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Abstract

Introduction:	

Patients	with	Type	1	diabetes,	history	of	total	pancreatectomy,	or
utilizing	of	an	insulin	pump	are	considered	high-risk	patients	as	they
can	experience	poor	glycemic	control	during	outpatient	procedures.
At	MD	Anderson	Cancer	Center	(MDACC),	we	had	several	safety
events	related	to	hyperglycemia	and	development	of	diabetic
ketoacidosis	in	the	postoperative	setting	for	high	risk	patients
undergoing	longer	outpatient	procedures	due	to	lack	of	standardized
monitoring	and	treatment	in	the	perioperative	setting	and
inadequate	communication	between	teams.	After	developing	a
standardized	workflow	in	procedural	areas	with	longer	procedures
(Interventional	Radiology	and	Operating	Room),	our	baseline	analysis
showed	62%	non-compliance	rate	to	Standard	Workflow.	

Hypothesis:	

Implementation	of	a	standard	workflow	with	standardized	EHR
documentation,	improved	communication	and	a	standardized	audit



process	can	help	decrease	non-compliance	rate.	

Methods:

A	fishbone	diagram	(Figure	1)	helped	identify	the	various	issues
involved	related	to	identification	of	the	high	risk	patients	placement
of	appropriate	monitoring	and	treatment	orders	and	communication
within	teams.	A	process	flow	map	(Figure	2)	helped	capture	several
variations	with	outpatient	care	and	facilitated	identification	of
opportunities	for	improvement.			A	Prioritization	Matrix	Tool	was	used
to	prioritize	improvement	efforts	that	would	have	greatest	impact.	A
variety	of	changes	were	implemented	to	aid	with	improving
identification	of	high-risk	patients	including	specific	questions	to
patient	medical	history	and	standardization	of	survey	questions	in
the	pre-procedural	visit.	Standardized	preoperative	and
postoperative	monitoring	and	treatment	order	sets	were	developed
and	several	methods	of	communication	using	email,	calendar
reminders	and	EPIC	smart	phrases	were	utilized	to	improve
communication	between	treating	teams.	A	standard	audit	process
using	a	Qualtrics	Survey	tool	was	developed	to	track	non-compliance
rate.		

Results:	Results(Graph	1)	were	graphically	displayed	in	a	p-Control
Chart	used	to	monitor	variation	and	track	non-compliance	rate.		The
results	showed	the	process	becoming	more	controlled	and	by	the
end	of	February	2021,	and	the	mean	non-compliance	dropped	from
62%	to	21%,	surpassing	the	aim	of	31%.		To	measure	sustainability
of	the	changes	made,	a	30,	60,	90-day	assessment	were	monitored
with	the	following	results:		(May)	Mean	12%:	60	Day	(June)	Mean
remained	at	12%;	and	(July)	Mean	25%.		During	this	time	period,	we
continued	to	track	any	submitted	safety	events	related	to
perioperative	procedures	in	high	risk	patients	and	the	number	of
events	decreased	by	>80%	with	no	events	that	were	high	harm.	

Conclusions:	

Development	of	a	standardized	workflow	helped	reduce	patient
safety	errors	related	to	high-risk	patients	undergoing	perioperative
procedures.	The	various	methods	used	to	improve	identification	of
these	patients	and	creating	standardized	order	sets	for	monitoring
helped	to	improve	communication	between	provider	teams.		In	order



to	sustain	improvement,	on-going	continuous	monitoring	is
necessary

Figure	1

Figure	2

Graph	1

Uncaptioned	visual


