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Some Important Issues in Healthcare Quality



Patient and family rights (PFR) and Physician rights

¢ Patient and family rights

@)
@)

O

O O O O O

O

Right to access care if provided by the organization
Right to know the name of treating, supervising and/or
responsible physician.

Right to be informed and participate in making decisions
relating to their care.

= Right to make a decision regarding medical treatment,
and receive as much information about any proposed
treatment, its normal action and potential side-effects

Right to refuse care and discontinue treatment.

= Patients have the right to request or refuse any
medication, investigations and treatment.

= Patients are informed of the likely consequences of
refusing or discontinuing treatment

Right to care that respects patient’s personal values and beliefs.
Right to have pain assessed and treated.

Right to personal privacy, confidentiality, security and dignity
Right to know the price of services and procedures

Right to make a complaint or suggestion without fear or
retribution.

» The right to make complaints through channels provided
for this purpose by the hospital Authority and to have any
complaint dealt with promptly and fairly.

Right to seek a second opinion either internally or externally.

¢ Patients responsibilities

O

o O

Give healthcare providers as much information as he/she can
about his/her present health, past illness, any allergy and any
other relevant details.

Comply with the policies and procedures of the organization
Show respect to other patients and healthcare workers.

Comply with financial obligation according to laws and
regulations and organization policy.

Follow the prescribed and agreed treatment plan and comply
with the instructions given



¢ Physicians rights
o Right to work in favorable conditions.

o Right to select patients he/she will see.
o Right to determine type of service he/she will provide.
o Right to be paid for services rendered.
o Right to vacation and time off.
References:

e GAHAR handbook for hospital Standards, Edition 2021
e Zopunyan, V., Krmoyan, S. and Quinn, R., 2013. Identifying the gaps:
Armenian health care legislation and human rights in patient care
protections. Health Hum Rights, 15(2), pp.41-53
e https://www.hhrjournal.org/2013/12/identifying-the-gaps-armenian-
health-care-legislation-and-human-rights-in-patient-care-protections/.
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Clinical practice guidelines & clinical pathways

Quality is
“Do the right things right,
the first time &
every time.”

OClinical practice guidelines and Clinical Pathways are both considered as basic
utilization _management tools that enable the provider to manage resource
utilization and to provide better care within the care setting.

OClinical Pathways are constructed or modified based on the relevant clinical
practice guidelines

Clinical practice guidelines (CPGs)

O “Typical treatment for typical patient” and provide a framework for describing
patterns of care for patients (patients with similar risk, co-morbidity, severity of
illness and expected outcomes ).

Importance of CPGs

OLimit the variation in healthcare practice
O Generate performance (measures / indicators) for on-going QM activities.

OMinimize the increasing rates of healthcare costs by eliminating any existing
levels of unnecessary care.

O Accreditation purposes: JCI and NCQA require selection and implementation of
CPGs
Where to find relevant CPGs?

OCIinical Practice Guidelines Online - Agency for Healthcare Research and
Quality (AHRQ)

ONICE Guidance - published appraisals

OGuidelines Finder - index (over 1200 UK national guidelines, National
electronic Library for Health in collaboration with Sheffield Evidence for
Effectiveness and Knowledge: SEEK)

OClinical Effectiveness and Evaluation Unit (CEEu), of the Roval College of
Physicians, UK

0 Australian National Health and Medical Research Council

0 Japan Council for Quality Health Care




Clinical Pathways

O<“an optimal sequencing and timing of interventions by physicians, nurses, and
other staff for a particular diagnosis or procedure.

OMinimize delays and resource utilization Maximize the quality of care.

O1t is a patient management tool which describes the key events in the process of
care for a given diagnosis or condition that the healthcare team determines are
most likely to result in positive outcome.

Importance of clinical pathways

0 Reduce practice variation

0 Educate (care team members, patient, and family)
0 Improve quality of care

0 Control the cost of resource utilization

0 Decrease LOSS

Types of Clinical Pathways

Olnpatient care: initiated at patient admission and ends at discharge (most
common type).

O Complete episode of care: begins by the patient visit to the physician‘S office
and ends at the termination of post-hospitalization follow-up

OLife and health management: for chronic cases
Specialized applications: those for ambulatory surgery or renal dialysis patients
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I.General Patient Safety

NSR.01 Accurate patient identification through at least two
identifiers to identify the patient and other elements associated with
his/her plan of care.

Keywords:

Patient identification

Intent:

Providing care or performing interventions on the wrong patient are
significant errors, which may have grave consequences. Using two identifiers
for each patient is the key driver in minimizing such preventable errors, which
is especially important with the administration of high alert medications or
performing high risk or invasive procedures.



NSR.02 Verbal or telephone orders are communicated safely and
effectively.

Keywords:

Verbal and telephone orders

Intent:

Miscommunication is the commonest root cause for adverse events.
Writing down and reading back the complete order, by the person receiving the
information, minimizes miscommunication and reduces errors from
unambiguous speech, unfamiliar terminologies, or unclear pronunciation. This
also provides an opportunity for verification.

NSR.03 Evidence-based hand hygiene guidelines are adopted and
implemented throughout the hospital in order to prevent healthcare-
associated infections.

Keywords:

Hand hygiene

Intent:

Hand hygiene is the cornerstone of reducing infection transmission in all
healthcare settings. It is considered the most effective and efficient strategy for
infection prevention and control.

NSR.04 Systems are implemented to prevent catheter and tubing
misconnections.

Keywords:

Catheter and tube misconnections

Intent:

Tubing and catheters are important steps of daily healthcare provision for
the delivery of medications and fluids to patients. Patients, especially within
critical and specialized care areas, are connected to many tubes and catheters,
each with a special function (monitoring, access, drainage). During care, these
tubes and catheters may be misconnected leading to the administration of wrong
material via the wrong route resulting in grave consequences.

NSR.05 Patient’s risk of falling is screened, assessed, periodically
reassessed, and managed safely and

Keywords:

Fall screening and prevention

Intent:

All patients are liable to fall; however, some are more prone to. Identifying
the more prone is usually done through a risk assessment process in order to
offer tailored preventative measures against falling. Effective preventive
measures to minimize falling are those that are tailored to each patient and
directed towards the risks being identified from risk assessment.



NSR.06 Patient’s risk of developing pressure ulcers is screened,
assessed, periodically reassessed, and managed safely and effectively.

Keywords:

Pressure ulcers prevention

Intent:

Use of pressure ulcer risk assessment tools or scales is a component of the
assessment process used to identify patients at risk of developing a pressure
ulcer. Use of a risk assessment tool is recommended by many international
pressure ulcer prevention guidelines, identifying patients who are more prone to
develop pressure ulcers is a better preventive strategy than trying to treat them.
Tailoring pressure ulcer prevention measures to each patient is proven to be
effective.

NSR.07 A standardized approach to hand over communications,
including an opportunity to ask and respond to questions, is implemented.

Keywords:

Handover communication

Intent:

The primary objective of a ,handover*is the direct transmission of accurate
patient care information among staff members to ensure the continuity of care.
Moreover, it provides a chance for clarifications, which subsequently decreases
medical errors.

NSR.08 The hospital has an approved policy and procedure for
managing critical alarms.

Keywords:

Critical alarms

Intent:

Medical devices especially those related to vital functions are fitted with
alarms that alert staff members on conditions of device malfunction or patient"s
critical situation. Losing that function exposes patients to increased risk of
morbidity and mortality. Alarms are intended to induce immediate appropriate
action from staff members to either check device malfunction or initiate action
that will revert the situation. This can be ensured when all the staff members
become fully aware of alarm settings (values and volume) and their significance
and are trained on the required actions to be taken when triggered.

NSR.09 The hospital has an approved policy and procedures to
ensure  hospital-wide  recognition of and response to clinical
deterioration.

Keywords:

Recognition of and response to clinical deterioration



Intent:

Early detection of warning signs and provision of urgent care on the right
time leads to better functional and long-term outcome than resuscitation of
patients with cardio-pulmonary arrest. Studies have shown that this strategy has
positive impact on reducing in-hospital mortality and improving patient safety.

The hospital develops and implements a policy and procedures to ensure
safe process of recognition of and response to clinical deterioration (including
Defined criteria of clinical deterioration, Education of staff members on the
defined criteria, Identification of involved staff members to respond,
Mechanisms to call assigned team to respond; code(s) that may be used for
calling emergency). The response is uniform 24 hours a day and seven days a
week.

NSR.10 Patient’s risk of developing venous thromboembolism (deep
venous thrombosis and pulmonary embolism) is screened, assessed,
periodically reassessed, and managed safely and effectively.

Keywords:

Venous thromboembolism prophylaxis

Intent:

Venous thromboembolism (VTE) is considered an important silent killer in
hospitals. Adopting guidelines to reduce the risk of developing this condition is
important for decreasing preventable adverse events and mortalities. Tailored
care plans based on individual patient VTE risk assessment.

NSR.11 Critical results are communicated timely, accurately and
safely.

Keywords:

Critical results

Intent:

Patient safety and quality of care can be compromised when there are
delays in completion of critical tests or in communicating the results of critical
tests. Writing down and reading back the results, by the person receiving the
information, minimizes miscommunication and reduces errors from
unambiguous speech, unfamiliar terminologies, or unclear pronunciation. This
also provides an opportunity for verification. (laboratory, medical imaging
service)

II.Medication Management and Safety

NSR.12 The hospital defines standardized diagnosis codes,
procedure codes, definitions, symbols, and abbreviations.

Keywords:

Abbreviations



Intent:

Usually, the use of codes, symbols and abbreviations is done to squeeze a
lot of writing into a small space. This may cause miscommunication between
healthcare professionals and potential errors in patient care.

Implementation of do-not-use abbreviation list for medication is guided by
reliable references, e.g., The Institute for Safe Medication Practices (ISMP) list
and includes at least the following: U/IU, Q.D., QD, q.0.d, god, MS, MSO4,
MgSO04, No Trailing Zero, No leading Zero

NSR.13 Medications are reconciled across all interfaces of care in the
hospital.

Keywords:

Medication reconciliation, best possible medication history (BPMH).

Intent:

Patients often receive new medications or have changes made to their
existing medications at times of transitions in care (hospital admission, transfer
from one unit to another during hospitalization, or discharge from the hospital).
As a result, the new medication regimen prescribed at the time of
discharge may inadvertently omit needed medications, unnecessarily duplicate
existing therapies, or contain incorrect dosages. These discrepancies place
patients at risk for adverse drug events (ADEs).

Medication reconciliation refers to the process of avoiding such
inadvertent inconsistencies across transitions in care by reviewing the patients
complete medication regimen at the time of admission, transfer, and discharge
and comparing it with the regimen being considered for the new setting of care.
Medication reconciliation process 1s a multidisciplinary activity with
responsibilities shared among physicians, nurses, pharmacists, and other
clinicians involved in the patients care.

NSR.14 Medications are safely and securely stored in stores,
pharmacies, and patient care areas according to laws and regulations

Keywords:

Medication storage and labeling

Intent:

Medications are normally stored in pharmacies, storage areas, or patient
care areas in the hospital. The stability/effectiveness of some medications
depends on storing them at the correct conditions such as light, humidity, and
temperature. Medications or other solutions in unlabeled containers are
unidentifiable. Errors, sometimes tragic, have resulted from medications and
other solutions removed from their original containers and placed into
unlabeled containers.



NSR.15 High-Alert medications and concentrated electrolytes are
identified, stored, and dispensed in a way that assures that risk is
minimized.

Keywords:

High-alert medications, concentrated electrolytes

Intent:

High-alert medications are those bear a heightened risk of causing
significant patient harm when they are used in error. Although mistakes may or
may not be more common with these medications, the consequences of an error
are clearly more devastating to patients. Examples of high-alert medications
include, but not limited to, anticoagulants, hypoglycemic agents, anesthesia
medications and inotropic agents.

Concentrated electrolytes include potassium chloride, potassium
phosphate, sodium chloride, and magnesium sulfate. Avoiding storage of
concentrated electrolytes in patient care areas is a one method to minimize the
risk of death or injury associated with these medications.

NSR.16 Look-alike and sound-alike medications are identified and
stored in a manner to minimize the risk of medication dispensing and
administration errors.

Keywords:

Look-alike and sound-alike medications

Intent:

Look-alike/sound alike (LASA) medications are those visually similar
in physical appearance or packaging and names of medications that have
spelling similarities and/or similar phonetics. Any confusion between these
medications may lead to harmful errors.

Solutions: 1)Ensure prescription legibility through improved handwriting
and printing, 2)Physical separation and segregation of these medications in
medication storage areas to minimize the risk, 3)Design labels with mixed
lettering (e.g., DOPamine versus DoBUTamine) to emphasize drug name
differences.

III.Surgery, anaesthesia and Sedation

NSR.17 Precise site where a surgery or invasive procedure shall
be performed is clearly marked by the physician with patient’s
involvement.

Keywords:

Surgical site marking

Intent:

Performing the right surgery on the right patient and on the right side
without any retained instrument is the mainstay objective of surgical safety.



Visible and clear site marking is an error reduction strategy that should be
performed by the physician who will perform the surgery and invasive
procedure with the involvement of the patient if the patient is an adult and fully
conscious or patient's family in other situations.

NSR.18 Documents and equipment needed for procedures and
anesthesia or sedation are verified to be on hand, correct, and properly
functioning before calling for the patient.

Keywords:

Pre-operative checklist

Intent:

Ensuring the availability and functioning of needed equipment. Ensuring
the availability of all needed items as blood booking, results of the
requested investigation or special prosthesis should be done as a preoperative
verification process to ensure patient safety and appropriateness of care.

NSR.19 Correct patient, procedure, and body part is confirmed
preoperatively and just before starting a surgical or invasive procedure
(time out).

Keywords:

Timeout

Intent:

Time out for verification of the correct patient, correct surgery or invasive
procedure, and correct site and side of surgery or invasive procedure is a single
process that has been proved to reduce wrong-site surgery.

When performing a surgery or invasive procedure, healthcare professionals
should verify the correct patient, correct surgery or invasive procedure, correct
site and side of surgery or invasive procedure and that patient received the
prophylactic antibiotic (if applicable) and apply the time out process just before
the start of the surgery or invasive procedure (after induction of anesthesia).

NSR.20 Accurate counting of sponges, needles, and instruments pre
and post-procedure is verified.

Keywords:

Instrument retention prevention

Intent:

Missing sponges, needles, towels, or instruments inside the patient body
act as a foreign body and causes serious morbidity in the form of pain, organ
injury and sepsis, which necessitate to reopen the patient and could reach up to
mortality.

Every effort should be done by the surgical team to prevent missing any
foreign body during surgery/invasive procedure by meticulous counting of any



used item before, during the closure of each body space, and after the closure of
the skin.

IV.Environmental and Facility Safety

NSR.21 Fire and smoke safety plan addresses prevention, early
detection, response, and safe evacuation in case of fire and/or other
internal emergencies.

Keywords:

Fire and smoke safety

Intent:

One of the critical considerations in the safety design for hospitals is the
prevention of fire, particularly with respect to the combustibility of construction
and furnishing materials and the spread of fire and smoke. In the event of either
accidental or malicious fires, suppression equipment needs to be readily
accessible to combat these fires. Staff members of the hospital need to have
working knowledge of how to use the equipment and to avoid panic.

The last resort, failing the ability to completely suppress the fire, is to
evacuate the hospital. Moving all patients, visitors, and staff out of dangerous
and/or damaged facilities as safely as possible is always the goal of an
evacuation.

NSR.22 Fire drills are performed in different clinical and non-clinical
areas, including at least one unannounced drill annually.

Keywords:

Fire drills

Intent:

Fire drills are designed to:

o Ensure through regular training and simulations, staff members will:
have knowledge and understanding of the fire safety plan so that they can act
swiftly, safely, and in an orderly manner.

o Have increased self-confidence and power to fulfill their
responsibilities in the event of a fire.

The hospital staff should be well trained on firefighting and safe
evacuation through practical simulations and regular drills to ensure staff
readiness in case of fire and/or other internal emergencies.

NSR.23 The hospital plans safe handling, storage, usage and
transportation of hazardous materials and waste disposal.

Keywords:

Hazardous materials safety



Intent:

Hazardous materials are chemical substances, which, if released or
misused, can pose a threat to the environment, life or health. Hazardous
materials come in the form of explosives, flammable and combustible
substances, poisons, and radioactive materials.

Hospital waste is Any waste which is generated in the diagnosis, treatment
or immunization of humans or in research in a hospital.

Healthcare waste includes infectious, chemicals, pharmaceutical and
radioactive items and sharps. These items can be pathogenic and
environmentally adverse. Other waste items generated through healthcare but
not hazardous include medication boxes, the packaging of medical items and
food, remains of food, and waste from offices.

Hospital Waste Management means the management of waste
produced by hospitals using such techniques that will help to check the
spread of diseases.

NSR.24 A safe work environment plan addresses high-risk areas,
procedures, risk mitigation requirements, tools, and responsibilities.

Keywords:

Safety management plan

Intent:

Health services are committed to providing a safe environment for patients,
staff, and visitors. Hospital safety arrangements keep patients, staff, and visitors
safe from inappropriate risks such as electricity and from inappropriate
behavior such as violence and aggression.

NSR.25 Radiation safety program is developed and implemented.

Keywords:

Radiation safety program

Intent:

Radiation safety program provides information and training on the theory,
hazards, biological effects, protective measures, monitoring and disposal of
radioactive materials and radiological equipment; develops policies by which
radiological equipment are wused safely; ensures compliance with
regulations; and provides emergency response assistance.

The hospital environment, staff, patients, relatives and vendors should be
safe from radiation hazards, as medical Imaging services are provided on-site,
the hospital has a radiation safety program that shall address all components of
the hospital medical Imaging services.

NSR.26 A comprehensive documented laboratory safety program is
implemented.

Keywords:

Laboratory safety program



Intent:

The laboratory environment can be a hazardous place to work.

Laboratory staff member are exposed to numerous potential hazards
including chemical, biological, physical and radioactive hazards, as well as
musculoskeletal stresses.

Laboratory management should design a safety program that maintains a
safe environment for all laboratory staff, patients, and families.

NSR.27 Medical equipment plan ensures safe selection, inspection,
testing, maintenance, and safe use of medical equipment.

Keywords:

Medical equipment plan

Intent:

Medical equipment is critical to the diagnosis and treatment of patients.
Poor equipment maintenance increases the chances of downtime, leads to
inefficiency; it can also seriously harm patient outcomes. Inadequate servicing
and sterilization can be harmful to both doctors and patients. Trained
biomedical and engineering team manages medical inventory, and is
responsible for dealing with medical equipment hazards.

NSR.28 Essential utilities plan addresses regular inspection,
maintenance, testing and repair.

Keywords:

Utilities management

Intent:

Hospitals are expected to provide safe and reliable healthcare to their
patients. This requires adequate utility management to ensure efficiency and
effectiveness of all utilities. Planning appropriate response and recovery
activities for a failure of the hospital®s utility systems is essential to satisfy
patients' expectation.

These systems constitute the operational infrastructure that permits safe
patient care to be performed. Some of the most important utilities include
mechanical (e.g., heating, ventilation and cooling); electrical (i.e., normal
power and emergency power); domestic hot and cold water as well as
other plumbing systems; waste; technology systems, including the myriad
communications and data-transfer systems; vertical transportation utilities;
fuel systems; access control, duress alarm and surveillance systems;
medical gases, air and vacuum systems; and pneumatic tube systems.

To Summarize:
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Basics of Infection control

> What is infection control?
Infection control is a term used that describes ways we can prevent the spread of
infection.

> Why infection control in hospitals?
e Morbidity&mortality.
e Multidrug resistant bacteria.
e Healthcare Associated Infections (HIAs) rank among the most important causes
of death in the developing world

e High cost of healthcare; Length of stay, increased use of antibiotics, need for
isolation, additional laboratory investigations

> What is Health care acquired infections(HAI)?
includes infections that:
e not present nor incubating at admission
e appear more than 48 hours after admission
e those acquired in the hospital but appear after discharge
e also occupational infections among staff.

Who is at risk?

Patients, Staff, trainees, Visitors, community

> They are all preventable infections, so, infection prevention and control (IPC) is
a must

> What is our mission?
Clean care 1s safer care

> Who will carry out this mission?
Together Everyone Achieve More

Chain of infection:
The most reasonable point to break the cycle is the mode of transmission.

> What is standard precautions?
Every patient every time; Hand Hygiene
hand wash- antiseptic hand wash - Antiseptic hand rub - Surgical hand antisepsis




> Why hand hygiene?
Most common mode of transmission of pathogens In the hospitals is via hands of
health care workers

> What is living on our hands?
Two categories of micro-organisms:

®Transient flora (on the skin surface)

®Resident flora (on the surface and deep in the skin layers)

> Hand Hygiene Technique :
e Hand rubbing
e Hand washing
e Surgical Hand Hygiene/Antisepsis
Use either an antimicrobial soap or alcohol-based handrub;

Antimicrobial soap: scrub hands & forearms for length of time recommended by
manufacturer.



Before applying handrub, wash hands and forearms with non-antimicrobial soap



Personal Protective Equipment (PPE)

Gloves

Change gloves:

e During use if torn and when heavily soiled (even during use on the
same patient)

e After use on each patient

e Discard in appropriate receptacle

e Never wash or reuse disposable gloves

Use Clean Gloves

After routine hand washing

Touch any fluid from patient

Sampling, blood gases, culture

Peripheral line insertion

Suction

Change dressing

Isolated patient

Use Sterile Gloves (disposable, sterile, individually wrapped)

e After surgical scrub

Before surgery

Before any invasive procedure.

Before wound dressing.

Clincal pharmacy

Gowns or Aprons

e Isolation gowns are generally the preferred PPE for clothing but aprons
occasionally are used where limited contamination is anticipated.

e [f contamination of the arms can be anticipated, a gown should be selected.
Gowns should fully cover the torso, fit comfortably over the body, and have
long sleeves that fit snuggly at the wrist.

e Disposable or reusable...... clean or sterile.

Face Protection

Head gear

Used to confine and contain hair during certain procedures performed in the
operating theater. Should be well-fitting and sealed.

Over Shoes

“NOT RECOMMENDED”
As this is an ideal way of transferring micro-organisms from floor and shoes to the
hand.



Closed Foot Wear.

Should be used in operating theatre.

Isolation:
Standard precautions(PPE ,Waste) + Patient replacement + Patient transport
droplet,airborne or contact routes

What are Droplet Precautions?

The infectious droplets are released when the patient sneezes or coughs.

Since droplets are heavy, they fall rapidly usually within 3 feets of the patient.
Pertussis, Diphtheria and meningococcal meningitis are examples of diseases
spread this way.

A private room is used and all persons entering must wear a surgical mask

If not possible; maintain a distance of at least 1 meter between patients and
visitors.

What are Airborne Precautions?

used to prevent infections spread through the air.

the germs involved with airborne diseases are so small that they can remain in
the air for long periods of time and float on air currents.

Tuberculosis, varicella (chickenpox) and measles are airborne diseases.

High efficiency masks ,N95

A single room under negative pressure ventilation: 6 air change/hour &
discharge air to outside or filter it using HEPA filter.

The door must be kept closed at all times.

What are Contact Precautions?

used to prevent infections spread by touching an infected or contaminated
body site (direct contact) or by handling objects in the environment that
are contaminated (indirect contact).

Gloves are worn every time you enter the room. Gowns will be-needed if
providing direct care.

Respiratory syncytial virus, disseminated Herpes simplex.

Major skin infection, infection or colonization with MRSA, VRSA, VRE and
multi-drug resistant Gram -ve bacilli (producing ESBLs).

Massive uncontrolled bleeding or diarrhoea.

Heavy dispersal of skin scales (infected large burns).






Other infection control practices affect patient care

Storage of Patient Supplies

e Patient care items must be stored in a clean location at least 8 inches above the
floor. must not be stored in under-sink cabinets.

e Since some items have expiration dates, it is important to establish a routine
for checking dates.

Proper Refrigeration

e Monitor and maintain temperature between 33 and 45 degrees F.

o Keep food/nourishments in a separate refrigerator away from medications/IV
fluids.

e NEVER place lab specimens in a medication or nourishment refrigerator.

Single-Use versus Reusable Patient Items

- Many patient care devices and items are designed to be used with one patient and
often only one time.

- These items are considered disposable and must not be re-sterilized or reused

- Read the manufacturer'S directions to be sure how a device is intended to be
used.

Regular Hospital Waste :

Regular hospital waste is placed in yellow trash bags.
Remember: before discarding items in the regular trash:

* Empty fluid-filled containers such as IV bags and tube feedings.




* Remove any labels which have the patient’S name and/or medical record number.

Regulated Medical Waste

certain medical waste to be incinerated. This waste is called “regulated medical
waste”.

Regulated medical waste must be placed in red trash bags.

Examples of regulated medical waste include:

* Full sharps containers

* >20ml blood or blood products that cannot be easily emptied

* Microbiology and Pathology specimens

* Items used in the preparation and administration of hazardous drugs

Renovation and Construction

- Hospital construction generates dust and debris.
- Construction dust, including dust released from the removal of
ceiling tiles, may contain molds that can cause serious infections in
high risk patients.




BASIC FACTS ON HIV

What is HIV?
H —uman: Found only in humans, Transmitted among humans,
Preventable by humans.
I -mmunodefiency: Body lacks ability to fight off infections
V —irus: Type of germ lives and reproduces in body cells
AIDS:
A -cquired; received, not inherited (does not run in families)
I -mmuno; protected from
D -eficiency, - a lack of
S-yndrome; — a group of symptoms or diseases

HIV is found in body fluids:

Semen, Breast milk, Blood, Vaginal fluid, Amniotic fluid
You CANNOT get HIV from...

Tears, Saliva, Sweat, urine of HIV infected persons

Incubation period:

Variable. Although the time from infection to the development of detectable
antibodies is generally 1-3 months, the time from HIV infection to diagnosis of
AIDS has an observed range of less than 1 year to 15 years or longer.

The median incubation period in infected infants is shorter than in adults.

Window Period:

When a person gets infected it may take 6 weeks or up to 3 months before
antibodies to HIV are detected in the blood.

The HIV test looks for antibodies. When these antibodies are detected the person
is diagnosed HIV positive. A person can be positive and the test shows negative
because the test was done during the window period

Early Signs & Symptoms of HIV:

Fever

Fatigue

Night Sweats

Loss of Appetite

Diarrhea

Swollen Lymph Glands

Remember these are symptoms of many other illnesses.
Remember:

e You CANNOT tell by looking if someone has HIV.

e An individual can look and feel well for many years and be HIV positive.
e The HIV positive person can pass the virus on to someone else



Treatment:

Current treatment for HIV is not a cure for HIV, but it can keep HIV under

control very effectively.
Taking treatment as prescribed by doctors keeps patient healthy and reduces

the chances of passing HIV on to others.
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Catheter associated Urinary tract infections (CAUTI)

Urinary tract infections are the most common healthcare-associated infections.

The indwelling urinary catheter is one of the most commonly used medical
devices.

Urinary tract infections cover a range of syndromes from asymptomatic cystitis
to pyelonephritis and sepsis.

Most instances of bacteruria are asymptomatic and do not warrant treatment.

The two fundamental risk factors for CAUTI are:
e The presence of an indwelling urinary catheter
e The dwell time of the device are

Bacterial Etiology of Urinary Tract Infection

e About 95% of all UTIs are a single isolated bacterium.

e In uncomplicated UTs and pyelonephritis, 70 to 95% of isolated organisms are
E. coli

e If the infection is healthcare related some of which may have increased
antibiotic resistance including: Pseudomonas, Serratia, Stenotrophomonas, and
Acinetobacter.

Many of contaminating microorganisms are:

e part of the patient's endogenous bowel flora,

e acquired by cross-contamination from other patients or hospital personnel,
e or by exposure to contaminated solutions or non-sterile equipment .

Therefore, the true focus should be on Prevention of CAUTI and appropriate
treatment of symptomatic urinary catheter infections. Asymptomatic bacteruria
associated with long term indwelling urinary catheters should not be treated,
except if with bacteraemic (ABUTI). Appropriate management of resistant
organisms and opportunist fungi.

The Institute for Healthcare Improvement (IHI) focuses on four components
of care

e Avoid unnecessary urinary catheters.

o Insert urinary catheters using aseptic techniques.

e Maintain urinary catheters based on recommended guidelines.

e Review catheter necessity daily and remove promptly
Prevention of Urinary catheter associated infection (CAUTI) by:

1. Safe insertion

2. Safe maintenance:

a. A sterile, continuously closed drainage system should be maintained




b. Periodic Cleaning of the perineal area and Catheter tubing |
c. Proper technique of emptying the foley bag
d. Disinfection of urine receptacle
e. Restrict irrigation of Urinary bladder to absolute indications & ensure safe
irrigation technique
f. Daily assessment of necessity and removal of Unnecessary Urinary
Catheters
3. Safe removal technique
4. Urine Sample collection

1. Safe Insertion of Urinary Catheters
a. Prepare needed equipment, Hand hygiene.
b. Cleansing phase
c. Disinfection
d. Perform antiseptic hand wash or hand rub Apply sterile gloves
e. Put anaesthetic lubricant on the tip of the catheter (in males Inject 12 -18 ml
of anaesthetic lubricant into urethra)
f. Use strict sterile technique for the insertion procedure
g. Inflate catheter balloon
h. Secure the catheter to the patient's thigh: Prevent movement, Irritation, and
Decrease risk of infection.
1. Complete the procedure:
e Position the bag to avoid Urine reflux into the bladder, Kinking or
gross contamination of the bag.
e Position the bag hanger on the bed rail
e Keep the bag below the level of the bladder at all times to prevent the
backflow of urine and decrease the risk for infection.
e Never leave the catheter hanging to be pulled by the weight of the bag
During transporting patient
e Maintain position of drainage bag below the level of the patient's bladder to
prevent reflux of contaminated urine from the bag to the bladder.
e Transport personal should be instructed to wash their hands prior to and
following any manipulation of the urinary catheter or drainage bag.
e The catheter bag should be emptied prior to transport to prevent reflux.
e Secure Urine collection bag in Mobile patients; Fix the urine collection bag
in mobile patients on either: leg in males or thigh in females







2.Safe Maintenance:
Periodic observations of the urine collection system: ensure that urine is flowing
freely, If a standing column of urine is observed:

e Check for correct positioning of the bag & then for a physical

obstruction, such as a kink in the tubing.
e [f Correct positioning of the bag OR Removal of physical obstruction
does not allow free flow The bag may have to be changed
Periodic Cleaning of the perineal area and Catheter tubing
Perform hand hygiene immediately before and after any manipulation of the
catheter site or drainage bag.
Clean the perineal area and Catheter tubing proximal to distal, with foam body
cleanser (4:1 body cleanser) Or Ready cleansing wipes DAILY and AFTER
EVERY bowel movement.
The meatal area should not be aggressively cleansed or cleansed with antiseptic
solutions as this can lead to:
» Meatal irritation and
* Increase the likelihood of infection.

Proper technique of emptying the Foley catheter
A sterile, continuously closed drainage system should be maintained.
If the catheter must be disconnected from the tubing, Disinfect the catheter-tubing
junction before separating.
Emptying the drainage bag: every 8 hours, OR when drainage bag is 2/3 full, to
avoid traction on the catheter from the weight of the drainage bag and prevent
infection.
Take care not to contaminate the drainage port by touching the collection container
or floor when emptying.
After emptying the receptacle, gloves should be discarded & Hands washed and
dried thoroughly
The urine receptacle should be Heat disinfected if possible (If heat labile, chemical
disinfection could be used). It should be stored dry after each use.
Restrict irrigation of Urinary bladder to absolute indications (Post urology
/genitourinary trauma, surgery, Or in ICU to relieve obstruction).
Ensure safe [rrigation of The Urinary bladder
A closed system for irrigations can be performed on intermittent OR Continuous
basis to maintain catheter patency without disrupting sterility

3.Daily assessment of necessity & removal of Unnecessary Urinary Catheters
4.Urine Sample collection
Required supplies

e Alcohol Hand rub

e Gloves

e Sterile syringe




Clamp
Dressing
Alcohol swab ( alcohol and cotton balls)
Waste collection containers: Sharp box- Medical waste- general waste
Prepare the catheter for collection of the urine sample
e Apply a clamp for approximatelyl0 MINUTES to the collection tube
e Place a clean dressing under the Urinary catheter
e Disinfect the catheter sheath with 70% alcohol
Urine culture
e Immediately transport urine sample to microbiology laboratory.
o If delay is anticipated in transportation, refrigerate at 4<C
e Maximum duration of refrigeration prior to culture should not exceed 24 hrs




Pressure Ulcers

What is a pressure ulcer?

A pressure ulcer is an area of skin damaged due to one or more reasons: pressure,
friction, shear, and/or moisture. This causes tissue damage or death (necrosis).
Pressure ulcers can be shallow or deep wounds.

Conditions that Contribute to Pressure Ulcers:

e Being bed-ridden due to illness such as a broken hip or flu

e Diabetes, heart disease and poor circulation can decrease blood flow to areas of
the body

Low blood pressure

Lung conditions that decrease the level of oxygen in your circulation

Anemia

Conditions that impair your ability to feel or understand sensations such as
pressure or discomfort: Spinal Cord Injuries (SCI), Multiple Sclerosis (MS),
stroke

Dementia such as Alzheimer'Ss

When you cannot change your position by yourself

Poor food intake, especially protein (e.g. meat, fish, dairy products, nuts)

Low body weight

Loss of bladder or bowel control

Dry skin

Excessive sweating or wound drainage

Advanced old age

Stage 1 pressure injury:

o A red area of the skin that when pressed on does not turn white; Non-
blanchable erythema of intact skin, OR

e C(Color that does not fade within 30 minutes of removing pressure.

Stage 2 pressure injury:

Partial-thickness skin loss with exposed dermis

e The wound bed is viable, pink OR red & moist

e Intact or ruptured serum-filled blister may be present

Stage 3 pressure injury:

Full-thickness loss of skin, in which:

e Adipose (fat) is visible in the ulcer &

e Granulation tissue &

e Epibole (rolled wound edges) are often present.




e Slough may be visible

Stage 4 pressure injury:
Factors that impact the progression toward pressure injury include:
¢ Intensity of pressure.

e Duration of pressure

e Ability of tissue to tolerate pressure (tissue tolerance)

Yet, there is no universal agreement on the length of time and the intensity of
pressure before tissue damage occurs.

Care of pressure ulcer

e Drugs to control pain. Topical pain medications also can be helpful during
wound care.

e Drugs to fight infection. Infected pressure sores that aren't responding to other
interventions can be treated with topical or oral antibiotics.

e A healthy diet. Good nutrition promotes wound healing.

e Surgery
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Central Line
Safe insertion & Care

Vascular catheters can be life-saving and life-sustaining, but they also come with
risks. It is important to know the risks and how they may occur.

Central line associated Blood stream infection (CLABSI):
CLABSI is a sequel of intraluminal or extraluminal Bacterial Biofilm formation
Bacterial Biofilm formation

I. Prevention strategies were outlined by:

SHEA = Society of Healthcare Epidemiology America
[HI= Institute of Health Improvement

JCI = Joint Commission International

CDC/USA= Center of Disease Control

II. Safe insertion “ S.C.R.I.P.T.”
e Space: Procedure room, Operating room or bedside
e Technique: Aseptic /Sterile
e Hand Hygiene & Patient skin preparation:
o Surgical hand scrub hand hygiene
o Patient Skin disinfection with chlorhexidine
e Insertion site: Subclavian better than Jugular. Avoid femoral site
e Instruments & supplies: Sterile
o PPE: Full surgical attire, Full barrier precautions, Full body sterile
drape
o Trash: Sharp container, biohazard container, general waste container
II1. Safe Care
1. Parts of the catheter & manufacturers recommendations

a) Check catheter manufacturer’s warnings about effect of disinfectants on
catheter material.

b) Use according to manufacturer®s directions.

2. Securement of the catheter:

Secure the catheter so that it cannot move in and out. As, every time the catheter
comes out a little, it picks up bacteria. The back and forth motion drives bacteria
down the catheter track resulting in initiation of biofilm formation & subsequently
blood stream infection.
3. Changing the dressing:

Changing the Transparent Dressing:

Change Transparent semi-permeable dressing every 7 days or immediately if it




becomes loosened or soiled. At the time of changing the dressing, full care of
central line has to be carried out.
Examine Catheter site daily through the semi-permeable dressing. If there is
redness, swelling, and/or drainage, report to senior.
Supplies needed:
A dressing kit or individual supplies listed below:
e Alcoholic skin disinfectant: CHG Chlorhexidine >0.5%, Tincture of Iodine
e One transparent semi-permeable dressing
¢ Two masks
Changing the gauze Dressing:
Change Gauze dressing every 2 days. Touch Catheter site over the Gauze dressing
every day. If there is tenderness when you press, Report to senior doctor or nurse.
Supplies needed:
A dressing kit or individual supplies listed below:
e Alcoholic skin disinfectant: CHG Chlorhexidine >0.5%, Tincture of Iodine
e One Gauze dressing
e Two masks
Flushing of the catheter:
To keep blood from clotting in the catheter, the catheter must be flushed.
Each lumen must be flushed once a day with 5 cc'S of heparin solution.
Heparin do not have to be refrigerated.
Changing catheter caps
Frequency: every 7 days
While holding the catheter with an alcohol swab in one hand, vigorously clean
the catheter cap/or needless connectors connection with a second alcohol swab
for 15 seconds.
e Carefully, remove the catheter cap/or needless connectors_by rotating it counter
clockwise and discard it in the medical waste container away.
6. Identifying and reporting problems
e Patient responsibility in Catheter care: patient has to be advised to modify his
activities to protect the catheter.
e During patient bathing:
o The catheter dressing and connections must be completely covered with
Plastic wrap and tape OR a dressing cover such as Aquaguard™.
o The catheter should not ever go under water, in a tub or pool.
o Ifthe dressing gets loosened or soiled, it must be changed right away.
e The catheter must be protected from any damage or pull on the catheter.
e If the catheter is hanging down, it should be secured by taping it up or attaching
it to a chain.
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IV. Removal of Unnecessary CL

o Perform daily assessment of the need for the CL and promptly discontinue
CLs that are no longer required.

o Nursing staff should be encouraged to notify physicians of CLs that are



unnecessary
o Use peripheral catheters instead. Peripheral catheters generally have lower
rates of BSIs than CL

Core Central Line care elements:

o Hand Hygiene before any catheter manipulation. Adopt proper techniques
and use proper types of disinfectant
o Appropriate skin cleansing & Disinfection:
o Scrub the area with alcohol to remove all the oils, dead skin cells, and
bacteria.

o Then apply 2% chlorhexidine with isopropyl alcohol for complete
disinfection & to delay regrowth of bacteria on the skin.

° Select, whenever possible, a connector with the lowest potential to allow
bacteria to enter the connector.
o Disinfect all connectors before use, including the catheter hub. Bacteria

are on the outside of everything, as well as on the threads of your catheter
hub and inside the hub.



Ventillator-Associated Pneumonia Bundle

Community-acquired pneumonia (CAP):

Pneumonia occurring in any patient admitted to the hospital from the community.
Hospital-acquired pneumonia (HAP): Pneumonia developing 48 hours after
admission to the hospital.

Ventilator-associated pneumonia (VAP) :

HAP that develops in patients who have been intubated and have received
mechanical ventilation for at least 48 hours.

Strategies to Prevent VAP

1-General strategies:

1. Conduct active surveillance for VAP

2. Hand-hygiene.

3. Use noninvasive ventilation whenever possible. “eliminate the risk”

4. Minimize the duration of ventilation. “ minimize the risk” Perform daily
sedation vacation and assess readiness to wean and use weaning protocol

5. Educate healthcare personnel who care for patients undergoing ventilation about
VAP

2. Strategies to prevent aspiration:

1. Maintain patients in a semi recumbent position (30°-45° elevation of the head of
the bed)

2. Avoid gastric over distention

3. Avoid unplanned ex-tubation and re-intubation

4. Use a cuffed endotracheal tube with in-line subglottic suctioning. Maintain an
endotracheal cuff pressure of at least 25 cm H,O.

Note:

Cuffed endotracheal tubes can be safely used in neonatal and pediatric patients
provided that cuff pressures are kept less than 20 cm H20.

3. Strategies to reduce colonization of the aero digestive tract:

1. Orotracheal intubation is preferable to nasotracheal intubation. As nasotracheal
intubation increases the risk of sinusitis, which may increase the risk for VAP

2. Avoid histamine receptor 2 (H2)*—blocking agents and proton pump inhibitors
for patients who are not at high risk for developing a stress ulcer or stress gastritis.

3. Perform regular oral care with an antiseptic solution Preferably Chlorhexidine
gluconate 0.12%-0.2%




4 .Strategies to minimize contamination of respiratory care equipment
1-Disinfect and store respiratory therapy equipment properly.

2. Use sterile water to rinse reusable respiratory equipment.

3. Change the ventilatory circuit only when visibly soiled or malfunctioning.

Note:

Routine prophylaxis of HAP or VAP with oral antibiotics with or without systemic
antibiotics is NOT recommended

The ONLY ACCEPTED Prophylactic administration of systemic antibiotics is for
neutropenic patients

Elements of Safe care of Mechanically Ventilated Patients
VAP Prevention Bundle

Safe insertion of Endotracheal tube (ETT)
Elevation of the head of the bed
Monitoring of endotracheal / tracheostomy tube cuff pressure
Oral hygiene
Endotracheal suctioning (closed suction system).
Care of nasogastric tube
Appropriate Cleaning, Disinfection, and Sterilization of Ventilator Equipment

1-Safe insertion of ETT
A) Insertion Bundle:
Ist element in the bundle:
Safe Insertion (asptic technique): Implement safe insertion Bundle
Once ETT is inserted the Key Components of safe care include:
1. Elevation of the head of bed (> 30 degrees)
2. Daily “sedation vacations”
3. Daily assessment of readiness to extubate
4. Peptic Ulcer Disease prophylaxis
5. Deep Venous Thrombosis prophylaxis
6. Daily oral care with chlorhexidine
B) Maintenance Bundle:
1. Continue all the key components of insertion
2. PLUS:
1. Facilitate early mobility
2. Change ventilator circuit only when visibly soiled or malfunctioning



2-Elevation of the head of the bed
3-Monitoring of endotracheal / tracheostomy tube cuff pressure
The pressure of the cuff against the tracheal wall should be:

e High enough:
To prevent aspiration and subsequently VAP
To prevent air leak and loss of tidal volume

e Low enough:

To prevent excessive pressure on tracheal wall and thereby tracheal injury
Tracheal capillary perfusion pressure is 22 mmHg. When cuff pressure exceed
tracheal perfusion pressure, tracheal injury occurs
A-Cuff pressure measurement in adults:

The Aim is to keep cuff pressure between 18-22 mmHg which is equivalent to: 25-
30cm H,O (24 - 29.5 cm H,0). {Note: cm H20 =1.36 X mmHg}

B-Cuffed ETT /TT in neonates & pediatric patients:

Cuffed endotracheal tubes can be safely used in neonatal and pediatric patients
provided that cuff pressures are kept less than 20 cm H20.

Adjust cuff pressure Using Blood Pressure sphygmomanometer

4 -Oral Hygiene

Goal of Oral Hygiene:

To reduce the density of oral flora that may be aspirated and cause VAP Biofilm on
the teeth & Tongue of intubated patients. It demands appropriate periodic daily
Oral Hygiene

Most important principles:

e Mechanical friction (brushing) essential to decrease organisms

e Product with low alcohol content to avoid dryness

e Dryness will leave mucous membranes susceptible to infection
Frequency of Oral Hygiene

e Every 6-8 hours (at least once per shift and more often if indicated
e Swab Oral cavity using water, NOT Saline & apply moisturizer
Procedure of oral Care

Requirements:

Soft toothbrush

Toothpaste

Suction catheter & suction pump

Water for rinsing

Oral disinfectant

Prior to start Oral Hygiene

1. Ensure ETT cuff pressure between 20 -30 mmH20

2. Suction oropharynx



5-Closed (in-line) suction system
The closed method of suctioning involves a catheter enclosed in a plastic sheath.
The advantage of the closed system is that:



e [t doesn‘t require disconnection of the patient from the ventilator or oxygen
when suction is needed.

e Maintaining a closed ventilator circuit reduces both risk of infection & Oxygen
desaturation

6. Appropriate Cleaning, Disinfection, and Sterilization of Ventilator

Equipment

The following practices are necessary in prevention of microorganism

transmission:

e Ventilator circuits should not be changed routinely.

e Change the breathing circuit when it is visibly soiled or mechanically
malfunctioning.

e Maintain closed ventilator circuit

e Use sterile water to fill humidifiers.

Clean all equipment and devices to be sterilized or disinfected

a-Whenever possible:

Use steam sterilization (by autoclaving) OR

High-level thermal disinfection by wet heat at >70°C for 30 minutes

(Pasteurization) for reprocessing  semi-critical equipment or devices (Category

1A)

b-Use low-temperature sterilization methods for equipment or devices that are heat

or moisture-sensitive (Category 1A)

c- Chemical Disinfection(Category 1B)

Between uses on different patients:

Clean reusable components of the breathing system Or Patient circuit e.g., tracheal

tube OR face mask, inspiratory and expiratory breathing tubings, Y-piece,

reservoir bag, humidifier and tubing.

Then Sterilize by autoclaving, or low temp sterilizers, or High-level liquid

chemical disinfection, or pasteurization in accordance with the device

manufacturers instructions (Category 1B)

Small-volume in-line or hand-held medication nebulizers

e Between treatments on the same patient: Clean, Disinfect, and if rinsing is
needed: rinse with sterile water then Dry (Category 1B).

o Between their uses on different patients: Sterilize, or high-level disinfection

e Use ONLY sterile fluid for nebulization and dispense the fluid into the nebulizer
aseptically (Category 1A)

e  Use ONLY sterile water to fill reservoirs of humidifiers & devices used for

nebulization (Category 1A).
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