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Longer anti-clotting treatment appears to
lower the risk of death or a heart attack in
patients with drug-eluting stents

atients who receive drug-
Pcoated stents to open heart

arteries may lower their risks
of heart attack or death by taking
an anti-platelet medication longer
than current recommendations,
according to a study supported by
the Agency for Healthcare
Research and Quality (AHRQ).

The drug, clopidogrel, is an
anti-clotting medication currently
recommended for 3 to 6 months
after placement of “drug-eluting”
stents, but the new observational
study by AHRQ’s DEcIDE
Research Center at Duke
University suggests the drug
reduces risks of heart attack or
death for at least 2 years in some
patients.

How long clopidogrel may be
needed, however, remains
uncertain. The drug, which
minimizes clotting by stopping
blood platelets from sticking
together, is currently
recommended by the Food and
Drug Administration for 3 or 6
months for drug-eluting stents,
depending on the stent
manufacturer.

The Duke study included 4,666
patients who received drug-eluting

Advancing Excellence in Health Care

stents or bare metal stents during
a S-year period. Of those, 3,609
were defined as “event free,”
meaning they had not died, had
heart attacks, or undergone
additional procedures to open
coronary arteries for at least 6
months since stent placement.
Researchers then checked those
patients’ use of clopidogrel and
their health status through
September 2006. The study
concluded:

* Among drug-eluting stent
patients who were event free
at 6 months, those who
reported clopidogrel use were
significantly less likely to die
during the next 18 months
than those who did not use the
drug (a 2 percent death rate
vs. a 5.3 percent death rate).
These patients were also less
likely to either die or have a
heart attack (3.1 percent vs.
7.2 percent).

* Among patients who had been
event free for a full year, those
who reported clopidogrel use
at 12 months were similarly

| continued on page 2 |
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Anti-clotting treatment

continued from page 1

less likely than those not taking
clopidogrel to die during the
next 12 months (0 percent vs.
3.5 percent), and less likely to
either die or have a heart attack
(0 percent vs. 4.5 percent).

While the Duke study strongly
suggests that patients with drug-
eluting stents should take
clopidogrel longer than current
recommendations, a randomized
controlled trial is needed to confirm
these results, researchers said. In
addition, further research is needed
to assess the relationship between

long-term clopidogrel therapy and
its risks for serious adverse effects
such as bleeding.

See “Clopidogrel use and long-
term clinical outcomes after drug-
eluting stent implantation,” by Eric
L. Eisenstein, D.B.A., Kevin J.
Anstrom, Ph.D, David F. Kong,
M.D., and others, in the December
5, 2006 online issue of JAMA 297,
pp- E1-E10.

Editor’s note: The Duke study
was funded by AHRQ’s Effective
Health Care (EHC) program
(contract 290-05-0032). Authorized
by the Medicare Prescription Drug,
Improvement, and Modernization
Act, the EHC program develops

unbiased scientific evidence on the
effectiveness of medical
interventions. The Duke researchers
are 1 of 13 teams nationwide that
are part of AHRQ’s DEcIDE
(Developing Evidence to Inform
Decisions about Effectiveness)
network, which is part of the EHC.
The network conducts new research
to help patients, health care
providers, and others make
decisions about the effectiveness
and safety of treatment options. For
more information about DEcIDE
and the EHC program, go to
www.effectivehealthcare.ahrq.gov. l
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Ider American Indians, whose health is
O generally worse than non-Indians in the

United States, often view their health as
worse than their doctors do. This is particularly true

if they only weakly identify with the white-
American culture of their doctors, according to a
new study. Investigators surveyed 115 patients 50
years and older who sought care at a Cherokee

Nation clinic, and their 7 health care providers. Both
providers and patients completed American-Indian
identity and white-American identity indexes. All
but one provider identified strongly as a white

American.

In 40 percent of medical visits, providers and
patients rated the patient’s health differently. In 68
percent of these cases, providers rated patients
healthier than the patients rated themselves.
Provider-patient differences were larger for the
Cherokee patients who identified weakly with white
culture than those who felt stronger affiliation. This
finding is consistent with research suggesting that
providers may overlook illness among patients who
are racially or culturally different.

| continued on page 3 |
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American Indians

continued from page 2

Discordant perceptions between providers and
patients about the patient’s health are associated with
inadequate and unnecessary treatment, poor adherence
to treatment advice, dissatisfaction with care,
diminished symptom resolution, and mismatching of
care services to needs. Discordant perceptions of
health status pose special concerns for chronically ill
patients, who must carefully follow providers’ advice
to maintain their health, and for older patients, who are
often unassertive with providers and unlikely to

challenge their perceptions. The researchers note that
future studies should investigate the reasons for the

differences in perceived health status between
culturally diverse patients and their providers. The
study was supported in part by the Agency for
Healthcare Research and Quality (HS10854).

See “Cultural identities and perceptions of health
among health care providers and older American
Indians,” by Eva Marie Garroutte, Ph.D., Natalia
Sarkisian, Ph.D., Lester Arguelles, Ph.D., and others, in
the February 2006 Journal of General Internal
Medicine 21, pp. 111-116. B

Patient Safety and Quality

Both hospitals and Medicare would gain financially by improving

patient safety

edicare spends more than
M$3OO million extra per
year for additional care

needed due to medical error or
adverse events, such as care for a
bed sore or postoperative blood
infection (sepsis). Yet these extra
Medicare payments cover less than
a third of the extra costs incurred
by hospitals in treating adverse
events. Both Medicare and
hospitals would gain financially by
improving patient safety, according
to a new study by Agency for
Healthcare Research and Quality

(AHRQ) researchers Chunliu Zhan,

M.D., Ph.D., and Bernard
Friedman, Ph.D., and colleagues.
The researchers used data from
the AHRQ 2002 Healthcare Cost
and Utilization Project Nationwide
Inpatient Sample to examine the
cost impact of five patient safety
problems. Five AHRQ Patient
Safety Indicators (PSIs) were used
to identify adverse events during
hospitalization: decubitus ulcer
(DU) or bed sore, iatrogenic
(hospital-caused) pneumothorax
(IP), postoperative hematoma or
hemorrhage (PH/H), postoperative
pulmonary embolism or deep vein
thrombosis (PE/DVT), and

Mfwmgo\w htto://www.ahrq.gov/

postoperative sepsis (PS). The rates
varied from 1 case of IP to 34
cases of DU per 1,000 discharges
of patients who were at risk for
these problems. The Medicare
payment for these adverse events
under the Prospective Payment
System (PPS) ranged from $735
per case of DU to $8,881 per case
of PS, and an estimated national
total of $313 million a year for the
five types of adverse events
studied.

Nevertheless, hospitals absorbed
most of the costs of treating
adverse events under the Medicare
PPS. For example, hospitals
received no additional payment
from the Medicare PPS in 48
percent of postoperative sepsis
events or in 80 percent of DU
events. These extra charges were
estimated per case as follows:
$10,845 for DU; $17,312 for IP;
$21,431 for PH/H; $21,709 for
postoperative PE/DVT; and
$57,727 for PS.

See “Medicare payment for
selected adverse events: Building
the business case for investing in
patient safety,” by Dr. Zhan, Dr.
Friedman, Andrew Mosso, M.S.,
and Peter Pronovost, M.D., Ph.D.,

in the September 2006 Health
Affairs 25(5), pp. 1386-1393.
Reprints (AHRQ Publication No.
07-R008) are available from
AHRQ.* W
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Functional outcomes may be good markers of quality of care

for hip fracture surgery patients

unctional outcomes among hip fracture surgery
Fpatients could indicate important differences in

the processes of care related to improved patient
functioning, suggests a new study. Researchers found
that functional outcomes of patients who underwent
surgery for hip fracture were more sensitive markers of
improved process of care than 6-month mortality rates.
Improving functional outcomes is critical, since only
60 percent of surviving older hip fracture patients
eventually return to their prefracture level of walking.

It is important to attend to all steps in the care of

hip fracture patients. For example, the benefit from
early surgery may be short-lived if it is not followed up
by timely mobilization, early initiation of
rehabilitation, and attention to postoperative care.
Researchers examined the relationship between
functional outcome and 9 processes of care related to
mobilization for 554 patients who underwent surgery
for hip fracture at 4 hospitals. They used information
from medical records, interviews, and bedside
observations. They also used the Functional

Independence Measure (FIM), survival, and hospital
readmission to assess patient outcomes 6 months later.

The nine-item mobility process of care measure was
associated with improved locomotion, self-care, and
transferring (for example, from bed to chair) at 2
months. The predicted value for the FIM locomotion
measure (range 2-14) at 2 months was 5.9 for patients
at the 10th percentile of performance on these care
processes compared with 7.1 at the 90th percentile.
However, the benefits were smaller and not significant
by 6 months. These care processes were not associated
with mortality. Individual processes of care were
generally not associated with outcomes, which
suggests that any single process may be dependent on
other care processes. The study was supported in part
by the Agency for Healthcare Research and Quality
(HS09459 and HS09973).

See “Effect of inpatient quality of care on functional
outcomes in patients with hip fracture,” by Albert L.
Siu, M.D., M.S.PH., Kenneth S. Boockvar, M.D.,
M.S., Joan D. Penrod, Ph.D., and others, in the
September 2006 Medical Care 44(9), pp. 862-869. &

Health Information Technology

Journal supplement reviews evidence for the efficacy of

telemedicine and telecare

espite the growth of
D computer networks and the

Internet, telemedicine
continues to fall short of its
potential. One reason is the lack of
high-quality evidence to convince
clinicians, policymakers, and others
that this technique deserves more
widespread use in health care.
Research on telemedicine and

telecare is conducted at the
Evidence-based Practice Center of
the Oregon Health and Science
University, which is supported by
the Agency for Healthcare
Research and Quality (AHRQ)
(contract 290-02-0024).

A March 2005 workshop based
on this research was sponsored by
AHRQ and the Centers for

Medicare and Medicaid Services.
Papers commissioned for the
workshop were published in
Volume 12, Supplement 2, 2006, of
the Journal of Telemedicine and
Telecare. The papers discuss the
poor and uneven evidence base for
telemedicine, what telemedicine

| continued on page 5
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Telemedicine

continued from page 4

services are covered by insurance,
lessons learned from other
countries, use of telemedicine
addressing problems of access and
specialty shortages, and its role in
the national information technology
strategic framework. The papers are
briefly summarized here. Single
reprint copies (Publication No.
OMO07-0004) are available from
AHRQ.*

Hersh, W.R., Hickam, D.H., and
Erlichman, M., “The evidence
base of telemedicine: Overview of
the supplement,” pp. 1-2.

In this overview, the authors
summarize the general themes of
the journal supplement. The main
theme is that telemedicine has
unfulfilled potential for delivery of
health care. While the rationale for
its use is still strong, and studies do
not show any harm, the lack of a
substantial evidence base makes its
benefits unrealized. There is a need
for robust clinical trials to test its
efficacy in its most promising
clinical domains, such as
dermatology, psychiatry, and home
health care. Growth of the evidence
base may be aided by the increased
use of electronic health records to
facilitate systematic data collection
and growth in use of health
information technology in general.

Hersh, W.R., Hickam, D.H.,
Severance, S.M., and others,
“Diagnosis, access and outcomes:
Update of a systematic review of
telemedicine services,” pp. 2-31.
This update of a systematic
review originally published in 2001
concludes that the quality of
evidence for telemedicine
continues to be uneven and, for the
most part, poor. The authors
reviewed the literature for three
types of telemedicine services that
substitute for face-to-face medical
diagnosis and treatment. The

evidence of efficacy for store-and-
forward services, most commonly
studied in dermatology, has been
mixed. Several limited studies
showed the benefits of home-based
telemedicine interventions in
chronic diseases. Studies of
office/hospital-based telemedicine
suggest that telemedicine is most
effective for verbal interactions
such as videoconferences for
diagnosis and treatment in
specialties like neurology and
psychiatry.

Brown, N.A., “State Medicaid
and private payer reimbursement
for telemedicine: An overview,”
pp- 32-39.

This paper reviews what
telemedicine services are being
covered by U.S. States and their
rationale for coverage. Since 1998,
when States were given the option
of paying for telemedicine services
with Medicaid, 34 States have
added coverage of telemedicine
services to their Medicaid
programs. However, a survey
showed wide variations in service
coverage, payment policies, and
geographical and other restrictions.
Another survey showed that over
half of the 72 telemedicine
programs in 25 States were
reimbursed by private insurance
companies. In 1999, 43 percent of
responding telemedicine networks
saw reimbursement as a barrier to
long-term sustainability, while in
2004 only 22 percent did so. Thus,
it appears that some progress has
been made in Medicaid and private
payer reimbursement for
telemedicine.

Ohinmaa, A., “What lessons can
be learned from telemedicine
programmes in other
countries?”, pp. 40-44.

Some telemedicine programs in
other countries may be applicable
to implementation of telemedicine
in the United States, asserts the

author of this paper. He queried
eight international experts in
telemedicine and reviewed a few
key publications in the field to
identify examples of successful
telemedicine programs that had the
potential to be successfully
implemented in the United States.
He concluded that international
telemedicine applications in some
specific areas would be suitable for
implementation in the United
States. These areas included
teleradiology, telementalhealth,
telegeriatric applications,
e-referrals and discharge letters,
and integration of health care
organizations with telemedicine
networks.

Rheuban, K.S., “The role of
telemedicine in fostering health
care innovations to address
problems of access, specialty
shortages and changing patient
care needs,” pp. 44-50.

This paper assesses telemedicine
studies from the standpoint of
fostering innovation in addressing
specific health care challenges. The
author focuses in particular on
access to care, specialty shortages,
and changing patient care needs.
She asserts that, by incorporating
advanced technologies, clinicians
will be able to manage the growing
volumes of medical information,
research, and decision support
analytical tools. Also, the
deployment of advanced
technologies will minimize the
barriers of distance and geography
to enhance access to care and
facilitate the delivery of integrated
health care. This is particularly
important for rural areas, where
there are few local specialists, and
for marginalized populations such
as prisoners. Telemedicine also
improves the opportunity to reach
the elderly at home and in nursing
homes.

| continued on page 6 |
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Telemedicine

continued from page 5

Dimmick, S.L., and Ignatova,
K.D., “The diffusion of a medical
innovation: Where teleradiology
is and where it is going,” pp. 51-
58.

Teleradiology is one of the more
successful applications of
telemedicine, note the authors of
this paper. A persistent shortage of
radiologists combined with the ease
of transmitting radiology images
led to the rapid adoption of
teleradiology. For example,
teleradiology had become part of
the practices of two-thirds of
radiologists who responded to the
1999 American College of
Radiology survey. Telecardiology
may be the next successfully
diffused form of telemedicine.
However, the authors caution that
one potential problem is the
political pressure to avoid
outsourcing to foreign countries,
particularly those to which U.S.
information technology jobs have
already been transferred. How the
outsourcing issue is resolved will
have a significant effect on
teleradiology specifically and,
perhaps, telemedicine generally.

Speedie, S.M., and Davies, D.,
“Telehealth and the national
health information technology
strategic framework,” pp. 59-64.

These authors point out that
telemedicine does not exist in an
information technology vacuum. It
may well provide synergistic
benefit in concert with electronic
health records and the National
Health Information Infrastructure.
The authors note that goals of
telehealth and the national plan are
complementary. One focuses on
improving access to high quality
health care services and the other
on the information systems to
support those services. Telehealth
also needs the fully realized

l |I Il || ||||

electronic health record to provide
the best possible care when patients
are geographically and
chronologically separated from
their providers. The experiences of
telehealth in organizing large
networks of heterogeneous health
care groups can provide useful
lessons as the process of
implementing health information
technology moves forward.

Whitten, P., “Will we see data
rep0s1tor1es for telehealth activity
in the near future?”, pp. 65-71.
This paper addresses the issue of
what sources of clinical/patient
data exist, either in telemedicine-
specific registries or in general
electronic health record systems,
which would allow investigators to
analyze it for research on the
efficacy of telemedicine
interventions. A number of
different organizations operate
registries, but there do not appear
to be any true telehealth registries.
One reason is that Federal
requirements through such policies
as the Health Insurance Portability
and Accountability Act have led to
heightened fear of inadvertently
releasing confidential or
unauthorized information. Also, it
would be more efficient if patient
data were captured electronically at
the local level, ideally through
electronic medical records, and
then transferred electronically to
registries. However, the diffusion of
EMRs at the local level is in its
infancy, making a telehealth data
repository unlikely to be soon.

Yellowlees, P., and Harry, D
“Standards for data collection
and monitoring in a telemedicine
research network,” pp. 72-76.
Although a networked,
nationwide health information
system is financially and
logistically impractical, the
development of independent,

regional systems is realistic and
feasible, assert these authors. A
Telemedicine Research Network
(TRN) could connect a number of
geographically disparate health
systems. This would require the
reconciliation of policies and
practices in five principal areas:
partner agreement on project
scope; privacy, security and
confidentiality; technical standards;
telecommunications and computer
infrastructure; and change
management practices and training.
Establishing a first-stage TRN
would require very little technical
development and would, instead,
rely on trust among the partners.
The development of standards-
based TRNs will greatly increase
the quality and quantity of
telemedicine research.

Grigsby, J., and Bennett, R.E.,
“Alternatives to randomized
controlled trials in telemedicine,”
pp- 77-84.

The authors of this paper assess
the usefulness of study designs
other than randomized controlled
trials for the evaluation of
telemedicine. Potential methods
include those that do not rely on
randomization and tight control of
the intervention and include
analysis of existing administrative
and clinical databases. Quasi-
experimental designs may also be
useful, especially when conducted
in association with careful
statistical methods, which allow the
investigator to control for certain
differences between groups.
Databases, such as those
maintained by the Centers for
Medicare & Medicaid Services,
contain information on both
outcomes and claims, as well as
disease/procedure registries. Such
databases may be a potential tool
for understanding the effect of
telemedicine on access to care in
conjunction with costs and quality.

continued on page 7 |
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Telemedicine

continued from page 6

Shea, S., “Health delivery system
changes required when integrating
telemedicine into existing
treatment flows of information
and patients,” pp. 85-90.

The technical issues involved in
using telemedicine to improve
chronic disease management are

numerous, daunting, and complex,
note the authors of this paper.
However, they assert that many can
be addressed using the resources and
infrastructure available in large,
well-integrated clinical information
systems. The cost-benefit balance
will change when it becomes
possible to use devices that are
owned by patients for everyday use,
rather than installing special-

purpose devices for telemedicine.
Provider-side telemedicine
capabilities, specifically for upload,
storage, and display of medical data,
will improve as technology
develops. How clinicians will
process the large amount of data
made available by telemedicine is a
clinical issue, but it is likely that
software will emerge to aid in this
task. H

Women’s Health

Racial differences in religiosity and religious coping styles are
linked to use of health care services by low-income older women

religious coping style during health

assessments could help nurses set goals to
improve the health of minority and other older women.
It could also give them clues about potential church-
related support, especially for low-income black
women, for whom the church typically plays a large
social role. In a study, supported in part by the Agency
for Healthcare Research and Quality (HS1164),
researchers used several questionnaires to examine the
religiosity, religious coping style, and use of health
care services among 274 black women and white
women aged 55 years and older living in subsidized
high-rise housing in Nashville, Tennessee.

Older black women perceived themselves to be
more religious than white women. Black women also
reported more organizational religious behaviors
(attendance at church or at church-sponsored events)
and non-organizational religious behaviors (such as
praying, reading religious material, listening to gospel
music, and reading the Bible). The self-directing
religious coping style (relying on oneself rather than
on God to cope with stressors) was associated with
more physician visits for white women, who may
assert control over their health with regular visits.
However, this style was associated with fewer

ﬁ sking older women about their religiosity and

physician visits for black women, who may prefer to
keep control in their own hands and minimize the
extent of contact with the health care system, explains
Pamela D. Ark, Ph.D., R.N., of the University of
Central Florida.

The deferring coping style (one gives responsibility
for coping with stressors over to God) was associated
with more physician visits in the past 6 months and
more hospital days in the past year among white
women, but with fewer hospital days among black
women. Deferring white women may put off seeking
care, develop more severe symptoms, and eventually
require longer hospital stays. Deferring black women
may try to minimize their hospital stays, for example,
by asking to be discharged as soon as possible. The
collaborative coping style (people may pray to God,
but also seeks their own solutions) was associated with
a high number of hospital days among black women,
but had no significant effect on health care use
patterns for white women.

More details are in “Religiosity, religious coping
styles, and health service use,” by Dr. Ark, Pamela C.
Hull, Ph.D., Baqar A. Husaini, Ph.D., and Clinton
Craun, M. A., in the August 2006 Journal of
Gerontological Nursing, pp. 20-29. l

Note: Only items marked with a single (*) asterisk are available from the AHRQ Clearinghouse. Items with a double asterisk
(**) are available from the National Technical Information Service. See the back cover of Research Activities for ordering
information. Consult a reference librarian for information on obtaining copies of articles not marked with an asterisk.
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Elderly/Long-Term Care

The decision to hospitalize nursing home residents is driven
primarily by residents’ preference and quality of life

oving nursing home
Mresidents to a hospital can
seriously affect their

health. For instance, their often
frail conditions make them
vulnerable to complications when
they are hospitalized. Also, the
switch from the nursing home to
hospital setting can be disruptive
and lead to confusion,
disorientation, and further decline.
The decision to hospitalize a
nursing home resident is driven
primarily by the resident’s
preference, according to a survey
of medical directors and directors
of nursing (DONS5) from 420
(mostly nonprofit) nursing homes
in 25 States. The survey was
supported by the Agency for
Healthcare Research and Quality
(HS10645).

Nearly half of medical directors
and DONs (46 and 42 percent,

respectively) cited resident
preference as the most important
factor in the hospitalization,
followed by residents’ quality of
life (30 percent and 26 percent),
and the amount of discomfort from
acute illness (9 and 13 percent). At
the time of the hospitalization
decision, the most important
considerations were resident quality
of life, relative effectiveness of
treatment options, and family
wishes.

The medical directors surveyed
cited a lack of information and
support to residents and their
families regarding end-of-life care
as the main factor causing
overhospitalization. A secondary
factor was covering doctors’ lack of
familiarity with residents. DONs
agreed, but reversed the order.
Medical directors and DONs did
not attribute overhospitalization to

lack of quick access to doctors;
however, they ranked on-site
doctor/nurse practitioner evaluation
within 4 hours as the least
accessible resource. The next least
available resource that could
prevent hospitalization was
electrocardiogram tracing and
interpretation, followed in order by
radiology results in less than 4
hours, laboratory results in less
than 4 hours, intravenous therapy,
and oxygen monitoring and
therapy.

See “Nursing home capabilities
and decisions to hospitalize: A
survey of medical directors and
directors of nursing,” by Joan L.
Buchanan, Ph.D., Rachel L.
Murkofsky, M.D., M.PH., Alistair
James O’Malley, Ph.D., and others
in the March 2006 Journal of the
American Geriatric Society 54(3),
pp- 458-465. A

A pain medication appropriateness scale reveals that many
nursing home residents suffer from poorly controlled pain

n assessment using the Pain Medication
AAppropriateness Scale (PMAS) indicates that

only one-third of nursing home residents have
an excellent match between their reported pain
severity and the medication prescribed to control their
pain, which means that two-thirds of residents have
suboptimal pain management. The PMAS lists the
appropriate medication for the type of pain;
appropriate dose interval (depending on whether the
pain is persistent, predictably recurrent, or
breakthrough pain); and appropriate titration of
medication to severity of pain. The scale also lists the
degree of pain relief from medication, appropriate
prevention of constipation from opioids, and
appropriate exclusion of drugs considered high-risk for
the geriatric population. The scale is designed as a

screening tool to assess overall pain management

i l! llili n AHHG

strategies in a nursing home or group of homes, and is
not meant to be used to evaluate individual care plans.

In this study, supported by the Agency for
Healthcare Research and Quality (HS11093),
researchers used the PMAS to assess pain medication
prescribing during a study of a multifaceted
intervention to improve pain management in six rural
and six urban nursing homes in one State. The mean
total PMAS was 64 percent of optimal, an indication
of generally poor management of pain in nursing
homes. Fewer than half of residents with predictably
recurrent pain were prescribed scheduled pain
medication. Also, 23 percent of residents received at
least one high-risk medication.

PMAS scores were better for residents not in pain
(68 vs. 60 percent) and in homes where the nurses’

| continued on page 9 |
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Pain medication

continued from page 8

knowledge of pain assessment and management
improved or stayed the same during the intervention (69
vs. 61 percent). Appropriate prescribing for mild
episodic pain and constipation prevention for as-needed
opioids was excellent (84 and 79 percent compliance,
respectively). However, prescribing was adequate for

only 40 percent of the residents who had neuropathic
pain.

More details are in “Assessing the appropriateness of
pain medication prescribing practices in nursing
homes,” by Evelyn Hutt, M.D., Ginette A. Pepper, R.N.,
Ph.D., FA.A.N., Carol Vojir, Ph.D., and others, in the
February 2006 Journal of the American Geriatric
Society 54, pp. 231-239. &

Pharmaceutical Research

Direct-to-consumer drug advertising on television may have led to
increased prescribing of Vioxx® and Celebrex®

was one of the most heavily advertised prescription

drugs in recent years. According to a new study,
direct-to-consumer (DTC) drug advertising on television
may have led to an increase in doctor’s visits by
osteoarthritis patients and an increase in prescriptions for
Merck’s Vioxx" and Pfizer’s Celebrex” prior to the 2004
removal of Vioxx" from the market because of evidence it
increased the risk of heart attack and stroke.

W. David Bradford, Ph.D., of the Medical University of
South Carolina, and colleagues matched monthly clinical
information from 57 primary care practices in 2000-2002
to monthly brand-specific drug advertising data for local
and network television. The researchers estimated that a
100 percent increase in local and national Vioxx” ads
would, on average, have increased the number of visits by
osteoarthritis patients per month by 0.8 percent and 7.4
percent, respectively. They estimated that a 100 percent
increase in DTC national advertising of Celebrex® would
have led to a 2 percent increase in monthly visits. Local
Celebrex® advertising did not influence office visit rates.

The cyclooxygenase-2 (COX-2) inhibitor Vioxx”

DTC advertising of Vioxx"” increased the likelihood
that patients would be prescribed both Vioxx® and
Celebrex” during these office visits; however, Celebrex”
ads only affected Vioxx® use. For example, a tenfold
increase in local Vioxx® DTC spots would have generated
about a 0.5 percent increase in the rate of Vioxx"
prescribing each month. A 50 percent increase in monthly
national Celebrex® ads would have led to an increase of
about 0.5 percent in Vioxx” prescribing. This may have
been because in 2000 Merck invested in nearly twice as
many DTC ads for Vioxx”® as Pfizer did for Celebrex®.
Pfizer concentrated on direct-to-physician marketing of
Celebrex® via office visits by pharmaceutical
representatives. The study was supported in part by the
Agency for Healthcare Research and Quality (HS11326).

See “How direct-to-consumer television advertising for
osteoarthritis drugs affects physicians’ prescribing
behavior,” by Dr. Bradford, Andrew N. Kleit, Ph.D., Paul
J. Neitert, Ph.D., and others, in the September 2006
Health Affairs 25(5), pp. 1371-1377. &

Outcomes/Effectiveness Research

Studies examine factors influencing postoperative complications
and functioning among patients undergoing hip fracture repair

lder patients hospitalized
O for hip fracture repair

surgery can suffer
numerous postoperative
complications, but they also must
become mobile as soon as possible

after surgery to improve their

http://www.ahrq.gov/

Agency for Healthcare Research and Quality

functioning. Two studies supported
by the Agency for Healthcare
Research and Quality examined
these issues. The first study
(HS09459) found that one-fifth of
hip fracture patients are admitted to
the hospital with a major clinical

abnormality that can dramatically
increase their risk for postoperative
complications if not corrected prior
to surgery. The second study
(HS09459 and HS09973) revealed
that delay in getting older hip

| continued on page 10 |

n
'(
A P L AT
Vbt B[ B HEGaTIRET RDTE)




Hip fracture repair

continued from page 19

fracture patients out of bed after
surgery is associated with poor
functioning and survival. Both
studies are discussed here.

McLaughlin, M.A., Orosz, G.M.,
Magaziner, J., and others. (2006,
March). “Preoperative status and
risk of complications in patients
with hip fracture.” Journal of
General Internal Medicine 21, pp.
219-225.

Researchers found that one-fifth
of patients with hip fractures are
admitted to the hospital with a
major clinical abnormality, such as
serious electrolyte disturbances,
heart failure, or respiratory failure.
The presence of more than one
major abnormality before surgery
increased the risk of postoperative
complications nearly tenfold. The
presence of major abnormalities on
hospital admission that were not
corrected or stabilized prior to
surgery increased the risk of
postoperative complications nearly
threefold. Minor abnormalities (for
example, mildly abnormal
electrolyte, blood pressure, or
glucose levels, or mild anemia),
while warranting correction, did
not increase the risk of
postoperative complications.

Most minor abnormalities
among patients were corrected
before surgery, but 15 percent of
patients with major clinical
abnormalities underwent hip
surgery without correction of the
abnormalities. Although the
prolonged immobility associated
with delaying surgery can create its
own problems, major abnormalities
should be corrected or stabilized
prior to hip fracture repair surgery.
However, the researchers suggest
that patients with minor

abnormalities could have surgery
with attention to these medical
problems afterwards.

The researchers correlated 11
categories of physical and
laboratory findings (presurgical
risk factors) classified as mild and
severe abnormalities with in-
hospital complications among 554
adults (mean age of 83 years) who
underwent hip repair surgery at 4
hospitals. Having a minor
abnormality on admission (34.3
percent) was more common than
having a major abnormality (22.6
percent).

Seven percent of patients
suffered complications. The most
frequent type of postoperative
complication was cardiopulmonary
(5.8 percent of the complications)
followed by thromboembolic (1.8
percent), infection (1.6 percent),
miscellaneous (1.2 percent), and
hematologic (0.4 percent).

Siu, A.L., Penrod, J.D., Boockvar,
K.S., and others. (2006, April).
“Early ambulation after hip
fracture: Effects on function and
mortality.” Archives of Internal
Medicine 166, pp. 766-771.

Older patients with hip fractures
are immobilized an average of 5.2
days during their hospital stay for
hip repair surgery. Longer
immobility is associated with
higher mortality at 6 months and
poorer function at 2 months,
according to this study. Patients
who were immobile for 8 days had
5.4 percent lower 6-month
mortality and 1 point higher FIM
(Functional Independence
Measure) locomotion score than
those who were immobile for 2
days. This 1-point FIM difference
is the difference between needing
minimal personal assistance or just
needing personal supervision with
no assistance in walking 150 feet or
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transferring, for example, from a
bed to a chair. It can make the
difference between being able to go
home or not, depending on the
availability of an able-bodied
caregiver to provide the needed
assistance, explain the authors of
the study.

Patients who were immobile the
least amount of time reported less
pain (5.9 percent compared with 40
percent who reported having more
than 3 days of moderate or severe
pain), were less likely to receive
general anesthesia (22.6 vs. 51
percent), and were less likely to
have had postoperative transfusions
(37.7 vs. 72 percent) or prolonged
urinary catheterization (9.4 vs. 54.9
percent). However, functional
differences related to time spent
immobile abated by 6 months as
patients recovered function.
Immobility had the most severe
impact on patients who already
needed help with walking when
they were admitted to the hospital
(usually older patients with more
coexisting medical conditions).

These findings indicate that
immobility should be minimized in
patients undergoing repair of hip
fracture. This can be achieved, in
part, by early surgery for patients
with stable medical problems and
timely efforts to stabilize other
patients for surgery, suggest the
researchers. They also recommend
improved pain management, local
instead of general anesthesia when
possible, early removal of
indwelling catheters, and
minimizing the immobilizing
effects of postoperative transfusions
(for example, by use of heparin
locks). These findings were based
on analysis of functioning and
survival of 532 patients 50 years
and older 6 months after hip repair
surgery at 4 New York hospitals. ll
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Emergency Medicine

Study raises doubts about the usefulness of emergency
department diagnosis as a criteria for medically unnecessary

EMS transports

mergency medical services (EMS) systems
Erespond to thousands of calls for help each day

to transport people to a hospital emergency
department (ED). Yet, the patient’s condition (ED
diagnosis), a marker used to determine the medical
necessity of transport, did not warrant ambulance
transport in 13 percent of transports that occurred in
2002. ED diagnosis is one criterion (along with signs
and symptoms such as heart rate and chest pain) that
EMS and ED staff use when reviewing transport
decisions and when constructing new decision
protocols. However, a new study raises considerable
doubts about the usefulness of ED diagnosis as a
criterion for determining medically unnecessary EMS
transports.

Overall, researchers found only fair agreement
among physicians about which diagnoses constituted
unnecessary EMS transport. Three emergency
physicians and two family medicine physicians
evaluated 913 diagnostic codes, and rated each code as
either medically necessary, uncertain, or medically
unnecessary. The percentage of codes classified as
medically unnecessary varied across physicians and
ranged from a low of 25 percent to a high of 65

percent. Ranges for the uncertain and medically
necessary categories ranged from 18 to 46 percent and
14 to 48 percent, respectively.

Family medicine-trained physicians agreed more
with one another than did emergency physicians.
Agreement was observably better among physicians
with more experience.

Among family medicine physicians, agreement
ranged from poor for diagnoses associated with
conditions of the perinatal period to substantial for
diagnose