
HQIC Patient Safety: ADE
Welcome!
• All lines are muted, so please ask your questions in the Chat panel.
• For technical issues, chat to “All Panelists.”
• Please actively participate in polling questions that pop up on the lower

right-hand side of your screen near the end of the presentation.

We will get started shortly!
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Hospital Quality Improvement

Welcome from all of us!
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Carol Snowden, RN, BSN
Carol has over 20 years of experience in clinical nursing and quality improvement. She joined 
the Alabama Hospital Association as Quality Director in March 2021.

Contact: csnowden@alaha.org

Jennifer Massey, PharmD
Jennifer has 15 years of health care experience, including clinical pharmacy in the acute care 
hospital setting and in various roles at Alliant Health Solutions working on the CMS contract 
for the Quality Innovation Network–Quality Improvement Organization (QIN–QIO). She 
currently serves as the SME for Opioids and Adverse Drug Events for HQIC. 

Contact: Jennifer.Massey@allianthealth.org

Adverse Drug Event Co-Leads

mailto:csnowden@alaha.org
mailto:Jennifer.Massey@allianthealth.org


Learning Objectives

• Learn Today:
• Going from RCA to change in practice using resources that are already 

available
• Fishbone Diagram/Examples
• Understand the Warfarin Adverse Event Analysis Form
• Russell Medical Missed Opportunity Form
• PDSA Cycle Example

• Use Tomorrow:
• Post RCA tools and guidance
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Anticoagulation Toolkit



Anticoagulation Vulnerability Examples



Defining the Problem

• Do an RCA on specific adverse drug events
• Don’t define the problem in terms of a solution
• Be clear and specific
• Change the major categories if needed



Warfarin Adverse Event Analysis Form



Warfarin Adverse Event Analysis Form Continued



Warfarin Adverse Event Analysis Form Continued



Russell Medical Missed Opportunity Form

• Positive Wording
• Form is not overwhelming
• Can be used for any missed opportunity
• Comment section and can add supporting 

documentation



Anticoagulation Vulnerability

• Absolute and relative contraindications to anticoagulation (up to date 
risk: benefit ratios) 

• Selection of intensity of anticoagulation to meet the risk benefit ratio 



Resources to Define Bleeding Risk/Select Anticoagulant



• Determine Bleed Severity
• Assess for Clinically Relevant Drug Levels
• Manage Bleeding
• Restart DOAC



Resuming Anticoagulation after Major Bleed

Considerations for resuming anticoagulation after major bleed 
• Bleed-related characteristics
• Indication for anticoagulation
• Other characteristics

• Unstable INR
• Renal Failure
• Poor prognosis



Anticoagulation Vulnerability

• Therapy with new drugs that interact with anticoagulants (inadequate 
information about drug interactions) 

• Alternative medicines and risk of drug interactions and bleeding 



Most Clinically Relevant Warfarin-Drug Interactions

• Double check order entry system
• Alert Fatigue
• Build special warfarin/anticoag alert
• Review at least annually



Anticoagulation Vulnerability: Interruption for Surgery



PDSA Cycle Example

PLAN
• Document bleeding risk prior to starting 

anticoagulation
• Create/revise policy around restarting 

anticoagulation after a major bleeding 
event

• Add new hard stop for certain drugs 
likely increase INR

DO
• Build new algorithm for determining 

bleeding risk in EHR in next 6 months
• Restarting Anticoag Policy revision –

present at next P&T committee meeting
• Add hard stops to EHR – 3 months

STUDY
• Continue RCA for all bleeding 

events – are there less bleeding 
events in this certain area?

• Feedback from 
physician/nurses/pharmacists

ACT
• What needs to be changed 

again/tweaked?
• Review/revise policy for new 

drugs/indications/warnings
• Create decision making protocol 

for abx that interact with 
warfarin?



Resources

• Michigan Anticoagulation Quality Improvement Initiative (MAQI2)
• toolkitfull_2.6.pdf (anticoagulationtoolkit.org)

• VHA National Center for Patient Safety: Anticoagulation Vulnerability
• https://www.patientsafety.va.gov/professionals/hazards/anticoag.asp

• Alliant Health Solutions Root Cause/Fishbone Diagram
• https://quality.allianthealth.org/wp-content/uploads/2021/07/Fishbone-Diagram-

Worksheet_AHSHQIC-TO3H-21-871_11.5.21_508.pdf

• Alliant Health Solutions PDSA Cycle Template
• https://quality.allianthealth.org/wp-content/uploads/2021/07/HQIC-Small-Test-of-Change-PDSA-

Worksheet_AHSHQIC-TO3H-21-870-11.5.21_508.pdf
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http://www.anticoagulationtoolkit.org/sites/default/files/toolkit_pdfs/toolkitfull_2.6.pdf
https://www.patientsafety.va.gov/professionals/hazards/anticoag.asp
https://quality.allianthealth.org/wp-content/uploads/2021/07/Fishbone-Diagram-Worksheet_AHSHQIC-TO3H-21-871_11.5.21_508.pdf
https://quality.allianthealth.org/wp-content/uploads/2021/07/HQIC-Small-Test-of-Change-PDSA-Worksheet_AHSHQIC-TO3H-21-870-11.5.21_508.pdf


Key Takeaways

• Learn Today:
• Going from RCA to change in practice using resources that are already 

available
• Fishbone Diagram/Examples
• Understand the Warfarin Adverse Event Analysis Form
• Russell Medical Missed Opportunity Form
• PDSA Cycle Example

• Use Tomorrow:
• Post RCA tools and guidance
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Email us at HospitalQuality@allianthealth.org or call us 678-527-3681.
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Questions?

mailto:HospitalQuality@allianthealth.org


HQIC Goals

Behavioral Health 
Outcomes & 

Opioid Misuse

 Promote opioid best practices
 Decrease high dose opioid prescribing and opioid adverse 

events in all settings
 Increase access to behavioral health services

Patient Safety 
 Reduce risky medication combinations
 Reduce adverse drug events
 Reduce C. diff in all settings

Quality of Care 
Transitions

 Convene community coalitions
 Identify and promote optical care for super utilizers
 Reduce community-based adverse drug events
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Upcoming Events

March 22nd, 2022 12:30 p.m. EST

The Anticoagulation Forum

https://bit.ly/HQIC_ADE_Mar22

Darren Triller, PharmD
Director of Strategic Initiatives

Event registration and information: 
www.quality.allianthealth.org
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https://bit.ly/HQIC_ADE_Mar22
http://www.quality.allianthealth.org/


Hospital Quality Improvement

@alliantqio

@AlliantQIO

Thank you for joining us!
How did we do today?

Alliant Health Solutions

AlliantQIO

This material was prepared by Alliant Health Solutions (AHS), the Hospital Quality Improvement Contractor (HQIC) under contract with the 
Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views expressed in 
this document do not necessarily reflect the official views or policy of CMS or HHS, and any reference to a specific product or entity herein does 
not constitute endorsement of that product or entity by CMS or HHS. Publication No. 12SOW-AHSQIN-QIO TO3 - HQIC--1543-02/17/22

https://www.facebook.com/alliantqualityorg/
https://www.facebook.com/alliantqualityorg/
https://twitter.com/alliantquality
https://twitter.com/alliantquality
http://www.linkedin.com/company/alliant-quality
http://www.linkedin.com/company/alliant-quality
https://www.youtube.com/channel/UC9mITtil3mHpVNd87vaxD6w
https://www.youtube.com/channel/UC9mITtil3mHpVNd87vaxD6w
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