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Webinar Topics

* Program Update
* Tools supporting Risk-Concordant Care
* Toolkit Grand Tour
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About Reduce the Risk
» Getting Started
= Reduce the Risk Features
Assessment
Toolkit
Webinars
Reduce the Risk Listserv
Reduce the Risk: PCI
Bleed Participation
Certificate

Earn EP
Accreditation
from ACC

LEARN MORE

Features

The Reduce the Risk: PCI Eleed Campaign leverages evidence-based best practices to improve the care and outcomes of
patient who have undergone a percutaneous cardiovascular intervention (PCI).

O

Includes benchmarking data and is
designed to identify opportunities for
improvemeant.

Read more.

Specific tools and strategies designed
Webinars
Listen to webinars that review
evidence-based toolkits and lessons

to address one general topic area for
improvement.
learned.

Read more..

Read more..

Collaborate and interact with others
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Reduce Reduce the Risk: PCl Bleed Toolkit
the Risk:

PCI Bleed The table below displays the Reduce the Risk: PCI Bleed Campaign metrics and the tools and strategies to support facilities
PR participating in this Quality Campaign. These tools and strategies are resources availzble to all participating facilities to assist

Amencan Colege of Cardiclogy

with meeting the goal of decreaszing overall bleeding events.

About Reduce the Risk

» Getting Started
* Reduce the Risk Features

Metric 1: in-hospital risk-standardized rate of bleeding events for all PCI patients.
Metric 2: Proportion of PCI procedures with transfusion of whole blood or red blood cells.
Metric 3: Procedures with an cbserved bleeding event.

::-Iﬁ Metric 4: Anticoagulation utilization.
w hil Metric 5: Access site utilization.
ehinars ) ) )
Metric & Method for closure for arterial access site.
Reduce the Risk Listzery
Reduce the Risk - PCI Check back for more tools coming soon!

Bleed Participation

. w Preprocedural (Tools to address Metric #1 and 6)
Certificate

ADWERTISEMENT

() [pesee

Metric

Metric 1: in-hospital risk-standardized rate of hleeding

ADVANCING Metric 3: Procedurss with an obzerved bleeding event
QUALITY AND
IMPROVING Metric 1: in-hospital risk-standardized rate of bleeding events for
CARE IN all PCl patients
E_?ESE;S Metric &: Method for closure for arterial access site
LEARNING Metric 1: . . . i ]
YOU NEED. etric 1: in-hospital risk-standardized rate of bleeding The Universal Protocol from the Joint AM ER ]. CP‘H
WHEN YOU . . . Lo
MNEED IT Metric 3: Procedurss with an observed bleeding event Com

COLLEGE of
@ Metric 1: in-hospital risk-standardized rate of bleeding events for Risk-Concordant Framework for Bleed Clal. R D I D LG GY

@ all PCI patients Awoidance Strategies

Metric 4: Anticoasulation util zation



CathPCl Bleeding Risk Calculator App

Available in the iTunes and
GooglePlay app stores

Web platform:
tools.acc.org/CathPCiBleedRisk
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Inputs:

Age

Sex

Race

Height
Weight
Baseline Hgb
Prior STEMI
Prior PCI
Cardiogenic shock
w/in 24 hours
Dialysis

Calculate Risk

Calculate Risk Predicted Risk

Units of
Measure

us Sl

Patient Demographics

Age (15120

Years

Sex

Select

Race

Select

Patient Pre-
Procedural
Characteristics

Procedural C Reset
Characteristics

Enter the BMI value manuall

Height

Feet
Select v Select

Weight

Baseline Hemoglobin @

Prior STEMI ©

Prior PCI ©



Output: Predicted Risk

Predicted Risk

Patient Demographics

Age : 55 Years Sex : Female

Patient i Adjusted CathPCI
I Bleeding E Risk
bleeding event eeding Event Ris

risk compared —>
to national
average risk

Race : Black or African American

Patient Pre-Procedural
W Characteristics
Body Mass Index (BMI) 31.32 kglm2

Height 5 Feet 7 Inches

Weight 200 Ibs
Baseline Hemoglobin 15 g/dL
rior STEMI v No
rior Cardiogenic Shock v Yes
v No
v Yes

¢ NA

estimate

r N/A

Bleeding Event is an absolute drop in



PCI Risk Calculator

The predicted risk of mortality is : 24.1%

,. The risk of blood transfusion (whole blood or packed cells) is : 26.4%

The predicted risk of CIN is : 18.0%

Acknowledgements Definitions About SCAI



App ComParison

ACC CathPClI Bleeding Risk Calculator App | £

-Based on the 2013 Updated Bleeding Risk Model and
NCDR CathPCl Registry

Development

Units of Measure

-Estimates individual PCl-related bleed risk to the
National Average bleed risk

-Intended for use as part of pre-procedure
assessment

-US or SI

-Fewer inputs captured to produce estimated
bleed risk

Bleeding Risk v.
Transfusion

-Bleeding event defined as an absolute drop in
hemoglobin >4 g/dL, a RBC transfusion and/or a
procedural intervention/surgery to reverse/stop
bleeding that occurs within 72 hours of the PCI
procedure

-Able to email a brief summary of session

SCAI PCI Risk Calculator App

-Based on risk models developed by the NCDR CathPCl
Registry and the Massachusetts Data Analysis Center

-Estimates in-hospital mortality, acute kidney injury (AKI),
and need for a transfusion
-Intended for use as part of pre-procedure assessment

-US

-More inputs are captured to produce three categories
of risk.

-Transfusion defined as: reflects any transfusion of either
whole blood or packed red blood cells between the start of
the PCI procedure and until the next procedure or
discharge.

-No email function



Risk-concordant Care: Why & How

H
-
=
g
z
5
=z
E
z
2
£
2
5
H
2
=

ORIGINAL RESEARCH Q
o fmantos

Reversing the “Risk-Treatment Paradox” of Bleeding in Patients
Undergoing Percutaneous Goronary Intervention: Risk-Concordant
Use of Bleeding Avoidance Strategies Is Associated With Reduced
Bleeding and Lower Costs

Amit P, Amin, WD, MSe; samantha Milier, /N; Brandon Rahn, MHA; Mary Caruso, RM: Andrew Pierce, MHA; Katrine Sorensen, MS; Howard
Kurz, MD; Alan Zajarias, 1D; Richard Bach, MD; Jasvindar Singh, MD; John M. Lasala, MD, PhD; Hernant Kulkarni, MD; Patricia Crimrins-
Reda, RN

Backgruund——Bleeding is a common, fmorbid, and costly complication of percutaneous coronary intervention. While bleeding
avoidance strategies {BAS) are effective, they are used paradoxically less in patients at high risk of bleeding. Whether a patient-
centered approach 1o specifically increase the risk-concordant use of BAS and, thus, reverse the risk-treatment paradox 18
associated with reduced bleeding and costs is unknown.

Methods and Results—We implemented an intervention to reverse the bleeding rigk-treatment paradox at Barnes-jewish Hospital, St
Louis, MO, and examined: (1) the temporal trends in BAS use and {2} the association of risk-concordant BAS use with bleeding and
hospital costs of percutaneous coronary intervention. Among 3519 percutaneous caronary interventions, there was 2 significantly
increasing trend (P=0.002)in risk-concordant use of BAS. The bleeding incidence was 2% inthe risk-concordant group versus 9% in the
risk-discordant group (absolute risk difference, 7% number needed to freat, 14). Risk-concordant BAS use was associated with a 67%
{95% confidence interval, 52-78%; p<0.001) reduction in the risk of bleeding and a $4738 (95% confidence interval, 1353-6122;
p=(0,001) reduction in per-patient percutanecus coronary intervention hospitalization costs [21.6% cost-savings).

Conclusions—In this study, patient—centered care directly aimed to make treatment-related decisions based on predicted visk of
pleeding, led to more rigk-concordant use of BAS and reversal of the risk-treatment paradox. This, in turn, was associated with a
reduction in bleeding and hospitalization costs. Larger multicentered studies are needed to corroborate these results. As clinical
medicing moves toward persunalization. both patients and hospitals can benefit from a simple practice change that encourages
objectivity and mitigates yariability in care. {J Am Heart Assoc. 2015;71e00855|. pot: 10.1 161;]AHA.118.008551.}

ey Words: anticoaguiant * bleeding ¢ cost * percutaneous corpnary intervention * radial artery catheter

e e

leeding is the most  common complication of the undergo PCl each \,'ear."‘“"‘5 Bleeding cosls $12 000 per
percutanecus ooronary intervention (PCl} procedure.' N episode; herefore, there are significant health and economic
Bleeding is life-threatening, morbid, and painful and increases purdens for patients and for society at Iarg,e.7 ' Although
patients’ risks of short- and long-term rr\orLa\i'Ly.z““'El Bleeding mary hospitals have high rates of bleeding, few hospitals have
oeeurs in 2% to =10% of the more than 600 000 patients who S)rslema!ically attempted to reduce bleading 1o make PCl

gafer and more inexpensive.
Bleeding after PCl iz predictable and modifiable, and

From the Cardiovascular Divis APA, KE, AZ, RE. H Kuz L5, LML) . . . .
o the Cardioussct ivton { urz, 15, LML) validated risk-prediction models can accurately quantify 2

and Centes for Valug and innovation {APA, M, BR, MC, PC R

\ashington University Schoat of Medicing, 5t Louls, W0 Barnes-Jewish patient’s risk before bleeding DCCUIS 41516 | pleeding risk 8
Hosgital, St Louis, MO (APA. SM, B, MC, AP, AZ, RE. Kurz, ). Known, 8 patient-centered approach that targets patients at
L, PGR); MSH Research, LLG, o0 Antonio, TX (F, Kulkarmil risk with effective bleeding voidance strategies (BAS) can be
Correspondance to: Amit P. Amvin, MD, MSe, Eardighogy Division, Washing- used, such as pivatirudin 1708 adial access 119 and vascular
o Uity Schoal of Medicine, Gampus BoX 4086, 660 South Euelid , such as VAl | ! S @

avenue, St. Lovis, MO 63110, E-mail aamin@wusth edu closure devices L\;‘GUS). Frequently, pat\ents at risk of

Received January 4, Z018; accepted August 16, 2018 bieeding also have renal disease and calcified vessels and
= 2018 The Authors, Published o0 pehalf of the American Heart Association, are perceived to have difficulties with BAS use. Therefore, BAS
P e terme of the Creative are currently used inconsistently, particularly ameng patients

T ailed the pleeding
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The “Risk-Treatment Paradox”
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Assess Bleeding Risk

Moderate
>2.0% <6.5%

o __ ; 3 3

3 \m / : 2

T g

S = [ None of these | [ )

g o 2 One or more: Two of these:
— (or operator preference)

8 © > v -

$ 5 ;s:;z; II 2';’5.‘:2‘; o II ;::.z;i 0

% L 2 4 \Sf/

H
E -
S 3 Improved Costs Reduced Bleeding
5

O

*The efficacy of bivalirudin with radial PCl is debatable, and the efficacy of closure devices in femoral PCl is debatable, but they may

be considered if bleeding risk is moderate to high.
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Figure 2. Trends in risk-concordant use of bleeding avoidance strategies (BAS), bleeding rates, and hospitalization costs. A, Quarterly
estimates of risk-concordant BAS use, bleeding rates, and hospitalization costs. Dashed, color-coded lines represent the least squares
regression lines. B, Comparison of risk-concordant BAS use, bleeding rate, and hospitalization costs before (hollow bars) and after (solid bars)
implementation of the patient-centered approach. P, significance values estimated using chi-square test for risk-concordant BAS use and
bleeding rates and using Mann-Whitney U test for hospitalization costs. Costs are shown as inflation-adjusted 2016 US$. The corresponding
regression equations are as follows: logit (proportion risk-concordant)=0.0275 xquarter—0.0727; logit (bleeding rate)=—0.0698x quar-

ter—2.8242; hospitalization cost=—250.23 x quarter+21 088.68. Q indicates quarter.




I - Reduce the Risk: PCl Bleed Toolkit
the Risk:

PCI Bleed The table below displays the Reduce the Risk: PCI BEleed Campaign metrics and the tools and strategies to suppaort facilities
P ——— participating in this Quality Campaign. These tools and strategies are resources available to all participating facilities to assist
Amencan [alege of Carsiclagy

with meeting the goal of decreasing overall bleeding events.
About Reduce the Risk

» Getting Started
~ Reduce the Risk Features

Metric 1: in-hospital risk-standardized rate of bleeding events for all PCI patients.
Metric 2 Proportion of PCI procedures with transfusion of whaole blood or red blood cells.
Metric 3: Procedures with an observed bleeding event.

ik Metric 4: Anticoagulation utilization.
Viis Metric 3: Access site utilization.
nars ; G e
Metric & Method for closure for arterial access site.
Reduce the Risk Listserv
Reduce the Risk - PCI Check back for more tools coming soon!

Bleed Participation

) ? Preprocedural (Tools to address Metric #1 and 6)
Certificate

P ~ Intraprocedural (Tools to address Metric #1, 5, and 6)

Metric Tools

Metric 1: in-hospital risk-standardized rate of bleeding events for Arterial Access Protocol for PCI
all PCl patients
Metric 3: Access site utilization

] {
Palnlﬁs Metric 1: in-hospital risk-standardized rate of bleeding events for Competency Arterial and Venous Sheath
all PCI patients Removal

Revlew Metric 3: Access site utilization

Metric 6: Method for closure for arterial access site

® (bjective

* Focused Metric 1: in-hospital risk-standardized rate of bleeding events for Post PCI Sheath Removal Checklist
* Engaging all PCl patients

Metric 6: Method for closure for arterial access site

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

Metric 6: Method for closure for arterial access site

?> Postprocedural (Tools to address Metric #1, 5, and 6)

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

NCDR

INITIATIVES

QI PARTICIPATION KIT
CLINICAL TOOLEITS
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Clinical Toolkits’
pre PCl procedure Orders
preventing bleeding complications starts with having @ well-established pre PCI procedure that includes an order set.
The following is an order set that can be used by your institution.

ardiovascular Collaborative (BMCl) Best practice protoco\s available
if

Admit to: pre-Procedure Holding Area.
Current vital signs include today’s weight in kilograms.
IV access 18 g OF larger.
Diet: NPO
Confirm or obtain the following lab work within 2 weeks of procedure: CBC, BMP with GFR, PT/INR. PT/INR same
day if patient on Coumadin. Notify physician of all abnormal labs.
BHCG on female </=50 y0-
EKG
prep both groins. palpate and mark pedal pulses pilaterally.
Pre-Op medications to be given in pre-procedure area.
o ASA325mg
Clopidogre! 75 mg daily
o Clopidogrel 600 mg POx1
o Clopidogrel 150 mg PO x1
o Clopidogre! 300 mg PO X 1
DC Heparin
Confirm last dose of Enoxaparin was > 12 hours prior to procedure.
o Contrast dye allergy pre—medication
o Prednisone 50 mg PO, 13,7, and 1 hour prior to the procedure.
o Diphenhydramine _50omgPO1 hour prior to the procedure‘

Alternate IV protocol if a patient cannot take oral medications:
o Hydrocortisone = 200 mg 1V, 13, 7, and 1 hour prior to the procedure.
o Diphenhvdram‘me _50mgiMor 1V, 1 hour prior to the procedure.
|f Diabetic:
o Confirm”% dose long acting insulin given the night before.
o Metformin held pre—procedure and hold for 48 hours post procedure.
o Current glucose level.
Confirm on Statin, Beta blocker and ACE-I/ARB. If not currently prescribed, flag for post procedure initiation.
Obtain consent for procedure.
\D those at increased risk for CIN (eGFR < 60).
0.9NS (for patients with normal LV function): 1cc/kg for 2 hours prior to the procedure and 3 hours after the
procedure
CAUTION: Patients who are at risk for fluid overload should be given Jess IV hydration and observed carefully for
development of heart failure. patients who are at risk for bleeding complications should be identified.
Determine contrast threshold at 3% Creatinine Clearance according to the following formula:
o Creatinine clearance = {(180 - Age inyrs) x weight (Kg) / (creatinine X 72)} x 0.85 (if female)
o Creatinine clearance x3 = Contrast Threshold
o Contrast Threshold __—
Nephrology Consult (consider if eGFR < 30).
Additional orders

vement for Institutions program on CVQuathACC.org.
~nrl o _mpaign Steering Committee
_ ardiolog



Clinical Toolkits

Competency: Arterial & Venous Sheath Removal

i EASY Hematoma CIassIfIcatIon after TransradIaIIUInar Pﬁl = S N

Title: Employee Number: Unit:

Skill or Competency Statement:

1. Lists patient information to be collected prior to initiation of procedure.
2. Maintains patient safety

3. Explains sheath removal process to patient and/or family.

# Self-Assessment: Method: Skill Level Reason:
] OExperienced Demonstrated:
ONeed practice Overbal OOrientation
[ONever done [CIDemonstration/observation [Beginner OAnnual
[INot applicable (based OPractical exercise Ointermediate [0 New
on scope of practice) Ointeractive class CIExpert Requirement
<2% -
DEFINITION | Local h Ho Forearm h H and I o Successful Needs
z . i oAz 5 : Performance Criteria: R .
superficial mthmodw ! and muscular infiltration, | infiltration Completion Remediation
Cem et pelevpie Slbes SO e SRy 1. Validates physician order for sheath removal and target ACT/PTT is
TREATMENT | Analgesia Analgesia Analgesia Analgesia Consider surgery at goal for Heparin dosing only
Additional b 1 Additi t ! Additional bracelet Addllmnli bracelet, » i i
i Qo e : 2. Offers explanation to patient
Inflated BP cuff mm’““ﬁ \ 3. Administers analgesia or other medication as ordered by physician
NOTES Inform physician Inform physician Inform physician STAT call bw | prior to sheath removal.
REMARKS - Control blood pressure (BP) (lmm"ﬁﬂiﬂ mﬂmﬂ‘) h 4. Obtains necessary equipment and trained personnel.
- Comdermwrmpuon ot‘my ticoag: p
- Follow fe to eval i MWMMUBPMM i i
-Addiﬁom!huodtgs)mbepheedmwidemmmy 5. Provides for privacy.
7 :f;w"“bo“ mﬁ?ﬂmm”m“&mhmmm 6.Performs baseline assessment of circulatory status and access site.
- To inflate blood pressure cuff, :elecupeuumofznmmﬂg<syswlmmneldd=hbmlsm
- Afiter bracel 1, use “Velp around /arm for a few hours to maintain mild positive pressure 7. Places patient in a supine position for femoral site sheath removal.

Bertrand et al. Circulation 2006;114(24):2646-53 8. Washes hands and dons gloves.

9. Removes dressing and sutures as indicated.

10. Opens supplies.

11. Dons sterile gloves.

12. Removes arterial sheath then venous sheath according to
procedure.
13. Assesses and documents the following every 5 minutes
during manual arterial compression:
e BPand pulse
e Monitored rhythm
e Pulse oximetry
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(Filt?idance for Administering Reversal Agents

IENT
H OAC IS THE PATi
WHICH OAC 1o 1 PATE
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/

| | |

DTl (dabigatran)
VKA (warfarin)

* Administer 5g idarucizumab IV
If idarucizumab i.s not

q available, administer 4F-PCC
or aPCC 50 units/kg IV3 :

i i harcoal

Consider actvvata.d charc

g for known recent ingestion
(within 2-4 hours)

* Administer 4F-PCC!:
— INR 2-4, 25 units/kg
— INR 4-6, 35 units/kg
~ INR >6, 50 units/kg
* Or low fixed-dose option
~ 1000 units for any
major bleed .
~ 1500 units for intracranial
hemorrhage ”
- available,
- :sf:acsz: ‘:t0—15 ml/kg’

ing anticoagulation (see Figure 4)
o sider restarting anticoagul
Once patient is stable, con:

|

FXa Inhibitor (apixaban,
edoxaban, rivaroxaban)

I

* Administer 4F-PCC
50 units/kg IV |
If 4F-PCC unavailable,

i consider aPCC 50 units/kg IV

* Consider activated charf:oa(
for known recent ingestion
(within 2-4 hours)

lana g::,-'h'kn ticO:
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I Clinica] Toolkits*
Arterial Access Protocol for PCI
€ommon routes. Vascul

procedure jtselt, The ris
clinicians to follow,

Access Sjte

1. Brachial
a) Cut down
1. Performe

d by Attending Interven
b) Percutaneoys

tionalist or Vascular Surgeon.

1. Performed by Attending lnterventionah'st or Fellow,
2. Radial
a) Percutaneoys
1. Performed by A
2. Setup / Access
a) Confirm no Contraindications,
1. Known paD in y,
2. Raynaud’s
3. Buerger’s disease
4. Patient refuses
b) Patient on Monitor per standard protocol,

¢) Place arm On arm board with Wrist gently hyper-,
d) Remove excess hair.

e)Sterile brep and drape.
f) Palpate radial pulse,

) Administer local
h) Obtain access ejt
i) Once sheath plac

ttending lnterventionalist or Fellow,

pper extremity used for access.

extended,

anesthetic over radial pulse 1 €M proximal t,
her with catheter-over—needle System (coy

0 radial stylojq process,
ed, administer vasodilators throy,

nter-puncture) or with bare needle,
gh arteria| sheath (vasodilators Studied include



Take note!

* Claim MIPS Credit by April 2"d
* Join us at the Quality Summit March 13t
* Next webinar: May 22n° \




Please submit your questions for the
moderated question and answer session
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