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Recent developments in public reporting of
hospital and surgeon performance information

m  Hospital ‘report cards’ for many procedures have been available for some time
in the US, UK, and Australia. In the UK, see Dr Foster website:

http://www.drfosterhealth.co.uk/

Cardiac surgeon-specific performance data (‘surgeon report cards’) have been

publicly available in several US states (eg New York, Pennsylvania) since the

early 1990s. In 2001 New York also began publishing cardiologists’ mortality
rates for angioplasties. See:

http.//'www.health.state.ny.us/diseases/cardiovascular/heart disease/docs/2004-2006 adult
cardiac_surgery.pdf

Since April 2006, the UK Healthcare Commission (now the Care Quality
Commission) has published a website (jointly developed with the SCTS)
showing risk-adjusted surgeon-specific survival rates for CABG and aortic
valve replacements, for UK cardiac surgeons. See:
http://heartsurgery.cqc.org.uk/information-for-patients.aspx

The Commission envisages broadening this to other surgical specialties in the future.
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Table 6: Summary Informaticn for Surgeons Practicing at More than One Hospital, 2004-2006

Isolated CABG Isolated CABG, or
Valve or Valve/CABG

Ho of 95% 1
Cases Deaths OMR EMR RAMER for RAMR Cases  RAMR
Adkins M 204 4 3.02 1.80 4.36 (1.B8, B.59) 269 71.07 *
NY Hospitzal - Queens 203 4 104 181 437 (1.88, B.61) 267 T.io+
NYP- Waill Cornell 1 o 0.00 104 .00 {0.00,100.0) 2 0.oo
Aldridge 1 197 10 .08 1.78 .73 (2.74,10.54) 229 7.89 *
Ere County Mad Cir 8 o 0.00 1.20 .00 (0.00,76.56) 12 0.00
Millard Fillmore Hosp 139 10 529 1.80 580 * (2.8210.83) 217 B.53 *
Ashraf M 643 6 0.93 1.82 1.03 (0.28, 2.25) 824 1.81 **
Buffale General Hosp 29 0 000 1.79 0.00 (0.00,14.20) 32 0.00
Ene County Med Cir 52 1 1492 176 2.19 (0.03,12.18) 13 4.79
Millard Fillmare Hosp 562 5 0.89 1.83 0.98 (0.31, 2.28) 726 162 ==
Attai L 164 2 1.22 1.40 1.75 (0.20, 6.32) 243 3.65
Montefiore - Einstein ] o 0.00 1.51 0.00 (0.00,81.00) ] 0.oo
Montefiore - Moses 158 2 1.27 1.39 1.82 (0.20, 6.58) 235 376
Bell-Thomsen 3 495 9 182 170 214  (0.98 4.06) 694 1.84
Ene County Med Cir 408 B 1.96 175 2.25 (0.97, 4.43) 605 3.85
Mercy Hospital ar 1 1.15 1.49 1.54 (0.02, 8.50) a9 2.51
Bennett E 240 4 1.67 1.58 2.12 (0.5T, 5.43) 474 2.88
Champ.Valley Phys Hosp 14 1 T.14 1.32 10.88 (0.14,60.52) 17 15.55
5t. Paters Hospital 226 3 133 1.59 1.67 (0.34, £.80) 457 2.68
Brevetti G R 40 1] 0.00 1.46 0.00 (0.00,12.62) 75 1.55
Maimonides Medical Cir ] o 0.00 178 .00 {0.00,68.81) 12 531
Uintv. Hosp-Brocklyn 34 ] 0.00 1.40 0.00 (0.00,15.45) 63 0.00
Camavan T an 5 1.33 1.80 1.48 (048, 3.45) 443 2.42
Champ.Valley Phys Hosp 11 ] 0.00 1.00 0.00 (0.00,67.15) 12 0.00
St. Paters Hospital 366 5 1.37 1.83 1.50 (0.48, 3.50) 431 2.45
Chen M e . . (« . +) 5 10.54
NYP- Columbia Preshy. . . . . . (« . - 3 23.85
NYP- Waill Comnell . . . . . (- - «) 2 0.00
Ciuffo G B 110 3 273 2.39 2.29 (046, 6.69) 226 B.14
Bellevue Hospital Cir 1 ] 0.00 1.39 0.00 (0.00,100.0) 1 0.00
Lenox Hill Hospital 3 o 0.00 2.08 .00 (0.00,100.0) 3 0.o00
NYLl Haosprtals Center 46 1 217 2.18 2.00 (0.03,11.11) 103 2.57
SVCMC- 5t. Vincents &0 2 133 2.58 2.60 (0.20, 9.37) 119 T.46
Crocke & 16 1] 0.00 1.11 0.00 (0.00,41.25) 27 5.20
Montefiore - Moses 10 o 0.00 0.75 0.00 (0.00,97.90) 14 0.00
NYLl Hospitals Center ] o 0.00 1.72 .00 (0.00,71.25) 13 B.37
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Toble & continued
Isolated CABG Isolated CABEG, or
Valve or Valve/[ABG
Mo of 95% O
(ases Deaths OMR RAMR for RAMR Cases RAMR

Reich H 276 1.09 1.43 (0.20, £.18) 360 .48
Champ.Valley Phys Hosp 5 LD L&D 0.00 (0.0, 100.0) B 0.00
Ellis Hospital 271 3 L11 1.5 1.45 (029, 4.25) 354 2.51

Ribakove G 124 2.42 2.26 (0.45, 6.61) 174
Bellevue Hospital Ctr 45 OuDD 0.00 (D.0D, 5.38) ag 4.86
WYU Hospitals Center 75 3 4,00 314 (063, 5.18) 339

Saifil ir2 LED 3.08 [1.47, 5.68) 348
Champ.Valley Phys Hosp 4§ OLOed 0.00 (.00, 100.0) 0.00
Ellis Hospital 1 .00 L 0.00 {0.00,100.0) 1 0.00
5t Peters Hospital 1 272 3.10 (1489, 5.71) ] 3.49

Sarabu M 1.22 1.50 (0.48, 3.51) 1.86
Mount Sinai Hospital 1 O.ER L 1.07 (D.01, 5.94) 1 0.96
Vassar Bros. Med Cir 1.28 13 1.54 (0.03,10.78) 1 1.43
Westchester Med Ctr 3 136 1.60 (0.32, 4.58) 2.51

Schwartz L F 0.72 047 (0.0, 5.42) 4.45
Bellevue Hospital Ctr 1 O.ES 1.33 1.28 (D02, 7.15) 1 4.17
WYU Hospitals Center LD 2.26 0.00 (0.00,14.82) 5.14

Singh C 314 .87 (1.85, 7.12) 609
Champ.Valley Phys Hosp OuDD 122 0.00 (.00, 100.0) 0.00
Ellis Hospital Ay | 1.53 3.56 (143, 7.33) 527
5t Hizabeth Med Cir 3 5.36 212 5.08 (1.02,14.83) 836

Spielvogel D 169 116 1.57 (0.57, 3.41) 2.86
Mount Sinai Hospital 4 4. 76 2.35 406 (1.09,10.39) 1 5104
Westchester Med Ctr OLT4 210 0.70 (0.0, 2.54) 2.16

Tortolani A 0.97 .45 0.9 (0,21, 2.02) 2.59
WY Hospital - Queens . . . . . (- . - 0.00
NY Methodist Hospital 133 02 1.32 (0.27, 3.86) 3.80
WYP- Weill Cornell 1 1 0.53 .97 0.36 **  (0.00, 1.99) 1.65

Vatsia 5 1.38 .76 1.01 (020, 2.94) 2.24
LI] Medical Center . . (- . =
Worth Share Univ Hosp 138 .76 1.0 {020, 2.54)

Tias E 5 122 118 1.12 (0.36, 2.62)

Mount Sinai Hospital 4 152 2.13 1.43 {0.39, 3.67)
Westchester Med Ctr 147 1 068 2.27 0.60 {0.01, 3.35)

“RAMR significantly higher than the statewide rate based on 95 percent confidence intenval.
“*RAMR significantly Lower than the statewide rate based on 95 percent confidence interval.
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Cardiothoracic Surgery
Commission in Graat Britain and Ireland

Heart surgery in the United Kingdom

Information for patients

Heart surgery in the United Kingdom

More than 30,000 people have heart surgery in the United Kingdom each year. Understanding the benefits and the risks
associated with different types of hear surgery is impartant for all patients.

This website provides important information about the rates of survival for patients who have had certain types of hear surgery at
different surgical units across the UK. It also provides general information about different operations, the henefits of having heart
surgery, and details about what to expect after you have had an operation.

The website was developed by the Care Quality Commission, the independent watchdog of health and social care in England,
the Society for Cardiothoracic Surgery in Great Britain and Ireland and patients who have had experience of heart surgery to help
people who need heart surgery to make informed choices about their care and treatment. The Care Cluality Commission is
committed to driving improvement in the guality of both the MHS and independent healthcare services and to making sure that
patients are at the centre of everything we do.

How to use this information What it can't tell you

Patientz who need heart zurgery may find it uzeful to dizcuss the Your own chances of gurviving a heart operation. Thig iz
rates of =urvival for particular =urgeons or hospitalz with their GP, dependent on yvour individual circumstances guch as your age,
surgeon or cardiclegist before making a decigion about their care general health and lifestyle.

and treatment.

For more information about how to interpret the information on this
=ite go to information for patients.

We may extend the scope of this webhsite in the future to cover other areas of heart disease and, possibly, other types of disease.
We welcome your feedback about how useful you have found the information an this website.

¥ Continue to survival rates




Heart surgery in the United Kingdom

Homepsge / Burvival rates

Rates of survival after heart surgery in the UK

This page provides information about rates of survival after two different types of heart cperation camied ocut in the UK
betwesn April 2008 and March 2007. Information about rates of survival for individual hospitals can be found by
selecting the hospital on the map at the side of each ocperaticn. You can also find further informaticn about each
operation, including what happens during the operation and what to expect afterwards, by clicking on the operation
nams.

® Heart bypass operations {slso called coronany arteny bypass graft or CABG)

VWhat the operation does Used to treat

It bypasses blockages or namowings in the coronary artenes Patients who have angina from blocked or narmowed

(the artzries that fesd the heart muscle) coronary arteries, or patients who don’t have angina, but
have other blockages which may be dangerous

Rates of surwival after heart bypass operations in the UK Arcund the Country

: Click on a hospital below to see
Operations for the year ending March 2007: 19957 operations their rates of survival for heart
performed bypass (CABG) operations
BR Survival rate as expected by UK standards i

Compare with EU stsndards

Percentage range of patients expected to survive taking into account
patients” risk factors

T T

BActual survival rate 38.3%

Factors such as il heslth, increased age and Ifestyle can affect 3 patient's
chance of surviving a major operation, VWhen we calcelate the expected rates of
survival we take these rick factors into sccount. Find owt neore sbout how
expectsd rates of survival are calculsted.




Heart surgery in the United Kingdom
Eurvival rates

Homensge | SunivEl Rates | ADOU heart DYpEss (cononary aneny ypess gran) operstions

Cardiclhaiacic Sugary
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About heart bypass (coronary artery bypass graft) operations

iritten by: Samer MNashel - Papwaorin Hosplal
Upptarbed: kiay 2007

Purposs of the oparation

Thie main purpase ks W relleve angina, especilly ITaiher less inashe methiods are not
sulable. Angina Is 2 feeling of discomion or pressure, wsuaElly =R 0 e middie of e chest,
bt sometimes In Bhe anms, ek, neck or [aw. | ks an unplkeasant feeling et ooours during
exerclse and Goes Iway Wit rest. Because anging ooours on exerion, I Gan Worsen your
oy af 1Fe, Imiting wiat you can & and enjy.

Thie offwer punpase of The operation s fo cul down e risk of heart afacks In e fulure. In some
pEtients, e FEITOWIng 30 Dlockages of 2rerkes 1N e Mean mske hean 2Tacks maone IRl
Smme patients May consider Faving e operation 1o reduce e risk of hean aiack, euen IThey
30 miof e iroulilesome angina.

Eff=ct on patients

Thils Is 2 bilg operation. | Is not terribly paintul, but Shere bs pain aferwards. Usially Be chest,
=ck, ek, shoukders and legs can hurt, but Bk I easlly trested Wi standard painkdiiers.

The operation als0 Makes patients el ined and tcking In encrgy for e st fw weeks.

Usually, angina disappears complelely immediziely afer e aperation and stEys awey Tor
years. in many patients e risk of heart afiadk ks also much less ance Ty hawe necoverned from
e aperatin.

VWhat happens during the opsration

Thie operation s done under General areesihedic. The aneshetist puts In many lbes and
drips o maonkor e petient and o ghe medicines. The chest Is cut auer T2 brezsthone. The
sungedn Ten tkes 3 veln (usually from Be leg) or afery (usally from irside e chesl) and
uses 1o creste 3 bypess anund Te Dlockage In e cororary anery. More fan one ypEss
ey e dane, depending on hiw many biedages here are. Cfien a hear-ung madchine ks
s 0 ksep e biood clroulsting whille e heart ks stopped for surgen. Sametimes R s
jpass bl o da fhe operation without a machine (on the beating hearl). 'When e bypasses are
done, e hean IS restaned, e machine siopped and e wounds ane closed.

VWhat to smpect atterwards

Yiou siay ouemikght In e Inenshe Cane unlt and about fur i ekght days Tecovering on e
wand. kAost Bubss are remouesd In B TIrst AW days. You £an Faue food and drink on e day
aMer D OPSrAtion, but jour appStRs MEy b PoOT I Me NIrst S days. Yiou may SR in 3 chalr on
T first day, waik i e Bolled on e Second and wailk about e ward from e filrd or K
day. Onoe you can climb 3 fkght of s33lrs, | 15 nearl fime & go home.

Rehabiitation

You ane encouraged o be ke and 1o go for walks aRer keaving PespiRal. The general rulk Is
st most iings are alkowed I o %l up i em, apar from aciulles whikh may detsy e
healing of e breasans (heavy Iing or ofher 0TS whilch SATess Me LPDSr anms are
bEnned fOr FTSe MONS SMer e OpEration). By Sbi wesks, Mmost patients fel Jimost nomal
and are 3cike enduch 1 apprecte Tt el angina 1 no Knger here.

Around the Country

Click on a hospital bedow to s=e
their rates of survival for heart

bypass opsrations

Other sources of
informatien about heart
bypass operations

(7 HHE Diresd
CfClal weelisie for The MHS T4
hour telepnone Reloline

(7 Eogd Treaiments
Clinical evidanos for patients fom
e Srizisn Madical Journal

"

Cinary Tt funds resaanch,
education and e saving
aquipmant and Feins heas
naas

(7 The Eoolete of Thorawle

ERIDSDNE

The Soche?y of Thorack Surgeon
represamts mons Shan 4500
surgecrs and s dedicaned o
Saning and exensding T lves of
The patients | senes




Rehabilitation

“You are encouraged to be active and to go for walks after leaving hospital. The
general rule is that maost things are allowed if you feel up to them, apart from
adtivities which may delay the healing of the breastbone (heavy lifting or other
activities which stress the upper arms are banned for three months after the
operation). By six weeks, most patients feel almost normal and are adtive
encugh to appreciate that their angina is no longer there.

Rates of survival after heart bypass operations

Aberdesn Roval Infirmany
Royal Victoria Hospital Belfast
Bladkpool| Wictoria Hospitsl
Bristol Royal Infirmary
Coventry Walsgrave Hospital
Essex Cardig -thoracic
Glasgow Royal Infirmary
Golden Juliles

Hull Castle Hill Hospital

Leicester Glenfield Hospital
London Bart's and the London

Lendon Hammersmith Hospital

London Harley Street

Lendon The Heart Hospital

London London Bridge Hospital

London 5t Anthony's

London 5t George’s Hospital

Manchester Royal Infirmary

Middlesbrough James Cook University Hospital
MNottingham University Hospital

Papworth Papworth Hospital

Sheffield Northern General Hospital

Stoke on Trent N Staffordshire Royal Infirmany
Wolverhampton Mew Cross Hospital

Birmingham Queen Elizabeth Hospital
Brighton Royal Sussex County Hospital
Cardiff University Hospital of Wales
Edinburgh Reval Infirmary

Glasgow Western Infirmary

Leeds General Infirmary

Liverpool Cardicthoracic Centre
London Guy's & S5t Thomas' Hospitals
Lendon King's College Hospital
London Royal Brompton & Harefield Hospitals
Lendon St Mary's Hospital

Lendon Wellington Hospital
Manchester Wythenshawe Hospital
MNewcastle Freerman Hospitsl

Creford John Raddiffe Hospital
Plymouth Demiford Hospital
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Heart bypass (CABG) operations
Divisicn of Specialised Services, Bristol Royal Infirmary

about the wnit

Cardisc sargery &t e BR1 s prowided by
e division of Specialisad SanicesiSrisiol
Hear? insiite. W are & modem cenine of
surgical exoslience with one of The langest
academic Unis In Ewope. We sense 3
popuiation of 23 milllon Deopike fom
Eris30i and sumounding areas inciading
Showcesier, CheRenimm, Bath, Swindon,
Tararvion, Yeoull and Wesson

Barviees provided

Adult Cardisc Surgery
Thoracic Sungery
Congeniai Cardiac Surgery

Fakablifation ard follow up

Folicw-up & Tt consuliants outpatient
Clinic ususlly takes pISOE G wesks afier
dischange. WWe o & candiac renabiination
Seam Senving The iocal catchiment ansa whio
mibgo amange continuly of cane for Those
Tarstamad 10 ws. A, Saoond refsniEation
e for South Sristod was resantly
estabdisine Wity BHFSomery funding

Total adult cases for the year snding Marsh
D0OT 1430

Mo surgsons who uodsriaks adol ke
sErgen: &

Mo wonsuiand anre sihedists wih any adul
beari surgleal prasties: 14

Apaess

There is 2 pay & disoiay oar park within Te
precincs Dot This et pery busy. Thene s
Shor-ianm parcing and & drap-off Tone
cunside e main anTanoe Al snTanoas
e winaaizer socassinie Eristod us mnd
momch shaion ks S walk

Wishing bours

Ve e & fairly open visEing policy wibh a
resf period 1250 - 2 S0ipm Shough we et
eyery case on an ndivbdust hesis) e e
wisding %o finlsh by Spm

Rates of surviwval after heart bypass (CABG) operations

Lozaiion:

Division of Speciafised Senvloss,
Srd Foor Dolpiin House King
Edward Euliding,

Erissod Raoyal Infrmany,

BRISTOL,

S52 S

Tal: 17 242 0471

P Unltwebstis

(D Trustwebsls

D Trust's WS Oateway

(0 Adyl Cardley Surpare Apdl
Bepord 2004 25

(B Patiend Agvies £ Lislson Esrvips
(ELLE

How pou can us= this information

Patients whao are gaing o eve cenain heart surgery may find R usetul 1o jook up raies of sunival for surgeons of hosplals ey are
considering and discuss il Information win helr GF of Selr surgeon

Vhat it can't tedl you

Yiour own chances of suniving a hear operation

Oparations Tor 3 pears anding March 20607 1745 operations parformsd
HR Surviva rats as sxpectsd by UK standzrds

Comipaee wish Bl stamderds

risk factors

Percentage rEnge of petients expecied 10 SUNME tking It acooun patients”

wELA

R R

Aetual swrvival rate $
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Maore information about how the expected rates of survival are calculated is included in about this site.

Data Quality

This data completeness figure for this unit is 99.98%. View this in comparison with other units.

How is the survival rate measured?
This records the number of patients who survive the operation for at least 20 days after surgery and are successfully discharged

from haospital afterwards.

Surgeons performing heart bypass (CABG) operations in thiz unit
(where data are available click on their name to 2ee their 2urvival rates)

Mamse

! Total numberof | Practice Profile

operations for (the proportion of operations performed by each surgeon)

. the 3 years

¢ ending March Kay Valve Repair or Other

L agoT I Heart Bypass Replacement Operations

® Mr Jonathan Hutter
® MrA .J Bryan

® Murphy GJ *

® Mr F Ciulli

¥ Mr R Ascione

¥ Mr M Caputo

¥ Professor G D Angelini

¥ Mr M Yeatman ¥

4 This surgeon did nct cperate at this unit for the complete three years and the cperations shown here do not incude those performed

at other surgical units

g
i 819

i 521

| 433

| 418

Alone (el with mitral

replaced

371

See rates of survival in other heart operations at the Division of Specialised Services, Bristol Royal Infirmary
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Mr Jonathan Hutter

Division of Specialised Services, Bristol Royal Infirmary

About Mr Jonathan Hutter " —
Specialties Address: i .
: Department of Cardiac Surgery,
Adult Cardiac S
. SESESE, Dolphin House,
Crualified Bristol Royal Infirmary,
University College London 5t Georges Bristel,
Hospital Medical School 15768 BS2 2HW
Trained . ~
5t Thomas and Guys Hospital London Tel: 0117 242 0501
1982-85
Bristol Royal infirmary 1285-88 Email-
Papworth Hospital Cambridge 1988-7 ¥ Email Address

Bristol Royal infirmary 1887-90

Previous consulting posts
Data not provided

Practice profile for the 3 years ending March 2005

Total number of Fractice Profile
operations (the proporion of operaticns performed by each surgecn)
Hey Valve Repair or

Heart Bypass Replacement Other

Alans h Bortic with mitral aortic valve
; i .II'HIIIIE

repaired or
replaced

Rates of survival after selected types of heart operation

Howr you can use this information

Patients who are going to have certain heart surgery may find it useful to look up rates of =urvival for surgeons or units they
are considering and dizscuss thiz information with their GP or their surgeon.

What it can't tell you



Rates of survival after selected types of heart operation

How you can use this information

Patients who are going to have certain heart surgery may find it useful to look up rates of survival for surgeons or units they are
considering and discuss this information with their GP or their surgeon.

What it can't tell you
Your own chances of surviving a heart operation.

Coronary artery bypass graft operations

Operations for 3 years ending March 2007: 478 operations performed
I Survival rate as expected by European standards

Percentage range of patients expected to survive taking into account
patients' risk factors

75% 80% 85% 80% 85% 100%

Actual survival rate 97.7%

Statistics calculated from patients being treated for the first time.
Factors such as ill health, increased age and lifestyle can affect a patient's chance of surviving a major operation. When we
calculate the expected rates of survival we take these risk factors into account. Find out more about how expected rates of

survival are calculated .




Ethical arguments for surgeon report cards:
1. The quality of care argument

Surgeon report cards improve the overall quality of patient care. This is the argument
studied most in the health care literature.

A number of US studies have demonstrated that cardiac surgery mortality rates decreased
significantly after the introduction of surgeon report cards, and these rates have been
consistently lower than those in states without surgeon report cards. eg:

Peterson et al (1998) conducted a comprehensive study of outcomes of CABG surgery
performed between 1987-1992 on 39,396 patients aged 65 and older in New York State, where
cardiac surgeon report cards were introduced in 1991. They found that outcomes of this surgery
improved significantly over this period, and that “mortality following bypass surgery has declined
significantly faster in NY as compared with the rest of the nation” ( p. 999).

A subsequent study of the outcomes of coronary artery bypass surgery carried out between
1994-1998 on 132,828 Medicare beneficiaries in states with surgeon report cards found that report
cards are associated with lower risk-adjusted mortality rates for such surgery (Hannan et al 2003).

A recent systematic review (Fung et al 2008) of many US studies on the impact of report cards
on the quality of patient care “found additional support for the conclusion that public reporting
stimulates hospital quality improvement activity (p. 121).

Similar results have recently emerged from UK studies. eg:

The 2009 report by the Society for Cardiothoracic Surgery in Great Britain and Ireland found “compelling
evidence” that the quality of care for patients has improved since the introduction of surgeon report cards, and that
CABG mortality rates have fallen by 21% during this period (Keogh et al. 2009).

This reinforced the findings of an earlier study of high-risk patients undergoing cardiac surgery in North-West
England (Bridgewater et al 2007).




Ethical arguments for surgeon report cards:
1. The quality of care argument

There is clearly an association between surgeon report cards and improvements in
the quality of surgical care, though there are a variety of mechanisms for which
there exists some empirical support. There is evidence to support the following
mechanisms:

Underperforming surgeons become more strongly motivated to improve their
skills

Hospitals restrict the operating privileges of surgeons with consistently poor
performance

Hospitals use surgeon report cards as tools to help identify problems with their
surgical procedures

Patients are less likely to choose surgeons with poorer outcomes

Surgeons become more risk-averse and so turn away some high-risk patients they
would previously have operated on

Conversely, surgeons become more risk-taking, operating on some high-risk
patients they would previously have been reluctant to take on




The defensive surgery objection

While there is anecdotal evidence that some surgeons have become more risk-
averse after the introduction of report cards, there is little systematic evidence to
support claims of the existence of such reactions on a widespread basis. Indeed, a
number of large-scale empirical studies suggest that, if anything, the reverse
seems to be the case. eg:

Peterson et. al’s (1998) comprehensive study of outmigration from New York for
1987-92 found that there was no increase in outmigration for coronary artery surgery
from New York State to neighbouring states without report cards during this period
(Peterson et al. 1998).

Bridgewater et al. (2007) found a significant increase in the number and proportion
of high-risk patients undergoing cardiac surgery in Northwest England between 1997
and 2005, and concluded that “the introduction of public accountability has not led to
a decrease in the number of high-risk patients coming for coronary artery surgery”(p.
T47).

A subsequent UK study also found that there has been an increase in the proportion
of elderly patients undergoing cardiac surgery between 1994-2008. (Keogh et al
20009).

One possibility, therefore, is that the surgeons who may have become more risk-averse since
the introduction of report cards are those surgeons who are less proficient at performing such
surgery in the first place. In that case, it could well be to the advantage of high-risk patients
if such surgeons were avoiding them, where this increases the likelihood that such patients
will be operated on by a surgeon who is more proficient at the procedure in question (see
Oakley 2007a).




Ethical arguments for surgeon report cards:
2. Professional accountability

By publishing such information, the surgical profession helps
fulfil a duty 1t has to be accountable to the community. The
surgical profession is typically granted a monopoly on
provision of surgical procedures in particular countries, and 1t
1s plausible to think that in exchange for this monopoly
control, the surgical profession has a reciprocal obligation to
demonstrate to the community that its services are of an
acceptable standard.




Ethical arguments for surgeon report cards:
3. Informed consent and patient autonomy

Surgeon report cards enable patients to make more informed decisions about
surgery. Patients are entitled to be told about risks of surgery which are material to
them, and one’s risks of surgery in a given case depend in part upon which
surgeon is performing the operation. So, the provision of surgeon performance
information to patients who see this as material to their decision about surgery
seems already required by widely-accepted conceptions of the ethical doctrine of
informed consent (see Clarke & Oakley 2004).
This informed consent argument for surgeon report cards does not rely on report
cards improving the quality of patient care.

Some argue that insurance companies make more use of this data than patients do
see the US experience). Further research will help determine the extent to which
patients make use of this data (Burger, Schill & Goodman 2007; Henderson &
Henderson 2007). But in any case, the ethical arguments for report cards are not about
‘perfecting the market’.

Patients are entitled to surgeon performance data even where they do not have
choice of surgeon. Compare lacking choice of medication. Autonomy as choice vs.
autonomy as authorisation (Oakley 2007b).




Issues for Australia

Increased health care transparency is an unstoppable international force, and
Australia is now catching up.

Should we be publishing for patient safety, professional accountability, or
patient choice/understanding?

Any policy initiative for public reporting of individual surgeon data must be
supported by a political commitment to adequate funding.

The need for proactive policy rather than reactive policy.

Surgical associations must be actively involved in developing data standards
and processes for data collection, validation, analysis and publication. It is
particularly important not to create incentives for better-performed surgeons to
act in more risk-averse ways, and so surgeons need to have confidence in the
risk-adjustment process used in processing the data on raw mortality rates.
Sir Bruce Keogh helped to pioneer the development of the surgeon report cards in
the UK, and while President of the Society for Cardiothoracic Surgery in Great
Britain and Ireland, he spent a substantial amount of time demonstrating the
rigorousness of the proposed risk-adjustment process to his colleagues, some of
whom had considerable misgivings about this.
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