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1050 Bed Level 1 Trauma Center 

65,000 Emergency Department visits per year 

 ▪ 37% admitted to hospital 

 ▪ 10% of admitted patients admitted to ICU 
 150 ICU Beds 

 16 MICU Beds  

 1100 admissions/year 

 > 95% capacity winter months 

 

 



 

 

 Delayed ICU transfer  (>4 hours from care 
complete to ICU arrival) 

 ▪ Increased hospital mortality 

 ▪ Increased hospital LOS 

 ▪ Increased ICU LOS 

 

Chalfin et al. Impact of  delayed transfer of  critically ill patients from the emergency department to 

the intensive care unit. Crit care med 2007; 35: 1477-83. 
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 Reducing EC to ICU time < 4 hours 

 Integrating Sepsis Care from EC to ICU 

 Hospital Acquired Infections to Zero 

 Standardize Ventilator Weaning Process 

 Improve End of Life Communication 

 Use Waste Tool to Identify Opportunities 

 
 

 UT Clinical Safety and Effectiveness program graduates 

 

 

 



<4 hours >4 hours 

Patients 345 314 

% of total patients 52% 48% 

Mortalty Rate 14% 17% 

Hospital LOS 9.10 10.30 

CMI 2.33 2.60 

Age 55 58 

% Male 52% 48% 

% Female 48% 52% 

30 day readmits 40 32 

30 day readmits-- Same DRG 12 7 

Care Complete to Depart MICU Admits 

Mortality 

    18% higher 

Length of stay 

     11% higher 



Largest Variation : Care complete to departure 
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Patients to MICU  
Care Complete to depart <4 hours 
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 Reducing EC to ICU time < 4 hours 

 Integrating Sepsis Care from EC to ICU 

 Hospital Acquired Infections to Zero 

 Standardize Ventilator Weaning Process 

 Improve End of Life Communication 

 Use Waste Tool to Identify Opportunities 

 

 

 



Incidence of Severe Sepsis/Septic Shock 

 

 

 

 

 

 

 

 

 

 

 

 
Leading cause of death in the ICU 

10th most common cause of death in the US 

Increasing by 1.5% per year (additional million by 2020) 
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1. Serum lactate measured 

2. Blood cultures prior to antibiotic administration 

3. Broad-spectrum antibiotics administered 
 Within 3 hours of ED arrival or 1 hour non-ED admission 

4. Treat hypotension with fluids +/- vasopressors 
 Initial minimum of 20 mL/kg of crystalloid   

 Vasopressors to keep MAP >  65 mm Hg 

5. Persistent hypotension 
 Maintain  central venous pressure > 8 mm Hg 

 Central venous O2 saturation (Scvo2) > 70% 



C3 97.2 81.0 65.4 59.0 40.4 35.2

Percent 25.7 21.4 17.3 15.6 10.7 9.3

Cum % 25.7 47.1 64.4 80.0 90.7 100.0

C2 Blood CulturesLactateFluids/VasoAntibioticsCVP >8ScVO2
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Hyperglycemia protocol 



Process Map
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Rivers E et al. NEJM 2001. 



 Education of multidisciplinary staff including nurses, physicians, 
nutritionists, respiratory therapists on the resuscitation bundle 

 National experts invited to provide optimal dialogue for change 

 Interdepartmental meetings for team building 

 Sepsis screen checklist placed in each chart for physician screening  

 Appointed unit champions to assure education was available 24/7 
in the ICU and EC 

 Implemented standardized Sepsis Order Sets to improve 
compliance 

 Posted compliance rates in the unit for staff and MDs to see 

 Posted posters explaining process in ICUs for staff reference 
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Compliance with Bundle Elements 

Lactate Blood Cultures Antibiotics Fluids/Vaso CVP >8 ScVO2
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Sepsis -Illness Risk 4- Mortality Rate Reduction
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 Reducing EC to ICU time < 4 hours 

 Integrating Sepsis Care from EC to ICU 

 Hospital Acquired Infections to Zero 

 Standardize Ventilator Weaning Process 

 Improve End of Life Communication 

 Use Waste Tool to Identify Opportunities 
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 MICU CVC- Related BSI Rates
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"This information is privileged and confidential from discovery under the Hospital Committee Privilege contained in the Texas Health and Safety Code §161.031.032 and the Medical Practice Act. Tex. Civ. stat. Ann. Chapter 388 

Occupation Code, Subtitle B Physicians Sections 151.001 et. seq. and in particular sections 160.005 through 160.010 and the Medical Peer Review privilege provided by Federal law, the Health Care Quality Improvement Act 42. 

U.S.C. 11101 et. seq."





Infection Increased LOS Added cost 

Pneumonia 6 $57,000 

Bacteremia 7 $63,000 

Wound 7 $3,100 

UTI 1 $700 
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MICU 



Patient admitted 
to the MICU 

Treatment 

? Family 
conference 
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Palliative 
care 

Ethics 
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family 
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No structure 

to 

conferences 
No process 

for organizing 

conferences Inconsistency 

among MDs 

No timeline “1 

more day” 

Not 

multidisciplinary; 

no attending 

Delays in 

palliative care 



High risk-of-
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Baseline  10.1 days 



19.0% 19.2% 

Baseline Intervention

Mortality Rate -MICU Patients 

5.34% 
5.04% 

Baseline Intervention

Mortality Rate -- Medicine 
Patients  
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Baseline Intervention

Length of Stay  MICU deaths - 
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 Reducing EC to ICU time < 4 hours 

 Integrating Sepsis Care from EC to ICU 
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 Standardize Ventilator Weaning Process 

 Improve End of Life Communication 

 Use Waste Tool to Identify Opportunities 

 

 

 





 Improving ICU Quality of care 

 Improves Mortality 

 Reduces Cost  

 Reduces Length of Stay 

 Improves Admission Delays from the Emergency 
Department 

 Further Improves Mortality 

 Further Reduces Cost 

 Further Reduces Length of Stay 

 


