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Patient Centered Care...Second to None...One Veteran at a Time

: This Quality Improvement initiative focuses on veteran patients undergoing total knee arthroplasty (TKA) at the Atlanta VA Medical Center from
Aim Statement summer 2019 through March 2020. Through implementation of a multi-modal analgesic pathway, the expected measurable benefit is 50% reduction of
oral morphine equivalents (OME) consumption in the operating room, the post-anesthesia recovery area (PACU) and at 24-hrs post-PACU discharge.

Analysis Actions/Tests of Change Results — Run charts
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Customized Music Therapy to
Deprescribe Psychotropic Medications

in a Skilled Nursing Facility
Hyunseok Oh, MD, Jamie Bass, DO

INTRO

 Stricter regulations limit use of
psychotropic medications in skilled
nursing facilities
Novel methods needed to control
symptoms

METHODS

e N=40

* 11 on psychotropics

* NPI-Q scores pre-intervention & one
month intervals
Given customized mp3 players from 5PM
to 9PM

RESULTS
e NPI-Q scores decreased from mean score
of 22.4to 21.46

 Overall facility psychotropic use decreased
from 13.2% to 8.8% in 3 months

DISCUSSION

* Customized music therapy improves NPI-Q
scores and augments deprescribing of
psychotropics

EMQORY | Department of Medicine

UNIVERSITY
SCHOOL OF

MEDICINE

Individualized music therapy for
residents of an area skilled
nursing facility improves NPQ-| &
agitation scores, and augments
deprescribing of psychotropic
medications.

Post- Post-

Pre- Intervention Intervention

Intervention Month 1 Month 2
Mean
NPI-Q 22.4 21.46 21.46
Mean
Agitation
Score

MEAN NPI-Q & AGITATION SCORE

Author Disclosures: support for

purchase of mp3 players through Arthur
M. Blank Foundation.
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Implementation of a Standard Protocol to Reduce Infection
Following Implant-Based Breast Reconstruction
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Peter Thompson, MD; Susan Tomlin, RN; Owen Brown, MD; Cletus Arciero, MD; Brooke Webb, RN; Elizabeth Overton; Judy

Lewis, RN; Tiffany Carter, RN; Erin Roberts, RN; Joe Sharma, MD

Aim Statement

1. We aim to reduce variability in implant-based breast reconstruction surgery by implementing a standard protocol of infection prevention measures, with a goal of 80% protocol
compliance over the next 3 months.
2. We aim to reduce the incidence of surgical site infection following immediate breast reconstruction with implants / tissue expanders at EUH by 50% over the next 12 months.

Background

* Infection following implant-based breast reconstruction
leads to increased rates of hospital readmission, re-
operation, patient and hospital expense, higher rates of
reconstructive failure with attendant physical and
psychological morbidity.

Baseline Conditions

« There is significant variability regarding individual
surgeon protocols for prevention of implant infection.

Do you change drapes
after mastectomy?

® Yes
® No
v sometimes

Do you change gloves before
handling the breast implant?

prior to insertion?

A
@ Depends on the surgeon, 50% of the
time v

Do you prescribe post-op
antibiotics for patients?

® Yes
® No

\ 4

 Infections following implant reconstruction at EUH are

higher than the national average.

Do you soak the breast implant

@ No implant soaking

@ Quick rinse only
1-5 minutes

® > 5 minutes

® Yes
® No
Depends

50
L Allimplant Cases
B Immediate
40 Reconstruction
Only
— — = Median Infection %
X
< === Nat. Avg Infection %
_8 30
&"
c
2
B 20
] - =
G
S Y
10
0

Ql

Implant
Infection

* - Modifiable
risk factor

Analysis

» Patient, surgeon and environmental factors all
contribute to increased rates of infection.

<—— Smoking
R *

< Large breasts < Break in sterile technique

Inappropriate implant *
handling

<— Increased BMI

< Uncontrolled Diabetes

. Inappropriate implant selection *

History of radiation

<—— MRSA / MSSA skin colonization* Suboptimal mastectomy skin flaps

Vulnerabilities & Opportunities |

Patient fails to follow wound care * Inappropriate perioperative antibiotic dosin*

< instructions

<———Delay in drain removal <—— Prolonged anesthesia time

*
*
*

<—— Drain removed too soon : Increased OR traffic *

Contamination during expansion

* Primary causative organisms of implant
infections at EUH are MSSA and MRSA .

| * Serratia
¢ Pseudomonas
e Cultibacterium

* Mycobacterium

MRSA e Staph lugdenensis

18% .
e Strep agalactiae

e Candida

* Primary Outcome Measure: rate of infection following immediate implant-based
reconstruction at EUH

 # implant infections / # of immediate implant-based reconstructions

* Process Measures:
1. Pre-operative patient skin decolonization compliance (attestation form)
2. Intra-operative patient protocol compliance (protocol checklist)
3. Post-operative patient teaching compliance (checklist and signature form)

* Balancing Measures:
1. Time for procedure completion (operative time before vs after protocol implementation)

2. Patient satisfaction with pre- and post-operative education experience (follow-up phone
call after discharge)

P.I.G.S. Protocol:
* P - Pocket. Mastectomy cavity irrigated with irrisept.

Actions/Tests of Change

* Single surgeon
* Single institution
* Intra-operative and post-

* 1.5 months, 7 cases

Feasibility of interventions

* | —Implant. Implant soaked in irrisept prior to
placement

* G —Gloves. All team members don fresh gloves prior to
handling implant.

S — Sterile field. All unnecessary instruments /
personnel off the field; incision re-draped with green
towels and ioban.

“Pause for P.I.G.S. 11"

Evidence-based “best practices protocol” for implant-based reconstruction

Pre-operative Phase Intra-operative Phase Post-operative Phase

*  Prepping and draping performed or
supervised by plastic surgery resident.

* All team members strongly encouraged to
double glove.

* Drapes secured with staples, ioban strips.

* Acellular dermal matrix — fenestrated
(pie-crusted) on back table prior to
insertion

* Skin Decolonization
* Intranasal mupirocin for 5 days
prior to surgery
* Hibiclens showers for 5 days
prior to surgery

* Post-operative IV antibiotics to be
continued for 24 hours and no
longer.

* Revised, simplified and
standardized teaching /
discharge instructions regarding
wound care, dressing changes,

* Revised pre-operative
educational brochure

» PIGS protocol for implant

insertion (see below) drain care, and showering.

* Drain —one per side — 15F blake drain.

* Closing tray — clean instruments available
for use after placement of implant

* Dressings — Stertistrips for incision,
biopatch and tegaderm for drains

e ——— Test of change #2

: Test of change #3

1. Feedback

* All surgeons
* Single institution
* Intra-operative and post- evaluated at
. faculty meeting
operative phase of care only 2. Pre-op phase of

1. Protocol modified
2. Best practices data
presented to group
3. Protocol adopted
by division

* All surgeons
* Single institution
* All phases of care

operative phase of care only care

e 2 weeks, 5 cases

e 1 month

Additional challenges specific

. . Currently underwa
to individual techniques y v
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« Group protocol compliance averaged 91% over the course of two change cycles.
« Of 21 implant reconstructions performed under protocol, we have had 0 readmissions and 0
reoperations for infection.
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Aim Statement

Code Seizure: Closing the Gaps in the
Treatment of Status Epilepticus

Ebtisam Alumin Osman MD, Denise Chen MD, Rhea Battle PharmD, Hiba A. Haider MD FACNS

We aim to (1) reduce the time taken to administer antiseizure drugs (ASDs) to inpatients in status epilepticus at EUH to < 1 hrin over 80% of patients
and (2) reduce the incidence of underdosing by 50% over a 2-month period.

EMORY

HEALTHCARE

Background

Analysis

Status epilepticus is a neurological emergency, characterized by recurrent or prolonged seizures that fail
to self-terminate. The longer seizures are allowed to continue, the harder it is to fully control them.

Delays in treatment as well as underdosed administration of antiseizure drugs (ASDs) is linked to
increasingly refractory seizures and an increased need for sedative-anesthetic agents that are
accompanied by antecedent morbidity and the need for mechanical ventilation (Alvarez et al, Epilepsia
2015). Delayed early management is common; in one study early ASD dosing met published AES

Guidelines in as little as 14-23% of cases (Sathe et al, Ann Emerg Med 2019). Underdosing is also
associated with a cascade of downstream workflow delays that lead to further undertreatment, and
increased rates of mortality (Gainza Lein, JAMA Neurol 2018). Multiple factors contribute to this issue

(Figure 1).
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Baseline Conditions

We studied a baseline convenience sample of inpatients at Emory University Hospital who were
admitted with status epilepticus or acute recurrent seizures and received IV loading doses of ASDs:
namely Cohort 1, n=20 (2013-2014). Baseline data is presented in Table 1: 50% of patients received
AEDs within 60 minutes.

Median doses for various ASDs were also analyzed and are reported in Table 1.

Actions/Tests of Change

1. Dissemination of an institutional status epilepticus protocol to guide appropriate dosing.

Convenience samples of inpatients at Emory University Hospital who were admitted with status

epilepticus or acute recurrent seizures, and received IV loading doses of ASDs were identified:

Cohort 2: n=20 (baseline cohort immediately prior to Status Epilepticus Protocol rollout, late 2017-early
2018)

Cohort 3: n=20 (PDSA cycle #1; mid-late 2019 after Status Protocol Protocol in place for 1 year)

For each cohort, clinical data was abstracted via retrospective chart review.

1. Assessing Time Delays: Pharmnet data was reviewed to confirm dosing and time of order, verification

and administration for each cohort (following each PDSA cycle); the percentage of patients receiving IV

ASD loading dose within the recommended time cutoff as per the AES guidelines (i.e. <60 minutes) was

reported (Table 1 and Figures 2-4)

2. Assessing Underdosing: Pharmnet data was reviewed to confirm loading doses. Patient-specific weight-
based dosing (mg/kg) and total doses (mg) are presented in Tables X. Median doses for all ASDs across
all cohorts will be displayed and cumulative improvement after each cycle presented as a Pareto chart.

Figure 2. Time to ASD administration (Order to Verification, Verification to Administration, and Total Time) in consecutive cohorts in comparison to median (dashed gray line) vs. benchmark/goal time of 60 minutes (solid gray line)

COMORT 1: TINM TO DRUG ADMENES TRATION

COHORT 2: TIME TO FIRST & SECOND ASD

-

N I\
- ~

10

COHORT 1: DRUG DOSING

Dose (mg/kg)
Dose (mg/kg)

* Trends toward improvement in time to administration of ASDs was noted (50% of patients received a timely
ASD in cohort 1 compared to 65.8% in cohort 2 and 67.9% in cohort 3)

* Delays in time to ASD administration mostly occurred in the period after medication verification.

* There is a signal that delay to first ASD is linked to a delay to second ASD.

* Underdosing was pervasive across all cohorts, mostly seen with LEV and VPA (and to a much lesser extent
with PHT)

COMORT 2 TIMEE TO DRLG ADMINESTRANON

COHORT 1 COHORT 2 COHORT 3
Baseline Conditions n=38 n=28
n=34
Cohort characteristic Baseline cohort Prior to PDSA #1:
2013-2014 SE Protocol rollout 1 year after
SE Protocol rollout
% with ASD given within 60 minutes 50.0% 65.8% 67.9%
Time to ASD Median 59 min Median 38 min Median 42 min

Mean 73 min
(Range 12-520)

Mean 67 min
(Range 3-371)

Mean 63 min
(Range 19-171)

Median time to 18t ASD 47 min 32 min 42 min

Median time to 2 ASD 64 min 57 min 53 min

Median Dose (Recommended
loading dose)

PHT: 18.7 (20 ma/kg)

VPA 12.3 (40 mg/kg)

LEV 19.1 (60 ma/kg)
LCS 200mg (200-400 mg)

PHT: 19.1 (20 mg/kg)

VPA 20.8 (40 mg/kg)

LEV 13.5 ( 60 mg/kg)
LCS 200mg (200-400 mg)

PHT: 15.6 (20 mg/kg)
VPA 31.9 (40 mg/kg)
LEV 21.9 (60 mg/kg)
LCS 400mg (400 mg)

Table 1. Cohort 1-3 characteristics; median times to ASDs and median doses

COMORT 3: TIMI TO DRUG ADMINISTRATION

COHORT 3: TIME TO FIRST & SECOND ASD

1st ASD
w—2rvd ASD

Median time (totad)

N

COHORT 2: DRUG DOSING

Reflection/Follow-up

Test whether dosing and delays are associated with:
* Length of ICU stay, and length of hospital stay
* Increasing refractoriness (Need for intubation/sedation for seizure control)

* Number of ASDs at discharge
* Post-discharge outcome
Next test of change:

* Code Seizure orderset with Automated Paging: Create a standardized orderset of commonly used ASDs at appropriate
doses, tied to an automated paging mechanism that expedites drug mixing and delivery at the central pharmacy

(bypassing handoff from other pharmacy locations). The implementation of this test is currently pending completion by IT.
* Continue data collection for cohort 4 and 5 (pre/post implementation of Code Seizure orderset)
Barriers / Lessons:
* [T-dependent changes can be difficult to enact!

* Changes in parallel pharmacy paging workflows may delay use of automated paging
» Lack of pharmacy tech coverage

Qthertests of change to consider:
* IV Push: Administering medications via "IV push” when feasible, eliminating the delays caused by mixing in and transport from
the central pharmacy.
* Hand delivery of critical medications by pharmacy tech as opposed to tubing (current standard for unscheduled ASDs)
* RN alert system: Overhead paging after delivery of medication to alert patient’s RN so that medication can be administered
adication Auailabilitv: Making cartain ASD options available in relevant ICUs or floor locations to expedite their use.
ular or intranasal medications instead of IV (that can introduce delay if IV access not

W alle)

Screenshot



Aim Statement: Increase pre-determined (Asthma,

Improving Guideline Adherence
and Antibiotic Stewardship , | , o
Community Acquired Pneumonia and Migraine) CPG-

Thmugh Order'set Raﬁona"zaﬁon I n teg rati ng CI i n i ca I P ra Cti ce specific order set usage for guideline-eligible patients

0-18 years old admitted to Children’s Healthcare of
Atlanta-Egleston on the general pediatrics service by

Heavy Menstrual Bleeding, Musculoskeletal Infection,

Problem Statement: Clinical practice

guidelines (CPGs) and coupled order sets standardize
_ , , , , @ @ ® 20% from July 2020 to June 2021 through

patient care and disseminate evidence-based practices, , . . .

leading to higher value patient care 1-3. However I I l O implementation of an single, CPG-integrated general

' ’ diatrics admission clinical decisi rt tool.
at our institution we identified several CPGs where the pediatrics admission ciinical cecision support too
appropriate order set was used in <50% of encounters

e st e e general admission order-set may

encounters

Guideline Order Set Usage for Elgible Encounters July 1, 2019 to Decembery 31, 2019

Analysis:
Figure 4: Fishbone analysis of barriers to CPG adherence.

Lack of Awareness Clutter

Users don’t know
guideline exists Users choose incorrect order set when
searching for a condition

User’s search terms do not yield
guideline order set in results

Guideline
non-adherence

Users do not select orders in
adherence with the guideline

Users become frustrated when
Guideline orders do not always searching for guidelines and give up
lead to guideline practices

: I I I - increase CPG adherence.
ﬁ s i 11 .11

Poor Usability Difficult to Find

Figure 2: Higher rates of migraine medication bundle use and

higher rates with appropriate order set used. Figure 5: Pareto chart of reasons for order set non-adoption.
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Figure 3: Higher rates of Depakote discharge prescriptions S5 5288 52d&28 ;
when CPG-0S used. OS non-adherence b 2 o]

Orderset Usad query begins Reasons for OS Non-adoption

Bottom Line

New residents begin

The most common reasons for Clinical Practice

Guideline (CPG) order set non-use were lack of

% Correct Usage

awareness of or forgetting the order set

Proportion of Encounters

Interventions To Date:

* Review and add synonyms to all underused
guideline order sets.

* |dentify and retire commonly misused order sets
(i.e. mimicker order sets).

Wrong OS removed
—— Synonyms added

Quarter of Visit Start Woek

| I I I |

Justine Mrosak MD, Swaminathan Kandaswamy PhD, JUL"9 AUG'"9 SEPT"19 OCT"19 NOV'19 DEC"19 JAN20 FEB'20 MAR 20 APR'20

Claire Stokes MD, David Roth MSPH, Evan Orenstein MD Month Future Interventions:
® & * Integrate CPG orders into more commonly used
! N 1 EMORY order set.
AL 3% UNIVERSITY

* Migrate guidelines to public facing website with
search engine optimization

Children’s- SCHOOL OF
Healthcare of Atlanta MEDICINE
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Family Medicine Resident Wellness Improvement

Through an App-Delivered Mindfulness Meditation Intervention

Project Leaders: Mascaro J, Moore M.
Interprofessional Team Members: Aguilar-Alvarado M, Ajirotutu O, Ghose N, Patel P, Villalon-Gomez J.
Trainee Team Members: Baker, B. Holder, A.
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Aim Statement

Through the use of a Mindfulness App, there will be an increase in Family Medicine Residents' sleep quality, social wellbeing, overall mindfulness, and
subcategories of mindfulness (including describing and nonjudging of inner experience) by the end of a 8-week intervention period.

Background _ Measures Ml Resuts N  Resuts

« Higher workplace burnout reported among family
medicine residents and physicians than other
medical trainees and physicians

 Research shown mindfulness meditation helps
reduce stress of medical training and practice

« Smartphone-delivered mindfulness apps offer an
intervention to improve well-being and reduce the
likelihood of burnout

Baseline Conditions

‘Emory FM residents report higher than national
average on the Mini-Z Burnout Survey

100
20
80
/70
60
S50 +——
40 -
30 -
20 -
10 -

n
N

37

EDFM JAMA 2018 Medscape

2018

*\We believe the factors influencing resident well being
include:

» Electronic medical record burden
» Poor sleep quality and quantity
 Interpersonal relationships with work colleagues

« Stress over educational requirements (testing
and clinical encounter numbers)

« Acceptability / Interest in the App
« Job Satisfaction

« Stress

 Burnout Level

o Sleep

Actions/Tests of Change

EFMRP trainees were randomized to either receive a
phone-based mindfulness meditation application
(10% Happier) or to a waitlist group that received the
application at the conclusion of the study

 Residents were provided protected time in didactic
lecture to complete the self-assessment pre- and
post- surveys.

« The randomized participants received the app and
an email inviting to participate.

« 26 Residents eligible
« 23 completed at least 1 survey
10 completed all study activities

Estimated Marginal Means

Job Satisfaction

Estimated Marginal Means of MEASURE_1

55 Randomization_recoded

= App
m—\Naitlist

5.0 T

4.5

4.0

3.5 —

3.0 ——

2.5
Pre- Post-

factor1

Error bars: 95% Cl

“Overall, | am satisfied with my current job.”
1=Strongly agree; 5= Strongly disagree; N=10 of 23 residents

Acceptability

| am very interested in using the Well-being app

.10 help me manage my stress

| am interested in
using the app foimprove my personal relationships

.To improve my physical health
.foimprove my mental health
.foimprove my sleep

.To enhance my clinical interactions

| am primarily interested in participating in the study to help advance science

|'am participating in the study because | felt like | was supposed to

1 2 3 4 5 6 7
Don’t agree at all  Mean

N=20 of 23 residents

Burnout
Estimated Marginal Means of MEASURE_1
45 Randomization_recoded
—app
S = Waitlist
o 4.0
5 35
% 3.0 _\
£ 25 1
. \—
2.0
Pre- Post-

factor1

Error bars: 95% ClI

Using your own definition of “burnout,” please select one of the answers below:

1 =1 enjoy my work, | have no symptoms of burnout

2 = Occasionally | am under stress, and | don't always have as much energy as |
once did, but | don't feel burned out

3 = | am definitely burning out and have one or more symptoms of burnout, such
as physical and emotional exhaustion

4 = The symptoms of burnout that I'm experiencing won't go away. | think about
frustration at work a lot

5 = | feel completely burned out. | am at the point where | may need some
changes or may need to seek some sort of help.

N=10 of 23 residents

Completely agree

Stress
Estimated Marginal Means of MEASURE_1
55 Randomization_recoded
:\j\’;gitlist
» 5.0
g
Z 45 —_
§ 40 E—— “| feel a great deal of stress
2 1T T because of my job.”
B 1 1=Strongly disagree;
w
3.0 L 5= Strongly agree
N=10 of 23 residents
2.5 -
Pre- Post-
factor1
Error bars: 95% ClI
Sleep
Estimated Marginal Means of MEASURE_1
4.5 Randomization_recoded
:: T :Sssitlist
£ 4.0 N
=
B 35 <
= In the past SEVEN (7) DAYS,
g My sleep quality was...
z 3.0 ——
& L 1=Very poor, 5=Very good
o N=10 of 23 residents
2.5
1 2

factor1

Error bars: 95% CI

Reflection/Follow-up

‘Most residents were interested in the app (80% of
respondents agreed that they were very interested in
using the app)

*Only one resident randomized to receive the app
reported downloading it.

Low uptake of program although need and desire exists

‘Residents need protected time to engage in wellness
activities
*Next Steps

» Explore reasons for limited resident participation

« Evaluate how to feasibly incorporate activities for wellness
into resident work activities
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Use of Isotonic Maintenance Intravenous Fluids in the

SCHOOL OF Emergency Department — A Quality Improvement Initiative
MEDICINE Bolanle Akinsola, MD; Carolyn Evans, BSN, RN; Qui Burris, Msc; Shabnam Jain, MD, MPH

Aim Statement

« Maintenance intravenous fluids (MIVF) are
commonly used in the emergency department
(ED) to provide critical supportive care for
children who are acutely ill or when sufficient
fluids cannot be provided enterally.

« Hypotonic MIVF have been the standard of care
In pediatrics, but concerns about the high
incidence of hyponatremia have been raised.

 The American Academy of Pediatrics (AAP)
released a clinical practice guideline (CPG) in
December 2018 recommending that patients
age 28 days to 18 years requiring MIVF receive
Isotonic solutions with appropriate potassium
chloride (KCI) and dextrose (D).

Baseline Conditions

« ED physicians share an unfounded fear of

potential risk of hypernatremia in children
receiving MIVF.

« The standard prescribing process of hypotonic
MIVF is not supported by scientific studies.

« There is no national benchmark for MIVF
orders.

* There is high variability in MIVF prescribing

practices among ED physicians.

Background

Children’s:

Healthcare of Atlanta

K ROLLINS
X/@ EMORY SCHOOL OF
PUBLIC
HEALTH

In emergency department patients (age 28 days to 18 years) who are being admitted with maintenance intravenous fluids (at a rate greater than 10ml/hr) to

the inpatient ward, we aimed to increase use of isotonic fluids to >80% by December 2019 from baseline of 18% in January 2018.

eeeeeeeeeeeeeeeeeee

needed?

order visible to RN
in epic

disposition set as

inpatient

o inp.
ooooo

MIVF is defined as D5 NS +/- KCI: D5 1/2NS +/- KCI;
D5 1/4NS +/- KCI; LR fluid combinations, given at a
rate >10ml/hr.

Patients with active chronic medical problems, DI,
DKA, severe burns & trauma were excluded.
Numerator defined as number of eligible patients who
received isotonic MIVF; Denominator as total number
of eligible patients who received MIVF.

Compare the percentage use of isotonic MIVF before
and after quality improvement (Ql) initiative.
Balancing measures; monitoring frequency of serum
electrolyte check within 24 hours of admission and

hypernatremia after QI intervention (Jan 2019).

Actions/Tests of Change

guideline not adhered to.

Dissemination of AAP guidelines to ED physicians.
Education session during ED meetings to inform
physicians of QI initiative to adhere to guidelines.
Electronic medical record (EMR) change to

standardize MIVF orders and flag providers when

Individual feedback provided to ED physicians

monthly with data review to improve compliance.

% ED admissions who received Isotonic MIVF

Jan 2018 — Mar 2020

Month/Year

# Isotonic
MIVF used

# Total MIVF
ordered

% Rate of Isotonic
MIVF use

te

100%

S0% -

80% A

70% -

60% A

utlier
eedbac
lean s 83,59
EPIC Quick
List...

Jan 2018

73

413

17.67

Feb 2018

47

378

12.43

Mar 2018

49

372

13.17

Apr 2018

37

390

9.48

May 2018

45

437

10.29

Jun 2018

49

342

14.32

Jul 2018

53

339

15.63

Aug 2018

82

409

20.04

Sep 2018

105

377

27.85

Oct 2018

158

457

34.57

Nov 2018

183

458

39.95

Dec 2018

241

486

49.58

Jan 2019

207

427

48.47

Feb 2019

193

391

49.36

Mar 2019

231

451

51.21

Apr 2019

198

378

52.38

May 2019

220

409

53.78

Jun 2019

164

314

52.22

Jul 2019

190

346

54.91

Aug 2019

325

422

77.01

Sep 2019

320

389

82.26

Oct 2019

457

530

86.22

Nov 2019

499

571

87.39

Dec 2019

489

578

84.60

Jan 2020

408

465

87.74

Feb 2020

400

432

92.59

Mar 2020

347

381

91.07

Frequency of serum electrolyte check

#Serum Electrolyte
Check

#Total MIVF

% Serum Electrolyte
Check

2018

647

4858

13.31

2019

655

5182

12.63

Conclusion

The use of isotonic MIVFs improved to > 80% in ED

patients admitted to the inpatient setting and it has
been sustained.

There was no statistically significant change in the
frequency of serum electrolyte check within 24 hours
of admission.

There was no increase in occurrence of hypernatremia
among patients who received isotonic MIVF.

Rapid implementation of AAP CPG was successful in
part because of institutional readiness for change at
the time guideline was released.

Hardwiring isotonic MIVF via EMR change was a key
iIntervention to success.

There is promise of long-term sustainability.



Improving Quality of Opioid Discharge Education in the Emergency Department

Roslyn Seitz, ENP-C, FNP-C, MPH, Christele Francois, PharmD, BCPS, Lee Economy ENP-FC, FNP-C,, Antoinette Ward, DNP

EMORY

HEALTHCARE

Aim Statement

Primary Aim: Improve utilization of printed discharge education to 50% among patients prescribed an opioid from the Emergency Department (ED) over a
4 month period of time.
Second Aim: Improve nursing and provider verbal patient education in 3 key areas of instruction including 1.safe storage 2. transitioning off opioids and 3.
safe disposal of medication by self report at baseline and at conclusion of intervention.

Background

According to the CDC, opioid deaths rose 6 times from 1999 to 2017, and
approximately 130 Americans die every year. Opioid abuse is a public health
crisis in the United States. To address this crisis the CDC has recommended

Tests of Change

Patient, provider, nursing conditions, poorly written discharge instructions and
political/societal factors contribute to patient discharge instruction and
education

12 Audit
and
Feedback

18 Audit
and

21 Audit
and

. e . . . Nursing Discharge Provider Discharge . ) Feedback Feedback ails
several strategies to prevent opioid use disorder, including: patient Care Experience Email Email Fmail
* Academic detailing Nursing Provider

i i Education Education Willingness to learn
* Quality improvement programs _ Previous
« Patient education on the safe storage and disposal of prescription opioids e oot Time Experience ALy
ompeting . Concern for
priorities
n mgm Previous Competing ) addiction
B as e I I n e C o n d Itl o n s interactions with priorities Perc-eptlor-'l of
patient patient risk Poor patient
. . . understanding and
Opioid Prescriptions S e
. . on aer insu u:l.en ouold pain
Sept 2019 EUH ED Percocet (any P:h:_ﬂt;pﬁ_f:af Ped and nursing dated informatiog management Percent Utilization of Written Opioid Discharge Education
axkin 10105 avaliabiuny regarding storage,
Strength ) More Critical disposal, cisks 100%
B Patients may fear Patients N 90%
Nto rCO t(l‘]a)ny around obtaining Cl)fltehn w:ttleen alt 80cy0
S reng Opioids thorade leve
70%
TylenOI Wlth Opioid Crisis/Political Emergency Department Poorly written discharge 60%
COdelne #3 Environment /Resources instructions 50% 489 52% 529%
m traMADol 50 mg ;‘8;
(0)
oral tablet 200,
« Primary Outcome Measure: % utilization of discharge education when 10%
provided with a new opioid prescription 09, 4
. . (0]
« Secondary Outcome Measure: Improvement in self reported education Pre intervention Cycle 1 Cycle 2 Cycle 3 Cycle 4

* Chart review at EUH revealed that over a 1 month period

among nurses and providers when discharging a patient with a new opioid
with focus on safe storage, transitioning off opioids and safe disposal

Future Results: Complete 4 additional audit and feedback cycles

of time <5% of patients received written opioid discharge Future Results: Repeat Survey for provider and nursing self-report of

Dec 2019 Survey of RN and Providers at EUH

Patients Receiving Opioid D/C Education (always/often) __

Side Effects o 2% 52.65%
Over-dose 42% 26.32%
Secure Medication 20% 5.26%
Do Not Share Medication 38% 31.58
Transition to non Opioids 0 60% 78.95%
Signs of Withdrawal Q 22% 15.79%
Minimum necessary to control pain @ 72% 73.68%
Disposal Q1% 5.26%

1. Planning Phase

Action 1: Opioid Discharge
Instruction updated to reflect best
practice and patient friendly
language

Action 2: We engaged Patient
and Family Advocate to review
intervention and discuss patient
perspective

Action 3: We performed a chart
review and provider/nursing
survey to determine baseline
conditions

2. Educational Phase

Action 4: Nursing and Provider
Education

Presentation at faculty meeting
and 1:1 nursing and provider
education

We provided >80% of
full time nurses and
providers educational
intervention

3. Chart Review/Audit and

Feedback Phase
Action 5. Chart review
We reviewed 100% of charts
during the intervention for
inclusion of opioid discharge
education
Action 6: We completed 3 PSDA
cycles with provider audit and
feedback

Future Action: Complete 4

additional audit and feedback

cycles .
Future Action: Repeat Survey
for provider and nursing self-
report of discharge education

discharge education

Reflection/Follow-up

Quality project was stopped due to COVID -19, redeployment of resources
and consideration for nurses and providers that were adjusting to information
overload and process change

Based on early data intervention appears to be improving written material for
patients discharged with an opioid prescription

Next steps: Complete audit and feedback cycles. Complete provider and
nursing survey post intervention

Consider adding QR code or video discharge education for patients

Consider follow up phone calls to ascertain if change in patient knowledge or
behavior resulting from the intervention



NEW ED GUIDELINE FOR FEBRILE
INFANT(29-60d)

Decreasing Unnecessary Resource
Utilization

Presenters: Gargi Mukherjee, MD, Erin Reynolds,
MPH student, Evan Orenstein, MD, Shabnam Jain,
MD, and Nicole Hames, MD

BACKGROUND:

* Inthe U.S., about 500,000 infants < 60 days old are

seen for fevers in Emergency Departments (ED) yearly

» 810 13% are diagnosed with a serious bacterial
infection (SBI)

* Due to the low specificity of our previous guideline, a
larger proportion of lumbar punctures (LPs), empiric
antibiotic, and admissions are ordered

* Population: Previously healthy 29-60 day old infants
presenting with fever, without an obvious focal
infection. Both blood and urine culture ordered in ED.

SMART AlIM:

* Among otherwise well-appearing, febrile infants in the
29-60day age group, we aim to decrease the number of
LPs and hospitalizations by 20% from baseline and
empiric antibiotic administration by 10% from baseline
in the next 12 months.

NEW GUIDELINE:

FEVER CLINICAL PRACTICE GUIDELINE 29 - 60 DAYS PR ——

EMERGENCY DEPARTMENT UPDATE 2014, 2018

UPDATE 02/17/20

Febrile (> 38.0C Rectal at home, in ED or reported from Urgent Care or Primary Care)

+ Toxic appearance

Continue treatment as + Underlying immunodeficiency
appropriate + Underlying medical condition or pennatal history that
increases nsk of serous infection

+ Curently on antibiotics
+ Presenting with seizure
+ History of prematunty (<37 wks gestational age at birth)
+ Source of fever present on history or physical exam

~ J
« CBC with Dift 2ADDITIONAL TESTS—BASED ON SYMPTOMS

+ Procalctonn If lower respiratory symptoms:
Blood Cultures If darhea:
based on amnea.
2 + Consider GI PCR Panel

+ Unnalysis 3
« Urine Culture symptoms Other Tests (such as RSV, flu test) as per physician
discreton

\

l NO @ YES l
LOW RISK INTERMEDIATE RISK HIGH RISK JABNORMAL UA
o PCT <0.5ng/ml o PCT <0.5ng/ml o PCT > 0.5ng/ml Positive UA:
CRITERIA o ANC <4,000/mm3 |e ANC > 4,000/mm3 REGARDLESS of o WBC 2 10 per hpf or
ANC value o Nitrites Positive or
o LES 224
OPTIONS FOR OPTION 1 OPTION 2
TREATMENT PCT > 0.5 ng/ml | PCT $0.5 ng/ml
LUMBAR PUNCTURE* NO Ve YES VES® NO
ANTI-INFECTIVES® NO Based on LP results” YES YES YES
. Based on LP results’
- NO YES YES YES

Will Rates of LPs, Admissions, and Empiric Antibiotic

Administration Decrease with Implementation of a
New Guideline Using Procalcitonin To Assess Febrile

Infants?

Frequency LP Performed For Febrile Infants

—a—%LP

1, #—8- —=-MeanLP

._‘l._ ~#—-UCLLP
‘-h .
LCLLP

Oct-19
Nov-19
Dec-19
Jan-20
Feb-20

Aug-19
Sep-19

Table 1: The average LP rate was about 31%
prior to publishing the new guideline.

Percent of Febrile Infants Given Empirical Percent of Febrile Infants Admitted
Antibiotics

lllllllllllll’ll

[ R -y

on

—- %Admit

trat

~—%Abx

~#-Mean Admit

~#-UCL Admit
LCL Admit

~#—Mean Abx
~—UCL Abx
LCL Abx

Iinis

Adm

Frequency of Abx

Table 2: On average, infants received empiric Table 3: The average baseline admission
antibiotics during 35% of encounters. rate was approximately 30%.

Interventions:
e New Clinical Practice Guideline
 Education for ER physicians

Process Measure:

* Evaluate ED provider use of new clinical
practice guideline for 29-60 day old
infants presenting with fever by assessing
use of associated order set.

e Use of Old Order Set —32%
* Use of Procalcitonin -

Frequency of Procalcitonin Use For
Febrile Infant Encounters

120.00%
100.00%
80.00%
60.00%
40.00%
20.00%
0.00%

PercentProcal Ordered

D O O O O O O O
XD PP
$o \’b @ @@ N (_,Qz $0 \’b

Balance Measures:

* Track patients 29-60 days old evaluated
for fever to ensure that those with
invasive bacterial infections are not
missed and less than 2% of serious
bacterial infections are missed.

e Returns to seek medical care within 4
weeks of initial visit

% Returning To Seek Medical Care

/ A 4

/ /AVA\,QA

N\\
<
4
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R &R REE

2293333323333 §§
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Future Steps:

* Release Order Set For New Guideline

* Analyze Data for Process and Balance
Measures

 Continue to Track Post-Intervention Data
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Improving Vaccination Rates in Patients with Inflammatory Bowel Disease

EMORY

TEmory University, 2Atlanta VA Medical Center

HEALTHCARE

Danielle Shelnut,MD?; Harika Gorti, MD'2, Corinne Abraham DNP, RN"-2;
Rosie Cruz-LaPorte, BSN, RN': Laisa Jacob, BSN, CGRN, RN': Meena A. Prasad, MD" 2

U.S. Department of Veterans Affairs

Atlanta VA Health Care System

Aim Statement

We aim to increase the vaccination rates in veterans with inflammatory bowel disease (IBD) that follow in IBD clinic over 6 months time as compared to
data obtained from the prior calendar year. We anticipate to increase vaccine compliance through various methods by 20%.

Background

Influenza Pre-Intervention

250

Recent data suggest that IBD patients do not receive Vaccinations Median of 226

preventative services at the same rate as general medical Missed 200

patients. Opportunities

Patients with IBD often treated with long-term immune Influenza 61.92%

suppressive therapies and may be at increased risk for 00

infection, largely preventable via vaccination. PCV13/PPV23 68.33% }

By identifying current gaps in care, developing a process to HBV 77.46% i

determine vaccination needs and a method for delivery, as a Gl o

clinic we could assume responsibility for this aspect of TDAP 27.92%

healthcare maintenance for our IBD patients. o
Shingrex 97.06% 108

100

80

Outcome Measures
Missed opportunities — total # vaccines given/total # indicated

40

20

Process Measures
-vaccine not offered i
-patient deferred
-patient declined
-vaccine not available

Not offered

Balancing Measures

-Office visit prolonged due to addressing HCM

-Cost

-Possibility of effecting nurse triage, bottleneck (*staff satisfaction*)
-Improved patient satisfaction

Influenza

90.00%
80.00%
70.00%
60.00%
)
Qo
8 50.00%
c
]
2 40.00%
[
a
30.00%
20.00%

Actions/Tests of Change

10.00%
0.00%

HHHHHHHHHHHHHHHH

N

Action/Test of change
Made IS rubric

Outcome/what was learned?

Familiarized users (and team) with criteria
for vaccinations; ease of use

=B % Missed Opportunities  ==@==\edian

Vaccine order menu Ease of ordering; Educational

TDAP

>

Nurse clinic Venue to vaccinate 5000%

45.00%

RTC order for injection series Allowed process for patient follow up

40.00%

35.00%
& 30.00%
©

Changing IBD Note template Ease of finding vaccine history, recording

. e % 25.00%
+/- missed opportunities S

3 2000%
15.00%

Increased vaccines available in clinic Increased vaccination rates of select

vaccines 10.00%

5.00%
0.00%

A B R T L R v s B o R e R B e B e B s B B e
|||||

el % NMissed Opportunities  ==@=\]edian

10

Patient declined

Patient

2

5

deferred

1

Vaccine not available

N

Mar-20

o o
g N
2o 5
& s

Patient

Percentage

declined

100.00%
90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%

0.00%

0

Vaccine not...

TDAP Pre-Intervention

Patient deferred

0

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

350

300

250

200

150

100

50

250

200

150

100

50

0

Vaccine not available

PCV13/PPSV23 Pre-Intervention

292

Not offered

217

PCV13/PPSV23

6

4

Patient declined

11

Not offered

Patient deferred

HHHHHH

Percentage

—
' {

==B==9% Missed Opportunities

120.00%

100.00%

80.00%

60.00%

40.00%

20.00%

0.00%

Shringrex

HHHHHH

=B \edian

— -

N

Feb-20 m ==

Mar-20

0

Baseline Conditions

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0 0%

Vaccine not available
Patient deferred

Shingrix Pre-Intervention

HHHHHHH
'

Lo B B I |
|||||

HHHHH

=B 9% Missed Opportunities === Median

N

Feb-20
Mar-20

0

Patient declined

Percentage

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

100.00%
90.00%
80.00%
70.00%

30.00%
20.00%

60.00%
50.00%
40.00%

HBV Pre-Intervention

140 100%

90%

118 MD, defers, not

<—| enoughtime,

| Nurse: time, no i
< ’ Patient: time, ‘

120
80%

100 70%

609
80 &

50%

60
40%

40 30%
20%
20
10%

1 1 0

0%
Patient deferred Vaccine not available

Patient declined

Not offered

g '
(=)

MD Chart Review

C Patient Leaves )

No

HBV

Patient gets vaccine >

.
=

Vaccine Available

10.00%

0.00%

HHHHHH

HHHHFIqH\—l
|||||

I H - N

Feb-20
Mar-20

The actions/tests of change allowed us to identify deficiencies in our
system and contrive methodical interventions.

=B % Missed Opportunities — ==@==edian

Use of tally sheets to keep track of real-time data allowed us to identify
progress as each change was implemented.

The cumulative effect of each intervention made an impact on reducing
the percentage of missed opportunities by more than 20%.

Legend:

A: Start of project

B: Tally sheet, vaccine criteria identified
C: Vaccine template embedded in note
D: Updated vaccine order menu

E: All vaccines in clinic

Patients expressed appreciation for the time given to vaccine education
and increasing the access to vaccination in IBD clinic.

Moving forward, we plan to sustain this process and expand this process
to other VA hospitals through the IBD subcommittee of the National VA
Field Advisory Committee.
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CIVIURNNIT IMPACT OF ULTRASOUND GUIDANCE IN ASSESOSMENT OF EIVIOURY
UNIVERSITY  MATURITY AND CANNULATION OF NEW ARTERIOVENOUS HEALTHCARE

Niraj Karki, Forest Rawls, Rodella Broxton, Troy Walker, Vandana Dua Niyyar

Aim Statement

1. To implement ultrasound-guidance to assess maturity of all new AVF in hemodialysis patients at Emory Dialysis by February 2020.
2. To decrease the infiltration rate of new AVF to < 10% in hemodialysis patients at Emory Dialysis over 6 months.

= = Rate of Infiltration =
BaCKg rou nd AnaIYSIs Number of new AVF infiltrations x 100 m

An arteriovenous fistula (AVF) is the preferred
access for hemodialysis (HD) patients despite
concerns of high primary failure rates and
prolonged time to maturation.

In the United States, AVF cannulation is done by
dialysis staff and usually based on assessment of
the access by palpation and physical examination.

A common complication during cannulation,
particularly in new AVF, is needle infiltration.

AVF infiltration is associated with major morbidity,
including additional interventions, prolongation of
catheter dependence and access failure.

Judicious use of ultrasound guidance has been
successfully used in difficult peripheral as well as
central venous access to reduce iatrogenic injury.

We hypothesized that the use of portable
ultrasound for cannulation of hemodialysis access
would minimize infiltration during cannulation of
new AVF in HD patients at Emory Dialysis over a
6-month period.

Baseline Conditions

AVF cannulation at Emory Dialysis has traditionally
been done by front-line dialysis staff and is based on
subjective _criteria for access maturity including
physical examination.

Infiltration data for all AVF was obtained from a
retrospective database.

There were 50 new AVF that were cannulated during
a 6-month period in 2016 (1/1/2016 to 6/30/2016).

Of these, there were 7 infiltrations of new AVF
cannulations during this control period.

The rate of infiltration of new AVF during cannulation
was 14% in our dialysis units during the control
period.

Total number of new AVF created in that period Control Study period

FISH BONE DIAGRAM Contr
Actions/Tests of Change [Nt 39

| AVF created
Too deep Too small pfguous, . . .
>omm \ comm \ B * We implemented an educational protocol to train 18, . ¢ 7 4

members of our dialysis staff in the use of portable

AVE Infiltration ultrasound for evaluation of dialysis access. infiltrations
Saff inadequate _— = This included both objective criteria for assessment  Rate of 14% 10.2%
nexperience Traini ime i I . -
nexperience . T . of maturity of AVF and readiness for use as well as  hfiltrations
simulation models for cannulation.
H I 16%
— P SR = 2 dedicated vascular access coordinators were R C erren g
p ” ate of infiltration
R ckills P, trained as “access champions” and led the initiative. ™

= Each of the 4 HD units received their own portable
ultrasound machine, which was made freely ™

PROCESS MAPPING available to all dialysis staff. o )

= All new AVF were evaluated by US 4-6 weeks post-
operatively. .
— US gu1dgd
mature cannulation
-E-Es< !
creation weeks \

= |mmature AVF were sent for further 6%
evaluation/interventions.

= Mature AVF were cannulated under real-time

4%
Patients

on HD ultrasound guidance. 2%
= All data, including AVF infiltrations, were recorded 0%
- rﬁ‘gf o prospectively. - | Control Period Study period
| u N N |

= 39 patients with new AVF were evaluated during the
study period.

* There were only 4 infiltrations (10.2%) of new AVF .
» Rate of infiltration decreased by 3.8%

Reflection/Follow-up

= Study period: 8/15/2019 to 2/14/2020 (6 months).
= Sites: Emory Dialysis; all 4 outpatient HD units.
= Patient population: HD patients with new AVF.

* |ntervention # 1: US assessment of all new AVF for
maturity and readiness for cannulation. Mature AVF
defined by diameter > 6 mm, depth <6 mm.

= Qutcome # 1. Was US utilized to assess maturity of
all new AVF in HD patients at Emory?

* Intervention # 2: US guided cannulation of all new = Infiltrations were reduced with the use of US guidance
AVF deemed mature by above process. for cannulation.

= Outcome # 2: Did US guided cannulation of new AVF & | » US education should be expanded to include all
result in decreased infiltrations? Infiltration defined by [ BEAZLL members of the dialysis staff involved with cannulation.

extravasation of blood leading to missed dialysis . _ , = Regular competency checks are essential to identify
treatment or prolonged catheter use. Measurement of diameter ~ US-guided cannulation and supplement gaps in knowledge.

= Use of portable US devices for assessment of maturity
and cannulation guidance is feasible even in busy HD
units.

» |n future studies, we will include multiple US
measurements along the course of AVF as they may
be more predictive of outcome.
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EMORY Improving Discharge Decision Making for Heal 5, trc A ns
EMORY UNIVERSITY Fallure Patients

NELL HODGSON SCHOOL OF Olga Turner, DNP, MSN, BSN,
WOODRUFF
SCHOOL OF MEDICINE BeCky Dean, MSN,APRN,ACNS
NURSING Neil Bhatia, MS4
: The aim of this project is to improve the determination and prediction of discharge-readiness of heart failure patients on the Heart Failure Unit at Emory
Aim Statement University Hospital by implementing a sustainable functional assessment test for 100% of HF patients within one day prior of assumed discharge.
Background Analysis Actions/Tests of Change ll  Results
Assessing functional capacity in heart failure patients is 60 ET WALK TEST DISTRIBUTION Initially, it was thought that RTAL could be used to
crucial for the determination of further interventions, the flag Estimated Date of Discharge (EDD). The Charge

likelihood of rehospitalization, and ultimately all-cause
mortality. Recent studies have shown that walking heart
failure patients reduces rehospitalization rates and all-
cause mortality. The 6-minute walk test (6MWT) has been
proven to be effective in assessing functional status in
heart failure due it's simple, inexpensive, and safe design.
However, the 6-minute time parameter of the test results
in significant limitations such as the increased effect on
walking from comorbid conditions and the requirement of
more time, physical space, and personnel to conduct the
test. As an alternative, the 60-feet walk test (60FtWT) is a

Nurse Report was used to supplement gaps in the
RTAL EDD. Barriers for using RTAL and the Charge
Nurse Report include:

RTAL patient discharge readiness tool

Unreliable: not all providers completing i.e. only HF
versus HMS

Charge Nurse Daily Patient Report

This is a manual process that requires verbal update
from RN; not timely or real time reporting

B Total mCompleted m Missed Clinical

tool that accurately assesses functional status in heart Completed 32% 4 When the pilot was redirected to RNs determining
. " N ngn . . . " o
failure while pp’FentlaIIy r_mhgatmg the limitations of the . - it S when to perform the 60 ft. walk test, better
6MWT by requiring less time, space, and resources; and Missed 34% FRoA Cycle 12 viccks 3 completion results were achieved
by reducing confounding effects of other comorbid Clinical 34% tssses;mentli)giengﬁedf PDSA Cycle 3 2 wesks p '
rougn combination o ngagement or charge

primary nurse and charge nurse to identify

nurse with estimate possible patients ready RN Dri ven 60 FT Wal k Te st

guidance of RTEL for 60FtWT on morning

Rednle Total Patients 23

conditions. This project aims to implement the 60FtWT in
a consistent manner that emphasizes its effectiveness in m
assessing functional capacity in heart failure patients.
Clinically inappropriate 12
. .. The 60 Ft Walk Test Assessment Form was used to collect Eligible patients 11
Basel inNe CO n d |t| ons vital statistics pre- and post-test and performance data for Completed Walk Tests 9
each patient completing the walk test. Vital statistics included

(o) ()
BP, HR, O2 saturation. Time (seconds) and distance (feet) % Completed Walk Tests | 82%
completed where also measured. Lastly, Perceived Exertion

The feasibility of implementing the 60FtWT on a heart failure
unit at a major academic medical center was conducted. it

was noted that there were many missed opportunities to was also noted using the XX exertion scale with 6 being “no References R fl t- IF "
perform the test with patients prior to time of discharge. exertion at all” and 20 being "maximal exertion”. eriection/roiiow-u p
Barriers to perform the test prior to the day of discharge. | | Alahdab, M.T., Mansour, |.N., Napan, S., Stamos, o e shown that althouah lterature state that the GOfVT
Procedures people Patients were excluded from complsting the walk test based T.D., (2009). Six Minute Walk Test Predicts ur research has shown that although fiterafure state that the 5Bty
on the following criteria: refused, getting LVAD implant or _ has the potential to alter readmission rates and all cause mortality,
» ' Sl Long-Term All-Cause Mortahty and Heart the real-life applicability of the test is entirely dependent upon RN
" OHT, waiting for heart transplant, going to SAR, non _ e : : :
Short staff Failure Reh italization in African-American participation. We have concluded from our implementation of this test
Discharge not planned . ambulatory, transferred to ICU, or death. allure Renospite _ ) that this needs to be an RN-driven process for the following reasons:
New protocol ack of time Patients Hospitalized with Acute 1. RNs are in the best position to know when the patients are ready
. Lack of adoption — 60 Ft Walk Test completion times ranged from 60 seconds to Decompensated Heart Failure. J. of Cardiac for discharge as they are in daily contact with patients. Thus they
Charge Nurse Awareness :‘)"I;if)"r‘t%nities 55.8 seconds. Most patients completed the walk test between Failure. 15(2), 130-135 l;zggir?ae&tliggﬁh?tggtr?;nésggrzﬁggdt%t' When they are engaged
- i nds. ’ '
;:;tf:; ctional 19 and 36 seconds 2. Extrinsic, computer-automated tools such as RTAL are unreliable
assessment _ in their current state and depend too greatly on physician input,
CORE measures s McCabe, N., Butler, J., Dunbar, S.B., Reilly, C.M. which was quite unpredictable
vailability

(2017). Six-minute walk distance predicts 30-day
readmission after acute heart failure

Unfamiliar — > . :
Dynamap availabili Follow-up studies may seek to do the following

R

Not " q . o _ _ 1. Implement a clear protocol for nurses to be at the forefront of
e hospitalization. Retrieved from administering and monitoring this test

Policies http://www.researchgate.net/publication/31715285 2. Re-examine other potential technical tools like RTAL that may be

ok 6 Six-minute walk distance )predicts 30- Slaq[i;TsS or physicians in determining discharge readiness of HF

Plant day readmission_after acute_failure_hospitalizati 3. Correlate and compare the date aggregated from further testing of

on the 60ftWT with existing data from applications of the 6-minute

walk test



Syphilis in the
ED - Current State

Background
« A syphilis epidemic has emerged in the last 15 years

among men who have sex with men (MSM), as well as
men who are HIV-positive

Many of these patients present to the EUHM ED with
dysuria or symptoms of a sexually transmitted infection
(STI)

ED visits are opportunities for early detection, treatment,
and developing relationships with an infectious diseases
care team

Aim Statement
Increase the rate of syphilis testing for any male
who presents to EUHM ED with symptoms of
dysuria or a STI by 50% by February 29, 2020

Patient Characteristics
men with dysuria or STI symptoms (July-Sept 2019)

ED Visits, n*
h’otal ED visits*
Known HIV+ 54 (22%)
!Documented MSM 36 (15%)
TKnown HIV+ and documented MSM 17 (7%)

*Some patients had multiple ED visits

Take Home Point

Syphilis in the
ED - Practice Change

Intervention
Provider education via email and verbal updates at faculty
meetings
Flyers posted at ED providers’ workstations
Standardized language about outpatient follow-up to
include in discharge paperwork

Sample Flyer

Male with STD
symptoms?

Approximately 30% of encounters for men with dysuria or
STl symptoms were by those at high risk for syphilis

Simple interventions
| | »
Increased testing for
syphilis in the EUHM
Known HIV+ with RPR (n_54) 17 (31%) % of MSM % Of.lt"V- %. Qf HIV- % of all
S —— el ED. but not in high- rlSk comers | posive  posheNShencatrs
Known HIV+ and documented MSM with RPR with RPR sent

groups

Baseline Data — RPR*
men with dysuria or STI symptoms (July-Sept 2019)
ED Visits

RPR was sent (n=245) 29 (12%)
Reactive RPRs (n=29) 21 (72%)

(n 17) 8 (47%) m Baseline = Post-intervention
*RPR (rapid plasma reagin
Take Home Points
Overall, more RPR tests were sent on male patients
with dysuria or ST| symptoms. There was a decrease in

Take Home Points
Only 12% of males with dysuria or ST| symptoms were

tested for syphilis. Syphilis testing was not performed in
53% of HIV-positive MSM who presented with dysuria or
STI symptoms.

Cause and Effect

the amount of RPR testing sent on HIV+ MSM patients.

Insights/Lessons Learned
There is a syphilis epidemic in Atlanta, especially within

the HIV+ and MSM populations

Historically, most workups for men with STI symptoms did
not include syphilis consideration or RPR evaluation
Providers do not regularly ask about specific sexual
behaviors (barrier use, anal intercourse, etc.) or define
patient sexual partners (same sex vs. different sex vs.
transgender)

Despite emails, flyers, and verbal education, providers did
not consistently order RPRs on high-risk individuals
Standardize data collection methods and involve
statisticians early on in quality improvement process

Patient Provider

Left AMA/without being seen Syphilis not in "5‘:;‘;222 *
Doesn't want IV stick l Ordered wrong test Il

o Misinterpreting lab data [}
Doesn’t want penicillin injection ‘

Not asking patient correct,
Withholding information about questions.¥i

sexual practices \ Lack of chart review

Unknown HIV status l  Incomplete physical exam |
—_—g B .
Turn-around time too long Previous RPR ‘

Did not receive sample in lab

iagnosis

d

Sample ordered but not No access to Grady or

|
collected Fulton County Records 7
Labs not sent Previous syphilis

Wrong color tube of antibody resul@s not
blood collected M available /

/

Laboratory EMR

Future Directions
Share these results with ED providers
Consider updating STD powerplan to include RPR with
guidance for high-risk individuals
Continue to collaborate with EUHM'’s outpatient ID clinic to
ensure appropriate aftercare

Missed syphilis

Nirmala Natarajan, MD'; Jess Corio, PharmD, BCPS?; Stephanie Zack, PharmD,
BCPSZ; Elise Abken, MS43; Lauren Howell, PharmD, BCPS?; Alan Wilson, BBAT,
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Take Home Point
Target syphilis being in differential diagnosis
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