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Patients need “high value health care”
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Quality

— Structure, process,
outcome

Safety

— Avoid preventable harms

Appropriate use of
resource
— Avoidable procedures

Patients’ experience
— Did we ever ask?



What is quality?

* Oxford Dictionary Definition:

— The standard of something as measured against
other things of a similar kind; the degree of
excellence of something.

* Quality means differently to different people.



The Donabedian Model (1966)
structure - process - outcome

Figure 2. TRIAD conceptual model of relationships among system-level factors,
processes, and outcomes of care

System N Processes N Health
factors " of care " outcomes
| | |
* Health system structure. * Periodic HbAlG testing. + Glycemic contral.
+ Disease management strategies. + Periodic lipid testing. + Blood pressure contral,
= Perfarmance feedback. + Ratinal examinations, » LDL-chalesteral contral.
» Physician reminders. = Periodic microalbuminuria testing. * Cardiovascular disease.
= Guideline use, + Periodic fool examinations. J N_ephmpathy.fend stage renal
- Formal case management. « Smoking cessation counseling. disease.
- Patient education reseurees. - Aspirin preseripion/advise. * Retinapathy.
+ Management of referral cara, * Maortality.
« Clinican payment, incentives. * Health status.
« Cost-containment strategies, * Symptoms.
» Data systems. = Ltilization and costs.

essentially the whole patient journey



6 dimensions of quality healthcare

* effective

— delivering health care that is adherent to an evidence base and results in improved health
outcomes for individuals and communities, based on need;

* efficient

— delivering health care in a manner which maximizes resource use and avoids waste;

* accessible

— delivering health care that is timely, geographically reasonable, and provided in a setting
where skills and resources are appropriate to medical need;

* acceptable/patient-centred

— delivering health care which takes into account the preferences and aspirations of individual
service users and the cultures of their communities;

* equitable

— delivering health care which does not vary in quality because of personal characteristics such
as gender, race, ethnicity, geographical location, or socioeconomic status;

* sdfe

— delivering health care which minimizes risks and harm to service users.

Quality of Care, WHO 2006



Targeting high value surgical care?




My NHS — NHS Choices

My NHS — NHS Cholces
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Performance information to support transparency and drive quality

Making our data transparent will help to drive up quality and create even better services.
Here you can see key data used by the NHS and local councils to monitor performance
and shape the services you use. We'll continually add to the information, listen to what you
want, and work to make it as clear as possible.

We want your feedback on the contents and presentation of this site, whether you are a
care professional, clinician, manager, carer or a member of the public.

Explore the data

IIL Hospitals ' Ih Social care ||L Public health services
" View quality indicator information " See how local authorities perform " Get data on how public health
on NHS hospitals (private-sector on provision of adult social services delivered by hospitals

services and general practices perform

providers not included)
within local authority areas

The NHS works with local View quality indicator information See consultant outcome data for
authorities to protect and improve for mental health hospitals a range of specialties
public health. See key public provided by NHS Trusts

health outcomes in each local
authority area

http://www.scts.org/modules/surgeons/surgeon.aspx?id=314&name=zamvar
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Number and type of operations performed

|

This graph shows the number and percentage of each type of heart surgery done by this consultant surgeon. The number of operations is
shown in the line going up the left hand side. The percentage (%) undemeath each coloured bar shows how much of this consultant's
heart surgery is made up each procedure fype.

The 'key' underneath the graph shows what procedure(s) each coloured bar shows. The abbreviations used are explained below:

Isolated: This procedure has been carried out on its own. No other procedures were done during the same operation.
CABG: Coronary artery bypass grafting

AVR: Aortic valve replacement

MV: Mitral valve procedure

« & @

You can find out more about these procedures in the 'About cardiothoracic surgery’ section. If you or someone you know if having heart
surgery, it may be helpful to know whether the consultant does lots of that procedure. If you have guestions or concerns about the number
of procedures being done at your hospital, you should speak to your heart surgeon.

& Click here for help understanding this graph

Data For Period April 2010 - March 2013
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In-hospital mortality rate (risk adjusted)
This graph shows the percentage of patients who die before being discharged from the hospital they had their operation at. This is called
the ‘in-hospital mortality rate'.

Some consultants do more complicated surgery on patients who are more sick, whilst others do fairly routine surgery. So that we can
make fair comparisons between these consultants, the mortality rate has been 'risk adjusted’ to take into account the difficulty of each
cperation.

The green line in the middle of the graph shows the average mortality rate for heart surgery in the UK. The blue dot shows the risk
adjusted mortality rate for the consultant you are looking at. The lower the blue dot is on the graph, the lower the percentage of patients
who have died after surgery.

If the blue dot is undemneath the red line near the top of the graph, then the mortality rate shown by the blue dot is within the limits we
would expect.

For more information on understanding mortality rates, look at the Understanding the graphs page

@ Click here for help understanding this graph

Data For Period April 2010 - March 2013
Risk Adjusted In-Hospital Mortality Rate
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Average patient risk profile

Some risk factors like age, gender, and other medical problems can affect the outcome of heart surgery.

Each of the graphs below shows what percentage of this consultant's patients have each risk factor (peach bar on the left) next to the
average for the whole of the UK (green baron the right). This can tell you whether the consultant operates on high risk patients in general,
and whether they specialise in doing particular types of complicated surgery, like operations on the thoracic aorta.

You can find out more about the risk factors in the ‘About cardiothoracic surgery' section.
& Click here for help understanding this graph

Data For Period April 2010 - March 2013

Average Patient Risk Profile
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Knowing one’s risk
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track-record may not mean anything ...




PERSONAL VIEW

Stop publishing individual surgeons’ death rates

Most deaths are related to team dynamics and hospital infrastructure, says Stephen Westaby

surgeon was recently castigated

in the press for allegedly

manipulating operative data.’

Repeating the US experience,

publication of surgeon specific
mortality data (SSMD) has shifted emphasis
from patient care to self preservation.? >

In the 1980s the US Health Care Financing
Administration collected but did not disclose
individual death rates for New York state
cardiac surgeons.’ A newspaper sued and
then published the information, but was
criticised, and soon afterwards, risk averse
behaviour and gaming with risk stratification
were widely documented.’

The answer was to avoid high risk patients.
In Massachusetts, the risk profile in centres
with higher mortality fell.’ Cardiologists
struggled to obtain coronary artery bypass
grafts for comorbid patients, but not in

with infrastructure and process.'” Only
30% of the deceased patients had received
satisfactory postoperative care.

Because few deaths are related to surgical
error, publication of SSMD diverts attention
from deficiencies in NHS infrastructure. An
understanding of why patients die allows
something to be done about it; attributing a pile
of bodies to an individual surgeon does not.

Risk averse behaviour benefits neither
patients nor the profession. Surgeons will
endorse truly transparent outcome data that
contribute to patient safety, such as the star
rating system.’ In Berwick’s commissioned
review of the NHS after the Francis inquiry,
he reiterated that hospitals not individuals
must be held accountable for poor outcomes.*
Surely the surgical royal colleges knew this.
Soon afterwards, SSMD were released for
other surgical specialties and interventional

BMJ 2014; 349:95026



PERSONAL VIEW
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Transparency leads to better choices ?
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7 clusters in Hospital Authority of Hong Kong




Monitoring surgical outcomes is not easy




Three-phase development

2008-
@ SOMIP (Quality
2002 to 2007 and Safety
Comparative audit Division)
o Central Surgical Audit Unit

1995
Surgical outcomes study
QA subcommittee



Surgical Outcomes Study 1995-96
only crude mortality/morbidity rates

Self —reported no. of
event
®

Total number of
cases
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Clinical Surgical Audit Unit (CSAU)
2002-2006

* One full time nurse and one part-time surgeon
* Backed up by OTRS, ePR, CDARS

* Followed the UK practice of comparative
audits



Comparative Audit 2002 - 2006

Year | Topics Risk- Focus of comparison
adjustment
2002 | Hepatectomy No Mortality
Esophagectomy No
Liver Transplantation No
2003 | Total cystectomy Yes Mortality
2004 | Laparoscopic surgery No Trend
Whipple’s operation Yes Mortality
2005 | Emergency colectomy Yes Mortality
Major lung resection Yes Mortality and survival
2006 | Esophagectomy —second audit Yes Mortality

Carectum

Mortality and survival




Completing the audit cycle

e 1StHA audit in 2002 (1/1997 to 6/2001) found that HA
esophagectomy in-hospital mortality rate was 11%.

* Once this information was released, our colleagues started to
improve;

e 2nd HA audit in 2006 (7/2001 to 2005) showed dramatic
improvement.
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Dr Shukri Khuri
1943 - 2008

ANNALS OF SURGERY
Vol, 218, No. 4, 491-507
0 1998 Lippincon Willizms & Wilking

The Department of Veterans Affairs’ NSQIP

The First National, Validated, Outcome-Based, Risk-Adjusted, and
Peer-Controlled Program for the Measurement and Enhancement of

the Quality of Surgical Care

Shutai F. Knun, MD," Jennifer Datey, MD.T Wiliam Henderson, PhD,3 Kwan Hur, MS,$ John Demakis, MD.$

J. Bradley Aust, MD.§ Vernon Chong, MO, Peter J. Fabrl, MD,Y James O. Gibbs, PhD,1 Frederick Grover, MD.#

Karl Hammermeister, MD,# George lrvin I, MD,* Gerald McDonald, MD, MS, +1 Edward Passaro, Jr, MD,$1

Lloyd Prelips, MD,§§ Frank Scamman, MD, ]| Jeannette Spencer, AN, M5, CS,” John F. Stremple, MD, M5,11 and the
participants in the National VA Surgical Quality Improvement Program

From the "Brockton/VWest Roxbury VA Medical Center, West Roxbury, Massachusetts, Harvard Medical School, Bosion,
Massachusatts, Brigham and Wamean's Hospital, Boston, Massachusstts; TBrockton/Wast Roxbury VA Medical Center, West
Roxbury, Massachusetts, Harvard Medical School, Boston, Massachusstis, Division of General Medicine and Primary Care,
Beth Israel Deaconess Medlical Center, Boston, Massachusetfs, tHines VA Center for Cooperative Studies in Health Services,
Hinas, Mnois; §0epartmeant of Surgery, University of Texas Heafth Science Center, San Anfonio, Texas; [Veterans integrated
Sarvice Network 17, Grand Prairfe, Texas; f|Tampa VA Medical Center, Tampa, Florida, University of South Florida College of
Medicing, Tampa, Florida; #Denver VA Medical Center, Denver, Colorado, University of Colorado Health Sciences Center,
Denver, Calorado; **University of Miami Department of Surgery, Miami, Florida, University of Miami School of Medicine, Miami,
Florida, Miami VA Medical Center, Miami, Florida; ttDepartment of Surgery, Department of Veterans Affairs Headguarters,
Washington OC; $tWest Los Angeles VA Medical Center, West Los Angeles, California, University of California Los Angefes, Los
Angeles, Cafifornia; §§\eterans Integrated Service Netwark 11, Ann Arbor, Michigan; [|[Departrment of Anesthesia, National
Anesthesia Services, lowa City, lowa, 1YFittsburgh VA Medical Center, Piftsburgh, Pennsyfvania, University of Fiftshurgh School

af Medicine, Pittsburgh, Pennsylvania

Objective

To provide refiable risk-adjusted morbidity and mortality rates
after major surgery to the 123 Veterans Affairs Medical Cen-
ters (VAMCs) performing major surgery, and 1o use risk-ad-
justed outcomes in the monitoring and improvement of the
quality of surgical care to all veterans.

Summary Background Data

Outcome-hased comparative measures of the quality of surgi-
cal care among surgical sendces and surgical subspecialties
have been elusive.

Methods

This study included prespective assessment of presurgical
rsk factors, procass of care dunng surgery, and outcomes 30
rays after surgery on valerans undergoing major surgery in
123 medical centers; development of multivaniable risk-adjust-
ment models; identification of high and low outlier faciities by
nbserved-to-expected oLAcome rafics: and generation of an-
nual reports of cormparative outcomes o all surgical services
in the \ Health Adrministration (VHA).

Results

The National VA Surgical Quality Improvement Program [NS-
QIP) data base includes 417,944 major surgical procedures
performed between October 1, 1991, and September 30,

19497. In FY97, 11 VAMCs were low outiiers for nsk-adjusted
obsened-to-expected mortaiity ratios; 13 VAMCs were high
outiers for risk-adjusted observed-to-expected mortality ra-
tios. Identification of high and low outhiers by unadjusted mar-
tality rates would have ascribed an outfier status incomectly to
25 of 38 hospitals, an aror rate of 54%. Since 1994, the 30-
day mortality and morbidity rates for major surgery have fallen

Conclusions
Reliable, vakd information on patient presurgical risk factors,
process of care during surgery, and 30-day marbidity and
martality rates is availabie for all major surgical procedures in
the 123 VAMCs performing surgery in the VHA. With this in-
formation, the VHA has estabiished the first prospective out-
come-based program for comparative assessment and an-
hancament of the quality of surgical care among multiple
institutions for several surgical subspecialties. Kay features to
the success of the NSQIP are the support of the surgeons
491



Surgical Outcomes Monitoring and
Improvement Program (SOMIP)

e Startedin 2008

* Elective and emergency operations (~250,000
procedures per year)

* Major and Ultra-major operations

e Covers General surgery, Urology, Plastic and
Paediatric surgery

* 66 risk factors

* Collect post-operative mortality and morbidity at 30-
, 60- and 90-day



Special features of SOMIP/NSQIP

* Focus on hospital, rather individual surgeon (17 HA
hospitals)

e Single-year comparison and continuous monitoring

e Compare a bundle of operations rather than
individual operation

* A comprehensive set of variables to help construct
risk-adjusted models with high discriminative
power (C-index of 0.9)

* Robust and reliable data capturing by nurse
reviewers

e All variables are well-defined and documented in a
data definition manual



Why risk adjustment?

Patient Factors

+

Valid

Analytic
Models

Quality of Care

-+

Reliable

Clinical
Database




Significant variables in the model of
Emergency surgery 30-day mortality

3 times

Age

ASA

Functional status
Neurological status
Disseminated cancer
Severe COPD

Pulse

Albumin
Urea/Creatinine
Blood gases
alkaline phosphatase

2 times

Sex

Operative Magnitude

Ascites
Preop dyspnea
Sepsis/septic shock

Blood loss

WBC

1 time
weight loss
Uncorrected bleeding tendency
Hepatomegaly
steroid
psychosis
Preop dialysis
Cardiac surgery
Systolic blood pressure
Preop blood transfusion
Degree of urgency

Complexity score

Hb
Haematocrit
Sodium

glucose

bilirubin



Significant variable in the model of
Elective surgery 30-day mortality

3 times 2 times 1 time
Age Operative Magnitude Functional status
ASA Weight loss Neurological status
Disseminated cancer Ascites Angina
Presence of gangrene Severe COPD
Preop dyspnea

Immunosuppression

Blood loss Pulse

Operation time

Urea/Creatinine Alkaline phosphatase Sodium
Albumin WBC

Bilirubin



Risk-adjusted mortality rates

O/E Ratio and 30% Confidence Intervals for 30 day Mortality following

Emergency Surgery
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Multi-level analysis
to identify contributing system factors

R2 Linear = 0,652

1.00

OE
OE

bed_occupancy Average emergency operation per on general surgery call roster

Workload issues — no. of patients requiring surgical care

Manpower issues — surgeons, anaesthetists, intensivists, nurses, etc.
Hardware issues — ICU beds, operating theatres, ward beds, etc.
Other supports — physicians, diagnostics, interventional radiology, etc.
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Actionable data from SOMIP

@

HOSPITAL
AUTHORITY

Volume SiXJuIy2013-June20¥-': b . Plan

Define the objective,
questions and
pre ns. Plan to
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Where?

& e
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Surgical Qutcom
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improvement'iProgram
(SOMIP) Report

Summarise what was
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Quality & Sataty Diviaion
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Kuibler-Ross model — 5 stages of grief

by D, Antoniz Truecdale
DO, tﬁemc%n@htorang&mm

Denial — Anger — Bargaining — Depression — Acceptance



Action plans for SOMIP team

* Yearly SOMIP forum

* Discuss with senior surgeons and frontlines in
for areas of improvement
** from defensive to proactive
** focus on quality improvement measures

** sharing of best practice

** involvement of senior surgeons within HA to
assist the process of review and quality
Improvement measures



To convince surgeons that
there is always room for improvement




SA Quality Improvement Cycles

Plan the n cle
Decide whether the
change can be
implemented

the analysis of
the data
Compare data to
predictions
summarise what was
learnad

Plan

Define the objective,
questions and
predictions. Plan to
er the questions
(who? What? Where?
When?

Plan data collection to
answer the questions

Do

ut the plan
Collect data
Begin analys

Carmy

of the data

Resource as fuels

y.
|




Can do attitude

SAFETY,

Safety first culture



