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Summary: A peer review of breast
operation statistics was conducted.
Standards for the proportion
of biopsies positive for cancer,
and for length of postoperative
stay following operation for
benign and malignant conditions
were developed and each
surgeon was informed of his
performance and how it compared
with that of his colleagues.
The same parameters of care were

reviewed one year later to
study changes in performance.
Low volume of clinical
material, failure of two surgeons
to change, and a steady general
improvement in all parameters in
the years prior to the presentation
of the peer review, confused
the demonstration of improvement
in the year after the educational
effort. There was a statistically
significant improvement in the
proportion of biopsies positive for
cancer, reflecting reduction in
unnecessary biopsies, but the
pre-existing annual improvement
in reducing postoperative stays
was not accelerated. Does
continuing medical education
by peer review really work?
Probably.
Does continuing medical education
by peer review really work? Many
recent articles advocate it as a way
to improve the quality of medical
practice. Peer reviews are able to
identify deficiencies in the care pro¬
vided, and it is assumed that there
are techniques that can demonstrate
improvement in a doctor's perform¬
ance once the deficiencies have
been indicated to him.1,2 Though
there are reports of the difficulties

From The Office of Continuing Medical
Education, University of Ottawa and
Department of Surgery,
Ottawa Civic Hospital, Ottawa, Ontario

Reprint requests to:
Dr. J. E. Devitt, Director,
Continuing Medical Education,
University of Ottawa, Ottawa Civic
Hospital, 1053 Carling Ave., Ottawa,
Ont. K1Y 4E9

involved in conducting peer re¬

views,3'4 there are few accounts5 of
follow-up studies showing whether
patient care really improves after
such reviews. This is such a report.

Material and method

The charts of all female patients
undergoing breast operations in the
Ottawa Civic Hospital through the
years 1965 to 1969 were reviewed.
The appropriate data (Table I) were
presented at grand rounds of the
general surgical staff in early Jan¬
uary 1971 and were subsequently
published.6

It was observed that there was an

unacceptably wide variation (from
4.3 to 55.4%) in the likelihood of
individual surgeons finding cancer
at breast biopsy. As cancer was
found by 4 of 29 surgeons in ap¬
proximately 50% of the biopsies
they performed, it was suggested
that all surgeons could be expected
to achieve a 40% positive-for-
malignancy rate, with the avoidance
of many unnecessary breast biop¬
sies. The data reviewed indicated
that the probability of finding cancer
was low in women under 40 years
of age, before the menopause, with
a history of a previous benign biopsy
or with multiple lesions. It was sug¬
gested that discrimination particu¬
larly in these patients should reduce
the number of unnecessary biop¬
sies.

It was also observed that among
individual surgeons treating patients
with benign breast disorders mean

postoperative days' stay ranged from
1.2* to 5.3 days, an unacceptably
wide spread. Since one third of the
women had been discharged within
24 hours of operation it was sug¬
gested that all could be discharged
on the first postoperative day and
that many apparently benign le¬
sions could be biopsied in the out¬
patient department.

It was further observed that fol¬
lowing operations for breast cancer,
the patients of individual surgeons
had an unacceptably wide difference
in the mean postoperative stay .

6.4 to 28.8 days. It was suggested
that since the patients of five sur¬

geons averaged postoperative stays
of 9.0 days or less, this was a rea¬
sonable figure to expect all surgeons
to achieve.

In February 1971 each surgeon
was sent the data listed in Table
I. His individual statistics were cir-
cled so that he could see what his
performance was and how it com¬

pared with that of his colleagues,
yet anonymity was preserved.
The review was continued through

1971 and the results are presented
here to permit assessment of the
impact of the presentations.

Results

In the period 1965 to 1971 there
were additions to, and withdrawals
from the medical staff of the hos¬
pital. The data from two surgeons
included in the 1971 figures were
not included in the 1965-1969 re¬

port because of insufficient num¬
bers of biopsies in the earlier pe¬
riod. Eighteen surgeons included in
the earlier report were excluded

Table I
Peer review of breast operations
1965-1969
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from the 1971 study because they
did not perform the requisite num¬
ber of procedures.

Although 25 surgeons performed
inpatient biopsies during 1971, only
five performed 20 or more. This
illustrates the chief problem in ob¬
taining valid follow-up evidence of
change in quality of individual per¬
formance: because of practice vari¬
ations, it takes time to acquire suf¬
ficient clinical material to produce
meaningful data.

Table II lists the percentage of
inpatient biopsies positive for can¬
cer for each surgeon performing nine
or more in 1971. TTiere would ap¬
pear to have been a real reduction
in unnecessary breast biopsies in
that year. Only one surgeon of 13
(compared to 11 of 29 in 1965-
1969) failed to reach a 20% rate
of positive results for cancer, and
only 4 of 13 (compared to 23 of
29) failed to reach a 33% rate. Ten
of 11 surgeons included in the 1965-
1969 period improved their score.

This is also seen in Table III
which records the percentage of all
biopsies positive for cancer for each
year from 1965 to 1971. Though
there had tended to be a steady
improvement, the improvement in
1971 exceeded that of any other
year (X2 test, P = 0.02). Indeed,
if the data of two surgeons who
performed a large number of biop¬
sies but showed no change in per¬
formance (14.0 to 14.6% and 18.4
to 20.0%) are excluded from these
statistics, the improvement of the
remaining surgeons is much more

impressive. The adjusted percent¬
ages for each year from 1965
through 1971 then become 22.7,
25.0, 27.1, 34.8, 33.3, 33.6 and
48.9%. This increase illustrates
the negative (or it could be posi¬
tive) effect that a few individuals
doing a large volume of work can
have on hospital statistics. It also
demonstrates a disappointing lack
of association between quantity of
work and quality.

In 1971 only three surgeons per¬
formed 15 or more breast biopsies
which proved to be benign. Ten sur¬

geons performed seven or more

benign biopsies (Table II). The pa¬
tients of eight of the 10 surgeons
had mean postoperative stays of less
than two days; this was so for the
patients of only 9 of 30 surgeons
in the 1965-1969 period and seven
of these showed improvement in this

regard. However, the mean post¬
operative stay (Table III), which
had shown a steady improvement
over the years, was no greater in
1971. Also the number of patients
discharged within 24 hours in¬
creased steadily over the years, but
not at a higher rate in 1971. Though
bed-days were saved in 1971, fewer
were saved than in the years 1966,
1968 and 1970. There was an in¬
crease in outpatient biopsies in 1971
(Table III) but it was achieved by
three surgeons who performed 28 of
the 33 procedures; five other sur¬

geons each did one.

Only eight surgeons operated on
five or more patients with breast
cancer in 1971. The mean postop¬
erative stays for the patients of each
of the 10 surgeons who operated on
four or more breast cancer patients
in 1971 are set forth in Table II.
For eight surgeons the mean stay
was less than 10 days whereas only
7 of 28 achieved this in the 1965-
1969 period. All the surgeons in¬
cluded in the 1965-1969 series im¬
proved in this respect. However,
the mean stay after breast cancer

operation for all patients (Table III)
was also improving over the years
and did not change more in 1971
than in the earlier years. This is
also true of the proportion of pa¬
tients discharged within seven days
of cancer operations.
Discussion

No doctor knowingly practises poor
medicine. To improve his practice
he must be shown the character of
the care he provides and his in¬
dividual deficiencies. It is not
enough to indicate to him the defi¬
ciencies which prevail in the hos¬
pital as a whole, for he will at-
tribute any faults to his colleagues,

lacking a personal profile for com¬

parison. By showing each surgeon
how his performance compared with
that of his peers, it was hoped that
all could be stimulated to strive to
equal those with the best perform-
ances. Since some surgeons were

already achieving the standards rec¬
ommended it was hoped that these
would be accepted by all and not
considered as too arbitrary.
To provide an individual's profile

of practice, studies have to be lim¬
ited to procedures or disorders that
are sufficiently common to allow
the gathering of meaningful statis¬
tical data within a reasonable period
of time. Even in respect of proce¬
dures as common as operations for
benign and malignant breast dis¬
orders many surgeons in this review
did not perform enough in one year
to provide significant data. For this

Table II
Peer review of breast operations
1971
Percent of breast biopsies positive for
cancer for individual surgeons doing 9 or
more biopsies

Mean postoperative days' stay after dia¬
gnosis of benign disease for patients of in¬
dividual surgeons doing 7 or more benign
biopsies

Mean postoperative days' stay after ope¬
ration for cancer of breast for patients of
individual surgeons doing 4 or more pro¬
cedures

Table III
Yearly standards of breast operations 1965-1971
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study at least one more year of
follow-up will be necessary. The
investigation will then have covered
an eight-year period during which
there will have been a turnover of
nearly one quarter of the staff.

It is easier to limit a study to
the parameters of performance of a
whole hospital or group. Not only
does this fail to identify the in-
dividual's performance but, as was
found in the likelihood of finding
cancer at breast biopsy, the failure
to improve of one or two individ-
uals with large case volumes can
mask the improved performances
of their colleagues.
Had this investigation been lim-

ited to the years 1969 and 1971 it
would have appeared that continu-
ing medical education by peer re-
view really works for there was ob-
vious improvement in all the para-
meters listed in Table III. How-
ever, the longer study has demon-
strated that a steady improvement
had been occurring in all parameters
since 1965 and only in the per-
centage of biopsies positive for can-
cer was there an improvement in
1971, following the educational ef-
fort, significantly greater than might
have been expected to take place
anyway.

Does continuing medical educa-
tion by peer review really work?
From the data presented one can
only answer "probably". Theore-
tically it should. This peer review
revealed that unnecessary breast
biopsies were being done and that
following breast operations patients
were kept unnecessarily long in
hospital. It identified for each
surgeon if and where he could im-
prove his performance. This should
cause an improvement in health
care by reducing both patient suf-
fering and waste of community
health resources. This is a gain that
cannot be demonstrated or be
proved to ensue from changes in
licensing practices or from com-
pulsory attendance at lecture
courses purporting to be educa-
tional.

The invaluable assistance of Miss M.
Ironside, Medical Records Librarian,
is gratefully acknowledged.

Resume

Le medecin peut-il vraiment s'ame-

liorer en comparant ses resultats a
ceux de ses confr?res?
La reponse a cette question a ete
tentee dans un domaine special, ce-
lui des operations mammaires, pour
lequel on a recueilli des statistiques
parmi des chirurgiens. On a etabli
des normes sur la proportion des
biopsies positives pour le cancer et
sur la duree de l'hospitalisation
postoperatoire dans des cas de le-
sions benignes et malignes. Chaque
chirurgien a ete informe de ses re-
sultats personnels et a pu les com-
parer a ceux de ses confreres. Un
an plus tard, les m8mes parametres
de traitement ont ete analyses pour
evaluer les changements eventuels.
Une diminution du nombre de cas,
le fait que deux chirurgiens n'ont
pas modifie leur facon de proceder,
et une amelioration generale regu-
liere de tous les parametres au cours
de l'annee precedant cet essai ont
eu pour resultat de rendre peu pro-
bante une amelioration eventuelle.
On a cependant note une ameliora-
tion, notable sur le plan statistique,
de la proportion des biopsies posi-
fives pour le cancer, ce qui signifiait
une reduction des biopsies inutiles,
mais l'amelioration annuelle consta-
tee auparavant dans la duree de
l'hospitalisation postoperatoire n'a
pas 'te acceleree. A la question po-
see en tete de cet article, on peut
repondre probablement par l'affir-
mative.
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