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RE: Response to Appeals Letters regarding 0119 Risk-Adjusted Operative Mortality for CABG 

Dear Ms. Upshaw Travis and Dr. Fleisher: 

We are writing in response to letters requesting reconsideration of the 30-day (NQF 2558, CMS) and 
operative (NQF 0119, STS) CABG mortality measures recently endorsed by NQF. The similarity in 
these measures, which in many instances are nearly identical, allows us to address them as a group. 
These are the facts from our perspective: 
 

1. Neither STS nor CMS suggest that CABG mortality should be the sole metric to assess quality in 
cardiothoracic surgery. To the contrary, STS has strategically and persistently worked to evolve 
cardiac surgery quality measurement beyond its historical focus on one procedure, CABG, and 
one outcome, risk-adjusted mortality 1-7. Our composite measures include not only mortality but 
also risk-adjusted occurrence of ANY of five major complications (stroke, renal failure, sternal 
infection, prolonged ventilation, reoperation for bleeding). These are the major morbidities most 
commonly responsible for the lengthy and difficult postoperative courses described in the letters 
to NQF. Furthermore, we have also moved beyond a focus solely on CABG and now have 
similar composite measures for aortic valve replacement (AVR), AVR + CABG, mitral 
repair/replacement, and mitral repair/replacement + CABG. Thus, we have purposely evolved 
our quality measurement enterprise to be much more expansive, both in terms of the adverse 
outcomes measured and the procedures covered.  
 

To further expand our quality measurement portfolio, we have also developed a 30-day 
readmission measure for CABG (NQF 2514) 8, recommended by the CSAC for endorsement, 
which will further enhance our ability to identify non-fatal but serious postoperative 
complications, as these are the most common causes for readmission. 
 

STS has also nearly completed a study of failure to rescue as another potential component of our 
quality metrics portfolio and we expect to submit this for NQF endorsement next year. We are
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also exploring the addition of patient satisfaction (e.g., HCAHPS) data to our measures portfolio, 
and we have applied for several grants to study patient-reported outcomes using the PROMIS 
instrument. 
 

2. Notwithstanding our determined evolution towards more expansive and patient-centered 
outcomes, we cannot ignore the most important and longstanding metric in all complex 
operations—patient survival. As long as there is still substantial variability among providers in 
this archetypal outcomes measure, this must continue to be part of our measurement 
armamentarium. Patients are interested in the many other outcomes mentioned in the various 
letters you have received, but none of these outcomes can be evaluated unless the patient 
survives.  
 

There are three currently used time frames for measuring CABG mortality: in-hospital, 30-day, 
and STS operative mortality. In-hospital mortality is the least desirable. It is a non-standardized 
ascertainment period that results in bias against hospitals that do not have nearby extended care 
facilities to which they can discharge patients early in their postoperative courses. Thus, their 
results will appear worse than those of other institutions that do have the ability to transfer 
patients to post-acute care facilities; the subsequent deaths of such patients may not be captured 
by in-hospital mortality metrics.  
 

Thirty-day mortality (e.g., NQF 2558) is superior to in-hospital mortality as a quality metric, as it 
uses a standardized time frame for endpoint ascertainment 9,10. This is preferred by statisticians 
and is used in virtually all government accountability programs. It also mitigates the bias 
resulting from differential access to post-acute care facilities. However, as noted by the letter 
authors, it can have unintended negative consequences. Some providers may use supportive care 
measures in very ill patients until the 30-day threshold is reached, and only then discuss 
withdrawal of care. Despite anecdotes describing such occurrences, there are no hard data on 
their prevalence. Local hospital ethics committees are best positioned to identify and mitigate 
such questionable practices. 
 

Although STS still has 30-day mortality measures, in virtually all of our current performance 
composites we preferentially use operative mortality instead of in-hospital or 30-day mortality 
11,12.  Operative mortality is defined in all components of the STS National Database as (1) all 
deaths, regardless of cause, occurring during the hospitalization in which the operation was 
performed, even if after 30 days (including patients transferred to other acute care facilities); and 
(2) all deaths, regardless of cause, occurring after discharge from the hospital, but before the end 
of the 30th postoperative day. It is this metric that is used in NQF 0119. This measure combines 
the other two metrics (in-hospital mortality and 30-day mortality), and, therefore, includes all in-
hospital deaths regardless of timing, and all 30-day deaths regardless of venue. We believe this is 
the most comprehensive mortality measure, and it specifically addresses the objections raised in 
the recent letters to NQF. There is no incentive to discharge patients prematurely, as their out-of-
hospital deaths will still be recorded out to 30 days (by which time most early outpatient deaths 
will have occurred). There is also no incentive to keep the patient alive using extraordinary 
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means until day 30, then to remove life-sustaining support. Because the patient is still 
hospitalized, their death is recorded, regardless of how long postoperatively it has occurred. 

 

3. STS also has been actively developing strategies to longitudinally measure late mortality (after 
the time interval measured with operative mortality), using linkages of the STS National 
Database to both Medicare Data and data from national registries of death 13-17. 

 

In summary, STS supports the sentiments expressed in the recent letters to NQF which suggest that 
mortality is not the only metric we should use in cardiothoracic surgery. We have proven our 
commitment to this by relentlessly expanding our measure portfolio with numerous multidimensional 
composites, readmission measures, and in the near future, failure to rescue, patient satisfaction, patient-
reported outcomes, and possibly long-term survival. However, we cannot ignore the continued 
importance of survival as an extremely important metric for complex surgery, as long as it occurs with 
measureable frequency and variability. Among the available risk-adjusted mortality metrics, we believe 
operative mortality (as used in NQF 0119) is the most comprehensive, and that 30-day mortality (NQF 
2558) should also be retained as it provides a standardized time frame for ascertainment and is used in 
almost all governmental and commercial accountability programs. 
 
We appreciate the opportunity to respond to the appeals letters. Thank you for your thoughtful 
consideration. 
 
Respectfully yours, 
 

 
David A. Fullerton, MD 
STS President 
 

 
Richard L. Prager, MD 
Chair, STS Quality, Research and Patient Safety Council Operating Board 
 

 
David M. Shahian, MD 
Chair, STS Workforce on National Databases 
Chair, STS Quality Measurement Task Force 
 

 
Jeffrey P. Jacobs, MD 
Chair, STS Public Reporting Task Force 
STS Surgeon Representative for NQF Surgery Project Phase 1 & 2  
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