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Agenda

Campaign Updates

Introduction of the New Campaign Tool
Q& A

Announcements
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Campaign Celebrations!

Enrollment completed with 206 participants

Final Campaign Data Submission completed

Assessment, Toolkit and Webinars will remain available to all

registry participants

New Tool added to the Campaign Toolkit
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Reduce the Risk: PCl Bleed Toolkit

Home ACC Quality Summit About Get Started News

Quality Improvement Bl
for Institutions

REGISTER FOR CV QUALITY

NCDR ACCREDITATION CAMPAIGNS CLINICAL TOOLKITS LOG IN/LOG OUT

Home » Campaigns > Reduce the Risk: PCI Bleed

Reduce the Risk: PC| Bleed ACTIVATE YOUR
Reduce CVQUALITY
the Risk: Anticipate. Prepare. Save Lives. ACCOUNT
PCI BlCCd The ACC's Reduce Start now with your ACC login, or

A Campaign of the ) the Risk: PCI Bleed
American College of Cardiology ) .
Quality Campaign is
» About Reduce the Risk focused on

» Getting Started minimizing PCl-
~ Reduce the Risk Features associated bleeding
risks and saving

Assessme L

. patient lives through
Toolkit widespread adoption
Webinars

of evidence-based

register to create your individual
account for access.

Reduce o |

the Risk:
PCI Bleed

A Campaign of the

Reduce the Risk Listserv best practices. American College of Cardiology
Reduce the Risk - PCI Bleed Building on the
Participation Certificate ACC’s proven track

record in helping hospitals and cardiovascular professionals take advantage of key strategies to close gaps in guideline-
ADVERTISEMENT recommended care, Reduce the Risk: PCl Bleed leverages the power of the CathPCl Registry® to help hospitals and clinicians



Reduce the Risk: PCl Bleed Toolkit
NCDR ACCREDITATION CAMPAIGNS

Home » Campaigns » Reducethe Risk: PCIBleed » Reduce the Risk Features » Toolkit

Reduce the Risk: PCl Bleed Toolkit
Reduce

R- k. The ACC has curated evidence-based tools to help you decrease PCl bleeding at your facility. Click on each section to find targeted
t e IS ' tools for each Campaign metric:

PCI BlCCd Metric 1: in-hospital risk-standardized rate of bleeding events for all PCI patients.
:E:m‘;f"%’;ﬁ;;:zf Codiology Metric 2: Proportion of PCl procedures with transfusion of whole blood or red blood cells.
Metric 3: Procedures with an observed bleeding event.
» About Reduce the Risk Metric 4: Anticoagulation utilization.
» Getting Started Metric 5: Access site utilization.

v Reduce the Risk Features Metric 6: Method for closure for arterial access site.

Assessment .
Toolkit Y Preprocedural (Tools to address Metrics #1,3,4,5, and 6)
Webinars

Reduce the Risk Listserv 2 Intraprocedural (Tools to address Metrics #1, 5, and 6)

Reduce the Risk - PCI Bleed
Participation Certificate

? Postprocedural (Tools to address Metrics #1, 3, 5, and 6)

ADVERTISEMENT

? Pharmacotherapy (Tools to address Metrics #1, 2, 3,4, 5,6)

2 EHR Integration (Tools to address Metrics #1, 4, 5, and 6)




Reduce

Assessment

Toolkit

Webinars

Reduce the Risk Listserv
Reduce the Risk - PCI Bleed
Participation Certificate

2 Preprocedural (Tools to address Metrics #1,3,4,5, and 6)

2 Intraprocedural (Tools to address Metrics #1, 5, and 6)

NATIONAL DISTINCTION
OF EXCELLENCE

Achieve
the
Distinction
that
Matters.

2> Postprocedural (Tools to address Metrics #1, 3, 5, and 6)

Pharmacotherapy (Tools to address Metrics #1, 2, 3, 4,5, 6)

Metric

Metric 1: in-hospital risk-standardized rate of bleeding events for all
PCI patients
Metric 4: Anticoagulation utilization

Metric 1: in-hospital risk-standardized rate of bleeding events for all
PCI patients

Metric 4: Anticoagulation utilization

Metric 1: in-hospital risk-standardized rate of bleeding events for all
PCI patients

Metric 4: Anticoagulation utilization

Metric 2: Proportion of PCl procedures with transfusion of whole
blood or red blood cells

Tools

General Considerations for Anticoagulation and
Antiplatelet Therapy in PCI

Expert Consensus Decision Pathway for
Periprocedural Management of Anticoagulationin
Patients With NVAF

2020 ACC Expert Consensus Decision Pathway for
Anticoagulant and Antiplatelet Therapy in Patients
With Atrial Fibrillation or Venous
Thromboembolism Undergoin

2020 Expert Consensus Decision Pathway on
Management of Bleeding in Patients on Oral
Anticoagulants

the Risk: PCI Bleed Toolkit

—



EXPERT CONSENSUS DECISION PATHWAY

2020 ACC Expert Consensus Decision
Pathway on Management of Bleeding
in Patients on Oral Anticoagulants

A Report of the American College of Cardiology Solution Set Oversight Committes

Sarah A. Spinler, PharmD, FCCP, FAHA, FASHP, Ty Gluckman, MD, FACC

AACC, BCPS AQ Cardiology Medical Director
Professor and Chair Department of Pharmacy Practice Center for Cardiovascular Analytics, Research, and Data
Science (CARDS)

School of Pharmacy and Pharmaceutical Sciences

Binghamton University Providence Health Institute
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FIGURE 1 Summary Graphic

ASSESS AND IDENTIFY
SEVERITY OF BLEED

Is the bised at » citical site o life threatening? I
§ AV A4 < <z
« Stop OAC « Stop OAC « Stop OAC « Continue OAC
+ Insiate appropriate * Intiste appropri * Initste appeopri « Intiste appropeiste
g control bleeding contrel bleeding control bleeding control bleedng
= 1| 1"
g

DETERMINE WHETHER AND WHEN TO
RESTART ANTICOAGULATION

DOAC = dkmmuﬂmmmﬁ ulm&mﬂmiﬁ;ﬂgbﬂkﬁnm\-‘mm— b lex conc RBC = red blood
cell; VKA ~ vitamin K Uh wmreummmmmm:xqmmmmmmmfa
m:gg,ummnmummaam@mwwm;
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FIGURE 2 Assessing Bleed Severity and Managing Major and Non-Major Bleeds

Is the bleed at a critical site or life threatening?

©
AV
* Stop OAC and antplatalet

* If patient is on a VKA,
give 5-10 mg IV vitamin K

* Provide local therapy/

* Provide supportive care
and volume resuscitation

* Assess for and manage
comorbidities that could
contribute to bleeding
(e.g.
uremia, liver diseaze)

+ Consider surgical/

of bleeding site

<

=
<

* Stop OAC

* Provide local therapy/
manual compression

* If patient iz on a VKA,
gve 5-10 mg IV vitamn K.

* Provide supportive care
and volume resuscitation

* If applicable, stop
antiplatelet agentis)

* Assess for and manage
comarbidities that could
contribute to bleeding
(e.g., thrombocytopenia,
uremia, liver disease)

* Coraider surgical/
procedural
of bleeding site

<

Did the above
@)

* If patient is on a VKA,
consider 2.5 mg PO/IV

» Consider continuing OAC
Ipresded there is an
indication)
* Provide local therapy/
manual compression
» if patient is on

therapy, assess risks and
benefits of stopping

* Assess for and manage

bidities that cousd

contribute to bleeding
leg. -
uremia, liver dsease)
* Determine if dosing of
OAC is appropriate

DOAC - direct-acting oral anticoagulant; IV « intravenous; OAC ~ oral anticoagulant, including DOACs and VKAs; PCC ~ prothrombin complex concentrate;
PO = per 0s “by mouth”™; RBCS « red blood cells; VKA « vitamin K antagonist * Wmlmhﬂmﬂmmqmuﬂut&.ﬁm

vitamin K, and specific reversal agents for DOACS (e.g., idaruc

dexanet alfa for

or rh

b for dabig
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FIGURE 3 Considerations for Reversal/Hemostatic Agents®

4F-PCC = four-factor prothrombin complex concentrate; aPCC - activated prothrombin complex concentrate; DOAC - direct-acting oral anticoagulant;
DT = direct thrombin inhibitor; FXa ~ Factor Xa; h = hours; ICH ~ intracranial hemorrhage; INR ~ international normalized ratio; IV ~ intravenous; OAC -
oral anticoagulant, including DOACs and VKAs; PCC ~ prothrombin complex concentrate; VKA — vitamin K antagonist.

*Reversal/hemostatic agents include repletion strategies such a5 PCCs, plasma, vitamin K, and specific reversal agents for DOACs (e.g., idarucizumab for
dabigatran; andexanet alfa for apixaban or rivaroxaban). tWhen PCCs are used to reverse VKAs, vitamin K should also always be given (see Figure 2 for dosing
guidance). $if bleeding persists after reversal and there is laboratory evidence of a persistent dabigatran effect, or if there is concern for a persistent
anticoagulant effect before a second invasive procedure, a second dose of idarucizumab may be reasonable. §Refer to prescribing information for maximum
units. Il In patients taking =5 mg apixaban or =10 mg rivaroxaban, administer low dose andexanet alfa ~ initial IV bolus 400 mg at a target rate of 30
mg/min, followed by IV infusion 4 mg/min for up to 120 minutes. Sin patients taking >S5 mg apbaban or >10 mg rivaroxaban, administer high dose
andexanet alfa - initial IV Bolus BOO mg at a target rate of 30 mg/min, followed by IV infusion B mg/min for up to 120 minutes. SANNEXA-4 full report
excluded patients with DOAC levels <75 ng/ml because those patients were considered to have clinically insufficient levels for reversal agent. If drug effect/
level can be assessed without compromising urgent clinical care dedisions, then assessment should be performed before andexanet alfa is administered o4 In
patients taking betrixaban or edoxaban, administer high dose andexanet alfa ~ initial IV Bolus BOO mg at a target rate of 30 mg/min, followed by IV infusion
B mg/min for up to 120 minutes.

1. Sarode R, Milling TJ Jr, Refaai MA, et al. Efficacy and safety of a 4-factor prothrombin complex concentrate in patients on vitamin K antagonists presenting
with major bleeding: a randomized, plasma lled, phase IIb study. Circulation 2013; 128:1234-43.
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FIGURE 4 Considerations for Restarting Anticoagulation

o

(see Figure 6) (see Figure 5)

AF - atrial fibrillation; CHA2DS2-VASC ~ Congestive heart failure, Hypertension, Age (65 = 1 point, =75 = 2 points), Diabates, prévious Stroke/transient
ischemic attack (2 points); LAA - left atrial appendage; MI ~ myocardial infarction; mos = months; OAC ~ oral anticoagulant, including VKAs and DOACS;
VKA = vitamin K antagonist; VTE = venous thromboembolism.
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EXPERT CONSENSUS DECISION PATHWAY

2020 ACC Expert Consensus Decision )

Pathway for Anticoagulant and

Antiplatelet Therapy in Patients With

Atrial Fibrillation or Venous
Thromboembolism Undergoing

Percutaneous Coronary Intervention

or With Atherosclerotic Cardiovascular Disease

A Report of the American College of Cardiology Solution Set Oversight Committes

Writing Dharam J. Kumbhani, MD, 5M, FACC, Chair Foxana Mehran, MD, FACC
Committee Christopher P. Cannon, MD, FACC, Vice-Chair Steven B Messe, MD
Mimesh 5. Patel, MD
Craig 1. Beavers, PuaraD, FACC Benjamin E. Peterson, MD, MFH
Deepak L. Bhatt, MD, MPH, FACC Eenneth Rosenfield, MD, FACC
Adam Cuker, MD, MS Sarah A. Spinler, PuanaD, AACC
Ty 1. Gluckman, MD, FACC Vinod H. Thourani, MD, FACC
Joseph E. Marine, MD, FACC
Solution Set Ty 1. Gluckman, MD, FACC, Chair Dharam 1. Kumbhani, MD, SM, FACC
Oversight Andrea L. Price, CPHQ, RCIS, AACC
Committee Niti R. Aggarwal, MD, FACC Javier A. Sala-Mercado, MD, PhD

Micole M. Bhave, MD, FACC
Gregory 1. Dehmer, MD, MACC
Olivia N. Gilbert, MD, M5c, FACC
Chayakrit Krittanawong, MD

David E. Winchester, MD, MS, FACC
Martha Gulati, MD, MS, FACC—Ex Officio
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FIGURE 2 Patient With AF on OAC Who Now Needs PCl: Post-Procedure and Long-Term Management of Antithrombotic Therapy

Medication Key
Antiplatelst therapy
APTD = Antiplatelet therapy
@EED - /s

P2¥al ) = P2y, inhibitar
Anticoagulant therapy

= Oral anticoagulant

DOAC | = Direct oral anticoagulant

@I - vinmin K antagonist

Acid Blockers

= Histamine H2-receptor antagonist

- Praton pump inhibitor

* See Table 2: Dosing Table for Atrial Fibrillation,

T See text for DOAC dosing.

¥ Forthose on a VKA, aspirin (81 mg daily) should be
continued until the INR is in the therapeutic range,

§ Clopidogrel preferred over prasugrel/ticagrelor to the
extent possible,

I If BMS, duration af P2Y12i is 1 month.

§ The time frames listed hare reprasant treatment
durations post-PCI.

# Early discontinuation in those at high sk of Meeding
is reasonable (after 3 months for SIHD and after &
months for ACS).

*& |f perceived thrombatic sk is high and bleeding
risk is low, continuation of SAPT [(ASA B1 mg daily
or clopidogrel 75 mg daily) beyond 12 months is
reasonable.

AC = anticoagulant; ACS = acute coranary syndrome;

AF = atrial fibrillation: BMS = bare metal stent; DES =
drug-eluting stent; INR = international normalized ratio;
PCI = percutanecus coronary intervention; SIHD = stable
Ischemic heart disease,

Periprocedure

5
m
£
2
%
8
B
?
H
£

Follow PCI Periprocedural Managemeant (See Figure 3)

__——ResmAT -

DoAct

preferred
—_

T e (| P2YLE

Start or continue ar

—)

e

RESTART pre-PCl

posct
& INITIATE

P2y, 5

Can add B1 mg daily for limited perod of time (as part of triple therapy) if thrombatic risk s high and bleeding risk 1S low

Manths from PCI

PCI for SIHD (DES" )
Continue
P2y,,i*
far 046 months
{clopidognal
preferred)
Cantinuea
Continue oac
P2Y i
OR
switch to
for 6-12 months
sSTOP™ Continue
indefinitely

PC| for ACS (BMS/DES)'

Continue
P2y,

for 0-12 months

[clopidogral
prefarrad)
Continua
QAC
STOP™

indefinitely
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FIGURE 3 Patient on AC Who Now Needs PCl: Periprocedural Management of Antithrombetic Therapy

Medication Hey
Antiplatelst thera

F2¥l) = P2y, inhibitor
Anticoagulant therapy
DOAC = Direct oral anticoagulant

m = Low-malecular-weight heparin
m = Vitamin K antagonist

= Histamine H2-receptor antagonist

= Praten pump inhibitar

Elective: Procedure can be performed on an outpatient
basis or during @ subsequent hospitalization without
significant sk of infarction or death. For stabla
inpatients, the procedure is performed during
hospitalization for convenience, NOT because it is urgent
or emergent.

Urgent: Procedure should be parformed on an inpatient
basis prior to discharge due to significant risk of
ischemia, infarction, and/or death.

Emergent: Procedure should be performed as scon

as possible due to substantial concerns that ongoing
ischemia and/or infarction could lead to death. “As soon
as possible” refers to a patient of sufficient acuity to
warrant canceling a scheduled case to perform procedure
immediataly in the next available room dufing business
haours, or to activate the on-call team during off-hours.

*  Some catheterization labs may use a lower threshaold
e.g., =1.5).

1 Specific reversal agents can be consldered.

F IV UFH should be initiated prior Lo cath lab arrival
far those awaiting urgant PCI for an NSTE-ACS while
no longer on therapeutic anticoagulation,

§ ASA 325 mg x 1 for elective PCl; ASA 162-324 mg x
1 for urgent/emergent PCL.

I If thrombotic risk is high and bleeding risk is low, can
continue ASA 81 mg daily (as part of triple therapy)
for up to 30 days

INR = international normalized ratio; IV = intravenous;
MSTE-ACS = non-ST-elevation acute coronary syndrome;
PCI = percutansous coronary intervention; UFH =
unfractionated heparin,

-
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i
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E
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L]

I

=
1]

=

Pre-Cath lab arrival

"
=
-9
7
g
€=
=
£
]
z
%
g
o
=
]
i

ve or Urgent PCI

[ vk poAc

until INR =2.0° {See Table 5 for duration)

I |

Initiate IV UFH if nesded® ]

{Radial access

recommended)

STOP STOP

L vt DoAc’

® Administer per ACC/AHA Guidelines®

[ Administer P2Y ) load (preference given to clopidogrel 600 mg PO = 1 ]

I

[ Initiate IV UFH, LMWH, bivalinedin (see text for details) ]

RESTART

QAC

Preferred

restaried

consider (TP : vioene' QTR

for high thromboembolic sk patients

[

Administer (81 mg daily) I

at leastfor the first day post-PCI'

L]
If not bridging administer {B1 mg daily)
with m until INR is in therpeutic range”

'

L]

Continue (P21

Start or continue PP L Ha Blocker

preference given to clopidogrel 75 mg dally)

i & reasonable alternative in selected cases)

arge sley

ps within ariginal pathway
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FIGURE 4 Patient on APT With a New Diagnosis of AF: Discharge and Long-Term Management of Antithrombotic Therapy

Medication Mey
Anti theral

@EETI = Antiplatelet therapy

= Aspirin
@FEED - p2v, inhibitor
Anticoagulant therapy

= Oral anticoagulant

* See Table 2: Dosing Table for AR,

T ASCYD indicates coronary arery disease
carebrovascular disease/peripheral artery diseasa,

¥ As discussed in the text, for SIHD patients who have
undergone prior CABG surgery, ime since CABG
surgery should be considered once the patient has an
indication for an DAC. Continue aspirin (<100 mg
daily) if <1 year post-CABG surgary and stop aspirn if
=1 year post-CABG surgery. For patients with PAD or
SIHD that Is medically managed, APT can be stopped
once the 0AC is started.

& If thrombotic risk is high and bleading risk is low, can
continue ASA 81 mg daily (as part of triple therapy)
for up to 30 days.

I Qccasionally, in patients felt 1o be at high thrombotic
risk/low bleeding risk who have completed the
standard duration of APT, continuation of SAPT with an
QAC may be considersd.

§ Resume standard dosing OAC,

AF = atrial fibrillation; ACS = acute corenary syndrome;
ASCVD = atherosclerotic cardiovascular disease; BMS5 =
bare metal stent; CEA = carotid endarteractomy; CVA =
cerebrovascular accident; DES = drug-eluting stent;

PAD = peripheral artery disease; PCl = percutaneous
coronary intervention; SIHD = stable ischemic heart
disease; TIA = transiant ischemic attack.

&
£
2
-}
%
£
£
g
£
¥
v
§
=
3

Long-term follow-up

Thromboembolic risk
+ CHA,DS VASC score
+ Dther thromboembaolic risk factors

Has had a prior PCI'

idate?

Prior intervention®

Time from PCI

J(

1
Tirme fram o,
ACS £ PCI

(BMS: <1 ma)

=% ) (=) s

(DES and BRES)

e =

J Lo s ][ o2

=

duration of APT

Ratanmanckd
Itypleaiy 1-3 merths postinarvention) complate?

)

I

Cwe I =

v

v

START START START START
-
(DOAC (DOAC (DOAC (DOAC
preferred) preferred) preferred) preferrad)
STOPS CONTINUE sTOP® sTOP!

e ASA —
CONTINUE “ CONTINUE CONTINUE
7 —— R ey

ferred
(Clopidogrel | [ P (Clopidogre! (Clopidogre!
preferred) prefered) preferred)
Once standard  Once standard Once standard Once standard
DAPT time DAPT time DAPT time DAPT time
period period period period
completed: completed: completed: completed:
sTop'T sTOP sTop sTop'T

AMERICAN
COLLEGE of

CARDIOLOGY



Check out the additional ECD Figures

* Figure 5: Patient with Prior VTE Being Considered for PCl: Peri-PCl
and Hospital Discharge Management of Antithrombotic Therapy

* Figure 6a and 6b: Patient With VTE on AC Who Has Undergone
PCI

* Figure 7: Patient on APT With New VTE: Management of Initial
Antithrombotic Therapy at Discharge
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Announcements & Important Dates

e Call for Quality Summit Abstracts: Abstract Submission deadline is
11:59 PM ET on Wednesday, June 30, 2021

 Dashboard active until August 31, 2021
e Listserv active until August 31, 2021
* ACC Quality Summit will be virtual September 29- October 1, 2021

e Assessment, Toolkit and Webinars will remain available to all registry

participants 4T AMERICAN
i & g COLLEGE of
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2020 Quality Summit: 1st Place

Reducing Bleeding Risk In Cath Lab Patients
Author: Sara Belajonas, MSN, RN, APN-C, CCRN, CCCC No disclosures

& _m
[ Hackensack
‘ ‘l‘ Meridian Health

Ocean Medical Center

QQ L
-0

OMC is a 317-bed community hospital in Ocean
County, New Jersey. It is a member of the
Hackensack Meridian Health system which
includes 17 hospitals in northern, central and
southern New Jersey. OMC is an Accredited
Chest Pain Center with PCI by the American
College of Cardiology Accreditation Services
since 2006 and has participated in the National
Cardiovascular Data Registry (NCDR®) since
2012. The Acute Coronary Syndrome (ACS)
Committee is an interdisciplinary committee that
reviews multiple processes as well as NCDR®
metrics redating to the care of the acute
myocardial infarction patient. Monthly, ACC
accreditation metrics, NCOR® data outcomes,
and best practice initiatives are discussed.

Bleeding is a known risk associated with
percutaneous coronary intervention (PCI). The
American College of Cardiclogy Foundation
initiated the PCI Bleed Quality Campaign to
provide resources, support and training to
promote best practice and improve patient
outcomes. In review of Ocean Medical Center's
(OMC) National Cardiovascular Data Registry
(NCDR®) CathPCl data, the PCl in-hospital risk
standardized bleeding was revealed to be below
the 50" percentile. This revelation uncovered an
opportunity to reduce patient risk and improve
outcomes.

PRELIMINARY FINDINGS

In September of 2019, OMC's Acute
Syndrome Committee (ACS) reviewed NCDR
CathPCI metrics. The 2018 Q4 report revealed
that metric 40-PCl in-hospital risk standardized
bleeding was 3.15%. This resulted in the need for
a process improvement initiative to decrease risk
to our patients.

BACKGROUND

INITIAL DATA

38
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METHODOI

FATTLE

The process improvement method that was used in
this project is the Plan-Do-Study-Act (PDSA).

—

ACT

| ]

STUDY Do
=

INITIATIVES

The process improvement (Pl) plan was
presented to the ACS committee and cardiac
subsection committee for approval in October
2019. The Pl initiative was then initiated in
Movember with the following initiatives:

* Re-education and increase in awareness of
patient risk.

* Initial Process change to include CV NP
calculating bleeding risk score utilizing the
ACC PCI bleeding Risk calculator prior to
diagnostic Cardiac Cath.

« After 1st pilot month, Cath Lab RN's to adopt
process and CV NP to audit tool.

* Interventionalist notified of high score >3.3%.

* Radial first approach for all high scores.

» Bleeding risk score and supporting data

documented on tool.

Co Author:
Jeanne Jacobus, MSN, RN

RESUL

+ The NCDR CathPCI registry metric #40 revealed
OMC increased to above the 90t percentile for
2019 Q3 with a PCl in-hospital risk standardized
bleeding of 1.34%.

+ Increase to 100% radial access utilization for
patients with a high bleeding risk score (May
2019).

5w
34

Qu ety Walug

MEGe  Eneal  Moda  ead

¢ pasantrwiEh bisesting rik 1o 313

Lo

S0%

process improvement initiative.

Ocean Medical Center is a primary PCI facility.
Patients have an expected risk due to the emergent
nature of the diagnosis and associated procedure.
Implementation of the bleeding risk tool has
increased awareness in the prevention of bleeding
complications. Calculating bleeding risk on all Cath
patients increases the safety of the procedure and
potential future procedures at a tertiary facility.

Initiating sfrategies such as bleeding risk scoring
helps to prepare our facility for elective PCI
procedures.

Reducing bleeding risk in our patients is a continued

OMC is in a good position to be granted elective PCI

& =
‘-‘ Hackensack
l’ Meridian Health
”-’ Ocean Medical Center
m ¢

N TEP

1. Adoption of ultrasound guided femoral access
2. Continuation of the following:
*+ LMtilize bleeding risk calculator, associated
reporting, and strategies
* Review of all bleeding complications by
Medical Director, quality dept., and peer
review committee
+ Reinforcement for radial first approach
+ Data drilldown by CV NP and Data Base
Administrator
+ Case review with Cath lab staff to identify
opportunities
* Report metrics to ACS commitiee
* Monitor for cbserved bleeding
education on bleeding avoidance strategies

Ocean Medical Center was the recipient of the
2019 Chest Pain- Ml Registry® Performance
Achievement Platinum Award and is an accredited
Cha’t Pain Center by the American College Of
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2020 Quality Summit: People’s Choice

Identification and Mitigation of Post-PCl Bleed Risk Factors Using Data From
.

WestTennessee the National Cardiac Data Registry and PCI Bleed Risk Calculator Jackson-Mad@on County
= HEALTHCARE Dylan Wilson, Pharm.D., BCPS; Jennifer Varner, RN, BSN General Hospltal

- Jackson-Madison County General Hospital — Jackson, Tennessee
Central lllustration

@ CathPCl Bleed Risk Assessment

)

"

1Ly

troduction and Purpose

* In-hospital risk standardized bleeding is Metric 40 in the National Cardiac Data Registry (NCOR
CathPCl Registry .

= In the rolling four guarters [R40) ending in the first guarter of 2018 owr institution ranked

Comste it s e
below the 25th percentile nathonally in Metric 40.

* The purpose of this study was to identify which aspects of care were assoeclated with increasad Mod: 26-65 Implemant 1 Blesd aveldance strategy

bleeding events then explore methods to avoid those factors. High: = 65 ol Z bleed =
Methods

= A multidisciplinary team was formed to address post-PCl bleeding rate (see Methods section for
team members and roles).

Forty patients were identified from NCDR database that experienced a bleeding event during H
the three quarters ending in the first quarter of 2018

Analyzed several aspects of care and patient characteristics with three aspects of care
identified as possible high-risk factors:

* Closure device usage (specifically the Mynx device)

= Arterial access site (specifically femoral access)

= Intra-procedural antithrombotics (specifically tirofiban, bivaliruding and heparin)

Methods (Cont"d)

* Patients were assessed for bleeding pre-PCI and determined to be:
= Low risk (<2.5% chance of bleeding)
* Moderate risk [2.5-6_5%)
= High risk {>&.5%] for bleeding
= Bazed on a patient’s risk, cardiologists were asked to consider using one BAS (low risk),
implement one BAS (mod risk), and implement twa BAS (high risk).
* Roles of team members
* Cardiologist — wrote the PCI BAS policy and helped with committee approval
= Murse and cath lab leadership — pulled NCDR data, identified the high bleed risk factors at
the outset, guided the integration of the PCI bleed risk caloulator into the EMA, and revised
the PCI BAS policy
= Data abstractors — educated regarding NCDR definitions
* Pharmacist — compdled and analyzed the data fromn NCDR and wrote the PCI BAS policy
+ Data was collected from before and after the implementation of the BAS protocol.
= Al patients that undersent PCI during gualifying timeframe were induded, none excluded
* Pre-BAS protocol group: July 2017 through March 2018
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Reiseni, bieed rik

Bleed Avoidance Strategies (BAS)
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Results
Figure 2. High Bleed Rizk Factor Usage

* Rate of those three factors in patients that bled was compared to total PCI population during 80.0% * Post-BAS protocol group: October 2019 through March 2020
e e . e | e
* Mo patients were excluded from either the bleed or total PCI population. - Post-protocol There were 1061 patients in the pre-BAS group and B01 in the post-BAS group
Figure 1. Bleed Risk Factor Incidence 40.0% = Baseline characteristics were evenly balanced between the two groups except for significantly
p <0.0001 more patients hawving a history of pricr PCI in the post-BAS group.
100C.10% 20.0% 4 p=0.55 * There was a significant decrease In the usage of the Mynx device (25.4% vs. 6.9%) and femoral
Arterial access Antithrombotics 5.9%% W access (63.3% vs. 44.6%) and slightly less tirofiban usage [15.7% ws. 14.6%) in the post-BAS
BO.0% -EI d 0.0% 4 . group (Figure 2).
nsure device +16.7% N Eleed iy device Femaral access GPlibfilia * In-hospital risk standardized bleeding rate decreased from 4.2 to 2.26 (Table 1).
60.0% — —
A% SLEN Al Value Proposition
40.0% - * Maost importantly the project improved patient outcomes by helping to decrease bleeding risk.
| Characieristics _|Pre-protocol (n=10611lPost-arotocol (n=6011] P-wvalue | Fewer bleeding events lower cost of care by decreasing additional procedures and theraples
such as blood products as well as limiting length of stay.
20.0% - | Metric 40, In-hospital risk A0 236 NIA [ ing lengt - ¥
245222) 2E3) oo
0.0 x = - - -
Ny Perclase Fernaral Radial Tirafiban | Bivalirudin]_Heparin 575 (95.7) <0.0001 This project identified three high-risk factors in the care of our PCI patients regarding bleeding:
Mynx dosure device usage, tirofiban usage, and fernoral arterial access.
Bleed | 40.0% 7.5% 80.0% 20,086 37.5% 25.0% B7.5% ] ) * This was addressed by Integrating a PCI bleed risk calculator Into the EMR and implementing a
all 25.45% 0.6% 53.3% 36.7% 15.7% | 23.2% | 0% Table 2. Baseline Characteristics PCI bleed avoidance strategy policy.
Characteristics Pre_grotocol (n=1061}] Poctorotocol (n=£01) | P-valusl

As a result there was a significant decrease in usage of these high-risk factors and a decrease in

* Mynx closure device, femoral artery access, and tirofiban usage were all determined to be high-

‘ge * - o m
risk and associated with increazed usage in patients that bled compared to the total PCI GSCEIER CAOCERINED M In-hospital risk standardived post-PCl bl INE-
Male gender 70T (66.7) 422 (70.2) M5
populaticn. References

Race
Caucasian BOE (B4.6) 524 (87.3)
African American 148 (13.9) 66 (11.0)
Other 15(1.4) 10 {1.7)

305+ 70 W06+6.9 NS
308 (29.0) 270 (44.9)
179 (16.9) 117 (19.5)

2z number of sul ipercent) or mean X+ &

= Using this information the POl bleed risk calculator was integrated into the electronic medical
record (EMR) and a PCI bleed avoldance strategy (BAS) policy was implemented (see Central
IMustration).
* The three bleed avoldance strategles were
1) Perclose ProGlide closure device
2) Avold or bolus-only ghycoprotein lib/iNa inhibitor {tirofiban)
3) Radial arterial access
Methods continuwed in right column

* Raa %, et al. An Updated Bieeding Mode| to Predict the Resk of Past-Procedure Blseding Amang Fatients
Undergaing Percutaneous Coronary Inbensention. § Am Coll Cardiod Inty 2003 6: 257-504.

* GurmiH, et al. Comparatre Effectiveness and Safety of a Cathetenzation Labaratory—Only E ptefibatice Dosing:
Strategy in Fatients Undengoing Percutanecus Caronary Intervention. Circ Cardiavasc inberny. 2015 20001880,

= Kini A, etal. Bobus-only versus bobus + infussan of ghycoprotein 115112 in hebitars duning peroutaneous coronany
interventan. Am Heart § 2008;156:513-9.

NS

Dylan Wilson, PharmD; lennifer Varner, RN, BSN- nothing to disclose
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