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Define

What process did we look at?

The INTERCEPTORS Team’s LEAN Project looked at the following
processes:

 Are INRs completed on clients on Coumadin presenting in the ER
and subsequently admitted?

e Is the communication of the information (lab results) occurring and in
a timely manner?
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Define

What were the main perceived problems with the
process?

* Inconsistent ordering of INRs on clients on Coumadin presenting
to the ER

* Lack of communication at transition points between the ER and
admission to the Unit

 Lack of communication of urgency of lab results and subsequent
treatment
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Measure

What did we measure and why? How are the
measures related to the process?

The Team did a retrospective audit for a 3 month time period:
1. Audit parameters:

e Clients on Coumadin who presented to the ER and were
subsequently admitted

« Random sampling of admissions to determine the % of
clients on high risk medications

2. Measurements:
« What percentage had INRs completed?

« Was communication to the ER and physicians in a timely
manner? LearningTo See
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Measurement Sheet

MEASUREMEMT DATA WORKEHEET
PRRAMETERE:
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Analyze

What story did our measures tell us about our system?

1. The measurements confirmed that INRs are done consistently on
clients on Coumadin who present to the ER and are admitted.

2. The measurements revealed a gap in the documentation of times
that the communication had occurred.

Did the measures validate what we initially thought the
problem was?

The measures did not validate either of our initial hypothesis:

1. That INRs were not ordered consistently on Coumadin clients

2. That documentation in the record would reveal the time

of communication
LearningTo See
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# of times Lab Order time documented
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Results completed by Lab prior/after Admission
(unable to measure time received in ER/Unit due to lack of documentation)
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# of Documentation of Times Defects

(Stat vs Urgent, Time Lab Called, and Time Results Reviewed not available initially)
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% of High Risk Med clients per Unit
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Scatter Plot of High Risk Med & Lab ordered
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INRs
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Improvement Ideas

What improvements did our team come up with?
Redesign of OPD sheet

Redesign of SBAR

Physician orders — date/time

Physician date/time on results

Purchase stamp for time result received
Purchase stamp for stat vs urgent/Lab Called
Reduce # of places for lab work on Unit
Consistent point person — Unit Clerk

Auto fax of results by Lab for Units

© 0 NO Ok wWwDdE

Implemented

Implemented
Implemented
Implemented
Implemented
Implemented
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10.
11.
12.

13.

Improvement Ideas cont’d

Education and red flag for high alert meds Implemented
(a guideline of ‘be aware’ meds created)

CRN for Medical and Surgical Units
5S for ER — footprinting In Progress
Pre-stamp of lab reqs as Urgent Implemented

(ramp up of PDSA #4)
Reduction of verbal orders
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Revised Spreadsheet

New categories added

Time lab called
Is lab work required?
Is physician order required?

High Alert Meds redefined as Coumadin only for auditing of this
project
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MEASUREMENT DATA WORKSHEET

PARAMETERS: PDSAs
|
According to PDSAs 1SBAR - admissions from ER Apr-30
|
High Alert meds include Gt din-(C)-Digy D). antit {A) ding to with Pharmacy 2 Unit Clerk TBD No audit
PROCESS: 3 High Alerts Apr-23
|
Susanto request HIS to pull charts for May 29 4 Stamps & Machine May-07
|
Auditing by Team, analysis by Susan for presentation June 6 5 Physician Signature/date/time May-07
Daily audit - May 22-27 by Julie related to High Risk Meds with Relevant lab work and physician signature/date/time
QUESTIONS TO BE ANSWERED: NR - not required
|
According to PDSAs NA - not available Categories to be completed from lab reqs
NM - not measurable Red font New/revised categories
SBAR - all admissions from ER Apr-30
Unit Clerk TBD No audit
High Alerts Apr-23
Stamps & Machine May-07
Physician Signature/date/time May-07
Relevant Time physician
Labwork ordered |Routine [Time results ~ [Result Type: isign/date /time Lab Date & Time Date & Time follow
(Client IAdmitted to  [Time admitted |On highrisk  [Lab work [for high alert labwork Time Order  [Stat vs [Time lab [Time lab [Time results ITime results lavailable on  [Critical, Abnormal, ork s a physician physician follow  |up order carried
Date ID# ER or Direct? [Unit Name __[to the Unit med? required meds lordered ritten lUrgent Notified drawn lcompletedin lab Javailablein ER _[Unit INormal INR # SIDIT order required? _|up order written _jout
EX: Feb?2 12345[ER |Surg 1315A n fna 1300y 1301 1310 1325} 1340 1500fc 1510|n 1515|Feb 3 @900
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PDSA Sample

Learming To Sea

PDSA 4 Equipment Purchase |;| :w

Implementation May 7, 2012

.

L "

Region/Agency: RHA Central
Facility: PDGH
Projeck INTERCEFTORS IMR Projact

PLAN

What process are you
planning to change?
What will the new process
look like?

Consistent documentation with regards to the times lab results are requested and received in
ER or on the Unit.

DO

What are the changes o be
made - aclion items?
Who will do it and whers
and when will the test
happen?

Whiat will you continus o
measure?

VWHAT:
- Purchass timeddate machine for ER and all Units
» Purchase a Stat and Urgent stamp with time Lab Called added for ER and all units
STAT(URGENT) Lab called at
o  Education of staff on revisad process
WHO: T. AshamvS. Raymack to CSM meeting
WHEN: May 7 implementation
Audit: May 29 for May 21-27
WHAT
= 5. Brooks to provide lab requisitions for the applicable week May 21-27
MEASURE:
Siat ws Urgent
Time results completed
Time results in ER

-
-
-
«  Times resulis availabls on Unit

STUDY

What are the measurements
from the test telling you?

Significant decreases in missad documentation of ime on the following:
Time to Unit T4% improvement
Time to ER: T8% improvement

only 48% completad for Admissions, 31% for ER visits
onby 28% completed for Admissions, 29% for ER visits

Time Lab called
Stat ws Urgent

ACT

Is the change complete and
can be mowved to the control
plan? Do you
hawve to make additional
changes and test the
process again? What are
the changes?

Mot complete!
RAMP LIP at Analyze/imorove Day
= Pre-stamo lab requisitions in the ER as Urgent. This stamo includes Lab caled af and
should be a reminder to complete the tims. STAT stamp is used as reguired.
» Lab requisitions from ICU) and ER hawve priority.
RECOMMEMDATION: T. Asham to investigate the purchase of higher quality datefime stamp
CHECHKPOINT AUDIT:
Time to ERAUnIL, Time lakb called and Stat vs Urgent —weskday ws weaekend
Monthly Sept 2012 through Fek 2013
SPREAD: Support from CEC and DHE at presantation to spread throughout region.

earningTo See
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Improvements Implemented!

Plan-Do-Study-Act (PDSAS)

AIM STATEMENT:

Implement a process that mitigates the risk for harm and improves
interdisciplinary communication and documentation of this. Our goal was a
75% improvement in documentation of times which validates effective
communication.

PDSA #1

Update SBAR to include

« Date/time of hand off to another Unit

« Identify whether lab work pending

 Check off box that physician is aware of results
 Signature by reporting and receiving nurse

« Identified as permanent part of the health record Learning To See

RESULTS: 77% of ER clients admitted to the Unit now have an SBAR | | S
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Improvements Implemented!

Plan-Do-Study-Act (PDSAS)
PDSA #2 Consistent point person — Unit Clerk in ER

Unit Clerk hired May 14, 2012 (term position)

RESULTS: Impact still to be determined!

LearningTo See

S

CONSULTING




Improvements Implemented!

Plan-Do-Study-Act (PDSAS)

PDSA #3 High Risk Meds identification/education

 Instead of alist of High Alert meds that always require blood work, a guideline
has been established in consultation with Pharmacy.

« A guideline is not a consistent rule but more of a ‘be aware meds’ document.

« This includes approximately 10 medications that staff should consider ordering
applicable labs for.

 Posters were completed and available in ER and on the Units as of May 30.

Measurements confirmed that INRs continue to be done consistently on clients on
Coumadin who present to the ER and are subsequently admitted.

RESULTS: Impact of ‘be aware meds’ poster to be determined!

LearningTo See
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# of INRs done

(based on 5 clients — One client’s results were forwarded from the transferring
facility)

100% -

90% -

80% -

70% -

60% -

50% -

40% -

30% -

20% -

LearningTo See
10% -

0% -
Done Not Done
Coumadin 100% 0%
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Poster of ‘Be Aware Meds’

BE AWARE:

Clients admitted on these medications should have

the following Lab work done...

MEDICATION

LAB WORK

Warfarin

INR

Furosemide

Serum Creatinin and Potassium

Insulin

Chlorpromide

Glidazide

Glyburide

Glimerpiride

Nateglinide

Repaglinide

Acarbose

Sitagliptin

\\"

.

_/

Blood Glucose

If your client is on any of these medications and
the necessary Lab work has not been done, notify

their physician right away.

Thank You

LearningTo See
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Improvements Implemented!

Plan-Do-Study-Act (PDSAS)

PDSA #4 Purchase of Equipment

 Purchase of a time/date stamp for ER and all Units for use when results
received

« Purchase of a Stat and Urgent stamp with time ‘Lab Called

RESULTS (Admissions from ER):
Significant decreases in missed documentation of time on the following:

. Results
« Time to Unit: 74% improvement
« Timeto ER: 78% improvement

LearningTo See
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Improvements Implemented!

Plan-Do-Study-Act (PDSAS)

PDSA #4 Purchase of Equipment (cont’d)

Two results (Admissions from ER) did not meet our AIM statement of 75%

improvement,
. Results
« Time lab called 48% completed (2 with no time)
« Stat vs Urgent identified: 28% identified
{0 JUUT Modification to PDSA:

1. Pre-stamp of Lab reqgs in ER with URGENT Lab Called

2. Survey to determine roadblocks for physicians to document times for lab
results reviewed and physician orders.

3. Future project to enhance OPD sheet for visual cues.
LearningTo See
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# of Documentation of Times Defects

(Stat vs Urgent, Time Lab Called, and Time results reviewed not available initially)
Based on 34 Admissions from ER with 9 not requiring lab work — 25 data points

24
20 -
16 -
12 -
8 _
4 .
3 Ti It Time Result
Time Lab ordered Stat vs Urgent |me.resu > Time lab called Time to Unit Time to ER IME RESUTLS
reviewed Completed
Time Defects 20 18 16 12 7 6 1

)
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Communication of results (Admissions)

(adocument we couldn’t even create with our first analysis as times not documented!!!!)
(From time Lab called to completed to received in ER/Unit)

H B

H B

H B
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|| N NN

|| N NN
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i B NN NN NN EENEEEENEN
PT1PT2PT3PT4PT5PT6PT7PT8PTY PT PT PT PT PT PT PT PT PT PT PT PT PT PT PT PT
9/5/2014 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25

B To Unit
HToER
B Lab Complete

M Lab Drawn

LearningTo See

CONSULTING



Improvements Implemented!
Plan-Do-Study-Act (PDSAS)

PDSA #5 Documentation of date/time - Surgical Unit May 21-27, 2012
(based on 1 surgeon)

% lab order time documented

(based on 14 charts - 1 week)
100%

90% -

80% -

70% -

60% -

50% -

40% -

30% -
LearningTo See

Time documented Not documented
Phys time Ordered 93% 7% CONSULTING

20% -

10% -

0% -




Improvements Implemented!
Plan-Do-Study-Act (PDSAS)
PDSA #5 Documentation of date/time - Surgical Unit May 21-27, 2012 cont’d

% time results received documented
(based on 14 charts - 1 week)

100%

90% -

80% -

70% -

60% -

50% -

40% -

30% -

LearningTo See

Time documented Not documented
Results to Unit_1 93% 7% CONSULTING

20% -

10% -

0% -




Improvements Implemented!
Plan-Do-Study-Act (PDSAS)
PDSA #5 Documentation of date/time - Surgical Unit May 21-27, 2012 cont’d

% Physicians documented time result reviewed

(based on 14 charts - 1 week)

100%

90% -

80% -

70% -

60% -

50% -

40% -

30% -

20% -

10% -

0% -

.

Not Documented

Documented

Phys time lab received

93%

7%
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Improvements Implemented!
Plan-Do-Study-Act (PDSAS)
PDSA #5 Documentation of date/time - ER visits (including those not admitted)

40

# of Defects on ER Visits May 21-27, 2012

(based on 43 charts - 1 week)

35

30 -

25 A

20 -

15 -

10 -

0 -

Time Order Written

Stat vs Urg

Time Results
Reviewed

Lab called

Results in ER

Defects

37

32

31

31

8
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Improvements Implemented!

Plan-Do-Study-Act (PDSAS)

SYNOPSIS:

The following data on ER Visits (including admissions) still did not meet our AIM
statement

e Time lab called 28% completed

e Stat vs urgent identified 26% identified

e Time results reviewed 28% completed

e Time order written 14 % completed

The following data on Admissions from the ER still did not meet our AIM statement

e Time lab called 48% completed (2 no time)
e Stat vs Urgent identified 28% identified

« Time results reviewed 36% completed

e Time order written 20% completed

AIM STATEMENT:
Implement a process that mitigates the risk for harm and improves LearningToSee

interdisciplinary communication and documentation of this.
Our goal was a 75% improvement in documentation of times which validates S

effective communication.
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Improve - Efficiencies

Efficiencies realized:

Consolidating lab results in one location on each Unit ensures they are readily
available (without reprinting of results by the Lab) for:

« Transfer of clients to another Unit
e Crisis situations
« Day-to-day care

Documentation of Time Lab Called reduces follow up calls to the Lab

Awareness of status of results at transition points

« SBAR documentation ensures staff are aware of pending results and status of
physician communication at transition points eliminating additional calls for
information to the Unit

« Development of Anticoagulant flowsheet for monitoring for
continuity of care

« Identified requirement for DPIN information on each client to ensure :
‘Be aware meds’ are identified Learning To See
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Improve — Inefficiencies
Identified

Other inefficiencies identified by this project:

A double check on set dose pre-packaged meds (i.e. heparin syringes)
currently required.

* Prior to giving meds, a second nurse needs to be located to verify the dosage.
 An inefficiency also identified by the Releasing Time to Care (RTC) Team.

Autofaxing of lab results to Unit
 In process of implementation — date to be announced

Outpatient form
 No visual cues for documentation of times for physician orders
« No check box for INR and other relevant labwork
LearningTo See

Verbal orders - Requires a LEAN Project!! |J 5
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Control

What controls have we put in place to ensure that performance
does not lapse?

*Pre-stamped lab regs in ER as Urgent ‘Lab Called at
on the pre-stamp to remind staff to complete time.

Removal of ‘pink’ boxes (lab results location) on the Units
sImplementation of Anticoagulant flowsheet

*SBAR Revisions — Unit to Unit communication

*Unit Clerk position promotes continuity and Standard Work

*Be Aware Meds poster in ER and on the Units

eDate/time stamp for ‘time lab results received’ LearningTo See
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Control

What we heard from staff:

Comments ranging from “Acknowledgement of the work
required in a LEAN project’ to ‘This is a waste of time!’

Appreciative of decrease in repetitive calls to the lab and
tracking physicians to ensure they saw results.

Time Stamp for results received has been well accepted!

SBARSs appreciated by staff for communication.

LearningTo See
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Units — decrease in searching for lab work!



| essons Learned

What were some of the key things we learned about quality
Improvement while doing this project?

That the Define, Measure, Analysis, Improve, Control (DMAIC)
cycle is crucial to identify the actual problem to ensure
resources are directed to those areas that require attention.

Analysis of data provides valuable insights and supports or
negates original theories.

Mentorship from LTS was instrumental as we changed th%e‘_jm,“mﬂoSee

focus of our project after the initial analysis. I__I
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Lessons Learned cont’'d

What were some of the key things we learned about quality
Improvement while doing this project?

We continue to have challenges in meeting documentation
standards i.e. no date/time on physician orders, OPD forms,
etc.

Clients on Coumadin presenting to ER were and continue to
have INRs done. Therefore, our focus changed to improve
client care through enhanced communication i.e. SBAR and

Anticoagulant flowsheet.
LearningTo See
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Next Steps

What QI project is our organization going to be do next?

« 5S of the ER and ICU Supply Room (in progress)
e Audit of staff awareness of ‘Be Aware Meds’

o Survey of physicians to determine roadblocks for
documentation of date/time

» Six check point auditing beginning in September through to
February 2013
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The Team!

Shannon Raymack, Susan Enns (Green Belt), Tracey
Asham (Team Lead), Donna Bleakney (Executive
Sponsor), Julie Roberts, Sandy Brooks. LearningTo See
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