Introduction

Thrombosis and thromboembolism remain the
leading cause of direct maternal death. \enous
thromboembolism (VTE) remains one of the main
direct causes of maternal death In the UK and
sequential reports on Confidential Enquiries into
Maternal Deaths have highlighted failures in obtaining
objective diagnoses and employing adequate treatment.
In recent years, there has been a significant decline In
maternal deaths from VTE in the UK , in part owing to
better recognition of women at risk and more
widespread use of thromboprophylaxis.

The risk of VTE is four- to five-fold higher in
pregnant women than in non-pregnant women of the
same age, although the absolute risk remains low at
around 1 in 1000 pregnancies.

Venous thromboembolism can occur at any
stage of pregnancy but the puerperium is the time of
highest risk, with estimates of relative risk of
approximately 20-fold.

Background

Many fatal antenatal VTE events occur in the
first trimester and therefore prophylaxis for women
with previous VTE should begin early in pregnancy.
The risk for VTE increases with gestational age,
reaching a maximum just after delivery. Caesarean
section is a significant risk factor but women having
vaginal deliveries are also at risk. The relative risk
postpartum is five-fold higher compared to antepartum
and a systematic review of risk of postpartum VTE
found that the risk varied from21- to 84-fold from the
baseline nonpregnant, nonpostpartum state in studies
that included an internal reference group. The absolute
risk peaked in the first 3 weeks postpartum (421 per 100
000 person-years; 22-fold increase in risk).

An individual assessment of thrombotic risk
should be undertaken before pregnancy, or in early
pregnancy, and at each hospital admission. Early
assessment Is important In view of the increased
thrombotic risks associated with complications in the
first trimester.

Our Aim:
1. To achieve 100% compliance with percent of
Patients Assessed for VTE Risk
2. To achieve 100% compliance with percent of
patients deemed ‘“at risk”
appropriate prophylaxis

and receiving

How will we know that a change I1s an improvement?

Outcome Measures:
d Rate of DVT/VTE/PE

Process Measures:
L Percent compliance of VTE Risk Assessment
O Percent compliance of Appropriate VTE
Prophylaxis for at risk patients
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STOP VTE

VTE PREVENTION

Actions Taken

« Standardized the process for VTE prevention (VTE
protocol) - refer to appendix 1

« Continuous reinforcement to the physicians regarding
strict adherence to VTE risk assessment &
prophylaxis

* Quarterly presentation of VTE data in the morning
report to update regarding VTE compliance & strict
adherence to VTE prevention protocol

* Follow-up with individual physicians who are not
compliant to VTE risk assessment and reminding
them to complete the VTE risk assessment

* VTE advisory “Go Live”, monitored the compliance
of the Physicians in doing VTE assessment within 24
hours of admission and giving appropriate
prophylaxis for patients identified as Moderate or

High Risk cases.

Appendix 1

VTE protocol in HMC

*  All HMC patients follow the VTE Prevention Protocol and are assessed for VTE risk using the current Venous
Thromboembolism (VTE) Adult Inpatient Assessment and Prophylaxis Prescription. This form is available as part
of the npatient Medical assessment on Cerner . The form incorporates a risk assessment model (Figure 2B) to
identify risk factors that warrant consideration of thromboprophylaxis. This form has been used across all hospitals .

*  Risk assessment is performed at the time of hospital admission, ideally on the day of or day after admission, where
upon the form is completed by the admitting physician . Patients are assessed as being either low VTE risk,
moderate VTE risk, or high VTE risk. In patients with low VTE risk, early ambulation is encouraged three times
daily. In patients with moderate or high VTE risk, appropriate pharmacologic and/or mechanical
thromboprophylaxis is ordered in the form of anticoagulants (unfractionated heparin, LMWH, warfarin, etc.) and/or
mechanical prophylaxis (intermittent pneumatic compression or compression stockings). Thromboprophylaxis is
intended to be administered for the duration of hospitalization unless otherwise prescribed, or because of changes in
clinical condition that warrant discontinuation or regimen adjustment. Patients should be reassessed for VTE risk
and appropriate prophylaxis on a daily basis and whenever a significant change in medical condition occurs, when
there is a transfer of care to another unit or hospital, and when patients undergo invasive procedures or surgery.

*  The VTE order will be handled by the Pharmacy as a formal prescription.

Materials management dispenses all mechanical prophylaxis including intermittent pneumatic compression devices
and compression stockings.

Nurses are responsible for acknowledging all orders and performing the administration of pharmacologic
thromboprophylaxis. All medication administrations will be recorded on the medication administration record.
Nursing are responsible for the appropriate fitting of both knee high and thigh high compression stockings. Nursing
are responsible for ensuring mechanical devices are worn by patients as prescribe

Results

Process Measures:
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Above graph shows Percentage compliance for VTE Risk Assessment, monitoring started
2015 with an average of 63%, an upward trend is shown starting June 2016 when full
implementation and education sessions for VTE Advisory was completed. At the end of
2016 improvement is noted with an average of 85% vs 63% of 2015 as reported.

Total number of patients identified as “AT RISK” (Moderate/High) vs
Total number of patients received appropriate prophylaxis per month

Above graph shows the number of patients identified as high risk given the appropriate
prophylaxis. Out of 426 patients rdentified as high risk, 390 (92%) received appropriate

prophylaxis.
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Above graph shows Percentage compliance for at risk patients recelving appropriate
prophylaxis (pharmacological and non-pharmacological), monitoring started 2015 with an
average of 80%, an upward trend is shown starting June 2016 when full implementation
and education sessions for VTE Aavisory was completed. At the end of 2016 improvement
/s noted with an average of 92% vs 80% of 2015 as reported.

A Member of Hamad Medical Corporation Wy

WOMEN’S HOSPITAL, HAMAD MEDICAL CORPORATION f i

Author: Dr. Faten Al-Taher Taha (Sr. Consultant, Chairperson)
Co-Author: Dr. Warda Ahmed (Resident)

Sponsors:

= Dr. Hilal Al Rifai (Medical Director & Director of NICU);
= Dr. Huda Abdulla Saleh (Executive Director of QPS)
Team Members:

= Dr. Naglaa El Sayed Hassan (Consultant)

* Dr. Kholode Al Maslamani (Consultant)

= Dr. Naela Almallahi (Specialist)

= Dr. Mahmoud Zidan (Resident)

= Dr. Othman EI Tahir (Resident)

* Dr. Amira Saleh (Head Quality Improvement)

= Ms. Wilma Bondoc (C2, Head Nurse)

= Ms. Gracamma Joppachen (C4, Head Nurse)

= Ms. Rawia Elfouly (Central 6, Head Nurse)

= Ms. Mary Grace Flores (Operating Theater, Head Nurse)
= Ms. Aleyamma Xavier (Labor & Delivery, Head Nurse)
= Ms. Shirley Obsina (East 2, Head Nurse)

= Ms. Sheela Paul (East 3, Head Nurse)

= Ms. Teresita Tejero (East 4, Head Nurse)

= Ms. Hanaa Alhamad (East 5, Head Nurse)

= Ms. Jessy George (West 2, Head Nurse)

= Ms. Hayat Qassim Al-hajjaji (West 4, Head Nurse)

= Ms. Anita Abraham (West 5, Head Nurse)

= Ms. Ligy Sam Aby (West 6, Head Nurse)

= Ms. Ana Maria Tapawan (C2, Link Nurse)

= Ms. Jeanne Margaret Grande (C4, Link Nurse)

» Ms. Regina Anwar (West 5, Link Nurse)

» Ms. Bernardita Rodriguez (OT, Link Nurse)

= Ms. Smitha Joel (Quality Management Reviewer)

» Ms. Layal Diba (Safety Facilitator)

= Ms. Mouna Bahsoun (Safety Facilitator)

= Ms. Kristina Magno (Quality Improvement Reviewer)

Results cont...
Outcome Measure:

Incident of VTE/DVT/PE

For 2016, VTE assessment done correctly
and appropriate prophylaxis given to high
risk patients. In April 2016 5 patients (high
risk oncology patients) developed
VTE/DVT/PE despite management done

mmmmmmmmmmmmmmmmmmmmmmmmm
B S~ B B SN B S R SR NS~ S B S S S SR

Above graph shows the number of high risk patients VVTE, DV'T and PE. Total of 13 reported
cases in 2015 and 14 reported cases in 2016.

Achievements

¢ The multidisciplinary taskforce team managed to
Implement quality improvement interventions
and change management strategies that resulted
In significant improvement in electronic VTE
risk assessment compliance for admitted patients.

s This improvement enhanced patient safety and
reduced preventable harm. Support and
commitment from senior leadership was critical
to the success of this project

s The team developed standardized Process
(POLICY and GUIDELINES)

¢ The average compliance during 2016 for the 1st

Indicator was 85% and 80% for the second

L)

L)

Indicator.
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