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Background The Victorian Cardiac Outcomes Registry (VCOR) was established in 2012 to ensure the safety and quality of

cardiac based therapies across Victoria. As a clinical quality registry, VCOR monitors the performance of

health services in both the public and private sectors, by measuring and reporting on trends in the quality of

patient care over time, within individual hospitals, comparatively with other hospitals, and aggregated at

the state level. The current paper describes the VCOR registry aims, methods, governance structure and

progress to date.

Methods Primary management of the registry is undertaken at Monash University in association with the Victorian

Cardiac Clinical Network, Department of Health and Human Services Victoria.

Results The Victorian Cardiac Outcomes Registry has currently collected data on more than 33,000 cardiac patients

across three separate areas of interest in 35 hospitals. These include percutaneous coronary intervention

(PCI), the early treatment of acute myocardial infarction in rural and regional settings, and data relating to

in-hospital management of heart failure.
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Conclusions The Victorian Cardiac Outcomes Registry is a clinical cardiac registry that commenced data collection in

2013, providing a detailed description of selected aspects of contemporary cardiology clinical practice in a

majority of Victorian hospitals. This information enables hospitals and cardiac units to benchmark their

practice, clinical outcomes and quality of care to other similar units and hospitals across the state. If

replicated by other states in Australia, there will be the potential for important national comparisons, with

the goal to foster continuous improvement in patient care and outcomes across the entire Australian health

system.
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Introduction
Despite the steady decline in cardiovascular-related deaths

over the last 5 decades in economically advantaged coun-

tries, the management of heart disease in all its various forms

remains a key public health priority. In 2014, coronary heart

disease was still the leading underlying cause of death

among Australians, accounting for 13.1% of all deaths regis-

tered in that year. Cardiovascular disease represented the

highest level of expenditure of any disease group [1]. Large

numbers of Australians are also living with cardiovascular

disease, often for extended periods and the number of car-

diovascular procedures continues to climb, with 50,000 more

coronary procedures in 2011–2012 than in 2000–2001. Given

the impact of heart disease on both the individual and the

community, it is critical that public health initiatives and

policies are directed at delivering treatment with high levels

of safety and quality.

Background and Establishment of VCOR
The Department of Epidemiology and Preventive Medicine

(DEPM), Monash University, conducted a pilot registry for

cardiac procedures in 2009–10, which was the forerunner to

VCOR. This was on a background of the Melbourne Inter-

ventional Group registry, which was established at Monash

University in 2004, and continues to the present day [2].

In late 2011, funding was obtained to set up a state-wide

cardiac outcomes registry in Victoria. The current paper

describes the VCOR registry aims, methods, governance

structure and progress to date.
Methods
The Victorian Cardiac Outcomes Registry (VCOR) was estab-

lished in 2012 as a clinical quality registry to monitor the

performance of health services in Victoria in the delivery of

high quality, cardiac-based therapies. The registry encom-

passes hospitals in both the public and private sectors and

reports on the quality and effectiveness of cardiovascular

health care in Victoria [3].

Aims of VCOR
The broad aim of VCOR is to provide information to clini-

cians, hospitals, health funders and consumers that can be

utilised to ensure patients receive the highest quality cardiac

care possible. The data from the registry facilitates the
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benchmarking of hospitals’ performance—an effective tool

for the identification of health services whose performance is

below standard, or is exemplary to the point that it is a

standout among its peers. Additionally, the registry can

assist in assessing overall compliance with national stand-

ards of care and evidence-based guidelines and contribute to

their continuing development and refinement.

Initially, the focus of VCOR was primarily directed

towards establishing the first VCOR module: the collection,

analysis and reporting of performance measures for percu-

taneous coronary intervention (PCI) in Victoria. Since 2013,

additional modules including monitoring the early manage-

ment with fibrinolysis of acute ST-elevation myocardial

infarction (STEMI) in rural centres in Victoria were com-

menced. In 2014 a month-long snapshot data collection sys-

tem for all patients admitted to hospital with heart failure

(See Appendix 1,2,3 for Module case report forms) was

developed and implemented and repeated on an annual

basis.
Governance and Registry Structure
The design and implementation of VCOR as a clinical quality

registry is based around the Framework for Australian Clin-

ical Quality Registries [4], developed by The Australian

Commission for Safety and Quality in Health Care, in col-

laboration with the states and territories and expert registry

groups. This framework was endorsed by the Australian

Health Ministers’ Advisory Council (AHMAC) in March

2014. Its application provides assurance to all key stakehold-

ers that registry data and its supporting systems satisfy

minimum security, technical and operating standards.

The VCOR model of independent academic management

of the registry, with key stakeholder engagement and over-

sight, enabled the registry to be established at Monash Uni-

versity. Key stakeholders included the Victorian Cardiac

Clinical Network, the Department of Health and Human

Services Victoria, and the private hospital sector.

All registry-related matters are governed by the VCOR

Steering Committee, in liaison with two subcommittees—

the Clinical Quality Committee and the Data Access,

Research & Publications Committee. Various policy and

governance documents were developed and approved by

the Steering Committee. Day-to-day project management is

undertaken by the Department of Epidemiology & Preven-

tive Medicine at Monash University, which remains inde-

pendent from sites carrying out data collection (Figure 1).
brary from ClinicalKey.com.au by Elsevier on March 07, 2018.
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Figure 1 VCOR Governance Structure.
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Steering Committee
The committee’s membership comprises representatives

from each of the participating public and private PCI sites,

the Victorian Cardiac Clinical Network, the registry custo-

dian and a consumer representative. Its focus is to provide

direction on strategies and deliverables for the clinical

registry. Responsibilities include ensuring that the registry

is conducted according to the Operating Principles and Tech-

nical Standards for Clinical Quality Registries, approval

of production and dissemination of registry reports, provi-

sion of functional and effective governance and securing

that the infrastructure requirements of the registry are

adequately met.

Since the inception of the PCI module, the Steering Com-

mittee has overseen all activities related to VCOR. This has

encompassed the inclusion of additional registry modules

for ST-elevation myocardial infarction (STEMI) and heart

failure, the establishment of data linkages with Ambulance

Victoria and the Department of Health and Human Services,

Victoria and continued integration of quality assurance activ-

ities into daily hospital practice. It has also provided com-

ment on reports published by VCOR and continues to review

and counsel development of communication strategies, espe-

cially with the community and other key stakeholders.

Clinical Quality Committee
Working in conjunction with the central VCOR management

team, the VCOR Clinical Quality Committee (CQC) is

responsible for monitoring VCOR data quality, overseeing

audits, managing issues relating to performance according to

the key performance indicators and disseminating the results

from the peer review process to relevant parties. The com-

mittee reviews hospital key performance indicators (KPIs) on

a quarterly basis. Health services are provided with individ-

ualised performance reports that identify their site, while

keeping all other sites anonymous.

From the outset of the registry, the CQC has been active in

identifying and managing sites that are outliers in key per-

formance measures. An example of its activity was seen early
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on in its experience, where sites with high rates of procedure-

related bleeding were observed. The committee provided

feedback to these sites and offered assistance to facilitate

the sites’ own audit and further analysis of their results.

Hospitals that were notified in this manner generally under-

took their own in-house case reviews. They also provided

feedback of their findings and action plans to address the

concerns raised in their own internal reviews. The subse-

quent performance of each of the hospitals managed in this

way returned to within confidence limits by the following

quarterly reporting period.

Data, Research and Publications Committee
The function of the Data, Research & Publications Committee

(DRP) is to oversee the reporting and publication operations

of the registry and to approve all data-related requests,

research projects and publications. The DRP reports directly

to the Steering Committee, while working closely with the

central VCOR management team.

In this role, the committee has developed policies for

appropriate data access and collaboration rights for research

activities derived from the project. It provides advice to

prospective researchers on VCOR data interpretation and

report design and reviews all requests for information from

the database by external agencies. A recent example of this

process was the analysis and publication of the uptake of

radial artery access for PCI across Victoria and related clinical

outcomes [5]. Registry output including annual reports, jour-

nal submissions, and papers presented at meetings and con-

ferences are all reviewed by the committee before release or

submission.

Ethics Committee Approval and Patient
Enrollment
Initial project approval of the Victorian Cardiac Outcomes

Registry was given by the Alfred Hospital Human Research

Ethics Committee (HREC) and Monash University Human

Research Ethics Committee, in accordance with the NHMRC

National Statement on Ethical Conduct in Human Research.
rary from ClinicalKey.com.au by Elsevier on March 07, 2018.
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Detailed HREC submissions carefully outlined the registry

protocol, governance structure, participant consent process

and provisions for ensuring data security. Further to over-

arching approval, each site requires local site-specific

research governance and HREC approval before commenc-

ing recruitment of patients. This process is coordinated cen-

trally by DEPM on behalf of participating hospitals to ensure

consistent approvals and operations across all sites.

The Victorian Cardiac Outcomes Registry has adopted a

method for enrolment whereby consent is implied unless

patients withdraw from the registry via an ‘opt-out’ system.

Prior to hospital discharge, patients are provided with a

Patient Information Sheet (PIS) that outlines details about

the registry, its scope and activities, their right to voluntary

participation and the process for withdrawing their

consent (Appendix A). This system ensures maximum (near

complete) participation at each site; thus avoiding selection

bias [6].

Data Collection
The Victorian Cardiac Outcomes Registry is designed to

collect a minimum standard set of data from all adult patients

undergoing specific cardiac procedures or treatments at par-

ticipating hospitals. Co-morbidity data are also collected to

allow for statistical adjustments based on individual risk

factors that may affect outcomes. Data elements have stand-

ardised definitions. All patients undergoing the principal

treatment or presenting with the principal condition are

eligible for inclusion. There are no exclusion criteria.

Case report forms (CRFs) are completed by hospital-

appointed data managers who enter the data directly onto

a web-based data entry system (Appendix D, E, F). This

online system ensures that all compulsory data elements

are captured. Data are collected at baseline (time of presen-

tation for procedure), and at 30 days, with the potential for

ongoing annual follow-up in the future and linkage to the

Australian National Death Index.
VCOR Funding
The Victorian Cardiac Outcomes Registry was initially

funded by Medibank Private from 2011–2014 and the Victo-

rian Department of Health and Human Services (DHHS).

Ongoing funding has been provided from the DHHS and

Victorian Cardiac Clinical Network. At present, there is no

specific funding from the Health Department to support

hospital data managers. The cost is entirely borne by the

hospital involved, with differing models adopted at individ-

ual sites, including utilising existing resources for data

collection, or self-funding dedicated data collection person-

nel [7].

Data Management and Ownership
Data are recorded within a secure online portal database,

designed and maintained by Monash University. Data are

stored and managed under ISO 2701/2 compliance stand-

ards that are compliant with national data security standards
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(NEHTA) and the Australian Code for the Responsible Con-

duct of Research guidelines. All stored data are encrypted

with highly secure, restricted access. Data management and

analysis is undertaken by staff at Monash University under

the supervision of the Registry Custodian and the Steering

Committee.

All hospital data remain the property of that institution.

Collective registry data and data management systems are

ultimately under the control of the Registry Data Custodian.

VCOR Reporting Procedures
The Victorian Cardiac Outcomes Registry produces routine,

individualised site reports on a quarterly basis. These

reports are based on data collected in the previous quarter

and identify how sites are performing based on each of the

relevant Key Performance Indicators (KPIs). They compare

individual site performance against the group cohort but

also provide sites with the opportunity to review their own

performance across reporting periods. VCOR remains flexi-

ble in terms of meeting the needs and request of stake-

holders when it comes to reporting, but consistency

across the reporting periods is also critical so that sites

can compare their current performance against previous

reporting periods.

Key Performance Indicators
The Victorian Cardiac Outcomes Registry has adopted a

number of KPIs based on clinically relevant procedural out-

comes to monitor and benchmark the performance of hos-

pitals in their delivery of quality cardiac care.

The KPIs reported for the VCOR PCI module are:

� In-hospital mortality
� 30-day risk-adjusted mortality
� 30-day major adverse cardiac and cerebrovascular event

(MACCE)
� In-hospital major bleeding, according to Bleeding Aca-

demic Research Consortium definitions [8]
� Length of hospital stay
� In-hospital unplanned revascularisation
� Door to balloon/device time for patients presenting with

STEMI

Importantly, in-hospital mortality is reported with and

without patients presenting with cardiogenic shock and/or

out-of-hospital cardiac arrest. This is vital in preventing

‘risk averse’ behaviour by physicians as highlighted in other

international registries [9–11]. For 30-day risk adjusted mor-

tality rates, a risk-prediction scoring tool, developed with

the Melbourne Interventional Group multi-centre PCI reg-

istry mortality risk-adjustment models, was applied to the

2015 VCOR patient cohort [12,13]. The clinical character-

istics used to construct the risk-adjustment model were: age

�80 years, acute coronary syndrome, estimated glomerular

filtration rate, left ventricular ejection fraction, cardiogenic

shock, left anterior descending stenosis as the PCI target

vessel.
brary from ClinicalKey.com.au by Elsevier on March 07, 2018.
Copyright ©2018. Elsevier Inc. All rights reserved.



Cardiac Patients in Victoria 455
VCOR Reports
The Victorian Cardiac Outcomes Registry produces four

types of reports: 1) Site Reports are provided to participating

sites each quarter and annually. Site reports focus on data

completeness, data quality, clinical quality benchmarking

and other clinically relevant data. 2) Public Reports are

delivered annually. They review project progress and

reflect on de-identified results for clinical data from the

previous year. 3) Audit Reports are provided with feedback

relating to the outcome of regularly scheduled site audits

exploring data quality and data completeness in VCOR.

These reports are individualised and provide feedback

about case numbers and data managers’ practice. 4) Online

VCOR Reports can also be downloaded by individual sites

at any time from the online system to self-monitor numbers

and performance. Authorised users are able to run reports

on local site and clinician data. They can also produce

reports for the entire cohort to compare local results to ‘all

sites’. Clinicians can run the same reports for their own

patients’ data (for the patients they have treated across

multiple VCOR hospitals).

Data Quality

Data Completeness
Data completeness is reported for both baseline and follow-

up data (Appendix B). Sites are routinely informed of pend-

ing data deadlines and are regularly encouraged to complete

baseline data entry and follow-up as comprehensively as

possible. Sites are notified of the status of their data com-

pleteness on a regular basis. Of the total number of proce-

dures entered in 2015, 99.8% cases were considered complete

(n = 9166). Data completeness rates for 2013 and 2014 were

95% and 99.5% respectively.

Audit Activities
A key operational activity of a clinical quality registry is

the performance of regular audits to ensure accuracy and

completeness of data collection and entry into the registry

[14,15]. The VCOR Audit Program involves visits to each

participating centre, commencing approximately one year

after commencing data collection. Initial audit activities

include case ascertainment (assessing that all eligible cases

are actually entered into the registry) and data quality

assessment (accuracy of data as determined by review

of source data). Following the initial audit, sites are re-

audited annually for case ascertainment and at least every

3 years for data quality assessment. If issues are identified

with data quality, sites may be re-audited sooner. Sites are

given a detailed, individualised report of their audit

findings.

The audit process also provides the opportunity for data

managers to query registry personnel about data-related

issues and discuss any discrepancies. This has emerged as

an additional and worthwhile benefit of the process, as data

discrepancies have identified misinterpretation of registry

definitions that have been subsequently clarified and

resolved.
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Results
From January 2013 until December 2016, VCOR has collected

data on 33,691 cardiac patients across three separate modules

(PCI, Regional STEMI, Heart failure) in 35 hospitals.

Percutaneous Coronary Intervention
(PCI) Module
The Victorian Cardiac Outcomes Registry has collected data

on 32,358 PCI cases between 2013 and 2016. There are cur-

rently 27 PCI hospitals contributing data to the VCOR PCI

module. All 13 public hospitals and 14 of 18 private hospitals

contribute data, representing 100% of public PCI cases and

86% of private PCI procedures in Victoria. The four remain-

ing private hospitals have been engaged with VCOR but have

not yet commenced active data entry into the registry. A list

of all eligible Victorian PCI hospitals and their engagement

status with VCOR is shown in Table 1. Figure 2 shows case

number accrual by month since commencement of the PCI

registry in 2013.

VCOR commenced auditing PCI cases in March 2014 and

the process is ongoing. To date, 22 hospitals have been audited

for case ascertainment, with seven being audited twice and

three sites being audited three times. Overall, the missing case

rate was 3.1%, ranging from 0% to 14.8%. For sites audited

twice, the missing case rate dropped from 3.6% to 2.1%

between audits. For sites audited three times, the missing case

rate dropped from 4.8% to 1.8% to 0.8% between audits.

Management of Acute STEMI in
Regional Victoria Module
The Regional, defined as non-metropolitan, STEMI module

commenced activities in 2013, with four sites in the Hume

and Gippsland regions recruited to pilot the module. The

number of hospitals either actively contributing to the regis-

try or engaged with VCOR but yet to commence data entry

has now expanded to 10 (Table 2). As of December 2016, a

total of 355 patients have been enrolled in the Regional

STEMI module.

Heart Failure Snapshot Module (HF-
SNAPSHOT)
The initial heart failure module was undertaken for a one-

month period in 2014 by seven public hospitals. The study

was successfully conducted and following revisions to the

dataset, the Victorian Cardiac Clinical Network has since

provided funding to expand and extend the data collection

model of rolling 1 month snapshots of health services activi-

ties in relation to heart failure management in 2015.

Heart failure (HF)-SNAPSHOT was rolled out to 13 hos-

pital sites in 2015. Participating hospitals enrolled patients

admitted to hospital with acute decompensated heart failure

over a 1-month period during November–December 2015

(Table 3). All patients were followed up at 30 days post-

discharge. As of July 2016, a total of 978 patients have been

enrolled in the HF-SNAPSHOT module.
rary from ClinicalKey.com.au by Elsevier on March 07, 2018.
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Table 1 Participation of Victorian Hospitals in VCOR PCI module.

Hospital Hospital type 2013 2014 2015 2016

Alfred Hospital, The Public * * * *

Austin Hospital Public * * * *

Ballarat Base Hospital Public * * * *

Bendigo Hospital Public * * * *

Box Hill Hospital Public * * * *

Cabrini Hospital Malvern Private * * * *

Epworth Hospital Eastern Private * * * *

Epworth Hospital Geelong Private N/A N/A N/A *

Epworth Hospital Richmond Private * * * *

Frankston Hospital Public * * * *

Footscray Hospital Public * * * *

Geelong Private Hospital Private * * * *

Jessie McPherson Private Hospital Private * * * *

Knox Private Hospital Private * * * *

Linacre Private Hospital Private

Melbourne Private Hospital Private * * *

Monash Medical Centre Clayton Public * * * *

Peninsula Private Hospital Private

St John of God Hospital (Ballarat) Private *

St John of God Hospital (Bendigo) Private * *

St John of God Hospital (Geelong) Private

St Vincent’s Hospital Melbourne Public * * * *

St Vincent’s Private Hospital Private * * * *

Sunshine Hospital Public N/A N/A * *

The Northern Hospital Public * * * *

The Royal Melbourne Hospital Public * * * *

The University Hospital, Geelong Public * * * *

The Valley Private Hospital Private *

Warringal Private Hospital Private

Western Private Hospital Private * * * *

* = site engaged and contributing data; = site engaged but not yet contributing data; N/A = cardiac catheter laboratory not in operation during this period.

Figure 2 Cumulative cases submitted by month from 2013–2015.
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Table 2 Participation of regional Victorian hospitals in STEMI Early Management module.

Hospital Hospital type 2013 2014 2015 2016

Albury Wodonga Health (Albury) Public *

Albury Wodonga Health (Wodonga) Public *

Bairnsdale Regional Health Service Public * *

Bendigo Health Public *

Central Gippsland Health Service (Sale) Public * * *

Goulburn Valley Health (Shepparton) Public * * * *

Latrobe Regional Health (Traralgon) Public * * * *

Mildura Base Hospital Public *

Northeast Health (Wangaratta) Public * * *

West Gippsland Healthcare group (Warragul) Public * * * *

Wimmera Base Hospital (Horsham) Public

* = site engaged and contributing data; = site engaged but not yet contributing data.

Table 3 Participation of Victorian Hospitals in HF-SNAPSHOT.

Hospital Hospital type 2014 2015 2016

Alfred Hospital, The Public * * *

Austin Hospital Public * * *

Bairnsdale Regional Health Service Public * *

Bendigo Hospital Public * * *

Box Hill Hospital Public * *

Central Gippsland Health Service (Sale) Public * *

Epworth Hospital (Richmond) Private *

Frankston Hospital Public * *

Latrobe Regional Hospital (Traralgon) Public *

Northern Hospital, The

Monash Medical Centre (Clayton)

Public * *

Public * * *

Monash Medical Centre (Dandenong) Public *

Royal Melbourne Hospital, The Public * *

St Vincent’s Hospital Melbourne Public * * *

University Hospital, Geelong Public * *

Western Hospital (Footscray) Public * * *

Western Hospital (Sunshine) Public *
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Discussion
In Australia the importance of developing a clinical perfor-

mance framework aimed at measuring and improving health

outcomes is increasingly recognised [16]. A key focus of the

National Health and Reforms Commission has been the

development of clinical performance data back to health

services and hospitals, clinical units and clinicians [17]. Inter-

national momentum is gathering for ongoing monitoring of

hospital performance with clinical registries [6]. Well estab-

lished international cardiac registries including the Swedish

Coronary Angiography and Angioplasty Registry (SCAAR)

[18], and the USA National Heart, Lung, Blood Institute

(NHLBI) Registry [19], provide successful examples of the

potential benefits and opportunities of robust clinical

registries.
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It is on this platform that VCOR has been established to

provide a clinical quality cardiac registry to monitor the

performance of cardiac-based therapies in Victoria. Whilst

the roll out of VCOR at each site was challenging and took

significant effort at a coordination level, a state based

approach made this manageable. Fundamental to the success

of establishing and maintaining VCOR was the funding and

support by the Victorian Department of Health and Victorian

Cardiac Clinical Network. Start-up funding was also pro-

vided by Medibank Private before its privatisation. This

state-based approach provided the impetus for unanimous

participation of public hospitals. Early resistance or non-

engagement from some private hospital groups was over-

come by a combination of commercial pressure and physi-

cian-led encouragement. This ultimately led to buy-in from
rary from ClinicalKey.com.au by Elsevier on March 07, 2018.
opyright ©2018. Elsevier Inc. All rights reserved.



458 D. Stub et al.
the vast majority of cardiac centres across the public and

private sector.

The quality and timeliness of reports is crucial to retain site

engagement and interest. Outlier management policy needs

to be deft, responsive and helpful to sites, without hint of

criticism. Special reports outside routine quarterly reports,

such as the ‘‘deep dive” into STEMI performance provide

additional value by identifying systems of care at sites

achieving excellent door-to-balloon times, which is shared

with other centres. Prompt communication with sites is cru-

cial across all levels of engagement including data managers,

site investigators and executive sponsors. Participation of site

investigators from all centres in the Steering Committee

enhances communication and engagement.

Involvement in VCOR is empowering cardiac care pro-

viders and clinicians with real-time feedback on performance

on a day-to-day basis. The Victorian Cardiac Outcomes Reg-

istry serves as an example of a quality based clinical registry,

broadly representative of cardiac care in the state of Victoria,

that ideally will be replicated by other states in Australia,

facilitating national comparisons.

As with all registries, our registry is subject to certain

limitations. While registry data generally have strong exter-

nal validity—inferences regarding outcomes are generalis-

able to a broader population—biases can still exist. In

particular, ascertainment bias may be present with under-

reporting of adverse events and outcomes. To this end, we

have a vigorous auditing program but it is still possible that

under-reporting may not be identified in a timely fashion.

Although our method of collecting comprehensive data on

consecutive patients in the PCI and STEMI modules reduces

the risk of selection bias, it remains a limitation in the Heart

Failure module where only a ‘‘snapshot” or sample of

patients and their information is collected. A further poten-

tial limitation relates to our approach of risk adjustment of

30-day mortality rates in the PCI module. While we do

include the clinical characteristic of cardiogenic shock in

the risk adjustment model, it is arguable that the outcomes

with this condition are so markedly different to the rest of

the PCI cohort that the risk adjustment process may not be

able adequately deal with this. As a result, we will be

reviewing our current risk adjustment model in an
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upcoming revision of our registry database and will be

exploring an alternative approach of excluding cases with

cardiogenic shock prior to determining risk-adjusted mor-

tality at 30 days.
Conclusions
The Victorian Cardiac Outcomes Registry provides a detailed

description of selected aspects of contemporary cardiology

clinical practice in a majority of Victorian hospitals. This

information enables hospitals and cardiac units to bench-

mark their practice, clinical outcomes and standards of care

to other similar units and hospitals across the state. As the

focus on measuring quality and safety across the Australian

health system continues to grow, the establishment and

continued success of registries such as VCOR will help to

ensure that Australians are being provided with the best

standards of evidenced-based care.
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Appendix E. VCOR STEMI Baseline Collection Form

Appendix F. VCOR Heart Failure Snapshot Baseline and Follow-up
Collection Forms
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