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“Assessing CV Quality”... 25 years later
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Abstract

Public release of operator-specific data for cardiovascular procedures has set a
new precedent, introducing the “scorecard” era. Justification exists for public
disclosure, but the mechanics of appropriate data release are complex from a
clinical, statistical, and logistic standpoint. Scorecard medicine may appropriately
promote regionalization of medical centers and consolidation of services, but
unless the process is directed effectively, it may impair the development of new
treatments because of a more restrictive clinical practice environment.

We propose revamping our current system to facilitate rapid and accurate access to
outcome data in the local practice environment so that improvement in practice
occurs on a voluntary basis rather than in response to punitive restrictions.A
rational plan needs to be developed for dealing with high-risk patients, perhaps
through compensation in regression models used to calculate expected outcomes,
and for the start-up of novice physicians. Special provisions are needed to
promote clinical research. Before procedures are done, it would be ideal to provide

Topol EJ & Califf RM. Ann Intern Med. 1994 Jan 1;120(1):65-70.
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Measuring Quality in 2019 Quality ?
Why it remains so important

Variations in care and patient outcome remain issue

‘Big Data’ gives us abilities to assess both care &
patient outcomes as never before

Reimbursement is shifting from FES to bundled
payments--may encourage ‘under-treatment’
New valued based care models

Assume payment for quality

But how to quantify quality?



Definition of Quality
In Health Care

“Degree to which health care services
Increase the likelihood of desired health
outcomes and are consistent with current
professional knowledge”

Are you doing the right things?
Are your patients better off for it?

IOM. Lohr KN. Medicare: a strategy for quality assurance.
Vol. 1.Washington (DC): National Academy Press; 1990.



Defining CV Quality
Donabedian’s Triad

Structure
Magnet nursing designation

Process
Prescription of evidence-based medications

Outcomes
Acute mortality
30-day Readmission

Donabedian A Reprint
The Milbank Quarterly, Vol. 83, No. 4, 2005



The IOM Definition of
Quality Care

Timely: Rapid identification and treatment
Effective: with right drugs / procedures
Safe: atright dose and / or done right

Equitable: in all eligible pts

Patient centered: But considering the risks and
benefits for the individual patient

Cost-effective: avoiding over-treatment
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% In-Hosp Mortality
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Adherence and Mortality
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Peterson et al, JAMA 2006;295:1863-1912



Challenges: Quality Measures

Ceiling effects
Those that we study improve; making our ability to
differentiate quality challenging

ASSEesSs wrong processes
Not all care recommendations are the same

Use vs safe use
Over and under-dosing

Not all outcome metrics are the same
Gaming
Readmissions



Choosing Based on Process
Which center is better?
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Process OQutcome Mismatch

Association Between Performance Measures

and Clinical Outcomes for Patients

Hospitalized With Heart Failure

Gregg C. Fonarow, MD

Wilham T. Abraham, MD

Table 4. Unadjusted and Risk-Adjusted Process-Outcome Links for ACC/AHA Hospital
Ferformance dMeasures for Heart Failure

Nancy M. Albert, RN, PhD

Wendy Gattis Stough, PharmD

Mihai Gheorghiade, MD

Barry H. Greenberg, MD

Pradictive of Mortality
at 60- to 90-d Follow-up

Predictive of Mortality
or Rehospitalization
at &0- to 90-d Follow -up

I
Hazard Ratio

Christopher M. O"Connor, MD

Karen Pieper, MS

Jie Lena Sun, MS

Clyde Yancy, MD

James B. Young, MD

for the OPTIMIZE-HF Investigators

and Hospitals

P Cdds Ratio P
Performance Measures (95% CI) Value (95% Cl) Valus
Linadjustec
Dischargs instnuactions 086 (0.55-1.13) 29 097 (0.85-1.12) Ba
Evalusation of LW 075 (0.85-1.03) A5 QLBE 0.71-1.04) a1
syatolic function
ACE inhibitor/aRE for LY 048 (0.31-0.73) =001 D55 (0.43-0.70) =, 100
syatolic dvsfunction
Smoking cessation counsealing 0,5 (0,30-0,906) Rk OLET 10.459-0,92) 01
Warfarin for atrial firllation 081 (0.588-1.13) 22 QBT 0.71-1.07) a8
p-Blocker at dischargs 042 (0.27-0.63) =000 CLES (0.52-0.91) D0
Risk-adjusted
Dischargs instnactions 0,90 (D.E5-1 .23) R 1.07 (0.89-1.28) AE
Evaluation of LW 0,91 (D0.65-1.28) 59 105 (0.81-1 .38) BT
ayvatolic function
ACE inhibitordaRE for LW 0.6 (D0.35-1.06) A5 051 10.34-0.78) A0E
systalic dysfunction
Smoking cessation counsealing 075 (041-1.37) 35 0.7 4 (D501 0 A2
Warfarin for atrial firllation 0,74 (D.50-1.09) A3 083 10,641 .0 A9
B-Blocker at dischargs .48 (0.30-0.749) A0 .73 (0.55-0,96) A

Abbresviations: ACCA/AHS, Amencan Colkoge of Cardiclogy’amancan Heart Association; ACE, andgotensin-corverting
erzyvime, ARE, angictanszin raceptor blkecker; Cl, confidence intaral; LY, kft ventricular,

Fonorow GC JAMA 2007;297:61-70



Use vs Safe Use
Excessive Antithrombotic Dosing
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Safety (% Excessive Dosing)

Effective and Safe Use
Both Needed

Hospital Performance Scorecard

High Adherence

Unsafe

Low Adherence High Adherence
Safe Safe

Quality (% Guideline Adherence)

- Peterson ACC 2006



% In-hospital Mortality

Hospital Safety, Quality, and Outcomes
N=318 Hospitals; 56,245 Patients

Both Poor

Safe-Low
Adherence

Unsafe-High
Adherence

Both Superior

- Peterson ACC 2006




How do hospital administrations
response to poor.outcomes data?

Mandatory coding training (up-code diagnoses)

Denominator control

Reduction in treatment of very sick
— Less shock pts to cath lab
— Less sick pts to OR (or transplant etc)

Better numerator control
Obs care vs admission (HF)
Palliative care unit svs in-pt mortality (CABG)

Fundamentally address care practices



The Problem: Which Outcomes Matter?
Hospital 30 Day HF Mortality vs. Readmission
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The Future of Quality Measurement
Patient-centric & Shared Accountability Metrics

Patient perspective
Functional outcomes
Satisfaction with care

Payer perspective
Costs/Appropriateness

Population perspective
Lifestyle and treatment adherence
Disease prevention



Affecting Quality and Functional Outcomes

@ JAMA Network

CABANA Atrial Fibrillation

QUESTION What is the effect of catheter ablation, compared with medical therapy, on quality of life in patients
with symptomatic atrial fibrillation (AF)?

CONCLUSION This randomized trial of patients with symptomatic AF found that catheter ablation led to clinically important
and significant improvements in quality of life at 12 months.

POPULATION .

1385 Men :
819 women

Symptomatic patients
with AF aged >65 or €65
with 21 risk factor for stroke

Median age: 68 years

LOCATIONS

10 Countries
126 Centers

INTERVENTION

2204 patients randomized

1096

Standard rhythm or rate
control drug according

Lo Investigator discretion

CO-PRIMARY OUTCOMES

Prespecified co-primary quality of life (QOL) end points at 12 mo

Atrial Fibrillation Effect

Mayo AF-Specific Symptom Inventory (MAFSI) Frequency Score

severity Score

FINDINGS
QOL score differences (baseline to 12 mo)

AFEQT 23.5points 17.8 pomt;.

MAFSI rug ther:
Frequency 5.4 points 3.8 points
MAFSI

Severity

4.3 points 2.8 points

Adjusted differences (95% Cls)
AFEQT: 5.3 points (3.7 t0 6.9)
MAFSI Frequency: -1.7 points (-2.3t0o-1.2)
MAFSI Severity: -1.5 points (-2.0to~-1.1)

significant for the ablation group vs dn

JAMA. 2019;321(13):1275-1285.
doi:10.1001/jama.2019.0692




Is Patient Satisfaction a Valid Metric?
Association of Satisfaction, Quality + Outcomes
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Glickman S et al. Circ CQQO, 2010.



Increased Price and Cost Pressure

Overcoming the Pricing Power of Hospitals

Rob Kochior: MD decline in inpatient hospital use means there are too many hos-

pital beds and low occupancy rates in many communities.
Health care reform has stimulated additional consolida-
tion as well as having hospitals purchasing physician prac-
MID A PERIOD OF UNPRECEDENTED CHANGE AND IM- tices. HDSP][E[IS Nnow L‘;‘IT[I_‘.I[L‘Z!}-’ a l'ﬂ'ﬂ__]DI'i l}-‘ of ph}-‘SiC ians.” Hos-
provement in the US health system, the changes pitals justify this consolidation as necessary to support
leading to larger local hospithls and health svs- integrated care, investments in health information technol-

Fzekiel ). Emanuel, MD. PhD

tems, including academic mejg
cause for concern. For decades. the domir

egy of local hospitals and health system ReC ommen d atl ons.

local and regional market share and use

POEr S5 s s e s Incentivize MDs to Be Sensitive
ot Bl ot to Hospital Prices

Support Pricing Transparency
Bundled Payments




Importance of a Longitudinal Perspective
In Quality Assess

Post AMI Trajectory 1 (T1)
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wl Duke Clinical Research Institute
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Lifestyle Modification
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The Problem:
Measuring Effective Lifestyle Modification
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Reeves GR et al Arch Intern Med
2008:168:2111-2117.



Statin Adherence and Mortality
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‘L‘“ Duke Clinical Research Institute Ro_driguez, F et al JAMA Cardiol. 2019 4(3):206-213.
doi:10.1001/jamacardio.2018.4936
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Conclusions

CV quality measurement remains as or more important
than ever before

Existing quality metrics are imperfect

Future metrics should include
Patient functional outcomes/QOL/satisfaction
Care appropriateness/Costs
Longitudinal adherence + Risk modification

Measuring and improving these CV quality metrics Is
challenging...But our patients deserve this
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