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MEETING: Midwest Vascular Collaborative Spring 2016 Biannual Meeting 
DATE: 5/14/16  
TIME:     10:00am to 2:00pm 
LOCATION: Columbus Regional Hospital Innovation Center, Columbus, IN 
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TOPIC DISCUSSION ACTION/ 
FOLLOW-UP 

Call to Order Meeting was called to order by Dr. Gary Lemmon at 10:05am.   

Welcome and 
Introduction 

Ms. Christina Raff from Columbus Regional Hospital gave the welcome 
address.  

 

CME Credit  Information was given in paper form for physician attendees to claim their 
meeting education credits.  

 

National VQI Update: 
Jim Wadzinski, SVS PSO 

Our participation and growth is good. 
Currently there are 377 centers participating in the U.S. 
There are 17 regions currently.  
As of 5/1/16 there were 292,000 cases enrolled in VQI. 
The 1st Annual VQI Meeting is June 8th, 2016.  
 
The VQI Participation Award was launched in 2016. It is to encourage active 
meeting participation. There are three parts to the award: Points will be 
given for facility attendance in biannual meetings, LTFU Score, and Registry 
Subscription Score.  
 
Very Critical: Centers with less than 50% LTFU will receive mentoring from 
a peer advisor and a LTFU toolkit from PSO to assist in improving their 
score. This toolkit is also located in the resource tab of the VQI website.  
Those sites will be on a technical probation period until that score is 50% or 
better.  

 A center on probation cannot receive data for research until the 
LTFU is better than 50%. 

 Centers on probation continue to receive regional reports looking 
at the LTFU outcomes but the center data will not be calculated. 
LTFU <50% is judged to be not accurate.  

 Centers on probation are not permitted to participate in new 
industry-sponsored projects to assess device performance if LTFU 
is included in those projects. Complete reporting is critical in these 
projects. 

VQI Best Practices: 
Some sites have tied hospital credentialing and staff evaluations/raises to 
the success of achieving LTFU of 80% or greater.  
 
Dr. Lemmon- some hospitals are tying these scores to the physician’s 
credentials. It is happen more frequently of late.  
Dr. Motaganhalli: Why tie this to the MD practice? 
Mr. Wadzinski: SVS-VQI does not push this thought. It has been asked that 
each region vote on this topic. You must document if the patient did not 
show for their appointment.  
 
Medicine Registry Update: Lower Extremity PAD, Carotid Stenosis, AAA 

 Variables and definitions should have been completed March 
2016.  

 M2S will do a mock-up of the specs by April 2016 
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 Webinars and public comment will be available May 2016 

 Release expected sometime around 2016 3rd or 4th quarter.  
Physician and COPI Reports: 

 Planned Reports CAS Stroke/Death- April 2016 

 Long term imaging post EVAR- May 2016 

 Focus is to release a COPI/ MD report monthly. 
EVAR Cost Pilot: 

 IU Health took part in this study.  

 Designed to look at the economics of EVAR procedures.  

 This pilot is currently closed.  

 Attempt to combine hospital costs (MedAsset) with detailed 
clinical data (VQI) to accurately benchmark similar procedures. 
Then possibly apply this to other procedures,  

Dr. Lemmon: Biggest discovery is the cost variation seen between 
hospitals.  Device implants are the highest cost driver and provides 
opportunity to re-negotiate contracts on endografts.  
 
Epic Update: Currently working with EPIC to build a CEA form that can be 
transferred via JSON file to M2S. CEA is first on the list then will expand to 
other procedures. Currently trying to work with all companies. Will have a 
demo of this at VAM.  
MACRA: MIPS and APMs are two payment alternatives encouraging value 
rather than volume based reimbursement. Physicians who receive 
payment from Medicare are required to participate in MIPS or APMs. 
Specifications and requirements are still being finalized by CMS.  
MIPS: payments adjustments begin 2019 and are based on quality data 
reported in 2017. Based on 4 domains- 1) Quality of care, 2) resource use, 
3) meaningful use of EHRs, and 4) participation in clinical practice 
improvement.  
APMs: (Alternate Payment Models) IU Health and possibly Jewish Hospital 
are looking into this. SVS is developing a disease specific APM for vascular 
surgeons in collaboration with ACS and researchers from Brandels Univ. 
who developed the original episode of payment program for CMS.  
 

National Arterial Quality 
Council Update: Gary 
Lemmon, MD, standing 
in for Charles Kiell, MD 

This is formerly chaired by Larry Kraiss, MD.  
Role of Module Committee: Yearly report identifies opportunities for 
improvement within a module; looking at LTFU; missing variable report and 
data trends and outcomes. The committee intends to make these more 
specific to the procedure. If can integrate EMR into VQI then can interface.   
National QI Projects:  

 Statin/AP therapy is ongoing. 

 Follow-up imaging post EVAR. 

 Appropriateness of care. 
Statistical Audits: 

 Analyzing sites with high risk and low to zero outcomes. Is the site 
under-reporting (i.e. complications)?  

 VQI developed a model to predict post op MI in open AAA repair. 
173 cases were audited with highest risk for MI. 5.8% were found 
not previously reported.  

 Based on the model, we estimate under-reporting rate for MI after 
all open AAA is 1.9%. This means we miss 26% of MIs that likely 
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occurred.   

MVC Research Advisory 
Committee Update:  
 R. Motaganahalli, MD 

One can check for approved projects at 
http://www.vascularqualityinitiative.org/wp-
content/uploads/VQI_Approved_Projects_List-12.18.15.pdf 
Our region has not generated 1-2 projects yet. The challenge is getting 
these projects approved each time.  
 
National Proposals New Portal for Submission: 
http://abstracts123.com/scs1/  
Interface to see if someone is already doing a project you had in mind.  
 

 

National Venous Quality 
Council: Gary Lemmon, 
MD, standing in for 
Sabah Butty, MD 

IVC Filter Registry: Work group is developing an IVC filter retrieval reminder 
in a report vs email notification to physician and patient. Retrieval rates are 
small. In our region, 0-28% retrieval.  
Does the system allow for documentation? We need further research on 
this item.  
Varicose Vein Registry: Focus is on vein centers. EMR vendors: VeinSpec, 
Sonosoft, StreamlineMS, and MedStreaming. Intuitive is doing a pilot at 
Beacon Health, Savannah.  

 

Governing Council 
Update: Gary Lemmon, 
MD 

The GC meeting at VEITH: there is an effort to link patients in the VQI to 
respective Medicare claims for long-term outcomes. Soon VQI participants 
will be able to link clinical-claims datasets as an ongoing mechanism for 
long-term effectiveness evaluation.  
This has spurred the EVAR Cost Analysis. 
Dr. Kraiss gave an overview of the goals the EC has set for 2017: 

 Stimulate QI projects 

 Maximize value for VQI key groups (COPI reports and other 
registry reports) 

 Strengthen collaboration with external stakeholders and 
disseminate findings to a wider audience 

 Enhance registry effectiveness 

 Increase membership and engagement through regional meetings 

 Foster industry relationships 

 Increase operational efficiencies 

 

Regional VQI Updates:    

Invited Speaker 
Is age a factor in 
Management of 
Asymptomatic Carotid 
Stenosis? : Russell 
Dilley, MD 

This population has not been analyzed well. CAS may not be the last option 
for this group.  
Should asymptomatic 85 y.o. be denied CEA because of age?  
The 80+ y.o. did just as well as the younger patients. 
JVS 2000; 31:934 - Intellectually intact octogenarians without prohibitive 
medical morbidities should be considered for CEA in centers with good 
results. In patients with severe co-morbidities, maybe medical treatment is 
better.  
JVS 2015; 61:385 = Study suggested that CEA is a safe, effective and 
durable procedure for patients in their 80’s with Asx Carotid disease.  
All studies must have better definition of “high risk” 
The final answer: Who knows what is best? Is it CEA, CAS or best medical 
therapy?  
Carotid stenting had 13% stroke/death in patients 80+ years in the lead in 
phase of CREST. Multiple reports suggest higher stroke risk with CAS in 
octogenarians. No significant study directly addresses the issues.  

 

http://www.vascularqualityinitiative.org/wp-content/uploads/VQI_Approved_Projects_List-12.18.15.pdf
http://www.vascularqualityinitiative.org/wp-content/uploads/VQI_Approved_Projects_List-12.18.15.pdf
http://abstracts123.com/scs1/
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Bottom Line: Look at your patient, evaluate what is the best option.  

Invited Speaker 
Peri-operative Factors 
Impacting CEA 
Outcomes: Devil in the 
Details: Ferenc Nagy, 
MD 

Perioperative involves three phases: preoperative, intraoperative, and 
post- operative.  
Many factors are associated with carotid disease: HTN, Diabetes, tobacco 
abuse. Other factors include age >80, CAD, symptomatic vs asymptomatic 
carotid disease and pulmonary disease. These all cause issues post-
operative.  
BP changes are a major factor intraoperatively.  
HTN, Hypotension, Bleeding/hematoma, cardiac event, nausea/vomiting, 
and respiratory issues directly or indirectly create a delay in discharge.  
 
Increased length of stay has repercussions: increased cost, risk nosocomial 
infections 17.6%, risk adverse drug reaction or error, risk ulcer (Hauck and 
Zhoa, Med Care, 2011 Dec; 49(12):1068-75.  
 
The largest driving force for increased LOS on COPI review was 
hypertension. 
At Jewish Hospital in Louisville where Dr. Nagy practices:  They took the 
data from VQI and drilled down to find out why the CEA patient’s LOS was 
greater than 1 day. This led to hospital wide changes and improvement. 
Changes were implemented:  

 post-op BP management orders- the PACU and floor nurses 
received more education;  

 RN to patient ratio changed to 1:3 (prior RN-patient ratio was 1:5);  

 increased awareness to reconcile home meds;  

 preparation of surgery bed to decrease PACU hold time; 

  flagged CEA patients on central monitoring; and  

 all A-line beds were on a specific floor only.  
In the end Jewish Hospital was able to impact their care and decrease the 
LOS significantly. The ability to talk with other centers in the region was 
valuable in assisting this intervention.  

 

Invited Speaker 
Extracranial 
Cerebrovascular Disease 
Newer Options for 
Revascularization:- 
Raghu Motaganahalli, 
MD 

Current State: There are 600K first time strokes in the US annually. 1/3 of 
these are fatal. Estimated over $25 Billion annual cost. Stroke is now the 4th 
leading cause of death in the US and this is increasing.  
History: Between1998-2004 there was 149% increase in the number of CAS 
procedures. In the last decade, CAS has emerged as an alternate to CEA. 
CAS is performed by Vascular, General and Thoracic surgeons, as well as 
Neurosurgeons, Cardiologists, IR, and Interventional Neuro.  
 
CEA is the first line of treatment for most symptomatic patients with 
stenosis 50-99%; asymptomatic patients with 60-99% stenosis. Peri-op 
Stroke/Death risk in asymptomatic must be <3% to ensure benefit. 
Asymptomatic high risk patients with <3 years life expectancy- consider 
medical management.  
At this time, CAS is not recommended to asymptomatic patients- CMS does 
not pay.  
CAS Outcomes:  

 must use distal embolic protection;  

 CVA rate is higher in CAS;  

 Peri-op MI is lower with CAS;   
 Better 30-day quality of life with CAS, no difference at 1 year;  
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 Poorer outcomes in patients over 70, due to hostile arch.  
 

TCAR- Trans Carotid Artery Revascularization. It is in clinical trial currently.  

 Robust flow reversal during trans carotid stent placement to 
remove micro/macro emboli 

 CEA-like neuroprotection in a more efficient and less invasive 
approach. With TCAR 30-day 1.4% all stroke vs. CEA 30-day at 
2.3%.  

 TCAR is half the procedure time and half the “clamp” time of CEA.  

 Conclusion: TCAR is showing promising results. 
 

MVC Data manager and 
Abstractor Update: Barb 
Weiler, RN, BSN, 
Regional Data Mgr. 
 

Quarterly conference call with Carrie Bosela was March 17th, 2016.  
The current situation is that this is a very manual data extraction.   
LTFU- question was what is exactly required. Required fields are coming in 
2017.  
Longitudinal report would be nice for comparison.  
We discussed an increase in quality of standard reports.  
After leading the MVC Data Regional Mgrs. for 4 years, it would be nice to 
pass the baton to one of the other managers. Can we look into this and 
discuss further of sharing the responsibility? Suggestion is that the role is 
rotated on a 1 or 2 year schedule and everyone takes their turn. 
 

Further 
discussion 
regarding 
sharing the role 
of lead Data 
manager for the 
region.  

Carotid Module Case 
Review: Lillian Camino 

The data abstractor must know approach for CAS, any history of CVA, event 
dates and past procedures. Stenosis must be recorded numerically. Percent 
stenosis must be by ANGIOGRAM in numerical form. You must record 
stenosis of any 2nd lesion. This is a requirement of CMS CAS recertification. 
There are 14 points of High Surgical Risk Criteria.  
We record “tricky strokes”: cryptogenic, central retinal artery occlusion and 
branch retinal artery occlusion.  
 
 
It is required to document pre and post neuro status; was the CEA 
procedure conventional vs. Eversion, information regarding the patch used, 
and any shunts used. Were there any neurological events post-op? Please 
document well.  
 
Dr. Lemmon: At IU Health we have 11.4% comparative cranial nerve injury. 
If this resolves prior to discharge, it is not recorded. There is disconnect 
between discharge and LTFU in regard to our documentation. 
 
Appropriate documentation ensures reliability of data.  
 

 

Demonstration of New 
Physician Reference 
Tool: Lillian Camino 

Ms. Camino has developed a tool for the physician to carry in their lab coat 
pocket. This tool lists all things needed for proper documentation for CAS, 
PVI, EVAR and TEVAR. It includes quick reminders to make sure all CMS 
documentation requirements are met.  IU Health and VQI are interested in 
sharing this tool throughout the network to help with proper 
documentation.  
 
 
 

Further 
discussion re: 
this tool shared 
throughout the 
network- Dr. 
Lemmon and 
Jim Wadzinski.  
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LTFU Report: Gary 
Lemmon, MD 

We continue to struggle regionally with LTFU. This information is 2 years in 
arears. Currently 2014 is being gathered.  
We need to seek out others in our region and elsewhere and see what they 
are doing better. We need to look at how the data is entered either 
manually, electronically and by whom. Dedicated personnel appear to 
perform this task best. 
 
Should we show center names on the graph in the effort to be transparent 
with LTFU? Do we do this as a collaborative to help and improve? It will 
name the participating center and not the MD.  
Straw poll: 6 for, 3 against. We will send out a post meeting poll for this 
item.  
Final decision will be made by the Governing Council at VAM.  
 
Discussion of Challenges with LTFU: 
St. Vincent, Dr. Sheridan: we have a system in place. If patient is seen at 
another facility, we cannot get the records. The MD is notified follow-up 
needs to take place but there is not much response.  
Community, Dr. Dilley: Surgeon is not involved. EPIC makes it easy. 
Jewish Hospital, Dr Nagy: Our patient population is a problem. Our 
difficulty is that the different medical records do not talk to each other. 
The patients are seen at other clinics outside of Jewish Hospital. We do not 
get the record or notified of the follow-up care.  
IU Health: Our challenge is the patient not showing up. Surgeon not 
completing the paperwork. Dr. Lemmon: We have had to change the office 
behavior. If I say return to office in 6 months it does not have to be exactly 
that timeframe but close so that it suffices for both LTFU and clinic visit . 
Dr. Motaganahalli- The LTFU forms are too long.  
Lillian Camino: We need to note the timeframe of the follow-up.  
Unknown if the new PVI release will correct this problem. 
 

 
 
 
 
 
 
Post-meeting 
survey re: 
showing center 
names on LTFU 
graph.  

Regional Data: Gary 
Lemmon, MD 

In all reports, regional data are not shown for regions with less than 3 
centers participating in the applicable registry. In “by center” bar charts, 
unless noted, data are not shown for centers with less than 10 cases. There 
is not enough data to show a trend or a meaningful report.  
 
Regarding Discharge Antiplatelet/Statin: Our region is in the mid 70’s. We 
need to be in the 80%. We have more work to do.  
 
Regarding Open AAA LOS: We are on the low side. Our patients are 
discharged in shorter length of time than from the other regions.  
 
Regarding CAS- Stroke/Death in Hospital: our region looks very good.  
Regarding CEA, Stroke/Death in Hospital: we have slipped in this category. 
It may be prudent to look at your area and at the justification in doing 
these procedures.  

 

Regional Comparative 
Report: Betti Kerrigan, 
SVS PSO 

PVI Revised Data Points: 
 VQI is working to address issue with not being able to get to VQI 

website through Safari.  

 17 reports identified to begin distribution throughout the year.  

 Health system reporting will be available sometime in June and 
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can also compare against another health center in your region.  
 Regional and National information is in the PSO tab.  

 Ms. Kerrigan reviewed the new programs and changes that are 
coming out and how to utilize them. The MD will be able to view 
their own data, see if there are outliers, see the variation and drill 
it down.  

 There will be no lock dates. Reports will change as data is entered.  
MedStreaming: 

 There is a lot of synergy with this company and M2S.  

 This will accelerate the integration of EMR to VQI. 

 MedStreaming brings a strong analytic package.  

 We are looking at integrating with many EMR programs. 

 MedStreaming has leverage with their expertise with this.  
Future projects: 
Develop new PVI registry: New procedure and follow-up forms. Probably 
available within the next 30 days.  

 Device integration with import of FDA UID/GUDID registry- this will 
be added. GUDID- FDA data gathered for medical devices 

 Will add IDE devices on EVAR and TEVAR registries. 

 Expansion: QCDR/PQRS measure updates for 2 PVI QCDR process 
measures, 1 PVI QCDR outcomes measure and 2 PVI PQRS 
measures.  

 Standard data import for new PVI registry.  
TEVAR Dissection Post Market Surveillance: 

 Sites have received $519,800 as of 12/31/15 as compensation for 
their time.  

 Purpose: Industry benefits from this study; we have more quality 
data; there is financial reimbursement for a site to participate. And 
the information tells us the devices are safe and effective.  

Lombard Aorfix Post market Surveillance: 

 Currently recruiting 50 sites.  
CREST 2 Registry Project: 

 Open enrollment now.  

 Currently 64 surgeon participating through VQI 

 Objective is to ensure CAS is performed by adequately experienced 
operators within CRST-2 and C2R  

 Closely monitor outcomes of C2R patients 

 Prevent inappropriate use of CAS outside of C2R 
 

Follow-up Items to 
Report back to MVC 
members:  Jim 
Wadzinski, SVS PSO 

 Work with IU Health to see if we can share their Physician 
Reference Cards with the rest of VQI 

 Work with Dr. Nagy to track and promote his QI project on Peri-op 
Factors Impacting CEA Outcomes 

 I have already sent reporting and dashboard information to Cathy 
Murphy from Deaconess 

 Set up a meeting with Lillian Camino to discuss issues around long 
term follow up.  This will focus on the calculation of LTFU for 
multiple follow ups on the same patient and how to better track 
the timing of when LTFU is needed, via pathways.  This meeting 
will be scheduled after VAM.   

Jim Wadzinski 
will report back 
to the group 
when the items 
listed to the left 
are complete.  
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 I have already verified that the new PVI form does not correct for 
the on-site amputation issue relative to long term follow up.  Sites 
will still have to log the follow-up after 9 months.  Carrie and I will 
discuss this further with Lillian on our call. 

 We will also discuss timing of Doppler as relates to the 9-21 month 
LTFU on the call with Lillian. 

 All information from the call with Lillian will be made available to 
the entire group. 

 PSO will examine required LTFU fields, with respect to Dr. 
Motaganahalli’s concern that the LTFU forms are too long. 

 Inquire as to the status of any region RAC data requests and 
provide information if a request was rejected. 

 Work with the national RAC committee to provide information on 
providing additional guidance on how to create a more successful 
data request.  Additionally, we will look into the 
timeframes/deadlines for changes to RAC requests, in order to 
allow adequate time to amend the proposals. 

 

Next Steps: Gary 
Lemmon, MD 
 

Executive Committee Report: We have geographical challenges. Remote 
viewing is a challenging option.  
The EC discussed the option of having vendors underwrite our meetings to 
better finance the MVC. We do need money to continue our regional 
meetings.  
Do we want to tag one of our meetings per year onto a larger regional 
meeting thus providing needed education and accomplish our Fall meeting 
goals at the same time? Then our Spring meeting would be smaller, remote 
access.  
Fall 2016 Meeting: Drs. Nagy, Dilley and Motaganahalli have been tasked to 
decide the location of the Fall 2016 meeting. Deaconess Hospital, 
Evansville, IN has stated their willingness to host if we wish.  

Fall Meeting 
location, date 
and time.  

Adjourn 2:00pm  

   


