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Agenda

w Welcome/Updates
w Mark Hemmila

n Data
n Surgeon Gender 

w Lena Napolitano
n Alternative Approaches to Acute Cholecystitis

w Lunch



Agenda

w Mark Hemmila
n SBO and Gastrografin
n Outcomes for Acute Appendicitis

w Jill Jakubus
n MACS Performance Index

w Mark Hemmila
n Wrap up



Future Meetings

w Wednesday September 5, 2024, Ypsilanti
w Wednesday December 4, 2024, TBD
w April 2025 TBD

w Let us know if you see problems with dates
w In-person if possible

n Virtual – Weather, COVID



Data and Reports

Mark Hemmila, MD



Cases

w Overall
n All = 31,836
n Index = 27,330
n Readmit = 4,506

w Acute Appendicitis = 7,806
w Acute Gallbladder = 12,772
w SBO = 6,772
w Emergent Exploratory Laparotomy = 3,938



Total = 27,330 Index  
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UM Drill Down

w 22 Patients
n 1.2% at center 27 vs. 0.5% Collaborative
n No anastomosis at center 27 or elective = 5 cases
n Multiple operations

w Ischemia
w Decision making and tough clinical problems

n Need for Peritoneal Dialysis
n SB resection after compartment syndrome

w Clinical review, while painful is revealing









What is the answer for C. Diff ?

w Perioperative antibiotics
n Too broad ?
n Too long ?

w Hand washing
w Other 





Pretty good !



Wide amount of spread
Who operating on ?
Denominator is function of capture



Death Review ?

w Time consuming
n We do it in trauma
n Would there be actionable information ?

w Complications









VTE Prophylaxis 

w VTE rates are similar to trauma
w Diseases

n Appy > No
n Acute Gallbladder

w With Cancer ?

n SBO = 1.7%, 2.9% op, 1.0% non-op
n Ex lap = 4.5%

w Timing
w Agent 





Appendectomy

w Operation
n Lap = 8
n Lap to Open =2
n Open = 1

w Grade
n Grade 1 = 9
n Grade 3 = 1
n Grade 4 = 1

w Surgeon
n One with 4
n One with 2







Acute Appendicitis 

w Who should get an operation?
n Uncomplicated
n Complicated
n Sweet spot

w ACS Bulletin - Are antibiotics the answer to treating 
acute appendicitis? 
n 3 APPAC Trials, CODA Trial
n Uncomplicated, safe > yes
n APPAC Trial > 39% recurrence within 5 years
n CODA Trial > 49% had an appendectomy by year 3-4
n Recurrence tends to happen fairly early: days to 1.5 years



Acute Appendicitis 

w APPAC IV
n No antibiotics ? Symptomatic treatment
n IV antibiotics in the outpatient setting
n Discharge from ER
n Finns pushing the envelope



Surgeon Gender and Outcomes

Mark Hemmila, MD







We selected coronary artery bypass grafting, femoral-popliteal bypass, abdominal aortic aneurysm 
repair, appendectomy, cholecystectomy, gastric bypass, colon resection, liver resection, 
hysterectomy, anterior or posterior spinal decompression, anterior or posterior spinal arthrodesis, 
craniotomy for brain tumour, total knee replacement, total hip replacement, open repair of femoral 
neck or shaft fracture, total thyroidectomy, neck dissection, lung resection, radical cystectomy, radical 
prostatectomy, transurethral resection of prostate, carpal tunnel release, and breast reduction.



Short Term



Long Term



Cholecystectomies

w Sweden
w 2006 to 2019
w 150,000 patients, 65% elective, 35% acute
w 33% Female surgeons

n Fewer per year
n University and private (Regional, county)



Cholecystectomies

w Male Surgeon
n ↑ Surgical complications (OR 1.29, 95% CI 1.19-1.40)
n ↑ Total complications (OR 1.12, 95% CI 1.06-1.19)
n ↑ Bile duct injury, elective (OR 1.69, 95% CI 1.22-2.34)
n No difference bile duct injury, acute
n ↑ Conversion to open, acute (OR 1.22, 95% CI 1.04-1.43)
n Longer hospital stay

w Female Surgeon
n ↑ OR time

w No difference in mortality



What about us?



What about us?

w Existing risk-adjust models
n Surgeon gender 
n Add to model



What about us? > Gallbladder (6,707 patients, 74% 
Male, 26% Female surgeon)

Outcome Male Surgeon Odds Ratio (CI) P Value
Any Complication - Operative 0.88 (0.76-1.01) 0.07
Incisional SSI 0.80 (0.42-1.50) 0.48
Organ SSI 1.18 (0.68-2.04) 0.56
Cystic Duct Leak 1.25 (0.75-2.08) 0.39
Retained Stone 0.73 (0.52-1.03) 0.07
CBD Injury 0.71 (0.18-2.86) 0.63
Sepsis - Operative 1.06 (0.70-1.59) 0.8
ED Visit - Operative 0.88 (0.73-1.07) 0.21
Readmission - Operative 0.90 (0.73-1.10) 0.22
Mortality - Operative 0.88 (0.37-2.12) 0.78



What about us? > Gallbladder

Continuous Outcome Male Surgeon Coefficient (CI) P Value
Length of Stay (Hours) - Operative 0.02 (-0.02-0.05) 0.4

Length of Stay (Hours) - Acute Chole 0.009 (-0.03-0.05) 0.67

Length of Stay (Hours) - Cholangitis 0.04 (-0.17,0.24) 0.73

Length of Stay (Hours) - Choledocho 0.06 (-0.01-0.14 0.09
Length of Stay (Hours) - GS Panc 0.06 (-0.02-0.14) 0.17



What about us? > Emergent Ex. Laparotomy (2,399 
patients, 72% Male, 28% Female surgeon)

Outcome Male Surgeon Odds Ratio (CI) P Value
Any Complication - Operative 0.98 (0.79-1.21) 0.83
Incisional SSI 0.94 (0.61-1.44) 0.77
Organ SSI 1.11 (0.83-1.48) 0.5
Anastomotic Leak 0.979 (0.57-1.72) 0.96
Wound Disruption 1.09 (0.53-2.27) 0.81
EC Fistula 2.81 (0.84-9.44) 0.09
Ileus 1.00 (0.78-1.30) 0.95
C Difficile 1.83 (0.88-3.81) 0.11
VTE 0.73 (0.48-1.1) 0.13
Pneumonia 1.01 (0.70-1.45) 0.96



What about us? > Emergent Ex. Laparotomy

Outcome Male Surgeon Odds Ratio (CI) P Value
Cardiac Arrest 0.77 (0.46-1.29) 0.32
Sepsis - Operative 1.08 (0.85-1.37) 0.54
ED Visit - Operative 0.94 (0.72-1.24) 0.68
Readmission - Operative 1.08 (0.86-1.35) 0.53
Mortality - Operative 1.03 (0.77-1.38) 0.86



What about us? > Emergent Ex. Laparotomy

Continuous Outcome Male Surgeon Coefficient (CI) P Value
Length of Stay (Hours) 0.01 (-0.06-0.07) 0.84
ICU Length of Stay (Hours) -0.05 (-0.19-0.09) 0.48



Acute Cholecystitis
 High Operative Risk
 Difficult Cholecystectomy

Lena Napolitano, MD



CChhaalllleennggiinngg  IIssssuueess  iinn  
AAccuuttee  CCaarree  SSuurrggeerryy::
AAccuuttee  CChhoolleeccyyssttiittiiss

MACS 4/2024 Lansing



AAccuuttee  CChhoolleeccyyssttiittiiss  ––  WWiiddee  SSppeeccttrruumm  ooff  
DDiisseeaassee

NNoorrmmaall      AAccuuttee            EEmmppyyeemmaa  ooff  GGBB              GGaannggrreennoouuss
        CChhoolleeccyyssttiittiiss            CChhoolleeccyyssttiittiiss



AAAASSTT  GGrraaddeess  ooff  AAccuuttee  CChhoolleeccyyssttiittiiss    --22001166

Acute cholecystitis Emphysematous or 
gangrenous 
cholecystitis

Gallbladder 
perforation with local 

contamination

Gallbladder 
perforation with 

abscess or fistula

Gallbladder 
perforation with 

peritonitis



AAAASSTT  UUppddaattee  
22002222

Schuster K et al. Revision of 
the AAST grading scale for 
acute cholecystitis with 
comparison to physiologic 
measures of severity. J 
Trauma Acute Care Surgery 
2022;92(4):p 664-674.  DOI: 
10.1097/TA.00000000000035
07



AAccuuttee  CChhoolleeccyyssttiittiiss  ––  WWiiddee  SSppeeccttrruumm  ooff  PPaattiieennttss
• Low-Risk vs. High-Risk for Surgery



TTookkyyoo--1188  GGuuiiddeelliinneess

• Grade I (mild):  Early LC if 
CCI ≤5 and ASA ≤2 

• Grade II (moderate):  Early 
LC if CCI ≤5 and ASA ≤2 by 
experienced surgeons; and if 
not, after medical treatment 
and/or gallbladder drainage, 
LC would be indicated. 

• Grade III (severe):  Early LC 
if CCI ≤3 and ASA ≤2 treated 
at an advanced center with 
experienced surgeons. If not 
considered suitable for early 
LC, recommend early/urgent 
biliary drainage followed by 
delayed LC once the 
patient's overall condition 
has improved. 



• Perc chole (PC) vs. 
Emergency Lap chole (LC)
• 8960 pts
• 6 studies
• PC associated with 

increased mortality (RR = 
2.87; CI = 1.33–6.18; p = 
0.007) and readmission rate 
(RR = 4.70; CI = 3.30–6.70; p 
< 0.00001) 
• No significant difference in 

morbidity, severe 
complication rate or LOS

Vizient Database 2013-15
Severity of Illness Score
PC 1682; LC 6456; OC 658
CONVERSION 765

Loozen = CHOCLATE RCT



Challenging Issues in General Surgery
1. Acute cholecystitis – High Operative Risk

2. Acute cholecystitis – Difficult Cholecystectomy



Challenging Issues in General Surgery
1. Acute cholecystitis – High Operative Risk

2. Acute cholecystitis – Difficult Cholecystectomy



NNoonn--OOppeerraattiivvee  OOppttiioonnss::  AAccuuttee  CChhoolleeccyyssttiittiiss



EEUUSS--GGBBDD

• Endoscopic Ultrasound-guided 
Gallbladder Drainage (EUS-GBD) is 
now considered a well-established 
alternative treatment to surgery in 
case of AC. 
• First described in 2007

Kwan V, Eisendrath P, Antaki F, et al. EUS-guided cholecystenterostomy: a new technique 
(with videos). Gastrointest Endosc. 2007;66 (3):582–586. doi:10.1016/j.gie.2007.02.065



RReettrriieevvaabbllee  ppuunnccttuurree  AAnncchhoorr  TTrraaccttiioonn  MMeetthhoodd  
ffoorr  EEUUSS--gguuiiddeedd  GGaallllbbllaaddddeerr  DDrraaiinnaaggee  ((EEUUSS--GGBBDD))



Teoh AYB, et al. Gut 2020;69:1085–1091. doi:10.1136/gutjnl-2019-319996



Gastrointest Endosc 2021 Apr;93(4):797-
804.e1. 
doi: 10.1016/j.gie.2020.09.040

• 10 studies, 1267 pts
• EUS-GBD lowest risk of recurrent 

cholecystitis:
• EUS-GBD vs PT-GBD vs ETP-GBD: 

• 1.089 vs 2.02 vs 2.891

• PT-GBD (perc chole) had highest risk 
of reintervention and unplanned 
readmissions 

• In centers with expertise, EUS-GBD is 
preferred over PT-GBD with improved 
outcomes.



EEUUSS--GGBBDD  
LLoonngg--tteerrmm  
OOuuttccoommeess

• Delayed AE 7.1%
• Cumulative stent 

patency rate 86% 3 yrs
• Stent occlusion can be 

managed 
endoscopically

• Cholecystectomy can be 
performed after EUS-
GBD.  Compared with 
Perc Chole, no 
difference in lap vs. 
open cholecystectomy 





Percutaneous Cholecystostomy (Perc Chole Tube) by IR

Calculous Acute Cholecystitis

Review cholangiogram, re-evaluate if surgical candidate

Surgical Candidate

Interval Cholecystectomy

Not a Surgical Candidate

Evaluate whether patient can be 
optimized to be a surgical 

candidate in the future

Surgical Candidate

Interval Cholecystectomy

Not a Surgical Candidate

Cystic duct patent on cholangiogram?

YES:  Endobiliary cystic duct stent

Unable to perform Endobiliary 
cystic duct stent

NO:  IR Gallbladder ablation or  EUS-GBD 

Acalculous Acute Cholecystitis

Review cholangiogram

If cystic duct patent and asymptomatic, 
capping trial for 2 weeks

If capping trial tolerated, remove 
percutaneous cholecystostomy tube

If capping trial NOT tolerated, 
Endobiliary cystic duct stent or 

EUS-GBD

If cystic duct not patent, consider 
cholecystectomy or IR Ablation

Schedule for IR cholangiogram 
(check/change) in 8-10 weeks

Acute Cholecystitis: NOT an immediate Surgical Candidate for Cholecystectomy
DRAC-1 Trial criteria defining high risk for 
cholecystectomy (one of the following):
- Age ≥ 80 years old
- ASA Grade 3 or higher
- Age-adjusted Charlson Comorbidity 

Index > 5
- Karnofsky score < 50

Endoscopic Ultrasound-guided Gallbladder Drainage (EUS-GBD) by Med-GI
(If patient unable to be sedated for EGD due to acute illness and comorbidities, 

then Perc Chole is the better option)



Napolitano LM, et al. Evaluation and Management of 
Gallstone-Related Diseases in Non-Pregnant Adults 
[Internet]. Ann Arbor (MI): Michigan Medicine University of 
Michigan; 2021. Available from 
https://www.ncbi.nlm.nih.gov/books/NBK569245/
PubMed PMID: 33793166 and from UMHS at 
http://www.uofmhealth.org/provider/clinical-care-guidelines]



Options for High-Risk Surgical Patients
IR Gallbladder Ablation
• Perc chole tube present for 8 weeks and 

sepsis resolution
• Schedule check/change in 8-10 weeks 
• Gallstone removal prior to GB ablation
• Upsize perc chole tube for gallstone 

removal – will require multiple IR visits 
for adequate upsizing of the perc chole 
tract, dependent on size of the gallstones

• Wait 2 weeks after gallstone removal for 
GB cryo-ablation procedure

• Perc chole tube left in place for 2 weeks 
after GB ablation, then removed

• HIDA scan and LFTs at 1 month after GB 
ablation 

EUS-GBD
• EUS-guided gallbladder drainage (EUS-

GBD) provides internal drainage of the 
gallbladder

• Requires EGD with sedation/anesthesia
• Done via gastric or duodenal lumen with 

LAMS (DRAC1 Trial)
• EGD for cholecystoscopy 1 month later, 

possibly clear gallstones, removal LAMS if 
patient doing well or replace with pigtails.  

• If life expectancy short, LAMS stays in 
indefinitely.

• If gallstones not cleared, EGD for 
cholecystoscopy 1 month later 

• If too frail for additional endoscopic 
procedures, stent is permanent





CCoonnvveerrssiioonn  ooff  PPeerrcc  
CChhoollee  TTuubbee  ttoo  EEUUSS--GGBBDD

• Since Perc Chole is most commonly 
performed in pts with Acute 
Cholecystitis and high operative 
risk….IR available!
• Conversion to EUS-GBD can be 

offered
• Gallbladder must be distended for 

conversion to EUS-GBD
• Fill gallbladder with saline via Perc 

Chole tube
• Use smaller size LAMS (6-8-10mm)



Challenging Issues in General Surgery
1. Acute cholecystitis – High Operative Risk

2. Acute cholecystitis – Difficult Cholecystectomy





FFeenneessttrraattiinngg  vvss..  RReeccoonnssttiittuuttiinngg  SSuubbttoottaall  CChhoollee

Dr. Steven M. 
StrasbergClosed Infindibulum

Recurrent symptomatic 
cholecystitis more common

Open Infindibulum
Bile leak more common

J Am Coll Surg 2016 
Jan;222(1):89-96.





• During long-term f/u (median 6 
years) recurrent biliary disease was 
less frequent with fenestrating type 
vs. reconstituting type:
• 9% vs. 18%

Closed Infindibulum
Recurrent symptomatic 

cholecystitis more 
Open Infindibulum

Bile leak more common

Koo JGA et al. Surg Endosc. (2021) 35(3):1014–24.
Nzenwa IC et al. Surgery. (2021) 170 (4):1014–23.
Van Dijk AH et al. J Am Coll Surg. (2017) 225(3):371–
9.
Toro A et al  World J Emerg Surg  (2021) 16(1):45

CONCLUSION:







Challenging Issues in General Surgery
1. Acute cholecystitis – High Operative Risk

2. Acute cholecystitis – Difficult Cholecystectomy

• Multiple non-op options for AC
• EUS-GBD and ET-GBD better
• PC with many reinterventions
• IR Gallbladder ablation after PC

• Subtotal Chole option
• Fenestrating type
• Less risk for recurrent 

biliary disease



Acute Cholecystitis - Index

w Patients = 6,984
w 87.7% Operation

n 83.5% Laparoscopic
n 11.8% Robotic
n 3.7% Lap to Open
n 1.0% Open

w 97% Total excision
w 3% Sub-total

n 47% Fenestrated
n 23% Reconstituted
n 30% Not specified



Acute Cholecystitis - Index, Non-op

w Patients = 858
w ERCP 14% (123)

n CBD stent = 32
n Cystic duct stent = 17 (16 at UM)
n Pancreatic stent = 10
n Stones/Sludge = 63
n Sphincterotomy = 68

w IR Procedure 56% (484)
n Drain = 21
n PTC = 5
n Chole tube = 449 (52% of non-op patients)



Acute Cholecystitis – Cholecystostomy Tube

w Patients = 449
w Operation = 98 (21.8%)

n 57% Laparoscopic
n 10% Robotic
n 16% Lap to Open
n 16% Open



Acute Cholecystitis – Cholecystostomy Tube

w Patients = 449
w Operation = 98 (21.8%)

n Total 78
n Fenestrated 6
n Reconstituted 0
n Subtotal/Not specified 1
n Unknown 13

w Days to Operation 
n Median = 80 days
n Mean = 117 days



Lunch

Return 1:15 pm



SBO SCOAP Gastrografin

Mark Hemmila, MD



Gastrografin

w SCOAP – Surgical Care Outcomes Assessment Program
n Foundation for Healthcare Quality
n SBO
n Periodic meetings to share program information

w Gastrografin data
n Adhesive SBO
n Algorithm analytics



Gastrografin Challenge 

Admit
↓
Candidate for GG after 24 hrs  or Immediate Operation < 24 hrs
↓
Received contrast or  Did not get GGC
↓
Did not clear  or  Cleared contrast



SBO Clean (Adhesive SBO)

 N Deaths % Median LOS 
Total 4,958  177 3.6  
Index 4,018 (81%) 155 3.9 3.37 
Readmit 940 (19%) 21 2.2 3.38 
     
Medical Manage 3,402 (69%)    
Surgery 1,556 (31%)    
    OR<24hrs 827 (53%)    
    OR>=24hrs 729 (47%)    

 

days
days



Immediate Operation <24 hrs

 N Deaths % Median LOS 
Total 827 15 1.8 3.9 
Index 719 (87%)    
Readmit 108 (13%)    
     
Lysis of Adhesions 428 (55%)    
SBR w Anas 187 (24%) 
SBR w Stoma 10 (1.3%) 
Bypass 3 (0.4%) 
Hernia Repair Prim 231 (30%) 
Hernia Repair Mesh 203 (26%) 

 

days

SCOAP Mortality = 3.1%



Candidate for GGC

 N Deaths % Median LOS 
Total  4,131 162 3.9 3.2 
Index 3,299 (80%)    
Readmit 832 (20%)    
     
Medical Manage 3,402 (82%) 110 3.2 2.8 
Surgery 729 (18%) 50 6.9 9.1 
     
No GGC 1,878 (45%) 90 4.8 3.3 
Yes GGC  2,223 (54%) 70 3.1 3.2 
Unknown 30 (0.7%) 2 6.7  

 

days

days
days

days
days



Received GGC

 N Deaths % Median LOS 
Negative to Colon 380 (17%) 39 10.3 7.0 
Positive to Colon 1,771 (80%) 28 1.6 2.8 
Other 72 (3.2%) 3 4.2 5.4 
    Median hrs 
Time to GG, hr    29.6 
   Operation    38.4 
   No operation    28.6 

 

days
days
days



Negative to Colon
 N Deaths % Median LOS 
Total  380 39 10.3 7.0 
Index 336 (88%)    
Readmit 44 (12%)    
     
Medical Manage 169 (44%) 25 14.8 4.7 
Surgery 211 (56%) 14 6.6 9.0 
     
Lysis of Adhesions 188 (89%)    
Bypass 1 (0.5%)    
SBR w Anas 66 (31%)    
SBR w Stoma 6 (2.8%)    
Hernia Repair Prim 15 (7.1%)    
Hernia Repair Mesh 6 (2.8%)    
    Median hrs 
Time to GG, hr    36.3 
   Operation    38.3 
   No operation    35.2 
Time GG to OR, hr    21.0 

 



Positive to Colon
 N Deaths % Median LOS 
Total  1,771 28 1.6 2.7 
Index 1,422 (80%)    
Readmit 349 (20%)    
     
Medical Manage 1,653 (93%) 19 1.1 2.7 
Surgery 118 (7%) 9 7.6 11.3 
     
Lysis of Adhesions 102 (86%)    
SBR w Anas 41 (35%)    
SBR w Stoma 3 (2.5%)    
Hernia Repair Prim 12 (10%)    
Hernia Repair Mesh 8 (6.8%)    
    Median hrs 
Time to GG, hr    28.3 
   Operation    37.1 
   No operation    28.0 
Time GG to OR, hr    38.0 

 



Did not get GGC

 N Deaths % Median LOS 
Total  1,878 91 4.8 3.3 
Index 1,479 (79%)    
Readmit 399 (21%)    
     
Medical Manage 1,519 (81%) 66 4.3 2.8 
Surgery 359 (19%) 24 6.7 8.9 
     
Lysis of Adhesions 222 (62%)    
SBR w Anas 101 (28%)    
SBR w Stoma 13 (3.6%)    
Bypass 4 (1.1%)    
Hernia Repair Prim 69 (19%)    
Hernia Repair Mesh 78 (22%)    

 



Acute Appendicitis Outcomes

Mark Hemmila, MD





Acute Appendicitis - Proposed Core Outcome Measures

w Treatment selection factors 
w Failure rate of nonoperative management on index admission
w Interval or recurrence related appendectomy
w Disease factors
w Occult neoplasm
w Perforation/peritonitis
w Surgical Complications 
w Superficial SSI/deep SSI including abscess



Acute Appendicitis - Proposed Core Outcome Measures

w Wound disruption including hernia
w Negative appendectomy rate
w Initial presentation outcomes
w Failure of nonoperative management
w Need for additional procedures (IR/repeat OR)
w Reoperation
w Mortality
w Length of hospital stay



Acute Appendicitis - Proposed Core Outcome Measures

w Relapse
w 30-d ED presentation
w Readmission, any
w Recurrent appendicitis
w Patient experience
w Quality of life measures
w Time to return to daily activities (work/school/full function)



Acute Appendicitis - Proposed Core Outcome Measures

w Failure rate of nonoperative management on index admission
w Interval or recurrence related appendectomy
w Relapse
w Recurrent appendicitis

w Failure initial (days)
w Failure 30-days
w Failure 31-days to x
w Interval appendectomy



Acute Appendicitis - Proposed Core Outcome Measures

w Occult neoplasm



ANALYTIC
UPDATES

Jill Jakubus



Objectives
ArborMetrix MACS

Contract status
Analytic plan

MACS bonus points
Plan review
Draft index metrics
Supporting literature
Center baseline status
Progress monitoring



ArborMetrix
Situation

MACS contract expires 11/22/24
MTQIP and MACS fees increasing

Background
BCBS CC budgets flat

Assessment
4 users logged in 2024

Recommendation
User feedback



Bonus Points
Background

BCBS recommended alignment

Assessment
Portfolio of CQIs indexes reviewed
Similar CQIs offer bonus points
Points added to MTQIP index

Recommendation
Created draft bonus points
Next steps BCBS approval



For MACS Participants from an 
enterprise that are not MTQIP 
Members, total bonus points are 
averaged then added to the MTQIP 
Performance Index. 

Non-MTQIP MACS Participants 

Total possible points with the 
addition of bonus points cannot 
exceed 100. 

Total Points

General Info



Metric



Metric



Metric





Progress Monitoring



Metric

OME Calculation
Rx: oxycodone 5 mg 1 tab PO Q 6 hours prn pain #7 tabs
Opioid Strength x Opioid Quantity x Conversion Factor
5 x 7 x 1.5 = 52.5 OME



Literature

https://michigan-open.org/prescribing-recommendations/





Progress Monitoring



Metric

OME Calculation
Rx: oxycodone 5 mg 1 tab PO Q 6 hours prn pain #6 tabs
Opioid Strength x Opioid Quantity x Conversion Factor
5 x 6 x 1.5 = 45 OME



Literature

https://michigan-open.org/prescribing-recommendations/





Progress Monitoring



Metric



Literature
The presence of an appendicolith in patients with acute appendicitis is 
associated with an increased risk of complications such as 
perforation.[1] The literature suggests that an appendicolith is a 
significant risk factor for perforation, with patients presenting with an 
appendicolith being more likely to develop complicated appendicitis 
within the first 12 hours of admission.[1] Additionally, the presence of 
an appendicolith has been identified as an independent predictor for 
the failure of nonoperative treatment for complicated appendicitis in 
adults.[2]

In the context of uncomplicated appendicitis, the presence of an 
appendicolith has been associated with a higher risk of treatment 
failure when managed conservatively with antibiotics.[3] Specifically, 
patients with an appendicolith who were treated with antibiotics had a 
higher rate of complications and were more likely to require an 
appendectomy within 90 days compared to those without an 
appendicolith.[3]

Given these findings, it is reasonable to consider early appendectomy in 
adult patients with uncomplicated appendicitis when an appendicolith 
is present, as this may reduce the risk of progression to complicated 
appendicitis and the potential for treatment failure with conservative 
management.[1-3] However, the decision should be individualized based 
on the overall clinical picture, patient preferences, and the presence of 
other risk factors.





Progress Monitoring



Metric



Definition







Progress Monitoring



Scorecard
Points earned to date
Dropbox upload for baseline
Current draft pending BCBS
Target go live 2025 (8/1/24)



Feedback

LEARN MORE



Thank you


