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MQF Initiatives

• Set the goal of best care in the U.S.
• Act as a organizer for demonstration 

projects for micro-systems
• Act as a promoter for health care system 

integration
• Argue for health care environment that 

supports quality



MQF tools

• Ad hoc micro-system study groups
• Process indicators that support our goals
• Outcome indicators that support our goals
• Utilization indicators that support our goals
• Public health indicators to show trends 

over longer periods of time



WHO WANTS EVIDENCE OF 
QUALITY?

• Policy makers….Dirigo Health Plan
• Patients and their families….Healthgrades
• Private payers….Leapfrog Group

– “value-based purchasing”, “Centers of 
Excellence”

• Public payers….CMS
• Health services researchers







MASTER AND COMMANDER

TAKES THE HELM
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Adjusted In-hospital Mortality Rate for All 
Centers 1987-2000
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Attributes of NNECVDSG

• Prospective clinical registry; multi institutional
• Identified many processes of care measures 

linked to lower mortality outcomes
• Made efforts to increase the use of best 

practices
• Timely feedback of data to clinicians
• Large numbers
• Significant potential morbidity/mortality

COULD GENERAL SURGEONS EMULATE THIS RESULT?



Journal of American College of Surgeons, vol 198, number 4; April, 2004





Measuring Outcomes

• Problem with surgeon- or hospital-based 
outcomes assessment is

STATISTICAL POWER



The Problem of Power

When rates of adverse outcomes are low, or
few procedures are performed …

… statistical power is often insufficient
to show any difference between your own 
outcome rate and the “benchmark” rate.



The Problem of Power
DiedSurvived

48,500

46 4

1500 3%The Nation
(benchmark)

You 8%

difference in mortality is NOT statistically significant!



The Problem of Power 

At the hospital or surgeon level …
focusing on the most reliably measured 
outcome (mortality) is of limited usefulness 
for most operations



Proxies for Quality

• Useful to have alternatives to direct 
outcomes measurement
– Structure
– Process 

• Factors associated with good outcomes



11 practices endorsed by the11 practices endorsed by the
American College of SurgeonsAmerican College of Surgeons

• Abx-impregnated central 
line

• early enteral nutrition for 
critically ill patients

• aspiration of secretions to 
prevent ventilator-
associated pneumonia

• warfarin self-management
• improvements in informed 

consent process

• DVT prophylaxis
• perioperative beta-

blockers
• abx wound prophylaxis
• pressure-reducing beds to 

avoid decub ulcers
• sterile barriers for central 

venous lines
• U/S for central line 

insertion





High VolumeFocus on process (or
alternative outcomes)

Measure traditional 
outcomes (e.g. mortality)

Low Risk High Risk

Low Volume

CABG

cholecystectomy
colectomy

I II AAAthyroidectomy

IV III
Zenker’s

pancreatic resection

esophagectomy
Meckel’s

(don’t waste your time) Focus on process 



MEASURING THE QUALITY OF SURGICAL 
CARE: THE MAINE PROJECT

• Colon resection best fit for frequency and 
morbidity/mortality criteria

• Primary study methodology will be by 
necessity process-oriented

• Will include some outcomes for “buy in”, 
realizing will have little statistical power

• Once model developed, will expand to 
regional, collaborative effort



Collaborative Study Groups

• Aggregated volume may allow meaningful 
analysis of outcomes

• Improve Outcomes for Patients
– Actively (identifying quality, implementing 

changes)
– Passively (observation alone is potent)

• Promote cooperation regionally
• Intangibles of collaboration



ACTION!!!
WHAT IS THE HYPOTHESIS?

MAINE SURGEONS PROSPECTIVELY 
MEASURED PROCESSES OF CARE, 

IMPLEMENTED QUALITY 
IMPROVEMENT INITIATIVES, AND 

(PERHAPS) DISCOVERED 
MEASURABLE IMPROVEMENTS IN 

OUTCOME



THE MAINE PROJECT: WORK PLAN

• Choose process variables for colon 
resection of proven effectiveness, based 
on prospective randomized trials
– Preoperative
– Intraoperative
– Postoperative

• Develop Web-based data collection, 
analysis and reporting methodology
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