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Objectives

* |dentify performance improvement opportunities to
decrease non-actionable alarms
— Discuss how to capture, analyze, and utilize data

— Differentiate actionable versus non-actionable alarm signals
using an evidence-based approach

— Describe the components of a successful alarm management
strategy through improvements in clinical care and
operational effectiveness
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Presentation QOutline

Alarm Overview

Georgia Regents Initiative

Initial Data Collection & Analysis

Georgia Regents Changes & Process

Post Change Data Results

Next Steps
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Alarm Fatigue: The Healthcare Worker Perspective
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Staff Feedback

“We can adjust limits but we can’t turn
any alarms off. Not even irregular heart
rate ”

“We did do education on changing the
“The Monitor Techs manage the alarms. electrodes everyday, but I’'m not sure
They will call us if there is a problem and they everyone does that.”
silence the alarms, we don’t.”

“It can be hard to get someone to
respond and to change the
batteries.”

“I know people don’t always
“I’m not sure how you get the alarm settings discharge between patients since
back to the defaults.” | have seen data in there from

“We don’t currently have a policy before the patient was admitted.

for who gets monitored but we
are looking at developing one
using the AHA guidelines.”

“| hear alarms going off all the time and “I’'m not sure what process is
it seems as if nobody pays attention to used to adjust alarm limits so

them or tries to adjust them.” they are appropriate for the
patient.”
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Alarm Fatigue: The Patient Perspective

“The nurse told me it wasn’t anything important and
| could just silence it any time it went off. What if | hit
the wrong button or did it for the wrong thing?”

“They said it didn’t mean anything. Then why is it
going off?”

“The alarms go off and on all the time and nobody
seems to notice or to care.”

“I waited and waited, but nobody came in to see what
the alarm was for. It eventually went off on its own.”

“When my mom was in the ICU, it seemed like alarms
were going non-stop.”

These are representative comments from patients and family members
in discussing the need for improved noise and alarm management.

Photos courtesy of Lisa Pahl
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Causes of Alarm Fatigue

e Units have high noise levels and numerous alarms

Monitors
Infusion pumps
Call bells

Phones

Bed alarms
Ventilator alarms
Etc.,

e Alarm limits are not tailored to patients

e Poor skin prep and electrode placement

e Lack of preventive maintenance/troubleshooting

e Lack of “trust” in the system
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Alarm Management Must be a Priority

e Alarms cause stress for healthcare professionals

— Sound levels of 80 decibels common in clinical units
— Alarm fatigue results in depression and reduced productivity in nursing staff
— More than 50% of nursing staff identify themselves as affected by alarm fatigue

e Alarms cause stress for patients and interrupt sleep

— This may delay recovery, extend length of stay, and result in worse long term
function

 Most alarm signals are NOT actionable
— 50-80% according to published literature
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Actionable Alarm Signals

e Require clinical intervention or some type of action
— Life threatening, immediate response or action required

— Change in patient status, requires action to reverse or
prevent further deterioration

— Requires action to prevent harm

— Requires action to correct a technical problem to assure
proper patient monitoring (e.g., leads off, SpO2 sensor
disconnected)
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Non-actionable Alarm Signals

Do not require a clinical intervention or action
— Short duration, self correcting (e.g., SpO2 alarm signal)

— Intentional (e.g., suctioning or positioning/moving a
patient)

— Triggered due to tight limits rather than actionable ones
— False alarm

e System itself incorrectly identifies an alarm condition

 Something interferes with system causing it to detect an alarm,
e.g., artifact or low voltage triggered asystole

GRHealth
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Alarm Management Strategy And Goals

Use a comprehensive, multi-faceted approach to incorporate experts and best
practices

e Reduce non-actionable alarms and alarm
fatigue

e Ensure staff accountability and
responsiveness to alarms

 Enhance patient care, patient safety, and
patient experience

e Create a quieter, more healing environment
e Evaluate and optimize technology

e Improve productivity and work flow

* Increase patient and staff satisfaction
 Promote and model a culture of safety

* Enhance patient and family trust

e Align/meet TJC NPSG on Alarm Management
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Alarm Management Current State Assessment

A comprehensive, holistic approach to provide sustainable solutions

CULTURE

reAnalyze. Interpret

Processes Technology

DATA ANALYSIS

12 GRHealth
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GRHealth Children's Hospital

GEORGIA REGENTS MEDICAL CENTER

GEORGIA REGENTS HEALTH SYSTEM

Georgia Regents Health System
Academic Health Center in Augusta, Georgia

478 bed Georgia Regents Medical Center

154 bed Children’s Hospital of Georgia including the region’s only Level IV
NICU

Critical Care Center, housing a regional Level | Trauma Center

GR Health < Philips formed a 15 year business alliance in 2014
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Response to TJC National Patient Safety Goal

GRHealth System Leadership chartered a multidisciplinary
Clinical Alarm Management Work Group

Phase | (beginning January 2014):

Identify the most important alarm signals to manage based on the following

1.

vk W

Input from the medical staff and clinical departments

Risk to patients due to lack of response or malfunction

Specific alarms that are not needed or simply contribute to noise/fatigue
Potential for patient harm based on internal incident history

Published best practices and guidelines
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GRU Clinical Alarm Management
Work Group

Pascha Schafer, MD (Co-Chair, CCU) Kristy Hardin (MICU)

Ruth Wilson (Co-Chair, NICU) e Colleen Hirschkorn (Phillips)
Sue Ellen Abney-Roberts (OB) e Jody Hodges (Biomed)
Jennifer Anderson (RT) e  Michele Hoehn (CHOG/Surg)
Stephanie Bowden (NICU) e Latasha Holmes (Nursing Informatics)
Jackie Bryant (Pharm) e Sandra Klein (Perioperative)
Kelley Connelly (Phillips) e Brad Landrum (IT)

LeeAn Courtney (ED) e  Anni Mathews (PICU)
Aleasha Couture (MICU) e  Trent McGlynn (Phillips)
Kevin Dellsperger, MD (CMO) e Diana Minks (Phillips)

Julie Dey (4S/Dialysis) e Gloria Moxley (Perioperative)
Steven Duckworth (IT) e Steve Whitney (SICU/Card)
Leslie Edney (Perioperative) e Jill Williams (3W)

Theresa Ehntholt (PICU) * Gloria Wright (CHOG 4/5)

Judith Gast (QM)
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Monitoring Process Mapping

Many sources of non-actionable alarms exist due to monitoring process complexity

Charge Nurse receives call Charge Nurse RN receives/ RN recelves Wha!:l[ p;gant aalrrjvasmnn
of patient admission to unit notifies RN of reviews doctors patient report L L el 0
and determines bed | ™ patient orders for N from transferrin | palientiney will be | 4
assignment assignment and Telemetry nurse g placed on telemetry and
room number Monitoring in EMR purpose for telemetry
maonitoring
ied MTs ara often If Charge Nurse
TMS, and while they If Charge Nurse busy, busy, Unit Clerk If RN busy, Unit y
. the remaining MTs Unit Clerk receives call | ~~ & determines patient | ————| Clerk will notify MT e "‘Admi:
serve those patient of patient admission to bed assignment of patient arrival to o
alarms [[é] unit f__ floor 5 patie
| p %
¥ R A Y

MT walke o patient’s raom MT walks to Murses’ Station MT walks back to TMS

clerk - When 3 MTs in : - :
. MT receives call from MT walks to patient MT walks to Nurses If patient |D label . .
t’ggllq':s' RN/Unit Clerk that [ | TMS, MT collects room, identifies patient Station and at Client available, MT M;a;ﬁf; faigll" 'iﬂ";ﬁm
S patient has arrived on tele hm‘; lead set, | with wristband ID, and |- assigns the patient's | retrieves from  [™ T e -
o floor batteries, and applies tele box to bed to a sector and printer at Murses' at the PIIC
LA electrodes patient visualizes waveform Station
i

One piece of an extensive process mapping
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Unit Clinical Alarm Inventory*

YorN

Clinical Equipment Alarms

Typical usage:
1=Constantly 2=
Regularly
3=Infrequently

Centrally
Monitored
YorN

Priority

A=Highest; could result in
death if unattended

B=High priority; may lead to
unintended consequence if
unattended

C= Low priority; little risk if
unattended

Is adequate
level of
oversight
typically
available?
Y orN

Comments

Telemetry monitors

IV Infusion pump

Syringe pump

Ventilator

CPAP/BIPAP

Pacemaker (transcutaneous)*

IABP

Blood/fluid Warmer

Fetal monitor

Infant Radiant Warmer

ET CO2 (refer to Ventilators)

High flow 02 (Refer to Ventilators)

Oxygen Analyzer

Pulse oximeter (free standing)

Dialysis - CVWHD

Dialysis - PD Cycler

Transport monitor

Transport Vents (direct)

Defib (Transport Monitor)

ICP

CVP

Heart Rate

Respiration Rate

Pulse Ox (refer to above for continu.)

CORE Temp.

Arrhythmia

Bed Alarm-Fall prevention

Chair Alarm-Fall prevention

PCA pumps

Hyperthermia blanket

Hypothermia blanket

Isolette

Nurse Call

Humidifier

Feeding pump

SCD machine

Wound VAC

Free standing VS machine

Pneumatic tubes

Med Gas

Bed lock

Cooling Pumps

Home Apnea monitors/ PCG Monitors**

Transport Isolette*

Water Treatment

Video EEG

* Association for the Advancement
of Medical Instrumentation (AAMI)
website



Unit Clinical Alarm Inventory*

Priority
A=Highest; could result in Is adequate
Typical : death if unattended level of
ypical usage: Centrally eath if unattende evel o
- N 1=Constantly 2= N B=High priority; may lead to |oversight
YorN Clinical Equipment Alarms Monitored |~ ) . Comments
Regularly unintended consequence if |typically
YorN .
3=Infrequently unattended available?
C= Low priority; little risk if |Y or N
unattended

Telemetry monitors

IV Infusion pump

Syringe pump

Priority
A=Highest; could result [Is

Typical usage: in death if unattended |adequate
1=Constantly | Centrally |B=High priority; may level of
Clinical Equipment Alarms 2= Regularly |Monitored|lead to unintended oversight Comments

3=Infrequentl|[ YorN |consequence if typically
% unattended available?

C=Low priority; little Y orN

risk if unattended

CvP
Heart Rate

Respiration Rate

Pulse Ox (refer to above for continu.)
CORE Temp.
Arrhythmia

Bed Alarm-Fall prevention

Chair Alarm-Fall prevention

PCA pumps

Hyperthermia blanket

Hypothermia blanket

Isolette

Nurse Call

Humidifier

Feeding pump
SCD machine

Wound VAC

Free standing Vs machine * Association for the Advancement

Pneumatic tubes

red G of Medical Instrumentation (AAMI)

Bed lock

Cooling Pumps We bSite

Home Apnea monitors/ PCG Monitors**

Transport Isolette*
18 Water Treatment
Video EEG




Number of Clinical Alarms by Unit
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Number of Units by Clinical Alarm and Priority

Priority
A Highest Priority
Arrhythmia

-
-

Bed Alarm-Fall prevention - 1

Blood fusd Warmer -a

ove I

Defib (Transport Monitor) - 1

Fetal monitor -I

IV Infusion pump

Med Gas

Nurse Call

Pulse Ox (refer to above for continu.)
Puilse oximeter (free standing)
Respiration Rate

Telemetry monitors

Transport monitor

—
L]

-
-

'y
L]
(]
3

12 14 18 18

Typical Usage ] 1 Constantly

GRHealth
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Additional CAMW Action: Phase |

e Reviewed published best practices
 Attempted internal incident history review

e |dentified highest priority alarms
— Adult telemetry/arrhythmia (GRMC)
— Pediatric pulse oximetry (CHOG)
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Data Collection Modalities

PIIC iX (Central Station)

* Audit log is incorporated into the product

*Can review alarm data directly at any time

e Can export data onto a thumb drive or obtain remotely

*Data is available for any PIIC iX device attached to the
server

*Includes data for selected Inop alarms

*Can download up to 90 days of alarm data

IntelliSpace Alarm Reporting (IAR) Tool

*SW on a separate PC that pulls data from either the PIIC
or the PIIC iX

*Can collect data from either the PIIC or the PIIC iX

* Can export data onto a thumb drive or obtain remotely

*Provides data on all monitoring alarms, including all
inop/technical alarm signals

*Expanded storage capabilities of up to 15 months of
alarm data

22 GP\HeCIH'h
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Status: Connected

Audit Log

arch Results
Audit log for 11/21/2011 11:52:4:

ate Bed Label Action

BED11 %k %%k ABPs LOW Generated.
72172011 12:07:38 |BED6 % %% ABPs LOW Generated.
/21/2011 12:07:27 |BED?9 % PVCs/min HIGH Generated. (PVC
/21/2011 12:07:27 | BED1S % PVCs/min HIGH Generated. (PVC

/21/2011 12:07:24 |BED11 % %k %k APNEA Ended.

/21/2011 12:07:23 |BED6 % %% APNEA Ended.

/2172011 12:07:18 |BED11 3%k % ASYSTOLE Ended.

/21/2011 12:07:17 |BED6 3%k %k ASYSTOLE Ended.

/21/2011 12:07:14 |BED4 % PVCs/min HIGH Generated. (PVC
/21/2011 12:07:04 | BED13 %% ABPs LOW Ended.

/21/2011 12:07:01 |BEDS *% ABPs LOW Ended.

/21/2011 12:06:43 | BED13 % HR LOW Ended.

/21/2011 12:06:40 | BEDS % HR LOW Ended.

/21/2011 12:06:29 |BED13 %% ABPs LOW Generated.
/21/2011 12:06:26 |BEDS %% ABPs LOW Generated.
/2172011 12:06:23 | BED13 * HR LOW Generated. (HR = 75
72172011 12:06:20 | BEDS % HR LOW Generated. (HR = 75
/2172011 12:06:13 | BED11 %% RR LOW Ended.

/21/2011 12:06:12 | BED6 k% RR LOW Ended.

/21/2011 12:06:10 |BED11 %* %% APNEA Generated.

/2172011 12:06:10 | BED6 3%k % APNEA Generated.

/21/2011 12:06:06 |BED11 %% RR LOW Generated. (RR =)
/21/2011 12:06:06 |BED6 %% RR LOW Generated. (RR = 9)
/21/2011 12:05:56 |BED11 % %% VENT FIB/TACH Ended.
/21/2011 12:05:55 |BED6 % %% VENT FIB/TACH Ended.
/21/2011 12:05:54 |BED11 3% %k % ASYSTOLE Generated.
/21/2011 12:05:53 |BED6 3%k %k ASYSTOLE Generated.
/21/2011 12:05:.01 |BED11 % NON-SUSTAIN VT Ended.
/2172011 12:05:00 |BED6 % NON-SUSTAIN VT Ended.
/2172011 12:04:59 |BED11 % %% VENT FIB/TACH Generated.

/21/2011 12:04:59 |BED11 * HR LOW Ended.

- Manage Unit >




Initial Alarm Data For MICU and 6N (Telemetry)

Collected over a two week time period

54,000

52,729

52,000

50,000

48,000
46,358

46,000

44,000

42,000
Total Alarms

= MICU O6N

23 GRHeaI'I'h
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Broad Categories of Alarm Signals Captured
Assessing high, medium, and low priority occurrences

Yellow (Medium Yellow (Medium

L= . Priorit
PI’IOt‘IIty) Ar_rhyt?mla Bed/Parar¥1)eter
Pl Szl Alarm Signals
*Asystole *PVC Alarms *Sp0O2 Desat eLow or High Limits
Vfib/Tach *Beat Detection *Apnea for:
«Vtach Alarms eInvasive Line *Sp0O2
«Extreme Tachy eRate/Rhythm Alarms Disconnect *Resp
«Extreme Brad *HR Limit Alarm *Extreme Pressure *NBP
Limit «Invasive Pressure
*Temp
*QTc
*CO2
Key Point

The list of alarms within each of the broader categories is not all inclusive. Data
captured will vary depending on parameters monitored, age of devices, and
whether PIIC iX or the IAR tool was utilized.

GEORGIA REGENTS MEDICAL CENTER

eLeads Off
*Replace Battery




Initial Alarm Data For MICU & 6N

Alarms totals per category can help prioritize focus areas

45000
” 40000
§ I 35000
@
< o 30000
e = 25000
~ N 20000
D —
—g g 15000
s O 10000 —F —  ——
< 5000
0 —— R — .
MICU 6N
®m Red Arrhythmia 764 1004
Yellow Arrhythmia 13252 38218
m Red Parameter 4166 487
Yellow Parameter 33073 3457
® Inop/Technical 1474 3192

;s GRHealth



Alarm Data By Each Type Of Alarm: MICU

Can identify specific alarms to address

MICU Red Arrhythmia Alarm Totals MICU Yellow Arrhythmia Alarm Totals
400 3500
3097
350 3000
300 2500
252 2229
250
2000
194 1804
200 1567
1500
150
130 1026
1000
100 658 773 681
454
50 500
0 0
Asystole Vfib/Vtach Vtach Extreme Tachy Extreme Brady QO
& &

26 GRHeaH'h

GEORGIA REGENTS MEDICAL CENTER



Alarms Per Patient: Patient Qutliers?

Deep dives can provide information on process and customization

Total Alarm Signals Per Patient Bed Over 24 Hours

000

1800

1000

tal Mumber of Alan

To

40

i}

6210 6211 6212 614 6215 626 8217 6218 G6230-A €233 6234 6235 6207 G150 6251 623 BIS4 6255 656 27
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6259 6213 6231-A6231-B62-AR2IE 6208 6252

1800

1600

1400

1200

1000

o
S
S

Total Number of Alarms Generated

®
S
S

400

200

Summary

A total of 1,947 alarms were generated by one patient and the
majority of the alarms for Low Heart Rate. The low limit was
set at 75. Except for 12 of the alarm signals, all of the alarms
that occurred were triggered by heart rates between 70 and
74.

Multiform Irregular PacerNot  Non- ECG Leads

HR Low PVC  PairPVCs  HR Afib Pacing SustainVT VTach PVCRate RunPVC Off HR High

1,767
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Evaluating The Potential Impact Of Alarms

It is not just alarm fatigue for the nurses

One patient in an ICU had a total of
907 alarms
in a 24 hour time period

A disruption every 1.5 minutes
for the nurse and for the patient!

Impacts patient care, patient and staff
satisfaction and workflow

This does not include all of the other alarms going off in the patient room
(i.e. ventilators, IV pumps, etc.)

28 GRHeaH'h
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CAMW Action: Phase Il (by January 2016)

 Develop and implement specific components of
policies and procedures that address

— Clinically appropriate settings

— When alarms can be disabled

— When parameters can be changed

— Who can set and change parameters and or set to “off”
— Monitoring and response expectations

— Checking individual alarm signals for accurate settings,
proper operation and detectability

e Educate those in the organization about alarm system
management for which they are responsible

wwwwwwwwwwwwww
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Baseline Data Collection

e Two week blocks in MICU and 6N
e Number of alarms indexed per patient per day

e Plan for serial interventions with follow up data
collection (2 week blocks) to assess response to each
individual intervention

— Distributed in dashboard format
— Successful interventions will go house-wide on rolling basis
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Intervention 1: Adjust Yellow Arrhythmia Defaults

6N Yellow Arrhythmia Alarms Summary

Total 68,924 yellow arrhythmia alarm signals generated.

20K
19,431 New default would have eliminated 21,088 alarms.
18K i
30% reduction
16,731
16K

_—
u
=

B
=
4
=
3
w 12K
E
2 10,379
B 10K
2
E
=
Z 8K
K
BK
4,595
» 3,981
2,929 2,920
2,290
2K 1,591
1,476 | 1,333 L =
0K 181|223 207 g 44
5 = Sp 50 FEP Fr o0& Lt @r £ sU ¥ EER EE KO $BE &
=) o @ s . = 0 =
L 3 &2 S5 §°5 3T d2 8§ zE T €5 § i 25 54 §°2 o
£ ¢ EER i 23 ¢ 883 £ < 8
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Alarm Management Communication Example

This was distributed and posted on the unit

The Following Changes Will Be Made On 6N Assessing The Impact

On February 19th we will initiate our first intervention to e Alarm data was collected and analyzed for two weeks previously
address the issue of Alarm Fatigue at our institution. The * Alarm data will be collected and analyzed for two weeks
following alarms will be defaulted to OFF: following the configuration changes in order to evaluate the
impact on the total number of alarms occurring

1. Non-sustained ventricular tachycardia (which only applies
to 3 and 4 beat runs) "
2. Run PVCs (redundant with #1) Expectations
3. Pair PVCs * Any of the above alarms may be turned back on if deemed
4. Ventricular Bigeminy clinically appropriate, and the physicians and nurses may
5. Ventricular Trigeminy coordinate with the 6N alarm techs to do this
6. Multiform PVCs * The plan is to keep a close record of any possible negative
7. Pause (currently set greater than 2 seconds) outcomes related to these changes, including any near-
misses, Rapid Response calls, or Code Blue events

In addition, the red alarm default for asystole will be changed « If you perceive any near miss events, please document and
from 4 seconds to 3 seconds. notify the Nurse Manager of 6N

. . * If you have any other questions or concerns, please contact
Notifications your Nurse Manager

The physicians have been notified by the physician Co-Chair
that these changes are being made

The 6N nursing staff has been notified by the Nurse Manager
that these changes are being made

32 GP\Heal'rh
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Post-Change Alarm Data Comparisons

6 % Increase

60,000

50,000

40,000

30,000

20,000

10,000

0

52,729

46,358

56,069

32% Reduction
31,576

Total Alarms Pre
mMICU Z6N

Total Alarms Post

33 GRHealth
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Pre-Change Data 6N & MICU: Category Variation

Expectation that adjusting yellow arrhythmia would have greatest impact on 6N

6N Total Alarms Per 2 Weeks: 46,358 MICU Total Alarms Per 2 Weeks: 52,729
6N Alarm Category Pre-Change MICU Alarm Category Pre-Change
3192 1004 1474 754
187 %‘57 7% 2% 3% 1% 13252
1% °7°

25%

~Y

38218
82%

® Red Arrhythmia Yellow Arrhythmia ™ Inop/Technical

B Red Parameter Yellow Parameter

s GRHealth



Assessing Pre and Post Change Data MICU

Yellow arrhythmia category only a small portion of MICU alarms

MICU Alarm Category Pre-Change MICU Alarm Category Post-Change
1474 764 g1 1014
3% 1% 13252 2% 2% 7076

4706

13%
25% 8%

41992
75%

63%

® Red Arrhythmia Yellow Arrhythmia
B Red Parameter Yellow Parameter

B Inop/Technical

35 GRHealth
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Assessing Pre and Post Change Data 6N

Yellow arrhythmia category a large portion of the 6N alarms

6N Alarm Category Pre-Change

sisr 57 0
0 () 0
487 1% 8%

38218
82%

® Red Arrhythmia
B Red Parameter

B Inop/Technical

36 GP\Heal'I'h

GEORGIA REGENTS MEDICAL CENTER

6N Alarm Category Post-Change

4372 1050
14% 3%

6819
22%

802
2%

Yellow Arrhythmia

Yellow Parameter



Yellow Arrhythmia Alarms Per Patient Bed Per Day

120 46% Reduction 114 60% Reduction

100

80

60 v

46
39

40

20

MICU 6N
Pre-Change Post-Change
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Total Alarms Per Patient Bed Per Day for 6N

Comparing pre and post change data

250

200

Alams per Bed
n
[ ]

100

50

38 GRHeaI'I'h
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Impact On Total Alarms Per Patient Bed Per Day

Comparing MICU and 6N
6% Increase

A
180 167 41% Decrease

160
140
120
100
80
60
40
20
0

132

MICU
m Pre-Change m Post-Change
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Additional CAMW Action: Phase |l

Educating Faculty and Staff on Clinical Alarm Management
— Grand Rounds, Section Meetings, and Quality Unit Councils

— Nursing Skills Fair

— Online training (Future)

Educational program for lead placement
— Skin prep and proper electrode placement
— Routine battery replacement
— Routine change of electrodes
= Documentation in nursing assessment in EMR

New Clinical Alarm Management Policy
Telemetry order set based on AHA Telemetry Practice Standards

CHOG pilot units
— Tailoring baseline settings and lead size to age group

MICU default parameter settings

cccccccccccccc



Next Steps

e Continue with incremental changes and measure the
results

Genoral Hospital

e Engage Alarm Champions (staff) to partner with Alarm
Committee to roll out changes and be change agents

e Explore technology optimization and use of
IntelliSpace Event Management (IEM):
— Evaluate use model
— ldentify ROI

POOINCA NOUSLYY WS MO »

The buainess, and exonomics of
hoaith care. health.. move »
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Technology Optimization

Utilize other tools to analyze trends and changes in patient status in conjunction with
alarms

Horizon Trends
W Bt e Gt ARl @ e D mAeliles  weieee W

Wl B g

99
- 1510 w

Limb Leads

(22) =
-5 =20
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In Summary

Any Alarm Management Strategy
must be carefully planned, tested,
and continuously evaluated to
assure achievement of the right
balance of patient safety and
qguality of care with the reduction
of alarm fatigue.

Photo courtesy of Lisa Pahl
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Thank you
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