
other biologic biosimilar campaigns in Denmark (and some Eu-
ropean countries). In contrast, in the US, although the Food and
Drug Administration has approved biosimilars for adalimumab,
theywillnotenterthemarketuntil2023owingtopatentdisputes
with AbbVie, the manufacturer of Humira. Jensen et al1 highlight
theschemesothermanufacturershavetakentodissuadebiosimi-
lars from formulary inclusion in the US, including use of rebate
traps. In 2013, Humira had an annual postrebate price of $19 000,
which had increased to $38 000 by 2018, meaning the delay in
market entry of a biosimilar has a big effect not only on increas-
ing spending for Humira, but also increasing spending on the bio-
similar, which will be priced using Humira’s price as an anchor.

The rapidity with which the adalimumab biosimilar replaced
Humira in Denmark is remarkable, with an almost complete shift
immediately after patent expiration. While these kinds of shifts
are unlikely to occur so quickly across the entire US, there are
some health care systems of comparable size to Denmark (eg, the
Veterans Affairs system) and others that are larger (eg, Kaiser
Permanente) that have the ability to switch products quickly
through use of formularies and a prescriber workforce. For ex-
ample, Kaiser Permanente has successfully replaced remicade
(infliximab) with biosimilars in 80% of patients.2

The lack of competition for biologic agents in the US, in-
cluding Humira, is a major barrier to more cost-effective care.
However, there are some glimmers of hope. There is increas-
ing uptake of other biosimilars, such as infliximab and filgas-
trim, and the biosimilarlike product insulin glargine, leading
to increasing discounts and lower costs.3 A RAND Corpora-
tion study projected that fostering biosimilar market adop-
tion for all commonly used biologics could lead to $54 billion
in health care savings over the next 10 years.4 With the devel-
opment of hundreds of new biologics on the horizon and ever-
increasing health care spending, we need to take seriously the
substantial savings offered by biosimilars and the feasibility,
as evidenced by Denmark, of switching to biosimilars quickly
once they are available on the market.
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Assessing the Agreement of Hospital Performance
on 3 National Mortality Ratings for 2 Common
Inpatient Conditions
A number of organizations publicly report condition-specific
hospital mortality ratings. For those conditions where these
ratings overlap, the perception is that the ratings often con-
flict with each other, making it difficult for health care stake-
holders to understand which rating system to trust.1 We sought
to understand the level of agreement and disagreement of con-
dition-specific mortality ratings for individual hospitals across
3 national publicly reported rating systems.

Methods | We extracted publicly reported hospital 30-day mor-
tality ratings for 2 common conditions—chronic obstructive
pulmonary disease (COPD) and heart failure—from 3 national
rating systems, including the US Centers for Medicare & Med-
icaid Services Hospital Compare, Healthgrades, and US News
& World Report Best Hospitals. These rating systems were cho-
sen because they rate hospitals on a national scale and issue
ratings for a common set of conditions. The data used for our
analysis reflect what was publicly reported in June 2017 and
only includes hospitals that received a rating for a particular
condition from all 3 rating systems. For purposes of compar-
ing hospital performance across the rating systems, we cat-
egorized each rating system’s publicly reported performance
categories into 3 groups (good, fair, and poor) based on how
consumers would likely interpret the rating. The level of agree-
ment or disagreement in a hospital’s ratings was calculated
based on these categorizations. The Johns Hopkins Medicine
Institutional Review Board determined that this study did not
constitute human subjects research. All analyses were con-
ducted using Excel 2016 (Microsoft).

Results | Our sample size for comparing the mortality ratings
was 3230 hospitals for COPD and 3310 hospitals for heart fail-
ure. As outlined in Table 1, most hospitals were rated by Hos-
pital Compare as no different than the US national rate (3088
of 3230 [95.6%] for COPD; 3088 of 3310 [93.3%] for heart fail-
ure), with the remaining hospitals rated as being statistically
better or worse than the US national rate. Healthgrades rated
2373 hospitals (73.5%) as 3 stars (average) for COPD and 2035
hospitals (61.5%) as 3 stars for heart failure, with the remain-
ing hospitals rated as 1 star (below average) or 5 stars (above
average). Best Hospitals assigned a more even distribution of
ratings, with the percentage of hospitals in each performance
category ranging between 18.4% and 22.9%.

In comparing individual hospital performance on the mor-
tality ratings, we found that only 534 of 3230 hospitals (16.5%)
had full agreement in their ratings across the 3 systems for
COPD and only 542 of 3310 hospitals (16.4%) had full agree-
ment for heart failure (Table 2). For most hospitals (2609
[80.8%] for COPD; 2607 [78.8%] for heart failure), we found 2
of the 3 ratings systems agreed on the rating, with the third
system rating the hospital as 1 category better or worse. For
both COPD and heart failure, the 3 rating systems gave discor-
dant results for a nontrivial number of hospitals (87 hospitals
[2.7%] and 161 hospitals [4.9%], respectively), where all 3 sys-
tems assigned different ratings to the same hospital or 2 of the

Letters

904 JAMA Internal Medicine June 2020 Volume 180, Number 6 (Reprinted) jamainternalmedicine.com

© 2020 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ on 05/22/2023

https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2020.0331?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2020.0331
mailto:jennifer.claytor@ucsf.edu
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2020.0338?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2020.0331
https://www.healthaffairs.org/do/10.1377/hblog20191212.286621/full/
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamanetworkopen.2019.17379?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2020.0331
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamanetworkopen.2019.17379?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2020.0331
https://www.rand.org/pubs/perspectives/PE264.html
https://www.rand.org/pubs/perspectives/PE264.html
http://www.jamainternalmedicine.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2020.0450


ratings agreed at one extreme and the third system assigned
the hospital a rating at the opposite extreme.

Discussion | We found for most hospitals the 3 rating systems did
not fully agree on the hospital’s mortality performance for a par-
ticular condition, but there was generally moderate agreement
intheratings.Assimilarstudieshavefound,ratingsareoftensen-
sitive to how the rating is constructed and may not reflect true
differences in performance.2-4 While our data set included more
than 3000 hospitals for each condition, only certain types of hos-
pitals were included in our analysis. Free-standing pediatric hos-
pitals, federal hospitals, and prospective payment system–
exemptcancerhospitalswerenotincludedintheanalysis.Ifthere
aredifferencesinhowtheratingsystemsassessthemortalityper-
formance of the excluded hospitals, this could result in a level
of agreement different from what we found in our particular data
set. In addition, our analysis was based on a single snapshot of
data from June 2017. If we were to repeat the analysis with a dif-
ferent data snapshot, we could possibly find different results. Our
study did not assess the methods used by each rating system, so
we cannot draw conclusions about which rating system did the
best job of correctly identifying high-performing and low-
performing hospitals; we simply compared the agreement and
disagreement of the public ratings. As mortality reflects a singu-
lar objective construct, one step might be for the mortality rat-
ing systems to come together to identify best practices and work
to produce a single rating so that stakeholders can center on one
truth.
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Availability of Statistical Code From Studies
Using Medicare Data in General Medical Journals
Limited access to statistical code (ie, computer programming
instructions used to perform analyses from research data) fol-
lowing publication of an article may be a barrier to open sci-
ence, methodologic rigor, and the reproducibility of research.1,2

Unlike clinical research data
that may raise privacy con-
cerns, sharing statistical code

should be straightforward.3 We assessed the availability of sta-
tistical code from research articles published in leading gen-
eral medical journals, focusing on studies using Medicare data.4

Methods | We searched for all studies that cited use of national
Medicare data sets (Part A and/or B) published in 6 general

Table 2. Level of Agreement in Hospital Performance Across 3 National
30-Day Mortality Ratings for Chronic Obstructive Pulmonary Disease
(COPD) and Heart Failure

Level of agreement based on assigned
categories

Hospitals, No. (%)
COPD
(n = 3230)

Heart failure
(n = 3310)

All 3 ratings agree 534 (16.5) 542 (16.4)

2 Ratings agree and 1 rating differs by 1
category

2609 (80.8) 2607 (78.8)

2 Ratings agree at 1 extreme and 1 rating is
opposite extreme or all 3 ratings disagree

87 (2.7) 161 (4.9)

Table 1. Distribution of Hospital Performance on 3 National 30-Day
Mortality Ratings for Chronic Obstructive Pulmonary Disease (COPD)
and Heart Failure

Publicly reported
performance category

Assigned
category for
assessing rating
agreement

Hospitals, No. (%)
COPD
(n = 3230)

Heart failure
(n = 3310)

US Centers for Medicare &
Medicaid Services Hospital
Compare

Worse than national rate Poor 93 (2.9) 77 (2.3)

No different than
national rate

Fair 3088
(95.6)

3088 (93.3)

Better than national rate Good 49 (1.5) 145 (4.4)

Healthgrades

1 star Poor 558 (17.3) 861 (26.0)

3 stars Fair 2373
(73.5)

2035 (61.5)

5 stars Good 299 (9.3) 414 (12.5)

US News & World Report
Best Hospitals

Worst Poor 663 (20.5) 681 (20.6)

Worse than average Poor 605 (18.7) 625 (18.9)

Average Fair 597 (18.5) 608 (18.4)

Better than average Good 625 (19.3) 659 (19.9)

Best Good 740 (22.9) 737 (22.3)
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