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Fi Infection Control 5
‘ﬁﬂ Hospital Epidemiology.

SHEA Position paper

ICHE

An approach to the Evaluation of quality Indicators of the Outcome of Care in Hospitalized Patients,
With a Focus on Nosocomial Infection Indicators

INFECTION CONTROL AND HOSPITAL EPIDEMIOLOGY

Factors Pneumonia* Urinary tract Surgical site Bacteremia
Clear case definition 2+ 4+ 3+ 4+
Ease of specimen collection 2+ 4+ 3+ 4+
Ease of surveillance

Laboratory 2+ 4+ 2+ 4+

Clinical 2+ 2+ 3+ 2+
Relative frequency of event 3+ 4+ 3+ 2+
Importance of event

Morbidity 3+ 2+ 3+ 4+

Mortality 3+ 1+ 2+ 4+
Potential of interventions to reduce rates 2+ 3+ 3+ 3+
Ease of stratification

Exposure risk factors 3+ 4+ 4+ 4+

Severity of illness risk factors 3+ 2+ 3+ 2+
Denominator by device-days

Availability Y Y N/A Y

Ease of collection v \ N/A vV

*Factors are ranked from 1+ (least favorable) to 4+ (most favorable). Y, Yes; N/A, not applicable; V, varies with seiting.
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EVALUATION ET AMELIORATION DES PRATIQUES

Développement professionnel continu (DPC)
— Fiche methode —

Le chemin clinique

Mai 2014

Le chemin clinique est une méthode qui vise:
* a planifier, rationaliser et standardiser la prise en charge multi-professionnelle de patients
* pour un probleme de santé comparable

* en se basant sur les recommandations afin de limiter la variabilité des pratiques.




CHEMIN CLINIQUE

PREREQUIS A RECHERCHER LE

LENDEMAIN

Niveau I: 0 < MRC < 12 et RASS -5/-4

ARRET DE LA

MOBILISATION

Score MRC rudimentaire*

0<MRC<12  motricité insuffisante

0<MRC<24  début de motricité

18 <MRC <42 motricité MS contre pesanteur

36 <MRC <60 motricité MS + MI contre pesanteur
42 <MRC <60 station debout possible

mobilisation analytique passive (MAP)
Niveau I1: 0 < MRC <24 et RASS > -3/-2
DERNIER SCORE RASS —_— e T s
niveau | + mobilisation active aidée (MAA) + plan de verticalisation (PV)
- > Niveau I11: 18 < MRC < 42 et RASS -1/0/+1

SCORE MRC Niveau Il + bord du lit (BL) + mise au fauteuil passive (MFP) + cycloergométre (CE)
> Niveau 1V: 36 < MRC <60 et RASS -1/0/+1
rudimentaire Niveau 11 + mise au fauteuil active (MFA)

Niveau V: 42 < MRC < 60 et RASS -1/0/+1
Niveau IV + marche active aidée (MARCHE

) (aide humaine et/ou déambulateur)

A

RECHERCHE DE SIGNES DE MAUVAISE

TOLERANCE DE LA MOBILISATION

[0 Agitation avec RASS > +2

O 65 mmHg < PAM > 120 mmHg

[0 90 mmHg < PAS > 200 mmHg

MAUVAISE TOLERANCE ( [ 50 bpm < FC > 130 bpm

O Arythmie aigue significative

O Ischémie myocardique

O Traitement vasopresseur a dose élevée ou introduit
depuis moins de 24h

OO 5cpm <FR >40cpm

O SpO,< 88%




PREREQUIS: ARRET DE LA S-A
O BPS<6etRASS <3
OPas de convulsion récente
[0 Pas de delirium tremens +
O Pas d’agitation récente
O Pas de curarisation
[ Pas d’hypertension intracranienne
O Pas d’infarctus du myocarde dans les 24h

PREREQUIS A

RECHERCHER LE
LENDEMAIN

PREREQUIS: EPREUVE VS
O Pas de sédation
O Pas/ou dose faible d’inotropes/vasopresseurs
O Réponse cohérente aux ordres simples
O FiO, <50%
O PEP <5 cmH,0

EXTUBATION

ARRET DE

LA
SEDATION

PREREQUIS A RECHERCHER LE
LENDEMAIN dans I’intervalle maintien d’une
sédation pour un RASS a 0 ou +1

RECHERCHE DE SIGNES DE MAUVAISE
TOLERANCE D’ARRET DE LA SEDATION (4h)
[0 Anxiété, agitation, douleur

O FR > 35/min > 5 min

O SpO, < 88% >5 min

O Arythmie cardiaque

[0 Signes de détresse respiratoire aigue

RECHERCHE DE SIGNES DE MAUVAISE
TOLERANCE A L’EPREUVE DE VS (30-120 min)
O FR>35cpm

O Variation de + de 20% de la FR ou de la PAS

O SpO, < 90%

[0 Sueurs, agitation, trouble de la vigilance

REPRENDRE
la VM avec les
mémes réglages
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THE LAMNCET

Articles SR
Efficacy and safety of a paired sedation and ventilator 2008
weaning protocol for mechanically ventilated patients in e
intensive care (Awakening and Breathing Controlled trial):
a randomised controlled trial
Timothy D Girard, John P Kress, Barry D Fuchs, Jason W W Thomason, William D Schweickert, Brenda T Pun, Darren B Taichman, Jan G Dunn, Anne S Pohlman, Paul
A Kinniry, James C Jackson, Angelo E Canonico, Richard W Light, Ayumi K Shintani, Jennifer L Thompson, Sharon M Gordon, Jesse B Hall, Robert S Dittus, Gordon R
Bernard, E Wesley Ely
Every 24 h
B e o e e R e e S il Fail :
Control w E
E’SU&| care induding SBU { SBT safety screen ] 5 [ Do SBT ] - [ Prompt ICU team ]
& :
: Fail &
[ Enrolment and ] Every 24 h
randomisation
Every 24 h
N s .l = Go to SBT
- Fad : safety screen
Intervention W E
[ (SAT plus SBT) J { SAT safety screen ] . [ Do SAT J.....
4 Fail... Restart sedatives

at half dose

}



http://www.sciencedirect.com/science?_ob=MiamiCaptionURL&_method=retrieve&_udi=B6T1B-4RJS1PD-11&_image=B6T1B-4RJS1PD-11-1&_ba=&_user=3236941&_rdoc=1&_fmt=full&_orig=search&view=c&_isHiQual=Y&_acct=C000060027&_version=1&_urlVersion=0&_userid=3236941&md5=ab3415e334152037bef06ebc6ef093dd
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Efficacy and safety of a paired sedation and ventilator
weaning protocol for mechanically ventilated patients in
intensive care (Awakening and Breathing Controlled trial):
a randomised controlled trial
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The Preventability of Ventilator-associated Events
The CDC Prevention Epicenters Wake Up and Breathe Collaborative

Michael Klompas1'2*, Deverick Andersona*, William Trick?, Hilary Babcock®, Meeta Prasad Kerlinﬁ, Lingling Li1,

Ronda Sinkowitz-Cochran’, E. Wesley Ely®®°, John Jernigan’, Shelley Magill’, Rosie Lyles®, Caroline O’Neil®,

Barrett T. Kitchm, Ellen Arringtonm, Michele C. Balas”, Ken Kleinman1, Christina Bruce1, Julie Lankiewicz1,

Michael V. Murphy1, Christopher E. Cox3, Ebbing Lautenbache, Daniel SextonB, Victoria Fraser®, Robert A. Weinsteinm,
and Richard Platt"?, for the CDC Prevention Epicenters

Ventilator-associated conditions (VAC)

=2 calendar days of stable or decreasing
daily minimum PEEP or FiO2 followed by
rise in PEEP =3cm H,0 or rise in FiO2 >

VAC

Ventilator-Associated Conditions 20 points sustained for >2 days . . . .
5,164 episodes of mechanical ventilation
Infection-related ventilator-associated
complications (IVAC)
VAC plus:
IVAC lemp <30 or>38COR qualitative improvement collaborative
Infection-related
Ventilator-Associated AND o .
Lo 21 new antibiotics continued for 24 days
Complications
WITHIN 2 days of VAC onset O
EXCLUDING first 2 days on the vent 2 ICUS
Possible Possible or Probable Pneumonia
or IVAC plus:
P"Obabl‘-:'_‘ sputum/BAL with =25 neutrophils/field and S A TI S BT
Pneumonia <10 epithelial cells/field

AND/OR
positive respiratory culture

WITHIN 2 days of VAC onset
EXCLUDING first 2 days on the vent

Figure 1. CDC's ventilator-associated events framework and definitions. BAL = bronchoalveolar
lavage; PEEP = positive end-expiratory pressure; WBC = white blood cell count.



INTUBATION

National Healthcare Safety Network (NHSH) - CDC

Surveillance for Ventilator-associated Events in Adults

(VAC and IVAC)

STABILITY OR

IMPROVEMENT  VORSENING

OXYGENATION

on the ventilator

[/
// -2 | -1 | +1 | +2 | +3 | +4 | +5

+6

Worsening is defined by one of the following:
- Minimum daily FiO, value increases > 2 O points
- Minimum daily PEEP level increases > 3 cmH,0
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Critere 3:
Désorganisation de la pensée

DELIRIUM

LE DELIRIUM

Critére 1:
Début soudain
et
fluctuation de 1’état mental

Critere 2:
Troubles de ’attention

Critere 4:
Troubles de la vigilance

DELIRIUM



Days of Delirium Are Associated with 1-Year Mortality in prwm

ERIICACLATEM

an Older Intensive Care Unit Population

Margaret A. Pisani', So Yeon Joyce Kong? Stanislav V. Kasl?, Terrence E. Murphy?, Katy L. B. Araujo?®, and
Peter H. Van Ness??

! Department of Internal Medicine, Pulmonary & Critical Care Section, and the Program on Aging, Yale University School of Medicine, New Haven;
?Yale School of Public Health, New Haven, and *Department of Internal Medicine, Geriatrics Section, and the Program on Aging, Yale University
School of Medicine, New Haven, Connecticut
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ORIGINAL ARTICLE Respirol

Official Joarnal of the Asian Pacific Sociéty of Respiral

Impact of delirium on weaning from mechanical ventilation in
medical patients

KYEONGMAN JEON,'** BYEONG-HO JEONG,** MYEONG GYUN KO,* JimyouNGg NAM,* HONGSEOK YOO,?
CHI Ryang CHUNG' AND GEe YounGg SUH'?

Department of Critical Care Medicine, Division of Pulmonary and Critical Care Medicine, Department of Medicine and
}Intensive Care Unit Nursing Department, Samsung Medical Center, Sungkyunkwan University School of Medicine, Seoul,
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Figure 2 Kaplan—-Meier curves of the probability of successful
extubation after initiation of invasive mechanical ventilation on
the basis of the results of the Confusion Assessment Method for
the Intensive Care Unit (CAM-ICU) on the day of the first weaning
trial {the solid line represents the CAM-ICU (-) group; the dotted
line represents the CAM-ICU (+) group).
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@'PLOS ‘ ONE

RESEARCH ARTICLE

Revisiting Unplanned Endotracheal
Extubation and Disease Severity in Intensive
CrossMark .
chick for updates CCII'E UnItS
Ming-Lung Chuang'*>"*, Chai-Yuan Lee**, Yi-Fang Chen®, Shih-Feng Huang'?, I
Feng Lin®
Variables Odds Ratio 95% CI P value
APACHE I 0.91 (0.85, 0.97) <0.01
Physical restraint 5.36 (1.99, 14.46) =0.001
Plaeural disorders 5.62 (1.61, 19.64 =<0.01
Coronary artery disease 5.31 (1.30, 21.67) 0.02
Urinary tract infection 3.79 {1.07, 13.39) 0.04

Respiratory infection 0.24 (0.09, 0.69) <0.01



Prevalence, Risk Factors, and Outcomes of — Gt Care Medici -~
Delirium in Mechanically Ventilated Adults* e ——
Sangeeta Mehta TABLE 2. Variables Associated With Delirium, Multivariate Analysis (226 Delirium vs ﬁ ——

Maureen Mead, 183 No Delirium) e

John Granton, ] Variable Hazard Ratio 95% ClI p e —
Robert Fowler,.  Age () et —
Ranjee‘[a Mallic < 40 Reference Referencs __—— rm————
for the SLEAP 1 41-65 092 059, 1.43 0.71 B s e
6686 .51 853,156 873
>80 085 0.38, 1.88 069
Acute Physiology and Chronic Health Evaluation 1
<18 Reference Referencs
19-24 0.94 063, 1.42 0.78
24-09 098 0.63, 1.55 095
=29 0.64 0.38,1.09 0.098
Tobacco 1.40 096, 206 0.08
Alcohol (fwo or more drinks per day) 1.18 0.69, 1.99 0.54
Meurologic condition® 0.86 052 1.41 0.55
Cardiac disease® 1.33 0.64, 2.76 044
Randomization group® 0.94 0.68, 1.29 0.69
Coma? 055 095, 1.92 014
Renal replacement 1.05 0.63, 1.73 0.86
Physical restraint® 1.87 1.33, 2.63 0.0003
Total midazolam (1 mg increase)f 0.998 0.997 1.0 0.049
Total fentanyl (0.1 mg increase)® 1.0 1.0, 1.0 0.87

Antipsychotic use in ICU 1.67 1.01, 277 0.047
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Noise Levels in Surgical ICUs Are Consistently
Above Recommended Standards

Christopher R. Tainter, MD'; Alexander R. Levine, PharmD? Sadeq A. Quraishi, MD, MHA’;
Arielle D. Butterly, MD? David L. Stahl, MD* Matthias Eikermann, MD, PhD?
Haytham M. Kaafarani, MD, MPH?; Jarone Lee, MD, MPH®

—Critical-Care Medicine |~
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The Efficacy of Earplugs as a Sleep Hygiene
Strategy for Reducing Delirium in the ICU:
A Systematic Review and Meta-Analysis*

Edward Litton, MBChB, FCICM, MSc"?% Vanessa Carnegie, MBBS?; Rosalind Elliott, RN, PhD*
Steve A. R. Webb, MBBS, FRACP, FCICM, MPH, PhD>*¢

%

Name Year RR (95% CI) Weight
Randomised Trials

1
Foreman, B 2015 1' 1.00 (0.08, 12.56) 1.20

I
Le Guen 2013 - 0.15 (0.01, 2.73) 0.91

|

Van Rompaey, B 2012 i—"— 0.58 (0.40, 0.85) 2818
Subtotal (l-squared = 0.0%, p = 0.594) 0 0.58 (0.40, 0.84) 30.27
Non-Randomised Trials
Kamdar, BB 2013 - 0.71 (0.58, 0.87) 4522
Patel, J 2014 —— 0.43 (0.28, 0.65) 2451
Subtotal (l-squared = 80.7%, p = 0.023) <> 0.57 (0.33, 0.97) 69.73

1

i
Overall (I-squared = 39.2%, p = 0.160) O 0.50 (0.4, 0.78) 1000

1

I
NOTE: Weights are from random effects analysis :

T ! T
00822 1 122

Figure 2. Forrest plot relative risk (RR) of delirium with earplugs.
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Articles

W Early physical and occupational therapy in mechanically

ventilated, critically ill patients: a randomised controlled trial

William D Schweickert, Mark C Pohlman, Anne S Pohlman, Celerina Nigos, Amy ] Pawlik, Cheryl L Esbrook, Linda Spears, Megan Miller,
Mietka Franczyk, Deanna Deprizio, Gregory A Schmidt, Amy Bowman, Rhonda Barr, Kathryn E McCallister, Jesse B Hall, John P Kress

THE LANCET

80—

60—

20—

Propotionof patients with functional ind ependence (%)
8
I

— Intervention
—— Control

e e L

p=0-048
o
0 I I I 7 |
1] 7 14 21 28 Lo 100
Mumber at risk Hospital days
Control 55 L | 21 13 9 4 0
Intervention 49 40 71 13 8 Z 1

Figure 2: Probability of return to independent functional status in intervention and control groups



Articles

W Early physical and occupational therapy in mechanically
ventilated, critically ill patients: a randomised controlled trial

William D Schweickert, Mark C Pohlman, Anne S Pohlman, Celerina Nigos, Amy ] Pawlik, Cheryl L Esbrook, Linda Spears, Megan Miller,
Mietka Franczyk, Deanna Deprizio, Gregory A Schmidt, Amy Bowman, Rhonda Barr, Kathryn E McCallister, Jesse B Hall, John P Kress

THE LANCET

e e L

Intervention Control pvalue
(n=49) (n=55)
Return to independent functional status at hospital 20 (59%) 10 (35%) 0-02
discharge
ICU delirium (days) 20 {0-0-6-0) 40(207-0) 003
Time in ICU with delirium (%) 33% (0-58) 57% (33-69) o002
Hospital delirium {days) 2-0 (0-0-56-0) 4-0(2-0-8-0) 002
Hospital days with delirium (%) 28% (26) 41% (27) 0-01
Barthel Index score at hospital discharge 75 (7-5-95) 55 (0-85) 0-05
ICU-acquired paresis at hospital discharge 15 (31%) 27 (49%) 0-09
Ventilator-free days* 235 (7-4-25-6) 211 (0-0-23-8) 0-05
Duration of mechanical ventilation (days) 34(2373) 6-1(4-0-9-6) 0©-02
Duration of mechanical ventilation, survivors (days) 37 (2377) 56 (34-84) 019
Duration of mechanical ventilation, non-survivors (days) — 2-5 (2-4-55) 9-5(5-9-141) 004
Length of stay in ICU (days) 59 (4-5-13-2) 7-0(6-1-12-9) 008
Length of stay in hospital (days) 13-5 (8-0-23.1) 12-.9(8-9-19-8) 0493
Hospital mortality 9 (18%) 14 (25%) 053
Data are n (%), median (IQR), or mean (S0). ICU=intensive care unit. “Ventilator-free days from study day 1to day 28.
Barthel Index scale 0-100, APACHE Il scale 0-71.
Table 3: Main outcomes according to study group
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Research

JAMA | Preliminary Communication | CARING FOR THE CRITICALLY ILL PATIENT

Effect of Conservative vs Conventional Oxygen Therapy

on Mortality Among Patients in an Intensive Care Unit

The Oxygen-1CU Randomized Clinical Trial

Massimo Girardis, MD; Stefano Busani, MD; Elisa Damiani. MD; Abele Donati, MD; Laura Rinaldi, MD; Andrea Marudi, MD;
Andrea Morelli, MD; Massimo Antonelli, MD; Mervyn Singer, MD, FRCA

2016

Conventional oxygen
therapy

a4 Standard ICU practices

ICU patients
Expected length of stay > 72 h
(excepted COPD patient or P/F < 150 mmHg

Nurse order set

Conventional oxygen
therapy

70 mmHg < PaO, < 100 mmHg

94°/o < SGOZ < 980/0
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INTENS

435 hospitals
459 I1CUs

12,906 Patientsincluded in the analysis
Median: 21 patients/ICU
Range: 1-177 patients/ICU

8,407 did not develop
AHRF

4,493 Patients with
Acute Hypoxic Respiratory Failure
Median 7 pts/ICU
Range:0-49 patients/ICU

22 l _'_‘—‘———-—-_.___. 1,455 Other cause
Unclassified AHRFS
209 ARDS after
Day 2
2,813 ARDS
Day 1and 2

436 Initially Noninvasively 2,377 Invasively ventilated *
ventilated Median 3 pts/iCU

Range: 0-27 patients/ICU

b

3,022 Patients with ARDS 582 Pneumonia

Median5 pts/ICU 392 Heart Failure
Range: 0-40 patients/ICU 169 COPD
17 Asthma

217 Other
156 Notknown

300 patients maintained 136 patients 742 patients*
on noninvasive required invasive Plateau pressure measured and no
ventilation ventilation evidence of spontanecus ventilation

f Patients could have more than one cause for AHRF
¥ Number of patients included in the primary analysis
* Number of patients included in the plateau and driving pressure analyses




SEVEN-DAY PROFILE PUBLICATION

Potentially modifiable factors W) o

contributing to outcome from acute respiratory
distress syndrome: the LUNG SAFE study

John G. Laffey!?"®, Giacomo Bellani®?#, Tai Pham>®’, Eddy Fan®°, Fabiana Madotto'®, Ednan K. Bajwa'’,
Laurent Brochard'#13, Kevin Clarkson'?, Andres Esteban'®, Luciano Gattinoni'®, Frank van Haren'”,

Leo M. Heunks'®, Kiyoyasu Kurahashi'®, Jon Henrik Laake?®, Anders Larsson?', Daniel F. McAuley??,

Lia McNamee=??, Nicolas Nin'?, Haibo Qiu??, Marco Ranieri??, Gordon D. Rubenfeld??, B. Taylor Thompson'!
Hermann Wrigge?®, Arthur S. Slutsky'#'327, Antonio Pesenti?®?? and The LUNG SAFE Investigators and the
ESICM Trials Group

x

10 15 20 25 30 35
Driving pressure (cmH-0)

40-\

a - b . a b
50 Tidal Violume (miiKg) 50 PEEP {cmiHy0) _ 100 _ 100 +
O Low (<8) O Low (=12) = &=
B High (=) B High (=12} —* = =
5 . o -
—_ —_ £ 80 = 80
-y £ £ 60 o £ 60
w wl
g g : 5
E E ] @
- - T 40 D 40
8 = i B ]
o ) . =3 , ; [ s
@ RR (95% CI) RR (95% CI) RR (95% CI) @ RR (95% CI} RR (35% C1) RR (5% CI) =] S
IO 11 {0.90;1.38)| .95 {0.82:1.11) 04 {0.81:1.20) E 0,06 (0.67:1.35; .26 [1.0001.5B) A0 {D.90:1.34] = 20 £ 20
L 2 =1
2 2
o o
0 0 -
T T T T T T
) ! ] ' ' 10 20 30 40 0 5
Mild Moderate Severe Mild Maderate Severe
Plateau pressure {cmH20)
€ &0 | riving Pressure {emH,0) d e | Piateau pressure (emH;0) 5 100 9 100
O Low (<14) O Low {<25) = =
W High(z14) % W High (=25) = =
50 50 E gg S g0 -
_ _ s -
g € g £
& £ £ 60 £ 60
z £ 2 £
: 2 5 g
— — T 40 - =
£ = 5 5
g g 5 g
I‘:' RR (85% CI) RR (95% CI) RR (95% CI J? RR {25% CI) RR (25% CI) £ 2p A £ 20 A
1.07{0.72;1 58| .75 (0.59,0.96)| 67 (0.47.0.85) B7 (0.68;1.10) 0.68 (0.49,0.97) 8 8_
=] [=]
& @
0 0 —
T T T T T T T T
T T
. 10 20 30 40 50 60 7O 50 100
Mild Moderate Severe Mild Maderate Severe o
Peak inspiratory pressure (emH;0)

T I T
150 200 250 300

Pa,/FiQ, ratioc {mmHg)




SOINS PARAMEDICAUX:
LES 10 INTERVENTIONS QUI "SAUVENT"” LE PATIENT VENTILE m

SCREENING QUOTIDIEN
du PREREQUIS a

RECHERCHE (2X/j)

- l'arrét de la sédation D'UN DELIRIUM

REALISER DES - I'épreuve de VS

BILANS
ENTREES-SORTIES




British Journal of Anaesthesia 113 (5): 740-7 (2014)

Advance Access publication 9 September 2014 - doi:10.1093/bja/aeu300

SPECIAL ARTICLES

BJA

Four phases of intravenous fluid therapy: a conceptual model’

E. A. Hostel2 K. Maitland3*, C. S. Brudney®, R. Mehta®, J.-L. Vincent’, D. Yates8, J. A. Kellum?, M. G. Mythen19

and A. D. Shaw! for the ADQI XII Investigators Group

Relationship between the different stages of fluid resuscitation.
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Fluid resuscitation in septic shock: A positive fluid balance and
elevated central venous pressure are associated with increased
mortality™*

John H. Boyd, MD, FRCP(C); Jason Forbes, MD; Taka-aki Nakada, MD, PhD; Keith R. Walley, MD, FRCP(C);
James A. Russell, MD, FRCP(C)
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Ventilator- Associated Pneumonia During Weaning

From Mechanical Ventilation
Role of Fluid Management
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and Christian Brun-Buisson, MD
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Determining the Ideal Strategy for Ventilator-associated

Pneumonia Prevention
Cost-Benefit Analysis

Westyn Branch-Elliman’, Sharon B. Wright?®, and Michael D. Howell**

Respiratory and o
Critical Care Medicine. ==z,
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