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* Conduct pilot testing in one area.

Step 8: Implement and monitor the redesigned processes.
 Communicate reasons for process change.

* Find change agents.

* Define process and outcome measures.

* Monitor overtime.

Conclusions

 Patients agreed to blood work draw day prior to chemotherapy.

Patient satisfaction with this new process was evaluated and was positive.
 Successful implementation of OPIS has significantly reduced the risk of
errors associated with chemotherapy order process.




