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Background

Quality improvement and research necessitates
accurate and reliable data. From 1993- 2014,
we utilized over 40 clinical staff to abstract STS
data. It became more difficult to educate staff
with the increasing number of fields collected
and increasing case volumes (Graphs 1 and 2).
Unfortunately, audits of our center’s data in 2013
by our statewide gquality collaborative revealed
significant gaps in data quality.

We evaluated efforts to redesign our data
collection system, including centralizing data
abstraction and conducting monthly audits, to
Improve our center’s data quality.
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Methods

In June 2014, we centralized the data
abstraction process to one dedicated nurse
abstractor, with an additional nurse abstractor
hired April 2015. A quality manager was hired In
2014 to oversee data quality.

Surgeons continued to abstract selective
operative fields.

Data abstraction guidelines were created to
specify consistent data sources from the
electronic medical record (e.g. weight, risk
factors, preoperative medications).

V2.81 Data Abstraction Guidelines

2.8 SegNo (Short Name |[Field-CviIS ~  [Source #1 Source #2 ce #3 Abstraction
335|WeightKg Weight Centricity Anesthesia Record |Ribbon Digitial Feed
330|HeightCm Height Centricity Anesthesia Record |Ribbon Digitial Feed
355|FHCAD Family History CAD Senice Admission H&P Referring H&P Datamanager
360|Diabetes Diabetes Senice Admission H&P Referring H&P Lab values tamanager
365|DiabCtrl Control Senice Admission H&P Referring H&P tamanager
585|CreatLst Creatinine Results Review-Lab values Referring H&P Datamanager
375|Dialysis Renal Failure - Dialysis Senice Admission H&P Referring H&P Datamanager
380|Hypertn Hypertension Senice Admission H&P Referring H&P Datamanager
390(InfEndTy Infectious Endocarditis Type Senice Admission H&P Referring H&P Results Review-Lab Datamanager

values
400|TobaccoUse |Tobacco Use Senice Admission H&P Referring H&P IP Nursing Adm Datamanager
Summary
405(ChrLungD Lung Disease Senice Admission H&P Results Review-PFT Referring H&P or Datamanager
Media-PFT
410|ChrLungDType Results Review-PFT Senice Admission H&P |Pulmonary Consult Datamanager
415(PFT PFT Results Review-PFT Media-OSH PFT tamanager
420,425|FEV1, DLCO (FEV1, DLCO Results Review-PFT tamanager
460(SIpApn Sleep Apnea Senice Admission H&P Referring H&P tamanager
465(Pneumonia Pneumonia Senice Admission H&P Referring H&P Datamanager
470|IVDrugAb IV Drug Use Senice Admission H&P Referring H&P IP Nursing Adm Datamanager
Summary
75|Depression Depression Senice Admission H&P Referring H&P tamanager
480|Alcohol Alcohol Use Senice Admission H&P Referring H&P IP Nursing Adm Datamanager
Summary
485(LiverDis Liver Disease Senice Admission H&P Referring H&P tamanager
490(ImmSupp Immunocom promise Senice Admission H&P Referring H&P MAR Datamanager
495| MediasRad Mediastinal Radiation Senice Admission H&P Referring H&P Consults Datamanager
500| Cancer Cancer Senice Admission H&P Referring H&P Consults tamanager
505|PVD Peripheral Arterial Disease Senice Admission H&P Referring H&P DVU or CT tamanager
(PAD)
525|CVvD Cerebrovascular Disease Senice Admission H&P Referring H&P Consults Datamanager

530/540/56 |CVA/CVDTIA |CVAI/TIA/carotid stent Senice Admission H&P Referring H&P Datamanager
545|CVDCarSten |CVD Carotid Stenosis Results Review-DVU Media-Carotid dopplers Datamanager

565-640 Labs Results Review-Lab Values Media -Labs Datamanager

775-795 POCPCI Previous PCI Senice Admission H&P Referring H&P Cath report (Media) Datamanager
805|POC Other Previous Cardiac Senice Admission H&P Referring H&P Operative Note Datamanager

(Media)
885-890 PrevMli Previous Ml Senice Admission H&P Referring H&P Progress notes Datamanager
Consults Results Review-Lab Results Review-EKG |Datamanager
Values

After the process change, a contracted auditor
audited 100 charts (V2.81) to determine
baseline discrepancies. Discrepant fields were
discussed with local abstractors to achieve
agreement on definitions.

In Fall 2015, the quality manager began
monthly local audits of abstracted data, and
providing feedback to the local abstractors.

Results

The contracted auditor identified performance
gaps in several pre-operative and procedure
flelds. After discussion and agreement on
definitions, the Risk Factors, Cardiac Status and
Procedure sections improved the percent of
zero discrepancies by 35%, 24% and 20%
respectively (Graph 3).
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Our statewide quality collaborative audit In
2015 also improved, with only 3.2 deductions
per case (Table 1).

Table 1
Avg # Deductions
Collaborative Audit per Case
2008 23
2013 24.7
2015 3.2

As a result, our STS national audit in 2016
revealed only 2.2 discrepancies per case.

Conclusion

The restructuring of our data abstraction
process, including dedicated nurse abstractors,
was associated with an improvement in data
accuracy. Discrepancies continue to persist,
albeit to a smaller degree.

Continued enhancement includes working with
clinical staff to improve medical record
documentation and the importance of capturing
risk factors.

The support we receive from our statewide
guality collaborative has been a key to
Improved data accuracy. This support includes
guarterly meetings, audits and salary funding.

Efforts to maximize accuracy and reliability are
challenged by the increased
comprehensiveness of the STS Adult Cardiac
Database.
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MEDICINE on Mortality and Morbidity after Cardiothoracic Surgery
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UPMC LIFE Two Model Comparison of the Predictive Ability of the 5 Meter Walk and Grip Strength Tests

T T T

METHODS RESULTS SUMMARY

» Slow gait speed was a predictor of

| | ~ iIncreased mortality and morbidity
The cohort consisted of 1026 patients Procedure Types » More than half of the patients in this when added to a previously published
undergoing coronary artery bypass or valve cohort had undergone isolated coronary model using 7 core risk factors.

replacement or repair surgery (excluding artery bypass.

BACKGROUND TAVR) between 2011-2017 who completed

the 5 meter walk and/or grip strength tests.

Study Population Figure 1

» However, 1t did not add incremental
value to a model with the STS risk

» The remainder of patients received valve
replacement/repair or a combination of

Percentage

| | procedures. Score.
> UPMC Is a quaternary referral academic Table 1. Summary of Patient Characteristics ™ MV [ pvR o v v Repair S Weak : h added |
. . . . . . . Patient Factors Overall (N=1026) CAB AVR MV Repair|AVR + CAB| Replace + N Key: CAB=coronary artery bypass, AVR=aortic valve replacement, ea. grlp Strengt a e ﬂO Va. Ue aS
institution with high co-morbid risk Replace cap | Reploce | +ChAB A Y AR R P . . L
orofiles Age, MeTn((s).D.) 669((11.7)) T T o . : 5 : ; : Mv=mitral valve a predictor of mortality or morbidity In
- Male, Vol. (%o 698 (68% Vol| 590 172 33 126 14 8 35 48 I
BMI, Mean (S.D.) 30.1 (6.3) ~ : either model.
Comorbid conditions, Vol. (%)
' ' Diabetes 467 (46%) Gait Speed Grip Strength
» The Soclety of Thor_amc Surgeons (STS) i pertonsion 007 (3556) r p p g .
encourages CO”eCtlon Of 5 meter Walk [P)YS”pl\i/Idlemia 22? EgSO/A); Table 2. Incremental Value of Gait Speed to Core Risk Factors on Table 4. Incremental Value of Grip Strength to Core Risk Factors on
- . ror % . . .y ) . .
tests on patlents u ndergO| ng Prior CHE, N=501* 147 (29%) Outcomes of Mortality and Majr Morbdlty - . Outcomes of Mortality and Maor Mor:d:ty . . C O N C L U S I O N
. . 0 0 - Model without Gait Speed Model with Gait Speed Model without Grip Strength| Model with Grip Strength
cardiothoracic surgery. EI\TSOt@ Stenos gi (g;’) ol Variable OR (95% Cl) P-value|  OR (95% CI) P-Value| [variable OR(95%CI) |P-Value] OR(95%CI) |P-Value _
VA ?\|ng8*9”05'3 o ( - ) fofl Age >80yrs 2.10(1.31,3.36) | 0.002 | 1.95(1.07,2.36) | 0.032 | |Age=>80yrs 1.79(.89,3.59) | 0.101 | 1.80(0.90,3.63) | 0.097 The 5 meter walk and grip Strength fests
, N= (14%) o Male .80 (.55,1.17) 0.252 I .90 (.60,1.33) 0.586 Male 0.74 (0.45,1.22) | 0.235 I 0.86 (.49,1.54) | 0.617 dded dicti t0 the STS
- - - Previous cardiac surgery 134 (13%) M Previous cardiac surger 1.48 (.90,2.42) 0.123 1.45 (.88,2.38) 0.143 Previous cardiac surger 1.16 (.55,2.47) 0.698 1.18 (0.55,2.51) | 0.671 a e no rediclive ower 10 e
> UPMC Implemented a bllateral grlp Chronic lung disease 280 (27%) 48 LVEF < 40% = 1.71 (1.11,2.64) 0.016 I 1.66 (1.07, 2.57) 0.023 LVEF < 40% = 1.93 (1.12, 3.31) 0.017 I 1.91 (1.11,3.29) 0.019 risk model pThIS su peStS that the STS
141 i — * % Left main stenosis = 50 .71 (.44,1.13) 0.148 .68 (.42,1.09) 0.109 Left main stenosis = 50 0.81 (0.45,1.47) 0.495 0.79 (.435,1.43) 0.439 .
Strength teSt aS an addltlonal measure Of Depression, N=s01 110 (22%) LCE Urgtentvs. ;Iective 1.67 (1.09,2.55) 0.018 | 1.50 (.97, 2.32) 0.065 Urgtentvs. I:Iective 1.74 (0.90,3.34) 0.097 | 1.76 (0.91,3.38) 0.092 . gg
fra”ty T\f) Nonisolated CABG 1.88 (1.23,2.87) 0.004 | 1.81(1.18,2.78) 0.006 Nonisolated CABG 1.68 (0.94,3.03) 0.082 | 1.67(0.93,3.00) 0.089 rlSk mOdel alOne continues to be a rObUSt
] IS8 Gait speed=>6s - - 1.59 (1.07,2.36) 0.021 Grip<25% body weight - - 1.35(.76,2.38) 0.307 - - P
- o redictor of mortality and morbidit
5M Walk & Grip Strength Tests 3 > Gait speed was an independent predictor of mortality > Grip strength was not an independent predictor of !‘Oollowin Cardiothoracig/sur or y
OBJ ECT'VE _ .. _ 8 and major morbidity after adjusting for 7 core risk mortality and major morbidity after adjusting for 7 g gery.
Slow gait speed was Indicated by taking >6 factors identified in the literature. core risk factors identified in the literature.
Seconds tO Walk 5 mete rS’ Whlle g I p aCore risk factors were previously identified in Afilalo et al. (2010) Journal of the American College of Cardiology, 56(20):1668-76.
] ] ' Key: OR=0dds Ratio, Cl=Confidence Interval, LVEF=left ventricular ejection fraction
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An Interdisciplinary Approach to 100% Medication Compliance

Stephanie Kish, RN, BSN, CPHQ; Michael Kuzman, MPA, PA-C;
Bonnie Sutton RN, BSN, MHR; Kimberly Chipps RN, BSN

Abstract

Background

Specific evidence-base medications in patients undergoing coronary artery
bypass grafting (CABG) procedures are measured and reported by The
Society of Thoracic Surgeons (STS) Adult Cardiac database. An STS
medication compliance review at a tertiary academic medical center noted
performance of only 93.85% In Isolated CABG procedures. A strategy was
developed to increase compliance to 100%.

Methods

Interventions began in stages beginning in October 2016 with concurrent
preoperative reviews by the data manager. The data manager would
notify the appropriate clinician based upon process failure. If a medication
was ordered but not given, the bedside RN was contacted. If no
medication was ordered the appropriate provider was notified depending
on patient’s location. Mini root cause analyses were conducted with a mid-
level provider on any near miss case. In December 2016, a checklist of
evidence-based medications was added to the discharge summary. Order
set revisions, including appropriate medications, were completed in March
2017.

Raw rates were reviewed and compared for 12 rolling months prior to
October 1, 2016 and 6 months post. Medication failures were defined as
any individual undergoing a CABG who did not receive all of the required
perioperative medications (preoperative beta blockade, discharge anti-
platelet, anti-lipid and beta blockade).

Results

Pre-intervention review noted 93.85% (12/195) compliance. Post-
Intervention noted 100% (0/126) compliance. Utilizing Fisher’s exact test,
a two-tailed P value equal to 0.0042 was noted.

Conclusions

An Interdisciplinary approach with concurrent review and technological
Interventions achieved 100% adherence to evidence-base medication
administration.

wWVJU

Introduction

Evidence-based medication administration has been shown to
decrease morbidity and mortality among patients undergoing
Isolated CABG procedures.

Multiple disciplines are responsible for appropriate medication
administration.

Alms

Increase medication administration compliance.

Institute process measures to ensure appropriate medications
received.

Increase reporting and communication of any missed opportunities
Or near misses.

Methods

Chart Review

- Morning of surgery data manager record review.

- RN contacted for any medication not
documented including home medications taken
day prior to procedure without time notation.

= Anesthesia notified If no beta-blocker received
prior to arriving in the OR.

Order sets

- Order sets adjusted to include preoperative beta-blocker as
a scheduled medication. Previously appeared on the PRN
medication list.

Discharge Checklist

- During this hospitalization did the patient have an AMI,
PCI/PTCA, STENT or Isolated CABG? Yes and Is being
discharged on the following regimen:

- ASA: Yes/No/Contraindicated (reason)
- Beta Blocker: Yes/No/Contraindicated (reason)

: ACE1/ARB: Yes, No, No EF>=409%0,
Contraindicated (reason)

: Statin: Yes, No, Contraindicated (reason)

. Antiplatelet (Plavix, Brilinta, Effient): Yes, No,
Contraindicated (reason)

- Spironolactone Indicated (Heart Failure): Yes, No
(reason)

: Mini-Route Cause Analysis

: Data manager intervention took place.
: Conflicting documentation.

a Measurement of results

. Fisher’'s exact test, two-tailed P value obtained.

Results

Percent Compliance P value = 0.0002

Start of Intervention

Q4 2015 Q12016 Q22016 Q32016 Q42016 Q12017 Q22017

Considerations

Time and resources are two considerations when attempting concurrent
Intervention. Data managers must have the time to review and intervene
prior to the procedure or discharge. Support by information technology for
electronic medical health record interventions need to be available. An
advanced practice professional champion is also important in order for
route cause analysis to be meaningful and to assist with implementation
of interventions.

Conclusion

- Medication compliance was achieved.

- Process measures were Iinstituted to ensure appropriate medications
were received.

- Communication and reporting of near misses increased.

Correspondence: Stephanie Kish, RN, BSN, CPHQ

304-598-4000 ext. 77898

Disclosure: Authors of this presentation have nothing to disclose concerning
possible financial or personal relationships with commercial entities that may have a
direct or indirect interest in the subject matter of this presentation.
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OBJECTIVE

An analysis of STS data revealed that the
leading cause of hospital readmission
following coronary artery bypass grafting in
Michigan was ‘Other-Related’. With a
statewide guality initiative to reduce
readmissions after CABG, we sought to
understand the specific reasons associated
with ‘Other-Related’ and ‘Other-NonRelated’
readmissions.

30%

MSTCVS
2015 - 2016
Leading Reasons for CABG Readmissions

Other CHF Other
Related NonRelated

METHODS

1,089 CABG readmissions from
January 18, 2015 - December 315t, 2016
were analyzed.

34% (378/1,089) were coded as either
‘Other-Related’ or ‘Other-NonRelated’ in our
State database.

Arrhythmia/HB  Pleural Effusion Pneumonia PE

Data Managers from all 33 cardiac surgery
programs in Michigan provided specific
reasons for the 378 ‘Other’ readmissions.

Specific reasons were recategorized using
new v2.9 readmission reason choices.

For the MSTCVS Cardiac Surgery Quality Collaborative

RESULTS CONCLUSIONS

4 N
378/1,089 (34.7%)

CABG Readmissions
coded as ‘Other’

269 = Related
109 = NonRelated

231/338 (68.3%)
Could be categorized
more specifically with the
addition of new v2.9
readmission reasons

. J

*Wound, Other

* Gl Issue

Other, Related

* Blood Pressure

Syncope

Exacerbation of Pre Condition
* Electrolyte Imbalance

* Chest Pain, noncardiac
UTI

* Mental Status Changes
Anemia

* Sepsis

Dehydration

Other, Non-Related

* Pericarditis / Post Cardiotomy Synd
Trauma / Fall

* Transfusion

* Renal Insufficiency
Glycemic Control

* Failure to Thrive

* Depression / Psych Issue
* Angina

* Aortic Complication

338/1,081 (31.3%)
readmissions remaining
In ‘Other’ category
242 = Related
96 = NonRelated

4 ™
8/378 (2.1%)
Incorrectly coded and
changed to
‘No Readmission’

\. y,
4 A

Unlocking the Mystery of ‘Other’ Readmissions
IS v2.9 the Key?

Melissa Clark RN, Patty Theurer RN, Jaelene Williams RN, David Grix CCP, Richard L. Prager MD

r

370/1,081 (34.2%)
Readmissions remaining
in ‘Other’ category
265 = Related
105 = NonRelated

~N

r

32/370 (8.6%)
Changed from ‘Other’ to
an existing v2.81
readmission reason after
data manager
education

~N

“ |
\.

o
=

With the addition of new v2.9 readmission
reasons, our statewide ‘Other’ readmission
rate could potentially decrease from 31.3%
to 10%, providing more insight for focused

guality improvement efforts

5% 10%

*Indicates new v2.9 Readmission Reason

20% 25%

Blue Cross

Blue Shield

Blue Care Network
of Michigan

Nonprofit corporations and independent licensees
of the Blue Cross and Blue Shield Association

31.3% of CABG readmissions in Michigan
are categorized as ‘Other’, making it difficult
to focus quality improvement efforts.

68.3% (231/338) of ‘Other’ readmissions In
Michigan could be specifically categorized
with the addition of new v2.9 readmission
reasons.

The largest percentage of ‘Other’
readmissions were due to sternal wound
complications.

Sharing this information with cardiac surgery
teams offers insight into areas of focus for
reducing hospital readmissions following
cardiac surgery.

This analysis identified areas of opportunities
for data manager education and improved
data abstraction.

Support for Michigan Society of Thoracic and Cardiovascular Surgeons Quality
Collaborative is provided by Blue Cross and Blue Shield of Michigan and Blue
Care Network as part of the BCBSM Value Partnerships program. Although
Blue Cross Blue Shield of Michigan and MSTCSV Quality Collaborative work
collaboratively, the opinions, beliefs and viewpoints expressed by the author do
not necessarily reflect the opinions, beliefs and viewpoints of BCBSM or any of
its employees.

For more information about the
MSTCVS Quality Collaborative and its
guality initiatives, please contact the

MSTCVS Coordinating Center:
734-998-5918

The authors of this poster have nothing to disclose
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|Isolated CABG Discharge Documentation Improvement

Author(s): Jen Tung, RN; Michael Argenziano, MD; Lisa Gengo, PA-C; Debra Hollenberg, RN; Paul Kurlansky, MD;

Elaine Hui-Martinez, RN; Irene Prudente, RN; Cindy Smith, RN; Samantha Nemeth, MPH
NewYork-Presbyterian Hospital / Columbia University Medical Center

f, NewYork-Presbyterian

Background:

 Akey performance measure of the STS CABG
Composite Quality Rating involves the administration of
specific medications endorsed by the National Quality
Forum. The scoring of the CABG Medications domain
Impacts the overall composite score for CABG, which is
used In national analyses and benchmarking by STS as
well as voluntary public reporting by individual
participants. Historically, NewYork-Presbyterian/
Columbia has earned one star for this domain, with a
composite score of two stars.

Method:

e A multidisciplinary team of cardiac surgeons, analysts,
guality specialists, software engineers, and senior
hospital management worked together to identify
potential solutions.

o Definitions for the data fields were identified and
reviewed with the team. We identified the Discharge
Summary as the best location for creating a structured
change.

 The Discharge Summary note was redesigned and
Implemented. In-services were held with clinical
providers to educate them on the changes.

Isolated CABG

STS

Benchmark

2016

ab 99 119 117 109 106
Preoperative Beta Blockade Therapy: Percent of fa&.6% 62.6% 68.0% 91.4% 986.9° 86.59%
lsolated CABG patients who recewved Beta Blockers 95 2%
within 24hrs preceding surgery. (NQFT) = i g5 0R 0 23
3N 986.9% 0% 0% 0% 1%
Beta Blockers @ Discharge: Fercent of lsolated CABG H6. 3% : oo oo oo A1
. . 98 _b%
patients who were discharged on Beta Blockers. (NQF)
o 93 113 111 104 102
. 986.9% 0% 0% 0% 99.0%
Anti-lipid Treatment @ Discharge: Fercent of lsolated 97 7o J1.5% : oo oo oo -
CABG patients who were discharged on a statin. (NQF) 0
o 91 113 111 105 104
Anti-platelet @ Discharge: Fercent of Isolated CABG 97 .b% 100.0% 100.0% 100.0% 99.1% 98.1%
patients who were discharged on ASA andfor ADF 95_3%
inhibitor. (NQF®) a1 95 117 116 106 103

Results:

 Providers are reminded of the discharge medication requirements upon entering the structured note and are now able to document

exact reasons for contraindications.

 Our 2016 Harvest 4 report for Isolated CABGs awarded us two stars for Medications.

e Our composite Is now three stars.

Conclusion/Next Steps:

A multi-disciplinary approach that elicits the cooperation and engagement of multiple team members working together to identify a
solution Is an effective tool for Quality Improvement. Having clear communication and a template with hard stops not only helps with

data abstraction, but acts as a reminder for documentation reguirements.

 Data managers will now focus on consistent reinforcement of documentation needs to ensure that providers continue to adhere to
guality charting. Furthermore, guarterly efforts will be made to educate new staff on the importance of clinically accurate medication

documentation.

*The authors have no disclosures




Five-year Review of Post Left Ventricular Assist Device Outcomes in Relation to Body Mass Index

OChsner'g Sylvia M. Laudun, DNP, MBA, RN, CPHQ, P. Eugene Parrino, MD, Michael J. Bates, MD, Sapna V. Desai, MD, Aditya Bansal, MD
Health System Ochsner Medical Center, New Orleans, LA

ntroduction

Highest percentage of neurological events, 22% was in normal weight patients (n=51)

Results (continued)

Obesity is discussed using the patient’s current body

0 Neurol | Event ; ; _— . .
mass index (BMI) during screening for bridge to 2. Highest percentage of deV|coe malfunction, _40_/o was in _ob_ese cl_ass 2 patients (n=15) - eurological Events o 2 Device Malfunction N 3 Driveline Exit Site Infection
transplant (BTT) and destination therapy (DT) for left 3. g\lz clgs)se?hhgg O;a rate of 12% or less for driveline exit site infections, except obese-class - N .
ventricular assist device (LVAD) implantation n=z) with 5U% _ _ _ '
. Medical community assumes patients with BMIs >35 4. 1-year survival for normal weight patients was 71%, while obese-class 2 and obese- 15% 30% o
are at an increased risk for complications post device class 3 were 93% and 100% respectively 20% -
s . . . . 10%
implantation 5. All BMI classifications demonstrated a median weight gain range of 5.6%-12.1% at 12- 20%
month follow-up 5% o i i 10% i
Project Purpose: 6. 22% of normal weight patients (n=51) went on to heart transplantation, while only 7% o O oot oremmt Oven ot Oometess oo s o = == bqbqs —
TO analyze the relatlonShIp Of pre-operatlve BMI On pOSt- from Obese-C|aSS 2’ and O% from Obese-CIaSS 3 U:E:::E:;IC’:T;::I":EIE:IFOT(E :AlieTT':tr‘lSIEnt ISC:]eEmIC:tl::S:kCIESSZ e Il?eeqvlf::gi:::r:;:/o,ljhs:j::cehc:efdlnut;;z::roT;:\:::::;I:22’;2:?&2?1:::::;?':93"
operative outcomes during 12-month follow-up at a The percentage of postoperative outcomes did not differ by BMI group (p>0.05)
large transplant center : _
Demograpth Data U“dem::‘earSun{ivalR_a.ti::mBarl 5 Percentageofo_igz;:EFati,ll'llng?::from Implant to 6 Heart Transplantation by 12-Month Follow-up
Overweight ~—#—— Obese - Class 1 14.0% 25%
. Normal . Obese Class | Obese Class Obese 00 Obese - Class 2 Severs Obesity - Class 3
M et h O d S Parameter Underweight Weight Overweight | 2 Class 3 Total - 11 [ ] 12.0% 20%
g 10.0%
) ) ) n 2 51 67 45 15 2 182 - 15%
Design: Retrospective review BMI, median 17.2 22.7 27.6 32.2 36.5 38.5 28.0 ‘ [
Sample: N=182 Age, yr median 50.5 55.0 57.0 54.0 43.0 38.5 55 ‘ - 10%
. . . 0, 0, 0, 0, 0, 0, 0, 0, 4.0%
Included: Primary implantation of LVAD between October 2010 sle (‘o/")’ 1{50%) 39(76%) | 52(78%) | 27(60%) | 9(60%) | 0(0%) | 128(70%) | |° I J J s i
to September 2016 with a 12-month follow-up review White 1(50%) 32 (63%) 34 (51%) 24 (53%) 8 (53%) 0 (0%) 99 (54%) 0‘4., 0.0% -— N — .
Excluded: Pediatric patients; LVAD exchange patients Black 1(50%) 18(35%) | 33(49%) | 21(47%) | 7(47%) | 2(100%) | 82 (45%) To 123 4 s 6 7 8 5 wouom Uit Nomal vt el Ghse a2 Oy s T e TGl Geer o
. . . . . . , . evice Type (%
Adul_t Cardiac database, and implanting institution’s electronic HeartMate Il 1(50%) 41 (80%) 61 (91%) 41(91%) | 11(73%) | 2(100%) | 157 (86%)
medical record Heartware 1 (50%) 9 (18%) 6 (9%) 3 (7%) 4 (27%) 0 (0%) 23 (13%)
Data Collection: Syncardia 0 (0%) 1 (2%) 0 (0%) 1 (2%) 0 (0%) 0 (0%) 2 (1%) CO N CI U S | O N S
. . . Initial VAD Indication (%)
*BMI, demographics, post-operative & post-discharge BTT 0 (0%) 22 (43%) 35 (52%) 24 (53%) 8 (53%) 1 (50%) 90 (49%)
outcomes DT 2 (100%) 29 (57%) 32 (48%) 21 (47%) 7 (47%) 1 (50%) 92 (51%) C . . ) )
. . . . - - >
-Patients were grouped according to their pre-operative BMI Diabetes 0 (0%) 18(35%) | 27(40%) | 25(56%) | 11(73%) | 2(100%) | 83 (46%) *  No significant relationship between pre-operative BMI and postoperative outcomes (p>0.05)
P : o Pre-op A1C% (median) 6.3 6.0 6.0 6.2 6.5 7.2 6.5 during 12-month follow-up was identified in this cohort
classification defined by the World Health Organization: bre-on Creatini DL 1t 12 12 12 14 13 12 ) :
v underweight (<18.5) re-op Creatinine (mg/DL) : : : : : - : « Common myth that obese LVAD patients demonstrate worse outcomes was not validated from
v normal weight (18.5-24.9) Inpatient Outcomes: our experience . . . . .
v overweight (25.0-29.9) * Limitations: Retrospective review from single center; less than 1% of cohort in underweight
v obesit gl 1'(30 0 34 9) Parameter Underweight | Normal Weight | Overweight | Obese Class| | Obese Class 2 | Obese Class 3 and severe obesity—class 3 groups
obesity-class .0-34. ) : : — :
v obesi y | n 2 51 67 45 15 2 « Recommendations: Multi-center studies are needed to follow longitudinal outcomes in the
obesity-class 2 (35.0-39.9) Initial Intubation Days, LVAD population. Future research in nutritional support, cardiac rehab or exercise programs, or
v severe obesity-class 3 (240.0) ek e e e . Lk el ; pop f I pport, prog ,
- : ' : , - ariatric surgery for post implantation.
Statistical analyses: Chi-square and Fisher’s exact tested for I°:a: 'S;Days' el :g :(15 292 291 157 ;g gerytorp P
. . . . ota .
relationship betweer_l BMI and categ_orlcal post—o_peratl_ve _ Renal Failure* 1 (50%) 13 (25%) 11 (16%) 8 (18%) 2 (15%) 1 (50%) D'SC'OSW_eS _ L _
outcomes (neurological events, device malfunction, driveline Re-Operation for Bleeding 1(50%) 13 (25%) 15 (22%) 8 (18%) 1(7%) 0 (0%) A. Bansal: Consultant/Advisory Board, Abbott, ABIOMED, Tandem Life; Speakers Bureau/Honoraria,
exit site infection); Level of significance a=0.05, 2-tailed; Timing: Acute** 1(50%) 6 (12%) 6 (9%) 3 (7%) 0 (0%) 0 (0%) Abbott, Tar_ldem Life _ _
Kap|an Meier used for survival rate ana|ysis_ ICU = Intensive Care Unit; LOS = Length of Stay; *Renal failure requiring dialysis or CRRT as inpatient; **Re-Operation for bleeding within 24 hours of the S. V. Desai: Consultant/Advisory Board, Abbott; Speakers Bureau/Honoraria, Abbott

end of the case
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		Month		Underweight		Normal		Overweight		Obese - Class 1		Obese - Class 2		Severe Obesity - Class 3

		0		1.00		1.00		1.00		1.00		1.00		1.00

		1		1.00		0.90		0.97		0.93		0.93		1.00

		2		0.55		0.84		0.94		0.89		0.93		1.00

		3		0.50		0.80		0.92		0.84		0.93		1.00

		4		0.50		0.76		0.88		0.82		0.93		1.00

		5		0.50		0.76		0.86		0.82		0.93		1.00

		6		0.50		0.76		0.85		0.82		0.93		1.00

		7		0.50		0.76		0.85		0.82		0.93		1.00

		8		0.50		0.76		0.85		0.79		0.93		1.00

		9		0.50		0.76		0.81		0.77		0.93		1.00

		10		0.50		0.76		0.81		0.77		0.93		1.00

		11		0.50		0.74		0.81		0.77		0.93		1.00

		12		0.50		0.71		0.79		0.74		0.93		1.00

		Month		Censored		Expired		Underweight

		1		0		0		1

		2		0		1		0.5

		3		0		0		0.5

		4		0		0		0.5

		5		0		0		0.5

		6		0		0		0.5

		7		0		0		0.5

		8		0		0		0.5

		9		0		0		0.5

		10		0		0		0.5

		11		0		0		0.5

		12		0		0		0.5

				0

		Month		Censored		Expired		Normal

		1		0		5		0.90

		2		0		3		0.84

		3		2		2		0.80

		4		3		2		0.76

		5		1		0		0.76

		6		0		0		0.76

		7		1		0		0.76

		8		2		0		0.76

		9		0		0		0.76

		10		1		0		0.76

		11		0		1		0.74

		12		1		1		0.71

				11		14

		Month		Censored		Expired		Overweight

		1		1		2		0.97

		2		0		2		0.94

		3		1		1		0.92

		4		2		3		0.88

		5		2		1		0.86

		6		0		1		0.85

		7		0		0		0.85

		8		1		0		0.85

		9		3		2		0.81

		10		0		0		0.81

		11		0		0		0.81

		12		0		1		0.79

				10		13

		Month		Censored		Expired		Obese - Class 1

		1		0		3		0.93

		2		0		2		0.89

		3		3		2		0.84

		4		1		1		0.82

		5		1		0		0.82

		6		1		0		0.82

		7		1		0		0.82

		8		0		1		0.79

		9		0		1		0.77

		10		0		0		0.77

		11		0		0		0.77

		12		1		1		0.74

				8		11

		Month		Censored		Expired		Obese - Class 2

		1		0		1		0.93

		2		0		0		0.93

		3		0		0		0.93

		4		0		0		0.93

		5		0		0		0.93

		6		0		0		0.93

		7		0		0		0.93

		8		1		0		0.93

		9		0		0		0.93

		10		0		0		0.93

		11		0		0		0.93

		12		0		0		0.93

		Month		Censored		Expired		Severe Obesity - Class 3

		1		0		0		1.00

		2		0		0		1.00

		3		0		0		1.00

		4		0		0		1.00

		5		0		0		1.00

		6		0		0		1.00

		7		0		0		1.00

		8		0		0		1.00

		9		0		0		1.00

		10		0		0		1.00

		11		0		0		1.00

		12		0		0		1.00
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MOMENT: REAL-TIME DATA
Cindy Spears, RN; Lisa Berryman, RN, BSN
ealthCare Saint Francis Medical Center Peoria,

BACKGROUND

Standard Retrospective Data Abstraction
»Outdated data (6 month lag)

»Decreased ability to identify opportunities to make
positive change in a timely manner

METHODS

Concurrent Data Abstraction
OR schedule reviewed daily to identity eligible cases

Post-op Day 1

» Episode opened in third party vendor

» Patient entry created in day planner for visual cues
on progress

»Data entered to date using temporary note fields as
a reference for future abstraction

»Data abstraction clarifications sent to physician for
review

Post-op Day 2 and beyond

» Episodes completed for discharges in the past
week

»Data abstraction clarifications sent to physician for
review

Day planner updated on discharge

OSF

HEALTHCARE

RESULTS

Documentation opportunities identified
real-time

»Pre-op Beta Blocker contraindications not
documented

»Reasons for no Internal Mammary Artery
use

»Bypass graft location for abstraction

CONCLUSION

Data is readily available to the team. Monthly
workgroup meetings review current data while
the cases are still fresh to surgeon and staft
involved in the care of the patient. The very
success of our workgroup is based on the
concurrent abstraction and living in the
moment!

\

LIVING IN THE MOMEN'T
AN

1I((no'wledge of concurrent abstraction process is
ey!

Day Planner Purpose

»OR Schedule has been reviewed

» Episode has been created... and completed

Patient Name if “other” case
Abstraction has been started

Temporary Note Field in Third Party Vendor Tool
» Any outstanding clarifications

»Date and time patient care notes last reviewed

thru 9711 0638
need perfu=sion log
need OF note

FINANCIAL AND REGULATORY DISCLOSURE: NONE



A Multidimensional Approach to Improving the STS CABG Medication Star Rating '\ ke

Chloe Davidson Villavaso, MN, APRN, ACNS-BC | ==
East Jefferson General Hospital

Methods 8

~ ® Preoperative Beta

The Same day Surgery nurses InfOrmed Ce?;\er ADD REASON NOT PRESCRIBED ORDER BIOCkade Fallures

. . ) The record shows that E. J. PATIENTdoes not have Reason Statin not Prescribed at 7
anesthesia of patients that did not take a Discharge order.

beta blocker the morning of surgery. As part

of the time-out, the surgical team checked

fOr documentatlon Of a' beta bIOCker taken -Select Cancel and OK to navigate the Depart M edication Reconciliation and either
Wlthln 24 hours The CllnICa| nurse continue the current home medication or enter a new prescription c |

EJGH

The STS coronary artery bypass graft
surgery (CABG) star rating includes a
medication quality domain which
addresses four National Quality Forum
(NQF)-endorsed medications. Failure to
prescribe any of the NQF-endorsed

® Discharge Beta
Blockade Failures

ACTION REQUIRED:

-Select the Reason Statin not Prescribed Order below and ignore, then OK o

OR

® Discharge Anti-lipid
Failures

medications can reflect negatively on the specialist performed daily medication ot i Hggmggge Anti-platelet
CABG star rating. After receiving one reviews, including the NQF-endorsed o lgnore .

Add Order for: L MUltlple Medication

out of three stars, one community _
Failures

hospital implemented a multidimensional
performance improvement project.

The aim of the project was to decrease the
number of NQF-endorsed medication
prescription failures. Two hundred seven
patients undergoing elective or urgent
Isolated CABGs from May 2015 to
December 2016 were included. The
process improvement team included
cardiothoracic surgeons, cardioloqgists,
hospitalists, telemetry nurses, anesthesia,
clinical nurse specialists, and same day

medications. A nursing discharge
medication checklist (Fig. 1) was completed
by the discharging telemetry nurse while a
discharge medication alert (Fig. 2) was built
within the electronic medical record. This
alert fired if any of the three NQF-endorsed
medications were not ordered at discharge.
If the discharging clinician chose to ignore
the alert, an email (Fig. 3) was sent to the
cardiac program clinical nurse specialists
and the telemetry supervisor, quality nurse,
and charge nurse to initiate follow-up.

O Reason Statin Not Prescribed at Discharge

Figure 2

From: Discern_Expert@ejgh.org [mailto:Discern_Expert@ejgh.org]
Sent: Thursday, September 14, 2017 8:16 AM

To:Villavaso, Chloe D

Subject: CAB Alert 1 -

The following patient had a CABG during this encounter and a discharge
order was placed, ignoring the alert for Beta Blockers. Please follow-up
with person placing discharge order. 0 -

Patient: E. Jones. MRN: 012340801. Room: 0272. Date/Time of | |
Discharge Order: September 14, 2017 08:15:43 CDT. Signer: John 2015 HarVESt 1 2016 HarveSt 1 2017 HarveSt 1

Morton, MD * * /\ /\ /\
S AN
e

A multidimensional approach to decreasing

CABG Discharge Medication Checklist

E?;:;éh;iz:grlgdwame Document Contraindication per MID under Orders in COMPAS Th e 2015 HarveSt 1 CAB G m ed i Cati O n O n e

Do not discharge CABG patient unless all three classes of medication are
ordered OR a contraindicationis documented in COMPAS.

surgery, telemetry, and presurgery
evaluation nurses. All members of the
team were educated on the 2015 Harvest 1
medication star rating and their role in
decreasing prescription failures. The
presurgery evaluation nurse reviewed the
home medication orders and notified the
surgeon of any patient not on a beta
blocker.

Beta Blocker or
Beta Blocker Combo

Mame Endsin “lol™
0 sotalol

] Metoprolol

O

Search “Reason Beta Blocker not Prescribed at Discharge™
Choose appropriate contraindication in orderdetails drop-down menu:

0 allergy

[0 Bradycardia

[0 Hypotension{SBP<90)

[0 27 or 3™ Degree Heart Block w/o Pacemaker

O coPD

[0 RecentlV positive Inotrope treatment

[0 Other-Enter “Otherreason details”

Antiplatelet

] Aspirin

[ Clopidogrel {Plawix)
1 Prasugrel (Effient)

[ Ticagrelor (Brilliant)
T

*Coumadin, Pradaxa, Eliguis,
Harelto, Savaysa are not
antiplatelet drugs

Search “Reason Antiplatelet/Aspirin not Prescribed at Discharge”
Choose appropriate contraindication in orderdetails drop-down menu:

0 allergy

[0 oOther-Enter “Other reason details”

*If contraindication is needed for an antiplatelet otherthan aspirin, enter
“Antiplatelet contraindication- "under “Other”

Statin or Statin Combo
Mame Ends in “statin®™

O

Search “Reason Statin not Prescribed at Discharge”
Choose appropriate contraindication in orderdetails drop-down menu:
0 allergy

] Liver Disease

[ statim Intolerance

0 oOther-Enter “Other reason details™

Figure 1

star rating was based on 82 patients with 22

fallures to prescribe the NQF-endorsed
medications. Following full implementation
of the project, the 2017 Harvest 1
medication three star rating was based on
109 patients with 3 NQF-endorsed
medication prescription failures.

medication prescription failures is an
effective way to improve care. This form of
process improvement can be used In
various settings to improve quality and
patient outcomes.

Reference

NQF: Home. (n.d.) Retrieved September 18, 2017, from
http://www.qualityforum.org/Home.aspx

* The author has no financial or regulatory disclosures.
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@ JOHNS HOPKINS Are Bounce-backs To The Cardiac ICU And Hospital Readmissions In Cardiac Surgery Preventable?

M Sussman MD?, D Alejo BA?, S Owens ACNP-BC PhD'?, D Law ACNP-BC MSN?, S Smith BA!, T Madeira MS RN?, R Makam, MD?!, G Whitman MD!
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INTRODUCTION RESULTS

. . . . .. Lo . Cardiac ICU Bounceback Rates (1/1/17-9/19/17) Cardiac ICU Readmission Rates (1/1/17-9/19/17)
Bounce-backs to the ICU and readmissions to the hospital represent significant morbidity for patients. :

developed processes to elucidate the reasons for these events and determine whether they were . :
preventable.

TR
RN

We evaluated open heart surgery patients (excluding transplant and VAD) from 1/1/17 to 9/19/17. Each bounce-back to
the ICU and 30 day readmission to JH was discussed at a weekly multidisciplinary meeting) using systematic assessment Respiratory Rhythm  Bleeding  Hypotension  Other
tools to determine the cause of the event and calculation of risk scores (1,2). A bounce-back or readmission was classified ounechackrer O st

H Non-Preventable W Preventable
H Non Preventable H Preventable

Total Patients
1]
Total Patients

o

N

Furthermore, they are expensive and put hospitals at financial risk, especially in the current . :
reimbursement model in the state of the Maryland. The Johns Hopkins (JH) cardiac surgery team . s ‘ ‘

as preventable if an omission in standard care, either as an inpatient or outpatient, resulted in the event.

Respiratory complications were the most common cause of bounce-backs 15/40 (30%). For readmissions respiratory

Systems Analysis of Bouncebacks Form, Cardiac Surgery Systems Analysis of Readmissions Form, Cardiac Surgery problems and infections were equally common and the most frequent causes, each 14/54 (26%).
PATIENT DETAILS RISK PREDICTION PATIENT DETAILS RISK PREDICTION
Last name, First name ORIGINAL PROCEDURE Bounceback Risk Score Last name, First name Head_zissic_ﬂn Hi:Smre -
ek v Preded ik () o e Four of 40 (10%) bounce-backs and 12/54 (22%) hospital readmissions were preventable. A careful review of the
Primary Cause of Bounceback: ORIGINAL PROCEDURE BASELINE WEIGHT WEIGHT AT DfC . . . . .
e TRy = e S " | preventable bounce-backs showed that hypotension played an important role in three of the four patients. Regarding
O Delirium 0 Persistent hypoxia or hypercapnia O Persistent Inotrope required 0 WSS Score ' . . . . . .
O Newonsetsroke ose OCardiacarrest  Ofarl ntriton used NFECTION —— CARDIAC — RESPIRATORY avrim ANTICORG — OTHeR readmissions, all four related to anticoagulation were preventable. The other most common preventable readmission
b d D orven “Di‘i";iféit‘?;*:i'i%?'ir—e comer 35525?22;?!35*““""’” Oother EL?EEE”““““‘“ Comer category was respiratory, where management of volume overload is critical.
Opteed) g or tamponade g:;:gsi:fectmns O New requirement for HD g;t:::rpam OOther
Bounceback Risk: Readmission Rsk Risk Factors Points Risk Score Cohorts Predicted Risk % CO N c LU S I O N S
Risk Factors Points Risk Score Cohorts Predicted Risk 5 of Readmission
of Bounceback Diabetes 2 Low Risk: <5 0-12%
e S o o O O Weekly reviews of bounce-backs and readmissions provide an opportunity for the multi-disciplinary team to identify
NYHA class Il or IV 4 Moderate Risk: 5-10 12-30% Endocarditis 3 _ o . . . . . .
et Emereent e sk +10 o ol et rsrnce | 2| PR 6 o common reasons, re-evaluate our decision making and our protocols, and implement strategies for prevention.
3 - @ Combined CAB/Valve
operation Mon 5TS Procedure 2
Post-op Renal Failure 12 EE izrizur:ai:: a 2 ¢ e . . . . .
cent and ounce bk vl SYE o Wo et o Resdreeion svodanl — Defining and analyzing recurrent preventable events provides valuable targets for quality improvement. Analysis of
e preventable bounce-backs suggests that offsetting the time of administration of beta blockers and diuretics might decrease
signature of Attending Physician Date of Meeting Date of Readmission Signature of Attending Physician Date of Meeting Date of Readmission the riSk Of hypOtenSion
1 Magruder J, et al. A Predictive Model and Risk Score for Unplanned Cardiac S Intensive Care Unit Readmissions. J Card Surg. 2015 Sep;30(9):685-90 I : . -
ABTHOET ", €1 al. /A FIECICHIVE WIDEE! and FISE SEOTe 1or “hp/anned ~arciat SWSETY HENSIVE ~are Fnit REatimizsions. &-are Surs ep;3009) Readmissions for respiratory problems are frequently due to volume overload. Similarly, readmissions due to over-

2 Kilic A. et. al. Development and Validation of a Score to Predict the Risk of Readmission After Adult Cardiac Operations. Ann Thorac Surg. 2017 Jan;103(1):66-73 _ . ) . _
anticoagulation were often the result of inadequate monitoring. Both problems lend themselves to a systems approach to

improvement. Daily weights and daily INR, respectively, along with daily provider oversight might be effective preventive

Interventions.
Disclosures: The authors have no relevant financial disclosures or conflicts of interest to report.



Objectives:

To determine scope of sternal wound practices, variation and

potential
rates.

correlation with deep sternal wound infection (DSWI)

Although DSWI rates are low (0.3% [0.0-0.6%] in STS Major
Cases [2012-2016]), we have selected a systematic approach to

evaluate

Methods:

a need for statewide guidelines.

In March 2017, all 10 MCSQI sites were surveyed to assess pre,

Intra and

post-operative wound care practices.

Multiple

oractitioners in cardiac surgery were consulted for their

Initiatives in each phase of wound care and a survey was
developed.

Results

100% response rate (10/10) from all cardiac surgery programs in
the state of Maryland

Conclusions

Wound care practices in all 3 phases of care are critical for

Infection

prevention.

Results of our survey demonstrated the variation of practices
among sites in spite of low DSWI rates.

This project promoted discussion and debate regarding the

variation

Next steps are to determine if selected wound practices should
be recommended statewide.

Other factors such as surgeon skin closure technigue may have a
role in reduction of sternal wound infection and will be assessed
In a future study.

Wehberg® and the MCSQI Collaboratives.

L University of Maryland Medical Center, 2 Johns Hopkins University School of Medicine, 3 Maryland Cardiac Surgery Quality Initiative, 4+ Washington Adventist Hospital,
> MedStar Union Memorial Hospital, ® Western Maryland Health System, 7 University of Maryland St. Joseph Medical Center, 8Peninsula Regional Medical Center.

MCSQI Survey of Current Sternal Wound Care Practices

PRE-OPERATIVE PRACTICES
Mupirocin in nares
Hibiclens night/morning
Hair clipped
Facial hair shaved
Pet contact minimized
ABX w/in 60 minutes of incision
No smoking w/in 2 wks
Glucose control

Improve Albumin levels
INTRA-OPERATIVE PRACTICES
Sterile technique

Facilities sterility

Limited clipping of hair in OR
Apply 1010 drape - facial hair
Incision Betadine scrub x2
DuraPrep chin to ankles

loban on incision

Pre-op. ABX timeout

Duraprep incision before dressing
Apply Op-Site Visible Dressing
Intra-op. glucose control

Repeat IV ABX (4 hrs)
Vancomycin paste
POST-OPERATIVE PRACTICES
Handwashing - dressing change

Gloves - wound care mgmt
Glucose control
Nutrition supplement / mgmt

S

10% 20%

2016 DSWI Rates (Non Risk-Adjusted):

STS
MCSQI

30%

CAB Only
0.3%
0.2%

40% 50% 60% 70%

AVR Only STS Major Cases
0.1% 0.3%
0.0% 0.3%

80%

90%

100%

Sternal Wound Care Practices In Maryland Cardiac Surgery Programs

Filiz Demircit, Diane Alejo?, Clifford Fonner3, Jennifer Bobbitt4, Gail Hanna>, Michael Fiocco®, Karen Getson®, Mark Nelson®, John Conte?, Glenn Whitman?, Rawn Salenger’, James Todd?, Kurt

STS
National Database

Using data to drive quality

All MCSQI Hospitals, CAB Only, Q1 2012 - Q4 2016

3.0%

N
Q
X

2.0%

1.5%

% Surgical Site Infection

Surgical Site Infection by Quarter:

2012 2013 2014 2015 2016

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

All MCSQI Hospitals, CAB Only, Q1 2012 - Q4 2016

1.0%

O
2
X

0.6%

% Deep Sternal Infection

Deep Sternal Infection by Quarter:

2012 2013 2014 2015 2016

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

All MCSQI Hospitals, CAB Only, Q1 2012 - Q4 2016

2.0%

1.5%

1.0%

O
Q
X

% Superficial Sternal Infection

0.0%

Superficial Sternal Infection by Quarter:

2012 2013 2014 2015 2016

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Disclosures: The authors have no relevant financial disclosures or conflicts of interest to report.



JOHNS HOPKINS Phase of Care Mortality Analysis (POCMA) in Pediatric Cardiac Surgery
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INTRODUCTION RESULTS

Phase Of Care Mortality Analysis (POCMA) developed in Michigan to enhance understanding of mortality and potentially Surgical mortalities (n=43; 2010-2016) were reviewed with the POCMA form. The Pediatric POCMA identifies 5 phases of care: pre-

avoidable death§ as§OC|ated W'th.AdUIt. Cardiac Surgery (Shannon et al, The Annals of Thoracic Surgery, 2012). We have modified operative, intraoperative, post-operative ICU, post-operative floor and discharge. We identified 14 categories of evaluation within the

POCMA for application to pediatric patients. . . . . . . iy :
phases. Examples include: judgement, bypass-related complications, equipment specifications and timely recognition of low cardiac

. o . . . . . L . . . Potentially avoi le events were identifi nd pr ral mortality r wer mpared with national norms.
POCMA was designed to examine identifiable dimensions of care and clinical events that contribute to a patient's mortality within output state. Potentially avoidable events were identified and procedural mortality rates were compared with national norms

five phases of care for review. Indications for system changes were reviewed and implementation plans were proposed.
METHODS e 31/43 (72%) of the cardiac patient mortalities were either STAT 4 or 5.
*» Implication: Can we improve provider vigilance and recognition of decompensation for highest-risk
Providers from Pediatric cardiac ICU, cardiology, cardiac surgery, and safety experts developed the Pediatric POCMA through an patients?
iterative process. Revisions were made to enhance situational multidisciplinary awareness, identify avoidable events and e 32/43 (74%) of mortalities occurred >1 week after the procedure
promote system changes. Pre-operative factors, patient-level abnormalities, and peri-operative processes and events o

, , , _ , . > » Implication: Can we improve prevention of secondary complications?
corresponding to the STS CHSD fields were considered in each phase of care. A primary provider completed the Pediatric POCMA

form during case review at multidisciplinary morbidity and mortality (M&M) conferences. Mortalities were aggregated by STAT
Category. POCMA forms were then reviewed to assess their utility and to identify potentially avoidable adverse outcomes.

e Majority of mortalities occur in the PICU in the post-op ICU phase of care. Initial events, however, often occur elsewhere,
such that impact of events can cross phases

\/

** Implication: Multidisciplinary review of contributing factors is essential

Johns Hopkins Pediatric / Adult Congenital Cardiac Surgery — Phase of Care Mortality and Morbidity Analysis - Privileged & Confidential Versiong . ‘. . ) . . . . .
Surgeon: pos 7/ J boo  / _J Transferring Hospital Name: STS Record ID: e Detailed “within phase” review may be even more revealing about factors contributing to mortality

Medical Record Number: Patient Name: Age R

» Implication: if arrhythmia = hypotension = arrest, was the original problem provider recognition of
arrhythmia or inability to perform atrial EKG?

Procedures & Dates

Index Operation STAT Score: Location of Death: OR PCICU PED Floor Cath Lab CVSICU CVCPU Other: Autopsy: Yes No
Case Summary: s Technical problem root cause: pacer box or wires?
/” PreOperativePhase Y\ , IntraOperativePhase "\~  Post-OpICU Phase \ /” PostOpFloorPhase  /~  DischargePhase  Review of these mortalities has led to multiple systems-level changes
Prematurity / ELBEW / SGA Timeout Ti t/ Handoff Handoff A iate di ition: e.g. . . . . . .
Cardiz ik fastor. e ia T e e — Rt faly/ECF vo. home. % Development Cardiac Resource Attending (CRA) Call — dedicated attending for the first post-op night
ar d';g,‘:}:ﬁﬁm {wmﬁﬂ;& ECMO Technical (lines, TEE, ET) Qp:Qs imbalance Anti-coagulation, anti-platelet Parent Edacatinn . ] . . ] o ]
Preop Hemodynamic Decompensation Tt Pharmacologic support Other _ Medications ** Development of a pediatric massive transfusion protocol and changes to blood bank policies in the
Morphology (venfricular, valvar, Transfusion therapy Adequate O? delivery Respiratory Decompensation Adequate instruction and
Phygg'&?ﬁmégmar’" other) Recognition/Treatment of Arrhythmia recognition & mgmt | Thrombus identification subbort network cardiac OR
overcirculation, PGE dependent, Decompensation Respiratory care CVA/Neuro Haald -
. Hh}nmdr_ndis’fur:?anm:l Sljrgenn t Prevent lung injury and VAP Dysrhythmia (Atrial or Vent) J:[;:prnprlate Timing of Follow- KA D d t d f t | t |t CPR t I th | | t
on-cardiac ris ctor: i —
on-oardiao risk facter Tﬁﬁ:} IGEpg;gnatesanphn E|Ut-r;tlﬂ“alsuPpnT Surveillance/recognition/Rx * eaicated group or experts evaiuating quality Management In IS compliex population
mﬁnﬂgmgm: a Technical complications, DVI/PE prophylaxis uid management of decompensation & D | f dard . . . di .
S rosidual lesions dentificaton and coniral of bleeding | SUVeillance/recognition/Rx Home health care X evelopment of standard monitoring in post-op cardiac patients
DAMrachirecurrent nfubatons . M:jr?cardlial prﬂtec’tigrl Identification of thrombus gi;s:;;u;z:::igﬂﬂreatment Catastrophic event & D | £ di if bi . . h . .
. . : ardiopulmonary Bypass - - V)
mﬂ;ﬂmmmwm Parameters (het. MAP. mvO2 ﬁﬁﬁ_ﬁ;ﬁ;ﬁﬁgﬂﬂﬁm&ﬂmm Communication 'IDEE?;W} * eve opment OT cardlac Specitic o JECtIVG Scoring SYStem to enhance team communication
udaemen DO2. t ature) Catastrophic event . . . . .
"ﬁing;f;u%gw Fluid management Technoloay I Monitoring speciy) %+ Development of blood culture checklist to standardize evaluation of infection and develop plan for
orbidies 5 Reoperation (e.g. prev median Recognition of Decompensation er: .
Pauc?;-ntrsriiamtﬁmd sternotomy) Treatment of Decompensation appropriate treatment
Medical status optimized for risk? Y or N Bleeding Communication
;Lﬂi‘:i’:ﬁfﬂim CVA Catastrophic event (specify):
Vascular assessment Catastrophic event (specify): '
ID occoult disease(s) -?viral, old CVL; !
S - Other:
o e || Otner ° CONCLUSIONS

o I\ AN ~ & = —

Primary Cause of Death (Circle first significant event which led to death): Cardiac Neurologic Renal Vascular Infection Pulmonary Hematologic Unknown Other For this complex population receiving leltIdISCIpIIna ry care, Phase of Care Mortallty AnalySiS has he|ped us refine M&M reviews.
Noxt mteme to oravent in the futarer Mortality Avoidable?  (Yes [No) fyes: How: POCMA provides a structured forum for discussion, adjudication, and education, and facilitates recognition of opportunities for
Completed by (Surgeon) Complete: (Yes / No)

quality improvement

This is a confidential professional peer review & guality assurance document of the MSTOVS Quality Collaborative. Unauthorized discloswre or duplication is absolutely prohibited. It is protected from disclosure pursuant to the provisions of Michigan Statutes MCL
333.20175; MCL333.21513; MCL 333.21515; MCL 331.531; MCL 331.532; MCL331.533 or such other statutes as may be applicable Contributed by F.L. Shannon for use by the MSTCWS. Modified by Johns Hopkins CTS J PICU (2 17 2017 Ped POCAA 3]

Disclosures: The authors have no relevant financial disclosures or conflicts of interest to report




BACKGROUND ACTIONS

Monthly workgroup meeting:
~ Inetfective Team Structure

~ Data Sharing Only
~ Lacked Action

METHODS

Restructured TEAM Membership

~  Membership focus on personnel able to make
real time decisions on actionable items

Reorganized Meeting Structure

~ Focus on 4 metrics in Isolated CABG population
~ Blood utilization (intra-op and post-op)
~ New onset post-op atrial fibrillation

~ Pre-op beta blocker within 24 hours of
Incision

~ Prolonged ventilation

~ DATA sent to team one week prior to monthly
meeting for review and meeting discussion
preparation

~ Published STS data
~ REAL TIME performance of focus metrics

~ New initiatives supported by evidence based
literature and historical STS data

G AN ACTIONABLE WOR

\ + RIGHT TIME + RIGHT
Berryman, RN, BSN; Cindy Spears

Blood Utilization
~ Culture change
~ Blood only ordered by CV Surgeon

~ One unit vs. previous standard of two units
ordered at a time

New onset post op atrial fibrillation
~ Work in progress
Pre-op beta blocker (BB) within 24 hours of incision

~ Collaboration with Cardiologff to have patient
placed on BB at time of consult

~ Pre-op RN notifies surgeon if patient has not
received dose of BB within 24 hours

~ OR staff verifies pre-op BB administration
time prior to incision

~ Data abstractor reviews pre-op BB compliance
daily and notifies surgeon of opportunity for
improvement

Prolonged Ventilation

~ Fallouts reviewed by Advanced Practice
Provider for opportunity

~ CV Intensivist designing pulmonary protocol
for identification of high risk patients

RESULT

100%

80%
60%
40%
20%

0%

[solated CABG Pre-Op

Beta Blocker Compliance
(among eligible)

100.0% 97.4% 100.0%

93.6%

89.

Q1 Q2 Q3 Q4 Q1 Q2
2016 2017
m% pre-op BB Compliance =STS benchmark =—Trend Line

ONCLUSIC

Our new workgroup structure allows us to
combine the right team with the right data at the
right time to implement the right actions and
achieve the right results.

[solated CABG Post-Op
Blood Product Utilization
60%
50%  46.4% 48.6%
40.7%
40% - | 34.9%
-‘h

30%
20%
10%

0%

Q1 Q2 Q3 Q4 Q1 Q2
2016 2017
Mm% Post-Op Products =—=STS Benchmark =—Trend Line
[solated CABG New Onset Post-Op
Atrial Fibrillation
4% 36.0%
31.4%

30% 26.9%
20%
10%

0%

W% Post-Op New Onset Atrial Fibrillation =STS Benchmark =Trend Line

Ql Q2 Q3 Q4 Ql
2016

Q2
2017

20%
18%
16%
14%

12%
10%

8%
6%
4%
2%
0%

[solated CABG Prolonged Ventilation
18.9%

Q1 Q2 Q3 Q4 Q1 Q2
2016 2017

m% Prolonged Ventilation =—STS Benchmark =—Trend Line

FINANCIAL AND REGULATORY DISCLOSURE: NONE




Results from Michigan TAVR
STS ACSD and STS/ACC TVT Registry Case Matching

Blue Cross
=i Blue Shield
VAQ Blue Care Network
® ®

of Michigan

Nonprofit corporations and independent licensees
of the Blue Cross and Blue Shield Association

Patty Theurer RN, Chang He MS, Melissa Clark RN, Jaelene Williams RN, David Grix CCP, Sheryl Fielding RN, Andrea Jensen MA, Richard L. Prager MD
For the MSTCVS Cardiac Surgery Quality Collaborative and the Blue Cross Blue Shield of Michigan Cardiovascular Consortium

BACKGROUND RESULTS FINDINGS

In Michigan, a transcatheter approach was
used for 56.5% of Isolated aortic valve
procedures in 2016.

Michigan TAVR, a collaboration between the
Michigan Society of Thoracic and
Cardiovascular Surgeons, (MSTCV) and
The Blue Cross Blue Shield of Michigan
Cardiovascular Consortium (BMC?2)
cardiologists includes nineteen centers
working together to develop quality
Improvement strategies for the treatment of
aortic valve disease in our state.

This analysis determines the case match
rate between the Society of Thoracic
Surgeons (STS) adult cardiac surgery
database and the STS/ACC TVT registry
used by these groups to identify the
effectiveness of the STS database to
capture transcatheter aortic valve
replacement (TAVR) procedures.

METHODS

1,255 TAVR cases were entered in the STS
database and 1,267 cases in the TVT
Registry. After exclusion criteria were
applied, a match algorithm was created using
a combination of variables to determine case
match rates between registries: Variables
used for matching: hospital 1D, gender,
surgery/procedure date, discharge date, age
and/or date of birth.

Assessed for eligibility:
STS DATABASE

Assessed for eligibility:
TVT DATABASE

Exclusions:
trial valves
Age <18

Exclusions:
mitral clips
Conversion to open

Match criteria: hospital ID, gender, procedure date, discharge date, age = 1194 pairs matched

P

61 unmatched STS patients

70 unmatched TVT patients

)

)

Match criteria: on unmatched pairs: hospital ID, gender, discharge date, date of birth = 7 pairs matched

P

54 unmatched STS patients

63 unmatched TVT patients

b

b

Match criteria: on unmatched pairs: hospital ID, gender, procedure date, date of birth = 26 pairs matched

P

28 unmatched STS patients

37 unmatched TVT patients

b

b

Match criteria: on unmatched pairs: hospital ID, procedure date, discharge date, date of birth = 10 pairs matched

P

18 unmatched STS patients

27 unmatched TVT patients

v

v

Match criteria: on unmatched pairs: hospital ID, gender, procedure data, discharge date = 9 pairs matched

P

9 unmatched STS patients

18 unmatched TVT patients

v

v

Match criteria: on unmatched pairs: hospital ID, discharge date, age, date of birth = 1 pair matched

P

8 unmatched STS patients

17 unmatched TVT patients

Overall total 1247 pairs matched

STS Exact match on 5 variables = 95.1%
STS Overall match with 4 variables = 99.4%

TVT Exact match on 5 variables = 94.2%
TVT Overall match with 4 variables = 98.4%

8 Cases in STS notin TVT

TVT missed cases - 8

17 Cases in TVT notin STS

STS missed cases - 5
STS data manager thought trail patients, excluded - 6
Cancelled case not put in STS (education opportunity) - 2

Data Entry Errors account for 4 patients unable to be matched

The overall match rate between the STS Adult
Cardiac Surgery Database and the STS/ACC
TVT data registries in our state is 98.9%.

1,194 pairs of patients matched on five
variables while 53 pairs matched on various
combinations of four variables.

Reasons for cases not matching include:

e Missed cases

e Data entry errors

 Cancelled cases not being entered

* Uncertainty regarding whether to include
patients participating in studies or trials

CONCLUSIONS

The STS database provides valuable clinical
data regarding the treatment of aortic valve
disease by including both percutaneous and
open surgical valve procedures, promoting
comparative effectiveness research.

Education and collaboration opportunities
exist for data managers abstracting for both
the STS and STS/ACC TVT Registries.

Support for the Michigan Society of Thoracic and Cardiovascular Surgeons Quality
Collaborative and BMC?2 is provided by Blue Cross and Blue Shield of Michigan and Blue
Care Network as part of the BCBSM Value Partnerships program. Although Blue Cross Blue
Shield of Michigan works collaboratively with MSTCVS QC and BMC2, the opinions, beliefs
and viewpoints expressed by the author do not necessarily reflect the opinions, beliefs and
viewpoints of BCBSM or any of its employees.

For more information, contact:
MSTCVS Coordinating Center: 734-998-5918
BMC2 Coordinating Center: 734-998-6400

The authors of this poster have nothing to disclose



0 A PROCESS IMPROVEMENT INITIATIVE: A COLLABORATIVE TEAM APPROACH AT
RLANDO ORLANDO HEALTH TO IMPROVE PATIENT OUTCOMES AS REFLECTED BY THE RLANDO
HEALTH SOCIETY OF THORACIC SURGERY STAR RATING SYSTEM HEALTH

Orlﬂg‘_ﬂﬂ IREQiU"E" Pamela Aleck MSN, RN Clinical Quality Specialist Orlﬂgéﬂ IREQiU“‘J'
iyyedical Conter Joanna Gerry DNP ARNP, Jeffrey Bott MD, Mark Sand MD, Steven Hoff MD iedicaliConter

’ » Once the corrections were made, a final report was run and presented in our "
Bac kg round monthly collaborative team meetings Table 1

« Fallouts of the chart reviews were discussed in our meetings

» Orlando Health (OH) has a cardiothoracic (CT) program and performed « STS definition were incorporate in the fallout discussions as needed oy AR 28 AVRES AVRT CAB 25
753 surgeries in 2016 » Process deficits, trends, and the reasons contributing to the fallouts were NOF Metrics Num |Den| Rate |Num|Den| Rate |Num |Den| Rate
« In our continuous effort to provide quality patient care, our cardiothoracic discussed Ere—gr;ﬁﬁt:/e Beta Blocker %i igg 1908670"/; 57 57 100.0% e 1888;
. . . . . se .0%0 .0%0
surgeons (CTS) have participated In the Society of Thoracic Surgeon « The collaborative team discussed and individual departments volunteered to Prolonged Intubation 17 [204| 4.29% |8 |60 [ 5.0% |2 |58 [ 5.2%
(STS) Registry since 1989 3 o _ assume ownership and solutions to prevent fallouts ooep Sterral Mbund Infeetion 7R B T BT BT By T e
« Participation in the registry qualifies an institution to be recognized for  Educational in-services for documentation regarding the registry PostOp Renal Failure 6 |404] 15% | 1 |60 | 1.7% | 0 |58 0.0%
their exemplary outcomes through a three star rating system _ definitions/criteria were provided to the committee, team members, Siriea B Bt A e TR RO B W N T B =
o STS introduced the star rating recognition for quality based on mortality, discharging physicians, surgeons and APP’s Surgical Re-Exploration NQF 4 404 1.0% | 2 |60 | 33% | 1 |58 1.7%
morbidity, use of Internal Mammary Artery (IMA) in 2008 - gﬁggg’iﬂgRe'Exp'ora“O“f"r 3 |404| 07% | 2 |60 | 33% | o |58 0.0%
« Compliance require prescribing specific medications for our Coronary ReSUItS Antiplatelets at Discharge 395 [400[98.8% | 55 [ 58 [94.8% | 55 [56 | 98.2%
Artery Bypass (CAB) patients pre operatively and at discharge (Table 1) . ADE Infubitors at Dissrargs |1 Ta06 | 0.9 | 0 T se [ 0006 |0 o5 0006
» Participation allows OH to benchmark with other STS participating CT » Established a structure in our process of reviewing, reporting and adhering Beta Blockers at Discharge 390 |390 |100.0%| 57 | 57 |100.0%| 54 |55 | 98.2%
- - nti Lipid Treatment at Discharge | 399 | 400 | 99.8% | 47 | 58 [ 81.0% | 56 | 56 |100.0%0
programs tO the STS gl'”de“nes ):OtDc'I;l_y??eadmissions 44 400 1 11.0%0 6 58 | 10.3%0 7 56 | 12.5%
« To track patient outcomes, monthly review of CT patient data were e Department and team members ownership allowed for hard stop to be Mortality (Observed) 8 |404] 20% | 2 |60 33% | 3 |58 5.2%
conducted to identify fallout metrics, areas for enhancement and solutions placed to prevent fallouts from occurring _ncicates PUBIC Reporting
to improve our process and results  An example of a hard stop was the concurrent double verification process
e Our Aim was to streamline our processes of reviewing our outcome data, which ensured that the required medications were prescribed at discharge or
reporting results and determining solutions for improvement a reason for not prescribing was documented in the medical records by
: physicians, surgeons, or APP’s
I\/Ieth()d()|()gy « 2008 through June 2014 we received a two star rating for CAB overall
| program and all measures
« Use of a long standing multi-disciplinary collaborative team consisting of * With the buy In and support from the collaborative team we saw an
our CTS and, advance practice providers (APP,S), Cardiovascular (CV) lmprovement from December 2014 through current date, we maintained a
Intensive Care Unit and CV Step Down Unit team members and three star rating for CAB in all measures except mortality, where we remain
managers, respiratory, Operating Room team members, Pre-Admission a two star_ program _ _
Testing, Clinical Quality Specialist (CQS), and administration * By applying our process to all STS categories, Aortic Valve Replacement
« In 2012, Created an internal report to look at Morbidity, Mortality, Use of (AVR) and CAB+AVR rating also rose to a three star program
IMA, Pre-Operative Beta Blocker, and Discharge medications, as well as ~ _
30-Day All Cause Readmission for all STS Categories (Table 1) C()nCI usion
« Used National Quality Forum (NQF) measures/definitions for all the STS _
categories e Having chart reviews completed prior to data submission allowed us to
« The CQS ran internal reports and a patient lists from the monthly correct abstraction errors
completed chart abstractions « Understanding of the STS definition aided in documentation requirements for
« The CQS reviewed and provided a summary of the fallout cases that exclusions
included the surgeons name « By collaborating and giving ownership to the respective departments and
« Fallout cases that were unable to be verified by the CQS were sent back teams allowed for standardization for a sustainable processes y
to the abstraction team for further review and correction as appropriate « Setting an internal process of reviewing and reporting our outcome metrics sl

allows for continuous monitoring

*No Financial or regulatory disclosures
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Improving Early Extubation (Less than Six Hours) in Cardiovascular Surgery
without Increasing Adverse Respiratory Events (Reintubation, Prolonged Extubation or Pneumonia)
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BACKGROUND METHODS Cont’d

« Early extubation may enhance patient comfort and has

been shown to increase early mobility, avoid post-

operative respiratory complications and reduce length

of stay.

* The goal of this project was to increase the rate of early

extubation without Increasing adverse respiratory

events

METHODS

(compared to STS National benchmarks).

« Based on review of STS data, a multidisciplinary team

convened and implemented evidence based and hospital

system best practice improvement strategies, including:

Reduced intraoperative fluid; Reduced end-of-case

narcotics; Increased use of reversals.

* Protocols and order sets were updated and staff trained.

* All case types were included as potential for early
extubation, subject to meeting defined clinical criteria.

* Rapid cycle change was facilitated by: Use of a bed-side
tracking tool; Targeted extubation times; Concurrent case

review:
 |solated

Prompt feedback to staff; Weekly data sharing.
CABG and Isolated AVR cases were selected for

measuring improvements. Non-risk adjusted rates for
extubation < 6 hours (un- blinded by surgeon and
anesthesiologist), reintubation, prolonged intubation > 24

hours, a

nd post-operative pneumonia were tracked and

reportec

monthly:.

DC Tienity Health. Egtpi" :'earés.';'ﬁ?” Anesthesia Guidelines for Intraoperative Management
ubation Guidelines . )
(Early Extubation/ Fast Track Protocol) o EXTUBATION TRACKER PATIENT LABEL During Cardiovascular Surgery
A. PATIENT ARRIVES TO SICU SurgeryDate: __; + OUT of OR Time: Goal:
- Iltlal‘xfa'mmtosthgspehnsme i [-—?—T‘-'-] . . . . . . .
» Consult with surgkon nesthesiologst regarding lan fo etubation. Proceed wih weaning EXTUBATION Times: Expected S — 00:00:00 Extubation following cardiac surgery in less than 6 hours in patients who are hemodynamically
ph;’rs?élan ned cary el n 155 fhan & nouts Uness contrandated / rdere b Actual Fail if >5 s 55 min Gear) (Ciear) stable and with no ongoing significant bleeding.
« Obtain an ABG, and initiate Ventilator \Weaning as per Open Heart Surgery Extubation SURGEON: ANESTHESIOLOGIST: R KT Techniques:
Guide |IFIES PROCEDURE: Other Info:,
B. VENTILATOR WEANING & EXTUBATION Pharmacology:
1. Meets Physiologic Parameters: CHR [ RASET ] PrWesr T nadeauats | Siesting | FiEmedyrarmie | WD OREF| RO | : — N
E_Eragozoz 5&30 PCO2 35-45, pH 7.35-7.45, with O2 Sat =82%, SVO2 =55 A e Low VOMIE | Oveganatont oo sttty oon o Limit narcotics to less than 1000mcg of fentanyl (less than 1500mcg for chronic narcotic user or
- Sedation/Fain Wentilation i i
= Mormothermic: Temp. = 36.5C ZHR RASS Fiweak | Inadequ ate Eleeding Hemodynamic | MO Grder RCP not thOS(:J with hlgh t0|er.ance due t(? drug use). . . o o
* Hob=75 ——— |Reversal | Low VC/NIF | Oxygenation/ Reop Instability ol * Consider sufentanyl if they require more narcotic. Consider less narcotic in elderly or those with liver
= Hem dynam ally Stahility: Cl = 2.0, Map=60 SedationPain| | ‘entilation _ _ . o .
» Absence of Ventricular dyrs:hymm:as 4HR RASS ek C;E:g:;gem E:;ﬁg Hﬁ:':;?b:ﬁ;“ MMMMMMMM ROP not dysfunction. Limit narcotic use post pump run.
- Pain scale: NRS = Nomeric R ng Scale 0-10, CPOT= Critical Care Observation Tool | sedation/Pain Ventilation _ _ o Limit benzodiazepines to less than 5mg versed unless indicated to give more and consider using 2-
= Chest tube output = EUEHTIWD 6 HR RASS: Fiweak | Inadequ ate Eleeding Hemodynamic | MO Grder RCP not
* Retum of muscle strength (i.e. hand grasps, foot pushes, head Iift) ___ - | Reversaw Low WCNIE | Oxygenation/ IRsop Instability ail 3mg total if elderly.
= RASS Dm -1 SedatiorvPain Wentilation L . . . .
Patient neurologically intact / alert (follows simple commands) SHR RASS: I &t | Eesang H‘E,"'D,;E'ﬁ;“‘ MMMMMMM RCP not *  Limit muscle relaxants in the last hour of case to avoid residual NM blockade in ICU. Reverse before
2. Revemal Give as per ordered by anesthesia _ wersall o Xygenal aop ristabili wall . . . . . .
3. Spontaneous Breathing Trial: Switch to Spontaneous Mode and maintain: Sedation/Pain | | Ventiation leaving the ICU or write for reversals with clear instructions when to give.
* Sa02=92 : Fluids:
+ PaO2=60withFiO2<5s ||  COMMENTS o . . . o
« PCO235-45 o Limit total fluid (crystalloid and colloid) for pump cases to less than 2L unless indicated hy CVP or
* PH=735 i catio i - : . .
= Follow Up {congratilations, sducation, _eic) ! Reviewer / Date - other assessment of fluid status. Off pump cases may require more fluid but should be based on a

= Evaluate as per table below:

PASS: Criteria maintained, then FAILS' Criteria not Mgt subjective assessment tool (CVP vs respiratory variation in BP).
= Periorm Funciional Tests = [f criteria not met, follow algorithm for gt B

= Megative Inspiratory Force (NIF) : =-30 ventilator settings: _ ) ‘5-%’ ?ﬂffmgfﬂrm Open Heart Surgery Extu bation Tra cking Log Transition to ICU:
Tidal Volume:  =8ml/kg * |f = 4 hours: attempt again every 30 min . . . . .
« Respiratory Rate: <25 o If= 4 hours: attempt again every 15 min - o Consider starting Propofol if BP stable in the OR to transition to ICU.
* ital Capacity: =10mlkg »  |f PASS Proceed to extubate Date Patient Sticker OR Exit Extubation | Extubation | Extubation Type of Surgery: Admitting OHS RN . . . . . . .
~ Hinute Volume: <10 Umin ~ IFFAIL x 3 atiempis: CONSULT SURGEON Time Time <6hr? | Tracker | Markall that Apply & RT Notes: Consider Precedex if patient likely will not tolerate Propofol drip.
» ABG, then if ok EXTUBATE Complete? o The goal is a calmly sedated patient arriving to ICU with a medication that is very short acting with
H M CABG RN: .
C. EXTUBATE: When PASSES & ABG's w/in parameter extubate to Nasal Cannuia or Mist Mask and Cves g?: g AVR [ o no long term sedative effects.
begin incentive Spiromet )
D. PE?ST EXTUBATION: [CINo ] Redo (] Other | Notes: ICU management:
Re peatﬁ.BGmth e hour of extubation. . - . . . . .
e aarrets d PCO2<50. pH-7.35 Mo ves —=E Limit the use of morphine and benzodiazepines in ICU and use Propofol or Precedex to keep patient
« Treat ba & excess a rd red v CIne ) AVR [] MVR RN: sedated until ready to be extubated.
+ Titrate FI02 and contin e hourly incentive spirometry . T
~ IfPR02<70 or 8202462 RT Protocol to assess and treat CNo IRedo [foter | RT: o Consider IV Tylenol and small doses of fentanyl to control pain until patient is extubated.
= [f unable to improve status, notify physician and consider reintubation or use of Bipap Notes:

RESULTS

» Early extubation increased from 26.6% (222 cases from July 2015-June 2016) to 65.9% (255
cases from July 2016-June 2017), representing an improvement of 145%o.

Isolated CAB and Isolated AVR Surgery
Pre & Post Quality Improvement: Extubation < 6 hrs, Post-Op Respiratory Events, & Length of Stay
100.0 96.8

90-0 87-8

80.0

70.0

60.0
1]
8
o 50.0
o
=

40.0

30.0 -

20.0 -

8.2 7.8
10.0 -
oo I
26 Initial 2 Reintubation 2 Reintubation |f 26 Prolonged 26 Post-Op Avg. ICU Length of Avg. Post-Op LOS
Ve ntilation < 6 hrs Overall (lower Extubated < 6 hrs Ventllatlon > 24 Pneumonia (lower Stay in hrs (lower in days (lower
(higher better) better) (lower better) hrs (lower better) better) better) better)
M Baseline (Jul'l5-Jun'l16) n=222 M Post Improvement (Jul'l6-Jun'l7) n=255

For their dedication to clinical excellence and caring, a special thanks to: Dr. J.D. Morrissey, Dr. A. Tendulkar, Cardiovascular Surgeons; Dr. J. DeBooy, Anesthesiologist; Dr. M. Herrera, Quality Medical Director; Julie
Pontarolo-Evans, Director Respiratory Therapy & the R. R. T’ team; Martha Engaling, Nursing Director Critical Care; Audea Preyer & Iniobong Ekong, Nursing Supervisors SICU & the SICU R.N.s; Pamela George,
Nursing Director Surgical Services; and the CVOR PA’s, Nurses, Techs & Perfusionists; Joann Marks, Nursing Director Cardiovascular Services and the Cardiovascular Data& Quality Department team.

RESULTS Cont’d

The reintubation rate was 4.5% compared to 5.5% (pre to
post). None of the patients’ extubated early required
reintubation (post).

Additional improvements: Prolonged ventilation was
reduced by 44%; Post-op pneumonia decreased by 15%;
|CU length of stay was reduced an average of 9 hours and
Post-Op length of stay was reduced by 0.4 days.

CONCLUSIONS

A reduction in clinical process variation successfully

Improved early extubation without an increase In adverse
post-operative respiratory events. These results support
published evidenced based literature.

To maintain improvements, ongoing measurement and
reporting of outcomes iIs recommended.

Evaluation of the impact on patient satisfaction and
calculation of potential cost savings would enhance study
findings. To Increase study significance, future analysis
could include larger study group sample sizes, risk
adjustment and formal statistical analysis.
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UNKNOWNS BY HOSPITAL SYSTEM

Wanted Dead or Alive,NetUdn-Known Update

INTRODUCTION

= QOperative Mortality 30-day status helps determine the STS star rating (81% = There are a total of 5 hospital systems participating in TQl, ranging from 1 hospital to Graph 2

of the score)

= STS National Database summary for Operative Mortality 30-day status from = Further analysis by hospital system demonstrates hospital system-5 and sytem-2

July 1, 2014 — February 15, 2017 (Table 1)

= STS rule change for 30-day status requires £ 10% “missing plus unknown”
in 2015 data < 5% “missing plus unknown” in 2016 data & < 2% for
“missing plus unknown” in 2017 and forward data

Table 1 STS National Database (7/1/2014-2/15/2017)

Response Records with Response % of Total = Hospital systems achieved this by:

All Responses 754,549

Alive 699,531

Dead 26,778 3.6%
25,603 3.4%
Missing 2,547 0.3%

" Graph 6 shows hospital system-3,

METHODS

= Areview of all Adult Cardiac surgery cases in 28 participating hospitals in
DFW (45,000+ cases) between January 1, 2008 and December 31, 2016

= STS TQl data cross-matched with claims data from 90 hospitals in North
Texas to detect patient activity using the Regional Enterprise Master
Patient Index (REMPI) as linkage

RESULTS

" Graphs 4 & 5 show hospital system-1 and system-4, who required a major

11 hospitals per system

(Graphs 2 & 3) who already have an existing process in place to collect the Operative
Mortality 30-day status information, therefore missing very few patients and meeting
the STS target thresholds

reconfiguration of and/or additional resources for their data collection processes to
accurately collect the Operative Mortality 30-day status follow-up data

= New 30-day phone calls
= New access to outpatient clinic
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Graphs 7 & 8 reveal individual hospital rates of “missing plus unknown” for 2015 & 2016 respectively

The blue shaded bars are sites that meet or exceed the STS required percentage to achieve a star rating

" Graphl shows the trend of “Status at 30 days-Unknown” over 9 years .
" Patients listed as “Unknown” dropped from 17.9% prior to matching to .
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Hosp Code Hosp Code
Cases 51 77 49 96 194 51 75 83 80 84 30 27 55 101 824 336 289 103 224 215 149 97 175 104 43 103 38 Cases 38 82 178 157 117 141 62 106 6 17 24 82 320 913 297 148 110 98 87 79 214102 50 30 36 41 31

The red shaded bars are sites

that do not meet the STS

required percentage to achieve a

star rating

Lower volume programs may

have difficulty meeting the
threshold as there is less
tolerance for missing cases

It is difficult but not impossible

to achieve the new STS
mandated requirements

CONCLUSION

= Achieving the STS mandated rate of 10% in 2015 and 5% in 2016 for
“Status 30 days-Unknown” was difficult but achievable

= Meeting the new 2% in 2017 and beyond for “Status 30 days-
Unknown” is achievable for many, but may require a complete
culture change for others

= Data Managers struggle to find 30-day status and require the
support of surgeons, hospital administration, and other support staff
and services to locate patient information

= The lower the hospital volume the greater the opportunity to miss
the STS mandated threshold and thus losing a star rating

For more information contact
Cathy Knoff at
Cathy.Knoff@MedicalCityHealth.com
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