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The Health Care Ranking Lists

Lists are poised to become a powerful force in health care. They deserve more than accidental development. 

The standings at the end of a season of football or baseball tell you something solid--any 10-year-old can pick up the paper and survey a straightforward calculation of actual results. There may be some vagaries related to tiebreakers and the like, but generally you know what you're looking at.

And what do you know when you look at the growing number of" standings" in health care? Not much.

Of course, everyone loves a list. We're a list-crazy society. Lists reflect the inherent competitiveness that translates into rankings. Lists also reflect what probably is a growing need to deal neatly with an increasingly "un-neat" world. Once you've got the list, you don't have to worry about sorting and arranging information anymore. Somebody's already done it for you.

There are, of course, lists within lists. Within the general category of cars, there are sport utility vehicles, sports cars, luxury cars, and so on. And there is a hierarchy associated with each subcategory. Those subcategories are in turn subject to further fracturing.

In health care the hierarchy of general lists and subcategories is well established. A handful of institutions sit at the top of the general list--Mayo and Hopkins, for example. But then there are subcategories by specialty (or body part)--Cleveland Clinic and Texas Heart Institution for heart care, Sloan Kettering and M.D. Anderson for cancer. Then there are regional subcategories occupied by institutions like Stanford in the West, Northwestern in the Midwest, Duke in the South, and Massachusetts General in the Northeast. The subcategories can be cut even finer, beyond regional ranking to those within an urban area.

What are lists all about? Or what should they be about? From the top 10 basketball teams to the top 10 cardiac surgeons, lists purport to be about quality. And quality is about performance. What kind of performance do health care lists actually measure--and how well do they do it?

Rating Clinical Quality

In 1989, an article I published in this journal identified 10 successful hospitals and attempted to distill the factors that contributed most to their success. I was surprised how quickly this assessment morphed into something it never was intended to be--a list of top 10 hospitals. Claims of top 10 status started showing up in hospital press releases and advertising.

In fact, my study and my subsequent article did not address in any substantial way the clinical quality of care provided by these institutions. Instead, what I suggested was that these institutions had embraced a common set of priorities and as a result had succeeded in growing revenues, profits, and market share.

There was a need, I felt, though, for an honest listing of hospitals based on clinical quality, and this led me to meet with an executive of HCIA in Baltimore in the late 1980s to suggest that the organization use its evolving database to provide some comparative listing of hospitals. HCIA must have liked the idea. It soon began to publish a "Top 100" list that has been featured regularly in Modern Healthcare and elsewhere.

Although these rankings initially relied almost entirely on utilization and financial data, some hospitals on the list touted their rankings on billboards and in other advertising. The impression conveyed to consumers was that somehow the care these hospitals provided was better than that of their competitors. At best, such assertions were careless; at worst, fraudulent. Over time, the HCIA data has gotten better and has come to include some proxies for clinical quality. But as a basis upon which to make decisions about clinical care, the HCIA rankings still provide an incomplete picture.

What the lists do not convey is the training, skill, and commitment that a single practitioner brings to bear on behalf of an individual served. Health care is a highly personal service, the most important aspect of which is the interface between a caregiver and patient. The lists rank institutions, not individuals.

Lessons from Education

When it comes to using the power of lists, few industries have more experience than higher education. Indeed, rankings of college and universities are probably the richest sources of lessons for health care. Both education and health care are largely intangible. Both rely on the presumption of meaningful differentiation derived from intellectual firepower. An argument can be made that the most powerful asset a college or a hospital owns is its reputation.

Rankings of colleges have become extraordinarily influential in guiding the selection process for thousands of students and parents. Most of these lists rely on several data points, none of which provides any meaningful assessment of the quality of the product or how it performs based on results.

Unfortunately, there exist no clear standards by which to judge how well colleges actually educate. Instead, college rankings rely on proxies for quality--things like "student-to-faculty ratios" and "levels of selectivity" in admissions. What underpins these proxies is a set of assumptions.

It may be reasonable to assume that the quality of education is better when class sizes are smaller, but this assumption is easy to disrupt. If the faculty is inept or uncommitted, what difference does class size make? Are large lecture halls always inferior to small classes if the former provides state-of-the-art multimedia support? What difference do faculty-to-student ratios make if the faculty is inaccessible? Are there instances where the availability of teaching assistants provide better results for students than a highly credentialed professor with limited availability? There is no ongoing standard performance assessment of colleges and universities once a student is enrolled.

It would be reasonable at first blush to suggest that surveys of college alumni would be a solid indicator of quality. But if the market value of a degree from an institution means that the institution's alumni can earn more income, what alumni with a modicum of common sense are going to trash their alma mater?

And who really has the time or insight to thoroughly judge one institution of higher learning against another? The easiest thing to do is accept the rankings. The same sort of dynamics probably come into play when it comes to rankings of health care institutions based on surveys of physicians and nurses.

How do you explain the strong demand for top-tier universities? There is a presumption that parents and students pay a college for an education--which is true. But if there are no clear standards upon which to directly base an assessment of the quality of education, how do they know what they're paying for? Well, the ranking list tells them.

The annual cost of tuition can differ by a factor of four to one. If a top-tier college does not reflect a quality differential, what justifies the four-to-one differential? The truth, of course, is that there is a prestige factor associated with educational institutions, and it is clearly this factor that college rankings speak to most. There is also an expectation that the prestige will translate into direct benefits, including bragging rights, as well as access to higher paying or more prestigious jobs.

The importance of rankings to colleges is impossible to overstate. Positions on rankings by U.S. News & World Report, Money, Time, and others have given rise to charges of "cooking the lists." In the online magazine Slate (9/18/00), for instance, Nicholas Thompson, under the subhead "The U.S. News college rankings get phonier and phonier," writes: "This year, according to U.S. News & World Report, Princeton is the best university in the country and Caltech is No. 4. This represents a pretty big switcheroo--last year, Caltech was the best and Princeton the fourth." He points out that Caltech has not in fact degenerated, nor has Princeton improved, during this single year. Rather, Caltech had moved to the top in 1999 "because U.S. News changed the way it compares per-student spending"; it moved back to fourth place in 2000 "because the magazine decided to pretty much undo what it did" the year before. (Anyone who has followed the emergence of rankings in health care knows that the most visible and coveted rankings are put together by none other than U.S. News & World Report.)

Lists are poised to become a particularly powerful force in health care. They deserve more than accidental development. Quality in health care must be directly assessable. Proxies are not enough. In the long run, the market for prestige is likely to be very limited in health care. After all, beyond bragging rights, what does it really matter who ends up at the top of the NBA standing sat the end of the season? And if students and parents are willing to pay for prestige in higher education, who really gets hurt?

But a ranking of health care providers is a different story. If what's being rated is clinical care, then who wants to go to number 15 for a life-threatening illness if you can go to number 1?

A Very Complex Thing

Some pretty ridiculous mythologies have been perpetuated in health care. Among these is the suggestion that the quality of care is roughly equal from place to place--an assumption that was too rarely subjected to much rational thought. Are the skills of every surgeon equal? Are the diagnostic capabilities of every internist the same? Are the management systems that are supposed to support error-free delivery of care in hospitals the same from place to place? The answer to all of these questions is, of course, no.

The only way such an assertion holds up is if some sort of averaging effect applies. In other words, across some relevant population in a definable and distinct geography, the poor providers offset the good ones. Yet, work by John Wennberg and others seems to suggest that there are massive differences in practice patterns, procedures, and utilization across different geographies without any significant differences in the epidemiology of the population served. What this seems to suggest is that different levels of performance (and practice) have evolved in geographic clusters because of their relative isolation from one another, a sort of Galapagos effect.

Assuming that some of these patterns of performance are more advantageous to positive outcomes than others, it might be possible to imagine a list of best--and worst--places to receive care. Because of that, what the lists can do, at most, is aggregate information about multiple practitioners to tell you how a medical staff or institution performs on average. But nobody receives care from an organization on average. They receive care from an individual or a small cadre of individuals. Within a single institution you may find a wide variety of capabilities ranging from some extraordinary individuals to some incompetent ones.

In health care, the quality reflected in a ranking is a complex thing--a very complex thing. What if the best surgeon, the individual who deserves a spot at the very top of the list, took a few years sabbatical to serve as a missionary far from home? His or her performance data is no longer in the data set. That surgeon is, in a way, no longer the best surgeon because he or she has fallen out of the basis for comparison. Things have quality in relation to other things. Certainly there must be factors that can be measured and incorporated into rankings that will provide a more solid indication of the quality of care provided:

· Volume remains one of the most certain indicators of quality. It's more than a proxy. The more you do of something, the better you get at it (as long as you learn from each iteration). Volume is direct in its impact on results. 

· The cohesion of a care team is another characteristic that has a direct impact. The best way to judge cohesion is the length of time the care team has worked together. The enemy of cohesion is turnover. 

· Actual results, of course, would be the best basis for rankings in health care.

Building Better Lists

There are two pathways to building better ranking lists in health care. One is routine surveying of users. Surveys of consumer perception of performance can yield confidence levels of +/- 2%. Of course, the more you segment the population surveyed, the larger the sample size that is required. And sample size is the primary determinant of the cost of surveying. Because specialists generally serve a larger population than primary care physicians, a survey would necessarily need to sample across a wider geography when assessing specialists and subspecialists.

But while surveys provide a solid perspective on the quality of interaction consumers experience, they cannot really assess clinical quality and outcomes.

Is there any way a consumer can reasonably judge the quality of the work of the surgeon or the anesthesiologist in the OR, for example? This is where outcomes data become important. While the vagaries of the human body are such that it may be hard to judge results over the short term, the long-term variations inpatients and conditions can be expected to average out.

One of the most useful things hospitals and physician associations could be doing right now is collectively funding the cost of consumer research, surveys, and outcomes reporting. It is also incumbent on the industry to achieve some level of standardization in the collecting, analysis, and reporting of performance data.

While such standardization may accelerate a process of reporting that the industry would just as soon avoid, the alternative should be considered: If the health care industry doesn't establish its own standards and then generate reports that reflect performance against those standards, it's likely to end up responding to standards and results developed and reported by someone else.



A Well-Proven Marketing Tool

A ranking list is a pure form of "positioning," arguably the most powerful strategic option in the marketing toolbox. According to the two marketing experts who popularized it, Al Ries and Jack Trout, positioning is the process of occupying and holding some definable space in the mind of a consumer. A list regarded as credible is an excellent means of accomplishing this.

Rental cars provide the classic example of positioning. Hertz positioned itself as number one based on its historical market leadership. Avis, of course, secured its number two position by contending it tried harder. That left the number three position to National and then all the other also-rans. Those ensconced at the top of any list of products or services derive remarkable benefit from their position.

The human mind doesn't like to carry around any more information than it needs when it comes to purchase decisions--it's happy to let a list do the work. This contributes to the phenomenon I describe as "lock on." Once a hierarchy is established in the form of a list, consumers tend to "lock on" to it. Reordering the list requires the consumer to engage in ongoing information collection and re-evaluation. That takes lots of time and work. Consumers have little of either, so they just "lock on" to the list. As a result, it's very hard to disrupt a list once it's set.

What the "top of the list" promises the consumer more than anything is reliability and assurance. It embodies the wisdom of the marketplace and tells the consumer that others have used this product or that service and found it better than the alternatives. Top-of-the-list suggests the marketplace has experienced superior results over a long enough time to validate its position. Top-of-the-list can also convey a certain level of prestige to the consumer.

The other thing that a list conveys is expertise. Credible lists are often developed by individuals or organizations who are regarded as having specialized knowledge or experience. A list of top hospitals developed from the input of physicians is an example of this kind of expert list.

It's clear that once you've occupied a high perch on a list, you don't have to work as hard to stay there as others will have to work to dislodge you. Not only are you locked into the consumer's mental ladder, you're locked into everyone else's. Indeed, a top-of-the-list position sets off the phenomenon of "increasing returns."

The press, for example, generally does not rely on the middle or the bottom of the list as sources; it goes to the top. So the top of the list gets more coverage, which (assuming it is positive)translates into increased visibility. Top-of-the-list also can translate into an easier time in attracting capital, a higher stock price, and the flexibility to charge a premium price over competitors.

Although it's tough to knock somebody off the top once they're there, it's not impossible. Indeed, it may be harder to hold onto a spot on a list today than it has been in the past. Today's environment is more dynamic and fluid, so lists are more fluid as well.

The sheer speed with which the Internet emerged and brought with it a whole plethora of new organizations demonstrates that the tenacious hold on the top of the list is now more difficult to sustain over time. Netscape rose and fell in a hurry. Some category leaders like PointCast have disappeared altogether.
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