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At the end of this webinar you will...

1. Understand the background research for
Surviving Ml which identifies the
characteristics of top performing hospitals

2. Understand the evidence-based strategies
associated with lower 30-day Risk
Standardized Mortality Rates (RSMR)

3. Begin to understand the connection between
the evidence and tactics disseminated
through Surviving Ml
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How Can Hospitals Reduce 30-Day
Risk Standardized Mortality Rates After AMI?

ORIGINAL RESEARCH ‘

What Distinguishes Top-Performing Hospitals in Acute Myocardial

Infarction Mortality Rates?
A Qualitative Study

Leslie A. Curry, PhD; Erica Spatz, MD; Emily Cherlin, PhD, MSW; Jennifer W. Thompson, MPP; David Berg. PhD; Henry H. Ting, MD, MBA;

IMPROVING PATIENT CARE

Caroll Dackes, RN, PhD; Harlan M. Krumholz, MD, SM; and Elizabeth H. Bradley, PhD

Background: Mortalty rates for patients with acute myocardal
Infarction (AMID vary substantially across hospitak, even when ag-
justed for patient seventy: however, e I5 known about hospial
factors that may influence this vanation

Obective: To identify factors that may be related 1o befter per-
formance In AMI care, as measured by risk-standardized mortaity
fates

Design: Gualtative study that used site vists and In-depth
Interviews.

Setting: Eleven US. hospitals that ranked in efther the top of the
bottom 5% In sk-standardzzed mortalty rates for 2 recent years of
data.from the Centers for Medicare & Medicaid Services (2005 (o
2006 and 2006 to 2007), with dersty among hospitals In key
charactersstcs.

Participants: 158 members of haspital staff, al of whom wiere
imiolved with AMI care at the 11 hosplials

Measurements: Site Vists and In-depth Interviews conducted vith
hosptal Staff durin 2009. A multdscipinary team peror
yses by using the constant comparative method

Results: Hospitals In the high-performing and low-performing
&roups differed substantaly I the domains of organizational values

and goals, senior

and expertse In AMI care,
groups, and protiem sof
dverse protoccls or proce:
teams, cincal guidelines,
cllatony; however, these
performing from low-pert

Umitation: The q
theses, and stausucal ass

Concluston: High-perforn]
organzational cufture tha
atross the hospital Evidel
though Important, may
performance In care for

Primary Funding Source|
Qualty, United Health Fog
A tem pet 2011154384
For author affttons see end

IMPROVING PATIENT CARE

ORIGINAL RESFARCH

Hospital Strategies for Reducing Risk-Standardized Mortality Rates in

Acute Myocardial Infarction

Elizabeth H. Bradley, PhD; Leslie A. Curry, PhD, MPH; Erica 5. Spatz, MD, MHS; Jeph Hetrin, PhD; Emily J. Cherlin, MSW, PhD;
Jeptha Curtis, MD; Jennifer W. Thompson, MPP; Henry H. Ting, MD, MBA; Yongfel Wang, MS; and Harlan M. Krumhoiz, MD, SM

Background: Despite recent improvements In survival after acute
myocardial nfarction CAMI, hospitals nationally vary 2-fold In their
30-day risk-standardized mortality rates (RSMRs). Nevertheless, In-
formation is mited on hospita-level factors that may be assodated
with RSMRs.

Objective: To Identify hospital strategies that were associated with
lower RSMRs

Deslgn: Cross-sectional sunvey of 537 hospitals (reflecting a 91%
response rate) and welghted multivariable regression by using data
from the Centers for Medicare & Medicaid Services to determine
the assodtations between hospital strategles and hospital RSMRs.

Setting: Acute care hospitals with an annualzed AMI volume of at
least 25 patients

Participants: Patients hospitalized with AMI between 1 January
2008 and 31 December 2009.

Hospital ps strategies,
characterstics, and 30-day RSMRs

Results: In multivariable analysts, several hospital strategles were
significantly associated with lower RSMRs and In aggregate were

associated with dlinically Important differences In RSMRs. These
strategles Included holding monthly meetings betwean hospital cli-
niclans and emergency medical services to review AMI cases
(RSMR lower by 0.70 percentage points), having cardiologsts al-
ways on site (lower by 0.54 percentzge points), fostering an orga-
nizational environment In which dlinicans are encouraged to solve
problems creatively lower by 0.84 percentage polnts), not cross-
training nurses from Intensive care unis for the cardiac catheter-
tzation laboratory (lower by 0.44 percentage points), and having
physician and nurse champions rather than nurse champions alone
(lower by 0.88 percentage poinis). Fewer than 10% of hospitals
teported using at least 4 of these 5 stiategies.

Limitation: The cross-sectional design demonstrates statistical asso-
clations but cannot estabish causal relationshigs.

Concluslon: Several strategies, which are curently implemented by
a few hospltals, are assoclated with significantly lower 30-day
RSMRs for patients with AMI

Funding Source: The Agency for Healthcare Research and Qualty,
the United Health Foundation, and the Commonwealth Fund

Ann ntem Med. 2012:156:* * * FILLTHIS IN * * = ‘W annals org
For author affiiation:, see end of text

Mixed Methods

Qualitative, using sample of 11 top performing hospitals based
on risk-standardized 30-day mortality rates (RSMR), in-depth
interviews with 158 hospital staff ; constant comparative
method of qualitative data analysis

Quantitative cross-sectional study, using random sample of acute
care hospitals in the US, web-based survey for hypothesized
determinants, and multivariable analyses of correlates of

RSMR (n=539 reflecting a 91% response rate)

Quality Improvement
for Institutions

9/29/2014



Results
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Differentiating Features of Top Performers

Feature

Examples

Organizational values and goals

Shared values to provide exceptional, high quality
care; alignment of quality and financial goals

Senior management
involvement

Provision of adequate resources; holding staff
accountable for quality; use of quality data in
management decisions

Broad staff presence and
expertise in AMI care

Sustained physician champions; empowered nurses;
involved pharmacists; high standards

Communication and
coordination among groups

Diverse skills and roles; recognizing
interdependencies; smooth information flow
among groups

Problem solving and learning

Adverse events opportunities to learn; innovation
and creativity in trial and error; learn from outside

Curry LA, Spatz E, Cherlin E, et al. What distinguishes top performing hospitals in acute
myocardial infarction rates? Annals of Internal Medicine, 2011; 154:384-390.
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% Points RSMR

Strategy Associated With Lower RSMR Decrease
(% implementing)

Physician AND nurse champions for AMI care 0.92 (by 43%)

Organizational culture supports creative

o,
problem solving 0.66 (by 40%)

Monthly meetings with EMS to review AMl cases | 0.61 (by 15%)

Nurses are not cross trained from ICU for the

[s)
cardiac catheterization laboratory 0.41 (by 82%)

Pharmacists round on all patients with AMI 0.41 (by 35%)

Bradley EH, Curry LA, et al. Hospital strategies for reducing risk-standardized mortality rates in acute
myocardial infarction. Ann Intern Med. 2012;156:618-26.
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The issue of having cardiologists on site 24-7

Reduction in RSMR 0.54 (implemented by 14%)
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What Goes Wrong?

Focus on checklist rather than real change; people
execute the checklist but miss the culture part.

Changes are made but they do not integrate into
the DNA of the organization, so when people
turnover, systems are dropped.

The environment shifts; other priorities dominate.
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Surviving Ml Key Strategies

Key strategies affect the whole hospital and different
members of the care team including physicians, nurses,
pharmacists and hospital administrators.

o 2] 3] (4] (5] (6] o

Evidence - Nurse AND Creative Regular Case Cardiologist Dedicated Pharmacists
Based Protocols|  Physician Problem Reviews with Presence Nursing Staff Involved With
And Processes | Champions | Solving Culture | EMS Providers Around the Assigned to Care
in Place Clock Cath Lab
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Thank You

Please submit your questions for the
moderated question and answer session.

Surviving M1

AN ACC QUALITY INITIATIVE

SurvivingMI@ACC.org
CVQuality.ACC.org/SurvivingMI

Quality Improvement
for Institutions

‘ Quality Improvement
for Institutions

The Quality Improvement for Institutions program combines
the ACC’s NCDR data registries with toolkits and proven
hospital-based quality improvement initiatives like
Hospital to Home, the D2B Alliance and Surviving MI.

Release the power of your data at CVQuality.ACC.org.
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