Re-moving quickly for CAUTI: Early removal & Epic optimization
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Background

Facing a crifical challenge, our CAUTI rates surpassed national benchmarks, more than doubling and
confinuing fo trend vpward {Centers for Disease Control and Prevenfion, 2023). This frend led fo o decrease in
patient outcomes, an increase in finoncial costs, and a decline in the quality of pafient care being provided
{Shurman & Chenoweth, 2018), Mulfiple bariers were suggested as the cause of our high rates including:

¢ Improper insertion
« Contamination during specimen collection
» Urinalysis ordered without couse

+ Catheters in place without appropriote indications

Recognizing the urgency of the situation, our teams identified interventions aimed at breaking down these

barriers and improving our patient care.

Methods

The project took place at a large academic health sciences center, including
five hospitals and eleven community health centers, An abstract review of
sources discussing CAUTI reduction was completed on 406 articles which were
classified info themes.

The top five themes from the literature showed early remaoval, CAUTI prevention
bundles, algorithms, education, and dally rounding were the most effective ways
fo reduce CAUTI rates, In addition to these components, teams looked ot EHR
opfimization fo address barlers related fo specimen collection.

All staff were re-educated on catheter inserflon, catheter care techrigues, and
specimen collection, Ddily chart audits were completed on all pafients with a
catheter in place for greater than two days (Meddings, Rogers, Macy, & Saint,
2010), Bedside nurses and Charge nurses were confacted for any discrepancies
regarding the ordered Indication, documentation on the catheter, and clinical
appropriateness of the catheter,

FAultiple Best Practice Alerts were created to ensure providersrecommend
catheter exchange prior to culturing in catheters in place over 5 days, to ensure
orders for catheters were curent (5 Saint & Hofer, 2000], and to remowve
catheters once the indication was no longer present. Guidance to clinical staff
was added to specimen collection orders to ensure accurate collection of urine
samples, RN and LIF specific decision frees created to assist staff in determining if
UAjurine culture is wamranted.

Lastly, when CAUTIevents did occur, a robust process for real time analysis of
events was implemanted to idenfify gops in care and prevent future
occurences, Feedboack waos given o Providers and RNs involved inpatient care,

Results

Orwver seven weeks, 3500 staff members received hands-on competency fraining.
Orver a twelvesweesk period, 3000 patient charts were gudited.
During this time, a dramatic reduction in CAUT rates was seen,

There were zerc CAUTIs for four weeks (a significantly lower rate than the cne to hwo CAUTIs seen per week in the previous

wear|.

This work confinues to help develop a sustained decline in CAUTI rates.

The collaboration of varous teams has confributed fo a culture of CAUTIawdareneass and its link fo quality patient care across

the organization,
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Conclusions

The conclusion drown from the data suggests that the comprehensive training provided fo staff members, coupled with the meticulous auditing of pafient charts and direct

communication with assigned staff on any deficiendc

resulted In a significant reduction In Catheter-Associated Urinary Tract Infection (CAUTI) rates. The absence of CAUTIS for four

consecutive weeks, compared o the previous yvear's frequency of one fo two CALUTE per week, underscores the effectivenass of these inifiofives, Furthermore, the ongoing efforts
signify a sustained decline in CAUTI rates, indicating a positive frend in enhancing pafient care quality and reducing healthcare-associated infections, This success highlights the

importance of collaboration among various teams in fostering a culture of awareness and continuous improvement in healthcare practices.

Building on the success achieved thus far, there are several avenues fo explore for further improvement:

» Confinuous Training and Education
+ Enhanced Monitodng and Audifing

» Targeted Interventions

» Pafient Engagement

» Reseach and Innovafion

» Cross-Departmental Colloboration
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