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To optimize webinar sound volume, please check:
• WebEx volume
• Computer volume
• External speaker volume
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If you are still having difficulty 
hearing the webinar:

q Please click on Participants 

q Then the “Request Phone” 
button to receive a toll dial-in



5





7© 2018 TMIT

If you wish to follow us on Twitter, 
go to: http://twitter.com/TMIT1
or use #safetyleaders hashtag

Also, go to: 
www.facebook.com/SafetyLeaders

and related sites
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TMIT Purpose Statement

Our Purpose: 

We will measure our success by how we protect and 

enrich the lives of families…patients AND caregivers. 

Our Mission: 

To accelerate performance solutions that save lives, 

save money, and create value in the communities we 

serve and ventures we undertake. 
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Disclosure Statement
The following panelists certify: that unless otherwise noted below, each presenter provided full disclosure information; does not intend to discuss an 

unapproved/investigative use of a commercial product/device; and has no significant financial relationship(s) to disclose. If unapproved uses of products are 

discussed, presenters are expected to disclose this to participants. None of the participants have any relationship medication or device companies discussed in their 

presentations.

Casey Clements, MD, PhD, describes himself as a ‘recovering researcher’ who now works on evidence based practice change and implementation.  As Associate 
Practice Chair of Emergency Medicine at Mayo Clinic, he focuses on multidisciplinary and interdepartmental improvement projects in Rochester and across the 
Midwest.  His first love and academic focus remains sepsis, emergency infection, and critical care. As director of the Mayo Clinic ED Sepsis Program and primary 
investigator of the Mayo ED Sepsis Biobank, Dr. Clements has led and participated in the last five improvement projects surrounding sepsis at Mayo.  Currently, he is 
working on diffusion and advocacy with national organizations to improve systems surrounding sepsis outcomes and metrics. He has anything to disclose. 

Jennifer Dingman realized, after her mother’s death in 1995 due to errors in medical diagnoses and treatment, that there is little to no help available for patients and 
their families in similar situations. This life-changing experience left her feeling vulnerable, and she decided to dedicate her life to help prevent medical tragedies from 
happening to others. She has nothing to disclose.

Charles Denham, MD, is the Chairman of TMIT; a former TMIT education grantee of CareFusion and AORN with co-production by Discovery Channel for Chasing Zero
documentary and Toolbox including models; and an education grantee of GE with co-production by Discovery Channel for Surfing the Healthcare Tsunami 
documentary and Toolbox, including models. HCC is a former contractor for  GE and CareFusion, and a former contractor with Siemens and Nanosonics, which 
produces a sterilization device, Trophon. HCC is a former contractor with Senior Care Centers. HCC is a former contractor for ByoPlanet, a producer of sanitation 
devices for multiple industries. He does not currently work with any  pharmaceutical  or device company.  His current area of research is in threat management to 
institutions and continuing professional education and consumer education including bystander care. Dr. Denham is a collaborator with Professor Christensen at 
Harvard Business School. 
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Speakers and Reactors

Charles DenhamCasey Clements Jennifer DingmanGreg Botz
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Voice of Patient and Family

Jennifer Dingman

Founder, Persons United Limiting Substandards and Errors in Healthcare 
(PULSE), Colorado Division
Co-founder, PULSE American Division
TMIT Patient Advocate Team Member
Pueblo, CO

TMIT High Performer Webinar
January 17, 2018
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Cardiac Arrest

Meaningful Use is dead. Long live something better!High Impact Care Hazards to Patients, Students, and Employees

Opioid Overdose

Common Accidents

Bullying

A Medical-Tactical Approach 
undertaken by clinical and non-
clinical people can have 
enormous impact on los of life 
and harm from very common 
hazards:

• High Impact Care Hazards 
are frequent, severe, 
preventable, and 
measurable.

• Lifeline Behaviors 
undertaken by anyone can 
save lives.

Choking & Drowning

Anaphylaxis

Major Trauma

Transportation Accidents
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Meaningful Use is dead. Long live something better!In the News: Med Tac Updates

Source: Campus Safety Nov/Dec Issue - https://www.campussafetymagazine.com/public/med-tac-training-bystanders/ 

Nov/Dec 2018 Issue
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Meaningful Use is dead. Long live something better!Med Tac Publication in Campus Safety Magazine: January/February Issue  

January/February 2019 Issue

Effectively Responding to Active 
Shooters in Healthcare Facilities

“Secure, Preserve, Fight” has been proposed 
as an alternative  to respond to active 

shooters in healthcare settings when Run, 
Hide, Fight is not possible.

Dr. Charles Denham II, Dr. Gregory Botz, 
Charles Denham III, William Adcox

Unique Characteristics of Healthcare Facilities

Active shooter events at healthcare facilities are different from schools, 
shopping malls and commercial businesses for several important reasons:

1. The active shooter’s motives usually are much more personal, targeted 
and focused. 

2. Necessary security measures are often harder to undertake.
3. Healthcare providers feel compelled to stay with their patients.
4. Certain patients will die without continued life support in ICU’s and 

operating rooms.
5. Certain areas of hospitals are not easy to harden or evacuate.
6. Most hospitals are organized vertically and rely heavily on elevators.
7. Emergency departments may lock down or shut down during an event.
8. The violence could end in less than 10 minutes, but the healthcare 

delivery disruption could be prolonged.
9. Many healthcare shootings occur at entrances or just outside buildings.
10. Healthcare facilities cannot easily shut down for training.

The excellent NEJM article framework is used to describe actions to be taken for 
healthcare facilities by safety leaders at hospitals, schools, universities, and faith-
based organizations. 
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In The News …

Johns Hopkins Wrote the Rules on Patient Safety

But Its Hospitals Don’t Always Follow Them

Source: http://www.tampabay.com/projects/2018/investigations/heartbroken/johns-hopkins-patient-safety/ 

Dec. 29 2018

Tampa Bay Times, known 

for winning the Pulitzer 

Prize for investigative 

reporting, is undertaking 

an ongoing investigation 

of the entire Johns 

Hopkins system.   
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In The News …

1. A Baby Left All Children’s With a Needle In Her Heart April 20, 2018 The 
prestigious hospital’s Heart Institute acknowledged it’s had “challenges” and 
said it has stopped some complicated procedures.

2. State Investigating Problems At All Children’s Heart Institute April 27, 2018 
The review follows a Times story reporting a series of issues, including two 
needles that were left in children during surgery.

3. All Children’s Never Told State About Needle Left In Baby May 15, 2018 State 
inspectors cited the hospital for not reporting two medical mistakes. In one 
case, it also didn’t tell the child’s parents, they said.

4. All Children’s Hospital Now Under Federal Review May 17, 2018 The federal 
government wants to take a deeper look at the St. Petersburg hospital, which 
has had problems with its heart-surgery program.

5. All Children’s CEO: Not Telling Parents About Needle Left Behind Was 
“Complete Failure” May 22, 2018 The hospital told the Times editorial board 
that it’s looking to rebuild the Heart Institute after stopping most surgeries 
late last year.

6. Heartbroken November 28, 2018 Johns Hopkins promised to elevate All 
Children’s Heart Institute. Then patients started to die at an alarming rate

7. State, Federal Officials Missed Warnings At All Children’s Heart Unit 
December 7, 2018 Lawmakers are now asking questions about what 
happened.

8. Top All Children’s Executives Resign Following Times Report On Heart 
Surgeries December 11, 2018 The events described in recent news reports 
are unacceptable,’ the hospital’s parent company said.

9. Reps. Kathy Castor, Charlie Crist Repeat Call For Federal Investigation Into 
All Children’s Heart Unit December 12, 2018 “Major corrective actions must 
be taken,” they said in a statement

10. State May Publish More Data On Heart Surgery Deaths December 17, 2018 
The change could alert families to problems like the ones at the All Children’s 
Heart Institute much more quickly

11. Johns Hopkins Wrote The Rules On Patient Safety. But Its Hospitals Don’t 
Always Follow Them. December 29, 2018 Johns Hopkins touts itself as a 
national leader in patient safety. Its doctors invented a simple checklist 
credited with saving thousands of lives

12. Three More All Children’s Officials Resign Following Times Investigation 
January 2, 2018 A total of six top officials have now left the hospital, 
including the CEO and three vice presidents.

13. Johns Hopkins hires former prosecutor to investigate All Children’s Heart 
Institute January 09, 2019 "Many of you courageously spoke out when you 
had concerns but were ignored or turned away,” the system’s president 
acknowledged in a video apologizing to the hospital’s community

14. State and federal inspectors visit All Children’s after reports on heart surgery 
deaths January 11, 2019 Lawmakers have recently criticized regulators for 
not investigating reports of problems in All Children’s Heart Institute sooner

15. The Baltimore Sun April 10, 2015; Burn Center Director Sues Hopkins; The 
bulk of Milner's complaint alleges that his supervisors ignored concerns he 
started raising in early 2013 about Dr. Dylan Stewart's care of six children at 
the pediatric unit

Johns Hopkins Safety Crisis Articles

Source: https://www.tampabay.com/author/kathleen-mcgrory/  
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In The News …

Tampa Bay Times Articles

• State and federal inspectors visit All Children’s after reports on heart 
surgery deaths: https://www.tampabay.com/investigations/2019/01/11/state-
and-federal-inspectors-visit-all-childrens-after-reports-on-heart-surgery-
deaths/

• Johns Hopkins hires former prosecutor to investigate All Children’s Heart 
Institute: https://www.tampabay.com/investigations/2019/01/09/johns-
hopkins-hires-former-prosecutor-to-investigate-all-childrens-heart-institute/

• Three more All Children’s officials resign following Times 
investigation: https://www.tampabay.com/investigations/2019/01/02/three-
more-all-childrens-officials-resign-following-times-investigation/

• State may publish more data on heart surgery 
deaths: https://www.tampabay.com/investigations/2018/12/17/state-may-
publish-more-data-on-heart-surgery-deaths/

• Reps. Kathy Castor, Charlie Crist repeat call for federal investigation into 
All Children’s heart unit: https://www.tampabay.com/florida-
politics/buzz/2018/12/12/reps-kathy-castor-charlie-crist-repeat-call-for-
federal-investigation-into-all-childrens-heart-unit/

• Top All Children’s executives resign following Times report on heart 
surgeries: https://www.tampabay.com/investigations/2018/12/11/top-all-
childrens-executives-resign-following-times-report/

• State, federal officials missed warnings at All Children’s heart 
unit: https://www.tampabay.com/investigations/2018/12/07/state-federal-
officials-missed-warnings-at-all-childrens-heart-unit/

• Heartbroken: https://www.tampabay.com/projects/2018/investigations/heart
broken/all-childrens-heart-institute/

• All Children’s CEO: Not telling parents about needle left behind was 
“complete 
failure”: https://www.tampabay.com/investigations/2018/05/22/all-childrens-
ceo-not-telling-parents-about-needle-left-behind-was-complete-failure/

• All Children’s Hospital now under federal 
review: https://www.tampabay.com/investigations/2018/05/17/all-childrens-
hospital-now-under-federal-review/

• All Children’s never told state about needle left in 
baby: https://www.tampabay.com/investigations/2018/05/15/all-childrens-
never-told-state-about-needle-left-in-baby/

• State investigating problems at All Children’s Heart 
Institute: https://www.tampabay.com/investigations/2018/04/28/state-
investigating-problems-at-all-childrens-heart-institute/

• A baby left All Children’s with a needle in her heart:
https://www.tampabay.com/investigations/2018/04/20/a-baby-left-all-

childrens-with-a-needle-in-her-heart/

Baltimore Sun and Other Articles

• The Baltimore Sun; Burn Center Director Sues Hopkins: 
https://www.baltimoresun.com/health/bs-md-hopkins-burn-center-lawsuit-
20150410-story.html

• Beckers Hospital Review Johns Hopkins burn center director accuses 
system of covering up risky care 
https://www.beckershospitalreview.com/quality/johns-hopkins-burn-center-
director-accuses-system-of-covering-up-risky-care.html

Johns Hopkins Safety Crisis Articles

https://www.tampabay.com/investigations/2019/01/11/state-and-federal-inspectors-visit-all-childrens-after-reports-on-heart-surgery-deaths/
https://www.tampabay.com/investigations/2019/01/09/johns-hopkins-hires-former-prosecutor-to-investigate-all-childrens-heart-institute/
https://www.tampabay.com/investigations/2019/01/02/three-more-all-childrens-officials-resign-following-times-investigation/
https://www.tampabay.com/investigations/2018/12/17/state-may-publish-more-data-on-heart-surgery-deaths/
https://www.tampabay.com/florida-politics/buzz/2018/12/12/reps-kathy-castor-charlie-crist-repeat-call-for-federal-investigation-into-all-childrens-heart-unit/
https://www.tampabay.com/investigations/2018/12/11/top-all-childrens-executives-resign-following-times-report/
https://www.tampabay.com/investigations/2018/12/07/state-federal-officials-missed-warnings-at-all-childrens-heart-unit/
https://www.tampabay.com/projects/2018/investigations/heartbroken/all-childrens-heart-institute/
https://www.tampabay.com/investigations/2018/05/22/all-childrens-ceo-not-telling-parents-about-needle-left-behind-was-complete-failure/
https://www.tampabay.com/investigations/2018/05/17/all-childrens-hospital-now-under-federal-review/
https://www.tampabay.com/investigations/2018/05/15/all-childrens-never-told-state-about-needle-left-in-baby/
https://www.tampabay.com/investigations/2018/04/28/state-investigating-problems-at-all-childrens-heart-institute/
https://www.tampabay.com/investigations/2018/04/20/a-baby-left-all-childrens-with-a-needle-in-her-heart/
https://www.baltimoresun.com/health/bs-md-hopkins-burn-center-lawsuit-20150410-story.html
https://www.beckershospitalreview.com/quality/johns-hopkins-burn-center-director-accuses-system-of-covering-up-risky-care.html
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In The News …

August 20, 2018

Unfortunately, threats to the integrity of U.S. biomedical research exist. NIH is aware that some
foreign entities have mounted systematic programs to influence NIH researchers and peer
reviewers and to take advantage of the long tradition of trust, fairness, and excellence of NIH 
supported research activities. This kind of inappropriate influence is not limited to biomedical
research; it has been a significant issue for defense and energy research for some time. Three
areas of concern have emerged:

1. Diversion of intellectual property (IP) in grant applications or produced by NIH supported 
biomedical research to other entities, including other countries;

2. Sharing of confidential information on grant applications by NIH peer reviewers with others, 
including foreign entities, or otherwise attempting to influence funding decisions; and

3. Failure by some researchers working at NIH-funded institutions in the U.S. to disclose 
substantial resources from other organizations, including foreign governments, which 
threatens to distort decisions about the appropriate use of NIH funds.

“We recently reminded the community that applicants and awardees must disclose all forms of
other support and financial interests, including support coming from foreign governments or-
other foreign entities.”

“We also expect and encourage your institution to notify us immediately upon identifying new 
information that affects your institution's applications or awards. Lastly, we encourage you to 
reach out to an FBI field office to schedule a briefing on this matter.”

DEPARTMENT OF HEALTH 
& HUMAN SERVICES
Public Health Service
National Institutes of Health
Bethesda, Maryland 20892

LETTER TO THOSE ORGANIZATIONS RECEIVING FEDERAL GRANTS
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A New Program

The Innocence Project, founded in 
1992 by Peter Neufeld and Barry 
Scheck at Cardozo School of Law, 
exonerates the wrongly convicted 
through DNA testing and reforms 
the criminal justice system to 
prevent future injustice. 

The Healthcare Innocence Project builds on the 
successful model of The Innocence Project.  Where it 
used the new technology of DNA 25 years ago, we will 
use the new technology of electronic records and the 
digital DNA in the E.H.R. and administrative records to 
protect the medical identity of patients and the 
professional identity of caregivers.  Both patients and 
caregivers may be unjustly treated through intentional 
or unintentional behaviors of insiders or outsiders of 
healthcare organizations. They include weaponization 
of HR, sham peer review, discrediting patients and 
families after healthcare accidents, or unjust harm 
through outsider cybersecurity issues. 

The Healthcare 
Innocence Project
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In The News …

Illegally manufactured fentanyl 
was the driving force behind a 
45.2% increase in deaths 
involving synthetic opioids from 
2016 to 2017, according to a new 
report published Friday by the 
US Centers for Disease Control 
and Prevention.

In all, there were 70,237 drug 
overdose deaths in 2017. 
Opioids were involved in 67.8%, 
or 47,600 of those deaths. Of 
those opioid-involved overdose 
deaths, 59.8% of them, or 28,466, 

were due to synthetic opioids.

The new report, which was 
published online in the CDC's 
MMWR, reviewed drug overdose 
deaths from 2013-17. During that 
time, "drug overdose death rates 
increased in 35 of 50 states and 
DC, and significant increases in 
death rates involving synthetic 
opioids occurred in 15 of 20 
states," the CDC said in a 
statement noting that the 
increase was likely driven by 
illegally manufactured fentanyl.

'Opioid overdose epidemic continues 
to worsen and evolve,' CDC says

Dec 22, 2018 

Source: https://www.cdc.gov/mmwr/volumes/67/wr/mm675152e1.htm?s_cid=mm675152e1_w

https://www.cdc.gov/mmwr/volumes/67/wr/mm675152e1.htm?s_cid=mm675152e1_w


© 2006 HCC, Inc. CD000000-0000XX 22© 2018 TMIT

In The News …

When Laura woke up on June 1, 2014, 
she knew she had been raped. What she 
didn't know is what, exactly, she wanted 
to do about it. But thanks to a program in 
Calgary, Laura was able to delay her 
decision to have police pursue an 
investigation until she was emotionally 
prepared for the aftermath.

This month, four and a half years after the 
attack, former University of Toronto 
medical student Prachur Shrivastava was 
found guilty of sexual assault and will be 
sentenced in the new year.

CBC News is calling the victim Laura 

because a court-ordered publication ban 
protects her identity.

Shrivastava's conviction is believed to be 
the first under Calgary's Third Option 
program, a reporting choice for victims of 
sexual violence that started in 2011.

The three options are as follows: victims 
can choose not to report an assault to 
police, they can choose to report and 
pursue an investigation right away, or 
they can have a rape kit done and stored 
for a year while they decide what they 
want to do.

Medical Student's Rape Conviction First of its Kind In Calgary

Dec. 31, 2018 

Source: https://www.cbc.ca/news/canada/calgary/prachur-shrivastava-guilty-sex-assault-third-option-calgary-1.4960875 
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JAMES B. CONWAY, MS, LFACHE
IHI Senior Fellow
Former Adjunct Faculty, Harvard T.H. Chan School of Public Health
Trustee, Lahey Health and Winchester Hospital

TMIT High Performer Webinar
December 20, 2018

Webinar 121

Respectful Management of 
Serious Adverse Events: A 2018 Update
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89%
December 

2018

2017

*Source: TMIT High Performer Webinars, Post-Event Surveys

*TMIT average score calculation is based 
on NPS scores for January 2017 through 
December 2018.

93% 
Ave.

*NPSBenchmarks. 2018 NPS® Benchmarks Survey Report, Part 1. US Data. Available at: https://www.npsbenchmarks.com
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Sepsis Introduction 
What we Learned from 

Mortality Reviews

Jeanne M. Huddleston, MD, FACP, FHM

Hospitalist Chairperson of Mortality 
Review Subcommittee Mayo Clinic 
Rochester, MN

Pragmatic Sepsis Care For Providers: 
Aligning evidence, guidelines, mandates 
and policy to inform your daily practice.

Ryan Arnold, MD  

Emergency Medicine Physician 
Director of Research 
Christiana Care Health System 
Newark, Delaware

Prior Sepsis Webinar Part 1
May 18, 2017

https://safetyleaders.com/webinarmay2017/
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Sepsis Acute Care
What we Learned from 

Mortality Reviews

Jeanne M. Huddleston, MD, FACP, FHM

Hospitalist Chairperson of Mortality 
Review Subcommittee Mayo Clinic 
Rochester, MN

Prior Sepsis Webinar Part 2
June 15, 2017

Sepsis: Acute Care

Casey Clements, MD, PhD   

Emergency Medicine Physician
Mayo Clinic 
Rochester, MN

https://safetyleaders.com/webinarjune2017/
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Sepsis and Triage: 

Maximizing Safety of Incoming Patients 

(3rd Sepsis Webinar)

Jeanne M. Huddleston, MD, FACP, FHM 

Hospitalist Chairperson of Mortality Review Subcommittee 
Mayo Clinic Rochester, MN    

TMIT High Performer Webinar

November 16, 2017

https://safetyleaders.com/webinarnovember2017/
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Casey Clements, MD, PhD
Emergency Medicine Physician
Mayo Clinic 
Rochester, MN

TMIT High Performer Webinar
January 17, 2018

Webinar 122

Sepsis: A 2019 Update on Critical Issues
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Sepsis: 
2019 update on critical issues

Casey M. Clements, MD PhD
Dept. of Emergency Medicine
Mayo Clinic
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Disclosures
• No financial interest
• Consultant for Mayo Clinic Care Network, no personal 

remuneration
• AWARE and YES systems are Mayo Clinic proprietary 

programs
• Images used in this presentation are from Mayo Clinic 

held resources for Mayo business (MAUD, 
Shutterstock), or are publicly available and cited.

Copyrighted content is only used in this presentation with permission or under fair 
use/fair dealing exceptions according to international copyright laws
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Objectives

• Discuss implementation challenges of the ‘Third 
International Consensus Definition of Sepsis’

• Describe the ongoing efforts at Mayo to improve and 
maintain sepsis improvements

• Understand the development and flaws of the CMS 
SEP-1 metric

• Explain the evolution of the Surviving Sepsis Campaign 
recommendations
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What is the sepsis syndrome?

Image © Cleveland Clinic Med Ed

1. Vasodilation
2. Direct tissue damage
3. Microvascular dysfunction
4. Hypoperfusion
5. Tissue hypoxia
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Sepsis
• The most expensive problem in healthcare



©2018 MFMER  |  slide-35

37%

19%

44%

Sepsis by Coding Sepsis by Review Other

Sepsis – a final common pathway

35%

17%

48%

KPNC
480K pts : 14K deaths

NIS
6.5M pts : 143K deaths

Liu Et. Al. JAMA July 2014
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June 2017 . . .
The Mayo Model of Sepsis Care
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What we covered before…

1. Understand the historical context of modern 
sepsis care

2. Explain the Mayo Clinic model of shock 
identification and sepsis management

3. Illustrate the importance of care coordination 
among teams in critical illness

4. Describe outcome improvements with the Mayo 
model of sepsis care
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Sepsis: definitions
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Sepsis - nomenclature
• SIRS : Systemic inflammatory response syndrome

• Characterized initially by vital signs and WBC
• 2 of the following:

• Heart rate > 90 BPM
• Respirations > 20 (or pCO2 <32 mmHg)
• Temperature > 38 C or < 36 C
• WBC < 4,000 or > 12,000 (or 10% bands)



©2018 MFMER  |  slide-40

Sepsis – nomenclature (v 1.0)

• Sepsis: SIRS + suspected infection

• Severe sepsis: sepsis + evidence of organ dysfunction or 
hypotension

• Septic shock: persistent hypotension despite fluid replacement

S
e
v
e
r
i
t
y
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SIRS

Infection SIRSSepsis

Trauma

Burns

Pancreatitis

Hemorrhage

Ischemia

Adapted from Bone et. al. Chest 1992; 101:1644-55
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Sepsis
• An illustration of the problem in recognition:

• 68% of ICU patients have SIRS
• 26% of SIRS patients had sepsis
• 18% progress to severe sepsis
• 4% to septic shock

Pittet et. al., JAMA 1995 Jan 11;273(2):117-23.
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SIRS - Accuracy

NEJM 2015;372:1629
SIRS criteria miss 12% of severe sepsis
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Sepsis 3.0
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Sepsis 3.0 – a new definition

• “Infection with badness” – Dr. Mervyn Singer (2014) 
• Meant to make sense

• Utilize SOFA
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Sequential Organ Failure Assessment (SOFA)

• ICU based scoring system
• Requires arterial oxygen measurement
• Longitudinal measurement:

• Vasopressor requirements
• Urine output
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qSOFA – quick sequential organ failure assessment

q SOFA score In-hospital mortality
1 1-2%
2 8%
3 >20%

Seymour et. al. JAMA 2016 Feb 23;315(8):762-74



©2018 MFMER  |  slide-48

qSOFA – how useful is it?

• Ground rule: usable anywhere

• Retrospectively derived
• Not applied to undifferentiated patients

• Risk stratification 
• not recognition

• Not necessarily ‘actionable’

Image: qSOFA.org
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qSOFA accuracy
• 30 EDs (Europe)

• 879 patients with infection
• 661 qSOFA < 2 – 3.3% mortality
• 218 qSOFA > 2 – 23.8% mortality

• 30% of deaths were with qSOFA < 2

• “The very low mortality rate of patients with qSOFA
score less than 2 is a strong argument to replace SIRS 
without the risk of missing critically ill patients.”

Freund et. al., JAMA. 2017 Jan 17;317(3):301-308
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qSOFA accuracy in the critically ill
• A real world situation
• 1,395 patients 

• Endpoint: 28-day mortality (15%)
• On arrival: Sensitivity 39%

• In critically ill sepsis patients, qSOFA may not be 
accurate

Hwang et. al., Ann Emerg Med. 2018, Jan 71(1): 1-9
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qSOFA is not a replacement for SIRS
• 130,595 ED patients

• 930 SS/SS patients
• Endpoint: detection of SS/SS

• SIRS: 86.1% sensitive
• qSOFA: 28.5% sensitive

Usman et. al., Am J Emerg Med. 2018 Nov 7. [Epub ahead of print]
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Sepsis-3 criteria
• Simplified (no more severe/mild):

• Sepsis = Infection & SOFA increased by 2 
• Septic Shock = Infection & vasopressors needed to maintain 

blood pressure AND lactate >2.0

• Sepsis-3 improves risk stratification
• Compromises recognition
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Mayo Clinic Model of Sepsis Care
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Guiding principles of sepsis care
• Early identification
• Rapid antibiotics and infection source control
• IV fluids to maintain blood flow to vital organs
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At Mayo we have agreed to a bundle (2014)

If hypotension or lactate >4 from infection, we will:
1. Draw lactate

2. Obtain cultures including blood

3. Administer antibiotics

4. Fluid resuscitate
•30 mL/kg volume challenge as default
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The problem with ‘screening’
• Screens are sensitive

• High false positive
• Low signal to noise

• Intends to automate ‘recognition’
• Leads to over-treatment
• Lack of trust 
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To practice: “What can we agree on?”

• Shock needs treatment
• What is shock?

• Hypotension
• Lactate >4

• Which patients? (e.g. Sepsis/Dehydration/Bleeding?)

All of them
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What is ‘value added’ ?

• Decision support (evidence based)

• Coordination with hospital/team

• Feedback

“If we can offer these things, is it worthwhile to add a 

single manual step in the workflow?”

“Yes”
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An obtrusive alarm
• Specific: only for shock
• Requires interaction
• Adds value
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Roadblock
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Only way to proceed . . .
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Follow-up & feedback
Clements, Casey M., M.D., Ph.D.

On 3/30/2018 10:04:04 PM you identified “Sepsis” for patient: _______ within our shock alert 
system. 

Early identification and resuscitation of severe sepsis and septic shock saves lives. Our practice 
has agreed that these patients should all have blood culture and lactate drawn and receive IV 
antimicrobial and I.V. fluid challenge (30cc/kg) as soon as possible, but certainly within 3 hours of 
recognition. Below is a graphical display of the resuscitation for patient: _______ . 

Please click the following link to see the dashboard: _______ .

We recognize our system is imperfect, but feel it is important to show you the data we are 
collecting. Suggestions for improvement are always welcome. 

We are grateful for your commitment and care for patients with severe sepsis and septic shock. We 
appreciate your support of the sepsis resuscitation IT tool. Together, we will succeed in reducing 
sepsis morbidity and mortality. 

Thank you
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How are we doing?

Lactate within 1 hour
Blood cultures before antibiotics
Antibiotics within 1 hour
30 mL/kg initial bolus
Time to MAP ≥ 65 mm Hg
Lactate: 50% reduction by 6 hours

100%
93%
95%
95%

171 min
71%

For patients going from the ED to the MICU
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Outcomes
• ED provider accuracy of sepsis as cause: 82%

• Accuracy of non-sepsis causes: 85%
• Efficiency: 

• Hospital LOS decreased
• Significant cost savings

• Observed to Expected mortality:
• Mayo Rochester: 0.80

• ED is less
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What is SEP-1 ?
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NQF 0500
• 2008

• Dr. Rivers/Henry Ford and EGDT
• Fluid & invasive management
• CMS did not adopt
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EDGT (2001) versus “usual care”

Yealy DM et al, 2014 (NEJM). PMID: 24635773
Peake SL et al, 2014 (NEJM). PMID: 25272316
Mouncey PR et al, 2015 (NEJM). PMID: 25776532
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NQF 0500
• 2008

• Dr. Rivers/Henry Ford and EGDT
• Fluid & invasive management
• Nope

• 2013
• ACA & sepsis

• Compromise
• Approved by 11-7 vote
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SEP-1 compromise

• What do you need instead of central line?
• Repeat lactate if >2.0
• Repeat volume status and tissue perfusion 

assessment if hypotension or lactate >4.0:

Image: American College of Emergency Physicians 
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The intent:

• For SS/SS patients (SIRS based):
• Obtain cultures
• Check lactate

• Recheck if > 2.0 mmol/L
• Administer broad spectrum antibiotics
• If hypotensive, administer fluid until normotensive

• If still hypotensive after 30 mL/kg of fluid, or if 
lactate > 4.0 mmol/L, then start vasopressor 
medication
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How 0500 grew up to be SEP-1
• CMS contractors

• Mathematica Policy Research Group
• Tellegen

• 51 page specification manual
• 393 page guide
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Sepsis CMS Core Measure (SEP-1)
• Never tested by NQF
• Understanding the metric

• Good luck!
• Success = adherence 
• Numerator/Denominator

Image: Med J Australia
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SEP-1 Denominator

• Screening # varies by size of hospital (up to 20)

Faust & Weingart, Emerg Med Clin N Am. 2017, (35):219-231
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Numerator
• How many of the denominator patients you do all the 

things required
• and documented
• where an abstractor can find it

• 64 ways to fail
• All or none

• An example
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Mayo Rochester: SEP-1
• 3,000 patients per year qualify for screening
• 22 screened per month by quality

• On average 9 patients per month are in denominator
• Not about critical illness
• Not about outcomes
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Hospital Compare (CMS)
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Response ?
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Sep-1 compliance does not improve mortality

• 851 patients; 5 hospitals
• 33% compliance with SEP-1
• Both groups: 15% mortality

Rhee et. al. Crit Care Med. 2018 Oct; 46(10):1585-1591.
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Sepsis CMS Core Measure (SEP-1)

• Rollout delay: 
• Reporting to CMS began Oct 2015
• Public: July 2018 Hospital Compare
• Reimbursement/Value-based purchasing ?



©2018 MFMER  |  slide-82

Surviving Sepsis Campaign update
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Surviving sepsis campaign

• Created in 2002 from:

• Society for Critical Care Medicine

• European Society of Intensive Care Medicine

• International Sepsis Forum

• In October 2002, drafted the Barcelona Declaration

• Goal to reduce sepsis mortality 25% in 5 years citing early 

goal directed therapy

• Aims: 1. Clear definition of sepsis; 2. consistent treatment 

protocols
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SSC Bundles:

• 2004 First Guideline: EGDT + APC

• 2008 Second Guideline: EGDT & kids

• 2012 Third Guideline: 
• Crystalloid, 
• 30 mL/kg, 
• no more dopamine, 
• conservative transfusion
• Evidence?
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1. Check lactate
• Recheck if >2 mmol/L

2. Blood cultures prior to antibiotics
3. Administer broad-spectrum antibiotics
4. 30 mL/kg for hypotension or lactate >4 mmol/L
5. Apply vasopressors if hypotensive despite fluid to 

maintain MAP >65 mmHg

Levy, M.M., Evans, L.E. & Rhodes, A. Intensive Care Med (2018)
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2 important changes:

• Asks for bundle completion in less than 1 hour.
• Including fluid and use of vasopressors

• SSC specifically now states that the timer starts at the 
time of arrival to the ED

• Cites no new evidence

• SOFA, qSOFA, SIRS – don’t appear in article
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Societies: 
Don’t implement the SSC 1-hour bundle!
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Summary:
• Sepsis-3 definitions have not been widely implements, in 

part due to difficulty with qSOFA
• qSOFA is not for identifying sepsis patients

• The Mayo Model for Sepsis Care improves patient 
outcomes, but may be difficult to maintain

• Sep-1 is a flawed metric and does not improve patient 
outcomes

• The Surviving Sepsis Campaign 2018 update is well 
intentioned, but unreasonable



©2018 MFMER  |  slide-89

Questions & Discussion
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National Survey Questions

I am interested in ANOTHER WEBINAR on:
RESPONDING TO SERIOUS ADVERSE EVENTS

Very
Strongly 

Agree

10
Strongly 

Agree

9
Agree

8
Agree

7
Very

Strongly 
Disagree

1

Disagree

3
Strongly 
Disagree

2
Neutral

6
Neutral

5
Negative 
to Neutral

4

Specific Issues Regarding the RESPONSE TO ADVERSE EVENTS
I would like covered include:
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National Survey Questions

I am interested in another webinar on
CRITICAL ISSUES IN SEPSIS:

Very
Strongly 

Agree

10
Strongly 

Agree

9
Agree

8
Agree

7
Very

Strongly 
Disagree

1

Disagree

3
Strongly 
Disagree

2
Neutral

6
Neutral

5
Negative 
to Neutral

4

Specific additional CRITICAL SEPSIS ISSUES  
I would like covered include:
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National Survey Questions

I am interested in A WEBINAR on:
STARTING A BYSTANDER CARE MED TAC PROGRAM

Very
Strongly 

Agree

10
Strongly 

Agree

9
Agree

8
Agree

7
Very

Strongly 
Disagree

1

Disagree

3
Strongly 
Disagree

2
Neutral

6
Neutral

5
Negative 
to Neutral

4

Specific BYSTANDER CARE TRAINING Issues
I would like covered include:
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National Survey Questions

I am interested in a webinar on 
In CONFLICT OF INTERESTS & ACADEMIC FRAUD:

Very
Strongly 

Agree

10
Strongly 

Agree

9
Agree

8
Agree

7
Very

Strongly 
Disagree

1

Disagree

3
Strongly 
Disagree

2
Neutral

6
Neutral

5
Negative 
to Neutral

4

Specific CONFLICT OF INTERESTS & ACADEMIC FRAUD
I would like covered include:
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Reactor Panel

Greg Botz MD

Professor of Critical Care and 
Anesthesia 
MD Anderson Cancer Center
Adjunct Associate Professor 
Stanford Medical School

Jennifer Dingman

Founder, Persons United Limiting 
Substandards and Errors in Healthcare 
(PULSE), Colorado Division
Co-founder, PULSE American Division
TMIT Patient Advocate Team Member
Pueblo, CO
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Speakers and Reactors

Charles DenhamCasey Clements Jennifer DingmanGreg Botz
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Voice of Patient and Family

Jennifer Dingman

Founder, Persons United Limiting Substandards and Errors in Healthcare 
(PULSE), Colorado Division
Co-founder, PULSE American Division
TMIT Patient Advocate Team Member
Pueblo, CO

TMIT High Performer Webinar
January 17, 2018
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ADDITIONAL 
RESOURCES



© 2006 HCC, Inc. CD000000-0000XX 98© 2018 TMIT

In The News …

Laura estimated she passed out again after about 30 seconds.

When she woke up, Shrivastava was sleeping on the mattress beside 
her. Paired with her flashback memories of the night before, Laura 
described feeling "disgust and violation."

"What's your name anyway," Shrivastava asked, according to Laura's 
testimony. She then told the court she felt as though she wanted to 
choke him.

After leaving Rob's, Laura went to the hospital where evidence was 
collected as part of a rape kit.

Forensic testing would later show Shrivastava's DNA was found on 
and inside Laura.

The kit was stored until Laura felt ready to participate in the 
investigation.

In her final assessment of the evidence at trial, Justice Antonio found 
Laura an "honest witness" and rejected Shrivastava's testimony, 
finding it "irreconcilable with other credible evidence" and a "self-
serving fabrication."

"I believe he wanted to obtain sexual gratification from an 
unconscious stranger, and that is what he did," the judge wrote.

"He deprived her of control over who touched her body and how, and 
thereby criminally violated her human dignity and autonomy.“

Calgary Communities Against Sexual Assault (CCASA) estimates 
about 20 per cent of sexual assault victims opt to have their rape kits 
stored for up to a year.

The third option gives victims "the gift of time," says CCASA's CEO 
Danielle Aubry.

Medical student's rape conviction first of its kind in Calgary

Dec. 31, 2018 

Source: 
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In The News …

A separate report from the CDC's National Center for 
Health Statistics released earlier this month found that 
in 2016 fentanyl surpassed heroin as the most 
commonly used drug in overdose deaths in the US.

But the study found that 23 states and Washington, DC 
experienced "significant increases" in synthetic opioid-
involved overdose death rates. These states are no 
longer concentrated east of the Mississippi River. Eight 
states west of the Mississippi experienced "significant 
increases" of synthetic opioid-related deaths. Those 
states were Arizona, California, Colorado, Minnesota, 
Missouri, Oregon, Texas and Washington.

Arizona had the biggest increase, which was 122.2%, 
followed by North Carolina, which had a 112.9% 

increase in deaths, and Oregon, which had a 90.9% 
increase in synthetic opioid overdoses.
While increases were seen in both men and women as 
well as non-Hispanic blacks, non-Hispanic whites and 
Hispanics, blacks had the largest relative change, 
which was 25.2%. The largest absolute rate increase 
was among 25- to 44-year-old men. People age 65 and 
older had the largest relative change among age 
groups, which was 17.2% from 2016-17.

Through 2017, the drug overdose epidemic continues 
to worsen and evolve, and the involvement of many 
types of drugs (e.g., opioids, cocaine, and 
methamphetamine) underscores the urgency to obtain 
more timely and local data to inform public health and 
public safety action

'Opioid overdose epidemic continues 
to worsen and evolve,' CDC says

Dec 22, 2018 

Source: https://www.cdc.gov/mmwr/volumes/67/wr/mm675152e1.htm?s_cid=mm675152e1_w


