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Data Collection and Risk modeling: How,
When & Why?

Managed care system, public accountability,
cost containment, pay-for-performance
and ranking culture demand Quality of

care to be monitored through appropriate
Instruments

Outcome endpoints (i.e. morbidity and
mortality) are still the most widely used
guality indicators in thoracic surgery.




Data Collection and Risk modelling:
How, When & Why?

Outcomes should be reported in the correct way to prevent
risk-averse behaviours and misleading information.

Outcome indicators need risk-adjustment,
as different case-mixes may influence outcome.

Risk-modelling must become the logical and necessary
approach for provider profiling and comparative audit.




Data Collection

The most important tool of any quality
assessment endeavour is a database that is
made up of a representative sample of the study
group of interest.

The gold standard for data should be a specialty-
specific, procedure-specific, prospectively
maintained, periodically audited, electronic

database that contain, at the minimum, a core set

of variables that has been demonstrated to be
associated with outcome.




Administrative databases:
Advantages: readily available and relatively inexpensive

Disadvantages: collected for billing purposes, critical
variables may be unavailable, difficult differentiation of
comorbidities from complications, exclude important
variables that are not billable diagnoses, limit the number of
secondary diagnoses and generally have poor flexibility to

properly classify certain comorbidities

Claims data should be avoided whenever

possible for clinical audit purposes




Principles of data collection

 The practical steps to be planned (recorded) to construct
a solid database are: a clear definition of the data
sources and the creation of a list of variables (and their
definitions) that will constitute the database.

 These steps will permit that 1) the database can be used
even by subjects that did not participate to its
construction, 2) the database can be audited by external
data managers to assess quality of data, 3) changes in
data collection or variables recording may be adequately
planned.

 The importance of the source and the quality of data
cannot be overemphasized enough.




Principles of data collection

Most of the data that are of clinical interest derive from
clinical records or other attached documents (laboratory
exams or PFTs). One of the most critical aspects of the
database construction is the extraction of the data from
the medical record to the database.

Wherever possible, data should be entered in real time,
at the point of capture; to this end a networked database
should be accessible in the operating theatre, the ward,
the clinic and the multidisciplinary team meeting room.

When possible this data should be used to generate
documents such as operation notes, MDT report,
correspondence, so that data capture becomes integral
to routine patient care.




Data Audit

 The person in charge of capturing or transferring data
Into a database should be properly qualified and
adequately trained.

e A Clinical Audit Lead should be selected who will be
responsible for the accuracy and quality of data
collection.

 The data should be periodically checked for
discrepancies, inconsistencies, missing values, to
ensure a high quality database. If any underperformance
In data collection would be detected this should be
reported to all persons involved in the process of data
recording.




The Costs of data collection

o Collecting data, maintaining an updated dataset,
periodically assessing the quality of data may involve
substantial costs. Furthermore, the logistical costs
attributable to database management add to the costs of
analysing data, generating and reporting results, and
Implementing quallty measures that are suggested by
data analysis.

Even If start-up costs may be daunting, ultimately
Improved quality of care will be cost-efficient, since the
least expensive means to accomplish a task (health care
delivery) is the means that employs the highest quality in
the process.

Hospital administrators have to appreciate the economic
Importance of data collection; cost savings as a result of
Improved quality of care can be used to offset costs of
gathering data and implementing clinical databases.
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methodological and practical
example
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Observed versus ESOS-predicted mortality in each unit
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More comprehensive guality
indicators are desirable









Quality abstract construct

composite of measurable surrogates






Audit and Clinical Excellence ad hoc Committee
(A. Brunelli,G. Varela, P.Van Schil)



European Thoracic Quality benchmark “club”



The European Thoracic Database:
The Future



Access European Thoracic
Database at

https://www.thoracicdata.org




