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APPENDIX A: HOSPITAL STATEMENTS 

Each hospital included in this report was provided with a preliminary report containing the risk-
adjustment model, explanatory materials, and results for all hospitals.  Hospitals were given a 
60-day review period for submitting statements to OSHPD for inclusion in this report.  Five 
hospitals submitted letters which are included here. 
 
Two of the hospitals were concerned with the presentation of the combined hospital-level results 
for 2005-2006.  They argue that the 2006 hospital ratings provide a better picture of their current 
performance.  Recognizing that most readers are interested in the most recent hospital results, 
the current report highlights the 2006 hospital-level results.  However, it also includes the 2005-
2006 results since the increased number of patients per hospital over two years provides more 
stable estimates of hospital performance during that time period.   
 
One hospital noted the significant drop in statewide operative mortality between the 2003-2004 
and 2005-2006 report periods and changes in hospital performance ratings between the two 
reports. This hospital was also concerned with the definition of operative mortality, which 
includes deaths occurring in the hospital after CABG surgery, regardless of length of stay, but 
only includes deaths occurring after discharge within 30 days of surgery. OSHPD has adopted 
the operative mortality definition that the national Society of Thoracic Surgeons (STS) uses for 
member surgeons to benchmark their own performance.  While we recognize that this definition 
could potentially bias the results of hospitals that do not routinely transfer patients, our analyses 
to date have not revealed such a bias. 
 
One hospital’s primary concern was with their “Low” performance rating for internal mammary 
artery (IMA) usage, a process measure of surgical quality.  This hospital states that IMAs were 
not used in many cases because of valid reasons, including abnormalities of the IMA or left 
anterior descending arteries, patient obesity, advanced age, and multiple comorbidities.  
Because OSHPD’s method for calculating IMA usage does not take all these into account, they 
felt their low score was inappropriate.  OSHPD’s IMA usage metric takes into consideration 
most, but not all of the possible reasons for not using the IMA.  However, our Clinical Advisory 
Panel has stated that the remaining valid reasons for non-use should be few and would not by 
themselves explain very large percentage differences from the statewide hospital IMA rate. 
 
Finally, one hospital commented on their performance over the last 20 years and noted the 
various measures which have been implemented to improve quality over that time period. They 
also noted the importance of the human connection between the patient and the surgeon.   
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