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Best Practice of Patient Safety In the ICU
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1. Web-based Intensive Care Unit Safety
Reporting System (ICUSRS)
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2. Prevention of Catheter-Related Blood
Stream Infection (CR-BSI)*®
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Narrative

Factors Limiting Effect of Incidents

Incident description
Future measures to prevent incident
Keywords
Factors contributing to incident
System-based factors
Physical environment/infrastructure
Equipment (Including monitors)
Work practices/policies/protocols
Other system-based factors
Chance
Human factors
Knowledge-based error
Rule-based error
Skill-based error
Technical error

Other human factors

Follow-up of incident reported
Patient and personnel involved
Patient factors
Patient acuity
Patient age
Staff factors
Staff member precipitated incident
Staff member detected incident
Staff member ICU training
Location of incident
Date/Time
During admission/ongoing care/emergency
Time before detection
Place of occurrence

Method of detection
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Six Changes That Save Live

1. Deploy Rapid Response Teams

2. Deliver Reliable, Evidence-Based Care for Acute
Myocardial Infarction (Heart Attacks)

3. Prevent Adverse Drug Events (ADEs)

4. Prevent Central Line Infections

5. Prevent Surgical Site Infections

6

Prevent Ventilator-Associated Pneumonia

* 2005 Institute for Healthcare Improvement
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3. Prevention of Adverse Drug Events by
Implementing Medication Reconcilia-
tion”"
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4. Prevention of Ventilator-Associated Pneu-
monia by Implementing the Four Com-
ponents of Care called “the Ventilator
Bundle.”*"

nzdendaarninsdiniasdasmela nie
ventilator-associated pneumonia (VAP) %Nl
miam%{amﬂLaumﬁlqﬁLﬁwﬁuﬁéﬁmﬂ%’ﬂ’mw%’u

3l venasnnawudsud 48 Faluetuly (Ju

Ty °1€f§y°uméﬂwsluvl,a%gnml,ﬁmﬁmmﬂ VAP

il ﬁmqmimﬂﬁ' °wﬁ’m:luﬂéjuﬁtymﬂﬁ§m“§alu

T39wenua wﬂﬂ’i’]ﬂ’]ifﬂ%i@lﬁ’m central line infec-

tion, severe sepsis, respiratory tract infection Tu
U | dl P= 1 1 1 =1 1
@jmwvlmmﬂ Viagisrigla AINNITANEIWLLN
> 1 U | d’ U d" 1 a
a@li’]@]’]ﬂ"ﬂaﬁﬂq:ﬂ%dﬂ%ﬂ%l“ﬁLﬂiaﬂ“ﬁ%ﬂ%ﬂﬂlﬂLLaZLﬂ@]
VAP winavuSesas 46 Iummzﬁ%’ﬂmﬂ%m%wﬁw
wiwlanazlsiifia VAP fidasenawindudesay 32
uaﬂmnﬁﬁ’\iwuiﬁﬁﬂwﬂlﬁ@ VAP azldfiaIasas
wgha LLazuau%’nmsluvla%gmuﬂdmq'uﬁvlai e VAP
19 The Institute for Healthcare Improve-
Q a [ =3 =
ment (IHI) 229U3LNE ATIDLHINAILRUNIAIN
"dansnstiasiunizlaedaisaseninddiaio
fengla wia VAP Asldrinualilasenisindn
11 6 Tasensgaafiazgsilasiunia s d3aa1uIn
100,000 Tan1elwan 13 wiafi3anin 100,000
Lives Campaign Gouudan eyt iariduiae n3o
Best practices N1fl evidence-based uasléisuns
7%y mqmslﬁﬁﬂvl,ﬂsl%azh\mwéﬂmﬁLi‘jutﬁa‘ﬂmﬁ’u
A Aa a & o | a ] .
N9y LTINANNNITAALTRAINED t38n31 The venti-
lator Bundle %ﬂﬁi:ﬂaué’wmjmLmum‘i@ua%’ﬂm
MTu best practices Todpsufjiazaniuldun
1. Elevation of the head of the bed to
between 30 and 45 degrees
2. Daily “sedation vacation” and daily
assessment of readiness to extubate
3. Peptic ulcer disease (PUD) prophylaxis
4. Deep venous thrombosis (DVT) prophy-
laxis (unless contraindicated)
ﬂﬂ‘iﬂﬂﬁ‘imq\‘i 30-45 ave
miﬂﬂﬁwzmaﬁmm NAUSAIUNIIAARIVDY
qﬁ‘émﬁtﬁma@ VAP lagssaiufinisiin Ao 30-45 a9en
1ae Drakulovic wazames' l@vinn1sdnswuy RCT
| o 1 1 U | dl
lugﬁmmmu 86 18 WuIMNANKaNUaueN

a

IR

Y
Y

a ua 6 d’ é 1 1
JHUANTTHV DY VAP NANNNYNUDUIY
14 suspected case LLaz confirmed case ¥8d VAP
(34% vs. 8% lu suspected cases [p=0.003] wag

23% vs 5% I confirmed cases [p=0.018])





