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CONTEXT: Studies have demonstrated that statins administered to individuals with
risk factors for coronary heart disease (CHD) reduce CHD events. However, many
of these studies were too small to assess all-cause mortality or outcomes in important
subgroups. OBJECTIVE: To determine whether pravastatin compared with usual
care reduces all-cause mortality in older, moderately hypercholesterolemic,
hypertensive participants with at least 1 additional CHD risk factor. DESIGN AND
SETTING: Multicenter (513 primarily community-based North American clinical
centers), randomized, nonblinded trial conducted from 1994 through March 2002 in
a subset of participants from the Antihypertensive and Lipid-Lowering Treatment to
Prevent Heart Attack Trial (ALLHAT). PARTICIPANTS: Ambulatory persons (n =
10 355), aged 55 years or older, with low-density lipoprotein cholesterol (LDL-C) of
120 to 189 mg/dL (100 to 129 mg/dL if known CHD) and triglycerides lower than
350 mg/dL, were randomized to pravastatin (n = 5170) or to usual care (n = 5185).
Baseline mean total cholesterol was 224 mg/dL; LDL-C, 146 mg/dL; high-density
lipoprotein cholesterol, 48 mg/dL; and triglycerides, 152 mg/dL. Mean age was 66
years, 49% were women, 38% black and 23% Hispanic, 14% had a history of CHD,
and 35% had type 2 diabetes. INTERVENTION: Pravastatin, 40 mg/d, vs usual care.
MAIN OUTCOME MEASURES: The primary outcome was all-cause mortality,
with follow-up for up to 8 years. Secondary outcomes included nonfatal myocardial
infarction or fatal CHD (CHD events) combined, cause-specific mortality, and
cancer. RESULTS: Mean follow-up was 4.8 years. During the trial, 32% of usual
care participants with and 29% without CHD started taking lipid-lowering drugs. At
year 4, total cholesterol levels were reduced by 17% with pravastatin vs 8% with
usual care; among the random sample who had LDL-C levels assessed, levels were
reduced by 28% with pravastatin vs 11% with usual care. All-cause mortality was
similar for the 2 groups (relative risk [RR], 0.99; 95% confidence interval [Cl], 0.89-
1.11; P =.88), with 6-year mortality rates of 14.9% for pravastatin vs 15.3% with
usual care. CHD event rates were not significantly different between the groups (RR,
0.91; 95% CI, 0.79-1.04; P =.16), with 6-year CHD event rates of 9.3% for
pravastatin and 10.4% for usual care. CONCLUSIONS: Pravastatin did not reduce
either all-cause mortality or CHD significantly when compared with usual care in
older participants with well-controlled hypertension and moderately elevated LDL-
C. The results may be due to the modest differential in total cholesterol (9.6%) and




LDL-C (16.7%) between pravastatin and usual care compared with prior statin trials
supporting cardiovascular disease prevention.
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Background: In the treatment of chronic heart failure, vasodilating agents, ACE
inhibitors and beta-blockers have shown an increase of life expectancy. Another
strategy is to increase the inotropic state of the myocardium: phosphodiesterase
inhibitors (PDIs) act by increasing intra-cellular cyclic AMP, thereby increasing the
concentration of intracellular calcium, and lead to a positive inotropic effect.
Objectives: This overview on summarised data aims to review the data from all
randomised controlled trials of PDIs I11 versus placebo in symptomatic patients with
chronic heart failure. The primary endpoint is total mortality. Secondary endpoints
are considered such as cause-specific mortality, worsening of heart failure (requiring
intervention), myocardial infarction, arrhythmias and vertigos. We also examine
whether the therapeutic effect is consistent in the subgroups based on the use of
concomitant vasodilators, the severity of heart failure, and the type of PDI derivative
and/or molecule. This overview updates our previous meta-analysis published in
1994, Search strategy: Randomised trials of PDIs versus placebo in heart failure
were searched using MEDLINE (1966 to 2004 January), EMBASE (1980 to 2003
December), Cochrane CENTRAL trials ( Issue 1, 2004) and McMaster CVD trials
registries, and through an exhaustive handsearching of international abstracting
publications (abstracts published in the last 22 years in the "European Heart
Journal”, the "Journal of the American College of Cardiology" and "Circulation").
Selection criteria: All randomised controlled trials of PDIs versus placebo with a
follow-up duration of more than three months. Data collection and analysis: 21 trials
(8408 patients) were eligible for inclusion in the review. 4 specific PDI derivatives
and 8 molecules of PDIs have been considered. Main results: As compared with
placebo, treatment with PDIs was found to be associated with a significant 17%
increased mortality rate (The relative risk was 1.17 (95% confidence interval 1.06 to
1.30; p<0.001). In addition, PDIs significantly increase cardiac death, sudden death,
arrhythmias and vertigos. Considering mortality from all causes, the deleterious
effect of PDIs appears homogeneous whatever the concomitant use (or non-use) of
vasodilating agents, the severity of heart failure, the derivative or the molecule of
PDI used. Conclusions: Our results confirm that PDIs are responsible for an increase
in mortality rate compared with placebo in patients suffering from chronic heart
failure. Currently available results do not support the hypothesis that the increased
mortality rate is due to additional vasodilator treatment. Consequently, the chronic
use of PDIs should be avoided in heart failure patients.
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BACKGROUND: Organizationally based, disease-targeted collaborative quality
improvement efforts are widely applied but have not been subject to rigorous
evaluation. We evaluated the effects of the Institute of Healthcare Improvement's
Breakthrough Series (IHI BTS) on quality of care for chronic heart failure (CHF).
RESEARCH DESIGN: We conducted a quasi-experiment in 4 organizations
participating in the IHI BTS for CHF in 1999-2000 and 4 comparable control
organizations. We reviewed a total of 489 medical records obtained from the sites
and used a computerized data collection tool to measure performance on 23
predefined quality indicators. We then compared differences in indicator
performance between the baseline and post-intervention periods for participating and
non-participating organizations. RESULTS: Participating and control patients did
not differ significantly with regard to measured clinical factors at baseline. After
adjusting for age, gender, number of chronic conditions, and clustering by site,
participating sites showed greater improvement than control sites for 11 of the 21
indicators, including use of lipid-lowering and angiotensin converting enzyme
inhibition therapy. When all indicators were combined into a single overall process
score, participating sites improved more than controls (17% versus 1%, P < 0.0001).
The improvement was greatest for measures of education and counseling (24%
versus -1%, P < 0.0001). CONCLUSIONS: Organizational participation in a
common disease-targeted collaborative provider interaction improved a wide range
of processes of care for CHF, including both medical therapeutics and education and
counseling. Our data support the use of programs like the IHI BTS in improving the
processes of care for patients with chronic diseases.

REF 1D: 151
Level I: Systematic Reviews
Topic 2: Prevention
Topic 3: Assessment
Bennett, S. J., & Sauve, M. J. (2003). Cognitive deficits in patients with heart
failure: A review of the literature. Journal of Cardiovascular Nursing, 18(3),
219-242.
Journal Article, Glossary, Research, Systematic Review, Tables/Charts
PURPOSE: Chronic heart failure (HF) and cognitive impairments (CI) are common
problems in the elderly. Both are associated with increased mortality and disability,
decreased quality of life, and increased health care costs. While these conditions may
occur by chance in the same individual, there is increasing evidence that HF is
independently associated with CI. The purpose of this article is to review and
critique the literature addressing the prevalence, type, and severity of Cl in HF
patients, the clinical factors associated with CI, and the potential pathophysiology
underlying the development of CI, and to recommend priority areas for future
research. RESULTS: Memory and attention deficits are the most frequently
occurring Cl in this patient population, followed by slowed motor response times




and difficulties in problem solving. Prevalence rates range from 30% to 80%
depending upon the age of the patients and the characteristics of the sample being
studied. Most patients have mild impairments, although as many as one fourth may
have moderate to severe CI. The relationship between left ventricular ejection
fraction and cognition is inconsistent and may be nonlinear. The pathophysiology
underlying the development of CI in HF patients may be related to both cerebral
infarction and cerebral hypoperfusion either alone or in combination.
CONCLUSIONS: The current literature is limited by studies with sometimes small
or nonrepresentative samples, few matched control studies, and lack of longitudinal
data that could indicate the conditions that favor the development of CI over time.
Future research needs to focus on (1) determining the types, frequency, and severity
of impairments in cognitive functioning among a representative sample of HF
patients, (2) explicating the pathological mechanisms and the clinical factors that
underlie the development of cognitive deficits, and (3) identifying the ways CI
influences quality of life. Interventions can then be developed to prevent or delay the
occurrence of Cl or to minimize their effect on patient self-management and quality
of life.
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CONTEXT: The Seventh Report of the Joint National Committee on Prevention,
Detection, Evaluation, and Treatment of High Blood Pressure emphasizes the
importance of systolic hypertension (SH), defined as systolic blood pressure (SBP)
of at least 140 mm Hg and diastolic blood pressure of less than 90 mm Hg, in older
persons (> or =60 years). OBJECTIVE: To systematically review the literature on
clinical management of SH in older persons. DATA SOURCES: We performed a
MEDLINE search of English-language literature from 1966-2004 to identify reports
about SH in older persons, with particular emphasis on data from randomized
clinical trials. STUDY SELECTION AND DATA EXTRACTION: We selected
1064 studies by using the search terms hypertension combined with the terms
systole (or systolic) and aged. DATA SYNTHESIS: There is strong evidence from
clinical trials to support the treatment of SH in older persons with SBP of at least
160 mm Hg. Large-scale trials to assess the value of antihypertensive therapy for
older patients with SBP of 140 to 159 mm Hg have not been performed, and
recommendations to treat these patients are based on observational studies that show
a graded relationship of cardiovascular risk with increasing SBP. The studies most
strongly support the use of thiazide diuretics and long-acting calcium channel
blockers as first-line therapy to treat SH. CONCLUSIONS: Treatment of SH in
older patients with SBP of at least 160 mm Hg is supported by strong evidence. The
evidence available to support treatment of patients to the level of 140 mm Hg or
those with baseline SBP of 140 to 159 mm Hg is less strong; thus, these treatment
decisions should be more sensitive to patient preferences and tolerance of therapy.
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This his brief summarizes a study conducted by researchers at the RAND
Corporation that measured the quality of health care for randomly selected adults
from 12 communities across the United States. Because the researchers used 439
quality indicators to evaluate health care performance in 30 clinical areas, including
diabetes mellitus, hypertension, heart disease, and related preventive care, the size
and comprehensiveness of this study is particularly noteworthy. The findings reveal
comparable deficits in adherence to standard care processes by both inpatient and
outpatient providers within the 12 chosen communities. Overall, study participants
received only half of the care consistent with evidence-based knowledge. Thus,
study results provide systematic evidence detailing the gaps between the science and
the practice of health care delivery throughout the country.
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BACKGROUND: Heart failure is commonly associated with vascular disease and a
high rate of athero-thrombotic events, but the risks and benefits of antithrombotic
therapy are unknown. METHODS: The current study was an open-label,
randomized, controlled trial comparing no antithrombotic therapy, aspirin (300
mg/day), and warfarin (target international normalized ratio 2.5) in patients with
heart failure and left ventricular systolic dysfunction requiring diuretic therapy. The
primary objective was to demonstrate the feasibility and inform the design of a
larger outcome study. The primary clinical outcome was death, nonfatal myocardial
infarction, or nonfatal stroke. RESULTS: Two hundred seventy-nine patients were
randomized and 627 patient-years exposure were accumulated over a mean follow-
up time of 27 +/- 1 months. Twenty-six (26%), 29 (32%), and 23 (26%) patients
randomized to no antithrombotic treatment, aspirin, and warfarin, respectively,
reached the primary outcome (ns). There were trends to a worse outcome among
those randomized to aspirin for a number of secondary outcomes. Significantly (P
=.044) more patients randomized to aspirin were hospitalized for cardiovascular
reasons, especially worsening heart failure. CONCLUSIONS: The Warfarin/Aspirin
Study in Heart failure (WASH) provides no evidence that aspirin is effective or safe
in patients with heart failure. The benefits of warfarin for patients with heart failure




in sinus rhythm have not been established. Antithrombotic therapy in patients with
heart failure is not evidence based but commonly contributes to polypharmacy.
REF ID: 146
Level I: Systematic Reviews
Topic 3: Assessment
Coventry, P. A, Grande, G. E., Richards, D. A., & Todd, C. J. (2005).
Prediction of appropriate timing of palliative care for older adults with non-
malignant life-threatening disease: A systematic review. Age and Ageing, 34(3),
218-2217.
Journal Article, Research, Systematic Review, Tables/Charts
BACKGROUND: most people in contemporary western society die of the chronic
diseases of old age. Whilst palliative care is appropriate for elderly patients with
chronic, non-malignant disease, few of these patients access such care compared
with cancer patients. Objective referral criteria based on accurate estimation of
survival may facilitate more timely referral of non-cancer patients most appropriate
for specialist palliative care. OBJECTIVE: to identify tools and predictor variables
that might aid clinicians estimate survival and assess palliative status in non-cancer
patients aged 65 years and older. METHODS: systematic review and quality
assessment using criteria modified from the literature. RESULTS: 11 studies that
evaluated prognoses in hospitalised and community-based older adults with non-
malignant disease were identified. Key generic predictors of survival were increased
dependency of activities of daily living, presence of comorbidities, poor nutritional
status and weight loss, and abnormal vital signs and laboratory values. Disease-
specific predictors of survival were identified for dementia, chronic obstructive
pulmonary disorder and congestive heart failure. No study evaluated the relationship
between survival and palliative status. CONCLUSION: prognostic models that
attempt to estimate survival of < or = 6 months in non-cancer patients have generally
poor discrimination, reflecting the unpredictable nature of most non-malignant
disease. However, a number of generic and disease-specific predictor variables were
identified that may help clinicians identify older, non-cancer patients with poor
prognoses and palliative care needs. Simple, well-validated prognostic models that
provide clinicians with objective measures of palliative status in non-cancer patients
are needed. Additionally, research that evaluates the effect of general and specialist
palliative care on psychosocial outcomes in non-cancer patients and their carers is
needed.
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A meta-analysis of all-cause mortality data involving elderly and non-elderly chronic
heart failure patients from 5 completed beta-blocker trials revealed that elderly and
non-elderly chronic heart failure patients derived considerable prognostic benefit




from beta-blocker therapy without a statistically significant difference in mortality
reduction between the 2 groups.

REF ID: 232
Level 11: Individual experimental study
Topic 4.3: Management-Medication
Effects of Pimobendan on Chronic Heart Failure Study (EPOCH Study).
(2002). Effects of pimobendan on adverse cardiac events and physical activities
in patients with mild to moderate chronic heart failure: The effects of
pimobendan on chronic heart failure study (EPOCH study). Circulation
Journal, 66(2), 149-157.
Clinical Trial. Journal Article. Multicenter Study. Randomized Controlled
Trial
The long-term beneficial effects of pimobendan in the treatment of chronic heart
failure (CHF) have not been established, so the present trial compared pimobendan
(1.25 or 2.5mg twice daily) vs placebo in 306 patients with stable New York Heart
Association class 1lm or 111 CHF, and a radionuclide or echocardiographic left
ventricular ejection fraction (LVEF) < or =45% despite optimal treatment with
conventional therapy, for up to 52 weeks in a double-blind protocol. At the end of
the 52 weeks of treatment, combined adverse cardiac events had occurred in 19
patients in the pimobendan group (15.9%) vs 33 patients in the placebo group
(26.3%). The cumulative incidence of combined adverse cardiac events was 45%
lower (95% confidence interval of hazard ratio: 0.31-0.97, log-rank test: p=0.035) in
the pimobendan group than in the placebo group. Death and hospitalization for
cardiac causes occurred in 12 patients in the pimobendan group (10.1%), vs 19
patients in the placebo group (15.3%), but without significant difference. Treatment
with pimobendan also increased the mean Specific Activity Scale score from 4.39+/-
0.12 at baseline to 4.68+/-0.15 at 52 weeks (p<0.05). In conclusion, long-term
treatment with pimobendan significantly lowered morbidity and improved the
physical activity of patients with mild to moderate CHF.
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BACKGROUND: It is well recognized that patients with high blood pressure
(hypertension) in the community frequently fail to meet treatment goals- a condition
labeled as "uncontrolled™ hypertension. The optimal way in which to organize and
deliver care to patients who have hypertension so that they reach treatment goals has
not been clearly identified. OBJECTIVES: To determine the effectiveness of
interventions to improve control of blood pressure in patients with elevated blood
pressure. To evaluate the ability of reminders to improve the follow-up of patients
with elevated blood pressure. SEARCH STRATEGY: : All-language search of all
articles (any year) in the Cochrane Controlled Trials Register (CCTR), Medline and




Embase from June 2000. SELECTION CRITERIA: Randomised controlled trials
(RCTs) of patients with hypertension that evaluated the following interventions: (1)
self-monitoring (2) educational interventions directed to the patient (3) educational
interventions directed to the health professional (4) health professional (nurse or
pharmacist) led care (5) organisational interventions that aimed to improve the
delivery of care (6) appointment reminder systems. OUTCOMES ASSESSED
WERE: (1) mean systolic and diastolic blood pressure (2) control of blood pressure
(3) proportion of patients followed up at clinic. DATA COLLECTION AND
ANALYSIS: Two authors extracted data independently and in duplicate and
assessed each study according to the criteria outlined by the Cochrane Collaboration
Handbook. MAIN RESULTS: 59 RCTs met our inclusion criteria. The
methodological quality of included studies was variable. An organized system of
regular review linked to vigorous antihypertensive drug therapy was shown to
reduce blood pressure (weighted mean difference -8.2/-4.2 mmHg, -11.7/-6.5
mmHg, -10.6/-7.6 mmHg for 3 strata of entry blood pressure) and all-cause mortality
at five years follow-up (6.38% versus 7.78%, difference 1.4%) in a single large
RCT- the Hypertension Detection and Follow-Up study. Other interventions had
variable effects. Self-monitoring was associated with moderate net reduction in
diastolic blood pressure (weighted mean difference (WMD): -2.03 mmHg, 95%ClI: -
2.69 to -1.38 mmHg, respectively. Appointment reminders increased the proportion
of individuals who attended for follow-up. RCTs of educational interventions
directed at patients or health professionals were heterogeneous but appeared unlikely
to be associated with large net reductions in blood pressure by themselves. Health
professional (nurse or pharmacist) led care may be a promising way of delivering
care, with the majority of RCTs being associated with improved blood pressure
control, but requires further evaluation. AUTHORS' CONCLUSIONS: Family
practices and community-based clinics need to have an organized system of regular
follow-up and review of their hypertensive patients. Antihypertensive drug therapy
should be implemented by means of a systematic stepped care approach when
patients do not reach target blood pressure levels. [References: 62]
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BACKGROUND: Quality-of-care indicators have been developed for patients
hospitalized with heart failure. However, little is known about current rates of
conformity with these indicators or their variability across hospitals. METHODS:
Data from 81 142 admissions occurring between July 1, 2002, and December 31,
2003, at 223 academic and non-academic hospitals in the United States participating
in the Acute Decompensated Heart Failure National Registry (ADHERE) were
analyzed. Rates of conformity with the 4 Joint Commission on Accreditation of




Healthcare Organizations core performance measures--discharge instructions (HF-1),
assessment of left ventricular function (HF-2), use of angiotensin-converting enzyme
inhibitors in patients with left ventricular systolic dysfunction (HF-3), and smoking
cessation counseling (HF-4)--as well as length of stay and in-hospital mortality rates
were computed. RESULTS: Across all hospitals, the median rates of conformity
with HF-1, HF-2, HF-3, and HF-4 were 24.0%, 86.2%, 72.0%, and 43.2%,
respectively. Rates of conformity at individual hospitals varied from 0% to 100%,
with statistically significant differences between academic and non-academic
hospitals. Statistically significant positive independent predictors of overall
conformity included the prevalence of comorbidities and the use of more intense
pharmacologic management. Median hospital length of stay varied from 2.3 t0 9.5
days, and in-hospital mortality varied from 0% to 11.1%. CONCLUSIONS: Among
hospitals providing care for patients with heart failure, there is significant individual
variability in conformity to quality-of-care indicators and clinical outcomes and a
substantial gap in overall performance. Establishing educational initiatives and
quality improvement systems to reduce this variability and eliminate this gap would
be expected to substantially improve the care of these patients.
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Heart failure studies have suggested important differences between women and men
both in heart failure etiology and in survival. Clinical trials and long-standing
perceptions of the typical heart failure patient have related far more to men than to
women, while more women than men in the United States may be hospitalized with
heart failure. The goal of this study was to analyze ADHERE Registry data, the
largest database of acute decompensated heart failure (ADHF) patient
hospitalizations available, to gain insight into the effect of gender on medical
history, clinical characteristics, and discharge counseling. This preliminary study
analyzed the 85,617 ADHF hospitalizations in the ADHERE Registry as of October
2003, with 44,340 (52%) women and 41,276 (48%) men included. Women were
significantly older (mean age 74.6 +/- 13.7 years) than men (mean age 70.2 +/- 13.9
years, P 140 mm Hg (56% vs. 44%, P 140 mm Hg (56% vs. 44%, P 140 mm Hg




(56% vs. 44%, P 140 mm Hg (56% vs. 44%, P 40%) compared to only 28% of men
(P <0.0001). At discharge, adherence to 3 of the 4 JCAHO standardized measures of
quality of care for heart failure patients were documented more frequently for men
than for women. A significantly smaller proportion of women received discharge
instructions on management of diet, weight, and medications (30.1% vs. 32.8%);
received or were scheduled for assessment of left ventricular function (81.5% vs.
85.6%); or were discharged with an angiotensin converting enzyme inhibitor
prescription if appropriate (72.6% vs. 73.9%). Real-world data from the ADHERE
Registry may lead to better recognition of the signs and symptoms of heart failure in
women, increase the proportion of women who are correctly diagnosed, and may
help to support gender-specific considerations in heart failure guidelines.
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A national cross-sectional study correlates the satisfaction ratings of heart failure
patients (diagnosis related group 127) and the Centers for Medicare & Medicaid
Services' process-based quality measures for heart failure treatment for 32 hospitals
during the first and second quarters of 2004. Two of the four measures of clinical
quality showed statistically significant, moderately strong, positive correlations with
a global measure of satisfaction and with, respectively, 5 and 7 subscales of the 10
subscales of satisfaction under examination (Pearson's r ranged between .40 and .67,
2-tailed; p <.05). Findings demonstrate that quality need not be a zero-sum issue,
with clinical quality and service quality competing for resources and attention.
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AIMS: To systematically evaluate the published evidence regarding the
effectiveness of disease management programmes (DMPs) reducing hospital re-
admissions among elderly patients with heart failure (HF). METHODS and
RESULTS: Computerised search of MEDLINE (1966 to 31 August 2003) and
EMBASE (1966 to 31 August 2003). The Cochrane Library was also searched, and
reference lists of review articles on the topic, and of all relevant studies identified,
were scanned. Search and selection of studies, data-extraction using standardised
forms, and assessment of study quality was performed by two reviewers. The end-




point was the proportion of persons who underwent hospital re-admission, and
pooled relative risks (RR) were used to summarise the effectiveness of DMPs. The
meta-analysis included 54 articles, comprising 27 randomised and 27 non-
randomised controlled studies. Randomised studies consistently suggested that, in
comparison with usual care, DMP reduced the frequency of re-admission for HF or
cardiovascular disease by 30% (pooled RR 0.70; confidence interval (Cl) 95% 0.62-
0.79), all-cause re-admission by 12% (pooled RR 0.88, 95% CI: 0.79-0.97), and the
combined event of re-admission or death by 18% (pooled RR 0.82, 95% CI: 0.72-
0.94). The results displayed no substantial variation when only DMPs with home
visits, out-patient visits to a clinic, or patient follow-up longer than 6 months were
included. For DMPs with out-patient clinical visits, however, the reduction in re-
admission for HF or cardiovascular disease, and for all causes, did not attain
statistical significance. The magnitude of DMP benefits reported by non-randomised
studies was more than double that reported by randomised studies. Practically all the
non-randomised studies failed to control for confounding factors, such as severity,
co-morbidity and drug therapy. CONCLUSION: DMPs are effective at reducing re-
admissions among elderly patients with HF. Their effectiveness is close to that
observed in clinical trials evaluating drugs for HF, such as angiotensin-converting
enzyme inhibitors, beta-blockers or digoxin. However, since none of the DMP
studies compared different interventions directly, we do not know the relative
effectiveness of types of healthcare delivery within the DMP. [References: 113]
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BACKGROUND: Heart failure is the leading cause of hospitalization and
readmission in many hospitals worldwide. We performed a meta-analysis to evaluate
the effectiveness of multidisciplinary heart failure management programs on hospital
admission rates. METHODS: We identified studies through an electronic search and
mortality using 8 distinct methods. Eligible studies met the following criteria: (1)
randomized controlled clinical trials of adult inpatients hospitalized for heart failure
enrolled either at the time of discharge or within 1 week after discharge; (2) heart
failure-specific patient education intervention coupled with a postdischarge follow-
up assessment; and (3) unplanned readmission reported. Four reviewers
independently assessed each study for eligibility and quality, achieving a weighted
kappa of 0.73 for eligibility and 0.77 for quality. For each study we calculated the
relative risk for readmissions and mortality for patients receiving enhanced
education relative to patients receiving usual care. RESULTS: A total of 529 citation
titles were identified, of which 8 randomized trials proved eligible. The pooled
relative risk for hospital readmission rates using a random-effects model was 0.79
(95% confidence interval, 0.68-0.91; P<.001; heterogeneity P = .25). There was no
apparent effect on mortality (relative risk, 0.98; 95% confidence interval, 0.72-1.34;




P =.90; heterogeneity P = .20). Data were insufficient to meaningfully pool
intervention effects on quality of life or compliance. CONCLUSION: This
systematic review suggests that specific heart failure-targeted interventions
significantly decrease hospital readmissions but do not affect mortality rates.
[References: 27]
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Systematic Reviews, (3), 004937.
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BACKGROUND: Many randomised trials assessing the effect of salt reduction on
blood pressure show reduction in blood pressure in individuals with high blood
pressure. However, there is controversy about the magnitude and the clinical
significance of the fall in blood pressure in individuals with normal blood pressure.
Several meta-analyses of randomised salt reduction trials have been published in the
last few years. However, most of these included trials of very short duration (e.g. 5
days) and included trials with salt loading followed by salt deprivation (e.g. from 20
to 1 g/day) over only a few days. These short-term experiments are not appropriate
to inform public health policy which is for a modest reduction in salt intake over a
prolonged period of time. A meta-analysis by Hooper et al is an important attempt to
look at whether advice to achieve a long-term salt reduction (i.e. more than 6
months) in randomised trials causes a fall in blood pressure. However, most trials
included in this meta-analysis achieved a small reduction in salt intake; on average,
salt intake was reduced by 2 g/day. It is, therefore, not surprising that this analysis
showed a small fall in blood pressure, and that a dose-response to salt reduction was
not demonstrable. OBJECTIVES: To assess the effect of the currently recommended
modest reduction in salt intake (WHO 2003; SACN 2003; Whelton 2002), on blood
pressure in individuals with normal and elevated blood pressure.To assess whether
the magnitude of the reduction in blood pressure is dependent on the magnitude of
the reduction in salt intake. SEARCH STRATEGY: We searched MEDLINE,
EMBASE, Cochrane library, CINAHL, and reference list of original and review
articles. SELECTION CRITERIA: We included randomised trials with a modest
reduction in salt intake and a duration of 4 or more weeks. DATA COLLECTION
AND ANALYSIS: Data were extracted independently by two persons. Mean effect
sizes were calculated using both fixed and random effect models using Review
Manager 4.2.1 software. Weighted linear regression was used to examine the
relationship between the change in urinary sodium and the change in blood pressure.
We used funnel plots to detect publication and other biases in the meta-analysis.
MAIN RESULTS: Seventeen trials in individuals with elevated blood pressure
(n=734) and 11 trials in individuals with normal blood pressure (n=2220) were
included. In individuals with elevated blood pressure the median reduction in 24-h
urinary sodium excretion was 78 mmol (4.6 g/day of salt), the mean reduction in
systolic blood pressure was -4.97 mmHg (95%CI:-5.76 to -4.18), and the mean
reduction in diastolic blood pressure was -2.74 mmHg (95% CI:-3.22 to -2.26). In




individuals with normal blood pressure the median reduction in 24-h urinary sodium
excretion was 74 mmol (4.4 g/day of salt), the mean reduction in systolic blood
pressure was -2.03 mmHg (95% CI: -2.56 to -1.50) mmHg, and the mean reduction
in diastolic blood pressure was -0.99 mmHg (-1.40 to -0.57). Weighted linear
regression analyses showed a correlation between the reduction in urinary sodium
and the reduction in blood pressure. REVIEWERS' CONCLUSIONS: Our meta-
analysis demonstrates that a modest reduction in salt intake for a duration of 4 or
more weeks has a significant and, from a population viewpoint, important effect on
blood pressure in both individuals with normal and elevated blood pressure. These
results support other evidence suggesting that a modest and long-term reduction in
population salt intake could reduce strokes, heart attacks, and heart failure.
Furthermore, our meta-analysis demonstrates a correlation between the magnitude of
salt reduction and the magnitude of blood pressure reduction. Within the daily intake
range of 3 to 12 g/day, the lower the salt intake achieved, the lower the blood
pressure. [References: 173]
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Health & Human Services Administration, 26(2), 153-173.
Journal Article
The wealth of literature documenting differences in health care utilization by race
and ethnicity underscores the need to develop a system to effectively measure health
care related disparities. The Centers for Medicare & Medicaid Services has taken the
first steps toward detailing the quality of care for fee-for-service (FFS) Medicare
beneficiaries. Using data collected for the two-period 1997-1999 on a cross-section
of beneficiaries from all states and territories of the U.S., quality was measured using
a set of 24 indicators of care. The results of this effort were reported in the October
4, 2000 issue of the Journal of the American Medical Association. This article
reports similar measures of quality but focuses specifically on disparities in the
indicators among five disadvantaged Medicare beneficiary groups: African-
American, American Indian/Alaska Natives, Asian/Pacific Islanders, Hispanics, and
Medicare beneficiaries enrolled in Medicaid (dually enrolled). These indicators serve
as a baseline for tracking quality improvement within disadvantaged populations and
evaluating the success of efforts to reduce health care disparities at the national level.
The findings suggest that patterns of disparities exist in both the inpatient and
outpatient settings for disadvantaged beneficiaries. Over the next decade, the
composition of Medicare beneficiaries will become more diverse. This increasing
diversity makes it imperative to identify and monitor the existence and extent of
health care disparities. The consistent and ongoing evaluation of racial, ethnic, and
socioeconomic disparities should provide an incentive to create effective preventive
programs tailored to specific community needs.
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Hood, W. B. J., Dans, A. L., Guyatt, G. H., Jaeschke, R., & McMurray, J. J. V.
(2006). Digitalis for treatment of congestive heart failure in patients in sinus
rhythm. Cochrane Database of Systematic Reviews, 1
Systematic Review
Background: Digitalis glycosides have been in clinical use in the treatment of
congestive heart failure (CHF) for more than 200 years. In recent years several trials
have been conducted to address concerns about efficacy and toxicity. Although a
systematic review of the literature was published in 1990, an update is required to
include more current trials. Objectives: To examine the effectiveness of digitalis
glycosides in treating CHF in patients with normal sinus rhythm. To examine the
effect of digitalis in patients taking diuretics, angiotensin converting enzyme
inhibitors, and beta-blockers; patients with varying severity and duration of disease;
patients with prior exposure to digitalis vs. no prior exposure; and patients with
"CHF due to systolic dysfunction" vs. "CHF with preserved systolic function."
Search strategy: The Cochrane Central Register of Controlled Trials (CENTRAL)
2003 Issue 4, MEDLINE (1966 to December 2003) and EMBASE (1990 to
December 2003) were searched. Dissertation Abstracts and annual meeting abstracts
of the American Heart Association, American College of Cardiology, and European
Society of Cardiology were also searched from 1996-2003. In addition, reference
lists provided by the pharmaceutical industry (Glaxo Wellcome Inc.) were searched.
Selection criteria: Included were randomized placebo-controlled trials of 20 or more
adult patients of either sex with symptomatic CHF who were studied for seven
weeks or more. Excluded were trials in which the prevalence of atrial fibrillation was
2% or greater, or in which any arrhythmia that might compromise cardiac function
or any potentially reversible cause of CHF such as acute ischemic heart disease or
myocarditis was present. Data collection and analysis: Articles selected from the
searches described above were evaluated as a joint effort of the coauthors. The staff
of the Cochrane Heart Group ran searches on the Cochrane Central Register of
Controlled Trials. Main results: Thirteen articles meeting the defined criteria were
identified, and major endpoints of mortality, hospitalization, and clinical status,
based respectively upon 8, 4, and 12 of these selected studies, were recorded and
analyzed. The data show that there is no evidence of a difference in mortality
between treatment and control groups, whereas digitalis therapy is associated with a
lower rate of hospitalization and of clinical deterioration. Conclusions: The literature
indicates that digitalis has a useful role in the treatment of patients with CHF who
are in normal sinus rhythm.
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BACKGROUND: Restricting sodium intake in elevated blood pressure over short




periods of time reduces blood pressure. Long term effects (on mortality, morbidity or
blood pressure) of advice to reduce salt in patients with elevated or normal blood
pressure are unclear. OBJECTIVES: To assess in adults the long term effects
(mortality, cardiovascular events, blood pressure, quality of life, weight, urinary
sodium excretion, other nutrients and use of anti-hypertensive medications) of
advice to restrict dietary sodium using all relevant randomised controlled trials.
SEARCH STRATEGY: The Cochrane Library, MEDLINE, EMBASE,
bibliographies of included studies and related systematic reviews were searched for
unconfounded randomised trials in healthy adults aiming to reduce sodium intake
over at least 6 months. Attempts were made to trace unpublished or missed studies
and authors of all included trials were contacted. There were no language
restrictions. SELECTION CRITERIA: Inclusion decisions were independently
duplicated and based on the following criteria: 1) randomisation was adequate; 2)
there was a usual or control diet group; 3) the intervention aimed to reduce sodium
intake; 4) the intervention was not multifactorial; 5) the participants were not
children, acutely ill, pregnant or institutionalised; 6) follow-up was at least 26
weeks; 7) data on any of the outcomes of interest were available. DATA
COLLECTION AND ANALYSIS: Decisions on validity and data extraction were
made independently by two reviewers, disagreements were resolved by discussion or
if necessary by a third reviewer. Random effects meta-analysis, sub-grouping,
sensitivity analysis and meta-regression were performed. MAIN RESULTS: Three
trials in normotensives (n=2326), five in untreated hypertensives (n=387) and three
in treated hypertensives (n=801) were included, with follow up from six months to
seven years. The large, high quality (and therefore most informative) studies used
intensive behavioural interventions.Deaths and cardiovascular events were
inconsistently defined and reported; only 17 deaths equally distributed between
intervention and control groups occurred. Systolic and diastolic blood pressures were
reduced at 13 to 60 months in those given low sodium advice as compared with
controls (systolic by 1.1 mm Hg, 95% CI 1.8 to 0.4, diastolic by 0.6 mm hg, 95% ClI
1.5t0 -0.3), as was urinary 24 hour sodium excretion (by 35.5 mmol/ 24 hours, 95%
Cl 47.2 to 23.9). Degree of reduction in sodium intake and change in blood pressure
were not related. People on anti-hypertensive medications were able to stop their
medication more often on a reduced sodium diet as compared with controls, while
maintaining similar blood pressure control. REVIEWER'S CONCLUSIONS:
Intensive interventions, unsuited to primary care or population prevention
programmes, provide only minimal reductions in blood pressure during long-term
trials. Further evaluations to assess effects on morbidity and mortality outcomes are
needed for populations as a whole and for patients with elevated blood
pressure.Evidence from a large and small trial showed that a low sodium diet helps
in maintenance of lower blood pressure following withdrawal of antihypertensives.
If this is confirmed, with no increase in cardiovascular events, then targeting of
comprehensive dietary and behavioural programmes in patients with elevated blood
pressure requiring drug treatment would be justified. [References: 109]
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BACKGROUND: The Hospital Quality Alliance (HQA) is the first initiative that
routinely reports data on hospitals' performance nationally. Heretofore, such data
have been unavailable. METHODS: We used data collected by the Centers for
Medicare and Medicaid Services on 10 indicators of the quality of care for acute
myocardial infarction, congestive heart failure, and pneumonia. The main outcome
measures were hospitals' performance with respect to each indicator and summary
scores for each clinical condition. Predictors of a high level of performance were
determined with the use of multivariable linear regression. RESULTS: A total of
3558 hospitals reported data on at least one stable measure (defined as information
obtained from discharge data from at least 25 patients) during the first half of 2004.
Median performance scores (expressed as the percentage of patients who satisfied
the criterion) were at least 90 percent for 5 of the 10 measures but lower for the
other 5. Performance varied moderately among large hospital-referral regions, with
the top-ranked regions scoring 12 percentage points (for acute myocardial
infarction) to 23 percentage points (for pneumonia) higher than the bottom-ranked
regions. A high quality of care for acute myocardial infarction predicted a high
quality of care for congestive heart failure but was only marginally better than
chance at predicting a high quality of care for pneumonia. Characteristics associated
with small but significant increases in performance included being an academic
hospital, being in the Northeast or Midwest, and being a not-for-profit hospital.
CONCLUSIONS: Analysis of data from the new HQA national reporting system
shows that performance varies among hospitals and across indicators. Given this
variation and small differences based on hospitals' characteristics, performance
reporting will probably need to include numerous clinical conditions from a broad
range of hospitals.
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BACKGROUND: Although many hospital-based case management (CM)
interventions have been studied, there is little work summarizing the effectiveness of
these studies. OBJECTIVES: The purpose of this study was to investigat