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SUMMARY OF RESULTS 
Prior to implementation of the FMEA approach, tracking of vent cleaning was non-
compliant with 1 major patient safety incident occurring. 

Post implementation 100% of staff have attested to their understanding and 
agreeance with changes to the overall ventilator cleaning process. Ongoing 
auditing has shown a compliance increase to 85% and 86%, in July and August 
respectively, in tracking of ventilator cleaning since implementation. There  
have been zero nosocomial exposures to patients caused by breeches in  
cleaning processes. 
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LESSONS LEARNED
Regular education and 
auditing of compliance 
in ventilator cleaning 
processes ensure the 
continued safety of  
patients with a reduction in 
nosocomial exposures. 

Figure 1. Electronic ASA Desensitization Order Set in Meditech.

DESCRIPTION
Through the Failure Modes and Effects Analysis (FMEA) 
process a number of quality gaps were identified in 
the ventilator cleaning process thus increasing the risk 
of nosocomial exposure to critically ill patients. After 
developing new process maps, education was provided to 
staff. This education included policy changes, reviewing of 
an overall process map with three sub-process maps, and 
setting expectations for behaviours and compliance to the 
ventilator cleaning process. Staff then signed attestation to 
their understanding of process changes and commitment 
to patient safety through compliance. Auditing was 
commenced to ensure compliance to new processes, and 
will continue to be ongoing. 

OBJECTIVE
To implement and audit a strategic and multi-faceted 
decision making process for the ventilator cleaning process. 

ACTIONS TAKEN 
Multiple process maps were developed to guide staff in 
decision making for each failure mode of the cleaning 
process. This included sub-process for striping a dirty 
ventilator circuit, cleaning recircuiting and identifiying 
clean ventilators, and troubleshooting checkout testing of 
ventilators. Education was then provided to staff regarding 
both a linear cleaning process and actions to be taken 
should deviation occur. Attestations of understanding of 
process changes were completed, and auditing is ongoing 
to ensure compliance. 

Figure 2. Compliance rates for tracking ventilator 
cleaning via log book since implementation.
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