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i Best Practice Standard



+

= Care Group in Massachusetts
BIDMC(Beth Israel Deaconess MC)
Glover, Mt. Auburn
Nashoba, New England Baptist

= Partners Health Systems
B & W’s/Faulkner, MGH, North Sore MC
Newton-Wellesly HCS, McLean, Union

= \Wisconsin
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Total Monthly Incidents for Six Medication Categories
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Spread of Best Practices across CareGroup Inpatients (Round Two) as of 1/7/01

BIDMC Glover NEBH MAH Waltham Nashoba

ORDERING
Clear, consistent & orderly insulin ordering and documentation

DISPENSING
Computer alerts

IV push medications in unit dose form

Sequestration of neuromuscular blocking agents

ADMINISTERING
Ten hours of rest between shifts

Baseline competency evaluation for nurses

REPORTING
Ongoing information about errors

Il'
IJI

Nonpunitive error reporting

a = No activity to implement

b = Discussed, but not implemented

¢ = Piloting/Partially implemented in some or all areas
d = Fully implemented in some areas

e = Fully implemented throughout




Growth in Adoptions of

16 Best Practices in Round One
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Adoption of best practices has risen eleven-fold.






Just do it

. PDSA
(Best Practice)

PDSA PDSA

PDSA: Plan-Do-Study-Act
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