ROBERT WOOD JOHNSON UNIVERSITY HOSPITAL
  RAHWAY


MEETING:

CRITICAL and INTERMEDIATE CARE OUTCOMES COUNCIL
DATE/TIME:

May 4, 2010 – 12:00 PM 

ATTENDANCE:
*denotes attendance at this meeting


	
	Excused
	Present
	Total
	Percent Attendance

	Dr. M. Aliasgharpour
	1
	0
	1
	0.00%

	Dr. R. Bangalore *
	0
	1
	1
	100.00%

	Dr. L. Batra
	0
	0
	1
	0.00%

	Dr. M. Bernstein *
	0
	1
	1
	100.00%

	Dr. M. Chen
	1
	0
	1
	0.00%

	Dr. A, Codoyannis
	0
	0
	1
	0.00%

	Dr. V. Garg *
	0
	1
	1
	100.00%

	Dr. K. Kowalenko *
	0
	1
	1
	100.00%

	Dr. A. Lipson
	0
	0
	1
	0.00%

	Dr. C. Remolina
	0
	0
	1
	0.00%

	Dr. S. Sachs
	0
	0
	1
	0.00%

	Dr. A. Sinha *
	0
	1
	1
	100.00%

	A. Bacque/F. Salek*
	0
	1
	1
	100.00%

	E. Bermudez/M. Madera
	0
	0
	1
	0.00%

	D. Evenson *
	0
	1
	1
	100.00%

	T. Finer *
	0
	1
	1
	100.00%

	C. Goodheart *
	0
	1
	1
	100.00%

	H. Lee
	0
	0
	1
	0.00%

	S. Littman
	1
	0
	1
	0.00%

	L. Quinto *
	0
	1
	1
	100.00%

	P. Reilly *
	0
	1
	1
	100.00%

	L. Schneider *
	0
	1
	1
	100.00%

	Call of the Chair
	 
	
	
	 

	B. Bryant *
	0
	1
	1
	100.00%

	D. Ciuba *
	0
	1
	1
	100.00%

	Dr. B. Fertig
	0
	0
	1
	0.00%

	D. Gerhab
	0
	0
	1
	0.00%

	Dr. D. Luciano
	0
	0
	1
	0.00%

	M. Puschak *
	0
	1
	1
	100.00%

	D. Toth *
	0
	1
	1
	100.00%

	
	
	
	
	






The meeting was called to order at 12:06 PM by T. Finer, Co-chairperson.  At this time, members introduced themselves and Mr. Finer welcomed everyone to the new CRITICAL & INTERMEDIATE CARE OUTCOMES COUNCIL.  
C. Goodheart, Director of Quality Improvement reported that discussions were held at Leadership regarding the council structure and State and Joint Commission regulations and the need to have a separate council to address critical and intermediate care.  At this time, she reviewed the goals and objectives of the council as follows:
	Responsibilities
	Council must be multidisciplinary incorporating both critical and intermediate care of the patient and to comply with standards set forth for licensed Critical & Intensive Care beds.


	Meetings (open for discussion)
	Outcomes Councils meet at least four times per year (once per quarter).  Feeding into the councils are sub/ad hoc or affiliate councils (e.g. Code Blue)



	Chairman and Membership
	Co-chaired by the Medical Directors and the Nurse Manager of Critical Care.  Other physician specialities are to be represented.


	Organization 
	There is to be an organizational chart for both critical and intermediate care (chain of command) – who reports and to whom – who has direct supervision over those units.  We are to have a physician director of those units along with a registered nurse who has administrative responsibilities for the unit.  


	Policies & Procedures
	Critical Care:  Admission/Discharge criteria – Infection Control protocols – Protocols for transfer of patients – Visitor policy – Policy for removal of Patient Life Support – Policy defining physician specialists and consulting physicians (including response time) – standing orders for emergencies – communication with family – Priority lab services – resuscitation technology – nutritional support
Intermediate Care:  Criteria for admission – criteria for discharge/transfers – number of beds that provide EKG monitoring – frequency physician must visit patient



	Quality Improvement
	All information and minutes from this meeting to go forth to the Continuous Quality Review Council (CQRC) where data and minutes are approved.  It will also be sent to Med Exec and then to the Board of Governors.   


	Recommendations
	The following measures were also recommended:  Review of Mortality Rates – Complications – Readmits – Removal of Life Support.  Intermediate Care – Patient acuity and patient mix.


Affiliate Council Reports – FOCUS INDICATORS
	Topic
	Infection Control


	Focus 

	ICU Patients blood cultures performed within 24 hours (Pneumonia)


	Benchmark/Target
	Threshold – Target – Stretch = 100.0

	Outcome
	1st Quarter = 100.0

 

	Discussion/Action
	If a patient is admitted through the ED, criteria call for blood culture within 24 hours and antibiotics to be started within 6 hours.  Blood cultures must be drawn before the antibiotic is administered.  


	Focus 

	ICU Patients who received antibiotic consistent with current guidelines (Pneumonia)


	Benchmark/Target
	Threshold/Target = 66.7 – Stretch = 100.0


	Outcome
	1st Quarter = 50.0

January = 0.0

February = N/AP

March = 100.0



	Discussion/Action
	One patient (87 year old male) in January was admitted from home post fall.  Dislocated shoulder reduced in ED 22:15.  CXR shows basilar opacities – 05:01 – Levaquin given.  Initially the patient may not be a candidate for critical care and is then transferred to critical care and has not been put on two antibiotics or on the recommended list of antibiotics.


	Focus 

	Compliance with Active MRSA screening in CCU


	Benchmark/Target
	Threshold/Target = 98.8 – Stretch = 100.0


	Outcome
	1st Quarter = 97.7
January = 98.0
February = 97.0
March = 97.1


	Discussion/Action
	Out of 308 admissions to Critical Care, 7 cases were missed.


	Focus
	Central line associated blood stream infections (ICU)


	Benchmark/Target
	Threshold/Target = 0.5 – Stretch = 0.0 



	Outcome
	1st Quarter = 0.0

 

	Discussion/Action
	As per the NJDHSS Health Care Safety Network (NJSN) Initiative RWJUHR is in the top 10% as our rate was 0.00% (0 cases/935 central line days).  Top 10% = 0.0 – Top 25% = 0.7 – Top 50% =1.7 – Top 75% = 3.1 – Top 90% =5.0


	Focus
	ICU  Mortality Rate


	Benchmark/Target
	TBD


	Discussion/Action
	We have not yet decided on a clear numerator and denominator on how to measure the ICU mortality.  To be presented at the next meeting.


	Focus
	Vent Bundle CCU/SICU/ED/2E – Compliance Aggregate


	Benchmark/Target
	Threshold/Target = 85.2 – Stretch = 100.0


	Outcome
	Aggregate:

1st Quarter = 91.8

January = 94.3

February = 82.5

March = 100.0


	Vacation Sedation:

1st Qtr = 100.0
	HOB >30 degrees:

1st Qtr = 100.0

	Prophylaxis:

1st Qtr = 90.0


	Mouth Care:

1st Qtr = 100.0
	Parameters:

1st Qtr = 68.2

	Discussion/Action
	ED data is not available.  After reviewing all ventilators in the building we find that some patients from nursing homes are sent to 2E and are already on vents.  There has been a problem with DVT Prophylaxis and weaning parameters that are not being done on those patients.  Recommendation for review of compliance to vent bundle is twice a month, but unfortunately we have only been able to do this once per month.  


Affiliate Council Reports – SCREENING INDICATORS
	Topic
	Critical & Intermediate Care



	Screen

	Unscheduled returns to special care per physician order



	Benchmark/Target
	Threshold/Target = 4.1 – Stretch = 2.94



	Outcome
	1st Quarter = 6.73 (15)
January = 5.33 (4)
February = 6.85 (5)
March = 8.0 (6)


	Discussion/Action
	There were 4 returns in January – 5 in February and 6 in March.  This is only patients that were transferred to the floor and then returned to the ICU.  Benchmark comes from Maryland Indicator and is not risk adjusted.  Length of stay in the ICU has decreased from 4.24 to 3.84.  Goal is 3.35.  If we take out the variances of those patients waiting for telemetry, we would be much closer to the goal.  It was suggested that we could use an average of previous years as an internal benchmark.  


	Screen

	Length of Stay - ICU



	Benchmark/Target
	Threshold/Target/Stretch = 3.35



	Outcome
	1st Quarter = 3.84



	Discussion/Action
	No further discussion


	Topic 

	Code Blue


	Screen
	Code Blue Survival Rate



	Benchmark/Target
	Threshold/Target = 37.5 – Stretch = 40.0



	Outcome
	1st Quarter = 35.9

January = 45.5

February = 42.9

March = 21.4



	Discussion/Action
	No further discussion


	Screen

	Codes per 1000 inpatient discharges (Code Blue)


	Benchmark/Target
	Threshold/Target = 20.49 – Stretch = <19.00


	Outcome
	1st Quarter = 9.86
January = 8.50

February = 16.73
March = 5.01


	Discussion/Action
	Codes within the institution have decreased from previous year in both ICU and Med Surg.


	Screen

	Percent codes outside ICU (Rapid Response Team)


	Benchmark/Target
	Threshold/Target = 17.09 – Stretch = 15.00


	Outcome
	1st Quarter = 47.06 (11)
January = 40.00 (2/5)
February = 55.56 (5/9)
March = 33.33 (1/3)


	Discussion/Action
	Codes outside the ICU have increased.  Respiratory distress, change in level of conscious and changes in heart rate were the reason for most calls for Rapid Response.  


	Screen

	Survival to Discharge Rate post Rapid Response Team (RRT)


	Benchmark
	Threshold/Target /Stretch = TBD



	Outcome
	1st Quarter = 80.0 (39 patients)
January = 76.0 (13 patients) 
February = 85.0 (11 patients)
March = 79.0 (15 patients)


	Discussion/Action
	Level of Consciousness was the main reason for RRT calls followed by respiratory distress


	Screen
	Number of patients transferred to a higher level of care post RRT


	Benchmark
	Threshold/Target/Stretch = 31/quarter


	Outcome
	1st Quarter = 21
January = 8
February = 7
March = 6


	Discussion/Action
	On an average, one half of the RRT codes are transferred to a higher level of care.  


	Topic
	Infection Control


	Screen

	Ventilator Associated Pneumonia (ICU)


	Benchmark/Target
	Threshold/Target/Stretch = 00.0



	Outcome
	1st Quarter = 0.00


	Discussion/Action
	Within benchmark.  No further discussion


OTHER BUSINESS
	Topic
	Monitoring of Telemetry Patients



	Discussion/Action
	At the Joint Commission Survey it was mentioned that our policy states “that when a patient goes for diagnostic testing, they will be monitored unless ordered by the physician”.  Telemetry patients go for an exorbitant amount of testing.  There is no way we can send a nurse to monitor these patients.  For some tests (MRI), monitors are not allowed in the room.  Wherever remote monitoring can be done, it will be done.  Otherwise patients must be taken off monitoring when going for testing.  This will need to be investigated further and reported back at the next meeting.


	Topic
	Entries on Progress Notes




	Discussion/Action
	Another recommendation from the Joint Commission surveyor had to do with non-communication with all disciplines. The surveyor felt that Respiratory Therapists and Dietitians should be allowed to write in the progress notes their instructions/recommendations and weaning parameters and vent setting on vent patients.  It was felt that this would help improve communication.  Having this directly on the progress notes, would insure this would be seen by the physicians and not on another sheet of paper that could get lost in the shuffle.  This would be ICU patients only. After discussion, members agreed to forward to Med Exec for approval.  


	Topic
	Sepsis Protocol/Policy


	Discussion/Action
	The Staff Led Practice Committee which includes the ED and Critical Care nurses created a Sepsis policy and protocol for patients who present with an infectious inflammatory response syndrome that is highly suspicious of infection with unknown origin.  We have realized that we are not being as aggressive with these patients as we should be.  Protocol calls for these patients arriving in the ED to have cultures completed and antibiotic administration done within three hours and for any inpatient showing signs or symptoms of suspected infection to have their cultures and antibiotics administered within one hour.  We have a screening form available on all nursing units so nurses can tell if it may be a sepsis patient and an order sheet for physicians to make it easier for them to do orders for cultures/lab work/antibiotics.  Guidelines are based on the Sepsis campaign goals, a resuscitation and management bundle.  Therefore, a protocol bundle has been created to identify, treat and monitor patients with suspected or diagnosed sepsis.  Dr. Bernstein will present this policy to Med Exec.  If approved, house wide education will be done for nursing staff so that they can recognize signs and symptoms and the goals we are trying to reach in regard to patient therapy.  


	Topic
	CCU/SICU Admission/Discharge Criteria Policy


	Discussion/Action
	The CCU/SICU Admission/Discharge policy was presented for approval.  Discharge is straightforward, but admissions were a little more complicated with patients categorized by priority 1-2 or 3.  We based our policy on recommendations from the Society for Critical Care Medicine which were tweaked to fit our institutions guidelines.  Mr. Finer stated that in the future policies will be sent out prior to the meeting so membership has a chance to review.  A recommendation will be sent to Med Exec for approval.


	Topic
	Insulin Drip Protocol Critical Care/Emergency Department



	Discussion/Action
	The above protocol has been revised to include a broader range for blood sugar to diminish the hypoglycemia and side effects of hypoglycemia from the insulin drip.  It was recommended that this be presented to Med Exec for approval.


	Topic
	Critical Care Medical Director Access



	Discussion/Action
	Discussion ensued regarding the CCU/SICU Medical Directors being allowed access to SICU/CCU patient files in order to have open communication with all disciplines involved.  Due to issues when the program began, the direction was that the Critical Care Medical Directors not speak with physicians or review the patient’s medical record.  Since one of the biggest issues is communication, it was recommended that they have access to the medical record and can forward recommendations to the physicians.  Currently the Critical Care Medical Directors review the case with the team.  They are physicians and they are taking the time to review the case, therefor communication with the attending physician is important as this is a vital part of any program.  If the patient’s outcome is better, then it is lucrative to all involved in the care of the patient.  This is all about improving care of the patient in the critical care unit and that is the focus of this council.  Therefore all physicians present at the meeting agreed that this line of communication should be open and is reasonable and will forward the recommendation to the Medical Executive Committee that CCU/SICU Medical Directors be granted access to the patient files.  Initially when this position was started, it was supposed to be more interactive and hands on but was met with a great deal of resistance and the council wishes to open up at least one avenue of communication.  Communication is paramount to patient care.  Therefore the council requests the support of the Medical Executive Committee regarding this recommendation.


ROUND TABLE

The next meeting will be held on August 3, 2010.
There being no further business, the meeting adjourned at 1:16 PM.

Recorded by:


____________________



__________________________


Christine M. Reilley




Tom Finer



Administrative Assistant



Co-Chairperson



Quality Improvement




Nurse Manager, SICU/CCU
_____________________________

Anubha Sinha, MD
Co-Chairperson

Co-Medical Director Critical Care

CRITICAL & INTERMEDIATE CARE OUTCOMES COUNCIL
May 4, 2010
RECOMMENDATIONS

	1. That the CCU/SICU Admission/Discharge policy be accepted
2. That the Insulin Drip Protocol Critical Care/Emergency Department protocol be accepted.
3. That Respiratory Therapists and Dietitians be allowed to write instructions/recommendations on the physician progress note sheet for Critical Care patients only

4. That CCU/SICU Medical Directors be granted open communication with all disciplines and physicians involved
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