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Healthcare Environment

£15 billion efficiency plans

Quality and safety
Improvement

Reduce HCAIs
QIPP

Outcomes driven




Clinical Context

e Well placed to lead quality
improvement AND reduce
cost

e Personal & moral
responsibility to engage

e Poor quality is costly
e Eliminate inconsistencies

Opportunity is enormous -
do or be done unto







What is E4E in Care?

e Framework

 Gathered programmes, tools and approaches into
one site

e Select those most appropriate

e 5 domains — staffing /care delivery/ measure /patient
experience/staff experience




The 8 High Impact Actions

L — w

Staying safe - preventing falls
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Protection from infection

Important choices - urinary tract infections

- where to die when the time comes

[S
-




What Can HIAs Achieve?

e ...Not new
e Reduce variation

 I[mprove quality of
patient care

e Reduce harm
e And .... Reduce cost

Alternatives to “slash &
burn”




Protection from Infection -
Demonstrate a dramatic reduction in the rate of
Urinary Tract Infections

«Second largest single group of healthcare
associated infections (HPA 2009)

*20% of all hospital acquired infections (HPA
2009)

*80% of all urinary tract infections in hospital
can be traced to indwelling catheters (Kelsi et
al 2003)

Measurement .......




NHS
Nurse Sensitive Outcome Indicators (NSOls)

e Nationally agreed standard definitions = DH Advisory Committee on Antimicrobial

e 8 NSOIls mapping to 7 HIAs Resistance:
e Measures the incidence of indwelling
catheters in for less than 28 days e Problems with interpretation of
e Routine surveillance of CAUTIs not urinary isolates with indwelling
recommended
catheters

* Ongoing assessment of indwelling - _ _ .
catheters with the aim of minimising * Difficulties with agreeing a

inappropriate use standard definition




Indicator Summary wiE

* HIA : Reduction of indwelling urinary catheters for patients in the NHS and
commissioned care.

 Measure Definition: Incidence of patients with an indwelling urinary
catheter, < 28 days and > 28 days.

e Numerator: Number of patients with an indwelling urinary catheter for <
28 days.

* |npatient Denominator: total bed days/1000

* Primary Care Denominator (non- inpatient): PCO population
estimate/10000 and aligned to HIl Bundle Number 6 regarding Catheter
insertion

HES /ICD1041 Code: T83.5 may also be considered in in-patient care
settings using HES (Infection and inflammatory reaction due to prosthetic

device, implant and graft in urinary system)




Safety Express

e National QIPP work streams x 13
e Safe Care
e Reduce 4 harms of which on is CAUTIs

 Improvement aim catheter acquired UTIs reduced by
50%
e Safety Thermometer — catheter in situ /UTI treatment

e Quarterly all patients on 4 wards per Trust - moving to
monthly




What is There to help?

The Essential Collection....
Written and video case O 2 O D N Ay
StUdIES High Impact Actions for Nursing and Midwifery

The Essential Collection

Improvement tools and tips

Specific sections on
measurement

Return on Investment
calculation




Protection from Infection — 3 Case Studies

Winchester and Eastleigh Healthcare Trust
Urinary Catheter Assessment and Monitoring (UCAM) Forms
Birmingham Royal Orthopaedic Hospital
Think Link
Brighton and Sussex Hospitals
Ladders and Bladders




Brighton and Sussex
University Hospitals

NHS Trust
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