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Objectives

1
2
3.
4

. ldentify barriers to performing scholarly Ql
. Compare and contrast Research, EBP with Ql
Review SQUIRE 2.0 Guidelines

. TIpsS



Anatomy of a Research Question (PICOTS)

* Patient/Population * Timing (optional)
* Intervention/Issue » Setting (optional)
* Comparison (optional) * May not always have

all components
* Outcomes



|dentify PICOT(S)

In hospitalized adult trauma patients, how does hourly rounding
compare with no rounding affect fall rates?

P = hospitalized adult trauma patients
| =hourly rounding

C =no rounding

O =fall rates



(e What changes need to
be made to the next
cycle?

*|f no changes, roll out
the improvement

(

eFully analyse data

eCompare data to
predictions

eExamine learning

\

ePredict what will happen
*Plan the cycle (who, where,
what and how)

eDecide what data to
gather

( *Set improvement goals

\

eCarry out the plan

eDocumentany
problems
encountered and
observations

eGather data




Ql Studies

\ ¢




Ql Barriers

« Complex * Health system engagement
* Difficulty with complexity
 Competing demands

* Ql exhaustion

* Lacks single vocabulary * Violation of trade secrets

* Ethics> ambiguous—> IRB? * Reputation
* Weak research designs

* Context dependent
* Inadequate training

* Tend to over-estimate benefits
* Undervalued by scientists
* Undervalued by publishers



Definitions

Systematic, data-guided Research is defined as

activities designed to improve systematic investigation,

clinical care, patient safety including research

and health care delivery at development, testing, and

the local setting. evaluation, designed to
develop or contribute to
knowledge.

Ann Intern Med 2007; 146:666-73



Definitions

@em@data-guided activities Research is defined a system@
designed to improve clinical care, investigation, including researc

patient safety and health care development, testing, and

delivery at the local setting. evaluation, designed to develop
or contribute to knowledge.




. Do QI/QA and Research Overlap ?

Ql/QA Research

Activity Activity

Activities requiring IRB review



Quality Evidence Based Research
Improvement Practice

i1y l1dle] M Evaluate/improve a  Combination: Scientific

work process Best evidence + investigation to
Clinical expertise + generate new
Patient preference knowledge

AT Improve existing ldentify best Generate new
process practice knowledge

(315 Clinicians > Patient  Clinicians > Patient Scientific
community
“ None None Potential



Analysis Run/control charts,
Quasi-exp

“ h

Continuous cyclical

Example PDSA/PDCA
Designs Lean Six Sigma
FADE

TQM

Search & Appraise
Literature

Best evidence

At this point in time

PICO, PICOTS,

ACE Star Model
Johns Hopkins Model
lowa Model,
Stetler’s Model

Quality Evidence Based Research
Improvement Practice

Statistical testing

Inquiry

Single-time period

Quantitative
Qualitative



Evidence Based Research
Improvement Practice

bias eliminate bias

- Accept bias Appraise to reduce Design to

Generalizability Low, results specific Based on Based on design
to unit organizational
context
Required for Na Required

dissemination

JTN Article Ql Article Systematic Research
Reviews




Research

Quality Improvement

Evidence Based Practice

Evaluate/improve a work process Combining: Best evidence + Scientific investigation to
Clinical expertise + Pt preference generate new knowledge

Definition

Purpose Improve existing process |dentify best practice Generate new knowledge
Benefits Clinicians - Patient Clinicians - Patient Scientific community
None None Potential
Analysis Run/control charts, Quasi-exp Search & Appraise Lit Statistical testing
Data Best evidence Inquiry
Timing Continuous cyclical At this point in time Single-time period
Example PDSA/PDCA PICO, PICOTS, ACE Star Model Quantitative
Designs Lean Six Sigma Johns Hopkins Model Qualitative
FADE, TQM lowa Model, Stetler’s Model
Accept bias Appraise to reduce bias Design to eliminate bias

Generalizability

JTN Article

Low, results specific to unit

Required for dissemination

Ql Article

Based on organizational context
Na

Systematic Reviews

Based on design
Required

Research



Problem:

1 Central Line Associated Bloodstream Infections (CLABSI)

Q EBP Research
RN reviews hospital RN notes I CLABSI in her RN has idea to see if a
data revealing her patients and nurses using dedicated trained “central
units elevated CLABSI inconsistent sterile technique line” nurse {, CLABSI rate.
rate. to access central lines.

How can we fix the What is the best evidence!  Does this intervention work?
process(es)!



Problem:

Inconsistent Discharge Instruction Process

Ql

RN collects unit data on
discharge instructions for
stroke patients and finds
variability in the timing,
content, process and
documentation.

Improve the process

EBP Research
RN wants to identify Stroke RN designs research
discharge best practices. study to assess discharge
PICO, appraises literature, instructions on frequency
incorporates national and timing of follow up
guideline into her unit’s PCP or ED visits.

discharge instructions.

Find current best practice  Does intervention work?



Figure 1.
Depiction of the continuum of clinical research, quality improvement, and patient care activities. Examples are
provided relating to care, improvement, and research for acute myocardial infarction (AMI).

lit :
Quality Quality
Improvement
Improvement
Research Direct
Research | — = / Patient Care
=~ Sy

Prospective study to discover the
factors associated with efficient

A medical center systematically
makes and studies changes to
improve the efficiency of
cardiac catheritization
for AMI

cardiac catheritization at

several medical centers

Randomized controlled trial Multi-institution study
of cardiac catheritization versus of a checklist to
a new medication for AMI improve the system

Mr. Johnson receives cardiac
catheritization less than

90 minutes after arriving
at the ED with symptoms
of his AMI

of cardiac catheritization




AMERICAN COLLEGE OF SURGEONS
| Inspiring Quality:

Highest Standards, Better Oufcomes

)0+years

OF THE AMERICAN COLLEGE OF SURGEONS

Features i~ Commentary ~ Foryour patients i =+ Foryour practice {»  Foryour profession i~ News | =

Contents

ACGME CLER program focus areas

Development of the QI endeavor

About i~ 2014

Features » Distinguishing QI projects from human subjects research: Ethical and practical considerations

Distinguishing QI projects from human subjects research:
Ethical and practical considerations

DCefining research and human subjects

Exemptions frem HER

Ethical considerations

Fundamental differences between Qf and HSR

Conclusion

Read the Interactive Bulietin POF

Download the app via ine Apple Store,
Google Play, or Amazon

by MEHUL V. RAVAL, MD, M, JOSEPH V. SAKRAN, MD, MPH, MPA, FACS, RACHEL LAURA MEDBERY, MD, PETER
ANGELOS, MD, PHD, FACS AND BRUCE L. HALL, MD, FHD, MBA, FACS
PUBLISHED JULY 1, 2014 » = PRINT-FRIENDLY

Since the 2000 publication of the Institute of Medicine's repart To Err s Human: Building a Safer Heaith Care System and the
2001 report Crossing the Quality Chasm: A New Heaith System for the 21at Century, the focus on improving the quality of
health care in the U.S. has grown sharper. ™ This trand continuad with the release of fre U.3. Depariment of Health and
Human Services 2011 Report fo Congress: National Strateqy for Quality Improvement in Health Care*

The emphasis on quality improvement has affected surgery, specifically with nafional atiention on process measures, such as
the Centers for Medicare & Medicaid Services' (CMS) Surgical Care Improvement Project (SCIF), and rigorous outcome
measurement initiatives, such as the American Collage of Surgeons Mational Surgical Quality Improvement Program® (ACS
NSQIP?).*¥ The momentum and focus on quality improvement (1) confinues to grow, and QI is now recognized as a major
force shaping healih care.

Perhaps the greatest sirides toward improving the quality of surgical care are occurning atthe institutional level. epitomizing
the axiom to “think globally, but act locally.” For surgeons and surgical frainees on the front lines of patient care and involved in
many Cl projects, being well-versed in e language, methods, and fools of QI has hecome essential. Many insiiutions have
initiated formal didactic and hands-on surgical QI projects as 3 part of postaraduate training ¥ The Accreditation Council far
(Graduate Medical Education (ACGME) acknowledaes that its core competencies, such as practice-based learning and
impravement and systems-based practice, are well-alignad with particioation in QI efforts at the local level” The ACGME has
formally outined a Clinical Learning Environment Review (CLER) program that encourages residencies to increase the
emphasis on patient safety.

Start

Is the purpose of this project to establish
a new clinical practice standard or
generate generalizable knowledge?

No

Is the proposed intervention designed to
impact individual care as opposed to
blanket care offered to a population of
patients?

No

Does the proposed intervention pose
more than minimal risk or added risk to

the patients?
No

Is there randomization or other
systematic processes being used to
assign patients to differing treatments?

No

Is there extermal funding or more than
one institution involved in the proposed

project?
No

Does the project gather data beyond
routine patient care information or are

there personal health data being
gathered that will be shared outside of
the institution?

No

Most likely represents a
Ql Project

Yes

Yes

Yes

represe
HSR —

likely
nits

further
review



Cioletti et al (2017). Institutional Review Board Checklist for Trainee Quality Improvement Project

Approvals. J Grad Med Educ, 9(3), 371-372. George Washington University

Conditions for Determination of QA/QI Status Y es No
The primary intent of the project is not peer-reviewed publication, and i1f
publication of the results was prohibited, the project would still have merit
as a QA/QI effort.
The purpose is to improve the quality of the program under investigation by
assessing and encouraging standard medical care or educational goals.
The principal investigator has both clinical supervisory responsibility and
the authority to impose a corrective plan based on the outcomes of the
project.
The project does not involve prospective assignment of patients to different
procedures or therapies based on a predetermined plan such as
randomization.
The project does not involve a “control group.™ in which therapeutic or
study intervention is intentionally withheld to allow an assessment of its
efficacy.
The project does not involve the prospective evaluation of a drug,
procedure, or device that is not currently approved by the Food and Drug
Administration for general use (including “off-label™ indications).
Participants won’t be exposed to additional physical, psychological, social,
or economical risks or burdens (beyvond patient satisfaction surveys) in
order to make the results of the project generalizable.
Adeguate protections are in place to maintain confidentiality of the data to
be collected. and there is a plan for who can access any data containing
participant identifiers.
Note: If all responses are ““Yes,”” the project is approved as QA/QI status. If any response is
“*No,” the project must be submitted to the Institutional Review Board for approwval.

k-




IRB approval

» MOST journals require approval for publication



Types of IRB application

- Full application

- Expedited
» Identifiable data, no or minimal risk to subject

» Exempt
= Anonymous data, no risk to subject



Types of IRB application

- Full application

- Expedited

« Exempt :
Most QI Projects




SQUIRE Guidelines

» Standards for QUality Improvement Reporting Excellence

« www.squire-statement.org

- Framework for reporting QI projects
= Published in 2008, Updated 2.0 2015
= Required by many journals that publish QI


http://www.squire-statement.org/

SQUIRE 2.0
http://www.squire-statement.org

SQUIRE 2.0 (Standards for QUality

Improvement Reporting Excellence):
201r§vised publication guidelines from
a detailed consensus process

OPEN ACCESS

For numbered affiliations see
end of article.

Correspondence to

Dr Greg Ogring, Associate Chief
of Staff for Education, White
River Junction “a, 215 MNorth
Main St {(111), White River
Junction, YT, 05009, USAS;
greg.ogrinc@med.wva.gow

This paper is being co-published
in: American Jowmnal of Critical
Care, American Journal of
NFedical Quality, Canadian
Jowrnal of Dvabertes, Jouwrnal of
Continuing Education in Nursing,
Jowrnal of American College of
Surgeons, Jouwrnal of Surgical
Research, Joint Cormumission
Jowrnal an Quality and Patient

Greg Ogrincg, %2 Louise Davies, "%~ Daisy Goodman, ' Paul Batalden,®

Frank Davidoff,Z David Stevens3*

ABSTRACT

Since the publication of Standards for QUality
Improvement Reporting Excellence (SQUIRE 1.0)
guidelines in 2008, the science of the field has
adwvanced considerably. In this manuscript, wwe
describe the development of SQUIRE 2.0 and its
key components. We undertook the rewvision
betvween 2012 and 2015 using (1)
semistructured interviewws and focus groups to
evaluate SQUIRE 1.0 plus feedback from an
international steering group, (Z) two face-to-face
consensus meetings to develop interim drafts
and (32) pilot testing with authors and a public
comment period. SQUIRE 2.0 emphasises the
reporting of three key components of systematic
efforts to improve the guality, value and safety of

[ P O [ .S ——

=2

we will refer rto as SQUIRE 1.0. The
guidelines were developed in an effort to
reduce uncertainty about the information
deemed to be important in scholarly
reports of healthcare improvement and to
increase the completeness, precision and
transparency of those reports.

In the intervening wyears, the reach of
systemartic efforrts rto improve the gualicy,
safery and wvalue of healthcare has grown.
Health professionals® education -world-
wide now includes 1mprovement as a
standard competency.” '! The science of
the field also continues to adwvance
through guidance on applving formal and
informal theory in the development and

S e e A w2 L — i


http://www.squire-statement.org/

SQUIRE Guidelines

* Framework for reporting Ql studies

* Intended for reports that:
* Describe system level work to improve care
* Used methods to establish that observe outcomes were due to interventions
 Scientific design (PDSA, Control charts, ...)

* Adaptable, flexible
* Use only sections that apply

 Cite SQUIRE when it is used to write a manuscript (Methods section)



Title and Abstract

secion 1

Title Indicate an initiative to improve healthcare:
quality, safety, effectiveness, patient centeredness, timeliness, cost,
efficiency, or equity
Clear, concise, descriptive to aid searching and indexing
No abbreviations, avoid questions

Abstract Adequate information to aid searching and indexing
Background, Methods (Intervention), Results, Conclusions

Concise, factually dense




Introduction Why did you start?

Section | Tps
Problem  Nature & significance of local problem The Problem
Available  What is currently known Short

Knowledge Relevant previous studies NOT a lit review
The Gap

Rationale Framework, model, concept, theory: explain problem Ref

Specific The purpose of this study ...
Aim Primary, secondary

Length 3-4 paragraphs, 1-1/2 page



Methods  What did you do?

rion s

Context Contextual elements considered important at the outset of
introducing the interventions TC Level, Location, Size, Team, etc

Intervention a. Describe in sufficient detail that others could replicate
b. Specifics of the team involved in the work
“Doing the intervention” “What you did”

Study of a. Approach chosen for assessing intervention impact
Interventions b. Approach used to establish whether the observed outcomes
were due to the interventions
“Studying the intervention” “Focus on whether and why
intervention works” State research design (PDSA, etc)



Methods cont. What did you do?
Section |Tips

Measures a. Intervention measures:
rationale, operational definitions, validity, reliability
b. Description ongoing assessment of contextual elements that
contributed to the success, failure, efficiency, and cost
c. Methods to assess completeness and accuracy of data

Analysis  a. Data analysis method: qualitative, quantitative
b. Method for understanding variation and time within data

Ethical IRB statement End of methods section



Results What did you find?

Secton Tps

Results a. Initial steps of the interventions and their evolution over time
(timeline, flowchart)
b. Details of the process measures and outcomes
. Contextual elements that interacted with the interventions
d. Observed associations between outcomes, interventions, and
relevant contextual elements
e. Unintended consequences such as unexpected benefits,
problems, failure, or costs associated with the interventions
f. Details about missing data

@)



Discussion What does it mean?

Section __Tps

Summary a. Key findings, relevance to the rationale and specific aims
b. Strengths of the project
Do not over state your findings

Interpretation a. Association between interventions and outcomes
b. Compare results to relevant literature
c. Impact of the project on people and systems
d. Reasons for differences between observed & anticipated
outcomes, including context
e. Costs and strategic trade-offs, including opportunity costs

Discussion section is where your individual voice is finally heard



Discussion What does it mean?

I

Limitations  a. Limits to generalizability Be hard on yourself
b. Factors that might have limited internal validity such as

confounding, bias, imprecision in the design, methods,
measurement, or analysis
Efforts made to minimize and adjust for limitations

. Usefulness of the work

. Sustainability

Potential for spread to other contexts

d. Implications for practice, further study, suggested next steps

Conclusions

o T o O

Funding Acknowledge any funding that supported this work



DESIGNS
Quality Improvement Studies

Non-Experimental Quasi-Experimental Experimental

Measure outcomes No randomization IV-Treatment manipulated

Before and after program Measure outcome Participants randomized to

Participants only -study participants treatment or control

No control group -nonstudy participants Compare outcomes
(control)

TNCC Class pre vs post test TNCC class vs ICU nurses 100 RNs randomized to
-in person TNCC class
-on line TNCC class

Weak causal inferences Moderate causal Strong causal inferences
inferences

Increasing Rigor




Study Designs

Statistical Process Control
(measurement over time)
Time Series Design



Donald Berwick

« Plotting measurements over
time turns out, in my view to
be one of the most powerful
devices we have for systemic
learning-

* If you follow only one piece of
advice from this lecture, pick a
measure you care about and
begin to plot it reqularly over
time-

e D . ’ D ' .
on Berwick, /M . Former President of IHI (Institute
* Plenary Speech Institute for for Healthcare Improvement)

Healthcare Improvement (IHI)

Former Administrator of CMS



TIME SERIES DESIGN

i © @ 0> 0 @ @



Run Charts

* Graphical display of data in time sequence

Run Chart in Excel

* Considered the simplest of Ql graphs
e Data are plotted in time order with median

* Used to identify process improvement or
degradation

Patsernt F alts

* Interpretation best when >=25 data pts

Caution: ol V /\
 Ability to detect data signals visually is limited \/ \/ \\/\

* You may think you are seeing a signal
(change), when in reality you are seeing P B AP
normal process variation. e

—— 4
B J i

»
b My A N



Primary Uses of Run Charts

1. Display data to make process performance visible
2. Determine whether a change is an improvement

3. Determine whether we are continuing the improvement



Example Run Chart

Percent Successful Resuscitations by Month

SO
Brag
Intervention
o
B
= Baseline Period
ok
=] |
E sox 1
5
Median of Baseline Period
AL
~ o = - = i o s o = i o 27 ? =3 = s
o & o A o = o
‘-:5'-'::'? "ﬂ-':" "F:L %ﬂfp é-.::P r-."-"'*'" ﬁ"'l"' o = @"fp ,.:.:5:':;:Ei .,;-.'.‘-':" Hz:gf—" "-'.'SF q;:’{iﬁ" n."-":" .;P""
Month
Figgure 3. A run chart for seccessiul resuscitatian of patients within 1 Four Each rmooaby, 1 poine & placeed For the percent soccesshel resuscitations A

madian line = drasen to detenmir= iF the process has shifted 1o a newy leesl. In this example, S successive Eoents above the meadhan indecate that a ness
process has been created that is fundamentally improved ard stable



Control Charts (Shewhart Charts)

* Like run chart, it is a graph displaying how a process changes over time

* Can be created in Excel

* A run chart with upper & lower control limits computed from existing data
* Control limits help focus your review to find areas of concern

* When a data point violates upper or lower limits, it’s called special cause

1LL.0
— U CL = 10.860

10.0 - /\" /\ /\ Center line = 10.058

Quality characteristic

LCL = 9.256

Sample



Example Control Chart

Percent Successful Resuscitations by Month

Baseline Period
60% [ A Special Cause Point

SO% |+ 3SD

— Mean of Baseline Period

Percent

20%

100% - 3SD

- W W W W W W W W W W W AW WD WD WD WA WD WD WD WD WY W WO WY OO Y e e
o> w= 9w 9 »u N W E- 9N N W W @SW A 9™ wW 8 9w o= 9> 9w =W W S>wWm e=m o9 o = 9 w>wm @ eow o9 ow . w>w o=
ESESESEEEEESEESE S8 88 sEsEE8Es8ss8ss8s s cssssEs8s8ss8ss8&ss&s88s88s8 =
ey ey = e  w e e e e e O w e e el e e e e I I I I I I R
p— S~ - - B S SRR —— S S S SR~ S S~ S - M- - SEEr—— R~ e e e dr— S e - - B SRR S — R S i - S
> o o — . . - e .

Month

Fgure 4. A controd [Shewdhart)l dhart for successhul resuscitation of patients within 1 hour. Each month, 1 point is ploctted, and once 10 to 20 poinss are
available, the control chart software can define expected imits of variation I 3 standard dewviations [SDs] for the distribution type). The point an Ay

2015 is abowve the upper control imit and suggests that someathing unusual occurred that month {in this case, scmething good), which should be
investigated 1o determine what led 10 system improvemesnt



Control Charts

* Control charts help differentiate variability

e Serve as early warning system
« Common cause variability (normal) vs special cause variability (due to an event)

* The control chart provides a formal way to decide whether observed variation is
attributed to changes made or to other causes of variation in the system

FIGURE 4.7 Depicting Variation Using a Run Chart Versus
a Shewhart Chart

Percent Unreconciled Medications

25 -

Run Chart

55— (Nn=500)
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Percent Unreconciled Medications

Shewhart Chart
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Pareto Charts

* Vertical bar chart -values are plotted in categories in decreasing order
* Helps focus improvement efforts and is a manifestation of the 80/20 rule
* 80% of problems are related to 20% of the categories

* Ex: Problems, errors, defects, adverse drug events, patient complaints,
are organized into categories or classifications

FIGURE 4.36 Example of Pareto Chart

Reasons Cited for Lack of Child Immunization: Group A
210 —

180 —
150
120

S0
30

Number of Responses

s “1¢ g = - <S -2 O"—?’)@ 1z Ts

Y
N

Categories



Posters



Poster TIpS Tell a story Simple is better

* Flow: LR, Top—~>Bottom * Background: White
* White space up to 40% * Use of color
* Minimal text " Limitto 3-5 |
. Left justified . S(\;(;lrcliytoo bright or those print
* Bullets * Titles: concise, interesting
* Readable from 6 feet (>24pt) . Charts/Figures
* Limit fonts * Simplify
* Titles

* Arrows to guide reader



Poster Tips

* QR code

* Lin
we

* Apps
* HP

K to abstract, paper,
osite

Linked to Videos
Reveal, DAQRI

e Handouts

* Pocket size versions of
abstract

* Pocket of business cards

* Format
* Paper vs Fabric vs Electronic

* Continued Sharing

* Online open-access repository
(figshare)
* Websites (ResearchGate)

* Display poster trauma hallway

* Include poster presentation on
CV



Extra Tables
& Figures

Title
Authors

Intro
o

e Main finding goes here,
. translated into plain english.

Emphasize the important
words.

Methods

1 e
e o v Take a picture to
T download the full paper




Anatomy of a

Silent Presenter Bar Title

Concentrated summary of your intro,
methods, and results that can be
skimmed in 1-5 minutes. Located
intentionally far away from the
presenter’s personal space. For when
an attendee wants more detail but the
presenter is busy (or they just don't feel
like interacting).

WHY: Centralizing and succinctly
summarizing the study details in a
single column is fast & easy to scan
without having to hunt around the
poster for each section.

Authors

Intro

Methods

dwWw N2

Results

betterposter.

Main finding goes here,
translated into plain

english. Emphasize the

Take a picture to
download the full
paper

Extra Tables
& Figures

Ammo Bar

For all the figures and tables
that you feel like you need
to be able to point to if
somebody asks you a hard
question. Leave it messy! It's

just for you to reference.

WHY:

1. Lets you get the worries

out of the way, so you can

focus the rest of the

poster on clearly

communicating
the need-to-
know info to

attendees.

2. Keeps the detail you
need for questions closest
to where you're standing,
so you don't have to
reach across the poster
and block the view.

QR Code to full paper

Point your phone camera at this and
instantly download the full paper, a
copy of the poster, the presenter’s
contact details...and/or even the data-
set powering the study.

Focus area

Main finding

Jdd

The key ‘takeaway’ of the study is Hardly “wasted”, negative space
central, translated into plain english.
Research on usability writing suggests
that casual language is interpreted

faster than formal language.

maximizes signal-to-noise ratio and
helps attendees quickly find the
takeaway.



Central Layout

Conclusions




How Should Social Media Be Used in Transplantation?
A Survey of The American Society of Transplant Surgeons

Should we share information with Stronger belief in social media’s
29 ASTS members gl el el chi: kel FI Nl - ra influence on living organ donation
surveyed associated with ASTS members who:
61%

® o
24% response rate ECEIVA'f 2 PUU§ ~evounger
—(

Should we use social media to facilitate

68% faculty living donor-recipient matching?
Have fewer years of
o
< LSl 5 8% E experience in the

3% residents field

20% other say YES

Henderson et al., 7ransplantation, April 2018 Transplantatlon

Follow us @Transplantirnl Copyright © 2018 Wolters Kluwer Health, Inc. All rights reserved



10 Tips for Writing

Journal selection

Author guidelines

Find similar articles

Organize thoughts (cards, bullets)
Organize Tables and Figures first
Simple sentences, correct tense

One idea per sentence, passive voice
Edit, Edit, Edit

Don’t plagiarism

.Proofread and revise

.Have others read your paper

.Read and be responsive to reviewer comments

Lo NOU A WNRE

N
= O -

=
N



What do readers want-

& editone

7010
*Novel
*|mportant .
*|mpactful
*Quality Science




Smerican Journal of Imfection Contred 4G (2018 7582-63

Contaents lists awvailable at SciencelDirect

American Journal of Infection Control

jiournmnal homepage: www. ajicjourmnal.org

Major Article

Effectiveness of a bundled approach to reduce urinary catheters and
infection rates in trauma patients

Paige E. Dawvies PharmD @, Mitchell J. Daley PharmD, BCPS =%,

Jomathan Hecht WIS, RN, ACNS-BC, CCRMN #, Athena Hobbs Pharmm[D &,

Caroline Burger WISIW, RN, CIC <, Lyvnda Watkins MPH, RIN, CIC -, Tava Wiurray WS, RIMN <,
Katherine Shea PharmD, BCPS 9, Sadia Ali MPH =, Lawrence H. Browwn PhD =,

Thomas B. Coopwood WD =<, Carlos W.R. Browwimn WD =<

a pDell Seron Medical Cerrter af T Dndversicye of Texoas, Awsein, X

U gaprisr Adaenrrorial Hosprital-NMemapefis, Aempefads, T8

© 2 Dowid s Healitficormes, Awsain, T

4 Cardirrel Healoh, frmovenive Delivery Solucrions, Housoomn., 72X

= Departrrrent of Swrgery,. Dell Mdedical Schrood, The Dindversity of Texoas af Anstin, Arrsciee. 7.4

Kewy Wiords: Backgroumnd: Catherer-associared urinary tract infections (CAUTIs) are common nosccomial infeccions.
Catheter-relared infections I 2015, the Centers for Medicare and MMedicaid Services began imposing inancial penalties for institu-
urinary catheters tions where CALTI rates are higher than predicted. Howewer, the surveillance definition for CALITI is nok

urinary tract infecrions

e e En a clinical diagnosis and may represent asympoormatic bacreriuria. The objective aof this study was o compareg
a L ]

rapes of urinary cathevterizaction and CALITI before and after che implemencation of a bundled inoervention,
Mnetfrods: This rerrospective revieww evaluared travma patients from January 200 3 -lanuary 200 5. The bundled
inrervention optimized the urinary cathererization process and culturing pracrices to reduce false posi-
rives, The CALNT rate was defined as a positive surveillamnce CALN divicded by voval cathever dass mmultiplied
v 1,000 daws.
Resulrts: A tocal of 6,236 patients were included [(pre: m = 5003 ; post: = 1,223 Fewer patients in the
post bundle group recerved a urinary catheter (pre: 25% vs post: 16%; P <= 001 ). After bundle implemen—
caricon, rthe CALINTI ratse reduced ower omne third {pre: 407 wvs postr 2.567 incidences rate ratio, O.G3; 95%
confidence interval, O 19-2 077,
Conclusions: Althouwuzh the nmumber of patients exposed to urinary cathevers and catheter days vwas de-
creased, oprimization of culturing pracrices was essential to prewvent the CAUTI rate from increasing from
a reduced denomiinator. Implementation of a CAUTI prevention bundle works synergistically o improwe
patient safety and hospital performmance.

E 2018 Association for Professionals in Infection Control and Epidemiology, Inc. Published by Elsewvier
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Reducing Use of Restraints
N Intensive Care Units:
A Quality Improvement Project

Dannette A. Mitchell, MSN, APRN, ACNS-BC, CCRN
Teresa Panchisin, MSN, APRN, ACNS-BC, CCRN
Maureen A. Seckel, MSN, APRN, ACNS-BC, CCNS, CCRN

Backcrounn Use of physical restrainst is scrutinized in intensive care units today. Usage rates for the 5
intensive care units in the Christiana Care Health Services, Newark, Delaware, were higher than the
National Database of Nursing Quality Indicators mean rate of 9.61% to 15.43% for many months during
fiscal years 2013 and 2014.

Osjective To reduce and sustain the restraint rates to less than the national database mean rates for all 5
intensive care units.

Mertops A quality improvement process was used that included forming a multiunit restraint collaborative;
reviewing restraint data, including self-extubation rates; surveying staff nurses to examine alignment with
evidence-based practice; and selecting a new restraint-alternative product.

Resurrs All 5 intensive care units were able to successfully decrease restraint rates to less than the national
database mean for the majority of the months since the start of the restraint collaborative in September 2012.
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Preventing Catheter-
Associated Urinary Tract

Infections in the

Pediatric

INtensive Care Unit

Megan D. Snyder, MSMN, RN, ACCMNS-P, CCRM
Margaret A. Priestley, MD

Michelle Weiss, BSMN, RN

Cindy L. Hoegg, BSN, RN, CIC

Matalie Plachter, MSHN, RN, CPNP

Sarah Ardire, BSN, RN, CCRMN

Allison Thompson, MSH, RN, RD, CRMNP

BackcrounD Catheter-associated urinary tract infections are commeon health care—associated infections
and have been associated with increased mortality, morbidity. length of stay, and cost. Prevention strate-
gies are grouped into bundles focused on reducing unnecessary catheter use and promptly removing uri-
nary catheters. Before intervention in the study institution, no urinary catheters were unnecessarily used
and compliance with the catheter-associated urinary tract infection bundle was 84%.

Omective To increase bundle compliance by using targeted rounds specifically focused on eliminating
dependent loops in drainage tubing and ensuring appropriate catheter use to reduce the incidence of
catheter-associated urinary tract infections.

MerTHops A multidisciplinary team was formed to identify misperceptions. highlight best practices, and
eliminate barriers to success over 1 yvear in a single pediatric intensive care unit. The team completed a
quality improvement project of daily targeted rounding for patients with an indwelling urinary catheter.
The goals were to assess appropriateness of catheterization, increase bundle compliance, and decrease
catheter-associated urinary tract infection risk. Targeted rounds were conducted in addition to the medi-
cal team rounds.

Resuniors Bundle compliance supported by targeted rounding increased from 84% to 93% and helped reduce
the overall catheter-associated urinary tract infection rate from 2.7 infections per 1000 catheter-days at
baseline to 0. This change was sustained for 1 yvear.

Corncrusiorn Targeted rounding for pediatric patients with an indwelling urinary catheter is an effective




—l—hL
P E 9

]
=
(1]
=
..'_
=
aa
=
=
=
=
=
=
L]
[+ =]
=
=
i
—
=
=T
X

Unit lead
rounding

Monthly education on
bundle compliance

Daily rounding
and real-time

education

o ‘aaueldwod ajpung

—e—CAUTI=== Center
rate line

- == Upper special
cause

warning

Lower
warning

- == | ower === Rate —s=—Bundle

special cause

target

compliance
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Reduction in Venous Thromboembolism Events: ®:-
Trauma Performance Improvement and Loop

Closure Through Participation in a State-Wide Quality
Collaborative

David A Machado-Aranda, MD, FACS, Jill L Jakubus, PA-C, MSe, Wendy L Wahl, MD, FACS,
Jill R Cherry-Bukowiec, MD, MsSc, FACS, Kathleen B To, MD, FACS, Pauline K Park, MD, FACS,
Krishnan Raghavendran, MD, FACS, Lena M Napolitano, MD, FACS, Mark R Hemmila, MD, FACS

BACKGROUND: The Michigan Trauma Quality Improvement Program (MTQIP) is a collaborative quality
initiative sponsored by Blue Cross Blue Shield of Michigan and Blue Care Network
(BCBSM/BCN). The MTQIP benchmark reports identified our trauma center as a high
outlier for venous thromboembolism (VTE) episodes. This study outlines the performance
improvement (PI) process used to reduce the rate of VTE using MTQIP infrastructure.

STUDY DESIGN: Trauma patients admitted for > 24 hours, with an Injury Severity Score (ISS) = 5, were
included in this study. We performed a preliminary analysis examining prophylaxis drug
type to VTE, adjusted by patient confounders and timing of first dose, using MTQIP data
abstracted for our hospital. It showed that patients receiving enoxaparin had a VTE rate
that was half thar of those receiving unfractionated heparin (odds ratio 0.46, 95% CI 0.25
to 0.85). Guided by these results, we produced the following plan: consolidation to single
VTE prophylaxis agent and dose, focused education of providers, initiation of VTE prophy-
laxis for all patients—with clear exception rules—and dose withholding minimization.
Results were monitored using the MTQIP plattorm.

RESULTS: After implementation of our focused PI plan, the VTE rate decreased from 6.2% (n = 36/

year) to 2.6% (n = l4/year). Our trauma center returned to average performance status
writhin MTOWTR
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PRACTICE IIMPROVEMENNT

EVALUATION OF A PRACTICE IMPROVEMENT
Pro1TOoCOL FOR PATIENT T RANSFER FROM THE
EMERGENCY DEPARTMENT TO THE SURGICAL
INTENSIVE CARE UNIT AFTER A LEVEL I T RAUMA
ACTIVATION

Authors: Sarah Stankiewicz, BS, Craig Larsen, MD, Francesca Sullivan, BSMN, RM, Cristina Zullo, MSMN, RN, CCRM, Suzanne
and Miroslav Kopp, DO, Flushing, NY

CE Earn Up to 8.0 Hours. See page 231.

Contribution to Emergency Mursing Practice

= The purpose of this practice improvement project vwas to
improve the transfer time from the emergency depart-
ment to the surgical intensive care unit after a level |
trauma activation.

& The primary outcome of this practice improvement proj-
ect was a statistically significant reduction in time to
transfer and subsequent patient throughput time.

o Key implications for emergency nursing practice based

on this project are that efficient patient throughput is
nnecihla thronimbh the efforde nf 3 moaltidiecinlinans

Methods: In an attempt to improve patient floy
time spent in the emergency department

requiring admission to the surgical intensiv
(SICU), the emergency department, trauma

SICU collaborated on a guideline. The protoc:
focused on level | trauma-activated patients
admitted directly from the emergency depart
SICU. We compared the transfer times before
was initiated (January 1. 2016 to December 31
the transfer times after initiation (January
December 31, 2017) using a paired Students'
outcome wvariables analyzed were hospital a
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ED to ICU Transfer Time Reduction Flowsheet

Lewed | camlhed. I= the patient being SICU B wwill rreakee all ED will call that the patient is ready to
SICLE weill call fraiwmia transferred to SICU M CR SR ary be transferred to SHOU. The admiitting
[g=T=T1a] e diately alter m prranpements. 7 SICL murss will po to ER for regport
stabilization? and assist with the transfer.
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DR first themn SHOUY arrangements far
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=F The SHOU B8 will: T The SO RN wsill:
&= Transfer the “nest” patient oul with the assistancs of Bed =  Transfer the "“next” patient cuk with the assistance of
Control, Admissicn Department.,

- Havusekaaeging will De called for STAT sarvices, TransEort
Services willl e called for “Supervisar STAT Transport™ |
rursimg Supervisors will assist with call at night. FErviDEs

& Ewaluate assipnments and make necessary changes. Trauma - Ewaluate aisigriments and make necesiary chamges. Traurma
patient is 2:71 ratio. patipmt is 271 ratio.

& Transport and Housekeepimg will be called 1o for STAT
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