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Abstract 

Background: Although many quality indicator (QI) sets have been developed for acute cardiovascular diseases, a 
comprehensive summary is lacking. In this scoping review we aimed to summarize the available evidence on the 
QI sets for acute cardiovascular diseases, and assess the QI set development process. We followed the Joanna Briggs 
Institute framework and the PRISMA extension for scoping reviews.

Methods: We conducted a systematic search of MEDLINE, EMBASE, and major international guidelines on QIs for 
acute major cardiovascular diseases. The study included articles published after 2000.

Results: Among the 3112 articles screened, 18 were included in this scoping review. Among the 18 articles included, 
12 were on acute coronary syndrome (ACS), five on acute heart failure (AHF), and two on acute aortic dissection 
(AAD); one article included QIs for both ACS and AHF. Only four of these studies conducted a systematic search with a 
search strategy. From the 18 articles, 268 QIs containing duplication between articles were identified (191 QIs were for 
ACS, 57 were for AHF, and 20 were for AAD) and QI measurements varied across articles.

Conclusions: This scoping review provides a comprehensive list of QIs for acute cardiovascular diseases. Our results 
may be helpful to clinicians and organizations seeking to develop QIs for acute cardiovascular care in the future.
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Background
Acute cardiovascular diseases, including acute coro-
nary syndrome (ACS), acute heart failure (AHF), and 
acute aortic dissection (AAD), are common in the gen-
eral population, and are a leading cause of death world-
wide [1, 2]. Nonetheless, well-established care, including 
the emergency system, invasive treatments, and medical 
therapies, has reduced mortality from acute cardiovas-
cular diseases. However, the acute-phase mortality rate 
from acute cardiovascular diseases remains high [3–5]. 

Moreover, the rate of rehospitalization and long-term 
mortality varies worldwide [6, 7].

Measurement of the quality of care through quality 
indicators (QIs) is used to bridge the gap between actual 
and evidence-based care for patients with cardiovascu-
lar diseases. QI sets are commonly developed through 
the following process: literature review, identification 
of domains, and selection of the final QI set through 
a consensus process such as the Delphi method [8]. 
Some studies have shown that an evidence-practice gap 
exists in real-world practice, such as early reperfusion in 
patients with ACS [9, 10]. Furthermore, high attainment 
of the QI set has been associated with lower risk-adjusted 
mortality [9, 10]. Although many QI sets are related to 
acute cardiovascular diseases [11, 12], a comprehensive 
summary is lacking. Additionally, there may be items that 
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are adopted consistently across different QI sets and oth-
ers that are unique.

Scoping reviews are a form of knowledge synthesis that 
incorporates a wide variety of studies to comprehensively 
summarize and synthesize evidence. This scoping review 
aimed to summarize the available evidence on the QIs for 
ACS, AHF, and AAD, and to assess the construction pro-
cess of these QI sets.

Methods
Review of the literature
We conducted a scoping review according to a prede-
fined protocol based on the following five-stage approach 
developed by the Joanna Briggs Institute (JBI): Stage 1, 
identifying the research question; Stage 2, identifying rel-
evant studies; Stage 3, study selection; Stage 4, charting 
the data; and Stage 5, collating, summarizing, and report-
ing the results [13, 14]. This scoping review followed the 
preferred reporting items for systematic reviews and 
meta-analyses extension for scoping reviews statement, 
and adopted established methodological scoping review 
frameworks and recommendations [15–17].

Eligibility criteria
We used the JBI population, concept, and context frame-
work for scoping reviews, to define the inclusion criteria 
[14]. Our scope was existing literature published after 
2000 in which authors built original QIs that focused 
on acute major cardiovascular diseases (ACS, AHF, 
and AAD). All published studies that targeted adult 
(age ≥ 18 years) patients who were hospitalized with 
acute major cardiovascular diseases diagnosed by physi-
cians were extracted. We reviewed the existing literature 
that satisfied the following conditions: (1) QIs including 
any form of quality measures, such as quality metrics and 
performance measures; (2) QIs assessing any compo-
nent of Donabedian’s model, namely, any structure (i.e. 
human resources and hospital equipment), process (i.e., 
diagnosis and treatment), and outcome measurement 
(i.e., patient status) [18]; (3) QIs being used in acute care 
settings; (4) the literature search process (i.e., literature 
review or systematic review); and (5) a predefined QI 
creation process (i.e. Delphi or modified Delphi method, 
or another decision-making process). Studies that 
assessed or validated the QI sets from existing studies 
or guidelines were excluded. The context in this review 
was limited to acute care settings where hospitalization 
occurred; thus, outpatient and chronic care settings were 
excluded. There were no restrictions regarding cultural 
factors, geographic location, race, gender, or particular 
settings.

Search strategy and selection of studies
Following the initial limited search, a systematic search 
was performed across MEDLINE and EMBASE on June 
24, 2021 (Supplementary methods). We also checked 
the reference lists of the included studies, including 
international guidelines for major cardiovascular dis-
eases. Furthermore, we searched the websites of rele-
vant organizations, including the Agency for Healthcare 
Research and Quality, the National Institute for Health 
and Care Excellence, and the Australian Commission on 
Safety and Quality in Health Care. Only the latest article 
was included in the analysis if updated QI sets had been 
reported from the same organization. There were no 
language restrictions. Conference abstracts, systematic 
reviews of secondary data of existing studies which were 
not used for the literature search for QI development, 
and case studies were excluded, following the predefined 
protocol [13].

Two reviewers (KK and YI) independently conducted 
the literature search. Any disagreements on study selec-
tion were resolved through discussion. The reasons for 
the exclusion of studies in the full-review process are pre-
sented in a flow diagram (Fig. 1).

Data extraction and synthesis
Two researchers conducted data extraction using a 
standardized data collection form. First, a summary of 
each study, including the name of the first author, pub-
lication year, study setting (countries of origin), target 
disease, review and consensus-making process, and the 
number of QIs, was created. Second, the details of the 
QIs, including clinical setting, definition of QI, and num-
ber of publications cited, were summarized according to 
the predefined protocol [13]. Any disagreements were 
resolved by discussion, and if this failed, a resolution was 
reached through a third researcher (YM). For diseases 
with a large number of QIs, the most common QIs are 
listed in the Results section, and all items are presented 
in the Supporting Information materials. After a discus-
sion, it was decided that similar QIs would be considered 
as one QI.

Results
Summary of publications
Among the 3112 articles screened, 18 articles reporting 
search and creation processes were included in this scop-
ing review (Fig. 1). Most of the guidelines for each acute 
cardiovascular disease were not included, as they did not 
mention how to create QI sets. Table 1 summarizes the 
characteristics of the included studies. Among the 18 
included articles, 12 were on ACS, five on AHF, and two 
on AAD; one study included QIs for both ACS and AHF 
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[11, 12, 19–34]. Of all articles, 11 articles were published 
in North America, and the number of publications dif-
fered among different years of publication (Fig. 2). Twelve 
articles were published after 2010 [11, 12, 19–25, 30, 33, 
34]. Four studies conducted a systematic review [19, 26, 
33, 34], and most of the studies used literature reviews 
that included a search for existing guidelines or state-
ments. Ten studies used the Delphi or modified Delphi 
method in the QI creation process [11, 19, 22, 24–26, 
28, 29, 32, 34]. Five studies conducted by cardiovascu-
lar societies or a government agency used a consensus-
making process, based on their original protocols [12, 21, 
23, 31]. Furthermore, four studies used expert panel con-
sensus through discussion [21, 27, 31, 33]. We identified 
268 QIs in the 18 evaluates articles, including the dupli-
cations between them: 191 QIs for ACS, 57 QIs for AHF, 
and 20 QIs for AAD.

QIs for ACS
QIs for ACS are listed in Table  2 (QIs mentioned in 
more than half [≥6] of the articles) and S1 Table (all-QI 

list). Most of the QIs (85%, n = 45) were process meas-
ures, and seven (13%) QIs were structural measures. 
The most mentioned measures were “time for primary 
percutaneous coronary intervention (PCI)/timely per-
formed PCI” (n = 9), “beta-blockers prescription for 
patients with reduced left ventricular (LV) function” 
(n = 8), and “angiotensin-converting enzyme inhibi-
tor (ACEi) or angiotensin II receptor blocker (ARB) 
prescription for patients with reduced LV function” 
(n = 8). Most of the process QIs were mentioned in ≤3 
articles, and the process measures varied across stud-
ies and clinical settings (upon admission, acute set-
ting, and during hospitalization/at discharge) (Table 3). 
Recent articles have referred to process measures 
for patient psychological and social factors, such as 
patient-reported health status and patient feedback 
[35]. For outcome measures, mortality or readmission 
were mentioned in seven articles. Among the 54 QIs, 26 
(48%) were mentioned in only one article each. Among 
the structural indicators, the prehospital electrocardio-
gram was the most recommended indicator (n = 3).

Fig. 1 PRISMA flow diagram. PRISMA, Preferred Reporting Items for Systematic Reviews and Meta‑Analyses; QI, quality indicator; ACS, acute 
coronary syndrome; AAD, acute aortic dissection; AHF, acute heart failure
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Quality indications for AHF
QIs for AHF are listed in Table  4 (QIs mentioned in 
more than half [≥3] of the articles) and S2 Table (all-QI 

list). Most QIs (83%, n = 20) were process measures, 
and two (8%) were structural measures. The most 
mentioned measures were “ACEi, ARB, or angiotensin 

Table 1 Summary of publications

QI quality indicator, NICE National Institute for Health and Care Excellence, AHA American Heart Association, CCS Canadian Cardiovascular Society
a A systematic review was defined as a review that included a search strategy

No Author Year Country/region Review process Consensus-making process No. of QIs

Acute coronary syndrome

1 Schiele et al. [11] 2021 Europe Review Modified Delphi method 26

2 Aeyels et al. [19] 2018 Belgium Systematic  reviewa Delphi method 25

3 Jneid et al. [20] 2017 United States Review Defined by AHA guideline 17

4 Quraishi et al. [21] 2016 Canada Review Expert panel consensus 4

5 McNamara et al. [22] 2015 International Review Modified Delphi method 15

6 NICE (government agency) [23] 2014 United Kingdom Review Defined by NICE guideline 6

7 Sun et al. [24] 2011 China Review Modified Delphi method 23

8 Peña et al. [25] 2010 United States Review Modified Delphi method 10

9 Tu et al. [26] 2008 Canada Systematic  reviewa Modified Delphi method 25

10 Watson et al. [27] 2007 United States Review Expert panel consensus 13

11 Idänpään‑Heikkilä et al. [28] 2006 International Review Modified Delphi method 4

12 Tran et al. [29] 2003 Canada Review Modified Delphi method 23

Acute heart failure

1 Heidenreich et al. [12] 2020 United States Review Defined by AHA guideline 8

2 McKelvie et al. [30] 2016 Canada Review Defined by CCS guideline 6

3 Heidenreich et al. [31] 2007 United States Review Expert panel consensus 11

4 Idänpään‑Heikkilä et al. [28] 2006 International Review Modified Delphi method 3

5 Lee et al. [32] 2003 Canada Review Modified Delphi method 29

Acute aortic dissection

1 Hassan et al. [33] 2021 Canada Systematic  reviewa Expert panel consensus 11

2 Yamaguchi et al. [34] 2020 Japan Systematic  reviewa Delphi method 9

Fig. 2 Summary of publication of quality indicators for acute cardiovascular diseases
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receptor neprilysin inhibitor therapy for patients with 
heart failure with reduced ejection fraction (HFrEF)” 
(n = 5) and “beta-blockers prescribed for patients with 
HFrEF” (n = 4). Outcome measures, such as mortal-
ity and readmission, were mentioned in three articles. 
Among the 24 QIs, 15 (60%) were mentioned in one 
article each. Among all the process measures (n = 20), 
17 (85%) were used during the hospitalization / at dis-
charge, and more than half of QIs were mentioned in 
only one article (Table 3).

QIs for AAD
QIs for AAD are listed in Table  5. Two articles men-
tioned QIs for patients with AAD, and there was lit-
tle overlap between the QIs listed in these articles [33, 
34]. More than half of the QIs (58%, n = 7) were pro-
cess measures, and four (33%) were structural meas-
ures. “Annual operation volume for AAD” was the 
sole indicator reported in both articles. One article 
included long-term measures such as follow-up imag-
ing, mortality, and re-intervention. The other article 
included structural measures such as the designation of 
the emergency center and the number of surgeons or 
cardiologists.

Discussion
In this scoping review, we systematically reviewed the 
literature, evaluated the QI-developing process, and 
revealed the details of published QIs for acute cardio-
vascular diseases based on currently available evidence. 
We have revealed the following: (1) few of the articles 
conducted a systematic search with a search strategy; 
(2) there were many QI sets for ACS, but only five for 
AHF and two for AAD; and (3) QI measurements var-
ied across articles, and each study defined its own QI 
measurements.

QI development process
This is the first scoping review to systematically review 
the reporting quality of literature on QIs for acute car-
diovascular diseases. This review revealed that few arti-
cles conducted a systematic search and provided a search 
strategy. Most of the articles on ACS and AHF performed 
a literature review without a search strategy, and per-
formed a review of guidelines and associated litera-
ture. Except for one article [26], all of the literature that 
included systematic reviews was published after 2018. 
This implies that systematic reviews have been increas-
ingly used to screen candidates for QIs in recent years.

Table 2 Commonly adopted quality indicators for ACS

PCI percutaneous coronary intervention, ACS acute coronary syndrome, STEMI ST elevation myocardial infarction, NSTEMI non-ST elevation myocardial infarction, LV 
left ventricular, ACEi angiotensin-converting enzyme inhibitor, ARB angiotensin II receptor blocker, LVEF left ventricular ejection fraction

Quality indicator Clinical setting Donabedian 
framework

Definition of quality indicator 
(representative)

No. of publications [reference]

Aspirin on arrival Upon admission Process Patients were prescribed aspirin 
at arrival/patients with ACS

7 [19, 20, 24, 26–29]

Time for primary PCI/timely 
performed PCI

Acute setting Process Time from first medical contact 
or admission to primary PCI/
timely PCI for STEMI or NSTEMI

9 [11, 20, 21, 23, 24, 26–29]

Time for fibrinolytic therapy Acute setting Process Patients underwent < 10 min 
in case of reperfusion with 
fibrinolysis

6 [11, 20, 24, 26, 28, 29]

Aspirin at discharge During hospitalization / at 
discharge

Process Patients were prescribed aspirin 
at discharge/patients with ACS

6 [19, 20, 24–26, 29]

High‑intensity statins prescrip‑
tion

During hospitalization / at 
discharge

Process Patients were prescribed high‑
intensity statins/patients with 
ACS

7 [11, 19, 20, 24, 26, 27, 29]

Beta‑blocker prescription During hospitalization / at 
discharge

Process Patients were prescribed beta‑
blockers/patients with reduced 
LV function

8 [11, 19, 20, 24–27, 29]

ACEi/ARB prescription During hospitalization / at 
discharge

Process Patients were prescribed ACEi or 
ARBs/patients with reduced LV 
function

8 [11, 19, 20, 24–27, 29]

LVEF assessment During hospitalization / at 
discharge

Process Patients who underwent assess‑
ment of LV function/patients 
with ACS

6 [11, 19, 20, 24, 26, 27]

Mortality or readmission – Outcome Short‑ (30‑day) or long‑term 
mortality for hospitalized 
patients with ACS

7 [11, 21, 22, 24, 26, 28, 29]
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We revealed that most of the studies that used a pre-
defined creation process employed well-established 
methods for QI creation. In original research conducted 
by individual researchers, the Delphi or modified Delphi 
methods were frequently used. Although it is not clear 
which method is best to use, these systematic methods 

for decision making were recommended and widely 
used for QI development in healthcare [36]. In contrast, 
cardiovascular societies, such as the American Heart 
Association, and government agencies and the National 
Institute for Health and Care Excellence, published and 
used methodology papers to develop QIs. Moreover, 

Table 3 Variation of process measures according to the clinical settings in acute coronary syndrome and acute heart failure

QI quality indicator, ECG electrocardiogram, PCI percutaneous coronary intervention, DAPT dual antiplatelet therapy, HFrEF heart failure with reduced ejection fraction, 
ACE angiotensin-converting enzyme inhibitor, ARB angiotensin II receptor blocker, ARNI angiotensin receptor-neprilysin inhibitor, MRA mineralocorticoid receptor 
antagonist

Clinical settings Number of 
publications

Number of 
QIs

Examples of QI

Acute coronary syndrome

Upon admission ≥6 1 Aspirin at arrival

4–5 1 Assessment of cardiovascular risk factors

2–3 4 Assessment of 12 lead ECG, P2Y12 inhibitors before PCI.

1 7 Registration of start of symptoms, assessment of cardiovascular antecedents.

Acute setting ≥6 2 Time for primary PCI/Timely performed PCI, time for fibrinolytic therapy.

4–5 0

2–3 2 Early beta‑blockers use, immediate angiography for cardiac arrest.

1 9 Peri‑procedural admission of morphine or alike, radial access.

During hospitalization / at discharge ≥6 5 Aspirin at discharge, high‑intensity statins prescription.

4–5 3 P2Y12 inhibitors at discharge, cardiac rehabilitation.

2–3 4 Hypertension control, risk stratification with noninvasive stress testing.

1 7 Mention about DAPT duration, provision of nutritional advice.

Acute heart failure

Acute setting ≥3 0

2 1 Chest radiograph or another diagnostic test

1 2 Medical history documentation, physical examination

During hospitalization / at discharge ≥3 4 Beta‑blocker therapy for HFrEF, ACE inhibitor, ARB or ARNI therapy for HFrEF.

2 2 Daily assessment of blood chemistry levels, post‑discharge appointment.

1 11 ARNI therapy for HFrEF, MRA therapy for HFrEF.

Table 4 Commonly adopted quality indicators for acute heart failure

HFrEF heart failure with reduced ejection fraction, ACEi angiotensin-converting enzyme inhibitor, ARB angiotensin II receptor blocker, ARNI angiotensin receptor 
neprilysin inhibitor, LV left ventricular, HF heart failure

Quality indicator Clinical setting Donabedian 
framework

Definition of quality indicator 
(representative)

Number of 
publications 
[reference]

Beta‑blocker therapy for HFrEF During hospitalization / at discharge Process Patients prescribed beta‑blocker 
therapy/patients with HFrEF

4 [12, 28, 31, 32]

ACE inhibitor, ARB or ARNI therapy 
for HFrEF

During hospitalization / at discharge Process Patients prescribed ACEi, ARB, or ARNI 
therapy/patients with HFrEF

5 [12, 28, 30–32]

Assessment of LV function During hospitalization / at discharge Process Patients who underwent assessment 
of LV function/patients with HF

3 [30–32]

Patient education During hospitalization / at discharge Process Percentage of patients with HF and 
family members who received educa‑
tion regarding HF management

3 [30–32]

Short or long‑term mortality or 
readmission

– Outcome The proportion of mortality or HF 
readmission within 30 days or 1 year 
after discharge

3 [28, 30, 32]
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these methods were also used for other cardiovascular 
diseases.

Number of articles according to each cardiovascular 
disease
We found that the number of reports varied according to 
cardiovascular disease. There were more articles on ACS 
than on AHF and AAD. QIs for ACS have been reported 
for a longer period, and the list of QIs reported in the 
guidelines (American Heart Association/American Col-
lege of Cardiology or European Society of Cardiology) 
has been updated depending on the care situation [35, 
37–40]. Compared to ACS and AHF, all articles on AAD 
were published after 2020 [33, 34]. The number of QI sets 
may differ because the prevalence of ACS and AHF was 
higher, and QI sets for ACS and AHF have been reported 
since the 2000s; therefore, there was a large number of 
relevant studies. Additionally, the literature listed in our 
study was used for the assessment of the variation of care 
and showed the association with better outcome in other 
studies [41–43]. However, AAD is critical but infrequent, 
which explains the small number of relevant studies; 
thus, the validation of QI sets in AAD was limited.

Variation of QI measurements for each cardiovascular 
disease
We found that QI measurements for each acute car-
diovascular disease varied across articles. Most of the 
various QI measurements were categorized as process 
measurements. This finding is consistent with those of 
previous reviews on non-cardiovascular diseases [44, 45]. 
The QI measurements in our study were used in a vari-
ety of situations (upon admission, acute setting, during 
hospitalization / at discharge). Moreover, they included 
various factors, such as patient assessment, medical and 
surgical treatment, clinical tests, and patient education. 
In a recent update, novel QI measurements, such as the 
dual antiplatelet therapy duration and patient Quality of 
Life, were established as new QIs for ACS. This shows 
that emphasis is placed on both the acute and chronic 
care for patients with ACS. In addition, although we sum-
marized outcome measures as a single category accord-
ing to disease, outcome measures included a wide variety 
of definitions of the follow-up period and readmission 
outcomes, including ACS, AHF, and other causes.

Among all QI measurements, the most mentioned 
were “time for primary PCI/timely performed PCI” for 
ACS and “ACEi, ARB, or angiotensin receptor neprilysin 

Table 5 Quality indicators for AAD

TEVAR thoracic endovascular aortic repair, CT computed tomography, AAD acute aortic dissection, TEE transesophageal echocardiography, MRI magnetic resonance 
imaging

Quality indicator Clinical setting Donabedian 
framework

Definition of quality indicator 
(representative)

Number of 
publications 
[reference]

Aortic dissection team – Structure Presence of a dedicated institutional aortic dis‑
section team

1 [33]

Emergency center – Structure Designation of emergency center 1 [34]

Annual volume (open surgery or TEVAR) – Structure Number of operations (open surgery or TEVER) 
per hospital or per surgeon

2 [33, 34]

No. of cardiovascular surgeons/cardiologists – Structure Number of cardiovascular surgeons/board‑
certified cardiologists

1 [34]

Emergency computed tomography Acute setting Process Patients who underwent emergency CT/AAD 
patients

1 [34]

Time to diagnosis/operation room Acute setting Process Time from presentation to diagnosis/time from 
diagnosis to operation room

1 [33]

Use of hypothermic circulatory arrest Acute setting Process Use of cardiopulmonary bypass technique 
involving cooling, stopping blood circulation, 
and antegrade brain perfusion

1 [33]

Intraoperative TEE Acute setting Process Patients who underwent intraoperative TEE/AAD 
patients who underwent operative treatment

1 [34]

Blood pressure control by arterial line Acute setting Process Patients who underwent arterial line/AAD 
patients

1 [34]

Beta‑blocker use Acute setting Process Beta‑blocker use/AAD patients 1 [34]

1‑ year follow‑up imaging Chronic setting Process Number of performed CT/MRI studies with 
contrast /AAD patients

1 [33]

Short and long‑term mortality/stroke/re‑inter‑
vention

– Outcome Risk‑adjusted 30‑day or 1‑year mortality/30‑day 
stroke/1‑year re‑intervention following repair of 
type A AAD

1 [33]
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inhibitor therapy for patients HFrEF” for AHF. These 
measurements have been reported since 2000, and a con-
sensus was made on their use because most evaluated 
articles reported the same measurements. Commonly 
adopted QIs, shown in Table 2 for ACS and in Table 4 for 
AHF, were mentioned in more than half of the evaluated 
articles; these QIs are widely recommended in clinical 
settings.

We also found that there was wide variation in relation 
to the study setting (year of publication and country), 
QI construction process, and selection of QIs, among 
the different articles included in our study. Our scoping 
review did not focus on exploring the reasons underly-
ing such variations; however, differences in literature 
searches, treatment strategies, patient backgrounds, and 
regional characteristics in each clinical setting may play 
a role in the variation of QIs. In this study, we provided 
a comprehensive list of QIs for acute cardiovascular dis-
eases and clarified the commonly mentioned QIs for ACS 
and AHF. These consensus QI lists based on the assess-
ment of the QI development process could be informa-
tive in the development of future QIs. Additionally, the 
use of commonly mentioned QIs may lead to improved 
outcomes related to the management of cardiovascular 
diseases.

Study limitations
This study had several limitations. First, we did not evalu-
ate the quality of the QI development methodologies 
because there are no established tools for such evalua-
tion. However, we assessed a part of the QI development 
process and whether systematic search with search for-
mulas and established QI creation processes were used. 
Second, QI sets were created according to the clinical 
setting, and we did not evaluate the creation process in 
detail. Finally, this was a scoping review with a synthesis 
approach, and we did not perform a detailed analysis of 
each original publication.

Conclusion
This scoping review explicated the QI-making process 
and details of the currently published QIs for acute car-
diovascular diseases. The study revealed that few of the 
articles conducted a systematic search using a search 
strategy, QI measurements varied across articles, and 
most QI sets were for ACS. We studied the most reported 
QIs, and the findings from this study will be useful to cli-
nicians and organizations seeking to develop QI sets for 
acute cardiovascular care in the future.

Abbreviations
ACS: acute coronary syndrome; AHF: acute heart failure; AAD: acute aortic 
dissection; QI: quality indicator; JBI: Joanna Briggs Institute; PCI: percutaneous 

coronary intervention; LV: left ventricular; ACEi: angiotensin‑converting 
enzyme inhibitor; ARB: angiotensin II receptor blocker; HFrEF: heart failure with 
reduced ejection fraction.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12913‑ 022‑ 08239‑0.

Additional file 1: S1 Appendix. MEDLINE (PubMed) search strategy. S2 
Appendix. EMBASE (Dialog) search strategy. S1 Table. All quality indica‑
tors for acute coronary syndrome. S2 Table. All quality indicators for acute 
heart failure.

Acknowledgements
None.

Authors’ contributions
KK drafted the manuscript. KK, YI, YT, AS, and MN contributed toward the 
protocol design and plan. KK, YT, AH, and TS developed the search strategy. All 
authors read, provided feedback, and approved the final manuscript.

Funding
This research was funded by a grant from the Labor Research Grant (Grant 
Number: 21FA1012) from the Ministry of Health, Labour and Welfare, Japan.

Availability of data and materials
All data generated during this research are incorporated in the article and its 
online supplementary material.

Declarations

Ethics approval and consent to participate
This study did not need approval for an ethics committee.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Medical and Health Information Management, National Cer‑
ebral and Cardiovascular Center, Kishibe Shinmaci 6‑1, Suita, Osaka 564‑8565, 
Japan. 2 Department of Nephrology and Dialysis, Kyoritsu Hospital, Kawanishi, 
Japan. 3 Systematic Review Peer Support Group (SRWS‑PSG), Osaka, Japan. 
4 Department of Respiratory Medicine, Ichinomiyanishi Hospital, Aichi, Japan. 
5 Nara Medical University Library, Nara, Japan. 6 Open Innovation Center, 
National Cerebral and Cardiovascular Center, Osaka, Japan. 

Received: 2 April 2022   Accepted: 23 June 2022

References
 1. GBD. Causes of death collaborators, global, regional, and national 

age‑sex specific mortality for 264 causes of death, 1980‑2016: a sys‑
tematic analysis for the global burden of disease study 2016. Lancet. 
2017;390:1151–210.

 2. Roth GA, Huffman MD, Moran AE, Feigin V, Mensah GA, Naghavi M, et al. 
Global and regional patterns in cardiovascular mortality from 1990 to 
2013. Circulation. 2015;132:1667–78.

 3. McManus DD, Gore J, Yarzebski J, Spencer F, Lessard D, Goldberg RJ. 
Recent trends in the incidence, treatment, and outcomes of patients with 
STEMI and NSTEMI. Am J Med. 2011;124:40–7.

 4. Arrigo M, Jessup M, Mullens W, Reza N, Shah AM, Sliwa K, et al. Acute 
heart failure. Nat Rev Dis Primers. 2020;6:16.

https://doi.org/10.1186/s12913-022-08239-0
https://doi.org/10.1186/s12913-022-08239-0


Page 9 of 10Kanaoka et al. BMC Health Services Research          (2022) 22:862  

 5. Evangelista A, Isselbacher EM, Bossone E, Gleason TG, Eusanio MD, 
Sechtem U, et al. Insights from the international registry of acute aortic 
dissection: a 20‑year experience of collaborative clinical research. Circula‑
tion. 2018;137:1846–60.

 6. Rosselló X, Huo Y, Pocock S, Van de Werf F, Chin CT, Danchin N, et al. 
Global geographical variations in ST‑segment elevation myocardial 
infarction management and post‑discharge mortality. Int J Cardiol. 
2017;245:27–34.

 7. Ambrosy AP, Fonarow GC, Butler J, Chioncel O, Greene SJ, Vaduganathan 
M, et al. The global health and economic burden of hospitalizations for 
heart failure: lessons learned from hospitalized heart failure registries. J 
Am Coll Cardiol. 2014;63:1123–33.

 8. Fink A, Kosecoff J, Chassin M, Brook RH. Consensus methods: characteris‑
tics and guidelines for use. Am J Public Health. 1984;74:979–83.

 9. Rossello X, Medina J, Pocock S, Van de Werf F, Chin CT, Danchin N, 
et al. Assessment of quality indicators for acute myocardial infarction 
management in 28 countries and use of composite quality indicators for 
benchmarking. Eur Heart J Acute Cardiovasc Care. 2020;9:911–22.

 10. Cunningham LC, Fonarow GC, Yancy CW, Sheng S, Matsouaka RA, 
DeVore AD, et al. Regional variations in heart failure quality and out‑
comes: get with the guidelines‑heart failure registry. J Am Heart Assoc. 
2021;10:e018696.

 11. Schiele F, Aktaa S, Rossello X, Ahrens I, Claeys MJ, Collet JP, et al. Update of 
the quality indicators for acute myocardial infarction: a position paper of 
the Association for Acute Cardiovascular Care: the study group for quality 
indicators from the ACVC and the NSTE‑ACS guideline group. Eur Heart J 
Acute Cardiovasc Care. 2021;2020(10):224–33.

 12. Heidenreich PA, Fonarow GC, Breathett K, Jurgens CY, Pisani BA, Pozehl 
BJ, et al. 2020 ACC/AHA clinical performance and quality measures for 
adults with heart failure: a report of the American College of Cardiology/
American Heart Association task force on performance measures. J Am 
Coll Cardiol. 2020;76:2527–64.

 13. Kanaoka K, Iwanaga Y, Tsujimoto Y, Shiroshita A, Suzuki T, Nakai M, et al. 
Quality indicators for acute cardiovascular diseases: protocol for scoping 
review; 2021. Available from: protocols.io. Accessed 20 July 2021.  https:// 
doi. org/ 10. 17504/ proto cols. io. bvy9n 7z6.

 14. The Joanna Briggs institute. The Joanna Briggs institute reviewers’ manual 
2015: methodology for JBI scoping reviews; 2015. Available from: https:// 
nursi ng. lsuhsc. edu/ JBI/ docs/ Revie wersM anuals/ Scopi ng‑. pdf. Adelaide: 
The Joanna Briggs Institute. Accessed 3 Aug 2021.

 15. Tricco AC, Lillie E, Zarin W, O’Brien KK, Colquhoun H, Levac D, et al. 
PRISMA extension for scoping reviews (PRISMA‑ScR): checklist and expla‑
nation. Ann Intern Med. 2018;169:467–73.

 16. Colquhoun HL, Levac D, O’Brien KK, Straus S, Tricco AC, Perrier L, et al. 
Scoping reviews: time for clarity in definition, methods, and reporting. J 
Clin Epidemiol. 2014;67:1291–4.

 17. Tricco AC, Lillie E, Zarin W, O’Brien K, Colquhoun H, Kastner M, et al. A 
scoping review on the conduct and reporting of scoping reviews. BMC 
Med Res Methodol. 2016;16:15.

 18. Donabedian A. Evaluating the quality of medical care. Milbank Mem 
Fund Q. 1966;44(Suppl):166–206.

 19. Aeyels D, Sinnaeve PR, Claeys MJ, Gevaert S, Schoors D, Sermeus W, et al. 
Key interventions and quality indicators for quality improvement of 
STEMI care: a RAND Delphi survey. Acta Cardiol. 2018;73:518–27.

 20. Jneid H, Addison D, Bhatt DL, Fonarow GC, Gokak S, Grady KL, et al. 
2017 AHA/ACC clinical performance and quality measures for adults 
with ST‑elevation and non‑ST‑elevation myocardial infarction: a report 
of the American College of Cardiology/American Heart Association 
task force on performance measures. Circ Cardiovasc Qual Outcomes. 
2017;10:e000032.

 21. Quraishi AU, Lambert LJ, Madan M, Gong Y, Forsey A, Galbraith D, et al. 
Quality of care for percutaneous coronary intervention: development 
of Canadian cardiovascular society quality indicators. Can J Cardiol. 
2016;32:1570–3.

 22. McNamara RL, Spatz ES, Kelley TA, Stowell CJ, Beltrame J, Heidenreich P, 
et al. Standardized outcome measurement for patients with coronary 
artery disease: consensus from the international consortium for health 
outcomes measurement (ICHOM). J Am Heart Assoc. 2015;4:e001767.

 23. National Institute for Health and Care Excellence. Nice guidance: second‑
ary prevention after a myocardial infarction—quality standard [QS99]; 
2015. https:// www. nice. org. uk/ guida nce/ qs99. Accessed 3 Aug 2021.

 24. Sun H, Liu M, Hou S. Quality indicators for acute myocardial infarction 
care in China. Int J Qual Health Care. 2011;23:365–74.

 25. Peña A, Virk SS, Shewchuk RM, Allison JJ, Williams OD, Kiefe CI. Validity 
versus feasibility for quality of care indicators: expert panel results from 
the MI‑plus study. Int J Qual Health Care. 2010;22:201–9.

 26. Tu JV, Khalid L, Donovan LR, Ko DT. Canadian cardiovascular outcomes 
research team / Canadian cardiovascular society acute myocardial 
infarction quality Indicator panel/Canadian cardiovascular society acute 
myocardial infarction quality Indicator panel. Indicators of quality of care 
for patients with acute myocardial infarction. CMAJ. 2008;179:909–15.

 27. Watson K, Fung CH, Budoff M. Quality indicators for the care of ischemic 
heart disease in vulnerable elders. J Am Geriatr Soc. 2007;55:S366–72.

 28. Idänpään‑Heikkilä UM, Lambie L, Mattke S, McLaughlin V, Palmer H, Tu JV. 
Selecting indicators for the quality of cardiac care at the health system 
level in Organization for Economic co‑Operation and Development 
countries. Int J Qual Health Care. 2006;18:39–44.

 29. Tran CT, Lee DS, Flintoft VF, Higginson L, Grant FC, Tu JV, et al. CCORT/
CCS quality indicators for acute myocardial infarction care. Can J Cardiol. 
2003;19:38–45.

 30. McKelvie RS, Heckman GA, Blais C, Cox JL, Ezekowitz JA, Gong Y, et al. 
Canadian cardiovascular society quality indicators for heart failure. Can J 
Cardiol. 2016;32(1038):e5–9.

 31. Heidenreich PA, Fonarow GC. Quality indicators for the care of heart 
failure in vulnerable elders. J Am Geriatr Soc. 2007;55:S340–6.

 32. Lee DS, Tran C, Flintoft V, Grant FC, Liu PP, Tu JV, et al. CCORT/CCS quality 
indicators for congestive heart failure care. Can J Cardiol. 2003;19:357–64.

 33. Hassan A, Ouzounian M, Dagenais F, El‑Hamamsy I, Moon MC, Pozeg Z, 
et al. Development of quality indicators for the management of acute 
type a aortic dissection. Can J Cardiol. 2021;2100291‑9:S0828–282X.

 34. Yamaguchi T, Nakai M, Sumita Y, Miyamoto Y, Matsuda H, Inoue Y, et al. 
Impact of structural and process quality indicators on the outcomes of 
acute aortic dissection. Eur J Cardiothorac Surg. 2020;58:1281–8.

 35. Bonow RO, Bennett S, Casey DE Jr, Ganiats TG, Hlatky MA, Konstam MA, 
et al. ACC/AHA clinical performance measures for adults with chronic 
heart failure: a report of the American College of Cardiology/American 
Heart Association task force on performance measures (writing commit‑
tee to develop heart failure clinical performance measures) endorsed by 
the Heart Failure Society of America. J Am Coll Cardiol. 2005;46:1144–78.

 36. Boulkedid R, Abdoul H, Loustau M, Sibony O, Alberti C. Using and report‑
ing the Delphi method for selecting healthcare quality indicators: a 
systematic review. PLoS One. 2011;6:e20476.

 37. Krumholz HM, Anderson JL, Bachelder BL, Fesmire FM, Fihn SD, Foody JM, 
et al. ACC/AHA 2008 performance measures for adults with ST‑elevation 
and non‑ST‑elevation myocardial infarction: a report of the American 
College of Cardiology/American Heart Association task force on perfor‑
mance measures (writing committee to develop performance measures 
for ST‑elevation and non‑ST‑elevation myocardial infarction) developed 
in collaboration with the American Academy of family physicians and 
American College of Emergency Physicians endorsed by the American 
Association of Cardiovascular and Pulmonary Rehabilitation, Society for 
Cardiovascular Angiography and Interventions, and Society of Hospital 
Medicine. J Am Coll Cardiol. 2008;52:2046–99.

 38. Krumholz HM, Anderson JL, Brooks NH, Fesmire FM, Lambrew CT, Lan‑
drum MB, et al. ACC/AHA clinical performance measures for adults with 
ST‑elevation and non‑ST‑elevation myocardial infarction: a report of the 
American College of Cardiology/American Heart Association task force 
on performance measures (writing committee to develop performance 
measures on ST‑elevation and non‑ST‑elevation myocardial infarction). 
Circulation. 2006;113:732–61.

 39. Schiele F, Gale CP, Bonnefoy E, Capuano F, Claeys MJ, Danchin N, et al. 
Quality indicators for acute myocardial infarction: a position paper of the 
acute cardiovascular care association. Eur Heart J Acute Cardiovasc Care. 
2017;6:34–59.

 40. Writing Committee Members, Bonow RO, Ganiats TG, Beam CT, Blake K, 
Casey DE Jr, et al. ACCF/AHA/AMA‑PCPI 2011 performance measures for 
adults with heart failure: a report of the American College of Cardiol‑
ogy Foundation/American Heart Association task force on performance 
measures and the American Medical Association‑physician consortium 
for performance improvement. J Am Coll Cardiol. 2012(59):1812–32.

 41. Bebb O, Hall M, Fox KAA, Dondo TB, Timmis A, Bueno H, et al. Perfor‑
mance of hospitals according to the ESC ACCA quality indicators and 

https://doi.org/10.17504/protocols.io.bvy9n7z6
https://doi.org/10.17504/protocols.io.bvy9n7z6
https://nursing.lsuhsc.edu/JBI/docs/ReviewersManuals/Scoping-.pdf
https://nursing.lsuhsc.edu/JBI/docs/ReviewersManuals/Scoping-.pdf
https://www.nice.org.uk/guidance/qs99


Page 10 of 10Kanaoka et al. BMC Health Services Research          (2022) 22:862 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

30‑day mortality for acute myocardial infarction: national cohort study 
using the United Kingdom myocardial Ischaemia National Audit Project 
(MINAP) register. Eur Heart J. 2017;38:974–82.

 42. Zhong Q, Gao Y, Zheng X, Chen J, Masoudi FA, Lu Y, et al. Geographic 
variation in process and outcomes of care for patients with acute 
myocardial infarction in China from 2001 to 2015. JAMA Netw Open. 
2020;3:e2021182.

 43. Schiele F, Gale CP, Simon T, Fox KAA, Bueno H, Lettino M, et al. The 2020 
ESC‑ACVC quality indicators for the management of acute myocardial 
infarction applied to the FAST‑MI registries. Eur Heart J Acute Cardiovasc 
Care. 2021;10:207–15.

 44. Chiew KL, Sundaresan P, Jalaludin B, Chong S, Vinod SK. Quality indicators 
in lung cancer: a review and analysis. BMJ Open Qual. 2021;10:e001268.

 45. Maes‑Carballo M, Gómez‑Fandiño Y, Reinoso‑Hermida A, Estrada‑López 
CR, Martín‑Díaz M, Khan KS, et al. Quality indicators for breast cancer care: 
a systematic review. Breast. 2021;59:221–31.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	Quality indicators for acute cardiovascular diseases: a scoping review
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Review of the literature
	Eligibility criteria
	Search strategy and selection of studies
	Data extraction and synthesis

	Results
	Summary of publications
	QIs for ACS
	Quality indications for AHF
	QIs for AAD

	Discussion
	QI development process
	Number of articles according to each cardiovascular disease
	Variation of QI measurements for each cardiovascular disease
	Study limitations

	Conclusion
	Acknowledgements
	References


