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Disclosures
Self-assessment Questions

Core Measures for Heart Failure

Centers for Medicare & The Joint Commission
Medicaid services (CMS) (TIC)

2003
CMS and TJC-resulted in the creation of one common set of
measure specifications documentation known as the
Specifications Manual for National Hospital Inpatient Qualit;
Measures to be used by both organizations

Specifications Manual for
National Hospital Inpatient
Quality Measures

Specifications Manual for
Joint Commission National
Quality Core Measures

o)

Retired Jan 1, 2014 Retired Jan 1, 2014

HF-1 Discharge instruction

HF-2 Evaluation of Left Keeping Keeping
Ventricular Systolic
Function (LVSF)

HF-3 ACEi or ARB for Left Retired Jan 1, 2015 Keeping
Ventricular Systolic ~ Voluntary for 2014
Dysfunction (LVSD)




Heart Failure Core Measures

Acute Myocardial Infarction (AMI)
Core Measures

Measure
Aspirin at Arrival Voluntary Keeping
Aspirin Prescribed at Discharge Retired Jan 1, 2015 Keeping
ACEi or ARB for LVSD Voluntary Keeping

Beta- Blocker Prescribed at Voluntary Keeping
Discharge

Median Time to Fibrinolysis Voluntary Keeping

Fibrinolytic Therapy Received Keeping Keeping
Within 30min of Hospital Arrival REQUIRED

Median Time to Primary PCI Voluntary Keeping

Primary PCI Received Within Keeping Keeping
90 minutes of Hospital Arrival REQUIRED

Statin Prescribed at Discharge ~ Retired Jan 1, 2015 Keeping

Self-assessment Questions

O
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Pharmacy’s Role

O

Pharmacy’s Role

O
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Core Measures:
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ANTICOAGULATION
Centers of Excellence’
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Disclosures Objectives
| -
VTE Core Measures
-

VTE-1 and VTE-2: Prophylaxis VTE 1 & 2: Excluded Populations

Self-assessment Questions

* Mental illness (not usually prophylaxed)

« Obstetrics (not usually prophylaxed)

« Stroke (included in stroke core measures)
* VTE (included in VTE core measures 3-6)



http://www.jointcommission.org/specifications_manual_for_national_hospital_inpatient_quality_measures.aspx

“Allowable” Prophylaxis Modalities

« Fondaparinux (Arixtra®)
« Rivaroxaban (Xarelto®)
+ Apixaban (Eliquis®)

Pharmacy’s Role

« Makes it easy to do the right thing, hard to do the wrong thing
« e.g. documenting reason no prophylaxis given

« Ensures appropriate dose of prophylaxis

« Identifies patients who do (and do not) warrant prophylaxis
« Ensures appropriate type of prophylaxis (mechanical vs.
pharmacologic)

VTE Prophylaxis Dashboard

-

@ pessage corter D benb [ R A 1 Gty iamees B,

et Ienans 59 wee iy e (D Mrs gorarsies - Fiisean § b prassssy dps s |

| Dt e e Cc Cmtbmrt Dbk Do 107 Sion Strios Do

10/4/2014

VTE 1 & 2: Challenges and Pitfalls

» Caution!
© VTE prophylaxis measures may lead to “benchmarking
mediocrity”
© Does not require ongoing assessment throughout admission
~ e.g.- patient receives prophylaxis on days 1 and 2, but it is stopped
for a procedure and never resumed for remaining 5 days of
admission (would achieve core measure)
© Suboptimal prophylaxis regimens may still achieve core measure
~ e.g.- a morbidly obese patient with cancer admitted for sepsis is only
ordered for IPCs (would achieve core measure)

“Appropriate” VTE prophylactic strategies must
address
o Type, dose and duration

Amin A, et al. J Thromb. Thrombolysis. 2010 Apr;29(3):326-39.

Pharmacy’s Role

O

hitp:/iwww.ahrg.gov/professionals/quality-patient-safety/patient-safety-resources/resources/vtguide/index.html

VTE-3: Overlap Therapy

« Receive overlap therapy with parental anticoagulant for = 5 days
and until INR 22 OR

« Have a documented reason overlap therapy was discontinued
before 5 days OR

« Documentation of reason for no overlap therapy

T

<18 years

LOS >120 days

CMO

Clinical trial

Discharged to hospice or another hospital

Expired

Left against medical advice (AMA)

Not receiving warfarin therapy (e.g. rivaroxaban, cancer patient)




VTE-3: Overlap therapy

« Warfarin has a very slow onset of action

« Patients with acute VTE must receive rapid-acting parenteral
anticoagulation until warfarin is therapeutic

« Discontinuing overlap therapy before 5 days and INR 2 2 places
patient at increased risk of recurrent thrombosis

VTE-4:
IV Heparin Per Protocol With Platelet Monitoring

« Rational

© Weight-based heparin nomograms/ protocols superior to standard
dosing in achieving therapeutic anticoagulation within 24 hours,
which reduces risk of recurrent thrombosis

© Standardized UFH nomograms/protocols reduce the risk of adverse
events, such as bleeding and thrombosis

© Heparin-induced thrombocytopenia (HIT) occurs in up to 5% of
patients t[;eated with UFH, and thus PLT count monitoring is
warrantel

 Process measure- improvement is measured as increase
in the % of patients receiving UFH and PLT monitoring
via nomogram or protocol

* Goal: 100% of eligible patients

Pharmacy’s Role
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VTE-4:
IV Heparin Per Protocol With Platelet Monitoring

« <18 years, LOS >120 days, CMO, clinical trial

« Discharged to hospice or another hospital, expired,
left AMA

* Not receiving UFH therapy (e.g. LMWH)

Pharmacy’s Role

O

VTE-5: Discharge Instructions

Compliance with warfarin and INR checks

Dietary advice (consistency rather than avoiding vitamin K)
Follow-up monitoring

Potential adverse reactions and drug interactions

o e e .

« Includes new and experienced patients




VTE-5: Discharge Instructions

O

VTE-6: Potentially Preventable VTE

Surgical Care Improvement
Project (SCIP) — What Are the
Goals and What Are Our Roles?

O
\

t Hospital
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VTE-5: Discharge Instructions

Patient Education - Anticoagulation Therapy
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Self-assessment Questions
1. mar false

© The VTE core measures include both prophylaxis and treatment
populations

2. r false

o Itis possible to achieve core measures without providing optimal,
evidence-based care

3. True 0

o VTE-5, discharge instructions, pertains to all anticoagulants

4. @ar false

© There are numerous ways pharmacists can aid in optimizing
management of VTE prophylaxis and treatment

Disclosures

O
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Objectives What Is SCIP?

O O
« Pharmacists Na tional

o Describe the 8 national inpatient quality
measures pertaining to SCIP

SURGICAL INFECTION PREVENTION

* Technicians Medicare Quality Improvement Project
o List the inpatient quality reporting measures

ertaining to hat are time bound. A .
e SC% Surgical are Improvement Project

A National Quality Partnership

Short History of SCIP Surgical Site Infection (SSI): Impact

O

* Morbidity

SCIP Steerlng Committee © Most common type of Healthcare Associated Infection (HAI)
(~22% of all infections)
+ American College of Surgeons ~~ * gzm{;’” Medicare & Medicaid ~ An estimated 66,100 SSI’s per year are attributed to SCIP
+ American Hospital Association : procedures
N : + Centers for Disease Control and
+ American Society of Pravention
Anesthesiologists © According to the CDC, an estimated 53,700 SSI’s were

+ Department of Veteran's Affairs

+ Association of peri-Operative : associated with 10 SCIP procedures
Registered Nurses . }nstltute for I-tieahhcare
+Agency for Healthcare Research mprovement © 2%-5% of patients undergoing inpatient surgery develop a SSI
and Quality + Joint C_ommlssmn on
Accreditation of Healthcare
Organizations

© Each SSI is associated with an increased LOS of approximately
7-10 days

' 2D Surgical Care Inprosement Project
S gP e mpmepm e

SSI: Impact SCIP Core Measures
. - Prophylactic Antibioti ived within hours if receivi
» Mortality SCIP-Inf-1 A e et o o
© 3% mortality - Appropriate Pr i ibioti ion for Surgical
~ 2-11 times higher risk of death compared with patients without an SSI LD
 77% of deaths among patients with SSI are directly attributable to SST SCIP-Inf-3 gavais (;;s katibiotics Stopne ;a“;:te‘x‘l‘t‘;)““ Hours after Surgery
o (S)ver 8% of the HAT’s resulting in death in the US were associated with . Cardiac Surgery with Controlled Postoperative Blood
SIs. SCIP-Inf-4 Glueose (< 18om the time- frame of 18 to 24 Hours after
esia
« Costs e8I A - Avpropriate Hair Rem@o razors)
- Estimated cost per infection ranges from $11,000 - $35,000
X . . s uri thet ed P ith day of
o l];:;ﬁg;a;eﬂi E)atlall;mSt in the United States ranges from $3 billion - $10 SCIP-Inf-9 peeadasiiit "SQ’Y FeEsstieave
o | - Patients on Beta-Blocker Therapy Prior to Arrival Who
An estimated 40-60% of these infections are S1900 0 Receiveda Beta Blocker during the Perioperative Period
. i boembolism P is given within
ezl SCIP-VTE-2 iyt n g by todoy oy o oo

SCIP-Inf-10 & Surgery Patients with Perioperative Temperature
S ——— Management has been REMOVED for FY15!



How does CMS Measure SCIP?

O

» The following applies to all SCIP measures:
© Type of Measure: Process

© Improvement is Noted As: An increase in rate (%) of
compliance

© Goal: 100% of eligible patients

Prophylactic Antibiotics - QUESTIONS?

O

* Which cases benefit/are included?

* When should you start?
o Which drug should you use?
* How much should you give?

» How long should antibiotics be continued?

SCIP-Inf-1 & 2 2 Exclusions

«occurring within 3 days (4 days for cardiac surgery)
prior to or after the procedure during a separate
surgical episode but during the same hospital stay

10/4/2014

SCIP - INFECTION MODULE

SCIP-Inf-1 JRNpisrrr brolone) Prios t Surgica

Incision

SCIP-Inf-2 B

withi H aft
SCI P- Inf- 3 Sllrgery End Time (48 hours for cardlat nghe.l)l‘t‘.:)s <

“Cardiac Surgery Patients with Controlled Postoperative Blood
S C IP I f Glucose (s 180mg/dL) in the time- frame of 18 to 24 Hours after
— DIIE 0 Anesthesia End Time

SCIP-In £ 6 « Appropriate Hair Removal (no razors)

Urinary catheter removed on Po:

Day 1 or 2 with day of
surgery being Day o

5
[
[
[
[
[
[
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Summary of Surgical Procedures Included in the
INPATIENT SCIP Inf Measures

————————
Surgical Procedures

Approved Antibiotics
[Cefazoin or Vancomycin®

Coronary Artery Bypass Graft or
Other Cardiac Surgery or
Vascular Surgery

Hip Arthroplasty or

Knee Arthroplasty -:::;'cv‘\;’c':n?‘:'?:)\/mﬂnmycm?

Colon]Surgery] [JAmpicilin/Subaciam o
ewnizoe - cololn o
Jveronidazole +
If B-lactam allergy:
Cindamycin + Aminoglycoside or
Cindamycin + Quinolone or
Wveronidazole + Aminogiycoside or
+ Quinolone
Cefazolin or Cefuroxime or Ampicillin/Sulbactam
If B-lactam allergy:
Clindamycin  + Aminoglycoside or
[Clindamycin  + Quinolone or
Levonidazole + Aminoglycoside or
MMetronidazole + Quinolone or
Vancomycin + Aminoglycoside or
'Vancomycin _+ Quinolone
Principal Procedure Code of Abdominal Jesiaci o Csroine o AmpiniSubaciam
iactam allergy:
Hysterectomy with an Other Procedure {7 =00 &1 f;lwym‘ do or
Code of Colon Surgery Cindamycin + Quinolone or
or WMetronidazole + Aminoglycoside or
fMetonidazole + Quinolone or
ancomycin + Aminoglycoside or
Vancomycin + Quinolone

If p-lactam allergy:
Wvancomycin? or Clindamycin®

[Cefazolin o Vancomycin®

‘Abdominal Hysterectomy
or
Vaginal Hysterectomy

Vaginal Hysterectomy with an Other
Procedure Code of Colon Surgery

Prophylactic Antibiotics - QUESTIONS?

O

* Which cases benefit/are included?
¢ When should you start?

* Which drug should you use?

* How much should you give?

» How long should antibiotics be continued?




Prophylactic Antibiotics — TIMING

4
14/369 15/441
~ 3
X
N’
g
% 2
o
R
- I 5/1009
0

<3 -2 -1 0 1 2 3 4 25
Hours From Incision

Classen. NEJM. 1992;328:281.

Prophylactic Antibiotics — TIMING

» There are two exception to this rule:

Vancomycin and Fluoroquinolones may be started 2 hours
prior to incision due to longer infusion times.

The approved prep for colon surgery includes some oral
antibiotics which are taken the evening before surgery.

Prophylactic Antibiotics - QUESTIONS?

)

A\

* Which cases benefit/are included?
* When should you start?

¢ Which drug should you use?
» How much should you give?

» How long should antibiotics be continued?

10/4/2014

Prophylactic Antibiotics — TIMING

SCIP-Inf-1

» Prophylactic antibiotic must be received within one
hour prior to surgical incision.

» This is measured by checking the earliest
documented start time for the ordered
antibiotic and comparing it to the surgical
incision date and time for the procedure. To
meet the measure the time cannot exceed 60
minutes.

Prophylactic Antibiotics — TIMING

Antibiotics are given for the purpose of
preventing infection when infection is not
present but the risk of post-operative
infection is present

. I Surgical
P incision
> Time
start administration for all other S
appropriate antibiotics ~
5 5 rd

Patient ™ 120

Arrives iy minutes
pre
< o
T et

\o‘;‘;w“s‘\\& .
™

e

e

Summary of Antimicrobial Recommendations Based on
Type of Surgery for INPATIENT Procedures

Approved Antibiotics
Cefazolin or Vancomycin®

Surgical Procedures

Coronary Artery Bypass Graftor
Other Cardiac Surgery or
Vascular Surgery

Hip Arthroplasty or

Knee Arthroplasty

f Blactam allergy:
Vancomycin? or Clindamycin®

Cefazolin or Vancomycin®
If plactam allergy:
Vancomycin? or Clindamycin?
“Ampicilin/Sulbaciam or
Metronidazole + Cefazolin or

Colon Surgery.

I
'l
L]
|
1| veronidazae + cefrasone
| i aro
Cindanyein + Ainogycosde or
I Clindamycin + Quinolone or
Vettonidazole + Aminogycoside o
1| veronidazae + Quinoione

Cefazolin or Cefurodme or Ampicilin/Sulbactam
If Blactam allergy.

Clindamycin + Aminoglycoside or

Clindamycin + Quinolone or

Abdominal Hysterectomy

or

Vaginal Hysterectomy
Metronidazole + Aminoglycoside or

Metronidazole + Quinolone or

Vancomycin + Aminoglycoside or

\Vancomycin _+ Quinolone

Principal Procedure Code of Abdominall] Cefazoin or Cefuroxme or Ampici/Sulbaciam

Sactam alr
Hysterectomy with an Other Procedure [| {Ecom alewr

Code of Colon Surgery | cindamycin -+ Quinione o
or Metronidazole + Aminoglycoside or
Vaginal Hysterectomy with an Other ]| Metronidazole + Quincione o

Vancomycin + Aminoglycoside or
Procedure Code of Colon Surgery [ vancomycin + Quinoione
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Guidelines vs. SCIP Core Measures 1999 versus 2013 ASHP Guidelines

@) @)

Guidelines SCIP Measures 1999 (48 pages) 2013 (89 pages)
Comprehensive for all surgery types Measures for specific surgery types P reop R AT e ione Within 60 minutes before surgical incision
Provides antimicrobial Provides antimicrobial choices for each timing “At induction of anesthesia” (vlanc::lmycm and fluoroquinolones 120
r dati for all surgery types | reportable surgery type L)

Recommends all prophylactic Recommends lower doses: Recommends higher doses:
o B . B . Requires all prophylactic antimicrobials be Updates on Cefazolin 1 gm Cefazolin 2 gm
antimicrobials be given 60 minutes prior to| . . o o B a
P . given 60 minutes prior to incision (120 for recommended | Vancomycin1gm ‘Vancomycin 15 mg/kg
incision (120 for fluoroquinolones and . . N A
) fluoroquinolones and vancomycin) doses Clindamycin 600 mg Clmdamycm 900 mg
z icin 1.7 mg/kg icin 5 me/kg
ludes dosing d No dosing information listed Morbidly obese | No comments Cefazolin 3 gm for patients weighing > 120 kg
Tud ded redosi . - . Redosing intervals listed
intervals No redosing information listed Redo;n:ﬁg::;erval No redosing intervalslisted | Intraoperative redosing for procedures lasting
Advocates discontinuation ofall Requires discontinuation of all longer than 2 halflives of antibiotic
i imi i ithi o Evidence discussed in text, q P
prophylactic antimicrobials within 24 hrs prophylachc' antimicrobials within 24 hours Durationof {0 nitive Single dose or continuation for < 24 hours for
(48 for cardiac) prophylaxis o most procedures
ludes pediatric d No pediatric surgical data provided
Am J Health-Syst Pharm 20;

Fecommendea
B Lactam Alrgy: ostOperaiveDuration . . . .
T S Vancomycin Documentation Criteria
S Sspoids s G Varcomen o
[ emtinsy et
oot e Crtoraci o Lovtoas et
one of the follo MUST be documented
[ — R —— y physician/APN/PA or pharmacist:
Cormscn & o
e Gaviomans
MRSA, Coloni §
Ciototacns Lot - - " " — —
T — Patient with an acute h within the last year
POR— = T s Patient residing in a nursing home within the last year
S Sopsomids oo Cindamye oViocomydn Seronbaiinlod Patient with chronic wound care or dialysis
iyt ¥ Patient with continuous inpatient stay more than 24 hours prior to the
- principal procedure
e s i) [ Antibiotic Guidelines should be Patient ferred from her i ient k italization after a 3 day
- developed by pharmacy for distribution stay
it enty it winaryvac) and posting in all surgical rooms! Patient undergoing valve surge
Consistent SCIP antibiotics loaded petermine availability of dosage r8oIng BELY
in OR holding and anesthesia Pyxis forms and consider ease of use (i.e.

stations to minimize error and cost 1V push, historical shortage issucs N

Recommended Doses and Redosing Intervals for Commonly Used Anti robials for Surgical Prophylaxis
. . . . Recommended
Prophylactic Antibiotics —- QUESTIONS? Do P P o[ Redesgintea | nusion
F+ ‘with Normal A "
Antimicrobial I Renal Fun(lu‘m (from initiation of Duration"
" | preoperative dose), | (minutes)
Aﬂult‘ Pediatrics® hre
Ampicillin/ 50 mg/kg of the ampicillin 0813 2 15
sulbactam (ampicillin 2 E/ sulbactam ‘component I
3 3 1g)
» Which cases benefit/are included? i 3 T s 5 =5
Aztreonam® 2g 13-24 4 30
Cefazolin 2¢* 1222 4 1060
Cefuroxime 15g 1-2 4 15-30
 When should you start? — e e -
Ciprofloxacin 400 mg_ 10 mg/kg. 37 NA 60
. Clindamycin 900 mg. 10 mg/kg 24 6 10-60
° ? Fluconazole 400 mg 6 me/ke. 30 NA 60-120
Which drug should you use? e e o T "
dose) dosing weight
- Levofloxacin' 500 mg_ 10 mg/kg. 6-8 NA 60-90
* How much should you give? Metronidazole 500 mg 15 me/kg - 3060
(Neonates weighing
<1200 receive a single All Pre and Post-Op
ls g o 7.5-mg/kg dose) v
» How long should antibiotics be continued? Vorfoaar” w00 Tomgiis ; Order-sets should
Piperacillin- 3375¢ Infants 2-9 mo: 80 mg/kg [§ be reviewed by
tazobactam of piperacillin component
Children >9 mo and <40 ke: Pharmacy for .
100 mg/kg of piperacilin accuracy of dosing
component
4-8 NA
Om/ unumum for colorectal surgery prophylaxis (used in conjunction with a mechanical bowel preparation)
I SR | S — ———

Metronidazole

10



Prophylactic Antibiotics — Re-dosing

Research shows that the success of the prophylactic
antibiotics lies with maintaining a drug blood level during
surgery

If the procedure is long (over 4 hours) a second dose may
need to be given...

Prophylactic Antibiotics - QUESTIONS?

» Which cases benefit/are included?
* When should you start?

» Which drug should you use?

» How much should you give?

* How long should antibiotics be continued?

Prophylactic Antibiotics - DURATION

“A goal of prophylaxis with antibiotics is to provide benefit to
the patient with as little risk as possible. It is important to
maintain therapeutic serum and tissue levels throughout the
operation. Intraoperative re-dosing may be needed for long
operations. However, administration of antibiotics for
more than a few hours after the incision is closed
offers no additional benefit to the Surgical patient.
Prolonged administration does increase the risk of
Clostridium difficile infection and the development of

antimicrobial resistant pathogenf§ Ducn AR L
< Educate Providers on Importance |

Consider requiring all antimicrobials to have an
indication listed prior to being profiled...

10/4/2014

Recommended Doses and Redosing Intervals for Commonly Used Antimicrobials “or “ir='~3l "-o-*

Recommends
Recommended Dose Halt-ife in Adults | Redosing Interval |[linfusion
Antimicrobial with Normal (from initiation of uration®
Renal Function, hr [ preoperative dose), minutes)
Adult Pediatrics” hre
“Ampicillin/ sulbactam 3g 50 mg/kg of the ampicillin 0813 2
(ampicillin 2 g/ sulbactam 1 component
8)
Ampicillin 2g 50 mg/kg 119 2
Aztreonam® 2g 30 mg/kg 1324 4
Cefazolin 2g* 30 mg/kg 12-22 4
Cefuroxime. 15g 50 mg/ke. 12 4
Ceftriaxone 2g° 50-75 mg/kg 5.4-10.9 NA
Ciprofloxacin 400 mg 10 mg/kg 37 NA
Clindamycin 900 mg 10 mg/kg 2-4 6
Fluconazole 400 mg 6 mg/kg 30 NA
Gentamicin® S me/kg based on dosing | 2.5 mg/ke based on 23 NA
weight (single dose) dosing weight
Levofloxacin’ 500 mg 10 mg/kg 68 NA
Metronidazole 500 mg 15 mg/kg 68 NA
(Neonates weighing
<1200g receive a single
7.5-mg/kg dose)
Moxifloxacin® 400 mg 10 mg/kg 815 NA
Piperacillin- 3375g Infants 2-9 mo: 80 mg/kg. 0712 2
tazobactam of piperacillin component
Children >9 mo and <40 kg:
100 mg/kg of piperacillin
component
Vancomycin 15 me ke 15 me ke 4-8 NA 650-90
Oral antibiotics for colorectal surgery prophylaxis (used in conjunction with a mechanica, bowel preparation)
Erythromycin base 1g 20 mg/kg 0.8-3 NA NA
I 1g | 15 me/ke. | 610 b NA NA
[[neomycin | 1g | 15 mg/kg. | 23 | Y | Y

Prophylactic Antibiotics - DURATION

SCIP-Inf-3
« Prophylactic antibiotics must be discontinued
within 24 hours after Anesthesia End Time.

Consider surgical sticker scanned to pharmacy for antimicrobial timing if not accessible
i (i.e. i a than pharmacy...)

There is one exception to this indicator:
» Prophylactic antibiotics must be discontinued
within 48 hours after Anesthesia End Time for

cardiac surgery. | paily Review of SCIP Report:
-Antibiotic stop date/time

*Chart review for documentation
justifying extended duration of
ibiotic ad ration

Ensure all post-op order-sets are

reviewed by pharmacy and have

appropriate fre ies/stop times
L

Papers Comparing Duration of Peri-Op Antibiotic
axi <
Prophylaxis (< 24 ?%urs vs. > 24 hours)

U
Colorectal 3 » Most studies have confirmed
Vil @ 4 efficacy of <12 hours
Hysterectomy 3

Gyn & GI 1 » Many studies have shown
Head &Neck 3 efficacy of a single dose
Orthopedic 4

—— 5 » Whenever compared, the
Cardiac 7 shorte;r course has been as
Total 28 effective as the longer course

Papers supporting longer duration: 1

11
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Consequences of Prolonged Antimicrobial Use
@)

Reasons To Extend Post-Op Antibiotics
O)

\J
¢ Increased antibiotic and drug administration costs
¢ Increased antibiotic-associated complications
¢ Increased patterns of antibiotic resistance
¢ Clostridium difficile Enterocolitis
* Colonization with MRSA

» Based on this, many guidelines recommend not
continuing any prophylactic antibiotics post—op OR
ordering just one dose to be given before the patient
leaves PACU.

.

\_/

Postoperative infection
Lower extremity original or revision arthroplasty with
documentation of a current benign or malignant bone tumor of the
same extremity
Erythromycin for the purpose of increasing gastric motility
Demeclocycline for the treatment of SIADH or hyponatremia
An antibiotic was administered postoperatively for the:

treatment of hepatic encephalopathy

treatment of pulmonary fibrosis

treatment of acne or rosacea

2o D D
The practitioner must document the very speciff Symptoms alone don’t count!

reason for antibiotic extension-> either written
or dictated after the incision bul Pharmacist documentation is not accepted...
days for cardiac surgery) after anesthesia end time. |

SCIP - VTE MODULE

)

SCIP - VTE MODULE

» SCIP-VTE-2: Appropriate Venous Thromboembolism
Prophylaxis given within 24 Hours Prior to Anesthesia Start Time
to 24 Hours After Anesthesia End Time

Mechanical and/or phalmacolo%lcal prophylaxis is ordered according to

VTE risk assessment and type of surﬁer}\;, OR document reason for NOT
pha

administering BOTH mechanical an rmacological prophylaxis.

Physician, PA, APN, or pharmacist documentationrequired if there is a reason for
NOT inistering or indi d:i.e. open wounds,bleedingrisk...

Things to remember:

Patients whose surgery time was < 60 minutes are excluded

Check for Preadmission Oral Anticoagulation and document findings!

= An allergy or ADR to one type of pharmacological prophylaxis is NOT
sufficient as a reason for not administering all pharmacological prophylaxis.
Patient refusal (refused both mechanical and pharmacologic) must be
documented within 24 hrs after End of Anesthesia time, and may be
documented by the RN.

| Select from any of the

ooo

o

i Y
Low molecular weight heparin (LMWH)
Low-dose unfractionated heparin (LDUH)
Intermittent pneumatic compression devices (IPC) with or without graduated compression stockings
(GCS)
LDUH or LMWH combined with IPC or GCS

Note: Current guidelines low molecular weight heparin for Intracranial

General Surgery [ Select from any of the

coco

Low molecular weight heparin (LMWH)
Low-dose unfractionated heparin (LDUH)
Factor Xa Inhibitor (fondaparinux)

ittent pneumatic fon devices (IPC)

G logic Surgery [ Select from any of the

coooco

Low molecular weight heparin (LMWH)

Low-dose unfractionated heparin (LDUH)

Factor Xa Inhibitor (fondaparinux)

Intermittent pneumatic compression devices (IPC)

LDUH or LMWH or Factor Xa Inhibitor combined with IPC or GCS

Urologic Surgery | Select from any of the

coooo

Low molecular weight heparin (LMWE)
Low-dose unfractionated heparin (LDUH)
Factor Xa Inhibitor (fondaparinux)
Intermittent pneumatic compression devices (IPC) L
LDUH or LMWH or Factor Xa Inhibitor combined with IPC or GCS

SCIP - VTE MODULE

Reasons for NOT administering VTE Prophylaxis

)

Elective Total Knee or Total Hip [ Select from any of the

Low molecular weight heparin (LMWH)

Low-dose unfractionated heparin (LDUH)

Factor Xa Inhibitor (fondaparinux)

Oral Factor Xa Inhibitor (Rivaroxaban)

Aspirin

Warfarin

Intermittent pneumatic compression devices (IPC)

Venous foot pump (VFP)

Note: The U.S. Food and Dru; inis h d 1 ) to reduce the risk of blood clots, deep vein
thrombosis (DVT) and pulmonary embolism (PE) following knee or hip replacement surgery ONLY.

5]
5]
5]
5]
5]
5]
5]
5]

Hi
Low molecular weight heparin (LMWH)
Low-dose unfractionated heparin (LDUH)
Factor Xa Inhibitor (fondaparinux)
Aspirin
Warfarin Daily Review of SCIP Report:
Intermittent pt .\ TEP start date/time

Dooooo

*VTEP dosing and appropriateness based
on procedure

*Chart review for documentation justifying
T NOT to admini

« Examples of reasons for not administering mechanical prophylaxis:

« Examples of reasons for not administering pharmacological prophylaxis:

Note: Physician d ion of bleeding risk or active bleeding in reference to
he normal risk of bleeding or to the normal bleeding ated with surgery,
is not considered a contraindication to pharmacological VTE prophylaxis.

~
)

Arterial insufficiency of lower extremities

Bilateral amputee

Bilateral lower extremity trauma

Patient refusal

Patients on continuous IV heparin within 24 hours before or after surgery

Active bleeding (GIB, cerebral hemorrhage, retroperitoneal bleeding)
Bleeding risk

GI bleed

Hemorrhage

Patient refusal

Patients on continuous IV heparin within 24 hrs before or after surgery
Risk of bleeding

Thrombocytopenia

12



SCIP - CARDIOVASCULAR MODULE

10/4/2014

SCIP-Card-2

~ Patients on Beta-Blocker Therapy Prior to Arrival Who Received a
Beta-Blocker during the Perioperative Period (Day prior to surgery
through Post-Op Day 2 with day of surgery being Day 0)

Continue if patient on home beta blocker therapy

Must document date of last dose taken, if taken prior to arrival
Beta blocker may be given 24 hrs. prior to surgery or day of
procedure (up to 12 midnight)
Ifheld ding to 1
reason must be documented
Then Beta blocker should be continued through POD’s 1 & 2
If held ding to )i PA, APN, or pharmacist
reason must be documented EACH day!

.

PA, APN, or pharmacist

SCIP - CARDIOVASCULAR MODULE

7 N\

« Perioperative myocardial ischemia has been identified as the #1 risk
factor for mortality after non-cardiac surgery. This is attributed to
the exaggerated sympathetic response leading to persistently
elevated heart rate.

Has the ial to si; d diac deaths for up to 2 years postoperatively!

+ Reasons for NOT administering Beta-Blocker Perioperative:
Bradycardia [HR < 50]
o The use of bradycardia as a reason must be substantiated with
documentation that the heart rate was less than 50 bpm.
Hypotension [systolic < 100 mm/Hg]
o The use of hypotension as a reason must be substantiated by
documentation that the blood pressure was < 100 mm/Hg.
Concurrent use of intravenous inotropic medications
during the peri-op period
->Preoperative documentation that the patient is NPO or due to NPO status alone is
not acceptable

SCIP Documentation Requirements

e

Indicator Documentation Requirements

Pre-op antibiotic *MUST clearly document to reflect actual administration
administration within 1 | and 1. ABX Name; 2. Date of Admin; 3. Time of Admin;
hour of incision (2 hr 4. Route of ABX.

window allowed for *Document suspected/diagnosed infections clearly.
Vancomycin & FQN) «Be mindful of delays in surgery

SCIP Documentation Requirements

Indicat

VTE ordered & «Date/time/route of VITE administration MUST be clearly documented
given w/in 24 hours | by Nursing in the appropriate data field
anesthesia end time

Antibiotic selection «MUST clearly document to reflect actual administration
and 1. ABX Name; 2. Date of Admin; 3. Time of Admin;

4. Route of ABX.

*Document suspected/diagnosed infections clearly.

«MDs must use appropriate prophylactic antibiotic
«Document clarification of appropriate antibiotic selection
for patients with beta- lactam allergy

Antibiotic discontinued | sMD/APN/PA order reflecting continuation of antibiotics
w/in 24 hours of must have documentation of allowable reason to extend
anesthesia end time «The date/time/route of antibiotic administration MUST
clearly documented

Beta Blocker given | »2 categories:

perioperatively, if on 1. Patients with a LOS postoperatively < 2 days: Looking for
Bet'a Blocker prior to documentation of administration of BB the day prior to or the
arrival day of surgery

2. Patients with a LOS postoperative 2 or more days: Looking
for documentation of administration of BB the day prior to or
day of surgery AND POD 1 or POD 2
A Conditional Hold with parameters (re: HR or BP) counts as a
reason IF there is d ion that the beta-blocker was held due
to the specified parameters.
A reason must be noted each day the BB is held or not administered.
Note: If pt took BB prior to arrival, the date and time of the last dose must be
documented, or specific documentation that the BB was taken the day of surgery, to
determine if w/in 24hrs prior to incision.

Self-Assessment Questions

O
)
« The 24 hour clock for discontinuing prophylactic antibiotics starts with the
end time.
Incision
First dose administered
*  Any antibiotic included in the surgical prophylaxis guidelines is bl
surgical prophylaxis and meets the SCIP-Inf-2 Core Measure.
True

to be used for

«  Appropriate Venous Thromboembolism Prophylaxis may be given within:
48 Hours After Anesthesia End Time

me to 24 Hours After Anesthesia Ene
24 Hours Prior to Surgical Incision to 24 Hours After Anesthesia End Time
= Preoperative documentation that the patient is NPO or due to NPO status alone is an
acceptable reasons for NOT administering perioperative Beta-Blocker.
True
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