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The Surgeon’s Role in the Quality of Oncologic Care

Quality should be the right treatment for the right patient at the right time. In
response to widely varying patient outcomes, national cancer organizations are
emphasizing improvement in the quality of cancer care. The National Quality
Forum, National Comprehensive Cancer Network, American Society of Clinical
Oncology, and American College of Surgeons’ Commission on Cancer, for ex-
ample, have all defined quality measures and performed pilot projects to show
how to measure and improve quality. Additionally, recent pay-for-performance
initiatives have brought even more attention to quality improvement. Because
cancer care is complex and multidisciplinary, surgeons must play an integral role
in quality improvement. 

Providing good quality surgical care is essential and involves several con-
siderations. This commentary discusses 6 of them.

1. Recognize the population
People older than 65 years comprise the fastest growing population in the
United States. The U.S. Census Bureau estimates that they will represent 13%
of the population by 2010 and more than 50% by 2020. In 1999, they accounted
for 40% of hospital discharges and 48% of inpatient care days.1 Because the
risk for most cancers increases with age, this group represents a large cohort of
patients who will need oncologic care. Moreover, this group of patients has
unique issues, such as the need for evaluating their decision-making capacity,
drafting of a living will or durable power of attorney, evaluation of functional
status, need for assistance with activities of daily living (ADLs) postoperatively,
and the management of polypharmacy. These issues, along with complex
comorbidities, underscore the need for a multidisciplinary team approach to
cancer care in the elderly.

2. Evaluate and Manage the Comorbidities
The number and severity of comorbidities increase as patients age.2 Therefore,
to provide high-quality surgical care, evaluating and optimizing comorbidities
is important. Although surgeon volume is traditionally associated with out-
come, the acuity of surgery and patient comorbidities are possibly more pre-
dictive.3 Patients undergoing emergent surgery have been shown to be nearly
4 times more likely to die during the hospital course than those undergoing
elective surgery. Similarly, patients with cardiac, pulmonary, and hepatic co-
morbidities had a substantial increase in mortality.3 These factors highlight the
importance of a thorough preoperative evaluation.

3. Perform Appropriate Processes
“Processes of care” are what providers do for their patients. These efforts range
from obtaining an appropriate history and performing a physical examination
to appropriately offering neoadjuvant therapy and to taking necessary actions
in the operating room. Quality-of-care studies have used process measures to
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evaluate quality. For example, the National Initiative
for Cancer Care Quality project found that patients
with breast and colorectal cancer received 86% and
78% of recommended care, respectively.4 For surgeons
caring for cancer patients, numerous important
processes of care occur in the preoperative, intraop-
erative, and postoperative periods. 

Preoperative Planning
In addition to evaluating and optimizing comorbid
conditions preoperatively, physicians must consider
other issues. McGory et al.5 recently published qual-
ity indicators for elderly patients undergoing abdom-
inal surgery. According to these evidence-based,
expert-panel-verified quality indicators, the patient’s
nutritional status, cognitive function, ambulatory abil-
ity, functional status, and medication list should be
evaluated preoperatively. During the preoperative as-
sessment, the surgeon must also select the most suit-
able operation for the patient. This requires a frank
discussion with the patient about the disease, the role
of surgery (cure vs. palliation), potential complica-
tions, overall prognosis, and postoperative functional
status. Additionally, an advance directive or living
will indicating the patient’s preferences should be
placed in the chart.5

Intraoperative Management
In the operating room, surgeons must perform the ap-
propriate processes specific to the surgery. For exam-
ple, key steps in performing an appropriate resection
of a low rectal cancer include adequate exposure,
identification of the hypogastric nerves and left ureter,
appropriate mobilization of the left colon, and a to-
tal mesorectal excision. If a sphincter-sparing opera-
tion is performed, several processes of care are also
involved with performing the anastomosis. Aside from
processes for specific operations, generic processes
such as maintaining of intraoperative normothermia
and proper positioning on the operating room table
must also be done to avoid compressive neuropathy.5

Postoperative Period 
Processes in the postoperative period include preven-
tion of iatrogenic complications and discharge plan-
ning. Important additional quality measures in the
postoperative period include close monitoring of
fluid status, elevating the head of the bed, perform-
ing incentive spirometry, and preventing infection
with prophylactic antibiotics. Experts also suggest
reevaluating certain preoperative measures, includ-

ing the patient’s home environment, cognition, func-
tional status, ambulatory ability, and nutrition, before
discharge.5 This is critical because Lawrence et al.6

showed that 6 months after major abdominal surgery,
a significant incidence of disability remained in el-
derly patients in regard to ADLs, ambulation, cognition,
and physical strength and conditioning. 

4. Measure and Know the Outcomes
Traditional outcome measures examine patient mor-
bidity and mortality after treatment. However, 
patient-reported items, such as quality of life, func-
tional capacity, ability to perform ADLs, and satis-
faction, may be equally important.7 Recording
outcomes, regardless of the measure, allows surgeons
to recognize areas for improvement and to design and
implement interventions to improve quality.8

5. Work as a Team
Given the increasing complexity of multidisciplinary
cancer care, efficient delivery of stage-appropriate
treatment requires coordination among multidisci-
plinary team members. Teamwork in cancer care in-
volves each team member understanding the full
spectrum of care for the cancers treated. This is im-
portant because the patient may initially present to any
member of the team. Understanding the totality of
care allows each member to direct the patient to the
appropriate next step in the treatment algorithm. For
example, if a patient with stage 3 rectal cancer initially
presents to a surgeon, the surgeon should know that
the patient should be referred for neoadjuvant ther-
apy before surgery. Stage-appropriate care can be 
assured through a multidisciplinary conference that
would also facilitate communication among team
members, which is critical to providing good quality
care.

6. Know Your Limitations
An important aspect of quality improvement is hav-
ing the most expert and experienced staff available to
care for patients with specific diseases. That specialist
providers who treat a high volume of patients with a
particular condition consistently have better outcomes
than generalists is well established.9–11 The reasons for
this are likely related to a more thorough and current
knowledge of the literature and more experience treating
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the illness and its potential complications. This even
has implications within subspecialties, where one sur-
gical oncologist may specialize in the treatment of
soft tissue sarcomas, whereas another focuses on
melanoma. In an era when quality of care is at the fore-
front, surgeons probably should not promote a “jack
of all trades, master of none” philosophy. Instead, sur-
geons should aspire to be a master of some. Currently,
the definition of some—how much experience one
needs to be deemed a specialist—is unclear. However,
as more data on quality are collected and evaluated
and as this information becomes increasingly more
transparent, the resolution of this debate will become
clearer.
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