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INTRODUCTION METHODS

RESULTS

» Burden of bedside alarms is a well-established patient safety hazard with >85% of » Nursing attitude surveys and family rest surveys with Likert scales during the pre and * When evaluating patient days with at least 1 alarm, median alarms decreased by 73%

alarms in ICU settings considered non-actionable or “false alarms” post intervention observation periods (15to 4, p < 0.001) in both acute care and ICU. Alarm burden in RR, SpO2, and PVC
_ _ _ _ _ _ o _ _ _ categories also decreased.

« Alarm fatigue can lead providers to have prolonged response times and silencing of « Balancing metrics include number of care escalations and codes in the year prior and
clinically meaningful alarms after intervention * No Iincreases in frequency of care escalations or code events in either unit

« Alarms can frequently disrupt care and cause unnecessary stress for patients and RESULTS « Atotal of 253 nursing attitude surveys and 160 family rest surveys were performed
families during pre and post intervention periods

- Prior implementations of age based vital signs at Lucile Packard Children’s Hospital * Atotal of 2034 and 1968 monitored patient days (MPD) were evaluated in the pre- and : _ _
(LPCH) and changes to pulse oximetry parameters at Cincinnati Children’s Hospital post- intervention periods, respectively Family Rest Surveys Nursing Attitude Surveys
have proven effective Pre Post Pre Post

 The median number of cardiorespiratory monitor alarms (PVC, SpO2, RR) per MPD

HYPOTHESIS decreased from 5 to O (p < 0.001) in acute care cardiology floor and 6 to 0 (p < 0.001) in English 109 o1 117 136
the PICU Spanish 26 9

« Creating alarm triggers for bedside monitors can decrease the frequency of non-
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* Single center quality improvement initiative in 26-bed cardiac acute care and 36-bed Total 25 67 8.66 19.11 6.20 negative trends towards Baceine | 6% 249, I 50%
PICU increased frequency of perceivec afoiowuw | 21% 7% ] 42%
. . PVC 107 018 028 013 a|armS and decreased Slee Q5 3. How often do the pulse oximetry alarms
. Alarm burdens for pulse oximetry (SpO_Z), resplratory_rate (RR)_, and_premature_ 2R 2 55 > 53 3 57 315 P - occurldﬂny? '
ventricular contractions (PVC) were tallied on all monitored patients in the cardiac acute Baseline | 0% 13% D s
floor and PICU. The primary outcome was alarms per monitored patient day SpO2 16.85 5 o5 10.26 5 92 e
Q6_2. How often do the RR alarms non-actionable?
. Pre-lr_lterventlc_)n observatlc_)n perlc_)d: 07/15/19 — 08/11/19 Baseline | 8% 729, I 20%
« Post-intervention observation period: 09/28/20 — 10/26/20 2 Folow-up | 17% 209, T 14%

Figure 2. Box Plots — Alarms per Monitored Patient Day (MPD)

Q6_3. How often do the pulse oximetry alarms
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) ° J ’ ; el o Modian:6 " * Nursing surveys reflect improved alarm burden and decreased non-actionable alarms.
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