What do we expect from the best ICU?
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“Excellence in critical care can be defined as care that optimizes outcomes and
minimizes complication, while being cost-efficient, cost-effective, respectful of patient
and family values, and compassionate.”

— Ann E. Thompson, MD, FCCM, Pittsburgh, Pennsylvania, USA
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Service Profile: A Tool for Process Management
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Clinical Quality Tools

Input Process/Daily Outcome
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Safety Goal Indicator
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Practice Review
CI|n|caI Tracer
Safety Culture Talk
Priority — CQI Bedside Review

Incident Report
Adverse Event Review
Other Reviews
Critical Incident Management
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Set the context for the way
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Results

Leadership Triad triad

Set direction &
Seek opportunities
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3) ACCM Best Practice Model of Critical Care Delivery

ALcYiN9N VB3 American College of Critical Care Medicine vlﬁﬁﬂ‘]:ﬂgﬂl,muehd 9
Tunsliuinagihieingd luanunainwaevesgluuudng g Sdaayduasdaunsinlin
wi

a) It does support a recommendation for a model wherein dedicated ICU personnel,
specifically the intensivist, the ICU nurse, respiratory care practitioner, and
pharmacist, all work as a team. Furthermore, this multidisciplinary group practice
model should be led by a full-time critical care-trained physician who is available in a
timely fashion to the ICU 24 hrs per day (grade D recommendation).

b) While leading the critical care service, the intensivist physician should have no
competing clinical responsibilities (grade E recommendation).
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c¢) ICUs with an exclusive critical care service and operating in the closed format may
have improved outcomes. When geographic constraints, resource limitations, and
manpower issues allow, this organizational structure for the delivery of critical care
services may be optimal (grade E recommendation).

d) The presence of a pharmacist as an integral part of the ICU team, including but not
limited to making daily ICU rounds, improves the quality of care in the ICU and
reduces errors. The integration of a dedicated pharmacist into the ICU team is
recommended (grade C recommendation).

e) Physician practitioners in the ICU should have hospital credentials to practice critical
care medicine. These credentials should incorporate both cognitive and procedural
competencies (expert opinion).

4) ACCM Guidelines on Critical Care Services and Personnel
American College of Critical Care Medicine 'l#3a¥in guideline §1%sUMT
Q a U a a qq// o @ & 1 1 & !
Wmmiaﬂm’mr]@] INIua 12 #2718 (Haupt MT et al, 2003) mmu’LmyMuﬁawaa
3 va A ci o I v 1
yaanIuazmIdaliiininisndudu laud
|. Medical staff organization NA1E9NTIATTULNUBBILNNE QoaawLiAval
WNNe MIMRUARNINIULS wazmMIdaauiing
[I. Organization of ICUs ﬂﬁmﬁaqmawﬂ'@mad physician director L8z nurse
manager 184 ICU
.« . ags v ! . . - A A [
lll. Physician availability WIA5928 full-time intensivist smgLLa;dﬂva@ma@
24 Thlus uazaanIndinsgiioimalu subspecialty 149 aansnungrthelaniely
30 Wil
IV. Nursing availability szymauti@ nsdnmdatitos minausunsquanld
highly specialized technique
V. Respiratory care personnel requirements
VI. Pharmacy services requirements wannitaannszuuInen ready to
administrator lwlamfidain1Iud eszyfiamnumuuazdaaaunanislden nsiiings
UECRRETIHI PRt INTEY
VII. Other personnel L% HNNEAIWLENLS BNNAINTINLNLG APN dietary
specialists, biomedical engineers
VIII. Laboratory services FINUSANT 24 TH1N9 TINNINTATIINABINITHAGI
A Ao a
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. . . . Y K A A ] = %
IX. Radiology and imaging services LWWHDINUINITIAT 9 LLazmigLLaLwaﬂadﬂu
suanedagienensazionmuiisuulasznitimsiaianing
X. Services provided in unit 144 113 monitor, NM3kAIaITIBA8 1R, AT
8330, NMIrann1snInds IunInsivesuennNUsuanuan
XI. ICU policies and procedures L% LNaAMNNTIL/3114i0 8, TQM/CQI program,
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XIl. Telemedicine capability

5) Beacon Award for Critical Care Excellence

American Association of Critical Care Nurses (AACN) lavarinnauaiinald
31978 Beacon Award for Critical Care Excellence laaflinausitszilnli 6 enu baun
recruitment and retention; education, training, and mentoring; evidence-based practices;
patient outcomes; healing environments; leadership and organizational ethics
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¢8819U89 patient outcomes L@

e What is your unit rate of unplanned extubations per 1000 ventilator days?

o What is your unit based UTI (catheter associated urinary tract infections) rate per 1000
device days?

e What is your unit based rate of central line related bloodstream infections per 1000
device days?

e What is your unit based rate of ventilator associated pneumonia (VAP) per 1000

ventilator days?
e What is your unit based rate of pressure ulcers or greater than or equal to grade Il per
1000 patient days (exclude pressure ulcers evident on admission to the ICU)

o What is your unit based rate of deep vein thrombosis (DVT) per 1000 patient days?

. . . s a 1
6) Practice Guidelines 2DIDIANITIBITNA )
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