¢ 68 -  E R 24 3R 2026 4FE 1 H S 25 %55 1 ] Chin J Infect Control Vol 25 No 1 Jan 2026

DOI1:10. 12138/j. issn. 1671 —9638. 20262687
i

iz HFMEA E8RTRERUTEXNTREE LI HRE VAP BiiEal
KRR

ZEK ADNE LV EZ4S L2 ORL,F B!
(R TR ERE 1. BB HAL; 20 S E2EA, M4t 2 430030)

[ ZE] B® HiTEFRME RS 0% 20 (HFMEA) 254 56 B it 5 Ak 45 T34 S 16 5 55 s o IR 0% 0 9 W
P95 b7 (RICU) W W HLAR O il 48 CVAP) 14 87 #2888, S D0 Ak Wi DR e 42 o U A 4 1A 90 . T3k SR D Tl Jsi 4 0F 9%
D7 ¥k B R 2023 4E 1—12 A s ALE BE RICU 432 % WA BEEFT VAP B £ /9 A SIALIE < 8 % it
Y0 PR 2024 4E 1—12 Al —E R R — 8% % HEMEA BSR4 iR L8 B b fT VAP BifE I R 26 .
LR P2 B B 1 VAP B9 G R 15 BT 37 43 | B 45 il 4K AN 28 L VAP k0 28 B AN [ 48 BB x0T 2% 95 N B W 0
MBS, BRI 129 BB E HIBGES H 1526 d; R4 161 FIEE PGS B 1 409 d. VAP By
P2 6 ER Y BB T4 B BB AR (60,15 £ 5.52) 43 3 B 2H 24 (90. 00 £ 4. 05) 43 5 3 B 4 3 43 Ko 4% 3R 4 o i 1 43
BT R4, 2R AH G35 L P<T0.05), VAP B #8015 R W B3 I 62, 64% ik B 41 K
L0970 5 150 A1 AR DA % T 45 TR Tﬁmﬁii)\iiﬁm?ﬂﬂﬁéﬂ BB L P<<0.05), KK R HF W
S B ML 8 SR ] K (8. 75 £ 4. 20) dL AR IR (11. 83 £5.80) d 4, 2 5 HA G5 E L (P<<0.001), KL
2 VAP KRN 9.23% X AN 19. 00%,, ZR A G IHFE L (P =0.020), KIAET AR TAEWHZEER
93.94% X IRA N 72. 73% . R BA G H ¥ E L (P =0.007), Hik B H “AE % 3 &7 R ¥ 5 (27. 27% VS
1515 %) RN B LR FAR 6. 06% VS 27.27%), it 2§ HFMEA 454 2745 o o 10 48 BE A9 B SR s
A B TARFE VAP B E R 5E  SUT20RE L BRI VAP B0 % IR FHEE 55 A BUXT VAP B4 14 s 25 B
[% # W] BEIFRIENSGRNAPT: 05 R L 5, 0P AE WP b WFIRAL AR G 4 5 e
[FE4H%ES] RI181.372

Effect of HFMEA combined with enhanced link quality management on
prevention and control of ventilator-associated pneumonia in respiratory

intensive care unit

LI Guofei', ZHONG Xiaofeng®, WANG Shuyang', WANG Yong', LUO Yi' (1. Department
of Healthcare-associated Infection Management; 2. Department of Critical Care Medicine,
Wuhan Pulmonary Hospital » Wuhan 430030, China)

[Abstract] Objective To evaluate the effect of healthcare failure mode and effect analysis (HFMEA) combined
with enhanced link quality management as a strategy on the prevention and control of ventilator-associated pneumo-
nia (VAP) in the respiratory intensive care unit (RICU), and provide evidence for optimizing clinical infection con-
trol processes. Methods A retrospective study was conducted. Invasively mechanically ventilated RICU patients
who received routine prevention and control of VAP in Wuhan Pulmonary Hospital from January to December 2023
were selected as the control group. Patients who underwent HFMEA combined with enhanced link quality manage-

ment for VAP prevention and control in RICU of the same hospital from January to December 2024 were selected as
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the trial group. Differences in quality score of VAP prevention and control key links, compliance rate of prevention
and control measures, VAP incidence, and satisfaction of healthcare workers (HCWs) under different management
modes between the two groups of patients were compared. Results The control group consisted of 129 patients
who received mechanical ventilation for 1 526 days, and the trial group consisted of 161 patients who received
mechanical ventilation for 1 409 days. The total score for the quality assessment of key links in VAP prevention and
control was (60.15%5.52) points for the control group and (90. 00 £ 4, 05) points for the trial group. The total
score and quality score of each link quality in the trial group were all higher than those in the control group, and
differences were all statistically significant (all P<Z0.05). The compliance rate of VAP prevention and control core
measures was 62. 64% in the control group and 85.09% in the trial group. The overall compliance rate and compli-
ance rate of various measures in the trial group were all higher than those in the control group, and differences were
all statistically significant (all P<C0.05). The average mechanical ventilation time of patients in the trial group was
(8.75%4.20) days, which was shorter than (11.83 =5, 80) days of the control group, with statistically significant
difference (P<C0.001). The incidences of VAP in trial group and control group were 9. 23%, and 19. 00%, respec-
tively, difference was statistically significant (P = 0. 026). The job satisfaction rate of HCWs in the trial group was
93.94% , while that in the control group was 72.73% ., with statistically significant difference (P =0.007). Mean-
while, the trial group had a higher percentage of “very satisfied” (27.27% vs 15.15%) and a lower percentage of
“dissatisfied” (6.06% vs 27.27%). Conclusion The joint strategy of HFMEA combined with enhanced link quali-
ty management can help to improve the implementation efficiency of VAP prevention and control measures, reduce
the incidence of VAP, and enhance the satisfaction of HCWs towards VAP prevention and control.

[Key words] healthcare failure mode and effect analysis; enhanced link quality management; respiratory intensive

care unit; ventilator-associated pneumonia; infection control
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Table 2 Comparison of baseline data between two groups of invasively mechanically ventilated RICU patients
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¥ APACHE I g 20t 2E B0 2 U8 M g FR DL IF AR 11, COPD 1 4 BH 2 4 i 2 5

£33 FHAAREIAL T RICU B # VAP B8 X RS (5.4

Table 3 Quality scores of VAP prevention and control key links in RICU patients under two different management modes (z * s,
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Table 4 Compliance of VAP prevention and control core measures in RICU patients under two different management modes
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Table 5 Occurrence and mean duration of mechanical ventila-
tion of VAP in RICU patients under two different
management modes
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care workers under two different management
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