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KESEAKCUH SVUUPFLE

This research explores the effectiveness of various media forms in conveying disaster information to

physicians. With physicians playing a critical role in disaster response, it's essential to understand which

. . . . . o o . ME | HUDULUGY
media channels provide the most clear and actionable information. This information is crucial for healthcare

A survey was conducted among pediatricians in Washington D.C., Maryland, and

leaders to effectively inform their staff during an ongoing disaster Virginia. We collected data on personal disaster experiences, perceived threats,

and preferences for educational resources. Descriptive statistics and odds ratios

were used to analyze the data.

FRKEFERKKED DUUKCE UF VIDASIERK EDUCAIIVUN IMPFLICAITIVUND FUK HEALI H CAKE LEADEKRD AND URKGANIZAITIUND
e More popular during disasters: Social media and electronic newsletters were used more during disasters. e Pediatricians need specific training for disasters, especially on issues like
Social media use jumped from 18% in routine practice to 41% in disasters. cyberattacks and mass shootings.
. . . o . . e During disasters, they prefer getting quick information through digital
o Less popular during disasters: Podcasts and professional societies were used less during disasters. atf health ot hould f o these tools f
Podcast use dropped from 40% to just 8%. platforms, so healthcare organizations should focus on using these tools for
education.

o Stayed the same: Blogs, information from employers, and national or city agencies were used about the

e Future education should be delivered in digital formats that pediatricians find
same in both routine times and disasters.

easy to use and helpful during emergencies.

 Traditional resources: Textbooks, conferences, and scientific articles stayed low in use both during routine e Training programs should be designed to provide fast, useful information,
practice and disasters. especially when time and resources are limited during disasters
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ODbjective:

Ensure patient and staff safety while
respecting patient autonomy through
INcreasing compliance with protocols and
documentation standards in Code EARS non-
transports.

Background:

In October 2021, Children’s National Hospital
divided their medical emergency response
system Into two tiers based on patient type.
Code EARS (Emergency  Ambulatory
Response System) team assists outpatient,
staff, and visitors in an emergency. The team
consists of an Emergency Department (ED)
Nurse, ED Tech, Respiratory Therapist, Security
Officer, and Nurse Administrator. Most Code
EARS patients are transported to the ED;
those who decline care for themselves or
their minor child are considered a Code EARS
non-transport event. The Nurse-led team must
pbalance patient and parent rights with
lability In these cases as a non-transport
response does not Include a medical
screening exam (MSE).

Design/Methods:

Apply the Institute for Healthcare Improvement
(IHI) Model to Improve process and
documentation compliance with Code EARS non-
transport events including refusals of care, safety
plans, and alternate destinations. From October
2021 to December 2022, 193 Code EARS were
called, only 20 of which resulted in a non-transport
event. Process and documentation standards that
should be followed Iin every non-transport event to
ensure patient and staff safety Iinclude: 1 -
documentation form completed, 2 - refusal/safety
plan form completed, 3 — patient registered In the
electronic health record (EHR), 4 — documentation
form attached to the patient’s EHR, and 5 -
refusal/safety plan form attached to the patient’s
EHR. Out of the five process and documentation
standards for non-transport events, the Code EARS
team was compliant with a baseline average of
2.7/5 out of 5 elements and the data showed a
high degree of variabllity. The team implemented
several Plan-Do-Study-Act (PDSA) cycles during
2023 to improve compliance with this process.

Results/Discussion:

Following the PDSA cycles In 2023, the average
compliance with process and documentation
standards increased from 2.75 out of 5 elements to
447 out of 5 elements. While most patient
encounters included 100% (5 out of 5) standards
completed, there are still intermittent cases In
which 1-4 of the required elements are missing. This
reveals an opportunity to address consistency and
reliability of the process through the design and
Implementation of future improvement efforts.



Tiny Troublemakers, Big Solutions: A Pilot Project to Provide Targeted
Safety Equipment to Families in the Emergency Department
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BACKGROUND

e Unintentional injuries = leading cause
of morbidity and mortality in children?
e Injury prevention tools

o disparities in access — under-resourced

children at higher risk?

ODbjective: To assess feasibility of providing directed

and equitable household safety items in the

emergency department (ED)

METHODS

Families with
children aged
0-3 receive

survey
regarding need
for household
safety items

If family
identifies need,
staff member
provides it
during ED visit

Families
indicate
Interest in
additional
items, ED team
works to
provide these
items

RESULTS

Impact

38

stove
covelrs

13

outlet
covers

|
20

families
reached

12

cabinet
locks

5

smoke
detectors

Future Items of Interest

R

Staff significance

\

“l love talking to
families about how

they can prevent

ED visits — this has

brought so much
joy!” /

“Its fulfiling to have
something positive
to discuss with
families that can

help them that
day” /

CONCLUSIONS

Families receptive to receiving safety items

Staff reported fulfilled following interactions

Providing educational materials regarding

safety could increase parents’ use of

equipments

Future initiatives:

o Focus on items that families were most
iInterested in

o assess the use and impact of items

distributed

EFERENCES
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BACKGROUND

Pediatric codes, traumas, and critically il
patients

 Require skilled interdisciplinary team

. ‘ frequency, f stress

Community Emergency Departments (ED)

* Limited subspecialty support

METHODS

Monthly virtual code review

Interdisciplinary:

* Physicians, PAs, NPs

* Nurses, emergency techs
* Respiratory therapists

« Social work

* Transport team

« Subspecialty services

Safety improvement focus:

« Cases highlight threats to patient safety
* Focus on process improvement.

« Participants develop safety initiatives

Case follow up:

 Motivated team implement changes from

ideas generated

RESULTS

September 2023-August 2024
Median 13 participants

All rated excellent or good

Topics covered

AEIE RV EQEISIENINEE  « Management of complex social
(AMS) situation

Cardiac Arrest e Team Leadership

CPR e Ending a code

Gunshot wound e Importance of secondary survey

Hypocalcemic

: e Rare medical management
Selzure 9

Multi-trauma e Trauma policy

Myocarditis = External pacing

Neonatal

Resuscitation = Medical Care

Post-intubation e Best Practices of sedation

Seizure e Closed Loop Communication

Septic vs.

Cardiogenic Shock [ERERCERCRESISEE

Septic Newborn = Best options for access

Initiatives

v' Hands on faculty UVC
skill training

v Checklists for newborn
delivery and neonatal
resuscitation

v’ Standardized sedation
plan for post-intubation
patients

v Updated trauma policy

v Enhanced policy for
patients going to CT

We are collecting on-going data
regarding clinical impact of these
Improvements.

CONCLUSIONS

Quality improvement projects generated by an
iInterdisciplinary team from real patient encounters
results in staff engagement in changes that improve

patient care.

REFERENCES
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in Pediatric Resuscitation (VIPER) collaborative. Resuscitation. 2023 Oct;191:109923.
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MEASURES TO IMPROVE SEP-1 BUNDLE COMPLIANCE IN THE
EMERGENCY DEPARTMENT AT HOWARD UNIVERSITY HOSPITAL (HUH)

Lorena Velazquez MD - Primary Investigator, Daniel Case MD, Danielle Blair MS, Gina S. Wilson MD, Robert Linton || MD, MBA.

INTRODUCTION BEFORE RESULTS

Initial Compliance (December 2023):

In the first phase of the strategic initiative, the  Only 14% of patients with severe sepsis and septic shock received all sepsis bundle elements

emergency department's management of severe within the recommended timeframe.
sepsis and septic shock was assessed, with a focus on

. Project Launch:
treatment delays, documentation, and adherence to . . . . . _ S
sepsis bundle guidelines. Prior to the initiation of the e Initiated in January 2024 to improve compliance with sepsis guidelines.

project, compliance with the SEP-1 bundle was Compliance Improvements:

critically low, at 14%, with previous rates dropping to » January 2024: Compliance increased to 50%.

0% in February and March 2023. This baseline data e February 2024: Further improvement to 80%.

highlighted the urgent need for systematic « March 2024: Reached 88% compliance.

improvements. An Action Plan was developed, which  Achievement (July 2024): Attained 100% compliance, the highest level of adherence to sepsis

included evidence-based protocols and a detailed .
guidelines.

process map, to address these deficiencies.
Key Factors for Success:

o Multidisciplinary teamwork.

SUMMARY .
o Clear process mapping.

S e o Regular audits.
 Difficulty in recognizing and managing severe

sepsis and septic shock o Ongoing staff education.
 Persistent treatment delays and inadequate Significance:
documentation « Demonstrates the effectiveness of strategic initiatives in enhancing sepsis bundle compliance.
Impact
e Low sepsis bundle compliance scores AFTER

« Adverse effects on patient care and regulatory

adherence 2024

Solution
e Launch of a structured quality improvement
initiative
Goals of the Initiative
e Optimize sepsis care outcomes
e Enhance adherence to clinical guidelines

e Improve documentation practices

METHODOLOGIES

Define: Established sepsis bundle compliance rates
and identified improvement areas through daily

audits. CONCLUS'ON

Measure: Followed CMS guidelines for timely By achieving 100% compliance in July 2024, this project underscores the essential role of

administration of antibiotics, lactate measurement, multidisciplinary teamwork, clear process mapping, regular audits, and ongoing staff

fluid resuscitation, blood cultures, and vasopressors. .. : : : : :
P education in enhancing sepsis bundle compliance. This remarkable achievement reflects a

Analyze: Evaluated clinical practices to identify gaps

in adherence to guidelines. significant improvement in adherence to sepsis protocols and highlights the effectiveness of

Improve: Developed resources, including process References
maps, tracking tools, and educational videos. + Centers for Medicare & Medicaid Services. (n.d.). Sepsis: BPCI Advanced alternate payment model for my4 sepsis [PDF]. patient care outcomes, and positive financial outcomes for the hospital. Sustaining this high

https://www.cms.gov/priorities/innovation/media/document/bpci-advanced-alt-fs-my4-sepsis
Control: Implemented regular audits and updated e Schinkel, M., Nanayakkara, P. W. B., & Wiersinga, W. J. (2022). Sepsis performance improvement programs: From evidence toward clinical 1 1 1 i i i 1
e . | o ontation Gl et 36(1). 77 et T 0. 1106 cai08a 032, 030171 level of compliance will be crucial for continuing to enhance the quality of care for patients
tralnlng programs to ensure ongoing compllance.  Vincent, J. L., Pereira, A. J., Gleeson, J., & Backer, D. (2014). Early management of sepsis. Clinical and Experimental Emergency Medicine, 1(1), 3-7.
https://doi.org/10.15441/ceem.14.005

targeted interventions. These efforts have led to notable improvements in data accuracy,

with severe sepsis and septic shock.
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INTRODUCTION DATA RESULTS

In Washington DC, colorectal cancer (CRC) incidence is higher than the national 1 2
average particularly in black men (53.9 per 100,000 men). From 2018-2022, CRC The endoscopy unit performs an annual average of 4000 endoscopic procedures.

Th te of llat 19° 2021 d 189 2022. Aft t i
death rate amongst black males in Washington DC was at 23.6 compared to the rest e rate of cancellation was 19% in an /0 1N er our intervention

| which started in 2023, there was a reduction to 17% which has continued in 2024.
of the United States 15.2 (per 100,000 men).Among black female, the CRC death rate The reasons for the cancellations were: no transport, physician cancellations, and

was 16.2. no-shows without reasons. Amongst these reasons, no-show was the most
There is a higher no-show rate in hospitals serving a larger underserved population common.
which also has significant cost implications. [1] [3]

OBJECTIVE

CONCLUSION

This study suggests that there is a significant cancellation rate in the outpatient endoscopy
procedures. With the increased communication, there has been a slow and steady
reduction in overall cancellations, including no-shows. . We aim to continue this downward

METHODS trend and reduction of no-shows.

Although the underlying reasons for no-shows have been indistinguishable, we believe

e We performed a retrospective observational cohort study of patients scheduled for ° further outreach and education can mitigate these ongoing issues.
outpatient endoscopy at Howard University Hospital.

The aim of this study is to decrease cancellation rates for outpatient endoscopy by improving
communication with patients.

e The authors reviewed the number of scheduled patients between 2021 to 2022 who did REFERENCES
not complete endoscopy appointments.

e These numbers were compared to 2023 until June 30", 2024, after the following PDSA CYCLE 1.U.S Center for Disease Control and Prevention https://gis.cdc.gov/Cancer/USCS/#/AtAGlance/
intervention. We partnered with nursing staff to increase from one to three layers of 2. Shuja A, Harris C, Aldridge P, Malespin M, de Melo SW Jr. Predictors of No-show Rate in the
communication. Gl Endoscopy Suite at a Safety Net Academic Medical Center. J Clin Gastroenterol. 2019

e Firstly, education and scheduling on the day of the initial appointment, secondly, reminder Jan;53(1):29-33. doi: 10.1097/MCG.0000000000000928. PMID: 28961577 .
call from nursing office regarding bowel preparation/pre-endoscopy preparation and thirdly, 3. Berg BP, Murr M, Chermak D, Woodall J, Pignone M, Sandler RS, Denton BT. Estimating the

cost of no-shows and evaluating the effects of mitigation strategies. Med Decis Making. 2013
| Nov;33(8):976-85. doi: 10.1177/0272989X13478194. Epub 2013 Mar 20. PMID: 23515215;
FeVIEW. PMCID: PMC4153419.

patients with severe comorbidities were called for health maintenance and medication


https://gis.cdc.gov/Cancer/USCS/#/AtAGlance/
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Lillian Armstrong, RN; Meedie Bardonille, RN; Caitlin Litchfield, RN; Nicholas Caylor, DPT

Background

Postoperative respiratory failure (PRF) has been
identified as a priority patient safety indicator (PSI),
deemed 11 by the Agency for Healthcare Research
and Quality. PRF is associated with a 25-40% in-
hospital mortality rate.’-3 An interdisciplinary evidence-
based strategy was developed to reduce PRF using
plan-do-study-act (PDSA) methodology.

Methods

A literature review informed systematic chart reviews of
PRF events between December 2021 and June 2023.
A multidisciplinary committee determined 73% of past
PSI 11 cases may have been prevented and attributed
65% to postoperative pneumonia.

A respiratory therapy-driven clinical pathway was
designed to target high-risk surgical patients defined by
surgical site (intraabdominal, intrathoracic, vascular)
and low incentive spirometry (IS) volumes. The pilot
unit was selected based on historical geographic
burden. Nurses, providers, and respiratory therapists
participated in education sessions with solicitation of
feedback regarding anticipated program barriers and
facilitators.

A phased rollout was initiated by surgical service.
Enrolled patients were evaluated daily by a respiratory
therapist with out-of-scope concerns (e.g., analgesia,
cognition, mobility) relayed to the appropriate team
members. To strengthen mobility-related opportunities,
nursing education led by physical and occupational
therapists was conducted.

FALLOUT RATE

2

IS Fallouts

O-Month Pilot Performance

Rate of Missed Incentive Spirometry Days

MONTH

Apr

o o o o
[ [ = PN ©
N IS o o0 N

FALLOUT RATE
o

Rate of Insufficient Analgesia and Missed Chest Physiotherapy
Sessions

CPT Delivery Fallouts

Pain Management Fallouts

Results

During the first 9 months of pilot implementation, there
were 501 pilot-eligible surgical patients. Only two
patients required escalation to a higher level of care
and zero patients developed PRF. Daily documentation
of IS was monitored for all eligible patients, with an
initial fallout rate of 2.1 days of missing documentation
per patient. Using a line of best-fit, the IS fallout rate
demonstrated an average decline of 0.11 days per
patient per month. Only 0.2% of chest expansion
treatments were missed in sum, compared with a pre-
pilot average of greater than 50% missed treatment
sessions in PRF patients.

Conclusion

A respiratory therapy-driven clinical pathway supported
by interprofessional collaboration meaningfully
Increased treatment delivery and reduced PRF.
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Limiting Organizational Diversion Risk by Reducing Controlled
Substance Discrepancy Resolution Time

Jordan Hughes, PharmD, MS, BCPS

MedStar Georgetown University Hospital, Washington, D.C.

Background Methods Data Collection

»| arge academic medical centers have large
controlled substance (CS) transaction
volumes, and many clinical associates
iInvolved with handling controlled medications

* The number of associates and high
transaction volume of these causes inherent
risk of diversion throughout the medication use
process.

* Monitoring CS transactions is paramount in
the deterrence of CS abuse, theft, and loss.

= Controlled substance diversion impacts patient
care, healthcare workers, organizations, and
the pubilic.’

» A system-wide goal of resolving >95% of CS
discrepancies In less than 24-hours was
established to reduce organizational risk and
protect patients, the public, and our
associates.

* The system-wide goal created opportunity for
a multidisciplinary procedure to foster
collaboration

* Pharmacy, Nursing, and Physician groups
were the key groups involved

1.Build a replicable CS monitoring system to
reduce discrepancy resolution time

2.Reduce all types of risk associated with drug

diversion in the institutional setting

* Four key steps were identified within in the
discrepancy resolution process to improve
resolution rates

1. Unresolved discrepancies are resolved by

the team creating the discrepancy within
24-hours

2. The Pharmacy Team reviews unresolved

discrepancies each morning and evening
shift

3. Notification of identified unresolved
discrepancies iIs provided to the team that
created the discrepancy and is
documented

4. Patient Safety Events (PSEs) are entered
for all unresolved discrepancies after 24-
hours

* A Root Cause Analysis (RCA) was conducted
for all unresolved discrepancies to identify
opportunities in the process

* The RCA identified key areas of opportunity
for process refinement

A final meeting with the multidisciplinary team
was held, focusing on refinement of the
process and continued partnership between
stakeholders

Georgetown University

« Data was collected through two primary
SOUrcCes:
1. Automated dispensing cabinets (ADC)
unresolved discrepancy reports
2. Electronic medical record (EMR) review

» 42% of unresolved discrepancies occurred on
weekends.

* Multiple units had more than one unresolved
discrepancy, but no unit specific trends were
identified

* Volume of CS discrepancies tracked the

usage of agents, with no clear medication as
an outlier

* The system goal of <5% was met in May
2024, with a result of 1.7% and success has
been sustained through October 2024

Conclusions

« 24/7/365 monitoring is essential for a
successful CS monitoring program

» Collaboration, data collection, and continuous
process improvement were keys to success

References
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No Clots Allowed: Leveraging Collaboration to Prevent Venous

Thromboembolism (VTE) in Hospitalized Patients

Abigail Butts MS, RN, CCNS, CCRN, Mary Herold EM-CQSL, BSN, RN, CPPS, PROSCI , Lauren Lubrano MD

The Problem

Hospital-acquired VTE is a leading cause of preventable
death and has significant impact on quality across
hospital systems related to both patient care and
financial/reputational programs (Center for Disease
Control and Prevention). Compared to other academic
medical centers, in addition to other entities within
MedStar Health, MedStar Georgetown University
Hospital had a significant opportunity to reduce hospital-

acquired VTE events. Our team /

was challenged to reduce the
hospital-acquired comprehensive

» A fishbone diagram was created to identify causes of
the problem.

VTE rate by 30%.

Measurement

» A control chart was used to visualize the effect of our
project interventions over time.

Analysis

» Our team utilized the MedStar
Health SMART Methodology
(Scope, Measure, Analyze,
Rethink, Track) as our continuous
iImprovement framework.

» The comprehensive hospital-
acquired VTE rate was tracked
using data from Vizient™.

The MedStar Health SMART
Methodology combines the most
effective strategies into one system

built for our unique needs as a
healthcare high reliability
organization (HRO).

Implementation

» A multidisciplinary project team created action items targeting 10
different areas of focus.

» VTE reduction was endorsed as the FY2024 President’s Goal,
signaling it as a high priority with executive support.

Results/Discussion

By targeting VTE reduction from all angles, MedStar
Georgetown achieved a 72.4% reduction in our
comprehensive VTE rate. The utilization of SMART
methodology and project management principles were
critical to our success.

Immense value was gained by maximizing the
collaborative efforts of our multidisciplinary project team.
This, along with strong executive support and
prioritization, helped us to exceed our goal.

"li References
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Abstract

This quality initiative investigates the safety of
Bivalirudin administration in critical care through
nurse-driven protocols via mixed methods by
evaluating for specific patient populations and
Implementing supportive systems and training.

Background

Bivalirudin, a potent anticoagulant used in critical

care settings, demands precision in administration to

mitigate risks.

Methods

The initiative will adopt a Pre and Post
Implementation study (Mixed method). Critical care
nurses will undergo comprehensive education and
training on Bivalirudin pharmacology, dosage
calculations, and safety protocols to include
documented independent double checks at pump
titration. Nurse-driven protocols will be introduced
and evaluated in critical care units. Data will be
collected on adverse events, dosage accuracy, and
patient outcomes, utilizing electronic health records
and incident reporting systems. Statistical methods
will be employed for quantitative analysis, while
qualitative analysis will identify factors influencing
feasibility and practicality.

Anticipated Results

 Time to Bivalirudin steady state-defined by two
consecutive aPTTs with the target range and the
percentage of aPTT values.

 Evaluation of the incidence of adverse events
related to Bivalirudin under nurse-driven protocols.
» Assessment of the effectiveness of nurse-driven
protocols in achieving therapeutic goals.

* |dentification of barriers and facilitators to the
feasibility of nurse-driven protocols.

Current State

Bivalirudin protocol is in the Clinical Content
Knowledge management (CCKM) queue for
Computer prescriber order entry (CPOE)
development. Locally there have been ongoing
discussions on who should own the protocol
(MD/Pharmacy/RN driven). There is a request to
align with other anticoagulation nurse-driven

protocols, all of which require manual calculation (M-

page decision support) and manual pump
programming except initiation. Bivalirudin protocol
was approved for use by the Pharmacy &
Therapeutics Committee for Heparin Induced
Thrombocytopenia (HIT)/Extracorporeal membrane
oxygenation (ECMO). Mostly utilized for ECMO
locally, Bivalirudin is a low volume/high risk drug for
administration. Increments of titration are in decimal
points out to the hundredth and thousandth.

Future State

Phase 1 - ECMO Patients: Safe Rollout and Shared
Accountability

Phase 2 - HIT Population in the ICU. This phased
approach aims to ensure the safe and effective
utilization of Bivalirudin with ECMO patients and
subsequently with HIT patients in the ICU.

The implementation of safeguards is crucial for
ensuring the safe and efficient administration of
Bivalirudin. The additional hard stops, reinforced
double-checks, elimination of workarounds, and
collaboration with safety teams will collectively
contribute to a robust and secure medication
administration process. Regular monitoring and
feedback loops should be established to
continuously assess the effectiveness of these

measures and make further adjustments as needed.

Auditing tool

Limitations or next steps

« Safeguards/Accountability Audits

« Current literature lacks substantial evidence on the
safety and efficacy of nurse-driven protocols for
low volume, high risk administration of intravenous
Bivalirudin

« Technological limitations exist, which bypass the
ability to smart pump program medication titrations
against an order with nurse driven protocols thus
relying on independent double checks for accurate
calculation and programing

Conclusion

This quality initiative is poised to contribute
essential evidence to the literature, addressing
the current gap in knowledge surrounding
Bivalirudin administration by nurses. Ultimately,
the initiative aims to enhance patient safety and
promote the responsible utilization of Bivalirudin
through nurse-driven protocols.
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Abstract

Emergency department (ED) nurses often face high
levels of distraction and alarm fatigue due to the
numerous devices emitting alerts in this fast-paced
environment. Utilizing a Plan-Do-Study-Act (PDSA)
approach, the baseline alarm programming was
reviewed and then compared to the recently updated
Intensive Care Unit (ICU) and Intermediate Care Unit
(IMC) alarms. Three types of alarms (technical,
arrythmia and parameter) were reviewed and then
adjusted. Three months of pre-data and post- data
were actively collected and reviewed. Overall, the
pre-data total alarms were 130,213 and then
decreased to 73,656 during the post-data, illustrating
a 43.43% decrease. These updates ensure that
nurses can swiftly and appropriately respond to
critical alarms leading to improved patient outcomes.

Introduction

Alarm fatigue, a well-studied phenomenon across
nursing disciplines, poses significant risks due to the
overwhelming noise from both relevant and irrelevant
alarms. This noise overload can result in delayed or
missed responses, compromising patient safety.
Modifying alarms to be actionable and clinically
relevant is crucial for reducing alarm fatigue,
enabling nurses to swiftly respond to critical patient
needs and ultimately minimize adverse events.

Methods

All baseline alarm settings were pulled from the ED
bedside monitors and then compared to the ICU and
IMC settings. Optimization of the alarms included
adjusting high or low parameter settings, alarm
volume, or alarm alert.

Pre-optimization data was collected for three months
and then analyzed and compared to the baseline

alarm settings. Based on the pre-data the

optimization proposal included six arrythmia alarms,
11 parameter alarms, three technical alarms, and an

overall alarm volume adjustment. The proposed

changes were presented to ED leadership (providers

and nursing), bedside staff, and the Alarms

Committee. After input from the key stakeholders,

the proposed changes optimized six arrhythmia

alarms, 11 parameter alarms, one technical alarm,

and one alarm volume (Figure 1). The

biomechanical engineers collaborated to adjust the
alarms. Post-optimization data was then collected

for three months after the adjustment.

Alarm Name

ECG Low Alarm Limit

NIBP Diastolic Alarm

NIBP SBP High Alarm Limit
Art1 Systolic High Alarm Limit
Art1 Diastolic Alarm

ICP1 Mean High Alarm Limit

RR High Alarm Limit
RR High & Low Alarm
RR (CO2) High Alarm Limit

PEEPe (spirometry) Alarm

Technical — Change Telemetry
Battery

Afib

Bigeminy
Couplet

Missing Beat
Multifocal PVCs
Trigeminy

Alarm Volume for Low Priority
Alarms

Figure 1
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Results

There was a reduction of 32.5% in month one,
45.18% in month two, and 54.43% in month three
when compared to correlating months (Figure 2).
The largest decrease was

in the parameter alarms (Figure 3); more of these
alarms were adjusted comparatively.

Alarm Totals

MONTH 1 MONTH 2 MONTH 3

Pre-Optimization  m Post-Optimization

Figure 2

% Decreased by Month

63.07%

55.05% 55.58%

46.84%

37.03%

12.26%

ARRHYTHMIA PARAMETER

Month 1 ®mMonth 2 m=mMonth 3

TECHNICAL

Figure 3

Limitations or next steps

Opportunities were found to standardize parameters
In all modes and revisit arrhythmia-based alarms.
One challenge faced was having all key
stakeholders endorse the new alarm programming.
Many proposed arrhythmia changes were not
endorsed by the provider teams to ensure that
diagnoses were not missed. Further study can
consider the impact of decreasing alarms on nursing
sensitive indicator outcomes, patient experience,
and associate satisfaction.

Conclusion

By optimizing alarm parameters, EDs can
significantly decrease non-actionable alerts,
mitigating alarm fatigue that compromises
nurse well-being and patient safety.

As alarm fatigue is a pervasive issue,
optimizing alarms can serve as a model to
enhance the nursing practice environment,
prioritize safety, and elevate the quality of
care.
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Background

Central line-associated bloodstream infections (CLABSI) are a major cause of morbidity and mortality in
Neonatal Intensive Care Units (NICUs), particularly affecting preterm and critically ill neonates. These
infants are highly susceptible to infections due to their immature immune systems, prolonged hospital
stays, and frequent need for central venous access for nutrition, medications, and monitoring. CLABSIs
not only increase the length of hospitalization and healthcare costs but also contribute to adverse long-
term outcomes in this vulnerable population. Maintaining a CLABSI-free environment is crucial for
improving outcomes in this high-risk population.

Goal

 Zero central line infections

Methods

Our CLABSI rate data is entered into the National Healthcare Safety Network (NHSN) and then
reported back through Tableau. Tableau generates monthly reports based on two key variables: the
number of central line days and the number of observed CLABSI infections in our NICU. Central
line days refer to the total number of days that central lines are in use for patients each month, while
observed infections record any occurrences of CLABSI.

. Tableau reports NHSN data, which includes the predicted Standardized Infection Ratio (SIR) using
national aggregate data from similar NICUs. The SIR compares the observed infection rates with
the predicted rates, helping us assess our performance relative to national benchmarks. This
ongoing analysis enables us to track trends, evaluate the effectiveness of our interventions, and
adjust our infection prevention practices as needed.

. NHSN uses a negative binomial regression model to estimate the incidence from a summarized
population for CLABSIs

Interventions

« Scrubbing in using CHG soap and meticulous hand hygiene throughout the shift
« Daily IMOC rounds with the attendings where prioritization of early line removal is emphasized on our
Green Safety Checklist
« Ateam of specialized and trained PICC nurses is responsible for the insertion and removal of our
PICC lines, ensuring adherence to best practices and aseptic techniques.
« Adherence to our Central Line Insertion, Maintenance and Removal in the Neonatal Intensive Care
Unit (NICU) Policy which includes:
« Strict dwell times: 7 days for Umbilical Venous Catheters (UVC)/ Umbilical Arterial Catheters
(UAC). 21 days for PICC (Peripherally Inserted Central Catheter) Lines
* Aseptic technique when priming IV Fluids
« Use of 3 alcohol swabs x 15 seconds every time the line is accessed
* No blood draws allowed from UVCs or PICCs
« Dressing changes PRN only
« 2 RN Central line dressing changes
« Change of fluid g24 hours
» Weekly bed changes to prevent fungal infections
» Discontinuation of humidity prior to PICC insertion
* Annual mandatory central line education

Results

0.4

Standardized Infection Ratio (SIR Table)

0.35

0.3

0.25

o
[

SIR Predicted

0.15

SIR Observed

e S|R Demoninator

SIR Numerator

Figure 1
This figure shows the Standardized Infection Ratio which is identifying the observed number of infections against the

predicted number of infections. Predicted SIR rates under 1 means the NICU has fewer reported CLABSIS than the
national average
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This figure presents a total of 5,158 central line days alongside the number of CLABSIs observed, demonstrating no
infections despite the extensive use of central lines. The results are captured in Tableau, and the SIR prediction numbers
are based on a risk-adjusted methodology using the national aggregate of other NICUs with similar populations

Limitations

« Challenges in obtaining PICC lines for patients with poor peripheral
venous access, potentially leading to extended use of central lines
beyond the recommended dwell time.

» High patient acuity combined with limited staffing may contribute to
rushed maintenance practices

« Limited experience among junior staff members, potentially impacting
adherence to proper central line maintenance protocols

Next Steps

« Explore alternative vascular access techniques for patients with
challenging venous access to facilitate timely and appropriate central
line placement like using ultrasound guidance

« Evaluate options for enhancing staffing support during high-acuity
periods to ensure adherence to central like protocols

« Strengthen training programs for junior staff, emphasizing hands-on
education in central line insertion and maintenance

Conclusion

Through the implementation of standardized interventions
and stringent infection control practices, our NICU has
successfully remained CLABSI-free for the past five years,
despite recording 5,158 central line days. The risk-adjusted
data, benchmarked against similar NICUs nationally, reflects
the sustained impact of our proactive measures, including strict
adherence to aseptic techniques, defined dwell time guidelines,
daily evaluations of line necessity, and comprehensive staff
training. This achievement highlights the effectiveness of our
infection prevention strategies and underscores the dedication
and diligence of our team in providing high-quality neonatal
care. These results demonstrate the success of our approach
and offer a replicable model for other NICUs striving to achieve
similar outcomes.
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Introduction Captains at the Ship’s Helm Multidisciplinary Crew

MWHC'’s CLABSI Reduction Team set sail towards high reliability, fueled with Mohamed Y. Aboukhashan, MD Infection Preventionists
evidence- based momentum and equipped for success. Their improvement trajectory SZ:;LOII;/IMC.rz_]ieBZSMNarlng\]IeZC’)(Ig/IRDN Advancegg¥zgi:ggsProviders
was heading upward, until waters turned rough and CLABSIs began to rise. Sally B. Gutierrez, MéN, I,?N, CPHOQ Nursing Leaders
Temporarily disrupting their gains, the competent commanders at the ship’s helm and Sierra M. Jones, BSN-RN Unit-based CLABSI Champions
their experienced crews persevered to redirect their strategy. Kristina M. Poole, MS, RN, CMSRN Quality and Safety

MWHC’s Nautical Map to Guide Sustainability Results

(i, Prioritization:
v Senior leaders established CLABSI reduction a quality and safety priority,
A A CLABSI Summit included engaged leaders (locally and at system level),
to promote collaboration, assess current state, and establish strategy for 9 f ewer

rising CLABSIs.
CLABSIs 04Y,

Standardization:
v An operator and observer attend every central line (CL) insertion, use
algorithm and checklist to ensure line necessity, appropriateness (type, Daily line continuation discussed
size, and site) and ensure adequate preparation.
v Use of standardized insertion and dressing supply kits 48% fewer 07%
v CL dressings performed by two RNs
v Education on blood culture collection techniques GA PS

Dressing applied correctly

; Problem solving: 900/
v Multidisciplinary teams review every CLABSI aiming to identify OFls and 0 v
. suggestions for shared learning.

1
. gl
4 ~

]

: Indication ' :
Visual Management: for line appropriate

v Data transparency through unit-based quality and safety boards that 9 00/
celebrate incremental successes and inform leaders and staff of 0

0 changing conditions

v' “Best Dressings,” & “What’s My Line” education

1
' 4 b
!

Dressing dated and current

: Accountability: 87% -——

v' CLs discussed during interdisciplinary patient rounds

v Unit based champions regularly assess adherence to CL maintenance ResOUTCes
u

[
bundle Da“y CHG Bath Toolkit for Reducing Central Line-Associated Blood Stream Infections. Content last reviewed March 2023. Agency for Healthcare
Research and Quality, Rockville, MD. https://www.ahrqg.gov/hai/clabsi-tools/index.html

1
4 “
1

: Escalation:
. . . . . . . Scoville R, Little K, Rakover J, Luther K, Mate K. Sustaining Improvement. IHI White Paper. Cambridge, Massachusetts: Institute
v Engage prowders to enhance patlent partlc:lpatlon, reinforce prowder for Healthcare Improvement; 2016. (Accessed July 5th, 2034 at ihi.org). ’

accountability
v Monthly meetings to share updates MedStar Health / MedStar Washington Hospital Center Integrated Clinical Practice Guideline Prevention of Central Venous
Catheter Related Infection; June 2024.

v’ Status reports to executive sponsor

1
' gl
'4 “

i

MedStar Washington Hospital Center Central Line Blood Stream Infection (CLABSI) Quality Assessment and Performance
Improvement Program; June 2024.

-

The journey to high reliability is not always smooth sailing. Teams must continuously reassess their v Monthly Prevalence Day -CLABSI champions on each unit will round on every central line to

Con CI us | ons strategy to navigate back on course, accelerate towards sustainability, and celebrate incremental Next Step S assess appropriateness and uphold the highest quality standards.
SUCCESSES. v Daily Management Tool that displays status of documenting bundle requirements

\¥
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Background

Patients who develop sepsis on medical-surgical (M/S) units are
identified later and have worse outcomes compared to those
diagnosed in emergency and intensive care settings.” At MedStar
Washington Hospital Center, M/S nurses complete the Quick
Sequential Organ Failure Assessment (qSOFA) to identify sepsis alert
patients with greater mortality risk,? triggering an accelerated sepsis
response. Internal data revealed low rates of timely gSOFA
completion. Poor gSOFA compliance and timeliness may delay
identification and treatment for high-risk sepsis patients on M/S units.

Project Aims

A quality improvement (QlI) pilot project was designed to:

l. Improve nurses’ understanding of the qSOFA tool, measured by a
pre- and post-intervention knowledge test;

Il. Increase overall gSOFA completion, measured by pre- and
post-intervention sepsis performance improvement data; and

lll. Increase percent of gSOFA completed within 30 minutes of sepsis
alert, measured by pre- and post-intervention sepsis performance
improvement data.

Methods

Design: pre-post interventional pilot project implemented over 12
weeks in Fall 2023

Setting and sample: medical intermediate care unit (MIMC) of a large
teaching hospital, all MIMC staff nurses (n=44)

Interventions: multimodal education campaign including 10-minute
e-learning module, unit visits, flyers and clinical references posted on
unit, and badge buddies; weekly audit and feedback flyers with

practice tip.
Sample Badge Buddy

Results

Aim |: gSOFA knowledge test scores

e Sum scores improved by mean 0.825 points out of seven (SD 1.3), Wilcoxon-Signed Rank z -3.5, p<.001
e \ery high participation rate, 95% of nurses completed the voluntary training in four weeks

Aim ll: gSOFA completion rate

e QqSOFA completion increased from 75% to 95% (+20%) compared to baseline, ¥ (1, n=85) = 6.63, p=.01
Aim lll: gSOFA completion within 30 minutes of sepsis alert

e y2(1,n=68)=0.02, p=.87, no significant effect found

Aim I: Knowledge Test Score Difference Aim lI: gSOFA Completion

Sustained Change

e MIMC aggregate qSOFA completion rate increased from 70% to 86% (+16%) for the eight months following
the project with no ongoing interventions, x? (1, n=383) = 14.40, p<.001
e During the same period, MWHC aggregate gSOFA completion remained at 65%

Conclusions

e Multimodal education combined with clinical audit and
feedback was effective at increasing nurse compliance
with gSOFA screening.

e Improved nurse compliance with gSOFA screening was
sustained at 8 months without ongoing intervention.

e Additional approaches are needed to increase the rate of
gSOFA completion within 30 minutes of sepsis alert.

e High rates of voluntary participation demonstrate the
effectiveness of leadership support, familiar technologies,
and proactive communication to engage nurses.

Limitations

e Baseline gSOFA performance varies widely between units,
and implementation strategies should be tailored to unit
workflow and needs accordingly.®

e The effects of gSOFA screening on patient outcomes at
MWHC have not been measured.

e Elements of this pilot project are resource-intensive, and

the effectiveness of partial adoption is unknown.

Next Steps

e The qSOFA e-learning module will be rolled out to all units
that use qSOFA as part of MWHC FY25 annual nurse
education.

e Impacts to subsequent process and patient outcomes will
be explored.

e Project materials and protocols have been made available
to the MWHC sepsis committee.
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Introduction Impacts

Cost of Treatment Delay:

Efficient communication with patients is the cornerstone of safety and quality care. Providers often face challenges to convey Provider Time Spent: The potential for dire complications, requiring

vital health information to patients, and burnout on time spent repeatedly trying to reach them. Delays can result in patients Reducing time spent to notify patients regarding critical emergency/critical interventions, and lengthy and costly
missing health appointments, and risks to their well-being. The Quality & Safety Department at MedStar Washington Hospital results is crucial to improving patient outcomes. Studies hospital readmissions occur with any communication
Center has launched a Critical Results Certified Letter Initiative, using PDCA to design a timely patient notification when other show that providers dedicate a significant portion of delay. Healthy People 2030’s national objectives

communication attempts by providers are unsuccessful. their day trying to reach patients through repeated encourage people to receive the recommended

Methods Process Map

Plan:
|dentified a communication gap for critical results,
analyzed the current process, examined inefficiencies,

communication attempts. treatments to improve their health and wellbeing
including improved communication between providers
Challenges in Reaching Patients: and patients.
Current outreach methods have highlighted barriers
including:
« socioeconomic factors in our underserved
populations (e.g. access to phones)
//:_7 « voicemails not set up, loss of cell service, or

dedicated time to make and respond to calls

Conclusion

Providers reported this as a positive step to remove
barriers to patient care and increase time efficiency.

such as the limited time providers have for follow-up
calls and the need for a backup communication

strategy, and set objectives for improvement. . . .
The provider team was able to communicate the gravity

Do: « patient portal usability or even patient willingness of the patient’s condition and assign a necessary

Created a standardized process wherein providers, .appomjcment, allgr?mg with thc.a IHI Tr.|ple Alm fo.r

after three unsuccessful attempts to contact a patient A substantial number of Medicare patients at 26.3% improving population health, improving the patient
lacked access to smartphones or a desktop/laptop experience of care, and reducing per capita costs.

triggered the Critical Results Certified Letter initiative. A
letter clearly explained the urgency and next steps, and
ensured patients are aware of their test results and for

computer with fast internet. Innovative methods to
streamline patient-provider communication are vital to

the need of immediate follow-up. ensure patients are reached and understand their References

healthcare needs. ]
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successful patient contacts made, the days taken to
notify patients, and patient response to schedule follow-
up appointments, showed a significant reduction in
communication delays and an increase in patient
engagement with their care teams.
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A Warmer Welcome: Improving the Admission Temperatures of Preterm Infants

Admitted to the Neonatal Intensive Care Unit
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Preterm infants are at high risk for developing
hypothermia between birth and admission to the neonatal
intensive care unit (NICU)

Hypothermia is preventable, and there are evidence-based
supplies to assist in its prevention

Inconsistencies were identified (scattered locations and limited

availability of supplies)

Variability in staff knowledge, perceptions, and comfort levels
lead to a lack of uniformity in the warming process

Hypothermia is associated with increased short- and long-
term morbidities and mortalities

Various warming strategies exist

Inconsistent availability and usage of warming materials
complicate effective care.

Evaluate if implementing a specially designed warming kit and
providing staff education can reduce the incidence of
hypothermia among preterm infants admitted to the NICU and
improve staff knowledge and comfortability in providing
warming measures

Figure 1
Data from Lee et al., 2019, illustrating how mortality rate increases as
admission temperatures decrease.

Figure 2

Collaborated with a human factors expert to develop the physical
warming kit that NICU nurses take to preterm deliveries. The goal
was to make supplies more accessible and for it to act as a physical
reminder of the importance of obtaining normothermia in these
fragile infants.

Participants: preterm infants < 32 weeks, and the
neonatology staff involved in their care

Data Collection: chart reviews to collect admission
temperature data, and pre- and post- surveys assessed
staff perceptions and attitudes

Design: longitudinal, quasi-experimental study analyzed
temperatures, comparing data from before and after the
implementation of a physical warming kit that was
designed and placed in the NICU

Staff education on proper warming processes and risks of
hypothermia were presented during in-services, reaching
over 80% of the staff

Descriptive Statistics: Survey Results
* Pre-Implementation Themes
« Variations in knowledge of who was responsible for
supplying certain materials
< Time it takes between delivery and admission to the
NICU
« Post-Implementation Themes
* 100% of clinicians who used the kit said that all
supplies were immediately accessible
< Uniformity in warming process

Process Metrics: Measurement of Kit Utilization
« Resource nurse records use of kit in a record book

« Recorded as used for 31 out of the 50 total deliveries (62%) since
implementation on 3/11/2024.

Clinical Outcome Measures: Temperature Data
« Average admission temperature pre-implementation: 36.4°C

« Average admission temperature post-implementation: 36.7°C
(0.3° increase)

« Delivery room temperatures (primary confounding variable)
Assurance of kit utilization and uniformity in utilization

« Infant acuity and individual characteristics (lower gestation infants
and smaller infants are more challenging to keep warm)

Normothermia
(Goal Temp) =
36.5°C-37.5°C

Normothermia
(Goal Temp) =
36.5°C —37.5°C

Conclusion

The introduction of the Neonatal Warming Kits and education have been
successful in improving clinicians’ ease and comfortability in
providing warming measures to preterm infants. With the human
factors design approach to the kit, it not only acts as a physical
intervention, but a mental reminder of the importance of preventing
hypothermia. Thus far, quantitative data has shown an improvement in
the average admission temperature of infants born < 32 weeks
gestation (data analysis is still ongoing).
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Pre-implementation average
admission temperature

36.4°C

Figure 3

Pre-Implementation data starting
in 2023. The red line indicates
the average admission
temperature, which was 36.4°C.
The goal admission temperature
is 36.5°C to 37.5°C

Post-implementation average
admission temperature

36.7°C

Figure 4

Educational in-services and
warming kit implementation
occurred starting in March
2024. The red line indicates the
post-project-implementation
admission temperature, which
was 36.7° C
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on a 48-hour hold. The hold Is
about to expire, but there is no

Patients presenting to a hospital ED may have such a severe

.. . L. During FY2024: None of the involuntary holds expired before a
mental health condition that involuntary admission is needed.

safe disposition was identified and set in place:

An emergency petition (“FD-12") needs to be in place for the ED avdl I ab I e Invo I u ntary b ed . 1. For 11 patients, there were not available involuntary beds
to involuntarily “hold” the patient while the hospital locates an Wh at d 0 yO U d Or) anywhere in D.C. before the 48-hour hold was to expire.
‘involuntary bed.” : 2. Petitions were filed in all 11 cases.

3. The Court issued an Order to extend the 48-hour hold in all 11

The # of emergency petitions filed in D.C. often exceeds the

availability of involuntary beds: cases.

METHOD

This problem could not be resolved through any traditional Qualit _
CY 2022: 2,493 petitions were filed P J y y Final Disposition of the 11 Patients with Extended Holds

Improvement tool.

CY 2023: 2,930 petitions were filed
| | o | m=) Instead, an interpersonal, collaborative effort between subject
More patients are in need than the limited 130 licensed matter experts from Psychiatry and Legal leadership set out to
iInvoluntary beds can accommodate. resolve the issue.
Legally, in D.C., a patient presenting to the ED, in need of @ Sibley took advantage ofl a flaw currently available only to
involuntary care and treatment, can only be held for 48 hours. Ul le o s oS, [EENEEE B0 provlele IVl UniEny 960 5
: : ) This law allows public hospitals to petition the Court to extend the 48-hour hold
I the_re IS No ava”_able bed, a subsequent renewal of a 48-hour by seven days. Sibley, a private hospital, sought to apply the same law.
hold is NOT permitted by law.
However, Sibley had to persuade the Court that it could meet the obligations of
m==) This creates both ethical and medical issues for the provider the law and file the Petition BEFORE the 48-hour hold expired.
because discharging the patient from the ED is unsafe and the
opportunity to ultimately treat the individual is lost. A Standard Operating Procedure was designed, tested,
modified, and implemented.:
m=) This often initiates a cycle of repeated emergency room

presentations of the same patient, often requiring up to seven ED Psych SW searches for an available involuntary bed REFERENCES

separate evaluations before the patient Is admitted to an available D.C. Code §§ 21-251 to -528, Involuntary Admission and Detention
bed for involuntary care ED Psych SW identifies patients at risk of no bed by the time the 48-hour hold
' expires (sometimes, during the weekend or a holiday)

Emergency Psychiatric Services | dmh (dc.gov)

Councilmember Christina Henderson Introduces Legislation to Support Commitment
Procedures for those Experiencing Mental Health Crisis (christinahendersondc.com)

ED Psych SW texts the in-house Counsel that a petition may be needed for a
patient in the ED and emails Patient ID and documents to Counsel
OBJECTIVE
— | . CONTACT INFORMATION
Psychiatrist re-assesses patient and completes a “522 Certificate” that

confirms the patient is still in need of involuntary admission

To identify an innovative approach to improving the clinical (E:ﬂcg Ricdhi\/lrdzz MID[,).Ph[E garpara(\: Hirschl, BC?N_, I\/llAA,ﬁE-sq.
I I alr an edica Irector enior vounsel, Inica airs
OUt(fomeS for the patient on an involuntary hold, before the hold JHHS Counsel drafts a Petition and files it with the Court, along with supporting Dept. of Psychiatry and Behavioral Health Legal Department
expires. documents BEFORE the 48-hour hold expires Sibley Memorial Hospital/Johns Hopkins Medicine Johns Hopkins Health System
202-660-5313 202-370-6557

ericha25@jh.edu bhirsch7@jh.edu



https://dbh.dc.gov/service/emergency-psychiatric-services:~:text=(on%20the%20grounds%20of%20the%20old%20DC%20General%20Hospital)%20Main:
https://www.christinahendersondc.com/press-releases/councilmember-christina-henderson-introduces-legislation-to-support-commitment-procedures-for-those-experiencing-mental-health-crisis#:~:text=Involuntary%20hospitalization,%20also%20referred%20to%20as%20involuntary%20commitment%20or%20civil
mailto:ericha25@jh.edu
mailto:Bhirsch7@jh.edu
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