


About

* Privately held, minority owned organizatiou

* Innovative solutions company
* Design, Engineering, Marketing, Sales & Service

* Focus on a Single Clinical Issue
* Provide a simple product & service to
* Improves clinical outcomes,
* Reduces unnecessary workflow

* Save hospitals money
* Prior to Kurin, focus on CLABSI
* Ivera — Curos Caps (acquired by 3M) |




Blood Culture Facts

Blood cultures remain the gold
standard for diagnosing sepsis and
sepsis is the leading cause of
death and readmissions

Virtually all contaminations occur
during sample acquisition

There are over 1 million blood
culture contaminations in the USA
each year

Blood culture contaminations are
largely preventable




Impact of False Positive Blood Culture
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Large university-based study
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20% increase in LOS (1.3 days)

24% increase in hospital charges
($7,225)

o/ . . .
25 /O 1Increase 1n vancomycin orders

Focused on the impact of blood culture

contamination : : :
24 % increase in mortality

ku- ‘Oveg 13,000 blood cultures analyzed

r I n Klucher JM, Davis K, Lakkad M, Painter JT, Dare RK. Risk factors and clinical outcomes associated with blood culture contamination.

'Fm Infect Control Hosp Epidemiol. 2022;43(3):291-297. doi:10.1017/ice.2021.111



Cost of a Contamination oy publication)

Facility/Location Cost Journal/Presentation
Garciaetal. 25 Stonybrook, NY $4500-10,000 Am J Infect Control 2015
Skoglund et al. 6 University of Houston $4538-$4739 J Clin Microbiol 2019
Gander et al. 7 Parkland, TX $3886 J Clin Microbiol 2009
Rupp et al. 28 University of Nebraska $4850 Clin Infect Dis. 2017
O' Sullivan & Steere © Hartford, CT $5000 Connecticut Med 2019
Dempsey et al. 2° University of Houston $2923-$5212 Am J Infect Control 2019
Allain 2 Crouse, NY $5200 CNS Conf 2018
Arnaout et al. 22 University of Massachusetts $7000 Open Forum Infect Dis 2021
Burnie & Vining 23 TriHealth, OH $5863 Clin Nurse Spec Dec. 2021

CDC AVERAGE CONTAMINATION COST
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Blood Culture

Collection: Where does it
go wrong

v" Clinician’s Hands

v Patient’s Skin

v" Tops of BC Bottles

v' Existing lines

v Environment
Open Systems/Syringe
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The Skin Plug
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EPIDERMIS

DERMIS q

70-80% of the microorganisms 20% of the microbes are

identified as contaminants in below the surface of the skin

blood cultures come from the and may not be impacted by
patient's skin disinfecting

kurin
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Venipuncture creates a skin

plug which can contain skin
bacteria that can enter the
blood culture bottle and

cause a false-positive result



A revolutionary technology
that:

« Sidelines the initial flash of
blood that may contain skin
contaminants

* Does not change technique

« Passive, cannot be bypassed

« Kasy to use/remain compliant

« Sidelines only first 0.15ml
blood

kurin

= d F AR



Evidence Based Results
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Hospitals using Kurin can reduce blood culture contamination (BCC) rates below
the new CDC and CLSI target of 1%.°°

Kurin Clinical Efficacy: Blended vs. Controlled Contamination Rate Reduction

M Baseline BCC Rate M Blended BCC Rate B Controlled BCC Rate

Histonc 3% Contamination Benchmark

New1% Target
Contamination
Benchmark

Compliance
Data
NIA

74%' Compliance

Data
N/A

| 0.4%
VA Temple Hartford Hospital TriHealth Crouse Hospital Bayfront Health

J Emergency Nursing Connecticut Medicine (linical Nurse Specialist (Hinical Nurse Speciafist Abstract APIC Abstract: EI- 101
January 2021 January 2019 Now/Dec 2021 May/June 2018 June 2018

HAnnual Savings: $486K 1 Annual Savings: $857K Tt Annual Savings: §614K 1 Annual Savings: $260K 1 Annual Savings: §430K

PEER-REVIEWED JOURNALS




Case Study — Falsely Reported CLABSI

> b ot Large Academic Hospital

Academic Hospital, Southern U.S.

OVERVIEW
10 This case study summarizes how Kurin helped an Academic Hospital (AH)* eliminate their false

positive CLABSIs. These false positives “meet definition” and thus must be submitted to the CDC's
National Healthcare Safety Network (NHSN). In addressing these contaminations, AH made progress

s B ‘ with education and a best practices bundle, but only achieved their goal of eliminating false positive
‘ CLABSIs by using Kurin
12
& BASELINE PERFORMANCE . 9
§ |
4]
. uality Program to lower reportable CLABSI’s (all
H and began a six-month long initiative implementing a best practices bundle that included the
5 following:
|
22 « Dedicated team to draw blood cultures ~ 0 )
i i — o Oof reporte S were common
o 0% to standard skin prep
Pr Bes

+ Education and competency sign off

. .
e e Tl Anescabtanicheciist ol i ecived o exchtooddraw commensal contaminations (B C C
Bundle  Trial This initiative was successful and brought the contamination total down to ~4/month; the facility

was further driven to eliminate these contaminations.

THE SITUATION KURIN IMPLEMENTATION AND RESULTS - A.Ver a. ge d 9 B C C/m O nth

+ Leadership motivated to decrease Expanding on best practices, the ICU incorporated Kurin into their blood culture bundle
BCC to eliminate reporting false K its potential in d preventing false positive CLABSI cases.

— Implemented education & accountability —

+ Kurin and Steripath participated this period the ICU recorded ZERO contaminations with Kurin. The Steripath device was also shown

i;u::?r:\}‘;i:fd tral whete to be effective in this regard, however the simplicity of Kurin made it the clinically preferred product. aV er a ge d 4 B C C / m O nth
— Trialed Kurin (90 day) - 0 BCC

The Kurin 90-day trial was a head-to-head comparison between Kurin and Steripath
to reduce BCC rates.

&k here was no differencein
outcomes between the two
different products that we used,
but Kurin was much more
user-friendly. 3 Y

i [t e At  Kurin along with best practice bundle, reportable
CLABSI’s decreased 84% (1) during the 90-day trial
— period

[
kuﬂ * Kurin, Inc. 10755 Scripps Poway Parkway, Suite 257 - San Diego, CA 92131
Fax: 858. opyr .+ ML-156_Rev A_0523

+ After the evaluation, Kurin was selected because nurses found it much easier to use.
+ The successful implementation led to the adoption of Kurin in additional departments
and hospitals throughout the system.
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