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Participants and Patient Records

NETN[S # of # of Patient

Participants Records

Hospital CathPClI 1200 10 million
ICD 1500 400,000
ACTION-GWTG 425 150,000
CARE 160 15,000

LERET Devglr(])%errrlent N

Practice IC3 600 160,000




Multispecialty Representation
CathPCI

A Society for Cardiovascular Angiography and Intervention

ICD
A Heart Rhythm Society

CARE

Society for Cardiovascular Angiography and Intervention
Society for Interventional Radiology

American Academy of Neurology

American Academy of Neurosurgery

Society of Vascular Medicine and Biology

ACTION

A American Heart Association
A Chest Pain Centers Society

IMPACT
A American Academy of Pediatrics
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Registry Can
capture high quality clinical data efficiently

be used for scientific discovery
track patients’ longitudinal care
track drugs/devises
be linked to biological/imaging data

complement/support RCTs
and perhaps be backbone for these

helps drive new evidence into routine practice
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Influence of NCDR Research

A Public Policy

A Quality Improvement: Guideline Adherence
I Reducing D2B Times
I Clinical Indications & Outcomes

A Quality Improvement: Translational Research
A Post Market Surveillance
I Adverse Events in Closure Devices

A New technologies and effectiveness
I Diffusion of new technology
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Registries for Evidence
Development and Dissemination

Concept Clinical
Evidence

[ Guidelines

Multicenter /

Outcomes Clinical
Registries \-
_— Performance
2l Initiatives Indicators
Measurement
+ Feedback

Adapted from Califf RM, Peterson ED
et al. JACC 2002;40:1895-901




Age & PCI Mortality 2001 -2006

1 In-Hospitall PCI Mortadity = 4 .22 %2

<)
S
>
=
'
T
O
=

n=25,679 Nn=496,204 n=732,574 n=155,612
Singh M et.al Circ Cardiovasc Intervent 2009:2:20 -26




Registries Can Define
Ql Targets

J Am Coll Cardiol, 2009: 53:161-166

/Mt = Hj/j e
Pre-hospital
ECG Door to reperfusion
times
Risk-adjusted
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Quality can save Money

U. M.Khot et. Al., Emergency Department Activation of the Catheterization Laboratory and Immediate Transfer to an
Immediately Available Catheterization Laboratory to Reduce Door to Balloon Time in ST Elevation Myocardial Infarction.
Circulation. 2007; 116

ED Activation of Cath Lab &
Immediate Transfer by Care Team

A D2B decreased 113 min to 75 minutes

A Transfer in 147 minutes to 85 minutes

A Infarct size reduced (  creatinine kinase )
A LOS5+/ - 7daysto3+/ - 2days

A Cost $26K (+/ - $29k) to $18K (+/ - $9K)




NCDR - Elective PCI
PCIl Volume with Mortality

NCDR Centers (n=403) 2001 - 2004

Odds Ratio
Annuales . 4 == EHTIOSTRON Mortality Ce)
i, Sites Ul (%) (vs. volume
Volume (%) T S
0-200 43 6,305 (1.3) 0.49 1'171.(3'12)31 -
201-400 85 4203987 )  0.49 e
116,116 110 (0.99 -
401 -800 132 (24.0) 0.45 1.22)
T7/0 139 L e 0.39 =
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How to Transition from GWTG
CAD to ACTION RegisthnGWTG

A Go to the ACTION Registrty-GWT G fiHow t
Joi no pvaged .oon todownload the
appropriate participation documents

I If you do not currently participate in an NCDR registry
(CARE Reqistry®, CathPCl Registry®, ICD
Registry™), sign the NCDR Master Agreement and
the ACTION Registry-GWTG Addendum

I If you currently participate in an NCDR registry, sign
the ACTION Registry-GWTG Addendum

I Return your completed documents to NCDR as
Instructed on the forms



http://www.ncdr.com/

Certification and Outcomes
with ICDs

Higher risks of adverse events and complications for
patients treated by non -electrophysiologists

Complications Stratified by Physician Certification

Total, No. Physician Certification
CVD TS
n=111,293 n=78,857 n=24,399 n=1,862 n=6,175
Adverse events (%)
Any complication 3.5 3.3 3.8 5.5 3.8
Major 1.3 1.2 1.5 2.2 1.5
Complication
Minor 2.3 2.3 2.4 3.6 2.4
Complication

EP: Electrophysiologist, CVD: nonelectrophysiologist Cardiologist, TS; Thoracic Surgeon

Curtis et al. , JAMA 2009; 301 (16) 1661:1670




Conclusions

A NCDR data can be linked to claims data

A Data analysis allows a robust, longitudinal
assessment of clinical effectiveness
A Comparing outcomes of DES to BMS at 30 months

I No major DES safety concerns

i Lower death and Ml rates in DES patients

I Slightly lower revascularization, bleeding rates
|

Similar stroke rates




IC3 Program

A Goal: Help clinicians improve the quality of
cardiovascular care and patient outcomes and thrive In
a performance-based health care system

A Tactics:

Collect comprehensive, clinical ambulatory care data
for performance benchmarking and scientific research.
Data collection would link with other health care data
sets for:

- longitudinal analysis of patients' experience

- support of administrative and payment systems

(P4P, PQRI and other advantageous reporting)
- support for quality improvement purposes




Geographic Distribution of Practices

A 169 Practices in 48 States & 2 US Territories
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Data Collection: System Integration

Practice A

=3

Location 1
(Nextgen v1)

=N

Location 2
{(Nextgen v1)

Practice B

Location 1
(GEMMS v1)

=N

Locatibn 2
(GEMMS v2)

Tra nsformation I IC3 standard format (XML )

Practice C

=B

Location 1
(Nextgen v2)

=N

Location 2
(GE v1)

=

Location 3
(GEMMS v3)

5

Location 4
(Allscripts v1)

ACC - IC® Program




|IC3 program

A Designed to help you collect, store and
use patient data more effectively to:

I Improve office visits
I Coordinate care

I Generate performance reports for quality
Improvement and Pay-for-Performance
programs







