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Background Interventions

Ward 68 Is the main Isolation ward within the hospital with 22 single bedded
rooms and 4 4-bedded cohort rooms. Patients requiring isolation precaution are
sent to ward 68.. Patient with MDRO are isolated in a single room and often
faces problem with discharge plan to community setting such as the community
hospital and voluntary nursing home, hence limiting the availability of single
bedded isolation room for higher level of infectious cases. Patients stayed longer = =
In isolation room due to delay in clearance as most community setting only qugé }34 “*
accept patient who are cleared of the MDRO status. e
Objective : To improve the lead time taken for MDRO patients from antibiotic

completion to de-isolation from W68 by 60%” within 9 months period. 1IF} ==

Methodology

The root causes of the delay in de-isolating patient were brainstormed among the
team and 8 root causes were identified using a cause and effect diagram. To
further verify the root causes, the team drew out a Value stream mapping (VSM)
to identify which are the non-value added process.

PDCA cycle 1 Test out the feasiblility of using quick guide display board on the
clearance guideline

PDCA cycle 2 Tests if an orange divider with clearance
form helps to remind the staff to carry out
clearance promptly
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