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A. Model Papers 
The following are models of policy-relevant papers that have been published in 
clinical journals. We recommend you look at these before you begin the manuscript 
writing process.  
 

Association Between Hospitals' Engagement in Value-Based Reforms and Readmission 
Reduction in the Hospital Readmission Reduction Program 
https://www.ncbi.nlm.nih.gov/pubmed/28395006 
 

Bariatric Surgery Complications Before and After Implementation of a National Policy Restricting 
Coverage to Centers of Excellence  
https://jamanetwork.com/journals/jama/fullarticle/1656253 
 

Implications of the Definition of an Episode of Care Used in the Comprehensive Care for Joint 
Replacement Model 
https://jamanetwork.com/journals/jamasurgery/article-abstract/2556172 
 

Effect of Insurance Expansion on Utilization of Inpatient Surgery 
https://www.ncbi.nlm.nih.gov/pubmed/24988945 
 

Early Performance of Accountable Care Organizations in Medicare 
https://www.nejm.org/doi/full/10.1056/NEJMsa1600142 
 

The Long-Term Effect of Premier Pay for Performance on Patient Outcomes 
https://www.nejm.org/doi/full/10.1056/nejmsa1112351 
 

Association of Pioneer Accountable Care Organizations vs. Traditional Medicare Fee for Service 
With Spending, Utilization, and Patient Experience  
https://jamanetwork.com/journals/jama/fullarticle/2290608 
 

https://www.ncbi.nlm.nih.gov/pubmed/28395006
https://jamanetwork.com/journals/jama/fullarticle/1656253
https://jamanetwork.com/journals/jamasurgery/article-abstract/2556172
https://www.ncbi.nlm.nih.gov/pubmed/24988945
https://www.nejm.org/doi/full/10.1056/NEJMsa1600142
https://www.nejm.org/doi/full/10.1056/nejmsa1112351
https://jamanetwork.com/journals/jama/fullarticle/2290608
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Out-of-Pocket Spending for Hospitalizations Among Nonelderly Adults 
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2530418 
 

Medicare’s New Bundled Payment for Joint Replacement May Penalize Hospitals That Treat 
Medically Complex Patients 
http://content.healthaffairs.org/content/35/9/1651.abstract?=right 
 

Higher Incentive Payments in Medicare Advantage’s Pay-for-Performance Program Did Not 
improve Quality But Did Increase Plan Offerings 
https://onlinelibrary.wiley.com/doi/epdf/10.1111/1475-6773.12409 
 

  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2530418
http://content.healthaffairs.org/content/35/9/1651.abstract?=right
https://onlinelibrary.wiley.com/doi/epdf/10.1111/1475-6773.12409
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B. Generating a Structure for 
the Paper  
Assuming that you have created a solid idea for a paper, that next step is figuring 
out the basic structure for the paper. The most straightforward way to do this is to 
draft the abstract. Drafting the abstract before performing any analysis or 
considering results displays will allow you to focus your on inferences and recognize 
any flaws in your ideology 

Key Concepts 

●  Background/Importance 

●  Objective 

●  Design, Setting, and Patients 

●  Main outcome measures 

●  Results 
○  These will not be known, but you can leave placeholders for parameter estimates 

■  Example: Hospital Value-Based Purchasing was associated with an X change in 
mortality (95%  CI:...), a Y change in clinical process performance (95% CI:...), and a Z 
change in patient experience (95% CI:...).  

●  Conclusions and Relevance  
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○  Again, these will not be known in advance, but you can leave a placeholder  

 

Useful Tips 

●  Limit or eliminate abbreviations  

●  Avoid advocacy 

●  Avoid “further analyses are underway” 

●  Try to avoid low “n” submissions 

Abstract Structure 

Title 

●  Use a short, catchy title. Aim for a title that conveys the main message of the results 

Introduction (1-2 sentences) 

●  Use a compound sentence with a comma with the first half of your sentence describing the scope of the 
problem, followed by the tension  

●  Describe what you did 

Methods (4 sentences)  

●  Study population 

●  Key exposure variable 

●  Key outcome variable 

●  Analysis 

Results (4 sentences, parallel the structure of the methods) 

●  Study population results 
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●  Exposure variable results 

●  Outcome variable results 

●  Analysis results  

Conclusion (2 sentences)  

●  Main finding 

●  Implications of findings  

Figure (if applicable) 

●  Focus on the principle finding 

●  Judiciously use footnotes to describe the advanced components of the model  

●  Do not bother with a “Table 1” describing the study population  

 

Sample Abstract 

Introduction 
S1: “Previously uninsured adults who enroll in the Medicare program at the age of 65 years may have a greater 
morbidity, requiring more intensive and costlier care over subsequent years, than they would if they had been 
previously insured.”  

Methods 

S1 (data): “We used longitudinal data from the nationally representative Health and Retirement Study to assess 
self-reported health care use and expenditures from 1992 through 2004 among 5158 adults who were privately 
insured or uninsured before Medicare coverage began at the age of 65 years.” 

S2 (analytic method): “We used propensity-score methods to compare healthcare use and expenditures for 
previously insured and uninsured beneficiaries who were similar across numerous characteristics at 59 to 60 
years of age and adjusted for differences in supplemental and prescription-drug coverage after 65 years of age.”  

Results 
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S1 (Finding 1 which includes “n”): “Among 2951 adults with hypertension, diabetes, heart disease, or stroke 
diagnosed before 65 years of age, previously uninsured adults who acquired Medicare coverage at the age of 65 
reported significantly greater increases in the numbers of doctor visits (P<0.001) and hospitalizations (P=0.001) 
and in total medical expenditures (P=0.02) than did previously insured adults.” 

S2 (Finding 2): “Significant differential increases were not evident among the 2207 adults without these 
conditions (P>0.12 for all comparisons).  

S3 (Finding 3): “In analyses adjusted for supplemental and prescription drug coverage, previously uninsured 
adults with these conditions reported more doctor visits (13% relevance difference, P=0.04), more 
hospitalizations (20% relative difference, P=0.04), and higher total medical expenditures (51% relative 
difference, P=0.09) from ages 65 to 72 years than did previously insured adults” 

Conclusion 
S1 (Summarize finding, including sub finding): “The costs of expanding health insurance coverage for uninsured 
adults before they reach the age of 65 years may be partially offset by subsequent reductions in health care use 
and spending for these adults after the age of 65, particularly if they have cardiovascular disease or diabetes 
before the age of 65 years.”  

S2 (Policy implications of findings): “These data….”  
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Examples of Well-Written Abstracts 

Bariatric Surgery Complications Before and After Implementation of a National Policy Restricting Coverage to 
Centers of Excellence (Dimick et al)  
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Out-of-Pocket Spending for Hospitalizations Among Nonelderly Adults (Adrion et al)  
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Long-Term Effect of Premier Pay for Performance on Patient Outcomes (Jha et al) 
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C. Determining the Results 
Displays  
Before performing any analysis, researchers should understand their target question. 
All the paper’s inferences will come from the tables and figures that form the 
results. Specifying these results displays before performing the analysis provides a 
clear pathway to define the narrative of the paper.  

Key Concepts 

●  The results displays should speak to the narrative of your paper 

●  The displays should be understable without accompanying text 

●  Make the displays “data rich” 
○   Example:  instead of showing only means, show distributions and variance 

●  Tables should include descriptive statistics and main effects 

●  When in doubt, use figures instead of tables  

●  Try to have a “stand out” figure that shows the story of your paper 
○  What would you want tweeted out? 

●  Aim for five tables and figures 

Displays Structure 

Table 1: Descriptive Statistics 
●  Includes the number of observations for patients and higher levels (hospitals) 
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●  Includes all variables used in the analysis 

●  If level of analysis is hospital-level, show hospital-level variables 

●  If level of analysis is patient level, show patient-level variables 

○  However, it is best to show both levels 

■  Jha et al. https://www.nejm.org/doi/full/10.1056/nejmsa1112351 

●  Groups of variables 

○  Outcomes 

○  Demographics 

○  Clinical Risk 

●  It is preferable to compare descriptive statistics across some dimension  

○  This could be between “exposure” population and for comparison population OR across time 

 

 

 
 

 

https://www.nejm.org/doi/full/10.1056/nejmsa1112351
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Examples of Good Descriptive Statistic Tables 

 
Bariatric Surgery Complications Before and After Implementation of a National Policy Restricting Coverage to 
Centers of Excellence (Dimick et al) 
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Out-of-Pocket Spending for Hospitalizations Among Nonelderly Adults. (Adrion et al)  
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Higher Incentive Payments for Medicare Advantage’s Pay-for-Performance Program (Layton and Ryan)  
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Association of Pioneer Accountable Care Organizations vs Traditional Medicare Fee for Service With Spending, 
Utilization, and Patient Experience (Nyweide et al)  
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The Long-Term Effect of Premier Pay for Performance on Patient Outcomes (Jha et al)  
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Figure 1: Time-Series Data on Outcomes  

●  Show for exposure and comparison groups 

●  Good idea to show the bottom end of the scale (to zero) 

●  Include a vertical line denoting the start of the intervention period 

●  Show a maximum of five to six series 

○  Use “small multiples” to show more data 

Examples of Good Time-Series Data Outcome Figures 

 

Out-of-Pocket Spending for Hospitalizations Among Nonelderly Adults (Adrion et al)  
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The Long-Term Effect of Premier Pay-for-Performance on Patient Outcomes (Jha et al)  

 

Association Between Hospitals' Engagement in Value-Based Reforms and Readmission Reduction in the Hospital 
Readmission Reduction Program (Ryan et al) 
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Higher Incentive Payments in Medicare Advantage’s Pay-for-Performance Program Did Not Improve Quality But 

Did Increase Plan Offerings (Layton and Ryan)  
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Bariatric Surgery Complications Before vs After Implementation of a National Policy Restricting Coverage to 

Centers of Excellence (Dimick et al) 

Table 2: Shows Main Effects of the Analysis 

●  Best to show as adjusted means and effect size  

●  Good to show the “base rate” to understand whether the effect is small or large 

●  Can also show effect as a level change and as a percent change  
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Good Examples of Displays Showing Main Effects of 

the Analysis 
 

 

 

 

 

 

 

 

 

 

 

 

Association of 
Pioneer 
Accountable 
Care 
Organizations 
vs. Traditional 
Medicare Fee for 
Service with 
Spending, 
Utilization, and 
Patient 
Experience 
(Nyweide et al) 



  23 

 

 

The Long-Term Effect of Premier Pay for Performance on Patient Outcomes (Jha et al)  

 

Bariatric Surgery Complications Before and After Implementation of a National Policy Restricting Coverage to 
Centers of Excellence (Dimick et al) 
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Association of Pioneer Accountable Care Organizations vs. Traditional Medicare Fee for Service with Spending, 
Utilization, and Patient Experience (Nyweide et al)  
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Association Between Hospitals' Engagement in Value-

Based Reforms and Readmission Reduction in the 

Hospital Readmission Reduction Program (Ryan et al) 
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Early Performance of Accountable Care Organization in Medicine (McWilliams et al) 
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The Long-Term Effect of Premier Pay for Performance on Patient Outcomes (Jha et al) 

 

Next Table/Figure: Shows impact of effects across units/exposed region 

●  Often good idea to show as a map 
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Good Examples of Additional Tables and Figures 

 

Out-of-Pocket Spending for Hospitalizations Among Non-elderly Adults (Adrion et al) 

Implications of the Definition of an Episode of Care Used in the Comprehensive Care for Joint Replacement 
Model (Ellimoottil et al)  
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Appendix 
The appendix should include details of methods and supplemental results that do not fit in the paper 

This often includes, but is not limited to: 
●  ICD9 codes 

●  Schematics showing…  

○  Consort diagrams for study selection 

○  Conceptual model 

○  How the data is organized 

●  Sensitivity analysis/validity checks 

●  Effects for additional outcomes 

●  Effects using different identification strategies 

●  Placebo tests  

●  Validity checks 
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D. Conducting the Analysis 
Analysis checklist 

●  Define each of the following features 

○  Population (inclusion and exclusion criteria) 

○  Outcomes 

○  Exposure 

○  Risk adjustment/controls 

○  Price standardization  

●  Verify the validity of each of the following features 

○  Debugging the code  

■  How would you know if something was calculating correctly or incorrectly? 

○  Find published literature that shares the same means/variance of the features 

■  Example: http://sirrice.githut.io/files/papers/cleaning-hilda16.pdf 

○  What is the strategy used to attribute cases to higher units?  

●  Design/Analysis 

○  Specify identification strategy. This generally requires exogenous variation of some kind. 

■  Example: How will the interpretation be casual? 

○  What is the modeling strategy? 

■  Why should you deviate from linear regression? 

■  Is there a limited dependent variable? 

■  Are you dealing with longitudinal data? 

○  What is the strategy for variance estimates? 

○  For main effects (Table 2), write down the estimating equation 

■  Verify that the estimating equation is the same thing that you estimate in your 

statistical software 
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E. Preparing the Manuscript 
Conceptual Model 
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Introduction 

Paragraph 1: The Significance 
 

S1: Broad statistic 
 
“Once implemented fully, it is anticipated that the Patient Protection and Affordable Care Act (ACA) will provide 
coverage for nearly 25 million uninsured individuals in the United States.”  
 
S2: Current belief 
 
“By virtue of new insurance exchanges, expansion of Medicaid, and individual requirements for insurance, 
proponents of the ACA believe that the legislation will enhance access to physicians and necessary health care 
services, thereby improving population health outcomes and potentially reducing costs over the long term.”  

Paragraph 2: The Tension 
 

S1: The current unknown (should reference F1-3) 
 
“While much of the enthusiasm for the ACA revolves around providing patients with previously inaccessible 
preventive and primary care services. The effect of this reform on more complex and expensive hospital-based 
care, including inpatient surgery, remains undefined.”  
 
S2/S3: Null and alternative hypothesis 
 
“For instance, it is plausible that , due to a large unmet need, insurance expansion will yield greater use of 
surgery across the board. An alternative scenario, however, is that rates of surgery will change mainly for certain 
procedures and patient populations. Supporting the latter hypothesis, existing data suggest that access to 
imperative surgical procedures like hip fracture repair and colectomy for cancer may not be affected by insurance 
status. Conversely, decisions about the use of other, more discretionary, procedures ( joint replacement or back 
surgery) may be strongly influenced by insurance coverage, and utilization of such surgeries could change most 
prominently among populations who are at highest risk for being uninsured.”  

Paragraph 3: The Value 
 

S1: What have previous investigators shown? 
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“Previous investigators have used the outcomes of healthcare reform in Massachusetts to forecast the ACA’s 
impact on racial disparities with inpatient surgery.”  

 

 

S2: How is your work different? 

“Herein, we build on this work by examining the impact of the Massachusetts insurance expansion on utilization 
of discretionary versus non-discretionary surgical procedures.”  

 
S3: What do you specifically do? 
 
“We specifically compare the pre- and post-reform rates of discretionary and non-discretionary procedures in 
Massachusetts to those for two Northeastern control states where no similar reform was implemented. In 
addition, we assess whether the impact of insurance expansion varies across subgroups that differed in their 
baseline (pre-reform) risk of being uninsured.” 
 
S4: What is the broad implication of this study? 
 
“By virtue of this approach, our findings will provide policymakers with more nuanced insight regarding the 
potential impact of national insurance expansion for utilization of complex and expensive inpatient surgery.”  
 

Methods 

Paragraph 1: The Data 
 

S1: List the datasets 
 
“Our primary datasets were the State Inpatient Databases (SID) for Massachusetts and two Northeastern control 
states (New York and New Jersey).” 
 
S2: Describe the datasets 
 
“Developed as part of the Healthcare Cost and Utilization Project, the SID is a comprehensive all-payer database 
that contains information on nearly all inpatient discharges.” 
 
S3: Why did you pick this dataset? 
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“We selected New Jersey and New York as controls for several reasons: 1.) They are in close geographic proximity 
to Massachusetts; 2.) Both states had a steady nonelderly uninsured rate during the study period; 3.) both states 
had data available in the SID before and after implementation of health care reform in Massachusetts; and 4.) 
both states had surgical volumes that were similar to those in Massachusetts. In addition to the SID, we used 
publicly-available data from the U.S. Census to account for population growth during the study interval, and to 
obtain country level measures of insurance status and household income.”  
 
S4: IRB Statement 
 
“This study was deemed exempt from review by the University of Michigan Institutional Research Board.”  
 
Paragraph 2: The Patients 
 

S1: How was the entire population identified? 
 
“Our study population included all nonelderly patients (ages 19-64) who underwent one of several common 
inpatient surgeries from January 1, 2003 through December 31, 2010.” 
 
S2: Who was excluded?  
 
“We excluded patients who did not reside in Massachusetts or the control states.”  
 
Paragraph 3: How Did You Determine Finding 1?  
 

S1: Outcome 
 
“Our outcome of interest was the rate of discretionary and non-discretionary inpatient surgeries per 10,000 
individuals per quarter in Massachusetts and in control states. For this analysis, we defined discretionary 
procedures as inpatient surgeries with high levels of preference sensitivity, potential medical management 
alternatives, and a large degree of geographic variation.6–8 We hypothesized that the rate of these surgeries 
will increase with insurance expansion. Based on this framework, we decided a priori to include knee 
replacement, hip replacement, transurethral resection of the prostate, back surgery, and inguinal hernia repair as 
discretionary surgeries. We removed all patients undergoing “emergent” surgery from the discretionary group. As 
a comparison group, we also identified a set of non-discretionary inpatient procedures. We defined these as 
imperative surgical procedures that address an immediately threatening diagnosis (e.g., cancer, acute 
appendicitis). A priori, we specifically classified major cancer surgeries, appendectomy and hip fracture repair as 
non-discretionary surgeries (Appendix Table I). In addition to clinical judgment, our selection of these procedures 
was based existing literature suggesting that they have relatively lower levels of preference and insurance 
sensitivity.6–8,19–21 We hypothesized that, compared with discretionary procedures, rates of non-discretionary 
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surgeries will be affected less by insurance expansion. Ultimately, our analysis included 5 discretionary and 10 
non-discretionary surgeries.” 
 
S2: How you examined Finding 1 
 
“In our first analytic step, we compared the characteristics of patients who underwent surgery in Massachusetts 
versus control states from 2003 through 2010. Next, we calculated the mean (unadjusted) rates of discretionary 
and non-discretionary surgery in Massachusetts and control states before and after July 2007.”  
 
 
S3: How you examined Finding 2 
 
“We then performed a difference-in-difference (DID) analysis to estimate the causal effect of healthcare reform 
on rates of discretionary versus non-discretionary surgery. DID analysis is a widely used empirical strategy that 
allows adjustment for secular changes (region trends, economic changes) that may under or overestimate the 
true effect of the reform. We impelemnted the DID analysis by fitting separate ordinary least square regression 
models for discretionary and non-discretionary procedures.”  
 
S4: How you examined Finding 3 

●  Why did you use this particular type of modeling  
●  What was the dependent variable? Independent variable? 
●  What regression diagnostics were run? 
●  What type of software was used? 

 
Option 1: “The dependent variable for each model was the total number of surgeries in each state per quarter 
per 10,0000 individuals. We included variables specifying the state where the surgery was performed, as well as 
reform status (whether the surgery was performed before or after July 2007). Our models also included an 
interaction term for the state and reform status variables. The coefficient on this interaction term represents the 
difference-in-differences account for the five percentage point rise in unemployment from 2006 through 2009 (a 
result of economic recession), and we also adjusted for seasonal differences in rates of surgery.  
 
Option 2: “All analyses were performed using statistical software (Stata, 13/SE, College Station, TX), and at the 
5% significance level.” 
 

Results 

Paragraph 1: The Descriptive Analysis 
S1: Total cases identified over time period 

S2: Observations about cases identified 



  36 

 

 
“We identified a total of 836,311 nonelderly patients who underwent surgery (22% Ma, 55% NY, 23% NJ) from 
January 1, 2003 through December 31, 2010. Table 1 presents the pre- and post-reform characteristics of 
patients from Massachusetts and control states. While the percentage of surgical patients receiving free care in 
Massachusetts declined from 4.7% to 2.1% after reform, no similar change was observed in control states. During 
the entire study interval, percentage of patients in Massachusetts receiving free care for non-discretionary 
surgery exceeded that for discretionary surgery (Appendix Figure 1).”  

Paragraph 2: Finding 1 
S1: What did the MVA demonstrate about the primary finding? 

S2: What did the MVA demonstrate about the secondary finding? 

 
“ In Massachusetts, the unadjusted mean rate of discretionary surgery increased by 9.7% from before (35.6 
cases/year/10,000 individuals) to after (39.2 cases/year/10,000 individuals) implementation of health care 
reform (Table 2). In contrast, the mean rate of discretionary surgery decreased slightly in Massachusetts after 
reform, and increased slightly in the control states (Table 2). The difference-in-difference analysis demonstrated 
that healthcare reform caused a 9.3% net increase in the rate of discretionary surgery and a 4.5% net decrease in 
the rate of non-discretionary surgeries (Figure 1).  

Paragraph 3: Finding 2 
Follow format of paragraph 2 

Paragraph 4: Finding 3 
Follow format of paragraph 2 

Analysis 

Paragraph 1: The Punchline  
 

S1: Finding 1 
 
“In this study, insurance expansion was associated with a greater use of discretionary surgery relative to non-
discretionary surgery.”  
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S2: Finding 2 
 
“This finding was consistent for each subpopulation tested whites, nonwhites, and patients from counties with 
low median income and high numbers of newly insured.” 
 
S3: Finding 3 
 
“The increase in rate of discretionary surgery was greatest for nonwhites.” 
 
S4: WSJ Statement 
 
“Collectively, these findings suggest that insurance expansion will increase the use of preference sensitive 
surgery and will have a greater effect on populations at risk for being uninsured.” 
 
Paragraph 2: The fit of Finding 1 
** does not need to be a paragraph on its own** 

 

S1: Are your findings consistent with other researchers? 
“Previous investigators have demonstrated convincingly that utilization of healthcare services rises when 
previously uncovered patients acquire health insurance.”  
 
S2: How do the current findings add to the literature? 
 
“The current study clarifies this broader relationship by demonstrating the, for inpatient surgical care, the effect 
of policies aimed at increasing coverage is not uniform. Instead, it appears that patients in need of imperative or 
non-discretionary inpatient surgery tend to get this care whether or not they have insurance. In contrast, 
insurance expansion is an important driver of utilization for the relatively large population of patients who are 
potential candidates for discretionary or elective procedures. Once coverage is available, many of these patients 
move forward with surgical treatment.” 
 
Paragraph 3: The fit of Finding 2 
 

S1: Are your findings consistent with other researchers? 
 
“Our finding that the non-white population was most strongly impacted by insurance expansion is also 
consistent with findings reported by other investigators.”   

 
S2: How do the current findings add to the literature? 
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“Taken together, these data suggest that insurance expansion may achieve an intended consequence of 
attenuating racial disparities in access to care, at least for certain inpatient surgeries. It is unclear, however, 
whether greater access to such procedures will ultimately close existing gaps between white and non-white 
populations with respect to overall health status.”  
 
Paragraph X: The Fit of Finding 3 (if applicable)  

Paragraph 4: The Limitations 
S1: Opening line 

S2: First limitation 

S3: Rebuttal 

S4: Second limitation 

S5: Rebuttal 

S6: Third limitation 

S7: Rebuttal 

 
“Our study does have several limitations. First, there is no standard definition for discretionary versus non-
discretionary surgeries. Thus, we while classified procedures a priori based on both the existing literature and 
clinical experience, we cannot know with certainty whether any one surgery was truly discretionary or not. 
Second, because we looked only at utilization of surgical procedures, we do not know whether insurance 
expansion affected other factors such as the timing or quality of surgery.34,35 Third, our analysis did not include 
outpatient surgical procedures. Accordingly, we could not examine trends in the utilization of cataract surgery, 
knee arthroscopy, cystoscopy, gastrointestinal endoscopy, and other procedures for which utilization may be 
particularly sensitive to changes in insurance status or supply of providers. 36,37 Finally, because our outcome 
variable was a state-level rate, we did not adjust for patient-level variables in our regression models. 
Nonetheless, while there were some baseline differences in age, race, and payer mix between patients in the 
control states and Massachusetts, at the state-level these demographic differences were stable at over time and 
therefore unlikely to affect our estimates.” 
 
Paragraph 5: The Implications 
S1: Opening 

“These limitations notwithstanding, our findings help many stakeholders anticipate the effects of national 
insurance expansion through the ACA.” 

S2: Relevance to policymakers 
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S3: Relevance to payers 

S4: Relevance to physicians 

S5: Relevance to patients 

 
“Relevant to policymakers, our results suggest that expected long-term cost savings from national insurance 
expansion may be dampened to some extent by increased use of certain expensive inpatient surgeries. To this 
point, healthcare spending in Massachusetts has grown substantially in the last 5 years, prompting new state 
legislation aimed at limiting expenditures to the rate of the gross state product. If our findings accurately 
forecast the growth in discretionary inpatient surgery at a national level, insurance expansion with the ACA may 
well yield similar cost concerns for both federal and state governments. From a policy perspective, the value of 
such expenditures will depend on whether, and to what extent, greater access to such procedures actually 
improves quality and/or quantity of life for newly insured individuals.” 
 
“Many payers anticipate that insurance expansion will save money by providing access to care that prevents 
expensive hospitalizations. Our findings suggest that such savings that could be offset by greater expenditures 
for elective inpatient procedures. Given this possibility, payers arguably have strong incentives to work with and 
support surgeons in their efforts to define optimal selection criteria for many elective surgical procedures. Our 
findings are also relevant to physicians and specialty societies because they suggest that some surgical 
disciplines (orthopedic surgery) could experience a rapid growth in demand with implementation of the ACA. 
This could have important implications for both post-graduate training programs and for patients seeking access 
to such care, particularly in areas with fewer surgical specialties. Finally, for patients who currently lack 
coverage, insurance expansion offers the promise of access to procedures that may well improve their lives by 
treating debilitating medical conditions such as severe osteoarthritis. However, as seen in Massachusetts, if 
payers ultimately experience greater expenditures as a consequence of covering more elective inpatient 
surgeries, then all patients may ultimately face higher premiums.” 

 

Paragraph 5: The Future 

S1: Summary of findings 

S2: Next research step 

S3: Concluding remark   

 

“Our collective findings suggest that insurance expansion leads to greater utilization of discretionary inpatient 
procedures that are often performed to improve quality of life rather than to address immediately life-
threatening conditions. Moving forward, research in this area should focus on whether great utilization of such 
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procedures represents a response to unmet need or changes in treatment thresholds driven by patients, 
providers, or some combination of the two. In addition, it will be important to examine and define that individual 
and societal-level returns (better health outcomes, increased productivity, reduced rates of disability) achieved 
with such surgical interventions. In the end, the value of insurance expansion for surgical care may depend on 
the relative balance between increased expenditures and the measurable health benefits derived from greater 
access to elective inpatient surgery.” 

References 

Cite your sources in the following format:  

Ellimoottil C, Miller S, Ayanian JZ, Miller DC. Effect of insurance expansion on utilization of inpatient surgery. 
JAMA Surg. 201 Aug;149(8):829-36. 
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F. Preparing a Cover Letter 

Date 

[Editor name], MD 

Editor-in-chief, [Journal name] 

[Editorial office address] 

 

Dear Dr. [Editor name]:  

Please accept for review our manuscript entitled, “[Manuscript title]” co-authored by [First author], [List of 
authors]. This manuscript has been formatted as a [Type of article] for the [Journal name]. 

There is widespread interest in understanding [Broad topic statement]. In this empirical work, we test 
the hypothesis [State hypothesis]. Using data from [Data source including years], we performed a 
[Analysis type] to examine [Research question].  

We identify a [Main finding]. This finding suggests [Implications]. The [Journal name] seems like an 
ideal venue for this study.  

As corresponding author, I certify that all authors have made substantial contributions to the conception or 
design of the work; or the acquisition, analysis, or interpretation of data for the work. All authors have 
substantially contributed to drafting the work or revising it critically for important intellectual content. All 
authors have given final approval of the version to be published. Finally, all authors agree to be accountable for 
all aspects of the work in ensuring that questions related to the accuracy or integrity of any part of the work are 
appropriately investigated and resolved. The contents of this manuscript have not been copyrighted or published 
previously, nor are they under consideration for publication elsewhere. 

On behalf of all the authors, thank you for your time and consideration. 

Sincerely yours, 

 

[First author]  
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G. Preparing a Response Letter 
 

[Mailing address of the journal] 

[Re: manuscript number] 

 

Dear Editorial staff of [Journal name], 

We sincerely appreciate the thoughtful comments submitted to us by the editorial board and the external 
reviewers on our manuscript entitled [“Manuscript title”] (ID #). After addressing all of the tremendously 
instructive comments point-by-point, we now present to you an enhanced manuscript that is much stronger than 
the original. 

Please note that all changes to our manuscript are bolded and italicized in both this document and in the 
revised manuscript: 

In response to the editorial comments, we have also reviewed and updated the word count, while also 
confirming that the number and formatting of the citations is in compliance with the requirements for the 
[Journal name]. We made language changes throughout the abstract and manuscript to minimize jargon, clarify 
points, etc.  

On behalf of my co-authors, thank you very much for your time and consideration, 

Sincerely, 

[Electronic first author signature without degrees] 

 

[Printed first author name with degrees] 
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Example of a Response to a Reviewer’s Comments  

Reviewer 1: “Well written analysis of a timely subject. The only question I have is whether or not hip 
replacements for hip fractures were included in this analysis. Prosthetic replacements for hip fractures have a 
higher case mix index and are associated with poorer outcomes compared to replacements for hip arthritis. CMS 
has decided to remove hip fractures from the CJR. If prosthetic replacements for hip fractures are included, the 
authors should remove them and reanalyze the data. If this is impossible, the authors should include this fact in 
there discussion under weaknesses.” 

Author’s Response: “We thank the reviewer for the kind words and positive assessment of the manuscript. We 
actually excluded all hip fractures in this analysis. Approximately, 12% of cases were identified as fracture 
episodes using ICD-9-CM diagnosis codes and excluded. In the revised submission, we performed a sensitivity 
analysis with hip fractures included and found no substantive difference in our results. Please see our response 
to Reviewer 4, Question 2 for details of this sensitivity analysis.  

Additional Options for Generic Opening Lines  

“We thank the reviewer for noting this specific point regarding our analyses.” 

“The reviewer points out a key component of our statistical methods.” 

“The reviewer raises a number of excellent questions that we hope to answer with future work, but we also 
agree that these topics are beyond the goals of our current study.” 

“We would like to thank this reviewer for their thoughtful analysis of our manuscript.”   
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