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Background Examples / Results

Description, cont.

/ * Best practices models were derived from high functioning departments with
Mass General Brigham’s Faulkner Hospital (BWFH) is a 171-bed community enhancements built to address specific patient safety concerns.
hospital closely affiliated with Brigham and Women’s hospital (BWH), which is Case A Ms. Heart Case B Mr. Sweet. *  Multidisciplinary teams were invited from both BWFH and BWH campus to review
located 2.5 miles away. Patient care at BWFH is supported by robust access to Admitted with atypical chest pain and Pt with diabetes, admitted with back pain these results and create engagement from stakeholders at both campuses
consultation and advanced testing from subspecialists located at BWH. To access placed on high-risk telemetry. Additional requiring MRI - must be done at BWH due _ I D ass G A e « A pre-LOA safety check list was designed (see graphic) to embed best practice work-
some advanced diagnostic testing and procedures, patients are physically cardiac imaging recommended at BWH to prior pacemaker placement Checklist for Patients Going on LOA to BWH flow consistently across all LOA
transported to the BWH campus, and then return to BWFH via a process called a c | hat b receivd oy 2 murse. Some pationts i rom BEH to it on o LO may requie s ursng esource. «  Expectations and work-flow created for situations when on campus MD, APP and
Leave Of Absence ”LOA”. On average LOA is used for 1-2 patients daily- While LOA ( \ 7 N thar:Eghi (;aa?s:y d Once the nur:";e acknowledges the LOA order the nurse should initiate this checklist. The BWFH staff nurse and RN prOVider support needed, and EMR updates tO Support new C“nical OI"del" entry
. . . . . provider will utilize the below checklist to prepare for a patient’s LOA and determine if a nursing resource is
haskp;:'O\I/(deed Iicces.ijto t.lpfjly te.rtla ry Cfa re for BWFI-II bacsjed pra]FlentS, mUItIple LOA to BWH requested for Cardiac events that Could neededfor:::iisri:a;‘i:-t?;\:hfii:::l;tl_i(::t:singthe below checklist asaguic‘l:imments When necessary
Sta e 0 erS ave I entl Ie patlent Sa ety |SSU€S re ate tO t |S process. MRI MRI Ordered during the day but nOt Occur during LOA Ej;s;nﬁ::;izzir;)ar\;:ratzylz'sldr:;a;:::jr}z:r:’:ts‘.rnoeudld be
BWFH team COnﬁrmEd time Of test SChedUIed untll early evenlng Er:i;ﬁart?ient need ALS or BLS ambulance for
and arrangEd tra nsportation Does pat.ient have a pacemaker? L]
If yes, discuss with tech during handoff
P u r ' O S e \ ) \. J/ Does patient have contrast allergies? I I I I p I I I l e n tatl O n
( \ ( \ Patient on modera‘:au(:i:igg::j:i;::;?y . -
B UmEETR Bkl LIS, (R WES o High oxygen requirement (above 4 iers — i this s ot * Engagement with leadership across campus required multiple stake holder
e Evaluate the current process for LOA from BWFH to BWH. high-risk telemetry monitoring and Post MRI, return transportation with Pre LOA check list patient’s baseline) g g P P 9 P
could not provide needed RN support BWFH was delayed by several hours created to anticipate TotalCareTotal Fecd meetings
 Identify best practices and opportunities for quality and safety or on campus monitoring during due to ambulance staffing and prepare for safe Continuous eds ( eparn ) * Some details of nursing responsibilities for non-bedded procedures at BWH
improvement for LOA ¥ 2B y \ ) | patient care during P T GEmen AR 7 concern o remain in discussion
. [ ] . LOA If yes to any of the above questions, please discuss with the Nursing Supervisor whether it is appropriate to
* Implement an improved process for LOA, without reducing patient access - ~ - N
. . . . If patient requires a nursing resource, the BWFH Nursing Supervisor should call the Float Pool Charge RN at BWH
to tlmely adva nCEd d|agn05t|c Or thera peutlc procedures at BWH- Wh“e at BWH, nO Cllnical team ‘ 2;?32206-878910requestcareonce need identified. The BWFH Staff RN should call and provide a warm n
BWH team sent Ms. Heart back to : O n C u S I O n S
. . aSSIgnEd, nO aCCESS tO glUCOSG A handoff should also be provided to the team receiving the patient.
BWFH WIthOUt teStlng . . . . Please refer to the LOA Contacts list on BWFHConnect — Nursing Resources or in the Paging Directory — On Call
monltorlng, InSU||n Or mea|S Schedule to determine who should receive handoff and for all other workflow related questions.
\ ) \ y form {LteiTé'ffp‘?LEZQT'QJ.ZZSZ'?SZF;Z!"S;’ FZSLZ"QZ?TOE.ZE'?SFSA"E’!L(J.;TJ&;’il;?(fé’!ﬁf eedbekon e
. _ Please return this form to Unit Secretary for placement in skinny chart. ° Access to advanced dlagnostlcs and therapeutlcs Vla an LOA Can be a
DeS C r | p t| O n ( ) 4 A / Form Updated 2/22/22 / valuable element of effective care in a community hospital setting
teIBe\’x]Fthrsrég'r?grtfsar:ougs;":rrteu;’{ty BWH team unable to place new  LOA can also present important patient safety challenges including
* Reviewed reports of patient safety events from a varletY of sources |r1clud|nfg: to readdress the neéd for monitoring orders for Mr. Sweet wh.|¢ on aLOA anticipating patient risks while off campus, and coordinating the safe
formal patient safety repots, adverse event reports, patient and family relations, ority of testi from his BWFH admission o
TR : : : : : Vs priority of testing 7% of LOAs over 12 months had safety reports. Most safet transition of care
and individual interviews with medical providers ~ - ~ o i yrepeT Y  Use of a pre-screening checklist can identify high risk patients and
- o ) . _
* Data collected on the volume of LOA by BWH destination department and reports (89%) fell into the Coordination of Care category. " P i & o ntty nig t P
.r: alliOW pre-plianning 1or a ropriate nursing su or
specific test or procedure Distribution of BWH destinations for LOA over a 12-month period - Pre=p q 5 PPYOp £ fg lpp th q
 Qualitative interviews were conducted with all departments at both hospitals asy access to department specitic transfer algorithms anad contact
i i i ing: information for LOA within the hospital EMR can provide effective
involved in the LOA process including: LOA Related Safety Reports by Category November 2021 - October 2022 ) i ) p p )
* interventional radiology . ” guidance and improve communication and coordination of care

Destination of LOA

* diagnostic imaging EMS/Transport Issues | 7
* interventional-cardiology
¢ gastroenterology INTERVENTIONAL NEPHROLOGY

e cardiac testing

BRONCH

Handoff Insufficient | 6

Discontinued Medication [N 1 N eXt St e p S

OPERATING ROOM

* Areas of risk included: : : : :
* communication and coordination of care challenges INTERVENTIONAL CARDIOLOGY Policy/Protocol not followed N 1 J CRIITIE U ey [ElE Seiishy SUEs eliling Lo
. IaCZOf°aCCiSZ to nursing supp.ort — o Hyper/Hypoglycemic Event [N 1 - Address ongoing gaps in care coordination across campuses
* no designated on campus assigned clinician . . .
* inability to dispense necessary medications including insulin or pain ADVANCED ENDOSCOPY Diet/Nutrition Related [ 1 *  Support staff and provider education around best practices for LOA

medications
* delayed patient transport back to the BWFH campus

DIAGNOSTIC RADIOLOGY
Failure to Respond to Request for Service [N 1
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