
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

August 12, 2014 
 
Honorable Ron Wyden    Honorable Charles Grassley 
221 Dirksen Senate Office Building  135 Hart Senate Office Building 
Washington, DC 20510    Washington, DC 20510 
 
Submitted electronically via data@finance.senate.gov   
 
RE: AUA Feedback on Enhancing the Availability and Utility of Health Care Data  
 
Dear Senator Wyden and Senator Grassley:  
 
The American Urological Association (AUA) appreciates the opportunity to provide you 
with our feedback regarding ways to enhance the availability and utility of health care 
data.  The AUA, founded in 1902, is the premier professional association for the 
advancement of urologic patient care and works to ensure that its more than 20,000 
members are current on the latest research and practices in urology. The AUA also 
pursues its mission of fostering the highest standards of urologic care by providing a 
wide range of services—including publications, research, the Annual Meeting, 
continuing medical education and the formulation of health policy.   
 
The AUA believes that public reports on data can facilitate health care quality 
improvements by influencing physician behavior and decision-making and by 
informing payers and consumers on how to best sponsor or purchase care.  Given that 
context, we are pleased to respond directly to your specific questions, as outlined 
below. 
 
1. What data sources should be made more broadly available? 
 
Clinical data generally provide more accurate and relevant information compared with 
claims data and should be used solely or in combination with claims data. Local, state, 
and federal government agencies as well as regional and national specialty societies 
that have supported registries that produced high-quality clinical data audited for 
completeness and accuracy and provided a basis for risk adjustment models that 
appropriately account for patient severity are well-suited to generate public data 
reports. 
 
Administrative data are routinely collected and are relatively inexpensive to analyze. 
However, administrative data do not address clinical characteristics of diseases, the 
nuances of comorbidities, severity, conditions present on admission, complications, and 
patient experience, and do not enable adequate risk adjustment. For example, body 
mass index is not captured in claims data and is an essential variable when assessing 
the quality of bariatric surgery. The Centers for Medicare & Medicaid Services (CMS) 
has recognized the limitations of claims-based data, acknowledging that it has been 
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created for billing purposes and not for quality reporting. 
 
Clinical data are more accurate and comprehensive, but they are expensive and 
often difficult to obtain due to variations in how hospitals and physicians collect 
and document data. Although there is a clear preference for clinical data, due to 
the cost and accessibility of obtaining various types of clinical data, the 
enhancement of administrative data in combination with clinical data sets may 
be both practical and advantageous.   A recent pilot project with Agency for 
Healthcare Research and Quality (AHRQ) and the Minnesota Hospital Association 
found that the use of hybrid data sets allowed for more accurate comparisons of 
risk-adjusted mortality and risk-adjusted complications across Minnesota 
hospitals. In the future, electronic health records must be able to provide 
appropriate, structured, and validated data that will drive processes designed to 
substantially improve the cost, quality, and access to relevant, timely clinical 
information. 
 
Despite the advantages over claims data, it is important to recognize that no 
clinical data registry is perfect. Registries designed to provide confidential data 
feedback and support collaborative quality improvement must be tested for 
validity, feasibility, and reliability when the data are being used for 
accountability. It cannot be assumed that programs, which ensure confidential 
reporting, will function identically in an accountability environment. If payment 
differentials are at stake, it is likely that there will be strong pressure to either 
make patient risk factors seem as high as possible or limit any report of an 
adverse outcome. 
 
2. How, in what form, and for what purposes should this data be 

conveyed? 
 
As evidenced by the April release of the Medicare physician payment data, the 
context and form of the data presented, as well as an understanding of the 
purpose and its potential value in health care decision-making is critical.  For 
instance, the Medicare physician payment data was released without any 
narrative to explain the context of the data and its most appropriate 
interpretation.  As a result, reviewers of the data were confused, misinformed, 
and had a flawed understanding of the message being conveyed. For example, the 
release included payments for physician-administered drugs giving the 
impression that physicians who received those payments were financially 
benefiting, when in reality, those payments merely covered the cost of the drug 
with little, if any, profit margin.  It also created the impression that physicians 
were unscrupulously administering medications, when in reality, the way 
physician-administered drugs are billed to the Medicare program is by units, 
which does not always coincide with the number of administrations (e.g., 
infusions, injections or other form of administration). 



 
As a result, it appears that some patients received, for example, more than 400 
injections in a year, when they actually would have had 4 injections of 100 units 
each.   The average user could not easily accomplish teasing out this level of 
detail from the data, and this nuance created a significant misunderstanding and 
unfairly penalized physicians. 
 
The form of these data is also important.  It is easy for the press to shine a 
negative light on a single large dollar total number with no context as to the 
overall average and the frequency that providers engage in activities that accrue 
these dollars.  Thus, it is imperative to explain to consumers some of the 
legitimate reasons for the existence of the data. 
 
And, as a member of the Surgical Quality Alliance, the AUA also supports the 
following guidelines to assure that information in public reports follows 
requirements that are critical to reliable and valid surgical reporting.  These 
recommendations will help to establish trust so that providers and their patients 
can be confident that reports accurately reflect surgical care. 
 

1. All reports should make their methodology publicly available and 
should include a detailed description of any data used to estimate 
performance (i.e., the data source), use of statistical risk-adjustment 
techniques, the selection of performance measures, and how surgical 
performance was categorized. Reporting bodies should not use “black 
box” proprietary measures, which make it impossible to audit the report 
results. 
2. Each report should be independently deemed reliable and valid prior 
to release. 
3. Reports must be transparent about the observation period for a given 
quality measure, including the differentiation between long-term follow-
up and short-term outcomes. 
4. Include a statute of limitations within the public report. Outdated 
reports must be removed from circulation. 
5. Use proper risk adjustment, as determined by the appropriate 
specialty society, to ensure ongoing access for patients who are at higher 
risk of complications and poor outcomes. 
6. Ensure that specialty societies have an opportunity to provide input 
regarding recommended physician measures chosen for public reporting 
and participate on the workgroup or panel selecting measures for the 
reports. 
7. Standardize reporting format. 
8. Provide opportunity for individual surgeon review and feedback before 
public reporting. Ensure a proper appeals process, including the process 
for managing contested reports. 



  
9. Conduct pilot tests to determine usefulness and effectiveness of 
reports. 
10. Evaluate the extent to which the report fulfills its stated purpose and 
identify any unintended consequences with special focus on addressing 
misclassification. 
11. Public reports should not be used to establish the standard of care or 
duty of care owed by a health care provider. 

 
3. What reforms would help reduce the unnecessary fragmentation of 

health care data?  What reforms would improve the accessibility 
and usability of health care data for consumers, payers, and 
providers? 

 
As a member of the Surgical Quality Alliance, the AUA supports all of the 
recommendations outlined in Section III of the attached report. 
 
4. What barriers stand in the way of stakeholders using existing data 

sources more effectively and what reforms should be made to 
overcome these barriers? 

 
One key issue with accessing current data sources is the overall cost.  Therefore, 
Congress should examine ways to ensure that such data is made more readily 
available. 
 
Thank you for your commitment to addressing this critical health care topic. If 
you have any questions, or would like additional information, please contact 
Bradley Stine, Director of Government Relations and Advocacy for the American 
Urological Association, at bstine@auanet.org.       
 
Sincerely, 

  
William W. Bohnert, MD 
President 
 
 
 
Attachment:  Surgical Quality Alliance Report titled “Surgery & Public Reporting:  
Recommendations for Issuing Public Reports on Surgical Care” 
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