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« D’abord ne pas nuire »

Soins intensifs
A Valeur ajoutée
A Haute technologie
A Hub médical
A Processus décisionnel
A Facteur temps
A Ethique
A Environnement hostile
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Patient safety— Teamwork

T Manser. Acta Anaesthesiol Scand 2009; 53: 143-151

Owverview of aspects of teamwork relevant to the quality and
safety of patient care in dynamical domains of healthcare.

Aspects of Examples of safety-relevant characteristics
teamwork
Qruality of Mutual respect
collaboration Trust
Shared mental Strength of shared goals
models Shared perception of a situation

Shared understanding of team structure,
team task, team roles, etc.

Coordination Adaptive coordination (e.g. dynamic task
allocation when new members join the team;
shift between explicit and implicit forms of
coordination; increased information
exchange and planning in critical situations)

Communication Openness of communication
Quality of communication (e.g. shared
frames of reference)

Specific communication practices (e.g. team
briefing)

Leadership Leadership style (value contributions from
staff, encourage participation in decision-
making, etc.)

Adaptive leadership behavior (e.g. increased
explicit leadership behavior in critical
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Improving care by understanding the way we work: human

factors and behavioural science in the context of intensive care
Nick Sevdalis! and Stephen J Brett?

1Clinical Safety Research Unit, Department of Biosurgery and Surgical Technology, Imperial College London, 10th Floor, QEQM Building, St Mary's

Hospital, South Wharf Road, London W2 1NY, UK
Centre for Perioperative Medicine and Critical Care Research, Department of Anaesthesia and Intensive Care, Hammersmith Hospital, Imperial
College Healthcare NHS Trust, Du Cane Road, London W12 OHS, UK

<c= craTicaL care 2009; 13:139
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o Social /behavioural performance
Cognitive

performance
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Systemicapproach

Systems approach applied to intensive care

System components

Evidence from the paper of Fackler ef al. [1]

Evidence from other sources (sample)

Individual skill (technical
and non-technical

Teamwork and
communication

ICU environment

Technical:
1. Pattern recognition

Non-technical:
2. Management of uncertainty
3. Creation and transfer of stories

4. Team coordination

5. Team communication
6. Fragmentary teams
7. Shifting teams

9. Role ambiguity

8. Increasing shift handovers
10. External collaborators

Mon-technical skills in intensive care [9]:
* Task management

* Teamworking

* Situation awareness

* Decision-making

Assessment of teamwork in critical care [10,11]

Assessment of communication in ICU staff [12-14]:

* Aspects of communication: openness, timeliness, and
accuracy

* Interactions between leadership (by doctors and nurses)
and communication

Communication as a source of error [15]

Physical, emotional, and professional environment in
ICUs [16]

Task interruptions in ICU doctors and nurses and
potential for error [17]

@ CRITICAL cARE N Sevdalisg. SJ Brett(ritical Care 2009; 13:139




Quality Management in the ICU: Understanding the
Process and Improving the Art

P. Muragrro, F. RusuLoTrTa, A. GULLO

- Different aspects of outcome

1. MEDICAL OUTCOME:
— Survival rate: ICU, hospital, long-term
— Complication rate related to care
— Medical errors
— Adequacy of symptom control

2. ECONOMIC OUTCOME:
— Resource consumption: ICU, hospital, post-hospital
~ Cost-effectiveness of care

3. PSYCHO-SOCIAL AND ETHICAL OUTCOME:
— Long term functioning and quality of life
~ Patient satisfaction
— Family satisfaction
— Concordance of desired end-of-life decisions
~ Appropriateness of medical interventions provided

4. INSTITUTIONAL OUTCOME:
— Staff satisfaction and turnover rate

— Effectiveness of IGU bed utilization, s 6

— Efficiency of processes / procedures / functions involved in ICU care




A, Rhodes

R. P. Moremno
Avcwmoulaw

A. Capuzzo

Prospectively defined indicators to improve
the safety and qguality of care for critically

?t‘ﬂ

J. D. Chiche ill patients: a report from the Task Force
T adieston on Safety and Quality of the European Society
fl- 1;?“““3““0 of Intensive Care Medicine (ESICIMV)
- aaltten
IB. Guidet
R. Kuhlen
. Toeon-Cxil
PG, Metnite | Eade Intensive Care Med (2012) 38:598-605
M. Soares
L& I.. Sprumg
J. F.o Til'n‘;lt

M. Walenti

- List of all indicators obtaining over 75% consensus from the group in the final stage of the Delphi Process

Indicator Domain Description of indicator Consensus (%)
l Structure Intensive Care Uit (ICU) fulfils national requirements 100
0 prm ide Inlenu.ne Cm‘e
2 24-h frifist jlb
3 Adverse event reporting u.;, u.lem
4 Process Presen HHHEY 3 100
j Standardized Handover pmedure for discharging patients 100
6 The maintenance of continuing medical education according T
o national standards.
] The maintenance of bed occupancy rates below a threshold level. 82
8 Outcome Reporting and analysis of standardized mortality ratio (SMR) 100
9 [CU re-admission rate within 48 h of ICU discharge. 94
10 The rate of central venous catheter-related blood stream mfection. 100
11 The rate of unplanned endotracheal extubations. 100
12 The endotracheal re-intubation rate within 48 h of a planned extbation, Tl

13 The rate of ventilator-associated pneumonia T
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ucT bIIOIICIUI LIfVUI/LULI 7



http://icmjournal.esicm.org/

Usi = espace de vie

Vie mise en jeu
Vie préservée
Vie naissante
Vie éteinte

.......... Vie des soignants
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US| = agression

A Patients

Application techniques de suppléance lourdes et invasives
Technicité des soins
Impératifs de sécurité et de surveillance

Effets indésirables liés aux soins /machines/ environnement

A Familles et proches
Angoisse disparition possible d'un étre proche
Confrontation avec milieu hospitalier
Confrontation avec technologie, le personnel...



US| = agression

A Soignants

- Technicité des soins et ses difficultés

- Contraintes de fonctionnement, de ressources, de

communication



Barrieres

Patient

Douleur

Nuisances sonore et lumineuse

Présence des tuyaux — contraintes physiques
Troubles du sommeil

Sentiment d'isolement

Dépression, Délire, ESPT .....
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Journal of Critical Care (2012) 27, 522 1 52229

wve  critical topic
ElR Avinash Konkani*, Barbara Oakley

Example of sound sources with their sound pressure
levels in dBA

Sound pressure
level m dBA

Sound source examples with distance
Two-stroke chainsaw at a 10-m distance; 85
loud toilet flush at a 1-m distance

Passing car at a 7.5-m distance 75
Noisy lawn mower at a 10-m distance 60
Low volume of radio or television at a 55

l-m distance; noisy vacuum cleaner
at a 10-m distance

Noise of normal living; talking, or radio 45
in thj ergm--"d
ing or concentration is possible, )
occurs
Very quiet room fan at low speed at a 35
l-m distance

Sound of breathing at a 1-m distance
Auditory threshold

Noise in hospital intensive care units—a critical review of a

The recommended sound level limits for hospital
patient rooms as defined by different organizations

WHO [1], Intemational Noise EPA [5],
dBA Council [4], dBA dBA
Day 35 45 45
Evening - 40 -
Night 30 20 35

25
&HU de Charleroi - 15/03/2013

Note that decibel is the usual logarnthmic unit of sound pressure level
“A” is a weighted filter that makes a dosimeter (sound-capturing device)
respond in the same way a human ear hears; the result is denoted “dBA.”

Major sources of ICU sounds
Conversations between staff
Medical equipment alarms

Caregiving activities ( handwashing..)
Telephones, pagers, TV
Closing door, falling objects

Journal of
Critical Care




Noise levels in a general intensive
care unit: a descriptive study

Martin Christensen

2007 British Association of Critical Care Nurses, Nursing in Critical Care 2007 » Vol 12 No 4
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Table 3 Mean score distribution of noise levels [dB(A)Y] of 3 days
A @i o Confidence
“Wariable [dB{A)] limit (9@9%)
Thursday 80 5 1 54—60-20
Fridawy 80 51-34—-63-22
T2 50-90—60-60
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Intensive

Noise levels in a general

a descriptive stuay

2007 British Association of Critical Care Nurses, Nursing in Critical Care 2007 » Vol 12 No 4

care unit

Martin Christensen
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Name That Tone*

The Proliferation of Alarms in the Intensive Care Unit

Alan |. Cropp, M.D., F.C.C.P.; Larry A. Woods, D.O., F.C.C.P.;
Dﬂbfﬂ Rﬂﬂf:!y, RN, ﬂﬂd Dﬂ‘ﬂﬂld L. Bfedfﬁ, PhD rchest 1994; 105.'121?-20;

_—Number of Sowunds Correcitly Identified
by Occupation™

BMA LD TN RN RRT RT ¥ P
=25 m=41 n=25 =5 Ratio W alue
Aldl souaands 10 .4 14.9 16.8 129 19.97 =0 OO 1
MNomncritical .6 . O 106 8.0 18 93 =70 O L
soumnds n=23 (209%:) (235 {AGSE ) (3S5%)
Critical alarms 3.8 2.0 a2 3.9 11.28 =<0 Dy L
m==10 (38%) (SO ) {629 ) - L= ]

Individual critical alarmms, %%
Alarnn MNo.

=2 858 O 20 TE
11 858 1Oy oS 1O
1= 122 20 36 1100
i O 17 TG p 2
1 36 TE TG s
1B 58 a8 L OOy 89
1o ICOHOY 10O 12 11
22 o8 12 36 33
25 =20 =27 Lot ) 33
26 56 59 52 g

=MD S TDO=physiciamn; RN =registered MUrSe: RRT=registered

respiratory therapist: R T =respiratory therapist. Significant post
hoc comparisons (p<<0.05); all sounds—RRT ws RN, RRT ws RT.
RRART ws MDD,/ > RMN wvs MD/TMD>; critical alaroms—RRT ws RIMN,
RRT ws RT, RRT ws MD/ID«, RIMN ws MD/I); and noncritical—

RN vs RT, RRT wvs RT.(RBET ves MMEQSZF, RN vs MID /DO,
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CONTEMPORARY REVIEWS IN SLEEP MEDICINE

.
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Sleep in the ICU

Potential Mechanisms and Clinical Implications

Kimberly A. Hardin, MDD, MS, I'CCP CHE:ST 20”9; 13{}:284 —29—‘!
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Risk factors —potential outcomes of sleep
deprivation in ICU

Mechanical
Ventilation Medication
Noise Pain / Impairment
, Abnormal Sleep melatonin
Acuity of lliness Architecture secretion
Patient Care Alteration in
Interaction Circadian Rhythm
e — -

Altered in Stress Fatigue Delirium Decrease
Immung Funclion C.nncentration

Figueroa Ramos & 3. 1R 2009; 35: 781-95



] ACh
| Dopamine
I Giutamate

1 GABA

Sleep
Deprivation

Delirium
I

“ig. 7 Benzodiazepine/opioids use and benzodiazepine/opioids
ithdrawal syndrome can conuibute o an imbalance In neuro-
ansmitters and alteraton in melatonin producuon. These can be
volved in the relatnonship between sleep deprivation and delir-
um. Bz benzodiazepines., ACH acetylcholine., GABA gamma-

ino-butiric-acid. T incrgase, | deprease 12

Figueroa Ramos & al. ICM 2009; 35: 781-95



CHEST Original Research

CRITICAL CARE

Identifying Elements of ICU Care That
Families Report as Important
But Unsatisfactory =~ TR Osborn. &al

CHEST 2012; 142(5):1185-1192

Relationship between
family satisfaction ( FS-ICU)
Single item quality of dying ( QOD-1 ) questionnaires
Multisite cross-sectional study
Low ratings FS-ICU
Support family as decision-makers
Family control over patient's care
ICU atmosphere

CHU de Charleroi - 15/03/2013 19



Barrieres

Famille

-Restriction horaire de visite

-Défaut de communication ou communication non
comprise ou ressenti d'information incomplete

-Non implication dans la décision médicale ( fin de
vie)

....... Anxiéte, ESPT

CHU de Charleroi - 15/03/2013 20



Intensive Care Med (2002) 28:1371-1372
DOT 10.1007/s00134-002-1401-8 EDITORIAL

H. Burchardi Let’s open the door!

- No more nosocomial infection
- Repeated communication with relatives - trust and
confidence
- Family members may help the patient to endure the
difficult period of ICU
- Relatives play an important role in conforting the dying
patient
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Barrieres

Soignants

- Charge de travalil

- Travail en équipe = source potentielle de conflits
- Communication

- Evolution de la technologie

- Perception d'un manque de valorisation

CHU de Charleroi - 15/03/2013 22



Techno-motivation
Picco CVVH

SLED

Pompes ‘ |
PS

PM, Respi
Monito

|ABP

NO
ECMO

CHU de Charleroi - 15/03/2013 U S I 23



" The question arises as to whether nurses are able
to balance preserving the humanity of patients with
the extensive use of technology in an intensive care

environment to day "

Preserving humanity in an age of technology
Rachel E. MANN
Intensive & Critical Care Nursing
Vol 8, 54-59; March 1992
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Mind

HOLISTIC CARE

CHU de Charlereil5/03/2013

25



