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I. CHF QUERI Center Mission, Goals and Scope

1.1 Clinical Focus and Scope

The mission of our CHF QUERI Center is to improve survival and quality of life for all VA
patients with heart failure and those at risk for heart failure through collaboration with
other VA organizations to implement best practices. We believe the best way to achieve
this mission is through increased use of care known to prolong survival and other
interventions that reduce hospitalization rates. An additional objective is to contribute
to implementation science while we work toward the above goals. We have designed
our implementation projects accordingly using formative evaluations and randomized

trials of different implementation strategies.

Once the use rates of life-prolonging treatments are at a high level and readmission
rates are low, we plan to focus on identification and treatment of patients with
unsuspected reduced left ventricular ejection fraction (LVEF) in order to prevent
subsequent heart failure. The medical treatment of heart failure and preserved systolic
function (diastolic dysfunction) is also not a current focus of our QUERI due to the lack of
relevant clinical practice guidelines. However, this may change if specific treatment

guidelines for patients with diastolic heart failure (Step two) become available.

Over the last decade the VA has progressively increased its use of recommended
medical treatments for heart failure. In 2005 the VA was clearly ahead of the U.S.
community as measured by the Joint Commission (Figure 1), but by 2007 this was not
clearly the case (Figure 2). Now both the VA and non-VA systems are operating at a
high level based on these measures. These measures (also Joint Commission and
Center for Medicaid and Medicare Services measures) include

1) measurement of left ventricular ejection fraction (currently at 99%) in patients
presenting with heart failure, 2) use of angiotensin converting enzyme inhibitors in
appropriate patients (91% use in those with a left ventricular ejection fraction < 40%),

3) documentation of patient education (91%) and 4) smoking cessation counseling (93%).
The VA has done so well, that we have lowered the priority of further improving life-
prolonging treatment to a secondary goal and have promoted reduced hospitalization rates

as our primary goal.
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Figure 1. 2005 Performance data for VA and the Non-VA (Joint Commission mean) for

heart failure mission critical measures.
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Figure 2. 2007 Performance data for VA and the Non-VA (Joint Commission mean) for

heart failure mission critical measures.

These measures only focus on inpatient care, though there are additional potential
performance measures that endorsed by the National Quality Forum (Table 1) that have
yet to be adopted by the VA.
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Table 1. National Voluntary Consensus Standards For Ambulatory Care, July 2007,
National Quality Forum.

MEASURE TITLE MEASURE DESCRIPTION

Heart Failure (HF): Assessment of Percentage of patient visits or patients with HF with
Activity Level assessment of activity level.

HF: Assessment of Clinical Percentage of patient visits or patients with HF with
Symptoms of Volume Overload assessment of clinical symptoms of volume overload
(Excess) (excess).

HF: Beta-blocker therapy Percentage of patients with HF who also have LVSD who

were prescribed beta-blocker therapy.

HF: Warfarin Therapy Patients with | Percentage of patients with HF who also have paroxysmal or

Atrial Fibrillation chronic atrial fibrillation who were prescribed warfarin
therapy.
HF: Weight Measurement Percentage of patient visits for patients with HF with weight

measurement recorded.

Of these emerging measures we have given special attention to beta-blockers. Of
those measures listed above only beta-blockers are documented to improve survival.
Accordingly we have focused the last three years on interventions to improve the use of
beta-blockers in the VA. Use of beta-blockers recently reached 90% in the VA system

and we therefore no longer have increased beta-blocker use as our top priority.

With all of the measures of performance we plan to look for disparities in care based on
race, gender, age, history of mental health issues, and location (urban/rural) and

academic status of the medical center.

Although use of implantable cardioverter defibrillators (ICDs) is of interest to the VA
given their high cost, potential for improvement in survival, and increased attention paid
to them by U.S. society, CHF QUERI will not work actively to increase use unless the
cost-effectiveness is demonstrated clearly for veterans. CHF QUERI believes a better
measure of quality would be documentation of a discussion with the appropriate patient
regarding ICD implantation. We are currently working with the OQP to better understand
the number of patients eligible for ICDs through the use of the External Peer Review
Program (EPRP). In the past, VA has trailed the rest of the U.S. in performance of
invasive procedures such as coronary angiography (both necessary and unnecessary).
(1) We are defining appropriate VA populations for treatment (based on cost-

effectiveness) as part of an HSR&D funded project.
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While there is still some room for improvement with beta-blockers, the existing mission
critical measures and other measures recommended by clinical guidelines (warfarin use
for those with atrial fibrillation) we feel improving rehospitalization rates is a more
pressing need. The readmission rate has been constant within the VA during the last 7
years with 10-20% of patients readmitted for heart failure within 30 days depending on
how heart failure is defined (Figure 3). Our interest in reducing heart failure
hospitalization rates is aligned with the VA'’s participation in the Five Million Lives Saved
from Harm Campaign of the Institute for Health Care Improvement (IHI). We will focus
on the IHI's aim of increasing early follow-up after discharge which is currently about
50% at 14 days in the VA.

B Primary HF Readmission OAny HF Readmission

30

eI I i I

2000 2001 2002 2003 2004 2005 2006
Year

30 day readmission

Figure 3. Rehospitalization data following a discharge from a heart failure

hospitalization (primary diagnosis). There is no significant change over time.

Our interest in prevention has potential overlap with work by the Ischemic Heart
Disease (IHD) QUERI. The majority of patients with heart failure have ischemic heart
disease and treatment of this condition will help prevent heart failure. We are working
closely with IHD QUERI to develop methods to identify patients with ischemic heart
disease that have asymptomatic left ventricular dysfunction and are candidates for

treatment.

The impact of alcohol dependence on incidence, treatment and outcome of heart
failure in the VA is not well understood. We plan to collaborate with Substance Use
Disorders (SUD) QUERI to better understand the epidemiology of alcohol related

cardiomyopathy and its impact on quality of heart failure care.

CHF QUERI Strategic Plan 2008 6



1.2 Significance and Consequences: Epidemiology, Morbidity / Mortality,
Quality of Life and Costs

Epidemiology. Heart failure is a common condition associated with high mortality, poor
guality of life, and is the number one reason for discharge from the VA Medical Service.
(2) The life-time prevalence for those without antecedent myocardial infarction is 1 in 9
for men and 1 in 6 for women. The prevalence of heart failure in the U.S. in 2002 was
4.9 million with an incidence of 550,000 cases per year. It is primarily a disease of the
elderly with a prevalence approaching 5% for those aged 65 and older. Admissions for
heart failure in the U.S. have risen several fold since 1970 (399,000 to over 1,000,000
per year in 2004) due in part to an aging population. (3) Approximately half of all
patients with heart failure have systolic dysfunction (left ventricular ejection fraction

below < 40%) and are candidates for life prolonging treatments. (4,5)

Morbidity/Mortality. Mortality among Medicare beneficiaries is 25% at one year
following a first admission for heart failure. Patients with heart failure have a six to nine
fold greater chance of suddenly dying than patients of similar age and gender. In 2001
there were 52,828 deaths in the United States attributed to heart failure. (4) Mortality
increases with severity of symptoms and inversely with the left ventricular ejection
fraction. (5) Morbidity is also significant. Over half of patients with heart failure have
daily symptoms of fatigue and shortness of breath. Approximately 5% of patients will

have symptoms with minimal activity. (5)

Cost. There were an estimated 1,099,000 hospital discharges for heart failure in the
U.S. in 2004 with a cost per hospitalization of $5,000 to 6,000. In 1999, Medicare paid
$3.6 billion for heart failure related care. It was estimated that total costs (direct and
indirect) reached 33.2 billion in 2007 dollars. (4)

Quality of Life. In addition to its impact on mortality, heart failure is associated with
decreased quality of life. Using the time-tradeoff method for utility assessment Fryback
and colleagues found that subjects rated symptomatic heart failure as 0.71 (i.e. they
were willing to give up 29% of their life expectancy in order to be returned to normal
health). (6)
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1.3 Treatment / Management Evidence Base

Numerous large multicenter randomized trials have established that angiotensin
converting enzyme (ACE) inhibitors, beta-blockers, aldosterone antagonists, ICDs and
biventricular pacemakers improve survival in certain patient populations with heart
failure. (5) These trials have identified the left ventricular ejection fraction and level of

symptoms as the primary determinants of benefit from treatment (Table 2).

Table 2. Life Prolonging Treatments by Stage of Heart Failure. (5)

Left Ventricular
Ejection Fraction
Stage Description (LVEF) Guideline Recommended therapy

A Risk factors for heart failure > 40% (by Treatment of the underlying disease
(e.g. hypertension, ischemic definition)
heart disease)

B Asymptomatic, abnormal left = 40% No heart failure specific therapy
ventricular function < 40% ACE inhibitors, beta-blockers
<30% ACE inhibitors, beta-blockers,
ICDs
C Symptomatic = 40% No specific therapy
NYHA class | (minimal) < 40% ACE inhibitors, beta-blockers
class Il (moderate) = 40% No specific therapy
35-39% ACE inhibitors, beta-blockers
< 35% ACE inhibitors, beta-blockers,
ICDs
class lll (moderate-severe) = 40% No specific therapy
35-39% ACE inhibitors, beta-blockers,
aldosterone antagonists
< 35% Above plus ICD (with biventricular
pacemaker if QRS > 120ms)
D Symptomatic > 40% No specific therapy
NYHA class IV (severe) 35-40% ACE inhibitors, beta-blockers,
aldosterone antagonists
<35% Above plus biventricular
pacemaker if QRS > 120ms (no
ICD)

ICD= implantable cardioverter defibrillator, ACE=angiotensin converting enzyme,
NYHA= New York Heart Association, QRS = the QRS wave on the electrocardiogram
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Heart Failure Stage. Patients in the first stage (A) have risk factors for the development
of heart failure including hypertension and coronary artery disease.(5) Stage B occurs
when the left ventricle is not functioning normally but symptoms have not occurred. Left
ventricular function is often quantified using the fraction of blood expelled with each beat
(ejection fraction). One large randomized trial found that treatment of patients who had
a low ejection fraction with ACE inhibitors reduced progression to symptomatic heart
failure. (7) Stage C occurs when symptoms have developed. Multiple randomized trials
of patients with reduced left ventricular ejection fraction (<40%) have found that
treatment with ACE inhibitors and beta-blockers improve survival. Patients with severe
symptoms (New York Heart Association class Il or 1V) receive additional survival benefit
with aldosterone antagonists. Stage D occurs when heatrt failure is considered end-stage
and the patient is near death. The vast majority of patients are in stage A (risk factors
for heart failure). Thus, collaboration with leaders in improving treatment of ischemic
heart disease (IHD QUERI) and hypertension (Mary Goldstein, Executive Committee
member) is important. Prevalence studies have found that Stage B and Stage C
patients are similar in number. (8-10) At any one time there are relatively few stage D
patients but they are at the highest risk of death. Thus, all stages have either a high

prevalence, or high risk of death.

Left Ventricular Systolic Function. Current evidence indicates that heart failure is due
to left ventricular systolic dysfunction (LVEF < 40%) in approximately 50% of cases. (10)
Patients with systolic dysfunction have worse survival after adjustment for other clinical
characteristics. (10,11) Furthermore, life prolonging heart failure therapies have only

been demonstrated for patients with systolic dysfunction.

New Therapies. Two therapies may soon become established as cost-effective
treatments for heart failure but have yet to be incorporated into treatment guidelines
since the data have only recently been published (hydralazine/nitrate combination and
cardiac resynchronization therapy). (12) It is important for CHF QUERI to monitor the
literature and be ready to develop implementation strategies should they become

recommended treatments.

Hydralazine/nitrates. A prior study in the VA demonstrated an improvement in survival

for patients taking the combination of hydralazine and long acting nitrates compared to
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those taking placebo, but the Food and Drug Administration did not approve the
combination for heart failure treatment. (5) Further studies found that ACE inhibitors
were superior to the combination of hydralazine and nitrates. (5) A recent trial has found
that the combination of hydralazine and nitrates improves outcome in black patients who
are already receiving standard treatment (e.g. ACE inhibitors and beta-blockers). (12)
The data have yet to be incorporated into treatment guidelines and a major controversy
exists regarding the appropriate population for use. Many clinicians believe any
recommendation should be limited to black patients since they were enrolled in the trial
while others believe there is a biologic plausibility that all patients with heart failure will

benefit.

Cardiac Resynchronization Therapy (CRT). Patients with advanced heart failure often

have reduced contraction of the left ventricle due in part to intra-cardiac conduction
delays. Conduction can be improved with the implantation of a pacemaker that paces
the left and right ventricle simultaneously (biventricular pacemaker). Several
randomized trials have found that with the pacing function on, clinical status is improved
and heart failure admissions are reduced. In a recent meta-analysis, survival also
appeared to be improved. (13) Medicare pays for these devices if the ejection fraction is
severely reduced, the patient is in New York Heart Association class Il or IV (moderate
to severe symptoms), and the conduction through the ventricle (QRS duration) is

prolonged.

Disease Management Programs. Many (but not all) randomized studies have found
that multidimensional programs reduce hospitalizations and may improve outcome
including survival. (14-18) They commonly include several of the following interventions:
nurse case management, self-management, home monitoring, patient education,
frequent phone follow-up, and multidisciplinary team evaluations. Unfortunately, these
programs used multiple and often different interventions and it is difficult to determine
which components of the heart failure programs are responsible for the success.

CHF QUERI and IHD QUERI have a joint proposal to evaluate a disease
management program with a focus on depression treatment that includes
collaboration between a generalist, cardiologist and psychiatrist. Given the focus on

depression we are also collaborating with Mental Health QUERI.
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Data for Early Follow-up After Discharge. Minimal published data are available to
demonstrate that early follow-up prevents readmission, and therefore we are in the

process of examining the association within the VA system.

Other Therapies. Diuretics and digoxin are frequently used to treat heart failure
although there are no randomized trials indicating improved survival. Digoxin has been
evaluated in randomized trials of symptomatic patients with depressed ejection fraction
and found to improve symptoms and exercise capacity. (5) Thus, it is recommended for
patients who remain symptomatic on life-prolonging therapy. Most patients eventually
develop severe fluid retention without the addition of diuretics. Thus they are standard

of care (5) even though they have not been evaluated in a large randomized trial.

Identification of Candidates for Prevention. No trials of screening for asymptomatic
left ventricular dysfunction (Stage B, for which treatment reduces the progression to
symptomatic heart failure) have been performed. However, community studies have
documented the sensitivity and specificity of several screening tests including
echocardiography, electrocardiography and B-type natriuretic peptide (BNP). Dr.
Heidenreich recently published a cost-effectiveness analysis indicating that BNP
followed by echocardiography in those with a positive test is a reasonable screening
strategy if the prevalence of low ejection fraction (<40%) is over 1%. (19)
Echocardiography (more accurate but more expensive) was found to be a cost-effective

screening strategy if the prevalence of depressed ejection fraction is near 10%.

1.4 Current Practices and Quality / Outcome Gaps

As noted above in Figure 3, there are a large number of potentially preventable

readmissions for heart failure in the VA system.
There are now minimal quality gaps in the mission critical performance measures for

heart failure as well as for the use of beta-blockers. Data are lacking for other heart

failure quality measures, and we plan to further address these as part of our secondary
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goal of improving life-prolonging therapy for heart failure.

Disease Management

CHF and IHD QUERIs have recently completed a survey of Cardiology section and
Medicine Chiefs throughout the VA system that requested data regarding disease
management for heart failure. Preliminary results indicate the structured disease
management programs are rare. Although some form of home telehealth is used, the

number of patients enrolled with heart failure is very low.

1.5 Significant Influences on Current Clinical Practices and Outcomes

At the VA Palo Alto Health Care System approximately 1/3 of patients have
outside cardiologists, 1/3 are managed only by primary care providers and another 1/3
are seen in VA cardiology clinics. In non-tertiary care VA centers the prevalence of
primary care management is likely to be greater. In addition, VA hospital and VISN
leadership influence clinical practice through funding and promotion of standards of care.
Understanding the relative impacts of these structural characteristics is an ongoing

implementation research interest of the CHF QUERI.
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1.5.1 Conceptual Model of VA Implementation for Heart Failure

VA CHF QUERI
Implementation Model

Performa_nce -llllllllllllll-
]

A Z"iﬂasuéef ; = Published Data =
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Peer
Recommendation:

VISN/Hosp. Director Heart Failure Network

Local Champions

Non-Mandated
Initiatives

== CHF QUERI Facilitation Implementation (e.g. reminders, nurse based clinic)

Figure 4. Conceptual model of implementation of heart failure related interventions
within the VA system is shown along with the areas of facilitation by CHF QUERI. A key
component is the Heart Failure Network (HF Network) which will serve to educate
providers on facilitators and barriers at other facilities. Other impacts of CHF QUERI
include the creation of quality indicators/performance measures and the development of
the business case for each intervention, both general and individualized for the

institution.

Our conceptual model of implementation for the VA (Figure 4.) incorporates the three
elements of evidence, context, and facilitation of the Promoting Action on Research
Implementation in Health Services (PARIHS) Framework. (20) Evidence for
effectiveness is crucial for provider acceptance, and development of performance
measures, while evidence for cost-effectiveness (a component of the business case) will
be needed for acceptance by the medical center administration. The organizational
context or environment must be understood and will vary depending on the complexity
and cost of the intervention. CHF QUERI will facilitate implementation of optimal heart

failure care through development and promotion of appropriate performance measures
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(e.g. for beta-blockers or aldosterone antagonists), promotion of heart failure guidelines
and peer recommendations through the VA Heart Failure Provider Network we have
established, and development of the business case for each intervention. Given the HF
Network’s focus on identifying opinion leaders and local champions we are also using
Roger’s diffusion of innovation theory (21) with providers participating in the HF Network being
potential change agents who would influence local leadership and other providers to improve
performance and care for their heart failure patients. We are validating our model (and in
the process contributing to implementation science) with randomized trials focusing on
the interaction of non-mandated initiatives, the HF Network and the local champions. We
test different methods of interaction to determine the most efficient means of

implementation.

1.5.2 Other Influences on VA Heart Failure Practice and Outcome.

A recent survey of VA primary care providers and cardiologists found that the most
frequently reported influences on ischemic heart disease practice were local
cardiologists, cardiology journals, and cardiovascular professional organizations.
(22) Itis highly likely that these are the main influences in heart failure practice as well.
Outside of the VA, three specialty organizations exert a strong influence on heart failure
care in the United States. The American College of Cardiology and the American Heart
Association jointly create and publish a clinical practice guideline for heart failure. These
two organizations also publish the two premier cardiac journals (Circulation and the
Journal of the American College of Cardiology) and hold annual meetings where results
of heart failure treatment trials are first released. The Heart Failure Society of America is
a smaller specialty organization that maintains a website where clinical treatment
guidelines are available. The journal produced by the Heart Failure Society of America
is also a source of results of clinical heart failure research and clinical guidelines (Dr.

Barry Massie serves as Editor-in-Chief, and Dr. Paul Heidenreich is an associate editor).

The treatment of heart failure patients is also influenced by several VA offices (Table 3).
The Office of Quality and Performance abstracts data from all heart failure admissions
and a random subset of outpatient visits for heart failure through the External Peer

Review Program (EPRP). Performance on several heart failure specific quality
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measures are reported back to each VISN and VA center in the form of performance
measures. The National Clinical Practice Guidelines Council produces a guideline for
heart failure care that is available over the internet. Care may also be influenced via the
clinical reminder package of the medical record (CPRS). The association of different VA

offices with CHF QUERI projects is shown in Figure 5.

The affiliated medical schools are likely to contribute to current clinical practice. We
have shown that academically affiliated VA hospitals have higher rates of compliance

with clinical practice guidelines for heart failure than non-affiliated VA hospitals. (22)

Finally, patients can be a major force in receipt of quality of care. Many therapies are

now patient initiated. Therefore, we are initiating interventions directed at the patient but
on the national level through My Health E-Vet. We plan to provide patients with tools to
examine their health status and quality of their heart failure care. By making patients

educated partners in their care there will be a higher probability that quality care will be

delivered.

Table 3. VHA Programs/Entities

VHA Program or Entity

Influence on Heart Failure Practice and
Outcome

Office of Quality and Performance (OQP)

This office oversees guidelines and creates
performance measures for heart failure.

Performance Management Workgroup
(PMWG)

This committee has developed performance
measures for heart failure.

Office of Information

Within the computerized medical record (CPRS)
several reminders have been developed to
improve care for heart failure.

Committee on Pacemaker and Implantable
Cardiac Defibrillator Placement (ICD)

This committee develops guideline for placement
of ICDs for patients with heart failure.

Deputy Under Secretary for Health and
Operations Management

This office provides support and guidance to the
VISN directors.

Office of Care Coordination

This office is overseeing the distribution of
various telemonitoring devices and algorithms for
care for patients with heart failure.

National Program Director for Cardiology
and Patient Care Services

The Director (Robert Jesse) works closely with
the CHF and IHD QUERIs to improve care

CHF QUERI Strategic Plan 2008
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Inpatient Evaluation Center (IPEC) This center is charged with monitoring inpatient
outcomes including hospitalization rates for heart
failure.

Collaborative on Advanced Clinical Access | This national group of VA providers and
administrators is sharing ways to improve access
to heart failure care.
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Figure 5. Wiring diagram showing the relationship between different CHF-QUERI projects and other partnering VA organizations and stakeholders.
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1.6 QUERI Center Coals

1.6.1 Clinical Goals

Selection of Projects in Relationship to Overall Goals for Implementation

Our implementation program is based on the PARiIHS framework of Evidence, Context,
and Facilitation. (20) The projects selected by CHF QUER are chosen using relatively
strict criteria for high levels of evidence. The heatrt failure interventions must be directed
at existing VA performance, VA guidelines, or lacking VA guidance, professional society
guidelines (5) that have the strongest level of recommendation (e.g. Class | for the

American College of Cardiology and American Heart Association).

Based on current VA need, our review of randomized trials, clinical guidelines and
published performance measures, we have rank ordered heart failure related issues and
display those we feel are of the highest priority. As described above heart failure
reduction in heart failure admissions including readmission is are first goal. Those
practices that improve survival, apply to a large proportion of the population, our second
priority. We recognize that clinical issues that have never been tested or known not to
prolong survival may have substantial value but we give them lower priority. We expect
this ranking to change over time as the VA improves care and more clinical trial data are

published and guidelines are revised.

Rank Order of Clinical Issues

1) Readmission rates: Disease management and home based monitoring and education
not widely used.
2) Life-prolonging treatments
2.a) Beta-blockers: large population will benefit, not at target usage
2.b) Aldosterone antagonists: smaller population for benefit but not at target
usage, not yet NQF performance measure.
2.c) Hydralazine/nitrate combination for African-Americans: smaller population for
benefit but not at target usage, not yet NQF performance measure.
2.d) ACE inhibitors: already at a high level based on EPRP data and high
compared to non-VA benchmarks.

3) Prevention and identification of those with unrecognized heart failure
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4) Other therapies: Unclear impact on survival or quality of life

4.a) Measurement of Left Ventricular Ejection Fraction: VA already doing well
based on EPRP data.

4.b) Patient education at discharge: VA already doing well based on EPRP data.

4.c) ICDs, cardiac resynchronization, unclear if cost-effective, not available at
each VA center.

4.d) Digoxin: no mortality benefit

4.e) Diuretics: not studied in large randomized trials

5) End of life care: No specific guideline recommendations
Based on the above ranking we have identified three clinical goals that span all time
horizons: increasing the use of life prolonging treatment, preventing and identifying

unrecognized heart failure and reducing hospitalizations.

Goal 1. Reduce Admission Rates

We have chosen reduction in readmission as our primary goal because it is a major
economic burden for the VA due to the high cost of care ($1000 per day, for a typical 5-6
day stay). (4) Success with this goal will be highly correlated with success with our
second goal given that the life-prolonging medical treatments (ACE inhibitors, beta-
blockers, aldosterone antagonists) also reduce admission rates. (5) However, there are
specific interventions that can be employed to reach this goal, such as optimal use of
disease management including home based monitoring and patient education.
(25-32) Many of the life-prolonging treatments are promoted as part of the Save 5
Million Lives Campaign of the Institute for Healthcare Improvement (IHI) that the VA
has joined. We will focus on early follow-up after discharge with the aim of reducing

heart failure hospitalizations.

Goal 2: Increase the Use of Life-Prolonging Treatment

In the past, the first goal of our QUERI Center was be to increase compliance with
treatments known to prolong survival for patients with heart failure. Results from
randomized trials indicate that survival, hospitalizations and quality of life improve with
appropriate use of medications (first priority: beta-blockers). (5) We chose beta-

blockers as the first target because of their high impact on survival, the large number of
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eligible patients and the sub-optimal use in the VA system. Given the high use rates

now achieved by the VA we consider further increases a secondary goal.

A related goal of our center has been to improve care for patients who historically
have been undertreated. Specifically, we will examine disparities in heart failure care
based on race, gender, age, rural vs. urban location, mental iliness, alcohol dependence
and renal insufficiency. The impact of mental iliness on heart failure treatment is poorly
defined and this effort will be led by Dr. Susan Frayne (co-investigator). Poor quality of
care for patients with renal insufficiency and heart disease has been documented by Dr.
Michael Shlipak (co-investigator) (23, 24) and he will work with CHF-QUERI to develop
interventions aimed at improving their care. We will collaborate with SUD QUERI in
better understanding treatment and quality of care for heart failure patients with alcohol

dependence.

Although there are many potential candidates for ICDs and biventricular pacemakers
within the VA system, we will not focus on increasing their use at this time given the
uncertain cost-effectiveness of the devices. Instead we have focused on understanding
the cost and benefit of these devices on different groups of VA patients based on certain
clinical characteristics. This HSR&D funded study will take advantage of the VA ICD
Surveillance Center which is affiliated with CHF-QUERI and located at VA San
Francisco Medical Center in order to determine clinical effectiveness and cost-
effectiveness of ICDs as currently implanted. In addition CHF QUERI will work with
Patient Care Services to develop data systems to track ICDs for purposes of

identifying patients rapidly if and when a device recall occurs

Goal 3: Prevention and Identification of Unrecognized Heart Failure

We believe important targets for improvement of VA heart failure care include the
identification of Stage B (asymptomatic) patients with ischemic heart disease, and
unrecognized Stage C patients with symptoms of heart failure (dyspnea). Dr.
Heidenreich has previously examined the cost-effectiveness of screening high risk
patients to identify those with reduced left-ventricular ejection fraction. (19) CHF-

QUERI will build upon this work by developing methods for system wide identification of
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VA patients who should be screened for reduced left-ventricular ejection fraction so that

treatment can be initiated to prevent the symptoms of heart failure.

A related goal of CHF-QUERI is the prevention of heart failure (Stage B-D) through
improved treatment of ischemic heart disease and hypertension (Stage A). Our QUERI
center will have a close collaboration with IHD QUERI through common executive
committee members and joint research projects. In addition, Mary Goldstein MD, MS of
VA Palo Alto who is currently evaluating measures to improve treatment of VA patients

with hypertension serves as a CHF QUERI co-investigator.

Availability of Ejection Fraction Data. Current evidence for heart failure therapy is
predominantly in patients with reduced left ventricular ejection fraction (LVEF). (5) To be
effective and accurate, quality improvement interventions require that patients’ LVEF be
recorded in an electronically accessible format. In mid 2008 an electronic field for
ejection fraction became available in the flow sheets package of CPRS. However, the
ejection fraction field will need to be populated and CHF QUERI plans to work with sites
to develop a clinical reminder to help fill this field. Currently, a detailed chart review (as
performed by the External Peer Review Program-EPRP) is required to determine which
patients with heart failure have a depressed ejection fraction, a practice that is both
expensive and time consuming and that leads to delays in measurement and

intervention.

Initial Work (Years 1-2). We have already met some short term goals during the first
two years including a 1) review of published guidelines and recent trials, 2) evaluation of
current gaps in care using EPRP data and 3) creation of a Heart Failure Provider
Network. During Year 2, the Heart Failure Provider Network was expanded and a
related Echocardiography Network was created. Through these networks we have
tested several implementation strategies for a beta-blocker reminder. We have
promoted other methods of improving beta-blocker use through our Heart failure network
and now beta-blocker use is at 90%. Through surveys we have determined the
organizational structure of heart failure care for each facility and are in the process of

correlating these organizational factors with patient outcome. We also successfully
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piloted a patient survey to identify high risk candidates and those appropriate for home

telehealth.

Short Term Horizon. During the next year we plan to work with our network of heart
failure champions at each VA center to increase early follow-up after discharge.
Different strategies to improve follow-up will be (Including formative evaluations) to
improve use of beta-blockers and potentially other medications. We will focus on
improving the transition from inpatient to outpatient care for patients with heart failure as
part of the IHI Save 5 Million Lives campaign. We continue our efforts to develop
methods to allow each VA to create a database of heart failure patients using the
existing VISTA file structure. In addition, we are creating a national database of heart
failure patients to be used to document any disparities in heart failure care. We will
determine the business case including cost-effectiveness of any proposed treatment or
other intervention. As with all interventions we plan to contribute to implementation

science through formative evaluations and randomized trials when possible.

Long Term Horizon

Ultimately we expect our efforts will lead to a reform of the practice of heart failure where
more patient-monitoring and symptom reporting take place from home and not in the
clinic, where databases are used to track and triage patients for appropriate care, freeing
cardiologists to deal with the more challenging patients. We expect the VA to lead the

country in appropriate use of heart failure treatments and low hospitalization rates.

Table 4. CHF QUERI Goals (Underlined=Joint Commission and Mission Critical VA Measures).

Goal Description
1 Decrease Hospitalization Rates
1A Identify and Increase the Use of Optimal Care-Coordination/ Disease Management
1B Improve Transition from Hospital to Outpatient Setting, including patient education and early
follow-up
1C Evaluate Proactive Cardiology Review /Collaborative Care for Heart Failure Patients
1D Develop Heart Failure Databases
1E Document trends in hospitalization and other outcomes for VA and Non-VA Patients
2 Improving Use of Life-Prolonging Therapy
2A Improving Use of Life-Prolonging Medications (measure ejection fraction, ACE
inhibitors/angiotensin receptor blockers, beta-blockers, aldosterone antagonists, smoking
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cessation counseling).

2B Determine Cost-Effectiveness of Life-Prolonging Devices (Defibrillators, Bi-ventricular
pacemakers/Cardiac Resynchronization Therapy or CRT).
2C Improve Use in Vulnerable / Historically Undertreated Populations
2D Evaluate Trends in Use of Life-Prolonging Treatment Inside and Outside the VA.
3 Identify Unrecognized Heart Failure (lower priority)
1.6.2 Implementation Science Goals.

The implementation science goals of CHF-QUERI (Table 5) include evaluation of

different methods of implementation, the impact of performance measures, the impact of

distributing a business case to local champions, and the use of formative evaluations.

Table 5. Implementation Science Goals

failure interventions.

PARIHS
Goal Description Dimension
1 Understand the organizational structural characteristics of VA centers Context
and cardiology sections and their association if any with adoption of
evidence-based practices for heart failure.
2 Determine the benefits and limitations of the Heart Failure Network on Facilitation
implementation through member surveys.
3 Determine the impact, cost and cost-effectiveness of different Evidence
implementation strategies for heart failure related health services
interventions.
4 Test the effectiveness of distributing a business case to local champions | Facilitation
to aid in their implementation of interventions requiring substantial up-
front or continuing costs.
5 Develop trials of health services interventions that focus on effectiveness | Context
wherever possible (e.g. designs that allow enrollment of all eligible
subjects/centers).
6 Document the impact of new performance measures on implementation. | Evidence
7 Perform formative evaluations on all implementation strategies for heart | Context

While we plan to examine the associations between innovation adoption and strength of

evidence (guideline recommendations) our main implementation science goals are

directed at understanding the relationship between context and facilitation and
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adoption of new technologies. We are actively engaged in determining which
organizational characteristics are associated with early adoption of heart failure

innovations.

1.7 Plans for Achieving QUERI Center Goals

1.7.1 Clinical Goals

Our plans for achieving our Center goals follow the six step QUERI process. Our
general approach to selecting projects is based on level of evidence-one of the
Dimensions of the PARIHS Framework. To help select interventions for without
randomized trial evidence we use the (QUERI step 4) Chronic Care Model of Wagner.
(33-35) Below we describe how the six QUERI steps are followed to reach each of our
three goals. We believe that facilitation of implementation will be most effective when
performed through collaboration between CHF QUERI and different VA offices (e.g.
Patient Care Services). Accordingly, we have developed working relationships with
Patient Care Services, the Office of Quality and Performance, and other QUERI groups.
Our pipeline of projects is outlined in Figure 6a and Figure 6b at the end of this

section.

Goals 1 and 2: Increase the use of life-prolonging treatment and reduce admission
rates.

Many interventions we propose will help the VA reach both of these goals since life
prolonging treatment also reduces rates of hospitalization. Thus, we will discuss these
goals jointly as we review the QUERI steps toward implementation. In certain cases,
(e.g. disease management) we note that an effect on admission rates is more likely than

an effect on survival.

Goals 1,2 - Step 1) Select Diseases/Conditions/Patient Populations

We have completed a review of the large amounts of literature identifying systolic left
ventricular dysfunction as high risk condition in heart failure where treatment improves

survival and reduces hospitalization. (5)
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Goals 1,2 - Step 2) Identify Evidence-Based Clinical Practice Guidelines /

Recommendations

We have completed a review of the published clinical practice guidelines. This review
has contributed to a list of quality indicators for the elderly (36) The VA, the American
College of Cardiology/American Heart Association and the Heart Failure Society of
America have well known guidelines that are consistent in their recommendations for

managing heart failure.

Goals 1,2 - Step 3-Documentation of current practice.

EPRP reports have data for several years on the use of ACE inhibitors and beta-
blockers. CHF QUERI has completed a review of beta-blocker and ACE inhibitor use
and has worked with the EPRP to begin to document the use of aldosterone antagonists.
We will document other areas of practice including follow-up post discharge from
hospitalization for patients with hear failure, readmission rates, and survival. The
process of care and outcome link will be examined for different heart failure treatments.
To determine the potential for improvement we will compare VA values to community
standards using Medicare and large national registries- the Acute Decompensated Heart
Failure National Registry (ADHERE) and OPTIMIZE-HF. (37, 38) Disparities in care
among patients with heart failure will be determined through work by several Executive
Committee members including Peter Groeneveld, Anita Deswal, and Susan Frayne in

addition to the Coordinating Center.

Goals 1,2 - Step 4) Implement best practices

The Chronic Care Model (33-35) is used as a guide to select interventions for
implementation, and we are evaluating interventions that span the six model dimensions.
We recognize that evidence for effectiveness of the different elements for improving
heart failure care varies. We focus on areas for which there is the greatest evidence

base and potential for success.

CCM Element 1: Organize patient and population data to facilitate efficient and

effective care: We are piloting a local registry of all patients with an outpatient
diagnoses or inpatient diagnoses of heart failure or a depressed left-ventricular

ejection fraction at the Palo Alto VA Healthcare System. Ultimately we plan to
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provide a tool-kit to individual sites that will guide them in using VISTA files directly or

a data warehouse (if available) to create their own registry.

We have completed our survey of VA Cardiology sections to determine current
use of disease management and capacity to implant devices. Ongoing work on our
HSRé&D funded study evaluating the effectiveness and cost-effectiveness of ICD use
will inform us on how to best approach the use of these devices within the VA

system.

We are working with Patient Care Services and the Office of Information to create a
field within CPRS to capture ejection fraction. Until this is available we will work to
implement our method of electronic capture of ejection fraction from the

echocardiography laboratory at other VA centers.

CCM Element 2: Promote clinical care that is consistent with scientific evidence and

patient preferences. We have completed the HSR&D Funded Project titled Clinical

Reminders in Test Reports to Improve Guideline Compliance (IR 01-108) This
study has randomized 1500 patients to either a reminder or no reminder for beta-
blockers. The results show a significant benefit of the reminder, and we are now
promoting this method throughout the VA with the help of our Heart Failure Network.
Specifically we have randomized VA facilities to receive different levels of effort at

implementation of the reminder by CHF QUERI.

Our Executive Committee members have unique experience with development of
inpatient tool kits for heart failure. Dr. Fonarow is the Chair, and Drs. Heidenreich
and Rumsfeld are members of the Steering Committee for the Get With the
Guidelines Program of the American Heart Association. The heart failure component
of this program has already been adopted by several hundred hospitals in the US.
We will work with Patient Care Services to determine if widespread adoption of this
program is feasible within the VA. We will work with IHD-QUERI to refine our
collaborative care intervention using successful features of their comparable HSR&D

study for patients with stable angina (PI Stephan Fihn).

CCM Element 3: Create a culture, organization and mechanisms that promote safe,

high quality care. A potentially important route for implementation is our newly
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created network of heart failure champions across the VA system. Through periodic
live meetings, conference calls, a website, and in-person meetings, we will make
available all successful interventions (e.g. nurse initiation of beta-blockers, reminders
attached to echocardiography reports for medications) to this network. (39) We will
perform formative evaluations during the implementation process to better

understand barriers and facilitators of implementation.

CCM Element 4: Assure the delivery of effective, efficient clinical care and self-

management support. We will continue to work on implementation of the nurse

based initiation clinic. This project includes a cost-effectiveness and budget impact

analysis. (Goal 1A)

Collaborative and proactive cardiology review. We are initiating a pilot study of
proactive cardiology review in collaboration with general internal medicine at VA Palo
Alto. We will work with IHD-QUERI to develop this collaborative care intervention
since they have an ongoing comparable HSR&D funded study for the care of
patients with stable angina (Pl Stephan Fihn). We are currently pursuing funding for
a multicenter trial of collaborative care and disease management for heart

failure patients with a focus on depression (Pl Rumsfeld, Co-Pl Heidenreich).

CCM Element 5. Empower and prepare patients to manage their health and health

care. We have created educational material that has been incorporated by the My
Health E-Vet Program. In addition we are working with the My Health E-Vet group to
add a health status measure for heart failure, and a tool to allow the patient to
assess the quality of their heart failure care. Both of these interventions should

improve patient-physician communication and lead to higher quality of care.

CCM Element 6. Mobilize community resources to meet needs of patients. Our

Executive Committee members and Heart Failure Provider Network will facilitate the
use of resources from the American Heart Association, The American College of
Cardiology, The Heart Failure Society of America, and other community sources for
use by all patients with heart failure. We will have identified many patient education
materials from these sites and now provide links for providers from our website to
these sources. In addition, we are working with the My Health E-Vet Program to

provide patients direct links to these resources.
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Goals 1,2 - Step 5). Document that best practices improve outcomes.

For patients enrolled in randomized trials all of the life-prolonging treatments (practices)
by definition improve outcome. (5) Some uncertainty exists for other populations that
were excluded from the trials such as those with alcohol dependence, significant renal
disease (40) or psychiatric disease. For these populations, we plan to use VA data (e.g.
Decision Support System, Pharmacy Benefits Management) to estimate the impact of

treatment on those excluded populations.

Other practices, such as disease management and care-coordination are less well
studied, and we work with the Office of Care Coordination to evaluate home based
monitoring on outcome. We will take advantage of the variation in implementation that

has occurred across VISNs to estimate the optimal implementation method.

Goals 1,2 - Step 6. Document that improved patient outcomes are associated with

improved health-related quality of life.

Quality of life is markedly reduced in patients with end-stage heart failure. (41, 42)
However, the main improvement in quality-adjusted life years (survival*quality of life
adjustment) with treatment will be through increased length of life. We are committed to
systematically reviewing the current knowledge on heart failure and health status and
will use health status measures such as the Kansas City Cardiomyopathy Questionnaire
(KCCQ, 43) as a secondary outcome in our proposed quality improvement interventions.
Dr. John Spertus (creator of the KCCQ) and Dr. John Rumsfeld both have expertise in
the evaluation of health related quality of life and serve on the Executive Committee of
CHF QUERI.

Goal 3: Prevention and Identification of Unrecognized Heart Failure
We plan to focus on goal three after sufficient progress is made with Goals 1 and 2. We
plan to achieve this goal by first identifying patients at risk for heart failure or with

unrecognized heart failure through the use of local data systems. One major barrier to

success is a lack of a field for left ventricular ejection fraction in CPRS. As noted above,
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we have created a white paper describing our proposal and will continue to work with

other interested VA offices (Patient Care Services, OQP) to make this change.

For patients without a known ejection fraction there are several screening tests available
with varying accuracy. It is unclear if screening with a particular test or combination of
tests is a cost-effective use of resources. We have obtained pilot data from single sites,
and plan to initiate multicenter projects to examine the cost-effectiveness of screening
patients at risk for heart failure (e.g. ischemic heart disease, diabetes mellitus,
hypertension) to find those with reduced ejection fraction that will benefit from additional
treatment. If patient identification and screening by a well defined program is shown-to
be cost-effective then we will push for implementation of the screening program through
our network of heart failure specialists, through incorporation of screening into the
relevant VA clinical guidelines, through creation of national CPRS reminders, and

through the VISN and hospital leadership with the help of Patient Care Services.

Definition of Success

The success of our implementation efforts will be measured at two levels. First, the
intervention must be adopted. This will be evaluated by surveying local facilities
including champions of our heart failure provider network, through formative evaluations
during the implementation. Second, the interventions must succeed. Intervention
success will be evaluated by measuring use of life-prolonging medications from EPRP
and if needed PBM review (where increased use of these treatments is the aim as with
our first goal). Rather than employing a simple before-after approach to data analysis
we plan to use a controlled design or a time-series approach. We recognize that
confounding, bias, and lack of power may limit our ability to detect a real effect of the
intervention on process of care and outcome. Thus, we will not automatically label an
intervention as ineffective if we are unable to show an improvement in outcome following

implementation.

For those interventions shown to be effective the cost-effectiveness including a budget
impact analysis (44) will also be addressed. For example, even if a new clinic of nurse-
initiated medication improves care, the improvement must be worth the cost of staffing
and running the clinic. Thus, we will use cost-effectiveness of implementation efforts as

an additional measure of success.
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Barriers to Implementation

We have examined barriers to implementation of heart failure interventions through a
survey to Cardiology Section Chiefs. Their comments indicated that the initial cost of
implementation is the most significant barrier. We believe the hospital and VISN
leadership will recognize that the proposed interventions may be cost neutral or savings
for several reasons. First, heart failure hospitalization is a costly illness ($1000 per day),
and second, a significant number of hospital days at outside hospitals are being paid by
VA centers due lack of local staffed beds. Thus, any savings in hospitalization days will
have a direct and positive effect on the hospital’'s budget. The potential for these
interventions to be cost-neutral or even savings, their positive impact on heart failure
specific performance measures, and the resultant improvement in quality of care should

make any effective intervention attractive to local VA administrators.

There is an additional barrier to implementation activities if they do not address a current
VA performance measure (e.g. rehospitalization rates or beta-blockers for heart failure).
Therefore, we are working with the Office of Quality and Performance to align the VA’s
guality indicators for heart failure with other performance measures endorsed by the

National Quality Forum indicating they are based on the best available evidence.
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Il. Management Plan

II.1. Overview of Management Plan
CHF QUERI is organized into nearby Coordinating Centers. Although labeled as
Research and Clinical, the centers work jointly with the Coordinators serving as Co-

Principal Investigators on most projects.

The Research Coordinating Center: is affiliated with the Center for Health Care
Evaluation (CHCE), the HSR&D Center of Excellence based at the VA Palo Alto Health
Care System. The CHCE is closely affiliated with the Health Economics Research
Center (HERC), a national center that assists VA health economics researchers, and the
VA Cooperative Studies Program (CSP). The integration with CHCE allows the CHF-
QUERI to have access to a wide array of experts in health services research, health
economics, statistics, medical sociology and implementation research. Dr. Paul
Heidenreich is the Research Coordinator; Dr. Anju Sahay PhD is the Implementation
Research Coordinator and Drs. Mary Goldstein, and Susan Frayne serve as co-

investigators.

The Clinical Coordinating Center is located at the San Francisco VA Medical Center
and affiliated with the Interdisciplinary Research Program to improve care for Older
Veterans, a HSR&D Research Enhancement Award Program. The REAP, directed by
Mary-Margaret Chren MD provides a source of expertise in health services research.
Dr. Massie, the Clinical Coordinator, Theresa Marsh, the Administrative Coordinator, Dr.
Michael Shlipak, Dr. Michael Steinman and Dr. Edmund Keung (co-investigators) all
contribute to CHF-QUERI. Drs. Massie, Shlipak, Steinman and Keung are faculty
members at the University of California at San Francisco. The Clinical Coordinating
Center works closely with the VA National Defibrillator Surveillance Center, based at the
San Francisco VA Medical Center and Directed by Dr. Edmund Keung. Work with the
defibrillator center assists CHF-QUERI to determine trends in use of ICDs, outcome and

cost of care for Veterans receiving defibrillators.
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Table 6. Staff and Executive Committee Roster

CHF QUERI Center Staff

Name QUERI Role Institution/Facility Address Telephone Fax Email
Degree
Heid ich. Paul 3801 Miranda Ave
eidenreic au
\ Research VA Palo Alto (1110) . .
MD, MS Coordinator Healthcare System Palo Alto, CA (650) 849-1205 | (650) 852-3473 |paul.heidenreich@va.gov
94304
4150 Clement St
Massie, Barry Clinical San Francisco VA (1110) (415) 221-4810 :
MD Coordinator Medical Center San Francisco, CA X 2691 (415) 750-6950 barry. massie@va.gov
94121
Imol tati 3801 Miranda Ave
. mplementation
Sahay, Anju VA Palo Alto Health (182B) (650) 493-5000 .
PhD Rese.arch Care System Palo Alto, CA % 65200 (650) 849-1260 anju.sahay@va.gov
Coordinator
94304
4150 Clement St
Marsh, Theresa | Administrative San Francisco VA (111C) (415) 221-4810
BS Coordinator Medical Center San Francisco, x 3820 (415) 750-6950 | theresa.marsh@va.gov
CA 94121
VA Palo Alt 3801 Miranda Ave
To Be Announced| Programmer alo Ao Palo Alto, CA - - -
Healthcare System
94304
3801 Miranda Ave
Gaskin, Laura Research VA Palo Alto Health (182B) (650) 493-5000 :
BS Assistant Care System Palo Alto, CA % 67007 (650) 849-260 laura.gaskin@va.gov
94304
Gholami, Parisa Research VA Palo Alto Health 3801 Miranda Ave (650) 493-5000
MPH Associate Care System (182B) Palo Alto, CA x 62109 (650) 849-1260 | parisa.gholami@va.gov
94304
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Executive Committee Member

Name Discipline Institution/Facility Address Telephone Fax Email
Degree
. . 810 Vermont
: Office of Nursing
Alt-White, A . . ' .
e, Anna Nursing Services Department Avenue, NW, (202) 461-6963 |(202) 461-0933| Anna.alt-white@va.gov
RN, PhD . Washington, DC
of Veterans Affairs
20420
Houston Center for
2002 Holcombe Blvd
Deswal, Anita . Quality of Care & :
MD., MBBS, MPH Cardiology Utilization Studies Hm;s;gg(,)TX (713) 794 -8625 |(713) 748-7359 anita.deswal@va.gov

MetroHealth Medical

2500 MetroHealth

PharmD

Healthcare Group

Hines IL 60141

Dunlap, Mark . Drive
MD Heart Failure Center Cleveland, OH (216) 778- 3949 |(216) 778-3927 mark.dunlap@va.gov
44109
Ezeji-Okoye, 3801 Miranda Ave
Stephen VISN Leadership VA CPZLZ él;s)t:ﬁ]alth Palo Alto, CA (65())() gffz-gooo (650) 852-3228| stephen.ezeji-okoye@va.gov
MD 94304
Rm 47-123 CHF
F , G .
onarow, bregg Heart Failure UCLA S_chool of Box 951679 (310) 206-9112 |(310) 206-9111| gfonarow@mednet.ucla.edu
MD Medicine Los Angeles, CA
90095
Frederick, Jeffrey Consumer 16388ug\'2\élzgida
BME, Commander, Representative - San Diego, CA (858) 675-0607 - jfred@san.rr.com
USN (Retired) 92128
Furmaga, Elaine Pharmacy Benefits 1% Ave, Bldg 37,
' Pharmacy Management Strategic | Rm 139, 578/119D | (616) 956-5957 |(616) 956-1575| elaine.furmaga@va.gov
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Executive Committee Member (Contd.)
Name L o o .
Discipline Institution/Facility Address Telephone Fax Email
Degree
: 3350 La Jolla Village
Gardetto, Nancy . San Diego VA . . (858) 552-8585
MSN, RNP-c Nursing Health Care System Drive, Sggllgllego, CA X 7286 (858) 642-1199| nancy.gardetto@va.gov
CHERP
Center for Health Philadelphia VA
G Id, Pet . ; . -
roer':/leSeMS eter Primary Care Equity Research and Medical Center (215))( 2325800 (215) 573-8779| peter.groeneveld@va.gov
' Promotion Philadelphia, PA
19104
Chief Consultant, .
Medical-Surgical VAMC Richmond
Jesse, Robert Services and : . 1201 Broad Rock _
PhD. MD National Director Patient Care Services Richmond. VA (804) 675-5419 |(804) 675-5420 robert.jesse@va.gov
for Cardiology 23249
Program
333 Cedar St
Krumholz, Harlan| O 1-456 SHM
; utcomes Yale University PO Box 208088 | (203) 737-1717 |(203) 737-1718| harlan.krumholz@yale.edu
MD, SM Researcher
New Haven CT
06520
Pifia, lleana Louis Stokes Cleveland 10701 East Blvd. (216) 791-3800
, . ouis Stokes Clevelan - :
MD Heart Failure DVA Medical Center CIevillalrg:S, OH X 5162 (216) 421-3066 lleana.pina@va.gov
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Executive Committee Member (Contd.)

ame Discipline Institution/Facility Address Telephone Fax Email
Degree
Clinical . : One Veterans Drive
Rector, Th . ) . . .
ector, 1homas Epidemiologist, Minneapolis VA Minneapolis, MN | (612) 467-2114 |(612) 727-5699| thomas.rector@va.gov
PharmD, PhD : Medical Center
Pharmacist, 55417
Rumsfeld John Cardiology (111B)
u
' Outcomes Denver VA Medical 1055 Clermont St. _
MD, PhD, FACC, Researcher Center Denver. CO (303) 370-7575 |(303) 370-5054| john.rumsfeld@va.gov
FAHA '
80220
3350 La Jolla Village
Shively, Martha ) VA San Diego Drive )
BSN., PhD Nursing Healthcare System San Diego, CA (858) 642-3493 |(858) 552-1249| martha.shively@va.gov
92161
Mid America Heart 4401 Wornall Rd
Spertus, Joh ) _ :
Mge,\;g; F(,)AC?C %itgg:gre,zr Institute Univ. of Kansas City, MO | (816) 932-2000 |(816) 932-8270 spertusj@umkc.edu
' ' Missouri 64111
Box 729, 420

Wholey, Douglas
PhD, MBA

Health Policy and
Management

School of Public
Health, University of

Minnesota

Delaware Street SE,
Minneapolis MN
55455-0392

(612) 626-4682

(612) 624-4408

whole001@umn.edu
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Local Investigators from Palo Alto VAHCS and San Francisco VAMC

Name

Discipline Institution/Facility Address Telephone Fax Email
Degree

3801 Miranda Ave
Frayne, Susan

: VA Palo Alto Health (152) CHCE (650) 493-5000
MD, MPH Primary Care Care System Palo Alto, CA x 23369 (650) 617-2690| susan.frayne@va.gov
94304
3801 Miranda Ave
Goldstein, Mary . VA Palo Alto Health (182B) GRECC | (650) 493-5000 :
MD, MS Geriatrics Care System Palo Alto, CA 62105 (650) 496-2505| mary.goldstein@va.gov
94304
4150 Clement St
Keung, Edmund . San Francisco VA (1110) (415) 221-4810
MD Cardiology Medical Center San Francisco. X 3182 (415) 750-6950| edmund.keung@va.gov
CA 94121
MCD%nfﬂd, Primary Care
Kathryn Outcomes , , Outcomes Research kathy.mcdonald @stanfor
MM Researcher Stanford University Center Stanford. (650) 723-0559 |(650) 723-1919 d.edu
CA 94305
4150 Clement St
Shlipak, Michael . San Francisco VA (111A1) i i
MD, MPH Primary Care Medical Center San Francisco, (415) 750-2093 |(415) 379-5593| michael.shlipak@va.gov
CA 94121
Steinman 4150 Clement St
: ' Outcomes San Francisco VA (111A1) (415) 221-4810 michael.steinman@va.go
Michael . , (415) 379-5593
MD Researcher Medical Center San Francisco, x 3677 \%
CA 94121
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Affiliated Investigators

Name Discipline Institution/Facility Address Telephone Fax Email
Degree
Deedwania, VA Central California - .
Prakash Cardiology Health Care System 2:215 E. C(';Ztgg %’: (559>)( 25312-16100 (559) 279-7307 Prakash.De%(?/wanla@va.
MD Fresno resno, 9
Hematillake, VA Central California
Ganga Outcomes Health Care System | 2615 E. Clinton Ave. | (559) 225-6100 .
MD, MS, MS Researcher Fresno Fresno, CA 93703 X 5452 (559) 279-7307| M.Hematillake@va.gov
(Pharm)
500 Foothill
Movsesian, ) Boulevard _
Matthew Cardiology HVA“ﬁag LakSe Ctlty Salt Lake City, UT (801) 582-1565 (801) 584-2532 Matthew.Movsesian@va.
MD €ea are oystem 84148 x 4156 gov
500 Foothill
Boulevard
Stehlik, Josef Outcomes VA Salt Lake City S : (801) 582-1565 ,
alt Lake City, UT .
MD Researcher Health Care System 84148 y « 4543 (801) 584-2532| Josef.Stehlik@va.gov
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Consultants

ame Discipline Institution/Facility Address Telephone Fax Email
Degree
Professor of Public
Health, Division of
Health Policy &
. Public Policy Administration, 49 Academy Street, _
BradleyP,hEtl)lzabeth and Health Director, Health wallingford, (203) 499-7351 |(203) 785-6287 ehzabeth.brgjlev@vale.e
Management |Management Program, CT 06492-3701 =
Director, Global Health
Initiatives
Yale University
Professor of
Organizations at the
Heinz School of Public
Public Policy, Policy and Haé“abr‘r‘lregg::a&(fnlc}f&
Krackhardt, David . .
vid| Management | Management and the University, (412) 268-4758 |(412) 268-5339|  krack+@cmu.edu
BS, PhD and Industrial Graduate School of Pittsburah. PA
Administration Industrial ftsburgh,
15213-3890

Administration,
Carnegie Mellon

University
Health Policy Health Policy & 420 Delaware Street
Mosser, Gordon Management S.E.
MD Man:ngment School of Public Health| Minneapolis, MN (612) 624-4371 |(612) 626-8328| gmosser@umn.edu
9 University of Minnesota 55455-0392

Stetler, Cheryl

Evidence-Based

321 Middle Street

cheryl.stetler@comcast.n

Practice and Consultant (413) 253-0691 |(413) 253-3841
PhD Evaluation Ambherst, MA 01002 et
Wagner, Todd Health VA Palo Alto Health 3801 Miranda Ave (650) 493-5000
PhD Economist Care System Palo Alto, CA 22048 (650) 617-2639| todd.wagner@va.gov
94304
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Patient Education Material Review Committee

Name

Discipline Institution/Facility Address Telephone Fax Email
Degree
Associate Chief 10701 East Blvd
Aron, David of Staff and  |Louis Stokes Cleveland ' .
MD. MS Education and | DVA Medical Center Cleveland, OH (216) 421-3098 |(216) 231-3427| david.aron@va.gov
Director 44106
Frederick, Jefirey Consumer 163581121\/2\&23“61
BME, Commander, Representative - San Diego, CA (858) 675-0607 - jfred@san.rr.com
USN (Retired) 92128
Gee, Julie Louis Stokes Cleveland 10701 East Blvd. (216) 791-3800
, . ui Vi - .
RN, MSN Nursing DVA Medical Genter Cleveland, OH 4898 (216) 231-3289 julie.gee@va.gov
44106
Gill, Rose Mary Patient VA Palo Alto Health 3801 Miranda Ave (650) 493-5000
RN, MS Educgtlon Care System Palo Alto, CA x 62535 (650) 496-2505| rosemary.gill@va.gov
Coordinator 94304
Cardiol 3801 Miranda Ave
; : ardiology
Heidenreich, Paul| 5/ comes VA Palo Alto (111€) (650) 849-1205 |(650) 852-3473|paul.heidenreich@va.gov
MD, MS Healthcare System Palo Alto, CA
Researcher 94304

Massie, Barry
MD

Heart Failure

San Francisco VA
Medical Center

4150 Clement St

(111C)

San Francisco, CA

94121

(415) 221-4810
X 2691

(415) 750-6950

barry.massie@va.gov

Quaglietti, Susan | NUS€@Nd | boio Alto Health | Soor MirandaAve | o 163 5000
RNP Patient Care System Palo Alto, CA x 64614 (650) 852-3473| susan.quaglietti@va.gov
Education 94304
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Figure 6a. Pipeline of CHF QUERI Projects (continued on next page)
the current, completed and planned projects of CHF QUERI and how
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different steps of the QUERI process. For details of each project please see the 2008 Annual

Report.
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CLINICAL RESEARCH, MAINSTREAM IMPLEMENTATION RESEARCH IMPLEMENTATION POLICY
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Figure 6b. Pipeline of CHF QUERI Projects (continued). This diagram displays- the current,
completed and planned projects of CHF QUERI and how they relate to the different steps of

the QUERI process. For details of each project please see the 2008 Annual Report.
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