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OB Report on Heart Attack Outcomes in
California: 1994-1996

The California Hospital Outcomes Project is an initiative mandated by the State of
California, and conducted by the Office of Statewide Health Planning and Development
(OSHPD), to develop public reports comparing hospital outcomes for selected conditions
treated in hospitals throughout the state.

The Report on Heart Attack Outcomes is intended to encourage all California hospitals
to improve their care and give credit to the hospitals that are the leaders. It can also
help insurers, employers, and consumers to select hospitals based on quality of care.

The California Hospital Outcomes Project

Heart attack (acute myocardial infarction or AMI) was chosen as one of the
first conditions to be reported upon by the California Hospital Outcomes
Project because they are important, common, and deadly. Every year
approximately 40,000 heart attack patients are admitted to 400 California
hospitals. More than 5,000 of these persons die.

The mortality rates published in previous heart attack reports have been used
in many ways. Hospitals have used their results to evaluate and improve
their quality of care. Payers and providers have used the reports to contract
with the best hospitals. Consumers have used the reports to make more
informed decisions.

The results published in this report are useful because:

o They have been risk-adjusted. Patient age, sex, type of heart
attack, and chronic diseases were used to adjust for differences in
patient risk when calculating hospital mortality rates.

o They have been validated. A major validation study involving nearly
1,000 heart attacks at 30 hospitals showed that variations in how
hospitals report their data to OSHPD do not significantly affect their
risk-adjusted death rates. In general, low-mortality hospitals treat
heart attacks more aggressively than high-mortality hospitals.

Content of the Report on Heart Attack Outcomes

This is the fourth report on heart attack outcomes. The first report was
published in December 1993; the second in May 1996; and the third in
December 1997. This report includes heart attack cases from 1994 through
1996. The current report includes improvements in the risk-adjustment
methodology introduced in the previous report. These improvements include:
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¢ linking with Vital Statistics records to identify deaths occurring outside
the hospital;

o refining patient risk-factor definitions based on the findings of the
validation study published in 1996; and

e using six months of pre-heart attack hospital records to more
completely describe patient risk factors.

This report consists of four volumes:

The User’s Guide (Volume 1) is intended for all those interested in hospital
performance including hospital staff, employers, government agencies, health
plans, and insurance companies. This volume provides a brief description of
the study background and methods. It also contains two tables that display
the results for individual hospitals based on heart attacks that occurred
between 1994 and 1996.

The Technical Guide (Volume 2) is intended for health services researchers,
health care providers, and others interested in the statistical methods used to
calculate risk-adjusted death rates.

The Detailed Statistical Results (Volume 3) contains the numerical results
for individual hospitals upon which the classifications in the User’s Guide are
based. In addition, there are tables that aggregate the results to the county
level. It also contains a graphical representation of both individual hospital
and county-wide results, which can be used to examine annual trends.

The Hospital Comment Letters (Volume 4) is intended to give readers of
the Report on Heart Attack an appreciation of its strengths and weaknesses
from the hospitals’ perspectives.

To obtain these volumes of the report contact:

Office of Statewide Health Planning and Development
Healthcare Information Resource Center

818 K Street, Room 500

Sacramento, CA 95814

(916) 322-2814

The report volumes are also available on the internet at
http:\\www.oshpd.state.ca.us

Hospitals were provided with a “Hospital Guide to Using the Report Data”
several weeks before the Report on Heart Attack Outcomes was published.
This document accompanied each hospital’s patient-specific data. Hospitals
used this document to access and use their patient-specific data and to
prepare their comment letters, provided in Volume 4. More importantly,
hospitals and their physicians can use this information to target areas where
heart attack care might be improved.

Page 2

California Office of Statewide Health Planning and Development



1 Summary of Hospital Letters

The major issues raised by hospitals in these letters are summarized in this section, with
the most frequently cited concerns listed first. In general, the concerns cited by
hospitals in response to this report are the same concerns raised in response to the
previous report published in 1997. Therefore, many responses remain unchanged since
the last report. The responses from the Office of Statewide Health Planning and
Development to the comment letters both acknowledge the limitations of the study and
reiterate its strengths, where appropriate. They also report on progress that the Office of
Statewide Health Planning and Development (OSHPD) has made in addressing several
of these concerns.

This report is one of many steps in a long and important process. OSHPD looks forward
to continue working closely with hospitals to improve the quality of the data and the
scope of the medical conditions included in the studies.

Process-of-Care Data Should Be Used In Addition To Mortality Data

Hospital Comments: Many of the hospitals submitting letters in response to
this report noted that they have initiated quality improvement (Ql) efforts
specifically focused on the care of AMI patients since publication of the 1996
report. These include the establishment of multidisciplinary Ql teams and
development of clinical protocols for chest pain and for AMI. A number of
hospitals indicated that they participate in the Health Care Financing
Administration’s (HCFA’s) Cooperative Cardiovascular Project or the National
Registry of Myocardial Infarction (NRMI) (sponsored by Genentech), which
provide data on process-of-care indicators that have been shown to improve
outcomes. These include areas such as time for administration of
thrombolytic drugs or angioplasty, and use of aspirin, beta-blockers and ACE
inhibitors. These process data were widely felt to be important indicators of
quality of care. Some hospitals urged OSHPD to link its risk-adjusted
mortality data with process-of-care data.

Response: OSHPD is pleased that the publication of earlier versions of this
report helped stimulate hospitals to focus on the quality of care provided to
AMI patients in California. Many more hospitals reported participation in the
National Registry of Myocardial Infarction or the Cooperative Cardiovascular
Project since the previous report. Clinically based registry programs and
other sources of comparative data are important tools for hospital quality
improvement efforts. Neither risk-adjusted outcome studies nor process-of-
care studies tell a complete story. Risk-adjusted outcome studies, such as
the California Hospital Outcomes Project, help to identify health care
providers with best practices as well as providers that deserve special
attention. They provide a "bottom line" view of the effectiveness of health
care, similar to the financial statement of a business or the transcript of a
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college graduate. They can be difficult for hospitals and physicians to
interpret, however, because they do not tell hospitals why their outcomes
may be better or worse than expected. Therefore, hospitals should
undertake process-of-care studies, alone or in collaboration with other
institutions, to determine the reasons for better or worse outcomes.
Nevertheless, process-of-care studies should not be used in isolation,
because seemingly good processes do not always lead to good outcomes.

The AMI Validation Study found that low-mortality hospitals (identified in a
previous edition of this report) started aspirin within 6 hours of presentation
more often than intermediate and high-mortality hospitals (35 percent versus
25 percent and 26 percent, respectively). Low-mortality hospitals used
heparin more often than other hospitals, among eligible patients (79 percent
versus 60 percent and 70 percent, respectively). Finally, low-mortality
hospitals performed or referred patients for early revascularization more often
than other hospitals (9 percent versus 4 percent). Other studies have also
confirmed the link between outcomes and processes of care for AMI patients.
OSHPD strongly encourages hospitals to collect and disseminate process-of-
care information, but its statutory mandate is to study risk-adjusted outcomes,
which are easier for consumers, purchasers, and payers to understand.

The Study Is Based On Old Data (1994-1996) That Do Not Reflect Current Practices

Hospital Comments: A number of hospitals observed that significant
advances in medical care have taken place since the 1994-1996 period, most
notably in the development of new thrombolytic drugs. In addition, some
hospitals described recent improvements in how they treat AMI patients.

Response: Recent data are clearly more useful than older data in
comparing hospital outcomes. However, there are two limiting factors. First,
it takes 12 to 18 months for hospitals to submit, and for OSHPD to edit and
compile, patient discharge abstracts. Another year is needed to develop risk-
adjustment models and calculate outcome rates, followed by six months to
solicit comments from hospitals and to prepare, print, and disseminate the
official report. Therefore, data after December 31, 1996 could not be used in
this year's report. However, OSHPD has adopted procedures to accelerate
the process, which should result in more timely publication of future reports.
Second, most hospitals have too few cases in one year to provide meaningful
results. When a hospital has very few cases in a given period, one has little
confidence in its outcome statistics because chance variation is so important.
By combining several years of data, hospital outcome statistics become more
reliable and more useful.

Patients WWho Requested “Do Not Resuscitate” Orders Should Not Be Included

Hospital Comments: Many of the hospital comment letters noted that
patients with “Do Not Resuscitate” (DNR) orders are inherently at higher risk
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of dying than other patients and therefore should not be included in the study.
Patients with severe medical problems frequently ask their doctors not to
resuscitate them if their heart or lungs stop working. This decision is
recorded in the medical record as a "do not resuscitate" (DNR) order.
Patients with DNR orders have a high risk of death, both because of their
underlying medical problems and because they are not candidates for life-
prolonging interventions. If a hospital has a disproportionate number of DNR
patients, this would make their death rate appear artificially high.

Response: In response to hospitals’ comments on the prior versions of this
report, OSHPD recognized the importance of being able to adjust for DNR
status as well as other unmeasured risk factors. A change in California's
Health and Safety Code in 1994 authorized OSHPD to collect DNR
information on discharges occurring on or after January 1, 1999.

In the meantime, it is not appropriate for hospitals to recalculate their death
rates after excluding DNR patients because: (1) DNR patients are not pre-
destined to die, but simply choose not to receive certain therapies; and (2)
DNR orders may be written or discontinued at any time, even after patients
experience complications, so they may reflect previous errors in the process
of care. The AMI Validation Study showed that only 40 percent of DNR
orders among AMI patients were written on or before the date of admission.
Among the patients whose DNR orders were written at least one day after
admission, 11 percent received thrombolytics and 15 percent underwent
either angioplasty or coronary bypass graft surgery during the AMI
hospitalization.

Hospitals Should Not Be Charged With Deaths That Occur After Discharge

Hospital Comments: Some hospitals expressed concern that when a
patient died after being transferred from one hospital to another, the case
was counted only once and the death was attributed to the first hospital. This
approach was considered unfair to hospitals that do not perform specialized
procedures. Several hospitals were concerned that all deaths occurring
within 30 days of admission were counted, regardless of the immediate
cause or location. Some of these deaths may not have been related to the
patients' AMI, or to the quality of care during the AMI hospitalization.
Extraneous factors, such as adherence to therapy and outpatient follow-up,
may confound comparisons of total 30-day mortality.

Response: Rather than being a source of bias, the linkage of serial
hospitalizations and the attribution of outcomes to primary facilities is a
strength of this study. If this had not been done, the analysis would have
been severely biased against hospitals that have open-heart surgery
facilities. Referral centers would have shown high risk-adjusted mortality
rates because all of their patient deaths would have been attributed to their
facilities. Conversely, small hospitals would have shown very low risk-
adjusted mortality rates because many of their patients who died would have
died elsewhere. Linking serial hospitalizations created a "level playing field"
so that small hospitals and referral centers could be directly compared. In
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addition, the hospital that initially receives an AMI patient decides when,
where, and how to transfer that patient. These community hospitals should
share the responsibility for the ultimate outcomes of their patients.

Deaths among AMI patients for unrelated reasons cannot be excluded, for
three reasons: (1) without detailed information about the date, severity, and
treatment of each diagnosis, we cannot identify which diagnosis led to death;
(2) the true cause of death can often be established only by autopsy, yet
relatively few AMI fatalities are autopsied; and (3) the AMI is probably a
contributing cause, even if it is not the underlying cause, of a substantial
majority of these deaths. Previous studies have shown substantial error in
the attribution of "cause of death" on death certificates, especially among
patients with multiple contributing factors.

Hospitals Without Catheterization Laboratories Are Unfairly Penalized For Admitting

Only the Sickest Patients

Hospital comments: Some hospitals without catheterization laboratories
argue that they refer all AMI patients who are candidates for urgent
catheterization directly from their emergency rooms (without admitting them
first). As a result, the AMI patients that remain tend to be too ill to transfer.
This report is based entirely on inpatient data, and may therefore be biased.

Response: This concern is valid. Since OSHPD does not collect emergency
room data, there is no evidence to support or refute this argument. Ideally,
the risk-adjustment models used in this report would fully account for the
clinical differences between patients who are stable for transfer and those
who are not. OSHPD recognizes, however, that its current risk-adjustment
models are unlikely to meet this standard. Hospitals will begin collecting
emergency room data to report to the Office beginning January 1, 2002.

Differences in Coding Practices May Affect the Validity of the Results

Hospital Comments: Several hospitals noted that coding practices are quite
variable across hospitals. Part of this variation relates to differences in the
availability of important information in the medical record. The International
Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM),
was never intended to be used for comparing hospital outcomes, so coding
guidelines are often vague and allow physicians considerable discretion in
diagnosing complications. In the absence of standard definitions, different
coders may interpret ICD-9-CM in different ways.

Response: These concerns are well founded. In some areas, coding
guidelines are vague and therefore subject to interpretation. This problem
was addressed by appointing a coding expert to each advisory panel and by
carefully reviewing professional coding publications. In addition, OSHPD
staff have worked very closely with hospitals, both directly and through the
California Health Information Association, to improve the uniformity and
validity of hospital discharge data. The AMI Validation Study showed that
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variations in reporting risk factors explain, at most, one-quarter of the
difference in risk-adjusted death rates between high-mortality and low-
mortality hospitals.

Clinical Risk Factors (Comorbidities) Were Underreported

Hospital Comments: Several hospitals linked data from this project with
their own medical record systems, so that they could review individual
medical records. Some of these facilities acknowledged that they had failed
to code some clinical risk factors, because these diagnoses either did not
affect reimbursement or seemed unimportant.

Response: Many hospitals have improved their coding practices since the
first report of the California Hospital Outcomes Project was published in
1993. By law, hospitals must report to OSHPD all diagnoses that "affect the
treatment received and/or the length of stay."' Specifically, reportable
diagnoses include "conditions that affect patient care in terms of requiring:
clinical evaluation... therapeutic treatment... diagnostic procedures...
extended length of hospital stay... increased nursing care and/or monitoring."?
According to these guidelines, conditions that require inpatient evaluation or
treatment (e.g., laboratory tests, medications) should always be reported.
Hypertension, shock, diabetes, and congestive heart failure are clear
examples of such conditions. Hospital coders should consult with their
medical staffs to confirm that the risk factors in these models indeed affect
the care of their patients.

The Results Are Uninformative or Unreliable for Low-Volume Hospitals

Hospital Comments: At least one hospital with relatively few cases
commented that the data have little value. A low-volume hospital is
extremely unlikely to be classified as "significantly better than expected," no
matter how outstanding its quality of care, because the role of chance is too
great.

Response: It is true that some low-volume hospitals may provide outstanding
care, but this hypothesis cannot be tested. No statistical method would
permit characterization of low-volume hospitals as "significantly better than
expected," unless an inordinately high risk of misclassifying larger hospitals is
accepted. Of course, low-volume hospitals are also unlikely to be classified
as "significantly worse than expected." This problem has nothing to do with
the validity of the study; it is inherent to statistical analysis.

In response to similar comments from hospitals in previous years, OSHPD
included a new symbol () starting with the previous report to indicate those
hospitals that had no deaths, but treated too few heart attack cases to be
classified as significantly better than expected. Low volume hospitals were

1. The California Hospital Discharge Data Reporting Manual, January 1985. Title 22, California Code of Regulations,
Division 7, Chapter 10, §97212(e)(11)
2. Coding Clinic, Second Quarter 1990, 12-13; ICD-9-CM Coding Handbook, 1991 Revised Edition, 24.
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not excluded from this report because Californians are interested in the
outcomes of care at all hospitals in the state, not just high volume hospitals.
Only by examining the performance of all hospitals against statewide norms
can current problems and opportunities be understood.
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Section

2 Hospital Letters

The law that created the California Hospital Outcomes project specified that hospitals
and their medical staff be given 60 days to review a draft of this report, along with the
patient data on which it is based. Hospitals and their chiefs of staff were encouraged,
but not required, to submit written comments. These comments have been published as
part of this report, so that readers can better appreciate this report’s strengths and
limitations. Enclosed are all letters received in response to this report.

Page 9
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MEDICAL CENTER

Date: July 13, 2000
To: David Werdegar, MD, MPH
Director

Office of Statewide Health Planning and Development
1600 9™ Street, Room 433
Sacramento, Ca. 95814

From: Toni Brayer, MD '/(b
Chief of Staff

California Pacific Medical Center

William Ammstrong, MD

Chief of Cardiology

California Pacific Medical Center
P.O. Box 7999

San Francisco, Califomia 94120

Subject: OSHPD Report ou Acute Myocardial Infarction

We, at California Pacific Medical Center appreciate the opportunity to respond to
OSHPD's 1994-1996 outcome study (4% report) for the care of acute myocardial
infarction (AMI) in California hospitals, The preliminary report rates California Pacific
Medical Center - Pacific Campus significantly better than expected in both Model A and
Model B. Our care of the acute myocardial infarction patients is based on best practice
guidelines and aggressive management of AMI patients with reperfusion therapies.

The QOSHPD data includes the California Pacific Medical Center - California Campus
which has been closed to acute myocardial infarction patients since 1995, ‘The California
Campus at CPMC has had no eligible myocardial infarction patients since 1995. In
addition, Davies Medical Center in San Francisco is now the California Pacific Medical
Center — Davies Campus, Please note these changes in the final report.
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I Chapman
Medical Center

Tanat HaalthSystem

2601 Eaost Chapman Avanua
Crange, CA 928590959
Tl 714.433.0011

Fax 714.532.4345

August 2, 2000

David Werdegar, MD, MPH,

Director

State of California — Hezlth and Human Services Agency
Office of Statewide Health Planning snd Development
1600 9™ Street, Room 433

Sacramento, California 95814

Dear Dr. Werdegar:

This is in response to the OSHPD letter of May 23, 2000 on outcome studieg for care of acute
myocardial infarction (AMI) in California hospitals.

Chapman Medical Center in Orange, Californis is part of an integrated delivery system and
transfers patients to other hospitals within the Tenet system when patient acuity and
the level of care required are outside the scope of care provided at Chapman.

The OSHPD report includes a total of ten patients in 1995 and 1996 that expired with an AMI
diagnosis. Two of these ten patients were transferred to another facility. Therefore, there were only
8 patients (4 in 1995 and 4 in 1996) that expired at Chapman with an AMI diagnosis.

Of the 4 that expired in 1995, patient #1 (age 83) was a DNR; patient #2 (age 66) had several high
co-morbidities; patient #3 (age 83) amrested at the field; and patient #4 (age 77), was treated with
thrombolytics, stabilized and then possibly re-infarcted.

Of the 4 that expired in 1996, three patients (ages 63, 65, and 91) al! had high co-morbidities. Two
of these three patients wers DNR. Patient #4 (age 94) died within three hours of admission.

We appreciate this opportunity to respond to the California Hospital Outcomes Report.

Sincerely yours,

ine T. Coogler
Chief Executive Officer

B TEAET
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Chino Valley
Medical Center

5451 walnut Avenise & Chino, Callfomla 91710 & (9049) 354-9600 phone & (909) 464-3082 fax & THP./AWww.Cvmcoom

June 23, Z000

Roxanne Andrews, FhLD., Dapoty Director, Health Policy and Plaming
{Office of Statewide Health Planning and Development

218 K. Street, Room 20H

Sacrmmento, CA 95814

Desr Dr. Andrews:

This letter is written in response to the Report o Heart Attack Ontcomex in California 1994-1996 study,
A review of the data provided by an ad hog commities compesed of Emergency Room Physicians,
Cardinlogists, Ferformence Improvement, and Adminigiration addressed the following issnes related ta the
resulis which show ovr qucomss to be significantly worse than expected in both Model A and B

1,

Risk Adjurtment — The resnliz of the stndy show that our risk adjustment falls between 18% and 11%
which is higher than the state meam of 12%. A review of the moords by cardiologists show that the
data reflacts: 1) mortalitiss of patients greater than >75 years of age, 2) BF and heart mte oot
documernted at presentation, 3} shock at presentation, 4) cardiac arrest within the previous 34 hours and
5 do not resuecitate orders om or the day of admission. Your 1996 AMI Validation Stady reflacis this
missing coding could be responsible for up to a 10% difference betwsen hospitals with significantdy

Correcied Expected Probability - Stated in your guide it is impossible to correct valnes for patients
who receive care in another hogpital, This is a refloction of gur rols in the community, We are a hase
station receiving calls from a wide area but do ot hive a cardine cathatarization lab, A tecent stody of
Acute MI's in onr Intemnal Medicine Department showed thit 95% of those trancferred to San Antonic
of Pomona Valley survived. This resulted in a decreased denominator of those actually discharged
from Chino Valley Medical Camter with a diagnogis of AMI,

Timeliness - The difficulty with any stdy is reflecting corrent practices. The difference in Acute M1
cars between 1994 and the year 2000 iz not indicative of the advances i therapy that Chino Valley
Medical Center hag undertaken in partnership with oor cardiologizts and medical staff members.
Reponts on the HCA CHOIS system reveal that we have a current facility risk adjusted muortality rate
of 12.5% which is what your stady shows to be the mean.

ﬂmkyﬂﬂﬂsnpporhmﬁymmchﬂemrmbmmﬁnﬂ&mﬂbeﬁmpuhhmﬁm

é’mphm Dixon

Chief Executive Officer

Paae 13
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52 | DAMERON HOSPITAL ASSOCIATION

Ansnciated with Sutter Health

July 14, 2000

Roxanne Andrews, Ph.D., Deputy Director, Health Policy and Planning Division
Office of Statewide Health Planning and Development

818 K Street, Room 200

Sacramento CA 95814

Dear Ms. Andrews,

Thank you for the opportunity to review and comment on the OSHPD data on heart attack
outcomes, :

This report indicates that our adjusted heart attack monality rate was higher than expected, In
reviewing a small number of the medical records, codes were present for patients as having
conjestive heart failure, hypertension, prior CABG, renal failure, shock, and diabetes mellitis.
Many of these risk factors were not present in the OSHPD diskette data that was submitted to us.
This adversely affects our risk adjusted mortality rate.

The Latinc population for 1994 it was 13.2% and only for 0.7% in 1995 and 0.61% in 1996. An
evaluation of the National Registry for Myocardial Infarction indicates a Latino population of
10.3% in 1997, 9.3% in 1998, and 12.9% in 1999, [n looking at the Latino population
percentage it does not appear to be accurate for the years 1995 and 1996.

There was no system to determine which patient was a DNR. In reviewing 21 medical records, it
was discovered that 9 were DNRs, This data may alter the report's outcome for hospitals that
treat a high percentage of DNE. patients.

The assessment of quality of care can not be measured adequately by using coded data intended
for billing purpeses. The 30 day mortality rate is an irnportant too! to guide our quality
processes, but it does not reflect current treatment of myocardial infarction.

Dameron Hospital is participating in the National Registry for Myocardial Infarction funded by
Genetech and the Cooperative Cardiovascular Project with California Medical Review, Ine.
These studies have allowed us to use more current data to improve the quality of care for the
myocardial infarction patient.

COur goal is to continue to deliver the highest standard of care possible. We thank you for the
opportunity to review this data and utilize it to improve care,

Sincerely,

Chilph Ll (.
Christopher Arismendi, MD
Administrator
Caspro

Paae 14
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DanmL ADMHNIETRATION

FREEMAN ?umud;yu.:u Siatern of 3t. Joseph of Carondedet
HoserraLs 333 Mot Praliie Avenue Systen
lm Inghwond, CA 90801

. {31¢) 6747080

August 10, 2000

Roxanne Andrews, Ph.D.

Deputy Director

Health Policy and Planning Division

Offica of Statewide Health Planning and Davaiupmant
818 K Streat, Room 200

Sacramento, California 985814

Re: California Hospital Outcomes Project - Acute Myocardial Infarction
Dear Dr. Andrews:

©On behalf of Daniel Freeman Marina Hosapital, | appraclate the opportunity to review the data from
the Callfornla Hospital Outcomes Projact on Acute Myocardiat Infarction. Our organization is
commithed to cooperative and collaborative offorts in improving the quality of patisnt care.

We have noted the small sample size for our Marina facilty which could limit the analysis of the
data into significant information. We alao recognlze that the usefulness of any data is dependant
upon the timeliness of data collaction, evaluation, and reporting. While the variables studied are
relavant, the findings are outdated. Practice patterns have changed since 1957, and, therefore,
it s difficult to utilize this information in any comparative manner that is meaningful.

Thank you for the opportunity to commant on these findings. We look forward to any efforts that
would be helpful in producing more timely reports.

Sincerely,

Jageph W, Dunn, Ph.D.
President and Chief Executive Officer

¢t Suranhe Cannata

Sponacrad by the Sisters of St. Josaph of Carondalst ® Mwmbaer of tha Carondelet Heslth System

Danial Froaman biaring Hoapital & 4850 LindGin Bivd, & Marina el Py, CA B

Dandel Freeman Marnorial Hospltsl # 333 North Prainie Avenus 8 inglewood, CA 90301

Carvar for Diagnostic and Rehabittation Medicios & ANllated with LICLA Schaol of Madicine Paae 15
Duiviad Fraaman Hospital Paramacls Sohood & Cantar i Haart and Haslth @ Tha FRaes Cande

Scheol of Radiclogic Technology & Cenier for Continuing Educalion
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Dasm. : ADMMNISTRATION

Bponaaned by i Sislen of 51 Jossph ol Carondelet
FrEzman AMemberol e Carondelet Health Systom
HosrrTals 533 North Prairse Averus
I“ Inghaewoad, CA BO301
- {310y 874- 70588

August 10, 2000

Roxanne Andrews, Ph.D.

Daputy Dirsctor

Health Policy and Planning Division

Office of Statewida Health Planning and Developmant
818 K Street, Room 200

Sacramento, California 85814

Re: California Hospital Qutcomes Project - Acute Myocardial Infarction
Dear Dr. Andrews:

On behalf of Daniel Freeman Memorial Hospital, | appreciate the oppartunity to review the data
from the California Hospital Outcomes Project on Acute Myocardial Infarction. Our organization
is committed ta collaborative efforts in improving the quality of patient care.

The usafulness of any data is depandent upon the timetiness of data collection, evaluation, and
raperting. Whila the variables studied are refevant, the findings ars outdated. Practice patterns
have changed since 1997. In addition, we have made significant changes in our cardiology
physician leadership and look forward to continued improvements in cardiac patisnt cutcomes.

Thank you for the opportunity to comment on thesa findings. We look forward tc any efforts that
would be halpful in producing more timaly reports.

Jokbph W, Dunn, Ph.D.
President and Chief Executive Officer

cc. Suzanne Cannata

Paae 16

Bponscrd by the Shebers of 5t Joseph of Carondelst & Mamber of the Camondalet Haalth System
Danial Fresman Marine Hoapitsl & 4450 Lincoln Bivd, & Marina del Rey, CA 90202

Okl Froeman Mamorisl Hosplital # 323 North Prakie Avanus & Inglewoad, CA 80501

Canlar for Diagnostic and HehablMation Madicine & AMiiated with LICLA Schoal of Madicine
Dol Friotenan Hospital Pararadic Sohoo! & Center for Heart and Healh # The Fineas Center
Schoal of Radiologio Tachnokogy & Caoter for Continuing Educalion
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De! Puerto Hospital ...

Patterson, CA 95363
Pattersen’s Net-For-Profit District Hospital (209)892-8781

June 27, 2000

David Werdegar, MD, MPH

Director, Office of Statewide Health

Planning and Development

1600 9™ Street, Room 433

Sacramento, CA 95814

SUBJECT: CALIFORNIA HOSPITAL OUTCOMES REPORT
Dear Dr. Werdegar:

This is to advise you that due ta the closure of Del Puerto Hospital on April 30, 1998 we
wiil be unable to respond to the above referenced report.

If you have any guestions, please contact me at {209) 892-8781.
Sincerely,
My Catiss

Dee Carr, Secretary
Del Puerto Heaith Care District

cc:  Roxanne Andrews, Ph.D.

Paae 17
A Public Entity Prowading Health Care Sarvices
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...‘1 Tr“
..-lli&i.d’
Downey Regional
Medicalaéeglnter

Hospital

11500 Brackshis Avenus

P, Box 700

Dowory, CA PO241-7010
Tol. 3427045000
Fox S 2-704-510%

v drmed.org

July 19, 2000

Roxanne Andrews, Ph.D.

Deputy Director

Office of Statewide Health Planning and Development
Health Policy and Planning Division

818 K. Street, Room 200

Sacramento, CA 95814

Dear Dr. Andrews:

Thank you for providing the opportunity to comment on the California Hospital
Outcomes Project, Heart Attack Outcomes 1994-1996.

We acknowledge the Office's significant efforts in improving the presentation of the
data, however, we are not confident that the risks associated with the principal diagnosis
of AMI were captured accuratety. We do not believe that the data is an accurate
representation of outcomes relevant to our current protocols. Utilizing data that is 4-6
years old is not valid in predicting current outcomes. Many improvements in therapies,
processes and protocols including the widespread use of thrombolytics have enhanced
outcomes. .

Thank you once again for the opportunity to preview the study results.

Sincerely, A

Paae 18

Don H. Miller .
Executive Vice President and Chief Officer of Operations

Fully accredited by The kaint Conmission on Arcdiaion of Healthcane Crannlrabons
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ENCINQ -TARZANA,

REGICOMAL MEDHCAL CENTER

Tarzana Haspital
T Bl s

July 17, 2000

Roxanne Andrews, Ph.D.,

Daputy Director

Health Policy and Planning Division

Cffice of Statewide Heaith Planning and Development
818 K. Streat, Room 200

Sacramenio, CA 95814

RE: ENCINO-TARZANA REGIONAL MEDICAL. CENTER
DETAILED STATISTICAL RESULTS
FOR ACUTE MYOCARDIAL INFARCTION MORTALITY
1994-1996

Dear Ms. Andrews:
Thank you for the opportunity to allow us 1o review the Report on Health Attack Qutcomes in
California for the year 1954-1996. As you may know, Encino-Tarzana Regional Medical Center's

data, when comparing observed to expected moctality, was given the designation of *not
signiticantly different than axpected” for both campuses.

TARZANA CAMPUS:

During the years 1984-1896 there was a lotal of 401 cases of Acute Myocardial Infarction with an
observed death rate of 11.7 which is below the expacied of 14.1 with a p-vaiue 0.082. The observed
death rate of 11.7 is also below the upper contral limit of 13.5.

When looking ai the individual years, it should be noted that the observed death mate has decreased
significantly each year whare in 1996 the obsarvad death rate was 5.5 wilh the expactad of 14,7,

ENCINO CAMPLIS:

During the years 1984-1996 there was a fotal of 81 cases of Acute Myocardial Infarction with an
observed death rate of 21.0 which is above the expected of 18.0 with a p-value 0.272. The
reasoning for the high observed death rate is related to the low volume of cases.

We appreciate the opportunity to review this data prior fo publication. if you have any questions,
pisase do not hesitate {o call us.

Sincersty,

e

Dala Surawitz
Chisf Executive Officer

18321 CLARK ST. TARZANA, ©A 91354 = @14 481 0800 Page 19
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UL 27,2000 3:474M FYR ADMIN[STRATION §0. 2358 2 | Do
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I Fountain Valley Regional em
Hospital and Medical Center

Tanst HaalthSysrem

17900 hocid Sinesl
RO, Baa BNV

Fovniin Yaley, i PEFOE
Tol T80 7200

July 26, 2000

David Wardegar, MD, MPH

Offica of the Director

Office of Statewide Health Planning and Development
1600 9™ Sireet, Room 433

Sacramanio, CA 95814

Dear Dr. Werdegar,

V¥a appreciaia the opporturity o respond to the “Report on Heart Attack Outcomes in
Cakfomnia”, Fountain Valley Regiorul Hospita) and Medical Center's mission is to
pravide owr community with auperior care and services, We hava a comprahensive
Cardiology program that provides high quality care to our cardiac patisnts. Optimal
patient care outcomes are axsured through comtinual and concusrent monitoring.

AS you are swans, thare have been many advances in both invasive and nonsinvasive
reatment modalities for Acute Myocardial Infarcion (AMY) patienis since the OSHPD
date {1964 -1998) prevented In this report. Our fackity strives 1o ba on the cutfing edge
of this technology offering our patiants the moat current treatment options avalable.
Dua o these rapid advances, the pariod covered by this OSHPD report makes the dala
chnically imelavant for our use in altering systerns ad Processas within our progra.
Wa moritor our AMI patient outcomes hrough the National Registry of Myocardial
Intarction (NRMI) on an ongoing basis. This data has demonstrated ongoing
improvemmnts in our AMi mortality rates with an overall rate of §% observed mortalilty
(41008 — 3/2000). This reprasents a significant Improvement from the 14% obsarved
martality rata in the OSHPD report, :

Wa do recognize the value of the OSHPD date an it providas us wiih baneficial
comparative dats. The task of risk-adjusting date In such large populations la not & task
that individual organizetions could undartake, The models used by CSHPD, however,
wmummmummmmmmmm
fisk for mortality. Additionally, the p-score vaiues for Model B indicate & low lavel of
significance. As is avident in the date presentad, variations in the risk agustment model
create significant variations In the data outcomas snd tharsfore make analysis
challenging.

W welcome any questions from your offica or the public relatad to our Cardine Program
or this report. An sdministrative mpresentative can be reached at (714) 988-8011.

Sincersiy,
T S
B 6]

Page 20
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ADMIGFTRATION
059 Plumas Street
Yuba City, €A 95991
S30/741-4010

RIDEoUT MEMORIAL HOSPITAL
726 Fourth Street
Maryswille, CA 35961
S30/749-4300

FrEsOnT MEDKAL CENTER
G970 Plumas Street
Tuba Cliy, CA 95991
S0 7514000

THRE FOUNTALNS
E260 Williams Way
Yuba City, CA 55951
530/751-4688

FrEmoNT-RIDET FOUNDATION

088 Plunuis Street
Yuba City, G4 95991
5307514250

FRimOnT-RIDEGHT HOMECARE
310 G Street
Marysvilie, CA 95901

53007

ot 25
M , LA 05501
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July 14, 2000 HEALTH CROUTP
Foxanne Andraws, Fh.D,

Deputy Directar, Health Policy and Planning Division

Office of Statewide Health Planning and Developoment

218 K. St., Room 260

Sacramento, CA 95814

SUBJECT: Report on Heart Attack Outcomes in Califeroia, 1994-96

Dear D, Andraws:

Thank you for the opporiunity to review the draft of the Report on Heart Attack Outcomes in
California, 1994-96 prior to releage to the media and the general public. We would like t see the
following coroments publighed with this teport.

One of the siated goals of the Ouicomes Project is to provide the public with information thet
chjectively compares hospitals according to the quality of their care. We are concemed that data-
used for this study, which will not be made public until late in 2000, encompasses hospital
discharge data from 1994-96! This daiz is foo old to reflect the gurrend state of MT care in
California hospitals. Although we appreciate the monumental challenges of completing such e
comprehensive study using more current data, we feel it is imperative that this be clc.&rly stated as a
limitation of the study. Care of the patient with an acute myocardial infarction is ¢ontinually
improving a& new medications and techniques are made available o preserve myocardium. Our
facility and hogpitals throughout the state and the nation are uvdlizing performance improvement
technigques to improve all aspects of patient care on an on-going basis.

This smdy focuses on mortality ag the primary indicator of quality outcomes, yet does not factor in
the patient’s own health maintenance and willingness to comply with the treatment regime and
make lifestyle modifications - these are key to long term survival!  Patitnts who are noncompliant
with the recommended teatment plan post-discharge may sxperisace 2 higher 30-day mortality
rate.

It i stated in the study definition of outcome that serial hospitalizations are linked to define "an
apigpde of care” and that outcomes (mortality) are atiributed to the hospital that admitted the
patient. We have concerna that the observed mortality rate for a hospital can be adversely affected
by interventional procedures (such ag angioplasty, stent placemant or coranary artery bypass
grafting} which each camry their own set of risk associated with tha invasive procedure itself]
Fremont Medical Center m Yuba City must refer all patients requiring interventional therapy to
Sacramenta area hespitals, According to the degign of this study, deaths occurring in those facilitics
a3 a complication of the interventional procedure adversely affect the mortality rate for Fremont

Medical Center! We would like to see “like hospitals” compared as a subssat-of the entire
population of  Thospitals inclvded in  the study. In this way, hospitals
[
09 Plumas Steeet
Yuha O
uba City, £& 95391 Page 21
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Fremont Medical Center page 2

withpyt interventional cardiclogy could be compared to other facilities that lack interventional
capahility and those facilities parforming angioplasty, bypass surgery and other invasive procedures
could be compared to other facilities with the same capebility. Also, it is not completely clear
whether deaths due to yorelated couses, occurring within 30 days of an initial hespitalization for an
scute MI, would factor into the overall mortality rate for AMI's. Cerminly, cases where death is
attributed to a pre-existing condition, such as cancer or chromic obstuctive pulmonary dissase,
should be exchwded from this study.

Care of MI patients has been one of the many performance improvement imitiatives in place at
Fremont-Rideout Health Group, In 1993, our facilities joined the Nationel Registry for Myocardial
Infarction {NRMI). This allows us to ¢ompare bospital apecific data rs: care of MI patients,
inchuding mortality rates, to the cumnlative database for both California and the Nation, A multi-
disciplinary group, consisting of physicians, ER snd ICU nursing staff, pharmacy and cardiology
staff continie to meet on an on-going basis to implement strategics to further improve cares to our
MI patienis. While the resuits for Fremont Medical Center and Ridecut Memorial Hospital reflect
outcomes that are “not significantly different than expectsd™, we ave confident thet our currend
mortality mte is at or below the statewide average, In fact this is validated by the most recent
(:Dmparauve data from NRMI 3 {Ma.rch Iﬂﬂﬂ} wluuh s]:mwu that MEWM

The data from the OSHPD California Outcomes Project is only one of many reports that we utilize
to asaist us in our performance improvement afforts, Despite the concerns listed above, we do take
this data sericusly and have shared the information with medical staff and nursing leadership, the
physician who chairs the Acute MI performance improvement tcam and the appropriate medical
stalf departrnents for the purpose of contnuing to improve outcomes for our patients,

Thank you again for the opportunity to review the draft of the 1994-96 Beport on Heart Atack
Outcomes in California and to respond with commenis to be printed in the final published report.

ho Pl

Chief Executive Officer, Framont-Rideoot Healtk Group
Fremont Medical Center / Rideout Memorial Hoapital

Paae 22
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Glendale Memorial Hospital
and Health Center

1420 Sauth Central Avenus
Glandalz, Ca 972042504

CHW 818 502 2203 Telephone
B1R 409 7688 Pacsimile
ppatra@ chw.edo Email

Patrick A. Peire

Sendor Viee President/C00

June 15, 2000

Roxanne Andrews, Ph.DD,

Dieputy Director

Health Policy and Planning Dvivision
OSHPD

818 "K" Street, Room 200

Sacramento, California 95814

Re:  Califormia Hospital Outcomes Report
Dear Mr. Andrews:

This is in response to your letter dated May 23, 2000. We appreciate the opportunify to be
able to respond to the data reflected for Glendale Memorial Hospital and Health Center.

We are pleased with our results and will utilize the detailed statistical results to further
educate our physicians and hospital staff,

Finally, we will continue to support the efforts and objectives of the OSHPD outcotnes
initiative.

Sincerely,
Cg“ LT
Patrick A. Petre

PRide

A Member of Catholic Healthorre West Paae 23
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Hemet Valleyeical Center

August 9, 2000

Roxanne Andrews, Ph. D., Deputy Director,

Health Policy mdlemnglmmn
OoneamemdeHmthlamungandDﬂdopmgnt
318 K Street, Room 200

Sacramento, Cﬁ95814

RE: Report on Heart Attack Outcomes in California 1994-1996

Dear Dr. Andrews,

Hemet Valley Medical Center welcomes the opportunity to participate in this snady. We
believe that projects such as this contribute to improving the quality of care, and ultimately,
the health status of our communities.

We are pleased to note that our risk-adjusted mortality rate is below the statewide rate and that
we also scored significantly better than expected in both Models A and B. We contribute
these positive outcomes to the clinical expertise of our physicians and other healthcare
professionals, as well as, our comprehenmw performance improvement program related to
cardiovascular diseases, such as, acute myocardial infarction. Through multidisciplinary
effomwehavengmﬁmmb'mduﬁednm:hmbolymadmmmuﬂﬁmmnﬁ,whchhudm
contributed to improved cutcomes. The prompt diagnosis and treatment of acute

infarction remains a performance improvement priority at our facility due to our high volume

of patients wich this diagnosis.

We thank you for the opportunity to present cur cornments. 'We appreciate our community’s
support and always welcome comments and requests for further information.

Sincerely,

?—MW

]ackh. Burrows

cc: Chief Exeamnive Officer
Chief of Staff

Page 24
1117 East Devonshire Avenue, Hemet, cmmmﬂ-wng}ﬁaz-ml-mn (509) 652-6173
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Henry Mayo
Newhall Memorial Hospital

23845 McBean Parkway Valencia California 91355-2083 Telephone (661) 253-8000

August 1, 2000

Roxanne Andrews, PhD

Deputy Director, Health Policy and Planning Division
Office of Statewida Health Planning & Developrnent
818 K Straet, Room 200

Sacramento, CA 95814

Daar Or. Andrews:

Enclosad are comments from Henry Mayo Newhall Memorlal Hospital ragarding the Califarnia
Hospitals Cutcomes Projact.

Thank you for the opportunity to submit these commants.

Sinceraly,

meas T, Yo
Presid hiaf Executive Officar

a\o00724.8
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Henry Mayo

Newhall Memorial Hospital

23845 McBean Parkway Valencla Ceffornia 91355-2083 Telaphone (661) 253-8000

CALIFORNIA HOSPITALS OUTCOMES PROJECT:
ACUTE MYOCARDIAL INFARCTIONS 1994 - 1996

Henry Mayo Newhall Memorial Hospital (HMNMM) is a 217-bed non-profit community hospital
located in the Sania Clarita Valley. According to the information from the Offica of Statewide
Health Planning and Development (OSHPD), HMNMH's observed mortality rate for acute
myocardial infarctons for admissions between 1994 through 1896 was above our expected
mortality rate for both models utifized, HMNMH's observad mortality rate was 12.5% under
Model A versus an expected rate of 10.68%, and the obsarved mortality rate was 12.7% under
Model B versus an expectad rate of 11.2%. However, undar both models HMNMH scarad in
the catagory of "not significantly different than expacted”, and HMNMH's rate matched the
statewide rate.

HMNMH remains committed to providing excellent cane for this patient population, and in
addition to review of the OSHPD data, which is several years old, participates in Gensntech
Inc.’s National Registry of Myocardial Infarction (NRMI) project in an effort to maintain a current
review of outcomes for myocardial infarction patients at HMNMH.

HMNMH Medical Staff Committees are responsible for monitoring the ¢are pravided to
patients, and the following ongoing reviaw processes and care management protocols provide
the Hospital and Medical Staff with feadback mechanisms to continually improve our care and
Sarvices.

. The Critical Care Committes reviews NRMI data on a quarterly basis and doses
intensive reviews of individual charts that elther fall bslow our expectations for
treatment with thrombotytic therapy or demonstrata an excetlent response that fully
mests our expectations. NRMI data also allows us to measure our parformance with
that of like-hospitals that also participate in the program.

. The Critical Care Comunittee has previously raviewed the outcomas data provided by
O8HPD and will continue to do so. .

. HMNMH continues to utilize the APACHE Il System, a comprehensive decision support
computer system for usa in the Intensive/Coronary Care Unit (ICCU) to access
concurrant information about the quality of care provided to critical care patients,
including patients with acute myocardial infarction. The system provides concurrent
and daily information about the severity of illness of pabents, and pradicts responses to
therapy in terms of standand outcome measuras like mortality and langth of stay,
comparas the actual performance of tha ICCU to predicted performanca, and maonitors
tha resource consumption of ICCL patients,

. HMNMH currently utilizes an ICCU/DOL Admitting Orders for Chest Pain and Mi form
to expadite care for thase patiants and has developed a Clinical Path for Chest Pain.

Our goal as a community hespital is to continue to dellvar tha highest standard of cars
possible. We appreciate our community’s support arki always walcoma commants and
requasts for further infarmatlion.

AMII0724.8
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4

KAISER PERMANENTE
Madical Care Program

August 3, 2000

Roxanne Andrews, Ph.D.

Deputy Director

Health Policy and Planning Division

Office of Statewide Health Planning and Development
818 K Streat, Room 200

Sacramento, Califomnia 95814

Crear Dr. Andrews:

The Kaiser Permanente Madical Care Program would like to thank the Office of Statewide Haalth
Planning and Development (OSHPD) for the opportunity to comment on the latest release of the
Report on Heart Aftack Outcomes in California, 1984-19968. The report allows us to evaluate cur
performance in relatlonship to other hospitals across the state.

Kaiser Foundation Hespitals across California continually strive to improve the quality of care for its
patients. For example, Kaiser Foundation Hospitals Invest in developing and implemanting Clinical
Practice Guidelines and Integrated Care Management for M| patients. The organization also
maintains extensive quality improvement and peer review programs, as well as regional Cardiac
Services Committeas. Finally, monitoring tools such as the National Registry of Myocardial
Infarction (NRMI) allows regular comparisons of process and outcomes measures for Kaiser
Foundation Hospitals with “like hospitals” across the nation.

This commitment to quality is reflected in the results of the report. The results of Model A
demonstrate that nine of the 26 Kaiser Foundation Hospitals in California experienced mortality
rates that were significantly better than expected. Further, no hospital experienced mortality rates
that were significantly worse than expected. Combining the mortality outcomes for all Kaiser
Foundation Hospitals in California indicates that 30-day mortality rates for patients at Kaiser
Foundation Hospitals are significantly better than expected from 1984 to 1986. Finally, we are
sspecially pleased with the Kaiser Foundation Hospitals in San Diego, Walnut Creek, and San
Francisco. The results for these hospitals were significantly better than expected in both the 1997
and 2000 versions of the Report on Heart Attack Outcomes in California.

Page 27
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The Kaiser Permanents Medical Care Program appreciates the opportunity to respond to the
preliminary draft of the Report on Heart Attack Outcomes in Califomia. The arganization continues
to make quality its first priority and fooks forward to future reports.

Sincerely,

Philip Ma
Associate Executive Director for Quality
The Permanenta Medical Group

Senior Vice President Quality, Member and Regulatory Services
California Division

B

Les die, MD
Associate Medical Diractor, Clinical Services
Southemn California Permanente Medical Group
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Kalser Permansnie Madical Cander Bettix L. Cales

250 West Machrthor Soalevard Seniar Vicy President and Service krtn Manaper
Oakland, Callforada 96611-5693 Fanl T D
Phone: (510) 596- 1000 B m_m chiel -
Namce B, Jones
Direetor Hoapital Qperations
&
]
KAISER PERMAMNENTE
July 13, 2000:
Raoaarme Andeews, PhD.
Deputy Director
Health Policy and Planning Division

Office of Statewids Health Planning and Developinent
818 K Street, Room 200
Sacramento, CA 95814

Subject: Californin Hospital Outcomes Reports
Dear By, Andrews:

While we have no quarre]l with the design, methodology, or accuracy of the data, 1 want to acknowledge our
excellent outcomes in maortatity for acute myocardial mfarction. In Alameda county, Kaiser Oakland was one of two
hospitals receiving two stars (the highest score), for far better than expected survival from myocardial infarction.

We believe the data to be pecurate and reflective of the unique way we provide cara.

We attribute our success to the strong focus on quadity by an integrated Kaiser Permanente Healthorre system, Wa
have organized, integrated care of MI patiets foom the ED into the ICU. Beyond our [CU, thia care is supported by
superior cardiac and cardisc surgery services at Kaiser Sen Francisco, which also received two stars for MI survival,

Statewide over 400 hospitals wers evaluated snd compared. Oanly 14 hoapitais received the highest acore. Five of
ﬂmumePummmﬁmlm“[mhnd.SmFrmnmmSm[mgo,mdSmknﬁd] This
flrther suppocts the strength of the quality provided by our integrated health care system,

We will be expanding our cardiac services by bringing cardise sergery services to the Onkland Commumity. We
srongly betieve that this will further enhance the quality of care provided hare.  As a result, we look forward to your
evaluation in the future and anticipate the impact of cardiac surgery services on acute MI survival.

Sincerely,

Vo

Nance Beth Jones
Diiractor of Hoepital Operations

MAI:Isa
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Kaweah Delta

Heatlth Care District
July 18, 2000

Roxanne Andrews, Ph.D., Deputy Director
Hsalth Pellcy and Planning Divisian

B18 K Street, Room 200

Sacramento, Ca. 95814

Dear Ms. Andrews

KODH has cbserved a decline in myocardial Infarction mortality rate from 1994 through
1986. The absolute mortality rate has decreased from 18.7 to 14.6% in this time intenval.
There has also been a raduction in the difference of our observed vs. expected mortality
rates. We balieve this trend has continued. QOur 1999 mortality rate, for myocardial infarction
patients admitted via the KDDH emergency room, is approximately 12%. '

However, the mortality rate at KDDH continues to excaed both the statewide averages for
absolute and risk adjusted mortality rates. To address this opportunity for improvement, we
have established procedures to provide pdmary angioplasty as an allemative to traditional
thrombalytic therapy when possible. In addition, adherence to drug therapy guidelines and
timeliness of therapy for myocardial infarction patients has always bean maonltored at our
institution.

In spite of outstanding compliance with drug therapy guidelines for the use of aspirin,
thrombolytic therapy, beta-blocker and ACE therapy, our observed myocardial infarction
rates remain no batter than avarage and highsr than OSHPUD risk adjusted modals would
predict. We believe that there are problems with coding accuracy that can partially explain
thase differences. At our institution, 30% emor rates in ICD-9 coding of infarct location have
been noted,

We suspect that similar problems exist statewide and would sxpect this to have a
measurable affect on accurate risk adjustment. Erors in failing to reliably identify myocardial
infarction, especially in patients who subsequently die, may also be a statewide problem
that is not accountsd for in these measurements. Whils steps have bean taken to comect
this problem at KDDH, we suspect that many Institutions have similar problems that may be
affecting the reascnableness of risk adjustment as well as the comparison of individual
institutions’ mortality rates.

Sincerely,

Stepken Smith, MD
Chief of Staft
Kaweaah Delta Health Care District

Paae 30
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JORNPOC

Eﬂ‘}\ MEALTHCARE RISTRICY

Lompoc Disirics Hospital ' Serving the Lompoc Valley since 1943

July 17, 2000

Roxanne Andrews, Ph.D.

Deputy Directar, Health Planning Division

Office of Statewide Health Planning and Development
818 “K” Street, Room 200

Sacramento, CA 95514

RE: AM Outcome Studies
Dear Dr. Andrews:

We received and reviewed the draft report of Outcome Studies for Care of Acute Myocardial
Infarction (AMI) in California Hospitals.

We believe the data is discriminatory to small rural hospitals since it doss not include
patiants who were stabilized in our emergency department and then transferred to a tartiary
care center for interventlons (angioplasty, stent or caronary artery bypass surgery) that are
not available at Lompoc Healtheare District (LHD). A significant number of patients arrive at
LHD and are admitted under the Medicare required “observation™ status. This patient
poputation is also not included in your statistical analysis, thereby axcluding 32% of our total
AMI patients in 1994, 479% in 1995, and 50% in 1996.

The second concern we have Is tha inaccuracy with. the risk adlusting. Our cardiclogist,
Barry Coughlin, M.D., F.A.C.C. reviewed every case in your study. His review identified that
3 of the 8 deaths in 1994 had “Do Not Resuscitate” {DNR) orders documented in the chart,

1 in 1995 with a DNR order, and § of the & deaths in 1596 with DNR orders. ‘The DNR
decisions ware precipitated by co-morbid conditions. If these cases were excluded from our
data the “Number of Observed Deaths” In 1994 and 1995 would equal tha “Number of
Expacted Deaths” according to your statistical informatlon. The 1996 data, interestingly
snough, would show a significantly better than expected outcoms at LHD since we woLid be
axpected to have 3.7 deaths but actual deaths, excluding the DNR cases, would be 1.

During our analysis we scrutinized the coding policies and procedures at LHD as a possible
cantributing factor for the outcome data. | am pleased to Inform you the review confirmexd
our belief that our staff performs extremely well and accurately. In 1994 thru 1996 OSHPD
did not have a fleld to code “DNR" and, thersfors, the data was ermoneously included dus to
the shortcomings of the OSHPD system.

= i i Mt bl b B ke d e o et A m mam n 8

We ara requesting that this data not be published until the significant limitations in data
collection afe comected. Pubdishing data with such significant limitations is imesponsible and
wiil undermine tha state mandate of reporting accurate paﬂant outcomes.

L s

Sinceraly,

- "M.D.,FACC. ~ Wanzce Marsh, M.D.
ffice Chief of Cardlology Chlef of Medical Staff

cc. Madicine Subcommitieg
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Marian Medical Center 1400 East Church Street

. Box 1238
¢ CHW Santa anria. CA 93456
£05 739 3000 Telephone
July 22, 2000

Eoxanne Andrews, Ph.D.

Deputy Director, Health Planning Division

Office of Statewide Health Planning and Development
818 “K" Street, Room 200

Sacramente, CA 95814

RE: AMI Outcome Studies
Dear Dr, Andrews:

Thank you for the draft report of the Qutcome Studies for Care of Acute Myocardial
Infarction {AMI) in Califernia Hospitals for the time period of 1994-19%6. This data is
helpful for internal use and can be beneficial to an organization once it is analyzed. We
believe the data as it is published, is misleading. It does net include patients who weze
stabilized in the emergency department and then transferred to a tertiary care center for
interventionat procedures or coronary bypass surgery during that time period. 1t alsc does
not account for patients that arrived at Marian who were admitted under the Medicare
required “observation” status.

An additional concemn is the inaccuracy of the risk adjustments and internal coding. Patients
with Do Not Resuscitate orders were not accurately accoumted for in the data. If these cases
were excluded from our data, the number of observed deaths in the draft report would e
statisticaliy different.

We believe the public value of this data is significantly limited due to the inclusion and
exclusion of certain patient information, We appreciate the opportunity to respond to your
report, but remain disappointed with the misleading statistical publication of the data.

If I can provide you with any further information, please contact me directly.

Charles J. Cova,
Executive VP/COO

Paae 32
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A Mor-Profic kot By
Healtreank System Aflilioe

August 1, 2000

Roxanne Andrews, Ph.D., Deputy Director, Health Policy and Planning Division
Office of Statewide Health Pfanning and Development

318 K Street, Room 200

Sacramento, CA 95514

Dear Dr. Andrews:

NorthBay Healthcara Gioup Hospitals (NorthBay Medical Center and VacaValey Hospital) appreciate
the opportunity to review and respond to the Caltfornia Hospital Outcomes Project, “Report on Heart
Atack Quicomes in Celifomia 1984-1906". Our organization [s cornitted to comtinuous quality
impravement and we consistently monitor Intemal and extemal data.

To assist in improving the care provided to acute ryocardial infarction patients our organization
participates in the National Reqistry of Myocardial Infarcions 3. \We have participated in the Registry
since 1990. Ths Registry provides quarterly hospital specific data that ane procass and cutcome of
care based. This clinical practice and outcome data enable us 10 Improve 0w processas, treatment
protocols, and outcomes. Our mortally data havs continued to improve due to cinical practice
improvements such as increased utiization of ASA, Beta-Brockers, ard Ace Inhibitors. Our
organization s very proud of our “door to drug” time that Is consistently better then the reponed
benchynark average.

We would find the Outcome Project to be more beneficial If the data and report were provided in a
timefier manner. Dala that are twee plus years old have imited usefulness in guiding clinical quality

Improvemsnt inidatives.  We also continue 1o suggest axciusion of cases with a "Do Not Resuscitate®
status.

Thank you for the oppartunity to respand to the Califomia Qulcomes Project Repoart.

Sinceraly,

—

h Suglyama,
NoithBay Healthcare

rd Bek, MD
Chisf of Staff
NorthBay Heslthcare, Hospital Division

Helping Prople Be Healthy
ping Feople Paae 33
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Parkview Community Hospital
Medical Center

June 20, 2600

Roxanne Andrews, PhD

Dieputy Director

Health Policy & Planning Division
Oflice of Statewide Planning &
Development

818 K Street, Room 200
Sacramento, CA 95814

Dear Ms. Andrews:

Parkview Community Hospitai Medical Center has reviewed the OSHPD Acute Myocardial
Infarction Mortality Report for the years 1994, 1995 and 1996. Parkview fails within the
acceptable range compared to the statewide obsarved rate.

Parkview has a very aggressive performance improvement program. Parkview’s Quality Council
prionitized an Acute MI Team as a result of the previous published OSHPD Acute MI Mortality
data analysis and the CMRI Acute MI quality improvement initiative regarding the use of ace
inhibitors and betablockers,

Three processes were gelected for improvement: patient assessment, clinical management
protocol and patient/family education. The hypothesis for this initiative suggested that better
petrformance of the quality indicators as established by nationally recognized guidelines is
associated with lower mortality rates of Acute MI patients. As a result of the Team effort, an
evidence-based clinical pathway and a thrombolytic protocol for the Emergency Department
were initiated. A discharge order sheet pointing out the recommended medications upon
discharge was also developed, along with a patient education protocol.

Parkview utilizes the HCIA national data base for reviewing the hospital’s data compared to the
national norm and local market. Parkview Community Hospital Medical Center is very proud of
the results of their initiative. The HCIA data substantiates that Parkview’s mortality rate is lower
than the national norm and our local market for the year 1998.

Cont. .,

Paae 34
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Roxanne Andrews
Page 2

Qur facility has learned that it is very important to continue reviewing the initiative to update the
clinical puidelines and review the outcome data on an annual basis.

We appreciate the opportunity fo comment. We recognize the importance of a comparative data
base. All healthcare organizations are challenged to continuously review their processes based
on outcome data. The mission statement for our organization is carried out through this process:
“to provide comprehensive, high-quality, cost-effective health care services which are responsive
to the neeads of the commumity™,

Norm Martin, CEO Dennis Hilliard, M.D., Chief of Staff

WNT_SERVER_I'NT_E_SHARE\WPDATA'\LETTERS\DSHP Dreacanneandrews.dog Paae 35
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PRESBYTERIAN
INTERCOMMUNITY
HOGSPITAL

1240] Washington Bowevard

Whittier, California 90602-1069

(363) 698081}

Hearing Impaired TDD (563) 696-9267

July 10, 2000

David Werdegar, MD, MPH

Director

Office of Statewide Health Planning and Development
1600 9th. Street, Room 433

Sacramento, CA 95814

Dear Mr. Werdegar,

Subject: Presbyterian Intercommunity Hospital’s California Hospital Qutcomes
Report for Acute Myccardml Infarctmn {A.ME[)

Thank you for the oppom.lmty to rﬁpund 1o the relea&e of data en cur hospital’s
outcomes for Acute Myocardial Infarction. Presbyterian Intercommunity Hospital (PIH)
is 2 339-bed, not-for-profit regional hospital and health center that serves & wide
community in Scutheastern Los Angeles County and portions of the San Gabriel Valley
‘and Orange County. We are a full-service medical center offering care in the specialty
areas of cancer, cardiovascular care, complex spine and scolosis treatment,
maternat/child care, rehabilitation services, diabetes management, wound care,
respiratory services, emergency and industrial medicine, behavioral health, as well as
general medicine and surgery.

We at PTH are commiited to analyzing our patterns and outcomes of care to provide the
highest quality of care possible. One hundred present of the unexpected death cases are
screened by the Perfermance Improvement Department to ensure that they are not related
to a quality of care issue. Cases with comorbidities, complications and other risk factors :
afe also reviewed to ensure optical medical management,

OSHPD’s AMI data for 1994-96 have been analyzed carefully by the hospital president,
president of the medical staff, vice president of medical affairs, chief of the cardiology
section, administrative director of cardmlpgy director quality management and director
of medical records. :
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While PIH’s outcomes were not significantly worse than expected, beginning in 1996 the
hespital began to participate in the NRMI {The National Registry of Myocardial
Infarction) database to look for areas where improvements could be made, Our latest 12
months of data from April 1999 through March 2000 shows PIH's AMI mortality rate to
be 8.5% compared to 10.3% for 155 like hospitals across the nation.

On behalf of the medical staff, administration, and staff of Presbyterian Intercommunity
Hospital, thank you again for the opportunity to present this response. As always, PIH
remains dedicated to providing the utmost in quality patient care to the communities we
SEIVe.

Sincerely,

=

Daniel F. Adams
President and CEQO

2 Paae 37
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<& QueE
OF VALLEY
HOSPITAL

NAPA VALLEY MEDICAL CEMTER
A SISTERS OF ST, JOSEPH OF QRAMNGE CORPORATION

DATE: Tuly 19, 2000

TO: Roxanne Andrews, Ph.D,
Deputy Director, Health Policy and Planning Division
Office of Statewide Health Planning and Development
2138 K Street, Room 200
Sacramento, CA 95814

SUBIECT: Response to the California Hospitai Outcomes Report

Thank you for the apportunity to review and respond to the Hospital Outcomes Report on Heart
Attack Outcomes in California, 1994 - 1996, The report has been shared with key physiciang and
staff.

While this data shows that we are not significantly different than cxpected, it should be noted that
our patient population has a high percentage of elderdy that are high risk and approximately a
third of our AMTI patients are referrals from other healtheare facilities.

The 1996 data shows our mortality rate continues to decrease and is less than the state averages.
As part of cur ongoing quality management program we review all mortality cases and in
addition Queen of the Valley Hospital has continued ongoing participation in the National
Registry of Myocardial Infarction, This report provides trending information in the care and
treatment of AMI patients that promotes quality improvement and survival. The calendar year
1999 data we received in the more recent March 2000 NRME ceport, indicates our mortality rate
for the Acute Myocardial Infarction patient has decreased and is better than the comparison
hoapitat group.

The information in these reports reflects our continuel imprdvtmmtincaringfnrﬂmpnﬁmt
experiencing an acute myocardial infarction. Our Medical Staff and Hospital Professionals are
dedicated to ongoing efforts to provide optimal patient outcomes.

Sincerely,

Dennis Sisto
CEOQ, Queen of the Vailey Hospital
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Rancho Los Amigos National Rehabilitation Center
“The State of the Art in Medical Rebabilitation”

August 9, 2000
TO: Roxanne Andrews, Ph.D.
Deputy Director
Health Policy and Planning Divigion
Office of Statewide Health Planning and Development
812 K Street, Room, 200
Sacramento, CTA 95814
Subject: California Hospital Quicomes Reports
Acute Myocardial Infarction Study
Dr. Andrews:

Thank you for the opportunity to review the records of patients admitted with diagnosis of acuts
myocardial infarction. A review of the six cases at Rancho wag completed, Three patients can be included
in the study. Hmmmhﬂdﬁdmmmnfmwmmnﬂadmmm
hospitalization.

Rancho’s sample zize (3) is so small that it is not statistically significant for analysis, Our facility is a
tertiary referral ceater for rehabilitation and medical problems and bas no emergency room. Therefors, the
number of paticrits admitted with acute Myocardial Infarction will continue to be low.

Thank you for the opportunity to comment on this data.

Please contact Yaga Szlacheic, M.D., Chief of Cardiology, Depariment of Medicine (562-401-7611}) or
Mara Heckman, R.N., MHA (562-401-7%00), Director Quality Resources if there are additicnal
questions, ,
Thank you very much.

Sincerely,

Robar Wai, M., CHif i Offcr Gl Do, i e Ok

MHZ rew

Page 39
7601 E. Imperial Highway * Downey, CA 90242 = Phone: {562) 401-7111 * Interner: herpfiwww.rancho.otg



lhand
Page 39


£ MEMORIALCARE

SADDLEBACK MEMORIAL MEDICAL CENTER

14 July 2000

Roxarne Andrews, Ph.D.

Deputy Director

Office of Statewide Health Planning and Development
Health Pollcy and Planning Division

818 K Street, Room 200

Sacramento, CA 95814

Dear Dr. Andrews:

We at Saddleback Memorial Medical Center woulkl lika to thank the Office of Statewlde
Health Planing and Davelopment for giving us the opportunity to comment on the latest
California Hospital Quicomes Project Raport on Heart Attack Qutcomes.

The data Is vakuable to us in that it provides external benchmarks on heart attack
patients and risk stratification modeis for comparison. However, the age of the datais a
meajor weaknass, The data In this report reflects patient care rendered from 19984-1996.
In the Report on Heaart Attack Quicomas 1981-1883 (volume 4), OSHPD acknowledged
this Issue and stated that altamatives to accalerating the process of compiling and
reporting the data were belng examined. Once again, the data in the 2000 report is up
to 8 yoars ald, With rapidly changing technology and new pharmaceuticals for the care
of heart attack patients, there is an inherent nead for current data in order to svaluate
the utillty of these new treatment strategies and adjunct therapies.

Another weakness of the study is the lack of distinguishing those patients with DNR
orders. Saddleback Memorial Medical Center is Jocaled across the street from Laguna
Woods, the natlons only city of adults over the age of 55, which boasts a population of
18,000 saniors and an average age of 77. The average age of heart attack patients at
SMMC Is 75 (NRMI 3, June 2000), which is significantly older than tha state average of
87.7 years. We can hypaothesize that bacayss of our gider population, our percentage
of DNR patlents would likely ba higher than the state, and therefare, thirty day mortallty
would be higher. According to your previous report, a proposal to implament the
colfaction of DNR information was made in December of 1987, with data collection to
bagin in 1998, We lock forwand to the inclusion of this important indicator In future
reports.

Saddleback also feels that the reparting of thirty day mortality introduces many variables
bayond the contral of the hospital. Some out of hospltal deaths may not relate to
haspital quallty of care but adherenca to madical freatment and follow up post
discharge. .
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Saddieback Memorial Medical Center is dedicated to providing patiants with the best
quality care. We continually review and compare our heart attack cuicomes through
process of care studias, such as The National Regletry of Myocardlal Infarction and the
Cooperative Cardlovascular Project/CMRI. Despite SMMC's older and higher risk
population, we have demonstrated a 23% reduction In risk adjusted mortallty for heart
attack patients during the study years 19941998 (using model A; modal B
demonstrates an 18% reduction). The state mortality decreased by only 4.6% during
the same tima period.

Our most recent National Reglstry of Myocardial Irfarction Data showed that we deliver
thrombolytic tharapy to heart attack patierts 27% faster than the stats median time
(NRMI 3, June 2000). And despite our high-risk poputation, we rank in the 87"
percentile in the nation for treatrment of eliglble heart attack patients (NRMI 3, June
2000).

3addlsback recognizes the value of the California Hospital Outcomes Project's risk
adjusted heart attack cutcomes. However, we fesl that efforts should be made In the
future to link risk adjusted mortality cutcome studies and procsss of care studies for a
more complete and accurate assessment of quality patfent care.

We look forward to future OSHPD reports and we appreciate the oppartunity to respond.

*

i
]
i
!
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Saint Agnes Medical Center

Roxanne Andrews, Ph.B).

Deputy Director

Health Policy and Planning Division

Office of Statewide Health Planning and Development
818 K Street, Room 200

Sacramento, California 95814

Dear Dr. Andrews:

On behalf of Saint Agnes Medical Center 1 would like to thank you for the opportunity to cornment on
the preliminary draft of the Report on Heart Attack Outcomes 1994-1996. We care for many patients

who have stffered heart attacks, and we share your goal of improving the quality of hospital care for all
California citizens.

We are certainly interested in doing all we can to examine our processes of care and determine those that
result in the best outcomes. Since 1994, many improvement efforts have been undertaken at Saint Agnes
Medical Center regarding cardiac care. We have revised the chest pain protocol in the Emergency
Department and implemented the first Chest Pain Unit in the Central Valley to facilitate rapid MI rule
out. We also have created a Cardiovascular Performance Improvement Committee and Action Team,
which has worked diligently to improve our process of caring for heart attack patients. This Action Team
has implemented several clinical pathway protecols for our cardiac patients. Faithfu] to its mission, Saint
Agnes Medical Center is devoted to delivering compassionate care, high quality, exceptional service and
arganizational performance.

Since receiving the preliminary draft of your findings, we have replicated your model in an attempt to
validate your findings. As & result of our analysis, we have substantial concerns regarding the accuracy
of your report.

* A database for a study of this type should be created with that purpose in mind. Data collection must
include variables not currently included in the State-mandated discharge record abstract, and medical
record coding practices must be standardized across all hospitals in the Stats in order fo create a
database that has any potential to support a model for quality comparisons.

+ The model does not include one of the largest single contributor to AMI death; “Do Not Resuscitate”
orders and/or “Comfort Care Only” treatment modalities. These are life decisions that cannot be
captured by an ICD 2 CM code number,

* The risk adjustment methodology is not sound and tested. As acknowledged by the State, the
possibility exists that an adverse outcome wes the result of a variable not currently in model AorB,

Paae 42 1303 East Herndon Avenue - Fresno, CA 93720 - {559) 449-3000
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Saint Agnes Medical Center
June 27, 2000
Page 2

+ Three variables, one included in Model A and all three included in Model B, behave in an erratic
mannet. In the models, the above variables both reduce and increase the likelihood of death
depending upon if a case presented with a prior admission. It is very abnormal that the same variable
can reduce and increase the likelihood of death (variables Inferior Wall Infarction, Shock*Coma, and
Uninsured).

Due to the above identified concerns with your study, please reconsider your plans to release this report
to the public. Using coded data, which is intended for biiling purposes, to assess quality of care is fraught
with inaccuracies and problems. We recommend that future studies use data that are more appropriate for
the evaluation of quality care.

Again, we applawd your efforts to improve the quality of care provided %o the citizens of our great state.
Ever though we have concerns with the accuracy of your report, please be assured that we intend to
continue to focus on the quality care our patients receive and 1o make improvements wherever possible.
Sincerely,

Sister Ruth Marie Nickerson, CSC
President & Chief Executive Oficer
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Catholic Healthcare West Central Coast Reglon
511 Bath Street, Third Floor
CHW Santa Barbara, CA 93101

B0% 568 5850 Telephone
805 384 0354 Facsimile

July 18, 2000

Roxapne Andrews, FhD,, Deputy Director

Health Policy and Plamning Division

Office of Statewids Health Planning and Developmcnt
818 K Strest, Room 200

Sacrarmento, Calif. 95814

Dear Dr, Andrews:

Thank you for providing the apportunity to comment on the Califomia Hogpital Outconies Project, Heart
Attack aqutcomes for 1994 — 1994,

Rexults of the OSHPD's fourth report on Acute Myecardial Infarction Mortality covering patient admitted
to 5t. John's Regional Medical Center have besn reviewed by the medical staff. Discussion with our
Cardiologists has resulted in the following observations and comments.

1. Our published Observed Mortality rate for 1994-19%6 in 15.0%, the Statewide daath rate is 12.7.
Model A severity adjustment actially adjusts our mortality mat upward Maodel B places our Risk
adjusted Dieath rate at 14.6 which is aot statistically significant from the Statewide Death Rate, We do
not feel that Mods! A adequately raflects the seventy of our paticnts.

2. Neither Rink Adjustment Model takes into account the Resuscitation aiatus of aur patients, Extensive
chart review of our AMI moralities revealed that moat of the deaths were expected and approximately
70 had patient / famnily requasty for Do Kot Resusertate honored

3. We have been monitaring our own AMI mortality ratea for some years, According to APACHE I
Systemn data our Hospital Mortality ratea for AMI were as follows: 1997 {(7.14%}), 1998 (6.45%) and
1999 (8.67%). We believe thia data to more accumtely reflect the quality of care in our hospital. The
mortality tates that ars sited in your study include patients that expire outside of the hospital.

4, We feel that Mortality rates isolated do not adequately reflact the Hospitals Quality of Care. We have
an aggressive Invasive Cardiology Team. The mortality rate for cur patients requiring PTCA i3 <1%.
Wo have been monitoring process measures for several years related to AMI.  ASA urage within 24
bours of admission we ars at %%, Bata Blocker nsage on discharge at 80%. All of these dsmonsirate
superior perfonmance at St John's Regional Medical center in the care of AMI patients.

Thank you for the opportunity to review the deaft of the Outeomes Project and to respond with comments
te be printed in the finsl published report

Sincerely,

Marian Medical Coeer
Saoin Maris. T Fusgell, MD ~

Saler Frusely gional Chief Medical Officer
Miedical Cantar

Santa b, T4

5, Joho's

Fleapant Yalley Hosphial

St Johas Ragional
Medical Canter
Oxnard, CA
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5t. Vincent Medical Center 2131 West Third Steeer

PO, Box 57992
CHW Los Angeles, CA X0057-08592

213 434 5512 Telephone

Willam D, Parente
July 24, 2000 Hospita) President

Roxanne Andrews, Ph.D.

Deputy Director,

Health Policy and Planning Division

Office of Statewide Health Planning and Development
818 K. Street, Room 200

Sacramento, CA 95814

Dear Ms, Andrews,

We are in receipt of your most recent outcome studies for the care of patients who
suffered an acute myocardial infarction in California hospitals, Our continuous efforts
have resulted in a slightly better than average rating in the recent past and will further
show increased positive outcomes with our ongoing Performance Improvement Program.

St. Vincent Medical Center, in order to further improve the care we provide our patients
has formed a Multidisciplinary Care Management Team whose initiative is to focus on
“state-of- the-art” treatment and care of patients admitted with an acute myocardial
infarction.

One of the difficulties we have is that $t. Vincent Medical Center does not have an
Emergency Room. Most of our patients have either been seen in another facility’s E.R.
or by private physician. This is often the cause for & delay ir: proper initial care of the
infarcting patient.

You can be assured of cur continuous efforts to implement the programs we have
initiated in tracking accountability and documentation of identified problem areas. We
feel confident we will improve our performance level for the benefit of our patient
population.

Sincerely,

William D Parente, President

fwp
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SAN CLEMENTE

HOSPITAL @ MEDICAL CENTER

August 8 2000

Roxanne Andrews, Ph.D., Deputy Director

Health Policy and Planning Division

Office of Statewide Heelth Planning and Development
818 K Street, Room 200

Sacramento, CA 95814

Dear Dr. Andrews:

Please be advised that cur official hospital name has been changed from
Celumbia San Clemente Hospital and Medical Center to San Clements Haospital,
Ine., and deoing business as San Clements Hospital & Medical Center as of June
1, 1988,

We appreciate all the comparison data on heart attack outcomes. We are
pPleased to see that we are below the statewide average for overalf risk adjusted
mortality rates. The care of the acute Ml patient continues to be a main focus
with our process improvement teams.

We have no concerns with your data collection and thank you for the opportunity
to participats in this study,

Sinceraly,

wldf Mot \Sa
Ronald McGee, MD Pat Wolfram
Chief of Staff Chief Exacutive Officer
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Ksliy O. Mather
Presidens/’CEC

Thomas C. Holland
Chief Firancial Officer

Janics M. Ferguson
Chicf Nurxing (Qfficer

BOARD OF TRUSTEES

Hamoudi Al Bander, M.D,

Pearl Anderson
Paul J. Cayere
Ivan Comelius
Deniel Gray
Tom Guarino
Dorsthy Lind
- Kent Myers
Roneld Olscn, M.D.
tarley Schultz, M.I.
Steven Rosenthal, MLD.

138535 East 14th Streat San Leandro, Califoria 94578 Phone: (510) 357-6500

August 7, 2000

Roxanne Andrews, Ph.D.

Deputy Director, Health Policy & Planning Division
Office of Statewide Health Planning and Development
818 K Street, Room 200

Sacramerto, CA 95814

Dear Dr. Andrews:

We ot San Leandre Hospital appreclate the opportunity to review the
data provided by the OSHPD report and wish fo respond. As the
authors of the report have indicated, this outcomes data study is of
limited value to the average consumer because their measyred quality
of medical care does not account for many of the factors which play o
part in determining a patient's outcome. It does, however, provide an
opportunity to compare past care with present care, which, as you
know can change significantly in four or five years.

San Leandro Hospital is a small hospital (122 beds) that provides
service to a largely aging comwnunity. We are now a part of the
TRIAD company. As part of a national health care corporation, we
participate in o variety of quality reviews, of which oneis death from
a heart gttack (AMI mortality). We are compared to 1700 haspitais
whose severity and risk factors are taken into account. We also
perform extensive internal review of our patients with an AMT as well
as report this information to the national hospital acerediting
organization, JCAHO,

Qur current performance Index for AMI mortality is .55 for the last
twelve months, which is much lower than the .92 for the 1700
hospitals. Qur AMI complication Index for the last twelve months is
66 compared to the average Index of .85, again showing much better
than average resuits, We are anticipating continued improvement
with the next OSHPD report.
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Page two
Office of Statewide Health Policy & Planning Division

Following the study that was reported in 1996, our Medical Stoff
directed a review of patients' inedical records spanning nine months
ta evaluate their respective course of treatment and outcome.,

The results of this study included revision of our Myocardial
Infarction Protocol (1996).  Additionally, we entered into a joint
study with CMRI, who aos you know is a state medical review
erganization, regarding the management of patients with MI on
discharge. This included monitoring for predefined Quality
Indicaters, ie., choice of medications, management of heart failure,
ond reduction of risk factors. The results of the above studies were
shared with our Medical Staff and over the next 6 months, changes
in practice were evidenced through additional studies. We have
established o team of cordiclogists and Emergency Room physicians
who regularly review our care of patients with an AMI to insure thot
we offer the most up to date care that can be provided in a facility
£.9. San Leandro Haspital.

We now review the care of all patients who suffered g cardiac arrest
to see if the event could have been prevented. We have established a
new protocol for heart rhythin problems to improve earlier detection
and notification before a major problem develops. A panel of
physicians and nurses reviews all deaths from en AMI that oceur in
the Emergency Room. About 25% of these patients were found
“down” for a long time before being brought to the Emergency Room.
Another 25% had significant complicating problems. In spite of that,
our current Index for MI mortality Is down to Q.66 compared with
0.92 for the average Index in 1700 haspitals.

We utilize the HCTA algorithm that has been approved by Dr. Lisa
Iazzori of Harvard. The review ond Root Cause Analysis of the
indicator, Acute Myocardial Infarction Mortality, is included in our
JCAHO Core Measures and ORYX, as well as part of the PRO Sixth
Scope. The outcomes and analyses are taken not only to our Division
and Corporate Board, but also reviewed quarterly in our Resource
Management Reviews.

San Leandro Hospital does not perform cardiac surgery and transfers
appropriate patients to the nearest hospital that provides this

b s R gt
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Page Three
Office of Statewide Health Planning & Development

specialty service. We have asked to be included in their reporting of
subsequent mortalities of these transfers. This hopefully will help us
ensure the best care befare the transfer from our facility.

Continued review and fine-tuning of related protocols has resulted in
improved mortality outcomes as compared to other Columbia, and now
TRIAD, hospitals. We recognize reports such as the OSHPD as
opportunities for improving practice and stondards of care os
indicated by the above activities. We look forward to the next
report,

Sincerely yours,

Kelly Mather, President/CEQ

Page 49



lhand
Page 49


Seton Medical Center 1900 Sullivan Avenue

Daly City, CA 94013
CHW £50 992 4000 Telephone

July 15, 2000

Roxanne Andrews, Ph.D.

Deputy Director

Health Potlicy and Planning Division

Office of Statewide Health Planning and Development
818 K Street, Room 200

Sacramento, California 95814

| Dear Dr. Andrews:

We have reviewed the Celifornia Hospital Outcomes Project docurnent “Report on Heart
Attack Outcomes in California 1994-1996.” We beliave there are a number of serious
problems with this study that limit its usefulneds and make it potentially misleading to
consumers who will eveatually hear about this in their local newspapers and on
tetevision and raidio media. Our main concemns are in the following areas:

1. Patients for this study were selected between January I, 1994 and December
1, 1956, By the time these data are published, it will represent clinical care
that is 4 to 6 years old. There have been major advances in the past 2 to 3
years that have revolutionaized the treatment of acute myocardial infarction
(wide-spread use of direct angioplasty, availablity of coronary stents, better
thrombolytic therapies and the introduction of GPIIb/IIa platelet inhibitor
therapy). This study does not represent contemporary management of acute
myocardial infarction patients and it is inappropriate to characterized the
current performance of hospitals based on these data. In fact, the State of
California itself acknowledged the limitation of using old data to rate surgical
programs and joined Pacific Business Group on Health to fund the Califonia
CABG Mortality Reporting Project (CCMRP) to address the concerns about
using old data to rate hospital programs. .

2. These data are based on hospital discharge abstracts which reflect coding
which the Technical Guide distributed with this report acknowledges on page
21 that *..the guidelines that professional coders follow when they abstract
medical records are sometimes ambiguous and subject to multiple
interpretations.” The definitions used by coders do not follow the guidelines
published by the American Heart Asgociation and American College of
Cardiclogy. Again, the State of California itself inititiated the CCMRP
project to collect primary clinical data on coronary artery bypass graft
surgery t0 avoid the well-documented problems of using administrative data
to judge the quality of clinical care,
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Roxanne Andrews, Ph.D.
Page2

3. Inthis time period, the ICD coding did not include the additional code to
distinguish conditions that existed on admission from those that developed
during the hospitalization. This makes it virtuslly impossible to use some of
the data available on abstract forms to develop an sccurate risk-adjustment
model.

4. It is well documented that mortality from acute myocardial infarction is
related to delay in secking treatment. As we poimted out in the state report
published in 1994, many of the hospitals in California that are located in
geographic areas with high proportions of ethnically diverse populations have
higher rates of mortality. It is very likely that this delay in seeking treatment
elevates the mortality rate from acute myocardial infarction in those areas.
Thig important factor makes it very difficult to compare programs, whether
the data are risk-adjusted or not.

There are excellent clinicatly derived databases that reflect current practice, such as the
National Registry for Myocardial Infarction (NRMI) sponsored by Genentech, which
have set & standard for comparison that most hospitals have come to sxpect. Anything
less than this kind of effort is nonprodutive and unscceptable. We betieve that the State
of California owes it 10 its consumers to provide clinically relevant and current
information so that consumers can make informed decisions about the quality of care
delivered by hospitals in California.

We appreciate the opportumty to provide feedback and hope that our concerns can be
addressed.

Sincerely,

@/@l}h w7 m ﬁ? ‘ }1 . ,EA
Colman Ryan, M.D.,FACC Bernadette M, Smith
President, Medical Staff Chief Operating Officer
Seton Medical Center Seton Medtcal Center
Executive Ditector

San Francisco Heart Institute
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Suburban
Medical Center

Tenat HaalthSystem

14453 Scuth Colorodo Avenue
Pororecunt, Colifamia 90723
Tol 552 5373110

g/ farersr it Bh.cam

July 17, 2000

Roxanne Andrews, Ph.D.,

Deputy Director,

Health Policy and Planning Division,
Office of Statewide Health

Manning and Development,

818 K Street, Room 200
Sacrametito, CA 95814

Dear Dr. Andrews,

Woodruff Community Hospital, a Tenet facility, was closed in November of 1997. As
the closest Tenet facility, geographically speaking, Suburban Medical Center assumed
responsibility for the facility's medical records.

Those records have been inventoried and stored with a local record management
company. Unfortunaiely, the retrieval costs are prohibitive to any data access or analysis
of the statistics reported for Woodruff Community Hospital.

In this regard, we are electing not to comment on the Acute Myocardiai Infarction data
for Woodruff Community Hospital as we lack the resources to verify the accuracy of the
data. However, we do appreciate the opportunity afforded to us to do so.

N4
Sean Fowler;
Chief Operating Officer
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Sutter Medical Center
of Santa Rosa
A Sutter Heaith 3325 Chatate Road
July 21, 2000 Afflliate Santa Rosa
CA 95404-1797
{707) S7E-4000

Roxanne Andrews, PhD

Deputy Director, Health Policy and Planning Division
Office of Statewide Health Planning and Development
Room 200

B18 K Street

Sacramento, CA 95814

RE: OUSHPD Report on Heart Attack Outcomes in California 1994 — 1996

Dear Dr. Andrews:

Thank you for the opportunity to provide comment on the recently-released results of the
OSHPD acute myocardial infarction outcome studies.

Data for this facility was presented for 1994, 1995 and 1996. Sutter Medical Center of
Santa Rosa would like to make the foliowing comments:

1. The report indicates data for this entity was excluded for the entire year of
1995, The statistics appear to thus be computed with one-third of the data
missing and then compared to the statewide rate, which was based on three
full years of data. In addition, the patient numbers represented for the
remaining two years are extremely low (25 in 1994 and 21 in 1996), which
would negatively impact the statistical power of the confidence intetvals.

2. Satter Health was not the owner of this business entity in either the vear 1994
or the year 1995, Sutter took over ownership and also operation of the
hospital from the County of Sonoma in April of 1996, As such, Sutter
Medical Center of Santa Rosa has only been in operation since April 1996.

In summary, we appreciate being given the opportunity to respond to this report and we
appreciate the State of California’s support of this ambitious outcome study. We are
confident the results will show us all how cardiac patient care may be improved in the
future.

. JI1 Magri, RN, BSN, MBA
Chief Administrative Officer
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Tulare District 869 Cherry Street
Tulare, Californic 93274
e HealthCare System (555 688-0821
" Robert M. Monfion
Chief Executive Officer

July 20, 2004 [ ]
Board Of Directors
Patricia Ross
Roxanne Andrews, Ph.D Parmod &a:.:? ,f:g‘
Deputy Directar, Health Policy and Planning Division LaRoy Trppel
Office of Statewide Health Planning and Development © John Whita, M.D.

818 K. Street, Room 200
Sacramento, CA 95814

Dear Ms. Andrews:

Thank you for the opportunity to respond to OSHPD's Aanual Report of the Catifoia Hospital
Outcomes Project. Based upon a review of the technical and informational data provided by
OSHPD related to the Acute Myocardial Infarction (AMI) study, we believe you and any member
af the public who requests a copy of the statistical information will be interested in this additional
perspective.

The following areas have been identified as petential factors in the score of “significantly worse
than expected” for both Model A and Model B studies:

i. As a rural facility, we sec a high percentage of patients who have acute and chronic disease
processes who seek little or no healtheare services. They are a high risk population when
they enter the hospital and bave multiple contributing ¢omorbid conditions. These can
include, but are not limited to, diabetes with complications, congestive heart failure, cerebral
vascular accident, and pulmonary failure. Thess poorly treated dissase processss, combined
with the AMI, will obviously have an adverse affect on patient outcome. Interestingly, the
study projected that cur patient population was at lower risk than the state average (11.2%
vs. 12.7% statewide). Consistently, studies conducted by UCSE, the California State
Department of Health Services and other health care agencies identify our county
population, and the entire Central Valley of California, 1o bave the highest risk for heart
digease, dizbetes and respiratory disease in the California. ' We are concemed that the
OSHPD interpretation of our data would indicate that the risk is lower ir our district, when
clearly this is not the case,

2. In reviewing our data, we identified that 75% of the deaths attributed to our hospital
occurred in other bealtheare facilities.  'We guestion the process of attribeting all patient
deaths to the source hospital, as this allows for misleading statistical results. Many
community hospitals provide only medical cardiac care, and trapsfer their AMI patients to
facilities offering surgical carliac care. Surgical cardiac care is cornplex and high risk, with
multiple oppertunities for poor outcomes. While the argument can be made that the post-
surgical outcome can be directly affected by the previous medical care, it can also be argued
that éven the best medical care can be rendered useless by factors created in the surgical
process. To create a truly objective analysis of cardiac care, the study should evaluate
facilities providing surgical care separately from those only providing medicat care—using
separate indicators to evaluate each level of care on it’s own merits.
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3, Patients with “do not resuscitate™ (DNR) orders were included in the sample as this i5 not
reflected i coding data. Patients with DNR orders have a high risk of death, both because
of their underlying medical problems that contribute to the patieat/family’s decision for
DNR, and because they are not candidatas for life-prolonging interventions, such as
mechanical vestilation. As a rural community hospital, our population of chroaically ill
patients and their families axercise their right to request DNR starus, and medical treatment
is modified to their requests. Life-saving measures are withheld per their cequest, which is a
factor wher reviewing incidences of mortalicy.

On an on-going basis, our Medical Staff Services Committecs review every death in our facikity to
ensure that appropriate and quality medical care is being offered to 2ach of cur patients.

Thank you far the opportunity 1o review and respond to this report prior to its publication. We ook
forward to future invelvement in improved statewide outcomes measurement projects.

Sincerely,

07 7S

Robert M. Montion
Chief Executive Officer
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Western Medical Center
Santa Ana

Tenst HealthSystem

1047 Merth Tustin Avvsiue
Scnkz Ann, CA 2705

Tal 714.835.3555

bt/ Farsrve toraihacth. com

July 5, 2000

Office of Statewide Health Planning and Devalopment
Health Palicy and Planning Division

1600 g Street, Room 400

Sacramento CA 95814

Westem Meadical Center Santa Ana appraciates the cpportunity to respond to the
Annual Report of the California Hospital Outcomes Project published by the Office of
Statewide Health Planning and Development (OSHPD). We support the State’s effort to
better inform the public regarding the quality of health care being dediverad in California
hospitals. Unfortunately, the usefulness of the 1984-1896 Acute Myocardial Infarction
Study is limited since the data reported primarily uses ICD-9-CM codeas, a cading and
classification system which does not recognize the severity of the patients' illness, has
vague and consistently changing guidelinas and is not uniformly reported by California
hespitals and health care facilities. The severity of iliness indexing or rigk adjusting
utilized in this study is dependent on coding of pre-admission diagnosis. Additionally,
the statistical data that has been published has a very low probability of being relatad to
the quality of care that a patient would recsive at a given hospital.

Western Medical Center Santa Ana conducts extensive reviews of all mortalities and
complications as a significant part of cur Continuous Quality improvement Program.

The Medical Staff has taken opportunities to identify and improve patient cutcomes. We
believe our review processas provide continuous feedback that allows us to meat and
exceed quality of care standards. Additionally, it should be mentionad that Western
Medical Center Santa Ana has a comprehensive Cardiovascular program in order to
better serve cardiac patients.

Thank you for the opportunity to respond to the Califomia Hospital Outcomes Project
Report prior ta publication. We are aware OSHPD continues in their effort to imprave
the methodology of reporting.

If you have questions fesl frea to contact me at 714/953-3610.

Sincerely,

Danisl J. Brothman
Chief Executive Officer
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