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Clay Dunagan, MD, MS, Annual Patient Safety & Quality Symposium
Poster Instructions
CONSENT:
Abstracts are considered for submission even if submitted elsewhere previously or will be in the future.  All presenters are consenting to allow their abstract to be posted in pdf format on Barnes-Jewish Hospital, St. Louis Children’s Hospital and Washington University School of Medicine Patient Safety intranet web pages and/or the Symposium registration website. 

By submitting an abstract, you understand and agree that you may be contacted by e-mail up to 2 weeks after the Symposium by interested readers/reviewers with questions or thoughts Monday, March 3, 2025 - midnight, Tuesday, March 18, 2025, and it is expected that you will make a reasonable effort to respond. You will receive an email from bjc@confex.com.  Any questions and responses will be posted to the Symposium website and made viewable to the public.

By submitting an abstract, you are agreeing that you (or a member of your team) will be present at your poster at all times during the review sessions.  This year’s sessions will be:  

9:25 to 9:55 (required) 
10:55  to 11:40 (required)
12:40 to 13:10 (required)	
 
All accepted abstracts (except those selected for oral presentation) are required to submit a digital poster and print it for the abstract room.
 
[bookmark: _Hlk182379984]Abstract/Text Guidelines:
· The abstract is limited to 400 words.
· You may upload 1 supplementary figure or table (1) but is not required. This will not count towards the 400-word limit.
· Abstracts must be written in English.
· Any abbreviations used, must be included in parentheses first, following the full word(s).
· Editing will not be done prior to publication, so please proofread your abstract carefully.
· [bookmark: _Hlk182379902]Include references as appropriate (if accepted as poster).

Your abstract MUST contain the following headers exactly as they are shown below. Headers are not included in the word count.
1. Issue/Background
1. Goal/Project/Method
1. Results
1. Lessons Learned/Conclusion

High Reliability Information:
It is not required to include information about highly reliable principles but can be considered for abstract inclusion. Here are the five tenets of high reliability for leaders and staff:
1. High Reliability Organizations (HRO’s) are sensitive to operations – aware how processes and systems affect the organization.
2. HRO’s are reluctant to accept simple explanations for problems – dig deeper to understand source of a problem(s).
HRO’s have a preoccupation with failure – encouraged to think of ways things can break down or go wrong.
3. HRO’s defer to expertise – listen to those with developed knowledge for the task at hand.
4. HRO’s are resilient – relentless, stay the course, seek new solutions. 
5. Gamble, M. (April 29, 2013), 5 Traits of High Reliability Organizations: How to Hardwire Each in Your Organization. Retrieved from: 

http://www.beckershospitalreview.com/hospital-management-administration/5-traits-of-high-reliability-organizations-how-to-hardwire-each-in-your-organization.html


Considerations for your poster:  

Safety/Quality Format
This format is intended for abstracts describing educational programs, observations, case studies, outbreak investigations, or other quality improvement activities, including descriptions of facility- or community-based programs or interventions, policies, and prevention models or methods. 

· Title (with Authors): Ensure project title matches the story and outcomes.
· Issue/Background: Identify specific problem or need addressed. Provide a brief introduction and include important background information.
· Goal/Project/Methods: State the goal or aim of your project. Please be specific in your description of what you want to change. Describe in quantitative terms if appropriate; for example: Decrease central line infections in all nursing units by 60%. Describe the setting, intervention, and significant detail of the program. 
· Results: Summarize results. 
· Lessons Learned/Conclusions: Outline lessons learned and implications that might be helpful to others doing a similar project. Also include any challenges/barriers you and your team faced; how did you overcome them; if not, how is that affecting the outcome of your project.


Safety/Quality Format Example: (double-click for larger image)


















Scientific Format
This format is intended for abstracts involving scientific research, such as randomized clinical controlled trials, case-controlled studies, cohort, observational, or descriptive studies. Abstracts should disclose primary findings and should not discuss works in progress with preliminary results. 

· Title (with Authors): Ensure project title matches the story and outcomes.
· Background/Objectives: Provide a brief background and describe study objectives, hypothesis tested, and problem addressed. 
· Methods: Describe study design, including setting, sample, sample size, subjects, intervention, and type of statistical analysis. 
· Results: Summarize essential results as clearly as possible with appropriate statistical values (e.g. p-value, confidence intervals, odds ratio, relative risk, rate ratio, etc.). 
· Conclusions: Conclusions must be supported by the findings. Concisely summarize findings and implications.    

Scientific Format Example: (double-click for larger image)





















Some additional tips: 
· Display helpful tools – provide copies of audit tools, checklists, etc. that were key in the process. 
· The first time an abbreviation/acronym is used, particularly if not widely known outside your area of expertise, please spell out the word(s) followed by the associated abbreviation/acronym.  
· For easier reading, please use bullet points when applicable. 
· Be sure to include your contact information, either on the story board or have some business cards near your storyboard. 
· This is a link to last years accepted posters for reference. - Posters (confex.com) 
(You will need to be registered for the symposium to access this link)

Set-up and Poster Dimensions: 
When you arrive, please check in at registration. You will receive a number which will coincide with the location of an upright board/stand where you will display your poster. The posters will be displayed on the first floor of the Eric P Newman Center (EPNEC) in Great Room B and throughout the lobby.  
We will provide a 4 foot tall/high x 8 foot wide board/stand to display your poster; however, when designing your poster please consider the inside dimensions of the board/stand:
· 45.0 inches is the limit for the poster height and 91.0 inches is the limit for the poster width to fit within the mounting. 
· The poster must be capable of being mounted to the tack board (Face of board is covered with Velcro-receptive fabric or material similar to that used for cubical walls.).  
· We will provide small push pins. 
· If your poster is larger than the inside dimensions, please allow ample time to hang your poster.  A vinyl poster is ideal over a foam board poster as these are difficult to hang on the display walls. 
· The board/stand is double-sided and another author’s poster will be mounted behind your poster. 
· You are encouraged to have handouts and business cards available. 
[image: ]
Please fill the space, please don’t make a small poster  
If you need any assistance with your posters, please do not hesitate to email me: Robin.gray@bjc.org 
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Application of Pediatric Dosing Rules Across a Diverse Health Care System

Paul E. Milligan PharmD2P, Nicholas B. Hampton PharmD?, Chandana Anigolu BE?, Kevin Heard BS?,
Melissa Heigham PharmD?, Paul Hmiel MDP, Keith Woeltje MD, PhD2b
aBJC HealthCare, Saint Louis, MO PWashington University School of Medicine, St. Louis, MO

Abstract Figure 1. Sample PES Dosing Alert Results
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Over time, specific pediatric dosing rules have been developed, tested,
refined and applied to all patients at St. Louis Children’s Hospital (SLCH),
the academic pediatric hospital of the BJC HealthCare System. However,
20% of all pediatric inpatient hospital visits to BJC HealthCare were to our e —
community hospitals in 2012. Pediatric dosing rules have not been o
applied consistently outside SLCH, primarily due to diverse formularies
and different clinical information systems. In 2013, we built pediatric
dosing rules for drugs judged to have the highest potential for adverse
events based on historical data and an expert panel. These rules will
alert pharmacists system-wide, as well as provide evidence-based
Instructions on how to communicate the proper dose to the physician.

»Dosing rules were developed in PES for the following14 high-risk
drugs:

DoseRanger Alert # 2121773

iority: 2 ility: Satellite: Current Date:

DRUG ORDER INFORMATION
[ OrderNo | Drug Name | DoseForm [ Dose | Unit [ Route
[ | acetaminophen | liquid [ 500 |
LATEST CRCL VALUE(S)
CrCl Calculation Date | Scr Collection Date [ Ser
i F 4 =M

= acetaminophen(apap), ampicillin, caffeine, diphenhydramine,
fentanyl, heparin, hydrocodone with apap, ibuprofen, midazolam,
morphine, oxycodone, oxycodone with apap, phenobarbital, and
potassium chloride

|
|
|
| 11/04/2014 15:02 [ [ 1000 %

» The rules were then activated in the background for validation and
refinement If needed.

(© Therapy changed
[[I Dose/Interval change [ DrugDC'd
[C] Therapeutic interchange [C] Other change in therapy
() MD decision pending: Physician Name:
(0 No change in existing dose (must select reason)
[C) Pharmacist will monitor
[CJMD disagrees with need to change dose
[ Drug levels OK
[Tl Order to be DC'd soon
[/ Home maintenance dose
[“I Incorrect height/weight in computer
[C| Pharmacy transcription error
[C] Patient's condition warrants current dosage
[[] severe infection/disease

= 10/14 rules fired. Preliminary alert rates/100 orders are presented.
(Figure 2)

Background and Methods Figure 2. Alerts Per 100 Orders Lessons Learned and Conclusions

» BJC HealthCare is a health system based in St. Louis Missouri
comprised of one pediatric, two academic and eight community hospitals.

»Lesson Learned

= As these rules will be often sent to non-pediatric specialty
pharmacists, we included evidence-based instructions on how to
communicate the proper dose to the physician.

» Conclusion

= We identified an at-risk population of patients, then systematically
identified, developed, and applied a set of CDS rules to protect
them.

= We then gave the pharmacists tools to help communicate dosing
rules to the prescriber.

= Until real-time applied dosing rules upon order entry become
more sophisticated, asynchronous CDS dosing rules are an
effective safety net to protect patients consistently from adverse

» Twenty percent of BJC HealthCare’s 2012 pediatric hospital admissions
(excluding standard births) were at the non-pediatric hospitals.

»Until recently, dosing rules refined at our pediatric hospital have not
been applied consistently across our system.

» System-wide inpatient pediatric medication order data were collected
from the Pharmacy Expert System (PES), a BJC HealthCare developed
enterprise CDS system-.

» The top 50 prescribed drugs were reviewed by a SLCH physician and 5
pharmacists to identify drugs with the greatest potential for adverse
events.

» PES continually screens the electronic medical record and when rules o _ mm events
are violated, an alert is displayed on a webpage for the local clinical & E s s & S ¢ &
pharmacist to review. (Figure 1) T Reference
o & 1) Reichley RM, Seaton TL, Resetar E, et al. Implementing a commercial rule base as a medication order

safety net. J Am Med Inform Assoc 2005;12(4):383—-389.
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Implementing a Universal Decolonization Protocol for Patients Undergoing Elective Total Joint Replacement
Lydia J. Grimes MSN RN BA, Kathleen M. McMullen MPH CIC, Mary Jo Pierson MSN RN CAPA,

Orthopedics _ _ _ #%. Barnes-Jewish Hospital
BARNES JrwisH | Vshington Terr1 St. Jonn MSN RN ONC, John Clohisy MD, David K. Warren MD, MPH &) Hip & Knee Replacement
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Background Design and Implementation Decolonization Process Map Results

Staphylococcus aureus (SA) Is the most
common cause of surgical site infections (SSI)
after hip and knee joint replacement surgery,
accounting for more than 70% of SSI In that
population at our Iinstitution. Patients colonized
with SA are at higher risk for developing SA
Infections after surgery. In November 2012, a
multidisciplinary team convened to identify
Interventions to decrease orthopedic SSI
decided to focus on SA decolonization.

Methods

Based on literature review and current flow of the
pre-operative process, it was determined that
universal decolonization would be appropriate for
all elective total joint patients. Comprehensive
patient education was given at the initial surgical
consultation visit and during a pre-operative
class. Phone call reminders about the
decolonization process were given to patients on
pre-operative day 6. Staff members In
preoperative holding were trained on the
screening and documentation processes around
decolonization. The decolonization protocol was
Implemented in May 2013.

Phase 1: Decolonization Guidelines

Guidelines were developed and included:

* Dalily Chlorhexidine Gluconate (CHG) showers
for 5 days prior to and the morning of surgery.

* Nasal Mupirocin application twice dalily for 5
days prior to surgery.

Phase 2. Patient Education Design

Patient education about decolonization with
iIntentional wording choices to maximize patient
understanding and improve compliance

e Team members included clinicians from clinic,

nurse coordination, surgical evaluation, holding
and inpatient floor

New roles and responsibilities were established
- surgeon’s office staff, joint class educators, and
nursing staff in holding acquired additional
responsibilities.

Phase 3: Staff Education

* Training the educator’s staff on protocol
* Training holding staff on the screening and
compliance documentation processes

Phase 4. Launching the Pilot
* Pilot was launched on 5/1/2013

Team Pi1 Hip & Knee Decolonization Process

o K decolonization therapy
|||||||||||||||||||||||||
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can the reminder
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Results

In the 12 months prior to iImplementation, there
were 7 (0.6%) SA SSI after 1270 joint
replacement procedures, versus 1 (0.07%) after
1535 procedures in the 12 months after protocol
iImplementation (p=0.01)

There was a non-significant increase in non-SA
SSI over the same timeframe, from 3 SSI pre-
Intervention to 8 post- intervention (p=.23)

SSI REDUCTION

0.6

0.5
0.4 . PRE
az | DECOLONIZATION
| EPOST
0.2 DECOLONIZATION
0.1
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Conclusion

* Implementation of a universal decolonization
protocol required a coordinated effort of
education and information for patients, and
may Improve patient outcomes. Standardized
documentation processes are essential to
obtain accurate compliance data
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Rapid Recovery (RR)
Process Hip Patients who
recive a short acting
spinal, therapy on post-
op day zero (ifon the
floor and able to be seen
by 17:30) and are
prioritized to reach the
floor rapidly and receive
therapy servicesrapidly
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