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Problem Statement & Aims Results: Process Metrics Summary of Results

LR | | procESs METRICS:
515

Neurovascular 268 52% RNs reported a high level of CAUTI Prevention Maintenance

Providence St. Vincent Medical Center is a 539-bed tertiary care
center that observed a 45% increase in Catheter Associated
Urinary Tract Infection (CAUTI) Standardized Infection Ratio (SIR)

from Q4 2023 to Q4 2024. NCCU 238 201 >100% Bu?dle adherence. | |
CAUTIs are associated with increased patient discomfort, ICU 211 731 29% 98% of RNs reported evaluating the necessity of the IUC every 12
mortality, morbidity, length of stay, and cost. Surgical 335 572 59% hours for all patients with an [UC.

CICU 938 739 >100% The lowest area of adherence was peer-to-peer feedback.
PRIMARY AlIM: To measure the impact of process Cardiology B 129 120 >100%
confirmation card and visual management use on the overall Oncolo 191 170 770, OUTCOME METRICS:
CAUTI rates. BSCL Y . - >100(<)>/ < There was a reduction in SUR during the post-intervention

° timeframe (Q1 -2025).
TOTAL ACTUAL 2374 3092 17%

CAUTI Rates and SIR were not significantly changed pre- to post-
intervention.

Methods

X ProvlQ is an evidence-based quality improvement methodology
including concepts from Lean, Six Sigma, and change
management.

TOTALADJUSTED 2050 302 6o%

Fig. 1 Process confirmation card completion rates by individual area.
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Limitations

% of YES
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Questions

QUESTION TOPICS

X A ProviQ Daily Management System (DMS) was implemented
In eight acute care areas October to December 2024. A workshop

L/

RN Discussion

Patient Education Provided, Evaluate Daily Necessity, Nurse Driven
Protocol, Cath. Care every 12 hours and after each BM, Urinary

Our facility experienced a nurse and provider work stoppage
January- February 2025.

yvas offered to nurse leaders, unit champions, and project mentors Retention Algorithm Followed, Interdisciplinary Collaboration, Pt 94 - 98% Tpe peer-to-peer feeflbgtcr:]kt;ates at the bedside may reflect a lack

in September 2024. bath, CHG Tx and linen change frequency, & Urine Collection Algorithm NS SINgfRIR BTSN Wil 2 [pligddesis:
o llowed Some areas _comp_leted more than the expected number of

_ _ Patient Bag below bladder level, not touching floor, and less than 1/2 full, process confirmation cards.
» Cards consisted of the CAUTI Prevention Observation  Catheter w/oobstructions, no dependent loops, actively draining, 96 - 97
2 it d ]Ic\/laljngenﬁn?e %ungle a?(d pee;_—to-peer Catheter internal sterility intact, Catheter secured with sufficient slack 0 o o S
co:l?gllztggea Srlg(?eesss ceabartk stantart Work qUestons. to allow for movement & Bag emptied prior to transfers or ambulation |mp|ICat|OnS fOI' PraCtlce
confirmation card at . Carqs were completed every 12 hours for | [ o e e products used, Nowashbasins nobarrercream - |
the bedside each patient with an indwellina urinar perineal care » P ’ ’ RNs identified the need to improve peer-to-peer feedback to
P g y cloths (gray wipes), no CHG cloth on mucous membrane/ IUC, Begin : :
catheter (IUC) , 88 - 89% ensure adherence to CAUTI Prevention best practices.
' catheter care (steps 1-5), Remove gloves and preform hand hygiene,
All underlying skinfolds washed and dried, Catheter removed from : i
. . Nurse leader involvement was critical to the process.
securement device cleansed, Documentation
Process * Unit-level visual : CNIAP 0 _ _ | N
confirmation card | process tracker. Peerfeedback Feedback provided on “NO” items 2% SUR is dependent on patient population, and critical care areas
completion and Fig. 2 Overall process card adherence rates by each card element may have less control over catheter insertion.
adherence were » Abnormality
monitored tracker. R It . 0 t M t 0 Further work and implementation to other units is needed to
eSUItsS . utcome etricCs deduce the direct impact to patient related outcomes.
Metrics  03-2024 04 - 2024 01-2025
DATA ANALYSIS:

Oct. Dec.-1.92
Oct.- Dec. - 0.606

NDNOQI CAUTI Rate July- Sept-1.b5

SUR(Standardized July- Sept -0.654
Utilization Ratio)

SIR(Standardized July-1.304
Infection Ratio) Aug. -0.925 Nov.- 1.714 Feb.- <1
Sept. - 0.557 Dec. -1.002 Mar.-1.73

Fig. 3 House-wide CAUTI rates before, during and after the intervention.

Not yet available

X PROCESS CONFIRMATION CARD COMPLETION = (The actual
Jan.- Mar. -0.579

number of cards completed) / (The expected number of process
confirmation cards). The expected number of cards was adjusted
to reflect IUC insertion or removal mid-shift).
X PROCESS CONFIRMATION CARD ADHERENCE = The % of
questions marked as “yes” or “"Not Applicable”
. Comfort care patients and patients with suprapubic catheters were
excluded.
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