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Obijectives

* Understand the impact of harm on hospitalized patients
e Review international data on certain hospital acquired conditions

* Discuss evidence supporting use of bundles and checklists to improve
patient safety

e OQutline the processes at Vinmec that have been implemented to
improve patient safety in the ICU

Vinmec Times City International Hospital www.vinmec.com
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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

Vinmec Times City International Hospital WwwLvinimec.com


https://www.who.int/patientsafety/en/
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Hospital Acquired Conditions

* Hospital acquired Infections
* VAP
 CAUTI
* CLABSI

* Pressure Injuries

Vinmec Times City International Hospital www.vinmec.com
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INICC Data-2013-2018

e 664 ICU
e 133 cities
e 45 countries

Vinmec Times City International Hospital www.vinmec.com



{

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 UCdays | 3.16 754

Impact of HAl’s in LMIC: TMHLOS 5-30 days, 2x mortality & costs US
S5000 to $12,000

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

Vinmec Times City International Hospital www.vinmec.com
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Incidence of Pressure Injuries in Critical Care

e 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)
e Sacrum: 26.9-48%
e Buttock: 4.1-46%

* Heel: 18.5-38.9% .
+ Hips: 10.9-15.7% the ICU will

* Ears: 4.3-19.7% develop a PI
e Shoulders: 0.0-40.2%

1 out of every
4-5 patients in

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

Vinmec Times City International Hospital

www.vinmec.com
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DecublCUs Study: International Prevalence, Risk &

Outcomes
* Risk factors for ICU acquired PI

* Methodology * Older age
* International 1-day prevalence e Male
* Follow up for outcome * Under weight
assessment until hospital d/c .

Emergency surgery
Higher APACHE score
Braden >19

ICU stay > 3days

e Organ support (MV, CRRT)

e Assess factors associated with
ICU acquired pressure injuries

* Hospital mortality

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

Vinmec Times City International Hospital www.vinmec.com
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DecublCUs Study: International Prevalence, Risk &
Outcomes

10 Worst pressure injury
I No pressure injuries
Stage |
177 Stage Il
08 -7 Stage lll or worse
All Europe North America
n=13,254 n=>5632 n=1507 'g
06
Number g{ﬂ; patlents (pe;;cenra k) "é ot
o] =]
95% configencp interva 9 Log rank test; P<0.001
Overall prevalence 3526 (26.6) 1630 (28.9) 344 (22.8)
259-273 27.8-30.1 20.8-25 P
ICU-acquired prevalence 2145 (16.2) 1124 (20) 200 (13.3)
156-16.8 18.9-21 11.7-15.1 00
Proportion ICU-acquired 60.8 69.0 58.1 ¥ " 23 " d W e
preva lence (%) W kris Hospital length of stay after study day (days)
No pressure injuries 8878 5005 2175 1669 1037 650 419
Stage | 1031 739 444 275 176 126 85
Stage ll 1061 843 612 421 280 193 137
Stage Il or worse 1031 876 663 491 348 246 178

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

Vinmec Times City International Hospital www.vinmec.com
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What is Patient Safety?

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
 |earns from the errors that do occur

 is built on a culture of safety that involves health care
professionals, organizations, and patients.

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

Vinmec Times City International Hospital www.vinmec.com
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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

Vinmec Times City International Hospital www.vinmec.com
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High Reliability Organization — What Does It Mean?

A Leader where we stand
Role model right behavior

Correct the wrong behavior

Vinmec Times City International Hospital www.vinmec.com
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How Do We Get There?

* It’'s a JOURNEY
* Examine your current framework for achieving health care quality

* 3 Critical Changes Must Take Place

e Leadership commitment

e 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

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

* Robust Process Improvement
e Six Sigma, Lean and Change Management

Vinmec Times City International Hospital www.vinmec.com
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Health Care Quality-A Framework

» Having the » Doing » Having the
right things the right right things
in place things happen

Vinmec Times City International Hospital www.vinmec.com
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Why Critical Care Nurses Knowledge |s 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.

e 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.

Vinmec Times City International Hospital www.vinmec.com
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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

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

» 2/3 journey has been done

Vinmec Times City International Hospital www.vinmec.com
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Standardized Work Paradigm

Old Paradigm - | 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.

Vinmec Times City International Hospital www.vinmec.com
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N § Robust Processes of Care Create

VINMEC — Consistency & Reliability

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

e Care Bundles e Checklists

* Grouping of care elements for
particular symptoms, procedures
or treatments
rsm;c;c’zﬂcg)gcc)llggiebggcr)?)rocess * The structure and predictability of

TR checklists facilitate the careful and

* Bundle characteristics systematic delivery of care and

* Solid evidence reduces variability
e Relatively easy & inexpensive

* Individual components defined
well

 Process not defined well

* A checklist standardizes the process
to ensure that all elements or
actions are addressed.

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

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

Vinmec Times City International Hospital www.vinmec.com



q

VINMEC

INTERNATIONAL HOSPITAL

 Bundles
e CLABSI insertion & maintenance bundles

reduce infection and mortality?

Impact of Bundles & Checklists

e VAP Bundle: Reduce Infection & mortality*
 CAUTI Bundle: 60% decrease in infections>

Intervention Results Using INICC Multidimensional Approach.

Country Pre-Intervention Post-Intervention % Decrease Reference
Rate/1000 central line days Rate/1000 central line days

Argentina 46.63 1110 T6% Rosenthal e al.,, 2003
Colombia 129 39 3 Alvarez-Moreno et al, 2016
Mexico 463 195 58% Higuera et al, 2005
Turkey 27 120 47 Leblebicioglu et al, 2013
India 64 39 39% Jaggi et al, 2013
Saudi Arabia 69 3l 59% Al-Abdely et al, 2017
15 countries 147 07 i Rosenthal et al, 2010
5 countries (Pediatric ICU) 107 5.2 51% Rosenthal et al,, 2012
4 countries 214 07 55% Rosenthal et al., 2013

(Pediatric ICU)
Argentina (ICU) 96 41 57% Rosenthal et al,, 2018

T s Uy
< "4-%
& Y
£ B %\
S >
z
i

e Checklists

e BSl insertion check list ( reduction
of CLABSI’s)?

 Surgical safety checklist (reduction
in errors regarding surgical site)?

Teams are Critical For

Implementation
* Intensivist
* Critical care RN
* Pharmacy
* Physical Therapy
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. PileggiC, et al. Crit Care Med 2018;46:1167-74.
5. Soundaram GV, et. al.. Indian J Crit Care Med. 2020;24(7):544-550

www.vinmec.com




S VAP bundle

N/INTAA T

\‘ _____________

VINMEC BANG KIEM PHONG NGUA VIEM PHOI LIEN QUAN DEN THO MAY . PD |
et emcrat o PREVENT VENTILATOR ASSOCIATED PNEUMONIA CHECKLIST ]
Ho va tén/Patient s name. Ngay sinh/D.O. B _ Giol/ Sex:

Chin doan/Diagnosis

Ngay/ Date fF_ 7 ! ! fF_ 7 / ! / ! ) ! fF_f
Tich thurc hign (v)
vde cdc 8 fwong ung

T thé ddu cao 30-45°
HoB Elevation 30-457

Wé sinh rang miéng

Daily Oral Care with Chlorhexidine
Prdnh gid an thin cai thé may

Daily Sedative Interruption and Daily
Assessment of Readiness to Extubate

Phong ngira huyét | M@ kép chan
khéi TM séu Yeinflow hede'vd
DVI Prophylaxis | Thuge ching doug

Phong viém loét da dav
PUD Prophylaxis

Hoat dong kiém tra/giim sat/di budng
Perform Team ward around

B Nurse

Participator s name

BS/Daoctor

DS/Pharmacist

Ghi chu cach ghi chép: C6 thuc hien'dp dung (v); Khéng &p dung (NA); khéng thuc hién (0)

ViVl — 1ICU: VAP Bundle 2019 .




X( CAUTI bundle
VINMEC

£ . fmm———————— .
VINMEC BANG KIEM THUC HIEN CAUTI BUNDLE i - i
Khoa: MNegay dat: ! ! Mgay riat sonde tiéu: ! ! e :

Ngay/ Date D | N D | N D | N D | N D N D N D N

Panh gia su can thiét / Xem xét chi dinh
rit sonde tidéu

]?)ém T s-m}de duoc b dinh, hé thfrng
ong thong tiéu kin- khéng ho

Dién luu nuére tidu théng tét — khang bi
tﬁn:, gap. xoAan.

| Thi murde tidu luén dé thap hon so vai
bang quang. tai nwrde tiéu khéng cham
san nha.

Xa i dung mrdc tidu thardmg xuyén, sir
dung bd chira riéng biét, sach cho moi
BN

' V& sinh b phén sinh duc hing ngay

' Rira tay trudc va sau khi dong cham vao
1"::-ng théng tiéu

' Mang gang tay khi dong cham tdi f)ng
théng tiéu hodc tii luu nurde tidu

Sdr = 38°C

Brau trén khap vé

Ticu thuromg xuveén, fiéu grfp, khe tiéu

| KQ edy mede tiéu (10°5CFU / mL)

Tén Diéu duwing
Murse’™ name

=%% Tich (v) wio cic 6 twong ng



£ CLABSI bundle

_ T — ~ A 4
‘ﬁf.!h_.:‘.*:-’.'-w.'.c BANG KIEM CHAM SOC CATHETER MACH MAU TRUNG TAM .  on
Khoa: MNgay dat: / ! Mgay riat catheter: / /
MNoav/MNoi d danh zis | | | | | | |
sRE TR e | DN |Dp | N |D |N|D|N|D|N|D|N

Panh gia su can thiét tiép tuc hru catheter mach mau trung tim

Tiam cho NB (trén 2 thing tudi) hang ngay bang Chlohexidine 4%

Cbng tiém truyén duoc déng kin bing nip hodc van mét chiéu

Mang khiu trang, VST va ging tay VK khi thay cong truyén hodc
wvan mot chigéu

Sat tring cong tiém truyén hodc van mét chiéu bing CHG trong 15
giay trudc va sau khi két noi

Thay day truyén, cong truyén va van 1 chiéu theo ding thai gian
khuyén cao (*)

Pudong truyvén 6n dinh, théng tét, khéng gap. khong cing

Thay bang theo ding khuyén cio (**)

Bang khd khong thim dich, ¢c& nhin phi hop (¥%%)

%1 tri dat catheter khong déau hiéu nhiém tring (sung. nong., do)

Tén Piéu dwing

Vinmec Times City International Hospital

www.vinmec.com
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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.

* [-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 L,et. al.. Pediatr Qual Saf. 2020;5(4):e323.

Vinmec Times City International Hospital www.vinmec.com



Do didu -dJ.r-ES!r:q_a,.r hodn thinh' Completed by aurse

Situation — Tinh huéng

[ ] Tén. ngay sich, PID ngud bénh' Pafiend 's mawee, IS, FPID
[ ] Chan dodan, ten phau thuat tba thuit Diageoesis, mame of surgery, procedure Patient’s label
[ | Tén bac =i didu tri, phiau thuit vién/ Plnsician, surgeon 's mame
[ ] Ly do chuyin Beason for framsier

i dung Cartead |."n'-u |"i-ﬂ| E¥ien thang tin chi 188t (néu can)' Fill up detarled information (1 necessany)
\/ INME‘ Background — Dien bien
D i Allergy
INTERNATIONAL HOSPITAL Wéu can K.SMEL cach by Infectian

comtron, ismlation precmtion required [ Khing khi/ diriarees ] Geot bin/Dirapler ] Tidp xtc/Contact

[ Thé sy Cvgen [ | Bap bing Mamral vearilatar [ Méy tha Feariarar
[ Mai khi quan'Endarachkeal imbe [ M khi quan Trachearanty

HA tro his hip/ Respiratory support

Eanimg truyén umg BHam

Cemral line carheer [0 D9ng mach/driery [ ] Tinh mach/Fein [ ] Cong truyen' Poris

Erimeg truyén mgoad vi [ Thudc/ Medicarion [ ] Dich truyen fmfusion
Peripheral ine [) Mau, ché phim/Bilocd andior blood producs [ Luu kimd 1 safive fock
Hizn chamg gy méldmerkesia
° complicarion
C h k | Hién charng ouia thi thudt
e C I S O r pevarion, procedinre com foeibon
[0 B Head [ CaNeck O Nguc Tharax
Vi tri phiw thudt, tha thuit [ Bang trénd Cpper abdomen [ Bung dwii Lower abdomen [ ] Lumg/ Sack

Swrgical site [ Khung chaw'Pevic [ ] Tay trai'Lefiarm [ Tay phai/ &ighs arm

[ ]
[ ] Chiin trii/ Lt g [ ] Chiin phiil ®ighs leg
Din hrw/ Drains (Téng s& No...._) [ Sonde da day Nasegastric ml‘rcElS-un.dl: tiew' Lirimary catheter

[ Khac/Irker: ..
Bing ép'gac chén cim mdu Loai, =5 haong, vi eri i:ch.l |:|.|.1h-:';| J'1:|-:u.- rarm' . u_-f'n‘mna:u'q.r ‘waw=e and

Compression bardoge/gance lacaiion {Epecifil:
Ths& bj caly phép/fmploar devicefs)
K&t qua cin lim sang 3 oo

Diggmasiic s recmis
Assesment — Dhinh gis

Ddu hidu sinh tondVisel signs
Neguwy co megdFall misk

= Bhém dan' Fain scorer .

- Hign phap giam dauw .En:'d'un:' aTin: | Ehéng/No [ Ca¥es

any’ Farim [ T TK ngoai i Peripherad nerve block [ Té iy sing/ Spinal anesthesia
[ Catheter ngoai mang oimg Epidual 1 Hau mén'Recral
[ Catheter giam dau vet ma Wound igfiltnnion crtveser [ Tink machidF
Tri giac/ Comciousmess [ Tink/ Afers ] Ly oy Doy 1 Hin mé{/ncomscions
Timh treng dic bift khac
rker special’ status
Recommemdation - D xiit
Chdim =650 tsép theo/ Follow up care
¥ lénh thudc/Madical order
Wt ma Womrng
Chay maw'Sleeding
Xét mghiém cdn ldm sang chua ca s B . : : as
[ Xét nghsém Lahonaion [] Chan dodn hinh anh/[Negrasiic imaging

Peadieg diegrmasiic festfs)
Tai san NEB/Paiem 5 property

Vinmec Times City International Ht= st

Khac/ Chkers
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Announcing the Pressure Injury Bundle

Pressure Reduction Strategies
Moisture Reduction Strategies
Surface choice

Nutrition

Vinmec Times City International Hospital

PREVENTING
PRESSURE ULCERS

‘ressure damage often occurs over Pressure ulcers are
bony prominences CONE
Ll shaped
Appears as areas of Damage under the

2 i surface may be far
Ko blanchlng erythema more extensive than

°" superficial tissue loss what you can see

PRESSURE m ISCHAEMIA®  TISSUE DEATH

@(5 EXTRINSIC RISK FACTORS

cogni t ,I Sensory loss ‘ ‘
nscio

= INTRINSIC | i
Imthobili RISK Nutrll n m

W Shear Friction

FACTORS
%in Dehydration 5 kin

Think

(/? Surface
rugs (e.g.

stéroids eep movin
Older Keep g

skin is more vulnerable | ncontinence
to pressure damage NUtI'ItIon

www.vinmec.com
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Conclusion

Bundles & checklists help to drive consistency in care and
improved outcomes

Allows for delivery of the evidence-each patient, each
encounter

Vinmec Times City International Hospital www.vinmec.com



CONSISTENT
ACTION

CREATES
CONSISTENT
RESULTS

- CHRISTINE EAMI

Vinmec Times City International Hospital www.vinmec.com
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