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BACKGROUND PICO QUESTION

For healthcare providers caring for patients requiring a patient safety
attendant, does the use of an evidence-based toolkit compared to current
interventions and processes increase patient and staff safety?

There are gaps in the practice of staff caring for patients who require a safety
attendant despite policies and procedures in place.

Often referred to as “sitters”, patient safety attendants have an instrumental role
in keeping patients safe who are identified as danger to self or others (DTS/DTO).
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METHODOLOGY

DESIGN: Quality Improvement project, DMAIC process
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SETTING: 595 licensed bed acute care tertiary hospital in urban
Southwestern United States

fimefeod: S 2 TOOLS/MEASURES: Post intervention survey & utilization report

INTERVENTIONS
REVIEW OF THE LITERATURE . Cremton of ool

Evidence suggests using a comprehensive, evidence-based toolkit has been found « Education for all clinical staff experienced in safety attendant
beneficial in standardizing practice.

* PubMed and CINHAL databases searched.

» Added toolkit to safety attendant onboarding
*  Purposeful rounding.
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FINDINGS

e Demographics:

= Number of responses (n=20); 3 Patient Care Tech (PCT) (15%), 17 Registered Nurses (RNs) (85%)

- 12 (60%) have practiced as safety attendant less than 5 years

e Awareness

- 16 (80%) of respondents agreed or strongly agreed to having awareness of the toolkit
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e Utilization

- 17 (85%) of respondents stated they have accessed and referenced the toolkit

Toolkit Utilization 7/6-7/20/2023
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e Adds Value to Practice
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CONCLUSION

Handoff of patient information is critical in order to provide safe patient care. By
identifying practice gaps in policy and procedure, and interviews with key
stakeholders, a toolkit can provide a resource for nursing and safety attendants
to guide standardized practices to keep patients safe.

RECOMMENDATIONS FOR PRACTICE

Identify root causes for patient behavior driving the risk of harm to self/others

Create and promote a toolkit with resources in a centralized location for
strategies to care for patients at harm to self/others

Leadership continue to audit safety attendant practice
Continue to monitor patient elopements (patient safety)

Continue to monitor number of workplace violence incidences (staff safety)
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