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MAINE QUALITY FORUM

Component of Dirigo Health Plan



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




ASSEMBLY FOR GENERAL
SURGEONS—GS 01 __
Saturday, April 24 1:15-5:00 pm
A TOWN MEETING—FACING THE INEVITABLE:
SURGICAL QUALITY AND OUTCOMES

MADE PUBLIC

Cosponsored by the American Society of General
Surgeons

Moderator: Shukbri I Khuri, MD, FACS, West
Roxbury, MA

Measuring quality and reporting outcomes are
important and critical components for the practicing
surgeon. Surgical outcome data are also becoming
more openly available to the public, consumers, and
payers, and legislators are urging wide public
dissemination of outcome-based, provider-specific
performance measures. This session is dedicated to
surgeon involvement in the use of outcomes for the
comparative assessment and improvement of the
quality of surgical care.
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FROPODSALTRAFT FOR GENERAL SURGERY STUDY GROUP

“Ag Maine poes, so poes the Nation™

MAME: Morthermn New England Geneeal Surgery Study Group

MISSION: NMEGSSG was created in concept &l the anmual mesting of the Maine
chapter of the Amencan College of Surpeons, June 47 to 67, 2004, It exists to develop

and exchange mformation conceming disepse processes treated by peneml surgeons. Our

goal is o improve continuously the quality, salety, effectiveness and cost of medical
MErveniEoms.

GUIDING PRINCIFLES: Collabomtion, inclusivity, scientific process, transparency,
regiomality, voluntary participation,

FOUNDIMG MEMBERS: Sara Mavo {Chair), Parker Roberiz, Susan 0" Connor, Hani
Baradi, Michael Starks, Marsha O Rourke. Edward Walworth, Joel LaFleur, Willizm
Hormer, James Georgis, Bod Lahren, Tom MecHugh

ADVISORY COMMITTEE: Jeremy Moron, Samuwel Finlayson, Frank Opelka, Carl
'!r._'-:l.'n"'ur;_-_'

INITIAL PROPOSAL: To develop a process-oriented study made] involving a surgical
procedure of sufficient frequency and potential morbidity 1o allow meaningful and
gratistically significant evaluagtion. OF several possibilities, solon resectbon offers the
best fit with these criteria. While first effors will focus primearily arcund the three lerpest
nine medical facilites, early |'|I:||1-|:n;__' i from =maller imstitutsons will ensure

nclusion in the final form of the project. As the process matures, we hope that the model
devetoped around colon operations can be applied to other procedures,  Lasthy, we think
thad woluntary collaboration AmATE & number of Morthern Mew England hospitals by

regional participation is critical to the goals of deriving meaningful data, assessing

provider performance and Improving patient care outcomes.

ACTION:
1. Develop hypotheses

Estzablishk questions o fest the hyvpotheses
. Define the data seds

Creale a datn collection tool and process
Collect the data
5, Analyze continuously
¥, Beport findings

U S P




Northern New England
Cardiovascular Disease Study Group

The Northern New England Cardiovascular
Disease Study Group exists to develop and
exchange information concemning the
treatment of cardiovascular disease.

It is a regional, voluntary, multi-disciplinary
group of clinicians, hospital administrators,
and health care research personnel who
seek to improve continuously the quality,
safety, effectiveness, and cost of medical
EASTERN MAINE - interventions in cardiovascular disease.

[ rercrer avien S s

e HEAL TH CARE ¢ The NNECDSG maintains registries for all
s : ... patients receiving coronary artery bypass

¥ = == grafting (CABG), percutaneous transluminal
&l DARTMOLTH-HITCHCOCK ks - coronary angioplasty (FTCA), and heart

iR MEDICAL CENTER 435 =~ valve replacement surgery.

During the last ten years, data on
approximately 70,000 procedures were
collected and analyzed. The group meets
- three times per year to review data reports
~ and to plan studies,

CATHOLIC -
- L T AT D

An executive committee composed of
cardiologist, surgeon, and administrator
from each institution and the data center
director constitutes the administrative
structure for the group.




Adjusted In-hospital CABG Mortality Rates
by Center

1987-2001
N=42,914

MMC
e NNECDSG

Rate
(%)

1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001

Year



Adjusted In-hospital Mortality Rate for All
Centers 1987-2000

6
Initial intervention-data feedback, site
% visits and CQI training
5 Mode of death study- low
output heart failure major
cause of in-hospital mortality
4 / Low output heart
failure intervention-
Rate 3 AHA Grant
(%) \
2 /
Process
mapping and
1 identification
of high
leverage areas
0)

1987 1988 1989 199019911992 1993 1994 1995 1996 1997 1998 1999 2000




Attributes of NNECVDSG

Prospective clinical registry; multi institutional

ldentifled 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




Measuring the Quality of Surgical Care:
Structure, Process, or Outcomes?

John D Birkmeyer, MD, FACS, Justin B Dimick, MD, Nancy JO Birkmeyer, PhD

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

Survived Died
The Nation 48,500 1500
(benchmark)
You

3%

=)

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

e Useful to have alternativesto direct
outcomes measurement

— Structure
— Process

 Factors associated with good outcomes



11 practices endorsed by the
American College of Surgeons

DVT prophylaxis
perioperative beta-
blockers

abx wound prophylaxis

pressure-reducing beds to
avoid decub ulcers

sterile barriers for central
venhous lines

U/Sfor central line
Insertion

Abx-impregnated central
line

early enteral nutrition for
critically ill patients
aspiration of secretionsto

prevent ventilator-
associated pneumonia

warfarin self-management

Improvements in informed
consent process



628

Birkmeyer et al

Measuring the Quality of Surgical Care

J Am Coll Surg

Table 2. Examples of Process Measures Associated with Surgical Qutcomes. According to Strength of Scientific Evidence
Supporting Them and the Cost and Complexity of Implementing Them
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Focus on process (or
alternative outcomes)

High Volume

Measure traditional
outcomes (e.g. mortality)

CABG
cholecystectomy
colectomy
thyroidectomy | | AAA
Low Risk - > High Risk
1V | I
Zenker’'s
pancreatic resection
Meckel’s esophagectomy

(don’t waste your time)

Y

Low Volume

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

Aqggregated volume may allow meaningful
analysis of outcomes

lmprove Outcomes for Patients

— Actively (identifying quality, implementing
changes)

— Passively (observation alone is potent)
Promote cooperation regionally

|ntangibles of collaboration



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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