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Session Objectives

After this presentation you will be able to:

Understand the paradigm shift to value-based care

|dentify areas of opportunity for improvement using
clinical and financial data

Design and apply an improvement plan
Create a structure for sustainability



Introductions MM

Presenters:

Amy Lu. MD, Senior Medical Director of Clinical Effectiveness and
High Value Care

Rika Ohkuma, MD, Senior Quality Consultant

Purnima Krishna, MSN, RN, Senior Quality Consultant
Alicia Wilson, BSN, RN, Quality Consultant

Participants introduce themselves:

Name
Role & Institution
Examples of your institutiondos V:



Agenda

Time
8:30a9:00a
9:00a9:10a
9:10a10:00a
10:00a10:30a
10:30a11:10a
11:10a11:20a
11:20a12:00p

Agenda ltems

Introduction

BREAK

|dentify Areas of Opportunity

BREAK

Problem Analysis, Scoping and Design
BREAK

Implementation, Monitoring and Sustainability



Stanford Health Care

With locations in Palo Alto, California and
across the San Francisco Bay Area,
Stanford Health Care (SHC) Is
internationally recognized for its expertise
In areas such as Oncology,
Neurosciences, Cardiovascular Health ar
and Organ Transplantation, as well as for Sgg
translating important medical
breakthroughs into patient care.

Key Statistics:
Level 1 trauma center
Licensed Beds = 613
Operating Rooms = 49
Faculty Physicians = 2,000 @R Stanford
Residents/Fellows = 1,200 AEALTH CARE

STANFORD MEDICINE



Part 1: Introduction

1-1 Value-Based Care
1-2 High Value Care Team
1-3 Use Case




What Is Value-Based Care?

Moving from quantity of care to quality of care

Alternative and potential replacement of fee-for-service
reimbursement

Resourceshttps://cms.gov



Introduction to High Value Care Team

Dedicated to improving clinical outcomes
Develop evidence-based clinical pathways
Reduce practice variability
mprove patient experience
mprove patient safety
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Project Example: Pancreatectomy

Pancreatectomy procedures
Goal to reduce postoperative LOS

Method:

Comprehensive financial and quality
analyses

NSQIP* Financial Data

* NSQIP: National Surgical Quality Improvement Program

After the
~ Whipple Procedure
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Clinical Care Pathways
WHIPPLE CLINICAL PATHWAY 2/2

Inpatient post-operative care: Floor (E3) Target LOS = 7 days

N p 3 3 FSBG
POD O Transfer ;g;{n(;i' ;::;2 E:I:V:r -I;:;:T"Sna: Esif:fr Acetaminophen Pepcid 20 g‘ggoiecp;g Fistula prophylaxis: Octreotide 200 g6hrand
to E3 ) 650mg PO gbhr mg IV BID mcg I\ q8 per surgeon preference
° blood loss or high risk pt retention A i and 5CD £V qsp fgeonp 155 PRN
Sit in chair or dangle
at bedside at least Head_—crf—bed
elevation = 30°
1x
Dail Labs - Acetaminophen 1 gm Ketorolac 15mg q6hr x 72 hrif Restart IVF:
weaié:l (CBC, Terazosin 1 PO g6hr on ongoing needed and renal function home meds D5k
CMP) me basis permits (PRN) with sips @75
Walk at least 4 laps Goal: Out of bed to chair in AM. Up in chair OT/PT evaluation if age =70 years or if Foley Removal POD
around nursing unit 3-5x/day. OOB every 6hr/day patient BMAT score is 1-2 2: If no epidural in
place
Daily Labs only if needed, Terazosin Clear IVF: Endocrine Diabetes Education 0OB 6hrs/day. Walk 3-4 times Initiate ADLs
rEht hypotension, arrhythmia, 1me liquids 200 D5 % consult if FSBG consult if needed in the hall. Walk at least 8 laps standing at the
tachycardia or borderline UOP ccfshift @ 50 elevated (place separate order) around nursing unit sink
. Change from . 5 Check JP Amylase. For low risk Foley Removal POD 3: If
m \ﬂ?llzt Pepcid IV to IVF: TKO Clear I"if:;gié?_?r Io[';f shift patient with nl JP amylase, IPs :Urilll:r?; I:jrs;:zllf::;: epidural and Low Risk for
E Protonix PO + can be pulled g retention
POD 4 Obtain labs PRN Loyt ﬁ(;o '."gfp?qﬁhrl Oxycodone Begin approval for extended VTE D/C Octreotide if had
and daily weight onangoing fxa:ls frirena PO prophy (28 days L ) been ordered
. Full liquids + IMPACT Walk at least 16 laps Shower education Begin training if home glucose
Remove epidural TID around nursing unit with OT monitoring anticipated.

Procedure-Specific Pathways

3 phases represented within each pathway:
Pre-operative
Intraoperative
Postoperative




Electronic Medical Record (EMR) 12
Optimization

Procedure-specific order set development

Signin @) Stanford 51 CONNECT fo)

QOrder Sets

IP SUR Whipple Postop &
e = NEWS ‘ORGVA‘NIZATION RESOURCES
- Whipple Procedure ERAS Pathway i

High Value Care

WHIPPLE CLINICAL PATHWAY 1

2-4 weeks Prior to Surgery

Prehab: Encourage

Link in order sets to the
clinical pathway

Surgery Clinic RN: Discuss Care Map with Patients & Set Surgery Clinic RN:

Expectations (7 day hospitalization) with stress on mobility after walking an extra Order Tumor Markers
surgery, progression each day, and benefits of moving mile a day (CEA and CA-19)
Surgery Clinic RN: Complete nutrition Registered Dietician: Complete nutrition Visit to Anesthesia preop
screening to identify patients with assessment for patients with significant protein- done (CBC, CMP, Coags (F
significant protein-calorie malnutrition calorie malnutrition & optimization plan Type & Screen, Ty
Day before idi idnight;
y Chlorhexidine 2 ottles Ensure Pre:Surgery, (2002) No fo.od 'after r'nldnlght, Clear
Surgery shower liquids as instructed
Day 0: Pre- Chiorhexidine 1 bottle Ensure Pre-Surgery (100z), All Pancreatectomy patients — Get oklinal oeTAD
finish 2 hours before coming to baseline blood glucose in pre-op and P
op shower : e 3 placed
hospital communicate value to Anesthesia team

| perative Milestones




EMR Optimization
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Procedure-specific order set development
Activity, nutrition and medication specific panels

¥ General

v Clinical Pathway - g ~ Nutition

Care Path Eligibility
@ Details

w Activity
OOB/Up In Chair
Routine, TID First occurrence Today at 1300 Last occumrence Tomorrow at 0900 for 1 day, Goal POD 0 - Sit in chair or dangle at bedside at le:

OOB/Up In Chair
Routine, TID First occurrence Tomarrow at 0900 Until Specified, Goal - Sit in chair between walks.

Ambulate With Assistance
Routine, 4 TIMES DAILY First occurrence Tomorrow at 0800 Last occurrence Tomorrow at 2000 for 1 day, Goal POD 1 - Qut of bed to chair in

Ambulate With Assistance
Routine, 4 TIMES DAILY First occurrence on Thu 8/23 at 0800 Last occurrence on Thu 8/23 at 2000 for 1 day, Goal POD 2- OOB 6 hr/day. Wal
sink,

Ambulate With Assistance
Routine, 4 TIMES DAILY First occurrence on Fri 8/24 at 0800 Last occurrence on Fri 8/24 at 2000 for 1 day, Goal POD 3 - OOE 6hr/day. Walk 2

Ambulate With Assistance
Routine, 4 TIMES DAILY First cccurrence on Sat 8/25 at 0800 Last occurrence on Sat 8/25 at 2000 for 1 day, Goal POD 4 - Q0B Ghrs/day. Wa
education with OT.

Ambulate With Assistance
Routine, 4 TIMES DAILY First occurrence on Sun 8/26 at 0800 Last occurrence on Sun 8/26 at 2000 for 1 day, Goal POD 5 - OOB 6hr/day. Wa
discharge by PT/OT. DME equipment ordered as needed.

Ambulate With Assistance
Routine, 4 TIMES DAILY First occurrence on Mon 8/27 at 0800 Last occurrence on Tue 8/28 at 2000 for 2 days, Goal POD 6 and 7 - Q0B 6hr/t
confirm home services and equipment.

Diet NPO
Type: STRICT
CONTINUOUS starting Today at 1030 until Tomorrow for 1 day

Diet NPO
Type: NPO EXCEPT SIPS WITH MEDICATIONS
CONTINUOUS starting Tomorrow at 0000 until Tomorrow for 1 day

Diet Clear Liguid
Liquid Consistency: Thin
Is the patient a candidate for Room Service? Yes, Room Service
Nursing Instructions: Please limit clear liquids to 200 mL/shift
CONTINUOQUS starting Thu 8/23 at 0000 until Fri 8/24 for 2 days

Diet Oral Nutritional Supplements
Supplement type: Impact Advanced Recovery
Number of Impact Advanced Recovery: 3
CONTINUOUS starting Fri 8/24 at 0000 Until Specified

Diet Full Liquid
Liquid Consistency: Thin
Is the patient a candidate for Room Service? Yes, Room Service
CONTINUOUS starting Sat 8/25 at 0000 until Sat 8/25 for 1 day

Diet Post Surgical - Step One
High Lactose Dairy Allowed? Yes
Liquid Consistency: Thin
Is the patient a candidate for Room Service? Yes, Room Service
CONTINUOQUS starting Sun 8/26 at 0000 until Sun 8/26 for 1 day

Diet Regular
Food Consistency: Solids
Is the patient a candidate for Room Service? Yes, Room Service
Liquid Consistency: Thin
CONTINUOUS starting Mon 8/27 at 0000 Until Specified
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Automated Dashboard

Median LOS - DIS-Panc Lap/Robotic Median LOS - DIS-Panc Open Median LOS - Whipple
8 - -10 6
] - ¢ 5 [}
g = w 5 w
E S 54 S 5 8
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2 v £ o = = E S D 2 % O s = & A L 0L oz T oL L TLTITOLon
5 & g v = & S =2 3 w 2 o E = B S =2 = B 2 2 £ & ES 2 2%
= =S 4L =g =535 " Fw @ 22 3= 323 &0 §gg£§$§—'§ﬁ&'£°
veumne [l Mes st W veume [l Mess - vetume [l Medan LOS 1 -
M=dian # days patient spent in hospital (Length of stay is discharge - admit). Patients may not be eligible for pathway or may fall off during the post-op recovery phase due to: onset of intra-op complications, a GI5T/sarcoma diagnosis, ar
due to 3 nan-elective admission or surgery. The baseline median LOS for esch procedure was based on 3 21-manth time peried (September 2014-May 2018). Procadure specific statistics are as follows: Whipple procedure — medisn LOS
was 109 (n=150); Distal’Subtotal Pancreatectomy (Open) — median LOS was 8.2 (n=57); Distal'Subtotal Pancreatectomy (Lap/Robotic) — median LOS was 3.2 (n=40).
Discharge Target Rate IntraOp Metrics Order Set Utilization
100% - 100% - 100% -
& 80% - \ 80% — 80% - A
o 0% - o 60% - L 60% -
E 2% - 0% - g a0 -
= o - 20% -
20% 200 - 5
0% — N N N 0% — T T T — T T T T
o
ceegeewereres oo TTsIeIsITTLQOCS
2 268 5 523 Py T T T T T T T TTToToT E $ Ef§ 5 EF 532 8 § 8
23235 &= 232°53 § o 2 § 5 £ 5 58532 ¢ % = s SLf=ag=8° 3% a4 °
= & 5 u E Q2 E S " g owm ©
D/s-Pane i . . DiS-Pane M D/S-Panc Open Whipple
Lap/Rebotic M D/S-Panc Open 1 Whipple B POHV Rate W Multimodal Pain Rate Lap/Robotic
%, discharged by target date. LOS targets — Whipple: 7 days; DVS-Panc POMV shows the rate of administering postogerative nausea and vomiting # patients wihers P?EH’P Whipple, DistalSubtota| Fancreatectomy (Open
Dpen: § days: VS Panc Lap/Robotic: 2 days. Rate goals: 50% of Whipple: {FOMNV) meds in the OR. Multimadal Pain rate the rate of adminissering Apprazch]. or Distal/Subtot=] Fancretectamy (Lap/Robote Approach) order
80% of DS-Panc Open; TO% of /S Panc LapMobotic narcotics and 2+ other pain med groups in the OR. setwas used, respectively. as % of total procedures by category.

Report Created: 11/20/18 1:14:40 PM GMT-03:00

Confidentiality Notice: The information contained in this report may be privileged, confidential and protected from disclosure. If you are not the intended
recipient. any use, disclosure, distribution or copving of anv portion of this report is strictly prohibited. ‘ics dashboaro
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Total LOS Distribution

12 -+ 10.9
10 -
8.2
8 - /
5.5
6 -
4 3.2
2
2 | j
O T T T T T 1

Whipple  Whipple Open Open Lap Lap Post
Baseline Post Baseline Post Baseline

Results:
35.8% LOS reduction Whipple (median)

32.9% LOS reduction Open (median)
37.5% LOS reduction Lap/Robotic (median)

Readmissions:
Baseline: 17.6%
Post-Implementation: 10.4%

#HIFORUM




BREAK TIMEO min
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Part 2: Identify Areas of Opportunities

2-1: Data Extraction

2-2:. Baseline Evaluation

2-3: Discuss Scope with Clinical Team
2-4: Align with Institutional Strategy
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Part 2: Identify Areas of Opportunities

Annual Impact and Feasibility o | '
- Ad hocrequest !
[ Assessment ] &= | i

from clinical team

e it >

[ Discuss Scope & Analysis with

Clinical Team

‘| I Review with LOS Management
J Guidance Team

0% [ Project Planning & ]

'd Implementation
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Part 2-1: Data Extraction

Data Source (\b
Electronic Medical Record (Clinical Data) ‘
Billing Data

National/Society Benchmark

Partner with
Clinical and Business Analytics
Decision Support Service

Electronic Medical Record System Team
Clinical/Registry

(L



Part 2-2: Compare with Benchmark

National Benchmark ‘
Source: Vizient Data /M
Important values to consider

Patient Volume
Length of Stay Observed to Expected Ratio (LOS Index)

Direct Cost Observed to Expected Ratio (Cost Index)
Mortality Observed to Expected Ratio (Mortality Index)

Methodology
Index = Observed hospital average over expected national
average. Exclusions: nonviable neonates, hospice, normal
newborns, and bad data.
Risk models are based on combinations of Medicare severity
diagnosis related group (MS-DRG) grouping, age ranges, and
select diagnosis and/or procedure codes to adjust for patient
comorbidities.
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Part 2-2: Use Benchmark to Rank

Practice Data
Calendar Year 2017 Benchmark Score
Annual Direct Top 3 Priority
Inpatient| LOS Cost |Mortality Total in your
Inpatient Cases Cases Index | Index Index Volume LOS Cost Mortality | Score Institution
Bone Marrow Transplant L83 1.4 1.4 1.3
Cardiac Surgery 1,453 1.6 2.6 0.8
Cardiology 1,178 1.0 3.8 0.7
General Medicine 4,421 0.9 1.2 0.9
General Surgery 2,843 1.1 0.7 0.9
Neurology 817 0.7 1.0 0.7
MNeurosurgery 1,845 1.3 1.1 1.3
Orthopedics 2,981 1.2 1.6 1.7
Otolaryngology 627 0.9 13 0.9
Plastic Surgery 284 0.8 1.2 1.0
Psychiatry 804 1.1 15 0.6
Thoracic Surgery 522 1.0 13 15
Transplant Services 684 1.0 1.6 1.0
Trauma 433 0.9 1.4 0.9
Urology 687 1.2 0.9 11
Vascular Surgery 498 1.5 1.5 0.8

How to interpret this data?
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Part 2-2: Create Composite Score

Practice Data
Calendar Year 2017 Benchmark Score
Annual Direct Top 3 Priority
Inpatient| LOS Cost |Mortality Total in your
Inpatient Cases Cases Index | Index Index Volume LOS Cost Mortality | Score Institution
Bone Marrow Transplant L83 1.4 1.4 1.2 1 1 1 1 "4
Cardiac Surgery 1,453 1.6 2.6 0.8 2 2 2 0 " 6
Cardiology 1,178 1.0 3.8 0.7 2 1 2 0 i 5
General Medicine 4,421 0.9 1.2 0.9 2 0 1 0 '
General Surgery 2,843 11 0.7 0.9 2 1 0 0 Fo3
Neurology 817 0.7 1.0 0.7 1 0 1 0 ro2
Neurosurgery 1,845 1.2 1.1 1.2 2 1 1 1 ' s
Orthopedics 2,081 1.2 1.6 1.7 2 1 1 1 i 5
Otolaryngology 627 0.9 1.3 0.9 1 0 1 0 ro2
Plastic Surgery 284 0.8 1.2 1.0 0 0 1 1 ro2
Psychiatry 804 1.1 1.5 0.6 1 1 1 0 F o3
Thoracic Surgery 522 1.0 1.3 1.5 1 1 1 1 "4
Transplant Services 684 1.0 1.6 1.0 1 1 1 1 "4
Trauma 483 0.9 1.4 0.9 0 0 1 0 !
Urology 687 1.2 0.9 1.1 1 1 0 1 i 3
Vascular Surgery 498 1.5 1.5 0.8 0 1 1 0 ro2
Scoring Tips

1. Volume : "< 500" 0 point, "500-1000" 1 point, "1000 <" 2 points

2. Length of Stay Index : "< 1.0" 0 point, "1.0-1.5" 1 point, "1.5 <" 2 points
3. Direct Cost Index : "< 1.0" 0 point, "1.0-2.0" 1 point, "2.0 <" 2 points

4. Mortality Index : "< 1.0" 0 point, "1.0-1.5" 1 point, "1.5 <" 2 points
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Part 2-2: Choose Three to Prioritize

Practice Data

Calendar Year 2017 Benchmark
Annual Direct
Inpatient| LOS Cost |Mortality

Inpatient Cases Cases Index | Index Index
Bone Marrow Transplant L83 1.4 1.4 1.2
Cardiac Surgery 1,453 1.6 2.6 0.8
Cardiology 1,178 1.0 3.8 0.7
General Medicine 4,421 0.9 1.2 0.9
General Surgery 2,843 11 0.7 0.9
Neurology 817 0.7 1.0 0.7
Neurosurgery 1,845 1.2 1.1 1.2
Orthopedics 2,981 1.2 1.6 1.7
Otolaryngology 627 0.9 1.3 0.9
Plastic Surgery 284 0.8 1.2 1.0
Psychiatry 804 1.1 1.5 0.6
Thoracic Surgery 522 1.0 1.3 1.5
Transplant Services 684 1.0 1.6 1.0
Trauma 483 0.9 1.4 0.9
Urology 687 1.2 0.9 1.1
Vascular Surgery 498 1.5 1.5 0.8

Volume

=3

S | D e | D | R | BB | B

LOS

A= - - R G R - R - R R

Score

Cost

=3

=G R R R R R G R =R R

Top 3 Priority
in your
Institution

Total

Mortality | Score
1 "4
0 " 6
0 " 5
0 "3
0 F o3
0 "2
1 " 5
1 " 5
0 "2
1 "2
0 "3
1 "4
1 "4
0 !
1 "3
0 "2

Goal: Identify High Impact Area (Volume, LOS, Cost and Mortality)
Discuss the reason of your choice




Debrief
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Part 2-2: Select Initiatives

-------------------------------
llllllllllllllllllllllllll

. 10 . : o o :
: Feasibilit : I srgeensesssseressssssessssessesnne,
...... Phase 1 S . ATCT'Surgery: CABG
9 e ® : : A CT Surgery: Valve
RS : : A Heart Failure
X LA KidneyUT!
o 7 o [
» A Leukemia/Lymphoma
Q A Trauma
S
¢ ° ¢ 5 A Sepsis
@ 5 @ o
0 1 2 3 4 5 6 7 9 10
o 4 o o
3 [ o
o 2 o o o
1

Split into multiple (iohases to outline implementation plans
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Part 2-3: Discuss Scope with Clinical Team

Partner with clinical teams .9
High Value Care team to speak with each clinical team ...

Further analyses based on discussions/gquestions
Set scope, expectation and timeline

Sample Timeline

Mid-late
87 f 2 1/ 143  orlan2019
I:— Sep Oct Nov Dec : Jan —I
Mesting Aesting Meeting Meeting O5CoR Mer;e!s EPIC
LIVE target

Clinical Team: @Q\'g

identify Target Cohort

Clinical Team: Draft a Care EPIC/HVC: Order Set Build

HVC-Detailed Analysis By || o | roamyHVC: Finalize a Care Pathuay

agreed Procedure Categories Mew Care Path
clinical Team/HVE: Finalize Procedure HVC: 30 Day Progress
Categorization and Target LOS Follow Up
CBA/HVC: Build Automated Reporting
and Manitoring systems
Next steps:

Initial engagement is a key to success



Part 2-4: Align with Institutional Strategy

Alignment with institutional strategic plan
Obtain approval from Tier-4

Present projects to guidance team
2]

Human Centered High Value Continuum of Evidence
Care Based



BREAK TIMBO min
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Part 3: Project Deployment

3-1: Problem Analysis, Scoping
3-2: Design

3-3: Implementation

3-4: Monitoring & Sustainability



Map to Implementing a Care Pathway o

1. Initial Design,
Scoping, Target 2. Detailed
Cohort Data Analysis
Identification

3. Literature

4. Pathwa
Y Review, Research

Development

OpghlzizﬂaF:ion 6. Automated Data
Dashboard
(Order Sets, etc.) ashboar

8. Patient

9 [teration/ Education Materials

Sustainability Plan 7. Initial
Implementation

Keep Going!
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1. Initial Design,

Problem Analysis & Scoping [t

CABG & Valve Procedures

CABG and Valve patients have longer length of stay as
compared to like institutions.

A recent increase in surgical volume ( 80% in last 4 years),
iIncluding a rise in patients with a lower risk surgical profile, has
created capacity issues.

The longer LOS impacts operational cost and effects throughput.

Goal: Improve patient throughput of less complex cases
(Isolated CAB/Valve)i clinical pathway
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2. Detailed

Detailed Analysis

Procedure Category Surgical Approach ABC ST5- Like Proposed ABC Proposed ICU
(One year volume) {2016 volume) Post- Post- Post- Total ICU LOS Target
Procedure Procedure Procedure Days
LOS (Median)  LOS (Median) LOS Target®  (Median)
Isolated CABG Open ] ] 6 2 2
Minimally Invasive 4 4 15 1
Isolated Aortic Valve AVR Full sternotomy 7 ] 7 3 2
Valve Minimally Invasive 7 7 3 2
Ay -
Mitral Valve MVR Full sternotomy 10 g g 4 4
Minimally Invasive 7 3 3
MV Repair | Full sternotomy 8 5 7 2 2
Minimally Invasive b 2 2
Aortic & Mitral AVR +MWR | Full sternotomy 11 10 4 4
AVR + MY Full sternotomy 8 7 & pi
Repair
CABG+ AVR+ CABG Full sternotomy 9 7 8 4 3
single Valve
MWVR+ CABG 17 10 14 g 6
MVr+ CABG 9 7 8
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2. Detailed

Cause & Eﬂ:eCt D|agram Data Analysis

Process System

Delay in placement to Capacity issues

SNF, LTAC

Unable to stratify patients by risk
Multiple follow-up
by cardiac rehab team
Waiting for placement of
permanent pacemaker

—

Lack of RN participation RN Staffing Policy

Delay in choosing SNF by family ¢— int B
in team rounds

Increase in volume of patients

Unclear expectatiofis of Order sets not aligned "40% since 2013
family Lack of alignment with Lack of opportunities
Inefficient overnight Ancillary services (Echo, CT) for team building
i : de-escalation/ progression
Waiting for insurance ! . .
authorization v of ptin E29 Limited ;ﬁ:ﬁs during Lack of standardized

handoff

CAB/Valve patients

o X are not getting

)' discharged efficiently
RN turnover »

RTH Variation of DC High acuity/ CMI of patient

urnover — P igh acui of patients

REP education and 4 criteria among Transportation delay at the

; providers Clinical conditions- lleus, Afib, time of discharge
compliance Inadequate resources Delirium, INR level
for patient mobilizati
Lack of engagement r patient mobilization Travel distance pre & Delay in
(RNs, NA) Inconsistent schedule post discharge ambulation

of Lift Team
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2. Detailed

Analysis of ICU Transfers Gkl

Distribution of hours from Transfer Readiness to Actual

Transfer
25 -
20 -
12
[
L 15 4
g
N -
(@)
3
5 ]
O T T T 1
0-4hrs 4-8 hrs 8-24hrs >24hrs
Hours

#HIFORUM
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Learning Activity- 7 min

Now we have to create a core team to
design the work.

Who do we want involved?



