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Risk-adjusted CABGmortality for 2 surgeons, A and
B, assessed over 3 years.

CENTRAL MESSAGE

Whether causal or not, public
reporting has been associated
with lowered mortality after car-
diac surgery.
Eugene H. Blackstone, MD

Nearly 40 years ago, Dr John Kirklin reviewed results of
coronary artery bypass grafting (CABG) at a hospital whose
administrators were alarmed that public reporting was
imminent. They believed their CABG mortality was too
high, but their 2 surgeons claimed they operated on the
“sickest of the sick.” We applied our institutional CABG
hospital mortality model to their data, finding that indeed
they operated on high-risk patients (Figure 1). Mortality
was “as expected” for Surgeon A, but twice that expected
for Surgeon B. Reassessed a year later, Surgeon A
undertook fewer high-risk operations and mortality
decreased but remained “as expected.” Case mix remained
unchanged for Surgeon B: his mortality remained high.
During year 3, neither surgeon undertook high-risk
operations. Mortality for the low-risk patients of Surgeon
A was half that expected—his risk-adjusted results
improved. In contrast, Surgeon B’s mortality, although
substantially reduced, remained 3 times greater than
expected for low-risk cases.

This tale of 2 surgeons illustrates 2 responses to the
specter of public reporting. One is to divert high-risk cases
to other centers or not perform needed surgery (risk
aversion).1 Responsible diversion of complex cases to
centers better equipped to manage them is in the best
interest of patients and may apparently improve results,
but observed low mortality can mask higher-than-
expected mortality among low-risk patients.
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The second response, as for Surgeon A, is to improve. In
the New York State Cardiac Advisory Committee’s
deliberations on public reporting,2 its chair, Dr Kirklin,
asked, “Is the purpose of public reporting to identify and
eliminate bad apples, or is it to improve the results of heart
surgery in the State of New York?” Public reporting, done
responsibly and understandably, should stimulate serious,
tough, vigilant processes of improving teamwork,
infrastructure, and skill so that appropriate patients can
undergo surgery at low risk.

Grant and colleagues3 report reduction for all
procedure types in hospital mortality across the
United Kingdom despite evidence that risk profile
increased, indicating that in a climate of public
transparency, early risk of cardiac surgery can be
mitigated. Rapid actionable feedback of national and
institutional results to the clinical team, coupled with
cooperative sharing of best practices,4 is needed to reach
the next level of quality improvement, not only in the
United Kingdom, but everywhere.5

Westaby and colleagues6,7 and others8 are concerned
about unintended consequences of public reporting. They
cite statistics showing few UK trainees becoming cardiac
surgeons, particularly since the widely publicized Bristol
Children’s Heart scandal.9 They rightly point out that in a
specialty that requires a large, multidisciplinary team that
relies on well-functioning infrastructure, it is wrong to
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FIGURE 1. Observed and risk-adjusted expected mortality for coronary

artery bypass grafting performed by 2 surgeons, monitored over a 3-year

period, nearly 40 years ago. During year 1, SurgeonA had amortality about

as expected, but Surgeon B had a mortality more than twice that expected.

During year 2, observed mortality for Surgeon Awas lower, but equivalent

to expected—case mix had changed by patient diversion or risk aversion.

Case mix for Surgeon B remained unchanged as did higher-than-

expected risk-adjusted mortality. During year 3, case mix was reduced to

low-risk patients, but now Surgeon A’s mortality for these low-risk patients

was half that expected, indicating quality improvement. Surgeon B’s case

mix was also dramatically reduced to low-risk patients, and his observed

mortality was only about half of that during year 2. But that low mortality

was more than 3 times greater than expected for these low-risk patients.
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attribute deaths to just 1 of those team members; that is, the
surgeon.7 On occasion, there are surgeons like Surgeon B,
or excellent surgeons who are unfairly maligned. But the
result of transparent public reporting in the United
Kingdom and beyond seems to be associated with a benefit
to patients, whether directly causal or not.10
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