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This is another landmark year for the Annual Weill Cornell Medicine Quality Improvement
and Patient Safety Poster Symposium which was streamed live online on September 15°2020.
The symposium started in 2012 under the Weill Department of Medicine (WDOM) as the first
formal event at Weill Cornell to showcase projects dedicated to quality and patient safety. For the
past five years, it has expanded to include projects from nursing, other clinical departments across
the College and the graduating class of Quality Improvement Academy.

Despite the COVID-19 pandemic, over sixty abstracts were submitted from across NewY ork-
Presbyterian at Weill Cornell Medicine, NYP-Queens and Brooklyn Methodist. Co-sponsored by
Quality Improvement Academy and the Physician Organization Division of Quality and Patient
Safety, 37 projects were showcased during the symposium that was attended by over 100 viewers
from across NewY ork-Presbyterian and Weill Cornell Medicine.

We are proud to present all of the projects featured at this year’s event. Posters were presented
either during an open viewing session or as a live oral presentation in one of four categories:
Modifying Provider Practice, Innovations in Clinical Care, COVID-19 Care Innovations, and
Optimizing Best Practice.

Congratulations to all of our students, residents, fellows, nurses and faculty for their achievements
and ongoing commitment to patient care. And most of all, we thank Dr. Augustine Choi, Stephen
and Suzanne Weiss Dean and Provost for Medical Affairs, and Dr. Anthony Hollenberg, Sanford I.
Weill Chair, Weill Department of Medicine, for their ongoing support of academic quality
improvement initiatives and scholarship across Weill Cornell Medicine.
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A continuous statistical increase in work related violence was discovered on 5 North, a
medical-surgical unit. These events involved behaviorally challenged patients and
included verbal and physical threats, with and without harm. New York Presbyterian-
Weill Cornell and the 5 North Medical-Surgical Unit are committed to operational
excellence, striving for a harm-free work environment in order to continuously deliver the
best patient care.

The aim of the study was to determine the effect of using a Modified Breset Violence
Checklist (mBVC) to decrease work related violence, on 5 North, from behaviorally
challenged patients.

The 5 North medical surgical unit conducted a quality improvement project by
implementing the mBVC to assess the impact on workplace violence. The 6-item tool
assessed confusion, irritability, boisterousness, verbal threats, physical threats and attacks
on objects and individuals. Pre-implementation data was gathered from January to May
2019. The mBVC was implemented June 2019. Data was collected for S months post
implementation, through November 2019. The mBVC checklist was completed by the
Registered Nurse (RN) upon patient admission to the unit and each shift. Both day and
night shift RNs participated. Patients were given a numeric score (0-11) based on the
assessment. A moderate risk (score 1-2) or high risk assessment (score >2) resulted in the
RN escalating the information to the medical team and the following plan of care was to
be implemented:

Additional assessment by the provider
Electrocardiogram

Psych consult

Consideration of PRN medications
Possible 1:1 supervision

Security involvement

All moderate and high risk patients were endorsed through standardized RN-RN handoff
and Charge RN handoff. Moderate and high risk patients were also discussed in unit
huddles and interdisciplinary rounds. Additionally, departments such as security,
physical therapy, and phlebotomy were provided with the list of moderate and high risk
patients.

Modified Broset Violence Checklist Implementation:

An Initiative against work place violence

Annual WCM Quality Improvement &Patient Safety Poster Symposium
Santini Ong, BSN, RN & Maureen Hayes, MS, RN-BC

For comments/questions, please contact sao09045@nyp.org or mah9133@nyp.org
S5 North | September 15t", 2020

Results:

Results showed a decrease in work related violence involving behaviorally challenged
patients. In the 5 months prior to implementation of the mBVC, 19 work-related
violence incidents were reported. In the 5 months after implementation, 53 evaluations
were completed reporting 13 work-related violence incidents, representing a reduction

of 31.6%.

Conclusions:

Utilization of the mBVC tool and a collaborative interdisciplinary team approach helped
identify potential aggressive behavior amongst the patient population of 5 North and
reduce work place violence.

Poor compliance and inconsistent use of the mBVC tool proposes challenges and
increases the risk of work related violence. To overcome these obstacles, it would be
suggested to engage the support of unit leaders and upper management to develop and
incorporate the mBVC tool into the electronic medical record. An additional
recommendation is to expand to other comparable medical units to further evaluate the
effectiveness of the tool. It would be advisable to continuously evaluate the educational
needs of staff to assess for compliance of tool utilization. New statff, as well as non-
permanent statf, will require instruction of use of tool.

2 NewYork-Presbyterian

Weill Cornell Medical Center

Background

* Workplace wviolence against nurses

continues to be a critical issue. The U.S.
Department of Health and Human Services
reports an injury rate of 154 for every
10,000 workers 1in public hospitals
(Esposito, 2017).

* Violence towards health-care workers, has

become increasingly common, with
nursing staff suggesting that a fear of
violence from their patients may affect the
quality of care they provide.

* New York-Presbyterian utilizes the web-

based reporting system, WorkSafe, to
report all incidents of verbal and physical
violence towards hospital staff.

* Structured clinical tools have the potential

to assist  health-care providers 1n
identifying patients who have the potential
to become wviolent or aggressive. The
Braset Violence Checklist (BVC) 1s a 6-
item instrument that uses the presence or
absence of three patient characteristics and
three patient behaviors to predict the
potential for violence within a subsequent

24 hour period (Partridge & Afflect, 2018).

Purpose

To reduce the number of violent events

reported on 5 North, a 38-bed medical-

surgical unit, using a Modified Broset
Violence Checklist

Modified Broset Violence Checklist Implementation :

An initiative against work place violence

Santini Ong, BSN, RN & Maureen Hayes, MS, RN-BC

Methods

» A modified Breset Violence Checklist

(mBVC) was developed for patient evaluation.
The mBVC included the 6-items from the
BVC in addition to noting if there was a
previous evaluation score as well as any
interventions previously in place.

* From June 2019 through December 2019, 53

evaluations were completed on the 5 North
Medical-Surgical unit utilizing the mBWVC.

* The mBVC checklist was completed by the

Registered Nurse (RN) upon patient admission
to the unit and daily. Both day and night shift
RMNs participated. Patients were given a
numeric score (0-11) based on the assessment.

* For any patient with a moderate risk (score 1-

2) or high risk assessment (score >2), the RN
escalated information to the medical team to
have the following plan of care implemented:

» Additional assessment including EKG
* Psych consult

» Consideration of PRN medications

* Possible 1:1 supervision

* Security involvement
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*Data reviewed in real time and participants of
the study were NYP 5 North staff. Outcomes
revealed a significant decrease number of work
related violence with implementation of mBVC
checklist. The results demonstrated a 31.6%
decrease in work related violence on 5 North.

* Implementation of a mBVC to a medical
surgical unit concerning behavioral risk patients
was successful. The practice of RNs utilizing a
mBVC checklist as a unit based nitiative, In
collaboration with security and medicine
department, statistically lowered work place
violence and maintained a safe working
environment across the disciplines.

Discussion

Limitations:

* Compliance — not all patients assessed upon
admission/not consistently assessed while
hospitalized. May be related to time constraint,
knowledge gap, lack of incentive to complete.

» No standard approach and structured plan of
care for both medical team and nurses.

« Small sample size (n=53)

MAGNET
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Recommendations

* Develop a more detailed scale to evaluate risk

assessment

* Develop a method to alert interdisciplinary

team members of potential behavioral risk in
the electronic medical record

* Develop a standardized provider order set to

proactively address escalating patient
behaviors

* Initiate a behavioral/crisis emergency cart
* Frequent and consistent security rounds
* Potentially begin a Behavioral

Emergency Response Team (BERT)

References

Almvik. B.. Woods, P., & Rasmussen, K. (2000). The Broset
Violence Checklist: Sensitivity, Specificity, and Interrater

Rehability. Journal of Interpersonal Violence, 15(12), 1284 1296

Almvik, B, Woods, P., & Rasmussen, K. (2007). Assessing risk for

imminent violence in the elderly: the Broset Violence Checklist.

International Journal of Geriatric Psychiatry, 22(9), 862-867.

Esposito, L. (2017, January 18). Nurses Face More Violence From

Hospital Patients. U S News & World Report.

| L W17 1.1 -
ellness/articles/ 201 7-01-18%'muoses

https://health usnews.com/w
e-more-viclence-from-hospital-patients

Havaei, F., MacPhee, M., & Lee, Seung Eun. (2019). The effect of

violence prevention strategies on perceptions of workplace safety:
A study of medical-surgical and mental health nurse. Journal of
American Nurse, 73(B). 1657-1666.

NewYork-Presbyterian. (2019). How to use work safe. Retrieved

from
https:/infonet.nyp.org WHS/Shared®e2 0Documents/ worksate pdi

search=worksate

Partridge, B.. & Affleck, J. (2018). Predicting aggressive patient

behaviour in a hospital emergency department: An empirical study
of security officers using the Broset Violence Checklist.
Australasian Emergency Care, 21(1),31-35.

NNeed LUy Il S pErIs B T "I TIT A XRLS. Wivw e DUSlElEeEEILeun




2 NewYork-Presbyterian
Weill Cornell Medical Center

Background

* Workplace violence against nurses
continues to be a critical 1ssue. The U.S.
Department of Health and Human Services
reports an 1njury rate of 154 for every
10,000 workers 1n public hospitals
(Esposito, 2017).

 Violence towards health-care workers, has
become i1ncreasingly common, with
nursing staff suggesting that a fear of
violence from their patients may affect the
quality of care they provide.

* New York-Presbyterian utilizes the web-
based reporting system, WorkSafe, to
report all incidents of verbal and physical
violence towards hospital staff.

* Structured clinical tools have the potential
to assist health-care  providers 1n
identifying patients who have the potential
to become violent or aggressive. The
Braset Violence Checklist (BVC) 1s a 6-
item 1nstrument that uses the presence or
absence of three patient characteristics and
three patient behaviors to predict the

potential for violence within a subsequent
24 hour period (Partridge & Afflect, 2018).

Purpose

1o reduce the number of violent events
reported on 5 North, a 38-bed medical-

surgical unit, using a Modified Broset
Violence Checklist

An Initiative against work place violence

Santini Ong, BSN, RN & Maureen Hayes, MS, RN-BC

Methods

A modified Breset Violence Checklist
(mBVC) was developed for patient evaluation.
The mBVC included the 6-items from the
BVC 1n addition to noting 1f there was a
previous evaluation score as well as any
interventions previously in place.

From June 2019 through December 2019, 53
evaluations were completed on the 5 North
Medical-Surgical unit utilizing the mBVC.

The mBVC checklist was completed by the
Registered Nurse (RN) upon patient admission
to the unit and daily. Both day and night shift
RNs participated. Patients were given a
numeric score (0-11) based on the assessment.

For any patient with a moderate risk (score 1-
2) or high risk assessment (score >2), the RN
escalated information to the medical team to
have the following plan of care implemented:

* Additional assessment including EKG
* Psych consult

* (Consideration of PRN medications

* Possible 1:1 supervision

* Security involvement

mBVC Tool:
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*Data reviewed 1n real time and participants of
the study were NYP 5 North staff. Outcomes
revealed a significant decrease number of work
related violence with implementation of mBVC
checklist. The results demonstrated a 31.6%
decrease 1n work related violence on 5 North.

* Implementation of a mBVC to a medical surgical
unit concerning behavioral risk patients was
successful. The practice of RNs utilizing a
mBVC checklist as a unit based initiative, in
collaboration with security and medicine
department, statistically lowered work place

violence and

maintained a safe working

environment across the disciplines.

Discussion

Limitations:

* Compliance — not all patients assessed upon
admission/not consistently assessed while
hospitalized. May be related to time constraint,
knowledge gap, lack of incentive to complete.

* No standard approach and structured plan of
care for both medical team and nurses.

* Small sample size (n=53)
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Recommendations

Develop a more detailed scale to evaluate risk
assessment

Develop a method to alert interdisciplinary
team members of potential behavioral risk 1n
the electronic medical record

Develop a standardized provider order set to
proactively address escalating patient
behaviors

Initiate a behavioral/crisis emergency cart
Frequent and consistent security rounds

Potentially begin a Behavioral Emergency
Response Team (BERT)
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Modified Broset Violence Checklist Implementation: An initiative against work place violence
Santini Ong, BSN, RN & Maureen Hayes, MS, RN-BC
Nursing - 5 North

Statement of the Problem :

A continuous statistical increase in work related violence was discovered on 5 North, a medical-surgical
unit. These events involved behaviorally challenged patients and included verbal and physical threats,
with and without harm. New York Presbyterian-Weill Cornell and the 5 North Medical-Surgical Unit are
committed to operational excellence, striving for a harm-free work environment in order to continuously
deliver the best patient care.

. Objective/Aim of the study :

The aim of the study was to determine the effect of using a Modified Breset Violence Checklist (mBVC)
to decrease work related violence, on 5 North, from behaviorally challenged patients.

. Project Design/Methods :

The 5 North medical surgical unit conducted a quality improvement project by implementing the mBVC
to assess the impact on workplace violence. The 6-item tool assessed confusion, irritability,
boisterousness, verbal threats, physical threats and attacks on objects and individuals. Pre-implementation
data was gathered from January to May 2019. The mBVC was implemented June 2019. Data was collected
for 5 months post implementation, through November 2019. The mBVC checklist was completed by the
Registered Nurse (RN) upon patient admission to the unit and each shift. Both day and night shift RNs
participated. Patients were given a numeric score (0-11) based on the assessment. A moderate risk (score
1-2) or high risk assessment (score >2) resulted in the RN escalating the information to the medical team
and the following plan of care was to be implemented:

e Additional assessment by the e Consideration of PRN
provider medications

e FElectrocardiogram e Possible 1:1 supervision

e Psych consult e Security involvement

All moderate and high risk patients were endorsed through standardized RN-RN handoff
and Charge RN handoff. Moderate and high risk patients were also discussed in unit
huddles and interdisciplinary rounds. Additionally, departments such as security, physical
therapy, and phlebotomy were provided with the list of moderate and high risk patients.
4. Results :
Results showed a decrease in work related violence involving behaviorally challenged
patients. In the 5 months prior to implementation of the mBVC, 19 work-related violence
incidents were reported. In the 5 months after implementation, 53 evaluations were
completed reporting 13 work-related violence incidents, representing a reduction of 31.6%.
5. Conclusions :
Utilization of the mBVC tool and a collaborative interdisciplinary team approach helped
identify potential aggressive behavior amongst the patient population of 5 North and reduce
work place violence.
Poor compliance and inconsistent use of the mBVC tool proposes challenges and increases
the risk of work related violence. To overcome these obstacles, it would be suggested to
engage the support of unit leaders and upper management to develop and incorporate the
mBVC tool into the electronic medical record. An additional recommendation is to expand
to other comparable medical units to further evaluate the effectiveness of the tool. It would
be advisable to continuously evaluate the educational needs of staff to assess for
compliance of tool utilization. New staff, as well as non-permanent staff, will require
instruction of use of tool.
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Background

» Obstetrics are the leading reason for hospital admissions in the U.S, accounting for more than 4 million annual M Pre-Intervention Data
hospitalizations; due to obstetrics’ specific nature and volume nurses play an important role in patient care. Gallup Survey Pre-survey (n = 14)
In order to create and foster a Just CUltUI’G, health care Systems need to acknowledge that humans are When an event is reported, it feels like the person is being written up, not the problem.|| 7C (n = 29) || 7N (n = 25)|| 7S/TW (n = 97)| All Units (Avg %)
destined to make mistakes: no system can be designed to produce perfect results. Strongly Disagree 4% 4% 8% 5% 0%

Disagree 25% 8% 24% 19% 36%
The nursing peer review process is an effective and underutilized method to identify behavior vs. systematic Neither 219, 24, G,
risk and to enhance accountability and ownership of patient care and nursing practice. Agree 24% 389
By having a panel of unbiased nurses trained to perform incident reviews, the review process is enhanced by Stongly Agree ‘ 21% 0% 15% 14% 0%
better understanding of the practice standards & workflow of the expected delivered care. Staff Feel The thelf mistakes are held agains! fhem

Strongly Disagree 7% 0% 9% a% 0%
However, NYP does not currently include staff nurses in the incident review process. Disagree 14% a9, 199 149 6%
According to the 2016 AHRQ hospital survey of obstetrics units of NYP Weill Cornell, employees feel that their Neither 21%
errors are held against them, teamwork within units are poor, perception of safety is low, feedback on errors is Agree 40% 26% 33%

Strongly Agree 21% 8% 7% 12% T

IOW’ and receive pumtlve response tO errors. Staff worry that mistakes they make are kept in their personal file.

. . Strongly Disagree 7% 4% 12% 8% 0%
Aim of Project Disagree 36% 28%, 33% 21%
To improve obstetrics nurses’ perception of working in a non-punitive environment and to foster a culture of Neither 28% 0%
patient safety through an Obstetrics Nursing Peer Review Committee. The Committee's goal is to review safety :f:l P~ :‘1::
events to identify at risk behaviors and/or system issues to minimize adverse events and improve quality nursing S
care. Table 1: Gallup employee survey vs. nurses involved in events
Methods Structured Review Process Intervention Data

Pre-survey (n = 14) Post-survey (n = B)
Rate your understanding of the nursing peer review process.
Event Form e Root Cause Analxsis Movice _ 62.50%
m Chart Review Advanced Beginner 21% 0%
Hospital Standards Interview involved RN Competent 21% 25%
Proficient 0% 12.50%
_ _ Nursing Peer Review Expert 0% 0%
Review during monthly (—-/—i\)_ Rate your comfort level related to the nursing peer review process.
committee meeting . Standard of Care met?
Establish Level of Harm 1- very uncomfortable 0% 0%
2 - somewhat uncomfortable 14% 37 .50%
Action Plan / Recommendations 3 - neutral 12.50%
m 4 - somewhat comfortable 14% 12.50%
Peer-to-Peer Mentorship System Issues Performance Improvement 5 - very comfortable 21%
Initiatives Rate your current comfort level to initiate a conversation with your peers related to safety events.
= I:'.I-:] I:'.I-:II
Follow-up / Dissemination of Information 1- very uncomfortable 0% 0%
(ﬁ___’_——‘\) 2 - somewhat uncomfortable 0% 0%
Quarterly Newsletter Huddle messages Follow up with RN involved 3 - neutral 7% 0%
4 - somewhat comfortable 25.00%
5 - very comfortable J6%
Frequented Newborn Events Frequented Maternal Events Table 2: Survey results of involved RNs understanding & comfort level of nursing peer review process
critical values Prolpased Cord - .
v Discussion & Future Research
Sholder Dystocia _ * Nurses feel similar to all employees: their mistakes are held against them - written up, and
RN escalation <N escalation requied saved in their personal permanent files. Such feelings of punitive action against mistakes lead
\\ to under-reporting and overall unsafe working conditions.
Vedication Errors * Peer-to-peer mentoring improved nurses comfort level in speaking out about safety events.

* Frequented events revealed system errors vs. human errors that contribute to safety events.

et recorde  Further work is needed to improve RNs understanding of the peer review process and to
nexpecied NET admt - implement peer review in other specialties with interdisciplinary review.

Severe PPH
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Obstetrics Nursing Peer Review Committee: A Quality Improvement Project
Jaclynn Chen MPH, BSN, RNC-OB, C-EFM
Women & Newborns’ Nursing Department

1. Problem

Obstetrics admissions is the leading reason for hospitalization in the U.S. Nurses play an important role in
obstetrics due to its specific nature and patient volume. Currently, New York Presbyterian/Weill Cornell
(NYP/WC) obstetrics quality and safety reviews do not include staff nurses, underutilizing a group of experts
who can reflect on the unique practice standards and workflow expected to be delivered. According to the 2016
AHRQ survey of obstetrical units at NYP/WC, employees feel that their errors are held against them, teamwork
within the unit is poor, perception of safety is low, feedback on errors are low, and receive punitive response to
errors. By having a panel of unbiased nurses trained to perform incident reviews, the nursing peer review
process can be an effective method of identifying behavior versus systematic risk to enhance accountability and
ownership of nursing practice.

2. Aim

The aim of this project is to improve obstetrics nurses’ perception of working in a non-punitive environment
and foster a culture of patient safety through an obstetrics nursing peer review committee (OB NPRC) to review
safety events in order to identify at risk behaviors and/or system issues to minimize adverse events and improve
quality nursing care.

3. Methods

Made up of frontline nurses from antepartum, labor and delivery, and postpartum, the OB NPRC meets monthly
to review incident reports through a structured review process. Based on the 2016 AHRQ survey, the review
structure targets employees’ perceptions of patient safety that include root cause analysis, peer review, action
plan/recommendations, and follow-up/dissemination of information. Keepsafes, incident reports, are chosen
based on their relevance to nursing practice. Keepsafes are assigned to committee members for review utilizing
hospital standards, interviewing nurses involved, and a chart review. Keepsafes are presented by committee
members and discussed together as a group to determine whether the nursing standard of care was met, level of
harm found, and recommendations for improvement. Follow up letters are sent to each nurse involved
informing them of the committee’s decision and recommendations. A huddle message is created to summarize
meeting discussions and disseminated to units. Pre and post surveys given to nurses involved were used to
measure the effect of committee members mentorship on nurses perceptions on safety. Frequency of incidents
are recorded to recognize systematic issues contributing to safety.

4. Results

Comparing pre and post survey results of nurses involved in events, it was found that respondents had an
improved comfort level related to the peer review process and initiating conversations with their peers about
safety events. The majority of respondents continued to rate their understanding of the peer review process as
novice. 100% of respondents felt that they were supported by committee members during the review process.
The most frequented maternal events reviewed included the requirement of nurse escalation, medication errors,
and severe postpartum hemorrhages. The most frequented newborn events reviewed included unexpected NICU
admissions, newborn record mistakes, and incorrect monitoring of newborn blood sugar.

5. Conclusions

Comparing the Gallup survey results to pre-intervention results, nurses feel that there are punitive actions
against their mistakes, leading to under-reporting and unsafe working conditions. Peer to peer mentoring
improved nurses comfort in speaking about safety events. Frequented events revealed systematic errors versus
human errors that may contribute to safety events. Further work is needed to improve nurses' understanding of
the peer review process and implementation of peer review in other nurse specialities and disciplines of health
care. Targeted interventions need to be done to resolve systematic issues.



Reducing Healthcare Disparities using Enhanced Recovery After Cesarean
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Background _ Resus Conclusion

* Racial-ethnic disparities exist in surgical healthcare.  Pre-ERAC: 1743 total cesarean deliveries « We saw a significantly reduced mean LOS after delivery post-ERAC
 Enhanced recovery after surgery was developed as a way to * 14 patients excluded for LOS >25 days Implementation, without an effect on readmission rates.
standardize clinical care pathways and communication across « 209 patients with no reported race-ethnicity « We no longer saw a disparity in mean post-operative LOS when
multidisciplinary feams to improve patient recovery. « 1520 patients included in analysis stratitying by race-ethnicity.
 Enhanced recovery after surgery encompasses 4 main stages: « 284 (18.7%) identified as Asian  We believe that consistent, standardized patient education as
1. Planning and preparing before surgery « 124 (8.2%) identified as Black, well as multidisciplinary, standardized guidelines and protocols
2. Reducing physical stress of the operation « 128 (8.4%) identified as Hispanic conftributed to this effect.
3. Managing post-operative analgesia « 122 (8.0%) identified as other « Although our findings show promise in addressing known
4. Early feeding and ambulation o 862 (56.7%) identified as White healthcare disparities, one must equally practice cultural
« One aim of ERAS programs is o achieve impartial surgical  Post-ERAC: 1766 total cesarean deliveries competency and patient-centered care so as to achieve fruly
healthcare through the utilization of standardized protocols. « 13 patients excluded for LOS >25 days impartial surgical healthcare.
« 231 patients with no reported race-ethnicity « Future Directions include:
« 1522 patients included in analysis « Sustainabillity of the ERAC program

« 277 (18.2%) identified as Asian « Enterprise-wide ERAC implementation
O jeC ive « 97 (6.4%) identified as Black, « Further investigation of readmissions
« 107 (7.0%) identified as Hispanic
« To compare disparities in hospital length of stay (LOS) by race- e 99 (6.5%) identified as other

ethnicity before and after the implementation of an enhanced o 942 (61.9%) Identified as White References
« Before ERAC implementation, Asian, Black, Hispanic and patients of

recovery after cesarean (ERAC) program.

other race-ethnicities all had a significantly longer mean LOS after

cesarean delivery as compared to White patients. After ERAC 1. Caughey AB, Wood SL, Macones GA, et al. Guidelines for
Sfudy Design Implementation, this disparity was no longer seen (Table 1). INfraoperative care in cesarean delivery: Enhanced Recovery After
« 30-day re-admission rates were similar pre- and post-ERAC In patients Surgery Society Recommendations (Part 2). Am J Obstet
| | | of all race-ethnicities; 0.7% vs 0.7%, p=0.99 for Asians, 7.3% vs 8.2%, Gynecol. 2018 Dec;219(6):533-544.

* AN ERAC program was implemented af New York Presbyterian — Welll p=0.80 for Blacks, 3.9% vs 2.8%, p=0.64 for Hispanics, 1.6% vs 1.0%., 2. Fay EE, Hitti JE, Delgado CM, et al. An enhanced recovery affer
Cornell Medical Centerin October 2018, L p=0.75 for other, and 1.6% vs 1.0%, p=0.43 for Whites. surgery pathway for cesarean delivery decreases hospital stay and

» All patients undergoing cesarean delivery were mainfained on an cost. Am J Obstet Gynecol. 2019:221(4):349.e1-349.e9.

ERAC pathway of care, which includea: 3. Macones GA, Caughey AB, Wood SL, et al. Guidelines
* Pre-operative hydration Table 1. Length of stay after cesarean delivery pre- and post-ERAC for postoperative care in cesarean delivery: Enhanced recovery
* Astandardized infra-operative protocol | implementation, by race-ethnicity After Surgery Society Recommendations (Part 3). Am J Obstet
* A S"O?dﬂédlzed DfSlT-OFieBOT'VG analgesic regimen Gynecol. 2019 Sep;221(3):247.e1-247 9.
* Early teeding, as folerate : 4. Peahl AF, Smith R, Johnson TRB, et al. Better late than never: why
* Early urinary catheter removal Mean LOS After Delivery (days) P obstetricians must implement enhanced recovery after cesarean.
_+ FEarly ambulation o Pre-ERAC Implementation Am J Obstet Gynecol. 2019:221(2):117e1-117.e7.

* Using a healthcare analyfics platform, we compared disparities in White* 3.07 +/- 0.85 _ 5. Teigen NC, Sahasrabudhe N, Doulaveris G, et al. ERAS at Cesarean
LOS after delivery (calculated from time of delivery to discharge) : ' ' to Reduce Postoperative Length of Stay: A Randomized Controlled
and readmission rates (any inpatient hospitalization within 30 days of Asian 412+/-15.11 0.04 Trial. Am J Obstet Gynecol. 2019: epub Oct 26
cesarean delivery) based on reporfed race-ethnicity: : qucfk oo ]SS <0.000] 6. Wilson RD, Caughey AB, Wood SL, et al. Guidelines for antenatal and

(1) Pre-ERAC: October 2017 — September 2018 Hispanic 3.29 +/-0.93 0.007 preoperative care in cesarean delivery: Enhanced Recovery After
(2) Post-ERAC: November 2018 — October 2019 Other 3.29 +/-0.96 0.009 Surgery Society Recommendations (Part 1). Am J Obstet
» We excluded any outliers, defined as a LOS >25 days using the Post-ERAC Implementation Gynecol. 2018 Dec:219(6):523.e1-523.e15.
Academic Medical Center model and any patients without reported White* 2.93+/-7.89 -~
race-ethnicity when we stratified our data. IAGHRT 2.73 +/-0.76 0.47

« Chisquare and Student’s T test were used for statistical comparison

with p<0.05 considered statistically significant. Black 3.00 +/-0.77 0.93 Contact Information

» Categorical data are expressed as n (%) and continuous data are Hispanic 2.75+/-0.84 0.81
expressed as mean +/- standard deviation. Other 2.78 +/- 1.00 0.85 Please contact kmatthews.md@gmail.com with any questions.




Implementing an ADHD Checklist to Standardize Practice

In a Primary Pediatrics Office
I A Annual WCM Quality Improvement & Patient Safety Poster Symposium

S S—— Matthew James Tirelli, MSN, PMHNP-C | 09/15/2020

For comments/questions, please contact mjt9011@nyp.org

Study Design

Backg rou nd This is an action research design with multiple PSDA cycles for intervention and
analyzing/implementing change from 11/2019 to 04/2020. Inclusion criteria is all children aged 4-12
who receive primary care on HT5 pediatrics

Welll Cornell

 There is a shortage of Child and Adolescent Psychiatric Providers in the United

States. This has led to disparities in care that disproportionately affect children from
low income/disadvantaged backgrounds Main intervention is a two session checklist outlining all the steps needed to assess for and treat

ADHD
Providers have been asked to fill out a pre-intervention survey and a post-intervention survey
NP has created a script for the support staff to use when handing out the universal screens given to

On HT5 Pediatrics there is an in-house psychiatric nurse practitioner, but due to
increased amount of referrals the caseload has become extremely large. As a result,

children are waiting longer for evaluations and treatment of common mental health all children at their well child visit

conditions, such as ADHD « “As part of every child’s well visit, we are giving you these forms to check in about your child’s
emotional health. Would you be able to fill them out, and then ask your provider to review them
with you during the appointment? Please ask the provider if you have any questions about the

Root Cause screening forms”

Outcome Measures Process Measures

« Lack of training in mental health diagnosis and treatment by primary care providers
« Lack of standardization in treatment

« Short timing of appointments

* Referral culture

Provider comfort diagnosing ADHD Number of pre intervention
guestionnaires completed

Referrals made to psychiatric NP Number of post intervention
Aim Statement guestionnaires completed
By May 2020, HTS5 Pediatric Primary Care Providers will feel 50% more comfortable
diagnosing and treating ADHD, as measured via interventional surveys. The secondary R |t
effect of this intervention will be increase in appropriate diagnoses of ADHD, decreased eSUits | | | |
time between clinic visits for follow up and decreased referrals to the psychiatric NP * Atotal of 27 pre-intervention surveys completed, meaning the session one tool was used 27
times
* Average comfort level of diagnosing ADHD pre-intervention was 3 (rated on a
TR likert scale 1 (not at all) — 5 (extremely)
SMART Criteria » Atotal of 6 post-intervention surveys completed, meaning the entire intervention was used 6
e Increase provider comfort in diagnosing and treating ADHD times

* Average comfort level of diagnosing ADHD post-intervention was 3.5
* Average rating of the usefulness of the intervention was 4
» Referrals made to psychiatric NP fell to 0, but likely due to COVID 19 pandemic and closing
of clinic
NP completed chart review on one patient that the tool was used for both session one and
two checklist used, patient returned within a month, no diagnosis of ADHD given based on
negative Vanderbilt forms and a referral not made to psychiatric NP due a full PCP evaluation
of chief complaint of inattention

e Pre and post intervention surveys

training on the check list, training all staff on use of the tool

e Psychiatric NP is reaching full capacity of caseload, burden of
treatment will fall to PCP’s

e Attending division meetings/daily huddles, providing on the spot ]

* Project and data collection will run from 11/19 — 4/20

Conclusmns & Next Steps

Based on the discrepancy between completion of the first checklist vs completion of
the second check list (27 vs 6), follow up was a barrier to using the entire tool

* Pre and post intervention questionnaires suggest this tool might have increased
provider comfort with diagnosing ADHD

 HTS is moving to more telehealth appointments and psychiatric NP is off site, thus
integration of this tool into the EHR might further increase and incentivize use




Implementing an ADHD Checklist to Standardize Practice in a Primary Pediatrics Office
Matthew James Tirelli, MSN, PMHNP-C

Department of Nursing, Pediatrics

1. Statement of the Problem: There is a shortage of Child and Adolescent Psychiatric Providers
in the United States. This has led to disparities in care that disproportionately affect children
from low income/disadvantaged backgrounds. On HTS Pediatrics there is an in-house psychiatric
nurse practitioner, but due to increased amount of referrals the caseload has become extremely
large. As a result, children are waiting longer for evaluations and treatment of common mental
health conditions, such as ADHD.

2. Objective/Aim of the study: By end of QI project, HTS Pediatric Primary Care Providers will
feel 50% more comfortable diagnosing and treating ADHD, as measured via interventional
surveys.

3. Project Design/Methods: This is an action research design with multiple PSDA cycles for
intervention and analyzing/implementing change. Main intervention is a two session checklist
outlining all the steps needed to assess for and treat ADHD. Inclusion criteria was all children
ages 4-12 who receive primary care at HT5 Pediatrics from 11/2019 to 04/2020.

4. Results: In reviewing the completed pre and post intervention questionnaires, a total of 27
pre-intervention surveys were completed, meaning the session one tool was used 27 times. Based
on a Likert Scale of 1 (not at all) to 5 (extremely), the average comfort level of diagnosing
ADHD pre-intervention was 3. A total of 6 post-intervention surveys completed, meaning the
entire intervention was used 6 times. The average comfort level of diagnosing ADHD post
intervention was 3.5 and the average rating of the usefulness of the intervention was 4. As these
surveys were not matched, we cannot make direct correlations, but can observe the overall
change in provider answers.

5. Conclusions: Based on the pre and post intervention surveys, a chart review of a patient with
whom the tool was used for two sessions and anecdotal conversations with the PCP’s, it appears
that this tool might be helpful to standardize treatment in a primary care setting for diagnosing
and treating ADHD and increase provider comfort levels. More data is needed to see the impact
on direct patient care and outcomes. With the transition to tele-health on a more permanent basis,
further steps would be to embed this tool in the EHR so providers can easily access during
telemedicine visits and while working remotely.
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Improving ldentification and Management of
Early Hypoglycemia in High Risk Neonates

Priyanka Tiwari, MD, Vargabi Ghei, MD, Julie M. Pearson, MPH, BSN, RN,
Katherine Farabaugh, BSN, RN, Hannah Cottrell, MD, Erin Kelly, PA-C, Jillian
Schon, PA-C, Megan Romer, PA-C, Snezana Nena Osorio, MD

. . For comments/questions, please contact prt9011@med.cornell.edu
Introduction Results:
»Neonatal hypoglycemia leads to negative consequences NYP-Cornell: HR Newborns Fed Within an Hour of Birth NYP-LMH: HR Newborns Fed Within an Hour of Birth
- Short-term: hypotonia, tachypnea, apnea, jitteriness, poor feeding and Nursing in- Inservicos haltea [ S— [ e
S e i Z u re S ] 100:/0 services initiated % T B i
- Long-term: adverse neurodevelopmental outcomes A AN | i s Q/
: : : - E. [ S o CL = 65%
»10% require NICU admission ~ $2.1 billion dollars annually g8 T r \//\; fants identified
»Neonatal hypoglycemia most common in certain high risk (HR) groups (ex. Late 28 .. ., cl=dsesy 85 during OB Board
: : = - T ounds
Preterm Infants; Small for gestational age, Large for gestational age and Infant of -T—,§ N - S s -
Diabetic Mothers) R I . : T [ S
»NYP Newborn Glucose Homeostasis Protocol currently in place at NYP-Cornell & T | g v P :
NYP-Lower Manhattan Hospital (LMH) T or g roror g fE T * Month
Month > k19 Augl9 Sep-19 © ow1s Nov1d  Decis  Jan20
|ncrease NYP-Cornell: HR Newborns Admitted to the CCN/NICU 100.00% NYP-LMH: HR Newborns Admitted to the NICU
SMART adherence to Improve adherence to the 3
m NYP GIUCOS@ NY1I:D QIT%OSSOQ})rBe%StIaSIS g o In-services halted 3 00
= : rotoco u THG ursing in- iven COVID-19 z
w HomeOStaSIS 5020 y ’ y y g 80% gervicei initiated - 1 :C: 70.00% - HR infants identified
prOtOCO| S o 7 8 during OB Board
L . i g o Rounds
_"‘lq_:',' 50% E .
Reduce » Decrease preventable e 0 Vo e < g
admissions for asymptomatic @ o - ) =
preventable IRy £ S e g e
admissions hyp()egCemla In hlgh'”Sk 8 > o * - ?, S N L
infants by 20% by July 2020 HES ‘ : z ey
oy % : > = = = B z - P - L //\ /./\\
"'6 © °\o w19 Augl9  Sep -19 Oct19  Nov19  Dec19
. EEIITFEE; S CHANGE IDEAS = Month Month
Driver DRIVERS / Pediatrics/OB Huddle
Delivery #_,-"' . _
D i ! I ra m Hrj‘m Eﬂpl;d L TEAM :._____-" OB Board Row:ds . NYP-Cornell: Breastfeeding Exclusivity at Discharge M
Workdigw ~  COMMUNICATION "~ Hand-off Tools 5 — »Neonatal hypoglycemia in HR infants is a
: -'{ 5 o | s: rvices - - i
Reduce MICL -"II IDEMNTIFICATION I'_,--"" , High nisk screening tool % § initiated /'Nurs_ing in- prObIem that reqUIreS d COStIy ICU Stay
admissions for OF HIGHRISK "/ g " ,\ i o ven and separates the mother-baby dyad
preventable PATIENTS . § 0% | i
S — Educational mﬁ}w' SN AN A e »Adherence to the NYP glucose
- ry > S e ..
by, 20% among . / _ o homeostasis is poor
] / encaetment 4~ Imperson educaton a o~ - : - Educational initiates were not
by July 2020. ' Nursing Driven Protocol Q " sufficient to improve compliance
e § W (although they were halted secondary
egration into Baby oo | | | | | D | | .
Friendky A to the COVID-19 pandemic)

» This QI initiative has not been able to
reduce admissions for IV glucose, as of
yet, as adherence to the protocol has not
improved thus far

Month

Next Steps:

> Partner with OB service to create

| ~  Parental engagement fools

Program Design & Methods

»Observational, time-series study over 6-12 months awareness
»143 (LMH) and 301 (Welll Cornell) charts were reviewed » Standardize the current educational in-
»Data was displayed and analyzed using Shewhart (SPC charts) services

» Initiate standardized nursing handoff tools
» Rollout dextrose gel protocol

- P charts for attribute data
- Xbar, S charts for continuous data




Improving Identification and Management of Early Hypoglycemia in High Risk Neonates
Vargabi Ghei, MD, Priyanka Tiwari, MD, Snezana N. Osorio, MD

Department of Pediatrics, Weill Cornell College of Medicine

Hypoglycemia in the first twenty-four hours of life can lead to adverse physiologic and
neurologic symptoms (such as tachypnea, apnea, jitteriness, hypotonia and seizures), as well as,
adverse long-term developmental outcomes. Neonatal hypoglycemia is most common in 4 high
risk groups of newborns in the nursery: late preterm infants (35-36 6/7 weeks gestation), small
for gestational age (SGA) Infants (< 10% for birthweight), large for gestational age (LGA)
infants (> 90% for birthweight), and infants of diabetic Mothers (IDM). The AAP provides
guidance for the screening and management of hypoglycemia among these high-risk groups in
the first 12 to 24 hours of life. The NYP-Newborn Glucose Homeostasis Protocol is based on the
AAP guidelines and similarly is used to screen and guide management for high-risk newborns in
this critical period. Our quality improvement (QI) initiative, sought to improve adherence by
50% to the NYP-Newborn Glucose Homeostasis Protocol and in turn, reduce preventable NICU
and special care nursery (SCN) admission for [V dextrose among the high-risk newborns by
20%. An observational time series study was conducted at two nurseries in the NYP hospital
system (Weill Cornell and Lower Manhattan Hospital) between July 2019 and July 2020. 143
(LMH) and 301 (WC) charts were reviewed. The process measures that served as a proxy for
adherence to the protocol were the average time to first feed (which should be within an hour)
and the percent of high-risk infants that were screened appropriately per protocol. Our outcome
measure was preventable special care nursery admissions for [V dextrose. The balance measure
was exclusive breastfeeding at time of discharge. Data was analyzed with statistical process
control charts and API rules were used to detect special cause variation. Between July 2019 and
March 2020, we completed in-person protocol education for the nursing staff in the Labor and
Delivery and the Post-Partum Units at both hospitals. Overall, protocol adherence did not
improve. Similarly, NICU/SCN admissions for IV dextrose did not decrease. Educational
interventions alone were not sufficient to improve adherence to the Newborn Glucose
Homeostasis protocol or reduce NICU/SCN hypoglycemia admissions. Of note, educational
initiatives were halted in March 2020 due to the COVID-19 pandemic, which may have
contributed to this result. Going forward, we propose creating a dextrose gel protocol which
allows an alternative to enteral feeding during this critical period, partnering more with the
obstetric service to help educate families and staff about the importance of prevention of
hypoglycemia and standardizing hand-off tools for nurse to improve protocol adherence and
subsequently decrease NICU/SCN admissions.
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Background:

* 10% of the population report penicillin allergy, but <1% truly allergic
« Type | IgE mediated allergy wanes over 10 years in 70-80% of patients’
« Cross reactivity among beta-lactams varies (1-16% )2

Primary Outcome: Percentage of Patients with Allergy who received Beta-Lactam Antibiotics
Pocket Cards and

Results: «; P Chart
90% - &
i MD/PA Education yj\g\jL%DV%Screening

80% + NYP Guideline '_
i Updale T JRCTTTTP -'""‘
?Un‘a"rﬂ —5 TTTTV. aer®” . L

i’benter Line (Post-Intervention): 54.45%

2 /\

50% -} / W
: .

60% | UpperControlLimit

Patients with reported penicillin allergies often
receive alternative antibiotics? and have worse outcomes 4

Percentage of Patients on Antibiotics receiving Beta Lactams

40% | ' el |
| | | Center Line (Pre-Intervention): 42.15% et
/0 k MDRO 20% __ Lower Control Limit H
Less Incorrect More  More Higherrates of C. Higher rates of 10% RN
effective spectrum toxic expensive difficile infection resistant infections 0%
Allergy history often incomplete® ) - - - -t
Penicillin skin test can determine true IgE allergy, but limited access to \easures _ Type Pre Post
allerav consults at NYP-WC and L MH Days of alternative Abx use® Secondary Outcome 470 391
gy | | | # of graded challenges Process Measure S 36
Graded challenge is safe in most patients®’ ID Consults (% of patients) Balancing Measure 17 19
Allergy Consults (% of patients) Balancing Measure 0 1

10% dose . 90% dose . Full dose

Aim:

To safely increase the utilization of beta-lactam antibiotics by 25% among
patients with reported beta-lactam allergy on medicine services who need
antibiotics over the project period.

*per 1000 patient-days (Vancomycin, Aztreonam, Levofloxacin, Clindamycin, Meropenem, Ertapenem)

Conclusions:

* Multi-pronged intervention led to 29% increase in beta-lactam use among
patients with reported allergies

* No adverse events during the intervention period among patients who

underwent graded challenge
* |Interventions were not associated with a change in Infectious Disease or

Interventions:

May = NYP Guideline Updat
Why is it important to question and clarify reported penicillin and Intolerance Mild reaction Possible Type | Type IHIV
(e.g. isolated e_g- minor rash, IgE- ia Reaction
J u n Gl symptoms) ITHO ives, e.g. anaphylaxis, SOB, Serum Sickness

NYP WCM & LMH Part B: Categorize Allergy and Determine Management
Management Guide for Inpatients with
Reported Penicillin and Cephalosporin Allergies

Simplified Algorithm for Management of Reported Penicillin Allergy
(See guideline on Infonet for full algorithm and cephalosporin pathway)

Allergy consult frequency

* |Interventions focused on improving comprehensive allergy histories and
Jul B @ e L identifying patients for graded challenge added impact beyond existing

. . <o full dose ororgan | | DONOT use . .

Aug st e et b e e | e [t || ™ || stewardship mechanisms

of C. difficile and multi-drug resistant infections.? side chain Zr::::::;;e
S pt Part A: Clarify the Allergy History I Hives: raised er themato.us; .Ia ues, typically Jtch | =

C e or#hgen References: = - » | - - |
- What was the name of the antibiotic? | eline OR e uing | | cephalosporin (i.e. ceftriaxone, 1.  Centers for Disease Control and Prevention. Is it Really a Penicillin Allergy? Evaluation and Diagnosis of Penicillin Allergy for Healthcare Professionals (October 2017). Atlanta, GA. U.S.
OCt | hatchd of reaction occurred? ot | eratergen | 1| CERmel o acariopenem Department of Health and Human Services, Centers for Disease Control and Prevention. https://www.cdc.gov/antibiotic-use/community/for-hcp/Penicillin-Allergy.htmi
M D/ PA + fow was the reaction managed? (1. epinephrine orsteroids?) | e mucoat | -changssortnesan | || ot 2. Picard, M., Robitaille, G., Karam, F., Daigle, J. M., Bédard, F., Biron, E., ... & Bégin, P. (2019). Cross-reactivity to cephalosporins and carbapenems in penicillin-allergic patients: Two

N oV . Have they tolerated a different beta-lactam before? : rarony oespirarery | preferres] systematic reviews and meta-analyses. The Journal of Allergy and Clinical Immunology: In Practice.

) Ask the patient about common antibiotics {amoxicilin eorenser ol ymptams | Coeeltemetve andlote 3. Picard, M., Bégin, P., Bouchard, H., Cloutier, J., Lacombe-Barrios, J., Paradis, J., ... & Paradis, L. (2013). Treatment of patients with a history of penicillin allergy in a large tertiary-care

amoxicillin-clavulanate {Augmentin}), cephalexin {(Keflex))

b) Look in Allscripts: Dose Hx - All available visits - Filter Drug academic hospital. The Journal of Allergy and Clinical Immunology: In Practice, 1(3), 252-257
Class “anti-infectives” - sort by drug name, look for

cephalosporins and penicillins) HHEE R EHHEHEEEE R R EEHE 4. Blumenthal, K. G., Lu, N., Zhang, Y., Li, Y., Walensky, R. P., & Choi, H. K. (2018). Risk of meticillin resistant Staphylococcus aureus and Clostridium difficile in patients with a
. - documented penicillin allergy: population based matched cohort study. BMJ, 367, k2400

5. Shah, N. S., Ridgway, J. P., Pettit, N., Fahrenbach, J., & Robicsek, A. (2016). Documenting Penicillin Allergy: The Impact of Inconsistency. PLOS ONE, 11(3), e0150514.
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Introduction Figure 4: Opiate Consumption Figure 5: Pareto Chart for opiate consumption at week 2
 Many patients that are prescribed opioids in the perioperative period subsequently proceed to chronic use and dependency, especially Pareto Chart: Week 2 Pill Count
in the setting of spine surgery Week 1 and Week 2 Opioid Consumption —— 98.2% 109% - 100 %
Over prescribing opioids or prescribing opioids when they may not be necessary in the postoperative period, unnecessarily places jg
surgical patients at risk for future opiate dependency 10 o
00 e - : - . ey - - 35
There are no formal multidisciplinary guidelines for postoperative pain management that are specific to common spine surgeries, 5 o
iIncluding lumbar laminectomy and microdiscectomy 25
20 @
15 g L 40 %
. 10 5
Aims 5
: . : : : . . . . ? ._ L i E | 20 %
« Aim 1: Determine typical opiate consumption patterns in the 6 weeks post discharge period from lumbar laminectomy and . ¢ et .
: : 0 pills 1-10 pills  11-20pills  21-30pills 30+ pills Dedined
microdiscectomy Followp 0%
; i i ; i : : i ; ; i m Week 1 17 22 5 0 10 0 Number of il ) 1-10 21-20 30+ 11-20
» Aim 2: Determine if prescribers over- or under- prescribe opiate medications in the post discharge period ST I 2 7 : > P i mberefplls use
. o o . . . . . . . O O @ Number of Patients —()— Cumulative Total
« Aim 3: Convene a multidisciplinary panel to develop guidelines for opiate prescribing after lumbar laminectomy and microdiscectomy
Program Design & Methods
* This prospective, observational quality improvement study assessed patients undergoing elective ambulatory spine surgery at New
York Presbyterian Hospital - Weill Cornell Medical Center in New York, New York from October 2019 to March 2020 e 6: H ite administrati e 2. Self ted bain at " ¢ disch
Inclusion Criteria: 18 years of age or older, English speaking, and undergoing single or multiple level lumbar ambulatory surgery with ALz ek nfehiris el s cle mlisdrziiieln ALtz i s plelistel [prelln el s st [pleir e lisielizli 1=
or without admission on the day of surgery. Overal
Exclusion criteria: history of prior opioid use (defined a greater than 1 week of use within the month prior to surgery), lumbar fusion _— How would you rate your pai in the last 24 hours?
. . . . . . . . . . . . . amineciom er spinal surge vera Mean (SD) 3.83(1.92)
surgery, surgery for tumor resection, multiple staged surgeries during same admission, intraoperative complications (including major S I el P (N=51) P — LT
bleeding, stroke, major cardiovascular event, and death), reoperation during admission, prolonged admission due to inpatient o yeueuropld preseriptom o u o How do you fee! about your pain controlexperience since your discharge from the hospita?
. i j ; i i Yes 26 (96.3%) 23 (95.8%) 49 (96.1%) Very Satisfied 19 (36.5%)
rehabilitation, and readmission within 2 weeks. No 1(3.7%) 1(4.2%) 2 (3.9%) Satisfied 25 (48.1%)
. . . . . - - . . . Did you refill your opioid prescription? ot Satisfie 4%
Of 152 patients reviewed undergoing lumbar spine surgery, 52 patients met inclusion and exclusion criteria. e e P, - o e e 2ot the et o oo ot e s afte suraen B
These patients were called at approximately 7-day intervals until they reported cessation of prescription opioid use. o 20 a1 19.79.2%) 9 (76.5%) footiuer e
N/A 1(3.7%) 1(4.2%) 2 (3.9%) Adequate 19 (36.5%)
Missing 1(3.7%) 1(4.2%) 2 (3.9%) Too Little 6 (11.5%)
Total number of pills self-administered Sl 10 1(1.9%)
Mean (SD) 13.3 (17.5) 9.10 (12.0) 11.3 (15.2) Reason for not taking medication: No pain, medication not required
Median [Min, Max] 6.00 [0, 63.0] 4.50 [0, 40.0] 6.00 [0, 63.0] ves > (9'6%:)
How would you rate your pain in the last 24 hours? e ) o o o o ] et
Reason for not taking medication: Non-opioid medication sufficient for pain control
= . = = = : = . = Mean (SD) 4.04 (1.83) 3.58 (2.06) 3.82 (1.94) . 8o,
Flgure 1' Surgery CharaCte"Stlcs Flgure 2- DISCharge CharaCterIStlcs Median [Min, Max] 4.00 [2.00, 8.00] 3.00 [0, 9.00] 3.00 [0, 9.00] :o 2:;22;;
Reason for not taking medication: Have pain, but do not want to take opioids
Laminectom Other spinal surge Overall o
Overall e y (T~|=24) gery (No52) Yes 3 (5.8%)
(N=52) No 49 (94.2%)
) Oxycodone Reason for not taking medication: Adverse effects from opioids
Lammectomy Yes 23 (82.1%) 24 (100%) 47 (90.4%) Yes 12 (23.1%)
Yes 28 (53.8%) No 5 (17.9%) 0 (0%) 5 (9.6%) - 40 (76.9%)
Hydromorphone Are you concerned about opioid addiction?
No 24 (46.2%) Yes 1(3.6%) 0 (0%) 1(1.9%) . Yes 20 (38.5%)
Laminotomy No 27 (96.4%) 24 (100%) 51 (98.1%) ReSUItS and CO“CIUSIO"S No 32 (61.5%)
Hydrocodone
Yes 2(3.8%) Yes 1(3.6%) 0 (0%) 1(1.9%) - - - - -
. 50 (96.2%) . D, o0 o « Of the 52 patients included in the study, there were 27 males and 25 females with a mean age of 56.8 (17.7). The sample included
0 2% e e ° e - - - - - - . . . .
o Percooet patients with history of previous spine surgery (25%), Hypertension (26.9%), depression/anxiety (34.6%), smoking history (66.3%),
MlcrOdISCECtomy Yes 1 (3.6%) 0 (0%) 1(1.9%) and Cancer (1 5 40/0)
Yes 23 (44.2%) No 27 (96.4%) 24 (100%) 51 (98.1%) . 00/ \ . . . o . . .
N 29 (55.8%) rotal pils preseribed (5ma oxycodons squivalent pille « 28 patients (53.8%) underwent laminectomies and 23 patients (44.2%) underwent microdiscectomies. The mean length of surgery
0 8% - c
Mean (SD) 276 (8.94) 302 (4.32) 28.8 (7.20) was 89.1 (61.5) minutes. The mean length of hospital stay was 0.615 (0.844) days.
Disc resection Median [Min, Max] 30.0 [0, 42.0] 30.0 [15.0, 40.0] 30.0 [0, 42.0] . . . : : o) : :
e o : o « On average, patients were prescribed 28.4 tablets of oxycodone 5mg at discharge from the hospital. 8 patients (15%) required refills
Yes 4 (770/0) issing 1 (3.6%) 0 (0%) 1(1.9%) . ] ]
N 48 (92.3%) Missing indicates no opioids were prescribed. for thelr prescrlptlon
0 3% . . . . . S
et oot _ * The survey data was notable for 17 patients (32%) with no (zero tablets) post discharge prescription opioid use. By week 2 of survey,
St resection - . . - -
g Figure 3: Survey Tool 75% of patients were using 0 tablets, and up to 90% of patients were using 10 tablets or less.
Yes 1(1.9%) ———— S . . . : :
. 51 (95.1%) T e e e e « Post discharge survey data also showed that even at 1-week post discharge, the mean pain score was 3.83. Patients reported being
0 1% . . . - . . . . 0 n
S oo oty 12 3 4 5 & very satisfied (36.5%), satisfied (48.1%), and not satisfied (15.4%). 26 patients (50%) stated they were prescribed too much opioids
aterail , —_ . . . .
i yl 5.5 o s Qo after surgery, 19 (36.5%) thought the prescription was adequate, and 6 (11.5%) felt it was too little.
liatera - Uu EEkll.Qu;isr:I:::fillyouopioid prescription after discharge from hospital? Y N
Unilateral 27 (51.9%) B b . . . . .. . L
ot Aot 22 (42 9%) N « Our post discharge survey data for ambulatory lumbar spine surgery patients is notable for less than anticipated opioid prescription
0 icable 3% , .. . . . . .
o e stone e yos sty use. Majority of the patients surveyed required ten or fewer tablets of oxycodone 5mg for post discharge pain control, while they were
Length of surgery . .. . - e . . . .
o (501 o1 615 T EE prescribed an average of 28.4 tablets. Majority of these patients were satisfied with their pain control and reported low pain
ean . . . . . - . .
scores. Approximately half of the patients felt they were prescribed too much opiate medication.
Median [Min, Max] 69.0 [28.0, 339]
MISSIH 1 1.90/0 . Didyoureﬁllyouropioidpr-es-criptio-n?- - -Y N . . . . . . . . .
’ o ety Yot S DTS kg o o « This study has limitations due to the small sample size and survey design, which relies on accurate reporting from the
Length of stay , N . . . . . . . . .
Vean (SD) 0615 (0,844 e patients. Weekly survey data collection can also present with selection bias; although, most patients in this study stopped using
edan . . . How would you rate your pain today? 0 C - - . c c . . .
e 10 400 o opioids within the first 2 weeks. Future studies with a larger sample size can be powered to assess for any association of
edian [Min, Max] 0, .06 S —— postoperative prescription opioid use with patient demographics, medical comorbidities, surgical history, social history, intraoperative

Spine levels involved in surgery (continuous) Not Satisfied catisfied Very Satisfied

care, or postoperative care.
Mean (S D) 1.23 (058‘]) . How do you feel about the amount of opioids you were prescribed after your surgery?

Medlan [Mln’ Max] 1.00 [1 .00’ 4.00] Too little Adequate Too Much

. If you have not been taking opioid medication, what is your described reason?
(please select all that apply)

i ot et any medctins * The data from this study will be used to form a collaborative, multidisciplinary team that includes specialists from Pain Management,

[ 1non-opioid medications sufficient for pain control
[ ]1Have pain, but do not want to take opioids

[ ntve e romoms Neurosurgery, and Internal Medicine and will formulate guidelines in opiate prescribing for ambulatory lumbar spine surgeries.

10. Are you concerned about opioid addiction?

11. s participation complete?
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Problem: Increased odds ratio for outcomes of on ventilator > 48
hours above ACS NSQIP program comparison for five years
leading to increased morbidity and mortality outcomes.

Aim of initiative: 1. Identify risk predictors, patterns and trends
that contribute to the outcome of on ventilator > 48 hrs.

2. Improve the outcome of on ventilator > 48 hrs.

3. Embed the use of the EIP (Early Intubation Protocol) into the
surgical culture and approach in the care of a critically ill
preoperative patient in a sustainable manner.

Project design: A gquasi-experimental design using a sample from
the ACS NSQIP registry at a single site academic facility with
greater than 500 beds. Review of preoperative risk variables with
identification of common risk and patterns were used to develop
a risk calculator to support identification of at risk patients. It was
determined that a total score of 6 or greater indicated a need for
preoperative early intubation. A retrospective approach was also

used to validate the calculator. Education and performance
feedback regarding the use of the calculator and missed
opportunities was provided to the departments of surgery,
anesthesia, emergency and SICU/ED nursing.

Improving Surgical Outcomes with an Early Intubation Protocol
Annual WCM Quality Improvement and Patient Safety

Poster Symposium | September 15, 2020

Anita Volpe, DNP; Ronald Combs, PA-C; Stephen Merola, MD

For comments/questions, please contact aav9002@nyp.org or stm9010@nyp.org

EIP Risk Calculator

Predictor (preoperative)
Age 65 2

ASA |l

ASA IV

ASA V

Albumin £ 2.5
Non-elective status
Emergency

Tachypnea > 22

SIRS alone

Sepsis

Impending septic shock
Septic shock

Need for return to OR
Need for aggressive fluid
resuscitation

Pain management plan

Need for prolonged ventilation

Total

=1 s

-

Odds ratio |

Odds ratio
2.35
3
1.94
L

Results: Application of the EIP over a
two year period decreased the incidence
of on ventilator > 48 hrs. to an odds ratio
of 0.56 and an assessment of
“exemplary”. Corresponding episodes of
pneumonia and sepsis/septic shock have
also decreased. This outcome has been
sustained for two years demonstrating
integration within the culture and part of
the care delivery for critically ill patients.
Conclusion: Future steps should include
embedding the EIP calculator within the
EMR to support sustainability within the
practice setting. A larger study involving
more sites would be beneficial. This
study should serve as a model for other
surgical departments to guide early
identification, recognition and rescue of
the critically ill surgical patient and
supports decreasing on ventilator >48
hrs. In postoperative patients

Odds ratio Odds

ratio 1.58

Odds




Title: Improving Surgical Outcomes with an Early Intubation Protocol

Statement of problem: NYP Queens has participated in the ACS NSQIP since 2006. In July of 2012,
the outcome occurrence of on ventilator > 48 hours (on vent 48) was above national comparison
through the American College of Surgeons National Surgical Quality Improvement Program (ACS
NSQIP) program. This outcome contributes to increased morbidity and mortality and higher costs of
care. In 2010, the SAR (semi-annual report, risk adjusted) demonstrated on ventilator > 48 hours
performance at an odds ratio of 1.73 and received a rating comment of “high”. By 2012, the odds ratio
had risen to 2.35 with performance in the 10" decile and assessment of “high outlier needs
improvement”. Over time performance remained with an odds ratio of greater than 1.5 until 2016.
Objective/Aim of the study:

1. Identify risk predictors, patterns and trends that contributed to the outcome of on
ventilator greater than 48 hours.

2. Improve the outcome of on ventilator greater than 48 hours.

3. Embed the use of the EIP into the surgical culture and approach in the care of a critically
ill preoperative patient in a sustainable manner.

Project Design/Methods: This study utilized a quasi-experimental design to develop a critical pathway
to provide aggressive resuscitation of the critically ill surgical patient at a single site academic teaching
facility with greater than 500 beds. The subject sample included patients who had a surgical procedure
at our site and were in the ACS NSQIP. Preoperative risk variable data, lab values and postoperative
outcomes were collected through the ACS NSQIP and followed program definitions. A sub-set of the
participant group had the outcome occurrence of on vent 48. Drill down identified contributing risk
predictors, patterns/trends and opportunities for improvement. A predictive risk calculator was
developed to support a clinical protocol in determining the need for early intubation in the critically ill
preoperative surgical patient. Leadership and provider groups within the departments of surgery,
anesthesia, emergency, and SICU were provided education prior to implementation followed by
performance feedback after implementation. A retrospective approach in applying the EIP and
determining the score threshold for intubation was conducted on 33 patients. . Based upon this
information, it was determined that a risk score of six or greater was an indication for early intubation
Results: Baseline performance demonstrated an odds ratio of 2.35 (2012) as assessed by the ACS
NSQIP. Current performance demonstrated an odds ratio of 0.81 for 2018 and an even lower odds ratio
for 2019 at 0.56. The current semi-annual report for the time interval of July 1, 2018 to June 30, 2019
confirms the sustainability of the EIP with an odds ratio of 0.71 and the assessment of “exemplary”. .
Conclusions: The use of the EIP has positively affected the outcome occurrence of on ventilator
greater than 48 hours and provided support of the critically ill surgical patient through the delivery of
aggressive resuscitation. Future steps should include the embedding of the EIP calculator within the
EMR to better support sustainability within the practice culture. A larger study involving more sites
would be beneficial to further validate the use of the risk predictor. It would be interesting to research
the impact of earlier resolution of sepsis and decreased length of stay within the surgical intensive care
unit. This study should serve as a model for other surgical departments to guide early identification,
recognition and rescue of the critically ill surgical patient. While resources within different facilities
vary, the use of the calculator as an identification predictor for at risk patients for the outcome
occurrence of “on ventilator greater than 48 hours” can be applied with success.
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Problem Statement: Results:
— Acute exacerbations of chronic obstructive pulmonary disease Table 1a.
(AECOPD) are associated with increased mortality, reduced quality of . . .
life, lung function decline, and increased resource utilization Pre-intervention Inte_rventlon
| e | | | o _ Outcome controls (n=50) patients (n=44) P-value
— Patients hospitalized with AE(_:OPD |nc_on5|stently re_celve_lnterventlons Discharged on long acting
to reduce recurrent exacerbations and improve quality of life inhaler, No. (%) 45 (90) 40 (90) 0 883
Referred for outpatient
ObjeCtive/ Alm Statement: pulmonary rehab, No. (%) 3 (6) 22 (50) <0.001
—  Over a 6 month period 95% of patients admitted with AECOPD Table 1b. Intervention patients
«  Will be discharged on guideline recommended pharmacologic (n=44)
therapy Measure 1: Long-acting inhalers
Will receive treatment ground in best practices including continued 34/35 (97%)

medication use education, referral for pulmonary rehabillitation,

short term follow up Measure 2: Step-up in therapy (if not

on triple therapy already) 11/25 (44%)
Design/ Methods: owet . roures
taging and Exacerbation Risk Evidence-based Treatment
Single center, non-randomized intervention pilot study comparing pre- _.100 | .. 100 | o |
intervention (50 patients) to post-intervention outcomes. g 80 - g 80 -
Study period June 19, 2019- November 19, 2019 “gb 60 .- I ;ED 60
Eligible: inpatients >40 years old admitted to a medical service with a g 40 g 40 28
diagnosis of AECOPD £ . £ -
Excluded- Never smokers, history of asthma or interstitial lung disease o0 et ettt T et ettt
Provider targeted intervention
. On-demand, just in time teaching reviewing GOLD staging criteria, Conclusions:
appropriate medications, importance of pulmonary rehabilitation In an intervention that combined on-demand teaching of providers with patient
Patient targeted intervention education, referral for pulmonary rehabilitation increased for patients admitted with
+  Face to face education including discussion about COPD, written AECOPD. Many patients received appropriate step-up therapy and 90% were
materials, inhaler training and teach-back, discussion of discharged on a long-acting inhaler. Providers expressed improved knowledge
importance of pulmonary rehabilitation and confidence regarding AECOPD management.

Future directions can include investigating whether these interventions have any
impact on length of stay or re-admission. On-demand teaching should be
considered as an effective teaching method for chronic medical conditions to
contextualize teaching with real-world clinical experience.
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COPD
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1. Statement of the Problem:

Acute exacerbations of chronic obstructive pulmonary disease (AECOPD) are associated with
increased mortality, reduced quality of life, lung function decline, and increased resource
utilization. Patients hospitalized with AECOPD inconsistently receive interventions to reduce
recurrent exacerbations and improve quality of life.

2. Objective/Aim of the study:

The objective was to improve transitions of care for AECOPD. Over a 6 month period, our goal
was for 95% of patients admitted with AECOPD to be discharged on guideline-recommended
pharmacologic therapy and receive best-practice care including medication instruction, referral
for pulmonary rehabilitation, and short term follow-up.

3. Project Design/Methods:

A single center, non-randomized, intervention study ran from June 19, 2019 to November 19,
2019 and included inpatients >40 years old admitted to a medical service with a diagnosis of
AECOPD (ICD codes J44.0, J44.1, or J44.9). Never smokers and those with asthma or interstitial
lung disease were excluded. Patient outcomes were compared to a group of 50 control patients
admitted with AECOPD prior to the intervention period.

Novel, on-demand teaching sessions were conducted for healthcare providers who were directly
caring for patients admitted with an AECOPD. Pulmonary specialists and house-staff trained in
COPD care transitions delivered brief practical education sessions reviewing GOLD staging
criteria for COPD, medication selection based on stage, and the importance of pulmonary
rehabilitation. This interaction allowed care teams to receive “just-in-time” guidance and
feedback centered on a real-world patient scenario. To gauge improvement in provider
knowledge, questionnaires were collected before and after the teaching intervention.

The patient targeted intervention consisted of face-to-face education provided by either a clinical
pharmacist or nurse practitioner. Education included a discussion about COPD and the
importance of pulmonary rehabilitation, written materials (NIH COPD booklet), inhaler training
and teach-back, and facilitation of short-term provider follow-up.

4. Results:

In terms of patient related outcome measures, 90% of patients were discharged on any long-
acting inhaler, similar to the pre-intervention controls. Pulmonary rehabilitation referrals were
made for 50% of patients compared to 6% of pre-intervention controls (P<0.001). Of patients not



already on triple therapy, 44% received an appropriate “step up” in therapy and were discharged
on an additional medication compared to admission.

In terms of the education intervention and outcome measures, on demand team-based education
was presented to 71 providers. After education, providers showed improved knowledge on
questions regarding COPD staging and exacerbation risk (81% correct vs. 43% on pre-test,
P<0.001) and evidence-based treatment (83% correct vs. 28% on pre-test, P<0.001).

In terms of process measures, 96% felt that knowledge in treating patients with AECOPD
improved and 97% felt that their comfort level in managing transitions of care in patients with
AECOPD improved.

5. Conclusions:

In an intervention that combined on-demand teaching of providers with patient education,
referral for pulmonary rehabilitation increased for patients admitted with AECOPD. Many
patients received appropriate step-up therapy and 90% were discharged on a long-acting inhaler.
Providers expressed improved knowledge and confidence regarding AECOPD management.

Future directions can include investigating whether these interventions have any impact on
length of stay or re-admission. On-demand teaching should be considered as an effective
teaching method for chronic medical conditions to contextualize teaching with real-world
clinical experience.
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Problem Statement Results
— “If burnout in health care were described in clinical or public health terms, it —  Overall 58.7% of WCM physicians (N = 770) completed the PWBI; nearly
might well be called an epidemic.” meeting our 60% response rate target.
SpeC|f|chIy, physician bu.rn_out has been shown.to |anu§nce .the quality of O — — Mean Physician WBI Results my—
care, patient safety, physician turnover, and patient satisfaction. All Physicians By Gender
_ : : : April 16 — May 15, 2019 April 16 — May 15, 2019
Physicians with symptoms of burnout are more likely to report having made 9
a medical error and receive lower patient satisfaction scores. . ) WCM Femae Physicians, N = 381 (49.5%)
j N = 770 g : WCM Male Physicians, N = 387 (50.2%)
- - - s © e 8 B vk vt
Objective/Aim = =
£ Q 2.09 2.24
— In 2017, WCM conducted an annual AAMC Faculty Engagement Survey in S § asdm—_
which only 49% of respondents agreed that the workplace culture at WCM = ; 0 -_
“cultivates faculty wellness.” ’ ﬁ;

. . . . . . . 2 . Female High Level of Distress Male igure
Given these results and the national crisis of burnout in medicine, WCM NGBS ey N 8 DAY Figure 2 e
leadership committed to procuring a validated tool for the first organization- Phovsician Well- Belng index —_— Physician Well-Being Index —
wide wellness assessment. Process Improvement Feedback o Process Improvement Feedback: Associated Factors

April 16 — May 15, 2019
The initial goal was to achieve an organizational response rate of 2 60% for Wew Drivers of hysician Burnout . ngagemert
this baseline measure. Results would be used to inform decision-making

and developing focused wellness interventions for improvement. “

April 16 — May 15, 2019
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Meaning in Work

Project Design/Methods

—  After a formal vendor selection process, the Physician Well-Being Index® _
(PWBI), a validated, web-based assessment tool created by Mayo Clinic, e U 20 ol B
was made available to all WCM-employed, New York-based, full-time e st s s oniaue esponse Count 1184 Figure 4 ot et G e el ey et et ety e 0 et FIGUTD 5
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Total Response Count = 1,075

physician faculty, N = 1,300.

The formal 4-week assessment period was April 16 through May 15, 2019. Conclusions

— Although WCM's overall PWBI distress score was below the national
average, further analysis reveals specific physician groups with higher
el Corrall Medcine A distress scores (compared to internal peers) including, female physicians.

percent Physicians with High Levels of Distress (All Time) — The qualitative data served as a powerful compliment to the PWBI toal,
e elucidating the complex interplay of factors driving physicians’ distress at
WCM while facilitating identification of important themes to prioritize
targeted interventions.

— Technical limitations of the WBI tool required the project team to manually
.l .l ll .I . review and code unstructured data for categorization and analysis; a highly
- time-consuming and imprecise process. Natural Language Processing

e ,5.“6’“?' S Figure 1 tools may offer a solution in future efforts.

an’ WELLBEING . Weill Cornell
w index for Physicians % Accounts in ~ elp ~ %*' Medicine

9 of At Risk Scores



mailto:med9064@med.cornell.edu

Title: Physician Well-Being at Weill Cornell Medicine: A Quality and Patient Safety Imperative

Authors: Megan Downes, MSN, RN-BC, CPPS, Klaus Kjaer, MD, MBA
Contributors: Samyukta Mullangi, MD MBA, Craig Ariano, CHFP

Department: Weill Cornell Medicine Physician Organization | Quality and Patient Safety

1.

Problem Statement: Professional burnout is characterized by loss of enthusiasm for work, feelings of
cynicism, and a low sense of personal accomplishment. Specifically, physician burnout has been shown
to influence quality of care, patient safety, physician turnover, and patient satisfaction. Physicians with
symptoms of burnout are more likely to report having made an error and receive lower patient-
satisfaction scores.

Objective/Aim: In 2017, WCM conducted an annual AAMC Faculty Engagement Survey in which only
49% of respondents agreed that the workplace culture at WCM “cultivates faculty wellness.” Given
these results and the national crisis of burnout in medicine, WCM leadership committed to procuring a
validated tool for the first organization-wide wellness assessment of faculty, students, and post-doctoral
scholars. The initial goal was to achieve an organizational response rate of > 60% for this baseline
measure. Results would inform decision-making and facilitate development of focused interventions.
The following summary will focus on the analysis and findings from the physician well-being
assessment.

Project Design/Methods: The PO-Quality and Patient Safety team developed and distributed a Request
for Information to four vendors in late August 2018. After a review of responses, key stakeholders
selected the web-based Well-Being Index® (WBI), created by Mayo Clinic, as WCM’s assessment tool.
A valid and reliable instrument, the WBI can be utilized to predict risk for distress across several
dimensions of well-being, including burnout, stress, and work-life balance. The Physician WBI (PWBI)
was made available to all WCM-employed, New York-based, full-time physician faculty (N = 1,300)
during a 4-week assessment period, April 16 — May 15, 2019.

Results: 58.7% of WCM physicians (N = 770) completed the PWBI; nearly meeting our 60% response
rate target. WCM'’s overall PWBI mean distress score was 1.76 (SD = 2.74), slightly lower than
physicians nationally at 1.85 (SD = 2.67). Two custom process improvement questions at the end of the
PWBI solicited open-ended feedback resulting in over 1,000 rows of unstructured data entered by
respondents sharing their experience at WCM.

Conclusion: While WCM’s overall PWBI distress score was below the national physician average
(higher well-being), deeper analysis reveals specific physician groups with higher distress scores
(compared with internal peers), including female physicians, junior faculty, as well as select clinical
specialties. The qualitative data from the process improvement questions served as a powerful
compliment to the PWBI results, elucidating a complex interplay of factors driving physician distress.
Technical limitations of the WBI tool required the project team to manually review and code
unstructured data for categorization and analysis; a highly time-consuming and imprecise process.
Natural Language Processing tools may offer a more efficient and reliable solution in future efforts.
Finally, a targeted organizational approach to improving well-being may be to prioritize efforts and
engage those departments and/or high-risk physician cohort groups scoring at/or above PWBI
benchmarks (national or internal). Mobilization of resources to engage physicians in the development of
targeted wellness interventions will be key in sustained improvement, ultimately, facilitating safer
patient care delivery at WCM.
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1. Statement of the Problem: Interprofessional exposure (IPE) is associated with evidence-based
improvements in care, population health, and reduced cost. IPE is required by the Liaison
Committee on Medical Education, though it is given limited time in medical school curricula.
The Weill Cornell Community Clinic (WCCC) is a medical student-run interdisciplinary free
clinic. IPE to pharmacy students and their supervisors has been offered since 2016.

2. Objective/Aim of the study: To evaluate the effect of IPE on medical students in a student run free
clinic.

3. Project Design/Methods: At the WCCC, pharmacy students work with medical students on
medication reconciliation and counseling. The validated 10- item Student Perceptions of
Physician-Pharmacist Interprofessional Clinical Education Instrument (SPICE-R2) survey was
used to assess attitudes towards IPE among medical students across three categories on a 1-5
scale: teamwork, roles/responsibilities, and patient outcomes. SPICE-R2 was administered to
55/58 eligible medical students at the beginning and end of their 6-week WCCC rotation from
September 2018 to December 2019. Data was analyzed using 1-way ANOVA within categories
and two-tailed t-tests across categories.

4. Results: Overall, IPE improved students’ attitudes toward interprofessional education and
collaboration by 5.3% (average score improved from 4.15 to 4.37; p-value=0.0013).
Understanding of the roles/ responsibilities of pharmacy students improved 15.7% (3.39 to 3.92,
p<0.001) after the WCCC rotation. There was no significant change in attitudes toward
teamwork or patient outcomes. All three categories saw improvements in medical student
attitudes in the first half of the clerkship year. Only attitudes in the roles/responsibilities category
continued to show improvement in the second half of the clerkship year. Over the study period,
the effect of IPE diminished — this was most pronounced in the teamwork category. Relative to
the first half of the academic year, students reported an alarming 69% decrease in their
appreciation for teamwork. This longitudinal trend was less pronounced in the other SPICE-R2
categories: roles/ responsibilities (-47.3%) and patient outcomes (-35.5%).

5. Conclusions: In our study, IPE led to diminishing and ultimately negative attitudes toward
interdisciplinary teamwork. This has not been previously reported, and underlying drivers need
further study. Overall, IPE yielded modest gains in attitudes toward interprofessional
collaborative practice. Regardless of prior clerkship exposure, IPE improved medical students’
understanding of the roles and responsibilities of pharmacy students on an interdisciplinary team.
This suggests student-run free clinics provide a unique and valuable IPE opportunity to
understand interdisciplinary roles and responsibilities.
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Statement of the Problem

Adequate pupillary dilation is an essential first step of nearly every
ophthalmic surgery as the dilated pupil provides better visualization and a
larger operative field while performing the procedure.

Inadequate pupillary dilation makes surgery more technically challenging,
iIncreases procedure length, and increases the risk of complications.

Prior to implementation of this initiative, the manner in which patients
were pharmacologically dilated at New York-Presbyterian/Welll Cornell
Medical Center was inefficient.

Eye drop instillation caused patient dissatisfaction due to associated
discomfort and length of time needed to administer six different
medications (three dilation drops, an antibiotic drop, an anesthetic drop
and a topical NSAID).

Objective/Aim of Project

How can we dilate patients comfortably, efficiently, and cost-

effectively all while reducing waste?

— This initiative will transition all NYP

surgical dilating drops into a
polypharmacy compound that decreases
time and waste, reduces cost and
Improves the patient and team
experience.

Improved Team
and Patient
Experience

i e

Members of the Interdisciplinary David H. Koch Ambulatory Surgery Team

o

Nicole Perez nid9059@nyp.org

Project Design/Methods

v

v
v

v

An interdisciplinary task force identified the ideal state for pre-operative
ophthalmic preparation.

An external pharmacy was contracted to create and deliver the
compounded eye drop.

Prior to use at NYP, multiple trials occurred in ophthalmology clinics to
test the efficacy of the compounded eye drop.

After unanimous positive feedback from the ophthalmology surgeons,
nurses, and PAs was achieved, the compounded eye drops were
integrated into the day of surgery workflow.

Pre-operative medications were reduced from six to three drops.

» Antibiotic drop: Moxifloxacin or Polymixin B
» Anesthetic drop: Tetracaine or Proparicaine
» The combination drop: Phenylephrine, Cyclopentolate, Tropicamide and Ketorolac

Results

The introduction of this new product and the resulting improved
workflow achieved a reduction of more than 20 minutes in the pre-
operative phase.

There is a significant cost savings of at least $96 per case.

From May to December 2019, medication cost savings were
estimated at $108,000.

Patient satisfaction also improved from the 80th to the 90th
percentile as measured by an internal patient satisfaction survey
and the Outpatient and Ambulatory Surgery CAHPS metrics for
pre-operative care.

Conclusion

Use of the new compounded eye drops provided remarkable time and
cost savings, and an improved patient and staff experience.

Due to the time saved, we can increase patient capacity in the
Ambulatory Surgery suite.

Interdisciplinary collaboration is paramount when making decisions in
any care setting.
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1. Statement of the Problem: Adequate pupillary dilation is an essential first step of nearly
every ophthalmic surgery because the view into the eye to see structures including a
cataract or the retina is insufficient if the pupil is not dilated.

Inadequate pupillary dilation makes surgery technically more challenging and increases
the risk of vision threatening complications of surgery. Prior to implementation of this
initiative, the manner in which patients were pharmacologically dilated at New York-
Presbyterian/Weill Cornell Medical Center (NYP) was inefficient.

2. Objective/Aim of the study: How can we dilate patients quickly, efficiently, comfortably,
and cost-effectively all while reducing waste? The objective of this initiative is to
transition all NYP surgical dilating drops into a polypharmacy compound that decreases
time and waste while improving the patient experience.

3. Project Design/Methods: An ideal state for pre-operative ophthalmic preparation was
identified by an interdisciplinary taskforce through lean methodology and value stream
mapping. An external pharmacy was contracted to create and deliver the compounded
eye drop. Multiple trials to test the efficacy of a polypharmacy compounded eye drop
occurred in ophthalmology clinics prior to use at NYP. After unanimous positive
feedback from the ophthalmology surgeons and physician assistants was achieved, the
compounded eye drops were added to the day of surgery workflow. PDSA cycles are
ongoing to ensure continuous improvement occurs through reexamination of
opportunities to eliminate waste.

4. Results: The previous protocol for most ophthalmic surgery patients included a total of six
eye drop vials: three dilation drops, an antibiotic, an anesthetic drop and a topical
NSAID. The drops caused patient dissatisfaction due to the multiple drops and the
staggered instillation times. Post-implementation, three different eye drop vials are
utilized. There was a saving of over twenty minutes in the pre-operative phase and a
major reduction in the cost of the medications purchased. Patient satisfaction improved
from the 80" to the 90" percentile as measured by an internal patient satisfaction survey
and the OASCAHPS metrics for pre-operative care.

5. Conclusions: As a result of the collaboration with this initiative, time and overall cost for the
pre-operative eye drops was saved and the patient and staff experience significantly
improved. Further opportunities for streamlining processes will be identified through
appreciative inquiry and lean methodology as perioperative volume will increase within
the same operating structures. Interdisciplinary collaboration is paramount when making
decisions in any care setting.
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Background Results
Emergency Department (ED) encounters frequently involve diagnostic testing, treatments, OPERATIONAL IMPACT :
consultations, new diagnoses, new medications, changes to medication regimens and post- * During the 9 month pilot a total of 28,390 patients were discharged from NYP-WC & NYP-LM
discharge scheduling for further care. From a patient perspective, the ED discharge process is EDs using MyEDCare (43% of all treat and release patients).
the end of an often physically and emotionally demanding health care encounter - a time when » 73.5% of the hyperlink texts sent were successfully used to access patients’ MyEDCare online
new and complex healthcare information comprehension and retention could be limited. These content, accessed on average 2 times per patient (1.965)
factors risk miscommunication of and poor compliance with the post-ED care plan, as well as
avoidable healthcare utilization downstream. Research shows ED patients demonstrate poor STAFF-FOCUSED QPS IMPACT :
comprehensiqn regarding thglr care, I_ow Com.p_llange with post-ED care .p_lanS and this « ED provider and RN feedback included improved efficiency of discharge process, reduction of
uncertainty drives return ED visits. Despite the critical importance of care transitions, there has paper discharge related patient safety and HIPPA errors (e.g.: patients discharged with incorrect
been relatively little technological innovation in ED discharge process. patients’ paper documents)

« Patient Navigators and non-NYP outpatient providers reported ED information and test results
Inte rve ntlon Over\"ew were more readily available on the patient’'s smartphone, facilitating transitions of care

ED UTILIZATION IMPACT:
MyEDCare consists of sending Intelli-texts to patients’ smart phone at time of discharge, » Patients discharged via MyEDCare returned to the ED slightly more frequently at 72 hours
containing a hyperlink to a HIPAA-secure website, containing the following patient-specific (4.2% vs 3.6%) compared with patients discharged via conventional paper workflows (p=0.00)

information: - No statistically significant findings were seen in 30 day return ED visits

Comprehensive post-ED care plan instructions, including therapeutics, information on PATIENT-FOCUSED QPS IMPACT:

new medications, outpatient care scheduling and return precautions, including ExitCare. - ED-CAHPS patient satisfaction scores for MyEDCare patients demonstrated higher than

Results of laboratory and radiological diagnostic testing performed in the ED - can be average scores in multiple domains including the following questions:

saved to and sent from the patient’s smart phone in PDF format. Rate and Recommend ER

RN &MD staff listen carefully to you
RN & MD staff explain in a way you understand
Left ED understanding symptoms

Accessing your Discharge Instructions via Text Message f.NewYork-Presbyterian The following cohorts
were excluded from
MyED Care, receiving
W S standard paper-
S format discharge
Instructions: patients
without smartphones C I -
/ smartphones not Onc US|ons
compatible with
MyED Care; patient
being discharged to « Many ED patients from the diverse communities of New York were receptive to a personal
skilled care facilities; smartphone based ED discharge workflow.
: | | | patients’ employers
request discharge  The MyEDCare experience may have a positive impact on ED patient satisfaction and may

will receive in a text message. Please enter your Late or ClISIRTGE IGITUC DS BY respectively. The documents are PDFs so they can be downloaded /
The link is only active for Birth before you can clicking on the different

LT i T U L L paperwork; patients encourage patients to return to the ED with worsening symptoms.
messaging rates apply. hours after discharge as a reminder, and a final text 29 days post at the d ISCretIOn Of

discharge, as a reminder that the link will expire in 24 hours).
the ED care team

O O O O

*Do not leave immediately when you receive the text message in the ED; the nurse needs to go over the documents with you and have you sign out

electronically. Use this link to sign up for myNYP.org and you can access all instructions and records there. : ° PrOJeCt Ilmltatlons were predomlnantly teCh nologlcal InCIUdIng vVa rlablllty Of Smartphone
utilization, smartphone software, cell carrier service in the ED, and cell carrier text delays.

« Patient receive the Intelli-texts while still in the ED. ED nurses educate patients on the
product, helping them access the online platform in real-time to conclude a paperless ED

discharge process. o !:uture _opportuni’Fies include ujtilizing. EPIC's I\/I_yChart to. .d.evelop a smartphone vigble
interactive ED discharge tool including messaging capabilities for ED NPs and Patient
e The text s re-sent to the patlent 48 hours after ED d|SCharge and aga|n at 29 dayS, Navigators to facilitate transitions of care.

encouraging engagement with the post-ED care plan.
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1. Statement of the Problem:

Emergency Department (ED) encounters frequently involve diagnostic testing, treatments,
consultations, new diagnoses, new medications, changes to medication regimens and post-
discharge scheduling for further care. From a patient perspective, the ED discharge process is the
end of an often physically and emotionally demanding health care encounter. Research shows ED
patients demonstrate poor comprehension regarding their care, low compliance with post-ED care
plans and this uncertainty drives return ED visits. Despite the critical importance of care
transitions, there has been relatively little technological innovation in ED discharge process.

2. Objective/Aim of the study:
Evaluate the feasibility of utilizing patient smartphones as a mobile platform for an electronic
ED discharge process and evaluate the impact on staff and patient satisfaction.

3. Project Design/Methods:

MyEDCare consists of sending Intelli-texts to patients’ smartphone at time of discharge,
containing a hyperlink to a HIPAA-secure website, containing the following patient-specific
information: 1) Comprehensive post-ED care plan instructions, including therapeutics, information
on new medications, outpatient care scheduling and return precautions, including ExitCare. ii)
Results of laboratory and radiological diagnostic testing performed in the ED - can be saved to and
sent from the patient’s smart phone in PDF format. ED nurses educate patients on the product,
helping them access the online platform in real-time to conclude a paperless ED discharge process.
The text is re-sent to the patient 48 hours after ED discharge and again at 29 days, encouraging
engagement with the post-ED care plan.

4. Results:

During the 9 month pilot 28,390 patients were discharged from NYP-WCMC & NYP-LMH EDs
using MyEDCare (43% of all treat and release patients). 73.5% of the hyperlink texts sent were
successfully used to access patients’ MyEDCare online content, accessed on average 2 times per
patient (1.965). Staff feedback included improved efficiency of discharge process, reduction of
paper discharge related patient safety and HIPPA errors (e.g.: patients discharged with incorrect
patients’ paper documents). Patient Navigators and non-NYP outpatient providers reported ED
information and test results were more readily available on the patient’s smartphone, facilitating
transitions of care. Patients discharged via MyEDCare returned to the ED slightly more frequently
at 72 hours (4.2% vs 3.6%) compared with patients discharged via conventional paper workflows
(p=0.00). No statistically significant findings were seen in 30-day return ED visits. ED-CAHPS
patient satisfaction scores for MyEDCare patients demonstrated higher than average scores in
multiple domains including the following 7 questions: Rate and Recommend ER; RN &MD staff



listen carefully to you; RN & MD staff explain in a way you understand; Left ED understanding
symptoms.

5. Conclusions:

Many ED patients from the diverse communities of New York were receptive to a personal
smartphone-based ED discharge workflow. The MyEDCare experience may have a positive
impact on ED staff and patient satisfaction Project limitations were predominantly technological
including variability of smartphone utilization, smartphone software, cell carrier service in the ED,
and cell carrier text delays. Future opportunities include utilizing EPIC’s MyChart to develop a
smartphone viable interactive ED discharge tool to facilitate transitions of care.
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PROBLEM

Choosing Wisely® advocates:
* High Value Care

« Shared decision making (SDM) between patients
and clinicians

* Advancing a "national dialogue on avoiding
unnecessary medical tests, treatments and
procedures’.

Choosing Wisely® recommends not offering
percutaneous feeding tubes (PEGSs) in patients with
advanced dementia because they do not prolong life,
Improve nutritional status, heal pressure ulcers, or
prevent aspiration.

Many patients, families, caregivers, clinicians, and
nursing homes are not aware that careful hand-feeding
IS an option and request PEGs instead.

A retrospective review of 235 inpatients with PEG
iInsertion in 2018 found:

e 42% had dementia

* 4% of dementia patients had goals of care (GOC)
documented

* 10% of dementia patients had palliative care
consultation (PCC).

* This confirmed that risks, benefits, and alternatives
to PEGs like careful hand feeding and hospice were
not discussed with surrogates. NYPQ implemented a
hospital policy in June 2019 requiring a PCC prior to

offering and scheduling PEG placement.

OBJECTIVE

“Timeout” to improve shared decision making (SDM),
GOC documentation, and PCC access to patients
being considered for PEGs.

» Assess policy adherence after implementation and
the impact on PCC service.

* Measure policy impact on High Value Care
* Primary PEG insertions in dementia
 LOS, 30d readmissions, hospice referrals

Total PC Consults = 119
Total PC consults

“TIMEOUT” Before PEG Placement: A Policy Approach to Align

Medical Decisions and Goals of Care through Palliative Intervention

Annual WCM Quality Improvement and Patient Safety Poster Symposium

Brigit C Palathra, MD, FACP, Hoda Abdelaziz, FNP, Cynthia X Pan, MD, FACP, AGSF, Elizabeth Lee, MD,

PROJECT DESIGN

Palliative Care IDT,
Department of
Medicine,
Gastroenterology,
Interventional
Radiology General
Surgery, Speech
and Swallow
Pathology, Critical
Care, Case
Management,
Nutrition, frontline
medical staff :
Residents, Fellows,
NPs, and PAs

Q3 2019

Policy Compliance
100 %

Primary PEG |,69%
Primary PEG in
dementia 1,68%

Q3/Q4 2019
Average LOS PEG
vs No PEG A = 9.05
d (36.82%)

30 d Readmission
after primary PEG
insertion |,52%
Hospice referral
for No PEG =
63.8%

Q3/Q4 2019
PCC rate 1M20%

Post-Policy Q3/ Q4 2019 Palliative Care Consults Related to

Primary PEG Insertion

* Of total 40 PEG insertions, 1 had no PC consult

Policy requiring a
PCC prior to
offering and
scheduling PEG
placement
approved and
supported by
NYPQ Executive
Medical Board

Q3/Q4 2019
Policy Compliance
=99.2%

Primary PEG
J4-55%

Primary PEG in
dementia 1,56.7%

Pre- and Post-Policy Q3/Q4 Inpatient PEG

Insertions
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RESULTS

Q3/Q4 2019- 120 patients considered for primary PEG
insertion

 no PEG n=80

 PEG n=40.
Policy compliance 99.2% (119/120 had PCC).
Primary PEG insertions reduced by 55%

(pre-policy=87 vs post-policy=39)

Primary PEG insertion in dementia reduced by 56.7%
(pre-policy=37 versus post-policy=16).
Average LOS reduction in PEG (24.6 d) versus no
PEG (15.5d) was 9d.
30d Readmission after primary PEG insertion reduced
by 52% (pre-policy=17 vs post-policy=8).
Hospice referral for no PEG 64% (51/ 80) .
Overall PCC rate increased by 20%,16% was
attributable to the policy
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Average Length of Stay (LOS) 30-days Readmissions after PEG Insertion
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CONCLUSIONS AND
IMPLICATIONS

The Joint Commission advocates SDM and
recommends a “timeout” before proceeding with any
procedure “until all questions and concerns are
resolved”.

PCC promotes Choosing Wisely® and SDM by
aligning GOC with medical decision-making and offers
an alternative clinical pathway to PEG.

The NYPQ policy demonstrated how institutional
support promotes palliative care access and links it to
High Value Care:

* An associated reduction of primary PEG
iInsertions and 30d readmissions in these
patients

* An associated decreased average LOS in
no PEG insertions



“TIMEOUT” Before PEG Placement: A Policy Approach to Align Medical Decisions and
Goals of Care through Palliative Intervention.
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Yip, MS, Calvin Hwang, MD, Robert Crupi, MD

Department of Medicine, NewY ork-Presbyterian Queens, Flushing, NY.

Statement of Problem: Choosing Wisely® promotes shared decision-making (SDM) and
recommends not offering percutaneous feeding tubes (PEGs) in advanced dementia. PEGs can
potentially increase medical complications and suffering near end-of-life. Many patients,
families, caregivers, nursing homes and clinicians may not be aware of these recommendations.
Objective and Aim of Study: To ensure that risks, benefits, and alternatives to PEGs like
careful hand feeding and hospice are discussed with surrogates, NewY ork-Presbyterian Queens
(NYPQ) implemented a hospital policy requiring a Palliative Care consultation (PCC) prior to
offering PEG placement. This “timeout” intends to improve SDM and PCC access to patients
considered for PEGs. We also sought to measure this policy’s impact on high value care (HVC).
Project Design and Methods: We utilized a Plan-Do-Study-Act approach to performance
improvement. Problem Identification (Q1 2019): We reviewed all PEGs inserted (primary and
reinsertions) in 2018 and identified 235 patients. Of these, 42% (99/235) had a dementia ICD.
For dementia patients (n=99), only 4% (4) had GOC documentation by the primary team and
10% (10) had PCC prior to PEG. Phase I-Policy Implementation (Q2 2019): Using stakeholder
mapping, we created hospital policy requiring PCC prior to offering and scheduling PEGs to
ensure GOC were addressed and documented. Administrative and multidisciplinary collaboration
was integral in creating and implementing policy. NYPQ’s Medical Board supported and
approved the policy in June 2019. Phase 2-Examining Practice Trends (03 2019): We
compared patients undergoing primary PEGs in Q3 2018 (pre-policy) and Q3 2019 (post-policy).
We identified the number of primary PEG insertions with associated PCCs and dementia ICD
codes. Phase 3-HVC and PCC Impact (Q4 2019): We measured number of PCCs triggered by
the policy then subdivided patients proceeding with PEG versus no PEG. We measured length of
stay (LOS), 30d readmissions, hospice utilization, and overall PCC rate change.

Results: During Q3/Q4 2019, we identified 120 patients considered for primary PEG insertion.
Of these, no PEG n=80 and PEG n=40. Policy adherence was 99.2% (119/120 had PCC).
Primary PEG insertions reduced by 54%: (pre-policy=87 vs post-policy=40). Primary PEG
insertion for dementia patients reduced by 56.7% (pre-policy=37 vs post-policy =16). Average
LOS reduction in PEG (24.6 d) versus no PEG (15.5d) was 9d. Primary PEG insertion 30d
readmissions reduced by 52% (pre-policy=17 vs post-policy=8). Hospice was utilized by 64%
(51/ 80) for no PEG. During Q3/Q4 2019, overall PCC rate increased by 20%, 16% was
attributable to the policy.

Conclusions and Implications: 7he Joint Commission’s ‘Universal Protocol for Preventing
Wrong Site, Wrong Procedure and Wrong Person Surgery’ promotes SDM by recommending
not proceeding with any procedure “until all questions and concerns are resolved”. PCC also
promotes SDM by aligning GOC with medical decision-making. When an alternative clinical
pathway to PEGs was offered, there was an associated reduction in primary PEG insertions and
average LOS. This policy demonstrated how institutional support promotes palliative care access
and links it to HVC.
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Results

The burn team analyzed parameters most often and least often assessed in the early burn
sepsis patient. 33 patients were screened with the BSST at least once throughout their
hospitalization. Fisher’s exact tests were utilized to assess the association between each of the
sepsis screen tool elements and sepsis status; a 5% level of significance was utilized, and all
analyses were performed in R v3.5.3.

12 patients (36%) screened positive for sepsis, at least once throughout their hospitalization. Of
these 12 patients, three parameters were positive in 50% of patients. Temperature (75%),
pulmonary (83%), and cardiovascular (58%) changes were noted to be most often associated
with early sepsis diagnosis in the burn patient. Of note, zero patients with sepsis diagnosis
remained neurologically intact or without deviation from baseline; 42% were positive for a
change from neurological baseline while 58% were unable to be assessed.

Patients With Sepsis , N =12 Patients Without Sepsis, N =21 “

Age during admission 68 (53, 75) 53 (40, 66) 0.039

Welll Cornell

@IA
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Introduction

In the burn population, systematic inflammatory response syndrome (SIRS) and sepsis
characteristics often overlap, and delayed sepsis detection can be detrimental to patient
outcomes. According to Surviving Sepsis Campaign, other institutions have formulated
protocol based sepsis criteria, however diagnosis and presence of SIRS in the Burn
population has limited the development of a burn sepsis screening, thus no evidence of a
current tool exists. The Burn ICU at New York Presbyterian Hospital appreciated a need for
burn sepsis screening for earlier diagnosis and potential prevention of burn sepsis.

ldentification of specific clinical assessment characteristics associated to burn sepsis will
facilitate the development of a pre-sepsis evaluation tool and may improve patient
outcomes and decrease episodes of burn sepsis.

Y

Characteristic

Methods

In this study, we created a clinical rounding tool to be used during Burn Intensive Care Unit
(BICU) rounds for methodical measurement of 10 clinical assessment points. Through
literature review, the Burn team agreed on inclusion and exclusion criteria for temperature,
neurologic changes, pulmonary, cardiovascular, gastrointestinal, renal, WBC, platelets and
insulin requirement to compare to sepsis diagnosis. The information from the BSST was
input into a secure web database for data capture.

In total, 33 patients were assessed with the Burn Sepsis Screening Tool (BSST); 12
patients were diagnosed with sepsis.

BSST Definition

Temperature Temperature <36.0 or °C>39°; N/A if Zoll regulated temperature

Neuro Change from Neurologic baseline

Pulmonar .
Y Airway Pressure
CV MAP <60 with proper resuscitation; HR >20% from baseline; Pressors; Increasing Lactate; Decreasing BiCarb
Gl Inability to continue enteral feedings within 24 hours (Abdominal distension, vomiting, Enteral feeding intolerance
(2x feeds),Uncontrollable diarrhea (2500 ml/d for adults)) ; N/A if open abdomen
GU Increasing Creatinine; oliguria; N/A if on dialysis

Non-Vented- Sustained Tachypnea ( > 20 bpm); New O2 requirement ; Worsening P:F ratio ; Elevated Mean

Temperature

eurologic

ulmonary

ardiovascular

astrointestinal

enitourinary

WBC / Differential

latelets

nsulin / Glucose

Age during admission
Gender
C Female
T vake
femperature
 positwe
I
 Negative
C positwe
I
 Negative
C positwe
I
 Negative
C positwe
wm
 Negative
C positwe
I
 Negative
C positwe
I
 Negatiwe
W/ Differential
 positwe
I
 Negative
C positwe
I
 Negative
C positwe
I
Negative

Negative

Conclusion

6 (50%)
6 (50%)

9 (75%)
0 (0%)
3 (25%)

5 (42%)
7 (58%)
0 (0%)

10 (83%)
0 (0%)
2 (17%)

7 (58%)
0 (0%)
5 (42%)

2 (17%)
1(8.3%)
9 (75%)

3 (25%)
3 (25%)
6 (50%)

6 (50%)
1(8.3%)
5 (42%)

4 (33%)
1(8.3%)
7 (58%)

2 (17%)
1(8.3%)
9 (75%)

7 (33%)
14 (67%)

3 (14%)
1 (4.8%)
17 (81%)

2 (10%)
7 (35%)
11 (55%)

4 (19%)
1 (4.8%)
16 (76%)

1 (4.8%)
1 (4.8%)
19 (90%)

0 (0%)
8 (38%)
13 (62%)

8 (38%)
1(4.8%)
12 (57%)

3 (14%)
3 (14%)
15 (71%)

1 (5.0%)
4 (20%)
15 (75%)

2 (9.5%)
1 (4.8%)
18 (86%)

0.5

0.002

0.002

<0.001

0.001

0.048

0.3

0.08

0.14

0.8

Through this study, we examined both the utilization of a methodical, standardized and
evidenced based ICU Rounding Tool and the effectiveness of this tool in pinpointing septic
episodes in the burn ICU patient. In addition to the findings above, the burn unit staff
anecdotally agreed that the use of the BSST increased communication of patient disposition

WBC/ diff WBC count <4,000 or >12,000; Bands ( > 20%)

Plt Decrease of 20% from baseline OR <£100,000/mcl;: N/A if POD1 : . . C e .
i / / between providers and nursing staff, creating a clear, multidisciplinary plan for each patient on
Insulin/ ICU rounds. Further statistical analysis will be conducted to retrospectively review each septic
Glucose  °'Bnificant resistance to insulin {225% increase in insulin requirements over 24 hours) patient and analyze pre-septic clinical assessment points for characteristics of patients with

e Burn Sepsis.
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Figure 1. Fishbone Diagram: Barriers in Current Workflow
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Statement of the Problem:

Enhanced Recovery After Surgery (ERAS) protocols have proliferated in the last decade. A recent
survey found among 88 hospitals surveyed, 95.4% had ERAS programs, ranging from 2.2 to 6.4
programs per institutuion.1 Given the benefits of ERAS including reduction in opioid use, improved
clinical outcomes, decreased length of stay and cost savings, hospitals are looking to expand their ERAS
programs to multiple surgical specialties. Barriers to successful implementation of ERAS programs
include education of physicians and nurse as to who is responsible for different aspects of an ERAS
protocol. Additionally, surgeons, anesthesiologists and nurses may focus primarily on their areas of
responsibility and be less aware of the complete program. Applying process improvement (PI)
strategies may aid in disseminating information regarding clinician responsibilities and potential
barriers, thus allowing more facile and successful implementation.

Objective/Aim: To apply process improvement (PI) strategies to facilitate communication regarding
clinician responsibilities and potential workflow barriers, thus allowing more facile and successful
implementation of ERAS protocols in perioperative care.

Project Design/Methods:

Physicians and nurses involved in current ERAS protocols were interviewed and current state analyses
were performed. Quality improvement techniques, including process mapping utilizing Fishbone
Diagram (cause and effect analysis) and Swimlane Diagram (workflow assessment) were utilized to
determine barriers to implementation and applied to develop a new standard ERAS protocol. These
techniques could be generalized to ERAS protocols in multiple subspecialties.2,3,4

Results:

Process mapping resulted in improved understanding of the current state workflows involving the
various disciplines (e.g., nursing, surgery and anesthesiology). A Fishbone Diagram (Fig. 1) identified
the barriers that existed in current ERAS protocols, including inadequate education to patients prior to
surgery and delayed orders for pre-op medications. Finally, a Swimlane Diagram (Fig. 2) was used to
elucidate workflows and demonstrate ownership and responsibility for various elements of the new
ERAS protocol. This would be helpful in educating all clinical parties involved, including surgical and
anesthesiology residents, to facilitate adherence to all protocol components. These quality improvement
techniques were instrumental in planning a more improved implementation of a new ERAS protocol
through the continuum of perioperative care (pre-hospitalization, pre-op, intra-op, post-op and post-
hospitalization).



Conclusion:

Applying established process improvement methodologies is useful in developing ERAS protocols, thus
contributing to a smooth and efficient implementation process in a perioperative setting. This will
benefit all future launches among the different surgical specialties that will implement an ERAS
protocol, with the potential for services to achieve results such as reduced opioid use, improved clinical
outcomes, decreased length of stay and cost savings.
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"~ Enironmont |

Surgeon's office
coordinators not
consistently documenting
patients as ERAS at time of
booking

Day of surgery hold
orders for ERAS missing

Late identification by
—— anesthesiologists of
ERAS status of patient

Nurse contacts surgeon
for ERAS medication
orders on day of ——

Preop nurses with
inconsistent messaging
on clear
liquids/hydration day ——

surge
before surgery Bery .
Sub-optimal ERAS
Workflow
Late pre-op medication —
orders are entered on Due to paper orders, Multiple EHR '
: medication systems not we . .
paper not via EHR administration integrated — Data insufficent
[« documentation is for EBAS
inputted "free-text"; compliance
this may be a source assessment due
of error to documentation

MatralEquipment


http://www.ihi.org/resources/Pages/Tools/Quality-Improvement-Essentials-Toolkit.aspx

Figure 2: Swimlane Diagram: Workflow for a Standard ERAS Protocol
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Problem Results
— Brachial plexus injury/Erb’s palsy can be caused by stress placed — Two rounds of simulation training were conducted over 24
on the nerves in the neck and the shoulder of the newborn, often months, including all nurses, obstetricians, and midwives who
associated with vaginal deliveries complicated by shoulder assist with deliveries.
dystocia. — |In 2016, prior to implementation of the shoulder dystocia
In the United States, prevalence of brachial plexus injury is 1.5 per program, the rate of Erb’s palsy was 1.32 cases/1000 births at this
1000 births (Gherman et al, 2014) institution. In 2017, the first found of training was conducted. In
Research shows that simulation training is an optimal strategy to this year, there were 1.24 cases/1000 births. The following year,
improve teamwork and communication skills that are vital to the rate of Erb’s palsy was 0.62 cases/1000 births.
patient safety. — In 2019, the rate of Erb’s palsy had fallen to 0.35 cases/1000
births.
Objective/Aim of the Study Erb's Palsy Cases
Rates per 1000 Live Births
— This study aimed to reduce the rate of brachial plexus injury by NYP- LMH
implementing an interdisciplinary shoulder dystocia program, :
consisting of didactic and simulation-based training. 18 .. Besinning of Program
16 I- Mational Average 1.5
Project Design
— The program consisted of didactic and simulation-based training. 1 =
— The didactic portion included a review of risk factors, maneuvers .
to resolve shoulder dystocia, and guidelines for debriefing and 08
documentation following the event. S
The simulation portion included use of a birthing simulator, which h
measured the force applied to the infant’s head and neck. e e . s Jore
1-on-1 training was conducted with obstetricians and midwives. .
Conclusions

Team training was then conducted in situ and included nurses,
anesthesiologists, physicians assistants and ancillary staff. — An active, interdisciplinary simulation program is an effective
strategy for reducing the rate of Erb’s palsy injury in cases of
vaginal deliveries complicated by shoulder dystocia.

For additional information: Jon Snyder, MD, FACOG: Jos2074@med.cornell.edu;
Johanna Schisler, MSN, RNC-OB: jos9271@nyp.org
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Statement of the Problem

— Incidental pulmonary nodules are frequently found on chest radiograph
(CXR) and computed tomography (CT) scans performed through the
Emergency Department (ED). These imaging studies are interpreted by
both radiologists specialized in thoracic imaging and by radiologists with
non-thoracic imaging specializations.

— While evidence-based guidelines for nodule follow-up exist, published
literature has shown that follow up rates are low and adherence to
established guidelines is variable.

Objectives

— The aim of this study was to assess whether review of all nodule
recommendations by thoracic radiologists would lead to a change in
Initial management recommendations made by non-thoracic imagers.

Project Design/Methods

— CXRs and CTs scans performed through the adult ED from September
2018 through July 2020 indicating the presence of a pulmonary nodule

were identified by our Radiology Consultation Services (RCS). For all
studies initially read by a non-thoracic radiologist, the RCS contacted the
patients in order to assess their risk factors for lung malignancy and the
CT images were re-reviewed by a thoracic radiologist.

— We then assessed the rates of recommendation disagreement and
whether change in management resulted in more or less imaging
utilization.

— Areduction in imaging utilization was defined as an elimination of follow
up, follow up at a greater time interval or a recommendation of CXR
rather than CT follow up. An increase in imaging utilization was defined
as adding follow up, follow up at a short time interval, or recommending
CT instead of CXR.

dd text

Results

— 402 imaging studies reporting a pulmonary nodule were identified (81
CXRs and 321 CTs). 48% (194/402) were read by thoracic radiologists
and 52% (208/402) were read by non-thoracic radiologists. The thoracic
radiologist disagreed with the initial read in 27% (57/208) of cases and
agreed in 46% (96/208) of cases. 23% (48/208) of cases were not
reviewed due to an inability to reach the patient for risk factor
assessment or because the patient was already followed by a
pulmonologist or oncologist. 3% (7/208) are pending review at the time of
data presentation.

— All discordant cases resulted in a change in management by the thoracic
radiologist with approximately half (46%, 26/57) decreasing imaging
utilization and half (53%, 30/57) increasing imaging utilization. For one
patient (2%, 1/57), pulmonary consultation, rather than further imaging,
was advised.

Conclusions

—  Our study illustrates the value of imaging review by specialized
radiologists. These efforts improve health care quality by increasing
standardization of patient care and reducing unnecessary radiation
exposure.

— Continued research is needed to determine whether the efforts of our
RCS has increased patient adherence to nodule follow up
recommendations and whether this has resulted in increased lung cancer

detection.
ALL CXRS + CTS

B agree Mdisagree M notreviewed pending review

CHEST CTS

M agree W disagree

CHEST X-RAYS

B agree M disagree M notreviewed

B not reviewed pending review

Charts illustrating follow up agreement between thoracic and non-thoracic trained radiologists.
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Statement of the Problem: Incidental pulmonary nodules are frequently found on chest
radiograph (CXR) and computed tomography (CT) scans performed through the Emergency
Department (ED). These imaging studies are interpreted by both radiologists specialized in
thoracic imaging and by radiologists with non-thoracic imaging specializations. While evidence-
based guidelines for nodule follow-up exist, published literature has shown that follow up rates
are low and adherence to established guidelines is variable.

Objective/Aim of the study: The aim of this study was to assess whether review of all nodule
recommendations by thoracic radiologists would lead to a change in initial management
recommendations made by non-thoracic imagers.

Project Design/Methods: CXRs and CTs scans performed through the adult ED from
September 2018 through July 2020 indicating the presence of a pulmonary nodule were
identified by our Radiology Consultation Services (RCS). For all studies initially read by a non-
thoracic radiologist, the RCS contacted the patients in order to assess their risk factors for lung
malignancy and the CT images were re-reviewed by a thoracic radiologist. We then assessed the
rates of recommendation disagreement and whether change in management resulted in more or
less imaging utilization. A reduction in imaging utilization was defined as an elimination of
follow up, follow up at a greater time interval or a recommendation of CXR rather than CT
follow up. An increase in imaging utilization was defined as adding follow up, follow up at a
short time interval, or recommending CT instead of CXR.

Results: 402 imaging studies reporting a pulmonary nodule were identified (81 CXRs and 321
CTs). 48% (194/402) were read by thoracic radiologists and 52% (208/402) were read by non-
thoracic radiologists. The thoracic radiologist disagreed with the initial read in 27% (57/208) of
cases and agreed in 46% (96/208) of cases. 23% (48/208) of cases were not reviewed due to an
inability to reach the patient for risk factor assessment or because the patient was already
followed by a pulmonologist or oncologist. 3% (7/208) are pending review at the time of data
presentation. All discordant cases resulted in a change in management by the thoracic radiologist
with approximately half (46%, 26/57) decreasing imaging utilization and half (53%, 30/57)
increasing imaging utilization. For one patient (2%, 1/57), pulmonary consultation, rather than
further imaging, was advised.

Conclusions: Our study illustrates the value of imaging review by specialized radiologists. A
significant change in management was recommended in almost one-third of patients. These
efforts improve health care quality by increasing standardization of patient care and reducing
unnecessary radiation exposure. Continued research is needed to determine whether the efforts of
our RCS has increased patient adherence to nodule follow up recommendations and whether this
has resulted in increased lung cancer detection.
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Weill Cornell @ | A Personal Emergency Response (PERS) Utilization in CHF Medicine Patients at Home

Introduction
» Congestive heart failure (CHF) is a major healthcare strain which culminates in high numbers of hospital

readmissions e

PoRsS

* Preventing CHF readmissions has been a popular focus for researchers and policy makers, as they are ietervention
viewed as preventable and avoidable.
NYP currently has approximately 370 patients enrolled in PERS intervention, whom NYP is actively
monitoring for hospital readmission.
our intervention involved standardizing education for PERS usage as related to WCMC Internal
Medicine Department patients diagnosed with CHF.
The WCMC Internal Medicine care coordination team identified medicine CHF readmissions to be
17.89%. This percentage value reflected January 2018 through May 2019, at the WCMC medicine
units (5 Central, 5 North, 5 West, Medicine Gold Service, 11 South A, 11 South B).

Objective of the Program

» The overall objective of the study was to better understand the value of PERS in the management of
CHF patients in the community once discharged from the hospital.
The study’s secondary objective was to reduce inpatient medicine CHF readmissions by 10%, with a
goal of 16.101%. The overall NYP cross-campus goal for CHF readmission reduction is 10%. During
the study, CHF champions tracked 30-day readmissions of identified CHF patients on internal medicine

units who were offered the PERS intervention.
Program Design & Methods &) Weill Cornell Medicine
* The Iinvestigators utilized an experimental stuay design, with control and intervention groups
» The experimental study design allowed for historical data to be used for control group analysis, and for

inclusion of active CHF patients as the intervention group. Research team members from each internal Results - , - , o .
+  The results of the study show there is evidence that PERS use in CHF management could prove to be beneficial. However, more research is needed to determine ultimate evidence of positive

medicine unit recruited potential PERS recipients throughout the specified time period from October outcomes. The main barrier to achieving study objectives was the small amount of PERS recipients.
2019 through March 1. 2020. Only five patients received the intervention. However, all five verbalized they felt it was beneficial in management of CHF even if they did not press the button.
: : o . , , C With a larger sample group of recipients, more data could be collected on CHF readmission rates of those with PERS in the home.
Post-intervention analysis was performed to evaluate the effectiveness of intervention. Descriptive Three groups of patients were most notably unable to receive PERS intervention: those without landlines (33%), those with cognitive barriers (17.5%) and those already in possession of PERS

g - : : : ; : : (11.2%).
statistics were utilized to describe the StUdy prUlatlon (N) Fischer's exact tests were used to Identlfy The parameters of the study prevented the inclusion of persons without a landline, which was the most statistically significant barrier (0=.074).

differences between PERS and non-PERS users. Patients who did not go home after hospitalization were disqualified, such as those who went to a subacute care facility (30%).

Outcome Measures Process Measures Enrolimentvs. Non-enroliment 30-day Rehospitalization

CHF/Life Enroliment

e Decrease length of stay e Length of stay monitored through Qventus

e Measure the number of actionable barriers noted in Qventus e Number of escalations notes in Qventus

&) Weill Cornell Medicine ) Weill Cornell Medicine

e Monkey survey to capture staff’s perception of new escalation process e Number of escalations documented to be actionable Conclusions & Next Steps

+ Witha larger group of PERS recipients, more data could possibly be collected in future studies on CHF readmission rates of those with PERS in the home setting. The parameters of this study
prevented the inclusion of persons without a landline, which was the most statistically significant barrier (0=.074). Another disqualifier was the presence of PERS already in the home. The inclusion of
patients who utilize a cellular phone or who already have PERS would have allowed for a larger intervention group. Ultimately this would allow for a more conclusive study.




Personal Emergency Response (PERS) Utilization in CHF Medicine Patients at Home

Introduction/Background

Congestive heart failure (CHF) is a healthcare strain that culminates in high numbers of hospital
readmissions. In response, the WCMC Care Coordination CHF champions (investigators)
offered PERS at no cost to CHF medicine patients to determine if it would reduce CHF hospital
readmissions. The investigators’ intervention involved PERS usage as related to CHF. The
overall objective of the study was to better understand the value of PERS in the management of
CHF patients in the community once discharged from the hospital.

Data and Methods

The investigators utilized an experimental study design, where research team members from
each internal medicine unit recruited potential PERS recipients throughout the specified time
period from October 2019 through March 1, 2020. Of those in the overall sample group of 80
patients, 75 were not eligible or declined PERS intervention for various reasons. Five actual
PERS recipients were recruited.

Results/Conclusions

The results of the study show there is evidence that PERS use in CHF management could prove
to be beneficial. The main barrier to achieving study objectives was the limited number of PERS
recipients, with only five patients receiving the intervention. The parameters of the study
prevented the inclusion of persons without a landline, which was the most statistically significant
barrier (0=.074). Another disqualifier was the presence of PERS already in the home. The
inclusion of patients who utilize a cellular phone or who already have PERS would have allowed
for a larger intervention group, which would benefit future studies.
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Statement Of the PrOblem: The review of glucose data in the

outpatient setting can be inefficient and ineffective. Cloud-based glucose management
platforms can streamline glucose data review and generate a standardized glucose N el v s e B ot
download report. At the Weill Cornell Endocrine Faculty Practice, there were multiple I e o I L soee Ll / dtltht \

| Schedule a 20 minute “Glucose Download Visit" prior to
your scheduled visit with your Endocrinologist.

modalities of glucose review including patient self-report, patient glucose logs, and

Insulin

clinician manual review of glucose meter, each with their unique challenges. Less than - BRI == g o Ll i ¢ v o
20% of glucose review was via glucose cloud-based download platforms. I ——— S ’ J orcr -
: : : A. B.
ObjeCtlve/Al m Statement: To assess the feasibility of Figure 3A. Sample Download Report from Glucose  Figure 4: Patient Awareness Campaign
implementing a streamlined method of obtaining and reviewing blood glucose and Meter
sensor data whereby at least 50% of patients with diabetes mellitus at the Endocrine Figure 3B: Sample download report from insulin
Faculty Practice will have their glucose data downloaded onto a cloud-based platform. pump/continuous glucose monitor
an/ : Results:

DQS'Q n MethOdS ) -Glucose Device Used by Patients(n=569): 58% with SMBG use, (35%) with CGM use,
PDSA Methodology was employed: _ _ 7.2% without use of glucose device
PLAN: Develop a diabetes C|InI(fa| workflovy whereby _gl_ucose review via cloud-based -Method of Glucose Review: in 335 visits where glucose review method was

platform could be completed in an effective and efficient manner documented: 76% were via cloud-based platform, 10% were self-report, 6.7% patient
20: : - . : : glucose log
a.ldentify non-Pregnant patients with diabetes mellitus being managed by the Endocrine .By week 5, 66% of diabetes visits included 20 minute Glucose download visit

Faculty Practice -By week 5, 62% of diabetes visits included data review via cloud-based platform
b.Establish a “glucose download station” within the Faculty Practice office Suscessiul Glucose Downloads
c.Train medical assistants on downloading glucose data at the “glucose download Scheduled Glucose Download Vit o | !

station” ;- — s
d.Train scheduling team(call center, medical secretary, front desk staff) to schedule : ST e

patients for 20 minute “glucose download visit” prior to their scheduled Clinician visit l N § | NG
e.Patient awareness campaign via flyers in waiting room i, N . /\/ A
f. Update faculty on new clinical workflow / -
STUDY: Feasibility longitudinal study in non-pregnant patients ages 18-89 with diabetes 3.

mellitus, managed at the Endocrine Faculty Practice. Study period was initially from " Weekd  Wask2 _ Weskd _ Weskd __ WaskS _ Wasks | Week1  Week2  Week3  Weekd  WeskS  Weeks

end of January 2020-June 2020, however was interrupted in mid-March 2020 due to
COVID19. 540 distinct patients were included, 26 of the patients had multiple visits

Figure 6: Percentage Cloud Based

Figure 5: Percentage of Glucose Download Visits
Glucose Download

during this period, therefore total of 569 diabetes visits were included in the study. COnCI USIONS.
ACT: Optimize the clinical workflow and continue to adapt to changes in the clinical It is feasible to incorporate cloud-based platforms for review of glucose data in an
environment outpatient Endocrine Practice. Of the visits where method of glucose review was
documented, the majority of glucose data review was via cloud-based platforms. The
_ Figure 2: Intervention Diabetes Clinical Workflow number of glucose download visits and cloud-based glucose data review increased
Slicoe satateview at HEM Ensectne Tacily RIseticy initially, however slightly decreased between weeks 2-3 due to inconsistencies in

scheduling patients for download visits. After additional training of the scheduling

1. patient Recall I 2. Glucose Lo 3. Patient brings team, the percentage of glucose download visits and cloud-based glucose downloads
g glucose device

increased after week 3 and ultimately surpassed the goal and peaked to above 60% by

N (o (e (e e By a0 week 5. Due to COVID19 pandemic in March 2020, there was a sharp decline by week 6,
56 g sonectioa vl *“isi "l Trcownioad I ardprouces W TR and the study was interrupted. The increased awareness and utilization of cloud-based
platforms by patients, staff, faculty due to the intervention, will prove to be useful as we
adapt the intervention to the new clinic hybrid model incorporating in-person and

-Difficulty assessing trends workflow of CDE/NP/MD
telemedicine in the post-COVID19 era.
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1. Statement of the Problem: The review of glucose data in the outpatient setting can be
inefficient and ineffective. Cloud-based glucose management platforms can streamline
glucose data review and generate a standardized glucose download report. At the Weill
Cornell Endocrine Faculty Practice, there were multiple modalities of glucose review
including patient self-report, patient glucose logs, and clinician manual review of glucose
meter, each with their unique challenges. Less than 20% of glucose review was via
glucose cloud-based download platforms.

2. Objective/Aim of the study: To assess the feasibility of implementing a streamlined method
of obtaining and reviewing BG/SG data whereby at least 50% of patients with diabetes
mellitus at the Endocrine Faculty Practice will have their glucose data downloaded onto a
cloud-based platform.

3. Project Design/Methods:

PDSA Methodology was employed:

Plan: Develop a diabetes clinical workflow whereby glucose review via cloud-based

platform could be completed in an effective and efficient manner

Do:

a. Identify non-pregnant patients with diabetes mellitus being managed by the
Endocrine Faculty Practice

b. Establish a “glucose download station” within the Faculty Practice office

c. Train medical assistants on downloading glucose data at the “glucose download
station”

d. Train scheduling team(call center, medical secretary, front desk staff) to schedule
patients for 20 minute “glucose download visit” prior to their scheduled Clinician
visit and bring their glucose measuring devices to the visit

e. Patient awareness campaign via flyers in waiting room

f. Update faculty on new clinical workflow

Study: Feasibility longitudinal study in non-pregnant patients ages 18-89 with diabetes

mellitus, managed at the Endocrine Faculty Practice. Study period was initially from end

of January 2020-June 2020, however was interrupted in mid-March 2020 due to

COVID19 pandemic. During this 6 week study period, 540 distinct patients were

included, 26 of the patients had multiple visits during this period, therefore total of 569

diabetes visits were included in the study.

Act: Optimize the clinical workflow and continue to adapt to changes in the clinical

environment

4. Results:

a. Glucose Device Used by Patients(n=569): 58% with SMBG use, (35%) with CGM use, 7.2%
without use of glucose device

b. Method of Glucose Review: in 335 visits where glucose review method was documented: 76%
were via cloud-based platform, 10% were self-report, 6.7% patient glucose log



c. By week 5, 66% of diabetes visits included 20 minute Glucose download visit
d. By week 5, 62% of diabetes visits included data review via cloud-based platform

5. Conclusions:

It is feasible to incorporate cloud-based platforms for review of glucose data in an outpatient
Endocrine Practice. Of the visits where method of glucose review was documented, the majority
of glucose data review was via cloud-based platforms. The number of glucose download visits
and cloud-based glucose data review increased initially, however slightly decreased between
weeks 2-3 due to inconsistencies in scheduling patients for download visits. After additional
training of the scheduling team, the percentage of glucose download visits and cloud-based
glucose review increased after week 3 and ultimately surpassed the goal and peaked to above
60% by week 5. Due to COVID19 pandemic in March 2020, there was a sharp decline by week
6, and the study was interrupted. The increased awareness and utilization of cloud-based
platforms by patients, staff, faculty due to the intervention, will prove to be useful as we adapt
the intervention to the new clinic hybrid model incorporating in-person and telemedicine in the
post-COVID19 era.
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Intervention Results (continued)
— The current system does not allow for generation of automated — Pre-operative clinical recommendations resulted from 13% of
) notifications to the department due to limited OR desk staffing evaluations, which included cessation of ACE inhibitors and

Introductlon and education regarding timely entry of add-on cases for future performance of EBUS in the general OR rather than the
Pre-operative assessments are an essential component of anesthesia days. bronchoscopy suite for a patient with cardiac comorbidities.
care, which are mandated by the American Board of Anesthesiology —  We implemented a novel notification system whereby on-call
and the Joint Commission. A thorough evaluation can reduce the risk PACU residents identified and evaluated patients who had been Post-intervention satisfaction among anesthesiology providers
of patient harm, while a last-minute evaluation may be less added-on for Monday morning surgery on Saturday and Sunday
comprehensive and contribute to OR delays. The goal of this initiative by 4 PM.
was to promote timely evaluations for patients “added-on” for Monday
morning surgery.

Results Non-targeted survey Targeted survey

— Notification rate gauged by percentage of add-on cases with e e o o e s e e e o Moy o T
Curre nt state and system completed pre-operative evaluations from May — July 2019 I - e eﬁ |

OR Manager Entry to Surgery Last OR Manager Modification to Surgery
1st case only . 1st case only

100
90
80
70

Q

% 60

= For the Monday "add-on" case referenced above, For the Monday “add-on" case referenced above, For the Monday "add-on" case referenced above, do
5 50 do you feel that the"pre-op" evaluation over the do you feel that the "pre-op" evaluation over the you feel that the"pre-op" evaluation over the

[

ot sure Yes
Wilcoxon signed-rank test, p = 0.34375 Wilcoxon signed-rank test, p = 0.77441 Wilcoxon signed-rank test, p = 0.02832

E m pre(‘:eding week(?nd im[;;c:eer; :rlz::;workflow and daily OR precec‘l:i’;go:t:::;r;d(::l’p::s:)dllrlz;e:rt ::ni:::is:n?:trient or . Ppreceding weekend significantly improved patient care?
20 __inadequate pre-operative work-up)?
20
E?f4/2019 5/11/2019 5/18/2019 5/25/2019 6/1/2019 6/8/2019 6/15/2019 6/22/2019 6/29/2019 7/6/2019 7/13/2019
224 add-on cases from September — November 2018 (7 weeks); Date
1 wer h I fl r r : AM . e o P & e @ w9 P P
3 Cases. e e SC edu ed aS St Sta t Cases (8 30 ) . 0 ¢ 23 patlents evaluated Over 1 1 Weekends g Wilcoxon signed-rank test, p = 0.0068359 " \"\ﬁlcoxorlSislIﬂed"f::'::r:%t-IJ=0v7265‘5 - g Wilcoxon signed-rank test, p = 0.054688
eqered iIn OR manager after schedule fgr Monday was finalized on . Estimated completion rate: 46% e R - |
Friday (after 10 AM) or on Monday morning . _ . T Targeted surveys were distributed to providers
Weekly average first case bookings = 5 * Frequency of 100% completion rate: 31.8% ) who cared for add-on patients with completed
* Frequency of 0% completion rate: 31.8% | evaluations. None were dissatisfied with the
| rg New notification system.
OR efficiency and 77% felt that workflow improved
. ) Residents were more dissatisfied with the new system than
;2 ASA 1: 0% attendings or CRNAs
Surgery "g 8 ASA 2: 26%
, i 5 ASA 3: 52% _
OR Staff Y i e 2 : l ASA 4: 22% CO"CI usions
A , - 1 " oaes 4 — The new notification system alerted anesthesiology providers of
~ —  Case volume and distribution (captured before 4 PM) 46% of cases added-on over the weekend for Monday by 4:00
m * Average number of Saturday add-ons: 2.3 PM on Sunday.
* Average number of Sunday add-ons: 3 Many weekend add-on cases are not first start cases and do not
» Daily average number of weekend add-ons: 2.67 (range 1-6) happen on Monday.
- Average time spent on pre-operative evaluations: 43 minutes Limitations of this study include small case load, short
Is the current system perceived as problematic by providers? (range 15-90) iIntervention period, limited survey participation, and a lack of

standardization for the evaluation process.

» Percentage of cases that were first start: 13%
How satisfied are you with the current
ovaluated on the moring of surgry | ReSdeTs  CRNAS - ttendings « Percentage of cases that went on Monday: 61%

by the anesthesia provider assigned to (n ) (n=4) (n=18)
the case?

Very Satisfied

Somewhat Satisfied

Neutral

Somewhat Dissatisfied

Very Dissatisfied




A Collaborative Approach Utilizing Pediatric Nurses to Care for Patients with COVID-19 on

Welill Cornell
Medicine

Peritoneal Dialysis for Acute Kidney Injury

Annual Weill Cornell Medicine Quality Improvement Poster Symposium | September 135, 2020

Hemway, R.J., Alleyne, F., Deosaran, Thalmann, R., Enriquez, U., G., Alvarez, M., Brachfeld, A., Brettholz, A., Cabrera, M., Dittrich, D.,
Dudas, M., Fahey, K., Fedele, K., Hess, B., Johnsons, K., Lerner, J., Marsh, C., McNulty, K., Mendez, K., Merritt, D., Pizzuto, D., Russo,

Statement of the Problem:

The Coronavirus Disease 2019 (COVID-19) reached extraordinary numbers in New York
City leading to overcrowding 1n hospitals and critically 1ll patients in need of intensive
care beds fighting for their lives. To support the critical care needs of these patients,
pediatric intensive care units transitioned to adult intensive care units in a matter of days.
In response to this transition, several interventions were designed to prepare pediatric
nurses to care for critically 11l adult patients. One of the clinical manifestations of
COVID-19 1n these critically 11l patients was Acute Kidney Injury (AKI) requiring
hemodialysis (HD) or continuous renal replacement therapy (CRRT). These factors,
coupled with limited supplies and skilled nurses led to the formation of a Peritoneal
Dialysis (PD) Team consisting of pediatric nurses with expertise in PD.

Objective/Aim of the Study:

The COVID-19 crisis challenged nursing to manage the unexpected, leading to an
innovative approach to thinking and utilization of all resources to provide the highest
level of care to critically 11l patients with AKI. This objective was met with the creation of
the PD Team consisting of pediatric nurses managing the PD needs of critically 11l adult
COVID-19 patients with AKI requiring renal replacement therapy (RRT).

Project/Design Methods:

PLAN: An interdisciplinary team of pediatric nurses with expertise in PD, nephrologists,
pharmacists, adult critical care nurses, IT and the supply chain team developed a plan to
manage patients with AKI . The PD Team worked in groups of two 1nitiating,
troubleshooting, and taking down the PD.

DO: The PD team was notified when a diagnosis of AKI was made, or when the need for
PD was 1dentified (See Figure 1). This consistent approach supported teamwork,

collaboration and an opportunity for the pediatric nurses to provide exceptional PD care.
In collaboration with IT, a Mobile Heartbeat dynamic role was created for direct
communication between the teams.

STUDY: Data was collected on patient outcomes including duration of PD, functionality
of PD catheters, disease recovery and transfer to home or a higher level of care.

ACT: The Pediatric PD team was able to provide PD for AKI at NewYork Presbyterian
Hospital — Weill Cornell Medical Center and was indispensable 1n caring for adult
COVID-19 patients.

A., Silakowski, K., Singh, V., Zupnick, C., Srivatana, V.
For comments/questions please contact rhemway@nyp.org

Results:

* Eleven patients were treated with PD for AKI during the peak of the COVID-19
pandemic, four patients expired, one patient was discharged home on HD, and six
patients recovered their renal function prior to discharge and had their PD catheters
removed.

* Six patients (54%) survived their acute critical 1llness with renal recovery, and were
subsequently discharged home with a median duration hospital stay of 35 days. Four
patients died of multiple organ failure, and one patient was discharged on HD.

* Regarding PD catheter outcomes, patients were treated with PD for a median duration
of 14 days (IQR: 10-20). Ten catheters (91%) remained functional during the duration
of treatment. One patient was switched to CRRT due to primary PD catheter
malfunction; this patient had a body mass index greater than 35 kg/m2 and a history of
appendectomy. There was one episode of leak that was resolved with temporary
reduction of dwell volume and the patient was able to continue PD. There were no
episodes of peritonitis.

* One patient was switched to HD prior to discharge to a skilled nursing facility that did
not have PD available. One patient was converted to CRRT before death at the
discretion of the intensivist, although the PD catheter was functional. Two patients
required CRRT/HD supplementation for variable ultrafiltration and active
gastrointestinal bleeding but were able to return to PD before renal recovery.

A collaborative approach for providing PD for AKI utilizing pediatric nurses with PD
experience, allowed for all dialysis resources to be utilized at a time of multiple resource
constraints during the peak of the COVID-19 pandemic. This ensured that all patients
who required RRT could receive it. Rapid deployment of a pediatric PD team (1-2 days)
working with adult providers underscores their ability to be effective despite working out
of their comfort zone caring for adult patients. The process of creating this team 1s now
established should redeployment occur 1n a second COVID-19 wave.
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Statement of the Problem: The Coronavirus Disease 2019 (COVID-19) reached extraordinary
numbers in New York City leading to overcrowding in hospitals and critically ill patients in need of
intensive care beds fighting for their lives. To support the critical care needs of these patients, pediatric
intensive care units transitioned to adult intensive care units in a matter of days. In response to this
transition, several interventions were designed to prepare pediatric nurses to care for critically ill adult
patients. One of the clinical manifestations of COVID-19 in these critically ill patients was Acute
Kidney Injury (AKI) requiring hemodialysis (HD) or continuous renal replacement therapy (CRRT).
These factors, coupled with limited supplies and skilled nurses led to the formation of a PD Team
consisting of pediatric nurses with expertise in PD.

Objective/Aim of the Study: The COVID-19 crisis challenged nursing to manage the unexpected,
leading to an innovative approach to thinking and utilization of all resources to provide the highest
level of care to critically ill patients with AKI. This objective was met with the creation of the PD
Team consisting of pediatric nurses managing the PD needs of critically ill adult COVID-19 patients
with AKI requiring renal replacement therapy (RRT).

Project/Design Methods:

PLAN: An interdisciplinary team of pediatric nurses with expertise in PD, nephrologists, pharmacists,
adult critical care nurses, IT and the supply chain team developed a plan to manage patients with AKI.
The PD Team worked in groups of two initiating, troubleshooting, and taking down the PD.

DO: The PD team was notified when a diagnosis of AKI was made, or when the need for PD was
identified (See Figure 1). This consistent approach supported teamwork, collaboration and an
opportunity for the pediatric nurses to provide exceptional PD care. In collaboration with IT, a Mobile
Heartbeat dynamic role was created for direct communication between the teams. STUDY: Data was
collected on patient outcomes including duration of PD, functionality of PD catheters, disease recovery
and transfer to home or a higher level of care.

ACT: The Pediatric PD team was able to provide PD for AKI at NewYork Presbyterian Hospital —
Weill Cornell Medical Center and was indispensable in caring for adult COVID-19 patients.

Results: Eleven patients were treated with PD for AKI during the peak of the COVID-19 pandemic,
four patients expired, one patient was discharged home on HD, and six patients recovered their renal
function prior to discharge and had their PD catheters removed. Six patients (54%) survived their acute
critical illness with renal recovery, and subsequently discharged home with a median duration hospital
stay of 35 days. Four patients died of multiple organ failure, and one patient was discharged on HD.
Regarding PD catheter outcomes, patients were treated with



PD for a median duration of 14 days (IQR: 10-20). Ten catheters (91%) remained functional
during the duration of treatment. One patient was switched to CRRT due to primary PD catheter
malfunction; this patient had a body mass index greater than 35 kg/m2 and a history of
appendectomy. There was one episode of leak, which resolved with temporary reduction of
dwell volume allowing the patient to continue PD. There were no episodes of peritonitis. One
patient was switched to HD prior to discharge to a skilled nursing facility that did not have PD
available. One patient was converted to CRRT before death at the discretion of the intensivist,
although the PD catheter was functional. Two patients required CRRT/HD supplementation for
variable ultrafiltration and active gastrointestinal bleeding but were able to return to PD before
renal recovery.

Conclusion:

A collaborative approach for providing PD for AKI utilizing pediatric nurses with PD
experience, allowed all dialysis resources to be utilized at a time of multiple resource constraints
during the peak of the COVID-19 pandemic. This ensured that all patients who required RRT
could receive it. Rapid deployment of a pediatric PD team (1-2 days) working with adult
providers underscores their ability to be effective, despite working out of their comfort zone
caring for adult patients. The process of creating this team is now established should
redeployment occur in a second COVID-19 wave.
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Cough Cold and Fever Clinic:

A model for the safe management of COVID-19 in the primary care setting
Laura Gingras MD, Fred Pelzman MD, Armyl Marquez RN-BC ACRN NE-BC, Diego Arias MS, Judy Tung, MD

Annual WCM Quality Improvement and Patient Safety Poster Symposium | September 15, 2020

Problem Statement

In March and April of 2020, cases of COVID-19 in New York City rapidly escalated.

In order to prevent the ED from becoming overwhelmed and to provide a pathway for
care for patients not sick enough to require hospitalization, there was an urgent need
to establish protocols to triage and care for outpatients with symptoms of COVID-19.
This had to be done while preventing spread of the virus within the outpatient
practice, and while conserving scarce testing supplies and personal protective
equipment.

Objective

To describe the creation of a dedicated ambulatory program to rapidly evaluate,
triage, and treat patients with symptoms of COVID-19.

DeS|gnIMethods

Multidisciplinary work group: physicians, nurses, medical technicians
= Online handbook to communicate protocols, frequently updated
= Real-time tracking of several metrics on a daily basis (see results section).

» Rapid-cycle PDSA methodology, with each day’s clinic experience and end-of-day
huddle serving as an opportunity to assess barriers & challenges, evaluate
protocols, and make changes.

Results
= 620 patients were seen in the CCF clinic between 3/13 and 6/19/2020.
= 47 patients (8%) were transferred to the ED from the CCF clinic.
= Of patients discharged home, 15 (3%) were later admitted to a hospital.
= Twelve (2%) of the patients seen in CCF clinic died.

= Of these, seven had been transferred to the ED from the CCF clinic.

* Five had been discharged home from clinic. Two of these were later admitted to
a hospital. Two died at home, one with home hospice.

347 patients (56%) were tested for SARS-CoV-2, and 119 (34%) tested positive

* In month 1, we tested only 38% of patients and 63% of these were positive.
Telemedicine follow-up for >1 week was achieved for 500 (81%) patients.
Modifications through our PDSA cycles:

= The “telephone HPI|" — decrease provider exposure time, allow thorough
interview & counseling

= Testing for exertional hypoxia with a one minute walk-in-place test
* |ncreased use of labs and portable chest xray based on inpatient data

Conclusion

We learned how to safely manage COVID-19 patients in an ambulatory setting.
Thoughtful use of space, equipment, and workflow was critical to minimizing infectious
risk while conserving resources. Equally important was the abillity to rapidly respond
and adapt. Follow-up is achievable with telemedicine.

Number of Paitents seen

Table 1:
Cough Cold
and Fever
Clinic
Metrics

Patients (3/13/20 — 6/19/20) No. (%)
Total seen 620
Tested for SARS-CoV-2 PCR 3477 (56%)
Positive for SARS-CoV-2 PCR 119 (34%)
Chest x-ray performed 189 (30%)
Abnormal 64 (34%)
Bilateral infiltrates 48 (75%)
Sent to the ED 47 (8%)
Hospitalized 42 (89%)
Discharged home 573 (92%)
Later hospitalized 15 (3%)
Total hospitalized 37 (9%)
Expired 12 (2%)
In the hospital 9 (73%)
At home (one with hospice) 2 (17%)
Unknown 1 (18%)
Telemedicine follow-up 500 (81%)

Figure 1: Testing Status & Test Results Over Time
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For comments/questions, please contact Ifg9003@med.cornell.edu
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1. Statement of the Problem: Beginning in March of 2020, cases of COVID-19 in New
York City rapidly escalated. In order to prevent the ED from becoming overwhelmed and
to provide a care pathway for patients not requiring hospitalization, we needed to
establish protocols to triage and care for outpatients with symptoms of COVID-19, while
preventing spread of the virus within the practice and conserving scarce testing supplies
and personal protective equipment.

2. Objective/Aim of the study: To describe the creation of an ambulatory program to
rapidly triage and treat patients with symptoms of COVID-19.

3. Project Design/Methods: A multidisciplinary group including physicians, nurses, and
medical technicians created the protocols for the “Cough Cold and Fever Clinic” (CCF).
We created an online handbook, which was frequently updated. We tracked several
metrics on a daily basis (see results). We utilized rapid-cycle PDSA methodology, with
each day’s clinic experience and end-of-day huddle serving as an opportunity to discuss
barriers and challenges, and to make changes.

4. Results: 620 patients were seen in CCF clinic between 3/13 and 6/19/2020. We tested
347 (56%) of patients for SARS-CoV-2 with 119 (34%) testing positive. In our first
month, when testing was most limited, we tested only 38% of patients and 63% of these
were positive. Liberalization of testing corresponded with a drop in test positivity with
less than 10% testing positive in June. Chest radiographs were performed in 189 (30%) of
patients. Of these, 64 (34%) were abnormal. Of the 620 patients seen, 47 (8%) were
transferred to the ED. Of the patients discharged home, 15 (3%) were later admitted to a
hospital. Twelve (2%) of the patients seen in CCF clinic died. Of these, seven had been
sent to the ED from the clinic, while five had been discharged home from the clinic. Two
of these five were later admitted to a hospital prior to their deaths. Two died at home, one
with home hospice. Telemedicine follow-up for >1 week was achieved for 500 (81%)
patients. Many aspects of the workflow were modified through our PDSA cycles. For
example, after we recognized the difficulty of performing a thorough interview while
wearing PPE, we instituted the “telephone HPI.” The provider called the patient from
outside the room, conducted an unhurried, thoughtful interview, unhindered by the
discomfort of PPE or the pressure to minimize physical contact time, before entering the
room, and conducting a focused physical exam. After understanding the insidious nature
of hypoxia in COVID-19, we began measuring exertional pulse oximetry, utilizing a one
minute walk-in-place test. When evidence emerged demonstrating an association between



poor outcomes and certain lab and xray characteristics, we began utilizing laboratory and
radiographic information more frequently, arranging for a portable x-ray machine on
premise.

Conclusions: We learned how to safely manage patients in an ambulatory setting with
symptoms of COVID-19. We found that thoughtful use of space, equipment, and
workflow was critical, as was the ability to rapidly respond and adapt. Follow-up is
achievable with telemedicine.
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Statement of the Problem: To protect frontline health care workers, New York
Presbyterian/Weill Cornell Medicine had to rapidly create an employee COVID-
19 testing strategy that matched testing needs with testing capacity.

Objective/Aim of the study: Offer SARS-CoV-2 PCR and serology testing to
employees at risk of or with suspected COVID-19 infection.

Project Design/Methods: Because testing capacity was constrained early in the
pandemic, we had to roll SARs CoV-2 testing out in three phases, creating
distinct workflows for each.

targeted PCR nasopharyngeal testing for symptomatic employees.
These individuals were all scheduled first for Video Visit (to minimize in-person
contact) medical assessment with a provider. If during the encounter, an in-
person visit was deemed necessary, employees were scheduled for
examination in the Cough Cold and Fever clinic. If stable, employees were
referred for nasopharyngeal swabbing at a newly established testing tent.
Recognizing that ground floor, outside space reduced risk of congestion and
viral exposure, we deployed a tent outside the Welill Cornell and Lower
Manhattan hospitals to rapidly cycle employees through swabbing. Employees
arrived at the tent and moved to the testing area, where providers in full PPE
performed the nasal swab. To conserve PPE this was a “no touch” encounter
developed in consultation with IP&C. In collaboration with IT, we created order
sets and appointment types in Epic that allowed WFH&S to track and provide
follow up for test results.

As testing capacity ramped up and as we gained confidence in our workflows,

we launched , adding PCR testing for asymptomatic but at risk
employees. These employees did not require a pre-testing medical screen and
were scheduled directly into the testing tent. Initially symptomatic and
asymptomatic employee were separated by AM and PM session; later we
utilized two distinct locations.

included serologic antibody testing for employees who suspected
they had recovered from COVID-19. Phlebotomy was performed using usual
care pathways since infectious risk for this group was minimal. Aftercare for
these last two groups of employees was provided by WFH&S.

Special thanks to Pamela Sutton Wallace, Diego Arias, Armyl Marquez, the Epic team, WFH&S, and
all the staff and providers who staffed the tents during the height of the pandemic

For comments/questions please contact fpelzman@med.cornell.edu

Results: Between 4/8/20 and 6/28/20, we provided testing for a total of 10,074
employees at the Weill Cornell and Lower Manhattan campuses of New York
Presbyterian. This included nasopharyngeal SARS-CoV-2 swabs on 932
symptomatic employees (overall positivity rate of 15.7%), and 2,221
asymptomatic employees (overall positivity rate of 1.0%). We performed
phlebotomy for serology on 6,921 employees (overall positivity rate of 21.4%).

EMPLOYEE SEROLOGY TESTING

Employee PCR Testing

T e T T R

Conclusions: Working collaboratively with multiple partners we were able to
rapidly develop, deploy, and refine multiple workflows to safely evaluate and
test NYP/WCM employees who were symptomatic with possible COVID-19,
asymptomatic but potentially exposed, and in need of serology testing. The
systems we created will serve us well in future pandemic crisis situations to be
able to respond to the needs of our frontline workers.
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- NewYork-Presbyterian & Weill Cornell Medicine
Beyond ABCs- An Interdisciplinary Approach to Preventing Tracheostomy Related Pressure Injuries

Annual Welll Cornell Medicine Quality Improvement and Patient Safety Poster Symposium
Diana Brickman BSN, RN, CCRN-K; Diana Chacko RRT; Niamh Daly BSN, RN; Mallory Milligan BSN, RN; Andrea Murphy RRT; & Lisa Torreri MSN, RN, FNP, CWON

For comments/questions, please contact dik9014@nyp.org

Background: Method: Results: Limitations:

» Prevention of skin breakdown from =For this quality improvement project a BEEEISRICIGERTol R EIERIEMEVENCIEUIN =Need to manually create patient list.
airway devices is a shared nursing and quantitative research model was rounded on since June. =| ack of participation from all units.
respiratory therapist responsibility. followed. L NI (CENCTo R WAMRUNIVI RN MIVIA  =| 5ck of supplies on units.

u O/ 1 - o . . .
= Application of a foam dressing under =Data was collected from weekly TPls decreased by 84% in August. Insertion of tracheostomies in non

N RO R S IWACEYY  champion and monthly team rounds. racheostomy Pressure Inuries ICU areas.

after placement prevents pressure and
moisture related breakdown (Maydick-
Youngberg et al., 2020).

19

"Peer to peer coaching. { __coviDsuge _ » |
Intervention Next Ste ps:

" Continue rounding with goal of zero

" During the height of the COVID-19 harm.

pandemic, there was a rapid increase of
patients requiring tracheostomies.
There were challenges with timely
suture removal and management of

moisture from secretions which led to rimary Secondary oecific W Conclusion:
skin breakdown. Drivers Drivers Changes <2 Patients
un

Pressure Injuries

" Add checklist to policy and
implement enterprise wide.
March =" Anticipate COVID resurgence

Vi M . . . .
o | [Communication | - Acd e St " Interdisciplinary rounding decreased
o . i ion | amongst teams | tracheost Apri unknown . :
Study Population: Decrezse | forsuture | checklist& N patient harm, improved safety and
) Incidence of Protective removal suture removal ay unknown
= 366 tracheostomy adult patients at Tracheostomy [\ dressing under | \ ————— to policy June 108 staff knowledge.
Pressure ange tor weekly |,
NewYork Presbyterian Weill Cornell njuries pressure & acheostomy roreeti July 141
. Moisture roundas dressing on A t
|V|€dlca| Center. tracheostomy HBUS 117
Increase Staff Apply protective | . i "
Tracheostomy knowledge drefTsing under | ;lze;t:Tn _ O btu rator at bedSIde Im p rOVEd by 93(y REfe re n Ces 0
o Bedside Safety Standardized ange on i (o Bonvento, B., Wallace, S., Lynch, J., Coe, B., & McGrath, B. A. (2017).
P ro b I e m State m e nt . Equipment |, tanadaljlt y insertion :ZS?p?ﬁesjtfety . . Role of the multidisciplinary team in the care of the tracheostomy
: : Compliance | tracheostomy education = Back Uup trach at bedside ImprOVEd by patient. Journal of Multidisciplinary Healthcare, 10, 391-
" For adult patients with a tracheostomy, checklist rachemsomy | +Tracheostomy 0% 398. https://doi.org/10.2147/IMDH.5118419.
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does implementing interdisciplinary e ] | e | g in place i N 4t v st o e,
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Rounds Maydick-Youngberg, D., Francis, K., Liao, J., & Kaplan, S. (2020). An

checklist improve the presence of
tracheostomy safety equipment at
bedside and decrease the incidence of
tracheostomy pressure injuries (TPIs)
from June through August 2020?

evidence-based interprofessional collaborative practice approach to

decrease tracheostomy-related pressure injury. Medsurg

n=366 Nursing, 29(3), 189-191,218.
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Beyond ABCs- An Interdisciplinary Approach to Preventing Tracheostomy
Related Pressure Injuries

During the COVID-19 pandemic at New York Presbyterian Weill Cornell Hospital, there
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