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If you don't know where you are going, 

any road will get you there.
Lewis Carroll



The days of the solitary physician toiling in isolation are long 
gone. Increasingly, physicians are practicing in teams within 
complex organizations, and the quality and safety of health care 
depend on all team members and the system in which they work.
Physicians could make a much stronger case for continued self-
governance if they took a more visible and vigorous leadership 
role in efforts that led to major improvements in the quality and 
safety of patient care.
Aiming Higher to Enhance Professionalism Beyond Accreditation and Certification
Mark R. Chassin, David W. Baker, JAMA. 2015;313(18)



Data sources for hospital and physician ratings
1. Readmission Reduction Program
2. Value-Based Purchasing (VBP)
3. Hospital Acquired Condition (HAC) Reduction Program

CMS Inpatient Pay for Performance Programs



Readmission Reduction
Applicable conditions

• For FY 2013 penalties

• Acute myocardial infarction (AMI)

• Heart Failure (HF)

• Pneumonia (PNE)

• For FY 2015-2017 penalties add

• Chronic Obstructive Pulmonary Disease (COPD); 

• Orthopedic Total Knee/Hip Arthroplasty (THA/ TKA); 

• Post op Coronary Artery Bypass Grafting (CABG); 

Data source

• Medicare administrative claims data

• Risk adjustment based on hospital case mix

Readmission definition

• Return to hospital within 30-days of eligible index admission

• All-cause readmissions



CMS:Value Based Purchasing (VBP)
• Penalties applied staring in FY 2013 

• Clinical process- Core Measures- AMI, HF, PNE, SCIP
• Patient experience- Hospital Consumer Assessment of Healthcare Providers and 

System (HCAHPS)
• Expanded

– Outcomes/Safety domain
» 2014 - Mortality-AMI, HF, PNE
» 2015 - PSI-90 and CLABSI
» 2016 - CAUTI and SSI

– Efficiency domain- spending per Medicare beneficiary- 2015

• At risk – CMS payments and your reputation
• Two year lag from data collection and penalties
• Hospital performance is relative to other hospitals



Clinical Process of Care (Core Measure)
Based on abstraction from the medical record

AMI Aspirin prescribed at discharge

Fibrinolytic agent received within 30 minutes of arrival

Primary percutaneous intervention (PCI) within 90 minutes of arrival
HF Discharge instructions

Evaluation of left ventricular systolic function 

ACE-I or ARB for left ventricular systolic dysfunction
Pneu Blood culture performed in the ED before first antibiotic

Appropriate antibiotic selection for CAP
SCIP Venous thromboembolism (VTE) prophylaxis within 24 hrs of surgery

Prophylactic antibiotic within one hour prior to surgery

Prophylactic antibiotic selection for surgical patients

Prophylactic antibiotic discontinued within 24 hours (48 hrs for CTS)

Cardiac surgery patients with 6 AM controlled glucose (PO day 1 & 2)

Urinary catheter removed on post-op day 1 or 2

Surgery patients who received  beta blockers peri-operatively



Patient Experience:
Hospital Consumer Assessment of Healthcare 

Providers and System (HCAHPS)

 

 
 
 
 
 
 

  

FY 2013 Value-Based Purchasing
(Discharges from October 1, 2012, to September 30, 2013)

Clinical Process of Care 

70% 

PATIENT EXPERIENCE OF CARE DIMENSIONS 

Baseline Period Performance Period 

July 1, 2009 – March 31, 2010 July 1, 2011 – March 31, 2012 

 
HCAHPS 

Survey Dimensions 
HCAHPS Performance Standard 

Floor (%) Threshold (%) Benchmark (%) 
Communication with 
nurses 

38.98 75.18 84.70 

Communication with 
doctors 

51.51 79.42 88.95 

Responsiveness of 
hospital staff 

30.25 61.82 77.69 

Pain management 34.76 68.75 77.90 

Communication about 
medications 

29.27 59.28 70.42 

Cleanliness and quietness 36.88 62.80 77.64 

Discharge information 50.47 81.93 89.09 

Overall rating of hospital 29.32 66.02 82.52 

 
  

Patient 
Experience 

of Care 

30% 

CLINICAL PROCESS OF CARE 

Baseline Period Performance Period 

July 1, 2009 – March 31, 2010 July 1, 2011 – March 31, 2012 

 
 MEASURES 

 
Threshold (%) Benchmark (%) 

AMI 7a Fibrinolytic agent received 
w/in  30’  of  hospital  arrival 65.48 91.91 

AMI  8

a

  PCI  received  w/in  90’  of  
hospital arrival 

91.86 100.00 

HF 1 Discharge instructions 90.77 100.00 
PN 3b Blood culture before 1st 
antibiotic received in hospital 

96.43 100.00 

PN 6 Initial antibiotic selection for 
CAP immunocompetent pt 

92.77 99.58 

SCIP 1 Abx w/in 1 hr before incision 
or w/in2 hrs if Vancomycin/ 
Quinolone is used 

97.35 99.98 

SCIP 2 Received prophylactic Abx 
consistent with recommendations 

97.66 100.00 

SCIP 3 Prophylactic Abx 
discontinued w/in 24 hrs of 
surgery end time or 48 hrs for 
cardiac surgery 

95.07 99.68 

SCIP 4 Controlled 6 AM 
postoperative serum glucose – 
cardiac surgery 

94.28 99.63 

SCIP-VTE 1 Recommended VTE 
prophylaxis ordered during 
admission 

95.00 100.00 

SCIP VTE2 Received VTE 
prophylaxis w/in 24 hrs prior to or 
after surgery 

93.07 99.85 

SCIP-Card 2 Pre-admission beta-
blocker and perioperative period 
beta blocker 

93.99 100.00 

 



Changes in VBP Indicator Weighting: 
from Process to Outcome 
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PSI-3: Pressure Ulcer rate - 2.4%
PSI-6: latrogenic pneumothorax rate – 7.1%
PSI-7: CLABSI– 6.5%
PSI-8: Post operative hip fracture rate – 0.1%
PSI-12: Perioperative PE/DVT rate – 25.8%
PSI-13: Post Operative sepsis rate - 7.4%
PSI-14: Wound dehiscence rate - 1.7%
PSI-15: Accidental puncture and laceration – 49.2%

Agency for Health Care Research and Quality (AHRQ)
Patient Safety Indicators (PSI-90) 

Administrative data based on documentation



Domain 1

(AHRQ Measure)

Weighted 25%

AHRQ PSI-90 Composite

This measure consists of performance 
period from July 1, 2012 – June 30, 2014:

PSI-3: pressure Ulcer rate - 2.4%

PSI-6: latrogenic pneumothorax rate – 7.1%

PSI-7: central venous catheter-related blood stream 
infection rate – 6.5%

PSI-8: Post operative hip fracture rate – 0.1%

PSI-12: Perioperative PE/DVT rate – 25.8%

PSI-13: Post Operative sepsis rate - 7.4%

PSI-14: wound dehiscence rate - 1.7%

PSI-15: accidental puncture and laceration – 49.2%

Domain 2

(CDC Measures)

Weighted 75%

CAUTI
CLABSI
Surgical Site Infection 

Colon Surgery 
Abdominal Hysterectomy

MRSA
C Diff

HAC Reduction Program Framework 2017
Bottom 25% of hospitals penalized



Overlap between VBP and HAC programs 

• Surgical Site Infections
– Colorectal surgery
– Hysterectomy

• Patient Safety Indicators
• Catheter Associated Urinary Tract Infections (CAUTI)
• Central Line Associated Blood Stream Infections (CLABSI)
• Methicillin-resistant Staphylococcus aureus

• Clostridium difficile
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Hospitals reputation can affect your reputation







When are surgeons evaluated?
• Board certification 
• Hospital credentialing
• Malpractice insurance
• Patient referrals
• Triple Aim/Gain Sharing and bonus 

programs



Why Rate Surgeons?
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Why Rate Surgeons?
• The public has a right to know the quality 

of surgical outcomes
• Ethical responsibility
• Benchmark for improvement



Code of Hammurabi 218 (Quality):
• If a physician make a large incision with the operating 

knife, and kill him, or open a tumor with the operating 
knife, and cut out the eye, his hands shall be cut off. 

Origins of Quality in Surgery
Hammurabi King of Babylon, 1750 BC

http://www.innovateus.net/content/hammurabi-king-babylon


Lessons Learned for Cardiac Surgery

• Mostly driven by state requirements
• Society of Thoracic Surgery leadership
• Overall benefit of public reporting is unproven
• Provides transparency and accountability
• May facilitate quality improvement
• No substantial impact on patient referral patterns or 

market share
• Avoid excessive focus on process measures
• Unintended consequences include including gaming 

and risk aversion







“The best interest of the patient is thus 
optimally served because of the surgeon's 
comprehensive knowledge of the patient's 
disease and surgical management. “ 

https://www.facs.org/about-acs/statements/25-perioperative#sthash.lMw4TDGW.dpuf

ProPublica Rational to Attribute 
Outcomes to the Surgeon 





ProPublica Surgeon Scorecard
Cohort Selection
• Medicare fee for service in-patient 2009 – 2013
• Excluded trauma, transfers, high-risk cases with 

complications beyond surgeon’s control
• Common elective surgeries in 3,575 hospitals
• 16,827 surgeons with >20 cases

• Medicare fee for service in-patient 2009 – 2013
• Excluded trauma, transfers, high-risk cases with 

complications beyond surgeon’s control
• Common elective surgeries in 3,575 hospitals
• 16,827 surgeons with >20 cases



Outcomes: “adjusted “ complication rates 
• 3,405 who died within 30 days
• 63,173 patients readmitted within 30 days with complication



Concerns about ProPublica
Surgeon Scorecard
• Focus on readmissions 

– Complication plausibly associated with surgery
– But most complications (67%) occur with in the 

index admission
• Does not consider hospital to hospital differences
• Relies on claims data 
• Risk adjustment- not validated



American College of Surgeons (ACS)
National Surgical Quality Improvement Program

• Started by the Veterans Health Administration in 1991
• Implemented by ACS into private sector hospitals 2001
• Worldwide there are >400 participating hospitals 
• Abstracted from medical record not claims data
• Data-driven, risk-adjusted, 30 day outcomes
• Satisfies CMS structural measure for Hospital Inpatient 

Quality Reporting (IQR) Program
• Cam be used for ABS MOC requirement, and JC OPPE
• Surgeon specific to hospital reports with benchmarks



Height (in)

Weight (lbs)

Risk Calculator Homepage  About  FAQ  ACS Website  ACS NSQIP

Website

Enter Patient and Surgical Information

Procedure
44140 - Colectomy, partial; with anastomosis Clear

Begin by entering the procedure name or CPT code. One or more procedures will appear

below the procedure box. You will need to click on the desired procedure to properly

select it. You may also search using two words (or two partial words) by placing a ‘+’ in

between, for example: “cholecystectomy+cholangiography”

Reset All Selections

Are there other potential

appropriate treatment options?

Other Surgical

Options

Other Non-operative

options
None

Please enter as much of the following information as you can to receive the best risk

estimates.

A rough estimate will still be generated if you cannot provide all of the information

below.

Age Group 65- 74 years Diabetes Insulin

Sex Male
Hypertension requiring

medication
Yes

Functional status Part ially Dependent Previous cardiac event Yes

Emergency case No
Congestive heart failure in

30 days prior to surgery
No

ASA class III -  Severe systemic disease

Wound class Clean/ Contaminated Dyspnea With Moderate exert ion

Steroid use for

chronic condition
Yes

Current smoker within 1

year
Yes

Ascites within 30

days prior to surgery
No History of severe COPD No

Systemic sepsis

within 48 hours prior

to surgery

None Dialysis No

Acute Renal Failure No

Ventilator dependent No BMI Calculation: 69

Disseminated cancer No 189

 

Step 2 of 4

Patient Information - ACS Risk Calculator http://riskcalculator.facs.org/PatientInfo/PatientInfo

1 of 2 11/12/14 7:44 PM



0% (Better) 100% (Worse)

Risk Calculator Homepage  About  FAQ  ACS Website  ACS NSQIP Website

Procedure 44140 - Colectomy, partial; with anastomosis

Change Patient Risk FactorsRisk

Factors

Age: 65-74, Male, Partially dependent

functional status, ASA III, Clean/Contaminated

wound, Chronic steroids, Diabetes (insulin),

HTN, Previous cardiac, Dyspnea with exertion,

Smoker, Overweight

Outcomes
Estimated

Risk

Chance

of

Outcome

Serious

Complication
28%

Above

Average

Any Complication 46%
Above

Average

Pneumonia 10%
Above

Average

Cardiac

Complication
6%

Above

Average

Surgical Site

Infection
23%

Above

Average

Urinary Tract

Infection
6%

Above

Average

Venous

Thromboembolism
3%

Above

Average

Renal Failure 6%
Above

Average

Return to OR 12%
Above

Average

Death 6%
Above

Average

Discharge to

Nursing or Rehab

Facility

18%
Above

Average

Predicted Length of Hospital Stay: 6.0 days

 Surgeon Adjustment of Risks

This will need to be used infrequently, but surgeons

may adjust the estimated risks if they feel the

calculated risks are underestimated. This should only be

done if the reason for the increased risks was NOT

already entered into the risk calculator.

1 -  No adjustment necessary

- ACS Risk Calculator http://riskcalculator.facs.org/Outcome

1 of 2 11/12/14 7:43 PM



General/Vascular



Preparing for your report card
(choosing the road)

• Know your hospitals performance on 
publicly reported measures

• Participate in hospital PI projects
• Review your performance 

– Know your outcomes
– Make a plan to continuously improve
– Minimize variability
– Monitor patient comments 




