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(relief of all CHF symptoms and Himitations [but no chango in survival] vs,
varying risk of immediate painlass death). Willingness to accopt a 10 pont
improvad LHFQ for varying decroments of a hypothetical 36 month lite ex-
poctancy was assossed in a series of tima tradooffs, a secand et of tradeofls
was mada againat pt's soif-estimated prognosis (SEP).

Results: *ost pts wore relatively unwilling to gamblo Immediato denth
tor resolution of CHF aymptoms (madian accoptablo risk of death = 5%) or
to trade months of life for improvod QOL (madian tradaoff 1 of 36 months
and 3.5% of SEP), Howaver, 256% of pts would give up -6 out of 36 months
for a 10-point impravement in LHFQ; 26% of pts would givo up ~16% of
their SEP for the same 10 point LHFQ Improvemeont; and 26% of pls ware
willing to aocept :30% riak of immodiate death for complote resoluton of
their symptoma of hoart failure, Patients with tho worst SEP tande the Inrgost
tradectia (Spoarman'a A = -1,287, P = 0.004) and gambles (Spoarman's R =

-0.873, P = 0,013), LHFQ scorn waa not associatad with willingnoas to trado
or gamble,

Conclusions: A aubatantial minority of pta with advanced GHF highly value
QOL and would preter a shorter lite with improved quality. CHF patients'
deaites shauld be addressad by tou phyalclana, and should be reflected
17 8he drig Bovalopman and approval procoss.

1132?9§J Gara Managera Veraua Carepaths: An Active
" Approach to Cara Management Reduces Cost and
IF.e,nglh of Stay in Patianta With Congastive Heart
allura

0. Costantini, €. Stewdley, K. Huek, K.K. Doyd, G.5. Coopor, M.D. Carlson.
University Hospitals of Cloveland:Case Western Reserve University:
Cleveland, OH, USA

Background: Clinical caropaths to enhance qualily and decroase hospital
cortg have had low utiiaation, Wo hypothosized that an activa approach
would optimize adherones to a clinical caropath established tar cangestive
hoart failure (CHF) at our institution in 1990.

Methods: In tha second quartor of 1997, a CHF management team con-
sisting of a nurse care manager and a taculty cardiologist acreenea patents
admitted with tho diagnosia of GHE and followed thom daily. Based on pub-
lishad guidolings, recommendations tor dingnostic tosts and therapios were
oftered datly, both verbally and inthe chart, to the clinicians. The pationls who
waro not screened, but codod for CHF at dischargo, constituted the non-care-
managed group. Length of stay (LOS), varinble direct costs (VOC), intensive
caro unit LOS and thirty day roadmission ratos were compared for the two
Qroups.

Resuits: Ago, mortality, and thinty day readmission rates were not ditteront
botwoon the two qroups. LOS was shorter tor the caremanaged group (n
= 97) than for the non-caremanaged group (n = 74) (3.7 + 23 vs. 56 t
4.6days)(p - 0.002). VDC/ease was lower in the caremanaged group than in
tho non-caromanaged group ($1199 + 1231 vs. §2277 + 2813)(p - 0.003)
The intensive care unit LOS was shorter in tho caremanaged group than in
tho non- caromanagod one (0.7 + 1.7 vs. 1.9 t 3.2 days)(p - 0.02).

Conclusion: The uso of a caro Managoment toam approach results in a
significant reduction in length of stay and cost tor pationts with heant tailure.

1132-94 | Population Based Impact of a Heart Fallure Care
Model Designed to Reduce Medical Resource
Utilization in a Managed Care Environment

M.R. Mahra, H.O. Ventura, FW. Smar, M, Porche, R.V. Milani, J. Newman,
D.D. Stapteton, J.P. Murgo. Ochsner Medical Institutions, New Orleans,
Louisiana, USA

Background: The heart failure (HF) conundium ot repeated hospitalizations.
emergency room (ER) visits, and crisis intervention can benelit by the im-
plementation of multidisciplinary outpatient care. While the impact of such
an intarvention on setected patients is appreciated, no previous invostiga-
tion has sought to develop and investigate the eftoctiveness of a heart failure
care process model dosigned for effect upon a large managed care popula-
tion.

Methods: We studied the impact of implementation of a heart tailure care
model on an evoalving cohort of capitated medicare risk population enrollees
(age -65yrs, n =19,401) by selecting and targeting those heart failure cases
that consumed the majority oi tha medical resources. Prospaective criteria for
fecruniment included -2 HF hospitalizations in the previous 12 months or one
HF Fospitalization that exceaded 2 SDs i the median length of stay (LOS) or
cost of care. The cases of heart failure that met this critoria (n=210, 1.1% of
the at risk population) were identitied and followed in a program of multidisci-
plinary outpatient intervention consisting of intensive education, compliance
assessment, clinical evaluation, triggered home heaith care, streamlined ER
intervention, and outpatient inotropic therapy. The impact on the entire popu-
lation was assessed by comparing hospitalization admission rates, LOS. ER
admits, and home health utilization in the 12 months prior to oroqram initiatian,

(June 1895-May 1996; n = 16,360) to the 12 months of prograrn implementa-
tion (Juno 1996-May 1997; n = 19,401).
Results: All rates are oxpressed as par 1000 enrolled members

Group HF Admite LOS (dnys) ER Admits Homa Health
Basotine yoar 16.4 66.1 8.6 32
Intarvantion yenr 146 60" 77 29

o, rnduction 109 ) 140 -10.8 ~31.3

‘p=0.08"p=0.03"p s 004, LOS = lungih of stay
p

The program reaulted in 31 tewer HF hospitalizations, 144 fewer inpationt
HF dnys, 33 loas ER HF admils, and 181ewer homa health visits, which saved
$145,736. No differoncos in inpatient moniality were noted.

Conclusion: Signiticant poputation-wide medical resource utilizatan re-
duction and cos! savings can be realized by developing a comprehensive
heart failwre cara process targeting the concentrated manifest hean failure
caaes that consumo the majonty of the medical 10sourcos from within a de-
fined managed cara popuiation,

F 182-98 ( {mpac( of Pregenfafian of Research Aesu(ts on
R Preacribing ot Medications in Patients With Left
Ventricutar Dysfunction

C R. Lacy, J A. Barone. D M. Moylan, M. Bueno, D Suh, J.B. Kostis.
UMDN.J-Robert Wood Johnson Medical School New Brunswick, N USA;
Rabert Wood Johnson Liniversity Haspital, New Brunswick, M. USA

Backgroynd: Clinical cosearch studios variably repart tnal results in terms of
difforoncos in relative nsk, absolute nsk, number of patients necdad to be
trontad to provent ono ovent, and other parameters of cinical eficacy. This
sy evaluated r0SPONSos oY healin care prolessionals 0 idenlical a.na rom
ane clinical tnal when prosented in diterent ways, and measwed the hikelihood
ol proscnbing medication based on interpretation of results.

Methods: The same results of the SOLVD clinical tnal were presented us-
ing threo descriptions as itthree difterent drugs were studied in three separate
trials: relative reduction in montality (%s); absolute reduction in montaliy (%);
and number of patients needed to be treated to avoid one death. After naview-
ing study results, 105 physicians and phamacists estimated how likel¢ they
would be to prescribe each drug based on a 7 point Likert scale (1 = definitely
not prescribo; 7 = delinitely prescribe).

Results: Likelihood of treatment was statistically signiticantty higher if study
results were presonted as refative reduction in mortality compared with abso-
lute reduction in morality or number of patients needed to be treated to avord
ono doath (P - 0.001).

Conclusion: Methods of reporting tnal results significantty affectinterpr2te-
tons of ¢clinicatl data by heatth care protessionals and may influence prescnb-
ng behawvior

[ 113296 Do Patients With Heart Failure Experience Better
Outcomes at Urban Teaching Hospitals?

E.F. Philbin, T.G. DiSalvo. Henry Ford Hospital, Detroit. MI, USA:
Massachusetts General Hospital, Boston. MA, USA

Background: Health care delivery systems influence outcomes in HF: it this1s
true of hospital type and tocation is not well known.

Methods: We utilized the New York statewide hospital data set to identity al
tirst HF discharges for the year 1995. Demographics, procedure use, lengtt
of stay (LOS). charges, montality and readmission were compared among
patients at urban teaching (UT, N = 23,071), urban non-teaching (UNT, N =
8,202), rural teaching RT, N = 672} and rural non-teaching (RNT, N = 3,949)
hospitals.

Results: UT patients were more often black, young and hypertensive with
less comorbid disease {p - 0.05). Management at UT centers involved more
procedures and cardiologists, fewer ICU stays. and higher complication rates
(p - 0.05). Clinical outcomes, adjusted for demographic differences. are
shown (" = p- 0.05):

Outcome ut UNT RT RNT
LOS, days” 9.7 95 77 8.6
Charges, & 13673 10,101 7400 6677
Mortalty, °e 73 6.9 50 50
eadmission, % 271 265 26.0 258

Conclusions: 1) HF inpatients treated at UT centers undergo more proce-
dures and have longer LOS, thus incurring higher hospital charges. without
fewer roadmissions, 2) adjusted inpatient mortality is highest at UT hospi-
tals, and, 3) whether these substantial mortality differences refiect disease
savarity, patient charagtedstics ot pracess af care warrants turther study.
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