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Statewide Quality Collaborative for Process
mprovement: Internal Mammary Artery Utilization
cott H. Johnson, MD,* Patricia F. Theurer, BSN, Gail F. Bell, MSN, Luigi Maresca, MD,
homas Leyden, BA, and Richard L. Prager, MD, for the Michigan Society of Thoracic
nd Cardiovascular Surgeons
ivision of Cardiovascular and Thoracic Surgery, Sparrow Hospital, Lansing; Michigan Society of Thoracic and Cardiovascular
urgeons Quality Collaborative, Ann Arbor; Division of Cardiothoracic Surgery, St. Mary’s of Michigan, Saginaw; Blue Cross Blue
hield of Michigan, Southfield; and Department of Surgery, Section of Cardiac Surgery, University of Michigan, Ann Arbor,
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Background. The Michigan Society of Thoracic and
ardiovascular Surgeons (MSTCVS) Quality Collabora-

ive is a voluntary, surgeon-directed quality initiative
nvolving all cardiac surgery programs in Michigan.
nderstanding that internal mammary artery (IMA) use
uring coronary artery bypass grafting is an important
rocess measure associated with improved outcomes,

his analysis reviews our methodology to understand
MA use and increase appropriate IMA use statewide.

Methods. Adult cardiac Society of Thoracic Surgeons
ata were collected at each Michigan site and submitted
uarterly to the Duke Clinical Research Institute and the
STCVS. Seven cardiac surgery programs with IMA use

ess than 90% in isolated coronary artery bypass grafting
ere identified as low IMA users. An improvement plan
as adopted at the state level and included quarterly
onitoring of IMA use, documenting the rationale for

MA exclusion, evidence-based lectures, feedback letters
o sites, and physician-led site visits if no improvement

as noted.
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ardiovascular Center, 1500 E Medical Center Dr SPC 5864, Ann Arbor,
I 48109-5864; e-mail: rprager@umich.edu.

2010 by The Society of Thoracic Surgeons
ublished by Elsevier Inc
Results. From 2005 through 2008, 29,114 patients under-
ent coronary artery bypass grafting in Michigan. Inter-
al mammary artery utilization varied widely at the
eginning of this investigation, ranging from 66.2% to
8.4%. Seven Michigan programs were identified as low
MA users. Using the MSTCVS Quality Collaborative’s
rocess-improvement plan, collectively the seven low
MA users increased IMA grafting from 82.0% to 92.7%
p < 0.0001). Michigan IMA use increased from 91.9% to
5.8% (p < 0.0001) and is now higher than The Society of
horacic Surgeons’ average.
Conclusions. The MSTCVS Quality Collaborative

dentified programs with low IMA use and created an
nvironment to enhance IMA utilization during coronary
rtery bypass grafting, a significant operative process.
hese findings illustrate the value of a statewide sur-
eon-directed quality initiative in improving processes
nd outcomes for patients.

(Ann Thorac Surg 2010;90:1158–64)

© 2010 by The Society of Thoracic Surgeons
he Michigan Society of Thoracic and Cardiovascular
Surgeons (MSTCVS), one of the oldest regional

horacic surgical societies in the country, was founded in
965 with Dr Cameron Haight, the head of thoracic
urgery at the University of Michigan, as its first presi-
ent. Early meetings focused on clinical case presenta-

ions and scientific papers. From that early start, the state
ociety has grown to more than 121 board-certified tho-
acic surgeons. In the late 1990s, stimulated by discus-
ions from purchasers in Michigan to create a publicly
eported adult cardiac surgical outcomes database, the

STCVS used its meetings to generate the formation of

ccepted for publication May 19, 2010.

Recipient of the 2009 Southern Thoracic Surgical Association Clifford
an Meter President’s Award.

resented at the Fifty-sixth Annual Meeting of the Southern Thoracic
urgical Association, Marco Island, FL, Nov 4–7, 2009.

ddress correspondence to Dr Prager, Section of Cardiac Surgery, 5151
state society quality-review group. Initially, the
STCVS established a regional data report with the

ociety of Thoracic Surgery (STS) and the Duke Clinical
esearch Institute, which included data from the Michi-
an adult cardiac surgery programs participating in the
TS database. As additional Michigan programs volun-

arily began participating in the STS database and the
egional database grew, eventually every program in the
tate participated (Fig 1). This early experience created
pportunities to share information among surgeons and

nstitutions and developed a foundation for a statewide
ollaborative for process and outcome improvement. The
ardiac surgeon members of the MSTCVS were a driving
orce in this process, assuming professional responsibil-
ty for quality in cardiac surgery.

In 2005, after discussions with Blue Cross and Blue
hield of Michigan, the dominant payer in the state of
ichigan, an agreement was created to partially fund

his quality initiative. These funds created payments to
ll hospitals for data manager support and STS database
ees. This was a unique arrangement between the dom-

nant third-party payer in the state and Michigan’s car-

0003-4975/$36.00
doi:10.1016/j.athoracsur.2010.05.047
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iac surgeons to improve the quality of adult cardiac
urgical care on a statewide basis [1]. This model had
een used earlier in the creation of the multicenter

nterventional cardiology database known as the Blue
ross Blue Shield of Michigan Cardiovascular Consor-

ium or BMC2 [2].
Initial quality efforts of the collaborative were devel-

ped and focused on outcome and process measures in
solated coronary artery bypass graft (CABG) procedures
nd included internal mammary artery use (IMA), pre-
perative intraaortic balloon pump use, postoperative
rolonged ventilation, postoperative atrial fibrillation,
nd crude as well as risk-adjusted mortality. This review
ocuses on the MSTCVS collaborative’s plan to improve
MA usage recognizing the National Quality Forum, Phy-
ician Quality Reporting Initiative, and STS Quality Mea-
urement Task Forces identification of IMA use during
solated CABG as an important process measure and un-
erstanding its correlation with improved survival [3–7].

atients and Methods

nternal mammary artery use was selected for process
mprovement for the entire state based on the collabora-
ive’s recognition that IMA underutilization occurred at
everal sites. Patients undergoing isolated primary
ABG in the state of Michigan from 2005 through 2008
re included in this review. The STS and additional
STCVS data elements are collected at each hospital by

rained data abstracters and submitted quarterly to the
TS database at the Duke Clinical Research Institute and

he MSTCVS data repository. Yearly data audits are
erformed to enhance reliability. The University of Mich-

gan institutional review board did not believe this study
t the definition of human subjects research and was a
uality improvement activity, thus a waiver was granted.
Internal mammary artery use rates were calculated by

sing only isolated, non-redo CABG cases. Percent IMA
se was calculated by dividing the number of cases with
t least one IMA graft by the number of primary isolated
ABG cases. Bilateral IMA and single IMA graft cases
ere included in the numerator. Conversely, patients
ndergoing a single bypass using only a vein graft to a

ig 1. Cardiac surgery program enrollment in the Michigan Society
f Thoracic and Cardiovascular Surgeons Quality Collaborative.
ight coronary artery were not included in the numerator c
ut were included in the denominator. Redo cases were
xcluded for calculating the IMA variable. Emergency
ases were included for both the IMA variable and CABG
ata.
To create a target goal, the MSTCVS Quality Collabo-

ative established a statewide minimum benchmark of
0% IMA utilization for each cardiac surgery program.
his benchmark was established based on known STS
tilization from 2003 to 2004 and observed Michigan
ractice patterns. Seven programs with less than 90%

MA use in 2005 were identified. For the purposes of this
eport, these programs were called low IMA users. These
even sites varied in characteristics and included hospi-
als that were teaching and nonteaching, those with low,

oderate, and high cardiac surgical volume, surgeons
ho were in private practice and hospital based, and
ospitals in urban as well as rural settings.
An improvement plan was developed at the state level

y the MSTCVS collaborative and was discussed and
rovided to all hospitals and surgeons. This plan in-
luded the following steps: step 1, identification of a

ig 2. The Michigan Society of Thoracic and Cardiovascular Sur-
eons (MSTCVS) internal mammary artery (IMA) Exclusion Form.
CAB � coronary artery bypass; LAD � left anterior descending

oronary artery; LIMA � left internal mammary artery.)
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surgeon champion” responsible for quality initiative
mplementation at each site; step 2, reporting of IMA use
t the quarterly MSTCVS Quality Collaborative meetings
ttended by surgeons and data managers, with focus
laced on the low IMA users. Monthly IMA use was
hown unblinded for review and discussion; step 3,
reation of an IMA exclusion form for use by the low IMA
ser site surgeons to document the reason the IMA was
ot used on individual cases (Fig 2). This form was also
ffered to all sites in the state for self tracking if desired;

ig 3. 2005 internal mammary artery (IMA) use for each of the 31
ichigan cardiac surgery programs.

able 1. Preoperative Clinical Characteristics for Isolated Cor
ammary Artery Users and Michigan Compared With Societ

ariable
Low IMA

Users STS

edian age (y) 65 65
ace: black (v.2.52)b 6.35 6.22
ace: non-Caucasian (v.2.52)b 12.67 15.49
emale sex 28.33 27.34
iabetes 37.34 38.23
ypertension 82.05 81.93
moker (v.2.52)b 64.79 61.88
evere chronic obstructive pulmonary
disease

2.48 3.33

ialysis 1.87 1.97
eripheral vascular disease 15.40 14.82
revious percutaneous coronary
intervention

23.82 21.96

revious myocardial infarction 47.38 44.96
ongestive heart failure 12.08 14.03
nstable angina 36.19 39.66
ardiogenic shock 1.45 2.01
eft main disease 31.84 30.78
hree-vessel disease 75.85 75.91
jection fraction �0.50 42.41 49.87
lective status 42.09 46.82
rgent status 54.05 48.16
mergent status 3.67 4.75

Probability values are based on �2 tests for all categorical row variables.
ecause of definition change in version 2.61.
MA � internal mammary artery; NS � not significant; STS � Society
tep 4, lecture presentations at the quarterly meetings
ith evidence-based information supporting IMA use;

tep 5, feedback letters to low IMA user site surgeons
eviewing their utilization rates and specifically the col-
ated results from their IMA exclusion documentation by
urgeon; step 6, quarterly meetings held at low IMA user
ites when possible to encourage participation by all sur-
eons at the site; and step 7, potential physician-led site
isits to programs with no improvement in IMA use if
ecessary.
Clinical data reported in this investigation were ob-

ained from the STS database at Duke Clinical Research
nstitute and the MSTCVS data registry. The STS data
ad Michigan data excluded so statistical comparisons
ould be made. The Michigan data includes the low IMA
sers. Internal mammary artery use rates for the STS,
ichigan, and the low IMA users were analyzed for

ignificant change within each category by constructing
robability values based on Pearson �2 tests. Additional
omparisons between Michigan and STS IMA use rates
ere done by constructing 95% confidence intervals. The
reoperative clinical characteristics for data from 2005 to
008 for low IMA users and Michigan were compared
ith the data from the STS for statistical differences.

y Artery Bypass Grafting (2005–2008): Low Internal
Thoracic Surgeons

Value Low IMA
sers Compared

With STSa Michigan STS

p Value Michigan
Compared With

STSa

NS 65 65 NS
0.6322 8.82 6.22 �0.0001

�0.0001 12.62 15.49 �0.0001
0.0814 28.28 27.34 �0.0001
0.1450 40.21 38.23 �0.0001
0.8074 83.64 81.93 �0.0001

�0.0001 65.90 61.88 �0.0001
�0.0001 2.13 3.33 �0.0001

0.6055 2.09 1.97 0.337
0.1985 16.70 14.82 �0.0001
0.0004 23.16 21.96 �0.0001

0.0001 47.04 44.96 �0.0001
�0.0001 14.09 14.03 0.087
�0.0001 32.17 39.66 �0.0001

0.0014 1.88 2.01 0.007
0.0677 32.98 30.78 �0.0001
0.9102 76.42 75.91 0.135

�0.0001 50.34 49.87 �0.0001
�0.0001 36.50 46.82 �0.0001
�0.0001 58.79 48.16 �0.0001
�0.0001 4.48 4.75 0.001

Society of Thoracic Surgery adult cardiac database version 2.52 reported
onar
y of

p
U

b

of Thoracic Surgery database.
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esults

his review includes 29,114 patients undergoing primary
solated CABG in Michigan from 2005 through 2008. In
005, there were 31 existing cardiac surgery programs,
nd they reported a range of IMA utilization from 66.2%
o 98.4%. The IMA use for Michigan in 2005 was 92.1%,
hereas IMA use for the STS was 92.7%. Figure 3 details

MA use rates for the 31 Michigan programs in 2005.
eventeen Michigan programs performed at the STS
ean or higher. Nine programs had IMA utilization less

han 90%; however, two sites had already initiated pro-
ess improvement plans. Therefore, the remaining seven
ites were identified as low IMA users and were targeted
or the MSTCVS improvement plan. During the study
eriod no other programs had IMA use less than 90% for

wo consecutive 6-month periods; therefore, no addi-
ional programs were designated as low IMA users.

Michigan patients had a median age of 65 years, 28%
8,241) were women, and 87% (25,464) were white. Previ-
us percutaneous coronary intervention occurred in 23%
6,786), left main coronary artery disease was present in
3% (9,534), and three-vessel coronary artery disease was
resent in 76% (22,224) of patients. Univariate analysis

dentified some differences when the low IMA users and
ichigan were compared with STS values for the 4-year

eriod and are noted in Table 1.
Internal mammary artery use data for STS, Michigan,

nd the low IMA users are illustrated in Figure 4. In 2005,
he low IMA users had an IMA utilization rate of 82.1%,
nd this increased significantly during the 4-year study
eriod to 92.9% (p � 0.0001). The state of Michigan
verall also increased from 92.1% to 95.9% (p � 0.0001).
he rate of STS IMA use was also found to increase
ignificantly during the investigation (p � 0.0001). Mich-
gan overall and STS IMA use during the 4-year study
eriod is depicted in Figure 5 with 95% confidence

ntervals. Initial Michigan IMA utilization was slightly
ess than that of STS but fell within the depicted confi-
ence intervals. At the end of the review in 2008, Mich-

gan’s IMA use was higher than that of STS, and this
ifference was significant.
Using the IMA exclusion criteria form filled out by the

perating surgeon, the seven Michigan programs desig-
ated as low IMA users provided feedback for IMA

ig 4. Internal mammary artery (IMA) use from 2005 to 2008 for
he Society of Thoracic Surgeons database (STS), Michigan, and the

ow internal mammary artery users.

I
a

xclusion starting in July 2006. Two hundred forty-two
xclusion forms, representing 72.5% of those monitored
rograms for IMA exclusions, were submitted. One pro-
ram with rapidly increasing IMA utilization ceased
ubmitting forms in 2007. The reasons for IMA exclusion
re given in Table 2. The leading reasons were the left
nterior descending coronary artery was not suitable for
MA grafting, competitive flow concerns, and an emer-
ent or unstable case.
Further analysis of IMA use for the low IMA users is

hown in Table 3 for six preoperative variables, including
dvanced age (�75 years), sex, race, ejection fraction less
han 0.50, left main coronary artery disease, and emer-
ent status for the 4 years. As shown for each variable
eviewed, IMA use started at less than 90% and increased
uring the 4-year period. The discrepancy in IMA use is

urther apparent when IMA use is examined by STS
redicted mortality risk group. This analysis is shown in
igure 6, in which the low IMA users (Fig 6A) are
ompared with STS (Fig 6B). The low IMA users had
ower usage rates than STS in every risk category; how-
ver, the difference was more pronounced in the high-
isk cases. When the preoperative STS risk predicted
ortality risk was greater than 5%, the low IMA users

ad an IMA use rate of 56% in 2005. In each subsequent
ear, the low IMA users had an increase in IMA use in
ach risk group, but the utilization rates were still less
han 90% for any patient with a predicted risk of more

able 2. Results of Internal Mammary Artery Exclusion
orms Submitted

ndication for IMA
xclusion

Number of
Responses Percent

AD inadequate 56 23.14
eft main/competitive flow 45 18.60
mergent/unstable 36 14.88

MA not usable 27 11.16
hest wall issues 25 10.33
evere comorbidity 23 9.50
o LAD disease 16 6.61
ubclavian stenosis 10 4.13
ge 4 1.65
otal 242 100%

ig 5. Internal mammary artery (IMA) use from 2005 to 2008 for
ichigan (Mich) and the Society of Thoracic Surgeons database

STS) with 95% confidence intervals.
MA � internal mammary artery; LAD � left anterior descending
rtery.
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han 2% to 5%, and 80% for patients with a predicted risk
f greater than 5% in 2008.
Mortality outcomes are shown in Table 4. There were

o significant differences in unadjusted operative mor-
ality for isolated CABG during the 4 years for the low
MA users or Michigan when compared with STS. Fur-
hermore, no unintended consequences (increased com-
lications) occurred at the low IMA user sites when
ompared with the state of Michigan regarding postop-
rative bleeding, prolonged ventilation, sternal wound
nfections, or other complications.

omment

nternal Mammary Artery Use as a Process Measure
he benefits of IMA utilization in isolated CABG proce-
ures have been well documented in multiple studies.
ingle institutional studies and multicenter reviews re-
eal both improved short-term and long-term survival
fter CABG using the IMA [5–8]. The benefits of IMA
rafting appear to be present even in the advanced age
nd high-risk groups. Overall mortality reduction seems
o be consistently present in the highest risk cases [7, 8].

The MSTCVS selected IMA usage for statewide pro-
ess improvement based on underutilization at several
ospitals and the clear support of data for significant
ositive impact on survival. The National Quality Forum
elected this as a quality measure in their initial cardiac
urgery performance measures, and it is also a reported
uality measure for the Physician Quality Reporting

able 3. Percent Internal Mammary Artery Use Per Year for
ow Internal Mammary Artery Users in Six Preoperative
linical Characteristics

linical Characteristics 2005 2006 2007 2008

ge � 75 y 74.53 77.60 83.33 87.50
emale sex 75.43 76.92 83.14 89.96
ace: nonwhite 84.29 90.48 89.53 94.54
jection fractiona �0.50 80.63 84.81 88.91 91.65
eft main CAD disease 76.39 82.81 86.97 91.54
mergent status 55.68 66.13 50.00 80.43

Ejection fraction �0.10 excluded.

AD � coronary artery disease.

ig 6. Variation in internal mammary artery (IMA) use by the Societ

n Michigan (A) and national utilization in the STS database (B).
nitiative. The STS quality task force selected IMA use as
he only intraoperative process measure. These identifi-
ations make IMA use in isolated CABG ideal for bench-
arking and quality improvement programs, especially

ecognizing that IMA utilization is a unique variable
ecause its use is solely the responsibility of the operat-

ng surgeon [3, 4].
With this responsibility as a reality, the MSTCVS

elieved that as a quality collaborative, our ability to have
significant effect on surgeons themselves would actu-

lly be part of the observational lessons from this type of
pproach. Interestingly, improved IMA utilization has
een documented before by other quality initiatives,

ncluding the Northern New England Cardiovascular
isease Study Group and the Alabama CABG Study
roup [9, 10]. Both of these groups identified IMA use as
process of care suitable for quality improvement. Our

ndings in Michigan parallel these and demonstrate, as
abata and coworkers [11] recently showed, significant
ariability in IMA use among programs.

easons for Internal Mammary Artery Exclusion
he IMA exclusion forms used a simple documentation

ormat that provided insight into purported rational for
MA exclusion. With sharing of practice patterns and the
ppropriateness of IMA utilization, subsequent IMA use
uring the 3 years increased. Initial rationale for exclu-
ion of the IMA dissipated during the time of the review
s surgeons became more comfortable with IMA utiliza-
ion. Although observations reveal improved utilization
t the seven low IMA user sites, current utilization rates
n higher operative risk groups remain less than 90%,
roviding opportunity for continued discussion and po-

ential ongoing improvement activities. These findings
trongly suggest that a possible reason for decreased
MA use may be related to overall operative risk rather
han specific clinical variables such as age, sex, and race.
lthough our investigation initially did not monitor IMA
se by specific surgeon, this cannot be overlooked and
arrants further study.

he Michigan Society of Thoracic and Cardiovascular
urgeons Quality Collaborative
he MSTCVS Quality Collaborative has created a frame-
ork to influence surgical operative decision making in a

horacic Surgery (STS) predicted risk of mortality. Low IMA users
y of T
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tatewide format and has actually improved the quality
f cardiac surgical approaches in the state of Michigan.
y identifying programs with low IMA utilization and
roviding the architecture and peer culture for these
rograms to self-evaluate and improve with time, we
ave provided support for surgeon-led quality initiatives,
reating regional process and outcome improvements
12–15]. It is worth noting that with this approach, IMA
tilization increased and no site visits were necessary.
his process provides support for the conceptual role of

he surgeon as the leader in quality initiatives using
utcome data to drive process and outcome improve-
ents. As a result, IMA utilization increased for the

esignated low IMA users and for the entire state of
ichigan. The STS rate of IMA utilization increased

uring this time as well, and this could clearly have
nfluenced IMA utilization in the state. Our findings
ndicate that the collaborative itself had an additional
ffect on IMA utilization, above and beyond STS trends.
s noted, by 2008, Michigan had an IMA use percentage

hat was significantly higher than the STS percentage.
Recognizing the value of reviewing one’s own data as
ell as comparing these data to the region and to the
ation has inherent worth, and creates a more intense,
nergized, and practical approach to improvement by
ffering an enhanced opportunity for process and out-
omes advances. Powerful incentives occurred with the
epetitive presentation of site-specific unblinded data
hat were peer reviewed in an open fashion and created
culture of discussion as well as opportunity. The value

f open collaborative approaches cannot be underesti-
ated as a vehicle and method for multiple hospital

mprovement initiatives [16–18].
The MSTCVS Quality Collaborative provides Michi-

an surgeons a powerful mechanism to direct quality
mprovement in their hospitals. These early results from
he MSTCVS Quality Collaborative are encouraging and
rovide a platform to use this approach in other clinical
reas including mortality review, valvular heart surgery,
rolonged ventilation, postoperative atrial fibrillation,
tatewide blood conservation, readmission rates, venous
hromboembolism prevention, and general thoracic sur-
ery procedures, among others. Furthermore, the evolu-
ion of a collegial environment has fostered opportunity
or expanded participation in the MSTCVS collaborative

embership and now includes perfusionists, anesthesi-
logists, physician assistants, and cardiovascular admin-

able 4. Comparison of Crude Operative Mortality (2005–200
ociety of Thoracic Surgery and Michigan Compared With So

ariable
Low IMA

Users STS

p
U

perative mortality 1.95 1.98
n-hospital mortality 1.54 1.72
redicted operative mortality 1.79 1.98

MA � internal mammary artery; STS � Society of Thoracic Surgery
strators as associate members.
Recognizing that the MSTCVS Quality Collaborative
epresents one approach to creating process and out-
ome improvements, it is clear that it allows cardiac
urgeons the opportunity to be responsible owners in the
uality movement. This participation creates the future
otential for outcome improvements, resource utilization
nalysis, and sharing of approaches and processes that
ead to improved quality for an entire state.

he authors would like to acknowledge Rachel Dokholyan and
ennifer Poteat at Duke Clinical Research Institute for their exper-
ise and facilitation of MSTCVS regional reports and analyses.
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ISCUSSION
R MICHAEL MACK (Dallas, TX): I had the opportunity to see
his program up and close personally this summer while I visited
our meeting, and I was wholeheartedly impressed by this effort
nd I came away saying, why doesn’t every state do this? I am
oing to talk about this tomorrow in the presidential address. I
hink that every state should be doing statewide quality out-
omes. What are the biggest obstacles that you found getting a
tatewide initiative together? What are three key take-aways
hat you can give surgeons to begin initiatives in their state? And
hen please talk briefly about the partnership with the major
ayer in the state, Blue Cross-Blue Shield.

R ROBERT J. CERFOLIO (Birmingham, AL): And fourthly,
ince I had a chance to go as well, tell us about the family-oriented
ature and the time of the meeting and where you have it.

R JOHNSON: I will pick up that last question first; that is a
oftball. We do have statewide quarterly meetings, they involve
ll the cardiac surgery programs and include surgeon champi-
ns and data managers. We do have an annual summer meeting,
nd that is a very family-oriented event, usually held in northern
ichigan, and we invite distinguished guest lecturers like Dr
erfolio, Dr Mack, and others to come talk to us about what is
appening on the national scene.
In terms of the obstacles to overcome to get the collaborative

nitiated, I am going to defer to Dr Prager, I know he is sitting in
he crowd, because I think his experience in talking about this
ill be better, and I want Rich to stand up and answer this
uestion, because my perspective, having been in Michigan for

hree and a half years, is a little different than Rich’s is and I
ould like him to comment.

R PRAGER: Very briefly, the obstacles are us! What broke
own the obstacles, frankly, was that we also were supported by
nough cardiac surgeons at major-player hospitals geographi-
ally located on this Google earth map. So we got big players
ast, west, north, south and gradually everyone else played. At
he same time there was pressure in southeast Michigan when
he autos were still the Big Three to create their own database by

health organization; a private healthcare group in southeast
ichigan wanted to acquire cardiac surgery data and publish it,

nd with that as an incentive in the late 1990s, the MSTCVS
Michigan Society of Thoracic and Cardiovascular Surgeons)
tarted playing this role. The Blues, and I will take that part, too,
ecause I negotiated with the Blues. Blue Cross/Blue Shield of
ichigan is the largest insurer in the state and they originally
orked with a group of interventional cardiologists at eight sites

n Michigan, a small number of sites, to improve quality through
ollaboration—for example, deciding when to use nonionic
ontrast, how to reduce blood transfusions—and they started
They came to our organization on multiple occasions saying
e will help fund your initiative, we think you are on the right
ath. The bottom line is they did. They paid the STS fee at each
ite and the data manager fee at each site. We now have a
oordinating center and multiple initiatives underway. So they
ave invested in us and we would like to believe we are
ontinuing to improve our processes and outcomes and they
ave helped foster this approach.

R FREDERICK GROVER (Denver, CO): I agree with Dr Mack’s
omments. This is a great effort and a model I think for how the STS
atabase should be used. We are fairly good, I think, at using the
ata reports in our own hospitals, to see where we have some areas

hat we can improve on. But what you have done is carry it to a
ifferent level, at the state level, and have used the database to

dentify areas where there are variations to focus on for improve-
ent, identifying important processes of care that are associated
ith greater short-term and long-term survival. You then got the
roup together and broke down the barriers by getting your
urgeons to share their data, which is not easy to do.

I hope you can carry this process forward during your STS
residency promoting activity at the state level, because I think
s we get more into public reporting and in order to continue to
mprove quality, analyzing data at the state level and meeting
ogether will become very important. Again, congratulations to
he authors. My one question is, what is your next project?

R JOHNSON: Well, we have a lot of plans to tackle additional
rojects; we have already moved into valvular heart surgery, and
e are looking at other processes, including blood utilization. So
e are basically launching our kind of second front on other
rocess measures, and we are going to continue with that.

R MACK: I would add, I think one of the areas you are
eginning to assess is mitral valve repair, and one of the other
eys to the success is you are having different surgeons that have
articular areas of interest lead the effort. For instance, Dan
rake is going to tackle mitral valve repair, and I think that that

ust creates further buy-in.

R JOHNSON: And one of the mechanisms that Dr Prager has
tilized in this collaborative is he has allowed different Michigan
urgeons to develop an area of expertise, mine was IMA utilization
nd Dr Drake is going to develop mitral valve disease and other
urgeons have picked up the ball and run with other specific areas
s well.

R MACK: So the answer to Dr Grover, we are having Dr
rager visit us in December to hopefully get us going in Texas,
ut his dance card is open I understand for 2010. So you can

veryone please fill up Rich’s dance card with their state.


