patient safety index, computed
as described above, on the Medicare case-mix indlex-average MS-DRG weight of the
Medicare patients treated in each hospital. Thesaelfl patient safety index used in the ranking
is the actual index less the value predicted irittear regression. Negative values of the
adjusted patient safety index indicate fewer thgreeted adverse events (higher quality);
positive values indicate greater than expectedradvevents (lower quality). For purposes of
scoring, the PSI index is coded into quintiles witimdicating lowest and 5 highest quality.
Means and several percentile points for the distidims of unadjusted and adjusted patient
safety indexes are shownTable 12

Table 12. Summary Statistics for Case Mix-Adjusted and Unadjusted Patient Safety Index,
by Index Quintile Score

Index
Quintile 10th 90th
Score Index Mean Minimum | Percentile Median | Percentile | Maximum
Unadjusted 1.40 0.21 0.90 1.45 1.86 2.05
! Adjusted 1.32 1.10 1.13 1.28 1.54 1.98
Unadjusted 0.95 0.12 0.54 0.95 1.34 1.99
? Adjusted 0.98 0.88 0.90 0.98 1.07 1.09
Unadjusted 0.76 0.15 0.41 0.75 1.12 1.96
3 Adjusted 0.81 0.75 0.76 0.81 0.87 0.88
Unadjusted 0.62 0.11 0.32 0.59 0.95 151
‘ Adjusted 0.67 0.59 0.61 0.67 0.73 0.75
Unadjusted 0.44 0.10 0.19 0.40 0.76 1.88
> Adjusted 0.40 0.10 0.19 0.44 0.56 0.59
Unadjusted 0.84 0.10 0.30 0.77 151 2.05
Totl Adjusted 0.84 0.10 0.44 0.81 1.28 1.98
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The data source for the Best Hospitals Patientt$péifdex is the same 3-year sample
from the MedPAR dataset that is used for volumerandality analyses in the Best Hospitals
rankings. For the 2010/11 rankings, the MedPARsfilsed were the Federal fiscal year 2006,
2007, and 2008 files. Data were analyzed usind\thBRQ PSI grouper software version 3.2.

F. Calculation of the Index of Hospital Quality

Prior to 2009, the rankings for the IHQ-driven Splies—structure, process, and
outcomes—each received one-third of the weightti&tain 2009, the weights were altered
slightly to adjust for the inclusion of the patiesaifety index. The patient safety index is worth
5% of the total score. Conceptually, it is tiedie outcomes and process components of the
rankings. As a result, its weight has been eveislyiduted between the outcomes and process
components, such that each of these componentstotal weight of 32.5% and structure has a
weight of 30%. Although each of the three meastepeesents a specific aspect of quality, a
single score provides a result that is easy tanseunderstand and portrays overall quality more
accurately than would any of the three elementividdially.

The formula for calculating the specialty-specifit® for a hospital is shown in Equation
(). Please note that this formula is illustratikesannot be used directly to calculate a score fo
an individual hospital because standardized ddtsesare adjusted according to the distribution
of measures across all eligible hospitals.

The IHQ score can be thought of as a simple wetgbten of structural, process, and
outcomes measures. The weights for the structueakaores are factor loadings, and the weights
for the process and outcomes measures are edina@ $oim of all structural measure factors.

ni

IHQi = {:3[(Swi X Fu)+(Szi X Fa)* ... +(Sni X Fo]+.325[(P; )] +.325[(M, gi F)] +.05Pg, (1)

where
IHQ; = index for hospital quality for specialty
S = standardized value for structural indicatdiSTRUCTURE), for specialty,
Fni = factor loadings for structural indicatofor specialtyi;
Pi = standardized nomination score (PROCESS) foriaipec;
M; = standardized mortality score (OUTCOMES) for sgiegi; and
PS = standardized patient safety index score forigfiga.
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The general formula for deriving the IHQ scores ileasained unchanged since its
creation in 1993. For presentation purposes, ra@y $idores are transformed to a 100-point scale
and the top hospital in each specialty receiveeesof 100. The transformation is shown in
Equation (2):

(Raw IHQ scorg— minimuny) / range. (2)

Means and standard deviations (SDs) of the IHQHerl2 IHQ-driven specialties are
listed inTable 13 These data illustrate that the spread of IHQescproduces a very small
number of hospitals that are 3 and 4 SDs abovent#tan. Horizontal lines in the 12 specialty
lists in Appendix Eindicate cutoff points of 3 and 4 SDs above thame

Table 13. Means and Standard Deviations for the IHQ -Driven Specialties

3 SDs 4 SDs
Above Above
Specialty Mean SD the Mean the Mean

Cancer 15.95 9.05 43.09 52.14
Ear, Nose, & Throat 26.18 7.22 47.84 55.06
Diabetes & Endocrinology 26.93 7.07 48.15 55.22
Gastroenterology 19.06 6.65 39.00 45.65
Geriatrics 17.77 8.11 42.11 50.23
Gynecology 33.87 7.65 56.82 64.46
Heart & Heart Surgery 19.81 9.36 47.90 57.26
Kidney 21.76 8.58 47.50 56.08
Neurology & Neurosurgery 20.15 7.94 43.98 51.92
Orthopedics 16.77 6.85 37.33 44.18
Pulmonology 19.22 7.87 42.82 50.69
Urology 21.08 7.49 43.55 51.04

[ll.  Reputation-Only Specialties

Available data for the four reputation-only speiiés are more limited than for the IHQ-
driven specialties. Mortality is irrelevant in Ophtmology, Psychiatry, and Rehabilitation,
which rarely involve life-threatening proceduregpdtient volume in Rheumatology is extremely
low, making it difficult to collect reliable mort#y measures. Reliable structural measures also
are unavailable for these specialties. Therefoeeyged only reputation—the process
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component—to develop the rankings. This sectioweniass the eligibility and procedures used
to develop the rankings for the four reputationyaspecialties.

A.  Eligibility

Hospitals ranked solely by reputation do not havemeéet the same eligibility standards
as the IHQ-driven specialties. For these four sies, a hospital is eligible if it receives one o
more physician nominations. Only hospitals représgr8% or more of the total nominations in
a specialty are published in print.

B. Process

The IHQ-driven specialties and the reputation-apgcialties share the same process
component (seBection Il.B. Structurefor more information).

C. Calculation of the Rankings

As mentioned above, scores for the reputation-spécialties of Ophthalmology,
Psychiatry, Rehabilitation, and Rheumatology mestélculated differently from scores for the
IHQ-driven specialties because of the unavailabditstructural and outcomes measures. Thus,
we rank hospitals in these specialties solely Ipytation (seédppendix F. Although the four
reputation-only specialties are ranked without I8lf@res, SDs of the reputational scores
remains useful in identifying truly superior hosyst (in terms of statistically relevant nomination
scores)Table 14presents theneans and SDs of the reputation-only scores.

Table 14. Means and Standard Deviations for the Rep  utation-Only Specialties

2 SDs 3 SDs
Above Above

Specialty Mean SD the Mean the Mean
Ophthalmology 3.96 11.71 27.38 39.09
Psychiatry 2.26 4.74 11.74 16.48
Rehabilitation 2.61 7.52 17.66 25.18
Rheumatology 3.30 8.16 19.62 27.77
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IV. The Honor Roll

This year, 152 different hospitals were rankedtileast one specialty. The Honor Roll
recognizes excellence across a broad range ofatfiesi To be listed, a hospital must rank at
least three standard deviations above the meaneéast 6 of the 16 specialties. For 2010/11, 14
hospitals are listed on the Honor Roll. A hospgatinking on the Honor Roll is based on points
assigned by specialty, as follows:

A hospital that ranks at least 3 but less than 4 8tibve the mean receives one
point.

A hospital that ranks 4 or more SDs above the meegives 2 points.

Using SDs above the mean as the criterion for gichuin the Honor Roll sets a
threshold for overall excellence. The Honor Rddlaaindicates the relative distances between the
Best Hospitals, which cannot be determined solelsnfthe rankingsAppendix Glists this
year’s 14 Honor Roll hospitals.

V.  Summary of Changes, 2005 to 2010/11

RTI began working witiJ.S. New®n the Best Hospitals rankings in 2005. To maintai
consistency in the ranking process, RTI replicatedpreexisting methodology in the 2005
rankings and implemented only minor improvement3d06.

Changes for 2007 and 2008 were more substantiastitiun keeping with the goal of
maintaining consistency and continuity. Many of theanges were discussed at length at a day-
long meeting convened hy.S. Newsn the fall of 2006 to solicit the views of a Bétbspitals
advisory panel of approximately 40 invitees. Thaeghsts represented top hospitals and brought
expertise in areas such as clinical care, heakthdara analyses, and quality research. Several
representatives from key trade/industry organizatiaso participated. The significant
methodological changes introduced in the 2007 rayare listed below; for a more detailed
discussion of these changes, we recommend reviewag007 or 2008 project methodology
reports, which are available onlinevaww.rti.org/besthospitals

Summary of 2007 Changes

External organizations added.Hospitals in the Cancer specialty now receive
points for accreditation by FACT as a Cellular Tdmyr Facility. Hospitals in
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Geriatrics now receive points if they are recogdibg NIA for having an
Alzheimer’s Center.

DRG groupings updated.DRG groupings were updated for all specialties,
consistent with typical year-to-year changes.

Transfers excluded.Patients transferred into a hospital from anoltiwspital are
excluded from mortality and volume calculationseduce the likelihood of
either benefiting or suffering from “dumping” of fgents.

30-day mortality introduced. Thirty-days-from-admission mortality rates were
introduced in all IHQ-driven specialties (excepnhCar) instead of death-at-
discharge mortality rates.

Mortality data weighted. Weights were applied to the MedPAR data based on
the relative over- or underrepresentation of treesaDRGs among all patients,
as identified in the HCUP data.

Neonatologists movedNeonatologists were removed from the Gynecology
sample and included in the Pediatrics sample idstea

Summary of 2008 Changes

Advanced technologies updatedl'he elements in this index were updated for a
few specialties to remain consistent with the adedrtechnologies expected
from a best hospital.

Patient services updatedThe elements in these services were updated fwa f
specialties to remain consistent with the patientises expected from a best
hospital.

Trauma center certification dropped. Trauma center certification was dropped
from the Gynecology specialty.

Alzheimer’s disease center addedhis element was added to the Neurology &
Neurosurgery specialty.

30-day mortality rates added for Cancer.Thirty-days-from-admission mortality
rates were introduced in all IHQ-driven specialegsept Cancer in 2007. For
2010/11, 30-day mortality was used in Cancer as wel
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Summary of 2009 Changes

Eligibility criteria updated. Hospitals with a minimum number of hospitals beds
may now be eligible for the rankings (s&ection II.A).

Key technologies updatedThe elements in this index were updated for a few
specialties to remain consistent with the key tetdgies expected from a best
hospital (se&ection I1.B).

Intensivists added.Hospitals now receive credit in all data-drivencpkies for
having intensivists on staff (s&ection I1.B).

Patient safety index addedA Best Hospitals patient safety index was created
and applied to all data-driven specialties (Seetion I1.E).

DRG groupings updated.DRG groupings were updated for all data-driven
specialties, consistent with typical year-to-ydaarges (seBection 11.0).

Summary of 2010/11 Changes

Reputation scores transformedimplemented a new log transformation of the
reputation survey data prior to standardizationis Thange will allow reputation
scores to cluster more, reducing the overall impéthis component on the final
hospital ranking.

MS-DRGs incorporated The 3M Health Information Systems MS Grouper
software was run on all 3 years of data includethéanalyses, and we revised
the assignment of cases to specialties using thdRSs.

Change in the structural volume measureThe criteria used to determine
volume for the structural variable has now changedclude only those cases
meeting the minimum severity of illness threshadsby the project using APR-
DRGs and includes transfers; previously, this mesacused on all discharges
for DRGs used by the project and excluded transiédris change will allow the
volume measure to more accurately reflect the agtlame of cases according
to the specialty definitions.

Codes identifying transfers for mortality calculation revised.As in previous
years, transfers were identified using the clainrse of inpatient admission
variable on the MedPAR files. In past years, trarsstvere identified based on the
value “4” for transfer from an acute hospital. Thear the variable value “A” for
transfer from critical access hospital was alsause
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“Outlier” transfer data adjusted. We adjusted the observed transfer-free
mortality rate for hospitals in the top and bottquartiles of transfer-in rates to
account for the fact that some hospitals may haketbo many or too few cases
included in the mortality calculations due to pooinaccurate coding of
administrative data.

VI.  Future Improvements

The Best Hospitals methodology is reexamined afide@ each year to best measure
hospital quality. As always, RTI will closely mooitthe potential of new data sources and
measures. Several of the methodological improvesnaging considered follow:

Reevaluate process componeriVe will continue to evaluate the way in which
additional measures of process could be used taneetthe physician survey
proxy measure. For example, the Hospital Consunssegsment of Health Care
Providers and Systems (HCAHPS), implemented by @GMZ08, evaluates
patients’ feedback on the quality of care they ingmeduring a recent hospital
stay. Such programs may offer useful data.

Incorporate structural data into reputation-only specialties.We are
examining resources and measures that would adctstal data to the current
reputation-only specialties to further strengthed anprove the rankings for
these specialties.

Review external data sourcesWe will investigate additional and new sources of
data that offer quality measures for all hospitBigta sources under consideration
include quality indicators from AHRQ and the Ja@dmmission.

Contact Information

We welcome suggestions and questions. Readerssanslare encouraged to contact the
Best Hospitals research team at the address lstiesv. This report, as well as those since 2005,
can be viewed or downloaded in their entirety fritn@ RTI International website at
www.rti.org/BestHospitalsSpecific questions or comments about the contaritas report can
be sent via e-mail tBestHospitals@rti.org
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Appendix A

2009/10 Sample Physician Questionnaire



& WORLD REPORT
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America’s
Best Hospitals

Your nominations will be reflected in the 2009 U.5. News &
World Report <<specialty>> rankings.

Without considering location or expense, listup to five U.S. hospitals (and/or
affiliated medical schools) that in your opinion provide the best inpatient care
for the most complex or difficult medical <<fill>> associated with <<specialty=>.

Hospital and/or affiliated medical school City State

Please send your response in the enclosed postpaid envelope, or by fax {200-476-9721),
or fill out the survey onling at hitpifamericasbecthospitals riorg/. Your usernams is <<usernames: and
password is <<id>>.
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040 ComwalisRd POBox 12154,
Resaarch Triangle Park, NC 277032450
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Appendix B

Structural Variable Map



The following variables, used to construct struatetements of the 2010/11 IHQ, were
taken from the 2008 Annual Survey of Hospitals Dats published by the American Hospital
Association, unless otherwise specified. Hospialsnot receive more than one point for any
one service.

Key Technologies (Total of 8 points possible)

1 point awarded if...
DRADFHOS, DRADFSYS, DRADFNET, or DRADFVEN=1
FFDMHOS, FFDMSYS, FFDMNET, or FFDMVEN=1

IGRTHOS, IGRTSYS, IGRTNET, or IGRTVEN=1

MSCTHOS MSCTSYS, MSCTNET, MSCTVEN, MSCTGHOS, MSCT&S, MSCTGNET, or
MSCTGVEN=1

PETCTHOS, PETCTSYS, PETCTNET, or PETCTVEN=1
ROBOHOS, ROBOSYS, ROBONET, or ROBOVEN=1
SPECTHOS, SPECTSYS, SPECTNET, or SPECTVEN=1
SRADHOS, SRADSYS, SRADNET, or SRADVEN=1

Cancer Key Technologies (Total of 7 points possible )

1 point awarded if...

FFDMHOS, FFDMSYS, FFDMNET, or FFDMVEN=1
IGRTHOS, IGRTSYS, IGRTNET, or IGRTVEN=1
ROBOBHOS, ROBOBSYS, ROBOBNET, or ROBOBVEN=1
PETCTHOS, PETCTSYS, PETCTNET, or PETCTVEN=1
BEAMHOS, BEAHMSYS, BEAMNET, or BEAMVEN=1
SRADHOS, SRADSYS, SRADNET, or SRADVEN=1
OTBONHOS, OTBONSYS, OTBONNET, or OTBONVEN=1

Diabetes & Endocrinology Key Technologies (Total of 4 points possible)

1 point awarded if...

DRADFHOS, DRADFSYS, DRADFNET, or DRADFVEN=1
IGRTHOS, IGRTSYS, IGRTNET, or IGRTVEN=1
PETCTHOS, PETCTSYS, PETCTNET, or PETCTVEN=1
SRADHOS, SRADSYS, SRADNET, or SRADVEN=1

Ear, Nose, & Throat Key Technologies (Total of 1 po  int possible)

1 point awarded if...
SRADHOS, SRADSYS, SRADNET, or SRADVEN=1
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Gastroenterology Key Technologies (Total of 7 point s possible)

1 point awarded if...

DRADFHOS, DRADFSYS, DRADFNET, or DRADFVEN=1

ENDOAHOS, ENDOASYS, ENDOANET, or ENDOAVEN=1

ENDORHOS, ENDORSYS, ENDORNET, or ENDORVEN=1

ENDOUHOS, ENDOUSYS, ENDOUNET, or ENDOUVEN=1

IGRTHOS, IGRTSYS, IGRTNET, or IGRTVEN=1

SRADHOS, SRADSYS, SRADNET, or SRADVEN=1

CMS Liver Transplant Center=1

Gynecology Key Technologies (Total of 5 points poss ible)

1 point awarded if...

FFDMHOS, FFDMSYS, FFDMNET, or FFDMVEN=1

IGRTHOS, IGRTSYS, IGRTNET, or IGRTVEN=1

PETCTHOS, PETCTSYS, PETCTNET, or PETCTVEN=1

ROBOHOS, ROBOSYS, ROBONET, or ROBOVEN=1

SRADHOS, SRADSYS, SRADNET, or SRADVEN=1

Heart & Heart Surgery Key Technologies (Total of 7 points possible)

1 point awarded if...

CICHOS, CICSYS, CICNET, or CICVEN=1

MSCTHOS MSCTSYS, MSCTNET, MSCTVEN, MSCTGHOS, MSCT&S, MSCTGNET, or
MSCTGVEN=1

PETCTHOS, PETCTSYS, PETCTNET, or PETCTVEN=1

ROBOHOS, ROBOSYS, ROBONET, or ROBOVEN=1

SPECTHOS, SPECTSYS, SPECTNET, SPECTVEN=1

TISUVEN, TISUHOS, TISUSYS, TISUNET=1

CMS Heart Transplant Center=1

Kidney Key Technologies (Total of 7 points possible )

1 point awarded if...

DRADFHOS, DRADFSYS, DRADFNET, or DRADFVEN=1

IGRTHOS, IGRTSYS, IGRTNET, or IGRTVEN=1

MSCTHOS MSCTSYS, MSCTNET, MSCTVEN, MSCTGHOS, MSCT&S, MSCTGNET, or
MSCTGVEN=1

PETCTHOS, PETCTSYS, PETCTNET, or PETCTVEN=1

ROBOHOS, ROBOSYS, ROBONET, or ROBOVEN=1

SRADHOS, SRADSYS, SRADNET, or SRADVEN=1

CMS Kidney Transplant Center=1
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Neurology & Neurosurgery Key Technologies (Total of 5 points possible)

1 point awarded if...

DRADFHOS, DRADFSYS, DRADFNET, or DRADFVEN=1

IGRTHOS, IGRTSYS, IGRTNET, or IGRTVEN=1

PETCTHOS, PETCTSYS, PETCTNET, or PETCTVEN=1

SPECTHOS, SPECTSYS, SPECTNET, or SPECTVEN=1

SRADHOS, SRADSYS, SRADNET, or SRADVEN=1

Orthopedics Key Technologies (Total of 2 point poss ible)

1 point awarded if...

CAOSHOS, CAOSSYS, CAOSNET, or CAOSVEN=1

TISUVEN, TISUHOS, TISUSYS, TISUNET=1

Pulmonology Key Technologies (Total of 6 points pos sible)

1 point awarded if...

DRADFHOS, DRADFSYS, DRADFNET, or DRADFVEN=1

IGRTHOS, IGRTSYS, IGRTNET, or IGRTVEN=1

MSCTHOS MSCTSYS, MSCTNET, MSCTVEN, MSCTGHOS, MSCT&S, MSCTGNET, or
MSCTGVEN=1

PETCTHOS, PETCTSYS, PETCTNET, or PETCTVEN=1

SRADHOS, SRADSYS, SRADNET, or SRADVEN=1

CMS Lung Transplant Center=1

Urology Key Technologies (Total of 5 points possibl e)

1 point awarded if...

DRADFHOS, DRADFSYS, DRADFNET, or DRADFVEN=1

IGRTHOS, IGRTSYS, IGRTNET, or IGRTVEN=1

PETCTHOS, PETCTSYS, PETCTNET, or PETCTVEN=1

ROBOHOS, ROBOSYS, ROBONET, or ROBOVEN=1

SRADHOS, SRADSYS, SRADNET, SRADVEN=1

Nurse Staffing

Index equals:
Full-time Equivalent Registered Nurses (FTEN where available, FTERN
otherwise) divided by Adjusted Average Daily Census (ADJADC)

B-3



Trauma Center

“Yes” if...

TRAUML90=10r2 and TRAUMHOS=1

Cancer Patient Services (Total of 8 points possible

)

1 point awarded if...

GNTCHOS, SYS, NET, or VEN=1

HOSPCHOS, SYS, NET, or VEN=1

PAINHOS, SYS, NET, or VEN=1

PALHOS, SYS, NET, or VEN=1

PCAHOS, SYS, NET, or VEN=1

LINGHOS, SYS, NET, or VEN=1

AIRBHOS, SYS, NET, or VEN=1

WMGTHOS, SYS, NET, or VEN=1

Diabetes & Endocrinology Patient Services (Total of

8 points possible)

1 point awarded if...

GNTCHOS, SYS, NET, or VEN=1

HOSPCHOS, SYS, NET, or VEN=1

PAINHOS, SYS, NET, or VEN=1

PALHOS, SYS, NET, or VEN=1

PCAHQOS, SYS, NET, or VEN=1

LINGHOS, SYS, NET, or VEN=1

AIRBHOS, SYS, NET, or VEN=1

WMGTHOS, SYS, NET, or VEN=1

Ear, Nose, & Throat Patient Services (Total of 8 po

ints possible)

1 point awarded if...

GNTCHOS, SYS, NET, or VEN=1

HOSPCHOS, SYS, NET, or VEN=1

PAINHOS, SYS, NET, or VEN=1

PALHOS, SYS, NET, or VEN=1

PCAHOS, SYS, NET, or VEN=1

LINGHOS, SYS, NET, or VEN=1

AIRBHOS, SYS, NET, or VEN=1

WMGTHOS, SYS, NET, or VEN=1
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Gastroenterology Patient Services (Total of 8 point s possible)

1 point awarded if...

GNTCHOS, SYS, NET, or VEN=1

HOSPCHOS, SYS, NET, or VEN=1

PAINHOS, SYS, NET, or VEN=1

PALHOS, SYS, NET, or VEN=1

PCAHOS, SYS, NET, or VEN=1

LINGHOS, SYS, NET, or VEN=1

AIRBHOS, SYS, NET, or VEN=1

WMGTHOS, SYS, NET, or VEN=1

Geriatric Care Patient Services (Total of 9 points possible)

1 point awarded if...

ALZHOS, SYS, NET, or VEN=1

ARTHCHOS, SYS, NET, or VEN=1

HOSPCHOS, SYS, NET, or VEN=1

PAINHOS, SYS, NET, or VEN=1

PALHOS, SYS, NET, or VEN=1

PCAHQOS, SYS, NET, or VEN=1

PSYGRHOS, SYS, NET, or VEN=1

LINGHOS, SYS, NET, or VEN=1

WMGTHOS, SYS, NET, or VEN=1

Gynecology Patient Services (Total of 9 points poss  ible)

1 point awarded if...

FRTCHOS, SYS, NET, or VEN=1

GNTCHOS, SYS, NET, or VEN=1

HOSPCHOS, SYS, NET, or VEN=1

PAINHOS, SYS, NET, or VEN=1

PALHOS, SYS, NET, or VEN=1

PCAHOS, SYS, NET, or VEN=1

LINGHOS, SYS, NET, or VEN=1

AIRBHOS, SYS, NET, or VEN=1

WMGTHOS, SYS, NET, or VEN=1




Heart & Heart Surgery Patient Services (Total of 7

points possible)

1 point awarded if...

CHABHOS, SYS, NET, or VEN=1

HOSPCHOS, SYS, NET, or VEN=1

PAINHOS, SYS, NET, or VEN=1

PALHOS, SYS, NET, or VEN=1

PCAHOS, SYS, NET, or VEN=1

LINGHOS, SYS, NET, or VEN=1

WMGTHOS, SYS, NET, or VEN=1

Kidney Patient Services (Total of 8 points possible

)

1 point awarded if...

GNTCHOS, SYS, NET, or VEN=1

HOSPCHOS, SYS, NET, or VEN=1

PAINHOS, SYS, NET, or VEN=1

PALHOS, SYS, NET, or VEN=1

PCAHQOS, SYS, NET, or VEN=1

LINGHOS, SYS, NET, or VEN=1

AIRBHOS, SYS, NET, or VEN=1

WMGTHOS, SYS, NET, or VEN=1

Neurology & Neurosurgery Patient Services (Total of

9 points possible)

1 point awarded if...

ALZHOS, SYS, NET, or VEN=1

GNTCHOS, SYS, NET, or VEN=1

HOSPCHOS, SYS, NET, or VEN=1

PAINHOS, SYS, NET, or VEN=1

PALHOS, SYS, NET, or VEN=1

PCAHOS, SYS, NET, or VEN=1

LINGHOS, SYS, NET, or VEN=1

AIRBHOS, SYS, NET, or VEN=1

WMGTHOS, SYS, NET, or VEN=1
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Orthopedics Patient Services (Total of 7 points pos  sible)

1 point awarded if...

ARTHCHOS, SYS, NET, or VEN=1

HOSPCHOS, SYS, NET, or VEN=1

PAINHOS, SYS, NET, or VEN=1

PALHOS, SYS, NET, or VEN=1

PCAHOS, SYS, NET, or VEN=1

LINGHOS, SYS, NET, or VEN=1

WMGTHOS, SYS, NET, or VEN=1

Pulmonology Patient Services (Total of 8 points pos sible)

1 point awarded if...

GNTCHOS, SYS, NET, or VEN=1

HOSPCHOS, SYS, NET, or VEN=1

PAINHOS, SYS, NET, or VEN=1

PALHOS, SYS, NET, or VEN=1

PCAHQOS, SYS, NET, or VEN=1

LINGHOS, SYS, NET, or VEN=1

AIRBHOS, SYS, NET, or VEN=1

WMGTHOS, SYS, NET, or VEN=1

Urology Patient Services (Total of 9 points possibl e)

1 point awarded if...

FRTCHOS, SYS, NET, or VEN=1

GNTCHOS, SYS, NET, or VEN=1

HOSPCHOS, SYS, NET, or VEN=1

PAINHOS, SYS, NET, or VEN=1

PALHOS, SYS, NET, or VEN=1

PCAHOS, SYS, NET, or VEN=1

LINGHOS, SYS, NET, or VEN=1

AIRBHOS, SYS, NET, or VEN=1

WMGTHOS, SYS, NET, or VEN=1

Intensivists

1 point awarded if...

FTMSIA, FTCICA, FTOICA, PTMSIA, PTCICA, PTOICA, FTE MSI, FTECIC, or
FTEOIC >0




Appendix C

NCI Cancer Centers



A

Abramson Cancer Center
University of Pennsylvania
Craig B. Thompson, M.D.
Director

Arizona Cancer Center
University of Arizona
David S. Alberts, M.D.
Director

for Albert Einstein Cancer Center, see E
C

The Cancer Institute of New Jersey
Robert Wood Johnson Medical School
Robert S. DiPaola, M.D.

Director

Cancer Research Center of Hawaii
University of Hawaii at Manoa
Michele Carbone, M.D., Ph.D.
Director

Cancer Therapy & Research Center

University of Texas Health Science Center at San Aonio
lan M. Thompson, M.D.

Executive Director

Case Comprehensive Cancer Center
Case Western Reserve University
Stanton L. Gerson, M.D.

Director

Chao Family Comprehensive Cancer Center
University of California at Irvine

Frank L. Meyskens, Jr., M.D.

Director

City of Hope National Medical Center
Beckman Research Institute

Michael A. Friedman, M.D.

Director

16th Floor Penn Tower

3400 Spruce Street

Philadelphia, Pennsylvania 19104-4283
Tel: (215) 662-6065

Fax: (215) 349-5325

1515 North Campbell Avenue
P.O. Box 245024

Tucson, Arizona 85724

Tel: (520) 626-7685

Fax: (520) 626-6898

195 Little Albany Street

New Brunswick, New Jersey 08¢-2681
Tel: (732) 235-8064

Fax: (732) 235-8094

651 llalo Street, BSB 231-H
Honolulu, Hawaii 96813
Tel: (808) 440-4596

Fax: (808) 587-0790

7979 Wurzbach Road, Mail Code 8026
Urschel Tower, Room U627

San Antonio, Texas 78229

Tel: (210) 450-1000

Fax: (210) 450-1100

11100 Euclid Ave., Wearn 151
Cleveland, Ohio 44106-5065
Tel: (216) 844-8562

Fax: (216) 844-4975

101 The City Drive

Building 56, Rt. 81, Room 216L
Orange, California 92868

Tel: (714) 456-6310

Fax: (714) 456-2240

1500 East Duarte Road
Duarte, California 91010-3000
Tel: (626) 256-HOPE (4673)
Fax: (626) 930-5394
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D

Dana-Farber/Harvard Cancer Center
Dana-Farber Cancer Institute
Edward J. Benz, Jr., M.D.

Director

Duke Comprehensive Cancer Center
Duke University Medical Center

H. Kim Lyerly, M.D.

Director

Dan L. Duncan Cancer Center
Baylor College of Medicine

C. Kent Osborne, M.D.
Director

E

Albert Einstein Cancer Research Center
Albert Einstein College of Medicine

|. David Goldman, M.D.

Director

F

Fox Chase Cancer Center
Micheal V. Seiden, M.D., Ph.D.
President & Chief Executive Officer

Fred Hutchinson/University of Washington
Cancer Consortium

Fred Hutchinson Cancer Research Center
Leland H. Hartwell, Ph.D.

President & Director

G

Greenebaum Cancer Center
University of Maryland

Kevin J. Cullen, M.D.
Director

44 Binney Street, Rm. 1628
Boston, Massachusetts 02115
Tel: (617) 632-2100

Toll Free: (877) 420-3951
Fax: (617) 632-4452

Box 2714

Durham, North Carolina 27710
Tel: (919) 684-5613

Fax: (919) 684-5653

One Baylor Plaza

MS: BCM305
Houston, Texas 77030
Tel: (713) 798-1354
Fax: (713) 798-2716

Chanin Building, Room 209
1300 Morris Park Avenue
Bronx, New York 10461
Tel: (718) 430-2302

Fax: (718) 430-8550

333 Cottman Avenue
Philadelphia, Pennsylvania 19111
Tel: (215) 728-3636

Fax: (215) 728-2571

P.O. Box 19024, D1-060
Seattle, Washington 98109-1024
Tel: (206) 667-4305
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Appendix E
2010/11 Index of Hospital Quality (IHQ)

Scores, by Specialty
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Final IHQ-Driven Rankings 2010/11—Cancer
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Final IHQ-Driven Rankings 2010/11—Diabetes & Endocr inology
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Final IHQ-Driven Rankings 2010/11—Ear, Nose & Throa t
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Final IHQ-Driven Rankings 2010/11—Gastroenterology
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Final IHQ-Driven Rankings 2010/11—Heart & Heart Sur gery
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Final IHQ-Driven Rankings 2010/11—Neurology & Neuro  surgery
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Final IHQ-Driven Rankings 2010/11—Pulmonology
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Appendix F

2010/11 Reputation-Only Rankings



Final Reputation-Only Rankings 2010/11—Ophthalmolog vy

Reputation

Rank Hospital (%)

1 Bascom Palmer Eye Institute at the University of Miami 71.8

2  Wilmer Eye Institute, Johns Hopkins Hospital, Baltimore 67.6

3 Wills Eye Hospital, Philadelphia 58.4 +3 S.D.s

Massachusetts Eye and Ear Infirmary, Massachusetts General Hospital,

4  Boston 30.2

5 Jules Stein Eye Institute, UCLA Medical Center, Los Angeles 30.1 +2 S.D.s

6  University of lowa Hospitals and Clinics, lowa City 17.7

7  Duke University Medical Center, Durham, N.C. 14.3

8 Doheny Eye Institute, USC University Hospital, Los Angeles 10.2

9 University of California, San Francisco Medical Center 8.8

10 Cleveland Clinic 7.6

11 Mayo Clinic, Rochester, Minn. 7.5

12 Methodist Hospital, Houston 6.9

13 New York Eye and Ear Infirmary 6.8

14 Emory University Hospital, Atlanta 6.7

15 Barnes-Jewish Hospital/Washington University, St. Louis 6.6

16 Hospital of the University of Pennsylvania, Philadelphia 4.7

17 W.K. Kellogg Eye Center, University of Michigan, Ann Arbor 4.1

18 New York-Presbyterian University Hospital of Columbia and Cornell 4.0
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Final Reputation-Only Rankings 2010/11—Psychiatry

Reputation

Rank Hospital (%)

1 Massachusetts General Hospital, Boston 29.7

2 Johns Hopkins Hospital, Baltimore 27.6

3 McLean Hospital, Belmont, Mass. 211

4  New York-Presbyterian University Hospital of Columbia and Cornell 20.2

5 Menninger Clinic, Houston 18.7

6 Resnick Neuropsychiatric Hospital at UCLA, Los Angeles 17.2 +3 S.D.s

7 Sheppard and Enoch Pratt Hospital, Baltimore 14.2

8 Mayo Clinic, Rochester, Minn. 13.8

9 UPMC-University of Pittsburgh Medical Center 135 +2 S.D.s

10 Yale-New Haven Hospital, New Haven, Conn. 11.0

11 Austen Riggs Center, Stockbridge, Mass. 8.9

12 Duke University Medical Center, Durham, N.C. 7.1

13 Stanford Hospital and Clinics, Stanford, Calif. 7.1

14 Hospital of the University of Pennsylvania, Philadelphia 6.6

15 Emory University Hospital, Atlanta 6.4

16 Barnes-Jewish Hospital/Washington University, St. Louis 6.2

17 NYU Langone Medical Center, New York 5.9

18 Mount Sinai Medical Center, New York 5.5

19 Long Island Jewish Medical Center, New Hyde Park, N.Y. 4.1

20 University of Michigan Hospitals and Health Centers, Ann Arbor 4.0

21 University of California, San Diego Medical Center 3.7

22 Cleveland Clinic 3.6

23 University of California, San Francisco Medical Center 3.5

24 University of Washington Medical Center, Seattle 3.1
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Final Reputation-Only Rankings 2010/11—Rehabilitati  on

Reputation

Rank Hospital (%)

1 Rehabilitation Institute of Chicago 64.6

2 Kessler Institute for Rehabilitation, West Orange, N.J. 39.6

3 University of Washington Medical Center, Seattle 33.9 +3 S.D.s

4 Spaulding Rehabilitation Hospital, Boston 24.4

5 TIRR Memorial Hermann, Houston 23.7

6 Mayo Clinic, Rochester, Minn. 23.2 +2 S.D.s

7 Craig Hospital, Englewood, Colo. 17.0

8 Rusk Institute, NYU Langone Medical Center, New York 13.7

9 Shepherd Center, Atlanta 9.4

10 Moss Rehab, Elkins Park, Pa. 8.6

11 Ohio State University Hospital, Columbus 8.3

12 Thomas Jefferson University Hospital, Philadelphia 7.8

13 National Rehabilitation Hospital, Washington, D.C. 6.3

14 Johns Hopkins Hospital, Baltimore 6.0

15 UPMC-University of Pittsburgh Medical Center 5.2

16 Mount Sinai Medical Center, New York 5.0

17 Rancho Los Amigos National Rehabilitation Center, Downey, Calif. 4.6

18 Baylor Institute for Rehabilitation, Dallas 4.5

19 University of Michigan Hospitals and Health Centers, Ann Arbor 4.4

20 Virginia Commonwealth University Medical Center, Richmond 3.2
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Final Reputation-Only Rankings 2010/11—Rheumatology

Reputation

Rank  Hospital (%)

1 Johns Hopkins Hospital, Baltimore 45.7

2 Cleveland Clinic 43.2

3 Hospital for Special Surgery, New York 41.0

4 Mayo Clinic, Rochester, Minn. 40.1 +3 S.D.s

5 Brigham and Women's Hospital, Boston 21.6 +2 S.D.s

6 Ronald Reagan UCLA Medical Center, Los Angeles 19.6

7 Massachusetts General Hospital, Boston 16.4

Hospital for Joint Diseases, NYU Langone Medical Center, New

8 York 12.7

9 UPMC-University of Pittsburgh Medical Center 12.7

10 University of California, San Francisco Medical Center 12.5

11 University of Alabama Hospital at Birmingham 12.4

12 Duke University Medical Center, Durham, N.C. 10.3

13 Stanford Hospital and Clinics, Stanford, Calif. 8.0

14 University of Michigan Hospitals and Health Centers, Ann Arbor 7.3

15 Barnes-Jewish Hospital/Washington University, St. Louis 6.2

16 Northwestern Memorial Hospital, Chicago 5.1

17 Medical University of South Carolina, Charleston 5.0

18 New York-Presbyterian University Hospital of Columbia and Cornell 4.5

19 University of Colorado Hospital, Aurora 4.3

20 Hospital of the University of Pennsylvania, Philadelphia 4.1

21 University of Washington Medical Center, Seattle 3.8
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Appendix G

The 2010/11 Honor Roll



Honor Roll 2010/11

Johns Hopkins Hospital, Baltimore

Massachusetts General Hospital, Boston 2

Ronald Reagan UCLA Medical Center, Los Angeles 2
2

30 15
7 15
4 14

16 12

14 10

13 8

Brigham and Women's Hospital, Boston
UPMC-University of Pittsburgh Medical Center

1

3 ital,

5 )
o - R
11 i ' ,

. N )

G-1
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