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Learning Objectives:  

1. Explore how the ACC Quality Improvement Solutions team 
developed the ACC Post-PCI Bleeding Risk Pilot Study. 

2. Identify techniques used to engage participating facilities and how 
those facilities approached the implementation of the study.  

3. Highlight challenges, lessons learned and recommendations as a 
result of the study. 



ACC Quality Overview 



“Quality” at the American College of Cardiology (ACC) 

Science and Quality Oversight Committee 

 

The Science and Quality Oversight Committee (SQOC) mission is to 
execute the Board of Trustees’ strategic direction in matters of science 
and quality by developing actionable solution sets (standards as 
clinician/patient tools and related best practices), empowering standards 
and health policy development committees, reviewing and 
recommending for approval or endorsement standards and innovating 
and partnering to enhance these activities.  

 

 





Quality for Institutions (QII) 

connects hospitals and outpatient 

facilities to their clinical data, tools 

and apps, and quality campaigns 

(like D2B and H2H). 



On QII, facilities can 

participate in Quality 

Campaigns like H2H 

which  offer online 

assessments, toolkits, 

webinars, and a 

listserv. 



Mini Workshop 

1.Does your facility have an established QI structure in 

supporting the development of QI projects? 

2.How important is a QI infrastructure in your facility? 

3.How does your facility track performance on QI projects 

and/or quality metrics? 

4.Does your facility participate in an established registry? 
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Mini Workshop (Audience Response) 

Question 1:  

 

Does your facility have an established QI structure in 

supporting the development of QI projects? 

A. Yes 

B. No 



Mini Workshop (Audience Response) 

Question 2:  

 

How important is a QI infrastructure in your facility?  
On a scale of 1-5, 1 being not at all important, 5 being extremely important 

A. 5-Extremely Important 

B. 4-Very Important 

C. 3-Moderately Important 

D. 2-Slightly Important 

E. 1-Not at all Important 



Mini Workshop (Audience Response) 

Question 3:  

 

How does your hospital track performance on QI projects 

and/or quality metrics? 

A. Registry 

B. Red Light Green Light Report 

C. Dashboards 

D. Score Cards 

E. Excel Database 

F. Other 



Mini Workshop (Audience Response) 

Question 4:  

 

Does your facility participate in an established registry? 

A. Yes 

B. No 



ACC Patient Safety Initiative 



Background 

“Patient safety is a discipline in the healthcare sector that applies 

safety science methods toward the goal of achieving a trustworthy 

system of health care delivery. It is also an attribute of health care 

systems; it minimizes the incidence and impact of, and maximizes 

recovery from, adverse events.” 

 

-Agency for Healthcare Research and Quality (AHRQ) 

 

 

Patient Safety 
Initiative Grant 

received 

NCDR patient safety 
hospital measures 

reviewed 

Domain - “Improper 
performance of 

procedure” selected 

“Post PCI Vascular 
Complications” 

measures chosen 
Toolkit developed 



Relevant CathPCI, IMPACT and ACTION Registry Measures 
Registry Measure Description 

AR-G Proportion of patients having acute myocardial infarction who had a bleed at the percutaneous coronary intervention (PCI) access site at 

any time from admission to discharge. 

CathPCI Proportion of patients undergoing diagnostic catheterization without PCI, who experienced significant external bleeding that occurred at 

the access or percutaneous entry site within 72 hours of their procedure. 

CathPCI Proportion of patients undergoing diagnostic catheterization without PCI, who experienced a hematoma at the percutaneous entry site 

within 72 hours of their procedure. 

CathPCI Proportion of all patients undergoing PCI, who experienced significant external bleeding that occurred at the percutaneous access site 

within 72 hours of their procedure. 

CathPCI Proportion of all patients undergoing PCI, who experienced a hematoma at the percutaneous entry site within 72 hours of their procedure. 

CathPCI Proportion of patients who presented with a ST elevation myocardial infarction (STEMI) or its equivalent undergoing PCI, who experienced 

significant external bleeding that occurred at the percutaneous access site within 72 hours of their procedure. 

CathPCI Proportion of patients who presented with a ST elevation myocardial infarction (STEMI) or its equivalent undergoing PCI, who experienced 

a hematoma at the percutaneous entry site within 72 hours of their procedure. 

CathPCI Proportion of patients who did not present with a ST elevation myocardial infarction (STEMI) or its equivalent undergoing PCI, who 

experienced significant external bleeding that occurred at the percutaneous access site within 72 hours of their procedure. 

CathPCI Proportion of patients who did not present with a ST elevation myocardial infarction (STEMI) or its equivalent undergoing PCI, who 

experienced a hematoma at the percutaneous entry site within 72 hours of their procedure. 

IMPACT Proportion of all congenital heart disease patients, who experienced significant external bleeding that occurred at the access or 

percutaneous entry site within 72 hours of their procedure. 

IMPACT Proportion of all congenital heart disease patients, who experienced a hematoma at the percutaneous entry site within 72 hours of their 

procedure. 



ACC Toolkit Development 



Tools are not a random list of things. 

They are solutions to a specific gap or need in care. 

STEP 1. Overall Goal Statement 

STEP 2.  

Success 

Metric/Goal 

Stated actions or 

principles that 

achieve the goal 

statement.  The 

statement should 

clearly identify the 

role responsible. 

STEP 3. 

Barrier/Need 

Provider, patient, or 

system barriers 

that impede 

achievement of the 

individual success 

metric.  

STEP 4.  

Method of 

Measurement 

Not limited to 

collection of clinical 

data and can include 

process information 

or qualitative 

assessments for a 

Plan-Do-Study-Act 

test cycle. 

STEP 5.  

Strategy/Tool 

Feasible solutions or 

strategies which 

address the identified 

barriers.  These 

should aim to support 

achievement of the 

stated success 

metrics.  Solutions 

may be pre-existing 

tools or newly 

developed by ACC. 

ACC Content Development Method 
How the ACC builds a “toolkit” 



The PCI Bleeding 

Checklist is a “toolkit” 

built to address 

common performance 

gaps identified in an 

NCDR registry 

participating hospital. 



Key Take-Aways 

Open Discussion – Overview, Initiative, Toolkit 



ACC PCI Bleeding Pilot Study Development 





Study tools were 

chosen based upon 

face validation 

results from Toolkit 

Work Group 



Surveys 

Pre-Survey 

•Please provide your facility name and site number, e.g., 
"ABCD Hospital, 789102" 

•What is your role in the hospital? 

•What is your role with the NCDR CathPCI Registry? 

•Do you think that your facility has a problem with post-
PCI bleeding? 

•Do you think that your facility has a problem with post-
PCI bleeding? 

•Rate the extent that post-PCI bleeding is a problem at 
your facility. 

•Are you aware that the NCDR CathPCI Registry captures 
measures related to post-PCI bleeding? 

•Do you know where/how to find measures related to 
post-PCI bleeding in your NCDR CathPCI registry report? 

•Do you know your facility's current performance for the 
NCDR CathPCI Registry data element 1831 - "bleeding at 
access site within 72 hours"? 

•Do you feel that "quality" is a priority in your hospital? 

•Does your hospital have a designated quality 
improvement champion? 

•How does your hospital track performance on quality 
improvement (QI) projects and/or quality metrics? 

Post-Pilot 

•What is your role in the hospital? 

•What is your role with the NCDR CathPCI Registry? 

•What is your role in the CathPCI Bleeding Checklist Pilot? 

•Were the instructions for the pilot testing easy to 
understand? 

•Did you receive enough direction from ACC to implement 
the pilot test? 

•How many individuals in your hospital participated in this 
project? 

•How many hours per week were spent on this project? 

•What was the primary use of the tool(s) in your hospital 
as part of the pilot? 

•What were some of the challenges to implementing this 
pilot?  (select all that apply) 

•Which tool was the easiest to implement? 

•Which tool was the most difficult to implement? 

•Which tool(s) did you use the most? 

•Is there information contained in the tools that you were 
previously less familiar with? 

•Which tool was the MOST effective in reducing post-PCI 
bleeding risk (as measured by a hematoma <3 cm at 
access within 72 hours)? 

•Which tool was the LEAST effective in reducing post-PCI 
bleeding risk (as measured by a hematoma <3cm at 
access within 72 hours)? 

•Would you recommend any of the tools used in the pilot 
to your colleagues? 

•If yes, which tool would you most highly 
recommend?  (select a maximum of 2) 

Reflections 

•How was the decision made to participate in this pilot 
at your hospital? 

•What aspects of the tool(s) used in your project did you 
find the most informative? 

•How were challenges to implementing this pilot 
addressed? 



Pre-Survey 
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Post-Survey Results  
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Reflection Results 

How was the decision made to participate in this pilot at your hospital? 
Health System A We have had issues with vascular complications for years. We started a task force in 2008 to help us focus on complications and to determine possible causes. In our 

multidisciplinary meeting recently we were discussing options available to help decrease complications post cath and PCI. A sheath pulling team was discussed. This study was 

made available and the team discussed it. The team was engaged from the start. 

Health System B Internal communication was provided to facility decision makers (quality, providers, and CV administrative leaders). Sites were provided the overview of the study and completed 

a facility level GAP assessment for tool adoption. 

Health System C Quality Manager discussed the idea with VP of our Heart and Vascular Institute. It was also discussed with the medical director. Finally, was discussed at the Heart and Vascular 

physician’s quality meeting since we continue to be outliers in post PCI bleeding. 

Health System D We have had higher than desired levels of bleeding risk and wanted to utilize any available information to reduce it. Also we have a lot of new staff and the sheath tool was 

particularly beneficial. 

Health System E Senior leadership and the physician champions were made aware of the study. Reducing bleeding complications at our facilities has become a major focus. 

Health System F Decision was made at a quality committee level because we have not been meeting standard benchmark levels for the risk-adjusted bleed metric. 

Health System G Nursing Director saw participation as a means to reducing our post PCI bleed rates as reported on the NDR cath pci registry. 

 What aspects of the tool(s) used in your project did you find the most informative? 
Health System A We feel the knowledge and implementation of the high-risk factors played an important role in the study. Our CCU area has 

many long-term experienced nurses who do not always embrace change. The high-risk factors helped us to inform the nurses of 

more up-to-date best practice. Breaking the culture of the RN making the decision on the type of hold (manual vs c-clamp) was 

facilitated by the implementation of this tool. The use of our SBAR form with the high-risk features and a timeout incorporated 

proved to be our best tool. 

Health System B For sites without current processes, the policy, competencies, and sheath removal checklist were very helpful. These 

documents will assist with internal expansion of access site management to other areas, such as IR and OR percutaneous 

procedures. 

Health System C Risk factors that increase vascular complications after PCI. It reinforced the information to the physicians and raised awareness 

of how to best manage the pt. given certain risks. 

Health System D The criteria for sheath removal decision making. 

Health System E Risk factors that increase vascular complications after PCI 

Health System F The competency was very comprehensive and user-friendly. We were able to implement "off the shelf" without any additional 

modifications, and it brought to our attention some amount of performance variation that we were unaware of. 

Health System G All the tools were well written and easily understandable and were implemented by cath lab and the Cardiovascular Recovery 

Unit. 



Reflection Results 

 

 

What were some of the challenges to implementing this pilot? 
Health System A Competing priorities 

Buy-in from staff members with lack of support from Director 

Health System B Electronic resources 

Health System C Competency check offs for night and weekend staff 

Health System D Competing priorities 

Staffing challenge - our primary staff person responsible is no longer with the hospital. 

Health System E Our physicians agreed to the study in an ongoing attempt to reduce bleeding complications. 

Health System F Timeframe was aggressive and coincided with EMR implementation 

Health System G Competing priorities 

How were challenges to implementing this pilot addressed? 
Health System A The team reinforced best practice decision making with types of pulls (manual vs c-clamp, etc.) and high-risk factors. The SBAR tool (that incorporated the high-risk factors and a time out) helped to 

clarify report from one area to another and report between co-workers. The team met weekly to discuss any issues that arose (no forms turned in, inappropriate pull type, no report given from HCL 

to CCU prior to bringing the patient, etc.). The appropriate team members then gave feedback to specific personnel involved in the case. We made a commitment to offer feedback to staff even 

when push-back was apparent. 

Health System B We partnered with a vendor to bring meaning to the Vascular Complication check list. Most of these data elements are front of mind for providers. The tool provided limited utility as a form. There 

was increased value to use the tool in a retrospective way, in combination with outcomes data, to analyze opportunities for improvement. 

Health System C Discussed with the PI team, the physicians and the units involved. 

Health System D We identified two staff persons to educate and do the competency for sheath removal for each of the staff members. We will continue to utilize this and pick up on the training where our staff 

member left off. We also made the sheath removal a required competency for our department. 

Health System E We formed a group with the assistance of catheterization lab leadership to implement a plan. We wanted the physicians to give us a Risk Score "low, moderate or high" prior to the procedure. We 

made a hard stop in our hemodynamic system that required the physician to give us a score as part of our time out prior to the cath.  

As a result of these implementations we plan on adding bleeding risk tools to the hemodynamic system to obtain a score. 

Health System F We were very interested and engaged in participating in this project, however, the timeframe was not ideal for us. Because of a massive EMR implementation, we did the best we could, and 

unfortunately were only able to implement a portion of the toolkit. 

Health System G The challenges faced were internal as the primary driver of the initiative I was absent the month of March due to a family emergency and it was temporarily assigned to the Cath lab charge nurse 

however she did not have the resources to dedicate to the pilot. 



ACC PCI Bleeding Pilot Study Lessons Learned 



Area Descriptions, Impact, Solutions Lessons Learned - Successes 

Pre-Study Communication After initial inquiries and responses, communication 
decreased/stopped. 

System’s existing strategies preferable to ACC developed 
tools. 

Systems Dropping Out Two hospitals dropped out due to their requirements for 
IRB approval for all studies. 

Information on IRB should be provided prior to study. 

Systems Incommunicado Hospital did not respond to any email communications 
about submitting study materials. 

Phone contact should be included in communication. 

Implementation Concern Systems uncertain about “appropriateness” of their 
implementation process and length of time given. 

Include study development background materials in the  
invitation and provide more communication throughout the 
process. 

Tool Usability  Hospitals readily adopted ACC developed tools into 
practices. 

Adoption of our tools confirms applicability and clinical 
soundness 

Use of Plan-Do-Study-Act (PDSA) 
change testing model  
 

ACC did not require the completion of the PDSA document. Usage of PDSA provides more detailed, comprehensive, 
complete and easy to follow documentation of their 
implementation. 

QI Culture Systems with QI culture more readily adopt and implement 
tools. 

Assessing a hospital’s existing QI culture can guide 
development and implementation of QI projects. 



Questions? 

Akua G. Asare-Danso, MD 
Associate, QI Solutions 
Science & Quality 
aasare@acc.org  
202.375.6267 

Maria C. Ortiz, CHCP 
Associate, Quality Program Instructional Design 
Science & Quality 
mortiz@acc.org 
202.375.6388 
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