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QI Project Application for Part IV MOC Eligibility 
 
Complete the following project description to apply for UMHS approval for participating physicians to be eligible to 
receive Part IV MOC credit through the Multi-Specialty Part IV MOC Pilot program.  Actions regarding the application 
depend on the stage of the project, as described below.  As stages are accomplished, you may submit updates of the 
application with the description of planned activities replaced by descriptions of actual activities performed.  An 
application describing the completed project is required.  Submitting earlier versions helps assure that when planned 
activities are carried out, they will meet Part IV requirements.   
Preliminary approval.  Plans have developed for the expected activities, but little actual work has been performed. 
Part IV credit designation.  Baseline data have been collected and the intervention performed, with completion of both 

steps documented on an application (or application update).  The project has demonstrated its operational 
feasibility and the likelihood that subsequent data collections and adjustment will be performed. 

Participation (“attestation”) forms provided.  The project has been completed with the expected sequence of activities 
performed and documented on an application (or application update), which is the “final report” on the project.   

The introductory section asks for basic operational information.  The next four sections ask about the project’s 
activities organized within a basic sequential Plan–Do–Check–Act /Adjust–Recheck outline.  The following section 
asks how physicians participate in the project.  The last section asks about the relationship of this project to other 
UMHS institutional QI initiatives. Questions are in bold fond and answers should be in regular font (generally 
immediately below the questions).  To check boxes electronically, either put an “X” in front of a box or copy and paste 
“ ” over the blank box.   
For further information and to submit completed applications, contact either: 

Terry Kowalenko, MD, UMHS Part IV Program Lead, 734-936-1671, terryk@med.umich.edu 
R. Van Harrison, PhD, UMHS Part IV Program Co-Lead, 734-1425, rvh@umich.edu 
Chrystie Pihalja, UMHS Part IV Program Administrator, 734-936-1671, cpihalja@umich.edu 

 
A.  Introduction 
 
1.  Date (this version of the application): October 23, 2012 
 
2.  Title of QI project: Time to Initial Broad Spectrum Antibiotics in Febrile Oncology Patients 
 
3. Time frame 

a.  At what stage is the project? 
  Design is complete, but not yet initiated 
  Initiated and now underway  
  Completed (UMHS Part IV program began 1/1/11)  

Note: an Annual Project Progress Report form must be submitted annually in January while the 
project is underway and a final one submitted at the project’s conclusion. 

 
 b.  Time period 

(1).  Date physicians begin participating (may be in design phase):   1/1/2011 
(2).  End date:  actual  _3/31/2012________        expected  _________        

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

a.  Name:   Kelly Walkovich, MD; Helena Wang-Flores, DO; Stacey Noel, MD; Michele Nypaver, MD 
b.  Title:   Clinical Instructor, Clinical Assistant Professor 
c.  Institutional/organizational unit/affiliation:   Department of Pediatrics, Division of 

Hematology/Oncology in cooperation with the Department of Emergency Medicine, Division of 
Children’s Emergency Services 

d.  Phone number:   734 764 7126 (PHO), 734 763 4964 (CES) 
e.  Email address:   kwalkovi@med.umich.edu (PHO), helenawa@med.umich.edu (CES) 
f.  Mailing address: Peds Heme/Onc, D4202 MPB, University of Michigan, Ann Arbor, MI 48109 
   Dept of EM, Division of CES, TC B1 380, University of Michigan, Ann Arbor, MI   

  48109 
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5.  What specialties and/or subspecialties are involved in this project?  Pediatric 
Hematology/Oncology, Children’s Emergency Medicine and Pharmacy 

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

 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?   

It is well documented in the clinical sepsis literature that time to initial broad spectrum antibiotics 
impacts both morbidity and mortality. Pediatric oncology patients, secondary to receiving 
immunosuppressive therapies, are at even higher risk of overwhelming infection and benefit from 
rapid antibiotic administration in the setting of a fever.  

 
In order to unify and streamline the care received by febrile oncology patients in the Pediatric ED, a 

febrile oncology work group including representatives from Pediatric Hematology/Oncology, 
Pediatric ED, Microbiology Lab, Pharmacy, Nursing, Adult ID and Pediatric ID was formed. The 
work group utilized evidence-based medicine and expert opinion to devise a clinical practice 
guideline (CPG). During the initial phases of drafting the CPG for the care of febrile oncology 
patients, it was recognized that no one was aware of the key metric of length of time between triage 
check-in to antibiotic administration for this patient population. 
 

 
b.  Project aim.  What aspects of the problem does this project aim to improve? 
This project was undertaken to create a communication flow between the Pediatric ED and Pediatric 
Hematology/Oncology groups to foster and environment of awareness and cooperative quality 
improvement. The primary goal of the project was to identify roadblocks to efficient and timely 
administration of broad-spectrum antibiotics to febrile oncology patients presenting in the Pediatric ED, 
implement changes in work patterns and assess for potential improvement. 
 
The specific goal set forth by the work group was to decrease the time to initial administration of broad 
spectrum antibiotics for febrile oncology patients presenting to the University of Michigan Pediatric ED 
to 30 minutes or less. 

  
8.  Patient population.  What patient population does this project address. 

All pediatric oncology patients, age 0-25 years, presenting to the University of Michigan Pediatric ED 
with fever. 

 
9.  Targeted causes.  What are the primary underlying/root causes for the problem that the project 

can address? 
  1. Lack of open and frequent communication between Pediatric ED and Pediatric 

Hematology/Oncology regarding the management of febrile oncology patients. 
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 2. Absence of a standardized clinical practice guideline for the management of febrile oncology 
patients. 

 3. Lack of awareness of the importance of prompt antibiotic administration in the setting of febrile 
oncology patients (both parents/families and practioners). 

 4. Absence of tools to facilitate the care of febrile oncology patients. 
 5. Lack of ability to pre-order antibiotics prior to the patient’s arrival to the ED.  
 
10.  What is the experimental design for the project? 

  Pre-post comparisons (baseline period plus two or more follow-up measurement periods) 
  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? 
The measure of quality used is: time to broad-spectrum antibiotic administration. This time value is 
calculated by assessing the difference (in minutes) between the time of triage check-in to the 
documented time of broad-spectrum antibiotic administration. The number of patients, mean time to 
antibiotic administration and standard deviation were followed. 

 
b.  Are the measures nationally endorsed?  If not, why were they chosen? 

No, the measures are not nationally endorsed in a formal manner. However, time to antibiotics in 
febrile oncology patients has been a topic of discussion at recent American Society of Pediatric 
Hematology/Oncology national meetings.  
 
The measure of time to initial broad-spectrum antibiotic administration was selected as the measure 
of quality for this project because of the relationship between time of antibiotics administration and 
morbidity/mortality reported in general sepsis literature. 

 
c.  What is the source of data for the measure (e.g., medical records, billings, patient surveys)? 

The data used to calculate the time to broad-spectrum antibiotic administration was abstracted from 
the medical chart, specifically Careweb, Centricity and EPIC. 

 
d.  How reliable are the data being collected for the purpose of this project? 

The data are highly reliable as all actions in the Pediatric ED, including triage check-in time and 
time of antibiotic administration are routinely recorded in real-time into the electronic medical 
record. 

 
e.  How are data to be analyzed over time, e.g., simple comparison of means, statistical test(s)? 

The data were analyzed via simple comparison of the means. We collected actual time intervals as 
described in B11a. We also collected information regarding the number of patients, mean time to 
antibiotics and standard deviation. We plan to build a monthly report in our electronic health 
record to obtain this data on a routine basis. 

 
f.  To whom are data reported? 

The data were reported to Dr. Steve Pipe, Division Head of Pediatric Hematology/Oncology and Dr. 
Rajen Mody, Clinical Director of Pediatric Hematology/Oncology and the entire Pediatric 
Hematology/Oncology (including Bone Marrow Transplant) faculty and staff. In addition, the data 
were reported to Dr. Marie Lozon, Director of Children’s Emergency Services and the entire 
Children’s Emergency Services faculty. 

 
g.  When did the baseline data collection occur? 

The baseline data collection occurred between 1/1/2010 and 12/31/2010. 
 
12.  Specific performance objectives 
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a.  What is the overall performance level(s) at baseline?   

The mean performance level at baseline measured the mean time to any broad-spectrum antibiotic 
administration from 1/1/2010-12/31/2010 to be 187 minutes. We also measured the baseline mean 
time to cefepime administration (the CPG recommended antibiotic) to be 161 minutes and mean 
time to ceftriaxone to be 226 minutes in the same time period. The number of patients, mean times 
to antibiotics and standard deviations are reported below. 
 
Administration of Cefepime (CPG recommended) 
Time Period Intervention 

Period 
Patient 
Number 

Mean Time to 
Cefepime 
Administration 
(minutes) 

Standard 
Deviation 

Range 
(minutes) 

1/1/2010-
12/31/2010 

Baseline 89 161 57.63 78-319 

 
Administration of Ceftriaxone (Historical recommendation) 
Time Period Intervention 

Period 
Patient 
Number 

Mean Time to 
Ceftriaxone 
Administration 
(minutes) 

Standard 
Deviation 

Range 
(minutes) 

1/1/2010-
12/31/2010 

Baseline 54 226 130.96 62-1042 

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

The target for future performance is to achieve a time to broad-spectrum antibiotic administration 
that is 30 minutes or less. 

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

The performance target of 30 minutes or less was determined by considering the general sepsis 
literature, which encourages antibiotics to be delivered in less than 60 minutes to minimize risk for 
morbidity/mortality, and benchmarking against other institutions during national meetings. 

 
13.  Which Institute of Medicine Quality Dimensions are addressed?  [Check all that apply.] 
  Safety  Equity  Timeliness  
   Effectiveness  Efficiency   Patient-Centeredness 
 
 
C.  Do   
 
14.  Intervention(s).   
 

a.  Describe the interventions implemented as part of the project. 
From 1/1/2011-1/31/2011, the “Management of the Febrile Oncology Patient” CPG was completed. 
As a critical part of this CPG, the choice of an initial antibiotic was streamlined such that the 
antibiotic choice was no longer dependent on the patient’s neutrophil count. Additionally, the goal of 
30 minutes or less for administration of broad-spectrum antibiotics in the high-risk febrile oncology 
patient groups was publicly established. As part of the CPG discussion, we also confirmed the 
process of communication by which the PHO faculty and staff notify the CES attending of incoming 
patients. Intensive education sessions were undertaken for the PHO and CES faculty, fellows and 
staff, including our PHO and CES pharmacist.   
 

b.  How do the interventions address underlying/root causes (see #9)? 
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The development of work group and CPG addressed the lack of regular open communication 
between Pediatric Hematology/Oncology and Pediatric ED as well as established a standardized 
and streamlined approach to care for this patient group. 

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

All members of the Pediatric Hematology/Oncology faculty and staff along with the Pediatric ED and 
Pharmacy were involved in carrying out the intervention of applying the CPG. Specifically the PHO 
faculty and fellows were involved in reviewing the fever protocol/CPG with all of their patients and 
families at diagnosis, admission/discharge for fever and at routine follow up outpatient visits. The 
PHO faculty and fellows were also responsible for classifying patients into the high-risk category and 
providing families with an up to date and accurate Fever Card (see more later). In addition, the PHO 
faculty or fellow was responsible for the intake fever phone call from the family and routing the patient 
to the ED for further evaluation as well as discussing the anticipated patient (and reinforcing the CPG 
recommendations) with the CES faculty/staff. With the assistance of the PHO faculty, CES faculty 
discussed the fever protocol/CPG and provided PHO faculty/staff with feedback on how we could help 
implement the CPG.  After identifying the febrile oncology patients, usually through an “expected” 
phone call from the PHO faculty or fellow, CES faculty would pre-order the antibiotics prior to patient 
arrival in ED.  If the patient arrived in triage without the expected phone call, nursing would identify 
those patients, notify the CES faculty member and antibiotics would be ordered immediately upon 
arrival in the ED. After the initial care of these patients were initiated in the ED, faculty/fellows from 
both CES and PHO routinely discussed and coordinated final care decisions, including disposition, by 
phone. 

 
16.  When will/did the intervention(s) occur? 

The interventions described above occurred from 1/1/2011-1/31/2011. 
 
 
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.  Data collection following the intervention. 
 

a.  The collection of performance data following the intervention either: 
Has occurred on: 1/1/2011-4/30/2011 

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

 
Administration of Cefepime (CPG recommended) 
Time Period Intervention 

Period 
Patient 
Number 

Mean Time to 
Cefepime 
Administration 
(minutes) 

Standard 
Deviation 

Range 
(minutes) 

1/1/2010-
12/31/2010 

Baseline 89 161 57.63 78-319 

1/1/2011-
4/30/2011 

Intervention 1 37 190 73.23 54-408 

 
Administration of Ceftriaxone (Historical recommendation) 
Time Period Intervention Patient Mean Time to Standard Range 
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Period Number Ceftriaxone 
Administration 
(minutes) 

Deviation (minutes) 

1/1/2010-
12/31/2010 

Baseline 54 226 130.96 62-1042 

1/1/2011-
4/30/2011 

Intervention 1 20 246 88.46 131-490 

 Data on other antibiotics administered (non-Cefepime, non-Ceftriaxone) is not reported here but 
 is being collected for analysis. 
 
 
 
 
E.  Act/Adjust 
 
19.  Following the collection of post-intervention data:   
 

a.  When did/will the review of post-intervention data and plans for adjustments occur?   
The review of the post-intervention data and plans for adjustment occurred in early 5/2011. 

 
b.  How did/will the following processes occur:   
•  Review the most recent performance data to identify current problems  
The most recent performance data was reviewed in detail within the smaller workgroup consisting of 

physicians from the ED and Peds Heme/Onc, pharmacy, nursing and a statistician. The 
summarized data was then shared with the Ped Heme/Onc faculty and staff at large during a staff 
meeting on May 25, 2011. Each individual PHO faculty member had an opportunity to review the 
data. Likewise, additional educational didactic information was also available during project data 
review amongst CES faculty at a division meeting on May 23, 2011 CES Divisional Meeting. All 
staff undertook brainstorming for potential roadblocks to timely antibiotic delivery as well as 
possible interventions. 

•  Analyze the current underlying causes of those problems  
Underlying causes for the delay in antibiotic delivery included a lack of awareness of the CPG 

changes and 30 minutes antibiotic goals by pediatric residents and families as well as a lack of 
consistency in implementing the CPG. 

•  Redesign the intervention to address underlying causes  
Additional didactic education was completed for the Peds Heme/Onc faculty and staff, Peds ED 
faculty and staff as well as pediatric residents. All treating team members had an opportunity to ask 
questions regarding the project. Families were contacted through the POAC committee and a patient-
specific Fever Card was developed. 

 
c.  When did/will the adjustment (second intervention) occur?   The adjustment/second 

intervention occurred in the end of 5/2011. 
 

 
d.  If the adjustment has occurred, (1) what problems were identified in the review and (2) what 

adjustments/interventions occurred to addressed those problems?   See above in 19b. 
 

 
20.  Data collection following the adjustment(s). 
 

a.  The collection of performance data following the adjustment(s) either: 
The review of the post-adjustment data occurred on: 5/1/2011-8/31/2011. 

 
b.  If the data collection has occurred, what is post-adjustment(s) performance level? 
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 Administration of Cefepime (CPG recommendation) 

Time Period Intervention 
Period 

Patient 
Number 

Mean Time to 
Cefepime 
Administration 
(minutes) 

Standard 
Deviation 

Range 
(minutes) 

1/1/2010-
12/31/2010 

Baseline 89 161 57.63 78-319 

1/1/2011-
4/30/2011 

Intervention 1 37 190 73.23 54-408 

5/1/2011-
8/31/2011 

Intervention 2 33 115 61.94 18-295 

 
 
 
 
Administration of Ceftriaxone (Historical recommendation) 
Time Period Intervention 

Period 
Patient 
Number 

Mean Time to 
Ceftriaxone 
Administration 
(minutes) 

Standard 
Deviation 

Range 
(minutes) 

1/1/2010-
12/31/2010 

Baseline 54 226 130.96 62-1042 

1/1/2011-
4/30/2011 

Intervention 1 20 246 88.46 131-490 

5/1/2011-
8/31/2011 

Intervention 2 16 176 70.45 71-305 

 Data on other antibiotics administered (non-Cefepime, non-Ceftriaxone) is not reported here but 
 is being collected for analysis 

 
21.  Following the third (post-adjustment) collection of data:  
 

a.  When did/will the review of post-adjustment data occur?  The review of the post-adjustment 
data occurred in early 9/2011. 

 
b.  How did/will the following processes occur:   
•  Review the most recent performance data to identify current problems  
The most recent performance data was reviewed in detail within the smaller workgroup consisting of 

physicians from the ED and Peds Heme/Onc, pharmacy, nursing and a statistician. The 
summarized data was then shared with the Ped Heme/Onc and CES faculty and staff at their 
respective divisional meetings. All staff provided input regarding further potential roadblocks to 
timely antibiotic delivery. 

•  Analyze the current underlying causes of those problems  
Underlying causes for the delay in antibiotic delivery included a lack of consistent family cooperation 

in placing EMLA on the patient’s port prior to arrival and logistical difficulties in swiftly ordering 
Cefepime once a febrile oncology patient arrives in the ED. 

•  Redesign the intervention to address underlying causes  
In order to address the lack of routine at-home EMLA placement, a special verbal education effort 
was made by all Peds Heme/Onc nurse practioners caring for patients in the inpatient and outpatient 
setting stressing the importance of rapid antibiotic administration.  To improve the antibiotic ordering 
logistics in the ED, extensive communication between the ED Pharmacy and the Peds Heme/Onc 
pharmacist occurred resulting in a new pre-patient arrival antibiotic ordering process completed on 
paper orders. CES fellows/attending physicians were responsible for pre-ordering the broad-spectrum 
antibiotic so that pharmacy could have it prepared and waiting for the patient. 
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c.  If the post-adjustment review has occurred, what problems were identified in the review? 
See above in 21b. 

 
22.  Data collection following the adjustment(s). 
 

a.  The collection of performance data following the adjustment(s) either: 
Collection of the performance data occurred on: 9/1/2011-12/5/2011. 

 
b.  If the data collection has occurred, what is post-adjustment(s) performance level? 
 

 Administration of Cefepime (CPG recommendation) 
Time Period Intervention 

Period 
Patient 
Number 

Mean Time to 
Cefepime 
Administration 
(minutes) 

Standard 
Deviation 

Range 
(minutes) 

1/1/2010-
12/31/2010 

Baseline 89 161 57.63 78-319 

1/1/2011-
4/30/2011 

Intervention 1 37 190 73.23 54-408 

5/1/2011-
8/31/2011 

Intervention 2 33 115 61.94 18-295 

9/1/2011-
12/5/2011 

Intervention 3 24 95 53.66 24-260 

 
Administration of Ceftriaxone (Historical recommendation) 
Time Period Intervention 

Period 
Patient 
Number 

Mean Time to 
Ceftriaxone 
Administration 
(minutes) 

Standard 
Deviation 

Range 
(minutes) 

1/1/2010-
12/31/2010 

Baseline 54 226 130.96 62-1042 

1/1/2011-
4/30/2011 

Intervention 1 20 246 88.46 131-490 

5/1/2011-
8/31/2011 

Intervention 2 16 176 70.45 71-305 

9/1/2011-
12/5/2011 

Intervention 3 11 184 106.9 108-468 

 Data on other antibiotics administered (non-Cefepime, non-Ceftriaxone) is not reported here but 
 is being collected for analysis 

 
23.  Following the fourth (post-adjustment) collection of data:  
 

a.  When did/will the review of post-adjustment data occur?  The review of the post-adjustment 
data occurred in 12/2011. 

 
b.  How did/will the following processes occur:   
•  Review the most recent performance data to identify current problems  
The most recent performance data was reviewed in detail within the smaller workgroup consisting of 

physicians from the ED and Peds Heme/Onc, pharmacy, nursing and a statistician. The 
summarized data was then shared with the Ped Heme/Onc and CES faculty and staff at their 
respective divisional meetings. The entire faculty had an opportunity to review the data. All staff 
provided input regarding further potential roadblocks to timely antibiotic delivery and current 
questions/inconsistencies in interpreting the CPG. 

•  Analyze the current underlying causes of those problems  
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Underlying causes for the delay in antibiotic delivery included a lack of consistent interpretation of the 
CPG and widespread awareness of the time to antibiotic goal. 

•  Redesign the intervention to address underlying causes  
In order to address the lack of consistent interpretation and application of the CPG, the document was 
again reviewed with the entire Peds Heme/Onc staff, particularly the fellows, during the PHO 
Divisional Wednesday 9am clinical meetings.  Case-specific examples were reviewed both in the 
Divisional meetings and via email; everyone had an opportunity to ask clarifying questions. 

 
c.  If the post-adjustment review has occurred, what problems were identified in the review? 

See above in 23b. 
 

24.  Data collection following the adjustment(s). 
 

a.  The collection of performance data following the adjustment(s) either: 
Collection of the performance data occurred on: 12/6/2011-3/31/2012. 

 
b.  If the data collection has occurred, what is post-adjustment(s) performance level? 
Administration of Cefepime (CPG recommendation) 

Time Period Intervention 
Period 

Patient 
Number 

Mean Time to 
Cefepime 
Administration 
(minutes) 

Standard 
Deviation 

Range 
(minutes) 

1/1/2010-
12/31/2010 

Baseline 89 161 57.63 78-319 

1/1/2011-
4/30/2011 

Intervention 1 37 190 73.23 54-408 

5/1/2011-
8/31/2011 

Intervention 2 33 115 61.94 18-295 

9/1/2011-
12/5/2011 

Intervention 3 24 95 53.66 24-260 

12/6/2011-
3/31/2012 

Intervention 4 32 67 43.86 5-184 

 
Administration of Ceftriaxone (Historical recommendation) 
Time Period Intervention 

Period 
Patient 
Number 

Mean Time to 
Ceftriaxone 
Administration 
(minutes) 

Standard 
Deviation 

Range 
(minutes) 

1/1/2010-
12/31/2010 

Baseline 54 226 130.96 62-1042 

1/1/2011-
4/30/2011 

Intervention 1 20 246 88.46 131-490 

5/1/2011-
8/31/2011 

Intervention 2 16 176 70.45 71-305 

9/1/2011-
12/5/2011 

Intervention 3 11 184 106.9 108-468 

12/6/2011-
3/31/2012 

Intervention 4 14 165 69.07 82-298 

 Data on other antibiotics administered (non-Cefepime, non-Ceftriaxone) is not reported here but 
 is being collected for analysis 
 

 
25.  Following the fifth (post-adjustment) collection of data:  
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a.  When did/will the review of post-adjustment data occur?  The review of the post-adjustment 
data occurred in 4/2012. 

 
b.  How did/will the following processes occur:   
•  Review the most recent performance data to identify current problems  
The most recent performance data was reviewed in detail within the smaller workgroup consisting of 

physicians from the ED and Peds Heme/Onc, pharmacy, nursing and a statistician. The 
summarized data was then shared with the Ped Heme/Onc faculty and staff at large during a staff 
meeting. All PHO faculty had an opportunity to review the data. This information was also 
discussed amongst CES faculty at a division meeting. All staff provided input regarding further 
potential roadblocks to timely antibiotic delivery and current questions/inconsistencies in 
interpreting the CPG. All staff also had an opportunity to suggest strategies for improvement. 

•  Analyze the current underlying causes of those problems  
Underlying causes for the delay in antibiotic delivery included confusion regarding the separation of 

patients into high and low risk categories. 
•  Redesign the intervention to address underlying causes  
In order to address confusion regarding low and high risk patient stratification, the risk strata were 
reviewed with case-specific examples and everyone had an opportunity to ask clarifying questions 
during our PHO weekly divisional meetings.  This issue was also discussed amongst CES faculty at 
divisional meetings. Additionally, the 30 minute antibiotic goal was expanded to include all patients 
(not just high risk patients). 

 
c.  If the post-adjustment review has occurred, what problems were identified in the review? 

See above in 25b. 
 
25.  How many subsequent PDCA cycles are to occur? 2-6 
 
26.  How will the project standardize processes to maintain improvements? The processes that 

have been changed to date are incorporated into the most recent version of the “Management of the 
Febrile Oncology Patient CPG,” which is reviewed and updated annually. 

 
27.  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? Yes, other areas of the hospital, e.g. the Pediatric Infusion center and inpatient units also face 
similar problems in terms of rapid antibiotic administration. With modification to each specific unit, it is 
very feasible that many of the improvement processes utilized in this current project could be applied 
to the infusion/inpatient unit settings. 
 

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

in this QI effort? The minimum requirements for PHO and CES physicians to be actively involved in 
this QI effort include:  

 1) PLAN & IMPLEMENT INTERVENTIONS via participation in the creation and annual renewal of the 
“Management of the Febrile Oncology Patient” CPG. 

 2) INTERPRET PERFORMANCE DATA through regular review of the time to antibiotic data occurring 
approximately every 4 months as well as participation in the discussions regarding possible 
roadblocks and improvement strategies. 
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 3) HELP MAKE COURSE CORRECTIONS with physicians actively implementing the CPG changes 
during their daily patient care interactions.  

 Additionally, physicians ideally would have been present and participating throughout the duration of 
the project, i.e. 1/1/2011-3/31/2012.  Minimum time of participation is from 5/1/2011-3/31/2012. 
 

 
29.  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? The mean time to initial broad-spectrum antibiotics was reported to 
the entire staff with each cycle of data collection. 
 

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

to improve the overall project? Individual physician reflections were incorporated into the strategies 
for potential improvement. 
 

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

credit for Part IV MOC participation?  Physicians who request meaningful participation will be 
required to review all the data to date regarding time to antibiotic administration and provide their own 
personal reflections. 
 

 
32.  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.] 
Peds Heme/Onc physicians –  26 
Children’s Emergency Medicine physicians – 15 

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

 Yes         No   If No, go to #35. 
 
a.  What UMHS unit/group is overseeing or coordinating the larger initiative? 

 
 
b.  What is the larger initiative?  

 
 
c.  How does this project advance it? 

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

 
 
e.  Has someone at a higher institutional level authorized/approved this project?  If so, who? 

 
 
34.  What is the organizational structure of the project?  [Include who is involved, their general 

roles, and reporting/oversight relationships.] 
 

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

 Yes         No    If No, go to #37. 
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a.  What types of resources are needed and who has agreed to provide them?   

 
 
36.  To what oversight person or group will project-level reports be submitted for review? 

 
 
37.  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)?   
 

 
 

 


