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As part of our extensive program and with CPD hours awarded based 

on actual time spent learning, credit hours are offered based on 

attendance per session, requiring delegates to attend a minimum of 

80% of a session to qualify for the allocated CPD hours. 

 

•Less than 80% attendance per session = 0 CPD hours 

•80% or higher attendance per session = full allotted CPD 

hours 

 

Total CPD hours for the forum are awarded based on the sum of CPD 

hours earned from all individual sessions. 

 
 
 

 



Conflict of Interest 
 

The speaker(s) or presenter(s) in this session has/have no conflict of interest or 

disclosure in relation to this presentation. 



Learning Objectives 
 

At the end of this session, participants will be able to: 
 

1. Learn from presenters how they made the change, achieved success and 

overcome challenges. 

2. Inspired through interaction with the speakers 

3. Support the continuous improvement efforts in their organizations 

4. Disseminate information and share experience 



Zero incidents of Blood  

and Body Fluid Exposure 
 

Al Khor Hospital 

 

 

Naglaa Sallam 

Charge Nurse 



Background and Introduction 
 

 BBF Exposure is a major occupational Risk for healthcare providers 

 5.6 Million health care workers world wide are at Risk (WHO) 

 Common infection Hep B, Hep C, and HIV viruses,  

 Concern that up to 50% not reported 





Blood and Body Fluid Exposure AKH 

At AKH, we have noted a significant 

increase in the number of incidents of 

BBFE 

In 2017, six incidents were noted, for 

2018, Fifteen incidents have been 

reported.  





Aim and Measures 
 

To increase median days between incidents of BBFE in AKH from 13 days to 

50 days by the end of March 2019, and to100 days by the end of December 

2019. 

 

Outcome Measure 

Number of Days between Incidents 
 

Process Measure 

The rate of awareness about the risk of BBFE 

The rate of Knowledge attainment of staff 

Percentage of compliance to BBFE safe practice 
 

Balance Measures 

The rate of Compliance with post-exposure management  

The rate of reporting per month 

 



PDSAs / Change Ideas 



Run Chart – Outcome Measure 



Process Measures 



Conclusion and Next Steps 
 

. 





Question and Answer 



Improvement with compliance with  

Sepsis Six Care Bundle 
 

Hamad General Hospital 

Medicine - AMAU 

 

 

Akhnuwkh Jones, Sr. Consultant GIM 

Raja Al Khawaja, Clinical Pharmacist 



Background and Introduction 
 

 Sepsis is life-threatening organ dysfunction caused by a dysregulated host 

response to infection. Mortality from sepsis increases 8% for every hour that 

treatment is delayed. Through the  National Patient Safety collaborative, 

sepsis has been identified as area of focus. Sepsis six bundle is to be 

utilized, which include measuring lactate level, drawing blood cultures, 

administering oxygen, IV fluids, antibiotics, and measuring output, within one 

hour. All major hospitals across Qatar were tasked to implement sepsis 

pathway, which includes compliance to sepsis six bundle 



Aim and Measures 
 

 Our aim is to have 95% compliance of Sepsis Six bundles, for medical 

patient in HGH, by December of 2019 

 

Rationale is by improving compliance of delivery of sepsis six bundle, patient 

would be properly identified as having sepsis, receive prompt treatment, and 

would lead to reduction in sepsis related mortality 

 

Measures 

 Outcome: Percent Compliance to Sepsis six care bundle 

 Process: Median time interval of antibiotics administered from time 

zero 

 Process: Percent of antibiotics delivered within one hour of time zero 

 Balance: Over use of antibiotics 

 



PDSAs / Change Ideas 
 

 HGH sepsis group for medicine team created- Leads Dr. Amin, Dr. Jones 

 Most of team members attended learning IHI learning session 2, 3, and 4 

 First PDSA, collection  of data. Used RRT data for patients on medical ward, 

Survey from nursing and medical staff regarding knowledge of sepsis 

 Education session for nurses done by floors 

 Nursing champions identified for each unit 

 Sepsis pre implementation tool kit was done 

 Sepsis e-learing course started; 54/55 AMAU nurses have completed 

 Sepsis draft guideline for agreement in stocking & restocking of sepsis kit, IV 

fluids, IV antibiotics, measurements of lactic acid 

 Sepsis kit and Reserve IV for sepsis uses already made and available in 

AMAU 



Inpatient Sepsis Monitoring Tool Hamad General Hospital (Medical Department) 
 
UNIT:___________________________________________________ 
DATE AND TIME SEPSIS IDENTIFIED:__________________________ 
TIME PHYSICIAN INFORMED:________________________________ 
TIME SEEN BY PHYSICIAN:__________________________________ 
 
 
 

 
 
 

ADDRESSOGRAPH 

DIAGNOSIS:________________________________________________________________________________________ 
VITAL SIGNS:    Temp:______     Pulse:_______    Respiration:_______    BP:_______     SPO2:_______ 

SCREENING: The sepsis monitoring tool shall be initiated in all patient settings as soon as a patient is identified with sepsis: 

1. A suspected or identified infection 

+ 

                 
 
 

2.  
 
 
 
 
 

ZERO TIME (When identified sepsis by any 
criteria) 

ORDERED DONE REASON IF NO OR N/A 

DATE TIME DATE TIME 

 
1. BLOOD CULTURE           ⃝ YES    ⃝ NO  ⃝ N/A 

  
   

 
2. ANTIBIOTICS                  ⃝ YES    ⃝ NO  ⃝ N/A 

  
   

 
3. LACTATE                         ⃝ YES    ⃝ NO  ⃝ N/A 

     

 
4. IV FLUID                         ⃝ YES    ⃝ NO  ⃝ N/A 

     

 
5.OXYGEN                           ⃝ YES    ⃝ NO  ⃝ N/A 

     

 
6. URINE OUTPUT             ⃝ YES    ⃝ NO  ⃝ N/A 

     

VASOPRESSORS REQUIRED OR NOT    ⃝ YES   SPECIFY 
 

⃝  NO 

ESCALATION PROCESS DATE TIME 

Clinical review ⃝ YES             ⃝  NO   

Red zone ⃝ YES             ⃝  NO   

QEWS activated ⃝ YES             ⃝  NO   

ICU Transfer ⃝ YES             ⃝  NO   

PHYSICIAN DECISION:  ⃝  SEPSIS  ⃝  MULTI ORGAN FAILURE      ⃝  SEPTIC SHOCK  ⃝   OTHERS SPECIFY:________________ 
 

OR 

• QSOFA score > 2 (SBP⃝100, RR > 22 & GCS ⃝ 14 ) 
OR 

• QEWS of Yellow or Red Zone 
OR 

• CERNER SIRS/Sepsis Alert 
OR 

• Sepsis Clinical Suspicion & Abnormal Labs 

 

 

 

 

 

 

 

 

 

2 or more signs of following: 

• HR >95 bpm 

• RR <8 or >24 breaths/min 

• SBP < 90 or >180 mmHg      

• Altered mental status from baseline 

• RBS <4 mmol/L or >11.1 mmol/L   

• WBC <4,000 or >12,000/uL  
• Bilirubin more than 34 umol/L  

• Creatinine increase of >44.2 umol/L above baseline 

• Lactate ⃝2 umol/L  

 



PDSAs / Change Ideas 



Run Chart – Outcome Measure 



Run Charts 



Conclusion 
 

 So far able to demonstrate that all components in Sepsis Six care bundle 

can be completed within one hour  

 Antibiotics are made available in all units, and can be given without 

additional verification from Pharmacy, sepsis kit available and we have 

improvement in delivering antibiotics within 60 minutes 

 Lactate level can be obtained from ABG through point of care, and results 

obtained within minutes 

 Each unit utilizing data collection form 

 We have data champions representing medicine in HGH 

 Providing more education to medical staff, regarding awareness of sepsis, 

and utilization of sepsis order sets 



Next Steps and Sustainability 
 

 Plan to test Sepsis order set, will measure to see if patient in which order 

sets were used, will have higher compliance to sepsis six bundle  

 Will add section on data collection form to include if sepsis order set was 

initiated 



Question and Answer 



Drug Expiry Reduction 

A Cost Saving Project 
 

The Cuban Hospital 

 

 

Rosa Ines Martinez Rodriguez 

TCH Director Pharmacy 



Background and Introduction 
 
 

 Medicines are an integral part of the health care system. Consequently, their 

availability or absence will contribute to the positive or negative impact on health. 

 Expiration of large amount of drugs within the hospitals are of a major concern, as 

this leads to a huge loss to the Corporation. 

 The potential causes of an alarming increase of drug expiry in the hospital were 

probably due to: 

• The medicines stocked in the initial stages at the start of the hospital where 

the consumption rate of the medicines was not predictable. 

• Huge turnover of staffs at regular intervals. 

• Poor drug management and expiry monitoring in all the areas where the 

medicine is stocked. 

 Even though the Pharmacist has responsibility on the higher front, the support of 

other clinical leaders is also needed to ensure the maximum drug utilization and 

reduce wastage via expiry. 



Aim and Measures 
 

 To reduce the annual cost of expired medicines to QR.50,000 by the end of 

2017. 

 To achieve 50% reduction in the quantity of medicines getting expired 

annually from the previous year 2016. 



PDSAs / Change Ideas 
 



Run Charts 



Conclusion 
 

 By the end of 2017 the target was achieved by the set time frame itself by 

the monitoring of inventory, increasing or decreasing stocking levels and 

monitoring near expiry and was kept in 2018. 

 The quantity of expiry items comparing 2016 and 2017 was reduced to 18% 

 The loss to the organization in regards to the expired medicines was 

reduced, with overall savings to The Cuban Hospital (2014-18) - 

QR.665,805.711 

 The annual cost of expiry medicines was kept under the initial target by the 

end of 2017 (QR 7213.01) and 2018 (QR 15562.638) since zero tolerance is 

not achievable. 



Next Steps and Sustainability 
 

 To continue applying PDSA cycle 

 To adhere to monitor inventory on consistent levels 



Question and Answer 



Improving Medication Reconciliation 

Compliance of Rheumatology Physicians  
 

Hamad General Hospital 

Outpatient Clinics 

 

 

Dr. Muna Al Maslamani , Vice-Chairperson QPS Medicine Department HGH, Medical Director CDC 

Dr. Eman Zeyad Elmekaty, Clinical Pharmacist - Infectious Disease-CDC 

Ms. Venia Tolentino, Quality Management Data Analyst Medicine Department 



Background and Introduction 
 

 Medication reconciliation process is an effective way to ensure patient safety 

and prevent adverse drug events and medication errors 

 It ensures providing correct medications to patients at all transition points 

within the healthcare system  

 

 

 

 

 

 Performing medication reconciliation at transitions of care is a Joint 

Commission National Patient Safety goal and one of the Joint Commission 

standards for hospital accreditation. 



Aim and Measures 



PDSAs / Change Ideas 



PDSAs / Change Ideas 
 

 Sharing medication reconciliation data with the physicians. 

 Conducting educational sessions to increase staff awareness and 

addressing their concerns. 

 Creating and communicating medication reconciliation education materials. 

 Encouraging physicians to use the “Acknowledge” functionality in the 

CERNER while doing medication reconciliation, as appropriate. 

 Providing timely feedback to physicians to complete the reconciliation 



Run Chart 



Run Chart 



Conclusion 
 

 Improved division med recon compliance 

 Increased physician med recon compliance and performance thru education 

 



Next Steps and Sustainability 
 

 Continuous support from the Medicine Department Leaders and Division 

Champion 

 Patient involvement in their health management should be maintained 

 Ongoing education and monitoring should be sustained 



Question and Answer 



Implementing Assessment & Prevention of 

Venous Thromboembolism  

Among  Admitted Patients  
 

Communicable Disease Center 

 

 

Sana Hasnain 

Quality Improvement Reviewer, CDC 



Background and Introduction 
 

 VTE is estimated to be among the most common preventable causes of 

hospital death. Therefore, a simple VTE risk assessment approach has been 

advocated to reduces this threat through timely initiation of prophylaxis. 

 There was no standardized VTE risk assessment tool being utilized for 

inpatients in Communicable Disease Center (CDC), therefore this quality 

improvement project was initiated.  



Aim and Measures 
 To increase the percentage of patients assessed for VTE from 0% to 50% by 

September 2018 and to 100% by the end of December 2018. 

 

Outcome Measure 

Percentage of patients who had completed VTE risk assessment done within 

24 hours of admission or transfer 

Number of patients developed VTE in CDC 
 

Process Measure 

Percentage of patients who have documented thromboprophylaxis 

administered according to the standardized VTE risk assessment / local policy 
 

Balance Measures 

Percentage of patients with complication or adverse / bleeding event related to 

Anticoagulant usage prescribed as VTE prophylaxis  



PDSAs / Change Ideas 



PDSAs / Change Ideas 



Run Chart – Outcome Measure 



Charts – Outcome & Balancing Measures 



Run Chart – Process Measure 



Conclusion 
 

Progress/Success 

 Process implemented for VTE risk assessment and prophylaxis in CDC 

compliance improved from 0 to 83% 

 VTE has been included in general orientation programme at CDC for new staff 

 VTE task force members actively deliver lecture for all HMC newly joined 

residents in Medical education 

 We celebrated VTE awareness day in CDC 

 VTE reminder alert was implemented in Cerner 

 

Challenges & Barriers 

 We need to implement  documentation of patient education in Cerner in order 

to prevent VTE and increase patient awareness about early symptoms of 

VTE. 

 



Next Steps and Sustainability 
 

 Maintain compliance to 100% with the future VTE- pop-up in Cerner. 

 Keep continuous education of all new doctors joining CDC and to target the 

physicians’ corporate orientation program 

 Recognize top performers 

 Implement standard tools and process for patient education 



Question and Answer 



Happy Unit is a Healthy Unit 
 

Heart Hospital 

 

 

Mincy Shaji, Head Nurse – CICU 

Ma Norie Harlata, Charge Nurse - CICU 

 



Background and Introduction 
 

Today every health care organization is invested in achieving and maintaining 

the best possible patient satisfaction scores. Several studies says one of the 

best ways to improve your patient experience at your facility is to make sure the 

employees are engaged and satisfied with work experience. HMC  also focus 

on patient satisfaction. 

 

With this in mind Coronary Intensive Care unit of Heart Hospital developed 

several strategies to maximize workplace effectiveness. 

 

About CICU  

• 20 bed unit 

• 100 staff ( 7nationalities, Age ranging from 25 till 55, different 

strengths)  

• Multidisciplinary team in the unit 



Aim and Measures 
 

 To  increase the staff satisfaction from 50% to 95% in CICU by August 2018.  

 To sustain the RN Survey score (11/11) of CICU in 2018. 

 

 

Outcome Measure 

RN Survey score (11/11)  

Percentage of staff satisfaction in CICU 

 

Process Measure 

Percentage of staff responses to the Joy at Work Questionnaire  

 

Balancing Measure 

Percentage of Patient Satisfaction in CICU  



PDSAs / Change Ideas 
 

 Developed a team to look into staff concerns and develop strategies 

 Tested and Implemented teams with team leaders  

 Tested and Implemented buddy system 

 Frontline staff are involved in Quality Projects, Decision Making 

 Front line staff are encouraged to speak out during rounds as well as in 

meetings 

 Every concern raised by the team were dealt in a very professional manner 

 Feed back are given consistently to the frontline team 

 Social gatherings/ Outings 

 Developed good rapport with medical team 

 Created a blame free culture 

• Non punitive environment 

• Staff are held accountable 

• Learn from mistakes/ errors 

• Transparency in communication 

 

 



Run Chart 



Run Chart 



Sustainability 
 

 Continue implementing all the developed strategies to sustain with results 

 Continue monitoring the Joy at work score  



Next Steps 
 

 Physical well being is an important factor that contributes to staff joy at work 

 Plan for 2019 : To implement Joy at walk weekly 



Question and Answer 



Thank you. 


