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Background-—Physicians have expressed significant mistrust with public reporting of interventional cardiology outcomes. Similar
data are not available on alternative reporting structures, including nonpublic quality improvement programs with internally
distributed measures of interventional quality. We thus sought to evaluate the perceptions of public and nonpublic reporting of
interventional cardiology outcomes and its impact on clinical practice.

Methods and Results-—A standardized survey was distributed to 218 interventional cardiologists in the Veterans Affairs
Healthcare System, with responses received from 62 (28%). The majority of respondents (90%) expressed some or a great deal of
trust in the analytic methods used to generate reports in a nonpublic quality improvement system within Veterans Affairs, while a
minority (35%) expressed similar trust in the analytic methods in a public reporting system that operates outside Veterans Affairs
(P<0.001). Similarly, a minority of respondents (44%) felt that in-hospital and 30-day mortality accurately reflected interventional
quality in a nonpublic quality improvement system, though a smaller proportion of survey participants (15%) felt that the same
outcome reflected procedural quality in public reporting systems (P<0.001). Despite these sentiments, the majority of operators
did not feel pressured to avoid (82% and 75%; P=0.383) or perform (72% and 63%; P=0.096) high-risk procedures within or outside
Veterans Affairs.

Conclusions-—Interventional cardiologists express greater trust in analytic methods and clinical outcomes reported in a nonpublic
quality improvement program than external public reporting environments. The majority of physicians did not feel pressured to
avoid or perform high-risk procedures, which may improve access to interventional care among high-risk patients. ( J Am Heart
Assoc. 2019;8:e014212. DOI: 10.1161/JAHA.119.014212.)
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C ollection and reporting of interventional cardiology
outcomes have been widely adopted. Several states

(Massachusetts, New York, and Washington) provide this
information to the public, with hopes of improving

transparency and clinical outcomes. Public reporting has also
become a strategic objective of many professional societies,
including the American College of Cardiology, which publicly
lists cardiovascular performance metrics for many hospitals
throughout the United States.1 Initial investigations suggested
that public reporting of clinical outcomes after percutaneous
coronary intervention was associated with a reduction in
periprocedural mortality.2 However, public reporting of inter-
ventional outcomes has also been associated with increasing
risk aversion and worse clinical outcomes among patients
with myocardial infarctions as a whole, when accounting for
patients declined for angiography and intervention.3,4 Inter-
ventional cardiologists have thus remained skeptical of the
benefits of public reporting and have expressed significant
mistrust with the system currently in place.5,6

Public reporting of interventional outcomes does not occur
in the largest integrated healthcare system in the United
States, the Veterans Affairs (VA) Healthcare System. Rather, a
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national quality and safety oversight organization (Clinical
Assessment, Reporting, and Tracking Program) internally
distributes process metrics and clinical outcomes bench-
marked against national medians with hopes of improving
cardiovascular care through intramural processes. Quantita-
tive reports are supplemented with qualitative peer reviews
for all periprocedural major adverse events that occur at a VA
hospital, as well as the same review for ad hoc cases as
requested by facilities. Physician attitudes toward this non-
public quality improvement (QI) system remain unknown, and
any potential impact on risk aversion within a closed
healthcare system has not been evaluated. Many physicians
working within this system also operate in affiliated academic
medical centers that may be subject to public reporting from
state agencies or through professional society organizations
like the American College of Cardiology, offering an oppor-
tunity for a direct comparison of the attitudes and impacts of
public and nonpublic reporting systems.

Accordingly, the present analysis sought to evaluate the
perception of a nonpublic system of interventional cardiology
QI among clinicians and its impact on clinical practice within
an integrated healthcare system. Further investigations
compared these attitudes and practice patterns among
operators who also performed procedures in other reporting
environments.

Methods
The data that support the findings of this study are available
from the corresponding author on reasonable request, though
it will be subject to the stringent data privacy rules of the VA
Healthcare System and the United States government.

Survey
A 99-question survey was derived from previous publications,
with additions and modifications to make it more applicable to
the integrated VA Healthcare System.6 The survey questions
and definitions are available in Data S1. This survey was
distributed to the study population for completion via electronic
mailing using the Research Electronic Data Capture system.7

The anonymous survey remained open for a 4-week period, with
weekly reminders before the survey was closed (March 15,
2019). This analysis was approved by the Colorado Multiple
Institution Review Board that includes the Rocky Mountain
Regional VAMedical Center, with a waiver of informed consent.

Population
The VA Clinical Assessment, Reporting and Tracking Program
is a national quality and safety program for invasive cardiac

procedures performed by cardiologists throughout the VA
Healthcare System. The contact information for all practicing
interventional cardiologists within this integrated healthcare
system is maintained by the Clinical Assessment, Reporting,
and Tracking Program, as part of its mission to monitor and
enhance the quality and safety of invasive cardiac procedures.
These contacts were then cross-referenced with a global
directory of active employees within the VA, to ensure that
only currently practicing attending interventionalists were
included in the study population. Of note, these active
physicians could practice either solely in the VA or also at
other nonfederal institutions.

Analysis
Survey participant and site characteristics were presented as
median (interquartile range) for continuous variables and
number (percentage) for categorical variables. Comparisons
of paired ordinal responses were performed with the Stuart-
Maxwell test, an extension of McNemar’s 292 chi-squared
test of paired data to k ordinal response categories. All
statistical analyses were performed using R: A Language and
Environment for Statistical Computing (version 3.5.2). A
P<0.05 was considered statistically significant.

Results

Population
The survey was distributed to 218 active interventional
cardiologists within the VA Healthcare System, and 62 (28%)
provided a response. As shown in Table, the majority of
survey respondents were male (74%) with a single female
respondent (2%) and several others (24%) who did not
respond to this question, all of whom reported a median
duration of practice of 11.5 (interquartile interval, 6–23)
years. A significant percentage of interventionalists surveyed
(45%) also practice at non-VA facilities, for a combined
median of 4 (interquartile interval, 2.5–4.5) total procedural
days a week resulting in a median of 145 (interquartile
interval, 115–170) total interventions in the past year. A
majority of interventional cardiologists who responded to the
survey worked in VA facilities with cardiothoracic surgery on
site (68%) and the availability of all-hours interventional
services (61%) with mechanical circulatory alternatives to
intra-aortic balloon pumps (74%). The majority of respon-
dents also reported having weekly multidisciplinary meetings
with cardiologists and cardiothoracic surgeons (71%). Train-
ing programs for both general cardiology (90%) and
interventional cardiology (68%) were common at respondent
facilities.
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Perceptions of Nonpublic QI and Public Reporting
Figure 1 summarizes the perceptions of the analytic methods
and clinical outcomes described in varying reporting environ-
ments. As shown, a majority of survey participants (90%)
expressed some or a great deal of trust in the analytic
methods used to generate reports in the VA QI system. A
smaller proportion of survey participants (35%) had some or a
great deal of trust in the same analytic methods used in public
reporting systems outside the VA (P<0.001). A minority of
respondents (44%) felt that in-hospital and 30-day mortality
accurately reflected interventional quality in a nonpublic QI
system, though an even smaller proportion of survey partic-
ipants (15%) felt that the same outcome reflected procedural
quality in public reporting systems (P<0.001). Based on these
perceptions, the majority of respondents (87%) did not believe
that the reports produced by the VA QI system should be
disseminated to the public.

Impact of Nonpublic QI and Public Reporting
Further questions sought to clarify how perceptions of varying
reporting systems might impact clinical practice among those
who practiced in VA and non-VA environments. As shown in
Figure 2, similar proportions of respondents worried that a
potential complication would sometimes or often impact their
VA or non-VA site (51% versus 48%; P=0.250) or personal

reputation (46% versus 54%; P=0.262). The overwhelming
majority of respondents indicated that they had never or
rarely been pressured to avoid a high-risk intervention at the
VA (82%) or at an affiliate non-VA site (75%; P=0.383).
Similarly, a majority of operators indicated that they had
never or rarely been pressured to perform a high-risk
intervention within (72%) or outside the VA (63%; P=0.096).

Discussion
The present study evaluated the attitudes toward procedural
quality reporting and its impact on clinical practice among
interventional cardiologists in an integrated healthcare sys-
tem. As the data demonstrate, a majority of survey partici-
pants conveyed a great deal of trust in the analytic methods
and clinical outcomes reported in the VA QI system. In
contrast, a minority of operators expressed the same level of
trust in the analytic methods and clinical outcomes in non-VA
practice. Despite these perceptions, similar proportions of
respondents had concerns about a complication affecting
their facility or personal reputation inside and outside the VA.
Similarly, the majority of operators rarely felt pressured to
avoid or perform high-risk interventions regardless of their
practice site. These data provide important insights into the
attitudes regarding various QI environments and their impact
on clinical practice.

Interventional cardiologists have expressed significant
mistrust in the reporting systems currently in place. Previous
surveys have demonstrated that a small minority of physicians
(9%) believe that publicly reported outcomes accurately reflect
interventional quality.5 Similarly, the majority of respondents
to this survey did not believe that these outcomes were useful
in selecting a treatment facility or in improving the overall
quality of care. The negative opinion of public reporting may
arise from mistrust in the analytic methods used and the
clinical outcomes reported. Prior data have suggested that a
large proportion of interventional cardiologists do not trust
the risk-adjustment models used in several public reporting
systems, likely because of the possibility of significant
residual confounding.8 The presentation of short-term mor-
tality as a surrogate for interventional quality has also been
questioned, with increasing data suggesting that death is
more likely to reflect the underlying acuity of the patients
treated rather than a complication of the index procedure.9

The present analysis provides additional data that confirm the
mistrust in public reporting, even among physicians who may
primarily practice outside that environment. More importantly,
however, it demonstrates enhanced trust in reports generated
in a nonpublic QI system. The vast majority of interventional
cardiologists surveyed (90%) had some degree of trust in the
adjustment methods used to generate internal reports in this
environment, perhaps related to the increased transparency

Table. Characteristics of Responding Interventional
Cardiologists

Participants (n=62)

Sex

Male 46 (74)

Female 1 (2)

Did not answer 15 (24)

Interventional cardiology fellowship

Completed 40 (65)

Not completed 7 (11)

Practice years 11.5 (6–23)

Practice at non-VA facility 28 (45)

Total procedural days (per wk) 4.0 (2.5–4.5)

VA procedural days (per wk) 2.5 (2.0–3.5)

Non-VA procedural days (per wk) 1.0 (0.5–1.0)

Total procedural volume (PCI/y) 105 (75–150)

VA procedural volume (PCI/y) 80 (57–100)

Non-VA procedural volume (PCI/y) 50 (30–75)

All entries are number (percentage) or median (Q1–Q3). Non-VA procedural days and
volumes are restricted only to respondents who practiced at a non-VA facility. PCI
indicates percutaneous coronary intervention; VA, Veterans Affairs.
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of the process whereby a variety of metrics are presented to
the site rather than just risk-adjusted mortality. The VA
nonpublic reporting environment produces less external
scrutiny, such that the clinical outcomes conveyed may be
accepted in the context of QI rather than in a punitive context.
Additionally, the reports generated in the nonpublic environ-
ment may be more explicit about the risk-adjustment
methods used to produce the findings. Regardless, future
iterations of procedural quality reporting may benefit from
additional input from proceduralists, given their strong
impressions of the current state.

The divergent levels of trust in the various reporting
systems may be associated with differences in clinical
practice. Previous research has demonstrated that 79% of
physicians believe that public reporting of interventional
outcomes may dissuade operators from performing an
appropriate and indicated percutaneous coronary interven-
tion.5,10 In fact, 66% of interventional cardiologists surveyed in
a public reporting environment admitted to avoiding an
indicated procedure because the outcome was publicly

reported.6 This risk aversion can lead to a significant decrease
in access to invasive cardiovascular procedures and worsen
clinical outcomes for patients with myocardial infarction as a
whole.3 The present analysis does not mimic these findings,
however, as a similar proportion of interventionalists raise
concerns about a potential complication impacting their
facility or personal reputation both within and outside the VA.
Further, the majority of respondents never or rarely felt
pressured to avoid or perform a high-risk procedure because
of potential complications at either site. These data are
reassuring and suggest that the mistrust identified in the
nonpublic QI system and public reporting systems have not
led to the same levels of risk aversion by practitioners within
the VA. Perhaps operators primarily practicing within this
integrated healthcare system have fewer concerns about the
public report of their performance at affiliated institutions.
Regardless, these data still provide important insights into the
ideal mechanism to measure and report interventional quality.

A variety of interventions can be employed to improve
interventional quality, including the collection and reporting of

A

B

Figure 1. Trust in analytic methods and clinical outcomes. Among operators that responded to both
questions, a majority of respondents (90%) expressed some or a great deal of trust in the risk-adjustment
methodologies and reports produced in a nonpublic system, with a smaller proportion (35%) suggesting the
same of reports released in a public environment (P<0.001, A). Similarly, a plurality (44%) of respondents
agreed that in-hospital and 30-day mortality reflected interventional quality in a nonpublic environment,
while a significantly smaller proportion (15%) agreed that it represented interventional quality in a public
reporting environment (P<0.001, B). CART indicates Clinical Assessment, Reporting, and Tracking.
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clinical data. Our findings should promote development and
testing of QI programs that do not rely on public reporting and
are more accepted by practicing clinicians. Peer review may

be more effective in generating meaningful feedback of QI,
especially in the evaluation of procedural complications.11 QI
systems could also move beyond mortality to consider

A

B

C

D

Figure 2. Clinical impact of reporting environments. Among operators who answered both questions, a
similar proportion of individuals worried that a potential complication would sometimes or often impact
their facility (51% vs. 48%; P=0.250) or personal reputation (46% vs. 54%; P=0.262) at a VA or non-VA site
(A and B). The majority of respondents indicated that they had never or rarely been pressured to avoid (82%
vs. 75%; P=0.383) or perform (72% vs. 63%; P=0.096) a high-risk intervention at their VA or non-VA site
(C and D). PCI indicates percutaneous coronary intervention; VA, Veterans Affairs.
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alternative metrics that better reflect interventional quality.12

Process measures that apply to the entire population of
patients with coronary artery disease, including discharge
medications, would be a potential alternative that highlights
the care of an entire population with a given diagnosis and
assesses the impact of risk aversion in procedural case
selection.13,14 Procedural process metrics could also be
considered, focusing on radial access or intravascular imag-
ing, as both of these interventions are associated with
improved outcomes.15 Reporting this relevant data in a
nonpublic manner could improve trust in the reporting of
interventional outcomes, possibly resulting in a reduction in
risk aversion and improved interventional quality.

Limitations
The present project should be interpreted in the context of
several limitations. The overall number of participants in this
survey was low, though the response rate of 28% is similar
to prior analyses.6 We attempted to enrich the response rate
by weekly reminders and ensuring that the target population
consisted of active practitioners. Second, the low response
rate raises the possibility of bias in response, wherein
respondents would be more likely to express extremes of
positions. Third, the majority of respondents practice in
academic environments such that the findings may not be
representative of community practices without teaching
programs. Fourth, operators practicing in the VA Healthcare
System face different legal sequelae from complications than
those in the community, which may impact their attitudes
toward risk. Fifth, the anonymous responses make it
impossible to fully characterize the QI environment for
practitioners outside the VA, including whether they partic-
ipate in public reporting from governmental agencies or
professional societies such as the American College of
Cardiology. Finally, the current analysis did not address
patient attitudes regarding public and nonpublic reporting of
interventional outcomes. Prior publications have demon-
strated positive patient attitudes toward public reporting,
which is contrary to operators’ opinion.5 Further studies
could address the opinions of patients in a nonpublic
reporting system.

Conclusions
In conclusion, interventional cardiologists express greater
trust in the analytic methods and clinical outcomes reported
in nonpublic QI environments. These findings suggest an
opportunity to focus percutaneous coronary intervention
quality interventions on internal reporting of trusted measures
that promote practice change.
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Data S1.

Survey Interventional Reporting
Part 1: Site Information
The following questions ask about the VA facility where you perform cardiac catheterizations.

Cardiothoracic Surgery Yes
No

(Does your VAMC have cardiac surgical services
available on-site?)

Emergency Coverage Yes
No

(Does your VAMC have emergency interventional
services available after-hours and/or over the
weekend?)

Mechanical Support Yes
No

(Does your VAMC have the resources to place
mechanical support devices other than
intra-aortic balloon pumps, specifically axial
flow pumps (Impella), left ventricular assist
devices (TandemHeart / Centrimag) or ECMO?)

Multidisciplinary Meetings Yes
No

(Does your VAMC have at least one scheduled
multidsciplinary case review, such as a heart
team meeting, each month?)

Part 2: Risk Tolerance
The following questions assess your personal risk tolerance.  

Please choose the best answer that approximates the degree to which you agree with the
following statements, as they apply to you as a person in general life (and not to you as a
physician in clinical practice).

Strongly
Disagree

Disagree Slightly
Disagree

Slightly Agree Agree Strongly
Agree

I enjoy taking risks
People have told me that I seem
to enjoy taking chances

Taking risks does not bother me
if the gains involved are high

I try to avoid situations that have
uncertain outcomes

https://projectredcap.org
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I consider security an important
element in every aspect of my
life
I rarely take risks when there is
another alternative

Part 3: Clinical Practice (VA)
VA Catheterization Days

__________________________________
(In an average week, how many days per week do you
perform procedures in the cardiac catheterization
laboratory at your VAMC (Please answer in half
day increments)?)

VA Inpatient Beds 0 beds
1 - 99 beds
100 - 299 beds
300 - 499 beds
500 - 999 beds
> 1000 beds

(What is the approximate number of inpatient beds
at your VAMC?)

VA Interventions 0 - 9
10 - 49
50 - 99
100 - 149
150 - 200
201 - 249
250 - 299
> 300

(Approximately how many percutaneous coronary
interventions (PCI) were performed at your VAMC
in 2018?)

VA Interventions (Personal)
__________________________________
(Approximately how many percutaneous coronary
interventions did you perform at your VAMC during
2018?)

VA General Cardiology Fellowship Yes
No

(Is your VAMC a site for a fully accredited
fellowship training program in general cardiology?)

VA Interventional Cardiology Fellowship Yes
No

(Is your VAMC a site for a fully accredited
fellowship training program in interventional
cardiology?)

https://projectredcap.org
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VA Transfers Yes
No

(Have you or a colleague at your VAMC facility
ever transferred a sick patient who needed
coronary angiography or PCI to another facility,
because it was felt that the VA was unable to
safely provide the care or services needed?)

https://projectredcap.org
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For patients that you have treated at your VAMC:
Never Rarely Sometimes Often

How often have you been
pressured to avoid performing
an indicated PCI in a patient due
to a concern that the patient
was at high risk of death during
and / or following PCI?

How often have you been
pressured to perform PCI in a
patient who you thought had a
high risk of death with or without
a PCI?

How often do you delay coronary
angiography or PCI in a cardiac
arrest patient because of worry
that the patient's risk of death is
high regardless of whether or
not you perform the PCI?

When considering whether to
perform an indicated PCI in a
critically ill patient, how often do
you worry about whether your
supervisor(s) will support your
decision to perform PCI if the
patient dies later in their
hospitalization of a complication
related to the PCI?

When considering whether to
perform an indicated PCI in a
critically ill patient, how often do
you worry about whether your
supervisor(s) will support your
decision to perform PCI if the
patient dies later in their
hospitalization of a condition
unrelated to the PCI?

How often do you worry about
how a potential complication of
one of your procedures will
impact your VAMC reputation?

How often do you worry about
how a potential complication of
one of your procedures will
impact your own professional
reputation?

https://projectredcap.org
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How often do doctors at your
facility use more health care
resources than they should to try
to save critcially ill patients who
have undergone PCI earlier in
their hospitalization?

Part 4: Clinical Practice (Non-VA)
Non-VA Site Yes

No
(Do you perform cardiac catheterization at a
facility besides a VAMC?)

Non-VA Catheterization Days
__________________________________
(In an average week, how many days per week do you
perform procedures in the cardiac catheterization
laboratory at your non-VA facility (Please answer
in half day increments)?)

Non-VA Inpatient Beds 0 beds
1 - 99 beds
100 - 299 beds
300 - 499 beds
500 - 999 beds
> 1000 beds

(What is the approximate number of inpatient beds
at your non-VA facility?)

Non-VA Interventions 0 - 9
10 - 49
50 - 99
100 - 149
150 - 299
200 - 249
250 - 299
> 300

(Approximately how many percutaneous coronary
interventions (PCI) were performed at your non-VA
facility in 2018?)

Non-VA Interventions (Personal)
__________________________________
(Approximately how many percutaneous coronary
interventions (PCI) did you perform at your
non-VA site in 2018?)

Non-VA General Cardiology Fellowship Yes
No

(Is your non-VA facility a site for a fully
accredited fellowship training program in general
cardiology?)
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Non-VA Interventional Cardiology Fellowship Yes
No

(Is your non-VA facility a site for a fully
accredited fellowship training program in
interventional cardiology?)

Non-VA Transfers Yes
No

(Have you or a colleague at your non-VA facility
ever transferred a sick patient who needed
coronary angiography and / or percutaneous
coronary intervention to another facility,
because it was felt that the facility was unable
to safely provide the care or services needed?)
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For patients that you have treated at your non-VA site:
Never Rarely Sometimes Often

How often have you been
pressured by colleagues at your
non-VAMC facility to avoid
performing an indicated PCI in a
patient due to a concern that the
patient was at high risk of death
during and / or following PCI?

How often have you been
pressured by colleagues at your
non-VAMC facility to perform PCI
in a patient who you thought
had a high risk of death with or
without PCI?

How often do you delay coronary
angiography or PCI in a cardiac
arrest patient because of worry
that the patient's risk of death is
high regardless of whether or
not you perform PCI?

When considering whether to
perform an indicated PCI in a
critically ill patient, how often do
you worry about whether your
supervisor(s) will support your
decision to perform PCI if the
patient dies later in their
hospitalization of a complication
related to the PCI?

When considering whether to
perform an indicated PCI in a
critcially ill patient, how often do
you worry about whether your
supervisor(s) will support your
decision to perform PCI if the
patient dies later in their
hospitalization of a condition
unrelated to the PCI?

How often do you worry about
how a potential complication of
one of your procedures will
impact your non-VA faciility
reputation?
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How often do you worry about
how a potential complication of
one of your procedures will
impact your own professional
reputation?

How often do doctors at your
non-VA facility use more health
care resources than they should
to try to save critically ill
patients who have undergone
PCI earlier in their
hospitalization?

Part 5:  Perceptions of Public Reporting
Public reporting of PCI outcomes refers to the public reporting of facility and provider level in-hospital and 30 day
mortality following percutaneous coronary intervention.  Reported outcomes would be risk-adjusted for patients'
clinical comorbidities.

Strongly
Disagree

Disagree Slightly
Disagree

Slightly Agree Agree Strongly
Agree

How strongly do you agree that
public reporting of in-hospital
and 30 day mortality accurately
reflect the quality of an
interventional cardiologist?

Please complete the following statement:  I believe that outcomes of patient who present with
____________ and undergo percutaneous coronary intervention should be publically reported.

Strongly
Disagree

Disagree Slightly
Disagree

Slightly Agree Agree Strongly
Agree

Cardiogenic Shock
Out-of-Hospital Cardiac Arrest
Out-of-Hospital Cardiac Arrest
Complicated by Coma

In-Hospital Cardiac Arrest
In-Hospital Cardiac Arrest
Complicated by Coma
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To what extent does public reporting of PCI outcomes help patients make more informed
decisions about...

Not At All Very Little To Some Extent To a Great Extent
... whether or not to undergo
elective PCI?

... whether or not to undergo
emergent / urgent PCI?

... which healthcare fcaility they
want to go to for an elective
coronary angiogram and / or
PCI?

... which interventional
cardiologist they want to
perform their elective coronary
angiogram and / or PCI?

To what extent does public reporting of PCI outcomes help hospitals to improve quality of care
for ...

Not At All Very Little To Some Extent To a Great Extent
... all patients who undergo PCI?
... patients with obstructive
coronary artery disease who do
not undergo PCI (including those
managed medically and who
undergo bypass surgery)?

Part 6: Perceptions of Internal (Non-Public) Reporting
Internal reporting of PCI outcomes refers to reporting facility or provider level in-hospital and 30 day mortality
following percutaneous coronary intervention to providers and hospital leadership, without revealing the results to
the public.  Reported outcomes would be risk-adjusted for patients' clinical comorbitidies.

Strongly
Disagree

Disagree Slightly
Disagree

Slightly Agree Agree Strongly
Agree

How strongly do you agree that
internal reporting of in-hospital
and 30 day mortality accurately
reflects the quality of an
interventional cardiologist?
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Please complete the following statement: I believe that outcomes of patient who present with
____________ and undergo percutaneous coronary intervention should be internally reported.

Strongly
Disagree

Disagree Slightly
Disagree

Slightly Agree Agree Strongly
Agree

Cardiogenic Shock
Out-of-Hospital Cardiac Arrest
Out-of-Hospital Cardiac Arrest
Complicated by Coma

In-Hospital Cardiac Arrest
In-Hospital Cardiac Arrest
Complicated by Coma

To what extent does internal reporting of PCI outcomes help patients make more informed
decisions about...

Not At All Very Little To Some Extent To a Great Extent
... whether or not to undergo
elective PCI?

... whether or not to undergo
emergent / urgent PCI?

... which healthcare facility they
want to go to for their elective
coronary angiogram and / or
PCI?

... which interventional
cardiologist they want to
perform their elective coronary
angiogram and / or PCI?

To what extent does internal reporting of PCI outcomes help hospitals to improve quality of
care for ...

Not at All Very Little To Some Extent To a Great Extent
... all patients who undergo PCI?
... patients with coronary artery
disease who do not undergo PCI
(including those managed
medically and who undergo
bypass surgery)?

Part 6:  Perceptions of CART Reporting
The following questions allow you to reflect on the current annual, semi-annual and monthly reports that you and
your facility receive from the Clinical Assessment, Reporting and Tracking (CART) Program.
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To what extent does your facility report from the CART Program influence your decision ... 
Not at All Very Little To Some Extent To a Great Extent

... on deciding access site (radial
versus femoral)?

... on discharge medications?

... to perform PCI in a high-risk
patient?

To what extent would the reporting of risk-adjusted in-hospital and 30-day mortality in the
CART reports for your facility influence your decision ...

Not Applicable Not at All Very Little To Some Extent To a Great
Extent

... to perform ad-hoc
percutaneous coronary
interventions?

... to perform percutaneous
coronary intervention in a
high-risk patient?

... to perform multivessel
percutaneous coronary
intervention?

... to perform percutaneous
coronary intervention requiring
the use of mechanical support?

If the CART facility level reports were disseminated to the public via the internet, to what
extent would this influence your decision to ...

N/A Not at All Very Little To Some Extent To a Great
Extent

... to perform ad-hoc
percutaneous coronary
interventions?

... to perform percutaneous
coronary intervention in a
high-risk patient?

... to perform multivessel
percutaneous coronary
intervention?

... to perform percutaneous
coronary intervention requiring
the use of mechanical support?

CART Public Reporting Yes
No

(Do you think that reports from CART should be
disseminated to the public?)
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Part 8: Risk Adjustment Methods
The following questions are related to your confidence in risk adjustment metrics as well as their utility in your
clinical practice.

Not at All Very Little To Some Extent To a Great Extent
Overall, how much do you know
about the methods used by
public reporting systems to risk
adjust outcomes for patients'
severity of illness?

How much to you trust the risk
adjustment methodologies used
by public reporting systems for
percutaneous coronary
intervention outcomes
accurately account for patients'
severity of illness and risk of
death?

How much do you trust the CART
Program reports that are
disseminated to each facility?

How useful are the following interventions to your practice?
Not useful at all Slightly useful Somewhat useful Very useful Extremely usfeul

Reports or dashboards from
national or regional
organizations (CART or NCDR)?

Internal hospital feedback
reportsMorbidity and mortality or case
review conferences

Formal hospital peer review /
risk management processes

Maintenance of certification
activities or continuing medical
education

Informal discussion with peers
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How useful are the following quality metrics to measure your practice?
Not at all useful Slightly useful Somewhat useful Very useful Extremely useful

PCI Risk-standardized mortality
rates

PCI Readmission rates
Door-to-balloon (device) time
Patient satisfaction scores
Patient reported outcomes /
symptom burden

Part 9: Demographic Information (Optional)
Last Name

__________________________________
(Please list your last name)

First Name
__________________________________
(Please list your first name)

Gender Female
Male

(Please list your gender)

Interventional Cardiology Fellowship Yes
No

(Did you complete a dedicated interventional
cardiology fellowship in the United States?)

Interventional Cardiology Experience
__________________________________
(How many years have you been practicing
interventional cardiology, since completion of
your training?)

Personal Interview Yes
No

(Would you be willing to take part in an optional
follow-up interview?  This 30 minute interview
would gather additional information and
suggestions regarding ways to measure PCI
performance and provide support for PCI Operators.)

Contact Information
__________________________________
(Please list the email address at which you would
like to be contacted regarding the optional
interview.)
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