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#IMPACT-ICU  Objectives & Aims

= |ntegrate palliative care into the ICU by training
and supporting bedside nurses

= Targeted 2 ICUs in each of 5 University of
California Medical Centers (2013-2015)

Aims:
1. Train ICU bedside nurses to facilitate palliative
communication among families & clinicians

2. Support beside nurses In identifying and
addressing patients’ palliative care needs



# IMPACT-ICU Components

» 8-hour long small group workshop
e 527 nurses completed over 2-years
* Role-play: Palliative care communication

Communication
Workshop

» Advance practice nurses and educators

 Mentored bedside nurses to assess and
address palliative care needs

Rounding In
Target ICUs

» Multidisciplinary coordination of palliative
care in ICU

Act on nurses’ identification of needs

Integration into
|ICU Processes &




Barriers to Implementation

= Expanding scope of palliative care
» |s for all patients with serious iliness

» Provided by all clinicians, not only by
specialist consult teams

= |dentifying and addressing needs of

patients with diverse diagnoses:

» Medical, post-surgical, cardiac, oncologic,
neurologic, transplant



Approach to Overcome Barriers

WIVIIE
specialty
and multi-
disciplinary Partnering
teams with
clinicians in
target units

Mentorship
from CHQI

and campus
leadership

Focusing on
patient and
family needs

Collaborating
with related
efforts In
target units



Sustainability & Ongoing Work

" Tralned teams continue education &
support of bedside nurses at each center

= UC-wide palliative care collaborations

= Further expansion of IMPACT-ICU
» Other academic centers
» Videos & Website
» California Public Hospitals
» Professional Society Partnerships
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Current Model of Perioperative Care
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Audit of compliance
outcomes

Perioperative

oral nutrition
Early removal
of catheters

Stimulation
of gut motility
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Prevention of nausen m—)
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analgesics/NSAIDs /
Routine mabilisation /

care pathway

Warm air body
heating in theatre

Mid-thoracic epidural
. s anesthesia/analgesia
Pre-admission No nasogastric tubes
i Prevention of nausea and vomiting
cmmselhng Avoidance of salt and water overload
Early removal of catheter

Preadmission counseling

Fluid and carbohydrate loading
No prolonged fasting
No/selective bowel preparation
Antibiotic prophylaxis
Thromboprophylaxis

No premedication

Intraoperative

No bowel prep Eraly oral nutrition
Non-opioid oral analgesia/NSAIDs
g Early mobilization
Fluid and Stimulation of gut motility
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/ no fasting 0
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No premed
/ Short-acting anesthetic agents
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Timeline

Historical - Prospective Study
Quasi experimental Design

Pre Test Post Test
Knowledge Knowledge

(R—




Pre implementation {n =
128)

Post implementation {n =
203)

p value

Odd Ratie (95 % Cl)

Primary Outcome
LOS5 in the hospital (nights)

LO% in the hospital Log transformed {nights)

Secondary outcomes
LOS in the ICU (nights)

LOS in the ICU {Log 1+ LOS ICU) {nights)

PRBC transfusion - no. (%)

Units of PRBC transfused per patients transfused {n}
Extubation within 6 hours after surgery - no. (%)

NSQIP complication - no. (%)
Type of complication - no. (%)

Atrial fibrillation

AK]

Delirium

DvT

lleus

Mvocardial infarction

Stroke

Prieumonia

Sepsis

551

UTI
30-days readmission - no. (54)
30-days mortality - no. {%)

10 [6 - 16)
2.31£0.62

1[1-3]
0.97 + 0.98
56 (43.8)
2[(1-4]
102 (79.7)
50 (39.1)

0 (0.0)
2 (1.6)
0 (0.0)
4(3.1)
3(2.3)
0 (0.0)
4(3.1)
11 (8.6)
0(0.0)
21 (16.4)
6 (4.7)
35 (27.3)
1 (0.8)

715-11]
2.03 +0.57

1[0-2)]
0.72 + 0.68
65(32.2)
2[1-3]
174 (B6.1)
50 (24.8)

1(0.5)
2(1.0)
1(0.5)
3(1.5)
11 {5.4)
2(1.0)
2(1.0)
7(3.5)
1(0.5)
17 (8.4)
5(2.5)
38 (18.8)
2(1.0)

0.00005%

0.004*
0.04%=
0.345
0.1254
0.0074

0.64 (0.37 - 1.10)

0.56 (0.32 - 0.97)
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Spotlight News Profile Issues Did you know? In the media Impact

CATEGORY: Spotlight

UC innovation grants produce healthy returns

September 17, 2014. Tags: Innovation, Patient care

Report finds return on investment of more than 5 to 1.

o A projectat UC Irvine reduced the median length of stay for high-risk abdominal surgery patients by two
days, resulting in fewer complications and projected annual savings of $816,000 (Maxime Cannesson).

o The 2012 UC San Diego colorectal postoperative program reduced length of stay by 4.5 days for high-
risk surgical patients and 0.9 days for moderate-risk patients, resulting in projected annual savings of
$553,000 (Elisabeth McLemore).
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-//. ENHANCED RECOVERY

Latest News

The American Society for Enhanced Recovery
was officially founded on October 10th, 2014 in

The American Society for Enhanced Recovery (ASER) was founded in 2014. It is a nonprofit organization with an New Orleans, LA in conjunction with the 2nd
international membership, and is dedicated to promoting the practice of optimizing patient preparation and recovery ERAS USA conference.

throuah education and research.

Mission

To advance the practice of perioperative enhanced recovery, to contribute to its growth and influence, and to foster and

encourage research, education, public policies and programs and scientific progress.
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CRITICAL SUCCESS FACTORS

e EXECUTIVE AND CLINICAL CHAMPIONS AND LEADERS

¢ SURGEON, ANESTHESTIST, NURSE, AND EXECUTIVE
MANAGEMENT ARE ESSENTIAL

* CONSENSUS BUILDING DURING INTRODUCTION OF THE
ERAS PROGRAM

e CONTINUOUS, ROLLING EDUCATION OF STAFF, JUNIOR
DOCTORS AND OTHER MEMBERS

* VALUE OF FEEDBACK TO CLINICAL TEAMS
* TESTING ON A SMALL SCALE
* ERAS PROGRAM WILL FAIL WITHOUT TEAM WORK

e MEASUREMENTS AND AUDIT ARE ESSENTIAL
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UC-Wide VTE Prevention Effort
Progress and Lessons Learned

Greg Maynard MD, MS, MHM
CQO, UC Davis Medical Center



UC Collaborative to Reduce HA VTE
Project Leaders

UCSD
Greg Maynard, lan Jenkins

UC Irvine
Alpesh Amin

UC San Francisco
Andy Auerbach, R Khanna

UC Davis
Richard White, Greg Maynard (again)

UCLA
Nasim Afsarmanesh



Specific Aims for adult medical / surgical /
ortho /7 oncology population

Objectives:
Maximize the quality of VTE prophylaxis

Reduce incidence of HA VTE at UC hospitals
by at least 20%.

Build a UC wide VTE QI collaborative
Measure the quality of VTEP and VTE outcomes
Intervene to improve quality of VTEP

Cooperatively collect data on HA VTE and post
discharge VTE, serve as focal point for related
research / QI efforts.



Collaborative infrastructure

Interactive webinars with screen sharing
E-mail
Dropbox for sharing of non-PHI related tools

Common project management tools
Common measures with REDCap and UHC data

Emulate Society of Hospital Medicine “Mentored
Implementation” programs



Measures

Adequacy of VTE prophylaxis and prophy patterns
Audits of 30 non-ICU and 15 ICU patients / month

HA VTE rates — UHC data, including patients
readmitted within 30 days of prior hospitalization

Surg vs Med, Cancer related vs non-Cancer
DVT vs PE

Calf vs more proximal DVT
Concurrent risk assessment / measures aka
measure-vention
Adherence to prescribed prophylaxis
Order set utilization, TJC core measures, etc.



Interventions

Standardized VTE risk assessment embedded in order sets
Common principles, but not identical at each site

Active surveillance / measure-vention

Education, audit and feedback

Measure / improve adherence to mechanical prophylaxis
Improve coding and Doppler / US inconsistencies

Innovations at each site
Optimizing use of PICC lines

Dynamic risk assessment at UC Davis with Moore Foundation help
Activity / mobility

RCA driven interventions / insights



» RESULTS

Total - CY 2011 vs 2014

Calendar Year 2011 2014

Adult Inpatients 73,941 79,565
Leg DVT and PE 667 546
(363 PE, 304 DVT) (309 PE, 237 DVT)
% w/ VTE 0.90 0.69

Adequate VTE prophylaxis reached 89% by 2014
23.9% relative reduction in leg DVT / PE in 2014 vs 2011
Equivalent to averting 81 PE and 89 DVT per year

Annual cost savings $2 million / year



Cancer i1s a dominant risk factor
Journal of Hospital Medicine Vol 11 S2 December 2016
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Variable baseline and improvement
Journal of Hospital Medicine Vol 11 S2 December 2016
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UC Wide DVT Prevention Collaborative
Successes

Successful in preventing leg DVT / PE
Designated CDC HA-VTE Prevention Champion
Three publications

Results sustainable

Methods shown portable to other large health
systems

Sustainable thus far



Challenges

Variable baseline and results
Medical Patients
Measures

Five cooperating hospitals, different systems

Competing health system (Dignity) achieved even
better results across 9 medical centers (more
efficiently than we did)



University of California
CHQI Colorectal Collaborative

Michael J. Stamos, MD FACS FASCRS

Interim Dean
Professor of Surgery
John E. Connolly Endowed Chair
University of California, Irvine School of Medicing
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Background

» Colorectal surgery (CRS) is commonly performed for
benign and malignant disorders, and carries significant
morbidity and mortality.

» The University of California (UC) Colon & Rectal
Surgery Collaborative comprises the CRS services of
the five UC medical campuses.

» Significant variation was seen in all the outcomes of
CRS across the UCs, implying opportunity to adopt
“best practices” that could improve the overall quality
of CRS care at UC health.

32 February 2017 UC Irvine Health



Purpose

» Collaborative of the 5 UC Health campuses to target
delivery of care at the preoperative, intraoperative
and postoperative levels by adopting new colorectal
care bundles and patient education processes

» Improve outcomes(NSQIP) and patient satisfaction-
Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS)]

33 February 2017 ‘-- UC Irvine Health
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Data collection from American College of Surgeons
National Quality Improvement Program (NSQIP)

> Nationally validated risk-adjusted outcomes-based program to
measure quality of surgical care

» Creation of Collaborative Agreement between the 5 sites to
collect aggregate UC Colorectal Surgical Data

» Data collection performed by each site’s NSQIP Site
Coordinator(s) (SCR)

» SCRs to submit colectomy/proctectomy data quarterly to UCI

35 February 2017 :f UC Irvine Health



UC CHQI Percentile Rank of Collaborative Hospitals

COLORECT Mortality
COLORECT Morbidity

COLORECT Length-of-Stay
COLORECT ROR

COLORECT Readmission

3% February 2017

(UCl)

Baseline 07/01/2013-06/30/2014

lo-e0—@ Ol
) o0—O0O e
~-@®——O o O |
o) o) OO0 —
ap O @0

0 10 20 30 40 50 60 70 80 90 100

@® uc

O Other UCs

@@ uCIrvine Health



Key Objectives

Improve quality of health care delivered
to high-risk CRS patients

Early risk-assessment and improved

communication with patients

Anticipation and prevention of
readmission following surgery

37 February 2017

@3 ucirvine Health



Study time line

Baseline: Transition: Full intervention:

7/2013-6/2014 7/2014-6/2015 7/2015-6/2016

38 February 2017 UC Irvine Health



HCAHPS

» Preoperative UC education videos
e Educating patients about their planned procedures

* Increasing the patients’ knowledge level, reducing their
anxiety, and improving their self-care

39 February 2017 *a:« UC Irvine Health



Post discharge questions

1. “During this hospital stay, how often did doctors explain things
in a way you could understand?”

2. “During this hospital stay, did you get information in writing
about what symptoms or health problems to look out for after you
left the hospital?”

3. “During this hospital stay, staff took your preferences into
account in deciding what your health care needs would be when
you left”

4. “When | left the hospital, | had a good understanding of the
things | was responsible for in managing my health (Assesses
recovery post-discharge)”

a0 February 2017

& UC Irvine Health



Patient Satisfaction Results

Information regarding
symptoms/problems to look for

Good understanding of managing my
health

ucb UCSF UCsD
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Doctors explained things in a way
understood
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NSQIP Post op Outcomes
Overall Morbidity
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Readmission Within 30 Days

UCSD UCLA UCSF

m07/13-06/14 07/15-06/16

44 February 2017 i : UC Irvine Health



Return to Operating Room Within 30 Days

UCD UCSD UCLA

m07/13-06/14 07/15-06/16

45 February 2017



NSQIP Post Operative Outcomes

Length of Stay

Median (Days)

ucb ucCsD

® 07/13-06/14 07/15-06/16




UC CHQI Percentile Rank of Collaborative Hospitals
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Conclusion

Why did we not move the dial further?

» High baseline performance/inability to decipher
reasons for variability

» Population differences and imperfect risk adjustment
» Changes in division leadership

» Lack of institutional commitment and inadequate
support

> Bandwidth

48 February 2017 UC Irvine Health



Conclusion

Upside?
» Improvement in LOS and patient satisfaction
» Sharing of best practices
» Collaborative interactions
» Adoption of ERAS

> Interest in clinical research

49 February 2017 ' UC Irvine Health
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