With the process of a recertification mechanism for Surgeons now under construction, the use of surgical outcomes as a component part is being given serious consideration.  Separating that element of outcome which is attributable to the affect of the individual surgeon as opposed to that of other carers and team members may pose some difficulty.  Indeed ensuring that the data sets involved are of sufficient accuracy and are truly surrogates of treatment quality is another area where confidence is needed if they are to be introduced into a high stakes assessment process in the professional progress of a Surgeon.  Opinion extends from “if outcomes are good then any other assessment is unnecessary”.  “Any Surgeon should know what he/she has done by way of operative activity and what has happened to these patients”.   “ I simply do not get the time nor the support to record these things if I am to collect this information I need the resources and time to be able to do it – otherwise it will interfere with my productivity and efficiency which is meantime the priority given by my management”
Data is not in short supply in the NHS, being held at individual level, institutional and national level, but with no data set being specifically designed for recertification.  Indeed constructing yet another set of data for revalidation purposes is an unwelcome prospect.  Instead improving the accuracy of existing data in accessing those sets that will provide the requisite information is much more attractive – with the provision that we as Surgeons know what we want to measure and use it as an indicator of ongoing competence and ability. 
Charged with the role of “broker” on recertification, RCS Edinburgh chose this topic as the focus for this year’s annual conference – the sequel to the previous flagship conference on Patient Safety (APSIS - Advancing Patient Safety in Surgery), held in October 2007 and invited leaders in the field to provide context and commentary on the measurement of healthcare and its relevance to recertification.  The Conference also invited representation from each surgical specialty to share in their experience and reflections on collecting data and analysing it for the purposes of benchmarking.  Delegates attended from the 4 home countries and in addition, overseas Colleges including representation from Dublin, Singapore, Hong Kong and Canada with the latter two countries being represented by their College Presidents.
Professor Sir Graeme Catto, GMC President and Dr Judith Hulf, President of the Royal College of Anaesthetists and Chair of the Academy Revalidation Development Group (ARDG) opened the meeting along with Dr Harry Burns, Chief Medical Officer, Scotland, with RCSEd President, Mr John Orr speaking in his capacity as Chairman of SASM and Professor Sir Graham Teasdale, Chairman of Quality Improvement Scotland (QIS), providing commentary on the use of individual and institutional data sets as surrogates of quality and performance of individual Surgeons as well as institutional activity.  Mr Mike Ramsden, Chairman of NHS Institute gave an insight on the potential use of existing data sets for recertification. Unfortunately our international guest speaker, Dr Charles Denham, Chairman of the Texas Institute of Medical Technology had to postpone his visit for pressing family reasons, but he graciously created a presentation for our meeting relating to the challenges of quality measurement in the healthcare system in the USA and how this relates to status and rating of each provider.

The afternoon speakers from each specialty provided an expert perspective on the experience to date on where each could provide their members with potential markers of performance indicators recognising that the Surgeon cannot be isolated in all instances as the sole, or on occasion even the main contributor to outcome of care.  The need for care and analysis, accuracy in recording and context and interpretation of significance were repeated cautionary soundings from all presentations, but where nonetheless balanced by the optimistic planning and pragmatic expectations.  The choice of topic had clear relevance and excellence in content and delivery were hallmarks of the day.

Section 1

Sir Graeme Catto opened the conference describing the regulatory purposes of revalidation and the legislation which has resulted in recertification as a competence assurance process.  The introduction of licensing and revision of the Specialist Register along with the creation of GMC affiliates will provide a modified framework enabling each Clinician to demonstrate their clinical and other professional abilities.  Sir Graeme emphasised the GMC is the agent to which assessment marked out by the Colleges identification of standards will be executed and highlighted the need for local delivery of our robust appraisal system.  Regulation at the level of individual, team, employer and organisation will be based on the 4 domains of Good Medical Practice  and this 4 layer – 4 domain model will require the co-operation at all levels and was a challenge to the claim that only outcomes directly attributed to the individual were of value.  The importance of surgeon’s team member was given similar emphasis with the potential remediation at various stages being seen as important at local level as well as collegiate level.  As with all following presentations patient safety was a prime consideration.  Sir Graeme outlined the structures in place for governance of recertification including the emergence of a UK Programme Board with national delivery boards based in each home country being charged with local implementation.
The Revalidation plans being drafted by the Academy were outlined by Dr Judith Hulf who emphasised the need to provide equity in revalidation irrespective of specialty and including non training grade doctors.  Three work streams, including 

· defining the evidence required

· cross specialty working groups evaluating CPD/e-portfolio/remediation/MSFand patient safety, non clinical work and a specialty standards editorial board

A number of tasks were highlighted

· Options and models of delivery

· The need for appraisal training

· Maximising utility of existing portfolios

· Generation of Standards documentation

A panel process of server’s accreditation is also being considered in conjunction with the Care Quality Commission and the NHS QIS.

Dr Harry Burns closed the first session by highlighting those features common to both doctors and patients expectations i.e. focusing on clinical competence and skills rather than any of the other initiatives placed as a priority in healthcare delivery through management.  He highlighted the role in Scottish Patient Safety and demonstrated how volume outcome ratios can be optimised through institutional team performance and cross specialty working.  He considered quality improvement to be a likely consequence of recertification.

An outline of Scottish Audit for Surgical Mortality and the value of this project to both service and individual Surgeon were emphasised.  Future developments including an electronic version will continue to enhance the prospect of incorporation into recertification portfolios and be an important pillar in clinical governance as regards both individual and institution.  Sir Graham Teasdale emphasised the importance of utilising existing measures being available through Scottish Patient Safety programme and SASM and maximising the accuracy of data held at Information Services Division in Scottish Government.  Case mix adjustment was critical in interpretation and alternative methods of quality measurement using run charts data, contribution of morbidity and mortality meetings to recommend that it was important for specialties to choose and collect the relevant outcome indicators, for the individual to ensure interpretation and integrating of routine collected data and for the development of a robust clinical governance arrangement to be established in each area by a responsible officer.  
The morning session was completed by Mike Ramsden, Chair of the NHS Information Centre for health group describing a description of the structure and functioning of his agency and its aspiration for implementing the next stage review.  As part of the quest for quality he encouraged the use of data steps available through his centre.

The after lunch session included representatives of each Specialty who outlined the progress being made.  Common ground included a positive approach towards collection and collation of data, with the right kind of data being a requirement for each specialty and a commitment to process even though outcomes may vary substantially from mortality through to admission data.  The importance of context and a need to keep simple and make no assumptions about volume being a surrogate for quality were emphasised.  The challenges of accuracy and coding and correction of data points for risk adjustment were outlined as well as a concern that risk adverse behaviour could emerge.  Even within individual specialties it may be that practice may differ substantially within sub-specialties and outcome analysis must be routed in actual practice indeed cross-specialty procedures (hand surgery, cleft surgery) may require agreement across these different specialties.  Outcome data should emphasise positive outcomes as well as morbidity and mortality and if outliers are identified, then the validity of the data the environment of work case mix and individual performance all require scrutiny.  What was clear however, was that data collection is essential, national audits would be considered obligate and the surgical community are adopting a positive approach realising that an incremental irrigative process will deliver a product within each specialty, ensuring that data should be as accurate as possible, sampled regularly and kept as simple as the process will allow.
The conference in fact showed common ground across surgical specialties to be perhaps better developed than expected and the use of outcome data to be a realistic prospect for incorporation into recertification.
Professor George G Youngson

Director of Standards
This article will also appear in the April 2009 issue of Surgeons News
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