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Objectives
• Understand the impact of harm on hospitalized patients
• Review international data on certain hospital acquired conditions
• Discuss evidence supporting use of bundles and checklists to improve 

patient safety
• Outline the processes at Vinmec that have been implemented to 

improve patient safety in the ICU



WHO

• 1 out of 10 patients are harmed in hospitals in high income countries
• 134 million adverse events occur each year in hospitals in LMICs, 

contributing to 2.6 million deaths annually due to unsafe care
• Medication errors cost an estimated 42 billion USD annually

https://www.who.int/patientsafety/en/

Lacking a Patient 
Safety Culture

https://www.who.int/patientsafety/en/


Hospital Acquired Conditions
• Hospital acquired Infections

• VAP
• CAUTI
• CLABSI

• Pressure Injuries



INICC Data-2013-2018
• 664 ICU
• 133 cities
• 45 countries



VAP-CLABSI-CAUTI
Infection LMIC USA

CLABSI per 1000 CL days 5.3 .83

VAP per 1000 MV days 11.47 1.3

CAUTI per 1000 UC days 3.16 .754

Rosenthal VD, et al. Am J Infect Control. 2021;49(10):1267-1274.
https://www.cdc.gov/hai/data/archive/2019-HAI-progress-report.html

Impact of HAI’s in LMIC: ↑HLOS 5-30 days, 2x mortality & costs US 
$5000 to $12,000



Incidence of Pressure Injuries in Critical Care
• 22 studies, 10 reported cumulative incidence of PI
• Incidence: 10-25.9%
• Prevalence: 16.9-23.8%
• Excluding Stage 1 Incidence: 0.0 to 23.8%
• Location: 5 studies (406 patients)

• Sacrum: 26.9-48%
• Buttock: 4.1-46%
• Heel: 18.5-38.9%
• Hips: 10.9-15.7%
• Ears: 4.3-19.7%
• Shoulders: 0.0-40.2%

Chaboyer WP, et al. Crit Care Med, 2018 Nov;46(11):e1074-e1081 

1 out of every 
4-5 patients in 
the ICU will 
develop a PI



DecubICUs Study: International Prevalence, Risk & 
Outcomes

• Methodology
• International 1-day prevalence
• Follow up for outcome 

assessment until hospital d/c
• Assess factors associated with 

ICU acquired pressure injuries
• Hospital mortality

• Risk factors for ICU acquired PI
• Older age
• Male
• Under weight
• Emergency surgery
• Higher APACHE score
• Braden >19
• ICU stay > 3days
• Organ support (MV, CRRT)

Labeau SO, Afonso E, Benbenishty J, et al. Intensive Care Med. 2021;47(2):160-169.



DecubICUs Study: International Prevalence, Risk & 
Outcomes

Labeau SO, Afonso E, Benbenishty J, et al. Intensive Care Med. 2021;47(2):160-169.



Patient safety was defined by the IOM as “the prevention of 
harm to patients.” Emphasis is placed on the system of care 
delivery that:

• prevents errors
• learns from the errors that do occur
• is built on a culture of safety that involves health care 

professionals, organizations, and patients.

What is Patient Safety?

Aspden P, Corrigan J, Wolcott J, et al., editors. Patient safety: achieving a new 
standard for care. Washington, DC: National Academies Press; 2004.

1
1



High Reliability Organizations

• High Reliability:  consistent performance at high levels of safety over 
long periods of time

• Possess “Collective mindfulness”
• Individuals & teams are acutely aware that even small failures in safety 

protocols or processes can lead to catastrophic adverse events.
• Eliminate deficiencies in safety processes using powerful tools to improve 

their processes
• Create an organizational culture that focuses on safety, remaining constantly 

aware of the possibility of failure
Chassin & Loeb, Health Affairs, April 2011



• A Leader where we stand

• Role model right behavior

• Correct the wrong behavior

High Reliability Organization – What Does It Mean?



How Do We Get There?
• It’s a JOURNEY
• Examine your current framework for achieving health care quality
• 3 Critical Changes Must Take Place

• Leadership commitment
• Must focus on the journey from low to high reliability by making it their highest priority and 

requiring all levels of management to do the same
• Safety Culture

• Frontline workers trust each other in order to feel safe to identify and report problems
• When a problem is reported it will be fixed
• Reported problems lead to safety improvements

• Robust Process Improvement
• Six Sigma, Lean and Change Management



Health Care Quality-A Framework

STRUCTURE PROCESS OUTCOME

 Having the 
right things 
in place

 Doing 
the right 
things

 Having the 
right things 
happen

Quality of care is represented by an entire systemic 
integration from structure to process and to outcome, but 

not by one or the other independently



Why Critical  Care Nurses Knowledge Is Essential
• To consistently achieve essential critical care practice standards, a well-educated nursing 

workforce is mandatory.
• Gaining knowledge raises an awareness of personal and professional accountability and 

the dilemmas of practice. 
• Knowledge is what improves care if the nurse is aware of the best knowledge or evidence 

to use in practice and reduces variation in practice.
• The Essentials of Critical Care Orientation (ECCO) program is recognized as a premier 

interactive web-based tool to help develop knowledge and skills in the fundamentals of 
critical care nursing.

• Structure program and team learning helps to create consistency in information taught
Anderson J et al. Critical Care Nursing Quarterly , 2009; 32 (1), 1 - 9.
Monforto K. et al. Crit Care Nurse 1 August 2020; 40 (4): 54–64.



The ECCO Program and Progress
• Recruited 50 staff nurses
• Duration: 1 year
• Measurement: Pretest and posttest.
• Method: Online platform, interactive

• Self learning followed by group discussion 

• Adult Learning: Case studies (Assessment – Symptom management –
Plan of care – Discharge plan – Patient education).

• 2/3 journey has been done



Standardized Work Paradigm
Old Paradigm - I know you’ll be able to figure it out.  

Just get it done the best way you can.
New Paradigm - In order to have consistent results we 

must do things the same way every time.

http://rds.yahoo.com/_ylt=A0WTb_gA.g1IVCYA3wGJzbkF;_ylu=X3oDMTBpdDZuNzZrBHBvcwM5BHNlYwNzcgR2dGlkAw--/SIG=1dqqrhetl/EXP=1208961920/**http%3A/images.search.yahoo.com/images/view%3Fback=http%253A%252F%252Fimages.search.yahoo.com%252Fsearch%252Fimages%253Fp%253Dworker%2526fr%253Dyfp-t-361-s%2526ei%253Dutf-8%2526js%253D1%2526x%253Dwrt%26w=167%26h=225%26imgurl=www.admin.mtu.edu%252Ffm%252Fimages%252Fworker1.jpg%26rurl=http%253A%252F%252Fwww.admin.mtu.edu%252Ffm%252Fimages%26size=10.1kB%26name=worker1.jpg%26p=worker%26type=JPG%26oid=a96853895a2100fe%26no=9&tt=687096
http://rds.yahoo.com/_ylt=A0WTb_gA.g1IVCYA3wGJzbkF;_ylu=X3oDMTBpdDZuNzZrBHBvcwM5BHNlYwNzcgR2dGlkAw--/SIG=1dqqrhetl/EXP=1208961920/**http%3A/images.search.yahoo.com/images/view%3Fback=http%253A%252F%252Fimages.search.yahoo.com%252Fsearch%252Fimages%253Fp%253Dworker%2526fr%253Dyfp-t-361-s%2526ei%253Dutf-8%2526js%253D1%2526x%253Dwrt%26w=167%26h=225%26imgurl=www.admin.mtu.edu%252Ffm%252Fimages%252Fworker1.jpg%26rurl=http%253A%252F%252Fwww.admin.mtu.edu%252Ffm%252Fimages%26size=10.1kB%26name=worker1.jpg%26p=worker%26type=JPG%26oid=a96853895a2100fe%26no=9&tt=687096
http://rds.yahoo.com/_ylt=A0WTb_gA.g1IVCYA3wGJzbkF;_ylu=X3oDMTBpdDZuNzZrBHBvcwM5BHNlYwNzcgR2dGlkAw--/SIG=1dqqrhetl/EXP=1208961920/**http%3A/images.search.yahoo.com/images/view%3Fback=http%253A%252F%252Fimages.search.yahoo.com%252Fsearch%252Fimages%253Fp%253Dworker%2526fr%253Dyfp-t-361-s%2526ei%253Dutf-8%2526js%253D1%2526x%253Dwrt%26w=167%26h=225%26imgurl=www.admin.mtu.edu%252Ffm%252Fimages%252Fworker1.jpg%26rurl=http%253A%252F%252Fwww.admin.mtu.edu%252Ffm%252Fimages%26size=10.1kB%26name=worker1.jpg%26p=worker%26type=JPG%26oid=a96853895a2100fe%26no=9&tt=687096
http://rds.yahoo.com/_ylt=A0WTb_gA.g1IVCYA3wGJzbkF;_ylu=X3oDMTBpdDZuNzZrBHBvcwM5BHNlYwNzcgR2dGlkAw--/SIG=1dqqrhetl/EXP=1208961920/**http%3A/images.search.yahoo.com/images/view%3Fback=http%253A%252F%252Fimages.search.yahoo.com%252Fsearch%252Fimages%253Fp%253Dworker%2526fr%253Dyfp-t-361-s%2526ei%253Dutf-8%2526js%253D1%2526x%253Dwrt%26w=167%26h=225%26imgurl=www.admin.mtu.edu%252Ffm%252Fimages%252Fworker1.jpg%26rurl=http%253A%252F%252Fwww.admin.mtu.edu%252Ffm%252Fimages%26size=10.1kB%26name=worker1.jpg%26p=worker%26type=JPG%26oid=a96853895a2100fe%26no=9&tt=687096
http://rds.yahoo.com/_ylt=A0WTb_gA.g1IVCYA3wGJzbkF;_ylu=X3oDMTBpdDZuNzZrBHBvcwM5BHNlYwNzcgR2dGlkAw--/SIG=1dqqrhetl/EXP=1208961920/**http%3A/images.search.yahoo.com/images/view%3Fback=http%253A%252F%252Fimages.search.yahoo.com%252Fsearch%252Fimages%253Fp%253Dworker%2526fr%253Dyfp-t-361-s%2526ei%253Dutf-8%2526js%253D1%2526x%253Dwrt%26w=167%26h=225%26imgurl=www.admin.mtu.edu%252Ffm%252Fimages%252Fworker1.jpg%26rurl=http%253A%252F%252Fwww.admin.mtu.edu%252Ffm%252Fimages%26size=10.1kB%26name=worker1.jpg%26p=worker%26type=JPG%26oid=a96853895a2100fe%26no=9&tt=687096


Robust Processes of Care Create 
Consistency & Reliability

• Care Bundles
• Grouping of care elements for 

particular symptoms, procedures 
or treatments

• Strong science, good 
methodology, poor process

• Bundle characteristics
• Solid evidence
• Relatively easy & inexpensive
• Individual components defined 

well
• Process not defined well

• Checklists
• A checklist standardizes the process 

to ensure that all elements or 
actions are addressed.

• The structure and predictability of 
checklists facilitate the careful and 
systematic delivery of care and 
reduces variability

• Improve the reliable translation of 
information so the same knowledge 
is available

Winters BD, et. al. Crit Care. 2009;13(6):210.

On any given day in the ICU, the typical patient will require 178 interactions in their care



Impact of Bundles & Checklists

• Bundles
• CLABSI insertion & maintenance bundles 

reduce infection and mortality3

• VAP Bundle: Reduce Infection & mortality4

• CAUTI Bundle: 60% decrease in infections5

• Checklists
• BSI insertion check list ( reduction 

of CLABSI’s)1

• Surgical safety checklist (reduction 
in errors regarding surgical site)2

1. Pronovost P, et al. N Engl J Med. 2006;355:2725–2732.
2. Makary MA, et al. J Am Coll Surg. 2007;204:236–243
3. Lutwick L et al. International Journal fo Infectious disease. 2019;84:22-29
4. Pileggi C, et al. Crit Care Med 2018;46:1167-74.
5. Soundaram GV,et. al.. Indian J Crit Care Med. 2020;24(7):544-550

3

Teams are Critical For 
Implementation
• Intensivist
• Critical care RN
• Pharmacy
• Physical Therapy



VAP bundle



CAUTI bundle



CLABSI bundle



Importance of Handoff Communication
• Joint Commission International Patient Safety Goal, required “a 

standardized approach to handoff communications”
• Standardized, structured handoffs improve communication and patient 

safety.
• I-PASS is a handoff program that decreases medical errors and 

preventable patient harm (from TeamStepps)
• The I-PASS mnemonic is defined as illness severity, patient information, 

action list, situational awareness and contingency plans, and synthesis by 
receiver. (medical handover)-adapted to nursing

• Resulted in perceived handoff error reduction post implementation
Blazin LJ,et. al.. Pediatr Qual Saf. 2020;5(4):e323.



Checklist For 
Nursing 
Handoff



Announcing the Pressure Injury Bundle

• Pressure Reduction Strategies
• Moisture Reduction Strategies
• Surface choice
• Nutrition



Conclusion
Bundles & checklists help to drive consistency in care and 
improved outcomes
Allows for delivery of the evidence-each patient, each 
encounter
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