


Introduction

Quick Bio
* RN Experience
» Castle ICU

Why ABCDEF Bundle?

* Quality Improvement Process since 2013
» Updated guidelines in 2018




Objectives

» Define each component of the bundle
» Define the disciplines involved in the process
> Barriers to bundle implementation

» Positive outcomes from process implementation




 Assess the patient

» Assess, prevent & manage pain

 Assess & prevent infection




Facial Expressions

Body Movements

Wuscle Tewnsion

Veut Compliance

Vocalization

W iclaxed
W Tense
¥ Grimacive

¥ rove
W Protection
W Restess

W Relaed
¥ Tense
Y Rinid

Tolerating
¥ Coughivg
¥ Fighting

¥ Normal
v Moaning
W Cryivg out lond




Head of bed
elevation.

prophylaxis. /4

sedation
assessment
and

spontaneous
breathing trials.

Oral care vrith
chlorhexidine.

Stress ulcer




B — Breathing Trials

SAT — Spontaneous Awakening Trial
* Inclusion/Exclusion criteria
 Pass/Fail criteria
» Perform daily & reassess every 24hrs

SBT — Spontaneous Breathing Trial
 Criteria prior to SBT
 Pass/Fail criteria
« Weaning trial >> extubation?

» Assess daily
Follow facility policy & procedure
Unable to wean?




SAT Safety Screen

- No active seizures
No alcohol withdrawal
Mo agitation

E
|

SBT Safety Screen

PEEP < 7.5 cm H20

No myocardial ischemia
No vasopressor use
Inspiratory efforts

SBT Failure




» Assess patient & dx * Medications

—
7 « Contraindications * Anesthetics
— * Hemodynamics  Analgesics
» Tolerance » Anxiolytics
* Assess for pain & anxiety  © Paralytics
* Risk of self-extubation
« Ventilator asynchrony
* RASS Goals
« Off breathing trial = (-2)
* On breathing trial = (0)



W Combative, Vialen
W Very agitated, pulls ou lines, agaressive
W Agitated, von-parposefil movements, fights vent

W Bestless, aniois i vot ABAressive

W oAlect &ealm
W Drowsy, inakes eye tontact
W LTAHT - brief awakening

-5 W MOPERATE — moves éges ta veite, ne eqe sontact

- W TEET — no responss To volce bt moves to paieful stimul

W UNARSUSABLE — No response to voice or painfal stimall




D - Delirium

* Assess CAM-ICU
« Stop
« THINK: identify cause
* Prevent
« Daily SAT
* Orientation/Re-orientation
« Promote quality sleep
« Family collaboration
* Manage
 Sleep aids
« Medication management
* Nonpharmacological




CAM-ICU Flowsheet

1. Acute Change or Fluctuating Course of Mental Status:
CAM-ICU negative
NO DELIRIUM

¢ |s there an acute change from mental status baseline? OR
« Has the patient’s mental status fluctuated during the past 24 hours?

YES

2. Inattention:
CAM-ICU negative

= “Sgueeze my hand when | say the letter 'A"."
Read the following sequence of letters:
SAVEAHAART or CASABLANCA or ABADBADAAY NO DELIRIUM

ERRORS: No squeeze with ‘A' & Squeeze on letter other than 'A'

» If unable to complete Letters =2 Pictures
4:: Errors

3. Altered Level of Consciousness CAM-ICU positive
Current RASS level DELIRIUM Presen

RASS = zero

4. Disorganized Thinking:
1. Will a stone float on water?
2. Are there fish in the sea?
3. Does one pound weigh more than two?
4. Can you use a hammer to pound a nail? 0-1
Command: “Hold up this many fingers” (Hold up 2 fingers
“Now \‘.‘il': the sameythlng with{ the ndrnr h:r;l.&' [}:vu not demonstrate) Em\ CAM-ICU negative
OR “Add one more finger” (If patient unable to move both arms) NO DELIRIUM




* Assess
« MOVEN: screen for safety
» Absolute contraindications
« Multi-Disciplinary Approach
* Progressive mobility continuum
* LevelsA-E
« Benefits to therapy

* 1Gas exchange

Mobilize secretions
TROM
| DVTs

» |pressure injuries




Progressive Mobility Continuum

Includes intubated, non intubated hemodynamically stablef/stabilizing, no
contraindications

Includes complex, intubated, hemodynamically unstable
and stable intubated patients; may include non-intubated

START HERE

LEVEL A

LEVEL B

LEVEL C

LEVEL D

LEVEL E >

Perform Initial mobility
screen w/in 8 hours of ICU
admission
Daily goal of 3

“RASSOEws

mobility events

Goal: clinical stability;

passive ROM

002 Sat < 88% refractory
to increasing FIO2

oNew onset cardiac
arrythmias or ischemia

o HR <60 or =120 > 5 min
o MAP <55 or =140 = 5 min|
o SBP <90 or >180 > 5 min

o New or increasing
vasopressor infusion

oFemoral sheaths
oNeuro/Ortho instability
oOpen abd. or chest wound
oParalytic use
o RASS 4 to -5

Goal: upright sitting;
increased strength and
moves arm and legs

against gravity

Goal: Increased trunk
strength, active resistance
and readiness to weight
bear & ability to perform
some ADLs

Goal: weight bear and

transfer to chair, stands

at edge of bed for >1

min., able to march in
place

Goal: Ambulation &
ability to perform ADLs
at sink

If appropriate
PT &/or OTconsultation*

(*Assure order obtained)

If appropriate
PT &/or OTconsultation™®

(*Assure order obtained)

If appropriate
PT &/or OTconsultation™
(*Assure order obtained)

If appropriate
PT &/or OTconsultation™
(*Assure order obtained)

ACTIVITY:
HOB = 30°

*Passive ROM 2X/d
performed by RN or
by UAP as directed by
RN Q 2 hr turning

(CLRT/Pronation
initiated if patient
meets criteria based
on institutional

practice)

Yes

No
A 4 w

Start at Start at
level A* level B and
progress as

ordered™

© 2018 Rick Bassett

Tolerates
Level A
Activities

O C
ACTIVITY:
Q 2 hr turning
*Passive /Active
ROM 3x/d
1. Gradually increase
HOB to achieve full
sitting position
2. Progressive bed
sitting position
X20 min. 3X/d
OR
Full assist into cardiac
chair 2X/day

=
ACTIVITY:
Self or assisted
Q 2 hr turning
1.Sitting on edge of
bed w/RN, PT, OT or
RT. Increase time as
tolerated
2. Progressive bed
sitting position
Min.30 min. 3X/d
OR
Pivot to chair 3X/d

Tolerates
Level B
Activities

Tolerates
Level C
Activities

ACTIVITY:
Self or assisted
Q 2 hr turning
1. Progressive bed
sitting position min.
30 min. 3X/d;
2.Active Transfer to
Chair/BSC w/RN,
PT, OT or RT as
needed & min. 3X/d
3. Begin in room
ambulation

Tolerates
Level D
Activities

ACTIVITY:

Self or assisted

Q 2 hr turning
1.Chair (OOB) w/
RN/PT/RT assist
min. 3X/day
2.Meals consumed
in chair
3. Ambulate
progressively longer
distances with less
assistance (based
on PT eval goal or
prior level of
function) x2 or
x3/day with
RN/PT/RT/UAP

[ *Mobility is the responsibility of the RN, with the assistance from the RT’s, Unlicensed Assistive Personnel, and PT/ OT. PT and OT may assist the team

with placement to the appropriate

mobili

level of activi

alwa

prioritizing patient and provider safety. Placement is based on clinical judament.




Passive/Active ROM TID
Turn Q2 hours
Active-resistance exercises
Sitting position 20 min TID.
Consult PT/OT if can't
progress to Level 2

Goal: Clinical stability
and able to move arm

2

Level
Dangle

Y

" Level 1
Interventions
Dangle edge of bed
w/feat on floor
Mechanical lift to
chair
Consult PT/OT if
can't progress to
Level 3

3 4

Lavel Level
Chair Ambulation

b4

Level 2 Interventions = Level 3 Interventions

Active transfer to chair » Active transfer to chair 220 min 3
220 min 2 x/day x/day]

Consult PT/OT if Ambulation (marching in place,
require assistive device  walking in halls)

to get to chair = Consult PT/OT for first time

Level 2 & 3: walking in the room on ventilator

Use cushion for
pressure relief in chair

Goal: Sitting upright
and able to move leg
against gravity

Goal: Increased Goal: Strength and
strength, stands distance walk
w/min to mod assist




« Communication
» Patient-centered care
» Keep patient & family informed
* Education
» Medical terms/procedures/devices
» Collaboration
» Goals of care discussions
 Participation in care

* Physical & emotional support



Multi-Disciplinary Approach,

“ Physicians

“* Nursing

» Respiratory Therapists
» Pharmacists

“ Rehabilitation

“ Dietician

* Case Management
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Barriers to Bundle
Implementation

Knowledge Deficit

Communication & Care Coordination

Inadequate Resources

Documentation Burden

Patient Factors

Family Discomfort



Positive Outcomes

» Reduced days on ventilator
» Prevent Ventilator Associated Events (VAE)

» Decrease ICU delirium
» Reduced restraint use

» Decreased ICU/Hospital length of stay

> Reduced healthcare costs

» Improve patient outcomes & satisfaction
» Improved survival




Questions ???

——
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