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PROBLEM: Use of DVT chemoprophylaxis is inconsistent due to clinical uncertainty and RESULTS: Across 1700+ procedures, 63% of surgical admissions and 12% of
impractical risk stratification tools - ambulatory procedures were stratified as high risk for DVT

From uncertainty and complexity ... ... to a simplified path forward for DVT chemoprophylaxis decision-making Distribution of ENT Admissions by COBRA Score (n = 285) Distribution of ENT Ambulatory Procedures by Pannucci Score (n = 1503)
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METHODS: We implemented a Ql initiative to track adult ENT procedures at
Columbla University and Weill Cornell ~ We have demonstrated a 37% relative risk reduction of VTE in high-risk surgical

~admissions with the use of VTE chemoprophylaxis
~ CaseType Chemoprophylaxis Bleeding Events'

Compile list of all adult ENT Share email (1) summarizing DVT Compile list of all cases that Determine whether DVT 3 (3.0%) 11 (11.1%)? [ Rationale FOR NOT prescribing DVT chemoprophylaxis
procedures (inpatient and chemoprophylaxis occurred during the preceding chemoprophylaxis (n = 100, 56%) 48% not ENT primary patient3
ambulatory) for the recommendations for all week to identify cases that (1) did recommendations were followed 14% high risk of post-op bleeding based on surgery?*
following week anticipated surgical admissions for  not proceed or (2) were added on for surgical admissions, including High Risk No: LOS 2+ days 2 (4.8%) 4(9.5%) < 14% recent/post-op hematoma or hemorrhage

the following week based on rationale if not S“rg'c(ilﬁg;?'ssm" (n =42, 24%) 7% early ambulation

Determine VTE risk established guidelines and (2) 2% low-risk surgery (no incision)
stratification for all ENT including online risk-calculator for Assess 30-day outcomes of VTE No: LOS 1 Day 0 (0%) 1(2.7%) 14% unknown

procedures using the reference cases added on during and bleeding events' (n =37, 21%) .

COBRA and Pannucci- the week

NSQIP models

Yes 0 (0%) 2 (0%) Rationale FOR prescribing DVT chemoprophylaxis
Low Risk (n = 38, 36%) — 70% not ENT primary patient?

Surgical Admission 10% free flap procedure

(n = 106) 0 (0%) 3 (2.6%) 20% unknown
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(n = 1319) (n=1319, 100%) 4 E.g., TORS, intra-operative bleeding, severe thrombocytopenia

Double-click analyses that are sub-specialty
specific and explore further other potential causes

Integration into EPIC to facilitate risk score
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