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Hypothesis 

• A national network of ‘Valve Centers’ will 

improve the care and outcomes of patients 

with various types of Valve Disease 



Applying Lessons from Trauma and 

Stroke Centers 
Clinical 

Feature 

Trauma Stroke Valve 

Centers 

Onset Sudden without 

warning 

Sudden without 

warning 

Acute, Subacute, 

Chronic 

Time Frame for 

Treatment 

Golden Hour ASAP but up to 8 

hours in some 

cases 

Variable 

Care Paradigm Multidisciplinary 

Team 

Multidisciplinary 

Team 

Multidisciplinary 

Team 

 Goals of Care Stabilize, 

Improve 

Outcomes 

Reverse Damage 

Prevent  

Complications 

and New Strokes 

Acute Care? 

Interventions? 

Out-patient 

management? 



What Data Support the Efficacy of 

the ‘Center’ Concept? 

• Trauma Centers 

• Stroke Centers 

• Cancer Centers 

• ? Cardiac Arrest Centers 



Effects of Trauma Centers on Mortality 

Nathens et al., J Trauma, 2000, vol 48 



Effects of Trauma Centers on 

Mortality 
 

Nathens et al., J Trauma, 2000, vol 48 
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Effects of Stroke Centers on Mortality 

Xian et al., JAMA, 2011, vol 305 



Effects of Stroke Centers on Outcomes 

Meretoja et al., Stroke, 2010, vol 41 



Lessons Learned from the Stroke Center 

Experience 

1. Assemble a multidisciplinary group with 

expertise and experience 

– Brain Attack Coalition 

 
AAN AANN 

ACEP ASNR 

NAEMSP CNS 

SBC VA 

NINDS/NIH CDC 

AHA NSA 

NCS SNIS 

Allows you to speak with one voice 



Form Partnerships 

• BAC asked for advice and cooperates 

with: 

– CMS 

– The Joint Commission 

– FDA 

– NIH 

• This provided the BAC with a certain level 

of ‘gravitas’, which aided its initiatives 



Advantages of the BAC 

Approach 

• Instant expertise in all major areas 

• Credibility of recommendations 

• Buy-in from all major organizations 

• No one left to object 

 



Disadvantages of the BAC 

• Large number of member organizations 

• Slows decision making 

• Can cause disagreements for some 

recommendations 

– Can lead to lowest common denominator 

• Competing priorities 



Major Differeces Between Stroke Centers 

and Valve Centers 

STROKE 

• Mostly in-patient 

• Often emergency care 

• Many time metrics 

• Many care metrics 

• High initial intensity 

VALVE 

• Mostly out-patient 

• Subacute or chronic care 

• Few time metrics 

• Many care metrics 

• Ongoing visits 



Important Features that Stroke and 

Valve Centers Share 

Stroke 

• Multidisciplinary care 

paradigm 

– Neurology, NSGY 

– Neurocritical Care 

– Nradiology 

– Vascular surgery 

– Psychiatry 

– Rehabilitation 

– Nursing  

 

 

Valve 

• Multidisciplinary care 

paradigm 

– Cardiology 

– CT surgery 

– Critical Care 

– Transplant medicine 

– Internal medicine 

– Rehabilitation 

– Nursing 

 

 



Conceptual and Practical Issues 

• Are you organizing and certifying a 

PROGRAM or an ORGANIZATION?? 

– Vastly different scope and approach 

• Which specialty will be in leadership roles? 

• Importance of tracking outcomes 

– Avoid registries; seek independent audits 

– Outcome by CENTER or by PROVIDER?? 

• Very different issues  

 



Stroke Centers in the U.S. in 2016 

• Currently at least 1500 Primary Stroke 

Centers 

• About 200-250 Comprehensive Stroke 

Centers 

• Most states have a Stroke System of Care 

• Most states have some type of stroke 

triage or diversion paradigm 

 

• HOW DID WE GET THIS DONE?? 



Key Steps 

• Verification of Stroke Centers 

– Prove staffing, infrastructure, care protocol, and 

outcomes 

– BIG STEP:  Joint Commission begins a formal 

certification program in 2005 

• Instant credibility 

• Actual competition in some cities and regions 

– Then other groups begin certification programs 

• HFAP, DNV, etc. 

– Would this be an issue with Valve Centers?? 



State Designation 

• Many states then designated hospitals as 

Stroke Centers based on JC certification 

• This motivated/allowed EMS to by-pass 

non-stroke center hospitals 

• Regional triage protocols were developed 

• Still faced important hurdles……………. 

– Might be less of an issue with mostly out-

patient care 



Overcoming Hurdles 

• We asked hospitals if they minded being by-passed 

– about 30% had no interest in treating stroke and were 

OK with by-pass 

– Likely less of an issue for Valve Center?? 

• Concerns about over-crowding specific hospitals OR 

taking patients away from other hospitals and clinics 

– Marketplace adapted 

• How many Valve Centers will be needed? 

– Numbers 

– Distribution 

– Might be driven by epidemiology?? 



Design a System with Flexibility 

• Track outcomes and change protocols as 

indicated by the data 

• Evolve as the standards of care change 

– Stroke centers changing due to proof of EVT 

• Look for opportunities to collaborate in 

terms of care, research, etc. 

– GWTG-Stroke—national registry of in-patient 

care metrics and outcomes 

–  Mission Lifeline-Stroke—focusing on 

EMS/ED care metrics 

 



Different Levels of Centers 
Disease Level of Center Services Comments 

Stroke Center CSC Full diagnostic and Rx 

services;  All stroke types; 

resource for other 

hospitals 

24/7 availability;  

NICU, EVT; research 

and outreach 

PSC Routine diagnostic and Rx 

services 

24/7 availability 

ASRH Limited services Stabilize patient; IV 

TPA, Telestroke, 

transfer most patients 

to PSC, CSC 

Valve Center Comprehensive 

CVC 

TAVR, Surgery, CCU/ICU, 

multidisciplinary team, 

24/7 services, clinics 

Research program; 

24/7 staffing; 

multidisciplinary 

clinic 

Primary  PVC Stabilize patient, medical 

therapy, transfer to CVC, 

clinics 

Likely transfer some 

patients; single focus 

clinic 



Proposal  

 Form a national network of Valve Centers of different 

levels 

– Backbone of care 

– Out-patient and In-patient care focus 

– Decide on scope 

• National, regional, local?? 

– Establish a formal objective certification process 

• Avoid self-certification or self-attestation 

– Focal point for education and research 

– Track outcomes 

– Lobby for funds and support 



Conclusions 

• The ‘Center’ concept has proven successful for 

other diseases and care paradigms 

• Consider establishing some type of 

multidisciplinary guiding council or other entity to 

assist with organization and focus 

• Speak with one voice for common goals 

• When the going gets tough….always ask “What is 

best for the patient?” 

• The answer will guide you to the best path forward 

• Thank You!! 

 

 


