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Background

Bright Vision Hospital (BVH) was the first community hospital to respond
to the challenge of caring for COVID-19 patients at higher risk of clinical
deterioration. Healthcare worker infection rates are as high as 20% in
various reports. This risk increases dramatically during resuscitation of
COVID-19 patients due to the aerosol generating nature of
Cardiopulmonary resuscitation (CPR). This is especially so when
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A group simulation session on resuscitation of a COVID-19 patient in
BVH, revealed only a dismal 60% of HCWs were competent and adhered
to infection prevention and control (IPC) measures.

Mission Statement

Our primary aim was to increase competency and adherence to infection
prevention and control measures during resuscitation from 60 % to 100%
for HCWSs in Bright Vision Hospital within 3 months, as assessed by
iInternal audit of our Infection Control Nurse (ICN).
We aimed secondarily for zero COVID-19 infection as a result of
nosocomial transmission from resuscitation among HCWs In this time.

Analysis of problem

A project team consisting of doctor and nurses was formed. Brainstorming
helped to enumerate possible factors contributing to low passing rate by
using a Cause and Effect Analysis (Figure 1).

Interventions

PDSA 1 Figure 3

COVID-19 CODE BLUE ALGORITHM

In the Event of Medical Emersency
Call
Doctor On-call at 8818 3074
SMP - 32823083
Security “0" or 5167

{

“CODE BLUE: CODE BLUE:
Plan Do ___ Ward, Bed ___, Level ___"
T e R . e e Airborne precaution, PPE, and [P& system Announcement by OperstorSecurity]
familiarize staff with the new respective responder’s role '
workflow were included in the new DON Full PPE before THE ACTION!!
workflow (Figure 3)
e Briefing session was carried out L
to familiarize staff with the new Doctor f Nurse - Action
workflow '

Lewel 2 Respect Lewel 3: Compassion Ward & Level 4: Hope Ward/ Peace
Faith ward
Act |
¢ The new workflow was printed I
out and placed at visible, easily
accessible area i.e. doctors Emergency Site

Responder 1 (inside) :Asses ABC, presscode blue button, start chest compression

Responder 2 [outside) :Czll the doctor, SMP, Security foutside runner/timea keeper

Responder 3 [outside) :SNP arrives and activete 995, coordinates traffic flow for u-turn

Responder 4 (inside) :Bringemergency trolley, remove head board then start ventilstion oral
Airway and bag)

Responder & (inside) :Place AED pad/IV line/ IV meds, take over chest compression from
Responder 1

Responder & (inside) :Recorderandinside runner

room, nursing station and E-

trolley asuscitatic

v'Better team coordination
and adherence to IPC

e Components of the new
workflow were included in the
resuscitation competency
checklist

measures

Backup Team
Compassion ward [2 RN}

Response Team

Level 3 Faith

Level 4 Peace Hope Ward [2RN)

PDSA 2

Limited PAPR availabilty

Performing low yield
proceduresuchas
examining patientusing
stethoscope

Lack of preparedness

System Doctor
_ Lack of practice Ny
Tode Blue Additional Unfamiliarity of
announcement E'q“'pm_e"t_ PPE application
<ot *demntammatmn P
No clear RITCEture ;ﬁiﬂ;ﬁ'ﬂ Forget steps
workflow oo trad \L,
v Lack of V
Delay in Inappropriate PPE
knowled : : )
code blue * nowledee ™| including PAPR donning #
activation and doffing
_ 0ld workflow did Poor
Mew facility settingi.e. not inclode: PPE communication
isnlatigﬂbri?:lnem and R \b,],
v JUEELII Poorteam
Difficulty monitoring coordination

and assessing patient

Instruction notclear

—

Lack of practice

}V i
P hand
Mask muffled |__Poor handover |=-H"17
voice T
Soft-spoken

Poor communication
among team members

v

Poor team
coordination

—

Unfamiliarty of workflow and
respective responders’ role

i

Lack of

knowledge

i

Lack of practice

\/Delay response to the key

Lack of practice
Lack of knowledge

T/

Unfamiliarity of workflow
and process

events in resuscitation

Low passing rate in both

competency and adherence to

infection and prevention
control measures among
healthcare workers while
resuscitating COVID-19
patients

Inappropriate airway
manipulation
strategies

Incorrect
positioning

Unfamiliarity of
defibrillator and E-

/

xtrnllev contents

|

Nurse

Lack of
knowledge

Lack of practice

Figure 1

i

Strugglingto
remove head
board

i

Lack of practice

Pre-intervention weighted voting was conducted with Pareto Chart to
elucidate the top contributory causes (Figure 2).

Pareto Chart: Votes on causes of low passing rate in competency
and adherence to infection and prevention control measures
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Top-ranked factors for low passing rate were: old workflow did not include
PPE and airborne precaution, lack of practice, unfamiliarity of workflow
and respective responder’s role and lack of knowledge.
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Figure 5: We innovatively
modified equipment e.qg. code
blue shield and enhanced
facilities to optimize
resuscitation process and
minimize transmission

FiEure 4: Standardised multi-rater assessment using
checklist and video recording review

Percentage (%) of healthcare workers who are competent and adhering to infection prevention and
control measures while resuscitating COVID-19 patient

Results / Impact

Percentage (%?( of
healthcare workers

100

Over 3 months, 100% of healthcare workers were
found by our ICN to be competent and adhering to
Infection prevention and control measures while
resuscitating COVID-19 patient (Figure 6).
However, more data points will be needed

to monitor sustainability of results.
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Spread and Sustainability Plans

Continuous education is crucial. The new educational programme including simulation sessions, was effective at
Improving healthcare workers’ competency and adherence to infection prevention and control measures. This will be
sustained with regular conduct every 3 months, and at shorter intervals when there are new staff.

We will continue our current practice when we revert to business as usual, as it is applicable to our own setting for
Isolated patients in negative pressure rooms. We have shared our new workflow and educational programme with our two
sister community hospitals to spread the benefits, as there is applicability to their peacetime resuscitation as well.

We conclude that the high-value sustainable and spreadable intervention of conducting stimulation sessions for HCWs
with regard to pandemic-specific resuscitation results in increased competency of HCWs in infection prevention,
maintaining this vital human resource for pandemic clinical operations.





