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BACKGROUND AND AIMS: Patients with decompensated
cirrhosis (DC) have significant morbidity and resource utili-
zation. In a cohort of patients with DC undergoing usual
care (UC) in 2009, we demonstrated that quality indicators
(QI) were met <50% of the time. We established a gastroen-
terology mandatory consultation (MC) to improve the care
of patients with DC. We sought to evaluate the impact of
the MC intervention on adherence to QI, and compared out-
comes to UC.

METHODS: This was a prospective cohort study with his-
toric control examining all admissions in a year for DC at an
academic medical center. All admissions were seen by a
gastroenterologist encouraged to implement QIs (MC).
Scores were calculated for each group per admission as
the proportion of QIs met versus QIs for which the patient
was eligible. QI scores were examined as a function of
group assignment multivariable fractional logit regression.

We evaluated the impact of the intervention on compliance
with QIs, length of stay (LOS), 30-day readmission, and
inpatient death.

RESULTS: Three hundred three patients were observed in
695 hospitalizations (149 patients in 379 admissions [UC];
154 patients in 316 admissions [MC]). The QI score was sig-
nificantly higher in the MC group than the UC group (77.0%
vs 46.0%, P<0.001), reflecting better management of asci-
tes and documentation of transplant evaluation. The man-
agement of variceal bleeding improved also but did not
reach statistical significance.

CONCLUSION: The MC intervention was associated with
greater adherence to recommended care but was not
powered to detect difference in LOS, readmission, or mor-
tality rates. Journal of Hospital Medicine 2015;10:236–241.
VC 2014 Society of Hospital Medicine

Decompensated cirrhosis (DC) is defined as cirrhosis
with at least 1 of the following complications: ascites,
hepatocellular carcinoma, bleeding from portal hyper-
tension, or hepatic encephalopathy. Patients with DC
have a median survival estimated at 2 years compared
to the 12-year median survival of compensated cir-
rhotics.1 In an era where quality of hospital care is
being measured, and where progress is being made in
the management of several conditions including con-
gestive heart failure and nosocomial infections, little
attention has been paid to DC. The burden of chronic
liver failure is clear in the United States, where DC
leads to more than 150,000 annual admissions to the
hospital and accounts for 40,000 deaths annually.2

This burden of disease spurred quality improvement
efforts in 2010, when a team of experts identified a
set of literature-based parameters or quality indicators

(QI) for patients with cirrhosis.3 We have demon-
strated that adherence to these indicators fell far short
of desired targets.4 A year before their publication, an
overall compliance of <50% with these metrics was
measured at a single medical center.

We sought to improve the quality of care for patients
with DC through implementation of mandatory consul-
tation (MC) with a gastroenterologist for all patients
admitted with DC. We assessed whether MC was associ-
ated with better care and improved outcomes (hospitali-
zation length of stay [LOS], 30-day readmission, and
inpatient mortality) when compared to usual care (UC).4

MATERIALS AND METHODS
Design, Setting, and Patients

We conducted a cohort study comparing adherence to
QI and outcomes of patients admitted with DC after the
institution of an MC to a historical cohort of patients
managed with UC (ie, before MC, adherence to QI for
this group has been reported elsewhere).4 Both cohorts
included all patients aged >18 years with DC admitted
to Baystate Medical Center, a tertiary care medical cen-
ter in western Massachusetts. The UC cohort was col-
lected between January 1, 2009 and December 31,
2009, and the MC cohort was assembled between June
1, 2011 and June 30, 2012.

*Address for correspondence and reprint requests: Rony Ghaoui, MD,
Division of Gastroenterology, Baystate Medical Center, 759 Chestnut St.,
S2606, Springfield, MA 01199; Telephone: 413-794-3570; Fax: 413-794-
8828; E-mail: rony.ghaoui@bhs.org

Additional Supporting Information may be found in the online version of
this article.

Received: August 19, 2014; Revised: November 20, 2014; Accepted:
December 7, 2014
2014 Society of Hospital Medicine DOI 10.1002/jhm.2314
Published online in Wiley Online Library (Wileyonlinelibrary.com).

236 An Official Publication of the Society of Hospital Medicine Journal of Hospital Medicine Vol 10 | No 4 | April 2015



As previously reported,4 patients were considered
for inclusion in the historical cohort if their Interna-
tional Classification of Diseases–Ninth Revision dis-
charge code pertained to chronic liver disease (see
Supporting Information, Appendix 1, in the online
version of this article). This list was broad by design
to identify all patients with decompensated cirrhosis.
A gastroenterologist (R.G.) then manually extracted
charts from electronic medical records (EMRs) using a
set of predefined clinical criteria, the same in both
cohorts, to identify the patients with DC: cirrhosis
with concomitant ascites, hepatic encephalopathy, or
gastrointestinal (GI) bleeding secondary to portal
hypertension. Other types of decompensated states,
such as hepatocellular carcinoma, were not included
as their management was not detailed in the QI.3

We included patients with suspected or established
cirrhosis who had ascites confirmed radiographically
or by exam, noting shifting dullness or fluid wave.
However, patients were excluded if they lacked suffi-
cient peritoneal fluid for bedside or image-guided par-
acentesis. Cirrhotic patients were defined as having
hepatic encephalopathy if the patient had altered men-
tal status not secondary to seizures, cerebrovascular
accident, or alcohol withdrawal. Finally, gastrointesti-
nal bleeding in cirrhotic patients was defined as any
upper or lower bleeding prompting hospital admis-
sion, or identified in the medical record as clinically
significant by the attending physician.

The same QIs were measured in both cohorts. From
the QI set,3 we selected the 16 QIs that would apply
to the management of inpatients (see Supporting
Information, Appendix 2, in the online version of this
article). Indicators developed for outpatient settings
were not included. A quality score was calculated for
each admission, defined as the proportion of QIs met
divided by the number of QIs for which the patient
was eligible. For example, a patient with hepatic ence-
phalopathy but without GI bleeding or ascites would
have a score calculated as the number of QIs met for
hepatic encephalopathy and documentation of trans-
plant evaluation divided by 3 (2 QIs for hepatic ence-
phalopathy and 1 QI for transplant evaluation). If the
patient met both QIs for hepatic encephalopathy, but
the consultant failed to address liver transplant eligi-
bility, the score would be 2/3 5 0.666.

After the institution of the MC, all inpatients with
DC were identified within 24 hours of admission by a
gastroenterologist (R.G., D.D.), who manually
reviewed on a daily basis all admissions from EMRs.
An author (R.G.) would then contact the admitting
team (hospitalist or resident) to make sure that a gas-
troenterology consult was called and would then
obtain the QI by manual extraction from the EMRs.

Of the 16 gastroenterologists who work at the hos-
pital, 12 of them belong to several private practice
groups, whereas 4 are employed by the hospital. As
part of the intervention, all gastroenterologists were

made aware of the intervention 1 month before the
starting date, were provided with a checklist of the
QIs of interest, and were encouraged to work with
the hospitalist attendings to achieve compliance with
the QIs. We reminded the gastroenterologists of the
ongoing study during routine division meetings and
regularly sought feedback from the hospitalists

The MC consisted of a systematic consultation by a
gastroenterologist: any identified patient with DC
would generate a mandatory GI consultation and
would be assigned to a specialist depending on the
roster coverage for that day. A close monitoring of
the process allowed us to confirm that all patients
admitted with DC were seen by a gastroenterologist.
Patients were followed until their discharge, death, or
readmission to our institution during the study period.

Outcomes

The primary outcome was defined as the rate of
adherence to the QIs and overall QI score expressed
as a proportion as noted above. Secondary outcomes
included in-hospital mortality, LOS, and 30-day read-
mission rate. These parameters were abstracted from
the medical record.

Covariates

The hospital EMR (Cerner Corporation, North Kan-
sas City, MO) was used to extract patient demo-
graphic parameters such as gender, race, language,
and age at time of admission. Other admission-level
details were extracted from the EMR including Model
for End-Stage Liver Disease (MELD) scores, docu-
mented comorbidities (including substance abuse, psy-
chiatric diagnosis, diabetes mellitus, renal failure,
congestive heart failure, coronary artery disease, and
cancer), underlying etiology for cirrhosis, and reason
for admission.

The study was approved by Baystate Medical Cen-
ter’s institutional review board.

Statistical Analysis

Summary statistics for outcomes and covariates were
calculated as means/standard deviations (SDs),
medians/interquartile range, and proportions. Univari-
able statistics (unpaired t tests, 1-way analysis of var-
iance, Fisher exact test, Spearman correlation) were
used to identify possible demographic (eg, age, race)
and clinical (eg, admission complaint) predictors of
quality score and with 30-day outcomes. For each
admission, a composite quality score, also known as
an opportunity model score,5,6 was calculated as a
fraction (ie, the number of QIs met divided by the
total number of possible QIs indicated by the patient’s
presentation). This fraction was then multiplied by
100 so as to express the QI score as a percent. Possi-
ble scores, therefore, ranged from 0 to 100%.

Calculation of the 30-day incidence proportion of
readmission after the first admission was restricted to
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patients whose readmission occurred in this hospital,
and occurring up to 30-days before study closure
(June 1, 2012). In-hospital death was examined as a
function of QI score during that admission. To derive
an unbiased, risk-adjusted estimate of the association
between quality score and outcomes, multiple linear
regression (opportunity model score [OMS], LOS) or
multiple Poisson regression models (30-day readmis-
sion, in-hospital death) were built. These included a
dummy variable for the study period, as well as any
potential confounder that was associated at P� 0.10,
with both study period and the outcome in univari-
able analyses. Robust standard errors were specified
to account for multiple admissions within patients.
Marginal means or proportions were then estimated
with 95% confidence intervals derived using the delta
method. All analyses were performed using Stata 12.1
for Windows (StataCorp, College Station, TX).

RESULTS
A total of 303 patients were observed in 695 hospital-
izations;149 patients in 379 admissions were observed
in the UC cohort, and 154 patients in 316 admissions
were observed in the MC cohort. Baseline demo-
graphics of all study admissions appear in Table 1.
Patients seen in the MC cohort were younger, more
likely to speak English, and less likely to be male or
have comorbid diabetes mellitus. Most admissions

(n 5 217, 57.2%; 95% confidence interval: 52.3%-
62.3%) were not evaluated by a gastroenterologist in
the UC cohort but all were in the MC cohort.

Admission Characteristics

The baseline clinical measures of all study admissions
appear in Table 1. The UC and MC cohorts had simi-
lar characteristics, with the majority of patients with
DC admitted for a gastrointestinal/hepatology-related
reason specifically for the management of ascites and
hepatic encephalopathy. The patients in the MC
cohort had a statistically higher MELD score on
admission, which was not clinically relevant.

Quality Measures

Adherence to individual quality indices is shown in
Table 2.

Ascites

The management of ascites yielded 3 main differences
between the 2 cohorts. Following the implementation
of the MC, 82.2 % (111/135) of ascites-related admis-
sions led to a diagnostic paracentesis as compared to
39.9% (77/193) in the UC group (P<0.001).

In the MC cohort, 75.8% (47/62) of admissions
with known portal hypertension–related ascites who
received a paracentesis had an ascites cell count
checked. In contrast, only 14.4% (15/104) in the UC
group receiving paracentesis had a fluid cell count
(P< 0.001). The management of ascites in patients
with normal renal function was optimal, with sodium
restriction and diuretics combination in 66.4% (81/
122) of the MC cohort, whereas this parameter in the
UC cohort was only 30.6% (57/186) (P<0.001).
There were no significant differences between the
groups for the other QIs.

Variceal Bleeding

The MC group had a higher frequency of endoscopy
within 24 hours of admissions than the UC group
(91.2% [52/57] vs 76.9% [60/78], respectively;
P< 0.04). The rest had endoscopy later in the admis-
sion. Among admissions with bleeding from varices,
banding was done 93.8% of the time for patients in
the MC group (30/32), which was not statistically dif-
ferent than 87.0% (40/46) for patients seen in the UC
group. In the remaining admissions, endoscopy only
revealed nonbleeding large esophageal varices, and the
endoscopist opted not to proceed with therapy. There
were no statistically significant differences in the rest
of the management.

Hepatic Encephalopathy

For hepatic encephalopathy, an empirical treatment
was given to 95.3 % (144/151) patients in the UC
group and 94.7% (107/113) of the patients in the MC
group. We found better documentation of a search for
underlying etiologies leading to hepatic encephalopathy

TABLE 1. Patient Characteristics

UC, N 5 379,

N (%) or Mean/SD

MC, N 5 316,

N (%) or Mean/SD P Value*

Age, y 55.3/12.1 53.3/13.6 0.05
English speaking 261 (68.9%) 261 (82.6%) <0.001
Male 251 (66.2%) 163 (53.5%) 0.001
Race <0.001

White 301 (79.4%) 262 (82.9%)
Black 31 (8.2%) 40 (12.7%)
Asian 16 (4.2%) 0 (0.0%)
Other 31 (8.2%) 14 (4.4%)

Comorbidities
Substance 75 (19.8%) 58 (18.4%) 0.70
abuse
Psychiatric 123 (32.5%) 103 (32.9%) 0.94
Diabetes mellitus 175 (45.4%) 115 (36.5%) 0.02
Renal failure 74 (19.3%) 55 (17.4%) 0.50
CHF 38 (10.0%) 24 (7.6%) 0.35
CAD 26 (6.9%) 17 (5.4%) 0.43
Cancer 48 (12.7%) 40 (12.7%) 1.00

Admission MELD 15.6/6.9 17.0/7.0 0.006
Serum creatinine 1.43/1.94 1.42/1.30 0.91
Reason for admission

Hepatology/GI 318 (83.9%) 257 (81.3%) 0.42
Renal failure 85 (22.4%) 90 (28.5%) 0.08
Encephalopathy 151 (39.3%) 113 (34.9%) 0.24
GI bleed 78 (20.5%) 57 (18.0%) 1.00
Abdominal pain 116 (30.7%) 114 (36.2%) 0.15
Ascites 246 (64.9%) 185 (58.5%) 0.10

NOTE: Abbreviations: CHF, congestive heart failure; CAD, coronary artery disease; GI, gastrointestinal;
MELD, Model for End-Stage Liver Disease; SD, standard deviation; UC, usual care. *Independent samples t
test (continuous), Fisher exact (categorical).
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in the MC cohort 85.8% (97/113) versus the UC
cohort, which was only 53.6% (81/151) (P< 0.001).

Evaluation for Liver Transplantation

Better documentation of evaluation for liver trans-
plantation was seen in the MC group 73.6% (231/
316) in comparison to the UC group 29.4% (111/
379) (P< 0.001).

Opportunity Score and Clinical Outcomes

As detailed above, care provided during the MC
achieved a higher compliance with the QI shown with
the QI score or OMS (Table 3). These improvements
were not associated with statistically significant differ-
ences in in-hospital death, LOS, or 30-day readmis-
sion. To explore this further we also examined the
direct association between the OMS and outcomes in
the MC group by dividing patients into 2 groups:
patients whose OMS was �80% and those whose
OMS was <80% (see Supporting Information, Appen-
dix 4, in the online version of this article). Although
there were trends toward decreased in-hospital death
(6.4% vs 8.6%, P 5 0.26), increased 30-day readmis-
sion (33.8% vs 23.0%, P 5 0.27), and decreased LOS

(6.2 days vs 6.6 days, P 5 0.77), none of these differ-
ences achieved statistical significance.

Mandatory Consultation Subgroups: Employed
Versus Private Physicians

The type of employment of the gastroenterologist on
consultation (employed by the hospital vs private prac-
tice) affected the management of the patients admitted
with DC (see Supporting Information, Appendix 3, in
the online version of this article). Patients seen by a
hospital-employed gastroenterologist were more likely
to have a better documentation in regard to evaluation
for liver transplantation and better management of
ascites. Except for the prescription of antibiotics in
patients presenting with GI bleeding, which were more
often given by the employed physician (63% vs 23%,
P 5 0.004), the management of hepatic encephalopathy
and GI bleeding was similar between employed and
private-practice physicians.

DISCUSSION
In this evaluation of an MC intervention for patients
with DC cared for at a large tertiary academic medi-
cal center, we found that the implementation of a rou-
tine consultation by a gastroenterologist led to greater

TABLE 2. Percent Quality Indicators Met per Admission by Indication

Condition (Denominator) Quality Indicator (Numerator) UC (n 5 379), Met/Indicated MC (n 5 316), Met/Indicated P Value

Admissions with ascites
1 Admissions to the hospital because of ascites or encephalopathy. Diagnostic paracentesis during admission. 77/193, 39.9%, (32.9%, 46.9%) 111/135, 82.2% (75.7%, 88.8%) <0.001
2 No fibrinolysis or disseminated intravascular coagulation before

paracentesis INR <2.5, >100,000 platelets.
No fresh frozen plasma or platelet replacement given. 36/37, 97.3% (91.8%, 103.0%) 41/42, 97.6% (92.8%, 102.4%) 1.00

3 All admissions with diagnostic paracentesis (not limited to
admissions for ascites or hepatic encephalopathy).

Cell count differential, total protein, albumin,
and culture/sensitivity all performed.

31/49, 63.3% (49.3%-77.3%) 46/72 63.9% (52.7%, 75.0%) 1.00

4 Admissions with known portal hypertension-related ascites
receiving a paracentesis.

Ascitic fluid cell count and differential performed. 15/104, 14.4% (7.6%- 21.3%) 47/62, 75.8% (63.2%, 88.4%) <0.001

5 Serum sodium �110 mEq/L. Fluid restriction and discontinuation of diuretics. NA NA NA
6 Polymorphonuclear count of �250/mm3 in ascites. Empiric antibiotics, �6 hours of results. 10/13, 76.9% (50.4%- 103.4%) 16/20, 80.0% (60.8%, 99.2%) 1.00
7 Ascitic fluid, total protein �1.1 gm/dL, serum bilirubin �2.5 mg/dL. Prophylactic antibiotics. 4/12, 33.3% (2.0%- 64.6%) 18/30, 60.0%, (41.4%, 78.6%) 0.18
8 Normal renal function. Salt restriction and diuretics

(spironolactone and loop diuretics).
57/186, 30.6%, (24.0%- 37.3%) 81/122, 66.4%, (57.9%, 74.9%) <0.001

Total ascites subscore, mean/SD 30%/36% 67%/34% <0.001
GI bleeding
9 Admissions with GI bleeding: variceal and nonvariceal,

hematemesis and melena.
Upper endoscopy �24 hours of presentation. 60/78, 76.9% (67.4%, 86.4%) 52/57, 91.2% (83.7%, 98.8%) 0.04

10 Esophageal varices (active, stigmata of recent bleeding,
or no other causes to explain bleeding).

Endoscopic variceal ligation/sclerotherapy. 40/46, 87.0% (76.8%-97.1%) 30/32, 93.8% (84.9%, 100.0%) 0.46

11 Admissions with established/suspected upper GI bleeding. Antibiotics within 24 hours of admission. 27/69, 39.1% (27.3%- 50.9%) 26/58, 44.8% (31.6%, 58.0%) 0.59
12 Admissions with established/suspected variceal bleeding. Somatostatin/octreotide given within 12 hours

of presentation.
53/69, 76.8%, (66.6%- 87.0%) 49/58, 84.5% (73.8%, 95.2%) 0.37

13 Recurrent bleeding within 72 hours of initial endoscopic hemostasis. Repeat endoscopy or transjugular intrahepatic
portosystemic shunt.

5/5 100% 2/3, 66.7% (276.8%, 210.0%) 0.38

Total GI subscore, mean/SD 61%/38% 74%/28% 0.04
Liver transplantation
14 Admissions with MELD �15 or MELD �15 and

decompensated status (ie, all admissions in our study).
Documented evaluation for liver transplantation. 112/379, 29.6% (24.9%- 34.2%) 231/316, 73.6% (68.7%, 78.5%) <0.001

Hepatic encephalopathy
15 Admissions with hepatic encephalopathy. Search for reversible factors documented. 81/151, 53.6% (45.6%- 61.7 %) 97/113, 85.8% (79.4%, 92.3%) <0.001
16 Admissions with hepatic encephalopathy. Oral disaccharides/ rifaximin. 144/151, 95.3% (91.9 %- 98.7 %) 107/113, 94.7% (90.7%. 98.69%) 1.00
Total encephalopathy subscore, mean/SD 75%/28% 90%/24% <0.001

NOTE: Abbreviations: GI, gastrointestinal; INR, International Normalized Ratio; MELD, Model for End-Stage Liver Disease; SD, standard deviation; UC, usual care.
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adherence to recommended care processes when com-
pared to UC. Overall, the management of ascites and
the documentation of evaluation for liver transplanta-
tion were statistically superior in the intervention
(MC) group. UC and MC were similar with respect to
treatment of variceal bleeding and hepatic encephalop-
athy. Although we did not demonstrate changes in
mortality, readmission, or LOS as a result of the MC
intervention, our study was underpowered to detect
clinically meaningful effects.

The gaps in care of patients with cirrhosis were
reported before and after the publication of the formal
QIs.7–10 These gaps remain relevant in the face of an
increasing prevalence of DC along with a recent publi-
cation suggesting an underestimation of the burden of
liver disease in the United States.11 Ours is the first
study to evaluate the impact on inpatients with DC of
a liver service with a systematic, mandatory, specialist
consultation. A previous study12 had shown that a GI
consultation would improve the care of patients with
DC, but excluded patients with variceal bleeding, did
not specifically measure the compliance with QIs, and
more important, the GI consult was not mandatory.

Our study has several limitations that must be con-
sidered while weighing its findings. The patients were
not randomly assigned but followed a pre-established
distribution depending on the call schedule. Some of
the improvement we noted might be the result of secu-
lar trends; however, this remains unlikely given the
lack of national initiatives or pay for performance
programs. In the UC cohort, patients who were non–
English-speaking were associated with a lower QI
score, which could account for part of the improve-
ment seen in the MC group that has a more promi-
nent English-speaking cohort. Readmissions could
have occurred at other hospitals, and patients were
not monitored in an outpatient setting. We did not
observe a change in the secondary outcomes (30-day
readmission, LOS, in-hospital death); however, our
study was underpowered for that purpose. Given the
complexity of the billing process we did not collect
the costs of the MC, which is another limitation of
our work. Future studies are needed to determine the
cost-effectiveness of the intervention.

This study shows that a dedicated team of physi-
cians focused on compliance with QIs can achieve a

rapid improvement, over a year, in providing higher-
quality care. This may be relevant at other institu-
tions. The strength of our study is that our large terti-
ary academic medical center serves a large catchment
area, with a mix of patients from both rural and
urban communities. It is located in Massachusetts,
where most of the population has had access to
healthcare since 2006. Therefore, although this is a
single-center study, we expect our findings to be more
generalizable and less subject to selection bias than
other single-center studies.

Importantly, the compliance with QIs was often far
from being perfect in the MC group and was different
across type of employment of providers, reflecting the
challenges in changing practice among physicians.13 In
fact the QI scores of the private practice group did
not change, and mirror the compliance observed at
our institution in the previous study, before the imple-
mentation of the MC.4 The difference in performance
according to the type of employment of providers
stems from 2 factors. First, a better documentation of
the need of formal evaluation for liver transplantation
by the employed gastroenterologists resulted in better
compliance with this QI. Second, and more important,
among the employed physicians, there was a readiness
to assist the hospitalist with diagnostic/therapeutic
paracentesis without relying on, for example, an inter-
ventional radiologist. This is reflected by the higher
score in the management of ascites. Although our
study was not designed to answer this directly,
employed physicians may have been more engaged in
the project and showed a greater willingness to
change practice. In the future, linking reimbursement
to quality of care will lead to improved accountability
of consultants.

In this study we show that a direct involvement of
a gastroenterologist improves the care of inpatients as
measured by QIs. We theorize that a better coordina-
tion of the transition to outpatient care involving the
specialist should lead to better outcomes, specifically a
reduction in the 22% observed readmission rate
within 30 days of patients with DC.14,15 As we move
forward, a broader definition of outcomes should be
addressed, taking into account patient-related out-
comes and preferences.16 Future studies should define
the relationship between the gastroenterologist and

TABLE 3. Outcomes

Unadjusted Adjusted*

UC MC Difference UC MC Difference

Opportunity model score 0.46 0.77 10.31 (0.24, 0.39) 0.46 0.77 10.30(0.23, 0.37)
In-hospital death 7.1% 8.5% 11.4 (20.3, 15.6) 7.5% 7.9% 10.4% (24.0%, 14.5%)
Readmission within 30 days 39.6% 32.6% 27.0% (216.4%, 12.5%) 40.0% 31.8% 8.2%(218.0%, 11.5%)
Length of stay 6.1d 6.2d 10.1d (21.0 d, 11.2 d) 6.1d 6.2d 10.1d (21.0 d, 11.2d)

NOTE: Abbreviations: MC, mandatory consultation; MELD, Model for End-Stage Liver Disease; UC, usual care. *Quality indicators score adjusted for baseline MELD and age. In-hospital death adjusted for baseline MELD score
and ascites-related admission. Thirty-day readmission adjusted for baseline MELD score and race. Length of stay adjusted for baseline MELD ascites-related admission.
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the hospitalist service, the role of physician assistants
and nurse practitioners in implementing and monitor-
ing compliance with QIs, and define how physicians
and patients can be made accountable in the transition
to the outpatient setting.
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