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In the newsIn the news……



Value of US Healthcare  or Value of US Healthcare  or ““AccountabilityAccountability””

http://ucatlas.ucsc.edu/spend.ph
p



Outcomes Matter:Outcomes Matter:
Limitations of  Limitations of  ““Perfect CarePerfect Care””

Case scenario:  75 y/o admitted with CHF, mild renal Case scenario:  75 y/o admitted with CHF, mild renal 
insufficiency. Echo:  EF 35%, no ischemia on stress testinsufficiency. Echo:  EF 35%, no ischemia on stress test
Treatment:  Aggressive diuresis, initiation of ACE, BB, Treatment:  Aggressive diuresis, initiation of ACE, BB, 
digoxin, spironolactone.  Clinically stabilized.  digoxin, spironolactone.  Clinically stabilized.  
Discharged 4 days. Discharged 4 days. 
As outpt:  develops nausea, decreased PO intake, As outpt:  develops nausea, decreased PO intake, 
Represents with bradycardia, hyperkalemic arrestRepresents with bradycardia, hyperkalemic arrest

EvidenceEvidence--based based ““scorescore””:  100% appropriate care!:  100% appropriate care!



Variation in HF Readmission ratesVariation in HF Readmission rates

MI 30 Day 
Readmission

HF 30 Day 
Readmission

Krumholz, H. M. et al. Circ Cardiovasc Qual
Outcomes 2009;2:407-413



Variability in HF ReadmissionVariability in HF Readmission

Krumholz, H. M. et al. Circ Cardiovasc Qual
Outcomes 2009;2:407-413



Variability inVariability in MI MI ReadmissionReadmission

Krumholz, H. M. et al. Circ Cardiovasc Qual Outcomes 2009;2:407-413
Krumholz, H. M. et al. Circ Cardiovasc Qual
Outcomes 2009;2:407-413



Heart failure Heart failure 
readmission readmission 
rates are rates are 
quite quite high in high in 
1997.1997.

Almost half of 
the patients 
were readmitted 
within

6 months



More than 10 years later, readmissions are still  More than 10 years later, readmissions are still  



Rates of Rates of RehospitalizationRehospitalization Within 30 Days Within 30 Days 
after Hospital Dischargeafter Hospital Discharge

Jencks, S et al.  N Eng J Med 2009;360:1418-28



52% HF patients no associated outpatient 52% HF patients no associated outpatient 
visit billedvisit billed

Jencks, S et al.  N Eng J Med 2009;360:1418-28Jencks, S et al.  N Eng J Med 2009;360:1418-28



Implications of Public ReportingImplications of Public Reporting



Who cares?Who cares?

Patients and Their Families Patients and Their Families 
Health Professionals Health Professionals 
HospitalsHospitals
Governmental agenciesGovernmental agencies
PayersPayers



Media Mania

Michael
don't account f  
Patient
while th

 Moore, the hospital's chief of medical education, says the numbers 
or the poverty and lack of education pervasive in southern Virginia.

s with heart attacks don't seek care quickly enough, he says, 
ose with heart failure don't follow doctors' orders.



MediaMedia--ManiaMania–– Google Google 



Does quality mean beating UNC? 

University of North 
Carolina Hospital

Duke Hospital



Issues for comparing individual hospitalsIssues for comparing individual hospitals

Sample size/Case volumeSample size/Case volume

Case mixCase mix

Event ratesEvent rates
Temporal variabilityTemporal variability



Challenges for Public ReportingChallenges for Public Reporting



Case Study: Heart FailureCase Study: Heart Failure



Heart Failure as the Paradigm of AmericaHeart Failure as the Paradigm of America’’s Problemss Problems

**Hospital discharges include people discharged alive, dead & statHospital discharges include people discharged alive, dead & status unknown.us unknown.
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Heart Failure PopulationsHeart Failure Populations

Total:  5.3 Million

1American Heart Association. 2008 Heart and Stroke Statistical 
Update. Dallas, Tex: American Heart Association; 2008. 
2Hunt SA et al. ACC/AHA guidelines for the evaluation and 
management of chronic heart failure in the adult. 2001. 



Challenges For Measuring Quality:Challenges For Measuring Quality:
HF Case ExampleHF Case Example

HF is not a single entityHF is not a single entity
Systolic vs. diastolic HFSystolic vs. diastolic HF
Etiology (ischemic vs. other)Etiology (ischemic vs. other)
Severity (NYHA class ISeverity (NYHA class I--IV)IV)

Limited data on what acute processes workLimited data on what acute processes work

Even less information how process of care delivery Even less information how process of care delivery 
factors affect acute outcomesfactors affect acute outcomes

Longitudinal diseaseLongitudinal disease
Therapies target longTherapies target long--term outcomesterm outcomes



Sample Questions from Hospitals Sample Questions from Hospitals ……..

DenominatorDenominator
My hospital is too small or too big/diffuseMy hospital is too small or too big/diffuse

Dates of observations?Dates of observations?
1 year is too short; 3 years is too long1 year is too short; 3 years is too long

DataData--toto--performance measure lags? performance measure lags? 
We do the best care with the newest therapies but We do the best care with the newest therapies but 
dondon’’t get creditt get credit

Dosing issues?Dosing issues?
We do everything very wellWe do everything very well……Any dose Any dose vsvs careful careful 
titration + followtitration + follow--up.  Why doesnup.  Why doesn’’t it count?t it count?

Durability? Durability? 
If we change will it stay and will it matter?If we change will it stay and will it matter?



What doesn’t work?  Change the input…
Heart Attack Heart Failure 
Age-65
Gender (male)
History of PTCA
History of CABG
History of heart failure
History of MI

Age-65
Gender (male)
History of PTCA
History of CABG
History of heart failure
History of MI

AMI location 
Unstable angina
Chronic atherosclerosis

Unstable angina
Chronic atherosclerosis

Respiratory failure and shock Respiratory failure and shock
Valvular heart disease
Hypertension
Stroke

Valvular heart disease
Hypertension
Stroke

Cerebrovascular disease
Renal failure
COPD
Pneumonia
Diabetes
Protein-calorie malnutrition

Renal failure
COPD
Pneumonia
Diabetes
Protein-calorie malnutrition

Dementia
Functional disability

Dementia
Functional disability

Peripheral vascular disease
Metastatic cancer
Trauma in last year
Major psych disorder
Chronic liver disease 

Peripheral vascular disease
Metastatic cancer
Trauma in last year
Major psych disorder
Chronic liver disease 



Developing Systems of CareDeveloping Systems of Care
Application to individual patientsApplication to individual patients

MI is not a single entity MI is not a single entity 
STEMISTEMI
NSTEMINSTEMI
Complications  Complications  

HF is not a single entityHF is not a single entity
Systolic vs. diastolic HFSystolic vs. diastolic HF
Etiology (ischemic vs. other)Etiology (ischemic vs. other)
Severity (NYHA class ISeverity (NYHA class I--IV)IV)



Cycle of Quality ImprovementCycle of Quality Improvement

Evaluate Assessment
Hospital team reviews summary 
reports and current protocols

Refine Protocols
Hospital team identifies
areas for improvement

Implement Refined 
Protocols
Hospital team coordinates 
implementation of refined 
protocols

Find and Support a Champion

Assess HF Treatment Rates
Measure current  treatment rates 
and process-of-care indicators



Bridging the Gap Between Knowledge and Routine Bridging the Gap Between Knowledge and Routine 
Clinical PracticeClinical Practice

AHA/ACC 
Guidelines

III IIaIIaIIa IIbIIbIIb IIIIIIIIIIII IIaIIaIIa IIbIIbIIb IIIIIIIIIIII IIaIIaIIa IIbIIbIIb IIIIIIIIIIIaIIaIIa IIbIIbIIb IIIIIIIII

Clinical 
PracticeSystems

• Clinical trial evidence
• National guidelines

• Implement evidence-
based care

• Improve communications
• Ensure compliance • Improve quality of care 

• Improve outcomes

Adapted from the American Heart Association. Get With The Guidelines; 2001. 



HF readmission can be decreased.HF readmission can be decreased.

Comprehensive discharge 
planning plus post-
discharge support for 
older patients with CHF 
significantly reduced 
readmission rates and 
may improve health 
outcomes such as survival 
and QOL without 
increasing costs.



Discharge Education Improves Clinical Outcomes Discharge Education Improves Clinical Outcomes 
in Patients with Chronic Heart Failurein Patients with Chronic Heart Failure

Koelling, T. M. et al. Circulation 2005;111:179-185

Koelling, T. M. et al. Circulation 2005;111:179-185

Event-free survival defined as time to first hospitalization or death for 
control (blue) and education (red) subjects



Cumulative hazard rate of hospital utilization for 30 Cumulative hazard rate of hospital utilization for 30 
days after index hospital dischargedays after index hospital discharge

Jack B W et al. Ann Intern Med 2009;150:178-
187

RCT involving nurse and pharmacy 
management

Jack B W et al. Ann Intern Med 2009;150:178-187



Early Physician Follow-Up and 30-Day 
Readmission among Medicare Beneficiaries 

Hospitalized with Heart Failure

Adrian F. Hernandez, MDa, Melissa A. Greiner, MSa, Gregg C. Fonarow, MDb, 
Bradley G Hammill, MSa Paul A. Heidenreich, MDc, Clyde W. Yancy, MDd, 

, Eric D. Peterson, MD, MPHa and Lesley H. Curtis, PhDa

on behalf of the Get With The Guidelines Steering Committee and Hospitals

aDuke Clinical Research Institute, Durham NC
bUCLA Medical Center, Los Angeles, CA

cPalo Alto VA Medical Center, Palo Alto, California 
dBaylor Baylor Heart and Vascular Institute, Dallas, Texas 



Hospital Variation in Early Follow-up

Median Follow-up
Visit within
7 days = 37.5%

225 Hospitals



Follow-up by Same Physician
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Observed 30-Day Outcomes

30-Day Mortality p= 0.44

30-Day Readmission p <0.01  



30-Day Readmission Relationship
Early Follow-up Unadjusted 

HR
95% CI P 

Value
Adjusted 

HR
95% CI P

Value

Quartile 1 1.0 (REF) 1.0 (REF)

Quartile 2 0.86 0.78-0.94 <.01 0.85 0.78-0.93 <01

Quartile 3 0.85 0.76-0.94 <.01 0.87 0.78-0.96 <01

Quartile 4 0.87 0.79-0.95 <.01 0.91 0.83-1.0 .05

Covariates:  age, sex, race, anemia, atrial arrhythmia,  COPD, CKD, CAD, depression, diabetes, 
hyperlipidemia, hypertension, PVD, prior CVA/TIA , smoker, creatinine, systolic blood pressure, serum sodium, 
hemoglobin, LVSD, discharge process, LOS>7 days, year of admission 



Guidelines for The Hospitalized PatientGuidelines for The Hospitalized Patient

Medications should be reconciled in every patient and Medications should be reconciled in every patient and 
adjusted as appropriate on admission to and discharge adjusted as appropriate on admission to and discharge 
from the hospital. (from the hospital. (Class I, LOE: CClass I, LOE: C))

Comprehensive written discharge instructions for all Comprehensive written discharge instructions for all 
patients with a hospitalization for HF and their patients with a hospitalization for HF and their 
caregivers is strongly recommended, with special caregivers is strongly recommended, with special 
emphasis on 6 aspects of careemphasis on 6 aspects of care…”…” ((Class I, LOE: CClass I, LOE: C))

Post discharge systems of care, if available, should be Post discharge systems of care, if available, should be 
used to facilitate the transition to effective outpatient used to facilitate the transition to effective outpatient 
care for patients hospitalized with HFcare for patients hospitalized with HF”” ((Class I, LOE:BClass I, LOE:B))

Jessup M, et al. ACC/AHA 2009 Guideline Focused Update on 
Heart Failure  
Jessup M, et al. ACC/AHA 2009 Guideline Focused Update on Heart Failure  



Hospital to Home (H2H)Hospital to Home (H2H)
Excellence in TransitionsExcellence in Transitions

[Insert Name]

American College of Cardiology

Insert Date



GoalGoal
To reduce allTo reduce all--cause recause re--admission rates among admission rates among 
patients discharged with heart failure or acute patients discharged with heart failure or acute 
myocardial infarction by 20% nationally by myocardial infarction by 20% nationally by 
December 2012.December 2012.



40

H2H Will:H2H Will:
Build a community of hospitals, health care Build a community of hospitals, health care 
systems, clinical practices, and strategic partners systems, clinical practices, and strategic partners 
dedicated to reducing preventable hospital dedicated to reducing preventable hospital 
readmissions. readmissions. 
Address the challenge of creating a coordinated Address the challenge of creating a coordinated 
health care team across different settings of care.health care team across different settings of care.
Ensure reliable, safe and healthEnsure reliable, safe and health--enhancing enhancing 
transitions for patients.transitions for patients.
Leverage the expertise and experience of other Leverage the expertise and experience of other 
organizations and partners.organizations and partners.



H2H Core ConceptsH2H Core Concepts
1.1. Medication Management PostMedication Management Post--Discharge Discharge 

Is the patient familiar and competent with his or her Is the patient familiar and competent with his or her 
medications and is there access to them?medications and is there access to them?

2.2. Early FollowEarly Follow--UpUp
Does the patient have a follow up visit scheduled Does the patient have a follow up visit scheduled 
within a week of discharge and is she or he able to within a week of discharge and is she or he able to 
get there?get there?

3.3. Symptom ManagementSymptom Management
Does the patient fully comprehend the signs and Does the patient fully comprehend the signs and 
symptoms that require medical attention and whom symptoms that require medical attention and whom 
to contact if they occur?to contact if they occur?



Committed H2H Participants

1. Obtain Administrative Support

2. Assemble an Improvement Team

3. Develop an Improvement Plan

4. Report on Progress



Reform and ReadmissionReform and Readmission
ProvisionsProvisions

Expanded use of readmission as a Expanded use of readmission as a 
performance measureperformance measure
Penalties for hospitals with high Penalties for hospitals with high 
readmission ratesreadmission rates
Pilots to test bundled payments for Pilots to test bundled payments for 
hospitals and physicians 30 days post hospitals and physicians 30 days post 
dischargedischarge
Study to determine how to apply Study to determine how to apply 
readmission penalty to physiciansreadmission penalty to physicians



Why a HospitalWhy a Hospital--Based System Based System 
for HF Management?for HF Management?

PatientsPatients
Patient capture pointPatient capture point
Have patientHave patient’’s/familys/family’’s attention: s attention: 
““teachable momentteachable moment””
Predictor of care in communityPredictor of care in community

Hospital structureHospital structure
Standardized processes/protocols/Standardized processes/protocols/
orders/teamsorders/teams
Accrediting bodies for standards of careAccrediting bodies for standards of care
Centers for Medicare and Medicaid Centers for Medicare and Medicaid 
ServicesServices——peer review organizationspeer review organizations

JCAHO (inJCAHO (in--hospital)hospital)
HEDIS (postHEDIS (post--discharge)discharge)

Fonarow GC et al. Am Heart J. 2004;148:43–51.



Make plans nowMake plans now……
Building Building a Continuum of Care in the Outpatient a Continuum of Care in the Outpatient 
SettingSetting

Assess
Quality

Pilot 
new QI 
programs 
& 
initiatives

Create 
culture
and 

resources to
ensure 

greater
guideline
adherence

IMPROVED
PATIENT
OUTCOMES



““FailureFailure”” is not an answeris not an answer
Failure to prescribe evidenceFailure to prescribe evidence--based medicationsbased medications
Failure to discontinue medication that may exacerbate HFFailure to discontinue medication that may exacerbate HF
Failure to titrate medications to target dosesFailure to titrate medications to target doses
Failure to adhere to prescribed medicationsFailure to adhere to prescribed medications
Failure to adequately address Failure to adequately address comorbiditiescomorbidities
Failure to consider device therapiesFailure to consider device therapies
Failure to provide adequate dietary counselingFailure to provide adequate dietary counseling
Failure to comply with dietary regimenFailure to comply with dietary regimen
Failure to seek early care with escalating symptomsFailure to seek early care with escalating symptoms
Failure of adequate discharge planningFailure of adequate discharge planning
Failure of adequate followFailure of adequate follow--upup
Failure of adequate monitoringFailure of adequate monitoring
Failure of patient social support systemsFailure of patient social support systems
Failure to address patient and careFailure to address patient and care--giver needsgiver needs



With help, shift the curveWith help, shift the curve



Conclusions:Conclusions:

The major need for The major need for ‘‘accountabilityaccountability’’ and value of and value of 
health care requires the clinical community to health care requires the clinical community to 
evaluate quality of care including readmissionevaluate quality of care including readmission

Outcomes matterOutcomes matter

How to How to prevent prevent ‘‘recurrent failurerecurrent failure’’ is is complicated but complicated but 
possiblepossible……

By improving discharge processesBy improving discharge processes
By improving transitional communicationsBy improving transitional communications
By improving followBy improving follow--upup
By improving By improving ‘‘realreal--timetime’’ measurementsmeasurements
By improving evidence based careBy improving evidence based care



QuestionsQuestionsQuestions

“Quality means doing it right when no one is 
looking.”

--Henry Ford

““Quality means doing it right when no one is Quality means doing it right when no one is 
looking.looking.””

----Henry FordHenry Ford
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