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Where is my patient?

DISCHARGE ,
PLANNING Why are they on my list as 1J1 or 2K7?

DADA DE ALTA / PLANEAGION
091 7K TGH now has two admissio_n/dische_lrge units, both createpl to
decrease the delays for patients going from the ED to an inpa-
tient unit, and for patients being discharged to free up beds on
the discharging units. Both units focus on the needs of our patients upon admission and discharge.

Admission/Discharge Unit 1 (ADU1) is located across from the old Emergency Room, now the current SICU.
It has nine beds and focuses on the admission process for direct and ED admissions that require a Medi-
cal/Surgical in house bed. Discharged patients awaiting a ride can also be sent to ADU1 while waiting for
their family.

Admission/Discharge Unit 2 (ADU2) is located in the new Emergency Department in area 2K7. This unit has
10 beds and is fully equipped to accommodate cardiac and medical telemetry patients. 2K7 will also have
capacity for Medical/Surgical admissions that require isolation or closer observation for security /safety is-
sues.

The staff of the Admission/Discharge units welcomes any questions or concerns and can be contacted at
the following extensions:

ADU #1 - ext. 3272: Open Monday — Friday 7am to 11p m
ADU #2 — ext. 3262: Open 24 hours a day 7 days awe ek.

- TGH Salutes Our Physicians On
, @ Doctor's Day 2010

f Celebration Tuesday, March 30th at TGH clinics &
Wednesday, March 31st at the hospital
|

(Physicians, remember to register for prize drawings!)
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Central line catheters including PICCs are becoming increas-
ingly necessary for patient care, not only in the ICirggt

but also in the non-intensive care areas. Unfortundiebet
catheters place the patient at risk for local and systeriec-
tions. Central line catheters disrupt the integrityhef $kin,
making infection with bacteria and/or fungi possible. These
infections have been known to increase the patient’s legigth
stay an additional seven or more days. Per the C@@ast

of a central line infection ranges between $34,000-$56,000
with a mortality rate as high as 25%.

The Joint Commission established the first set of NatiBaal
tient Safety Goals. The focus of this program was forave
the safety and quality of care for patients in heaf#hcagani-
zations. One of their primary goals for 2010 is the impteme
tation of evidenced based practices to prevent centeab-
sociated bloodstream infections.

Peter Pronovost, M.D. at Johns Hopkins demonstratedribat o
of the most effective strategies to decrease centririfec-
_ tions was the implementation of a checklist designed to em-

- —— b phasize the bundle practices — e.g. sterile barriers, hand hy-
giene, and chlorhexidine skin prep. Bundle practices areup @f evidence based interventions that, when im-
plemented together, result in better outcomes than whennrapted individually. This information can be
found on the Institute for Healthcare Improvement webshecording to the CDC, despite the scientific evi-
dence supporting these measures, several reports suggedh#ranae to these practices remains low in U.S.
hospitals.

Tampa General Hospital implemented the central linetingechecklist in 2006. Over the next year the central
line infection rate dropped significantly. In an eff continue the reduction of central line infectioresaéind
improve the safety of our patients, the central line irmedhecklist has been revised to make it more user
friendly. The form, found on the next two pages, is to bepteted by both nursing staff and physician or mid-
level provider. It includes the Universal Protocol as waeglh pre-procedure note regarding central line place-
ment. As required by The Joint Commission, we will be englthe completion of these forms to monitor com-
pliance with the bundle practices. Please feel freentact me at 844-4051 with any questions about the form.
Thank you for your diligent work to protect our patients.




Nurse to fill out:

Date and Time of Procedure: Unit:

Indication: [1New Site ] Changed over a guidewire

Consent form completed (education regarding risks/benefits is | Barrier protection worn by Practitioner

included in consent) OYes [OINo Cap [1Yes [JNo
Universal protocol completed OYes [1No Mask [1Yes O No
Hand Hygiene was performed [Yes [1No Sterile gown [1Yes [1No
Central line cart/barrier kit used Yes O No Sterile gloves []Yes [ No
Central line cart brought to room [JYes [JNo [JN/A Eye protection [1Yes [ONo
Large sterile drape used (Peds N/A) []Yes [1No Barrier protection worn by all at the bedside

Chloraprep used for skin prep (unless less [1Yes [1No
than 2 months of age or allergic) [1Yes [1No

Stop the procedure if the answer to any of the above is “No”.

RN Name (print):

RN Signature:

: Post Procedure, Physician or Mid-level Provider to fill out

Universal protocol completed (Pause for the Cause) []Yes [JNo If no, indicate why

Femoral [JR [JL (In adult patient population, must note indication for usage)

Physician or Mid-Level Provider (please print):

Signature: Pager #

DO NOT THIN DO NOT THIN DO NOT THIN PLACE IN PROGRESS NOTES

Adult and Pediatric

Tampa Central Line
TGH .
ﬁﬁé‘ﬁa’% Insertion

Form#: D32 Rev. 02/09/10







TGH Pharmacy & Therapeutics (P & T) Committee UPDAT E:

November 2009
John Allen, PharmD, PGY1 Pharmacy Resident

*Please visit Micromedex — FORMULARY ADVISOR for more details of the lat-
est formulary decisions and access to the TGH Formulary. Micromedex —
FORMULARY ADVISOR is available on any computer in the hospital with an
internet browser!

Tolvaptan (Samsca®):

The P & T Committee did not approve the addition of tolvaptan (Samsca®) to formulary. The product
will remain non-formulary. Tolvaptan is a V2 receptor antagonist indicated for the treatment of clini-
cally significant hypervolemic and euvolemic hyponatremia, including patients with heart failure, cir-
rhosis and syndrome of inappropriate secretion of antidiuretic hormone (SIADH). The agent was
made non-formulary due to lack of clear advantage over the current formulary agent conivaptan
(Vaprisol®).

Dronedarone (Multag®)

The P & T Committee approved the addition of dronedarone (Multag®) to formulary with no restric-

tions. Dronedarone is a Class Ill antiarrhythmic similar to amiodarone. The agent is used for the

treatment of atrial fibrillation and atrial flutter as an alternative to amiodarone. Dronedarone has a
shorter half-life and fewer long-term adverse events compared to amiodarone. However, the agent should be
used cautiously in patients with heart failure.

Ibuprofen Injection (Caldolor®)

The P&T committee did not approve the addition of ibuprofen injection (Caldolor®). The product will remain non-
formulary. Ibuprofen injection is indicated for use in adults in the management of severe pain as an adjunct to
opioid analgesics and as an antipyretic. The agent was made non-formulary due to lack of clinical advantage
and increased costs compared to our current options including injectable ketorolac.

Quality Improvement/Medication Safety
Alvimopan (Entereg®) is currently restricted to the colorectal surgery service and to bowel resection with primary
anastomosis. The committee has expanded approved usage of alvimopan to other surgical services perform-
ing these procedures. Standard pre-printed ordersets must be used for all patients receiving alvimopan.
The conivaptan (Vaprisol®) screening orders were reviewed and revised. Conivaptan formulary status is now for-
mulary-restricted requiring attending level physician approval prior to use.
Policies
Newly developed pediatric and adult IV administration guidelines for Crotalidae Polyvalent Immune Fab (Crofab®)
were reviewed and approved.

Pharmaceutical Shortage Update:
Propofol (Diprivan®) Injection: A nationwide shortage of propofol is occurring. Propofol use is not restricted at this
time at TGH. A plan is being devised to address any anticipated issues.

Additional shortage information is listed on Micromedex Formulary Advisor and updated as necessary.
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After months of patient record review, the “Bounceb
Committee” has determined the #1 reason patients |
to ICU within 48 hours is the development of Respir{
tory Distress.

Two years ago a multidisciplinary committee, chaire
by Deana Nelson, EVP and COO, was developed to
rospectively evaluate all patients with unplanned ret
to ICU within 48 hours after transfer to the floor. The
group’s goal was to identify the reasons for these
“bouncebacks” and determine if any of these ICU retuomddcbe preventable. If so, the group wo
develop strategies to prevent future ‘bouncebacks”, imprat@mes and reduce length of stay.

Data analysis indicates that many of these “bounceback related to respiratory compromise an
distress. The committee has learned that somectinaee preventable and so multiple processes 3
policy changes are underway, including a comprehensive edugatigram being launched in Feb
ary that is mandatory for all Acute Care and Rehab rystaff.

However, we need your help too! We are asking that gound your rounding teams to reassess
your patient’s ongoing need for respiratory care serwipes ICU discharge and be sure to includ
any pertinent respiratory care and/or oxygen theragyeiin transfer orders. Together we can prev
our patients from “bouncing!”
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Nicole Cole, RN, BSN
Nurse Manager, ACE Unit/Adult Hemodialysis

Nicole Cole has been named the new Nurse Manager of the ACE (Acute Care of the Elderly) Unit
and Adult Hemodialysis. She assumed her new role on November 15, 2010.

Nicole obtained her BSN from USF and has been a nurse for 13 years. She has worked at Tampa
General for the past 11 years in a variety of positions. When she was assigned to the Burn Center as
a Clinician, Nicole was one of four nurses selected to travel to New York and Washington to care for
burn victims of the 9/11 disaster.

Nicole worked on the Specialty Staffing Team for a number of years, gaining a wide diversity of ex-
perience, which led to her selection as a house supetrvisor, her position prior to being selected as
Nurse Manager of the ACE Unit.

Education has been a big part of Nicole’s contribution to Tampa General as she has taught in the
Critical Care Rotation Program and provided instruction in the BLS, ACLS, and ABLS certification
classes. She is also a palliative care educator.

Nicole is a member of the American Association of Critical Care Nurses and the American Organiza-
tion of Nurse Executives. She is also a member of the local AACN chapter and is certified in both
critical care and palliative care.
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TGH Welcomes gyr pey Physicians .
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Congratulations to the following physicians who wer e recognized Q
by their patients in the form of personal letters t 0 TGH leadership. W
Dr. Mark Alkire, Dr. Narendra Sastry, Dr. Neil Rein  hardt, Dr. Catherine Carrubba, I g
Dr. Ahmet Donmezer, Dr. Susan Smith, & Dr. Gitika Dh  am % &
( $"




