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| | | o o Epic Deterioration Index Model Validation- Goal 1: Education
Early 1dentification of clinical deterioration in Escalation/Mortality 100% of the resource nurses were educated on DI score
medical-surgical (MS) patients 1s essential to and assessment with a passing score of >80% on post-test.
. ” 1 0
prevent adverse events, reduce rapid response T Education was also provided for >50% MS nurses
team (RRT) aCtivationS, and aVOid unplanned Choosze a cutoff threshald. & patient with a risk. score abowe the cutaff

threshold is "Hagged” by the model as a potential escalationfmort ality

Figure 2: RRT rates and Higher level of Care Transfter Rates
in each DI Category
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Goal 2: DI Tool implementation
DI scoring was made available for 100% of the patients
who were admitted on MS floors and patients in ED with

eyent. Y'ou can use the Possible Cutobf Thresholds below ta evaluate

trans fers tO higher levels Of Care . ditferent thresholds bazed on your organization's resources and goals.

The dark. yellow fields are editable.

Epic Deterioration Index (DI) tool 1s an artificial Cutoft Threshold:

intelligence (Al) based clinical tool that - MS admission orders

" 0 1 tient data t dict | | 57.7% of MS patients with high DI score (>60) were assessed
continuously analyzes paticnt data 1o predic 7St s changs threshaldfor prediced otoome ™ by resource nurses

early clinical deterioration and support timely Of the patients who were assessed by resource nurses, 59%
interventions to prevent adverse patient ‘ - _ Performance Measures received an intervention

outcomes. = O
Implementation of the DI tool supports ot ot 0 AT s 5Tt e

iz the percentage with scores above the thresheold. Lower is better. higher level Of care
* . * * o True Negative Rate [Specificity): Of the patients without an escalation/mortality . . .
coordinated and timely interventions as a e, s ch et i vl el st RRT activations decreased by 17.8% during 3-month post- I
0
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Goal 3: Reduction of RRTs and unplanned transfers to

23 %
mu1t1d1801p11nary approaCh engaglng resource Positive Predictive Value [PPV): Of the patients with scores above the lmplementatlon perlOd
o o . . threshald, this is the percentage who went on to have an escalation/mortality Unplanned tI'al'leGI’ tO hlgher level Of CaI'C decreased by 33.4%
nurses, bedside nurses, providers, information | , , , ,
. . ) . o Negative Pr&éi:tiue‘u’alue: Ofthe F-a.tierjtswithl scores I::-Elcf-wthelthreshuld,this durlng the post_lmplementatlon perlod <40 40-59.9 -6
teChnOIOgy (IT), and nurSII‘lg leaderShlp tO ] percentage did not have an escalation/martality event. Higher is better. .
» » i Number Needed to Flag: H tients would need to be flagzed before ® RRT Rate (per 1000 Patient-Days)
1Improve patlent outcomes. } &g P - 2 Pationts m Transfer to Higher Level (per 1000 Patient-Days)

we would expect tofind one patient with an upcoming escalation/mortality

event This i the recprocs| o PPV Table 1: RRT and Higher level of Care Transfer Rates before

Odds Ratio: How much more likely 3 patient with 2 score above the threshold is

B
e 1 1 1 e
False Positive Fate to experience an escalation/mortality event compared to one below. For ] and after implementation °
ac roun example, an odds ratio of 2 means the odds of deterioration for a score above 7. O nc u Slons
. the threshold are twice 25 high 25 3 score below the threshold. Higher values
L e

indicate a stronger gssociation with risk.

True Positive Rate

event. Higher iz better,

q0% EDFH

- _ Risk-Adjusted Risk-Adjusted .
ROC Curve Explained Threshold Selections RRT Call Higher Level The resource nurse education exceeded the target

The blue line represents the model's ROC curve, which displays the tradeoff Meets Minimum Meets Minimum | Meets Minimum Odds Rotio

The prOj eCt Site eXp erienced an increase in between true positives and falze positives 3= the cutoff threshold varies. Selected Threshold Sensitivity (20%) Specificity (30%) {2.00 R[[tf- T I'ans I:.E-[" R[“:E- goal Of 8 O% .

‘ : T e e represants the bouneing bk of es el performance s byt 60 28.06% |of 94.97% 7.36 er 1000- er 1000 Patient- : : : :
patient volume following recent level 11 trauma i peormarce e Y Y Y P{::im Davs) ¢ Days) Over 50% of patients with high DI scores received

designation. Along with that, the MS units , | bedside assessments and interventions by resource
experienced frequent RRT activations and Study Design: premplementation (Vay- Y | 1318 6.77 nurses, which exceeded the 10% target.

unplanned transters to higher level of care, Quz}ntitative and interventior}al quality improvement T - DI tool implementation resulted in decrease in RRT
reflecting delayed recognition of patient project conducted on MS units ot a 425-bed Fost Implementation (September- |, o 451

. . . . . November 2025), n=179 - rates and unplanned transfer to higher level of care;
Orati ' community hospital with a level II trauma designation. ' .. o
deterioration over one year time frame. Y HOSP - Change 17.8% decrease 33.4% decrease the results were not statistically significant due to

Evidence from th? 1iteratur§ review SUPPOT.tS the o . . o . small sample sizes. However, observed reductions
DI tool as a superior, Al-driven early warning Study Criteria: Figure 1: RRT Rate within 24 hours with High DI (>60) in exceeded the 10% improvement target.

tool compared with traditional scores, but gaps in The study included qdult patients (>18 years), qdmitted post-implementation period (Sept-Nov 2025), n=1199 RN assessment was associated with lower RRT rates
standardized implementation, clinician training, to MS floors; qxclusmns were comfort care patients even though not statistically significant. Larger
and workflow integration limit its full potential and those admitted to non-MS units. samples may yield significant results.

to reduce care escalation and improve patient Intervention did not significantly change RRT rates

safety. Interventions: - . . . within 24 hours, patients who received the
The DI tool was integrated into Epic electronic health : : : :
assessment and intervention were likely at higher

record, supported by structured education for resource & for deteriorati . .
’ . . t t hich expl hy RRT rat
Purpose and MS nurses with competency validated by >80% glsas noort lgvigrora 1Of WRICH CApTaIs WhY rate

L pots.t-te;st SeoTe gor tr.efzyso(lilrtce nutrs;:s. Onge]il tgh-risk Patients with high DI scores (>60) had more RRTs
The purpose of the project 1s to reduce RRT calls DEHSTES WEIE TOLIIIST, MISEIRE TOULES Dy ToS0uLee and unplanned transfer to higher level of care; which

and prevent unplanned transfers to higher level MUISES Wete implemented for early interv.ention 1s an expected result and validates the DI scoring.
of care for patients on MS floors by 10% within recommendations to prevent care escalation.
a three-month time frame by implementing the .

DI tool to predict patient deterioration and Measures & Evaluations: |

assessment of high-risk patients by resource Outcome measures evaluation included nurse @h‘t@
nurses for early interventions. education rates, RRT call rates, unplanned transfer to Please scan the QR code m—) | ¢ ".;,.;.U..:«g

. . No RN Assessment RN Assessment, No Intervention RN Assessment, Intervention - Pl a? o
higher level of care rates, and adherence to patient - E’%
assessments for identified high-risk. n@h =

RRT Rate (%)
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