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¢ Patient refusals: Provided specific patient messaging examples (i.e., “this technology is here to maintain Conclusions
your safety while in our care, recording is not allowed, etc.”).

» Staff refusing to be on camera: Encouraged utilization of privacy options during patient interactions.

» Staffing challenges: Utilized light duty staff personnel, posting to hire nonclinical staff, saturate staff
training to cover float needs.

* Continued need for bedside sitters: Encouraged frequent CVM trials for patients requiring bedside
sitters who do not meet specific exclusion criteria (i.e., suicide risk). Consider that some patients only
need bedside sitter at night and CVM appropriate during the day.

To improve device utilization and staff
compliance with video monitoring technology,
teams should place strong emphasis on obtaining
staff buy-in, leading by change management, and
addressing barriers to utilization in a timely
manner.
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