
Our Trauma Journey– the positive 

unaccepted consequence of change

February 14, 2017

Bart Buxton, EdD

President and CEO



The Lapeer Market





Growth
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What started off as a simple strategic 
initiative, changed the culture, the 
fabric and the delivery of care of the 
institution.  



Access Changed

• EMS Integration, 
Enhanced Protocols, 
Teaching. Quality, 
Response



Hospital Services
• Operating Room
• Emergency Room
• PT/OT/Speech Therapy
• Diagnostic Imaging
• ICU/PCU
• Wound Care
• Women’s Health
• Behavioral Health
• Transitional Care

Services Lines expanded offerings

Physicians Services
• General Surgery
• Orthopedics
• Neurosurgery
• Radiology

• Interventional Radiology
• Critical Care
• Nephrology
• Thoracic Surgery
• Physiatry



Improved Physician Communication





Community Perception changed







Michigan Trauma Quality Improvement Program (MTQIP)



Conclusions

Changes in practice

Goals

The Area of Focus

Project Overview.

BarriersIntroduction

Progress to Date

Low Molecular Weight Heparin Usage
2016 Project Improvement Plan

Ashley Brown BSN, RN, CEN, Alisha Sholtis BSN, RN, Erin Matusik RHIT, MCSTR

Nick Nunnally DO, Leonard Benitez MD, Maria Cumba MD, Prabhaker Reddy MD, Bradley Wernette PA-C

Venous thromboembolism (VTE) is a common 

disease in both medical and surgical patients. VTE 

is comprised of the entities of deep venous 

thrombosis (DVT) and pulmonary embolism (PE). It 

is the most common cause of preventable deaths in 

patients that are hospitalized. VTE affects an 

estimated 900,000 patients annually in the United 

States, and approximately 300,000 mortalities 

annually. It is known that in patients that develop a 

DVT, the risk of progression to a fatal PE is 1.68%. 

In addition, the cost of each VTE event is 

considerable, ranging from $7594 to $16644 when 

analyzed.

Many barriers were found when implementing 

increased LMWH use rather than Heparin.  Our first 

barrier included agreement on the correct dosing for 

patients.  This concern was taken to many PIPS 

(Performance Improvement in Patient Safety) and 

PEER (Peer Review) meetings where a dose of 

subcutaneous Lovenox 30mg BID, with exceptions 

including cranial hemorrhage and pending surgeries 

within 24 hours. 

Differences in opinion between anesthesia 

providers regarding the length of time from last dose 

of LMWH given  to time of spinal anesthesia was a 

major concern.  Through rigorous discussion with 

senior leadership, trauma surgeons and anesthesia 

an agreed upon time of 12 hours prior to any spinal 

anesthesia was reached.

Other difficulties include who would be responsible 

for discontinuing the Lovenox order prior to any OR 

scheduled case. In the beginning of this 

implementation this difficulty of who should own the 

holding of LMWH prior to surgery did cause a delay 

in some OR cases. Patients were given their 

morning Lovenox dose and surgery had to be 

rescheduled for later that day or the next morning.  

Each of these cases was brought before the 

PIPS/PEER committee and reviewed for 

appropriateness. The decision to have trauma 

responsible for discontinuing LMWH orders was 

made. Since decision was made no OR cases have 

been delayed. 

Since the implantation of switching from 

subcutaneous Heparin to subcutaneous LMWH 

with Trauma patients we have already seen great 

improvement. Starting January 15, 2016 at 13% 

our LMWH usage has increased to 15.5% usage 

by August 31, 2016.  

Throughout the entire process we knew that 

changes would have to be made. With the help of 

our Trauma Registry we were able to closely monitor 

all admitted trauma cases for appropriate Heparin vs 

Lovenox usage. All cases that were given Heparin 

was reviewed for appropriateness and follow up was 

given to physicians where Lovenox would have 

been more appropriate. Increased and more efficient 

communication between departments; ED, Trauma 

and Orthopedics is constantly on the forefront of our 

minds.

Even with the great improvement that we have 

already seen there is still room for improvement. 

With a starting percentage of 13%, we will work 

towards a goal of 50%.

Our project is to monitor the use of Low molecular 

weight heparin (LMWH) at McLaren – Lapeer 

Region, with an expected increase from 13% to 

50%.  Cohort 2 will be used, including all dead and 

alive patients. ISS >5 and age >16.  Date ranges will 

include the most recent 24 months. 

There are many benefits to using Lovenox vs 

Heparin in an inpatient setting, LMWH decreases 

the incidence of DVT to 5-8% following general 

surgery, and slightly reducing bleeding 

complications. LMWH clinical advantages include 

predictability, dose-dependent plasma levels, a long 

half-life and less bleeding for a given antithrombotic 

effect.  Immune-mediated thrombocytopenia is not 

associated with short-term use of LMWH and the 

risk of heparin-induced osteoporosis may be lower 

than the risk with the use of standard heparin. As a 

prophylactic, low-molecular-weight heparin is as 

effective as standard heparin or warfarin and does 

not require monitoring of the activated partial 

thromboplastin time or the International Normalized 

Ratio.

Patients undergoing general surgery have a 16% 

risk of a DVT and a 1.6% incidence of a PE when 

they do not receive prophylactic treatment for DVT. 

(Low-molecular-weight heparin in preventing and 

treating DVT; Rydbery, Westfall, Nicholas).

Making mistakes and making changes is the best 

way of learning. As we continue to learn and 

improve on the best way to use LMWH with our 

patients, we will strive to meet our 50% goal of 

LMWH use. We made a huge improvement and 

have reached 25%. We will continue to improve this 

over the next year.
Updated 1.15.16

13%

Updated 8.31.16

15.5%

Updated 8.31.16



MICHIGAN HMS VTE CONSORTIUM
Accolades for Success



KEYSTONE- CUSP 4 MVP-VAP

FY12 FY13 FY14 FY15 FY16

Ventilator Days 747 993 986 1035 1101

Patient Days (ICU) 2564 2643 2826 2835 2726

ICU ALOS (Vented) 7.73              8.00              7.35 7.62                    6.71

ICU Patients (all) 1023 1041 1096 991

ICU ALOS (all) 2.58 2.71 2.59 2.75

CMI 2.53 2.54 2.31 2.67

Patients (vented) 180 246 274 311 309

Ventilator Utilization Ratio 29.13% 37.57% 34.89% 36.51% 40.39%

VAP Rate 3.91 0 0 0 0

VAE Rate N/A 3.03 7.10 8.70 3.63

Ventiltator Days per Case 4.15 4.04 3.60 3.33 3.56

Direct Cost per Case (Vented) 13,386$       12,572$       13,727$          12,645$        $10,810

Hospital ALOS (Vented Patients) 10.07            9.65              9.16 9.13 7.22

Trachs 24 14 15

Pre-endOclear® Post-endOclear®

Cost Reduction
FY15 to FY16

• Effects of the Implementation of endOclear®

Reduced VAE

Reduced ICU LOS



BCBSM P4P Program

• Achievement of 100 points for the BCBSM P4P 
Program with the following Collaborative Quality 
Initiatives (CQIs): MVC, MSQC, MARCQI, 
VTE/PICC, Sepsis, and CAUTI. MTQIP achieved 
96%.  This includes timely data abstraction, 
quality audit of our abstraction, attendance at 
off-site meetings with physician champion and 
quality staff, coordinating meetings at the 
hospital, projects, etc.

• Achieved a BCBSM score of 4.55% out of 5% 
resulting in an approximate incentive of 
$780,000.



MICHIGAN HMS PICC CONSORTIUM

• Actions Taken for Improvement
Updated the order set to mimic The Michigan Appropriateness Guide for 
Intravenous Catheters (MAGIC) criteria

Increased use of Midlines

Reduced PICC catheter size lumen and gauge to decrease complications

Follow up and review when complications arise



KEYSTONE CAUTI
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McLaren Lapeer PCU Urinary Catheter Utilization Rate

Rate National Mean
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AHRQ PATIENT SAFETY INDICATORS

• FY16  None of 9 PSI-90 measures were above 
the cohort rates



Teamwork




