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VCSQI Strategic Plan
Mission

Transform Cardiovascular Care to Improve Patient Experience and Value

Vision

Optimize Heart Care Outcomes Through National Collaboration, Innovation and 
Research
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Welcome to New Cardiology Members

 Augusta Health

 Bon Secours Memorial Regional

 Bon Secours Southside

 Bon Secours St. Francis



Congratulations to Eileen and Chris!

Eileen Dohmann, MBA, BSN, RN, NEA-BC
Mary Washington Hospital

Chris Sytsma, RN, MSN
Winchester Medical Center



Transforming Cardiovascular Care to Improve Patient Experience and Value

Using VCSQI Data to Drive 
Quality Improvement

Robert Lancey, MD, MBA
Sentara Rockingham Memorial 

Hospital



@R_Strobes

ELSO Center of Excellence Recognition 
Associated with Improved Failure to 

Rescue after Cardiac Arrest

Raymond J Strobel, MD, MSc; Dustin Money, RRT-ACCS; Andrew M. Young, MD;; 
Alex Wisniewski, MD; Anthony Norman, MD; Raza Ahmad MD; Emily Kaplan, BA; 

Mark Joseph, MD; Mohammed Quader, MD; Michael Mazzeffi, MD; Leora T. 
Yarboro, MD; Nicholas R. Teman, MD, Investigators for the Virginia Cardiac 

Services Quality Initiative
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Disclosure Statement
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Funding Statement
 Research reported in this publication/presentation/work was supported in part by the National 

Heart, Lung, and Blood Institute (grant T32 HL007849-21A1), as well as by a grant under Award 
Number 2UM HL088925.The content is solely the responsibility of the authors and does not 
necessarily represent the official views of the National Institutes of Health.



Cardiac Arrest is most lethal complication after cardiac surgery

@R_Strobes

• Failure to rescue after cardiac arrest 
ranges from 50% to as high as 83%

• Characterized by abrupt onset and 
100% mortality rate without immediate, 
system-level intervention

• Highly dependent on center-level 
characteristics



Extracorporeal Life Support Organization (ELSO)
Center of Excellence Recognition (CoE)

@R_Strobes

Environment

Workforce

Knowledge ManagementQualityProcess Optimization

Patient and family

Systems



Study Hypothesis

@R_Strobes

Patients undergoing cardiac surgery at ELSO CoE centers 
would have significantly improved FTR after cardiac 

arrest, relative to patients undergoing surgery at non-
ELSO CoE centers



Study Methods

@R_Strobes

 Cohort: Patients undergoing STS index operation in the Virginia Cardiac 
Services Quality Initiative (VCSQI) from 2011-2021

 Exposure Variable: ELSO CoE
 Publicly available data (Recognition status, date of recognition)

 Outcomes: Failure to rescue after cardiac arrest
 Other outcomes: operative mortality, STS-defined FTR, postoperative complications

 Analysis: Hierarchical, multivariable logistic regression



@R_Strobes

CONSORT



ELSO CoE Recognition

@R_Strobes

3 centers recognized as ELSO CoE 
(9.71% of all patients)

ELSO CoE centers were high volume 
(503 annual index cases vs. 226, p < 

0.001)



Patient Characteristics associated with 
ELSO CoE

@R_Strobes

Patients at ELSO CoE, relative to those at non-ELSO CoE:

More valve and reoperative 
surgery

Increasing STS Predicted 
Risk of Mortality

p < 0.001p < 0.001



Cardiac Arrest

@R_Strobes

1.8% (N = 807) of patients experienced 
post-operative cardiac arrest

55% (N = 444) of these ultimately 
experienced FTR after cardiac arrest



@R_Strobes



Patient Characteristics associated with improved FTR after 
Cardiac Arrest

@R_Strobes

More often cared for 
at ELSO CoE Lower STS PROMHigher Volume Centers

p = 0.02 p < 0.001p = 0.005



Multivariable Model of Odds of FTR after Cardiac Arrest

@R_Strobes

p-valueOR (CIs)Characteristic

0.0470.56 (0.316 – 0.993)ELSO CoE

 Adjusted for STS PROM, center-level case volume, year, CPB time, intra-operative 
transfusion requirements

 Center included as random intercept to account for center-level clustering



@R_Strobes



Use of ECMO after Cardiac Arrest by ELSO CoE

@R_Strobes

ECMO more often used at ELSO CoE Similar FTR after cardiac arrest among 
ECMO patients, regardless of ELSO CoE

25.4% vs. 11.3%, p = 0.001 81.2% vs. 72.6%, p = 0.552



Limitations

@R_Strobes

 Unmeasured confounding

 External validity outside of VCSQI

 More granular center-specific characteristics unavailable (i.e., 
nurse-to-patient ratio, composition and structure of ICU 
staffing, etc.)



Conclusions

@R_Strobes

 Significant, positive association between ELSO CoE and improved failure to 
rescue after cardiac arrest rate

 Suggests:
 Importance of comprehensive quality programs in improving peri-operative outcomes
 Patients at elevated risk of post-operative cardiac arrest may benefit from care at an 

ELSO CoE



Thank You



Transforming Cardiovascular Care to Improve Patient Experience and Value

Aortic Alerts:
Transfer Practices for 
Emergency Patients

Kenan W Yount, MD MBA
Director, Structural Heart & Valve Center

Co-Director, Aortic Center
University of Virginia



Aortic Dissections in VCSQI: July 2020 – December ‘22
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Type A Dissection by Center: July 2020 – December ‘22
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Aortic Alert Process
 Any mention of “aorta” triggers review by Transfer Center

 Pages the Cardiac & Vascular Attendings/Residents

 Connects them with referring

 Images ideally reviewed on call

 Potential Decisions:

 Transfer directly to OR

 Transfer to ER (if images needed)

 Transfer to ICU (if Type B or medical management)

 Defer to outpatient visit

 Decline

 Any acceptance  blast pages surgeons, anesthesia, perfusion, the OR team and/or 
IR team, nursing supervisors, blood bank



What is an Aortic Center?

 Exists physically, on the web, in spirit…

 Cardiac & Vascular surgeons

 Cardiac anesthesiologists

 Intensivists

 Radiologists

 Nephrologists?

 Weekly conference to review 
upcoming aneurysm cases, prior week dissections



UVA Aortic Team

Kenan Yount
Director, Aortic Center

Director, Structural Heart & Valve

John Kern
Direction, CT Residency

Leora Yarboro
Section Chief, Adult Cardiac Surgery

Director, Heart Failure & Heart Transplant

Nick Teman
Director, ECMO & MCS Ourania Preventza

Chief, Division of Cardiothoracic Surgery



Potential Statewide Opportunities

 Current issues:

 Some centers are bowing out of Type A dissections (low volume, high acuity)

 Some centers that perform dissection repair are struggling with OR & ICU capacity

 All centers are struggling with staffing (MDs, RNs; ICU & OR)

 Many centers are struggling with competing emergencies (e.g., transplant)

 Opportunities

 Optimize transfer patterns?

 Image share?

 Call center vs One week on/One week off?

 Shared call schedules?

 Shared best practices?

 Outcomes tracking (STS vs IRAD)

 Travel time, etc.



Thank You!


