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o Early recognition and intervention are keys to a favorable Fig lmﬁon = m——— « Hypoxemia (2" most common organ failure) is also an
outcome.? T important component to consider when evaluating for sepsis..
e Harnessing the Electronic Medical Record (EMR) reduces A R R * \We did not detect more Alerts in the group admitted directly
provider and researcher burden in collecting/integrating data . i with sepsis, possibly related to suppression rules.
and will lead to improved patient outcomes.2® { = == Jom e * This project focused on our ability to capture records and
e Clinical trials have evaluated real-time electronic algorithms O e T | e il presents a limited description of Alerts.
to identify patients with sepsis, prompt caregivers with text | A R B s o \We successfully retrieved most records with some limitations.
and EMR notifications, & provide recommendations.5’ “ T » Automated data de-identification, conversion of dates to day
 The University of Tennessee Medical Center has implemented ] €2 | - e e numbers, and retrieval of previously corrected EMR records
the St. John Sepsis Agent by Cerner which provides active e . fsm,spAgt (i.e., lab value) are limitations to overcome in future research
surveillance of the EMR with up to date recommendations.® Note: SIRS and Sepsis Alerts were fired based on the algorithm to alert nurses, who Rignee 4 Alert Screen Shots projects using the EMR.

then notified the MD. The agent includes a suppression window of 24 hours for SIRS
Alerts and 48 hours for Sepsis Alerts.

Purpose: (1) To validate our ability to capture data from . Alerts Per Day During Project Period * Abstracting data from the EMR s a feasible method

the EMR, (2) to describe implementation of an automated - - ollec_tlng r_esearc_h . |glent|f|ed
: - : during this project will strengthen future projects.
early warning system that notifies nurses when patients

meet severe sepsis criteria, and (3) to identify Sepsis Alert r I | | I | | . » Our preliminary descriptive findings were limited to a
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= : : : B sensitivity and specificity of this innovative tool.
Critical Care (MCC) with and without sepsis. . . . .
T Alerts Per Day of ICU Stay e Improving sepsis outcomes requires a dedicated team
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: : : : - e of professionals (from IT to all clinicians) applying
Hypothesis: Patients admitted with sepsis will trigger a mm : :
. . best practices to meet patient centered needs.
higher number of early warning alerts. e I : : =
/\ o - .  Nurses serve a vital role in early recognition.
1 6 u 16 21 26 31
Sepsis No Sepsis Figure 6. Alerts over study period (A) and ICU stay (B).
Figure 5. Study Flow Diagram A Positive SIRS Components g Positive Organ Failures
- - Note: All subjects were identified and placed into groups 6
> RthOSpECtIVG I R B approved pl IOt StU dy electronically, and then charts were reviewed to verify/ correct 80 73 ‘ 69 o0 1. Dellinger RP, Levy MM, Rhodes A, et al. Surviving sepsis campaign: international guidelines for management of
- classifications. Classifications were based on (1) presence or G 60 severe sepsis and septic shock: 2012. Crit Care Med. Feb 2013;41(2):580-637.
e EleCtron Ic M CC data Captu red fOI‘ 2 mOnthS absence of sepsis at admission using H&P diagnosis and/or ! & e 36 33 2. Atreja A, Gordon SM, Pollock DA, Olmsted RN, Brennan PJ. Opportunities and challenges in utilizing electronic
: visit reason indicating sepsis, suspected sepsis, or none, (2) 40 SE = 2418 health records for infection surveillance, prevention, and control. American journal of infection control. Apr
e Data pu lled from Health Level Seven International 210 S oomponentse () el tdies s AU alle 7 (9 englyor 20 8 12 2008:36(3 Suppl):S37-46.
stay, and (6) direct or indirect admission. 29 : : = : :
- - = 3. Dean BB, Lam J, Natoli JL, Butler Q, Aguilar D, Nordyke RJ. Review: use of electronic medical records for
|nte rfaCGS between EM R SyStemS and retal nEd on the = 0 o Pul H health outcomes research: a literature review. Medical care research and review: MCRR. Dec 2009;66(6):611-638.
: TEMP HR RR WBC G e a D 4. Jensen PB, Jensen LJ, Brunak S. Mining electronic health records: towards better research applications and
UTM C p rOteCted Server. Sepsis or No Sepsis or clinical care. Nature reviews. Genetics. Jun 2012;13(6):395-405.
o . Suspected Sepsis | Suspected Sepsis W Sepsis (Gp2) M No Sepsis (G 5. Murphy EC, Ferris FL, 3rd, O'Donnell WR. An electronic medical records system for clinical research and the
: 3) p y J ) ) y
. G rou pS d 1VI d@d g I eCtrOn l Cal Iy (n=72) (n=39) P P P P EMR EDC interface. Investigative ophthalmology & visual science. Oct 2007;48(10):4383-4389.
- Alerts (all 8 ) . 6. Nelson JL, Smith BL, Jared JD, Younger JG. Prospective trial of real-time electronic surveillance to expedite early
Group 1 (tranSfe rsinor LOS < 48h) erts (all) - (90 ) (5 ) : SIRS = Organ Failures care of severe sepsis. Annals of emergency medicine. May 2011;57(5):500-504.
- R = Patients with alerts 38 (52.8% 24 (61.5% ns 40 7. Hooper MH, Weavind L, Wheeler AP, et al. Randomized trial of automated, electronic monitoring to facilitate
40 J ) ] )
GrOU ) 2 (d Irect adm 1SS10N, known or SUSpeCted SepSIS) Timi early detection of sepsis in the intensive care unit*. Crit Care Med. Jul 2012;40(7):2096-2101.
- . - iming range of alerts (days) 0-18 1-34 - 30 30 e : : : :
Group 3 (d Irect adm ISSION, NO kn own or su Spected Seps|s) 8. Cerner. 2013; http://www.cerner.com/solutions/hospitals_and_health_systems/acute_care_emr/st_john_sepsis
I : f I : f : Age (years, mean) 60.8 +15.8 60.0 * 15.0 ns 20 i 20 - _agent/. Accessed December 15, 2013.
® 1 10
Manual review to confirm & correct classifications. e mm—— - - . = -
= & = = = 1 - - - -
e MissI Nng reco rds 1dentified for analyst. Caucasian 66 (91.7%) 36 (92.3%) ns 0 0 L lm L0 Acknowledgements: This project is funded by the Health Information Technology
== = ;- = One  Two  Three  Four Slh o R B and Simulation Research Unit (HITS Laboratory). The University of Tennessee
e Standard descriptive statistics b/w gp 2 & 3 (o =0.05) ICULOS (days, med, range) 4 (219 3 (-3 ns . , | _ ( ) iy
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