	
	



[bookmark: _GoBack]Derrick:	Welcome to the Patient Safety Huddle presented by the VA National Center for Patient Safety. I'm your host, Derrick Atkinson, Public Affairs Officer. Joining me today is Pamela Mahan and the Clinical Alarm Committee from the Hunter Holmes McGuire VA Medical Center in Richmond, Virginia. Hello everyone. How are you doing today? 
Speaker 2:	Good morning, Derrick. 
Speaker 3:	Good morning. 
Marilyn:	Good morning.
Derrick:	Well, thank you all for joining us today on the Patient Safety Huddle, and this is the first time that we've had a committee of people, so we'll try and work our way through it. Before we get started, could you tell our listeners a little about the Clinical Alarm Committee? 
Marilyn:	Good morning, Derrick. This is Marilyn Mayo. I'm the Patient Safety Manager here and we have a couple of members from our committee on the group. They'll introduce themselves very quickly. 
Pamela:	My name is Pamela Mahan and I'm the Critical Care Educator.
Tequila:	Tequila Harran-Smith, I'm the clinical information systems coordinator.
Robin:	Robin Johns educator for the facility.
Marilyn:	So as you can tell, we have a multi-disciplinary group. We have staff education. We also have bio-medical engineer staff working with the team. We also have an intensivist from our ICU that works with our team where the physicians that helps us and guides us through the process as well.
Derrick:	All right, well sounds like you have a well rounded, diverse team there, so can you tell me a little bit about the Clinical Alarm Committee?
Marilyn:	We're a multi-disciplinary group. We do meet to address the issues associated with, potentially, associated with harm to our patients because of clinical alarms, because of the use of the alarms. We were established in 2014 when the joint commission established that patient safety goal that talks about reducing harm to patients because of clinical alarms and from there we began looking at our processes associated with the alarm enabled devices.
Derrick:	So then tell me why and when the alarm management program was established?
Marilyn:	It was a push from the joint commission. We also, with literature and data that supports harm to patients, unfortunately patients would be placed on alarms and alarm enabled devices. Our intention as well to do good to the patient cause mental harm, but unfortunately the alarms would become nuisance alarms, noise in the background and staff potentially would, could not hear the alarms. That's just something that happens across the nation. So it is not specific to our facility per se, but it is a joint commission requirement that they've implemented for facilities to review and look at.
Derrick:	Just to maybe delve a little bit deeper into this. What kind of alarms are we talking about? Are these alarms on the bed? What's the risk? More increased risk of fall? I mean could you maybe describe that a little bit?
Marilyn:	We did begin our process of looking at physiological alarms. Mostly can be used in the ICU telemetry unit. The alarms that if they were ignored or missed or that could cause potentially death to the patients, like the heart alarm, respiratory alarms, alarms like that.
Derrick:	So then what actions did the McGuire VA due to reduce the harm associated with these clinical alarms?
Tequila:	So to comply with the National Patient Safety Goal to reduce clinical alarms our clinical alarms committee, which is also known as the CAT committee. We conduct an extensive literature review to establish some best practices for the approach to develop our program. Examples would be, ECRI, AAMI which is the Association for Advancement of Medical Instrumentation. We also utilize AACN which is the American Association for Critical Care Nurses and we consulted with John Hopkins who did a great job at working with the alarm management program also. 
Tequila:	We then identified alarm enabled devices such as the nurse call system, physiological monitors, bed exit alarms, IV pump, and a couple of others. We then completed a clinical alarm risk assessment to determine which devices were highest at risk to our patients and we found that the physiological monitors was determined to be the one that had the most risk to our patients. So we started with those devices first. We engaged leadership and state coders and then we revised our hospital policies and developed SOPs, which is the standard operational procedures throughout the hospital which included the National Patient Safety Goal elements of performance that they put out in 2014.
Tequila:	Then the committee approached these goals to collecting and analyzing data. We also leveraged our technology and we engaged the staff. So after all of that, the clinical alarm committee developed a plan and phases. We had two different phases to reduce non-actionable and duplicate clinical alarms. Non-actionable alarms are alarms that are activated but does not require an intervention or response and then a duplicate alarm are just that, duplicate alarms. They occur more than one time for the same parameter.
Derrick:	So let me just ask this. How frequent were all these alarms? I mean was there some alarm fatigue going on at the facility and you mean you just mentioned duplicate alarms. How often were these kinds of things happening?
Tequila:	It was happening frequently and I would say that it causes a lot of alarm fatigue. Nurses have become desensitized to these alarms because we have so many alarms going off. Not only do we have physiological monitors going off, but we also have like you said, nurse calls, systems going off, we have IV pumps going off. Everything is going off simultaneously and so the nurses will become desensitized if we didn't do something to reduce these alarms.
Derrick:	Great, so the goal is really to kind of streamline the auditory information that the nurses and clinical staff were receiving to essentially prevent error.
Tequila:	Right and so what this did was, we got rid of the non-actionable and the duplicate alarms. Now when the nurses hear these alarms going off they know that they have to act because every alarm that is going off now is actionable. 
Derrick:	So I think we kind of dove into it a little bit but, what strategies were used to drive the improvements of alarm management?
Pamela:	Well, our committee researched the current best practices and implemented several strategies that were specific for our organization. The first strategy that we implemented was the involvement of state holders. That was one of the key strategies that we implemented and that was by including physicians, nursing staff, nursing chiefs, departmental physicians, bio-medical engineering and then the second strategy was providing staff education on the policies, the unit level standard operating procedures and this education was provided to our new staff which is new nursing, employee orientation which the basics are reviewed and then at unit level orientation or training and this is built into their clinical orientation and then also by utilizing the electronic educational system or the Talent Management System or TMS. 
Pamela:	For our current staff, we have skill fairs that are scheduled at the unit level that are offer hands on training. There is some cognitive training there as well and then also with the TMS module and another one is that we engage our staff. We engage the staff through the use of survey monkeys, questionnaires, small group discussions, and then out of these areas what we identified were some of the problematic areas that included O2 stats, alarms, ventilator, bed exit alarm, and telemetry monitoring and then also reviewing the MCM and SOPs with the staff to make sure that they have a clear understanding of how to interpret and what their responsibilities are and then also establishing unit level champions.
Pamela:	Strategy number four was after we did an extensive literature review, the committee developed a best practice approach to implement a pilot starting in one of the critical care areas which has the highest number of alarms. So what we did was, we reviewed the practice alerts through AACM on alarm fatigue and they offer a tool box to implement to start hospitals off in managing their clinical alarms and then also by viewing some of the webinars that were offered by Johns Hopkins and then also AAMI. AAMI and ECRI are safety organizations, and they have offered step by step guides to clinical alarm management. They have webinars that were offered monthly and they also they have a wealth of evidence based articles to views. ECRI or ECRI Institute has a handbook and a workbook that we were able to use to develop our plan as well and then we utilized the webinars that were VHA and the joint commission then we actually installed our monitors in 2016 and then from that we were able to establish our baseline data and we collected the data for 30 days and we review that on a monthly basis. We looked at the top five alarms that were produced during those 30 days which were PVC, heart rate, and the 02 stats and then we actually developed our pilot from that and we started off with our phase one and that was to address the PVC.
Derrick:	Thank you for listening to the Patient Safety Huddle podcast presented by the VA National Center for Patient Safety. Please tune in next time as we continue the conversation with the Hunter Holmes McGuire VA's Clinical Alarm Committee on how they improved their clinical alarm systems. To learn more about the VA National Center for Patient Safety, please go to our website at www.patientsafety.va.gov. 

