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Background Results

Nationwide Children’s Hospital
(NCH)

* TPree-standing pediatric hospital

* Installed 17 mini desktop workstations with barcode scanners across the six sites.

* 567 host pharmacy users were given NCH EHR access.

* Largest neonatal network in America * “Near miss” data showed miss-scanned medications, compounding errors, and
Seven Neonatal Intensive Care Units (NICUs) dispensing errors.
* 1 referral center, level IV * “Near misses” decreased through the implementation across sites.

* 6 delivery centers, level II-I11, located throughout Central Ohio at non-NCH owned
“host” hospitals
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Completed Testing

Interprofessional team was assembled and led by a master’s prepared Certified Pediatric Nurse

NCH’s Project Management Office methodology was leveraged (4) . .
* The team visited each site assessing current workflows to optimize the future state. DI SCussIion
* Each site required customized planning due to organizational needs and the six sites =~ =l mmcmm e e m e e e e e e e, m m— —— ——— e ————————— —

encompassed three different health systems. _ o . _ .
* The neonatal EHR has equipped host clinicians with a standardized, efficient workflow

Project Management Office Documentation Methodology tool pfOVidiIlg VlSlblhty of near misses and rnultlple safety stops which have pICVCHth
Deliverables Timeline errors from reaching the patient.
* Designation of project coordinator was essential for all aspects of the project (initiation,
CORE DELIVERABLES . .
Approved Scope planning, execution, and closure).
Project Kickoff Detailed Schedule
Intake Request PR - * Lessons Learned activities were integral to the continued success of
S S ety each implementation.
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dedication to the project was instrumental to achieving our goals.
¢ Utilized medication barcode scanning and other EHR safety tools proj ) g
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project.
¢ Super users were identified for training and support

¢ Multiple modalities (written materials, auditory presentations, computer-based learning, office hours)
¢ Users practiced workflows including printing labels and scanning barcodes in the EHR playground

* NCH IS PMO Leadership Team for their encouragement and for providing the
opportunity to share our accomplishments with others.

* Zach Thompson, PharmD, MS, BCPPS for the exceptional leadership and
commitment in driving the project to success.

 Followed the concepts of plan, do, study, and act (PDSA)
¢ Lessons learned were implemented after each PDSA cycle
¢ The six sites went live on a staggered schedule from October 2023 — October 2024 to utilize lessons learned
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