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CONTEXT

Health systems in the United States have grown dramatically in
size and importance, mostly through mergers and acquisitions

Research in this area has been stymied by the absence of
national detailed organizational data that could be used to
examine performance

WHAT WE DID

Research team brought together a large number of different
data sources to identify health systems in claims data

Used Medicare and commercial claims to compare health
system and non-system providers on 7 performance dimensions



Overview

Definition of a Health System

Working definition (along with AHRQ and other centers)
o Composition: > 1 acute care hospital, 50 physicians, 10 primary care physicians

o Commonly owned or managed (includes foundation models)
o Within at least 1 Health Referral Region

Vary in size and mission -> grouped into 5 categories
o Academic: (GME/GAC beds >=530K) + (> 33% of GAC beds in major teaching hospital)
o Public: majority of GAC beds in public hospitals
o Large: (>50 PCPs in HRR) + (> 100 PCPs in system)

o Not-for-profit: + majority of beds in non-profit hospitals

o For-profit: + majority of beds in for-profit hospitals
o Small/Other Private: all remaining systems
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Figure 1. Health Systems by Type
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A GOOD SHARE OF PROVIDERS AND MEDICAL CARE IS PROVIDED IN SYSTEMS.



Findings

1. A good share of medical care is provided in systems.

2. Medical care quality is marginally higher for people in health systems.

3. Medical care is much more expensive in systems, especially for small-medium
providers.



Table 2. Comparative Performance of Health Systems on Quality and Patient Experlence
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Table2. Comparative Performance of Health Systems on Quality and Patient Experience (continued)
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Table 3. Comparison of Spending and Prices for Physidan and Hospital Sarvices

System Mean diference by system type?
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Abbreviation: DRG, diagnasis related group.

* In spending analyses, mean differenos by system type is the averags
difference in spending betwesn patients attribubed to primany care physidans
imeach type of system and patients attributed to nomsystem primary @re
physicians adjusted for patient characteristices and geographic ars; it i agual
tothe health system type cosfficient in the spending regression. In price
analyses, the mean difference by system type is the average poroentage:
difference in prioe paid to physicians and hospitalks in=ach type of system and
oompared with prices paid to nonsystem physidans and hospetalks adjusted fior
cresetting and geographic area; it is equal to the health system type:
coeffident in the price regression. The Pyalue nefers to a test in which the null
rypothesk i the mean difference & equal aoross system types. 95% Cis are
prowided in eTable G13 in the Supplement.

= Separate regressions wene estimated for each cabegory of physidan services,
haspital servioss, and spending listed in the left column of the table (inthe
Supplement, se= edppendix Ofor details on price and spending measures and

eAppendix F for details on regression specifications).

 Awerage unadjusted per-capita spending by beneficaries attributed to
norsystem primary cre physicians is shown in the keft column next to
spending category desoription.

% In price analyses, the syst=m mean differenceis the average percentage:
difference in price paid to system physdans and hospitals compared with
nomsystem physicans and hospitals adjusted for mre seting and grograpiic
anem; it i equal to the health system cosffident in the price regression. In
spending analyses, the system mean difference is the average difference in
spending betwesn patients attributed to system primary e physicians and
patienits attribited to nonsystem primary e physicians adjusted for patient
characterstics and grographic area:; it is squal to the health system coefficent
in thee spending regression. The Pvalue refers toa test in whidh the:null
hypothesss is the mean system differenoe equaks zero. 55% Cls are provided in
eTable G2 in the Supplement.




Conclusion

CONCLUSIONS AND RELEVANCE In 2018, health system physicians and hospitals delivered a
large portion of medical services. Performance on clinical quality and patient experience
measures was marginally better in systems but spending and prices were substantially higher.
This was especially true for small practices. Small quality differentials combined with large
price differentials suggests that health systems have not, on average, realized their potential
for better care at equal or lower cost.
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