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Disclosures

w Salary Support for MTQIP from BCBSM/BCN 
and MDHHS
n Mark Hemmila
n Judy Mikhail
n Jill Jakubus



Disclosures

w Mark Hemmila Grants
n Blue Cross Blue Shield of Michigan
n Michigan Department of Health and Human Services



No Photos Please



Evaluations

w Link will be emailed to you following meeting
w Please answer the evaluation questions
w No CME for this meeting



Data Submission

w Data submitted April 7, 2023  
n This report

w Next data submission
n June 2, 2023



Future Meetings

w Registrars
n Tuesday June 6, 2023
n Ypsilanti, EMU Marriott

w Fall
n Tuesday October 10, 2023
n Ypsilanti, EMU Marriott 

w Winter 
n Tuesday February 6, 2024
n Virtual



Agenda

w MTQIP Data
w PI Death Determination
w PROM
w ASPIRE
w Orthopedic Updates
w Break



Agenda

w Jill - Program Manager Updates 
n Updates
n ASA and VTE

w Judy - Program Manager Updates 
n Future Metrics Planning
n ACS Optimal Book
n Tackling Delirium 

w Wrap Up



MTQIP Data &
Hospital Scoring Index Results

Mark Hemmila, MD



#4 PI Death Determination Documentation

w Completed PI death determination (12 mo: 
7/1/22-6/30/23)

w Cohort 2 (Admit trauma)
w Exclude no signs of life

n 0-2 patients missing = 5 points
n 3-4 patients missing = 3 points
n > 4 patients missing = 0 points



2-4 Missing

> 4 Missing
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Metric 4 - PI Death Determination
Cohort 2 - Admit to Trauma

7/1/22 - 1/31/23
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Age ISS
Unanticipated mortality 65.4 ± 6.2 18.6 ± 2.5
Anticipated, with opportunity 58.1 ± 2.5 28.6 ± 1.7
Anticipated, without opportunity 57.8 ± 1.5 28.5 ± 1.1





Operate Emergent Operate
Unanticipated mortality 62.5% 50%
Anticipated, with opportunity 51.7% 36.8%
Anticipated, without opportunity 25.8% 17.3%
p-value (Chi2) <0.001 <0.001



Are these patients having complications 
before they die, and does it matter?









Alive Complication

Dead Complication FTR

Dead None

Alive None

Complication Rate

Mortality Rate
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Reporting
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Mitigation Strategies





#5 Timely LMWH VTE Prophylaxis in 
Trauma Service Admits

w Venous Thromboembolism (VTE) Prophylaxis 
with LMWH Initiated Within 48 Hours of Arrival 
in Trauma Service Admits with > 2 Day Length 
of Stay (18 mo: 1/1/22-6/30/23)
n ≥ 52.5% of patients (≤ 48 hr) 
n ≥ 50% of patients (≤ 48 hr) 
n ≥ 45% of patients (≤ 48 hr)
n < 45% of patients (≤ 48 hr)



31/35 Centers ≥ 52.5%
↑ 2 Centers from 2022  

Pg. 4

■ ≥ 52.5%
■ ≥ 50%
■ ≥ 45%
■ < 45%

Mean 61% (↑59.1%)

2017 39%
2018 50%
2019 55%
2020 56%
2021 59%
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Metric 5 - VTE Prophylaxis LMWH Timeliness
Cohort 2 - Admit to Trauma

1/1/22 - 1/31/23



Pg. 5

Today

Mean 20.6% < 18% < 12%
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Pg. 5

Today

Mean 47%
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CNTR and Trauma Societies > Weight Based LMWH

International Consensus Meeting VTE-Trauma
Orthopaedics representation
LMWH





VTE Event

Year

%

20
08
20

09
20

10
20

11
20

12
20

13
20

14
20

15
20

16
20

17
20

18
20

19
20

20
20

21
20

22
0

1

2

3

4

5

Adjusted
Unadjusted

1.22 % ↑
1.31 % ↑



#6 Timely Surgical Repair in Geriatric 
(Age ≥ 65) Isolated Hip Fracture

w Time to surgical repair of isolated hip fracture 
in patients age 65 or older (12 mo: 7/1/21-
6/30/22)
n ≥ 92% of patients (≤ 48 hr) 
n ≥ 87% of patients (≤ 48 hr) 
n ≥ 85% of patients (≤ 48 hr) 
n < 85% of patients (≤ 48 hr)



Pg. 6

Mean 93% > 92%
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Metric 6 - Timely Surgical Hip Repair > 65 years
Cohort 8 - Isolated Hip Fracture 

7/1/22 - 1/31/23



3 Years Ago
6



Pg. 6

Mean 94% > 93% 
> 92%

Backsliding
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Metric 6 - Timely Surgical Hip Repair > 65 years
Cohort 8 - Isolated Hip Fracture 

7/1/22 - 1/31/23



ASPIRE



#6 Timely Surgical Repair in Geriatric 
(Age ≥ 65) Isolated Hip Fracture

w Time to surgical repair of isolated hip fracture 
in patients age 65 or older (12 mo: 7/1/23-
6/30/24)
n ≥ 92% of patients (≤ 42 hr) 
n ≥ 87% of patients (≤ 42 hr) 
n ≥ 85% of patients (≤ 42 hr) 
n < 85% of patients (≤ 42 hr)

< 42 hours
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#7 Red Blood Cell to Plasma Ratio

w Red blood cell to plasma ratio (weighted mean 
points) of patients transfused ≥5 units in first 
4 hours (18 Mo’s: 1/1/22-6/30/23)



Pg. 7
Mean 1.46 
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Whole Blood

w Presentation by Bronson last year
w Who is using?

n Bronson
n Sparrow
n Mid Michigan, Corewell Royal Oak (William Beaumont) ?
n University of Michigan > Since May 1

w Plans ? Barriers ?



Z-score

w Measure of trend in outcome over time
w Hospital specific

n Compared to yourself
w Standard deviation
w > 1 getting worse
w 1 to -1 flat
w < -1 getting better



#8 Serious Complication Rate (Z-score)

Pg. 8
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Cohort 2 - Admit to Trauma
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#9 Mortality Rate (Z-score)

Pg. 8
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#10 Timely Head CT in TBI Patients on 
Anticoagulation Pre-Injury

w Head CT date and time from procedures
w Presence of prehospital anticoagulation 
w TBI (AIS Head, excluding NFS, scalp, neck, hypoxia)
w Cohort1, Blunt mechanism
w Exclude direct admissions and transfer in
w No Signs of Life = Exclude DOAs
w Transfers Out = Include Transfers Out
w Time Period = 7/1/19 to 6/30/20



#10 Head CT in Anticoagulated Patient 
with TBI
w Measure = % of patients with Head CT, date, 

and time
w Timing

n ≥ 90% patients (≤ 120 min) 
n ≥ 80% patients (≤ 120 min) 
n ≥ 70% patients (≤ 120 min) 
n < 70% patients (≤ 120 min)



18/35 Centers ≥ 90% (+4)  

Mean 84% ↑ 81.5% 

Pg. 9

Metric 10 - ED Head CT < 120 min
Cohort 1 - MTQIP All on Anticoagulant (Excluding ASA)

7/1/22 - 1/31/23
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#11 Timely Antibiotic in Femur/Tibia Open 
Fractures - Collaborative Wide Measure
w Type of antibiotic administered along with date 

and time for open fracture of femur or tibia
w Presence of acute open femur or tibia fracture 

based on AIS or ICD10 codes (See list)
w Cohort = Cohort 1 (All)
w Exclude direct admissions and transfer in
w No Signs of Life = Exclude DOAs
w Transfers Out = Include Transfers Out
w Time Period = 7/1/22 to 6/30/23



#11 Open Fracture Antibiotic Usage

w Measure = % of patients with antibiotic type, 
date, time recorded ≤ 90 minutes
n ≥ 85% patients (≤ 90 min) > 10 points
n All or nothing 

w ACS-COT Orange Book – VRC resources
n Administration within 60 minutes

w ACS OTA Ortho Update
w ACS TQIP Best Practices Orthopedics



Collaborative Mean 
= 84.5%

18/35 Centers ≥ 85% 
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• Check your data
• Pay attention to open fractures 

Open Fracture - Missing Type, Date or Time
Cohort 1 - MTQIP All

7/1/22 - 1/31/23
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B. Oliphant and COT 
Orthopedics Chairs 
Letter to the Editor



#11 Open Fracture Antibiotic Usage 2022

w Check your list of patients
n June Submission
n Jill will send out separately in June/July 

w Every patient counts



MTQIP Patient Recorded Outcome Measures

Mark Hemmila, MD



Summary

w Participant Trauma Centers
n 11 Total
n 9 with patient responses

w Surveys
n 462 Total
n 368 Unique patients

w Contact
n Text, E-mail > Phone
n Patient preference after first contact



EuroQol

w EQ-5D-5L
n EQ-5D is a standardized measure of health status 

developed by the EuroQol Group to provide a 
simple, generic measure of health for clinical and 
economic appraisal.

w Descriptive system questionnaire
n 5 Dimensions
n 5 Response Levels

w Visual Analogue Scale
n EQ-VAS 0-100



Trauma Center Patients
Center 5 8
Center 29 25
Center 35 14
Center 32 28
Center 16 15
Center 7 53
Center 25 27
Center 19 15
Center 27 183
Total 368



Characteristic Value
Age 60.8 ± 19.3
Female 51.6%
Race White 92.1%
Race Black 4.1%
Race Other 3.8%
ISS 11.8 ± 6.8
Hospital LOS 5.5 ± 5.2
Operation 56%
Discharge Home (Self-care) 40%
Discharge Rehab 22.3%
Discharge SNF 18.2%
Discharge Home (Home health) 17.1%



Mobility
N (%)

Self-Care
N (%)

Usual 
Activities

N (%)

Pain/
Discomfort

N (%)

Anxiety/
Depression

N (%)
Level 1

No problems 136 (37.1) 217 (59.1) 100 (27.3) 89 (24.3) 208 (56.7)

Level 2
Slight problems 91 (24.8) 73 (19.9) 97 (26.4) 136 (37.1) 80 (21.8)

Level 3
Moderate problems 89 (24.3) 50 (13.6) 100 (27.3) 118 (32.2) 51 (13.9)

Level 4
Severe problems 29 (7.9) 17 (4.6) 44 (12.0) 17 (4.6) 15 (4.1)

Level 5 
Extreme problems/

unable to do
22 (6.0) 10 (2.7) 26 (7.1) 7 (1.9) 13 (3.5)

First Survey (Mean 6.0 mo, 37% 2-4 mo, 42% 5-7 mo



Mobility
N (%)

Self-Care
N (%)

Usual 
Activities

N (%)

Pain/
Discomfort

N (%)

Anxiety/
Depression

N (%)
Level 1

No problems 33 (48.5) 49 (72.1) 20 (29.4) 16 (23.5) 42 (61.8)

Level 2
Slight problems 18 (26.5) 11 (16.2) 26 (38.2) 33 (48.5) 12 (17.7)

Level 3
Moderate problems 13 (19.1) 5 (7.4) 16 (23.5) 15 (22.1) 13 (19.1)

Level 4
Severe problems 29 (7.9) 2 (2.9) 4 (5.9) 4 (5.9) 1 (1.5)

Level 5 
Extreme problems/

unable to do
4 (5.9) 1 (1.5) 2 (2.9) 0 (0) 0 (0)

2nd Survey (Mean 10.0 mo, 31% 13-24 mo, 25% 8-12 mo













Overall Health – EQ Visual Analogue Scale
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MTQIP and ASPIRE Data

Mark Hemmila, MD



ASPIRE

w Multicenter Perioperative Outcomes Group
n Parent
n 60 Hospitals

w ASPIRE
n In Michigan
n BCBSM CQI



Hospitals in ASPIRE and MTQIP

Center 31
Center 11
Center 23
Center 3
Center 8
Center 22
Center 14
Center 30
Center 4

Center 29
Center 29
Center 32
Center 16
Center 7
Center 25
Center 26
Center 19
Center 27



Data Cohorts

w MTQIP uses ICD10 procedure codes
w ASPIRE uses CPT procedure codes
w Date range from 1/2021 to 12/2021
w Cohorts

n Isolated Hip Fracture (91% match rate, 2609/2856)
n Femur Fracture (87% match rate, 2652/3044)
n Hemorrhage control (69% match rate, 71/103)
n Spleen (76% match rate, 25/33)



Isolated Hip Fractures

w Time to OR
n *ED arrival to OR
n <=24hrs
n >24 to <=48 hrs
n >48 hrs

w Surgery duration
w Anesthesia duration
w Anesthesia technique

n General (ETT or LMA)
n Epidural or Block



Isolated Hip Fractures

w Outcomes
n Dead or Hospice = 3.9% (102 pts)
n Serious complication = 5.3% (138 pts)







Risk-Adjusted

Factor Outcome Odds 
Ratio

95% CI p-value

Non-General Anesthesia Dead or Hospice 1.3 0.55-3.0 0.5
Non-General Anesthesia Serious Comp. 2.3 1.3-4.2 0.005
Anesthesia Duration High Dead or Hospice 1.6 0.96-2.7 0.07
Anesthesia Duration High Serious Comp. 1.7 1.0-2.8 0.048
Surgery Duration High Dead or Hospice 0.98 0.6-1.6 0.9
Surgery Duration High Serious Comp. 1.4 0.8-2.3 0.3
Time to OR 24-48 Dead or Hospice 1.3 0.8-2.1 0.3
Time to OR >48 Dead or Hospice 1.6 0.8-3.2 0.2
Time to OR 24-48 Serious Comp. 1.5 1.1-1.9 0.009
Time to OR >48 Serious Comp. 1.7 1.2-2.5 0.004



Orthopaedics Update

Bryant Oliphant MD



MTQIP Ortho Group - Update
May 17, 2023

Bryant W. Oliphant, MD, MBA, MSc
Staff Physician Detroit Receiving Hospital

Assistant Professor – Wayne State University, Department of Orthopaedic Surgery
Research Investigator – University of Michigan, Department of Orthopaedic Surgery

@BonezNQuality



TPM Responses

• Thank you!

• Updated OTL/Orthopaedic Surgeon List

• Let me know if ortho have questions/involvement



Combined Fall Ortho Meeting

• MTIQP Fall Meeting – October 10, 2023

• OTA - October 18 – 21, 2023

• Very positive response from last meeting

• Potential Topics:
• Hip Fxs
• DVT Prophylaxis – Lovenox vs. ASA
• Other Ideas?



Ortho Working Group Initial Meeting

• May 3rd 2023

• 5 Orthopaedic Surgeons Across State

• Great Initial Discussion

• Definite Interest 

• Breaking Down Silos



• Only Inpatient Admissions – No Post D/C data
• Difficult to risk adjust orthopaedic injuries

• Gustilo Anderson Type
• Fx severity

• Rebuttal Letter Submitted to JTACS

Antibiotic administration within 1 hour for open lower extremity
fractures is not associated with decreased risk of infection

Areg Grigorian, MD, Morgan Schellenberg, MD, Kenji Inaba, MD, Matthew Martin, MD,
Kazuhide Matsushima, MD, Michael Lekawa, MD, and Jeffry Nahmias, MD, MHPE, Orange, California

AAST PODIUM 2022

         



Questions

• Contact info:
• Bryant W. Oliphant, MD, MBA, MSc
• bryantol@med.umich.edu
• @BonezNQuality



Break

Back at 3:20 p















Center Author(s) Topic Status
Corewell Butterworth Chapman/Eickholtz Cracked Ribs and COVID: The effect of COVID-19 on rib fracture patients in 

Michigan
Accepted 69th Annual MCOT & MCACS

Miller Outcomes of simultaneous versus staged IMN nailing fixation of multiple long 
bone lower extremity fractures

Manuscript accepted to Injury

Chapman Trauma Volume, Mechanism, Race and Socioeconomic Status Pre and Post 
COVID

Manuscript update

Chapman Mental Health and Substance Use of Trauma Patients Pre and Post COVID Manuscript update
Covenant Health Care Sharpe Incidence of pulmonary embolism in liver trauma New
DMC Detroit Receiving Lee Impacts of COVID-19 on spinal cord injuries New
Hurley Medical Center Daswani Resuscitation efficiency by dedicated trauma nurses in the ED Data analysis
Michigan Medicine Chung Hand trauma: A geospatial analysis Revising submission
Trinity Health Ann Arbor Hecht The Clinical Effects Of Chronic Antiplatelet And Anticoagulant Use On 

Thoracoabdominal Trauma
Accepted 18th Annual Academic Surgical 
Congress
Manscript to follow

Hecht/Westfall A Multicenter Study of DDAVP versus Platelet Transfusions for Antiplatelet 
Agent Reversal in Patients with Traumatic Brain Injury

Accepted 69th Annual MCOT & MCACS
Manuscript to follow

Hecht Effect of antiplatelet and anticoagulant agents on outcomes following emergent 
orthopedic surgery for trauma

Manuscript preparation

Hoesel Rib fractures in the elderly Manuscript preparation
Hecht Need for 4-Factor prothrombin complex concentrate vs. Andexanet Alfa for the 

reversal of traumatic brain injuries
Manuscript under review

Curtiss/Hecht Is Reversal of Anticoagulants Necessary in Neurologically Intact Traumatic 
Intracranial Hemorrhage?

Submitted AAST



Center Author(s) Topic Status
Henry Ford Johnson EMS vs. private car effect on outcomes

Kabbani Impact of COVID-19 on outcomes in trauma patients
Michigan Medicine Oliphant Infection and long-term outcomes in trauma patients Analysis

Scott Long-term outcomes and trauma policy
U of M Health - West Mitchell Blunt cerebral vascular injury



ASPIRIN
I N  M I C H I G A N

Exploring aspirin use as the first DVT prophylaxis type
across all Level I and II trauma centers in Michigan.



Approach

Literature Reference

Definition

Data



Jan 2022



Jan 2022







Assessed for eligibility in May 2023
(n = 479,058)

Excluded (n = 434,387)
Admit year ≠ 2022 (n = 431,707)
< 16 years (n = 2,489)
DOA (n = 191)

Included (n = 44,671)

Non-aspirin  (n = 28,658) Aspirin (n = 575)

Patients’ selection criteria flow diagram outlining the selection of adult trauma cases reported to MTQIP.

None  (n = 15,438)



The cohort who received 
aspirin DVT prophylaxis is 
different in a statistically 
significant way that cannot 
be explained by chance.



Patients who received 
aspirin DVT prophylaxis are 
older and female.



Patients who received 
aspirin DVT prophylaxis 
have higher rates of home 
aspirin use.



Patients who received 
aspirin DVT prophylaxis 
have lower rates of smoking 
and anticoagulant therapy 
use.



Patients who received 
aspirin DVT prophylaxis 
have injuries primarily in the 
9-15 ISS range involving 
extremity region.



48% of trauma patients at MTQIP centers 
patients are receiving low molecular weight 
heparin as their first type of VTE prophylaxis.



1.3% of trauma patients at MTQIP centers 
receive aspirin as their first type of VTE 
prophylaxis.



Trauma patients at MTQIP centers have a 0.9-day 
median time to first VTE drug with LMWH.



Trauma patients at MTQIP centers have a 1.1-day 
median time to first VTE drug with aspirin.



55% of trauma patients at MTQIP centers who 
receive aspirin as their first type of VTE 
prophylaxis are admitted to Orthopedics.





What happens to 
collaborative patients 
who receive aspirin?







Advanced Age



Fall



Moderate Extremity Injury



Non-trauma service admit



Receive TXA



OR



ASA (mean 2.5) 



Events



Rehab



0 cases received any blood products 0-24 



Evidence-based indications for TXA use in trauma patients:

Traumatic hemorrhage: The CRASH-2 trial showed a reduction in mortality in trauma 
patients with significant hemorrhage or risk of significant hemorrhage. As a result, it is 
recommended for use in these patients if administered within 3 hours of injury.

Traumatic brain injury (TBI): The CRASH-3 trial studied the use of TXA specifically in TBI 
and found a reduction in head injury-related death in patients with mild to moderate 
head injury who received TXA within 3 hours of injury. However, there was no 
significant reduction in patients with severe head injury.

Massive transfusion: TXA is used as part of a massive transfusion protocol in patients 
with severe trauma. This is typically defined as the replacement of a patient's total 
blood volume in less than 24 hours, or more than half the total blood volume per hour.







What happens to 
collaborative patients 

who receive TXA?







Extrapolation Concerns



OTA Int. 2021 Dec; 4(4): e143.
Published online 2021 Oct 19. doi: 10.1097/OI9.0000000000000143



Summary

• Aspirin is being used in the collaborative as the 
first type of VTE prophylaxis primarily in 
admissions to non-trauma services.

• TXA is being used across the collaborative in a 
significant volume of cases without hemorrhage 
or TBI indications.

• The impact of TXA use on non-hemorrhage or non-
TBI indications on VTE outcomes in trauma 
patients is unclear. 





Program Manager Updates
5-17-23

Judy Mikhail

1. Future Metrics
2. Grey Bk/MTQIP Clarifications
3. Dissecting Delirium



Topic 1

Metrics Planning 

Continuously plan for new metrics

Timeline:  
May: Propose new metrics
June: Submit metrics to BCBSM for approval   
July: Data collection begins 



Performance Index Changes

2023 2024 2025 

NEW
Death Determination 

Documentation



Performance Index Changes
2023 Proposed 

2024
2025 

Death Determination 
Documentation

NEW
Wt Based 

VTE Protocol Use



WWeeiigghhtt--BBaasseedd  VVTTEE  PPrroopphhyyllaaxxiiss
33  GGuuiiddeelliinnee  OOppttiioonnss
(emailed 1/6/23)

• Western Trauma Association 
• AAST/COT Guideline
• Geert’s Sunnybrook Guideline

Options:
• Use your existing wt-based LMWH  protocol
• Develop your own wt-based LMWH protocol
• Use a suggested wt-based LMWH protocol



Wt-Based LMWH Protocol Use

Criteria

#5b:  Weight Based LWMH Protocol in Use
Credit given:
• Protocol and 5 cases submitted via weight-based LMWH 

submission portal on mtqip.org by 12/6/24.
• Video demonstration on using the submission portal.

Reduce by 2 points

Add 2 points



Performance Index Changes
2023 Proposed 

2024
2025 

Death 
Determination 
Documentation

NEW
Wt Based 

VTE Protocol Use

NEW
Geri Hip Fx Repair

Lower from 48 to 42 hrs



Performance Index Changes
2023 Proposed 

2024
2025 

NEW
Death Determination 

Documentation

NEW
Wt Based 

VTE Protocol Use

NEW
Geri Hip Fx Repair

Lower to 42 hrs

NEW
Delete Head CT

Add PROs Participation



Potential 2025 Metric  

Patient-reported outcome measures (PROMs) 
data collection
5.28 Discharge Planning
NEW Level I & II Centers

Should use patient-centered strategies:
Peer-to-peer mentoring
Trauma survivor program
ATS Trauma Survivors Network
Continuous Case Management

Wrap-around services
Navigator positions
Trauma center community linkages



PPaattiieenntt  RReeppoorrtteedd  OOuuttccoommeess

üAligns with ACS Verification
üAligns with Research 
üAligns with BCBSM



TThhiinnkkiinngg  aahheeaadd  ttoo  22002255



Performance Index Changes
2023 Proposed 

2024
2025 

Death Determination 
Documentation

NEW
Wt Based 

VTE Protocol Use

Consider
Bad Case-Good PI?

NEW
Geri Hip Fx Repair

Lower to 42 hrs

NEW
Delete Head CT

Add PROs Participation



Journal of Trauma & Acute Care Surgery
Just announced…

Bad Case – Good PI 



Potential 2025 Metric

Bad Case-Good PI
• PI skills likely vary across centers 
• Most PI goes in a drawer = lost learning 
• Shared PI “lifts all boats”
• Aligns with ACS-TQIP mortality reporting system
• Aligns with MTQIP PI Death Determination
• Identify patterns
• You already do the work



HHooww  ttoo  ooppeerraattiioonnaalliizzee??

•Develop criteria for case selection
•Each center submits X? cases a year (from the previous years 
PI)

•Cases selected and presented at MTQIP mtg
•Structured PI format –JCAHO taxonomy
•De-identified vs Identified?



Performance Index Changes
2023 Proposed 

2024
2025 

NEW
Death Determination 

Documentation

NEW
Wt Based 

VTE Protocol Use

CONSIDER
Bad Case-Good PI?

NEW
Geri Hip Fx Repair

Lower to 42 hrs

CONSIDER
IR within 60 min
tbd % of patients

(Hem Control)
COLLABORATIVE 
WIDE MEASURE

NEW
Delete Head CT

Add PROs Participation



4.15 Interventional Radiology Response for Hemorrhage-Type II 

Necessary human and physical resources continuously 
available for an endovascular or interventional 
radiology procedure for hemorrhage control can begin 
within 60 minutes
Continuously available 24/7/365
The response time is tracked from request to arterial 
puncture
Response times tracked through the PIPS Plan

LI, LII, PTCI, PTCII
ACS Optimal Resources Book



Performance Index Changes
2023 Proposed 

2024
2025 

Planning Ahead….

NEW
Death 

Determination 
Documentation

NEW
Wt Based 

VTE Protocol Use

CONSIDER
Bad Case-Good PI?

NEW
Geri Hip Fx Repair

Lower to 42 hrs

CONSIDER
IR within 60 min
tbd % of patients

(Hem Control)
COLLABORATIVE WIDE 

MEASURE
NEW

Delete Head CT
Add PROs Participation



Topic 2
ACS Optimal Resources Book and MTQIP Clarifications

4.35 PI Staffing Requirements
• 0.5 FTE Vol > 500pts
• 1.0 FTE Vol > 1000pts

MCR can be used toward PI 
staffing



ACS Optimal Resources Book and MTQIP Clarifications

Level I

TMD must hold active
membership in at least one 
national trauma organization

Have attended at least one 
meeting during the
verification cycle

Level II or III

TMD must hold active 
membership in at least one 
regional, state, or
national trauma organization. 

Have attended at least
one meeting during the 
verification cycle

2.8 TMD Requirements (Type II)

TQIP & MTQIP Do Not Count



Topic 3

Dissecting Delirium



Delirium

•MTQIP only recently started to collect (2020)
•Aligns with growing geriatric trauma population
•Tx: Heavily (bundle, guideline, pathway) oriented
•ACS is looking for ↑ guideline use



PRQ



5.6 Injured Older Adult Protocol – Type II 
• Level I and II Trauma Centers Must Have The Following Protocols for Geriatric 

Trauma:
• • Identify vulnerable geriatric patients
• • Identify those needing geriatric provider expertise 
• • Prevent, identify, and manage dementia, depression, delirium
• • Process to capture and document patient preferences:
• [care goals, code status, advanced directives, proxy decision maker]
• • Medication reconciliation and avoidance inappropriate meds
• • Screening for mobility: assure early, frequent, and safe mobility
• • Implement safe transitions to home or other facility

LI, LII



Began Collecting 2020



Delirium Definition Key Features

1. Disturbance of consciousness with reduced
ability to focus, sustain or shift attention

2. A change in cognition or the development of a
perceptual disturbance - not accounted for by
pre-existing, established, or evolving dementia

3. Develops over a short period of time, and 
fluctuates over the course of a day

4. There is evidence (H&P/Labs) that the 
disturbance is caused by a medical condition, 
substance intoxication, or med side effect



Most 
Common

Often Missed

Delirium: Three Prototypes



Under Capture
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Delirium

Cohort 8 - Isolated Hip Fracture, Age > 65

Congrats!



Epidemiology

Non Modifiable Risk Factors
• Underlying Dementia
• HTN
• ETOH
• High acuity

Modifiable Risk Factors
• Pain
• Sedation
• Benzos
• Coma
• MV
• Sleep Deprivation
• Immobility
• Restraints
• Social Isolation



Outcomes of ICU Delirium

60-80% of mechanically ventilated• Up to patients
will develop (highly variable)

• Dependent on underlying patient risk

• Increased vent days
• Increased ICU LOS
• Increased ICU Mortality
• Duration of delirium is associated with increased 

long-term mortality (6-12 mo) (predictor)
• Huge healthcare/societal costs



Long Term Impact

• ICU delirium is an independent risk factor for long 
term cognitive impairment

• Cognitive impairment is substantial and often 
persists 1 year after discharge

• 34% cognitive function similar to TBI survivor
• 24% cognitive function similar to Alzheimer’s patient
• This cognitive decline is not limited to older adults

Pandharipande et al NEJM 2013

Key Point: Work aggressively to prevent/stop/shorten Delirium



Delirium Screening Tools

• Confusion Assessment Method for ICU (CAM-ICU)
• Intensive Care Delirium Screening Checklist (ICDSC)



Clinician Delirium Screening Challenges

Barriers
• Time consuming
• Complex
• Difficult in vent pts
• Not confident
• Results not used

Tips
-Education/Training
-Multidisciplinary buy in
-Case based scenarios best
-Clinical champion q shift
-Embed nursing orientation
-Embed EMR
-Adherence/accountability



Delirium Assessment Timing?

Optimally when patient has been off sedation

• Patients were 10.5 times more likely to have 
delirium (CAM-ICU +) when evaluated before
sedation interruption than after sedation 
interruption

Patel et al. AJRCCM 2014



Modifiable

• Benzodiazepine Use
• Substantial research shows that benzos transition 

patients to delirium (highly consistent & dose-related)
• Awake and without delirium on Monday
• Given a benzo
• Substantial risk that on Tuesday will + delirium

Zaal et al Inten Care Med 2015



Nurse Sensitive Factors



Early Mobility
↓ Delirium

Reorienting Patients ( min of once a shift)
Who? Who are you? Who is the nurse/physician?

What? What happened?
When? When did it happen and what is the date?

Where? Where are you/we?
Why? Why did it happen?
How? How did it happen? What is the illness progression?

Frequent 
Reorientation

↓ Delirium



Sleep Hygiene = ↓ Delirium

• Nighttime
• TV off
• Dim lights
• Decrease overhead 

pages, noise

• Daytime
• Raise blinds
• Mobilize
• Reduce napping
• Optimize family 

interaction

• Avoid Benzos, Opioids
• Adjuncts

• Earplugs
• Eye masks
• Music



Goal: Prevent Prolonged Ventilation

• Appropriate use and titration of sedation
• Use assessment tools like RASS/SAS/CPOT
• Sedation vacations
• Breathing trials
• RT and Nursing coordination
• Prevent oversedation
• Ensure successful extubation
• Prevent reintubation
• Prevent prolonged ventilation



ICU
Liberation 

Bundle

A2F Bundle

↓
Delirium

↓
Mort

↓
Intub

↓
Pain

↓
Restraint

↓
LOS

↑
DC Home

↑ 
Indepen 
dence





Resources



American Delirium Society





Society of Critical Care Medicine 
www.sccm.org













ACS Geriatric Guideline
Identification of Seniors At Risk

• Geriatric Triage Criteria
• Dev criteria for geri consult
• Geri Screening -ISAR
• Establish med history
• Follow Beers Criteria
• Pt family priorities
• Surrogate decision maker
• Hold family meeting within 

72 hours

Score >=2 higher expected decline



ACS Geriatric Guidelines 
Delirium in Trauma

Monitor Reversible Causes
üWake-sleep disturbances
üImmobilization
üHypoxia
üInfection
üUncontrolled pain
üElectrolytes/dehydration
üUrinary retention or Foley
üUse or restraints



ACS Geriatric Guideline

ü Monitor fluid intake
ü Early mobilization 

within 48 hrs
ü Assess/prevent fall risk
ü Aspiration precautions

• HOB up
• Sit upright-eating and up

to 2 hrs after
• Evaluate for swallowing 

deficits

ü Incentive spirometry
ü Deep breathing
ü Bowel regimen/opiates
ü Screen: pressure ulcers 

with Braden or Norton 
scale within 24 hrs

ü Doc skin integrity



Level I Center 
Frailty Bundle

• Early mobility
• Bowel regimen
• Pain regimen
• Nutrition
• Physical Therapy
• Geri Assessment

2019

After Implementation: 
56% decrease in delirium



Questions?



Wrap Up

Jill Jakubus, PA-C, MHSA



OPEN 

MAPS-CQI Data Matching

Opt-out email



Conclusion

w Thank you for attending
w We will correspond about Hospital CQI Index 
w Evaluations

n Judy will send out email
w Questions?
w See you in October


