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List of Quality Improvement 
Measures for SCIP Collaborative

Timely prophylactic antibiotic ― within one hour prior to surgical incision
(2 hours for vancomycin).

Inf-1

Prophylactic antibiotic selection for surgical patients

Prophylactic antibiotics discontinued within 24 Hours after surgery end time

Cardiac surgery with controlled 6 a.m. postoperative serum glucose

Surgery patients with appropriate hair removal

R d d VTE h l i d d

Inf-2

Inf-3

Inf-4

Inf-6

VTE 1 Recommended VTE prophylaxis ordered

VTE prophylaxis within 24 hours prior to surgery to 24 hours after surgery

Surgery patients on a beta blocker prior to arrival who received a beta blocker 
during the perioperative period

VTE-1

VTE-2

Card-2
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Comparative SCIP Mean Rates, 1Q 2010
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Inf-1 Inf-2 Inf-3 Inf-4 Inf-6 VTE-1 VTE-2 Card-2

AZ SCIP 96.6 96.8 94.7 97.1 99.9 93.7 89.8 92.3

Arizona 97.41 97.36 94.31 94.61 99.55 91.65 88.96 92.04

U.S. 96.5 96.9 94.2 92.9 99.4 93.4 91.7 92.5

80

Source: QIO Clinical Warehouse. 
Note: U.S. data represents 4Q 2009 
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Comparative SCIP Mean Rates, 1Q 2007 - (CMS Baseline)
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Inf-1 Inf-2 Inf-3 Inf-4 Inf-6 VTE-1 VTE-2 Card-2

AZ SCIP 79.6 85.8 69.1 92.0 92.9 79.7 74.5 77.9

Arizona 87.2 92.5 80.6 90.2 93.0 83.5 79.8 79.7

U.S. 88.8 92.6 81.2 87.2 94.8 84.1 79.6 83.1

60

Source: QIO Clinical Warehouse. 4
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Percent Change in SCIP Measures between 1Q2007 and 1Q2010
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Rates among Arizona Hospitals, 2Q2009
Timely Antibiotics (Inf-1)
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Rates among Arizona Hospitals, 1Q2010
Appropriate Antibiotic Selection (Inf-2)
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Rates among Arizona Hospitals, 1Q2010
Antibiotics Discontinued (Inf-3)
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B O K L Q I J H E100

AZ Mean 95.2%

Rates among Arizona Hospitals, 2Q2009
Cardiac Surgery

Control 6 a.m. Postoperative Serum Glucose (Inf-4)
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ND M P Q KFB O EH100

AZ Mean 92.2%

Rates among Arizona Hospitals, 2Q2009
Recommended VTE Prophylaxis Ordered (VTE-1)
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ND
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AZ Mean 89.2%

Rates among Arizona Hospitals, 2Q2009
VTE Prophylaxis Received Timely (VTE-2)
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Rates among Arizona Hospitals, 2Q2009
Perioperative Beta Blockers (Card-2)
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Arizona SCIP Dashboard, 2nd Quarter 2010

CODE INF 1 INF 2 INF 3 INF 4 INF 6 VTE 1 VTE 2 CARD 2

B 97 97 95 94 100 100 100 89

C 100 100 98 NA 100 95 95 97

D 96 100 94 NA 100 98 94 91

E 97 96 89 94 100 90 90 92E 97 96 89 94 100 90 90 92

F 98 100 100 100 100 91 91 95

H 94 96 90 100 100 93 78 90

I 99 97 88 97 99 87 81 90

J 99 99 97 95 100 92 90 100

K 99 99 97 100 100 93 92 97

L 95 94 93 NA 100 92 90 100

M 98 98 95 NA 100 96 96 100

O 96 99 94 97 99 86 81 90O 96 99 94 97 99 86 81 90

P 83 97 79 NA 100 94 94 75

Q 98 98 93 98 100 95 95 94

> 95 % 90 – 95 % 85 – 89 % < 85%

Source: Hospital supplied 2Q2010 data prior to the CMS quarterly submission. 13
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SCIP Measures by Hospital, 1Q2010
(Source: Individual hospitals prior to CMS quarterly submission)
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Inf-1 Inf-3
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100

SCIP Measures by Hospital, 1Q2010
(Source: Individual hospitals prior to CMS quarterly submission)
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A B C D E F H I J K L M O P Q    A B C D E F H I J K L M O P Q

Inf-4 Card-2

* Indicates no cases, not applicable, or not submitted.
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100

SCIP Measures by Hospital, 1Q2010
(Source: Individual hospitals prior to CMS quarterly submission)
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VTE-1 VTE-2

* Indicates no cases, not applicable, or not submitted.
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HSAG Contact Information
Patient Safety Team

Suzanne R. Anders, MHI, RN, CPHQ
Clinical Quality Specialist
(520) 661-9370 sanders@hsag.com

Charles A. Chapin, MS, CHCA
Director, Decision Support
(602) 665 6107 h i @h

Howard Pitluk, MD, MPH, FACS
Vice President and Chief Medical Officer
(602) 665-6143 hpitluk@hsag.com

Andrea B. Silvey, PhD, MSN
Chief Quality Improvement Officer
(602) 665 6135 il @h(602) 665-6107 cchapin@hsag.com (602) 665-6135 asilvey@hsag.com
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Over 1 million drug-related injuries occur every year in 
health care settings. The Institute of Medicine estimates that 

at least a quarter of these injuries are preventable. 
To find out how to prevent medication errors, go to
http://www hsag com/azproviders/drugsafety aspx

www hsag com

http://www.hsag.com/azproviders/drugsafety.aspx. 
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www.hsag.com
This material was prepared by Health Services Advisory Group, the Medicare Quality 
Improvement Organization for Arizona, under contract with the Centers for Medicare & 
Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. 
The contents presented do not necessarily reflect CMS policy. 
Publication No. AZ-9SOW-6.2.3-090110-01


