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Review dashboards:





How many hospitals are in the process of getting data and what are the timelines?
o All 10 Active MPOG institutions are able to get their data
o BCBSM funded sites, none are actively contributing data and we are anticipating first
upload in June 2015
First six measures we decided as a group are available to those contributing data
There are 16 additional measures for year two that were chosen for QCDR participation, we as a
group can make changes to those measures or add measure that we feel are necessary

Measure updates:




We want to be careful to not give feedback on measures that we do not have high quality data
from the institution EMR
o It is important to get CPT data
Measure being put on hold:
o INF 01: CPT data is required to create appropriate exclusions
o GLU 01b and GLU 02b: We divided glucose into group ‘a’ and ‘b’ and the ‘b’ will be on
hold until we can get better preop and PACU data
o NMB 02: Discussion whether it makes sense to continue the original 4 hour time frame
or should we change it to 3 hours?
 University of Colorado chairman is a pharmacologist and he ran the numbers
and determined that 4 hours was the best time
 Four hours is the time frame we will use for this measure
o PUL 01: Using the median tidal volume, instead of looking at 20 minute periods where
tidal volume is greater than 10 ml/kg. The responsible provider will be the one who is in
the case the majority of the time
 University of Colorado made everyone signed into the case as responsible
providers to increase accountability.

Year 2 measures:


We started with 22 original measures before we decided on the final 6 for Year 1, we will need
to review the remaining 16 measures and start to make decisions and get feedback to help
create a work plan at the coordinating center for developing new reports. The following are the
16 measures:
1. Active warming for all patients at risk of intraoperative hypothermia
2. Core temperature measurement for all general anesthetics
3. At-risk adults undergoing general anesthesia given 2 or more classes of anti-emetics
4. At-risk pediatric patients undergoing general anesthesia given 2 or more classes of antiemetics
5. Colloid use limited in cases with no indication

6. Hemoglobin or hematocrit measurement for patients receiving discretionary intraoperative
red blood cell transfusions
7. Transfusion goal of hematocrit less than 30
8. Appropriate intraoperative handoff
9. Appropriate postoperative transition of care handoff performed
10. Avoiding intraoperative hypotension
11. Avoiding gaps in systolic or mean arterial pressure measurement
12. Avoiding myocardial Injury
13. Avoiding kidney injury
14. Preventing uncontrolled post-operative pain
15. Mortality
16. Avoiding medication overdose





We want to determine whether they should be included, what are the exclusion/inclusion
criteria, etc.
Perioperative normothermia: Active warming for all patients at risk of intraoperative
hypothermia
o Patients undergoing general and neuraxial anesthetics
o Cases less than 60 minutes – anesthesia start to end
o Documentation of active warming devices for patients (convection warmer)
 Any reason to change what we are looking at now?
 Is this for adults?
 It does not have to be adults.
 Feedback: If you look at short cases you have the most risk of waking up cold
and so it may be better to look at longer duration cases.
 Should we remove the time frame completely? We want to meet the measure
and the shorter cases may be more difficult.
 Once you put a patient to sleep the thermostats are changed in the room.
 Is there a normothermia measure that is looking at temperature?
 Yes, that is the next measure
Perioperative normothermia: Core temperature measurement for all general anesthetics
o Patients undergoing general anesthesia
o Cases less than 30 minutes
 We see a lot of variation at the University of Michigan
 Does include PA temperature?
 It can and the rates are getting lower (cardiac and transplant)
 You will have to define the core temperature
 Any thoughts? We can come up with a core temperature for the measurement
o This information could end up on physician compare. Any measure you report on for
QCDR can end up on physician compare and they don’t plan on asking our opinion on
whether the measure should be published for the public.







PONV (adult): At-risk adults undergoing general anesthesia given 2 or more classes of antiemetics.
o Inclusion: Patients undergoing general anesthetics
o Exclusion: Non-general anesthetics, general anesthetic without use of inhalational
anesthetic, fewer than 3 risk factors for PONV (female gender, non-smoker,
PONV/motion sickness history, opiate administration)
 Recommend to include people on TIVA, do not limit to inhalational agent
 Would you count the propofol infusion as one treatment?
 High risk patient is one who got a TIVA
 Propofol should count as an anti-emetic treatment
 We will post this on the ASPIRE Forum to get more active discussion on
how to create/define this measure
PONV (Peds): Patients administered 2 or more classes of anti-emetics.
o Patients undergoing general anesthetics
o Non-general anesthetics, general anesthetic without use of inhalation anesthetic, fewer
than 2 risk factors for PONV (surgery ≥ 30 minutes, age ≥ 3 years, strabismus surgery,
history of POV or PONV in parent or sibling)
o Risk factors for pediatrics are the same
 Complex problem to balance pain management and PONV and both measures
should be looked at as a single or in combination.
 Is it still worth measuring that antiemetics were administered?
 It is worth measuring, but we should look at postoperative pain
management also.
 We will stratify this measure over tonsillectomy patients.
 Why did you use fewer than 2 risk factors for PONV?
 It was based on a pediatric paper.
 Current practice that anyone over the age of three that has one risk
factor gets two anti-emetics
Colloid use limited in cases with no indication: Colloid use limited for patients that likely do not
need colloid (Patients with mild to moderate blood loss, outpatient surgery, short to medium
length prone surgery, all but the longest surgeries in other positions)
o All patients undergoing procedures
o Patients with >=4 units of intraoperative PRBC transfused; EBL >= 2000 ML; Prone
surgery > 4 hours anesthesia time; Any surgery > 8 hours anesthesia time
o This was a lower rated measure on the original survey we sent out when we were
determining Year 1 measures. The reason we want to bring this back is that the data
shows that avoiding colloid doesn’t change anything but the cost of anesthesia and it
can be reported easily.
 Feedback: Colloids improve tissue oxygenation, and a lot of protocols require
patients to be on colloids with a crystalloid infusion. There is an interest in
using colloids in enhanced recovery programs.








Feedback: Preoperative hematocrit needs to be documented.
Some of the measure you want to score 100% and be perfect and we should
look to meet a certain threshold, because we may find a level that reduces cost
and shows that we are choosing wisely.
Feedback: Are liver transplant are excluded?
 Can you choose the type of procedure and standardize to the
procedure?
 Feedback: All the other measures have been targeting improving safety
and outcomes and if this is targeting costs, then recommend moving
this down the list. There is no evidence of safety for the patient.
o This may be neutral in quality and if this proves that this
reduces costs, then there is some use putting in a measure to
reduce costs.
o You might want to exclude other factors, such as specialty
surgeries
From a visualization perspective we are interested in seeing changes in trends
over time.

Defining Measures





Part of the role of this group is to do the research and to define how we determine the
measures. We can have measures without thresholds and then determine what the best way is.
We need to have conversations in our specialty to help define the measures and what measures
will be helpful.
Blue Cross Blue Shield is willing to give us their cost data on the patient level, we have to be
willing to do something with that data if they give it to us.
Getting the postop data is important. Because we are just starting out and are a small group,
now is a good time to find ways to have sites to submit their postop data, CPT codes and ICD-9
codes.

