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| Introduction
l + Since 2009, the volume of patients on oulpatient parentaral anttbiotic therapy OPAT Process MGP with Intervention
{OPAT) has more than doubled at New York PresbyterianWWCMC, making OPAT a 'N";*T'_"!T = .

new standard In the treaiment of infections requiring pralonged therapy.'

Benelits of OPAT include decreased hospital stay lengths, reduced cosis, and |

improved patient salisfaction.

* Howaever, the Iransition fram inpatient o home requires complex multi-disciplinary
coordination, with the potential for adverse outcomas in the absence of adequate
patient education and follow-up,

+ Despite increased patient volume, no structured care transition process currently i
exisls at NYP/WCMC,

-

Project Objectives
This study alms i assess the extent to which improved discharge planning -- through an ol g b
enhanced cara coordinalion Intervention involving patient education administered by a A s SN
medical student befors discharge - improves follow-up adherence in the ID Fellows’ Clinic.

| o o Methods

* The follow-up adharence rate of 163 OPAT patients was measured during the controi

period. January-June 2013,

= During the intervention pariod. July-August 2013 the project targeted 28 QPAT patients
on the NYPAWCMC ID consult service, to be discharged to home,
Tha intervention included

(1) complling outpallent care plans from various healthcare providers; |

(2) scheduling clinic appoiniments with fellows wha provided Inpatient care;

(3) administering a “patient agreement,” including information on antibiotic type,
duration, 1D physician/appaintment date, homa delivery service, and associated
side affects;

(4) oflering education on the importance of follow-up and monitoring symptoms.

A prospective chart review was performed to assess adherence within & waeks of
discharge,
Results were anlered into an excel database.
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Results

Control Period Rate of OPAT OPAT Patlents Adherence Rale
Follow-Up Adherence Post-Intarvention

# Adherent W Adherent
ENo Show ENo Show

Figure 1 FolowsUp Adharenca fates,
+ B2% (23/28) of OPAT patients with intervention adhered to initial 1D Clinic follow-up
within 6 weeks post-discharge.

= 69% (112/163) far OPAT patients from control period adhered to initia! ID Clinic
follow-up (Chi-square tor comparison of pre- and post-intervention = 2.08, p=0.14).
Furthermore, historical adharence rates indicate that only 73% of tolal patients
adhered to 1D Clinic follow-up in 2011,

= 92% (11/12) OPAT patients adhered to recommended additional ID follow-up visits,

+ 52% (12/23) of the patients who adhered to lollow-up required OPAT regimen
alteration {prolongation, discontinuation, drug change}.

Figure 1: Procasa map for OPAT discharge wnd foliow-upn. Fallows, Aiercting Physicians.
Pharmacists. and a Mecical Student el fook pant in estabiishing and adherng 1o stendard

work figw.

Conclusions/Future Directions
A dedicated mid-level provider is needed to coordinate a
formalized transitian process from inpatient to OPAT home cara,
which would help enhance the guality and salety of OPAT
management and improve patient satisfaction at NYPAVCMC

Salary support tor a dedicated full-time mid level provider could
be cffset by the subslantial instilulional cost savings attributabla
to earlier hospital discharge facilitated through the OPAT

program.?

Lessons Learned

+ The |D Clinic is the primary practice responsible for providing care to OPAT
patients at NYP/WCMC. Enhancing palient communicatian through multl-
disciplinary care may play an imporiant role in impraving adherence to OPAT
follow-up, which can have a meaningful impact cn healthcare providers' ability 1o
effectively treal infections and prevent toxicity in patients at NYP.

Pravious studies have shown a 30-60% rate of adverse evenls
with OPAT, highlighting the importance of a coordinated and
closely monitored system for patients on OPAT,

Anecdotally, patients expressed gratitude thal the |10 team took the time 1o explain
- and offer in writing — specific detaiis on the care plan as they transitioned from
hospital to home. Patients expressed satisfaction with having comprehensive
Information on the treatment course designed ta overcoms thelr infection, and felt
that they understood how to move forward with the help of the 1D team.

The next part of this project will aim to compare adversa event
rates in OPAT patients who adhered to post-intervention 1D
folow-up (cases) versus those who did not receive any
intervention {maiched controls),

We would lika o acknowledga funding support from QIPS. And the antire team of the ID Departmant’s consult sarvice. including Danlel Eiras, Flonza Isa, Kohta Saito, Banjamin
Eckharal, John Humptway, Angela Lu: the ID Clinkc team. especlally Cle Vielemeyer, Laura Kirkman, Lys Miche's; and the Public Health Department, especialty Tara Bishap.




‘Evaluating Adherence to Clinical Guidelines For Thrombophilia Screeni
Amy Kwon, Mikhail Roshal, Maria Teresa De Sancho

New York -Prosbyterian Hospital/Weiil Cornell Medical College

Background

Thrombophiiia disorders are identified in over 60 percent of palients with unprovoked venous thromboembolism (VTE),
Diagnosis of thombophita is based on a combination of genatic. activity-based. antigenie, and seriogic lests
QOverscreaning incurs significant 'aboratory costs and unnacassary consultation with hamatelogists.

Screening guidelines have been published by the College of American Patholagisis and the inlemational Society of Thrombosis and Hemostasis to improve
diagnostic yiald
Clinicat adherence to screening guidelines has not been evaluated at New York-Presbyteian Hospital

Project Aims

1. To assess the dlagnostic yield of thrombogphitta screening at New York-Presbyterian Hespital
2. To evaluate physician adherence 1o published clinical screening guidelines at New York-Presbyterian Hospital |

Methods
PART |; Computational analysis PART i; Ratrospective chart review
» Laboralory results for thrombophilia screening tests ordared hetween = Random selection {(n=100} of patient charts in whom thrombophilia testing
August 2010 and June 2093 were analyzed with R. occurred betwean August 2010 and Juna 2013. Thrombophilia avaluation

« Pasitivity rate was calculated with R and confirmed by manual analysis of was defined as »2 Ihrombaophiliz tests including {bit not fimited to) protain
100 randomly selected charts. C, pratein S, and/or antithrombin {AT) analyte(s).

= Chart histories were reviewed 10 assess pli with screening
guktetines published by the College of American Pathclogists {CAP} and
tha International Saciety of Thrombasis and Hamastasis

* Appropriatensss of fallow-up far abnomnal resulls was evaluated for
inherited and acquired thrambophilia. Follow-up was defined as replication
ol a given last within & $pecified confirmatary period

v‘mmmmmmm days alter lr\IUaI 1e8t « Rate of departmental ndherence to clinical screening guidefines was noted
¥ i I i during revigw.
MMQ_LSJMH wooks alter initial test « Exdusion criteria. Patients younger than 18 years old, and incomplate

chart documentation.

J
/— Key Findings \

Atotal of 2081 patients, representing 4630 unique Ihrombophilia panels. were identified during the specified time period
Low diagngstic yield and low rates of appropriate follow-up wera found with cufrent scresning practices
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Lessons Learned

=  The majonty al thrombogphilia ing is ordered in the ab of inical indications Non-adherence to
guidelines, as well as overiook of medical conditions and medication interactions leads to falsely positive results

= Confirmatory follow-up tor thrombaephilia testing [s inconsistently performed

Physicians across medical specialties have poor adheranca ta thrombophilia s¢reening guidelines.

Next Steps

1 Te educate clinicians at NYPH about
thrombaphiliz screening guidelines
2. To compare pre- and post-educational
pasitivity rales
3. To assass cost-affectivenass

References 1. Arch Pathal Lab Med 2002, 126 1281-1285, 2 Br J Haematol 2010 Apr: 149{2) 209-20, 3
Seminars in Thromb Hemostasis 2012 Sep: 38(6): 600-12, 4. J Thromb Haemost. 2006, 4{2): 295.306. 5. Hematology
2007 .927-135
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Characteristics of Medicine Inpatients who Engage the Discharge Appeals Process
Stacy ¥ Chu Ashley E. Glambrane. PhD Hs'ang-Wel Ma. Jesse A Bastiaens. Alexandra Satty, Carol de Jesus, MSW, Linda M. Gerber PhD, and Emia L Esquivel, MD
New York -Presbyterian Hospital/Welll Cornell Medical College

e
The Problem

Since 2007 approximately 39 milion hospital discharges occurred each yaar in the United States. Discharging patients from the hospital is a eompla: and challenging
process. requiring the coordinated eflorts of a multidisciplinary team. Clinicians must ascertain the diagnostic and therapautic demands lor ongoing hospitalization while
ensuring that the patient’ 3 madical needs can be salely met in the enviconment o which he patiar will be discharged. Iradequacies in dlscharge plannm. may lead to
talayed discharge or %o unplanned readmissions to the hospital i a patient-centered model, the Liming of ¢ischarge from the hospital bet tha
patient and their physician.  Discharges against medical advice have been associated with a higher J0-day readmission and mortality mles and 385 849 cases were
reporiad in 2011, neary 1% of all discharpes. On the contrary, littie is known about patients who disagree with their hospital discharmye and engage the appeal process. In
July 2007, the Center for Medicare and Medicakl Sarvices (CMS) required hospitals to inform all Medicare and Medicaid beneficiaries of their right to appeal their cischarge
fram the hospital within 48 hours of admission. This ruling guaranices a due process involving review of the patient’ s medical record by a federally appointed Quality
Improvement Crganization, who may decide ither to uphold or overurn the discharge, during which the patient is protected from liability far hospital charges. The appeal
|| process is tima consuming, necessarily leads to a prolongation of the hospitalization and may treach the trust inherent ta the physician-patient refationship

Project Aims
{1} To better understand the characteristics and maotivations of patients who engaged the appeals procass
{2} To identify the biomedical, psychiatric. sociceconomic and hospital-related factors that pradict whether patients wil: engage the discharge appeals process.
(3) To determina the impact of 1he discharge appeal process an hospital length of stay and measures of quality of care, inciuding readmissions and follow-up

("Wa identified Medicare/Medicaid patiants admittod to tho Medicine Service Methods fy
between July 2010 - Dec. 2012 who appealed their discharga We
hypothesized that biemedical factors, paychiatric, socioeconomic and
hospital lactors may be daterminants of a patient’s decisian (o appeal; hance,
we conducted a retrospective chart review and analyzed a vanelty of |

paramaters. A control group. matched by age (+ 10 years) and discharge
| dale (x 4 wosks) was ientified using 1 1 matching. Stalistical tests ware ' |“:
used to compare variables between case and control groups including chi- APPEAL DFSCHANGE
square test for dichotomous variables and t-tests for normally distributed |

cantinuous varlables. Te evaluate the association ¢f case vs, control status _

with prognostic factors while controfling lor potential confounding varabtes
IL.hbinan.' step-wisa logistic regrassion analysis was usad

"
F jority of Is. Q0's upheld tha decision to disch KBy Findings
~ For majerity of appeals s uphetd tha decision ischarge ~ Patients appeal their discharge due to disagreamant with care plan or
[Teéal HOmber of Appma. BTl x because they are unhappy abou! their dispasition after discharge
3l Tied b ﬁqbﬁ ST ARTT The two groups differ significantly in age. comorbidity and in their
i Carculod s a5 (A %) disposition at tha time of discharge.
el o | = DR I i Uty S
| DischarpsAppasl Uphald (in hoasital) 150158 [34 7%} | i e
3 A d i
+ Characteristics of patients who appealed their discharge rﬂw . SO 1657 e 'ﬂ'p'_n_‘sﬂ:_'t :-
fecdon isolation (%) FR0% i _ BTN
— [ aison Comorbicity invdtce i “3WAIS ] LUTPEL. 5
oy Larngt®.of hospliabzaton {days; 16584312.85 i F7.4+ 173
L | -
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= Among 174 appeals. 44 were generated by 16 Individuals over a 30-
month pariod {range 2 - 6 appeals).

:' ~ Appeal leads Io signiflicant delay in discharge but no increase in readmission

ks e s T,
wclan 80w 40 ol ductergs bl EL
Wi T Pk I TR T e i 4] copetearnge 1 12

in a bivariate analysis. the lollowing parameters were significantly {p < 0.05)

diffierent between appeals cases and controls. # Logistic regression analyms revealed predictors of discharge appeals

# Ethnicity (white race)

* Residenca and support system Toemba T wRwWed

* Length of hospitalization i d Prat Evimet | Covhwrn L

= Number of pravious hospitallzations

+ Number of ED visits e L e P v s A s R T
* Procedural intervention Loyt e poicmn o Ve || om |
= Narcotic use L—-ﬂ—h—wnwv—n 5, | e -
= Psychiatric history Pﬂ:-ueﬁbvﬁmi.‘.-y— ﬂi A [oms |
= Change in living situation at discharge il P v s = R R
= Home care on admission S A Thd ; 5 i

Lessons Learned Next Steps

» The decision 1o appeal hospital discharge is impacted upon by a lack of i _— . .
sucial support systems, prolonged hospitalization and potential secondary 3’5,5"“"‘"“::‘::“‘?."3?"?:"“ oen T
gains lor a smatl group of patients. nique lo el or simidar expenence at other hospitais

~ Discharge appedls ultimately lead o QIO's uphold the decision to Oral presantatian at Sociaty of Hospital Medicine 2014

. . . . f Davelop educational materials for patients/families better expiaining
discharga the patient, but with rasulti longation in hospital discharge - . et
a:1d additional ﬁ;e inve:lmv:m. ulting prolanga P ' . transitions of care at discharge. | 8 home care, sub-acute rehabilitation

» Is discharge appeal sumogate marker for inadequale communication Frequent appeaters - a population 10 target for inlervention
batween physicians and their patienta?
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lmprovmg Alpha-Numenc Paging on a General Medicine Floor
Parag Goyal MD; Shirley Cohen-Mekeiburg MD; Celia Egan MD; Marianne Moore MS RN PMHNP-BC;

Matthew Tiede PA-C; Michelle Unterbrink; Renuka Gupta MD; Arthur Evans MD MPH
New York Prasbyterlan Hospital/Waill Cornalf Madical College

The Problem

+ Alpha-numeric paging is underutilized at NYPWCMC

* A pravious Ql initiative taught nurses about the advantages of alpha-numeric paging, resulting in Increased use of alpha-
numeric paging and subjective improvement in patient care

* One important barrier to utilization of alpha-numeric paging was nurse perception that using alpha-numeric paging leads to
less callbacks, and therefora less closed-loop communication

Project Aims
* To increase utilization of alpha-numeric paging by providing nurses with their own alpha-numeric pagers

* To improve closed-loop communication
e T S L " e

Methods

| Setting and Study Population
* Nurses (n=20) and resident physicians (n=6) on the 5-Central Genaral Medicine unit at NYP/WCMC

Intervention

= Nurse education sessfons were held by the PatientCareDirector to review the 4 components of an ideal alpha-numeric page:
1.) Patient Name, 2.) Clinical Scenario, 3.) Sender's Name, and 4.) Sender's Contact Information

+ Unique alpha-numeric pagers, similar to those held by resident physicians, wara given 10 each nurse

*+ Resident physicians were instructed to use nurse-pagers as a means of ensuring closed-loop communication

Data Collectlon
« Paging logs of resident physicians were reviewed for 7 days before and for 7 days after the intervention
+ Pages were scored based on number of ideal components Included—
"Suboptimal” = 1 component; "Acceptable” = 2-3 components; and "Ideal” = 4 components
- Surveys were completed by nurses and resident physicians before and after the intervention, targeting perceived impact of
alpha-numeric paging

Key Findings 1\]

e
§

Figure 1: Paging Quality, Pre and Post-intervantion
= Number of pages received by resident
physicians were similar pre- and post- 5%
intervention (225 vs. 238) 2
o son
* Following intervention, the quality of pages 3
increased (p=0.02), as shown in Figure 1 29%
- L.
Pre- Inhntmion Fost-intervontion
. Figure 2: Resident Physician Impr ] Figure 3: Nurse lens of
* Among I'ES|C|EI)'II pEVSIc'ans((‘:DDDE% n“'..Im Alpha-numetic Pager I:mnct ¢ R!? :’l;han:nrl':ﬂcmlrlr;:: I':npul
response rate) and nurses %o Aedutes Bonio-s SN M0% Imprves Closed Losp
response rate), most falt that alpha- Commrecamme VIR 64%
numeric paging led to improvements in: i . T Y
- response time Asuces Pager Faope SN 7%
- closed IDOP communication Wrproves Clossd Leop I s impreves Job Sataiscinn [ENENENENNNENEN sox.
- patient care Fasn dcoon S 9%
H . ]
- job satisfaction ST o ot
(Shown in Figures 2 & 3) lgrawes Job Sevstacoen NN 3% improver Patont Core  SEEENNINEDEDEEENEE 79>
% 3% MW M 100% on  gow % ma looa

% Agreement

Lessons Learned Next Steps

Nurse alpha-numeric pagers improve communication * Expand tha intervention to other nursing units
between nurses and resident physicians, and are
perceived as beneficial by both nurses and residents = Test new technologies: 2-way pagers, mobile phones

= Measure whether closed loop communication improves
metrics of efficiency and quality of patient care
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A Multi-disciplinary Appreach to Improve the Care of Hospital Super-Utilizers

S R. lobst. K. Berchou, R, George. C Goetz, K. Muzina, C Hoppenheim. K. Salib Y. Rolon-Fink. C. DeJesus

New York -Presb an Hospltal'Weill Cornell Medical Colfsge

The Problem

Hospital super utitizers often receive inadequate care despite exorbilant costs incurred to the medical system; A
multidisciplinary team thal jocuses on an individualized approach to care has been demonsirated in the literature to improve
care and reduce costs in this patient population.

Project Aims
» To decrease annual inpatient admissions among hospital super-utilizers by an average of 30% over a 12 month period.
* To perform in-depth assessments of each enrolled patient to in identify barriers to care and unmet needs contributing 1o
frequent hospitalizations: and based on this assessment to develop individualized intervention plans, that can be qualitatively
measured for success.

o~ — n
Methods
= Team: A muili-discipiinary care team comprised cf representatives lrom hospital medicine, social work, primary care, and emargency medicine has bean assemblad
* Patlents: A hospital super-utilizer has been definad as a patiant with five or more inpatient admiastohs to the Medicine service within a 12-month period
= 4 patiants hava been enroliad lo dale
= [nterventon: An in-depth ment to identily barriars to care and unmat neads contributing fo frequent hospital admissions is performed. Based on the findings, an Indlvidyallzs:d
g:: plan Ip cnlr:b::‘:uw with the Pallenl, cnragiverland provicders is ¢. Mary of our | ara di d ds unmel psy jal needs, as wall as facHitating

4 Oulcomes measured For the following variables wa will compare the 12 months pre-enroliment to the 12 months post-anroliment;

* Number of admissions tn the Madicing service, number of 30 cay readmissions: average langth of stay (LOS) per admission; number of EQ visits; and cost data (hospital
changes v, actusl reimbursament)

= Data collection: Natification of re-admissions is through the ED o our eolleagues. Contac! with palients and providers s tracked through noles on EPIC. A data analys! will assess
‘. the measurable cutcomes as_data becomas available

The CARE Project
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il Lessons Learned -3 {/— . Next Steps .\]

s As the current heaithcare system is fragmented and often « Enroil remaining 6 patients,
ineffectual in caring for super-utilizers, a commitment to
innovation and clinical re-design is crucial to any program

= |nitiate the home visit phase of project.

that aims to improve care in this patient population. = Enlist the expertise of a psychiatrist ,
* Engage stakehoiders early and continuously. Stakeholders | = Present a poster at CCHP al the Jefferson Population
need to be from bath the outpatient and inpatient seltings, as Health Colioguium, (a component of the AAMC Holspotting

well as muiti-disciplinary. Challenge)

* As these patients often have significant psychiatric co-
morbidities, parinering with a psychiatrist is crucial.

* Present a poster at SGIM 2014 Annual Meeting if our
abstract is accepted

Assisting these palients is a very time intensive process
They require ongoing psychosocial support and help
navigating a complex, fragmented system. Much of our initial
work is spent engaging patients and relationship building.

Hospita' super-utilizers represent a diverse group in terms of
diagnoses and underlying problems leading to over-utilization
of hospital resources, which is why a highly individualized
approach is critical.
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of lndwellmg rmary Catheters in Older Adults
Mary R. Muicare, MD, Tony Rosen, MD, Sunday Clark; ScD, Kartik Viswanathan, PhD, Benjamin A. Scherban, BA,

Jaime Lynn Hayes, RN, BSN, Michael £ Stem, MD, MA- Neal E. Flomenbaum MD
New York -Presbyterian HospitalWelll Corneil Medical Coltege
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The Problem

« Indwelling urinary cathelers (IUCs) are commonly placed in cldar adult emergency department (ED) patients for varying reasons.

« 1UCs are associated with significant patient safely concems: urinary tract infections, pain, falls, and delifurn.

= IUCs are olten placed in ED patients far whom it may NOT be appropriate or need them only briefly, somatimes simply for staff convenience
= Once inserted. ILCs are rarely removed in the ED

e TN e -

Project Aims

Phase | {qualitative). To explore ED provider knowledge, attitudes, and practice patterns sumaunding placement and management of IUCs in older adult EE) patients,
and guide development of a clinical protacol fer IUC use.

Phase Il (literature review): To inform an evidence-based clinical protocol through an extensive literature review

Phasa lIt {protacol). To develop a new evidence-based clinical protocel highlighting appropriate indications lor placement, reassessment, and removal of ILCs in the ED
Phase IV {survey) To evaluate education of ED providars in appropriate usage of (UCs in older adults

I -
P — E _‘I
Methods
Phase | Four locus groups were conducted. each including o singls ED provider type: attending physicians (n=13), residerts (n=8), physician assistants (n=11}, and
nurses {n=8). Focus groups used a semi-structured formal and ranged in duration from 23 to 33 mi The ions were recorded and fully transcribed, Data

waere coded and anatyzed to idenlify themes using NVivo10 {QSR intemational)

Phase Il: An extensive literature raview was complated o identify current clinical pratocols extant regarding placement. care of, and removal of UCS primarily in the ED
setting, and the impact of these protocots on standardization of the decision making process and reduction in use af IUCs as a result. Additional litlerature reviaw was
done regarding evidenca-basad recommendations for use of IUCs in specific patient populations |

Phase |ll: Derved (rom expert consensus based on results from Phasas 1 & I

Phase IV: Developed a comprehensive. evidence-based educational intervention consisting of a 20-minute scnpled slide presentation describing the components of the
protocol Written surveys, including 25 unique clinical scenarios whare an IUC might be considered, were administered before and immediately after the intervention.
125 ED providers participated in this study: 47 resident physicians (RP). 17 attending physicians (AP}, 18 NP/PAs, and 43 nurses (N). Descriptive analyses wern
perfarmed using Stata v12 0 (StataCorp, Collega Station. TX)

e
-
Key Findings A
Phass Phase IV
+ identified 13 major themes and 31 sub-themes =98% d that tha intervention made them more comfortabla with the
« confirmed that curment clinical decision-making for IUCs in older adults vary appmopriate indications for IUC pl
among ED praviders + B7% reported anticipating that this intervention would reduce rates of IUC use and
+ 100% of groups acknowledged the known risks for patient salety and the increase patient safety
deleterious outcomes associated with IUCs
+ agreemant that IUCs are inlrequently removed once placed in the ED Alter iha intervenlion
+ agreement that IUCs are often inserted primarily for staff convenience « increase in lhe mean percentage of corract responaes ko the 25 clinical vignettes
« exprassed desire for and a willingness to adopt a clinical protocod to standardize - improvement in participant recognition 1hat placement of an IUC is inappropriate in
{UC uso in oider adults oldar adults with defirlurm or dementia
« identified 10 hey elements for a successlul clinical pmtucol in pur setting * 91% reported intent to increase frequency of ILUC re-assessment '
« identified 13 potential barriers to p « 78% plan to remove WCs more irequently |
* 92% anticipats that the pratocol will be easy ta incorporate into practice
lkPl‘lllll 1 & 1. See protacol below. J
el e PROTOCOL FOR EMERGENGT CEPT. PATELING A UaMADE
e v e OF INOWELLING URINART CATHETERS LIC ) IN OLEES ' N
ot Lessons Learned

STEP 1 mm m m mm Phase |: Participants confirmed that practice varies and IUCs are over-utdlzed in the ED

Despite etishng barners a cornprehenwe evidance-based clinical protacol to guide ED
praviders in tha approp p { and managemeni of (UCs in oider adults is
warranted.

Phase Il & lI): As incorporated into the clinical protocol {iefl).

Phase IV A brisl educational intervention on JUC usage in oider adults may have a significant
impact on EM providar practice

Overall: Anecdatally. achieving group panicipatian of all thase invoived in IUC placement in
the ED (RNs. MDs, PAs, NPs) during davelopment and implamentation of the protocel has
allowed for a successiul adoption of the protocol into daily practice }

-

Next Steps

Phase V [quantitative). Quantitative analysis of the impact of the protocol, both shart and
long-term, on patient cantered outcomes The primary measure will be the number of {UCs
placed in otder adult patients in the ED belore and after the protocol was initialed over 6
months, in addition to the number of hospital acquired infections attributed to WCs placed
inthe ED

Schelarly work. Abstracts submitted lar natianal EM confarences. Manuscripts for each
phase underway.

Changes In hospital or cutpatient palicles: This protocol is going o be introduced in bath

the Lower Manhattan and Columbia University Medical Center Emergency Departments

this spring Adoption of the protocol in other departments across the hospital is possible
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Improving the Handoff Process Using Internet Protocol Phone Technology
Heidi Nicewarner, MD, MPH, Samuel Sultan, MB, taura Gingras, MD, Augustine Chung, MD,

Abra Fant, Mb, David Bodnar, MD, Jose Fernandez, MD, lennifer Lee, MD
MNew York-Presbyterian Hospital/Weill Cornell Medical College

The Problem [ 79 bt e s |
= Handoff practices between the £D and inpatient services at NYP-WC: - Ll .. :
* Vary widely = ]
» Cause frustration among housestaff “
= May contribute to adverse patlent events e : =
« Are inefficient, delayed and sometimes foif to oceur at all 1
M ratvet i 13 Y gt
=Contributing factors R e e
* Land-line phone conversations em——— 1 et s p e

5 VI i e e petap Ay ot ey gty
* The busy and dynamic environment of the ED e c s
g et —
+ Use of an overhead announcement system

Project Aims
Determine whether providing ED residents with Cisco Wireless Voice over 1P [VoiF] phones would improve
= Satisfaction with the handoff process
* The number of adverse effects on patients related to poor handoff communication {perceived by
residents)
+ The percentage of patients admitted without any verbal handoff between providers

+ Time waiting for handoff

. J
i Method . Pr tervention-based study
ethods * Prospective, intervention-based study
* 4 weeks in August and September 2013
2 different methods of communication were studied: * Nightfloat shifts only .
1} Standard practice - land-line phone calls and overhead announcements * 41 ED residents, 17 DOM residents
2} VoiP phones + ~300 admissions
« ED residents In Areas A and € were each assigned a ValP phane for use during an entire shift * Each VolP phone is 51000
+ DOM residents were given a directory with all the Individual VoiP phone numbers to use if they preferred
* Data collection via Pre/Post satisfaction surveys completed by housestaff regarding the communication process
., i
i Key Findings - ™
Adverse Effects on Patients Related -
12 Poor Handoff Communication DOM Residents' B
Resident Satisfaction with Estimation of Time Spent R
Handoff Process r wanting for Handoff - el
3 X ﬂ ’ : = =
f - ﬂ_ in_ = DHOM Residents’ Perceptass -
i Percent Admissions wittout Handoifs “:"i:‘;::::;:,:::"
o 5 - = PRE  POST 2
COM 19% 9% H B
M 3% 1% ﬂ.
\_ S ot i Y

Lessons Learned Next Steps

Key Findings Post Intervention

Impraved handoff satisfaction
Fewar adverse effects perceived | Remaining Questions:
DOM residents Are the results sustainable long term?
* Perceived lewes patients 10 be admitted without verbal handaffs Would the improvements be more prenounced once VolP phones are
: :”;’“ "“;’"‘: waiting :1°_' h:’;’r""d T universally available across the ED?
4ct an edsier Hme feaching ED resirents f0r hando Would VelP phones be beneficial for use by DOM residents?

Other Findings Would the availability of voiP phones improve handaff with services

*

Pre-intervention, ED residents were generally satisfied with the handoti procesy; other than the DOM?
100% rated their level of satisfaction 3s “neutral” or “satisfied” Would a formal cost benefit analysis suggest VoIP phones to be
Pre-Intervention, the guality of the handgf was perceived as mostly beneficlal for the hospital to invest in?
¢ "good” (59%) or “acceptable” (27%) by ED residents
“poar” {36%] or “acceptable” {43%) by DOM residents
VoiP Phanes had many gaciltary benefits outside of the study: Next steps:
* Callback number for other services/consults * Request purchase of VoIP phanes for ED residents from NYP
= Direct line ta a patient’s PMD Further study regarding
* Easter to speak with bed coordinator + The quality of handoffs between the ED and inpatient services
+ The ideal form of communication for handoffs betwaen ED and

Barriers

*

-

*

+

Short time frame for residents to make VoP phones part of workllow inpatient services {Is a verbal handoff the gold standard?}

& to carrying/utiliting phones
Small sample size
Data based on subjecilve reports, often retrospective
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Testing an Insulin Titration Algorithm to
Combat Clinical Inertia and Improve inpatient Glycemic Control

The Problem: Hyperglycemia in the hospital setting is a 1 problem with quences. improving plycamic conrol has bean shown to reduce
comphcaﬁons in both medlcal and surgical palients, and decreass Iangth of stay. Insulin is the dmg of choice to manage inpalient hyperglycemia (McDonnell &

pi 2012; Ump at al, 2012}. The initiation and titration of basal {long-acting) and bolys (rapid acting) insulin is often delayed, secondary to lear of
hypoglycemia and a |ack of prescriber knowledge and comfort leve! with safe and eflective dosing. After imp ion of a comprehensive insulin order sel in the
inpatiant computerized provider arder entry (CPOE) system, our Inpatient Di Team ined biood glucose trands cver time. Data analysi led a d
in rates of hypoplycemia with a concomitant increasa in rates of hyperglycemia.

| Alimitation in the insulin order set ts that only the initial starting dose is provided. We hypothesized that clinical inartia and prescriber lack of knowledge may lead to a
| delay in Emely litration of both basal and bolus insulin. After the starting dose, [t was left 1o the individua! prescriber to adjust the insulin dose il glycemic targets were not
| met. The housestafl approved of our recommendation to create and test a titration algorithm for insulin dosing

Project Aims: Wae sought a strategy ior decreasing rates of hyperglycemia while maintaining or reducing rales of hypoglycemia in an effort to improve patient
outcomes and safety.

Methods: We developed a simple titration algornithm based on blood glucose rangas to facilitate safe and eflactive Fig 1. Insulin Titration Algorithm
titration of both basal and bolus subcutanecus insulin, while aveiding subsequent hypoglycemia, The algorithm was based Pocket Card Version 1.0
on the Endocrina Society Guidelines insulin dose titration recommendations {Umpierez et al, 2007; Umpierez of al, 2092).

Aftor IRB approval. we pHoted the algorithm beginning in May of 2013 by educating the 5 Narth medicina housastaff in its
use, The inpatient diabeles nursa practitioner {JJS) mat twice a month lor 15 minutas with groups of SN housestail
respansible for ordering insulin. The new titration algorithm was presanted to guidae the housestaff on which insulin to
adjust based on patterns of glycemia over the previous 24-hour period, To reinforce the teaching, a pocket card was
distibuted conlaining the key slements of the algorithm {see Fig 1).

Paint of care (POC) blood glucose (BG) data Irom the 5N medicine unit was analyzed for three months after the intervantion
and compared to the same three calendar months from the previous year

[ MO I ewe then T8 Devk 29%

Fig 2. Titration Algorithm: In June of 2013, housestafl leedback to the Inpatient diabetes ¥ 5O Ia T0-100: Daduct 10%
nurse practitionar Indicated that they were uncomfortabla calculating and e
How to Adjust Insulin Version 2.0 ing the dose ad} 3. This was due {0 an unforeseen diiculty n | ¥ B8 $80250: A%
deciding how to round a iractional dosing increment (a.g. adding a 10% dose HES !"" ;W A 10%
Proviid | WhgpBvr | e i | g increasa to B units)
voort | SportDos | I BA TR pe i Aas el " _ ’ . '
nim 1 i + To address this need, the intervention was modified by creating a new version of the algarithm which pra-calcutated
::: f—t H ." the 10 or 20 percent insulin dose adjusiments (Fig 2). In Sepiember 2013, the inpatient diabetes nurse practitioner
[ e o M n instructad the housastafl in the new varsion of the algorithm.
e || " "
Wi | n | "
- | " “ | "
.:_ t __"_ b .':- 1 ._:'_ Hey Findings: The primary outcome for the QIPS project was the change In glycemic control as shown by the rates
i ; (o B i v of hypogtycemia and hypergiycemia after the education sessions (Fig 3} in 2013,
paiey | [} [} [}
:: | : : 1 & Significant decrpase in hypoglycemia from 2012 (2. 57%) lo 2013 {1.82%), p=0.039
| | | H »
"_‘:' b | .' ; # Significant decraasa In biood glucose levels In the target ranga from 2012 (65.67%) to 2013 {S6.85%),
B = p<0.001
# Signilicant increase in hyperglycamia from 2012 (31.76%) to 2013 (41.33%), p<0.0001 J
Lessons Learned:
- The intervention o lsach housastaff to use on insulin titration algerithm by hand entering percent Fig 3. Unit 5 North Blood Glucose Values
|| dose adj ts was not eflective in improving hyperglycemia rates May, June, September 2012 & 2013

j = Asecond intervantion, which includes the pra-calculaled insulin doses, did not improve
hyperglycemia rataes.

% AT
Possible reasons far tha risa in hypemglycemia after the intervention include. an increasa In — cmz - s |
clinicat inertia due to pcor acceptance of the algorithm, the alporithm doses may have been |ess 2 i1
aggressiva than prior titralion mathods, patient variation from year to yaar, and naw housastalf S
with different glycemic management knowledge and beliafs L Lt
Lo
Education in use of an insulin tiration algorithm can be safely implementad without incraases in 3 .
hypoglycemia o o
]
Polential bamiers o alective ulilization of the algorithm included difficulty in calculating the - ow
appropriale doses and the complaxity of entering the new doses into the mmpulenzed prescriber #
order entry (CPOE) scroen L ot
Use ol a CPOE insulin titration algorithm with automated calculatan and arder eniry might reduce o
these bartiers and fostor adoption of the algorithm % BG U89 %BGT0-179 % BG 180+
mgidl mgldl mg/dl
These results minkorce the importanca of pileting any new inltiative involving glycemic (n = 145} {n= 4018} (= 2363)
managament sirategies prior lo hospital-wide implemantation. This is especially Important when el 0039 «0.0001 <0.0001

the initiative involves insutin, as insulin is the #1 high-alert medication in both pravalence and
soverity.

Next Steps:
+ Implement and pilot test insulin titration algarithm in the
CPOE with aulomated insulin dose calculation.

+ Develop and implement & dataviz view in the CPOE ta
populate paint of care (POC) blocd glucose data into time
buchets for rapid identification of gvernight and mealtime
insulin requirements.

*  Analysis of lime bucket POC blood glucose data to evaluate
the effects of both the basal and bolus insulin titrations.
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EMERGENCY DEPARTMENT LOW RISK CHEST PAIN
FOLLOW-UP PROJECT
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David J. Bodnar, MD; Sunday Clark, MPH, ScD

New-York Presbyterian Hospital / Weill Corneil Medical College
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Improving Patient Safety by Implementing a Multidisciplinary Discharge “Time-Out”
Rathria Arbour MDD, Amiran Baduashivall MD, Michcat Berka ME, Rowland Chavez MDD, Mallkeey Delchanee MD, Luke Goda MDD,
Maday Gonzalez M1, Romona derselias MIDJonathan Menddson ME, Nikale Narew' M, Monica Saumey MDD, Micheal Scorda MD

The Problem Pl T
[ 4% e
= Discharging patlents with unneceitaty central kines can lead to infection, hleeding and other compiications froipiiad =
B rrmrmag: s —
= 4 patients In the last 6 months were discharged with centsal lines T * | roverot s E.:_:..‘..'."
.
* Na mechanism in place to prevent discharge with urintentional hardware e i —
- |
P 0 e bt e
Wyt bty
R
Project Aims
Primary Alm:
* To Impi it a discharge "t t” tool for at least 50% cof al' discharges on the Medicine Orange and Yellow teams from 5W over three weeks
Secondary Aim:
1 = Toevaluate compliance of discharge “time-out” tool without daily reminders
\ J
ral Yy
Mathods
#Met with SW nurses, residents and patient care coordiratar 1o educate about project Discharge Tima Out
~Quality tog's: Piemve perinrems ol badusle
* Discharge “time-out™ survey "
. Erp 11 Ask patwen) | Do yuou have any meiics devices oF
Surveyt placed in easy to locate areas on 5W RTorials Bch B3 IVe or Gl Ralbiera wor f
* Physical Exam 191 T
* Reminder pages for 1 week
=Metrics: Maup 3) Enarmine [he palien)
* Primary: number of “near misses” i
= Secondary’ percent of completed survays | o5
~Process Improvernent |
* No reminder pages for weeks 2:3 to assess sustainabity
%
\ e J
—,
Key Findings
Collected 12 Tirne-out sheets out of 17 discharges from 7/24 - Discharge “Time-Qut” Compliance Discharge "Time-Out” Responses
1/31/13 {first week of Intervention) L
» 70.6% response rate Lol
L) i DRCh e wth
bt i bty
Collected 1 Time-out sheets cut of 13 discharges from 8/1 bt ;'m
B/14/13 {secontt week of intervention) . e | pooray
+ 7% response rate B $orm
n W ey 4]
Total of 13 Time-out sheets ow of 30 discharges ': ]
+ 43.4% response rate ovet § woret 183 PR
, S

.r/- Lessons Learned _“\ Ir/_ Next Steps -\\

During 1 week penod there were no “near misies”

# TO% comgiiance in weehk 1 with reminders and 7% in weeks 283 without reminders . e e e . .
Muiltidisciplinary focus groups with patlent care directors,

social workers nurses and residents to generate ideas for
sustainability.

The drop in dscharge “time-out” besween weeks 1 and 183 i almost certainly cue to lack of daly
remisders

» SWDrange and Yellow teams recebved surveys regarting baraiers to perfarming “ime-out®

Al

|| = Banmrithey ponted oul inctuded. | ~Reminders of lines in place as hard stop for discharge order.
b Dilticulty coordingting timing with AN 10 complete "nme-cut” %]
Lack of standardited time for “time-o1” f
Resident bme constralnts v . " n
R — .r'lmplemen.t ng universal discharge "time-out” for all teams
Lack of universat inclusion ol SW patients made It d:ficylt to distinguish elig:ble patients los in abl Iocat Qns.

discharge "ume-out”

More Hime recestary to implerhent ool in order eateh near misses
Formal communicalion with all housestat! is necessary
Rernindes system necessary to imprave compliance

Uiniversal imph alon Lo kmprove
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T~alkmg “the.talk”:
A pilot quality improvement project to increase advanced directive

conversations in a resident outpatient clinic.

Amiran Baduashvili, MD, Michael T. Bender, MD, Emily A. Marcus, MD,
Alexandra C. Racanelli, MD PhD, Brian West, MD, Brian M. Eiss, MD, and Amanda §. Carmel, MD

Dapartment of Medicine Weill Cornell Medicai College/New York-Preshyterian Hospital New York, NY

The Problem

Studies show that the preva'ence of culpatient physician-patient advance direclive discussions is remarkably
low (< 1.0%). Yet data confirm that such discussions strengthen clinical relationships and are welcomed by the
patients regardless of age or health slatus.

—

Project Aims

We sought to define barriers to advanced directive discussions in our resident clinic. Additionally, we aimed to
assess the impact of an educationa’ inlervention on internal medicine residents’ knowledge and the frequency of
advanced directive discussions in a resident clinic.
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Lessons Learned Next Steps
« Resident knowledge improved with our intervention but the » Future interventions should investigate the number of
frequency of advanced directive conversations did not advanced directive conversalions per tota! patient
= Advanced direclive discussions at our clinic occur infrequently encounters as a function of recurrent visits with the same
{0.7% to 1.4%) and reflect the reported national average physician or total time a patient is known to a particular
+ Lack of continuity with patients and continued know!edge gaps physician
were identified as the two major barriers limiting advanced « Additionally, since patients welcome advanced directive
directive conversations. discussions, an additional intervention cou'd focus on
» Patients with documented advanced directives varied in age teaching patients 1o initiate these conversations with their
and heaith status, primary care physicians
* Majority of residents agreed that elderly or chronically ill + Lastly. an additional study could focus on the impact of
patients should have advanced directives. reminders {o have advanced directive discussions placed in
* Residents did not perceive young healthy patients as a barrier clinic or in the electronic medical record.
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The Prablem

= Nine porcent of palients admitted to the medicine service at NYP-WCMC in June 2013 had limited English proficiency (LEP)
+ Without farmal interprater services, patiants

+ Undergo moare fests

~ Incur greater costs

- More likaly to ba admitted

+ Due 1o logistical barviers, residents find it difficult to utilize trained interpreter services when admitting patients with imited-English-proficiency from the
Emergency Department, Admissions are often dona using ad hoc interpretars of no interpreter
\,
F Pttt wih L EP grosanty 10 NYPH -Conmdl ED )
Project Aims
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= To achieve al least 80% utilization of trained interpreter services by 3
nightfigat admitting residents by providing portable phones (i.e. Cisco
phones). i P
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Methods
+ Matrics
* Selfreporied inlerpretar-utiization data and satisfaction data collacted by surveying righifioat residents before and after phones wens made availabie H
* Procass improvements,
= Cisco {voice-over-'P) phone was provided lor each night-foat admitting resident.
= Pacific Interpreters on speed dial. access code printed, speaker-phone availability
* Resicent educalion regarding how to use Cisca phones, in particular how to dial Pacific interpreters
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= Limitations

« Formal transtator services are undentitized by admitting medicine nightfloat
rasidants in the ED

+ Cisco phanes are highly effective and poputar

+ The project was helped by the significant buy-in by residents, given ather
anticipated and unanticipated benefits of Cisca phones (such as resident-to-
resident communication).

Lessons Learned

Next Steps

+ Increase sample size and study duration

+ imprave resident education on tachnical abilitias of Cisco phenes

« Expand Cisco phone availabilily to all medicine residents for ED and
inpatient use

+ Small sampla size

+ Shaort duration of siudy (3 days
pre-intervention, 7 days
post-intervention)

+ Sustainability

= Costof Cisco phones

= Sell-reporting bias

= Incomplete education of residants
an how ta ulllize the phone

= Demand icr more phanes by
medicine residents
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The Problem

= Chronic hepatitis C vires (HCV) infection is a major cause for livar transplant and liver-related deaths in tha United States.

Roughly 75% of those infected wera born between 1945 - 1965 ~ the baby boomer population

The CDC and USPSTF recentty recommended screening all patients in this birth cohort in order lo increase garly detection of HCV
However, screenmy ralas in our ambulatory residen! proctica, Weilt Camell internal Medicine Associotes (WCIMA) remain Jow (1 7%}
We hypothesized thal one cause of this low screaning rate was lack of physician knowiedge about currant HCV streening guidelings.

Project Aim
Prmary Aim. To doubia tha HCV screening rate in the baby boomer patient poputation at WICIMA resident clinic through the following resident focused
interventions. 1) an HCV scraaning lecture

2] on enhanced HCV screaning intarvention (“targeled teaching)

Secondary Aim. To assess the individuat oHfect of each cf the above interventions on HCV screening rales

4 Methods
+ Conducted a randomized, anonymous study in the internal medicine resident clinic. :':m -m-:'- T, e OF prasn 18 vt 29% Pot e
« All residants recaived a lecture by o gastroenterofogy (GI} fellow regarding HCV etttk lpgriar. 2l et ippaglrogsmeed
screening puidelines uuld-n Friion indrruusie a¥toyird by (Ve IEY I e
+ 20 residents were then randomized to e lollowing twa groups. heve b
= 10 residents mndomly assigned Lo lecture alone (Group A) e D e T
= 10 residents rardtomly assigned lo lecture + “targeted teaching” {Group B) gl e
* Residents in tha targeted teaching group necaived a weakly email with the new HCV POTET P 57T M TS i wheh i Sl fuf HEY
screening guidefines and a list of their scheduled patients who wero cligible for Parerdpel o d ol b el s sl
screening. Prant you ket youe parvsipsnes,
+ Screening rates and odds ratios for each group wers calculated. Ko, Crityass, iy §, Woh, Madioy [OF Broup)
* Pie- and post-intarvention screening rates were compared using the pre-intarvention ey
group as reference o]l
Pupsbey
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Kay Findings X
* Both interventions combined {Group A+B} incroased tha HCY
screening rates by 250% {1.7% vs. 8 3% 20.02), e B L U e el

* The Gl lecture alone {Group A) resulted in a significant increase in
sereening (OR=10; 95%C). 3-38; p= 01).

= Gllecture plus targeted teaching (Group B) resulted in non-
significant trend toward increased screaning {OR+4; 35% CE 1-14,
p= 056}
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Next Steps
Lessons Learned

Our interventions significantly improved HCV screening rates in ihe baby
boomer population in cur outpatient resident practice.

Residents in the farmat HCV streening lecture group had the largest increase
in sereening

Screening rates overall remained low despite our intervenlions indicating that
further Qt initiatives focused on HCV screening are neaded

Additional targeted teachmg may enhance screening but further study is
raquired, given additional rescurces naeded for this intervention

Futurg study of a larger residen! population and longer time period are nesded
1o assess the long lerm impact and sustainability of an HCV screening lecture

+
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Improving Heart Failure Health Literacy through Daily Standing Weights and Patient Engagement in the
ccuy
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Background and Aims
® [nitial perception among physicians that:
- Standing weights for CHF patients on 4N/45 were done/charted inconsistently
- Moreover, those welghts were not documented before rounds
= Inttial aim was improvement of daily documentation of standing weights in the CCU.

= Preliminary data showed that among patients who were able to stand, standing weights were documented appropriately and in a timely
fashion.

" * Qur new abm was to improve pattent knowledge of CHF in patients on 45 through standardized educational booklets and daily weight )

Strategy for Change/Methods

= Intervention: CHF booklets were distributed to all patients in 45 with the diagnosis of CHF (and who were actively being diuresed)
* Measured % patients with CHF booklet (based on a sample of patients on one particular day in the CCU)
» Measured baseline CHF knowledpe via standard telephone survey (the PAKSAC Study Survey for the Congestive Heart Failure Outreach
Program)

- Patlents were contacted within a weel of discharge from 45 based on unit census data of patients diagnosed with CHF
® Process Improvement Goals:

Standardization and uniformity of booklet distribution
- Standardization of daily wetght documentation in hook
- ldentification of knowledge gaps amaongst CHF patients

-
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Key Findings
Distribution of Booklets Q: Does weight gain mean worse Q1 How often should you weigh Q: Arc Daily Weights as
CHF? yourself? Important as Taking
o g Medications?
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Discussion N Lessons Learned and the Next Steps A
= Patient’s baseline health literacy ahout CHF 1s varied and there is = It Is crucial to perform a careful needs assessment priorto
a need to improve patient education and involvement designing and implementing a QI intervention
= {Jur results reveal the kack of full implementation of = There 1s a great need for to improve the health literacy of CHF
- the distribution of booklets patients in the Cardiac Care Unit [45)
- the recording of daily weights in booklets
* Mare time is needed ta roll out the CHF booklet/weight
= Barriers to full implementation recording intervention on 45

- Limited time to completely tratn all day and night RNs
- Limited amount of time for robust patient education

- Limited amount of time to chart weight in booklet and
Eclypsis

= Foliow up patient surveys are needed to assess the intervention’'s
impact

Special thanks ta: Dr. Jennlfer Lee, De lim Horowitz, D Vishal Dodis, Armelle Cuesta, amd
Natalle Heltmers

* Limitations of the stedy:
- Few patients recelved {or were aware of} the hooklets
- Short intervention period
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