Hospital Learning Community Call summary
Cardiovascular  11/9/2010

Announcements-
1. Lean Learning conference in Mason City, Sioux City, and Pella in next few weeks  See Website to sign up
2. Stroke Task force meeting planned for Dec 9th in Bondurant
3. Iowa Comprehensive Task Force for Heart Attack and Stroke has continued to develop
4. Contact list for Learning community is being update.

Call Highlights
1. Hospitals report greater emphasis on discharge process including follow-up phone calls.
 + Patients with HF are asked about today’s weight and asked several questions.  If excessive weight has been gained then physician’s office is contacted for dieresis orders.
+ “Teach back” used to make sure patients understand discharge meds 
+ Patients have reported confusion when 2 or more physician appointments are made especially between Family Practice and Cardiology
2. Accountable Care Organizations are being formed and working with Family Practice coaches. These coaches have ability to adjust medications for patients
3. Sany Hall from Mercy in DM discussed HF with readmission that occurs for non-HF related problems has been difficult to anticipate and treat. For example, pneumonia in a readmitted HF patients is not something that clinicians can prevent, (except for vaccination).
4. Protocols and standard orders for AMI patients discussed
+ Time within the hospital has been emphasized.  
+ Group discusses the role of thrombolytics for STEMI. Case discussed with resolution of chest pain and EKG. Also discussed how sending Critical Assess Hospital monitors times from arrival to 1st EKG, and time from arrival until TPa.
5. PCI group being reactivated to provide statewide recommendations for STEMI patients

– Do you any additions, corrections or updates?  
 I’d really like to hear from you!  
Email me @ gclancy@ihconline.org

Recent Cardiovascular News: 11/30/2010 

Cardiovascular Primary Prevention 
Pass on pizza: Cutting salt by a third could halve hypertension among teens 
November 22, 2010 | Lisa Nainggolan 
Chicago, IL - Teenagers' favorite food, pizza, is helping elevate them to the dubious title of "age group that consumes the most salt," new US research shows. Cutting the consumption of such foods and thereby lowering overall salt intake by just half a teaspoon a day could reduce the number who are hypertensive by half, consequently cutting premature deaths from heart disease and stroke later in life, the data indicate. 
    The figures are based on statistical modeling of what would happen if teenagers and young adults could cut their salt consumption by 3 g per day, explained epidemiologist Dr Kirsten Bibbins-Domingo (University of California, San Francisco) during the American Heart Association (AHA) 2010 Scientific Sessions last week. The average teen eats 9 g of salt per day, and pizza tops the list of saltiest foods that adolescents consume. "It starts with salty bread, followed by salty tomato sauce, topped with salty cheese," she noted, and it is closely followed by bread, fast foods such as fried chicken or burgers, pas/ta, and condiments such ketchup. 
     Most—80%—of salt comes from processed food, Bibbins-Domingo says, and given the fact that teenagers consume lots of fast food and snacks, this figure may be even higher in this age group. "It is a major challenge. Teenage diet from an average of 9 g to 6 g per day and applied the results to the distribution of blood pressure and other cardiovascular risk factors in the US population. By the time these boys and girls reached the age of 50 there would be a 7% to 12% drop in coronary heart disease cases, an 8% to 14% reduction in new and recurrent heart attacks, a 5% to 8% cut in strokes, and a 5% to 9% decrease in all-cause mortality

New ACC/AHA Risk Assessment Guidelines, 
November 18, 2010 —      The major cardiology professional societies are emphasizing the primary role of traditional risk factors in assessing cardiovascular risk in otherwise-healthy people, while the upstart SHAPE organization continues to push for greater acceptance of screening with computed tomography coronary artery calcium scoring (CACS) and ultrasound measurement of carotid intima-media thickness (CIMT).
      Here at the American Heart Association 2010 Scientific Sessions, the American College of Cardiology Foundation (ACCF)/American Heart Association (AHA) Task Force on Practice Guidelinesreleased its "2010 guideline for assessment of cardiovascular risk in asymptomatic adults," developed in collaboration with six other specialty societies [1]. Meanwhile, the Society for Heart Attack and Prevention and Eradication, a group of cardiologists and researchers independent of any specialty society, released a summary of the forthcoming SHAPE II guidelines [2].
       Both sets of guidelines reflect the findings of several recent studies confirming the prognostic value of CACS and CIMT, including the Atherosclerosis Risk in Communities Study (ARIC), the National Institutes of Health–sponsored Multi-Ethnic Study of Atherosclerosis (MESA), and the Heinz Nixdorf RECALL Study. The ACC/AHA group is downplaying the relative importance of imaging tests in screening asymptomatic patients, however, while SHAPE is highlighting their potential value.
1. Greenland P, Alpert JS, Beller GA, et al. 2010 ACCF/AHA guideline for assessment of cardiovascular risk in asymptomatic adults: a report of the American College of Cardiology Foundation/American Heart Association Task Force on Practice Guidelines. J Am Coll Cardiol 2010; DOI: 10.1016/j.jacc.2010.09.001. Available at: http://content.onlinejacc.org. 


Heart Failure
No dent in readmissions, mortality seen with telemonitoring-guided HF care
November 16, 2010 | Steve Stiles  [image: http://www.theheart.org/documents/sitestructure/resources/images/icons/icon_slide_inline.gif]Download slides  [image: http://www.theheart.org/displayItem.do?primaryKey=1147097&type=img] 
Chicago, IL - In an age when seemingly everyone is electronically connected to everyone else, providing patients with heart failure a similar kind of connectivity with their providers seems like a natural. Regular monitoring for signs of clinical deterioration should allow clinicians to intervene sooner and more effectively, possibly preventing hospitalization or death. But sometimes great ideas that ought to work are hard to prove or simply don't pan out. 
    "Remote telemedical management," according to Anker's planned presentation, isn't for all patients with heart failure, could be used in clinically unstable patients as a "bridge to stability," and should be explored in further trials for effectiveness in specific patient subgroups.
      An editorial accompanying the published Tele-HF report [3] notes that existing approaches for remote-monitoring-guided heart-failure management are based on the idea that close surveillance of markers of clinical deterioration facilitates timely intervention, with the goal of improving clinical outcomes. "An effective home-monitoring strategy must therefore contain all of the elements necessary to complete the circle of heart-failure management," write Drs Akshay S Desai and Lynne W Stevenson (Brigham and Women's Hospital, Boston, MA).
        MedPage Today (11/14, Peck) reported that the new "experimental left ventricular assist device (LVAD)...appears to be as effective as already-approved LVADs used in patients with advanced heart failure awaiting transplant." MedPage Today explained, "The primary outcome of the ADVANCE-BTT study was the success rate at 180 days post-implant, with success defined as survival on the originally implanted device, transplant, or explant for ventricular recovery (patients must have survived 60 days post-explant)." Next, "the survival rate was compared with a control group comprised of 499 bridge to transplant patients treated with already approved LVADs, notably the HeartMate-2 device made by Thoratec." For a clinical perspective on this article, go to CardioSource.org. 

        New Drug May Help Treat Heart Failure. The AP (11/14, Marchione) reported that Pfizer's drug Inspra (eplerenone) "can boost survival and cut trips to the hospital by patients having trouble breathing," according to research presented at the American Heart Association meeting. However, "another drug that's been used for nearly a decade -- Johnson & Johnson's Natrecor [nesiritide] -- did little to help those with severe heart failure in a big study aimed at settling whether the drug raised the risk of death or kidney problems." Alfred Bove, MD, PhD, FACC, past president of the American College of Cardiology, stated, "'They resolved the safety issue, but in the meantime showed it was not very effective" 

The new "implanted device from Medtronic can boost survival and cut down on trips to the hospital," the AP (11/14) reported. 
        Bloomberg News (11/14, Olmos, Cortez) reported, "Medtronic Inc.'s device to synchronize the heart's pumping action helped slow the physical decline of heart-failure patients in a study that may boost use of the therapy in patients in early stages of the disease." In fact, "adding cardiac resynchronization, or CRT, to a defibrillator reduced by 25 percent the risk of death or hospitalization from mild-to-moderate heart failure, compared with use of a standard defibrillator," the study found. "The device, costing about $35,000, is approved for use in people with severe heart failure." 

[bookmark: S2]Arrhythmia
FDA approves Dabigatiran for stroke prevention, embolism in AF patients
October 20, 2010 | Shelley Wood and Michael O'Riordan 

 - Boehringer Ingelheim announced that the US FDA has approved dabigatran (Pradaxa) for the prevention of stroke and systemic embolism in patients with atrial fibrillation [1]. The drug will be available in two doses: 150 mg twice daily and, for a small subset with severe renal impairment, 75 mg twice daily. Debates about the approved dosing have already begun (see the discussion in the heartwire forum). 
       In the large the 18 000-patient Randomized Evaluation of Long-Term Anticoagulant Therapy (RE-LY) study, on which the drug's approval is primarily based, investigators compared dabigatran 110 mg twice daily and 150 mg twice daily against a conventional warfarin regimen. The 75-mg twice-daily dose, now approved by the FDA, was not studied in RE-LY.
       During the advisory committee meeting in September, there were discussions about dosing, with some panelists arguing in favor of approving just the 150-mg dose, while others wanted a lower dose approved for selected patients at special risk for bleeding complications, such as the very elderly. In RE-LY, the 150-mg dose was superior to standard warfarin therapy, whereas the 110-mg twice-daily dose was comparable to warfarin in effectiveness. As a result, some panel members felt the 110-mg twice-daily dose shouldn't be part of the approval.
1. [bookmark: bib_1]Boehringer Ingelheim. US FDA Approves Pradaxa (dabigatran etexilate—a breakthrough treatment for stroke risk reduction in non-valvular atrial fibrillation [press release]. October 20, 2010. Available here.


Rivaroxaban May Be As Effective As Warfarin.
The Los Angeles Times (11/16, Maugh) reports, "An experimental blood thinner called rivaroxaban is at least as good at preventing strokes as the old warhorse warfarin, which has been used for decades in people with erratic heartbeats," according to research presented at the American Heart Association meeting. According to the Times, "rivaroxaban and the recently approved Pradaxa [dabigatran etexilate] offer alternatives to the widely used warfarin, which frequently has unforeseeable interactions with food and people of certain genetic types and requires monthly laboratory tests to ensure safety." Douglas Zipes, MD, a former president of the American College of Cardiology, who was not involved in the research, hailed the drugs as "game-changers."


Heart Attack
[bookmark: S3]Women With Demanding Jobs 40% More Likely To Have Heart Attack, Stroke.
The CBS Evening News (11/14, story 11, 0:20, Mitchell) reported, "Findings of the longest major study on stress in women are in this evening. The 10-year study found women with demanding jobs were 40% more likely to have a heart attack or stroke as women with less stressful jobs." 
        The AP (11/14) reported that the study presented at the American Heart Association conference on Nov. 14 followed "17,415 participants in the Women's Health Study" for 10 years. The investigators then discovered that "women with demanding jobs and little control over how to do them were nearly twice as likely to have suffered a heart attack as women with less demanding jobs and more control." 
        "Women with high-stress jobs face about 88 percent more risk of a heart attack than if they had low workplace strain," Bloomberg News (11/14, Lopatto) reported. The study authors "defined the stressful positions as those with demanding tasks and little authority or creativity," Bloomberg News noted. HealthDay (11/14, Gardner), the Los Angeles Times (11/14, Roan) "Booster Shots" blog, BBC News (11/15), CNN /Health.com (11/14, Harding), and the UK's Daily Mail (11/15, Borland) also covered the story. 
       The study analyzed job strain in 17,415 participants from the Women’s Health Study, a U.S. project that began in 1991 and ended last year, with funding from the National Institutes of Health, based in Bethesda, Maryland. 

Patient and physician education program reduces STEMI-symptom-to-treatment time in Minnesota
November 22, 2010 | Reed Miller 
	

	


Chicago, IL - A regional network in Minnesota has reduced the total time from when a patient first feels the symptoms of MI until the balloon catheter reperfuses the blocked coronary, especially in rural areas far from PCI-capable hospitals [1]. 
        Reducing the total time to reperfusion—the time from the first chest pain or other symptoms to reperfusion in the cath lab—is a critical goal for providers and researchers trying to improve outcomes in patients suffering an ST-segment elevation MI (STEMI). 
        However, most of the focus so far has been on decreasing the time from when patients first present to the hospital until they are reperfused, the so-called door-to-balloon time, because that is the part of the process the hospital or emergency medical services (EMS) staff can influence. The time it takes for the patient to reach medical care is mostly determined by the patients' decisions and hard to influence. Data from the National Registry of Myocardial Infarction (NRMI) between 1995 and 2004 shows that the mean time to presentation was 114 minutes from symptom onset and that less than one-third of patients arrive at the hospital within one hour of the onset of symptoms; about half take more than two hours, and almost 10% take at least 12 hours after the onset of symptoms to seek medical help.
       So a network of 32 rural and community hospitals and 10 clinics throughout Minnesota has developed a regional STEMI system and led extensive training and public-education efforts focused on improving symptoms-to-presentation times in STEMI patients. The training included healthcare professionals and physicians involved in EMS in rural and community hospitals throughout the state. A public-education campaign has tried to increase local community awareness of STEMI and the importance of getting the patient to the hospital as fast as possible after symptoms begin.
       The network established a standardized protocol for PCI in STEMI patients and collected data on the response times for patients in three groups. The first group is those patients who came directly to Abbott Northwestern Hospital in Minneapolis, a PCI hospital. Zone 1 included those hospitals and clinics that were up to 60 miles from the PCI center, and Zone 2 included centers 60 to 210 miles from the PCI hospital. The protocol called for all STEMI patients to get aspirin and 600-mg clopidogrel and an intravenous bolus of heparin when they first presented with MI symptoms. Patients in Zone 2 were also given lytic therapy. All patients were transported to the cath lab for reperfusion.
       Results of the key time segments and in-hospital mortality for 2625 consecutive patients from 2003 to 2009 were reported by Dr Timothy D Henry (Minneapolis Heart Institute Foundation at Abbott Northwestern Hospital, MN) at the American Heart Association Scientific Sessions. 
Median reported response times (minutes) 
	Time segment 
	Abbott Northwestern, 599 patients 
	Zone 1, 1191 patients 
	Zone 2, 835 patients 
	p for Abbott Northwestern vs Zone 1/ Abbott Northwestern vs Zone 2 

	Chest pain onset to presentation 
	103
	88
	90
	0.001/<0.001

	Door-to-balloon 
	62
	94
	122
	<0.001/<0.001

	Total reperfusion time 
	172
	191
	219
	0.009/<0.001

	In-hospital mortality 
	4.8%
	4.8%
	6.1%
	096/0.2


As expected, the total door-to-balloon times were longer for patients who had to be transferred to a PCI center from the center they initially presented to, but patients in the rural and suburban areas where the community-education program was implemented had shorter average symptom-to-presentation times than people presenting directly to the major urban PCI center, which offset the longer door-to-balloon times somewhat. This may help to explain why longer door-to-balloon times in the rural areas did not lead to a significantly greater mortality rate.

Still lots of room for improvement 
     "The most likely reason that the symptom-onset-to-hospital time is faster is this local community education," Henry told heartwire. He also pointed out that groups that had have slower symptom-to-presentation times in previous studies, such as women and older patients, did not have significantly slower response times in this study. He recalled that the REACT trial in 2000 found that an 18-month community-education effort was unable to change response times. The lack of success in REACT perhaps deterred further efforts to improve response times over the past 10 years, he suggested. But "we think these are really compelling data," that at least in small rural and community hospitals, improvement is possible.
      Although the community-education effort appears to have made a significant impact, Henry said there is still plenty of room to improve the symptom-to-presentation times. "It's still an hour and a half [in most areas]. That's 30 minutes faster than the national average, and a half hour saves a lot of time, but there is an ongoing opportunity to improve on that." The need for more education on responding to heart-attack symptoms was also highlighted by the recent CRUSADE trial of non-STEMI response times in Minnesota, Henry noted. As reported by heartwire, that study of 104 622 patients in 568 hospitals showed that about half of patients took more than two hours to get to the hospital. 
       Henry's group is also trying to improve the response times in the urban and nearby suburban areas, but it is more difficult to draw attention to their education efforts in larger media markets than in small towns where everyone reads the same local newspaper. "If you put an article in the paper about the local hospital and its new care for heart attacks, telling people that if they have chest pain to come to the hospital quickly, you can make a much bigger impact in that small rural community than in [a big city]," Henry said. "It starts with people with known coronary disease, doing good patient education with them," but it "continues to be a major challenge."
Peripheral Artery Disease
[bookmark: S4]Study Evaluating Different Treatments For PAD.
In "The Informed Patient" column in the Wall Street Journal (11/30, subscription required), Laura Landro discusses peripheral artery disease, or PAD, a condition that inflicts somewhere between eight and 12 million Americans, according to federal data. Landro points out that currently, National Heart, Lung and Blood Institute-funded research is evaluating several different treatments for the condition. 
        Women May Have Worse Outcomes Than Men Following Surgery For PAD In Lower Extremities. HealthDay (11/29, Preidt) reported that "women have worse outcomes than men following surgery for peripheral arterial disease (PAD) in their lower extremities," according to a study published in the Journal of Vascular Surgery. Investigators "reviewed data from 372,692 hospital admissions for PAD surgery in lower extremities conducted from 1998 to 2007 in New Jersey, New York and Florida." The researchers found that, "following surgery, women were more likely than men to die (5.26 percent versus 4.21 percent)." 
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