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PREVENTION BUNDLE

e A bundle is a structured way of improving
the processes of care and patient outcomes:
a small, straightforward set of evidence-
based practices — generally three to five —
that, when performed collectively and
reliably, have been proven to improve
patient outcomes.

Resar R, et al. Joint Commission J Qual Patient Saf. 2005;31(5):243-248



EFFECTIVE BUNDLES

TECHNICAL

v' Requires consistent but routine v' Requires leadership
management v' Require new learning/new ways
v' Research/current know-how is applied v" The people w/problem do the

v" Authorities do the Work work



PRECEDE MODEL TO CONDUCT
SURVEILLANCE IN HIGH RISK GROUPS

Enabling Factors:

Predisposing Aspects:

-Define epidemiology of infections -Educational in-services on
and colonization with MDROs infection prevention

using active surveillance and >4 -Leadership involvement in
promoting infection prevention

-Hand hygiene campaigns
-Universal availability of hand
hygiene products and sinks

standard definitions
-Assess HCW knowledge, attitudes,
opinions, and practices

Evaluate Outcomes: Reinforcing Factors:

-Reassessment of knowledge and -Provide regular feedback to HCW
adherence <€ and other providers on rates of all

-Reassessment of all infections and infections and colonization with
colonization with MDROs MDROs

Mody L, et al. Clin Infect Dis 2011;52:654-661.



OBJECTIVES

e TIP BUNDLE (Post-acute, long-term care)
« VA MRSA BUNDLE

- Acute Care hospitals
- Spinal Cord Units
- CLCs (~ Post-acute, long-term care)

e National Collaborative Bundles
- CLABSI (Acute Care)
- CAUTI (Acute Care)
- CAUTI (Long-term Care)



TIP BUNDLE: BACKGROUND

Interventions To Reduce MDROs in NHSs

Hand hygiene

Barrier precautions
Decolonization regimens
Infection prevention education

Goal to design integrated infection prevention program
focused on high-risk residents

A W IN -

Kauffman 1993, Mody 2003, Mody /Bradley 2003, Trick 2004, Wendt 2007, Baldwin 2010,
Schweon 2011, Yeung 2011, Chami 2012, Ho 2012, Horner 2012, Schora 2014, Chuang 2015



TIP BUNDLE

Goal: To reduce the burden of MDROs and
incident device-related infections using
multimodal evidence based strategies

AGING AND INFECTIOUS DISEASES INVITED ARTICLE

Kevin High, Section Editor

Conceptual Model for Reducing Infections and
Antimicrobial Resistance in Skilled Nursing
Facilities: Focusing on Residents with Indwelling

Devices

Lona Mody,'* Suzanne F. Bradley,'2* Andrzej Galecki,'" Russell N. Olmsted, 358 James T. Fitzgerald,*?
Carol A. Kauffman,26 Sanjay Saint357 and Sarah L. Krein3-57

of Public Hee y of Michigan




WHY TARGET RESIDENTS WITH DEVICES?

Urinary catheter: 10-15%

Feeding tubes: 5-7%

MDROs at multiple body sites

Increased contact and frequency of care

Significant gaps in healthcare worker

knowledge

Smith 2000, Mody 2007, 2008, Teno 2008, Tsan 2010, Montoya 2013, Nicolle 2014, Min 2015



STUDY DESIGN

Design: Cluster-randomized trial

Facilities: 12 NHs in SEM
Population: Residents wit

n indwelling urinary

catheters and/or feeding tubes
Study Duration: 2010-2013
Inclusion: Device > 72 hrs., Informed consent

Exclusion: Hospice care



BUNDLE

Barrier
Precautions

MDRO
Surveillance

Infection
Surveillance

Education

Intervention (TIP)

Preemptive
gown/gloves

Active with feedback
reports

Active with feedback
reports

v' Hand hygiene
promotion

v In-services

v Pocket cards

v Train-the-trainer

Control
(Usual Care)

Standard

Passive with no
feedback

Standard, without
feedback

As needed

Mody L, et al. JAMA Intern Med 2015;175:714-723.



RESIDENT PRECAUTIONS

SIGNAGE

This resident 1s taking part in a Research Study

Resident Room

BEFORE ENTERING RESIDENT ROOM

Please wash vour hands and wear gloves

WHEN
PROVIDING DIRECT CARE

Please wear protective gowns

AFTER LEAVING RESIDENT ROOM \3

Please remove gloves and wash your hands % )
= ) -

TIP Toolkit, page 15



INFECTION DEFINITION POCKET CARDS

Catheter-associated Urinary Tract Infection
(cauTl)

teria for defining CAUTI in long-term care residents:

One or more of the following:

if catheter in pla
Indwelling cathe i ture e for 2100,000
colony forming uni U)/ml of any number of
microorganisms

Skin and Soft Tissue Infection

of the following:
e affected site
at the affected site
ling at the affected site
Tenderness or pain at the affected site
5 drainage at the affected site
One or more of th

Fever®

statu
New

Respiratory Tract Infection
Pneumonia

g-term care residents:

New or increased cough
New or increased sputum production

n air or a reduction in 02

bnormal

New onset change in functional status from baseline

*Constitutional Criteria for Long-term Care Residents

Must have one of the following:
ngle oral temperature >100°F (37.

o Repeated oral temperature
Jp—

ngle temperature
{oral, tympani
Increased White Blood
Must have one of the following:
ite blood cells (leul
in immature white blood
500 bands/mm?

o Fluctuating c
changing in

riteria for:
> UTls

> Pneumonia

» Skin & Soft Tissue
Infection

istribution Strategy:
» Nurse
» Nurse Aide
» Physician
» Director of Nursing
» Administrator

TIP Toolkit, page 137



TiFsiudy U of M TIP Research Study Report

o ABC Medical Care Facility F E E D BAC K

Month 31: January 2013
Total # Residents Cultured- 4

Figure 1. MDRO Colonization

Monthly Report
»MDRO rates
T T T > Infection rates

# residents colonized

Two of the 4 residents that were oulbured this month were positiee for an MDRO. One resident

>Strategies

Table 1. New MDRO Acguisitions Table 2. New Infections

# Residents Total # of
w/ infection infections
[T ]

One of the 4 residents had & newly soguired & Ome study resident was diagrosed with &
CEFT-R GNE since the last shady visit. new infection |by chart review) this month.

-

Pleasze follow En =t reduce the # of residents

colonized and help prevent further infections.

Flease npotify the TIP study team of any new eligible residents.

Thank you for your participation in the study &

TIP Toolkit, page 16



EDUCATIONAL PROGRAM

Topic Page in TIP
Toolkit

TIP Program: Introduction to Study 17

Chain of Transmission of Infection 25
Infection Prevention Programs 36
Infection Control Practices: Hand Hygiene 49

Infection Control Practices: Standard and 64
Transmission-based Precautions

Infection Control Practices: Indwelling Urinary 75
Catheter Care

Infection Control Practices: Medical Asepsis and 89
Enteral Nutrition Care

Facility-level Surveillance Practices

Recognition of Infection
Multidrug-Resistant Organisms (MDROs)
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TECHNIQUE



URINARY
DIDACTIC CATHETER CARE

DEMONSTRATION




INFECTION CONTROL

JEOPARDY




MEASURES

e Primary outcome: MDRO
- Across follow-up visits and anatomic sites
e Secondary outcomes:

- Device-related urinary tract, upper
respiratory tract infections

- Clinician diagnosis + 3 days of systemic
antibiotics



Original Investigation

A Targeted Infection Prevention Intervention

in Nursing Home Residents With Indwelling Devices
A Randomized Clinical Trial

Lona Mody. MD; Sarah L. Krein, PhD; Sanjay Saint, MOD; Lillian C. Min, MD; Ana Montoya, MD:

Bonnie Lansing, LPN; Sara E. McNamara, MPH; Kathleen Symons, BA; lay Fisch, BS; Evonne Koo, MPH;
Ruth Anne Rye, BS; Andrzej Galecki, MD, PhD; Mohammed L. Kabeto, MS; James T. Fitzgerald, PhD;
Russell N. Olmsted, MPH; Carol A. Kauffman, MD; Suzanne F. Bradley, MD

E Invited Commentary page 723
IMPORTANCE Indwelling devices (eg, urinary catheters and feeding tubes) are often used in Supplemental conlent at
nursing homes (NHs). Inadequate care of residents with these devices contributes to high jamainternalmedicine.com
rates of multidrug-resistant organisms (MDROs) and device-related infections in NHs.

OBJECTIVE To test whether a multimodal targeted infection program (TIP) reduces the
prevalence of MDROs and incident device-related infections.

DESIGN, SETTING, AND PARTICIPANTS Randomized clinical trial at 12 community-based NHs
from May 2010 to April 2013. Participants were high-risk NH residents with urinary catheters,
feeding tubes, or both.

INTERVENTIONS Multimodal, including preemptive barrier precautions, active surveillance for
MDROs and infections, and NH staff education.




PRIMARY RESULTS: MDRO PREVALENCE

Intervention Control aRR*
% Positive MDRO + % Positive MDRO + Cluster, co-variate
swabs isolates swabs isolates  adjusted
All 0.77 (0.62-0.94)
MDRO

CIP-R 0.75 (0.58-0.97)

MRSA 0.78 (0.64-0.96)

CTZ-R 0.94 (0.61-1.44)

VRE 1.20 (0.82-1.75)




SECONDARY RESULTS:
NEW MDRO ACQUISITION

_a

Incidence per 1000
device-days

New MRSA
acquisitions
(n=248, at-risk)

New VRE
acquisitions
(n=258, at-risk)

First new R-GNB
acquisitions
(n=211, at-risk)

Intervention | Control

HR*

0.78
(0.65-0.95)

0.85
(0.45-1.60)

0.9
(0.6-1.33)




SECONDARY RESULTS: INFECTIONS

Incidence per 1000
device-days

Intervention Control

All New 9.2
CAUTI

First
new
CAUTI

HR*

aHR** P

0.69 0.045
(0.49-0.99)

0.54 0.039
(0.30-0.97)




PRACTICE EVALUATION

472 in-room observation periods (30 mins. each)

112 periods without any entry; 366 periods with
658 opportunities

Gown use increased: 41% vs. 2%; P<0.001

In-room hand hygiene increased: 37% vs. 18%;
P=0.03

Glove use, Not different: 74% vs. 78%



KNOWLEDGE EVALUATION

« HCW knowledge
- ~ 200 in-services:10 topics over 3 years
- Attendance: 211-375 /topic.
- 5-10 questions/test/topic
- Post-test scores: higher (90% vs. 79%; P<0.001)

Koo E, et al. AJIC (submitted)



DISCUSSION/LIMITATIONS

Few clusters, focused in one geographic area
Only residents with indwelling devices

Not evaluated: MRDO transmission to room-
mates, environment, referring hospitals

Clinical definition (reflects antimicrobial use)
Impact of individual components is unknown




DISCUSSION/STRENGTHS

e Bundle components desighed to integrate
individual practices into routine clinical care
- Predominantly adaptive/organizational intervention
- Pathogen-based to risk factor-based

e Engaged NH healthcare professionals at all
levels



ADAPTIVE ATTRIBUTES OF A WELL RUN
INFECTION PREVENTION PROGRAM

» Leadership/ culture supportive of Infection
Prevention

eInfection Preventionist enthusiasm,
commitment, training, time spent

eDirector of nursing engagement
«ICP and DON relationship
« High hand hygiene rates to begin with
« High attendance at in-services

Field observations from TIP study



VA ACUTE CARE
MRSA PREVENTION INITIATIVE

The NEW ENGLAND JOURNAL of MEDICINE

Veterans Affairs Initiative to Prevent Methicillin-
Resistant Staphylococcus aureus Infections

Rajiv Jain, M.D., tH[}lrzn M. Kralovic, M.D., M. PH Martin E. Evans, M.D.,

Oct 2007 - June 2010

153 Veterans Affairs hospitals nationwide
1.9 million admissions/discharges/transfers
8.3 million patient-days

Jain et al. NEJM 2011;364:1419-30.



VA ACUTE CARE MRSA BUNDLE

Active Surveillance (Technical)

e Nasal swabs at admission, transfer to another unit, or discharge
e Creation of a MRSA prevention coordinator at each facility

Contact Precautions (Technical)

e MRSA carriers or history past 12 months

Hand Hygiene Promotion (Adaptive)

e Positive deviance
e Goal: infection prevention is responsibility of everyone

Jain et al. NEJM 2011;364:1419-30.



Jain R et al. N Engl J Med 2011;364:1419-1430.

Non-1CUs

Retrospective data

NATIONWIDE RATES OF HAl MRSA
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CONTINUED MRSA REDUCTIONS IN VA
ACUTE CARE HOSPITALS

MRSA Healthcare-Associated Infections

P<0.001
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Evans et al. AJIC 2013;41:1093-5.



DISCUSSION/LIMITATIONS

e QI program: decrease due to the bundle, temporal
trends, or other prevention efforts?

- Protocols on decolonization, CLABSI and VAP
prevention also implemented just prior to the
initial study period

e Mathematical modeling estimates only a small
fraction of the MRSA rate declines could have been
attributed to the screening, contact precautions,
and hand hygiene (Gurieva et al, CID 2012)



DISCUSSION/STRENGTHS

Original Articles

The Impact of Healthcare-Associated Methicillin-Resistant Siaphylococcus Aureus

Infections on Post-Discharge Healthcare Costs and Utilization

Richard E. Nelson™* =, Makoto Jones™, Chuan-Fen Liu™*, Matthew H. Samore™%,

Martin E. Evans“ﬁﬂ?, Micholas Gravesﬂ, Bruce Lee™ and Michael A. Rubin™™

e Economic benefits beyond initial hospital stay

(e.g. readmission and post-discharge pharmacy costs)
Nelson RE et al. ICHE 2015;36:534-42.

Major article

Collateral benefit of screening patients for methicillin-resistant @C ik
. . . . . rossMark
Staphylococcus aureus at hospital admission: Isolation of patients

with multidrug-resistant gram-negative bacteria

Makoto Jones MD®®, Christopher Nielson MD ¢, Kalpana Gupta MD, MPH ¢,
Karim Khader PhD®, Martin Evans MD &""*

e Serendipitous use of contact precautions for
MDR GNB colonized patients

Jones M et al. AJIC 2015;43:31-4




SIMILAR VA MRSA BUNDLE:
22 SPINAL CORD UNITS

Active Surveillance (Technical)

e Nasal swabs at admission, transfer to another unit, or discharge
e Creation of a MRSA prevention coordinator at each facility

Contact Precautions (Technical)

e MRSA carriers or history past 12 months

Hand Hygiene Promotion (Adaptive)

e Positive deviance
e Goal: infection prevention is responsibility of everyone

Jain et al. NEJM 2011;364:1419-30.



MRSA INFECTION & TRANSMISSION RATES
IN VA SPINAL CORD UNITS
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Evans et al. AJIC 2013;41:422-6.



ADAPTIVE LESSONS OF MRSA BUNDLE IN
VA SPINAL CORD UNITS

e Facilitators:
* enhanced leadership support and provider education

» focused guideline dissemination to reach SCI/D
providers

» strong perceived evidence of the guidelines

e Barriers:

» lack of awareness of the guidelines (36% of those
surveyed)

« challenges in cohorting/isolating MRSA-positive
patients and following contact precautions

Balbale et al. Implement Sci 2015;10:130



MRSA BUNDLE IN VA CLCs
(POST-ACUTE & LONG-TERM CARE)

Implemented Jan 2009
133 CLCs
12.9 million resident-days (Jan 09-Dec 12)

Bundle similar to Acute Care except for
modified contact precautions used residents

considered “low-risk” for MRSA transmission
« private room or cohort; gown & gloves direct
care; could leave room if practiced hand

hygiene, clean clothes, wounds/body fluids
contained

Evans et al, Am J Infect Control 2014; 42(1):60-2



QUARTERLY MRSA HAIs pEr 1000
RESIDENT-DAYS IN VA CLCs

P<0.0001 for trend
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MULTICOMPONENT MULTISITE
COLLABORATIVES ON DEVICE-RELATED
INFECTIONS



ON THE CUSP: Stop BSI
ACUTE CARE BUNDLE

Critical Care Medicine:

August 2010 - Volume 38 - Issue - pp $292-5295

doi: 10.1097/CCM.0b013e3181e6a165

Psychology, Process Engineering, and Modification of Human Behaviors

Using evidence, rigorous measurement, and collaboration to

eliminate central catheter-associated bloodstream infections

Sawyer, Melinda MSN, RN, PCCN; Weeks, Kristina BA, BS, MHS; Goeschel, Christine A.
MPA, MPS, ScD, RN; Thompson, David A. DNSc, MS, RN; Berenholtz, Sean M. MD, MHS;
Marsteller, Jill A. PhD, MPP; Lubomski, Lisa H. PhD; Cosgrove, Sara E. MD, MS; Winters,
Bradford D. PhD, MD; Murphy, David J. MD; Bauer, Laura C. MPH; Duval-Arnould, Jordan
MPH; Pham, Julius C. MO, PhD; Colantuoni, Elizabeth PhD; Pronovost, Peter 1. MD, PhD

Sawyer M et al. Crit Care Med 2010;38(Suppl):5292-298



THE CUSP/CLABSI INTERVENTION

7

TECHNICAL ] ADAPTIVE

e Educate staff on
science of safety

e Remove
Unnecessary Lines

e Wash Hands Prior
to Procedure

« ldentify defects

» Assign executive

e Use Maximal to adopt unit

Barrier Precautions
e Learn from one

« Clean Skin with defect per quarter

Chlorhexidine

e Implement
teamwork tools

e Avoid Femoral
Lines

Sawyer M, et al. Crit Care Med. 2010 Aug;38(8 Suppl):5292-8.



PROJECT SPREAD

State & Hospital Registration

[ Registered [ Project Development State

N = 986 hospitals, 1564 ICUs

http://www.ahrq.gov/sites/default/files/publications/files/clabsifinal.pdf



RESULTS: CLABSI RATES
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Baseline = 1.96 CLABSI/1000 catheter days
Post-implementation = 1.15 CLABSI/1000 catheter days
Adjusted IRR (95% Cl) = 0.57 (0.50-0.65)
n=1071 ICUs
Berenholtz SM et al. ICHE 2014;35:56-62



COST-EFFECTIVENESS OF
CLABSI| PROGRAM

e Comparing program vs. non-program ICUs,
the program reduces bloodstream infections
and deaths at no additional cost

o Sensitivity analysis demonstrates an 80%
probability that the program reduces
bloodstream infections and the infections’
economic costs to hospitals

Herzer et al, BMJ Open 2014;4:e006065.



LESSONS LEARNED FROM
ON THE CUSP: Stop BSI

Need a ripe translational framework
Need a clear chain of accountability

Program should align the work of all stakeholders
around a common standard measure

Flexibility to adapt to local culture
Need an equal focus on technical and adaptive work

Program should start with the goal and work
backwards, pulling as many levers as possible

Data should facilitate learning rather than blaming

http://healthaffairs.org/blog/2013/09/23/a-national-initiative-to-reduce-central-line-associated-
bloodstream-infections-a-model-for-reducing-preventable-harm/



ON THE CUSP: Stop CAUTI
ACUTE CARE IMPLEMENTATION STRATEGY,
2011-2015

National Project Team

Project Clinical Faculty  Clinical Faculty CUSP Faculty Extended Faculty
Management and Diata )

Aeic LIRIEE

B stEs shm

dnsith Saiten

State Hospital Associations
Hospitals or Hospital Systems

Fakih MG, Saint S et al. ICHE 2013; 34:1048-54.




ON THE CUSP: Stop CAUTI
ACUTE CARE IMPLEMENTATION BUNDLE

- Socio-adaptive

A4

Technical

Engagement of leaders

Appropriate Indications

and healthcare workers
L

“Comprehensive Unit-
based Safety Program”

9

Team Membership

9

Proper Insertion

Maintenance

Timely Removal

Clinician Engagement

Behavior Change




AHRQ CAUTI LTC COLLABORATIVE:
INFORMED BY...

Several key leaders and researchers

Systematic review of CAUTI reduction

practices in LTC
TIP: patient-oriented study
AHRQ funded: CAUTI-Acute Care National

Collaborative

Mody L, Saint S et al. Clin Infect Dis 2015;61:86-94



AHRQ Safety Program for
Long-term Care: HAlIs/CAUTI

QUALITY IMPROVEMENT INVITED ARTICLE

Trish M. Perl, Section Editor

Enhancing Resident Safety by Preventing
Healthcare-Associated Infection: A National
Initiative to Reduce Catheter-Associated Urinary
Tract Infections in Nursing Homes

Lona Mody,"? Jennifer Meddings>* Barbara S. Edson,® Sara E. McNamara,” Barbara W. Trautner,’” Nimalie D. Stone,®
Sarah L. Krein,*® and Sanjay Saint**"

Program Goals:
 Reduce CAUTI
 Enhance knowledge

* |mprove safety culture

Mody L, Saint S et al. Clin Infect Dis 2015;61:86-94



CAUTI-LTC: IMPLEMENTATION BUNDLE

(5 Catheter removal h o Team formation to
S Aseptic Insertion, 5 plan and implement
S, enhanced barrier 5 prosram
= precautions *  Excellent

i communication skills
Use regular E learned
assessments, 4
feedback Assess what’s
Training for working and plan to
Catheter Care, expand
maintenance Meet monthly to

Incontinence Care > learn together
Planning and Sustain efforts and

. Hydration Practices J celebrate success




h These infections include

(o
/
catheter-associated urinary tract

Infections are a leading cause
of illness and death in

nursing homes. - £ R C

Use Regular | T .

== ~{1C Inin
Bszgﬁon Assessments | Ca¢pg tergc- for
‘-“'S " Insert new urinary ““ : are
oA P - \ catheters only when | m;]sgfﬂresidem
mullaveet | Cwessaged | Wan
| ‘a.l taj

- ome, A
gen® mique: i i o
rech | Consider alternatives to | Maingy;n ungStem' ang

psenand Wi x : : h |
ing o \‘ using a urinary catheter. | fring ¢ Structeg
est © e | ow,
\ se the S 3‘1‘"0!1( for \‘ Use a bladder | Use Toug;
\ size (et Tesi gent. | ultrasound to guide | not Cloay Igle hygiene 5 /
\\\ onof | management. | area gy e perjuret}u-o /
\ ntareinate J' Wtisepticg |
. Rvoid ¢ cathete™: | Implementaprocessto | Rouj " A
\ the | seewhetherresidents | chq, ;Ile Cathete, /
o2 \ theter ‘ need catheters. | S, Uringjy,e: [
“set:\::!\i Qevice® \\ J‘ azgycultlu’es ai,es‘s, /{ Remember:
reg;. /
Quireq, No catheter

means no
CAUTI!

ions for 5 Urjn
Chronic and acuteary OQ

To assist healing of stage mk')mary Sl ’
III or stage IV perineal ooetruction

and sacral wounds in Hospice or palliative G ’
incontinent residents care associated with @
intractable pain f

—

Would you like to know more? Participation in the AHRQ Safety Program for Long-Term Care: CAUTI gives you access to informative resources and events such as educational webinars and
state-level training sessions that will help you to provide safer care for your residents. Talk to the project lead in your facility, or visit www.ltcsafety.org (login and password: ltcsafety).

The AHRQ Safety Program for Long-Term Care: CAUTI

Funded by the Agency for Healthcare Research and Quality




Culture consists of values, attitudes, and beliefs that can have an impact
on resident safety, care outcomes, and staff satisfaction.

| Team
| Formation

| Excellent
| Communication

Sustain
|Efforts

The AHRQ Safety Program for
Long-Term Care: CAUTI

Funded by the Agency for Healthcare Research and Quality




AHRQ SAFETY PROGRAM FOR
LONG-TERM CARE: HAIS/CAUTI

National Project Team:

Baylor

College of

MEDICAL SCHOO Medicine
N R AN

QUALIDIGM



PROJECT SPREAD

Project Spread: 549 Facilitiesin Cohort1 -5

* Aim to involve all 50 states, D.C. and Puerto Rico

(63 facilities)

Cohort 2 comphits
(138 facinties)

Cohort 3
(159 faciities)

Cohort 4
(131 facanies)

Cohort 5
{13 facilitees)




OPERATIONALIZING OUR INTERVENTION

« Educational events
* 4 Onboarding Webinars
* 4 Training Module Webinars
* Monthly Content Webinars
« Monthly Coaching Calls
3 Learning Sessions (in-person or web-based)
* Site visits
* Materials: Facility Implementation Guide and LTC Toolkit
* Monthly Coaching support: Project implementation
experts and faculty on web conferences
« Data: Secure, online data collection and reporting of
clinical and cultural outcome measures, user’s manual



ACTIVITY & DATA COLLECTION SCHEDULE

AHRQ Safety Program for Long-Term Care: CAUTI

II I 12 Month Intervention

Weekly | / \ / \
™ Registration |, Onboarding Learni

/ ng \ Leaming
Session #2 (Mid-CouF_] ( Session #3 (Final)
= " Learning Training \\ Skills / W\ Skills >
Fac.lllty ~ Session #1 (Kickoff) Modules Questionnaire Ql)esﬁon/ndire
Recruntmentx_} Skills 4 Monthly Content Calls— Faculty Presentation /

% 5 Pre- Organizational Lead Monthly Calls — Led by HRET

/ Coachi
\VI/ i Facility Team Monthly Coaching Calls — Led by Organizational Lead

Faciity g‘;'r;"e': Daily Outcomes: # of residents and # of residents with a urinary catheter

" Baseline | Weekly Outcomes: # of residents with a CAUTI, based on NHSN LTC definition

‘ Facility Team Meetings - Communication Guide

N Calls

Program Month: Aug Sep Oct Nov Feb Mar Apr May Jun Jul Aug Sep Oct

Phase 1: Planning Phase 2: Execution Phase 3: Sustainability

Mody L, et al. Clin Infect Dis 2015;61:86-94



OUTCOME MEASURES

Facility collects the following outcome measures
= Daily # residents

= Daily # residents with an indwelling catheter

» # residents with a CAUTI (per NHSN definition)

= Monthly # of urine cultures ordered

Enters the data [at a minimum] monthly

Skills questionnaire

Facility culture assessment

Results coming soon!: Project period, 2013-2016

Mody L, et al. Clin Infect Dis 2015;61:86-94



CHALLENGES TO IMPLEMENTING BUNDLES

Prioritization, adding to workload and workflow

Lack of Champions

Tailoring a national collaborative to individual
facilities

Variability in commitment from leadership

Poor communication



APPROACHES TO ADAPTIVE CHALLENGES

Be unwavering in your goal and invite
everyone to help you reach it

Recognize the real and perceived losses
Communicate the need for change
|ldentify “what’s in it for me”

Seek to understand rather than judge

Monitor the organizational pressure

Pronovost, PJ. BMJ Qual Saf 2011;20:560-563



BRINGING ABOUT A CHANGE:
CHANAKYA WAY (370-283 BCE)

; . ;‘i"/ v i
‘Sham’: reasoning, ‘evidence- M/ AL
based’ € ,
‘Dam’: reward, ‘carrot’,

‘incentives’
‘Dand’: ‘stick’, discipline, ‘F
tags’ or ‘citations’ pr—
‘Bhed’: differentiating good from 5V
bad, comparing one to another, &= wr=_&
‘star ratings’




SUMMARY

TECHNICAL

v’ Easier v' Difficult

v" Promotes consistency v Engages established leaders

v Use of components with strong v" Opportunities for new leaders to emerge
clinical/reseach evidence of v" Promotes new learning/new ways
efficacy v’ Establishes accountability (who, when,

where)



