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Abstract
The quality of healthcare is important to American consumers, and discussion on quality will be a
driving force towards improving the delivery of healthcare in America. Funding agencies are
proposing a variety of quality measures, such as Centers of Excellence, Pay-for-Participation and
Pay-for-Performance initiatives, to overhaul the healthcare delivery system in this country. However,
it is quite uncertain whether these quality initiatives will succeed in curbing the unchecked growth
in healthcare spending in this country, and physicians understandably are concerned about more
intrusion into the practice of medicine. This article will outline the genesis of the quality movement
and discuss its effect on the surgical community.

Keywords
quality; health care; pay-for-performance; hand surgery; outcomes

Healthcare will be a decisive issue in the 2008 US presidential election. Over the upcoming
months, the candidates’ visions for future healthcare policies will be discussed, debated and
dissected. In a December 2007 poll by the Kaiser Family Foundation, healthcare ranked second
on a list of voters’ most important issues.1 It is so important that 21% of Americans named
healthcare as the single most important issue in their choice for president in this election.1 In
contrast, in 2004, healthcare ranked only fourth among decisive issues, with only 14% of those
polled considering it the most important.2 The issue of healthcare has remained a major concern
because restrictions and lack of access to affordable care have eroded the standard of living
expected by many Americans.

Any discussion of healthcare is likely to touch upon a trio of topics: cost, access and quality.
These topics weigh on the minds of healthcare consumers as well. A September 2007 CBS
News poll found that 66% of registered voters reported that they were unsatisfied with the
quality of healthcare in the US.3 Another recent poll by the Kaiser Family Foundation found
that 80% of respondents were worried about the worsening of the quality of the healthcare
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services they receive.4 Furthermore, 81% of Americans reported that they were dissatisfied
with the cost of healthcare in the US, up from 62% in 2004.2, 3 (Figure 1)

There is much to be dissatisfied about. US healthcare spending is among the highest in the
world, averaging $7,026 per person, or $2.1 trillion in 2006 and is growing at a rate of over
6.7% per year.5–7 Despite continually increasing expenditures, the US has not enjoyed the
quality that should be accompanied by this enormous investment.6 (Figure 2) The stakes are
high for various special interests groups to protect their “turfs” in this battle for healthcare
allocations. These interest groups, which include the government, insurance companies, health
maintenance organizations, consumer groups (such as the American Association of Retired
Persons), employees of corporations, and ordinary consumers have competing interests that
conflict with hospitals and physician organizations in their efforts to extract as much as possible
from a fixed pie of healthcare expenditure.

The current system of US medical care is based on the free-market economic model in which
supply and demand will create a mutually-beneficial market for both buyers and sellers. Noted
Princeton Health Economist Dr. Uwe Reinhardt supports this free-market model. He believes
that competition in medicine is healthy and has the potential to give consumers the ability to
choose among various providers for the highest quality of care.8 However he also realizes that
medicine is a unique field that is influenced by government regulation, consumer norms and
market prices.8 In addition to not holding price in check, the existing US provider
reimbursement system does not pay much attention to quality, but bases payment instead on
volume and intensity of services provided.9, 10 As the US moves towards a single payor system
like those that have been adopted by many industrialized nations, quality metrics will be
instituted to improve efficiency of service delivery by focusing on preventive care measures
and minimizing costly complications.11

Evolution of the US Health Care System
Prior to the 1970s, private and public payors reimbursed physicians and hospitals customary
fees for their services. Charges were submitted to the insurance carriers that typically paid the
full amount. However, as the cost of healthcare continued to rise, Medicare and private insurers
adopted the Diagnostic-Related Groups (DRGs), which introduced the concept of fixed case-
rate payment. Rather than paying hospitals for each test and procedure individually, specific
payment rates were given to hospitals based on diagnosis.10 The DRGs introduced the concept
of capitation in which shifted the financial burden to the hospitals. The aim of the DRG system
is to encourage hospitals to discharge patients earlier and to curb the ordering of expensive,
often optional, tests. Because hospitals are paid a set amount, if they can practice medicine
more cost-effectively, they will retain more of their reimbursement. The DRG model had a
great effect in reducing the length-of-stay in hospitals. For example, in the past, patients who
underwent elective surgical procedures may have been admitted to the hospital for a few days
prior for preoperative evaluations. With pressure placed on hospitals to discharge patients
earlier, minimally-invasive procedures, such as laparoscopic operations, have become much
more popular. Additionally, preoperative tests and evaluations are now performed in an
outpatient setting. Many surgical procedures have shifted from inpatient to outpatient facilities
as a consequence.

The Resource-Based Relative Value Scale (RBRVS) introduced in the late 1980s was another
attempt to decrease healthcare costs by limiting physician payment through a metric of intensity
of their services.12 Though the RBRVS system aimed to curb physician payment, it could
induce an increased use of services by physicians to make up for the decrease in payments.
Finally, the proliferation of health maintenance organizations (HMOs) temporarily decreased
healthcare expenditures by decreasing healthcare coverage and capitating physician payments.
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This was done by shifting the financial responsibilities onto the physicians, while the executives
of certain HMOs have reaped large profits at the expense of the American people.13 The
imposition of the “take it or leave it” positions by the HMOs in setting their fee schedule
hampered physicians’ ability to receive fair payments for their services because of anti-trust
limitations on physicians’ contract negotiations.14 It is quite apparent that these failed
initiatives to curb healthcare costs have made physicians and the general public view this
quality movement with great skepticism. The true intentions of this initiative have been called
into question by some, pinning it as yet another intrusion into physician autonomy and a veiled
attempted in cutting physician income.

The Institute of Medicine (IOM), a branch of the National Academy of Sciences, provides
scientifically-informed, nonbiased analysis and advice to policy-makers, medical professionals
and the general public.15 It presented two important publications to highlight the quality
problems in American medicine. The first of these publications is “To Err is Human” in which
the IOM estimated that as many as 98,000 deaths per year in the US are caused by medical
error.16 In subsequent discussions, the IOM gave recommendations regarding improving the
American healthcare system through the paper “Crossing the Quality Chasm: A New Health
System for the 21st century.”17 In this paper, the IOM emphasizes that the gap between the
current state of American healthcare and what is needed has widened. This chasm is caused
by changing healthcare needs, new and increased use of technology and the growth in the
elderly population who often have chronic conditions.17 To begin remedying this situation,
the IOM recommended the following: (1) applying evidence to healthcare delivery, (2) using
information technology more appropriately, (3) better training for healthcare workforce, and
(4) aligning payment with quality improvement.17 Clearly there is much room for
improvement in the quality of American healthcare.

Definition of healthcare quality
Before any discussion of healthcare quality can begin, one must define what exactly is quality.
Although the definition has evolved over the years, the IOM’s definition is the most widely
used.18 Published in 1990, the IOM‘s definition states that quality is “the degree to which
health services for individuals and populations increase the likelihood of desired health
outcomes and are consistent with current professional knowledge.”17 But this straight-forward
definition masks the difficulty of actually measuring healthcare quality.

The measurement of healthcare quality is fraught with potholes and paradoxes. First, there are
numerous stake-holders (providers, patients, health care organizations, insurers, purchasers of
healthcare) each with their own interests to protect, often conflicting with other stake-holders.
Secondly, it is virtually impossible to create a completely error-free measure that is applicable
to every situation.19 Finally, the demands placed on quality measures are often unrealistic.
Avedis Donabedian, MD, a pioneer in the field of healthcare quality measurement, observed
that those who are not familiar with quality assessment “demand measur es that are easy,
precise, and complete – as if a sack of potatoes being weighed.”20

Measurement of healthcare quality
Quality can be assessed in one of three domains: Structure, Process and Outcome. Structural
assessments are based on the attributes of the setting in which the care is received. These
attributes may be of the physician (such as specialty or years in practice), the hospital (staffing
characteristics, facilities) or the healthcare system as a whole (financial resources, staff
organization).20 Process denotes components of the encounter between patient and healthcare
provider, in other words what actions were taken by both patient and provider.20 For example,
process measures may include whether compression stockings are placed for long operations
or whether a preoperative time-out is instituted to avoid wrong-site surgery. Outcome
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assessments are, quite simply, the status of the patient following care.20 Outcomes may include
health-related quality of life or morbidity and mortality rates.

Outcome assessment was one of the first measures of healthcare quality. In 1916, Ernest Amory
Codman, the father of the modern outcomes movement, had suggested methods to monitor
what he termed “end results” of care.21 But for certain procedures or conditions, outcomes
measures can be quite elusive. Outcomes after carpal tunnel release, for example, cannot be
measured accurately with physical tests, such as grip strength or range of motion. Assessment
of these outcomes must be based on patient-rated instruments by assessing patients’ perception
of their symptom and functional improvement. For other procedures, like silicone arthroplasty,
certain complication such as joint loosening may take many years to develop, making it difficult
for surgeons and therapists to determine this procedure’s effectiveness unless the patients are
followed for many years after surgery.

These difficulties have led health analysts to turn toward structure and process measures as a
proxy of quality of care. Many structure and process measures can be assessed relatively easily
and pr ecisely. Information on institution procedure volume or the practice of administrating
pre-operative antibiotics is readily available or can be abstracted from patient charts with little
difficulty. Because of their straightforward nature, these are generally thought to be adequate
quality measures.19 There are drawbacks, however. Outcomes do not always suffer, despite
poor performance on structure and process measures. Most patients do not develop wound
infections, even for those who do not receive prophylactic antibiotics. Just because these
patients do not experience poor outcomes, due to luck alone, ought not indicate that they receive
high-quality care. One must be careful to not confuse a lack of negative outcomes with good
quality of care.

Measuring surgical quality
Quality can be assessed both explicitly and implicitly. Explicit quality measures are developed
in advance of the assessment, in contrast to implicit quality assessment that is based on the
subjective evaluation of the assessor.20 The best of the explicit measures are evidence-based,
validated and have been found to be reliable.19 When a priori assessment measures have not
been developed, implicit measures may be used. This type of assessment is based on personal
experience and/or expert judgment.20 For example, a physician or therapist may be asked to
review a patient’s care to determine if the care is “good enough.”19

For certain medical specialties and medical conditions, process and outcome measures have
been well-defined. Quality of emergency department care for acute myocardial infarction can
be measured by examining the administration of β-blockers and aspirin or by the information
derived from an electrocardiogram.22 For cardiac conditions such as this, outcomes can be
measured via mortality. Acute myocardial infarction care shows the ideal relationship between
process measures and outcomes measures because there is strong evidence to show that the
measured processes have a direct impact on the outcome (death) in question.23 Few hand
surgery or therapy procedures have such well-defined and proven measures, as mortality is
usually not a dominant outcome. This makes measuring the quality of hand surgery and therapy
much more difficult to assess.

Thinking back to the three domains of quality measurement, it is difficult to say if any one is
better than the other for measuring surgical quality. Structural measures, such as hospital or
surgeon procedure volume are easy to obtain, but the value of volume to evaluate quality over
a range of procedure has been debated.24–27 A hospital or a surgeon who perform a large
number of a surgical procedure may be shown to have lower mortality and morbidity for this
procedure. But the good report card given to the high volume hospitals or surgeons may be
caused by other variables such as disease case-mix or intangible factors that may not be entirely
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attributed to the hospitals and the surgeons. Additionally, structural measures are generally not
easily manipulated, for example, to test the effect of volume on outcomes in a clinical trial
study design.28 This makes evaluation of the relationship between structure and outcomes
difficult.

Process measures, such as prophylactic antibiotic administration for patients having total joint
arthroplasty, are already being used in some surgical quality initiatives.29, 30 Because most
process measures are performed by the surgeon or therapist directly, or under his/her direct
supervision, they are considered as “fair” quality measures compared to structural measures,
which are often outside of surgeons’ or therapists’ control.28 But process measures are very
procedure-specific and may even be patient-specific. This means that a large number of process
measures will need to be developed and validated in order to cover the range of surgical
procedures. Finally, process measures may be related to pre-operative care rather than actual
surgical or post-operative care.31

In surgery, outcomes draw the most attention because the “end-result” is what is important to
the surgical patient. But measuring surgical outcomes can be very difficult. Thus far, many
initiatives that measure surgical quality have used morbidity and mortality as outcome
indicators.32 This is an attractive measure because morbidity and mortality are easily defined
and can be obtained from already existing administrative data. But mortality is only relevant
for certain high-risk procedures. Unplanned reoperation has been suggested as a possible
outcomes measure;33 like morbidity and mortality, it is easy to define and can be obtained
from preexisting data. A 2007 study in the Netherlands found that 70% of reoperations were
due to errors in surgical technique, making it ideal to measure quality.33 Unfortunately, from
a quality measurement standpoint, reoperation happens relatively infrequently, making it less
than ideal for low-volume procedures.33

The use of outcome measures is further complicated by the need for careful case-mix
adjustment.31 This will avoid “punishing” hospitals and surgeons who take on more complex
cases that naturally may have poorer outcomes. But case-mix adjustment is not an exact science.
There are multiple methodologies for case-mix adjustment and the use of these different
methods can potentially provide differing results.34 Case-mix adjustment is further
complicated by the fact that there is insufficient evidence as to what specific prognostic factors
actually govern different outcomes or treatment needs.

Despite these difficulties, surgical quality initiatives do exist. One of the largest is the Veterans
Affairs (VA) National Surgical Quality Improvement Program (NSQIP). Established in 1994,
NSQIP supplies almost constant feedback, in the form of rankings and outcomes, to VA
medical centers on major operations in 9 surgical specialties.35 This feedback allows
individual hospitals to monitor their own quality and see how they compare to other VA medical
centers. The initiative was originally designed to assess surgical outcomes. But the act of
measuring and examining the provided feedback induced behavioral changes that resulted in
a 27% decrease in 30-day mortality in the first 5 years of the program.35 In 1998, NSQIP began
its Private Sector Initiative, providing feedback on general and vascular surgery to participating
academic medical centers and community hospitals.36

Accurate measuring of surgical quality has many potential benefits. The first and most obvious
is the improvement of the field. Patients stand to benefit from more than just better quality of
care. As healthcare in general becomes more consumer-focused, patients will want to make
more of their own healthcare decisions. Surgery is an excellent field for patients to do this.
Surgical procedures are often planned in advance, giving patients sufficient time to compare
different surgeons and hospitals. Furthermore, because surgery is often a one-time event, with
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patients often returning to their previous physicians for management, patients are willing to
travel farther than they would for medical treatment.32

Measuring quality in hand surgery
The application of quality measures developed for other surgical fields presents a problem for
hand surgery. As mentioned above, the standard measure for most surgical quality initiatives
is mortality. But mortality in hand surgery is less than 1%,37 so it would not be a useful outcome
indicator. Measuring process and structure is no different for hand surgery than for any other
surgical specialty. Process measures that indicate the quality of pre-operative care are useful,
but do not actually measure the quality of hand surgery performed, in particular, the
performance of the hand surgery and the level of expertise by the surgeon. Structure measures
such as volume are of limited use because of many other factors that determine the referral
patterns. Structural factors such as surgeon subspecialty training or therapist certification have
the potential to be predictors of good surgical outcomes.28 In a very specialized field like hand
surgery, this may be an important quality indicator as indicated by the rigor of the training
path.

Hand surgery and therapy are unique in that injuries and disabilities of the hand can have
substantial impact on patients’ quality of life. In lieu of functional outcome measures, such as
grip strength or range of motion, patient-rated outcomes have been intensely studies in this
specialty.38 Patient-rated questionnaires, such as the Michigan Hand Outcomes Questionnaire
(MHQ)39, 40 or the Disabilities of the Arm, Shoulder and Hand (DASH),41 allow patients
themselves to report their own level of functional disability.

Applications of quality data
Report Cards

The VA’s experience with NSQIP has repeatedly shown that simply providing feedback can
promote significant improvements on outcomes indicators, in this case 30-day mortality rates.
42 But more often quality data are used to compare entities. The Healthcare Effectiveness Data
and Information Set (HEDIS) collects data on 71 measures over 8 domains to compare health
plans and hospitals.43 Mostly process and structure measures are used, with patient satisfaction
being the only outcome measure. And these measures have been criticized for imprecise data
quality and poor translation to actual quality of practice.44,19 Despite the shortcomings, these
data are used by many organization to produce report cards detailing hospital performance on
certain surgical procedures. This allows consumers to select where they would like to have
their surgery, based on the previous performance of these hospitals.

By far the most popular procedure ranked is coronary artery bypass graft surgery (CABG). As
report cards go, this is an ideal procedure. It is preformed frequently at many hospitals and
lends itself to the use of mortality as an outcome measure.45 New York was the first state to
begin publicly reporting hospital CABG data in 1990 and currently seven other states regularly
publish this data.45, 46 These data are almost exclusively derived from hospital discharge
reports and are generally limited to procedure volume and mortality.46 Private companies have
joined the report card game as well. Currently, companies such as Health Grades, Inc. provide
for-fee report cards on hospitals, by condition or procedure. These companies rely on Medicare
data and report on a wide range of diagnoses, although their coverage of surgical procedure is
somewhat lacking. They use a star system (1, 3 or 5 stars, with 5 being the best), rather than
reporting actual data, which may be easier for consumers to understand, but can compromise
accuracy. Krumholz et al. compared Health Grades’ ratings with more traditional quality
measures, also taken from Medicare data.47 They found that while the ratings could distinguish
between aggregate performance groups, Health Grades’ ratings were of no use when comparing
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individual hospitals.47 Finally, popular press has begun ranking hospitals as well. The US
News and World Report published an annual issue devoted to listing America’s best hospitals
in 17 specialties using Medicare data and physician surveys. Report cards and national rankings
are not solely an American phenomenon. Canada, Great Britain and Australia all have extensive
systems of reporting healthcare performance.48–50

Although these report cards and popular press rankings are aimed at consumers, and thus are
not as rigorous as traditional quality improvement initiatives, they are nonetheless important.
As American medicine becomes more consumer-driven, patients will be taking more
responsibility in both choosing and paying for their healthcare. Report cards and rankings
provide the transparency that consumers demand. But there is some indication that patients
either are not aware of these reports or do not use them.51 Additionally, there are questions
regarding their accuracy.47 Given the push toward more transparency in medical care, the
prominence of hospital report cards can only grow.

Even more controversial are physician report cards. Several states publicly publish CABG
performance data on individual cardiac surgeons, sometimes including mortality rates.
Understandably, this makes many surgeons uncomfortable. In fact, these report cards can have
unintended consequences. A 1996 survey of cardiovascular surgeons in Pennsylvania found
that the majority of surgeons reported that since the commencement of the state’s individual
surgeon reporting system, they had become less willing to perform CABG on severely ill
patients.52 Perhaps most troubling are consumer ratings of physicians. Zagat, known best for
their restaurant guides, has joined forces with an insurance company to provide an interface
that will allow patients to rate their physicians based on trust, availability, communication and
office environment.53 Although Zagat’s officials freely admit that the ratings are not scientific
and reflect patient experience and not quality of care,53 there is a risk that those reading the
reviews may not take this into consideration.

Obviously no surgeon, or hospital, wants to provide poor-quality care. Some may believe that
the public reporting of quality measures may stimulate improvement among low-performing
hospitals. Healthcare payors have developed ways to further reward quality. Currently, the
majority of programs focus on rewarding good performance with monetary bonuses, but there
are plans in the works to penalize poor performing centers by withholding a percentage of
reimbursements as well.29

Centers of Excellence
One of the most basic uses of quality data is the centers of excellence model. In these programs,
hospitals that have the best results for a particular procedure are identified and patients are
steered toward these centers. Payors do this by limiting payment to only certain high-
performing hospitals or by paying for a greater percentage of care at these centers as compared
to lower scoring hospitals.31 Centers of excellence programs can be based on pre-existing data,
such as surgical volume and mortality, making them relatively easy and inexpensive to set up.
31 But, as previously mentioned, these data might not be the best predictors of outcomes.26,
27 Access is another problem with the centers of excellence model. Hospitals that are identified
as high-quality are not evenly distributed across the country. Payors may have little power to
steer patients toward these hospitals if they are not nearby.54

Pay-for-Participation
The centers of excellence model does not provide direct monetary incentives to high-
performing hospitals, but instead rewards them with more patients. One of the newest incentive
schemes, pay-for-participation, does provide monetary incentives, but does so using different
standards. In these programs, incentives are given for participation in quality measurement,
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regardless of actual quality.31 This is consistent with the philosophy of continuous quality
improvement. Pay-for-participation programs create procedure-specific patient outcomes
registries. These registries provide regular feedback to hospitals and to individual surgeons
and allow for collaboration between hospitals. Meetings are regularly held for participants to
discuss performance and brainstorm ways to improve quality. Increased quality is judged
collectively, not based on individual hospital or surgeon performance. This structure is the
same as that used by the VA for its NSQIP program, which has been very effective in improving
performance on surgical outcome measures.35

One of the hallmarks of pay-for-participation programs is the lack of public reporting.31
Because the information is designed to be used by hospitals and surgeons, very specific types
of indicators are measured that may not translate well to public report cards. This makes pay-
for-participation programs popular among surgeons, but also reduces public support for these
programs.31 The major downfall is that pay-for-participation programs are expensive and
complicated to set up. Infrastructure has to be in place for data collection. Every site needs at
least one data abstractor and high-level officials need to meet regularly. However, their
acceptance by surgeons and their a bility to improve quality may outweigh these initial costs.
The attraction with this model is that the quality can be improved through collective efforts,
rather than creating a tier system in which only the top performing centers will be rewarded,
whereas the low performing centers continue to languish at the bottom of the quality spectrum.

Pay-for-Performance
Pay-for-performance takes cues from both the centers of excellence model and pay-for-
participation. Simply put, hospitals that score high on selected quality measures are rewarded
with a monetary bonus, or likewise, low-scoring centers are penalized a portion of their
reimbursement.31 When process measures are used as a proxy for quality, pay-for-performance
programs have been quite successful in improving adherence to the measured processes.31 But
as mentioned above, these processes may not be measuring actual surgical care. Despite the
potential monetary gain (or threat of monetary loss), pay-for-performance initiatives offer very
little in the way of outside motivation. The incentives are often quite low, possibly too low to
entice participation, especially for low-performing centers where substantial change and large
cost expenditure for infrastructural improvement may be necessary to receive these meager
rewards.55

The first major, nation-wide pay-for-performance initiative was inst ituted by the Centers for
Medicare and Medicaid Services (CMS) and piloted in 2003. The program uses a classic pay-
for-performance model. Core performance measures were developed in areas such as acute
myocardial infarction, coronary artery bypass graft, heart failure, community-acquired
pneumonia and hip and knee replacement.29 Quality in these areas was based almost
exclusively on process measures. Hospitals report their compliance with the performance
measures and CMS then ranks the hospitals based on this performance.29 These rankings will
be published on the internet, as well as be used to distribute incentives and assess penalties.
Hospitals that fall in the top 10% receive a 2% bonus on their Medicare payments. Hospitals
in the next 10% receive a 1% bonus and those who round out the top 50% receive recognition
for their quality but no monetary reward. Finally, hospitals that have not met minimum
performance levels will be penalized as much as 2% of their Medicare reimbursements.29

As expected, there have been some complaints that these measures do not accurately indicate
quality of care.56 In addition, participating institutions will need to hire staff to monitor these
metrics, often costing more than the potential incentives provided. These complaints are not
unique to the CMS program and could be made of any pay-for-performance initiative, yet new
programs continue to launch. Consumers continue to demand transparency, payors continue
to push for lowered costs and everyone continues to clamor for higher quality. Stuck in the
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middle are surgeons, says Dr. Tom Russell, Executive Director of the American College of
Surgeons (ACS), who feel besieged by these new demands.57 But the quality initiative, as
presented in the pay-for-performance system developed by CMS, is here to stay.

Hybrid programs
In 2000, 160 private- and public-sector employers who purchase healthcare for 34 million
people formed the Leapfrog Group.54 The goals of this group are to reduce preventable medical
mistakes, encourage public reporting of quality and outcomes data, reward doctors and
hospitals for quality, safety and affordability and to help consumers make smart healthcare
decisions.58 A multidisciplinary team identified “leaps” that when implemented, would result
in higher healthcare value - lower costs coupled with higher quality.54 The four “leaps” are:
Computerized Physician Order Entry, Evidence-Based Hospital Referral, ICU Physician
Staffing and the Leapfrog Safe Practice Score. The main activity of the Leapfrog Group is an
online, voluntary hospital survey. Recently, the Leapfrog Group has introduced a hospital
rewards program, based on quality and safety, which provides incentives for both participation
and excellence.

The Leapfrog Group is an innovative initiative with the potential to have a great impact on the
practice of medicine. The group has a large membership, clear goals and national recognition.
The number of compliant hospitals has doubled for some “leaps” and several members have
been successful in using the “leaps” to make consumers more value-conscious when choosing
a healthcare provider.54 But the impact has not been as large as it could potentially be. Too
few hospitals have opted to participate in the survey and some purchaser-members have been
reluctant to use the survey’s results to guide their healthcare purchasing decisions (limiting
employees’ choices to only high-scoring hospitals, for example).54 The Leapfrog Group is
continuing to expand their program, maintaining their innovative position by assisting large
payors in leveraging their buying power to demand changes in payment, decreased costs, the
adoption of quality measures and an overall increase in healthcare value.

Final thoughts on quality data applications
Many quality workgroups have organized an effort to steer national dialogues regarding quality
of care initiatives. As one of these groups, the IOM has issued design principles for pay-for-
performance programs, including the use of reliable measures, fostering coordination of care
and the rewarding of data collection.59 (Figure 3) Pay-for-performance programs are seen by
many as being the wave of the future, despite there being little evidence that any one program
produces superior quality measurement over another.31

Often the question of which model is best is situational. Measuring the quality of risky,
uncommon procedures, such as pancreatic resection and esophagectomy, is best done using
the centers of excellence model.31 Pay-for-performance initiatives are best for improving
compliance with underused processes of care that are linked to surgical outcomes by a high-
level of evidence, like venous thromboembolism prophylaxis for high-risk patients.31 But they
are not without their flaws. Rosenthal et al. examined three preventative care process measures
in two pay-for-performance initiatives.55 They found that practices with the lowest compliance
at baseline showed the most improvement.55 But these were not the centers that reaped the
most rewards. Practices that had the highest baseline compliance, received over 75% of the
incentives, although they showed little to no improvement.55 Despite improving to a much
greater degree, the low-baseline practices were not able to reach the payment threshold and
were not rewarded for their efforts. This could discourage participation and quality
improvement for centers that need it the most. Additionally, centers with low baseline
compliance are often centers with less resources.60 Pay-for-performance initiatives that
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penalize centers that already struggle with a lack of resources, many of whom care for
underserved populations, have the potential to further perpetuate health disparities.

Pay-for-participation initiatives avoid this problem by rewarding all providers equally,
providing the best potential for overall improvement of surgical quality.31 This encourages all
providers to participate in quality measurement initiatives, regardless of baseline performance.
Critics may worry that being rewarded solely for participation may not result in improved
performance, but NSQIP has indicated that simply measuring performance can provide better
results.28, 35 There are additional benefits as well. Because there is no need to rank large
groups of providers or to provide broad generalizations, these programs can identify procedure-
specific processes that are related to important surgical outcomes, rather than being limited to
high-volume or high-risk procedures.31 This makes pay-for-participation useful for all surgical
specialties. As previously mentioned, there are substantial monetary and time-commitment
barriers to initiating a pay-for-participation program, but the investment of money will pay off
in the potential to reduce negative outcomes of all procedures, which can raise the overall value
of surgical care.

Implications for hand surgery and therapy
The future of healthcare quality measurement is in no way certain. Surgical societies, such as
the ACS, American Academy of Orthopedic Surgeons and the American Society of Plastic
Surgeons are all participating in some way in the quality improvement movement.10, 57, 61
Hand surgeons have a duty and an interest to participate in these societies’ quality improvement
initiatives. The development of accurate quality matrices that are specific to hand surgery is
of the utmost importance, while ultimately rewarding those who participate in these quality
initiatives. Hand surgeons and therapists cannot stand by and hope that the right measures and
programs appear. We need to work to make changes and take the future of hand surgery quality
into our own hands.
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Figure 1.
Percent of Americans dissatisfied with US healthcare costs and US healthcare quality
Adapted from CBS News and the Kaiser Family Foundation1, 3, 4
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Figure 2.
Health attainment (disability-adjusted life expectancy) and healthcare spending (% of GDP)
Adapted from World Health Organization6
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Figure 3.
IOM Design Principals for Pay-for-Performance and its Implementation59
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