
Methodology 

Introduction 

The compliance of updating the telemetry nurse promptly 
was monitored from mid-June to mid-August 2015. Twenty-
eight patients with telemetry were transferred from one 
department to another. Only five=(18%) cases informed the 
telemetry nurse of patient’s movement promptly.  

Random survey in Ward 38 and 18 conducted; thirty-one out of 
fifty participants responded. Member realised that there were 
no tool to remind nurses when patient is for transfer and the 
telemetry form is non-specific enough. The telemetry form was 
re-designed and tested for the effectiveness 
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Data was collected after the implementation .Thirty-two out of thirty-five cases 
equivalent to 91.5% updated patients transfer promptly, indicating 75.5% 
improvement.  

Results 
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Members heightened awareness of patients’ safety through emphasizing with the 
general ward nurses on proper utilizing of the form. Data collected thereafter 
showed communication improved to 100% as the department informed telemetry 
nurse promptly. 

Conclusion 

Patients’ safety and outcome improved 
as they received prompt treatment and 
staff satisfaction improves as their 
stressor level decreases. 

Effective communication between 
telemetry nurses and ward nurses 
can allowed early interventions 
when there is arrhythmias. 
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Objective:  Improving communication by improvising the telemetry form which prompt  nurses to update the location of 

patients thus enhancing patients’ safety and  improving satisfaction in staffs.  


