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ABSTRACT

Objective: To verify the association between a multiprofessional round with the use of checklists and patient safety practices by
health professionals in an intensive care unit.

Method: Mixed-method study, delineated by the sequential explanatory approach, conducted in a hospital in southern Brazil.
Quantitative data were analyzed using Poisson regression, and qualitative data, using content analysis. The integrated analysis was
performed through the explained/connected combination.

Results: In the post-implementation period of the rounds with systematic use of the checklist, there was a significant improvement
in the prophylaxis of venous thromboembolism, light sedation, reduction in the days of use of mechanical ventilation, central venous
catheter and indwelling urinary catheter.

Conclusion: The multiprofessional round with the systematic use of checklist, associated with the improvement in patient safety
practices, was considered as a strategy that ensures better care in intensive care and favors job satisfaction.

Keywords: Checklist. Teaching rounds. Intensive care units. Patient safety. Patient care team.

RESUMO

Objetivo: Verificar a associacdo entre round multiprofissional com uso de checklist e prdticas de sequranca do paciente por
profissionais de satde de uma unidade de terapia intensiva.

Método: Estudo de método misto, delineado pela abordagem sequencial explanatéria, realizado em um hospital do sul do Brasil.
0s dados quantitativos foram analisados por meio de regressao de Poisson e os dados qualitativos, pela andlise de contetido. Fez-se a
andlise integrada por meio da combinacdo explicada/conectada.

Resultados: No periodo ps-implementacdo dos rounds com uso sistematico de checklist houve melhora significativa da profilaxia de
tromboembolia venosa, sedacdo leve, reducao dos dias de uso de ventilacdo mecanica, cateter venoso central e de sonda vesical de demora.
Conclusdo: O round multiprofissional com uso sistemético de checklist, associado com a melhoria nas préticas de sequranga do
paciente, foi considerado como uma estratégia que assegura melhores cuidados em terapia intensiva e favorece a satisfacao no trabalho.
Palavras-chave: Lista de checagem. Visitas com preceptor. Unidades de terapia intensiva. Sequranca do paciente. Equipe de
assisténcia ao paciente.

RESUMEN

Objetivo: Verificar la asociacion entre una ronda multiprofesional con el uso de listas de verificacién y prdcticas de sequridad del
paciente por profesionales de la salud en una unidad de cuidados intensivos.

Método: Estudio de método mixto, delineado por el enfoque explicativo secuencial, realizado en un hospital del sur de Brasil. Los
datos cuantitativos se analizaron mediante regresién de Poisson, y los datos cualitativos, mediante andlisis de contenido. El andlisis
integrado Se realizo através de la combinacion explicada/conectada.

Resultados: En el periodo de post-implementacion de las rondas con uso sistemdtico del checklist, hubo una mejora significativa en
|a profilaxis del tromboembolismo venoso, sedacion leve, reduccion de los dias de uso de ventilacion mecanica, catéter venoso central
y catéter urinario permanente.

Conclusion: La ronda multiprofesional con el uso sistematico de la lista de verificacion, asociada a la mejora en las prdcticas de
sequridad del paciente, fue considerada como una estrategia que asegura una mejor atencion en cuidados intensivos y favorece la
satisfaccion laboral.

Palabras clave: Lista de verificacién. Rondas de ensefianza. Unidades de cuidados intensivos. Sequridad del paciente. Grupo de
atencion al paciente.
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Bl INTRODUCTION

In the Intensive Care Unit (ICU), despite the complexity
of the patient’s clinical condition, frequent exposures to
care failures result in adverse events (AE) and iatrogenic
events not foreseen in the natural history of the disease™,
This reality, tied to the dynamism of work in the ICU, justifies
the use of strategies and tools that qualify care and, in some
way, reduce the chance of events that impact the insecurity
of critical patients®.

The rounds permeate a safety strategy in the care for
hospitalized patients, as it consists of an interactive and
deliberate process of communication and decision-making
about multidisciplinary care, including in the ICU®. In this
unit, the round is a time when health professionals assess
the health conditions of critically ill patients, their treatment,
discuss the need to (re)plan care with a view to its greater
effectiveness” and therefore, it is considered associated
to the patient safety culture, as it values communication
and collegiate deliberation on good practices in intensive
care settings®,

During multiprofessional rounds, the use of a checklist
contributes to increasing adherence to evidence-based
practices® and, therefore, can increase the quality of care
and patient safety. In the ICU, this tool, which consists of a
checklist, is a means to ensure that workers observe and
comply with elements of direct relation in the safety of
critically ill patients, such as: reduction of days of exposure to
invasive devices such as mechanical ventilation (MV), central
venous catheter (CVC) and indwelling urinary catheter (IDC),
venous thromboembolism prophylaxis (VTE) and gastric
ulcer, spontaneous breathing trial (SBT), maintenance of the
head of bed position at 30°, light sedation, among others®”.

The use of checklists during multiprofessional rounds
is recommended by researchers” who conducted a multi-
center study in 34 ICUs in countries on five continents and
found better therapeutic results, such as reduced mortality
rate, length of hospital stay, in AE, and healthcare-associated
Infections (HAI). Researchers® from a randomized clinical trial
conducted in 118 Brazilian ICUs, state that the applicability
of the checklist, the adherence of the multidisciplinary team
to the proposed guidelines for the care provided and the
establishment of goals in the rounds facilitate the team com-
munication process, the immediate initiation of appropriate
therapy, improvement of patient clinical outcomes and the
ICU safety culture.

Despite the favorable results mentioned, the literature®
points out that one of the difficulties in implementing check-
lists during the rounds is the professionals’ perception of
considering them as useless or as excessive work and even
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irrelevant to the care needs of the ICU. This perception rein-
forces the importance of rigorous studies towards improving
the understanding of this topic, and therefore, it is postulated
that elucidating the phenomenon of association of rounds
with the use of checklist in the patient safety in intensive care,
through a robust method, it is a social need and also a po-
tential technical-scientific contribution that meets concrete
improvements in complex health care delivery scenarios.
Based on the premises above, the question is:Is the round
with the use of checklist in the ICU associated with the ad-
herence of the health team and patient safety practices? To
answer this question, the objective of this study is to verify
the association between round with the use of checklist and
patient safety practices by health professionals in an ICU.

B METHOD

Mixed-method study, delineated in the sequential ex-
planatory approach, according to internationally consoli-
dated methodological framework. It was conducted by
a quantitative stage of greater emphasis (QUAN) — stage
1, connected to a qualitative stage, of less preponderance
(qual) — stage 2. The research was conducted in the Adult
ICU of a philanthropic hospital, located in southern Brazil.
Although the referred sector is classified as “Adult ICU’, it
treats patients from 16 years of age.

Stage 1 consisted of a quasi-experimental study, of the
non-equivalent control group only afterwards type. In this
research design, there is no randomization of the medical
records of critically ill patients, but it is assumed that the
pre-intervention group is comparable with the post-inter-
vention groups, even if they are not equal. It is noteworthy
that all eligible medical records for each investigation period
were assessed. A formal sample size calculation was not
performed. The sample was defined by convenience, that
is, it included all patients admitted to the ICU during the
study periods.

The study was divided into three investigation periods:
1s'period: Pre-implementation of the round (February and
March 2018); 2™ period: Post-implementation of the round
with non-systematic use of Checklist 1 (February and March
2019) and 3" period: Post-implementation of the round with
systematic use of Checklist 2 (February and March 2021).
The expression’'non-systematic'refers to the completion of
the checklist on alternate days and ‘systematic; to the daily
completion. It is noteworthy that the standardized selection
of dates about the pre- and post-intervention phases was
due to the possibility of comparing patient safety practices
before the implementation of the rounds, after the imple-
mentation of the rounds with the non-systematic use of a
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checklist; and after the implementation of the rounds, with
the systematic use of a validated checklist, since the inter-
ventions of the second and third periods started in February
2019 and February 2021, respectively.

In the ICU under study, no rounds with the use of check-
lists were performed in the first period of the investigation.
In the second period, daily rounds were performed and, on
interspersed days, the completion of checklist 1-'Suspicion
for Good""". This intervention lasted for two years. Regarding
the third period, the rounds were performed daily and check-
list 2- ‘Multidisciplinary''?, validated by one of the authors,
was completed. In this last period, the researcher together
with the coordinator responsible for the ICU proposed the
systematic use of the validated checklist'? during the rounds
and this strategy of multidisciplinary care remains in the ICU,
even with the end of this study.

In the 2" and 3™ periods of investigation, the rounds
were performed in the afternoon, with an average duration
of 60 minutes, by a team composed of seven permanent
professionals: an intensive care physician, an infectious dis-
ease physician, an ICU nurse, two nurses from the Hospital
Infection Control Committee (HICC), a physical therapist and
a nutritionist. The printed completion of checklists 1 and 2
during the round was performed by the ICU nurse and/or
intensive care physician.

Checklists 1 and 2 consist of 16 and 12 intervention/care
items, respectively, based on best healthcare practices. From
these interventions, 11 care practices were evaluated in this
study and are common to both checklists: Elevation of the
headboard 30°, adequate analgesia, light sedation/RASS -3
to 0, VTE prophylaxis, gastric ulcer prophylaxis, proper nutri-
tion (patient who reached the prescribed caloric goal), days
of use of MV, CVC, IDC, glycemic control and suspension/
adjustment of antimicrobial doses!'"'2,

For the three periods of investigation, all medical records
of patients admitted to the ICU, aged 16 years or older, hos-
pitalized for 48 hours or more were eligible. Medical records
of patients who died within 48 hours of hospitalization and/
or with a confirmed medical diagnosis of brain death were
excluded. The exclusion of medical records of patients with
brain death is justified because this study is part of a doctoral
thesis that analyzed the effects of rounds with the use of
checklist on health indicators of critically ill patients. There-
fore, for these patients there is no prognosis of survival, and
therefore they were not included in the analysis.

Data collection in Stage 1 was conducted between the
months of September 2020 to April 2021. From September
to December 2020, retrospective data related to the first
and second periods were collected. From February to April

2021, prospective data collection was performed, which
represents the third period of investigation.

Regarding the prospective data collection of stage 1,
the multiprofessional team was instructed to stop the use
of checklist T and implement checklist 2 during the rounds.
It is noteworthy that the non-systematic and systematic
completion of checklists 1 and 2, respectively, does not en-
sure that the care practices discussed in these instruments
during the rounds are later performed on patients.

For data collection, it was used an instrument developed
by the corresponding author, based on the instrument model
appliedin a randomized clinical trial study in Brazil®, on data
from the patient’s medical records and also on checklists
(version 1 and 2) used in the ICU under study.

The data were organized in a Microsoft Excel” spreadsheet
and analyzed in the computer software: Statistica Single
User version 13.2 and R version 4.0.2. The description of the
data was performed through tables with the presentation
of absolute numbers and percentages. The numerical and
non-numerical characteristics of the sample of groups re-
lated to good care practices were compared between the
different periods of investigation.

To measure the proportion and compare patient safety
practices between the pre-intervention period (period 1)
with the intervention periods (periods 2 and 3), it was applied
the Poisson regression model. To estimate the effects of the
round associated with the use of checklists in good care
practices performed by health professionals, the relative risk
(RR) and their respective confidence intervals (Cl) were used,
considering a significance level of 5% (o= 0.05).

The percentage of patient safety practices was calculated
based on the days of device use or intervention, divided by
the patient’s total days in the ICU, multiplied by 100. Except
for VTE, which was calculated on the total eligible days (for
VTE) and also for light sedation, which was calculated on the
total days of the patient on MV, multiplied by 100, respectively.

The stage 2 of the mixed study was conducted in July
and August 2021, after a preliminary analysis of the pre-
ponderant data from the Quantitative Stage (QUAN). The
eligibility criteria to participate in this stage consisted of
being an effective member of the multiprofessional rounds
in the third period of stage 1 (QUAN), of the ICU under studly.
As an exclusion criterion it was established the absence of
the professional during the data collection period, either
because they were on vacation, leave or absence. All eli-
gible professionals (seven) participated, without any loss,
withdrawal, exclusion, or refusal.

For data collectionin stage 2, a semi-structured question-
naire was applied, prepared by the researcher, as constituted:
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sociodemographic data of health professionals and a guiding
question: Tellme about the multidisciplinary visit and checklist,
in the promotion of patient safety of this ICU. Additionally, eight
support questions were created in case the participant had
any difficulty in answering the main question. The interviews
started right after the presentation of the quantitative results
of stage 1.

Interviews with the participants were scheduled accord-
ing to the availability of each professional; were recorded in
audio and performed individually, in a private place, at the
institution. The mean time of each interview was 35 minutes.
Itis highlighted that the interviewer who has no connection
with the researched institution explained to the participants
the objectives of the study, the type of participation desired
and the ethical aspects that involve research with human
beings. Still at this stage, a field diary was used for notes
observed by the researcher at the time of the interview.

The statements were transcribed in full, with the support
of a word processor (Microsoft Word) and were conducted
preferably on the same day of the interviews. From the corpus
acquired, it was applied the technique of content analysis,
thematic modality, following the steps‘® of pre-analysis;
exploration of the material and treatment and interpretation
of the results obtained.

The integrated analysis of quantitative and qualitative
data was achieved by connection. In this sense, the conver-
gences/similarities, the complementarities and the possible
divergences of the qualitative data explained and deepened
the understanding of the quantitative data®. To reinforce the
mixed characteristic of this study, a joint display matrix was
designed, which illustrates the quantitative and qualitative
results™, in addition to the author’s inferences about the
joint density of the data.

All ethical and legal precepts related to research with
human beings were complied and the registration of this
study is in the Research Ethics Committee under Opinion
No.4,155,452.To preserve anonymity, the participants were
named by the letter “P" followed by an Arabic numeral, re-
ferring to the Professional and the order of the interviews.
The excerpts/parts were edited, but without changing the
meaning.

B RESULTS
134 medical records of patients admitted to the ICU in

the three periods of investigation, with similar characteris-
tics were analyzed. This is because the groups presented a
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predominance of men, white, fifty-year-old, in clinical hos-
pitalization, due to impairment of the neurological system.
Heart failure and renal failure were the most prevalent co-
morbidities, with a mean score of the severity of disease
classification system — APACHE Il between 16.9 and 20.2
between the groups evaluated.

The good care practices that prevailed in the pre-inter-
vention period compared to the intervention periods were
gastric ulcer prophylaxis and analgesia. In the 2" period,
the safe care that prevailed compared to the other periods
investigated was the shortest time of antimicrobial use. In
the 39 period, compared with the 15t and 2™ periods, the
safety practices that prevailed were fewer days of MV, CVC
and IDC use, proper nutrition, VTE prophylaxis, light sedation,
and control of blood glucose (Table 1).

Table 1 shows nine safe care practices that prevailed in
the intervention periods and from these, seven were in the
period when health professionals performed the rounds
with systematic use of Checklist 2.

When verifying the association between rounds with the
use of checklists and patient safety practices, there was an
improvement in the professionals’adherence to good care
practices in the intervention periods (2nd and 3rd periods),
namely: significant reduction in the usage time of MV, CVC
and IDG; significantimprovement in VTE prophylaxis and light
sedation (RASS -3 to 0) in mechanically ventilated patients.
However, analgesia had a protective effect in the first period,
as shown in Table 2.

Table 2 shows that the pre-intervention period was as-
sociated with a patient safety practice, while the round with
non-systematic use of Checklist 1,and round with systematic
use of Checklist 2 were associated with one and five care
practices, respectively.

In stage 2 (qual), all the members of the multiprofessional
ICU team (07) who perform the rounds in the afternoon
participated in the study. From these, three were nurses, two
were doctors, one physical therapist and one nutritionist, with
amean age of 38 years old. Six professionals had three years
or more experience in the ICU with the title of specialists;
five were women and five were married.

Two categories emerged from the professionals’ state-
ments: Daily round with the use of checklist: Practice that
ensures the best care for critically ill patients and; Round
with use of checklist: Care strategy that increases the work
satisfaction of the multidisciplinary team. The categories are
presented with the integration of quantitative and qualitative
data in the joint display (Chart 1), below.
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Table 1 - Patient safety practices (N=134) by health professionals in the Intensive Care Unit, in the three investigation
periods. Maringd, Parana, Brazil, 2021

Patient safety practices*

1%*Period (n=36)

No checklist

n intervention days /n

2"d Period (n=45)

Checklist 1

Systematic use

n intervention days /n

3" Period (n=53)

Checklist 2

Non-systematic use

n intervention days /n

ICU days (%) ICU days (%) ICU days (%)
Decubitus at 30° 453/472 (96.0) 455/455 (100.0) 454/454 (100.0)
MV usage time 344/472 (72.9) 274/455 (60.2) 240/454 (52.9)
CVC usage time 415/472 (87.9) 400/455 (87.9) 335/454 (73.8)
IDC usage time 465/472 (98.5) 392/455 (86.2) 260/454 (57.3)
VTE prophylaxis 254/410 (62.0) 190/348 (54.6) 253/309 (83.8)
Gastric ulcer prophylaxis 452/472 (95.8) 435/455 (95.6) 422/454 (93.0)
Proper nutrition 342/472 (72.5) 316/455 (69.5) 357/454 (78.6)
Analgesia 379/472 (80.3) 293/455 (64.4) 364/454 (80.2)
Antimicrobial 386/472 (81.8) 324/455 (71.2) 340/454 (74.9)
Light sedation 37/344(10.8) 27/274(9.9) 91/240 (37.9)
Blood glucose control 469/472 (99.4) 446/455 (98.0) 454/454 (100.0)

Source: Research data, 2021.

* Calculation based on days of device use or intervention/total ICU patient days x 100, except: VTE prophylaxis/No. eligible days of VTE x 100; and No. of patient days light sedation (RASS -3 to 0)/no. patient days on MV x 100

Table 2 - Association between rounds with the use of checklists and patient safety practices by health professionals in the
Intensive Care Unit. Maringd, Parang, Brazil, 2021

Period 2 versus 1

Period 3 versus 1

Patient Safety
Practices effect estimate p-value* effect estimate
RR (95% CI) RR (95% CI)

Decubitus at 30° 1.04 (0.91;1.19) 0.5360 1.02 (0.95; 1.09) 0.5360
MV usage time 0.83(0.70;0.97) 0.0184 0.85(0.78;0.92) 0.0001
CVC usage time 0.99(0.87; 1.15) 0.9980 0.92 (0.85; 0.98) 0.0170
IDC usage time 0.87 (0.76; 1.00) 0.0505 0.76 (0.71;0.82) 0.0001
VTE prophylaxis 0.88(0.73; 1.06) 0.1800 1.14 (1.05; 1.25) 0.0017
Gastric ulcer prophylaxis 0.99 (0.87;1.14) 0.9800 0.99 (0.92; 1.05) 0.6600
Proper nutrition 0.96(0.82; 1.12) 0.5870 1.04(0.97:1.12) 0.2800
Analgesia 0.80 (0.69; 0.93) 0.0046 0.99 (0.93; 1.07) 0.9837
Antimicrobial 0.87(0.75; 1.01) 0.0662 0.96 (0.89; 1.03) 0.2367
Light sedation 0.81(0.49; 1.33) 04130 1.58(1.31;1.92) 0.0001
Blood glucose control 0.98(0.87:1.12) 0.8370 0.01 (0.94; 1.07) 0.9230

Source: Research data, 2021.

*p-value <0.05 significant considering 95% confidence level
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QUAN
Period (P)
% P1; % P2
(p-value)
% P1; % P3
(p-value)
Decubitus 96.0;
at 300 100.0 (0.5360)
96.0;
100.0 (0.5360)
MV 72.9;60.2
usage time (0.0184)
72.9;
52.9(0.0001)
ave 87.9,879
usage time (0.9980) 87.9;
73.8(0.0170)
IDC 98.5; 86.2
usage time (0.0505) 98.5;
57.3(0.0001)
VTE 62.0;
prophylaxis 546 (0.1800)
62.0;
83.8(0.0017)

Qual

Categories

Daily round
with the use
of checklist:
Practice that
ensures the
best care
for critically
ill patients

Statements - qual
Similarity (S)
Complementarity (C)

S - [..] when you prevent, which is the issue of the 30° head of
bed elevation, it reduces the risk of the patient evolving (death,
pneumonia). (P5)

S — With the round and checklist filled out daily, you observe the
parameters (clinical conditions) of the patient and schedule the
removal of invasive devices (MV, CVC, IDC). (P1)

S — The main reason for reducing the usage time of invasive devices
is the daily checklist, as we were ‘forced’ to check all the items in the
instrument and assess the need to maintain it. (P4)

S — In the round, when checking if the patient had good renal
function, good balanced fluid and was free of vasoactive drugs,

we removed the IDC, the CVC and placed a peripheral venous
catheter. (P5)

S — In the past (before the round was implemented) we had a lot of
resistance from the (nursing) team to remove IDC. (P6)

C - [..] (before the implementation of the round) sometimes we
were worried about the general condition of the patient and if he
had a central venous access, which had no phlogistic sign, we kept
it (CVC). (P4)

C - The Hospital Infection Control Committee — HICC (nurse and
infectious disease specialist) in the round disclosed the rates of
infections associated with the device (mechanical ventilation-
associated pneumonia, catheter-associated bloodstream infection
and urinary tract infection). So, we were able to ground that the less
we used the device, the lower the risk of infection and the better for
the patient. (P6)

S — The decrease in V'TE prophylaxis in the second period is a combo:
It — human error went unnoticed and we have to be humble to talk
about it; 2" — perhaps a period when we have more neurocritical
patients, because in the initial phase prophylaxis is not performed,
and ends up being forgotten;, 3* — filling out the checklist only three
times a week. (P7)

C - When you noticed that VTE prophylaxis was not being
performed, during the round (in the 3™ period of the study) you
already asked: what about enoxaparin? Then what was wrong was
corrected. (P5)

Chart 1 - Synthesis of statements guided by patient safety practices with their respective % (p-value) and round and
checklists. Maringa, Parana, Brazil, 2021
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Gastric ulcer
prophylaxis

QUAN
Period (P)
% P1; % P2

(p-value)
% P1; % P3
(p-value)

95.38;
95.6 (0.9800)
95.38;
93.0 (0.6600)

Proper
nutrition

72.5;
69.5 (0.5870)
72.5;
78.6 (0.2800)

Multiprofessional round with checklist: association with the improvement in patient safety in intensive care Il

Statements - qual
Similarity (S)
Complementarity (C)

S — The slight reduction in gastric ulcer prophylaxis may be a failure
to readjust the medical prescription according to the items and
goals listed in the checklist during the round. (P6)

S — Ifthe patient is targeting an appropriate diet and has reached
the caloric goal, the pump inhibitor may not be necessary. But

the decrease in prophylaxis can be due to the human factor, for
forgetfulness. (P7)

C - About the reduction of gastric ulcer prophylaxis | don’t know
how to answer. (P2, P4)

Analgesia

80.3;
64.4 (0.0046)
80.3;
80.2 (0.9837)

S — Nutrition is the first therapeutic item of the medical prescription,
itis not an ornament, it has to be started as early as possible. But the
decrease in nutrition in the second period can be for three reasons:
It —the surgeon (for surgical patients) understands that has to start
a little later; 2™ — forgetfulness; 3* — suspension of the diet after
return of gastric residue through the nasogastric tube. (P7)

S — The daily checklist is very important, because | observe if the

diet is going to be started early, if the caloric goal is being reached,

if it is being tolerated well, if the patient is not opening the tube
(nasogastric) and this brings a huge benefit. (P3)

Antimicrobial

81.8;
71.2 (0.0662)
81.8;
74.9 (0.2367)

S - In the ICU, the patient cannot feel pain, but if | am able to assess
by pain scale that he/she does not need to use the analgesic, he/she
will not use the analgesic. (P7)

C - When there was no analgesic prescribed, | would talk to the
intensivist and he would say that in the physical examination, if the
patient did not have expression of pain, he chose not to prescribe

it. (P4)

S — Nowadays we do not use antibiotic period for the pathology. |
need to assess daily whether another day is needed or not and this
has reduced indiscriminate use. (P6)

S - [..] joining forces, you have the intensivist, the HICC, all on
evidence-based medicine. You rationalize the use of antibiotics. (P7)
S - [.Jif the patient is progressing well and without fever, | will safely
de-escalate the antibiotic, so as not to select microbial flora. (P5)

S — Before the round, we noticed the indiscriminate use of
polymyxin (P2); [..] the use of broad-spectrum antibiotics, such as
polymyxin, was like ‘water” here. (P7)

C - The professionals did not have the patience to count the days
of antibiotic usage, to check the culture, to observe if there was
already 48 hours without fever to suspend. The proposal for the
participation of the HICC in the round was very good. (P5)

C - Itwas a fight’ about antibiotics. One physician started in the
morning, the other changed in the afternoon, but it improved with
the presence of the infectious diseases specialist in the round. (P2)

Chart 1 - Cont.
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Light sedation

(0]V):\)
Period (P)
% P1; % P2

(p-value)
% P1; % P3
(p-value)

10.8;
9.9 (0.4130)
10.8;
37.9(0.0001)

Blood
glucose control

99.4;
98.0 (0.8370)
99.4;
100.0 (0.9230)

Qual
Categories

Statements - qual
S ETAS))
Complementarity (C)

S — Light sedation is the goal I've been looking for since | took over
the ICU (April 2018) and to maintain cooperative sedation, it must
be a very well trained team. (P7)

S — The slight decrease in blood glucose control in the second period
refers to the higher knowledge curve. There is a protocol, but many
colleagues (physicians) do not pay attention. In the third period, we
started NPH insulin and this changed the blood glucose profile. (P7)

Round
and checklists

Round

with use of
checklist: Care
strategy that
increases the
work satis-
faction of the
multidisci-
plinary

team

S — The round together with the checklist was a dream for me

[..], I realized that there was a lack of empowerment from other
professions. So, | believe this is the opportunity to express an opinion
and have the power of action. (P1)

S — We like to have the round because we stay updated on all
patients. The focus is not only on our area, so we learn a lot. (P2)

S — Itis the moment (round) when all professionals are together,
exchange information and enlight the conduct of each one. (P4)

S — I see that every professional becomes happy, satisfied to be there
(round), to give the best they can and assist the patient so that he/
she has a quick recovery. This teamwork adds a lot. (P3)

S — When we fill in the checklist during the visit, you feel safer,
because all items have been checked, such as medication, nutrition,
and physical therapy. This brings satisfaction and safety. (P2)

C - Inour case, the physician (intensivist in charge) liked it a lot and
therefore implemented the round with the checklist. (P2)

Chart 1 - Cont.

Source: Research data, 2021.

H DISCUSSION

Among the 11 patient safety practices evaluated in this
study, nine (81.8%) showed improvement in the intervention
periods, that is, greater adherence by health professionals,
especially in the period of performing the rounds with system-
atic use of the validated checklist (3 period). The percentage
of increase in adherence to good care practices, after the
implementation of the rounds, is similar to the result of a
study conducted in a pediatric ICU in Buenos Aires®, which,
after application of a checklist, found an improvement of
90% in the team'’s adherence to evidence-based practices.

The overall mean of the increase in adherence to safety
practices evaluated between the pre-intervention period
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(1% period) and the intervention periods (2" and 3 periods)
was 3.6% in the second period and 12.9% in the third period.
The overall mean of the increase in adherence to safety prac-
tices in the third period is similar to the result of a study
conducted in a teaching hospital in the United States that
observed an increase in adherence to the checklist items
filled out daily in the rounds, in approximately 11%.

When verifying the association between the interven-
tion and the care practices performed in the patients, the
shorter length of stay of MV, CVC, IDC, the increase in VTE
prophylaxis and light sedation, were the safety practices that
showed significance (p<0.05). In the perception of health
professionals, the significant increase in compliance with
patient safety practices in the third period is mainly due to
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the daily applicability of the checklist during the rounds,
since the systematic filling enables to check all the items
listed in the checklist, reducing the omission of care due to
forgetfulness. Thus, the daily practice of the round with the
use of a checklist, possibly, results in a work strategy that
ensures better care for critically ill patients.

Regarding the significant reduction in days of MV, CVCand
IDC usage, similar results were observed in a study® devel-
oped in eight ICU in five countries and found a positive effect
of the checklist during the rounds in diverse care processes,
among them, the significant decrease in patient exposure
on MV, CVCand IDC days. In this aspect, the statement of P6
was forceful in affirming that the lower the use of invasive
devices, the lower the risk of infections related to health care.
Researchers!'® also reinforce that knowledge about care, the
understanding of risks and injuries, are essential to guide the
work process and implement harm prevention strategies.

The health team attributed the decrease in days of MV,
CVC and IDC usage to the daily assessment of the patient’s
clinical condition at the time of the multiprofessional round,
since renal function, use of vasoactive drugs and other pa-
rameters are used to schedule the removal of these invasive
devices. The professionals mentioned about the resistance
of nursing in removing the IDC and CVC in the absence of
phlogistic signs in the period preceding the implementa-
tion of the round, but that after the implementation of this
practice, the culture of objection to the removal of invasive
devices was resolved through the participation of the Hospi-
tal Infection Control Committee (HICC) and the grounding/
argumentation about the lower risk of ventilator-associated
pneumonia (VAP), catheter-associated bloodstream infec-
tions (CA-BSI) and urinary tract infection (UTI) for the patient.

It is plausible to consider that the resistance mentioned
may be related to the high workload of the intensive care
nursing team, which deals daily with complex demands
in a scenario that is often unfavorable to their professional
practice"”. Therefore, despite the prolonged use of devices
(CVCand IDC) exposing the patient to risks, this use can also
ease the nursing performance to make some infusions and
control diuresis better and faster. Such aspects do not justify
the non-implementation of safe care but reinforce the need
for a systemic view regarding the means and instruments
that qualify care, as these are not exempt or dissociated from
the work dynamics and its barriers.

With regard to VTE prophylaxis, which is a safety practice
for critically ill patients recommended by researchers®©&'12 it
was observed non-compliance with this recommendation in
the second period, but with a significant increase from the
first to the third period (p=0.0017). For the multidisciplinary

team, the reasons for not complying with this guideline in
the second period would be related to human error, to the
greater number of neurocritical patients, as it was a practice
that was initially contraindicated and that possibly remained
forgotten by professionals. The checklist only three times a
week was also considered. This reinforces the importance of
multidisciplinary teamwork to promote safety strategies, as
such cooperation is essential to the adherence and success
of safe practices established in clinical guidelines.

Regarding gastric ulcer prophylaxis, there was a slight
reduction in adherence in the intervention periods (2" and
3), while proper nutrition and blood glucose control prac-
tices showed a slight decrease in the second period, with
improvement in compliance with these actions in the third
period. The main reasons for these results point out to the
possible failure to readjust the medical prescription according
to the goals established in the checklist during the round and
the failure to observe existing protocols in the ICU. According
to the literature(™®', to optimize work in highly complex
settings, it is necessary to develop strategies to cope with
work adversities, such as continuing health education and
wide dissemination of protocols for good conduct in the
face of patient, in an incisive and dynamic way. According
to the authors, these minimize existing care gaps.

Regarding analgesia, there was a significant reduction
from the first to the second period. The justification for this
can be understood from the statement of P7, who stated
that despite the importance of the patient not feeling pain in
the ICU environment, the clinical assessment through a pain
measurement scale supports the physician’s decision not to
prescribe analgesics in unnecessary condition. The authors
of the present study emphasize the importance of pain not
being ignored for ethical and care reasons, but they also
support the use of instruments such as the ‘Behavioral Pain
Scale’and the ‘Critical-Care Pain Observation Tool because
they are valid and reliable for use in intubated patients®?,
The literature® shows that the higher the frequency of pain
assessment using these instruments, the lower the use of
analgesics in the ICU.

Regarding patient sedation, the significant improvement
in keeping the patient mechanically ventilated under light
sedation from the first to the third period can be attributed
to the good training of the team. This is because both anal-
gesia and light sedation are guidelines for best care practices
recommended for critically ill patients®!12,

Regarding the use of antimicrobials, the participants
understood that the influent reasons for the decrease in the
intervention periods (2" and 3') are related to teamwork, the
daily clinical assessment of the patient and the completion of
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the round in the ICU. The professionals also mentioned that
the presence of an infectious disease specialist was essential
to improve the handling of this practice. In this way, it was
possible to rationalize and de-escalate the antibiotic with
safety, especially the broad-spectrum antibiotic. Similar results
were observed in a study,*” conducted in a pediatric ICU in
Germany, which stated a significant reduction in antibiotic
consumption, without compromising patient safety, after the
implementation of an antimicrobial management program
with prospective auditing and feedback during rounds led
by infectious disease specialists.

In the perception of professionals, the round with the
use of checklist consists of a care strategy that increases the
satisfaction in the work of the multidisciplinary team, since the
excerpts legitimize the constructive and decisive influence of
this practice in the empowerment of professional categories;
in the development and benefit of working together and,
also, in the feeling of safety that the experience provides. In
this aspect, researchers®? state that the satisfaction of the
ICU health team improves significantly with interprofes-
sional rounds since there is greater understanding of the
integrality of care, effective communication and a better
sense of teamwork.

The mixed approach used in this study allowed to verify
the association between rounds with the use of checklists
and patient safety practices and to explain the improvement
or not of adherence to good care practices by the multipro-
fessional team after the implementation of the multidisci-
plinary care strategy. The understanding and deepening of
the quantitative data were possible through the similarities
and complementarities obtained from the participants'state-
ments. Finally, the absence of disagreements/divergences
between the quantitative and qualitative data is highlighted
because, according to the statements, the professionals
appreciated the round with the use of checklist from the
moment of its ideation in the investigated ICU.

In this study, it was not possible to verify the association
of rounds with the use of checklists in the respective safety
practices, listed in checklists 1 and 2: protective MV, SBT,
ophthalmoprotection, cuff pressure and removing the pa-
tient from the bed. This is because, despite these precautions
showing high compliance in completing the checklists, most
of the time, they are not registered in the patients'records.
Therefore, only the care/interventions that presented daily
registers in the patients' medical records were analyzed, in
all the investigation periods.
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Il CONCLUSION

It is concluded that, in the period with the multiprofes-
sional round with systematic use of checklist, there was a
significant reduction in the number of days of use of mechan-
ical ventilation, central venous catheter, indwelling urinary
catheter and significant improvement in the prophylaxis of
venous thromboembolism and light sedation. Data inte-
gration through mixed investigation showed that the daily
round with the use of checklist is a strategy that ensures
better patient care and increases the work satisfaction of
the multidisciplinary team.

The limitations of this study are related to the analysis
of data in a single ICU and the lack of formal sample size
calculation. On the other hand, the association estimates
were presented together with 95% confidence intervals,
which allow us to assess how accurate the estimates are and,
generally, the intervals have a moderate amplitude (up to 0.4),
except for light sedation where the amplitudes are greater.
Additionally, it is unwise to check an isolated correlation of
the association of the round with the use of a checklist on
safe care practices by nursing professionals because the
association between the researched phenomena does not
necessarily imply a causal effect, given the complexity of
the work process in the ICU and the several variables that
interfere in the assistance of the health professional.

Another limiting factor of the study was the possible
Hawthorne effect, which may have contributed to the better
outcomes in the third period of investigation. The profession-
als were aware of the objective of the study, but to control
the possible Hawthorne effect, the researcher never directly
observed the assistance provided by the multidisciplinary
team, but observed the interventions and care registered in
the patient’s medical record. Based on these fragilities, further
studies with a mixed approach, longer investigation time, a
greater number of medical records and the inclusion of more
ICU are recommended to expand and deepen knowledge
about the investigated phenomenon.

Although the results of this study represent a local reality,
the manuscript points out to the potential use of instrumental
means linked to multiprofessional collaborative work as direct
elements of contribution to safety in the care of critically ill
patients. Therefore, the research signals the transversality
of safety strategies in health training and work, as well as
properly agreed between teams for their application in
practice scenarios.
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