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Objectives:

(1) Explain the importance of access to customized, real-time, case level data for clinicians
(2) Assess tools and mechanisms to deliver actionable information

(3) Discuss opportunities to engage multidisciplinary teams in continuous quality
improvement at the bedside

Background

Problem Statement: At the end of FY2015, UNC Medical Center (UNCMC) faced a high
rate of Postoperative Venous Thromboembolism (VTE), as measured by Patient Safety
Indicator 12 (PSI 12). The efforts to reduce VTE focused on process measure compliance
and did not translate to an improvement in patient outcomes.

FY2015
® VTE workgroup formed
® Focused on SCD order sets and documentation for VTE Core Measures compliance
® Core Measures Compliance improved but high PSI 12 rate persisted
FY2016
Preventing Patient Harm Program chartered
Retrospective and pre-bill review of PSI 12 cases began
Root cause analysis revealed opportunities for prevention
Daily VTE report developed and put into production

UNCMC rate
of post-op VTE

UNCMC rank
9 ® 6 I
FY2015 Q1

Source: Vizient v5.0, All Payers, >500 bed Academic Medical Centers
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Medication
@ Active order for appropriate chemoprophylaxis
@ For patients with order:
— At least one dose received on the previous day
Mechanical
® Active order for Sequential Compression Device (SCD)
® For patients with order:
— SCD documented as On >= 50% of the previous day
— SCDs documented as Refused >= 50% of the previous day
— No SCD documentation
Mobility
® Active order for bedrest
@ For patients without order:
— Documented as out of bed at least once on the previous day
— No active order for patient activity

Interventions

To promote VTE prevention, the workgroup implemented a daily report focused on
three key areas of improvement (see Measures, bottom left). The daily report uses
custom programming in SQL and VBA to generate reports targeted to each care team.
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Daily Report

DETAILED FLOWSHEET REPORT OF FAILURES

1. Patients with no RECOMMENDED prophylaxis med orders
(See Summary)

) VTE Daily Report by Unit Date:  7/17/2019
2. Patients with med orders who did not receive prophylaxis meds (last
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2 Forpts with med orders: % of patlents
4, Patients where arti-embolism not marked as “On" > 50% of the time i

PAT_NAME BED_LABEL FLO_RECORDED INTV_VA |Jlressmers ———
RYDER, MINNIE A0S 717/2019 Off 3.5 of ps with mechanica prophylaxis orders

RYDER, MINNIE  A05 7/7/2018 2:00 Off ———
RYDER, MINNIE A0S 7712018 4:00 Off
RYDER, MINNIE A0S 7/17/2019 6:00 Off
RYDER, MINNIE A0S 7/7/2019 8:00 Off

4. For pts with mechanical orders: % of pts where
antl-embalism device Is "on" 250% last 24 hours
5. For pts with mechanfoal orders : % of pts where
anti-embolism "refused” 250% last 24 hours

7/17/2019 20.00 Off 9.% of pts with no activity orders
7M17/2019 22:00 Off

5. Patients where anti-embolism marked as “"Refused" > 50% of the tim
(See #4) SUMMARY REPORT

2. Patients with med orders who did not receive prophylaxis meds (last 24 hours)

PAT NAME, PAT MRN !D ~ BED LABEL PROV NAME  VTERisk
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WIND, AUGUSTA 100087654567 A04 BURDELL, GEORGE

4. Patients where anti-embolism not marked as "On" > 50% of the time (last 24 hours)
| PAT_MRN_ID BED_LABEL PROV_NAME
RYDER, MINNIE 00043215678 ADS BADER, RUTH

5. Patients where anti-embolism marked as "Refused" > 50% of the time (last 24 hours
PAT _NAME PAT_MRN ID BED LABEL PROV_NAME

6. Patients with no anti-embolism documentation (last 24 hou
PAT_NAME PAT_MRN_ID BED_LABEL PROV NAME

7. Patients with beo orders
PAT_NAME PAT MRN ID  BED LABEL __ ACT NAME

Note: this example report is
intended for illustrative purposes,
and does not contain actual
patient information/data

Optimization

Report Improvements
® Addressing report limitations
® Obtain feedback from focus groups
® Evaluating effective medications
® Expanding to wider audience

Changing Culture

® Framing report as an improvement tool
® Understanding appropriate “failures”
® Solidifying VTE prevention strategies

@® Evaluating interventions daily
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Results

Conclusion: The Daily VTE Report and its implementation in daily rounds has
significantly contributed to the reduction of Postoperative VTE at UNCMC. The hospital
is looking to expand the use of this type of tool (automated delivery of customized, real-
time, case level data) to other projects and improvement efforts.
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separate physician report
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Ongoing Work

Continuous Quality Improvement

UNC Medical Center’s VTE workgroup uses the report’s calculated compliance rates to

evaluate the success of pilots and PDSAs before house-wide expansion. Some of the

projects include:

@ Ensuring best practices for VTE prevention (Creating house-wide VTE Prophylaxis

Guidelines; ICU Mobility Protocol)
Improving compliance with interventions (Trial new SCD products; patient
education around refusals)
Evaluating report effectiveness (Regularly assess recommended medications)
Optimizing EMR tools (Improve risk assessment in Epic)




