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The Prevention of VAP Practice in ICUs of HA
Hospitals in Hong Kong: an Overall View

10 out of 14 ICUs participated in the survey
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Our First VAP Prevention Program in
ICU of PYNEH

Ventilator-Associated Pneumonia (VAP) Audit (PAGE 1) - PROTOCOL

Protocol
A Aims
1. to deterine the baseling VAP rate
2. to deterrnine the VAP duning the enforcement of prevertive measures of VAP
3. to ok far reasons why somé privention measures of VAP canne? be camed oul
B. Phases of study
1. Dec 2006 Pilot + feedback and amendmen
2. Jan 2007 Basaline VAP rate (fill in Rems A - C only)
3. Feb 2007: VAP rale with enforcement of Bems 1 - 13 (fill in Hems 1 - 13 and Hems A - C)
C. Inclusion criteria
1. Patiends of age > 13 yrs old in adult 1CU & require mechanical ventilation for & 48 hours
2. Patients m adult |G & required reintubation after extubated for & 48hours
D. Exclusion criteria (please circle the reason if the case is excluded)
1. On mechamcal veridation for < 48 hours
2. Al the e of intubation
a Kngwn HIV Ab +va, ar
b total WBC < 1 x10%L, or
c. known solid or haematological tumour, or
d onimmunosuppressive therapy or prednizolone-equivalent of = 10mgfD for 2 3M
3 DNR decigion within 48 hours after intubation
E. Stop Surveillance on the case onte VAP detected
F. When the audit form is completed, please attach the following to this form (circle if
attachind):
1. APACHE data sheel with APACHE scares (I, I, V)
2. Microbiological results of all tracheal asparates savad (onky those recorded in this form)
3. Discharge sumemary

Attach pabent label here

G. Reference:

Onset of VAP=
1. CPI5 26, &

2. anew preumonea after 48 hours of mechancal

ventilation, &

3, with a cause that cannot otherwise be explaned

Chimical pulrpnarny Infectbon Score (CPIS)
Varisbie Points
ariables 0 1 z
Temp*C |235&4 <34 | 2385439 2Morzg3E5
o
WeC TTIL cagony | SHorzi0eband
®10°1 forms 2 05
Abundan +
Secrefions Rare Abundant
Purulent
=240 (=329 < 240 (= 32 kPa)
Paly/Fid -
1 wPa) or ARDS & no ARDS
Diffuse or
CXR Na irfilirate Hse o Locakzed infiltrate
patchy infilrate

Workshop on healthcare associated

infections and pathogens i

nICU

* In 2007

* Clinical Pneumonia
Infection Score (CPIS)
as diagnostic criteria
for VAP

VAP rate = 1 / 264 ventilator-days

(projected: 3.8 per 1000)



T VAP Rate When CDC PNU1 Criteria Are Used

2007 Before intervention 2010
3.8 per 1000 ventilator 51 per 1000 ventilator days
days

PYNEH ICU VAP rate using CDC-NSHN PNU1 criteria
A pioneer work

(dissertation on VAP ) 80

70
by Dr. Arthur Kwan 60 A

- E 7
using CDC PNU 1 3 50 VAR
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difference in VAP rate = 2 Y
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High VAP Rate When Compared to Overseas Data

Table 5. Pooled means and key percentiles of the distribution of ventilator-associated PNEU rates
and ventilator utilization ratios, by type of location, DA module, 2011

ventilator-associated PMEU rate®

Aurwte Care Hospitals
Bumn ER k] 2= 17,244 4.3 0o 0.0 <2 B.2 123
Ba=dicsl

-sdnjor teaching BS 188 174,212 11 0o 0.0 a7 128 3.0
Ba=dicsl

=&l other 136 |141] 192 136,191 1.0 0o 0.0 [ 1.0 3.0
Bd=dicsl cardisc 161 {1%%] 135 12B 365 1.1 0o 0.0 [ 1] i3 3.8
Medical/surgical

-sjor teaching 123 {115) 51 | 213,214 21 0D 0.0 1.0 2.3 34
Medical/surgical

=&l other =15 beds 537 |a=z) 256 267,271 11 0.0 0.0 g 12 <.3
Medical/surgical

=&l other »1% beds 317 |315) Iz7 e, 282 1.0 0.0 0.0 [ 1 .8
Hewologic 15 £ 17,63¢E 3.5

| Mewosurmical £5 [53] 161 70,534 2.3 00 0.0 o7 3.0 3.3

Pediatric cardiothomacic 13 1z 28, 73E 0.4
Padintric madical i1 [ 7,383 n.E
Pedintric medim Y surgical 121 |11F] 145 135,583 11 0o 0.0 [ 14 3.2
REspimitory [ ia 3, 9E4 0.
Surgical

-_'-m“b-:l'q b 250 122,473 Z.4 0.0 0.6 17 3.3 5.4
Surgical

=&l other 23 [=21) pl o] BZ,363 2.0 0.0 0.0 i 2.2 <.7
Sunical cardiot horscc 168 (14| AEE 134 334 1.7 0o 0.0 L6 2.4 3.3
Trauma =1 455 106,237 a.7 0o 0.9 31 7.3 123

NHSN Report, Data Summry for 2011, Devce-associated Module




High VAP Rate When Compared to Overseas Data

Definition by: VAP rate VAP rate Ventilator Utilization
CDC Pneumonia per 1000 ventilator | Percentile ratio

2009 days (90%) (Pooled mean / 90%
PNU 1 Percentile)

ICU PYNEH 51 (in April 2010) 0.502 /

Critical Care Units (pooled mean)

Burn 4.9 12.5

Trauma 4.7 13.5

Neurological 3.6

Medical/surgical 1.0 2.8 0.35 /0.51
All other >15 beds

Neurosurgical 2.3 5.9

Other 0-2.4 3-5.3

medical/respiratory
/surgical /cardiac
thoracic NHSN Report, Data Summry for 2011, Devce-associated Module



What were These Interventions ?

e Conduct refresher lectures on prevention of VAP
e Start to keep ETT cuff pressure at 30 cmH20
 Conduct compliance audit to

Interventions

* proper oral care with tooth brushing
e HOB

80 * Checking of feeding tolerance

70 1A v

\ /) VAP rate per 1000 ventilator days
60
\ /
50 ‘\ / 2 |
w0 \ _
/ \‘ ==k==\/AP rate

30 A |

20 A |

10 |
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Workshop on healthcare associated
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Interventions

Still High VAP Rate:
Where was The Gap?

VAP rate per 1000 ventilator days

The mean VAP rate :
> 10 per 1000 ventilator days

High VAP rate when data is

benchmark with NHSH report
2011

==j=\/AP rate

Workshop on healthcare associated
infections and pathogens in ICU
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What Can We DO?

Set up a task force at cluster level

Initiate an quality improvement project

e @Gain senior endorsement
* Invite ICU/CCU to participate

Quality-Improvement-Project:-Prevention-of-Ventilator-associated- Pneumonia-: (VAP)-
in-Critical-Care-Areas, HKEC-
+
H -+ Key-Members-as-at-26-Nov.-2012-&-updated on25-Feb-2013.
o
Project-Champions+ | Dr-Lau-Yuk-Kong: « Consultant,C/CICU,~ RHTSK- e
Ms.-Monica-Ng- « DOM,-C/ICU« RHTSK.
Dr-YanWing'Wa- » COS, ICU- PYNEH-
Ms.-Nora-Kwok: < DOM,-ICU+ PYNEH«
Project-Sponsorse Ms.-Cecilia-Chan 4 GMN. RHTSKe  |e
Ms. CivyLleung GMN- PYNEH-
Project-Managers- @ | Dr-Raymondliu - SMO,-C/ICU~ RHTSK. |
So-Hang-Mui« Nurse Consultant{Intensive Care)e | HKEC»
Project-Leaders- » Ms.Tang-Suilan- « WM,-C/ICU. RHTSK. |
Ms.-Lau-lan« WM, ICU« PYNEH.-
Team-members« Ms.-Chan¥Yuen-Shan,«| NursingOfficer,-C/ICU« RHTSK- o
Patricia-« o o
Ms.-So-Yuk-lan- - ~ RN,-C/1CU« RHTSK«
Dr-Lau-ChunWinge Associate-Consultant,ICU. PYNEH~
Dr-AlwinYeung: ~ Associate-Consultant,Medicine,- RHTSK-
Dr-Lam-Sin-Man- ¢ Associate Consultant, ICU« PYNEH«
Ms.-Chiu-Mei-Chun- « | APN,-ICU~ PYNEH-
Ms.-Mok-ChiMan-« | RN, ICU« PYNEH-
Ms.- Wong-Po-Man- RN,-ICU. PYNEH-
i Ms.-Lam-YinHa- » WM, CCU- PYNEH.-

Workshop on healthcare associated

uality Improvement Project: Prevention of Ventilator-associated Pneumonia (VAP
in Critical Care Areas, HKEC

A. Aims: to decrease the rate of VAP by implementing all elements of the ventilator bundle to more

than 95% of ventilator patients in critical care areas within 2 years

B. Objectives:

1. Todetermine the baseline VAP rate

2. Todetermine the VAP after the enforcement of ventilator bundle

3. Tolook for reasons why some preventive measures of VAP cannot be carried out

4, To conduct ongoing outcome surveillance for VAP and process surveillance to ventilator bundle.

o

Scope of project: This is a Hong Kong East Cluster based project.

D. Phases of Project

1. Phase|: Pilot the tool for monitoring patient for incident of VAP and pilot the audit tool for
current practice to prevent VAP ( complete before 15 Dec 2012)

2. Phase Il : clinical audit to determine baseline VAP rate x 2 months
(Period: 1 Jan 2013 — 28 Feb 2013)

3. Phase lll: Review ventilator bundle and conduct training to all staff on VAP prevention program
(complete before 1 Mar 2013)

4, Phase IV : Enforcement of ventilator bundle (start time : on 1 Mar 2013) Duration : 2 year

11
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Brainstorm for Better Strategies (1)

The situation was ............

e We knew VAP and ventilator bundle to
prevent VAP

e But we demonstrated inconsistent
compliance to ventilator bundle

* We may not know the emerging evidence



Revisit the VAP Process

Pathogenesis of VAP

 Bacteria enter the lower
respiratory tract via two
pathways:
— Aspiration of organisms from the

oropharynx and Gl tract (most
common cause)

— Via ventilatory circuit & tracheal
tube

13




Review Evidences

Evidence-Based Clinical Practice Guideline for the Prevention of

T

Ventilator-Associated Pneumonia

[ CLiNIcAL GUIDELINES

Peter Dadek, MD, MHSe: Sean Keenan, MD, MSo(Epid); Deborah Coak, MD, MSe{Epid); Daren Heyland, MD, MSe(Epid);
Michael Jacka, MD, MSe; Lori Hand, RRT: John Muscedere, MD; Debra Foster, RN; Nav Mehta, MD; Richard Hall, MD; and
Christian Brun-Buissen, MD, for the Canadian Critical Care Trials Group and the Canadian Critical Care Saciety

Background: Ventilator-associated preumonia (VAF) is an im-
portant patient safety issue in critically (Il patients.

Purpose: To develop an evidence-based guideline for the pre-
vention of VAP,

Dara Sources: MEDLINE, EMBASE, and the Cochrane Database
of Systematic Reviews.

Study Selection: The authors systematically searched for rele-
vant randomized, controlled trials and systematic reviews that
Involved mechanically ventilated adults and were published before
1 April 2003.

Dhara Exrraction: Physical, positional, and phamacologic inter-
ventions that may influence the development of VAP were con-
sidered. Independently and in duplicate, the authors scored the
validity of trials; the effect size and confidence intervals; the ho-
mageneity of results; and safety, feasibility, and economic issues.

Dara Synrhesis: Recommended: The orotracheal route of intu-

systems that are changed for each new patient and as clinically
indicated, heat and moisture exchangers in the absence of con-
traindications, weekly changes of heat and molsture exchang-
ers, and semi-recumbent pasitioning in the absence of contra-
Indicathons. Consider subglottic secretion drainage and kinetic
beds. Not recommended: Sucralfate to prevent VAP in patients
at high risk for gastrointestinal bleeding and topical antibiotics
to prevent VAP, Because of insufficient or conflicting evidence,
no recommendations were made about systematically searching
for maxillary sinusitis, chest physiotherapy, the timing of tra-
cheostomy, prone positioning, prophylactic intravenous antibi-
wotics, or intravenous plus topical antibiotics.

Limirations: Mo formal economic analysis was performed, and
patient perspectives wene not considered.

Conclusion: If effectively implemented, this guideline may de-
crease the morbidity, mortality, and costs of VAP in mechanically
wventilated patients.

American Journal of -
Critical Care

Evidence-based interdisciplinary kncwiedge for high acuity and eritcal care

Evidence-Based Practice: Use of the Ventilator Bundle to Prevent

Ventilator-Associated Pneumonia
Arlene F. Tolentino-DelosReyes, Susan D. Ruppert and Shyang-Yun Pamela K. Shiao

Am J Crit Care 2007;16:20-27
@ 2007 American Association of Critical-Care Nurses
Published online http:/fwww.ajcconline.org

Personal use only. For copyright permission information:
http://ajee. aacnjournals.orglegifexternal_ref?link_type=PERMISSIONDIRECT

bation, changes of ventilator clrcults only for each new patient Aa Infem Med, 2004:141:308-313 Wi 28l ATy
and if the circuits are soiled, use of closed endotracheal suction For author affilation, see end of text o
AR T
HFREG
| 1 / 08 MR
Fi Gt for vt
Proivation 5
PROTECTING prfessivnal s uf the

Getting Started Kit:.

Prevent Ventilator-Associated
Pneumonia.

How-to Guide.

=

;e Alert Statements:

rting Evidence:

ically ill patients who are intubated fo
umonia (VAP)"*"**" and those intub
ude decreased level of consciousnes
ention, presence of gastric or small i

VENTILATOR ASSOCIATED PNEUMONIA

patients receiving mechanical ventilation, as well as those at high risk for aspiration (e.g., decreased level of
sciousness; enteral tube in place), should have the head of the bed (HOB) elevated at an angle of 30 to 45° unless
dically contraindicated.'™ (Level VI)

ean endctracheal tUbE (ET) WHh a dnn-n\ liman ahoun tha andotrachoal codff ta allosss drainamo b cantin e
stioning of tracheal secretions that ac
not routinely change, on the basis o

Dipartinent of Fealts fir

3 AACN PRACTICE ALERT

arted to occur at rates of 10 to 35 cat

HP

il k7 o8 ot il

Centre for Health Protection

Recommendations on
Prevention of Ventilator-associated
Pneumonia

Scientific Committee on Infection Control, and
Infection Control Branch, Centre for Health Protection,
Department of Health

June 2010

INICC Bundle to Prevent Health Care Associated Pneumonia
in Intensive Care Units: An International Perspective.



Revisit Hong Kong Bundle to Prevent VAP

* Elevate head of patient to at least 302

* Provide antiseptic oral rinse to ventilated patients

 Perform hand hygiene before and after each respiratory care

* Assess patient’s readiness to wean and to extubate on daily basis
* Prevent condensate from entering patient’s airway

 Maintain proper care to respiratory consumables and equipments

 Conduct ongoing active VAP surveillance

Recommendations on prevention of VAP, June 2010
Centre for Health Protection, Dep. of Health



Re-examine Compliance to Maintain Bed Head Elevation




Brainstorm for Better Strategies (2)
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Workshop on healthcare associated

Multi-pronged approach

Need to reinforce Hong Kong
ventilator bundle

Need to try new measures

Repeated administration of
these measures over time is
crucial

Dedicated staff to
— promote & monitor the process,
— engage and motivate staff and

— finally share the success to keep
the momentum of change

17
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Strategy 1:Do the Basics

* Reinforce Hong Kong ventilator bundle
through repeated educational talks to

— Doctors, nurses, physiotherapists and

: Visual display for better promotion
— Health Care Assistants play P

Refresher lecture on VAP Brief talk at bedside

Workshop on healthcare associated
infections and pathogens in ICU




Strategy 2: Promote HOB with Visual Indicators

Innovative home-made HOB indicator Reverse trendelenberg

! A
N
g
.
K,
‘

Green light showed HOB at 30-45° 19



Strategy 3: Minimize Micro-aspiration with
New ETT designs

e Promote trial use of

— TaperGuard Evac ETT with
subglottic drainage port

— Novel Microcuff

W,

4

Workshop on healthcare associated TaperGu:a\rd Eyac ETT with
infections and pathogens in ICU subglottic drainage port




Microcuff ETT Outperformed the other ETTs in
Preventing Microaspiration

Conventional ETT

TaperGuard ETT

Microcuff ETT

Lau ACW, Lam SM, Yan WW (2013). A Benchtop Study of leakages
Across the Portex, TaperGuard and Microcuff Endotracheal Tubes
Under Simulated Clinical Condition. Hong Kong Medical Journal

Mechanical Ventilation at PEEP = () with different cuff pressures

291 peuff= 20 cmH_O 227 Pcuff =10 cmH 0
20 20 .
] I/;jj—i—i—?—;—i—i—3—3—3—5—3—3—3—3—3 . l T daettt ettty R
.
)
16 4 1/ 16 4 /ll
E 14 4 14 4
% 12 4 12 4 g -
" o ] i
g 10 10 JL’“
- g 8 ] /
6 l - 5 6 4
—#- Portex 44 ettt 4] p<0.001
—dh— TaperGuard /l’l - l l 1 1
—- Microcuff p=0.001 2 p<0.001 2 4
1 - _F_i,;_;,;,:.,:_ul_l,l,l_ s
—r T T T T T T
0 2 4 6 8 10 12 14 16 18 20 0 2 4 5] 8 10 12 14 18 18 20 0 2. 4 5] 8 10 12 14 16 118 20
Time Time Time

21



New ETT to prevent aspiration of
subglottic secretion

! Note the absence of visible channel
openings in the MICROCUFF* tube
CT scan®* (transversal) of an
: inflated KIMBERLY-CLARK™ MICROCUFF*
.y Tube in excised animal trachea
’ (cuff pressure: 20 cm Hy0)

The Microcure* tube has advanced microthin
polyurethane cuff material that allows the channels

- to “self-seal,” reducing the possibility of leakage



Strategy 4: Minimize Micro-aspiration with
New Cuff Monitoring Device

Promote use of

— continuous cuff monitoring device

Workshop on healthcare associated
infections and pathogens in ICU
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Strategy 5: Minimize Micro-aspiration with
Revised Ventilator Care Practice

* Promote minimal disconnection of
ventilator circuit

— Use of heated humidification instead
of HME

— Perform ETT suction only as needed

— Perform oropharyngeal suction at

regular interval and before
disconnection of ventilator circuit

10 cm a 0 cm

Trial use of Hamilton ventilators (can H,0 H8

\ | be used for transport)
‘ Circuit breaks promote aspiration
especially in high PEEP

Workshop on healthcare associated
infections and pathogens in ICU
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Strategy 6 : A Quality System in Place (1)

& m m NHHM EAS[ERN m Doc. no. PYN-ICU-AA-GL-046-R0

.; Effective date | 30 Oct 2009
\/ | intensive Care Unit

Review date | 3 Jan 2012

Guideline on Mechanical Ventilation Custodian COS (ICU)

1. Objectives

1.1 To provide guidance to junior medical staff on the use of mechanical ventilation and the
prescription of initial ventilator settings in mechanically ventilated patients in ICU

1.2 To provide guidance to nurse on the specific nursing care to patient with mechanical
ventilation and the reference of initial ventilator setting in standby mode.

9.3.6 Attend to ventilator alarms promptly (Appendix Il)
9.3.7 Carry the following infection controlomeasures to prevent VAP:

v Elevate head of bed at least 30-45 ,
v Perform endotracheal and oral suctioning as needed,
Page 50f10
"
Workshop on healthcare associated
infections and pathogens in ICU



Strategy 6 : A Quality System in Place (2)

Improvement Project:

ualit

Data collection form (updated on 24™ Jan 2013)

Fill in, circle or put a ¥ where it is appropriate.

D10/610 Bed no. Affix patient label here
Date of ICU admission
Transfer in from AED/ OT/ general ward/ other hospital

Admission : Electivef Emergency, Trauma

Specialty - Surgery/ Medicine/ Neurosurgery,/ Others

Date of intubation Type of ETT : Standard/Microcuff/Others

Date & time of extubation

CDC surveillance- Pneumonia flow diagram

INSMrUCtions: Comp lete Form only il x-rhy € rite ris Are met

Patert 12 has 2.ocimoce
with ooe of the following:
: QO New orprogressive sad persistent infiltrate
m. O  Consdxaton
> O Gawaton
O Peumatoceias, in s1y.o

Patient skihoul.

53 has 4

Cavimton

oco0ooo

with aoe of the followi rg
New o prgeesive ad peristont | nt lirate
Consoldation

Preumatocales, in <1y.0,

i

Date of reintubation

At loast.aoe of the foll

inan
un e ompromise d patio e’
Fover (> 38" CAH004" F)with no
whercause

Alterd mental status with no
chercause, in 270 yo

New cnset of purulent sputsm * o
change In characeer of spud um, of
1 rmapimtory sacmtions. or

T suctioning requ rements*

New onset or womsening cough, or
dyspnea, or tachypnea®

Rales® o bronchial bmath sounds
Worsening gas exchang e (. 9. Os
desats [e.g . PaOyFI 0y 52407
70, mq, or T e ndlation demand)
Homoptysis

Bleuritic chest pain

Date of tracheostomy

Refer to the flowchart overleaf for different criteria (PNU1, PNU2, PNU3) used in defining VAP,

Continue to fill in the form and monitor for VAP until 48 hours after extubation (include these patients having
extubation in OT &being transferred te ICU post-op)

in the form daily by case MO preferably before 1pm.

Date
Yes
o
< | No

Dr's Signature

Daily round to capture any VAP

o

m

[T —

At leasione of the following
O Fever (> 38° C/100.4° F)with no othercause
Q
O Leukopenia (<4.000 WBG/MmmM 9 akleukoc osis
12,000 WBC/mm*}
g D Altersd mental status wih 1o o ther cause. Ina70 yo o
o Q
=
E Atienat mn of the wollowng Atlemt aoe of the follow ng
(7)) O New onset of purilent sputum? QO New onsst of pu alent sputm,? Q
- orchange Incha mate 7 of or change In character of sputum,
sputam, or T respirstory or T mepikory secmcrs, or o
ﬁ secmtions, or Teuctioning T suct onng maul emeants
w Tl T onipt O Newansat or worsening cough a
& | O Newonset or womaning cough, or dyspres, o tach ypne a*
n 3
2 i o s O Ralas® o boonchial braath 5
@ | O raes® ovronchial bmat sounde
UG O Wonening pas exchange (¢.9,, 2
O Worsening gas exchange (s 5., O, desas [e.5, Pa OFIO,
0, gasam [ag , PBO,FIO, 224017 T O,req, or | wartiistion
£240) 1 O, req, 01 demana)
T ventiation demand)
.«“»‘«’
e
™
At loastane of 1 folowing Al leant aoa of the following'-2
O Positiw blood cultim nat O Positive cutire of was 01
relaled to ancther |fecton? Chiamydia from respirato ry
g secrenons
O Positwe pleursl fud cutture
3y 2 @ Positive detoction of vl artigen
Q Posilwquarture coury or anibedy from mapiraiory
et il oo secreions .9, EIA, FAMA
LRT specimen (s.9., BA L or Bl Vel assey. PCR)
preecind specimen i
brshing) D 4fad rige in paimd sem (15 G) for
- O xewBALoMARAdCeln Patogen (ag ., Influsnm vitses
8 contain bacters
< on dimet microaceplc exom O Positive PCR for Chlamyadaor
Mycoph
- 9 Histopathol ogic exm shiows SR
o aoe of the following Q  Posttive microF testfor
= Chiamyaia
+ Atmcwss formation or Foci
5 S cemoohdoaon with O posimeoutes ol mioniret
ntenae PIAN R i oy
accumuiaten in BRowons ¥ tesve
Brenehicks #e 8 woll O Owtection of Lugioomita
o pam o T D1 $6T 0P Up 1
gl e . antigens In unne by RIA or EIA
pamnchyma O adold rise in & pnewmophils
- Ewdence of lung an8body titerto & 1128 In palma
passnchgTiaineslon by scue and convalescant sem by
tungal hyphae or Indirect IFA
oRaudon yohas

o

At st gom of Bllowing

O Mshing posiive dood
and sputum cultures with
Candida spp*4 1%

Q@ Ewdence of fungi o
PRAUMOCYLS Canint trom
M ally contami nates
LRT specimen (o5, BAL
or profected specimen
Brushing) from G of the
foliowing

* Direct micmscopic
wxmn

+ Posiive cutture of
fungi

O PNU2: Preumonia with
common bacterial o

and apec ic lab findings

filamonto us fungal pa thoge rs

O PNUZ: Preumonia with

Mycoplas ma, and other
wncammon pathoge s & nd
specific lab Andings

iral, Legd onella, Chin mycia,

O PNUS: Pneumonia in
nn un o< 0 pro mise o
patio nts

Workshop on healthcare associated
infections and pathogens in ICU
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Strategy 6 : A Quality System in Place (3)

Quality Improvement Project: Prevention of Ventilator-associated Pneumonia (VAF)

in Critical Care Areas, HKEC

Ventilator Bundle Checklist updated on 28 Feb 2013

Affix patient label here

Put “¥" if done, “NA"if not applicable & specify reason

Check once daily in the morning shift

ftem

No. | Ventilator Bundle Date

1 Elevate HOB (30 - 45" ) & patient not sliding down

2 Perform regular oral care with antiseptic oral
rinse if nesded

3 Perform hand hygiene before and after each

respiratory care

a Review sedation target daily

5 Assess readiness to wean and to extubate daily

5 Drain condensate of the ventilator circuit before
repositioning of patient

7 Carry out disinfection of the respiratory
consumables and equipment a/c to protocol

] Check & maintain appropriated ETT cuff pressure
{25 - 30 cm H:0)

g Verify correct placement of the feeding tube at
regular interval

10 Regular assessment of patient’s tolerance to NG
feeding

Signed by nurse

Specific reason if “not applicable” is selected

Date Item No. | Reason

Date

Item No.

Reason

Get familiar with the
ventilator bundle
with a checklist



Strategy 6 : A Quality System in Place (4)

: : 321°" ICU Meeting
Discuss VAP issue at ,_
Date: 31" January 2013 (Thursday)

regular ICU meeting Time:  15:00hour

Venue: D10, Conference Room, PYNEH

Agenda

—_

Confirmation of Last Minutes and Matters Arising from Last Minutes
Matters Related To Hospital Committees

Staff Issue

Avian Flu / MNovel Coronavirus / Infection Control

OSH / AIRS

CIS

Core Groups Report

Incident Review

(Yo R~ BN NN N S U ¢

ICU Family Satisfaction Enhancement Programme (FAME)

VAP D

Any Other Business

—
=]

—
[—

12 Date of next meeting

Workshop on healthcare associated
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Strategy 7: Promotion to Encourage Sharing

Articles on Prevention of VAP

— by Novel Endotracheal Tube
Designs. Lam S M et al. Feb
2011

— An Old Topic with New Tricks.
SO HM Jan 2013

Can access the articles via web

— Hong Kong Resp Med:
www.hkresp.com

— Hong Kong Society of Critical
Care Medicine:
www.hksccm.org

Volume 22 Number 4  Dec 2012/Jan 2013 uga ﬂﬁ%ﬂ
Newsletter

‘ TRENFEEES®

Hong Kong Lung Foundation

FAMMEE XEMMEK (EALT)
Hong Kong Thoracic Society ACCP (HK & Macau Chapter)

mﬂ (3 | PYC kST
— : .

g Lung Foundation

A Trimoshly joint commmniqueé of Hong Kong Lung Foundatioin, Hong Koag Thorcic Socsty
& Amencan Coliege of Chest Physicsans (Hoag Koag aed Maces Chapter)

Prevention of Ventilator-associated Pneumonia:

B

Ms Hang-Mui SO =3

An Old Toplc with New Tricks

Nurse Consultant (Intensive Care), Hong Kong East Cluster
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http://www.hkresp.com/
http://www.hksccm.org/

Process Evaluation

* Obtain baseline compliance rate on ventilator
bundle

* Plan to conduct compliance audit at a six
month period



Outcome Evaluation

Monitor VAP rate at a monthly basis
Post up the VAP rate on display board at a prominent place
Disseminate compliance audit results

infections and pathogens in ICU
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The Outcome of the Prevention of VAP

Project : VAP rate

80

70

60

50

40

30

20

10

VAP rate per 1000 ventilator days

To be continue......2 years later

A A
A A
\ \A—A \ /
i N/
A === \/AP rate
O = =« «=H = = A A «—HF A = A (o] (o] (o] (g\] o (g\] o (o] (g\] (o]
i - i — i — i — \—I| — — i - i - — - i — i — — — — i FI| HHHHH
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Way Forward (2)

Dilemma : high VAP rate yet with good ICU
performance I8

VAP rate monitoring as a regular item?

Review ventilator bundle in HK ICUs so as to
examine present practice ?

Multidisciplinary collaboration?



LOS Ratio

ICU of PYNEH

s-chart for APACHE IV Length of Stay Ratio

{Run Length =12)
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SMR

ICU of PYNEH

s-chart for APACHE IV Standarized Mortality Ratio
{Run Length =12)
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Way Forward (2)

Dilemma : high VAP rate yet with good ICU
performance. VAP audit as a KPI ?

VAP rate monitoring as a regular item?

Review ventilator bundle in HK ICUs so as to
examine present practice ?

Multidisciplinary collaboration?



Thank You
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Thanks To

* All task force members
* Colleagues from different clusters ICUs
* |CU staff of RH C/ICU and PYNEH ICU
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