QUALITY REPORT

Supplemental Information

GUIDANCE FOR REPLICATION AND
ADAPTATION
The AAG is a committee focused on
optimizing medication-related CDS
within the EHR at St. Jude Children’s
Research Hospital (St. Jude). The
group collects, analyzes, and applies
alert data to improve medication alert
presentation within St. Jude EHRs.
Alerts reviewed and analyzed may
include but are not limited to the
following:

• DDI;
• drug-allergy interactions;
• dose range checking; and
• St. Jude-created custom alerts.
STRUCTURE AND OPERATIONS
• Reporting:
• The AAG is a formal subcommittee of the P&T Committee. A report of the team’s
activities is provided at P&T
Committee meetings routinely.
• Leadership:
• Team meetings are chaired by
the clinical pharmacist, medication safety and informatics, or his
designees, with oversight by the
Medication Safety and Outcomes
Ofﬁcer, the Chief Patient Safety
Ofﬁcer, and the CDS ofﬁcer.
• Frequency and Format:
• Meetings are generally scheduled
quarterly, with additional meetings as needed; meetings will be
cancelled if there are no agenda
items and for other reasons as
deemed appropriate;
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• meeting information (agenda and
minutes) will be distributed; and
• meetings are open to other staff
members who have knowledge
that is relevant to speciﬁc alerts
or agenda items.
• Part-4 Maintenance of Certiﬁcation
credits for physicians
• The AAG is an approved Maintenance of Certiﬁcation practiceimprovement initiative at St.
Jude, which is the program portfolio sponsor for the American
Board of Medical Specialties.
Participation in the AAG can
provide Maintenance of Certiﬁcation credit for interested
physicians; and
• interested physicians must attend at least 3 meetings to be
eligible for Maintenance of Certiﬁcation credit and fulﬁll other
project requirements.

MEMBERSHIP
The AAG membership will be
reviewed at least annually.
Membership is open to those engaged
in the maintenance and development
of CDS at St. Jude as well as to
clinicians who are interested in
improving CDS at St. Jude.

• Clinical Pharmacist, Medication
Safety and Informatics;

• Deputy Chief Medical Information
Ofﬁcer;
• P&T Committee Chair;
• P&T Committee Vice-Chair;
• Medication Use Safety Resident;
• Project Manager: Patient Safety;
• minimum of 4 attending physicians
from a variety of medical
specialties;
• minimum of 2 clinical pharmacy
specialists;
• minimum of 2 clinical staff
pharmacists;
• minimum of 2 NPs and/or physician assistants; and
• minimum of 1 medical fellow.

TEAM FUNCTIONS AND GOALS
The overall goal of the AAG is to
optimize the presentation of alerts
within the EHR to ensure optimal
responses to CDS by reducing alert
fatigue. Efforts to achieve this goal
will include the following:

• provide a forum for clinicians to
recommend changes to current interruptive alerts as well as recommend new alerts;
• routinely analyze alert metrics to
monitor effects of alert reﬁnements
and to detect potential alertreﬁnement opportunities;

• Chief Patient Safety Ofﬁcer;
• Medication Safety and Outcomes
Ofﬁcer;

• review new alerts that have been
added to St. Jude’s EHR via Cerner’s
drug database, Multum, and recommend changes to alerts;

• CDS Ofﬁcer;
• Chief Medical Information Ofﬁcer;

• provide formal approval by majority consensus for clinical
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informatics to implement recommended changes; and

• routinely assess clinician alert satisfaction through formal surveys
and informal assessments to do as
follows:
• assess effects of implemented
alert reﬁnements and
• foster relationships with clinicians to help identify potential
alert reﬁnements.
GUIDANCE FOR REPLICATION AND
ADAPTATION
The AAG was an essential organizing
point for our efforts to optimize
medication alerts. Besides providing
clinical and operational expertise, the
AAG served to provide organization
and oversight for the entire
improvement effort.
The following list provides insights
for other hospitals that are interested
in adapting the structure of our AAG.
Although it is hopefully helpful as an
example, the structure of our
medication alert oversight entity
should be adapted to the culture,
expectations, and available resources
at other hospitals:
1. Leadership: Medication safety
pharmacists and clinicians from
clinical informatics partnered to
operate the advisory group. Our
experience in this arrangement
was ideal; however, in settings
wherein resources may not be
available for partnership, either
group could take the lead.
2. Group size and composition: Our
group was relatively large with
diverse perspectives. However,
despite this careful composition,
we did not always have the
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complete range of expertise required to make decisions. In these
cases, the group was able to direct
the medication safety pharmacist
to the proper internal expert for
additional review. If it is difﬁcult to
assemble a larger group, a smaller
group could be effective when
identifying and communicating
with experts is possible, but progress would likely take more time.
3. Decision-making and consensus:
Our group was collegial, and consensus was typically easy to reach.
Although formal votes were outlined, we reached consensus
quickly in most cases, and votes
were not needed. In other contexts, an electronic voting or surveying process could be
considered to avoid the time required for face-to-face meetings.
However, we found discussion
valuable, and we encourage ﬁnding ways to embed conversation
into an electronic voting process.
4. Meeting frequency: In general, we
meet every 2 to 3 months. Initially,
meetings were more frequent, but
as initial work was completed, we
met less often. In general, we
convened meetings when there
were enough agenda items. Because we have now established
our efforts, we are moving to
quarterly meetings but are establishing mechanisms to make decisions and act more quickly if
needed.
5. Maintenance of Certiﬁcation part-4
credit: Offering Maintenance of
Certiﬁcation Part 4 credit for physician participation was an effective method to encourage
participation in the improvement

project. The advisory group served
as an organizing point for tracking
physicians’ progress toward fulﬁlling requirements to receive
credits. The availability of Maintenance of Certiﬁcation credits also
generally raised the visibility of
work across the organization.
6. Connection to P&T Committee:
The AAG’s direct reporting to the
P&T Committee provides an immediate connection to the hospital’s clinical institutional
committee structure, which ultimately includes the St. Jude Medical Executive Committee. The P&T
Committee authorized the AAG to
make changes immediately, with
an understanding that actions
would be routinely reported as
standing agenda items for the P&T
Committee. This approach reduced
the time required to put changes
into practice. In a setting with
fewer available resources, the P&T
Committee could directly work to
optimize medication alerts, but
this approach would be slower and
could divert the P&T Committee
from other priorities.
7. Other committees and communication: The AAG and improvement
project was also communicated to
various other groups, especially
the hospital’s quality and safety
committee and the board’s quality
and patient care committee. Support and communication beyond
the P&T Committee were valuable
for the success of the project. In
other settings, quality and/or
safety committees could be an
appropriate oversight point, especially if the focus of CDS reﬁnements go well beyond medications.
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SUPPLEMENTAL FIGURE 3
CDS interruptive alert window that was active during the QI project.
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SUPPLEMENTAL FIGURE 4

Number of drug-drug, drug-allergy, or dose range checking alerts that ﬁred per 100 medication orders by month from July 2012 to June 2015.

4

QUALITY REPORT

SUPPLEMENTAL FIGURE 5
Override rate of DDI alerts by week from February 1, 2015, to February 5, 2017. LCL, lower control limit; UCL, upper control limit.
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