ating a healthy society. Should the US, as one
analyst has suggested,!! enact a “sin tax” on cho-
lesterol-containing foods — a ctu (cholesterol
tariff unit) tax to complement President
Clinton’s btu tax? Would a compromise between
the public health model and the drug treatment
approach be accomplished by increasing niacin
fortification of refined flour to pharmacologic
doses? Clearly, the cholesterol debate has just

begun.
Kevin Grumbach, MD
San Francisco, CA
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Cost-Effectiveness Of Care
By Family Physicians

In recent years there has been growing interest
in learning how to provide the most effective
health care for the least amount of money. Hos-
pital expenditures account for approximately 40
percent of the national health care bill. Although
the increases in costs can be partially attributed
to price inflation and population growth, physi-
cians play a central role in influencing these ex-
penditures as they manage patient care. Physi-
cians are responsible for admitting and
discharging patients from the hospital and or-
dering such hospital services as laboratory tests,
radiographs, pharmaceuticals, and nursing and
critical care, as well as surgery.! Because hospi-
talization rates have been shown to differ widely
among physicians and these differences are re-
lated to factors other than the health status of
the individual patients,? physicians are under in-
creasing pressure to care for their patients with
cost-effective utilization of health care resources.

There are important differences in patterns of
utilization of health care resources by physicians
of different specialties.3¢ The Medical Out-
comes Study (MOS) recently reported that, even
after controlling for patient mix, specialists used
significantly more resources than generalist phy-
sicians.” One important finding was that the pa-
tients of cardiologists and endocrinologists had
considerably higher rates of hospitalization than
those of family physicians and internists, with
the rates of cardiologists and endocrinologists
being significantly different from those in family
practice. Whether this increased use of health
care resources affects patient outcomes (health
status and satisfaction) will be the subject of the
final phase of the MOS.

“Outcome and Cost of Family Physicians’
Care: Pilot Study of Three Diagnosis-related
Groups in Elderly Inpatents” by MacLean? in
this issue of J4BFP compares the hospital care
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given by family physicians with that of all other
physicians for three diagnosis-related groups
(DRGs). This pilot study examined the feasibility
of using a large secondary data set — the Pennsyl-
vania MedisGroups data base.

In the MedisGroups quality assurance system,
now required for hospitals throughout Pennsyl-
vania, the medical record of every patient ad-
mission is abstracted at each hospital. Patients
are assigned to admission severity groups
0 through 4, with a score of 4 indicating most
serious illness. This designation is based on key
clinical findings reflecting association with actual
or possible organ failure. The first review is con-
sidered the admission review and for adult medi-
cal patients encompasses the first 2 calendar days
of the hospital stay. The second review covers
days 3 through 7 of the hospital stay and is focussed
on the morbidity that has occurred up to that
point in the hospitalization.

MacLean studies all 1990 hospital admissions
for elderly patients having gastrointestinal
bleeding (DRG 174), medical back pain (DRG
243), or metabolic disorders (DRG 296). Pa-
tients were then stratified into the five Medis-
Groups admission severity groups (0 through 4)
for each DRG. Outcome variables included in-
hospital mortality, mean length of stay, and total
charges for the hospitalizatdon (as a proxy for
actual costs). He did not use the MedisGroups
second morbidity review as a patient outcomes
measure. For gastrointestinal bleeding, family
physicians had significantly lower total charges
for patients in admission severity groups 0, 1,
and 2 and a shorter length of stay for those in
severity group 1, without any difference in mor-
tality. For medical back pain, there was a trend
for family physicians to use fewer resources, but
this trend was not statistically significant. In fact,
the only significant practice differences here
were shorter length of stay for the patents of
nonfamily practice physicians in admission se-
verity group 0 and higher mortality for patients
of family physicians in group 3. Finally, for meta-
bolic disorders, practice variations were mixed;
the only significant finding was lower total hos-
pital charges for family practice patients in ad-
mission severity group 3.

McGann and Bowman® also used the
MedisGroups data base to compare outcome
measures for patients aged 65 years and older

who were admitted to the hospital by family
physicians and internists. Using the 10 most
common DRGs for internists, they found that
patients admitted by family physicians were sig-
nificantly older and had higher admission illness
severity. Nonetheless, there were no significant
differences in morbidity (determined at the sec-
ond review on hospital day 8) or mortality.
Moreover, patients cared for by family physi-
cians had significantly lower average hospital
charges.

Unfortunately, both the study by McGann
and Bowman and the one by MacLean have suf-
fered from several methodological limitations.
Patients were not randomized to care; conse-
quently, both studies might be comparing pa-
tient populations that were significantly skewed
by self-selection.

Similarly, such patient characteristics as sex,
race, and socioeconomic status were unavailable,
further limiting the comparability of patient mix
for the groups of physicians studied. The MOS
provided convincing evidence that patient mix
was related to utilization and differed signifi-
cantly across medical specialties and systems of
care.”10 Researchers in that study used the term
patient mix as a comprehensive term for those
characteristics that could affect the interpreta-
tion of medical specialty and care system differ-
ences in resource utilization and patient out-
comes. Patient mix included four components:
sociodemographic characteristics, disease preva-
lence, disease-specific severity, and functional
status. Indeed, it has been shown elsewhere that,
after adjustment for DRG, patients of lower so-
cioeconomic status had significantly longer hos-
pital stays than patients with high socioeconomic
status. Total hospital charges were also higher
for patients of lower socioeconomic status,
although the differences were not statistically
significant.!!

Patent outcomes are recognized as the final
validators of the quality of medical care; there-
fore, the choice of outcomes to be studied must
be carefully considered. MacLean used in-hos-
pital mortality as his only patient outcome vari-
able. Death is an important but relatively un-
usual consequence of most medical care. To
evaluate the effectiveness of care for most pa-
tients, other outcome measures must be used.
Prominent researchers in this area have high-
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lighted the value of such patient outcomes as
reduction of symptoms, improvement in daily
functoning, or improvement in the sense of
well-being and health-related quality of life, in
addition to conventional biomedical param-
eters.!? The development of valid measures of
health status has changed the standards for medi-
cal research.

Another study weakness was the absence of
information linking physicians to the specific
hospital in which they practice. A recent clinical
assessment of the MedisGroups system!? pointed
out the relatively heavy weight given findings
from specialized diagnostic technologies (e.g.,
cardiac catheterization and endoscopy) in com-
puting severity scores. Thus, patients at tertiary
or teaching centers might have artificially higher
severity of illness scores than similar patients at
hospitals with fewer technological resources.
Likewise, because the smaller hospitals have
fewer specialized diagnostic services, the costs
for patients admitted to these hospitals would be
expected to be lower in addition to the differ-
ences in charges that normally occur across hos-
pitals. It could be speculated that family physi-
cians admit their patients to smaller, less costly
hospitals. Without knowing the size and type of
hospital for comparison by physician specialty,
the extent to which these factors might affect
the results is also unknown.

An important issue in any study using
MedisGroups severity scores is the validity of
the system. Iezzoni and Moskowitz!® found that
fewer than 1 percent of patients (aged 65 years
and older at 24 hospitals) with severity scores of
0 or 1 died in the hospital, compared with mor-
tality rates of 60 percent for those with scores
of 4. They also found that, in general, as admis-
sion MedisGroups scores increased, so did the
mean costs and lengths of hospital stay. These
findings would seem to support the validity of

MedisGroups as a severity measure. Unfortu-

nately, however, the addition of admission
MedisGroups score to DRGs added only 2 mod-
est increment to the ability of DRGs to predict
differences in the costs of hospitalization.!
Thus, the system is still being studied to deter-
mine its utility for health policy research.

It should be noted that the MacLean study
does have several strengths not found in previ-
ous studies. Because each hospital in Pennsylva-

nia is statutorily required to abstract charts for
all admissions using the MedisGroups system,
the study sample represents the entire popula-
tion of hospitals, patients, and physicians in the
11-county region of southcentral Pennsylvania,
which circumvents the problem of missing data
and is also important because hospital practice
might vary between geographic regions. Further-
more, the specialty of the family physicians in
the study was confirmed by membership in the
Pennsylvania Academy of Family Physicians or
diplomate status in the American Board of Family
Practice or both. That a portion of the family
physicians were included in the group of other
physicians serves only to emphasize the differ-
ences found between the family physicians and
other physicians.

The recent emphasis on physician practice
style differences and outcomes research has cre-
ated a new demand for data providing informa-
tion regarding the longitudinal follow-up of pa-
tients. Health care policy makers and researchers
have recognized the potential of existing admin-
istrative, clinical, and health survey data bases
for this purpose.!’ The Pennsylvania Medis-
Groups data base is one example of a large sec-
ondary data set. As seen, however, an important
issue in large data base analysis is that they rarely
include all the variables needed to answer a par-
ticular research question. Important covariates
such as patient sociodemographics, comorbid
conditions, and functional status can be difficult
to determine. Despite these serious informa-
tional gaps, large data bases are a valuable
resource for health services researches. The
great potential of large data bases to influence
future health policy makes it essential that they
be selected carefully and adhere to rigorous re-
search design standards.

Klea D. Bertakis, MD, MPH
Sacramento, CA
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Causes of Rural Hospital
Closure

In this issue of the 7ABFP, Pirani, Hart, and
Rosenblatt! have provided the rural health re-
search, policy, and practice communities with a
valuable addition to a growing literature on rural
hospital closures. Until their study no national
research of which I am aware has surveyed the
attitudes and opinions of rural physicians about
the causes of rural hospital closure. Thus, the
authors add another piece to a puzzle that has
caused, and continues to cause, acrimonious de-
bate among the parties of interest: residents and
practitioners in communities that have lost or
are about to lose their facility; academics and
policy analysts who try to put the closure issue
into wider, often cost-benefit, perspectives; and
rural health care advocacy groups that regard
closure as evidence of decreasing commitment
by state and federal government to assure access
to health services for rural populations.

The results of the Pirani, et al. study are re-
vealing: the majority of physicians in the study
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cited, in descending order of importance, govern-
ment reimbursement policies (such as the Medi-
care prospective payment system [PPS]), poor
hospital management, and general financial
problems as the principal reasons leading to clo-
sure. At the same time, nearly three-fourths of
the respondents agreed that “physician actions
were not a significant cause of hospital closure.”
The authors, comparing these results with those
obtained from a similar study they completed
that surveyed the mayors of communities with
closed hospitals, noted that “. . . both physician
and community leaders implicated one another
more often than themselves as causes of . . . hos-
pital closure . . . .” In short, their study is tes-
timony to a blame-the-other-person mentality.
In another study of rural hospitals, my col-
leagues and I found a similar situation but in
reverse; rural administrators, the category of
person with whom many of the physicians in the
Pirani, et al. study found fault, themselves
blamed other groups as contributing to the
problems of rural hospitals, including physicians
and nurses, especially in respect to recruitment
and retention.

Perhaps the most important conclusion from
the Pirani, et al. study is not so much the con-
tent of the specific attitudes and perceptions of
the rural physician sample, but that the direction
of their findings is consistent with a tendency
documented among other survey groups to as-
sign blame, first, on either large-scale socioeco-
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