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What are we trying to accomplish?
{l

How will we know that a change I1s an improvement?

Il

H‘Nhat changes can we make that will result in improvement?
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Follow the mile markers toward success
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change the outcomer-

An OQutline of Design Concepts for Improving Reliability

Level 1. Vigilance and hard work
(1. or 2, failures out of 10 opportunities or 80 — 90%)

. Awareness and training
. Feedback of data
. Personal reminders by an expeditor

Standardization (broad, general)

Level 2. Human factors and reliability engineering
(5, or less, failures out of 100 opportunities or 95%)

Redundancy
Checklists and reminders (built into the process)

Differentiation such as color coding

Real time identification of failures such as drug interactions

The default is the desired action, for example standard orcer sets
Standardization of essential tasks

Level 3. Sophisticated behavioral designs
(5, or less, failures out of 1,000 opportunities or 99%)

Take acdvantage of habits and patterns
Make the system visible

Clear and unambiguous communication
High reliability organization Weick

- Preoccupation with failure

Example - Study the circumstances leading to each hospitalization for an asthma
exacerbation

- Reluctance to simplify
“"Dangercus until proven safe rather than safe until proven dangerous™

- Sensitivity to operations
Moment by moment monitoring of the front line rather than the big picture;
Example - Red/yellow/green system for monitoring stress levels in patient care
units

- Commitment to resilience
Example - Contingency plans for maintaining access,
schedpling of unpredictable surgery cases into separate rooms, or code teams

- Deference to expertise wherever it can be found
Example - Patient or parent invelvementin design

Answers the first question:

Key Driver Diagram / Analysis

What are trying to accomplish?

Improving Reliability of Hourly
Peripheral IV Site Assessments

S - Specific
M - Measurable
A — Actionable

Design Changes/
Interventions

Testing Changes: What Is a PDSA?

Created PIV site assessment

badge card for RN with touch, look, compare (TLC)
components {quality) LOR2

Sustainability

_—

Key Drivers

R — Relevant
T - Time bound

Specific Aim

Process:

Required patient shift to shift report at bedside with
PIV assessment | ORZ

Adjust and
Do Again

Highly reliable standardized

Buddy/PCA system coverage for PIV site checks LOR2

staff assessment of Peripheral

I

IV sites

To achieve 90% reliability
of conducting a standardized

Beginning Boundary:

(Process Map)

Inclusion of PIV hourly site check in safe handoff
report LORZ

Chuick strike education for leaders, educators and
RN’'s on PIV assessment'compliance monitoring
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Make
adjustments
Ensure that the
next cycle
reflects the
learnings

Determine Generation of a
objective, GOOd Id ea

questions. &

predictions
Create plan to

when, how?)

Complete analysis| -
of data
Compare data to

Ending Boundary:

on A4N by 2/1/09.
(%e of q1 hr checks completed)

(% of quality checks completed)

Customers:

' peripheral IV assessments

Qutputs/Outcomes:

Patient/caregiver
engagement in peripheral
IV assessment

\

Global Aim
Overall Outcome:

Sl Cincinnati
Process Name K Cpiomats

| eadership engagement with

Secret monitors to observe hourly PIV
site checks {quantity and quality) LOR2

Peripheral IV poster with touch, leok, compare {TLC)
for patient room LOR1

results!

Don’t Forget
To Study the

monitoring unit peripheral IV
infiltration rates and staff
compliance with PIV -—

EN to discuss hourly PIV site check poster with
patient caregiver upon admit & shift change LOR1

To eliminate all
grade IV infiltrates
= for PIV’s

assessment

Drivers invo hved

Leadership/ Designee ongoing monitoring of :
1. PIV infiltration events via ICIS PIV infiltration

report’ weekly run charts
2. Staff compliance with poster and badge

card interventions LOR2Z

inPOSA's

PCF to PCF shift to shift
report of PIV failures/ rate LOR2

Current work

Completed steps

Clinical Director’ PCF Huddle each am to

discuss past 24 hours failures’ barriers and future
24 hour PIV issues LOR3
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test idea (who.
what, where, 1

predictions results
Summarize what
was learned cdata

and unexpected

Carry ouwt the plan
Document problems

Te

Begin analysis of S
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up and checking each pts

roorm, LInit educator
rerninded all to orient new

staff to this ememency
equipment practice.

iho (population): BEWY
Where: BEWALN
hen: 10005

Follow-up Tests

When: 11,2602

Very Small DAT A e |
S—'[:-EileSt’_—/ - . - "~
EEF Bl Ol At Study
Testable - _ _
Ideas fot | Study TESTT2: Eﬂ_dsuiﬂ check and guiz
TEST 11: NPC members partner to rednforce knowledge
with barisidla PN ane do What Develop quiz and detemine
TEST 10: Remnrder labels amergency equinment hedside RN knowledpe of
attached to RN worksheat, check touether. BIMEFIENCY equipment
TEST 9: Tast mmpactof e-mal What: Brightly colored [ahbels with What NEC members will invite NrOCess
from myt and setting the EMMErgency equipment and hedside RN to check pt Who {population): A4N RN's
axpectation that wielghing regquirernents roarms for emergency Where: AdM
preceptors woukf orient details attached to RN equipment and explain need When: 1809-2004,
new staff io this wirksheets to assist SREL for 100% compliance. After 1
standardzed practice. staff with unit specific week with no interventions,
What Clinical mgrs e-mail all unit praciices. an audit will be conducted to
staff setting the expectation Who (population): A4N staff detemning impact
RMs responsible for setting here: A4N

ho (population): A4 BEN's
Where: AN
When: 2 weeks in Dec, 08

Wide-Scale Implementation of Change Resultin

Tests of Change Improvement

Changes That




