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Introduction Figure 1: Morning Workflow Results
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patient satisfaction, challenges remain in respect to day-to-day TR * Of these barriers, medication delays were selected for a root cause
workflow. Therefore, it is important to identify operational mknow ursings.n analysis. Areas related to this problem included new admissions and
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address it Figure 2: Afternoon Workflow
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Method * The major causes of the delays included (1) inpatient orders not being
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Conclusions

 While UMass Memorial Health’s HaH program has seen many
successes since its inception in August 2021, several opportunities
for clinical operation improvement were identified.

 Some areas that were identified include medication delays,

difficulties reaching the first patient of the morning, and
technological hiccups with the patient surveillance tablet.

 Of these, performing a root cause analysis of medication delays
would suggest that targeting provider education could decrease
the medication delays at morning drop-off and at new admissions.

e e * Next steps include conducting a PDSA cycle that is informed by

the root-cause analysis findings, and evaluate the impact of
provider education on the reduction of missing medications.

Request any additional labs, Follow-up on consults, reach out to patients in the afternoon if necessary, finish
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operation through observation and inquiry, before making
actionable changes (Lean.org). NEEE R R R S
* For two weeks, four nurses, two care navigators (case p sl S e R S
managers), one clinical coordinator, and two providers were
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