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Abstract/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. 

Due to the virtual nature of our Symposium, abstracts/posters will not be presented in-person; therefore, there will not be opportunity for in-person dialogue to answer questions about your abstract.  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, 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.

If selected, author is required to submit a digital poster in pdf format to be uploaded by Feb. 24th, 2023.  Additionally, the top 3 scored abstracts are required to provide a digital recording presenting their abstract and the remaining accepted abstract authors can provide a digital recording (not required).  The first submitting author needs to be the presenter in the recording.  

Abstract/Text Guidelines:
· The abstract is limited to 400 words.
· 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.
· Include references as appropriate.

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).
3. HRO’s have a preoccupation with failure – encouraged to think of ways things can break down or go wrong.
4. HRO’s defer to expertise – listen to those with developed knowledge for the task at hand.
5. HRO’s are resilient – relentless, stay the course, seek new solutions. 
6. 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

Safety/Quality Format
This format is intended for abstracts and posters 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 and posters 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)
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Application of Pediatric Dosing Rules Across a Diverse Health Care System 
Paul E. Milligan PharmDa,b, Nicholas B. Hampton PharmDa, Chandana Anigolu BEa, Kevin Heard BSa,  


Melissa Heigham PharmDa, Paul Hmiel MDb, Keith Woeltje MD, PhDa,b 


aBJC HealthCare, Saint Louis, MO bWashington University School of Medicine, St. Louis, MO 


Reference 
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. 


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 
community hospitals in 2012. Pediatric dosing rules have not been 
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. 


Abstract 


 BJC HealthCare is a health system based in St. Louis Missouri 
comprised of one pediatric, two academic and eight community hospitals. 
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 system1. 
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 
are violated, an alert is displayed on a webpage for the local clinical 
pharmacist to review. (Figure 1) 


Background and Methods 


Dosing rules were developed in PES for the following14 high-risk 
drugs:  
 acetaminophen(apap), ampicillin, caffeine, diphenhydramine, 


fentanyl, heparin, hydrocodone with apap, ibuprofen, midazolam, 
morphine, oxycodone, oxycodone with apap, phenobarbital, and 
potassium chloride 


The rules were then activated in the background for validation and 
refinement if needed.  
 10/14 rules fired. Preliminary alert rates/100 orders are presented. 


(Figure 2) 
 
 


Results 


Figure 2. Alerts Per 100  Orders Lessons Learned and Conclusions 


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 
events. 


Figure 1. Sample PES Dosing Alert 
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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,  


Terri St. John MSN RN ONC, John Clohisy MD, David K. Warren MD, MPH 


Background  


Results 


Conclusion 


Results 


References 


.  


 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 


Methods 


Decolonization Process Map 


  


In the 12 months prior to implementation, 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 


implementation (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) 


 


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 institution. 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.  


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 


• Patient education about decolonization with 


intentional  wording choices to maximize patient 


understanding and improve compliance  


• 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 2:  Patient Education Design 


 Phase 3:  Staff Education 


Guidelines were developed and included: 


• Daily Chlorhexidine Gluconate (CHG) showers 


for 5 days prior to and the morning of surgery. 


• Nasal Mupirocin application twice daily for 5 


days prior to surgery. 


• 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 


Design and Implementation 


Matar, W., Jafari, M., Restrepo, C., Austin, M., Purtill, J.,  


     Paravizi, J. (2010). Preventing infection in total joint    


     arthoplasty. The Journal of Bone and Joint Surgery. 92(2). 


  


The Joint Commission. (2010). National patient safety goals.  


     Retrieved from:  


     http://www.jointcommission.org/assets/1/6/HAP_ 


     NPSG_Chapter_2014.pdf 
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SSI REDUCTION 


PRE
DECOLONIZATION


POST
DECOLONIZATION


Team Process:Hip & Knee Decolonization Process


At Joint Class patient
will receive an 


additional reminder 
and key point 


instructions to begin 
showers and nasal 


ointment 5 days before 
their surgery date.


At CPAP visit, Patients 
will receive 3 (4oz) 


bottles of Scrub Care 
soap and CPAP Care 
team member will 


idealy provide teach 
back method about 


decolonization.


At preoperative 
surgical consultation 
visit, patients will be 
educated about:
- SSI prevention
-obtain pharmacy 
info
-use allscripts to fax 
Mupirocin Rx to 
pharmacy
-remind patient of 
the importance of 
starting therapy 1 
week before


4. 6 Days before
surgery, patients will 
receive a reminder call 
to start decolonization 
therapy as outlined in 
patient decolonization 


instruction sheet.


1-3 days before  surgery, 
patient will receive 
surgeon's office pre-op call  
will include reminder to 
continue to use scrub care 
in shower and continue 
Mupirocin nasal application.


* If patient has not started 
decolonization therapy, 
they will  be instructed by
the surgeon's office to 
start.


At pre-op holding,  
verfication of  patient's 
decolonization therapy 
will be reviewed and 
documented.


*If patient did not take 
CHG shower prior to 
DOS, they will receive a 
full body bath with 6 
CHG wipes in preop 
Holding area.


Step 1


Step 2 Step 3
Step 4


Step  5 Step 6


In the future tie 
decolonization into the 


pre-optimization 
screening somehow.


When surgery is scheduled in less 
than 5 days prior to DOS or patient 
is rescheduled in less than 5 days 
prior to surgery, the patient will be 
instructed  by the surgeon's office to 
use Mupirocin and begin CHG 
showers , as soon as possible, for as 
many days as possible. Procedure 
deviation will be noted in preop 
assessment in holding area.


Step 7


Show team instructions
current and the 


potential draft of future 
program


Show team key point 
sheet for trainers


How can the reminder 
call be implemented.


Can we utilize 
metavision to help 


sustain process


Important to consider 
for what happens in the 


future when SSI data 
comes MRSA positive



http://www.jointcommission.org/assets/1/6/HAP_









SSI Reduction 
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After Implementation of
Decolonization
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