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Objectives. To explore (1) differences in validity and feasibility ratings for geriatric
surgical standards across a diverse stakeholder group (surgeons vs. nonsurgeons, health
care providers vs. nonproviders, including patient-family, advocacy, and regulatory
agencies); (2) whether three multidisciplinary discussion subgroups would reach simi-
lar conclusions.
Data Source/Study Setting. Primary data (ratings) were reported from 58 stake-
holder organizations.
Study Design. An adaptation of the RAND-UCLA Appropriateness Methodology
(RAM) process was conducted inMay 2016.
Data Collection/Extraction Methods. Stakeholders self-administered ratings on
paper, returned via mail (Round 1) and in-person (Round 2).
Principal Findings. In Round 1, surgeons rated standards more critically (91.2 per-
cent valid; 64.9 percent feasible) than nonsurgeons (100 percent valid; 87.0 percent fea-
sible) but increased ratings in Round 2 (98.7 percent valid; 90.6 percent feasible),
aligning with nonsurgeons (99.7 percent valid; 96.1 percent feasible). Three parallel
subgroups rated validity at 96.8 percent (group 1), 100 percent (group 2), and 97.4 per-
cent (group 3). Feasibility ratings were 76.9 percent (group 1), 96.1 percent (group 2),
and 92.2 percent (group 3).
Conclusions. There are differences in validity and feasibility ratings by health profes-
sions, with surgeons rating standards more critically than nonsurgeons. However, three
separate discussion subgroups rated a high proportion (96–100 percent) of standards as
valid, indicating the RAM can be successfully applied to a large stakeholder group.
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Although randomized controlled trials are considered the gold standard for
evidence, many medical decisions must be made without level 1 evidence.
Almost 30 years ago, the RAND-UCLA Appropriateness Methodology
(RAM) was developed as a way to guide medical and surgical decision making
in the face of limited evidence (Brook 1994). The methodology involves two
rounds of evaluation, the first by each evaluator individually, and second after
a face-to-face discussion with all the evaluators. This method has frequently
been applied to surgical procedures, traditionally for the purpose of designat-
ing indications as appropriate, uncertain, or inappropriate. The original stud-
ies applied RAM to individual procedures such as carotid endarterectomy,
coronary artery bypass graft, and hysterectomy (Park et al. 1986; Leape et al.
1993; Shekelle et al. 1998; Broder et al. 2000). Since that time, the methodol-
ogy has been used frequently and expanded beyond procedural indications to
evaluate underuse and overuse and to develop quality indicators (McGory
et al. 2005, 2009; Maggard, McGory, and Ko 2006; McGory, Shekelle, and
Ko 2006; Lawson et al. 2011, 2012).

There is growing interest in defining quality and standardizing care for
older adults, given the aging population and their increased risk for poor post-
operative outcomes across procedure types (Finlayson, Fan, and Birkmeyer
2007; Bentrem et al. 2009; Makary et al. 2010; Robinson et al. 2011; Chow
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et al. 2012a). Older adults undergo a disproportionate share of surgical proce-
dures, setting the stage for an increasing burden of complications and health
care costs in this vulnerable population (Etzioni et al. 2003a, b). Increased
demand in this high-risk population has resulted in several efforts to define
high-quality surgical care for older adults (McGory et al. 2005, 2009; Chow
et al. 2012b;Mohanty et al. 2016).

Older patients with complex medical and psychosocial issues frequently
require coordination across disciplines. High-quality care requires not only
medical and surgical specialists, but also coordination from nursing, phar-
macy, social work, case management, and physical medicine and rehabilita-
tion. Many of the original RAM studies included only medical and surgical
specialists. As the complexity of health care delivery increases, driving a need
for standardization, it is critical to adapt the RAM and similar methods of
defining high-quality care to include additional health care professionals
beyond physicians. Furthermore, there is a growing call to include patients,
families, and caregivers in health care decision making, not just on an individ-
ual basis but for overall hospital processes and even research agendas
(National Priorities Partnership 2008; Frampton et al. 2017).

The Coalition for Quality in Geriatric Surgery (CQGS) is a multidisci-
plinary effort to establish high-quality standards for perioperative care of older
adults. Fifty-eight organizations are stakeholders in the CQGS, representing a
range of expertise from nursing, social work, and case management to medi-
cine, geriatrics, and surgical specialists, to payers and regulatory health care
agencies, to organizations representing the interests of patients and families.
With a wide-ranging set of players shaping the current health care environ-
ment, the CQGS was designed to include all the relevant voices. To our
knowledge, this is the first time the RAM has been applied to such a large and
diverse group; therefore, the RAM has been adapted by splitting the stake-
holders into three smaller, interdisciplinary panels for simultaneous discus-
sion sessions. Prior research indicates that panel composition does have some
effect on appropriateness ratings, with those who perform an intervention
often rating appropriateness more favorably than nonproceduralists (Coulter,
Adams, and Shekelle 1995; Kahan et al. 1996). We therefore sought to (1)
explore differences in validity and feasibility ratings across types of health pro-
fessionals (surgeons vs. nonsurgeons), and compared to representatives who
do not provide clinical patient care, such as patient-family representation, pay-
ers, advocacy, and regulatory groups (health care providers vs. nonproviders);
and (2) evaluate whether three parallel multidisciplinary panels would reach

3352 HSR: Health Services Research 53:5, Part I (October 2018)



similar conclusions regarding the validity and feasibility of geriatric surgical
standards.

METHODS

Panel Composition

The CQGS is a collection of 58 stakeholder organizations engaged in setting
standards for high-quality surgical care of older adults. The CQGS stake-
holder organizations were identified and convened by the American College
of Surgeons and The John A. Hartford Foundation, intended to represent a
diverse, interdisciplinary, and wide-ranging set of voices critical for high-
quality surgical care of the older adult. Stakeholder organizations submitted
Letters of Support for the initiative. Individual representatives were nomi-
nated by their respective organizations. There were 48 individuals scheduled
to attend the in-person RAM panel. Of these, four were unable to attend due
to unanticipated circumstances. Three were absent due to illness or emer-
gency, one due to unexpected scheduling conflict. Regardless of attendance
by individual representatives, no organizations have dropped support of the
project.

Traditional RAM approaches refer to expert “panelists,” which will be
termed “stakeholders” for the purpose of the CQGS project. CQGS stake-
holders represented anesthesia, care transitions (including physical medicine
and rehabilitation, and postacute and long-term care facilities), ethics and pal-
liative care, internal medicine (including primary care, medicine and hospital-
ists), geriatrics, measurement science, nursing, patient and family advocates,
payers, pharmacy, regulatory agencies, social work and case management,
and multiple surgical specialties. For the purpose of categorizing stakeholders
into surgeon versus nonsurgeon and health care provider versus nonprovider,
the clinical practice of the individual representative was taken into account.
For example, the representative for the ACS Committee on Surgical Palliative
Care provides input and expertise on the perioperative role of palliative care;
however, the representative’s daily clinical practice is surgical. As such, this
representative is categorized in the “surgeon” and “health care provider”
groups. The group of health care providers included any stakeholder repre-
sentative who participates in patient care. The nonprovider group included
representatives from patient-family organizations, payers, advocacy, and reg-
ulatory agencies.
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Preliminary Standards Development

The CQGS standards describe care elements intended to identify or con-
tribute to higher quality care; they are not designed to distinguish between
perfect and excellent care, rather to set the bar for reasonable expectations of
“high-quality” geriatric surgical care according to the CQGS stakeholders. In
September 2015, the CQGS was convened in an initial Stakeholder Kickoff
Meeting to define current gaps in surgical care for older adults and ideal future
solutions. The results from this meeting set the framework for the develop-
ment for the CQGS Standards (see Appendix S1), which is described in detail
elsewhere (Berian et al. 2017). In brief, development of candidate standards
was conducted from September 2015 through March of 2016 drawing upon a
structured literature review, with duplicate title/abstract review to identify the
highest level of available evidence. Supporting evidence was evaluated and
summarized for distribution to CQGS stakeholders in the preliminary stan-
dards rating packet.

Evaluation Criteria

Coalition for Quality in Geriatric Surgery stakeholders rated standards sepa-
rately with regard to validity and feasibility. Validity was defined by (1) ade-
quate scientific evidence or professional consensus exists to support a link
between the performance of care specified by the standard and (a) the accrual
of health benefits to the patient or (b) improved delivery and experience of
care; (2) a hospital that consistently meets the standard would be considered
higher quality (and inconsistent performance or failure to meet the standard
would be considered poor quality). Feasibility was defined by whether hospi-
tals within a range of practice settings (private or public, academic or nonaca-
demic, urban or rural) could meet the standard given a reasonable effort.

Potential validity and feasibility ratings ranged from 1 to 9, with 1 = def-
initely not valid/feasible, 5 = uncertain or equivocal validity/feasibility, and
9 = definitely valid/feasible. Amedian validity and feasibility score was calcu-
lated for each standard, as well as a measure of statistical agreement based
upon the spread of ratings. Traditionally, disagreement in the RAM process
was defined as the number of panel members that voted outside the 3-point
range that contained the median. However, for panels consisting of more than
nine members, another method based on the interpercentile range adjusted
for symmetry (IPRAS) to determine statistical agreement or disagreement is
recommended (Fitch et al. 2001). The interpercentile range (IPR) that
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identifies disagreement is known to be smaller when ratings are symmetric
with respect to the median rating on a 9-point scale. In cases of asymmetry, if
the IPR is greater than the IPRAS, the rated item displays disagreement.

A standard was considered valid or feasible if the median score was ≥7
without disagreement. A standard was considered uncertain if the median
score was 4–6, or the distribution demonstrated disagreement. A standard was
invalid or infeasible if the median score was ≤3 without disagreement.

RAM Process and Data Collection

The RAM, a modified Delphi technique (Brook 1994; Fitch et al. 2001; Law-
son et al. 2011, 2012), requires that expert stakeholders evaluate candidate
standards twice: once independently and again during an in-person meeting.
The preliminary standards, including rationale and literature summary, were
distributed for individual stakeholder rating in March 2016 (Round 1). After
returning individual stakeholder rating forms by mail, the ratings were
entered in duplicate into a database for analysis. Random error checking was
performed for six complete stakeholder rating sets of 308 standards for 2
scores each (validity and feasibility). The error rate was identified at 2 errors of
1,848 data points, or 0.11 percent. The data were analyzed for median score
and degree of agreement to categorize the standards as valid/uncertain/in-
valid and feasible/uncertain/infeasible.

The in-person meeting was conducted May 12–13, 2016, in Chicago, IL,
during which stakeholders discussed standards with uncertain validity or feasi-
bility and then, individually, rerated all items on validity and feasibility
(Round 2). The meeting began with a gathering of the entire CQGS group,
which included an update on the preliminary standards development and a
review of RAM process. Stakeholders were then divided into three subgroups
during which discussions were conducted in parallel, guided by experienced
RAM moderators. The three subgroups were designed to achieve a balance
across the multiple stakeholder professions. Each stakeholder received a
unique rating sheet that recapped his or her own rating fromRound 1 and pro-
vided a de-identified distribution of ratings across all CQGS stakeholders.
Stakeholders discussed validity and feasibility, focusing on areas of uncer-
tainty as identified in Round 1 ratings. The three subgroups were reconvened
into the larger CQGS group to summarize and report-out major points made
during the subgroup discussions. To conclude the meeting, CQGS stakehold-
ers individually rated the standards and submitted their Round 2 ratings.
Stakeholder data were again entered into an electronic dataset, with the error
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rate for Round 2 calculated at 4 of 1,848 data points or 0.21 percent. Stake-
holder data were included for analysis only if there were ratings available for
both Round 1 and Round 2.

Definitions

The CQGS preliminary standards book included a glossary and key terms.
Older adult was defined as 65 years of age and older. Additional key terms
included elective versus nonelective surgery, inpatient versus outpatient sur-
gery, and risk factors that would classify an older adult as “high risk.” These key
terms and a full list of the 308 standards are provided in Appendix S1.

Software

Data entry was performed in Microsoft Excel, with dataset import for aggrega-
tion and analysis utilizing SAS 9.4 (SAS Institute, Inc., Cary, NC, USA).

RESULTS

The Coalition for Quality in Geriatric Surgery includes 58 Stakeholders, all of
whom received the 308 preliminary standards for rating. Forty-six stakehold-
ers (79.3 percent) returned the Round 1 ratings. Although 48 stakeholders
were scheduled to attend Round 2, there were four stakeholders unable to
complete Round 2 ratings due to unanticipated circumstances. Therefore,
Round 2 ratings were completed by 44 (95.7 percent) of the 46 stakeholders
that had completed Round 1 ratings. All three subgroups were designed to
include representation from care transitions, ethics/palliative care, geriatrics,
nursing, patient/family perspective, regulatory agencies, and surgery. The
remaining stakeholder groups were limited to fewer than three representa-
tives, and therefore stakeholders were present in one or two of the parallel
groups. The final subgroup composition was relatively balanced, with each
including representatives from care transitions, ethics/palliative care, nursing,
and surgery (Table 1).

Standards Ratings According to Stakeholder Type

Stakeholders were grouped into surgeons (n = 17) versus nonsurgeons
(n = 27; Table 2A). Round 1 validity ratings included more “Uncertain”
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standards as rated by surgeons (n = 27, 8.8 percent) compared with nonsur-
geons (n = 0; Table 2A). There were no standards rated invalid by either sur-
geons or nonsurgeons. Round 1 feasibility ratings demonstrated more
“Uncertain” and “Infeasible” standards as rated by surgeons (n = 105, 34.1
percent Uncertain and n = 3, 1 percent Infeasible) compared with nonsur-
geons (n = 40, 13.0 percent Uncertain, n = 0, Infeasible). In Round 2, ratings
for validity and feasibility demonstrated a decrease in Uncertain and Infeasi-
ble standards. Surgeons rated 4 (1.3 percent) standards uncertain validity,
compared with 1 (0.3 percent) standard rated uncertain validity by nonsur-
geons. Surgeons rated 28 (9.1 percent) standards uncertain feasibility,
compared with 12 (3.9 percent) standards uncertain by nonsurgeons. There
was 1 (0.3 percent) standard rated infeasible by surgeons and none by nonsur-
geons.

Stakeholders were classified as health care providers (n = 35) or non-
providers (n = 9; Table 2B). Round 1 ratings indicated more “Uncertain”
validity for health care providers compared with nonproviders (6, 2 percent
vs. 3, 1 percent) and more “Uncertain” feasibility for health care providers
compared with nonproviders (69, 22.4 percent vs. 43, 14 percent). In contrast,
Round 2 ratings were similar between health care providers compared with
nonproviders, with both high validity (307, 99.7 percent vs. 307, 99.7 percent)
and feasibility (290, 94.2 percent vs. 291, 94.5 percent).

Table 1: Composition of Stakeholder Subgroup Panels

Panelist
Group 1 Group 2 Group 3
N = 16 N = 16 N = 16

Anesthesia 0 1 1
Care transitions 1 1 2
Ethics/palliative care 1 1 1
Geriatrics 1 1* 2
Measurement science 1 1 0
Medicine 1 0 1
Nursing 2 1 2
Patients and families 1* 2 1
Payers 2 1 0
Pharmacy 1* 0 1
Regulatory 1 1* 1
Social work and case management 0 1 1
Surgery and surgical specialists 4 5 3

Note. Medicine includes primary care, internal medicine, and hospitalist medicine. Care transi-
tions include physical medicine and rehabilitation, postacute and long-term care.
*Stakeholders unable to submit Round 2 ratings.
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Standards Ratings across Parallel Subgroups

Round 2 validity ratings were compared across the three parallel RAM discus-
sion groups (Table 3A). Most standards were rated “Valid” in all three groups
—298 (96.8 percent) standards in group 1, 308 (100 percent) standards in
group 2, and 300 (97.4 percent) standards in group 3. Among the standards
rated “Uncertain,” there were more ratings with “disagreement” in group 3 (4
of 8), compared with group 1 (1 of 10) and group 2 (0). Examples of uncertain
validity items in group 1 included mandatory consideration for minimally
invasive surgical approaches and the inclusion of the patient and family into
multidisciplinary conference. Examples of uncertain validity items in group 3
included restrictions on the use of neuromuscular blockade and mandatory
discussion of patient preferences for hemodialysis and tube feedings preopera-
tively. Both groups demonstrated uncertain validity ratings for the inclusion
of Hematology-Oncology into multidisciplinary conference and the use of
swallow studies preoperatively.

Round 2 feasibility ratings were compared across the three parallel
RAM discussion groups (Table 3B). More standards were rated “Uncertain”
feasibility in group 1 (71, 23.1 percent) compared with group 2 (12, 3.9 per-
cent) and group 3 (23, 7.5 percent). There was 1 standard rated “Infeasible” by
group 3. Of the standards rated “Uncertain” feasibility, there was disagree-
ment in 3 of 71 standards in group 1, 1 of 12 in group 2, and 8 of 23 in group 3.
There were nine items that were rated as uncertain feasibility among groups 1,
2, and 3. Examples of these nine shared uncertain feasibility items were the
use of patient navigators throughout the perioperative period for high-risk
patients, the need for large rooms to accommodate family visitation, the
ability to respond to home safety concerns preoperatively, and collection of
90-day data on geriatric-specific outcomes. Of note, the inclusion of Hematol-
ogy-Oncology was rated infeasible by group 3 and uncertain feasibility by
groups 1 and 2.

Standards Ratings across Rounds

Taking into account all stakeholder ratings, the vast majority of standards
(228, 74.0 percent) had no change in median validity score between Round 1
and Round 2 (Figure 1). Among standards that did change, 63 of 80 increased
in score. Despite a change in median score, only three standards were recate-
gorized as a result of the Round 2 ratings. Two standards moved from “Uncer-
tain” to “Valid” and one from “Valid” to “Uncertain.” The two items that

Patient-Centered Standards in Geriatric Surgery 3359
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became “Valid” were the use of alternative, nonpharmacologic methods for
anxiety control and the use of a patient navigator in high-risk patients. The
item which became “Uncertain” was including hematology-oncology in pre-
operative multidisciplinary conference. Similarly, the majority of standards

(A) Validity Ratings

(B) Feasibility Ratings

17 
(5.5%)

228 (74.0%)

63 (20.5%)

Decrease

None

Increase

8 
(2.6%)

202 (65.6%)

98 (31.8%) Decrease

None

Increase

Figure 1: Change in Median Scores—All Stakeholders, Round 2 Compared
with Round 1 [Color figure can be viewed at wileyonlinelibrary.com]

Notes. Ratings could increase, decrease, or remain unchanged between Round 1 and Round 2. (A)
The majority of standards did not change in validity between Rounds 1 and 2 (n = 228, 74.0 per-
cent). There were 63 (20.5 percent) standards with an increase in validity ratings and 17 standards
(5.5 percent) with a decrease in validity ratings. (B) The majority of standards did not change in
feasibility between Rounds 1 and 2 (n = 202, 65.6 percent). There were 98 (31.8 percent) stan-
dards with an increase in feasibility ratings and 8 (2.6 percent) standards with a decrease in feasibil-
ity ratings.

Patient-Centered Standards in Geriatric Surgery 3361



(202, 65.6 percent) had no change in median feasibility score between Round
1 and Round 2. Among standards that did change, 98 of 106 increased in
score. There were 40 standards rated “Uncertain” feasibility in Round 1 that
were recategorized as “Feasible” in Round 2.

Surgeon and nonsurgeon subgroups were compared to examine how
validity ratings changed across Round 1 and Round 2 and to examine whether
the subgroups changed scores for the same or different standards. Surgeons
increased validity scores for 117 standards and 24 standards shifted categories
from “Uncertain” to “Valid.” Surgeons decreased validity scores for 5 stan-
dards, and 1 standard shifted from “Valid” to “Uncertain.” In comparison,
nonsurgeons increased validity scores for 32 standards; however, all 32 of
these were already considered “Valid” in Round 1 ratings and therefore were
not recategorized. Nonsurgeons decreased validity scores for 32 standards;
however, only 1 of these 32 shifted from “Valid” to “Uncertain.” In sum,
changes in surgeons’ ratings between Round 1 and Round 2 resulted in 24
standards being recategorized from “Uncertain” to “Valid,” while nonsur-
geons’ ratings resulted in only 1 standard recategorized from “Valid” to
“Uncertain.”More detailed representation of the change in validity scores for
surgeon versus nonsurgeon and provider versus nonprovider groups can be
found in Figures S1 and S2.

DISCUSSION

The CQGS hospital standards for geriatric surgery were developed using a
modified RAND-UCLA Appropriateness Methodology, as applied across a
large stakeholder group of 58 organizations, conducted by three parallel sub-
groups and including non–health care providers (such as patient-family orga-
nizations, advocacy groups, payers, and regulatory organizations). There
were differences observed between surgeons and nonsurgeons, but little dif-
ference between ratings across all health care providers compared with non-
providers. Surgeons rated the standards more critically than nonsurgeons (i.e.,
more uncertainty in validity and feasibility); however, surgeons also tended to
increase their ratings more from Round 1 to Round 2. Group discussions
focused on areas of uncertainty, with stakeholders expressing a range of opin-
ions and explaining their reasoning for different ratings. Presumably surgeons
were willing to change their minds after hearing an alternative point of view.
For example, surgeons’ ratings increased from “Uncertain” to “Valid” for the
role of a preoperative multidisciplinary conference for elective surgery among

3362 HSR: Health Services Research 53:5, Part I (October 2018)



high-risk older patients. This may reflect new insight based upon input from
stakeholder groups with a different perspective (e.g., nursing, geriatrics,
patient-family experience). The end result was that both surgeons and nonsur-
geons rated the validity of the standards highly (≥98 percent), although differ-
ences persisted regarding feasibility. Despite conducting the RAM panel in
three parallel, separate discussion groups, they came to similar conclusions
(ranging from 96.8 to 100 percent of standards rated as valid), reinforcing the
common perception that mixed-panels are important to generate robust
results.

The inclusion of patient-family perspectives in the CQGS is a novel
adaptation and critical for advancing toward patient-centered care. Although
patients are not traditionally included in a RAM process, a recent study
included underserved communities and patient-family advocacy organiza-
tions to provide recommendations for appropriate use and access to ancillary
health care services (Escaron et al. 2016). In an alternative approach, Stelfox
et al. (2013) proposed a protocol engaging patients and families in focus
groups prior to conducting the RAM process for patient-centered quality indi-
cators among critically injured patients. Although a qualitative analysis of the
RAM discussions is outside of the scope of this paper, there were multiple
instances in which the “patient voice” shifted the conversation to better con-
sider the patient’s experience of care. Standards concerning the preoperative
goals and decision-making process were heavily influenced by patient-family
stakeholders, emphasizing that the decision to undergo surgery must first align
with the patient’s goals and values to meet any criteria for a successful out-
come. The patient-family representatives expressed a need for better trans-
parency in multidisciplinary care committees and encouraged establishment
of patient-family advisory councils, both incorporated as standards. These
standards are well aligned with ongoing national efforts to promote increased
patient activation, such as the Choosing Wisely� campaign. Involvement of
patient-family representatives as stakeholders within the CQGS discussion
subgroups provided an invaluable contribution: the ability to refocus the con-
versation on the patient. The current project and aforementioned studies
underscore the importance of including patient-family voices for their unique
viewpoint and insight into the patient experience of care.

Prior studies have shown rating differences across medical specialties,
with proceduralists rating appropriateness higher if they perform a given pro-
cedure. In an analysis of five separate nine-member panels, Kahan et al.
(1996) found that specialists who perform a given procedure (e.g., angiogra-
phy, percutaneous transluminal coronary angioplasty, or coronary artery
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bypass graft surgery) were more likely to rate the indication as appropriate or
necessary compared with a primary care provider. This tendency informs the
preference for multispecialty panels rather than reliance on experts from a sin-
gle discipline (Coulter, Adams, and Shekelle 1995). Many of the CQGS stan-
dards were processes of care, often dependent upon the participation of a
multidisciplinary health care team. In our study, it may be that interdisci-
plinary nonsurgeons more routinely use multidisciplinary practices in their
daily clinical activities and—as such—are likely to rate the validity and feasi-
bility of the standards higher. Although perioperative decision making is often
interdisciplinary, surgical training follows a strict hierarchy and the attending
surgeon is often considered the leader in the operating room. Although sur-
gery is increasingly viewed as a team sport, with coordinated roles for anesthe-
sia, surgery, and nursing, it is possible that a traditional, hierarchical view of
surgical care may influence surgeons to rate interdisciplinary care processes
lower. If surgeons, in fact, use these interdisciplinary care processes less in
their daily practice, then the current study findings could be interpreted as
similar to those observed in prior studies: just as the nonproceduralists tended
to rate procedure indications lower, the surgeons tend to rate processes requir-
ing interdisciplinary coordination lower.

Next steps for the standards, particularly given some surgeons’ reluc-
tance toward interdisciplinary care, must include pilot testing their implemen-
tation. The original 308 standards were necessarily subdivided into specific
elements for the purpose of the formal rating process; however, their content
will be revised and repackaged to facilitate practical implementation. For
example, there were 6 standards describing an advanced directives discussion,
itemized as cardiopulmonary resuscitation, mechanical ventilation, feeding
tube access, hemodialysis, anticoagulant use, and blood transfusions. Revision
for the purpose of pilot testing combines these elements so the advanced direc-
tive discussion constitutes a single standard. The CQGS anticipates the stan-
dards will be culled to a much lower number as the project moves forward.
Given the multidisciplinary nature of the CQGS project, the standards are so-
called “living document,” requiring much input and revision. The pilot began
in 2017, starting with an alpha phase in which end-user hospitals provide feed-
back on likely challenges and relative value of the CQGS standards in context
of the hospital’s environment and patient population. During the beta phase,
these hospitals will fully implement the standards in their daily workflow, and
external site visits by peer reviewers will help clarify issues of feasibility and
areas for improvement. The pilot will allow the CQGS an in-depth evaluation
to determine whether differences in surgeons and nonsurgeons perceived
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feasibility ratings affect implementation. Lessons from the pilot will inform
future dissemination and adoption of the standards. Certainly, we anticipate a
range of reactions, from early adopters to resisters. However, the CQGS stan-
dards align well with several nonfinancial motivators of behavior change, such
as promoting goal-concordant patient-centric care (i.e., “social purpose”) and
delivery of consistent high-quality care processes (i.e., “mastery”; Phillips-Tay-
lor and Shortell 2016). Future work will analyze barriers and facilitators of
real-world implementation of the CQGS standards and explore perceptions
of the CQGS standards among providers, nonproviders, surgeons, and non-
surgeons. These ongoing efforts may identify strategies to implement quality
improvement in surgical care of older adults.

The current health care reimbursement landscape has been consis-
tently shifting away from the fee-for-service, volume-based model toward
one that is based upon quality metrics. The Medicare Access and CHIP
Reauthorization Act of 2015 continues the push toward value-based reim-
bursement. With so-called “bundled care” on the horizon, coordination
across multidisciplinary health care professionals becomes even more
important. In the older surgical population, coordination of care is critical
for decreasing readmission rates and improving postoperative outcomes.
The standards established by the CQGS will be made publicly available to
all hospitals and, for those interested in developing a formal geriatric sur-
gery center, may be incorporated into a more comprehensive “quality pro-
gram,” similar to existing programs (e.g., trauma accreditation by the
American College of Surgeons’ Committee on Trauma or cancer centers
through the Commission on Cancer). Such quality programs not only estab-
lish evidence-based standards for care, they also outline resources required
for the implementation of those standards, create a database for tracking
quality indicators and patient outcomes, and verify delivery of high-quality
care through a process of in-person site visits by third-party external peer-
review. The RAM is a critical tool to establish a shared vision for high-qual-
ity care of older adults given the multidisciplinary nature of geriatric surgical
care. Utilizing RAM can help identify processes of care perceived as impor-
tant across specialties. This study indicates that involvement of multiple
stakeholders is possible and can be conducted across a large group, allowing
for engagement of different voices and arriving at consistent conclusions
across subgroups.

This study has several limitations. First, the RAM process has never
been applied to such a large group and its generalizability to other large coali-
tions is unknown. Because of the diverse multidisciplinary representation,
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there were insufficient numbers to represent each specialty in each group. The
logistic challenges of conducting large RAM panels may limit future efforts to
replicate such studies. However, we believe the importance of engaging
diverse stakeholders in improving surgical care of the older adult requires the
inclusions of all participants in this particular study. Second, the inclusion of
patient-family advocacy groups and other nonproviders (e.g., regulatory agen-
cies) into the RAM panel could be considered both a limitation and a strength.
From a strictly traditional viewpoint, critics may question the medical and sur-
gical knowledge of such stakeholders. However, we categorically consider
inclusion of the patient voice a strength. The need to address patient experi-
ence of care and patient engagement has gained prominence in national health
care priorities and cannot be ignored. We believe the contributions and
engagement from these stakeholder groups have been invaluable in this pro-
cess and must be considered for future RAM processes. Third, the definition
of feasibility in the current study is highly subjective. Certainly, feasibility will
vary by the perceived cost and effort of implementing changes, balanced
against the anticipated benefit. There is currently an ongoing pilot evaluation
of the standards’ feasibility. Fourth, the cost of implementation is as yet unde-
termined. There are ongoing efforts to determine both the anticipated costs of
such an effort and the potential return on investment (e.g., by decreasing rates
of postoperative delirium). Finally, and importantly, the direct relationship
between implementation of these standards and improvement in outcomes is
an untested hypothesis implicit in the CQGS project. The development of this
project is still in its early phases; however, future work will strive to examine
this fundamental question with a thoughtfully designed multifaceted imple-
mentation analysis.

CONCLUSION

In this study, a diverse group of stakeholders—the Coalition for Quality in
Geriatric Surgery— has engaged in a modified RAM process to define high-
quality standards of surgical care for older adults. This study demonstrates that
the RAM can be applied to a large, interdisciplinary group, with the inclusion
of patient and family advocacy groups, payers, and regulatory agencies.
Despite differences across health professionals (surgeons vs. nonsurgeons),
three parallel, multidisciplinary subgroups arrived at similar conclusions on
the validity and feasibility of the proposed standards.
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