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Problems: Shift systems for workers and users at dialysis units have the potential for unreliable & unsafe care. Often the system in place for running a dialysis unit is one that has evolved, rather than been designed, & may not transfer easily to new environments & staff groups. 

Purpose: After an adverse incident where a patient’s dialysis graft was lost we undertook to redesign our care & communications systems to improve reliability & safety.
Design:

All staff were encouraged to generate ideas and feedback.

· We designed a ‘Traffic light’ triage system for vascular access so allocation of staff to patients per shift was aligned with their access needs e.g. needling of difficult AV fistulas.

· We designed a ‘Traffic light’ triage system for active clinical problems so shift coordinators could appropriately allocate staff based on clinical conditions e.g. continuity of leg ulcer care.

· Produced a patient safety checklist for each dialysis session so key goals around new clinical events, fluid assessments, vascular access & medications were reviewed every time.

· Produced a daily goals sheet (DGS) for each shift of patients containing triage information, nurse allocation, goals for each session & new goals generated for future sessions.

· Designed the DGS so the care provider signs off tasks completed, & shift co-ordinator countersigns allowing for improved reliability of care, supervision and education of more junior staff.

· Introduced nurse rounding by the senior shift coordinator based on the shift DGS to improve communication, visibility, enhance the safety culture, give educational opportunities for both care providers & service users. 

· Used the unit administrator who works office hours, not shifts, to generate the DGS. 

· Designed an electronic unit planner to log all tasks and communication in a single place from which DGS can be generated – accessible from all workstations & through a virtual private network. Intermittent recurring appointments entered to ensure they are not missed.

· Ensured members of multi-professional team all using planner as single method for communications.

Findings:
· Random sample of one shift per fortnight monitored to produce measure reliability of care – over a 26 week period compliance with sign off tasks became less variable and increased reliably to close to 100%.

· Any variances were noted and used in one-to-one and team debriefings to foster a positive   improvement culture 

· We observed the unplanned but highly valuable benefits of high reliability leading to patients and their families expressing their feeling that their care is safer creating a positive feedback loop for staff.
RELEVANCE: Redesigning and implementing a system with a high impact goal of 100% reliability of care has also transformed the dialysis unit culture to focus on safety and excellent communication. Getting all members of the team, especially our administrator, embedded in the process has been critical to success. By frequent small tests of change we were able to create buy in from staff and empower all team members to contribute. We hope that these same principles can be applied throughout our other clinical areas to improve reliability and safety for all patients.


