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We developed explicit process criteria and scales for Medicare patients hospital- -

ized with congestive heart failure, myocardial infarction, pneumonia, cerebro-
vascular accident, and hip fracture. We applied the process scalesto a nationally
representative sample of 14012 patients hospitalized before and’ after the
implementation. of the diagnosis related group—based prospective payment
system. For the four medical diseases, a better process of care resulted in lower
mortality rates 30 days after admission. Patients in the upper quartile of process
scores had a 30-day mortality rate 5% lower than that of patients in the lower
quartile. The process of care improved after the introduction of the prospective
. payment system; eg, better nursing care after the introduction of the prospective
. payment system was associated with an expected decrease in 30-day mortality
rates in pneumonia patients of 0.8 percentage points, and better physician
» cognitive performance was associated with an expected decrease in 30-day
. mortality rates of 0.4 percentage points. Overall, process improvements across
allfour medical conditions were associated with a 1 percentage point reduction in
30-day mortality rates after the introduction of the prospective payment system.

PROCESSES of care—what we do to
patients—have been considered an es-
| sential component of quality of care
measurement for over 50 years."® Even
if outcomes of care—what happens to
Patients—are the most meaningful
measures of quality to the patient, we
will be unable to develop clinical meth-
- ods to improve outcomes unless we un-
 derstand how processes and outcomes
L arerelated. Assessing quality of care by
. Process also provides some measure-
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ment advantages over studying out-
comes, because not all patients who ex-
perience a poor process of care suffer a
poor outcome.

The purpose of this article is twofold.
First, we report on the development of a
set of validated process criteria for el-
derly patients admitted to the hospital
with one of five conditions. By validated
we mean that process predicts outcome.
Second, we apply the validated process
criteria to patients treated before and
after the implementation of the pro-
spective payment system (PPS) to de-
termine whether the PPS hasbeen asso-
ciated with changes in the processes of
care,

METHODS

We based our analysis on the sample
described in more detail elsewhere in

this series.”

Developing Process Criteria

We used literature review and con-
sultation with experts to develop a set of
process measures for which better pro-
cess was likely to make a difference in

patient outcome. These measures were’

then presented to disease-specific pan-
els consisting of five to 12 physicians,
who were selected by our collaborators,

the professional review organizations. -

Each panel reviewed the suggested cri-
teria to decide whether they believed
that data to assess these criteria were
reliably recorded in the medical record
and whether the criteria made clinical

sense. Process criteria based on data -

whose recording was likely to vary by
year, state, or hospital type were ex-
cluded. We developed disease-specific
abstraction forms®” to collect data on
approximately 100 process criteria for
each disease.

- Scoring Process Criteria

In scoring process criteria, we first
applied the criteria only to patients who
were likely to benefit from their use.
Using this kind of conditional logic,

‘many criteria were applicable to all pa-

tients, some to just a few. For example,
if a patient with congestive heart failure
was considered to be severely ill, then
the intensive care unit should be used.
Second, we used clinjcal judgment to
assign scores (points) to each process
criterion based on how likely a patient
was to benefit from it. For example, use
of the intensive care unit for very sick
patients was assigned seven points,
whereas use of the intensive care unit
for moderately sick patients was as-

signed three points. Third, the process
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