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Abstract Methods, Measures & Improved Performance
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work together when mudded by a stard ard rmed viual appeoach and tomderstand wot c s ds) and desizn effectie comrtenmeasires. We have suocessfully cascaded ths w ll ti . .
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The Core/Stat Laboratory is located at Henry Ford Hospital Detroit g Initial Improvement [May 13] T T— uf P“:;-Ed“re Spreading change | Daily Management hoards are used throughout the
113 = 0 Standardization eplenishmen and re- . : :
Campus (K6) and we report over 6 million test results every year. Of E Defect Rate= 0.11% R e of staffing Fraining PALM systems to identify root cause and drive
these results, an average of 150/day are of critical nature, (i.e. they are z " 4570 i | PDCA.
significantly outside the reference range and reflect an immediate life- ) Policy/Process Standard work (flow chart and escalation table)
thrf:atening situation). Er.gﬂ., thl? nrdering provider must be immediately changes Procedure was updated and clarification was added.
notified so that prompt clinical intervention can be initiated for our |
atients. Further, critical value {(CV) results must be released and 3 - —
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process within HFHS medical leadership. . ey o
«Daily monitoring on Daily Management board Daily Management, a visual tool for monitoring a process daily to il I P Gl
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- Tevel Critical Value Escalation Quiz s escalation form (corresponding to the
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Root-Causes 50 SEETEE e threshold were documented 1.Each
Root Cause vignificance Resolution 3 B e fay I iy geenesss Conclusion
Providers are not reachable | CV notification is delayed | Investigate defects and S ' 2.Trended over the year. We have demonstrated the design and implementation of an effective
by phone and care may be work with providers for S 30 mFre system of daily management that has drastically improved our
compromised tuntACEoetly @ m Post D s Rt tAE laboratory’s process efficiency and patient safety. This was achieved
LAkl sancaoarorslon |bconsisencescaagon Dexclopailor-clary E 20 chartito identify root causep without additional staff or resources. This approach to daily
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; —— ST e et G A _p_ . 10 i when guided by a standardized visual approach and to understand root
ﬂl;m:::: ;:;:"mpm chston f;:lur:tql:el:zﬁfrﬁ’ cato m'{::;pdu'::;f ‘:?mc . cause(s) and design effective countermeasures. We have successfully
P y assessment P Y 0 ' . . . . Counter- measures were cascaded this approach towards monitoring and improving other

) One Two Three Four Five documented ’ — I N '_ process metrics as a best practice across our health system and
Our Stl"ateg} Number of Questions Right recommend its adoption by other medical laboratories.
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