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Ideal Future State
DOWNSTREAM EFFECTS

Reports Grant Facility Wide View of
Monitored Patients

’ Charge Nurse
Promote Charge Nurse Auditing and x
Conversations with Primary Nurses and Leadership
100% Auditing for
Monitors Discontinued H H
Faster/Patients Downgraded Red! Staff Ti v Imm?dlate and Compllance
More Timely e oo TR 100% Scanning Routine
Compliance At Bedside
Decrease Divert ‘

oo Control Center Scanning

Decreased Monitored Days Reducing Cost and Promoting Patient
Safety (Benjamin, Klugman, Luckmann, Fairchild, & Abookire,
2013)
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WORKAROU SCANNING COMPLIANCE

A mixed method study

performed at a 470-bed o
Midwestern academic Steps Omission
tertiary hospital identified Performed of Process
15 workaround types Out of Steps
performed by nurses Sequence

during barcode

medication
administration. These

workarounds related Unauthorized

directly to ones formed Value Apparent
Input
around telemetry monitor Process Steps a[';esizz to End-User Complete

scanning (Koppel, Required Fields
Wetterneck, Telles, &
Karsh, 2008)

Bedside Not

Requested
Scanner as Necessary to

BACKED INTO A CORNER

GETTING CREATIVE

e z A . f ;
i Current Gevics s aqual o a0e of the fofowng: "U-H-MSUDH", -+ A3: Monitor and Patient Iden
Sl o e o stz The Seds s vrkiaian o i ) N e | S s g

tification -




BARRIERS TO EFFECTIVE
PROCESSES

mary Nurses Not Scanning
Initially and Every Shift

Charge Nurses Not
Rounding to Audit

Monitor Technicians Not
Following Proper Procedure

PERCEPTION

Low Staff
Engagement
in the Process
and it’s Effect
on the Patient

False Sense of Security

Positive Outcomes related to
safety, reduced costs, and patient
satisfaction

Compliance with
process steps

Belief that
the process
increases
patient safet:

A descriptive study performed in 2013 at a facility
implementing barcode medication administration,
gauged nursing satisfaction before and after the
technology implementation. The nurses studied
agreed that the extra time was well spent to ensure
patient safety and medication verification (Voshall,
Piscotty, Lawrence, & Targosz, 2013).
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