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Conclusions and Next Steps

Our Aim

Transition ofCare to Adlt Hospitals

We aim to improve the inpatient
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Background

YMC are particularly vulnerable in
this period of change as they are
more likely to require hospital
services. Families/guardians are
often hesitant to transition care to
providers who do not know their

child and their history.
There are additional things we can do prior to
hospitalization to help prepare patients, particularly
answering commonly asked questions and giving
more details about what to expect in the adult
hospital.

What did we learn?

Primary Care has started
improving transitions of
care for outpatient and
specialist care, but have

not included inpatient
care.

Transition of care from A A A
pediatrics to adult
medicine is difficult,
confusing, and
fear-inducing for YMC
and their caregivers.

Regions Hospital Medicine
has created a Complex
Care Service to help with
this transition, using
Med-Peds hospitalist
providers.
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Methodology
8 phone interviews with YMC and families
* Questions created to help understand common
questions, concerns, and potential barriers when
transitioning hospital care.
» Would an informational packet be useful when planning
transition of in hospital care?
» Used questions posed by primary care providers and
commonly asked questions from the Got Transitions
website.

“Providers don't seem to care how | prefer to communicate.”

Epic

7 surveys with outpatient pediatricians
» Understand their current transition practice
Nhat would be most helpful in transition to adu

e This transition is hard, and it would be
(et [T 5 Someone. helpful to have tools in place to

o The biggest goals of families and

patients are to have understanding
and respect in their new care system,
AT e A L X L TR D with strong knowledge of their needs,
routines, and unique care; this can be
done with the use of a “Care Plan” in
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* Background:

o Excess opioid use and poor pain
management for patients with hip fractures
is associated with increased risk of delirium,
and increased morbidity and mortality,
particularly in elderly patients. Use of
early regional anesthesia in patients with hip
fractures can help improve analgesia and
health outcomes.

Background

& Scope

e Aim:
o To shorten the time to regional anesthesiain

patients who present to the HCMC ER with
hip fractures by 25% within 6 months of

intervention




M et h O d S & * Root Cause Analysis

® o 5WHY's to determine causes that lead to
Intervention
* Initial Data Collection
o Use EPIC Slicer/Dicer to determine median
time to nerve blockin the lastyear

* |ntervention

o Utilize research assistants to identify
patients arriving to ED with hip block and
notify provider




Outcomes e P
o Primary: Mean time to block over 6 month

period

o Secondary: opioid equivalents, hospital
eXt stay, incidence of hospital-acquired delirium

* Next Steps

o Ingrained practice patterns
Ste p o Implementation in additional injury patterns
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Background

e Approximately 18.2% of U.S. adults report a lifetime history of TBI with loss of
consciousness, with higher rates in males (Prevalence of TBI, 2024).

e TBIl is common among veterans and associated with hypopituitarism.
e Despite guidelines, screening is often missed.

Objective:

e FEvaluate real-world screening rates in the VA TBI clinic.
e I|dentify provider-level barriers.

e Implement quality improvement (Ql) intervention.



Methods

e 834 new patient visits to the TBI clinic (Oct 2023—0ct 2024).
e 70 patients randomly selected (~8%) for chart review.

e Reviewed compliance with Tan 2017 guidelines.

e REDCap survey sent to 5 providers to assess barriers and knowledge gaps.




Results

e 28.5% met the Tan criteria for
hypopituitarism screening.
e Only 30% of those eligible

Provider-Reported Barriers to Hypopituitarism Screening in the TBI Clinic

Total Visits Reviewed Eligible for Hypopituitarism Received Complete

received complete screening. Screening Screening
70 20 (28.5%) 6 (30%)
® Survey response rate: 80% Table 1. A total of 70 TBI clinic visits were randomly selected for detailed review. Of these, 20

visits (28.5%) met criteria for hypopituitarism screening based on published guidelines. Among
the eligible patients, only 6 (30%) underwent complete screening, highlighting a gap in
: : . adherence to recommended endocrine evaluation protocols.
Main barriers: P

a. Lack of knowledge about

criteria/testing.



Results

Provider-Reported Barriers to Hypopituitarism Screening in the TBI Clinic

Barrier or Belief Statement Yes (%) No (%)
I need more information about the prevalence and criteria for hypopituitarism in TBI

patients. 75% 25%

| am unsure of specific tests to order. 25% 75%

| am unsure what to do with the results. 25% 75%

| get busy and miss ordering. 50% 50%

| offer the screening but patients mostly defer it. 0% 100%
| am concerned about costs. 0% 100%
There is no barrier to conducting screening. | do it every time. 0% 100%

Table 2. Provider-Perceived Barriers to Hypopituitarism Screening in TBI Patients: Results from a REDCap Survey (n = 4)

An anonymous REDCap survey was administered to five providers in the TBI clinic following a baseline assessment of screening
practices. The survey assessed provider knowledge regarding hypopituitarism prevalence, screening criteria, and appropriate diagnostic
testing, as well as system-level barriers such as workflow constraints and cost concerns. Four providers completed the survey.
Responses are presented as percentages of providers who endorsed each barrier.



Intervention & Next Steps

. . ] e Future steps:
e Sent informational email

- , o o EMR template changes,
summarizing screening guidelines.

order sets, and alerts.

e Monitoring post-intervention

_ o Ongoing provider education
screening rates.

to improve adherence.
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AIMS STATEMENT

This quality improvement project aims to reduce the number of tier 1 and tier 2 trauma patients with
undocumented temperatures at HCMC. Our goal 1s to have a temperature documented within 30
minutes of arrival to the stabilization room in >90% of tier 1 and tier 2 trauma patients by the end of
2025, in line with the American College of Surgeon (ACS) recommendations.




BACKGROUND

Trauma patients are at high risk for accidental hypothermia
o Prospective study involving 302 trauma patients revealed that nearly half (49.6%) of studied patients were
hypothermic [1].
There is a clear association between hypothermia and morbidity/mortality in trauma
patients.

o A core temperature less then 32° C 1s associated with 100%
mortality and any decrease in temperature below 35° C is a poor Coagulopathy
prognostic sign [2].

o A randomized prospective trial comparing slow vs. rapid
rewarming methods during resuscitation demonstrated a
significant 7-fold increase in mortality of patients with slow
rewarming [3].

Trauma Triad of Death
o Clm%caﬂy relevant levels of hypothermia (< 35' C) can prolong Hynuthesmin Metabolic
clotting times to the same extent as severe clotting factor Decreased mycardial performance

caB Acidosi
deficiencies[2]. cidosis




PROBLEM

» Trauma patients assessed in HCMC's Emergency Department Stabilization room routinely do not have their
temperature promptly documented.
o We hypothesize this 1s due to historical inconsistence on rectal temperature in peds patients, lack of real-
time documentation, and lack of awareness of the importance of normothermia in trauma patients
* According to the 2025 National Trauma Data standard, the first recorded temperature must be obtained and
documented in the ED /hospital within 30 minutes of arrival for 90% of all trauma patients [4].
» 2025 1s HCMC's reporting year for evaluation of adult and pediatric quality measure for trauma.
* Inconsistent temperature documentation not only increases patient risk for hypothermia but also flags
HCMC's data as low quality and garners extra scrutiny from the ACS National Trauma Data standard.

Facility Name: Hennepin County Medical Center
TQP Facility ID: 27001
Date Range: 10/1/2021 - 9/30/2023

Data Submission Deadline: December 14, 2023
PEDS DATA QUALITY S 2021 | F 2021 F 2022 F 2023
Outside

Data Quality Filter Your Data

Threshold 5
More than 10% of patients with an unknown Sex 0.00% No Unknown First ” ~ PN PN P " " -
Atypical percentage of records meeting the TQIP Patient Inclusion Criteria Temperature >10% 27.95 24.31 23.68 25.41 24.05 2351 20.96 18.95
67.89% No
(Mean +/-2 STD (95%))
Atypical percentage of records reported with Major Hospital Events (Adults 3.50% No

<1% or >15%; Pediatrics > 4%'i Level Ill > 7%! -
I More than 10% of patients with an unknown Initial ED/hospital Temperature 20.96% Yes I _M.MMM-..
Ore than 10% Of patients with an Unknown Length of stay - 0.00% | 0 ADULT DATA QUALITY F 2021 F 2023 | S 2024 | F 2024
More than 10% of patients with an unknown Initial ED/hospital Systolic Blood 11.18% Yes

Pressure (SBP)

More than 10% of patients with an unknown Initial ED/hospital Pulse 5.79% No Unknown First Tempemture
More than 10% of patients with an unknown Initial ED/hospital GCS Motor 3.39% No 23.46 19.8 18.52 2285 21.92 18.6 16.11 29.09
More than 10% of patients with unknown Pre-Existing Conditions 1.05% No LI >10%

More than 1% of patients with unknown Hospital Events 0.00% No




NTERVENTIONS

thiinﬁon Room Trauma Team Aaimioa

« Introduction of temporal thermometer probes .
tothe HMC ED Stabilization Room, Goal: Increase ease of .
+ED providers and nursing notified via email obtamlng temperature Obtain & document sereening temperature with any thermometer
with instructions for and purpose of temporal 3 X (temporal, oral, rectal) within 30 minutes of arrival
probes. in trauma patients. ;
4 .
. Screening
W Goal: Create a concise temp <36
* QI team develops guidelines for temperature document with clear v
documentation in trauma patients and
recommendations for how to intervene on recommendauons‘ Obtain & document core temp (rectal, esophageal,

foley) as soon as feasible

February

hypothermic trauma patients.

i =
AW Goal: Provide multi- a

* Guidelines presented to ED providers at

Stabilization Conference. media info and on-site | Start Active Rewarming:
. idok 3 H : 3 . . Maintain
Suidelines and infographic with ED mursing | - R R Py QISR TeR e stios] 32.35C. Mild Hypotherma normethesmia.
« Infographic displayed in each Stabilization Bay. staff of prompt i :::‘l‘\’,‘::;":';"a’n'tz: a;g :“n':::'e »
documentauon ¥ Initiate cardiac monitoring
5 ¥ Infants <3 months : consider using Panda warmer
< 28:32C: Moderate Hypothermia (all of above, plus): IV Reassess |
(€ 0] al: Mai_ntain ¥ Warmed IV fluids (38-42C) | temperatureat |
s s e v Apply Bair Hugger or other external active rewarming | least every 30 :
* Targeted reminders sent to nursing Sta.ﬁ when accountablhty [0)%8 ¥ Place heat packs in groin and axilla | minutes during |
temperature docunl?ntatlon is missed in . - ¥ _Consider internal temp probe (foley or esophageal if possible) I activerewarming |
pediatric trauma patients. time and prov1de :" D all |
24-28C: Severe Hypothermia (all of above, plus): | temperature |
PA feedback to enhance v Consider placing endovascul g cath | interventions in: |
. | Narrator - Trauma
pa'tlent care. <24C: Severe Hypothermia, Apparent Death (all of above, plus): | Assessment > :
¥ Begin ACLS algorithm : Thermoregulation |
¥ Consult ECMO team (trauma is not an exclusion to ECMO in 1 e :
hypothermia) (e S 2 N




MEASUREMENT OF IMPROVEMENT

» Prospectively collecting data for tier 1 and tier 2 trauma activations to determine whether interventions
have reduced rates of missed temperature documentation.

 Plan to expand upon targeted feedback and contmue data collection. Will reassess need for ongoing
global interventions in July 2025 or earlier if data trends indicate need.

» Limitations: Data collected thus far is not during trauma season. We anticipate need for ongoing
education and adjustments as trauma activations rise.

January 2025 February 2025 March 2025
PEDS ED Temp Y 22 PEDSED Temp Y 13 PEDSED Tomp ¥ .
PEDSED Temp N 3 PEDSED Temp N 0 PEDSED Temp N 4
PEDS % without ED temp 12% PEDS % without ED temp 0% PEDS % without ED temp 18%
ADULTED Temp Y 78 ADULTED Temp Y 63 ADULTED Temp Y 74
ADULTED TempN 28 ADULTED Temp N 14 ADULTED Temp N 19
ADULT % without ED temp 26% ADULT % without ED temp 18% ADULT % without ED temp 20%

References & Acknowledgements

15 Helm M., Lampl L., Hauke J., Bock KH. Accidental hypothermia in trauma patients. Is it relevant to preclinical emergency treatment? Anaesthesist. 1995;44:101-107
2. Gentilello L., Pierson D. "Damage Control" Approach To Trauma Surgery. American Journal of Respiratory and Critical Care Medicine. 2001;163(3), pp. 604-607
3 Gentilello LM, Jurkovich GJ, Stark MS, Hassantash SA, O'Keefe GEls hypothermia in the major trauma victim protective or harmful? A randomized, prospective study. Ann Surg 1997; 226(4) - pp 439 -449
4. American College of Surgeons (ACS). National Trauma Data Standard Data Dictionary. American College of Surgeons Trauma Programs; Chicago IL. 2024; 45.



Response-Oriented Assessment of
Recall (ROAR): Evaluation of
Ictal-Postictal Seizure States During
Video EEG Monitoring

Amerta Bai



AR Department Response-Oriented Assessment of Recall (ROAR) :Evaluation of Ictal- RESts R a0 BRIy

of Neurology Postictal Seizure States During Video-EEG Driven to Discover:

Amerta Bai MD, MS ,Tariq Hattab MD2, David Darrow MD, PhD2, Paul Wang MD, PhD", Daniel Pyzdrowski MS?
Keshin Visahan MS', Eric J Waldron PhD3, Lisa Lykken BS5, Melisa Mueller RN, MSN¢, Megan Halverson RN, MSNé, Thomas R. Henry MD?, Sima Patel MD'4

1, Y ilitation Medicine?, University of Minnesota, Minneapolis, MN, USA; Hennepin Health Care System?, Gillette Children’s Specialty Health Care> Fairview Health Services, Saint Paul® MN, USA.

D of

INTRODUCTION RESULTS RESULTS
* Behavioral assessments during video EEG Table 1: Demographic and Clinical Characteristics of Epileptic and Non-Epileptic Patients

2 3 S 3 Epileptic Non-epileptic  Full Cohort
(VEEQG) are essential for seizure localization Average completion rate
. 1 Patients 78% 22% n=80
and semIO]ogy ®; Observations 63% 37% n=292 el sees | P—
* Despite their importance, a standardized Age Mean 42 a8 a1 Overat (n=292) 6% 3%
behavioral testing tool is not widely used. - el e o7 o o ':i‘{"'_‘;:‘ z: ::
* At the University of Mi.nnesota, we've used Male a4% 1% 36% GTCS (= 25) 1% %
the ROAR® protocol since 2012. Intersex - 6% 1% FA- nonmotor (ve24) san 2%
. g . . . Race White 84% 94% 86%
¢ Our multidisciplinary team reports its ease, i AR =l : e FA- motor (ve 20) s %
efficiency, and clinical relevance. Hispanic or Latino 5% = % Fl- nonmolor (1=) s %
Asian 2% - 1% F1 - motor (n=85) a“n 26%
Unknown / Not Reported 2% 6% 3% FTB-TC (n=10) 3% 3%
OBJECTIVE Diagnosis  Non eplleptic spelis 24% Tt e conpton s o ROMR et cres o et vt e e ot i
Epllepsy, Focal 65% calcutat completion ‘component seizure averaging
* This study aims to assess the feasibility of Epilopsy, Generalized 10% Aborevaions: NEE: noaptept evn, GTS: genecazed o ez, GTCS: ganrakzed fok-conc secrs, FA -
© Myocionic 1% nonmotor: for focal aware without motor component, FA - motor: focal aware with motor component, Fl - nonmotor: focal
the RQAR pr(?tocol for structured e B A . a7 5 impaid wibus moor comgernen. i - metor.foca mpaded wi molr camponent and FTBLTC: foca o biera o
behavioral testing during VEEG. Median Time to Initiote ROAR
Initiation and Complation Rates of ROAR 140 Boxplot of Intervals Between Behavioral Onset and lotal ROAR testing
ICTAL ROAR POST-ICTAL ROAR i o rostica roan )
“R” Remember a “R” Recall the word - - § 300
word and object Eo & = hi¢
“O” Rememberan  “O” Ask Orientation = =
Object |questions P
“A" Perform an “A” Ask about Aura/ S . o | -
.A.ct-son ,Ey::-cal spell CONCLUSIONS
R" Read a R" Read a sentence initiation rate _ Partial rate  Ful rate + ROAR protocol was initiated ~65% of the time, with full
sentence L Ictal ROAR (during event) completion rate of ~24% and 5% for ictal & post-ictal
Epileptic event 60% 37% 23% . . . - . =
| wemoos . Fotok [pmimme vt sifcare Hpeailaressenhis *
Full cohort 64% 40% 24% + Feasible across varied seizure types with reasonable
+ Study Design: Retrospective review e e e completion rates. ) o
« Data Source: 292 EMU events (2018-2023) Spllesitié event e A% 4% . Ongom_g staff tral_mng may improve RO_A_R |r!|t|at|on and
+ Data Entry: REDCap database Non-opileptic event 73% 67% 6% completion as studies show that more training is helpful.2
< S Full cohort 60% 55.1% 4.5%
+ Analysis Tool: MATLAB (R2023b, Table 2: partial and full ratos of ROAR: Epileptic events REFERENCES
& ini i events wi ure Corr ion, il ic events 1) Ladko FA, Aress SM, Riker E, et b cul Report of the piepry
MathWorks, Natick, MA) rore Galined s clnical enavioeal events without an EEG seisure corretas. o ey Sk KAl 10 AL e




