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Outline

m Potential VA HF Performance Measures
m Hospital to Home (H2H) Initiative

m Possible Aldosterone Antagonist
Campaign



Potential Heart Failure
Performance Measures

= [npatient (Similar to Medicare)

= Denominator: principal diagnosis of heart
failure discharged alive

m Excluding consults to palliative care or hospice

= Numerator -1 Readmission at 30 days (all
cause)

= Numerator-2 Mortality at 30 days



Potential Heart Failure
Performance Measures

m All Heart Failure Patients

= Denominator: any encounter for heart failure
In the prior 12 months

m Excluding consults to palliative care or hospice

= Numerator -1 Admission for heart failure
during the next 12 months

= Numerator-2 Mortality during the next 12
months



Available Data: VSSC Website
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Chronic Heart Failure Measure Summary

** Currently in user testing and datavalidation phase. To particiapte inusertesting, please click here

Admissions

Last Discharge Included:

8/25/2010

The first table addresses the performance measure cohort. Heart failure patients NOT receiving palliative care. Heart failure patients are counted once for
each facilitylevel if they have a heart failure diagnosis inthe last year, beginning with the fiscal quarter starting date. A patient may have multiple admissions
with a heart failure diagnosis during that period, but is only counted once. If a readmission occured within 30 days of any CHF discharge, the patientis

caonsidered to have a readmission within 30 days of discharge for the entire reporting period.

lUnique Heart Failure Patients Mot Receiving Total VA Admissions for Heart Failure Patients | Heart Failure Patients | Heart Failure Patients

Palliative Care (Measure Population) Heart Failure Readmitted (All Deceased inthe Past Deceased within 30
Cause) within 30 Year Days of Admission
Days of Discharge

WHA 379,561 32,086 8.5% 7,156 223% 28,008 T 4% 2,106 5.6%

W21 13,752 1,242 9% 252 20.3% 1,125 52% 112 99

(V21) (640) Palo Alto, CA 3,076 296 9.6% 45 16.2% 301 9.8% 18 6.1%
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Hospital tolil Excellence in Transitions

Hospital to Home (H2H)

Excellence in Transitions
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Hospital to Home

What is H2H?

 H2H is a national quality improvement
initiative to reduce unnecessary readmissions
for cardiovascular patients

e Goalis to reduce all-cause re-admission rates
among patients discharged with heart failure
or acute myocardial infarction by 20% by Dec
2012



30 Readmissions (HF Principal Dx)
Distribution for VA Facilities

Excludes Facilities with < 100 HF discharges over 2 years.



Potential to Prevent HF
Hospitalizations

Diet Noncompliance

4%, Rx Noncompliance

24%

160/0 170/0

Inappropriate Rx Other
19%

Failure to Seek
Care
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Hospital to Home

3 Question Framework

 Medication Management Post-Discharge: Is the patient
familiar and competent with his or her medications and is
there access to them?

* Early Follow-Up: Does the patient have a follow up
appointment scheduled within a week of discharge and is he
or she able to get there?

 Symptom Management: Does the patient fully comprehend
the signs and symptoms that require medical attention and
whom to contact if they occur?
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Hospital tolil Excellence in Transitions

How is the VA Involved?

* The Undersecretary for Health has signed a
letter offering support as a Strategic Partner.

* However, each facility needs to join separately.
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Hospitallioh i bh Excellence in Transitions

Who Can Join?

Hospitals are the focus. Our goal is to have each
VA inpatient facility involved.

However, anyone committed to reducing
unnecessary readmission is a welcome
participant.
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Participant Commitments

« All Participants
Implementing a quality improvement program
Contributing to and learning from the community

« “ Fully- Committed” Participants (Facilities)
Obtaining Administrative Support
Assembling an Improvement Team
Developing an Improvement Plan
Reporting on Progress
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Hospital to Home

How Does My Hospital Join?

* A representative goes to H2Hquality.org and
fills out an online form indicating your
facilities commitment to reducing
readmissions.
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Excellence in Transitions

Hospital to Home

How Much Does it Cost?

* |tis free to participate.

* Your facility will need to allocate resources as
needed for any intervention aimed at reducing
readmission rates.
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Excellence in Transitions

Hospital to Home

What Are the Incentives for My
Director?

* Hospital specific heart failure (and MI) readmission
rates will be reported (performance measure)

e Reduced readmission rates should reduce costs.

* Undersecretary for Health has signed the VA up as a
strategic partner

e Patient Care Services is recommending Enrollment
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Hospital to Home

What Are the Incentives for the
Heart Failure Provider?

* Opportunity to have your Director increase
funds for heart failure care.

* |[nvolvement with a large community
dedicated to improving heart failure care.

e Webcasts and online tools.
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Hospital tolil Excellence in Transitions

What is Expected of Participants

Obtain Administrative Support
I Assemble an Improvement Team
1 Develop and Improvement Plan

V Report on Progress through periodic
responses to brief surveys
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Hospital ol Excellence in Transitions

What Can | Do to Encourage My

Facility to Enroll?

e CHF QUERI will provide data on your current
readmission rates.

* Go to your administration with a list of talking
points, ideas for improving care.

— CHF QUERI will provide a draft talking point list,
will be available for consultation

* Agree to lead/contribute to the effort for your
facility.



Potential Campaign to Improve
Aldosterone Antagonist Use

m Use Is low In those without a

contraindication
= 35% In US registries (similar in the VA)

= NNT 19 over 1 year to save 1 life

= Indication may soon expand to mildly
symptomatic
m» EMPHASIS-HF (Eplerenone in Mild Patients

Hospitalisation And Survival Study in Heart
Failure) stopped early for benefit

= NYHA class |Il, LVEF<=30%.



Potential Resources For
Increasing Aldosterone Antagonist

Use

m \Webinars for interested providers

= Protocol for Initiation/titration

m Slide Set for talks

m Local pharmacist involvement

m Patient Activated Care Team

= Notes placed in Echocardiography Report
= No Industry involvement
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