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QI Project Application/Report for Part IV MOC Eligibility 
 
A.  Introduction 
 
1.  Date (this version of the application):  12/11/13 

 
 
2.  Title of QI project:  A best-practice bundle for postoperative patients ≥ 18 years old in the Pediatric 

Cardiothoracic Unit 
 

 
3. Time frame 

a.  At what stage is the project? 
   Design is complete, but not yet initiated 

x  Initiated and now underway  
  Completed (UMHS Part IV program began 1/1/11)  

 
 b.  Time period 

(1)  Date physicians begin participating (may be in design phase):    
(2)  End date:    actual  _________      X  expected  January 1, 2013 – January 20, 2014_        

 
4.  QI project leader [responsible for attesting to the participation of physicians in the project]: 

a.  Name: Robert Gajarski, M.D.   
b.  Title:  Professor  
c.  Institutional/organizational unit/affiliation:   Medical Director, Pediatric Cardiothoracic Unit 
d.  Phone number: 734-764-4269   
e.  Email address: rjgaj@med.umich.edu   
f.  Mailing address: C.S. Mott Children’s Hospital, 1540 E. Hospital Dr., Ann Arbor, MI 48109-4204   
 

5.  What specialties and/or subspecialties are involved in this project?   
Pediatric Cardiology 

 
6.  Will the funding and resources for the project come only from internal UMHS sources?  

X Yes, only internal UMHS sources 
 No, funding and/or resources will come in part from sources outside UMHS,  

which are: _______________________________________________________________ 
 
The Multi-Specialty Part IV MOC Program requires that projects engage in change efforts over time, 
including at least three cycles of data collection with feedback to physicians and review of project results.  
Some projects may have only three cycles while others, particularly those involving rapid cycle 
improvement, may have several more cycles.  The items below are intended to provide some flexibility in 
describing project methods.  If the items do not allow you to reasonably describe the methods of your 
specific project, please contact the UMHS Part IV MOC Program office.    
 
 
B.  Plan  
 
7.  General goal 
 

a.  Problem/need.  What is the “gap” in quality that resulted in the development of this project?  
Why is this project being undertaken?   
CMS has identified several measures for surgical care improvement (SCIP measures) in adult 
surgical patients.  Adults undergoing cardiac surgery for congenital disease typically undergo their 
procedure and postoperative recovery in the children’s hospital, where compliance with SCIP 



measures are not completely integrated into regular practice.  The purpose of this project is to 
improve physicians’ compliance with those particular SCIP measures which are relevant to cardiac 
surgery in this subpopulation. 

 
b.  Project aim.  What aspects of the problem does this project aim to improve?   
    SCIP measures we aim to improve our compliance with are SCIP-3 (prophylactic antibiotic 
discontinuation 48 hours after surgery), SCIP-4 (controlled 6 AM post-op serum glucose), and SCIP-9 
(urinary catheter removed on postoperative day 1 or 2).   

 
8.  Patient population.  What patient population does this project address.   
The target subpopulation is adults (>= 18 years old) receiving care after cardiac surgery in C.S. Mott 
Children’s Hospital’s Pediatric Cardiothoracic Unit (PCTU).  There are typically 30-50 eligible patients per 
year in the PCTU. 
 
9.  Which Institute of Medicine Quality Dimensions are addressed?  [Check all that apply.] 
 X  Safety  Equity X Timeliness  
 X  Effectiveness X  Efficiency   Patient-Centeredness 
 
10.  What is the experimental design for the project? 

X  Pre-post comparisons (baseline period plus two or more follow-up measurement periods) 
The baseline data already exists for these measures, and the two follow-up periods will be 1/1/2013-

6/30/2013, and 7/1/2013 to 12/31/2013. 
  Pre-post comparisons with control group 
  Other: _____________________________ 

 
11.  Baseline measures of performance:   
 

a.  What measures of quality are used?  If rate or %, what are the denominator and numerator?   
SCIP-3: prophylactic antibiotics given after cardiac surgery should be discontinued by 48 hours 
after surgery. 
SCIP-4: on the morning after cardiac surgery, 6 AM serum glucose should be <= 200 mg/dL 
SCIP-9: the urinary catheter inserted in the operating room should be removed on postoperative 
day 1 or 2 
 
For all three, the numerator is patients in whom the measure was met.  The denominator is all 
patients >= 18 y/o undergoing cardiac surgery and recovering in the PCTU, minus those who died 
before the measure could be assessed.  For SCIP-3 and SCIP-9, the denominator may be reduced 
by those who have order with documentation of a medical reason why antibiotics need to be 
continued (SCIP-3), or why a urinary catheter must remain indwelling (SCIP-9). 

 
b.  Are the measures nationally endorsed?  If not, why were they chosen?   
    Yes, by CMS and the Society of Thoracic Surgeons (STS). 
 
c.  What is the source of data for the measure (e.g., medical records, billings, patient surveys)?   

These data are already being gathered by UMHS quality improvement and we obtain them 
quarterly from Jamie Beach (Clinical Outcomes Manager).  She details her methods of abstraction 
as follows: 
 
SCIP-3 (Benchmark/Top Ten Percent: 100%, Average: 97%): To determine SCIP-3 compliance for 
cardiac surgery cases, the abstractor reviews all antibiotic administration information through 72 
hours post-op.  This information is contained in CareLink and on the Centricity anesthesia 
record.  To determine if the case should be removed from the measure, the record is reviewed for 
documentation of pre or post-op infection.  For this information, the abstractor reviews any 
admission or progress notes written after admission, but prior to surgery, as well as the operative 
note, and post-op progress notes by any physician or specialty.  Any notations of infection on an 



antibiotic order (such as “UTI” in the comments section of a Bactrim order) would also be 
recorded.  We also answer a question related to additional surgeries requiring anesthesia 
performed within 3 days of the SCIP procedure. 
 
SCIP-4 (Benchmark/Top Ten Percent: 99%, Average: 95%): For the glucose management order, 
we are required to enter the glucose value that is closest to 0600 on POD1 and POD2.  We look for 
values in CareWeb labs and on the nurses flowsheet.  Patients with documentation of pre-operative 
infection (abstracted as described above) are removed from the denominator.  Patients with 
documented post-op infection, however, remain in the denominator. 

 
SCIP-9 (Benchmark/Top Ten Percent: 100%, Average: 93%): For the indwelling urinary catheter 
removed on POD1 or POD2 measure, the abstractor is looking for documentation of a urinary 
catheter remaining post-operatively (generally taken from the nursing intra-op report).  POD1 and 
POD2 nursing flowsheets are then reviewed for documentation of catheter removal.  If the catheter 
is not removed, the abstractor reviews the daily progress notes for a physician reason for not 
removing the catheter, which removes the case from the denominator.  This reason must be linked 
to the Foley (eg. Continue Foley catheter for strict I and O management in a critically ill 
patient).  Effective with January 2012 discharges, CMS began accepting nursing documentation of 
a reason to continue the catheter, if an institutionally approved Foley catheter management order 
was in place for the patient.  ICU status patients who receive diuretics on POD1 and POD2, as 
documented on the eMAR will also be removed from the denominator. 

 
d.  What methods were used to collect the data (e.g., abstraction, data analyst)?   

Quality analysts collected and assembled data from electronic medical records.   
 
e.  How reliable are the data being collected for the purpose of this project?   

     We believe these are > 90% reliable data. 
f.  How are data to be analyzed over time, e.g., simple comparison of means, statistical test(s)?   

Simple comparison of means.  Based on our baseline data, the numbers will not be sufficient for 
application of statistical tests. 

 
g.  To whom are data reported?   

Robert Gajarski, M.D. 
 
h.  For what time period were baseline data collected?   

Calendar 2010. 
 
12.  Specific performance objectives 
 

a.  What is the overall performance level(s) at baseline? (E.g., for each measure: number of 
observations or denominator, numerator, percent.  Can display in a data table, bar graph, run chart, 
or other method.  Can show here or refer to attachment with data.)   

 
Data Collection Period SCIP-3: Prophylactic 

Antibiotics 
SCIP 4: Glucose 

Management 
SCIP-9: indwelling 
Urinary Catheter 

Baseline: 
   Calendar 2010 

85%  (28/33) 79%  (27/34) 93%  (27/29) 

 
SCIP-9: 93.1% (27/29) 
All-or-none compliance for 2010 data (assuming independent events): 0.848*0.794*0.931 = 0.534 
or 53.4%.  (It appears that the actual “All or none” would be between 53 and 79%) 

 
b.  What are the targets for future performance on the measures?   

The national average, based on a similar “all-or-none” calculation, for compliance with these 
measures is approximately 85%.  Given our current level of compliance, and understanding that 



there are some patients in whom it is not actually possible to attain a 6 AM glucose of <= 200 mg/dL 
despite intensive monitoring and insulin usage, we will target an “all or none” compliance (product 
of the three measures as above) of greater than the national average, or > 85%. 

 
c.  How were the performance targets determined, e.g., regional or national benchmarks?   

The target is based on our baseline and initial goals.  National benchmarks are actually higher and 
may be targeted in a future phase of this project. 

 
13.  Data review and identifying underlying (root) causes.   
 

a.  Regarding the process reviewing the baseline data, identifying underlying (root) causes of 
the problem(s), and considering possible interventions (“countermeasures”) to address the 
causes:  who will be/was involved, how (e.g., in a meeting of clinic staff), and when?   
Drs. Gajarski and Aiyagari presented the baseline data to Pediatric ICU faculty at a rescheduled 
faculty meeting on December 19, 2012.  At the meeting faculty reviewed the data, considered 
causes, and agreed to planned interventions.   

 
b.  What are the primary underlying/root causes for the problem(s) that the project can 

address?  (Causes may be aspects of people, processes, information infrastructure, equipment, 
environment, etc. List each primary cause separately.  How the intervention(s) address each primary 
underlying cause will be explained in #14.c.)   
Lack of knowledge – some faculty and staff are not aware of the recommendations for care 
Overlooking performing activities – sometimes faculty and staff forget to perform the recommended 

activities or overlook doing them when performing other important activities.   
 
 
C.  Do   
 
14.  Intervention(s).   
 

a.  Describe the interventions implemented as part of the project.   
Feedback – information on actual performance was provided to faculty and staff 
Education – the clinical basis for the nationally endorsed clinical recommendations was explained.  

The ongoing system for evaluating institutional performance on these measures CMS was also 
explained. 

Reminders –clinician assistants place reminder cards in the ICU at the bedside of adult cardiac 
surgical patients and in physician workspaces to improve compliance. 

Standard work process – these target areas were added to our morning rounding tool, which also 
functions as a reminder key.  

 
b.  How are underlying/root causes (see #12.b) addressed by the intervention(s)?  (List each 

cause, whether it is addressed, and if so, how it is addressed.) 
Lack of knowledge – addressed by feedback and education. 
Overlooking performing activities – addressed by reminders and standard work processes.   

 
15.  Who is involved in carrying out the intervention(s) and what are their roles?   

Physicians and NPs will also be involved in implementation as they are the primary order-writers on 
rounds.   
Team member roles will be as follows: 
Fellow or on-service NP: Determine daily plan including SCIP measures 
Order-writing NP: Enter daily orders including those pertaining to SCIP measures 
Bedside nurse: Check rounding tool (checklist) for each item including SCIP measures 
Attending physician: Approve and finalize plan, ultimately responsible for all orders including SCIP 
measures 

 



16.  The intervention will be/was initiated when?  (For multiple interventions, initiation date for each.)   
The intervention was initiated January 1, 2013. 

 
D.  Check 
 
17.  Post-intervention performance measurement.  Is this data collection to follow the same 

procedures as the initial collection of data described in #11: population, measure(s), and data 
source(s)?        

 Yes         No – If no, describe how this data collection  
 
18.  Performance following the intervention. 
 

a.  The time period for collection of performance data following the intervention either: 
 
Has occurred for the period:  1/1/2013-6/31/2013 

 
b.  If the data collection has occurred, what is post-intervention performance level? (E.g., for 

each measure: number of observations or denominator, numerator, percent.  Can display in a data 
table, bar graph, run chart, or other method.  Can show here or refer to attachment with data.)   
 
Data Collection Period SCIP-3: Prophylactic 

Antibiotics 
SCIP 4: Glucose 

Management 
SCIP-9: indwelling 
Urinary Catheter 

Baseline: 
   Calendar 2010 

85%  (28/33) 79%  (27/34) 93%  (27/29) 

Post-intervention: 
   1/1/2013-6/30/2013 
 

100% (14/14) 100% (14/14) 100% (14/14) 
 

 
 
E.  Act/Adjust 
 
19.  Review of post-intervention data and identifying continuing/new underlying causes. 
 

a.  Regarding the process of reviewing the post-intervention data, identifying underlying (root) 
causes of the continuing/new problem(s), and considering possible adjustments to 
interventions (“countermeasures”) to address the causes:  who will be/was involved, how 
(e.g., in a meeting of clinic staff), and when?    
After a preliminary review by Dr. Aiyagari. Dr. Gajarski, and Jennifer Wright, NP in August when two 
incidences of noncompliance came to light, the data were reviewed at a group meeting of the 
cardiac ICU faculty and Jennifer Wright, NP on September 16, 2013.  Although the Q1 and Q2 2013 
data showed 100% compliance, we also had reports of two cases of noncompliance with SCIP-4 
that occurred in July.  We discussed the probable root cause and Jennifer Wright, NP shared her 
strategy (which has already begun) of educational intervention for the floor/non-ICU cardiac surgical 
NPs. 

 
b.  What are the primary underlying/root causes for the continuing/new problem(s) that the 

project can address?  (Causes may be aspects of people, processes, information infrastructure, 
equipment, environment, etc. List each primary cause separately.  How the intervention(s) address 
each primary underlying cause will be explained in #20.c.)   

(1) Inadequate education and awareness of all clinical staff regarding SCIP measures. 
 

 
20.  The adjustment (second intervention).  



a.  The adjustment (second intervention) will be/was initiated when?  (For multiple interventions, 
initiation date for each.) 
We initiated the educational intervention for floor/non-ICU cardiac surgical NPs in August after 
conducting root cause analyses on the cases of SCIP noncompliance. 
We have been adapting the order sets which enforce SCIP compliance from UM-CareLink to 
MiChart since fall, 2013. 
We have put in place systems to check continually that SCIP compliance is sustained, even without 
the particular attention of this project/initiative. 

 
b.  If the adjustment has occurred, what adjustments/interventions were implemented?    

We initiated the educational intervention for floor/non-ICU cardiac surgical NPs in August after 
conducting root cause analyses on the cases of SCIP noncompliance. 

 
c.  How are continuing/new underlying/root causes (see #19.b) addressed by the 

adjustment(s)?  (List each cause, whether it is addressed, and if so, how it is addressed.) 
(1) is addressed by the educational intervention/adjustment begun in August.  
(2) ongoing order set redesign and migration with current SCIP definitions in hand. 

 
 
F.  Recheck 
 
21.  Post-adjustment performance measurement.  Is this data collection to follow the same 

procedures as the initial collection of data described in #11: population, measure(s), and data 
source(s)?        

 Yes         No – If no, describe how this data collection  
 
22.  Performance following the adjustment. 
 

a.  The time period for collection of performance data following the adjustment(s) either: 
Will occur for the period:  7/1/2013-12/31/2013 
Has occurred for the period:   

 
b.  If the data collection has occurred, what is post-adjustment performance level? (E.g., for 

each measure: number of observations or denominator, numerator, percent.  Can display in a data 
table, bar graph, run chart, or other method.  Can show here or refer to attachment with data.)   

 
Data Collection Period SCIP-3: Prophylactic 

Antibiotics 
SCIP 4: Glucose 

Management 
SCIP-9: indwelling 
Urinary Catheter 

Baseline: 
   Calendar 2010 

85%  (28/33) 79%  (27/34) 93%  (27/29) 

Post-intervention: 
   1/1/2013-6/30/2013 

100% (14/14) 100% (14/14) 100% (14/14) 

Post-adjustment: 
   7/1/2013-12/31/2013 

93% (14/15) 88% (14/16) 100% (11/11) 

 
 
G.  Readjust 
 
23.  Review of post-adjustment data and identifying continuing/new underlying causes. 
 

a.  Regarding the process of reviewing the post-adjustment data, identifying underlying (root) 
causes of the continuing/new problem(s), and considering additional possible adjustments 
to interventions (“countermeasures”) to address the causes:  who will be/was involved, how 
(e.g., in a meeting of clinic staff), and when?     



We reviewed the 7/1/2013-12/31/2013 data in a cardiac ICU faculty meeting on January 20, 2014. 
 
b.  What are the primary underlying/root causes for the continuing/new problem(s) that the 

project can address?  (Causes may be aspects of people, processes, information infrastructure, 
equipment, environment, etc. List each primary cause separately.)   
1) We identified a new problem related to SCIP-3 (antibiotic discontinuation), in which an order was 
written for six doses of an antibiotic every 8 hours, but the sixth dose was given at hour 49 post-
operatively (compliance requires discontinuation of the antibiotic by 48 hours post-operatively).  We 
changed all prophylactic post-operative antibiotic orders to remove the final dose, which will address 
this problem going forward. 

 
If no additional cycles of adjustment are to be documented for the project for Part IV credit, go to item 

#24.   
If a few additional cycles of adjustments, data collection, and review are to be documented as part of the 

project to be documented, document items #20 – #23 for each subsequent cycle.  Copy the set of items 
#20 – #23 and paste them following the last item #23 and provide the information. When the project to 
be documented for Part IV credit has no additional adjustment cycles, go to item #24.  

If several more cycles are included in the project for Part IV credit, contact the UM Part IV MOC Program 
to determine how the project can be documented most practically. 

 
 

 
 
 
H.  Future Plans 
 
24.  How many subsequent PDCA cycles are to occur, but will not be documented as part of the 

“project” for which Part IV credit is designated?   
We plan to continue the effort to hone our SCIP compliance within the PCTU.  This is likely to involve 
a similar, iterative PDCA process.  Because of the planned definition changes to the glucose SCIP 
measure, we plan to apply for a new MOC IV activity in 2014-15. 

 
25.  How will the project standardize processes to maintain improvements?   

Via (1) the integration of SCIP measures into the daily rounding form(2) the data collection by the 
clinician assistants, coupled with (3) the awareness and culture shift that is already occurring, and (4) 
reinforced by the q6 month presentations and analyses of these data at faculty meetings.  In addition, 
Dr. Gajarski and Dr. Aiyagari are receiving real-time compliance data from Jill Cone-Holden, NP, so 
we can get ahead of any new issues. 

 
26.  Do other parts of UMHS face a similar problem?  If so, how will the project be conducted so 

that improvement processes can be communicated to others for “spread” across applicable 
areas?   
This is fairly unique to PCTU.  As noted earlier in the application, although the adult CVICU has to 
comply with the same measures, the measures apply to all of their patients whereas they only apply 
to a small selected group of ours, so the challenges are quite different. 

 
 
I.  Physician Involvement 
 

Note: To receive Part IV MOC a physician must both: 
a.  Be actively involved in the QI effort, including at a minimum: 

•  Work with care team members to plan and implement interventions 
•  Interpret performance data to assess the impact of the interventions 
•  Make appropriate course corrections in the improvement project 

b.  Be active in the project for the minimum duration required by the project 



 
27.  Physician’s role.  What are the minimum requirements for physicians to be actively involved 

in this QI effort?   
a.  Interpreting baseline data and planning intervention:  

Attend and participate in the meeting at which baseline data were discussed OR discuss 
baseline data separately in person with Dr. Aiyagari or Dr. Gajarski.  

b.  Implementing intervention:   
Participate in the educational session at which baseline data were discussed OR discuss 
baseline data separately in person with Dr. Aiyagari or Dr. Gajarski.  Utilize the morning rounding 
tool to address SCIP compliance.   

c.  Interpreting post-intervention data and planning changes:   
Attend and participate in the meeting at which post-intervention data were discussed OR discuss 
post-intervention data separately in person with Dr. Aiyagari or Dr. Gajarski. 

d.  Implementing further intervention/adjustments:   
Participate in the educational session at which post-intervention data were discussed OR 
discuss post-intervention data separately in person with Dr. Aiyagari or Dr. Gajarski.  Utilize the 
morning rounding tool to address revised SCIP compliance. 

e.  Interpreting post-adjustment data and planning changes:   
Attend and participate in the meeting at which post-adjustment data were discussed OR discuss 
post-adjustment data separately in person with Dr. Aiyagari or Dr. Gajarski.   

 
 
28.  If not addressed in #27, in conjunction with each cycle of data collection, what local 

(physician-level or practice/unit-level) feedback report and what overall project level report 
will be provided to physicians?   
 

 
29.  If not addressed in # 27, how are reflections of individual physicians about the project utilized 

to improve the overall project?   
 

 
30.  How will the project ensure meaningful participation by physicians who subsequently request 

credit for Part IV MOC participation?   
Project leads monitor participation by physicians  

 
31.  What is the approximate number of physicians anticipated to participate in this project?  

[Provide number or range – by specialties and/or subspecialties if more than one.]   
Pediatric cardiologists – 14 

 
 
J.  Project Organizational Role and Structure 
 
32.  Is this project part of a larger UMHS institutional or departmental initiative?     

 Yes         No   If No, go to #31. 
 
a.  What UMHS unit/group is overseeing or coordinating the larger initiative?   

Office of Clinical Affairs  
 
b.  What is the larger initiative?    

Addressing CMS measures hospital-wide, including those in this study. 
 
c.  How does this project advance it?   

Patients in the pediatric cardiothoracic unit are included in the performance evaluation.   



 
d.  Is this project coordinated with related quality improvement activities?   

Indirectly through OCA with other groups addressing these measures. 
 
e.  Has someone at a higher institutional level authorized/approved this project?  If so, who?   

Chief of the Division of Pediatric Cardiology; Office of Clinical Affairs to provide assistance 
 
33.  What is the organizational structure of the project?  [Include who is involved, their general 

roles, and reporting/oversight relationships.]   
Chief of the Division of Pediatric Cardiology – General oversight of activities 
Project leads (Gajarski and Aiyagari) – Direct oversight of project 
Quality analysts – Assemble and report data as directed by project leads 
Attending physicians, bedside nurse, order-writing nurse, fellow, on-service nurse practitioner – under 
the direction of project leads, review data, develop and carry out interventions 

 
34.  Are resources needed beyond those under the control of the project lead(s)?   

 Yes         No    If No, go to #33. 
 
a.  What types of resources are needed and who has agreed to provide them?   

Data collection by quality analysts in the Office of Clinical Affairs. 
 
35.  To what oversight person or group will project-level reports be submitted for review?   

Chief of the Division of Pediatric Cardiology 
 
36.  Have UMHS physicians who will participate in this project had the opportunity to participate 

in a UMHS Part IV project within the past two years?    
 Yes         No 

 
a.  If “Yes,” why do these physicians need more frequent opportunities for Part IV credit (e.g., 

board gives additional credit for more Part IV activities in a time period; qualify for CMS 
incentive payment)?   


