Title of Innovation:  Technology Based Nursing Systems Redesign
VISN:  15
Facility:  John J. Pershing VAMC
Primary Author:  Ginger Potts

Team Members:
Kay Fox

Sydney Wertenberger
Janice Vernon
Delinda Bounds
Clay Franklin
Lynda Frey
Gary Cates
Abstract:
Acquisition of computer equipped bedside medication units allowed for a transformation of nursing care delivery in the acute medical/surgical patient care units in this small rural facility. A collaborative effort was required including IT and logistics to obtain the equipment, engineering to secure the carts, building management for cart cleaning, and pharmacy to redesign delivery of medications. As a result of these efforts, computer equipped bedside medication carts allowed for medication administration and patient care documentation to be performed at the patient bedside improving the work flow of patient care delivery. Not only did medication errors decrease by 50%, but increasing nurse time at the bedside resulted in a reduction in patient falls of 50%, improvement in SHEP scores, and increase in nurse satisfaction as evidenced by a decreased turnover rate to less than 1%. 

Full Submission:
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Title of Innovation:  Patient Centered Shift Handoff
VISN:  12
Facility:  Madison VAMC
Primary Author:  Mary Hartmann

Team Members:
Beverly Priefer
Jacalyn Sutton
Susan Clearfield
Sarah Schroeder
Dennis Clapp
Molly Brunner
Teresa Van Wagoner
Laura Pafford
Donna Miller
Mary Schmidt
Abstract:
Redesigning change of shift handoff to occur at the patients’ bedside in medical and surgical units assisted veterans to make informed choices about their own healthcare while also improving the accuracy of nurse-to-nurse communication. To support this innovation, a standardized handoff process was developed. After nurses review a patient preview spreadsheet they then use a standard format called “PACE” (patient/problem, assessments/actions, continuing/changes, and evaluation) to communicate handoff information at the bedside along with informing the patient about the “plan for the day/stay”.  One team member published on the PACE template for shift report in a nursing journal, Nursing 2006.  Patients report high levels of satisfaction. In addition, the new process takes less time; 79% of nurses reported that the new process is better; and 61% reported that they forgot less often to communicate important information to the next shift. 

Full Submission:
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Title of Innovation:  Minneapolis Heart Failure Telehealth Clinic
VISN:  23
Facility:  Minneapolis VAMC
Primary Author:  Connie Jaenicke
Team Members:
Judy Wagner
Anne Steckler
Abstract:

Escalating costs, transportation barriers, and the need for close monitoring of patients demand innovative approaches in management of veterans with heart failure. To respond, a nurse-managed heart failure telehealth clinic was established with physician consultation. The clinic incorporates a combination of case management, telehealth monitoring, optimization and titration of heart failure medications and intravenous medication administration in an outpatient observation unit. Costs in high-risk patients were reduced by over $6000 per veteran.  In addition, telephonic titration of medication in medium-risk patients reduced the number of patients needing implantable cardiac defibrillators or cardiac resynchronization therapy by half. 

Full Submission:
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Title of Innovation:  Striving for Excellence on a National Level (IHI initiatives on reducing central line infections and ventilator associated pneumonias) 

VISN:  10
Facility:  Cincinnati VAMC
Primary Author:  Suzanne Brungs
Team Members:
Rachael Hasselbeck
Marta L. Render
Abstract:

Two nurses in the VA Inpatient Evaluation Center served as Implementation Coordinators for the Institute for Healthcare Improvement (IHI) Saving 100,000 Lives Campaign initiative to reduce hospital acquired infections in VA Intensive Care Units. To support this initiative they developed a SharePoint site that houses toolkits for the implementation of evidence based practices to reduce central line associated bloodstream infections and ventilator associated pneumonias. The toolkit contains strategies for promoting the project, educational materials, literature on practices to reduce infections, sample policies, data collection tools, and graph templates to provide feedback to employees. In addition, they supported improvements through web-based conference calls and a mentoring program. In the past two years, within VHA, both central line infection rates and ventilator associated pneumonia rates have decreased by almost 40%.  

Full Submission:
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Title of Innovation:  Intensive Cultivation of an Exportable Skin Management and Pressure Ulcer Prevention Program
VISN:  8
Facility:  James A. Haley VAMC
Primary Author:  Susan S. Thomason
Team Members:  
Christine Bennett
Paula Boyle
Anne Dammers
Heidi Lacko
Jane Nichols
Anna Resulta
Candice Watkins
Abstract:

Fragmented skin and wound care practices were transformed through the use of nursing experts, education, performance improvement, and monitoring to a dynamic skin management and pressure ulcer program. The work began by identifying structure and process gaps between existing practices and a new VHA Handbook on “Assessment and Prevention of Pressure Ulcers.” Based on this assessment, an action plan was implemented. Central to the success of the transformation was providing advanced education to four staff nurses who coached other nurses in state-of-the-art skin and wound care practices. A research study reported that this nursing initiative resulted in saving over $500,000 through improve skin care practices in veterans with spinal cord impairment.

Full Submission:
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Title of Innovation:  Genie in a Bottle: The Magic of Nursing Brilliance (glycemic control protocol)
VISN:  4
Facility:  Pittsburgh VAMC
Primary Author:  Candace Cunningham
Team Members:
Mary Rudy
Joyce Ewing
R. Harsha Rao
Abstract:

Veterans undergoing cardiac bypass surgery were developing deep sternal surgical site infections at a concerning rate. A workgroup discovered that in all patients who had developed mediastinits and significant post-operative hyperglycemia, available glycemic protocols were either inadequate to meet patients needs or so complicated that they were prone to error. As a result, a team of nurses designed and educated their colleagues on a usable patient-focused tight glucose control system. Within the first month, improvement occurred. Ongoing performance improvement work resulted in GENIE (Glycemic Expert for Nurse Implemented Euglycemia), a computer interface that allows for precise glucose management that is soon to be patented. 

Full Submission:
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Title of Innovation:  Improving the Early Detection and Case Management of Colorectal Cancer
VISN:  4
Facility:  Pittsburgh VMC
Primary Author:  Nicole Hicks
Team Members:
Joann Moorhead
Joan Zolko
Kimberly Toland
Robert Monte
Frederick DeRubertis
Abstract:

The staffing methodology and care delivery model were structurally redesigned to improve colorectal cancer screening compliance and patient access to the Gastroenterology (GI) clinic and lab. Some resulting changes included having a nurse call patients three-days pre-procedure to review prep instructions, training in intravenous administration to eliminate delays while waiting for IV access, additional escort staff to facilitate transportation, hiring a nurse practitioner as a colorectal cancer coordinator to improve processing of patients with positive fecal occult blood test results. As a result, colorectal cancer screening rates increased by from 50 to 76%, productivity in the GI lab improved by 23% and waiting times were reduced to 12 days.  

Full Submission:


[image: image7.emf]VISN 4 Nicole  Hicks.doc


Title of Innovation:  Applying Evidence Based Practice through Shared Governance Structure
VISN:  8
Facility:  James A. Haley VAMC
Primary Author:  Diane Mayes
Team Members:  
Patricia A. Quigley
Abstract:

A formalized shared governance structure created a work environment for nursing staff to be actively involved in decision making and use evidence to drive decisions for patient care and nursing practice. A coordination council integrates the work of four other nurse-led councils on quality, advocacy, professional development, and practice. A formalized process was developed for nursing staff to present issues for council consideration. A wide variety of patient care and work environment improvements have been made including implementing medical response teams, developing a standardized handoff process, ensuring that policies and procedures are evidence based, and redesigning work processes so that non-nursing tasks were performed by appropriate services.
Full Submission:
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Title of Innovation:  Use of Restorative Nursing Assistants in the Critical Care Units
VISN:  22
Facility:  Los Angeles VAMC
Primary Author:  Mari Kelley
Team Members:
Brooks Kabo
Abbas Ardehali
Margaret M. Kohn
Cathy A. Bradish
Adina Katz
Abstract:

Long intensive care unit (ICU) lengths of stay were related to medical provider’s lack of confidence that nursing staff outside of the ICU would ensure that patients received adequate physical therapy and rehabilitation. Restorative Nursing Assistants (RNAs) were hired and educated to supplement rehabilitative activities of patients provided by nursing staff.  RNA’s, under the direction of nurses, assisted patients in the intensive care units, progressive care units and medical-surgical wards to sit in a chair to eat meals, ambulate, use an incentive spirometer, and other rehabilitative activities. In addition to decreasing median LOS in the critical care areas from 10 to 5 days, the cost and quality of care for patients were improved. 

Full Submission:

[image: image9.emf]VISN 22 Mari  Kelley.doc


Title of Innovation:  Centralizing Nursing in a Care Line Model: Creating the SAVAHCS Culture of Caring
VISN:  18
Facility:  Tucson VAMC
Primary Author:  Sheila Thompson
Team Members:
DJ Smith
Charles Silveri
Martha Kates
Abstract:

A Nursing Reorganization Design Team coordinated the transformation of nursing from a decentralized model to one in which inpatient nursing resources were consolidated into one care line and the entire nursing practice environment was strengthened through a nursing committee structure. In a retreat, the work of nursing was coalesced by establishing a “Culture of Caring” and a redefined mission, vision, values, and theory. Unit councils were established to increase nursing staff control over their practice environment. Not only are nurses reporting higher satisfaction levels but also the use of outside agency staff has been reduced by more than 50% and patient outcomes have measurably improved. 

The Nurse Executive was charged with gathering nursing leaders and staff representatives to develop a plan to centralize nursing and increase the standardization of nursing practice across the organization

Full Submission:
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Title:  Striving for Excellence on a National Level 

Summary of Initiative:  Beginning in FY 2005, and coincident with the Institute for Healthcare Improvement (IHI) Saving 100,000 Lives Campaign, the Department of Veterans Affairs decided to implement many of the IHI’s Saving 100,000 Lives Campaign initiatives including those to reduce hospital acquired infections in VA Intensive Care Units (ICU).  Addressing these IHI initiatives specifically as well as other missions, the VA Inpatient Evaluation Center (IPEC) employs two nurses (SB and RH) who function as the Implementation Coordinators.  In order to be successful, the individual VA ICUs needed the resources and support during the upstart of these initiatives.  The IPEC created a data collection instrument and instituted a program to systematically reduce central line associated bloodstream (CLAB) infections and ventilator associated pneumonias (VAP) through implementation of evidence based practices collaborating with 10N and the Program for Infectious Diseases.  With leadership from the Implementation Coordinators, plans were made to develop two websites to promote the use of evidence based practices to improve the quality of patient care.  Both websites are accessible off of the IPEC home page: http://vaww1.va.gov/IPEC/


One of the websites created was a Sharepoint website that housed toolkits for the implementation of evidence based practices.  The toolkits contain such items as: data collection tools, information about the practices to reduce infections, the literature to support these practices, examples of how to market and promote the project, graph templates to feedback infection rates to staff, educational materials, order sets, policies and protocols.  These toolkits were built by collecting items from sites that were experiencing success in dropping their infection rates.  These toolkits allowed sites who were just starting out the ability to access ready made information that they could tailor to meet their needs instead of having to start from scratch. 


Because the data was not collected nationally, the IPEC also developed a web based database to collect numerator and denominator data regarding hospital acquired infections in every VA ICU.  Furthermore, this website collated information about each facility’s adherence to the evidence based practices.  This database was fully operational in FY 2006.  


The national kick-off of both initiatives began with national web-based conference calls. The agenda for the conference calls included a national leader of the VA introducing the topic and its importance to veterans, an expert in the topic who presented the literature supporting processes that reliably reduced infections, followed by success stories from the field.  Follow-up calls were held to update and answer questions again with success stories from the field.  Educational modules were created to support the initiatives.  The educational modules offered free continuing education credit which fostered the nurses’ ability to collect mandated nursing credits for license renewal.  Through collaboration with Employee Education Services (EES), these modules were made available to every ICU nurse in the VA.  



Rates of hospital infections including the number of months without a single infection are reported quarterly to facility and VISN leaders. For those hospitals whose infection rates appeared resistant to improvement after 6 – 9 months, the VA IPEC notified hospitals, inviting them to participate in a mentoring process to identify local barriers and improve their results. 



In the two years since reducing infection rates has been a VA national initiative, central line infection rates have decreased by almost 40%.   Ventilator associated pneumonia rates have decrease 37%.  

Date of Implementation:  The implementation of evidence based practices began in 60 VA ICUs during the initial IPEC pilot in FY 2005. In the second quarter of FY2006, the practices were rolled out nationally.  The implementation of these practices continues today throughout all approximately 192 VA ICUs. 


Identify each rating category being addressed followed by applicable narrative:


1.  Adoption of the Innovation – 


There have been multiple calls in the healthcare community to reduce the number of hospital acquired infections.  In addition to the Institute for Healthcare Improvement (IHI) and their two recent campaigns (Saving 100,000 Lives, and Protecting 5,000,000 Lives From Harm), the Joint Commission has also supported implementing evidence based practices to improve patient outcomes.  Before the initiative began, the VA nosocomial infection rates nationally were considered fairly high (well above the 50th percentile for the National Healthcare Safety Network (formerly National Nosocomial Infections Surveillance System).   The practices to reduce infections are well-documented in the literature.  The practices used to reduce central line infection include these practices to be followed during the insertion of the line: donning a sterile gown and gloves, wearing a mask and cap, prepping the skin with chlorhexidine, and covering the patient with a full body sterile drape.  Practices to reduce the incidence of ventilator associated pneumonia include: elevating the head of the bed greater than 30 degrees, deep vein thrombis and stress ulcer prophylaxis, assessment of the patient daily for weaning, daily sedation vacations and daily spontaneous breathing trails.  Literature outlining these practices are listed in the reference this of this application. These publications outline not only decreases in mortality, decreases in length of stay, but also outline cost savings from improving patient outcomes (please see the bibliography for a selected list of references outlining the evidence based practices)   The evidence based practices to reduce these infections were variably implemented across the VA.  There was a definite need to implement these practices.   


One of the first developments that IPEC committed to was the creation of a data management website.  This was essential for the collection of national data on central line and ventilator associated pneumonia infection rates.  On this website, all 190+ ICUs in the VA enter the numerators (number of infections) and denominators (number of device days).  Additionally, all sites enter their data on compliance with all of the individual bundle elements present in the infection reduction bundle.  Implementation and use of the data management website has been highly successful.  When the website first was opened, it was mandatory for sites to enter their data monthly.  However, even though use of this website has been voluntary for over a year now, well over 95% of the sites continue to enter all data elements on a monthly basis.



One of the authors (SB) had recently implemented a successful local ten-hospital collaborative project aimed at reducing central line infections and surgical site infections.  This project was awarded the Joint Commissions Ernest A. Codman Award.  Adapting the successful collaborative process from that ten-hospital project to a national 192-site initiative was going to take some innovative approaches.  One of the first developments we undertook was the creation of a toolkit for each of the initiatives we were tasked with.  The toolkits contained items such as examples of policies and protocols, order sets, marketing tools, educational modules, data collection forms, bibliographies as well as a host of other items.  These toolkits were placed on a Sharepoint website that anyone with a valid VA login had access to.  This same website housed the Inpatient Evaluation Center risk-adjusted length of stay and mortality reports that were released twice a year.  Furthermore, this Sharepoint website was seen as a “one-stop shopping” portal.  Not only could they get their ICU reports, access national toolkits, they could also access slides from national calls on the topic and participate in a discussion board.  Although Sharepoint websites are being used with increasing frequency over the past couple of years, when we first launched our Sharepoint website, it was the first Sharepoint website that many of our users had encountered.


Another leading edge technology that we utilized at the kickoff of our project in 2005 was web conferencing technology.  Although such technology is more commonplace now, when we held these kickoff calls, this was the first time that many participants had seen this used.    In addition to viewing slides real time during the presentation and allowing for real time question and answers, this web conferencing tool allowed us to demonstrate how to use the Sharepoint and Data Management websites.  We were able to show how to navigate through the systems and show all of the components of the two websites.  



Finally, as struggling sites were identified, they were offered a mentoring program by the IPEC Implementation Coordinators.  This mentoring allowed us to customize the IPEC tools for their site.  We completed monthly calls with the project leader and team members.  During the calls we discussed barriers to the project, current infection details, as well as specific items they needed assistance with.  This allowed the Implementation Coordinators to identify specific toolkit items that would be of help.  We tailored specific items for their needs (i.e. graphs of their infections, data collection tools, posters for teaching, brochures, etc).  We also developed action items with specific timelines for follow-up. 

2.  Nursing Leadership and Collaboration – 



There are multiple ways in which nursing has participated in the development and implementation of this initiative.  Both authors (SB and RH) are the Implementation Coordinator nurses who determined the data element fields for the Sharepoint and Data Management websites.  We both also called every nurse manager and infection control nurse as this project was rolling out.  Initially we contacted the 60 pilot ICUs and eventually the remaining 132 ICUs.  In addition to inviting bedside nurses, infection control nurses and nurse executives to listen to the National web conferencing calls, we invited nurses to be presenters on our calls.  They discussed the central line and ventilator associated pneumonia projects that were underway at their sites, including barriers, facilitators and success stories.  These calls focused on field staff implementation of these initiatives, not just leadership involvement.  


The authors also assisted with getting nursing modules created on reducing central line infections and ventilator associated pneumonia.  We worked with the National EES (Employee Education System) office to develop learning modules that all ICU staff nurses could complete for 4 CEUs.  Along with the Implementation Coordinators, 3 other VA nurses assisted with the development and evaluation of the learning modules before being released to the field.   After creation of these modules, emails were sent to all VA Nurse Executives and ICU Nurse Managers.  The email explained how ICU staff nurses could complete the learning modules.  This was also an innovative initiative that has been seen as a success by the EES staff nationally. As of early April 2008, over 600 nurses have completed both the central line and ventilated associated pneumonia modules.  



Infection control nurses, quality management nurses and ICU Nurse Managers were generally the project leaders assigned at the hospital level.  These leaders were responsible for utilizing the sharepoint toolkit items and modifying them to fit their needs.  Frequently, they revised policies and procedures that needed to go through committee structures at the hospital and even through the VISN.  If they ran into roadblocks with the project, we provided assistance as well as other resources to overcome those barriers.  Some nurses were also able to integrate some of the project initiatives into Goalsharing projects leading to even higher levels of success in implementation and buy-in.  



There are many examples of collaboration and multidisciplinary impact from this project.  Beginning with the kickoff calls at the beginning of the project and follow-up national calls, participants on the calls included ICU nurse managers, quality management staff, ICU physician directors, Chiefs of Staff, ICU attending physicians, infection control practitioners, VISN office staff, staff nurses, respiratory therapists, as well as other disciplines.   When the Implementation Coordinators worked with struggling sites, participants on these calls included ICU nurse managers, ICU physicians, infection control practitioners, respiratory therapists, ICU staff nurses and quality managers.  As already mentioned previously, we developed a relationship with the national EES office regarding creation of national learning modules.  The success of that program is leading to future IPEC program and nursing module development (i.e. the National Rapid Response Team/System initiative and glycemic control initiative).  Collaboration on a national level continues as the national Office of Nursing Service has also placed links to the education modules on their homepage as well as links to the IPEC website. 




The process used by IPEC to implement these projects has been disseminated and discussed at various levels.  One author (SB) has also presented at multiple Collaborative Learning Sessions and National Calls of the VA FIX (Flow Improvement Initiative) over the past year and a half and has presented outcomes of this project.  

Brungs SM, Hasselbeck RC, Render ML, Almenoff PL, Freyberg RW (2007) Effective Strategies for Implementing National Initiatives to Reduce Nosocomial Infections.  Presented at The 14th National Evidence-Based Practice Conference, April 20, 2007, University of Iowa


Hasselbeck RC, Brungs SM, Almenoff PL, Freyberg R, Render ML (2007)


Collaborating Hospitals Successfully Reduce Intensive Care Nosocomial Infections. Sigma Theta Tau International Annual SONK Consortium Conference, Feb. 16, 2007, Cincinnati Ohio


Hasselbeck RC, Brungs SM, Almenoff PL, Freyberg R, Render ML (2007) National VHA Initiative to reduce Intensive Care Nosocomial Infections.  Presented at Building Collaborative & Community focused Evidence Based Approaches, October 19, 2007, University of Miami Florida.


3.  Scope of Initiative – 



As outlined above, the initiative of reducing central line infections and ventilator associated pneumonia in ICU patients has been a national effort since FY2006.  The initiatives started off usually in only one ICU at each site.  The practices then spread not only to all of the ICUs, but also to other areas of care including: med/surg wards, telemetry, the emergency department, the operating room, special procedures departments, and other areas in which the practices have spread.   Regarding the central line infection project, the fact that many sites switched to a new standardized insertion tray made it easier to spread throughout the facility.  The new trays acted as a forcing function to make the physicians insert the lines the “correct way”.  The policies and protocols for the care ventilator patients have affected the care of ventilator patients in all areas of the facility as well.  Although the main focus of the evidence based practices has been to decrease central line infections and ventilator associated pneumonias, the scope of the initiative is growing.  Currently, we are working on a glycemic control toolkit to assist with the management of hyperglycemia in acute care patients.  Furthermore, the toolkit for creation and implementation of Rapid Response Teams is well underway.  


Having worked with ICU nurse managers and infection control practitioners, we learned that often times they worked on a VISN level to achieve the goals of continuity of practices, establish ordering of supplies as a VISN, and reported their infection/compliance rates through their VISN QMO.  The results of these national initiatives can be seen in the next section.  


4.  Impact – 


Central line infection rates have decreased 48% (p<0.001) since the project was rolled out nationally in 2nd quarter FY 2006.  Likewise, ventilator associated pneumonia rates have decreased 42% (P<0.001) in the same timeframe.
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After the first two national kick-off calls for the central line and ventilator bundles, we surveyed call participants.  96% and 84% of the respondents respectively stated that the call was very informative.  We also surveyed the users of the IPEC Sharepoint website and asked which toolkit items they were most satisfied with.  Overall, the highest satisfaction with team leaders were with the definition of the bundles (84%) and education tools (85%).  Overall satisfaction with IPEC resources was 89%.


Most of the sites expect to see continued low rates because they have threaded the changes into the fabric of their daily work.  For example, one of the largest changes involves new central line insertion trays.  Most sites have changed to central line insertion trays that do not contain betadine, but instead, chlorhexidine comes standard.  Additionally, the small localized sterile drapes were replaced by a sterile full body drape.  Another movement that shows that these changes are long-term, instead of a short-lived project, is that policies and protocols were changed reflecting the evidence based practice bundle elements.  These policies go through multiple layers in the facilities for approval.  Specifically for the central line project, some nursing units purchased a traveling “central line cart” which has on it all of the approved central line insertion items.  These carts include only the “correct” items and none of the old “incorrect items”, resulting in a forcing function that makes it “easy to do it right” and “hard to do it wrong”.  Finally, although not officially part of the IHI ventilator bundle, many facilities began using standardized oral care kits for their ventilated patients.  These kits, and the policy for administering oral care, were changed to provide oral care every two to four hours based on literature recommendations. 
These long term changes will continue to decrease infections resulting in lower mortality, lower lengths of stay and decreased patient suffering.  


Selected References for Central Line and Ventilator Best Practices


Berenholtz SM, Pronovost PJ, Lipsett PA, et al. (2004) Eliminating Catheter-Related Bloodstream Infections in the Intensive Care Unit. Critical Care Medicine, 32:2014-2020.


Centers for Disease Control and Prevention:  Guidelines for the Prevention of Intravascular Catheter-Related Infections (2002).  MMWR ,51(No. RR 10), 1-36.


Chaiyakunapruk N, Veenstra DL, Lipsky BA, Saint S. (2002) Chlorhexidine Compared w/ Povidone-Iodine Solution for Vascular Catheter-Site Care: A Meta-Analysis. Annals of Internal Medicine, 136(11), 792-801.


Conti G, Montini L, Pennisi MA, et al A Prospective, Blinded Evaluation of Indexes Proposed to Predict Weaning from Mechanical Ventilation. Intensive Care Med 2004; 30: 830-836


Drakulovic MB, Torres A, Bauer TT, et al.  Supine Body Position as a Risk Factor for Nosocomial Pneumonia in Mechanically Ventilated Pts:  A Randomized Trial.  Lancet.  1999; 354(9193): 1851-1858.


Esteban A, Alia I, Tobin M, et al. Effect of Spontaneous Breathing Trial Duration on Outcome of Attempts to Discontinue Mechanical Ventilation. Am J Respir Crit Care Med 1999; 159: 512-518


Geerts WH, Pineo GF, et al.  Prevention of Venous Thromboembolism:  the Seventh ACCP Conference on Antithrombotic and Thrombolytic Therapy.  Chest.  Sept 2004; 126 (3 Supply): 338S-400S.


Hu KK, Lipsky BA, Veenstra DL (2004) Using Maximal Sterile Barriers to Prevent Central Venous Catheter-Related Infection: A Systematic Evidence-Based Review. Am J Infect Control, 32(3), 142-6.


Kress JP, Pohlman AS, O’Connor MF, Hall JB.  Daily Interruption of Sedative Infusions in Critically Ill Patients Undergoing Mechanical Ventilation.  N. Engl J Med.  2000; 342(20): 1471-1477


National Healthcare Safety Network (NHSN), Patient Safety Protocol Component.  Definition of Ventilator Associated Pneumonia.


Quenot J, Ladoire S, Devoucoux F, et al.  Effect of nurse-implemented sedation protocol on the incidence of ventilator- associated pneumonia.  Crit Care Med.  2007; 35(9): 2031-2036.


Rubinson L, Diette GB (2004) Best Practices for Insertion of Central Venous Catheters in Intensive Care Units to Prevent Catheter-Related Bloodstream Infections.  J Lab Clin Med, 143, 5-13.


Tablan OC, Anderson LJ, Besser R et al.  CDC; Healthcare Infection Control Practices Advisory Committee.  Guidelines for Preventing Health-Care Associated Pneumonia. 2003: Recomm of CDC and the Healthcare Infection Control Practices Adv Comm.  MMWR Recomm Rep.  2004; 53(RR-3): 1-36. 


Tantipong H, Morkchareonpong C, Jaiyindee S, Thamlikitkul V:   Randomized Controlled Trial and Meta-analysis of Oral Decontamination with 2% Chlorhexidine Solution for the Prevention of Ventilator-Associated Pneumonia.  Infection Control and Hospital Epidemiology. 2008; Feb (29): 131-136


Wall RJ, Ely EW, Elasy TA, et al (2005) Using Real Time Process Measurements to Reduce Catheter Related Bloodstream Infections in the Intensive Care Unit. Qual Saf Health Care (14)295-302.
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GENIE in A Bottle: The Magic of Nursing Brilliance


Summary of Initiative:


The inability to embrace practice with autonomy and control is an ongoing, yet uniquely defining phenomenon for the profession of nursing (Hess, 2004). Research has given us some insights into why this phenomenon continues to be present for nursing, including organizational cultures of managerial control and non-empowering leadership styles (Porter O’Grady, 2001). In response to the growing impact this phenomenon has on nurses’ professional satisfaction and commitment, strategies to support processes that would allow nurses to eradicate this trend in practice have been developed. One such strategy includes creating practice environments in which nurses can engage in shared governance. Shared governance, while manifest with theoretical and definitional ambiguities, can broadly be thought of as a dynamic care delivery model in which point-of-care decision-making serves as the framework for shaping organizational structures and processes (Anthony, 2004; Hess, 2004; Porter O’Grady, 2001). The VA Pittsburgh Healthcare System (VAPHS) is an integrated three division system consisting of 629 operational beds serving a veteran population of over 360,000 patients. Services include acute care, long term care, and behavioral health as well as tertiary services such as cardiac surgery and liver and kidney transplantation. VAPHS is in the process of developing and implementing a formal shared governance model. Prior to implementation of shared governance, VAPHS had the opportunity to collaborate with Pittsburgh Regional Healthcare Initiative and Centers for Disease Control in a pilot project which utilized the Toyota Production System (TPS). TPS is a system engineering strategy used in manufacturing (Spear & Brown, 1999). It has as a central principle the expectation that all work processes are controlled experiments that are continuously improved by the people actually doing the work. This principle is consistent with shared governance in that point-of-care decision-making by nurses is essential. This startling approach to apply proven manufacturing strategies to nursing practice was initially viewed with skepticism. Our challenge was to facilitate a culture change so that nursing staff adopted TPS and the related interventions as a component of the traditional sacred “nursing process”. This cultural transformation would anchor the changes in practice, and sustain ongoing compliance. Supportive nursing and educational resources were dedicated to the program. Since TPS relies on the workers controlling the change, nursing staff were immediately engaged, empowered, and provided resources to be successful. In 2004, cardiac bypass surgery was teetering on the brink of being shut down due to poor patient outcomes including deep sternal surgical site infections. What a travesty this would have been given VAPHS stellar performance in cutting edge surgery! Not only would our record have been blemished but more importantly our veterans would be without this lifesaving surgery. How ironic during this same period we were emerging as a MRSA reduction authority through participation in the Toyota project, but yet we had patients dying as a result of infection. Date of Implementation: January 2004.

Adoption of Innovation

In late 2003 VAPHS noted a significant increase in mediastinitis following Cardiac Bypass Surgery (CABG). Other factors were also causing concern and placing the VAPHS cardiac surgery program at jeopardy. During the same period one of the Surgical Intensive Care Unit (SICU) nurses became the Perfecting Patient Care Team Leader (PPCT) for the TPS project in the SICU focused on MRSA reduction. At the direction of the Chief of Staff a multidisciplinary work group was formed to investigate reasons for the increase in mediastinitis; the new PPCT was assigned to this workgroup.


One of the findings reported by the work group was that in spite of an insulin therapy protocol in place with which all post CABG patients were treated; all patients who developed mediastinitis had significant post-operative hyperglycemia. VAPHS is affiliated with the University of Pittsburgh and shares physicians with UPMC Presbyterian Hospital which was using another protocol at the time. VAPHS was given a copy of this protocol but when the protocol was entered into VAPHS CPRS it took six pages for the required orders. The SICU nurses were strongly opposed to implementing this protocol, they thought it was complicated, cumbersome and would contribute to increased errors. A small work group of nurses was formed to explore alternative protocols; this group included the PPCT, who was concurrently facilitating implementation of TPS in the SICU. In this capacity the PPCT was working with a TPS teacher who was an engineer. Multiple protocols were examined and evaluated, the nurses thought most were inadequate to meet patients need or too complicated to use for these patients whose status can change from minute to minute. The engineer, already working with the SICU to implement TPS, volunteered to participate in developing a computer interface which would decrease complexity at the point of use. The goal of this creative unique approach was to incorporate nurse’s input into designing a usable patient focused tight glucose control system. The VAPHS Chief of Endocrinology, who had been charged by the Chief of Staff to intervene in management of these patients, agreed to collaborate in the development.

Van Den Berghe (2001) study highlighted improved outcomes associated with better glycemic management in critical care. Based on this study, we continued to target a blood glucose range of 80 to 110mg/dl, but our new protocol was designed to be more dynamic and aggressive. The protocol was developed through a collaboration of endocrinology, nursing and the engineer. A computer interface was designed which allowed the nurse to enter data and receive protocol instructions at the bedside with no calculations required. Facets of the new protocol were counter intuitive to the traditional practices the nurses were comfortable with and required them to utilize their expertise in critical thinking to understand the rational and dynamics of the protocol. For example, there may be instances in which the protocol will require simultaneous delivery of insulin and glucose source. Once training was completed and the protocol implemented, outcomes and processes was closely monitored by the development team. Revisions were made based on feedback from the SICU nurses; re-evaluation continued on a regular basis. The SICU nurses provided ongoing support to the design team and continue to do so today by their continued monitoring of protocol outcomes and processes.  

Nursing Leadership and Collaboration


The SICU nurses formed a work group to examine multiple glycemic control protocols prompted by their concern regarding the complexity and safety of a physician proposed protocol. When that group failed to find a protocol to adopt, the decision was made to design a new protocol; make it safe and effective for the patient while being user friendly for the nurse. The result was a nurse driven collaboration enlisting development expertise from critical care nursing, the Perfecting Patient Care Team Leader (PPCT), endocrinology, critical care medicine, cardiac surgery and a TPS engineer. Furthermore, this protocol received oversight by the VAPHS IRB and R&D Committees. While our formal nursing governance structure was in its early development, SICU nurses and the PPCT actively engaged in shared decision strategies through their Critical Care Committee, Critical Care Steering Committee, and the Critical Care Planning Committee. Implementation of the protocol in the SICU heavily relied on the collaboration and expertise of staff nurses. The SICU nurses, along with the PPCT, worked with the development team as a whole providing vital feedback regarding function and performance that was invaluable in guiding improvement and modifications. The SICU nurses designed and worked independently with VAPHS research nurses to initiate a quality assurance examination which compared performance of the Tight Glucose Control Protocol with a standard formula protocol. The objective results of this comparison sustained the value of the new protocol and validated their efforts. SICU nurse participation resulted in a computer interface that allows precise glucose management. It does this by providing recommendations for insulin via both drip and bolus based on the unique algorithm developed. Blood glucose level is established upon arrival to the SICU; if it is elevated (at least 110) the nurse starts the protocol by entering the glucose level in the interface, which then provides a recommendation for starting insulin therapy via a drip in conjunction with a bolus when warranted. Blood glucose levels are then monitored every hour initially, followed by every 2 hours once goal has been achieved. If however, the glucose levels are not at goal, monitoring can vary between 15 minutes, 30 minutes, or 1 hour. The protocol requires close nursing supervision and at times frequent nursing intervention. At the same time, the protocol functions with minimal physician involvement thus demonstrating the nurse’s autonomy, authority, and control over practice in coordinating this vital therapy. The SICU nurses have adapted work routines, requested appropriate equipment and supplies, and collaborated with the critical care technicians to adapt practices as required. 

The PPCT conducted educational presentations regarding this protocol to in-house medical staff and to the medical community at large. The PPCT nurse presented an abstract summarizing the results of this protocol at the Association for Professionals in Infection Control and Epidemiology, Tampa, FL 2006. Nurses collaborated on a presentation at the American Diabetes Association’s 67th Scientific Sessions, Chicago, IL 2007. 


Scope of Initiative


The scope of the tight-glycemic control initiative has resulted in improved care in a concentrically growing number of areas ranging from the open-heart surgery program to the medical center level, to the national VA level, and perhaps beyond. 

 


The most immediate results of implementing and perfecting use of this software program were realized in the open-heart surgery program shortly after its inception. It was clear within the first months of using the program that the ability of the protocol to aggressively reduce and consistently control blood glucose levels (without lowering blood glucose below normal levels) was more efficacious than attempting to manage the glucose via traditional means. This resulted in fewer post-operative infections and consequently, fewer instances of mortality as compared to the data of 2003 and 2004. This translates directly into both real lives and preserved quality of life. Seven patients survived their hospital stay following open heart surgery in 2005 who likely would not have survived the previous year had the practice not changed. Additionally, still others avoided a post operative infection that would have prolonged length of stay and could have cause permanent disability. Moreover, in subsequent years, the positive results of the program continued as the rates of infections continued to drop as the program was perfected along with other measures which were instituted. The combined effect of these interventions is a current post-operative unadjusted mediastinitis rate in the open heart surgery program of only 1.4% (FY 07). It is the goal of VAPHS to continue to drive the surgical infections and all other infection rates to zero. 

 


An adjunct to the success of lower mortality and infection rates in the open-heart surgery patients in instituting the tight-glycemic control program is also a drop in the overall surgical site infection rates for all patient populations across the Surgical ICU. Likewise, surgical site infection rates in the Surgical Stepdown Unit (SDU) dropped directly attributable to improved glucose management in the ICU. The impact of decreasing rates on these two units also meant that the overall surgical site infection rates for VAPHS also dropped over the four years since the launch of the tight-glycemic control protocol. Further, to continue to capitalize on this success, an extrapolation of this program was developed in the form of a transitional protocol for patients in the SDU who continued to require aggressive management of glucose levels after the insulin infusion had been discontinued. The transitional protocol is predicated on the use of long acting insulin allowing for more predictable control of carbohydrate metabolism. Due to the improved clinical outcomes of aggressive glucose management witnessed at VAPHS, the transitional protocol using long-acting insulin is being launched on the general surgical floor for both vascular and orthopedic surgical patients. Likewise, within the Critical Care units, the tight-glycemic control program is currently being implemented for use in patients in multiple surgical specialties as current medical research has demonstrated the effectiveness of tight glucose control in these populations as well (Van Den Berghe et al., 2001). 

 


Beyond VAPHS, it is the goal that the tight-glycemic control protocol will become readily available to many more patients through a pending patent which will be the property of the VHA; VA Central Office determined that this bold innovation was noteworthy and significant in regards to excellent patient outcomes. As such, patients outside of VAPHS, including those across VISN 4 and perhaps even across the nation, could benefit from the effectiveness and safety of the protocol. No special equipment or skills are required to implement the program which can be loaded on computers within the clinical area. In addition, no special monitoring devices are required as the program uses standard insulin and dextrose infusions monitored by standard glucometer point-of-care testing. As a result, the program can be readily implemented in any ICU with little or no additional resources required. When compared to glycemic control programs reported in the current medical literature, our protocol is the only software program that provides a "soft landing" to protect against dangerously low blood glucose levels when aggressively attempting to lower the blood levels. This feature is a primary factor in what sets the program at VAPHS apart from any other approach in use today and consequently, afforded the opportunity for patenting of this program. In all, from initiation of the original tight-glycemic protocol in SICU through expansion to other VAPHS in-patient units, this nurse-driven program impacts facility wide strategies of “getting to zero” infections rates, as well as reducing hospital length-of-stay, reducing health-care costs, and improving overall quality of life within a patient-centered care paradigm. 

Impact 

Process Improvement - Measurable process improvement was readily evident in even the first few patient cases. For example, other automated glucose protocols demonstrate controlling to target ranges within 8-12 hours of implementation. In comparison, our protocol achieves target range levels within 2-4 hours. Equally important, our patients are maintained within this target range, thus contributing to minimizing the potential for infection throughout the post-operative course. Refer to Tables 1 and 2. 

Impact on nurse satisfaction - We found that staff satisfaction increased as evident by the National Database of Nursing Quality Indicators (NDNQI) in the area of shared decision making. Specifically, in comparison to all VAPHS acute inpatient units, the TPS pilot unit nurses had among the highest rating for shared decision making. We also found improvement in patient satisfaction as evident by The Survey of Healthcare Experiences of Patients (SHEP) scores increasing by more than 10% on overall inpatient quality and exceeding the national threshold. The Toyota Production System pilot and shared governance were both bridged by the innovative program described in this submission. 


Long Term integration into structures and processes - Previous utilization of physician orders resulted in the possibility of physician bias effecting the glycemic treatment delivered. The new delivery system eliminates bias and delivers standardized treatment influenced only by nurse practice and patient response. The information technology department was solicited to facilitate computer access interface and the required orders were integrated into CPRS. It has been determined that the CABG protocol can be modified by target goal and algorithm to standardize glycemic control in additional patient populations (Rozich, et al., 2004). The literature demonstrates decreased rate of complication and mortality with adequate glycemic control in acute myocardial infarction patients (Malmberg, 1997). As such, a modified protocol is being utilized in the coronary care unit. As a result of the broadcasting of success with the CABG patients, surgery has a heightened awareness of impact of glucose management in post-operative outcomes. Applications are being explored for multiple post-operative populations beyond those previously included. Communication of successes is not limited to VAPHS. As previously noted, VA Central Office determined that this bold innovation was noteworthy and significant in regards to excellent patient outcomes and asserted their option to seek a patent thereby insuring access across the VA system. 

Nurse Sensitive quality indicators - The National Quality Forum (2004) report detailed 15 national voluntary consensus standards for nursing sensitive care which viewed together provide consumers a way to assess the quality of nurse’s influence over outcomes. Our primary results related to nurse sensitive indicators is evidenced by: 


· Decrease in the death among surgical inpatients with treatable serious complications (failure to rescue). Our deep sternal surgical site infections (DS-SSI) rate decreased from 4.3% (8 of 185) pre-intervention to 1.1% (2 of 177) post intervention. 

· The post-operative mortality rate at < 90 days fell from 6.0% (11 of 183) to 2.3% (4 of 177).

· The number of surgical interventions for treatment of DS-SSI decreased 50% from 18 to 9. 

· Mean LOS decreased from 13.2 to 11.2. 

· Based only on the mean BDOC (bed days of care) cost, we documented a monetary savings of $1,965,898.00 during the post intervention year. 

While not measured specifically in this patient population, we can infer that the decrease in mortality and morbidity associated with tight glucose control impacts other nurse sensitive indicators such as central line infections.


In summary, our nurse-driven initiative resulted in improved patient outcomes and a soon to be patented product named GENIE (Glycemic Expert for Nurse Implemented Euglycemia). Without the participation and expertise of the SICU nursing staff and the PPCT, these outstanding improvements in process and patient outcomes would not have been realized. The brilliance of nursing practice continues today and beyond thus broadcasting the professional practice environment for nursing excellence. 
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2008 INNOVATION AWARD PROGRAM

Title: Applying Evidence Based Practice Through A Shared Governance Structure

Summary of Initiative: The spirit of inquiry with a solid framework to translate research and evidence into practice has been a longstanding culture within the James A. Haley Veterans’ Hospital Nursing Service. This culture was the foundation leading to a formalized shared governance structure as an innovative approach to enhance the implementation of evidence based practice (EBP) to improve patient care and staff perception. Haley was the first VA to receive Magnet designation (2001) and redesignation (2005) and shared governance is an evolution of the administrative structure to create a work environment for staff to be actively involved in decision making and using evidence to drive decisions for patient care and nursing practice. This includes EBP in clinical as well as administrative areas.

The shared governance structure was designed based on the best evidence available which ranges from case study exemplars to formalized research.1 It also has theoretical underpinnings from organizational, management and sociological theories including practices such as autonomy, empowerment, and involvement in decision making. This structure contributes support to the research base on shared governance through our 5 year study on effectiveness. Additionally, shared governance is now the routine structure through which all councils define, implement, and evaluate EBP. This integration of theory, research and practice is illustrated by our shared governance structure and visible in our strategic goals which include “Evidence-Based Decision-Making”. 

The shared governance structure for nursing practice reorganized nursing services into five councils: Quality, Advocacy, Professional Development, Practice, and Coordinating. The council purposes and functions were defined in the bylaws. The bylaws also addressed member composition along 7 practice areas: 1) ambulatory care, 2) long-term care, 3) mental health, 4) medical/surgical, 5) acute care, 6) diagnostic, and 7) rehabilitation. These areas were planned for the purpose of having nurses from similar practice areas to address issues. Each practice area has representation on each council with a staff nurse serving as chair. The model was designed to be inclusive for all registered nurses (RN) regardless of their reporting structure. Those RNs who work outside of Nursing Services have the opportunity to be an active participant in shared governance by aligning with the practice area that most closely matches their specialty. In fact the current chair of the Practice Council is an advanced practice nurse (APN) in Polytrauma reporting to the Medical Director. The Coordinating Council is the exception to staff leadership, with the chief nurse executive serving as chair. At least one nurse manager and one APN sit on each council. In addition, each council is assigned a professional advisor. The governing council structure is composed of RNs and the unit based councils are comprised of all levels of nursing staff or any discipline. For example, clinical unit councils and workgroups include social workers, facilities management personnel, rehabilitation therapists and physicians in their unit activities. The unit is empowered to determine its structure according to its needs. A Transition Team was formed in this unique hybrid model to lead the systematic implementation of shared governance at the council and unit levels based on the literature that identified successful strategies and limitations of other models. Implementation was formally introduced January 2004 with 3 elections in 2005, 2006 and 2007.

Date of Implementation: The design team was charged by the chief nurse executive to develop a structure in 2002. The formal implementation of shared governance began January 2004.The primary goal of the design team was to develop a model that would incorporate the values of nursing service and include multiple avenues for nurses to be involved at the unit as well as organizational level. Communication processes were established to ensure the flow of communication occurred between and among units and councils. The utilization and evaluation of EBP and research utilization was incorporated in all documents developed by the design team. These include the bylaws, mission, vision, and philosophy statements, and the initial shared governance evaluation plan. Through literature review it was evident that many organizations experienced a strong implementation phase but were unable to sustain momentum over time. The design team decided to create a mentoring process to assist units with the implementation and maintenance of shared governance activities. These mentors were collectively referred to as the Transition Team since their role was to help units, and even councils, transition to an integrated organization wide shared governance structure.  The Transition Team completed its 2 year role and the continuing support comes from educators, managers and advisors. Another task of the design team was to evaluate the organizational structure of nursing service to develop a process that would facilitate nurses with like practices working together on research and practice related issues. 


1. Rationale/motivation for the innovation:

Improvement of current nursing practices is demonstrated through the council’s work to ensure that policies and procedures for practice are evidence based. The formal forum for interdisciplinary collaboration improves communication and dialogue to ensure nursing’s position and supporting rationale are presented. The Shared Governance structure to support EBP provides evidence of a Magnet culture and the work environment that empowers nurses and supports autonomy.2,3,4,5,6 This structure increases staff involvement at both the unit and governing councils. And the scientific base for practice is substantiated by incorporating standard hierarchies and strength of evidence via Nursing Research and Practice Council (AHRQ hierarchy and US Preventive Services Task Force [USPSTF]). 


Improvement of patient/staff satisfaction. RN satisfaction data for 2005 reveals the following dimensions were statistically significantly better than the mean: Decision Making, Task, Autonomy, Job Enjoyment, Nursing Administration, Nursing Management and Professional Development. The 2006 results in the following dimensions were statistically significantly better than the mean: Decision Making, Task, Nursing Administration, Nursing Management RN-MD Interaction, Professional Development and Professional Status. For those areas in which improvement is needed, unit and governing councils have been actively involved in action plans (e.g. RN-RN Interaction). For example, focus groups of staff nurses were convened to address issues and present to the Chief Nurse Executive. In turn the issues that cut across services are brought to senior leaders (e.g. Pay). The relationship of staff perception to the Shared Governance structure is only indirect;7 assuming that the staff’s focus on patient centered care improves the overall experience the inpatient perception with overall quality of care has consistently been 90-100 since June 2006.


Replication of EBP published in professional literature. Tim Porter O’Grady’s expert work on shared governance models was a key resource as well as analyzing models such as Seton Healthcare Network, Overlake Hospital Medical Center, Barnes-Jewish Hospital, Hartford Hospital, and London NHS Trust.8,9,10  A hybrid model was designed that included key concepts from the councilor and unit based shared governance models described in the literature. The lack of support during the transition to a shared governance structure was cited as a limitation to success in other institutions. The formation of a transition team within our model was a result of this evidence and proved to be the continued motivation to see the process of implementation to a successful end. A 5 year research study to “determine the impact of a redesigned organizational structure on nurses’ opinion of shared governance, satisfaction and autonomy” was initiated in 2004 based on the measures of success identified in the literature and using the Nursing Opinion Questionnaire and the Index of Work Satisfaction. The findings from this study provided evidence that our nursing staff wanted a new model of governance, increased autonomy in decision-making at the organizational level, and thus set the foundation for our shared governance model.  To advance our nursing service commitment to data-based practice in all settings, our Nursing Research Committee set the stage for adopting a model of evidence-based practice in 2005. Members of this committee examined RU/EBP models (Iowa, Stetler, Larrabee and Rosswurm) and their fit with our Shared Governance Councilor Model, and selected tools for rating evidence strength and scientific rigor of literature.  We standardized our approach to evidence-based nursing practice. The results were presented to the Coordinating Council for approval to adopt the Iowa Model, the rating scales and the process for verifying evidence levels for practice changes. Through this work, EBP will be implemented in a consistent manner for all staff.

Cultural transformation has occurred within the organization as seen with staff nurses leading councils and participating in decision making through strategic planning and development of priorities. Staff nurses make decisions at the unit level about patient care, nursing practice, and the work environment.

Staff nurses develop/refine policies, and procedures using an evidence based structure (e.g. high risk medications and blood transfusion procedures). A new Fellowship was recently developed to strengthen our capacity for research and implementation of EBP. This proposal was validated with other organizations that have a similar model (such as John Hopkins) and approved by the Coordinating Council. The implementation of the first Fellowship in 2007 is based on clinical priorities established by  Practice Council and approved by Coordinating Council. Workshops have been held on EBP, hierarchies and strength of evidence (as well as using the literature, research designs and data). These workshops were led by the Nursing Research Committee and jointly sponsored by a Shared Governance Council. Development of web based courses on these materials has also ensured resources are disseminated widely and offer contact hours. This education supports the transition to a new lexicon for staff in the implementation and sharing of EBP.

2. Evidence of nursing leadership


Nurses are clearly designated as leaders and experts of the initiative. A staff nurse led the nursing design team that was charged to develop a shared governance structure. The team was to ensure evidence based practice for both the model and continuing evidence to support nursing practice (Practice Council). The design team consisted of staff nurses, midlevel practitioners, and management nurses from every area of the hospital and its major clinics. This team designed the model, initiated education (including a self-study booklet) of nurses on all levels, the senior executive board and labor partners, and began the implementation process. The literature suggested that a transition team would be needed to help change and maintain the culture of a traditionally governed institution. A nurse led transition team was formulated (2004) to continue the implementation and begin the transitional process. The 16 nurses                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                            (staff, advanced practice, management), and labor partners spent two years in continued education on the unit and council level. The team provided assessment, support, and evaluation to councils and units through attendance at shared governance council meetings and requested attendance at unit based meetings. Additionally the team created implementation tools (e.g. unit-based shared governance needs assessment, unit based facilitator guide, state of council assessment, and nurse manager guide). All forms of media were used: flyers, electronic communication and newsletters to educate, support and advise councils and units on how to develop and sustain the new structure. 


Interdisciplinary collaboration was evident and included research to identify shared governance models, supporting evidence for the model and the best evidence that would lead to initial and continuing success. For example the use of a “Transition Team” to provide mentorship during the introduction and implementation of this structure was a key example of the best evidence for success. Next, education was required across all levels of nursing staff regarding shared governance and how to engage direct care nurses as well as support nursing management in transforming their traditional roles into one of staff empowerment. Administrative collaboration was required at the nursing and senior level as the changing structure presented a new way in which policies, practices and procedures impacting nursing would be developed through the council structure. Labor partners (AFGE and FNA) were included in the design phase to enlist support. Current interdisciplinary collaboration is evident in using evidence for improving practice in an ongoing manner.


Examples of Interdisciplinary Collaboration in Shared Governance

		Activity of Collaboration

		Disciplines Involved

		Level of Involvement



		Developed and implemented “Medical Response Team”

		Nursing 


Medicine


Respiratory Therapy


Pharmacy

		Unit level team in MICU to address house wide need



		Developed organization wide HPM on Handoff

		Nursing


Medicine


Patient Safety


Diagnostics (e.g. Radiology)

		Practice Council to support organization need



		Developed Passcode HPM

		Nursing


HAS

Administration

		Unit level team in MICU to address house wide need



		Improved availability of linen for nurses

		Nursing


FMS

		Unit level team on 4South with new CNL



		Compliance with Dysphagia Directive

		Nursing


Food and Nutrition


Speech Therapy


Pharmacy

Quality Management

		Practice Council 



		Compliance with Directive on Smoking and use of Oxygen

		Nursing


Safety


Informatics

		Nursing Safety Committee


Quality Council





Demonstrates responsiveness to all relevant stakeholder interests and concerns. The introduction of the Shared Governance structure was generated from nurses’ feedback on early surveys (2000-2002) in which they indicated a need for greater voice and role in decision making about nursing practice. This structure met needs of staff nurses, advanced practice nurses, and nursing leadership. It met concerns of Nursing and senior leaders to fulfill the requirements for the ANCC Magnet Recognition Program.11  This structure exceeded expectations for accreditation entities and was consistent with a focus on front line caregivers demonstrating their knowledge and role of managing the quality and safety of patient care. It met concerns of patients to have a knowledgeable and competent nursing workforce that practiced using the best evidence, and it met concerns of other services that interact with Nursing with an accessible vehicle.

Nursing leaders have formally disseminated information on initiative through multiple formats. At the Local level, Shared Governance has been incorporated into new employee orientation. This helps integrate the model with new nurses. Additionally, multiple workshops have been held through the Nursing Research Committee on EBP, literature reviews, analyzing data, and the strength of evidence.12,13,14,15 At the State level, Daniel O’Neal III and Dr. Pat Quigley presented at the 4th Florida Magnet Nursing Research Conference on how our structure integrated EBP at the unit level through Transforming Care At the Bedside (TCAB). At the National level multiple presentations have been given by the Chief Nurse Executive describing EBP linkage to our infrastructure of Shared Governance. 16,17,18,19,20 Additionally, the VA Nurse Executive monthly conference calls on “Magnet Culture” have had presentations by Dr. White on the Shared Governance structure and discussion of unit council function by nurses Ms. Kendall and Ms. Boardman. Presentations on our Magnet journey (too numerous to count) always include a segment on our shared governance structure and councils including sharing with international visitors from Singapore, Taiwan and the Netherlands. Publications on Shared Governance implementation and support for nursing in EBP include our recent articles in JONA 21 and SCI Nursing 22.

3. Scope of initiative


Our initiative began with the culture of inquiry led by the chief nurse executive, formalized during our Magnet journey and specifically focused in 2002 with the design team. The design team consisted of 16 nurses of varying levels including labor partners (65% clinical and 35% management mix based on the best evidence for shared governance). This team performed research, collaborated with a national expert, and sought nurse input into applying evidence for the structure to meet our organization’s needs.

Initiative impacts multiple areas. The shared governance structure was implemented across the entire nursing service including the main Tampa hospital, 2 VA nursing homes as well as large off site clinics in Orlando, Brevard and Pasco. The expectation has been set that all councils will use evidence as the basis for practice. Every council uses current evidence to make improvements. This is perhaps best illustrated with Practice Council which will be adding hierarchies of evidence and strength of evidence into policies and procedures; however Advocacy Council also uses evidence in decisions such as floating guidelines, educational leave and non-nursing tasks. Similarly, the Quality Council uses evidence to identify measures and benchmarks, while Professional Development Council incorporated hierarchies of evidence and strength of evidence into Journal Club presentations.

Initiative impacts facility wide. The entire nursing service across multiple sites is part of shared governance. The structure is recognized throughout the organization by other services as the vehicle for collaborating on policies, procedures or other team actions. For example, the Patient Safety Manager recently presented a recommendation from an RCA team to Practice Council on use of independent checks for insulin. The Practice Council will consider current evidence, standard of care, and medication errors before making a decision. The Lab requested to develop a joint position with Nursing on single use tourniquets and again presented to Practice Council. Quality Council routinely invites Hospital Quality Management, Infection Control and Patient Safety to present on issues and presents reports of nurse sensitive indicators to the Hospital Performance Improvement Council. The Professional Development Council has a representative from the Continuing Education Committee. 

Initiative shows promise of usefulness to VHA. Shared governance is an evolution in Nursing as the structure to implement EBP. This structure can definitely be exported to other VAMCs. The councilor model, bylaws, sample practice areas and implementation plan can be easily shared, and in fact a presentation has already been made through the VA Nurse Executive Magnet Culture Call describing Haley’s model. This shared leadership structure is essential in achieving Magnet designation which many VAMCs are working toward.

4. Impact


Demonstrated process improvement can readily be seen in the following examples.

Improvements in Process: 

		Formalized communication process developed for staff to address issues via 1) Council Action Request Form, 2) Practice Area Representatives, and 3) Unit Council Facilitators.



		Tracking method developed to ensure Nursing policies and procedures have defined accountability and completion process.



		Floating guidelines and evaluation process implemented and reported to Advocacy Council based on staff feedback.



		Use of AA on weekends addressed into policy generated from staff request.



		Strength of evidence to be documented into policies & procedures based on Nursing Research Committee recommendations.



		Survey readiness and national patient safety goals incorporated into all Council agendas for continuous preparation.



		Shifting non-nursing tasks to appropriate services based on staff evaluation (e.g. HUCs to answer call lights and adding transporters). 



		Involved staff in the review and approval process for the PI Plan, measures and benchmarks as well as analysis of data for improvement.



		Implemented use of evidence based bundles for VAP and catheter related infections in all ICUs for the IHI and IPEC campaigns.





Demonstrated impact on patient/staff experience. Shared Governance changes the very fabric of the nurse’s role in managing patient care and innovating practice. In chairing each of the councils, staff nurses provide direction, expertise and accountability. They develop professionally as seen in team hiring practices for the unit, self-scheduling, and pursuit of certification. Their active involvement in strategic planning ensures a complete communication loop for goal achievement and this structure shifts managerial paradigms to shared leadership not just participative management. This directly impacts patient care in daily goal setting and better discharge planning and is evident in decisions about patient care as well as patient involvement on teams (e.g. TCAB). 

Demonstrated impact on nursing-sensitive quality indicator. Data indicate the following:

· Fall rates per 1000 patient days have continually declined over the past 3 years and compared to NDNQI mean and top quartile cutpoint benchmarks, our performance is better than the mean and often better than benchmark. Programs utilize evidence on falls and reducing harm.

· Fall with injuries rate (segmentation of data) is better than NDNQI mean benchmarks in our medical and surgical units. The percent of falls with moderate or greater injuries is better than NDNQI benchmarks in all but one unit (stepdown).There have not been any moderate or major injuries from falls for six months.


· Our performance on pressure ulcer prevalence is better than the NDNQI mean and benchmark in all units.

· Our total HPPD and RN HPPD average about 2 hours lower than the NDNQI benchmark for the time we have entered into this database, but we have kept pace and actually have a higher percentage of licensed staff than NDNQI.

Demonstration of long-term integration into structures and processes is seen as Shared Governance has become the Haley’s way of doing business through Councils. New employee orientation introduces shared governance while additional support by educators ensures integration throughout all units and shifts. This has been achieved through the unit guides, educational sessions and mentoring. Other departments ask to be on the agenda and we now utilize the councils for decisions on practice. The council chairs have been fully integrated into our nursing strategic planning process to ensure communication, staff views and support for implementation and accountability. The strategic objectives and actions assign responsibility to councils which then ensure action and reporting. The basis for shared governance is evidence based and it now supports the continuation of EBP for Nursing.
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Use of Restorative Nursing Assistants in the Critical Care Units


_____________________________________________________________________________


Summary

Extensive length of stay in the intensive care units’ (ICU) cardiothoracic patient (CT) population was a problem identified by leadership and staff, and was found to be related to medical provider’s lack of confidence in nursing staff outside the ICU to provide adequate out of bed and rehabilitative activities to their patients.  A review of the literature revealed prolonged (>10 days) postoperative Intensive Care Unit (ICU) stay results in negative long-term outcomes and poor quality of life (Gaudino et al., 2007). In addition, patients remaining in ICU for more than 14 days suffer higher mortality and cost (Williams et al., 2002). The Society of Thoracic Surgeons (STS) National Data Base reports that the length of stay (LOS) for CT patients is a mean of 6.9; the medium is 5.0; 78% is 6 days and 25% of patients is 4 days.   The VA and VISN FY 2007 Continuous Improvement in Cardiac Surgery Program and Expansion Project’s data on Coronary Artery Bypass Grafting (CABG) revealed that VA Greater Los Angeles Healthcare System’s (GLAHS) LOS was a large outlier when compared with national VA and VISN results (16.3 days). The Interdisciplinary team implemented a program late in 2007 to utilize Restorative Nursing Assistants (RNA’s) in supplementing rehabilitative activities of patients provided by nursing staff.  The team also provided up to date information to nursing staff on clinical pathways and protocol to improve patients’ timely progress.  Successful implementation of the program included collaboration with Nursing Leadership, Physical Therapy, Restorative Therapy Coordinator, Cardiac Surgeons, CT Nurse Practitioner, CT Case Manager and nursing staff.  As a result, the program reduced the median length of stay from 10 days to a total of 5 days in the critical care units.  The program also resulted in decreased costs and improved patient and staff satisfaction.

Date of Implementation:  August 2007 

Adoption of the Innovation 


VA GLAHS has always tried to find ways to improve efficiency in patient throughput.  One of the problems noted in 2007 was that cardiothoracic (CT) patients had an extensively long hospital stay in the surgical intensive care unit (ICU) with a mean baseline length of stay of 11.1 days (median of 6 days) between December 2006 and March 2007.  This was thought to be due to surgeons not transferring their patients to lower levels of care.  After discussion with surgical staff, it was found that surgeons feared that patients would not obtain adequate physical therapy and rehabilitation. It was thought that the higher staffing ratio in the surgical ICU (2 patients to 1 nurse) would permit increased mobility for patients on the unit to be up for meals and other activities such as ambulation more often than if they were transferred to the Progressive Care Unit (PCU), which had a ratio of 3 or 4 patients per 1 nurse, or medical-surgical ward.  


To address this problem, nursing leaders and managers designed a multi-strategy approach.  First, a Surgical ICU RN was hired as the CT Case Manager to facilitate patient disposition and discharge plans. Second, a plan to utilize Restorative Nursing Assistants (RNA’s) was presented and approved to improve and facilitate cardiac rehabilitation activities in CT patients.  Finally, staff education provided an update to staff on the role of the nurse in facilitating clinical pathways and providing rehabilitation for CT patients. 


According to a study done at the University of Ottawa, Ottawa, Ontario, it was found that contracture significantly worsened in one-third of patients with prolonged stays in the ICU resulting in functional disability (Clavet et al., 2008).  Designated RNA’s have been used successfully in the rehabilitation and nursing home settings (Pullenayegum et al., 2005; Remsburg et al., 1999); however, the concept of having RNA’s focusing their work on CT patients and in critical care units is new. 


The RNA’s were placed on the PCU unit on one of two shifts, 5:30a-2p; 9:30a – 6p. This gave the unit 3 people per day to help with rehabilitative activities with an average daily census of 12 patients seen 2-3 times per day.  The goal was for the RNAs to start in the ICU with the CT patients and begin to get them up out of bed for breakfast, and then move to the PCU and get those patients up for breakfast. They followed the patient from ICU, to PCU, to the medical/surgical ward and then to the rehabilitation unit, providing the activity support needed. After breakfast, they would assist patients back to bed as needed. Other activities included ambulation, use of incentive spirometer, chest postural drainage, range of motion and other rehabilitative activities. The RNA’s worked to increase the patient’s walking distance and activities every day so that their tolerance and endurance increased according to the patient’s ability.  

The RNA’s activities also included documentation. The Nurse Manager (NM) and the RNA staff collaborated with Physical Therapy and rehabilitation services to design a form for documentation to be pilot tested. This template was pilot tested and revised. As a result, the RNA’s showed progression in their documentation of the patient’s rehabilitation. This template in the patient’s electronic medical chart allowed for trending of patient’s functional status (e.g., distance the patient ambulated in feet) and rehabilitation, and assisted in improving communication among team members. 

Use of protocols to improve rehabilitation strategies and advance nursing intervention has previously been shown to successfully improve patient’s functional status (Zevola et al., 1999).  After a review of the literature and best practices on functional mobility, the nurse managers and leaders in critical care developed and evaluated an innovative approach to rapid recovery by use of a protocol that included education for staff nurses, training and supervision of recovery by RNA’s who assisted with the rehabilitation activities. Staff education resulted in 93% of respondents stating that the session expanded their current knowledge of topics and nursing actions.

The CT Nurse Practitioner and Case Manager also worked with the CT attendings/surgeons so that trust was built between medicine and nursing staff outside the critical care units, and to provide state of the art rehabilitation for CT patients. In addition, all CT patients were given a cardiac transmitter which allowed more mobility for the patients who could now get up and move around without being tethered to equipment. 

Nursing Leadership and Collaboration


Collaboration among the Associate Chief Nursing Service, Medical/Surgical, risk management and nurse managers produced a plan to propose having RNA’s facilitate the rehabilitative activities needed by CT patients. This proposal was supported by the Nurse Executive initially as a pilot project. They proposed this plan to the resource committee for a restorative health technician in PCU.  In April 2007, the Nurse Managers of PCU and Rehabilitation Unit interviewed individuals for this position and five RNA’s were hired.  


The PCU Nurse Manager took the lead in designing the RNA role, creating the curriculum, designing the documentation templates, collecting CT trend data and implementing the pilot testing. The Restorative Coordinator for the Nursing Home Care Unit conducted a 2-week training in August 2007 for the RNA’s.  Another part of the training was provided by the CT Nurse Practitioner who explained the cardiothoracic clinical pathway, the expected activity protocol and the recovery schedule for CT patients. Recreation Therapy and Physical Therapy added some training to expand the RNA’s competencies.  


Nursing staff provided feedback regarding how the new program was working through monthly staff meetings and daily communication.  Several nurses have approached the Nurse Manager to give spot awards to the RNA’s who have become indispensible in the unit.

GLA Nursing Service Strategic Goals.  The use of RNA’s in the Critical Care Units supported the VA GLAHS Strategic Goals of Nursing.  Patient outcomes improved by means of nursing practice effectiveness and improved documentation, as evidenced by decreased length of stay, faster patient rehabilitation and recovery.  Winning the Unit Customer Service Award during the year increased GLA’s customer service scores.  The magnet journey of GLA was supported through the new process of bedside staff participation in continued collaboration with the RNA’s.  In addition, improved efficiency in the delivery of nursing service was attained by utilizing a different model of nursing care with the RNA’s which resulted in patients obtaining timely nursing care and getting out of bed, ambulating, and participating in out of bed activities earlier and more often.


Scope of the Initiative 


This program was rolled-out in the ICU, PCU, medical, surgical and rehabilitation units in GLAHS.  The executive team has adopted this new program and supports its use throughout the Critical Care Units.  Future plans include rolling this program out to focus on general surgery and orthopedic patients.  Dissemination of this project and its findings are being reviewed at this time and include publication and presentation in annual conferences of nursing professional organizations.


Impact


The mean length of stay in SICU decreased from a baseline of 11.1 days (median of 6.0 days) to 4.3 days (median of 3.0 days) in December 2007.  The mean length of stay in PCU also decreased from 5.4 days (median of 5.0) to 4.5 days (median of 2.0) – see graph below. 
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It was also noted that more patients were being discharge directly to home from the PCU as opposed to being transferred to other wards. 
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One benefit of reduced length of stay is reduced medical center cost in caring for the patient. The FY 07 Dashboard contract cardiology cost per day is $1,850.  The median length of stay for these GLA patients has been reduced from 10 days to 5 days total. Using the Dashboard cost per day as a rough estimate for GLA cost in the ICU, $1,850 x 5 days saved on average per patient = $9,250 per patient saved on average. With an average of 12 procedures per month, assuming that 10 do not have significant complications, 10 patients per month x $9,250 per patient saved on average = $92,500 projected cost savings per month by the use of this innovative program, or an estimated $1,110,000 per year.


In addition to decrease in length of stay and cost-saving, the Customer Service Scores for PCA have been so high that they won the GLA Outstanding Customer Service Trophy in January 2008 and consistently exceeded the national expectations.  The Cardiothoracic attending physicians and the CT Nurse Practitioner have also expressed satisfaction with the reduced length of stay.  Narrative data from the CT Nurse Practitioner indicates that the RNA’s are noticing symptoms and problems and reporting them in a timely manner to the CT Nurse Practitioner, thus decreasing complications. In several instances, the RNAs have noticed dyspnea or a chest tube leaking and this early warning has saved the patient from experiencing severe complications. In addition, the physical therapy, recreational therapy and cardiac team have expressed high satisfaction with the RNA work and documentation. 
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2008 ONS Innovations Award: Professional Practice Environment for Nursing Excellence

Title: Centralizing Nursing in a Care Line Model; Creating the SAVAHCS Culture of Caring.

Summary of Initiative:  

For eight years the Southern Arizona VA Health Care System (SAVAHCS) nursing service had been decentralized with nurses assigned into their respective care lines. While there was a Nurse Executive identified, most nurses saw their chain of command as going through their care line up to their Chief who then reported to the Director. As nursing leaders within each care line changed and new leaders who had not been part of the pre-care line structure were chosen, nursing practice became less standardized across the facility making preparation for accreditation and regulatory surveys challenging. Sharing nursing personnel resources was difficult across care lines when acuity or census went up or staffing resources went down. Most importantly, there was a diminishing sense of “Nursing” as a unique identity as nurses identified with their multi-disciplinary care line. 


SAVAHCS leadership met and decided that a strong, centralized nursing service was critical to meeting the SAVAHCS goal of providing care to veteran patients. The Nurse Executive was charged with gathering nursing leaders and staff representatives to develop a plan to centralize nursing and increase the standardization of nursing practice across the organization. The resulting redesign of the SAVAHCS Office of the Nurse Executive, an Inpatient Nursing Care Line, and a Nursing Committee structure improved performance on many nursing and organizational goals. This new Nursing identity increased off-tour nursing staff support through the Senior Clinical Officer (Nursing supervisor), enhanced staffing plans on all inpatient units, improved staffing while reducing agency staff expenditures by two and a half million dollars, supported new graduate nurses through creation of Clinical Nurse Leader positions, and created a “Culture of Caring” as the SAVAHCS professional nursing identity and model of care. The Culture of Caring is the basis for the SAVAHCS professional practice environment for Nursing excellence. 
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It is the mission of SAVAHCS Nursing to provide the highest quality nursing care to our veteran patients in a Culture of Caring. 

It is the vision of SAVAHCS Nursing to create a Culture of Caring so strong and pervasive that SAVAHCS is recognized as a Magnet hospital and is seen as the Health Care System of choice for veterans seeking care, students furthering their education, and nurses seeking a career they love.


In honoring veterans SAVAHCS Nurses dedicate themselves to Trust, Respect, Commitment, Compassion, and Excellence.


The SAVAHCS Watson-Orem hybrid nursing theory is one which reflects that nursing is both art and science. The Watson theory of caring strengthens the SAVAHCS Culture of Caring where nurses care for patients, colleagues and students. The Orem theory explains the theory-based nursing skills and decisions made to bring patients to optimal health.

Date of Implementation: October 2003


Adoption of Innovation


In 1995 SAVAHCS had adopted the care line model of healthcare organization. In 2002, for the first time, SAVAHCS struggled with preparation for its Joint Commission (JC) survey, finding that the care line focus on their area of practice led to inconsistency in implementation of organizational-wide policy. The Executive Leadership Triad (Director, Associate Director, Chief of Staff) called a meeting of SAVAHCS leadership (Nurse Executive and Care Line Chiefs) to discuss the situation. The Care Line Chief for Performance Management proposed that the biggest problem faced with the JC preparation was a lack of standardized Nursing care across the care lines. He stated that it was Nursing who was present in the hospital every hour of every day, it was Nursing who was the most informed and influential in supporting organizational policy and that if Nursing was more centralized, all organizational processes would become more standardized. The Chief of Medicine supported the proposal with her simple statement that patients were admitted to the hospital for Nursing care and so Nursing was the key to SAVAHCS success. The discussion grew to include other organizational concerns such as the growing nurse staffing agency costs and the community’s hospital bed increase during a time of nursing shortage. SAVAHCS’s chief competitor for BSN graduates from the local university was advertising its 1 RN to 4 patients staffing ratio and had applied for Magnet recognition. From this meeting the idea of reorganizing Nursing into a more centralized entity was born. The Nurse Executive was charged with bringing SAVAHCS nursing leaders and staff from across the organization together to design and implement a centralized nursing service structure. 


It seemed the “perfect storm” was coming together as the SAVAHCS interest in centralizing nursing occurred as Linda Aiken’s research and resulting Magnet program gained publicity, as concern over medical errors and patient outcomes were linked to RN staffing, and the VHA moved toward a performance measure system of quality review. The Nurse Executive gathered resources and information on all these topics to be used as the redesign team work began. 


Nursing Leadership and Collaboration


The Nurse Executive chartered the members to the Nursing Reorganization Design Team to include the Nurse leaders from every care line, informal Nurse leaders such as nurse educators and the NOVA chapter president, staff nurses representing varied areas and shifts, and the Nursing Union (AFGE) representative. The Nurse Executive also included important non-nursing stakeholders including the manager of human resources and the Care Line Chiefs of Medicine and Surgery. The stated goal of the redesign team was to “improve the environment in which nurses work and to ensure delivery of nursing care in a cost effective manner.” 


The most basic question for the team to answer was whether to bring all nurses into an organization wide Nursing service or to limit the change to creating an Inpatient Nursing Care Line. The group decided that the best course for the organization was to bring inpatient nursing resources together into one care line and strengthen the entire nursing practice environment through enhancement of a nursing committee structure. With this decision made the team proceeded to design an inpatient nursing care line to address three major concerns:  Nursing staff were most concerned with improved staffing, stakeholders were most concerned that the new design would not negatively impact their patients’ access to care (i.e. that an inpatient nursing care line would maintain or increase the surgical bed availability for the surgical schedule, medical admits, etc.) and SAVAHCS leadership were concerned with budget management and cost savings.


Citing the research on nurse staffing and patient outcomes, the Nurse Executive proposed to the group that this was the time to make the bold move from the team nursing delivery model in inpatient care to an all RN staffing model. To answer the team concern that this was a risky decision to make in times of a nursing shortage the Nurse Executive countered that an all RN staffing plan would address the nursing staff’s interest in improved RN staffing, that the resulting increase in satisfaction would improve recruitment and retention, and that in turn would address the stakeholder concerns with access and costs. The Nurse Executive also argued that the move was necessary to compete with new staffing ratios at other local hospitals. Staff nurse interest in moving to an all RN staffing model was overwhelming and so the team moved forward with a proposal that included an Inpatient Nursing Care Line organization chart and a staffing plan using an all RN model. Executive leadership approved the proposal and the Inpatient Nursing Care Line was implemented in October 2003. The plan included not only an all RN staffing model but also provided other positions to enhance the inpatient nursing practice environment including a Deputy Nurse Executive position to serve as Care Line Chief, a Staffing Coordinator to oversee facility-wide nursing schedules and manage the supplemental staffing program, additional SCO (nursing supervisor) positions to support the off tour shifts, a nurse educator and administrative support staff. 


The change was communicated to nursing staff in a variety of ways. Staff meetings were held on all units moving to the Inpatient Nursing Care Line. No LPNs lost their jobs with the change. LPNs were assisted in applying for positions in outpatient settings or in using National Nurse Education Initiative funds to pursue their RN. The organization chart and staffing plans were reviewed at the Nurse Leadership Council meetings. A SAVAHCS Nursing newsletter, “News You Can Use” was started to communicate with nurses across the organization. The SAVAHCS success was shared outside the facility in a variety of ways as well. The Nurse Executive has provided consultation to other VA Nurse Executives wishing to centralize their nursing services. The Nurse Executive was chosen to represent the VA on a panel discussion held at the Arizona Nurses Association annual conference on RN models of care. As chair of the VISN 18 Nurse Executive Committee, the SAVAHCS Nurse Executive added nursing care delivery models, nursing service organization, evidence-based practice and Magnet forces as recurring topics to the monthly agenda. Both the Prescott and Phoenix VAHCS have moved to a more centralized nursing service model.


Scope of Initiative


The original Nursing Reorganization Design Team focused on creation of an Inpatient Nursing Care line and staffing plans and costs. Improving the practice environment across the entire organization is carried out as an ongoing activity through annual Nursing retreats. Through these retreats the SAVAHCS Nursing mission, vision, values were established, the committee structure was reviewed and enhanced, and nursing improvement activities are prioritized. Nursing managers, leaders, and staff from across the organization are invited to participate.


The first retreat was held early in 2004. At this meeting the SAVAHCS Nursing Mission, Vision, Values, and theory were chosen as presented in the executive summary. The group coined the “Culture of Caring” term to capture SAVAHCS Nursing’s commitment to our patients, our students, and ourselves. It was also at this retreat that the Nurse Executive presented the Magnet program concepts, published outcomes, and support for Magnet as a means to improving the SAVAHCS nursing environment. The group agreed to adopt Magnet tenets as framework for improvement activities. This work became the basis for all future nursing improvements. Two activities with organizational-wide impact resulting from these retreats have been the reorganization of the Nursing Committee structure and the creation of the Clinical Nurse Leader positions.  


To achieve Magnet status and to strengthen nursing standardization across the organization, nursing leaders redesigned the Nursing Committee structure to be in line with Magnet Forces. The 2 main goals achieved by the reorganization was; 1) alignment of committee scopes with Magnet and accreditation activities and 2) innovative ways to increase staff nurse participation. A common committee meeting day was chosen so that units could “staff up” to allow nurses to go to their meetings. “Virtual” meetings were supported and off tour staff were encouraged to volunteer for committees such as Policy and Procedure where much of their review work could be done on off tours. Achieving Magnet became a goal on the SAVAHCS strategic plan in 2006. Another success is the partnership of our evidence-based practice committee with the Phoenix and Prescott VAs in a consortium to share best practices. 


Unit councils were added to the committee structure to give staff more control over their own practice environment. Unit councils were designed and are now led by unit staff. Their work is reported quarterly at the SAVAHCS Nurse Executive Board meetings. Unit councils have worked on their own improvement initiatives such as implementation of 12 hour shifts, improved orientation and daily checklists for unit charge nurses and unit celebrations. Unit councils have also been assigned organization initiatives such as gathering staff information for the VHA non-nursing task survey, choosing unit level improvement activities based on VANOD RN satisfaction survey results, and suggesting policy or process improvements to increase use of the SAVAHCS patient discharge center. 


Another improvement in the nursing practice environment was creation of the Clinical Nurse Leader (CNL) role. SAVAHCS has the Director’s financial support, Human Resources’ recruitment support, the Education Department’s administrative support, and our nursing staff’s clinical expertise to build the largest VA Learning Opportunities Residency (VALOR) program in the nation. Most VALOR students choose to stay with SAVAHCS. SAVAHCS is also successful in recruiting from our Student Nurse Technician (SNT) program so supporting new graduate RNs is a priority. With VHA support of the Clinical Nurse Leader initiative, the SAVAHCS Nurse Executive partnered with the University Of Arizona College Of Nursing to develop a CNL curriculum. CNLs are now present on our critical care, medical / surgical and long term care units. The CNLs have been key drivers in promoting evidence-based care and improving the nursing care environment by leading the implementation of the Rapid Response Team (RRT), implementation of the 5 Million Lives campaign bundles in the ICU and creation and education on the Pressure Ulcer Prevention bundle. SAVAHCS has shared the success of the CNL program at the Arizona Nurses Association Meeting and the Tucson Nurses Week Foundation Showcase.


Impact

Centralizing Nursing had many positive effects for SAVAHCS. The most striking is assuring that staffing matrices are met while decreasing agency staffing costs. In 2002 the costs for supplemental staffing had reached an all time high of $3,000,000.00. Having the new Staffing Coordinator reviewing and planning for facility wide staffing schedules reduced supplemental staffing costs to $1,000,000.00 in 2004, $540,000.00 in 2005, $480,000.00 in 2006, and $524, 000.00 in 2007. This was done while assuring that staffing matrices for all inpatient units were met. To honor the staffing plans, the SAVAHCS Director has also provided separate funds for traveling nurses. This allows SAVAHCS to flex up the number staffed beds during our high census season while still keeping to each unit’s staffing ratio.

The VANOD satisfaction survey and the Proclarity data mining software have given SAVAHCS powerful tools to measure the effects of centralizing Nursing on RN satisfaction across the organization. The Nurse Executive provides VANOD data to each unit manager and unit council. The data includes the VHA National score, SAVAHCS score, their unit’s score and a comparison to the previous year’s results so units can celebrate their successes and plan for their next improvement activity. An example is how the October 2006 survey results showed that the critical care areas had the least satisfied staff. It was suggested that the VHA’s Civility, Respect, and Engagement in the Workforce (CREW) program might be helpful. The objectives of the CREW program matched well with the critical care areas’ low scores in RN-MD Relationship scores. The Nurse Executive proposed the ICU participate in CREW and the unit council agreed. Both the CREW evaluation scores and the VANOD satisfaction scores demonstrate the effectiveness of the program with the 2007 ICU overall satisfaction scores being higher than the VHA National score. All nursing areas use the VANOD satisfaction data as an important tool to target improvement actions with their unit councils. The 2007 SAVAHCS VANOD RN Satisfaction Survey results show improvement in all but one question’s scores from the 2006 results and the overall satisfaction score of 3.65 is higher than the VHA National score. SAVAHCS 2007 All Employee Survey data shows that nursing staff are consistently more satisfied than other employees. 


Satisfaction effects recruitment and retention. SAVAHCS has several challenges including a highly competitive community with increasing hospital bed numbers. SAVAHCS has reduced our vacancy rate to 3.3% (2007 VHA rate was 9.4%) despite increasing the number of RN FTE. We effectively use our VALOR and SNT programs as recruitment tools. We market the NNEI program as an opportunity for nurses interested in pursuing their education. 


Clinical measures of care have improved with the nursing reorganization. Implementation of the RRT has reduced the number of code blues. New graduate RNs have stated they appreciate having the clinical expertise of the RRT available to them. The organization’s MRSA rate reached 0 in March 2008. Implementation of the Pressure Ulcer program and surveillance has resulted in increasing the size of the Wound Care team enhancing expert consultation to staff nurses.


The organizational impact of the Nursing reorganization has been immensely positive. The importance of Nursing has been further recognized with the inclusion of the Nurse Executive in the executive leadership team and increased status of the Nurse Leadership Council to become the Nurse Executive Board. 
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2008 ONS Innovations Award Program 


Professional Nursing in Practice: Improving the Early Detection and Case Management of 


Colorectal Cancer 


Summary of Initiative: VA Pittsburgh Healthcare System (VAPHS) adopted the Veterans Health Administration (VHA) Systems Redesign principles as a strategy to improve colorectal cancer screening compliance and patient access to the Gastroenterology (GI) clinic and lab. VAPHS structurally redesigned the staffing methodology and care delivery model to improve timeliness to GI services. Due to the success at VAPHS, methods for system redesign were shared throughout Veteran Integrated System Network (VISN) 4, to positively impact the experiences of patients from colorectal cancer screening to definitive treatment.  Date of Implementation: Spring 2005.


Adoption of the Innovation: VAPHS implemented this innovation in response to the following needs: 

Colorectal Cancer Mortality and Morbidity Rates: Colorectal cancer (CRC) is the third most common cancer in men and women in the United States and is the second leading cause of death from cancer1. If CRC is detected early and treated in Stage I of the disease, the five-year survival rate is over 90%, whereas, if detected and treated in Stage IV, the survival rate drops to 5%2. CRC screening enables the identification of precancerous polyps and early cancers allowing treatment at an earlier stage, which in turn, saves lives. In response, VHA published directive 2007-004, Colorectal Cancer Screening, which provides guidance on CRC screening and follow-up timeliness for all VHA facilities. The goal of colorectal cancer screening is prevention and the VAPHS has made this prevention a priority. 


Poor Colorectal Cancer Screening Compliance Rates: In 2000, despite various concentrated efforts (LPN reminder calls, patient education and incentives) the colorectal screening rate remained approximately 58%. The addition of gloves to the Fecal Occult Blood Testing (FOBT) package increased the screening rate to 72% in 2001, but this subsequently dropped to 53%. The discovery of a missed positive FOBT result in September 2001 ignited increased collaborative efforts between Primary Care, GI Service, and Lab Service. 


High Wait Times in the GI Service: The GI Lab was unable to meet the demand for colonoscopies in a timely manner. When using the FOBT screen, colonoscopy is recommended in all who have positive results3. The VHA Directive 2007-04 indicates that patients receiving a positive screening test must receive a follow-up plan within 14 calendar days and if a diagnostic colonoscopy is initiated, it must be performed within 60 days. Using the typical specialty referral process, patients were referred by Primary Care to the GI Clinic for an initial visit and then scheduled for a colonoscopy. The VAPHS average wait times for an appointment or procedure in 2005 were over 30 days for the GI Clinic and as high as 45 days for the GI Lab. At a minimum, this meant that patients were waiting approximately 75 days for a colonoscopy, well beyond the recommended timeline.  


FOBT Tracking and Follow-up Not Complete or Timely: FOBT positive follow-up was poor due to the lack of case management and multidisciplinary commitment. A review of FOBT results in 2005 revealed that approximately 50% of FOBT positive patients did not have VAPHS GI consults, primarily related to patient refusals, patients receiving follow-up care at an outside facility, and providers not consulting the GI service, all of which led to delays in diagnosis and treatment of colorectal cancer. Record-keeping on patients receiving care outside the VAPHS was very inconsistent and many were lost to follow-up. In these times when medical errors cost the United States approximately 37.6 billion dollars a year, with about $17 billion of these errors being preventable4, VAPHS realized the importance of improving the FOBT positive follow-up process. 


In response to these organizational needs, as well as our goal to deliver care based on best practice guidelines, we adopted a creative, interdisciplinary approach to transform practice. As described below, this approach resulted in significant improvements across the care continuum for this patient population. Furthermore, this initiative built upon elements known to enhance the professional practice environment for nurses. Specifically, nurses were recognized for their authority, expertise, and collaborative efforts in this initiative; in turn, nurses demonstrated control of and accountability for their practice.

Nursing Leadership and Collaboration: While the overall success of this initiative required the careful focus and input of a multidisciplinary team, VAPHS nurses demonstrated ongoing leadership and collaboration which positively impacted the overall professional practice environment. 

Nurse Participation in Development and Implementation: The Medical Specialty Service Line (MSSL) Nursing Program Leader and Business Manager submitted the application to participate in the National Colorectal Cancer Care Collaborative, a joint effort among the Deputy Under Secretary for Health for Operations and Management, the National Advanced Clinic Access (ACA) Office, Office of Quality and Patient Safety, Office of Patient Care Services, and the Quality Enhancement Research Initiative (QUERI). As a result, VAPHS was selected to represent VISN 4 as a champion in the Colorectal Cancer Care (C4) Collaborative. This same Nursing Program Leader led the C4 Collaborative as Project Manager until her retirement in April 2006. 


Staff Nurses Systematically Participated in Development and Implementation of Initiative Through a Wider Nursing Governance Structure or Innovative Delivery Model: At the time of implementation of this initiative, our formal shared-governance model was still early in its development. Even so nurses were actively involved in the decision-making and implementation process relative to two innovative changes to the overall care delivery model. First, the GI clinic was reconfigured to be NP versus Physician driven with an attending present to serve as a preceptor. This created the ability to see more patients in a timely fashion, especially those with a positive FOBT screening result. Second, in 2007 the C4 Team determined that in order to track and expedite care from positive pathology to definitive treatment, a Colorectal Cancer Coordinator position was needed. This role was developed based on the Nursing Case Management Model. The original intent was to hire a RN for this position as a medical background was required to effectively analyze data and submit reports. The C4 team reconsidered the challenges of this position and determined that a GI Nurse Practitioner would be better suited for this role. 

Innovation successfully demonstrates collaboration, teamwork and multidisciplinary involvement: The multidisciplinary C4 Team includes nurses from all specialties (GI, Clinical Informatics, Surgery, and Oncology) and levels (NPs, RNs, LPNs, and NMs), as well as Service Chiefs, GI physician, Pathology, Radiology, and the MSSL VP, Business Manager, and Administrative Officer. 


Nurses have disseminated findings via paper or presentations: The GI Nurse Manager and Business Manager developed a poster presentation benchmarking VAPHS practice changes which was selected for the National C4 Conference in Washington, DC, August 2006. Our Colorectal Cancer Coordinator presented poster sessions at the National Colorectal Canter Treatment Improvement Collaborative Meetings held in San Antonio (4/2007) and Las Vegas (10/2007). Additionally, she conducted a presentation on Improving Colorectal Cancer Care Through the Use of the Coordinator Model at the VISN 4 Advance Clinic Access GI Collaborative v-Tel meeting (6/2007). 


Scope of Initiative: The scope and reach of this initiative greatly broadened over time from a local initiative to improve the screening and timeliness of care to a national initiative focusing on the quality of care after positive pathology (i.e. diagnosis of CRC). Due to the successful outcomes and strong leadership at VAPHS, the initiative has impacted 10 facilities within VISN 4. 

Single, Multiple and Facility-Wide Impact: The VAPHS local innovations specifically targeted the outpatient care area, impacting all areas involved in the primary-specialty referral pattern for medical care, including our Community-Based Outpatient Clinics (CBOCS). 


· Changed staffing methodology: In April 2005, a supply and demand analysis was completed which indicated that both the GI clinic and GI lab were poorly utilized and therefore failing to meet patient demand. The GI Clinic, which was utilized to evaluate high risk patients for appropriateness of colonoscopy, was assessed first. Modifications were made to free up the attending physicians by eliminating a patient assignment and allowing them to serve as a preceptor for Nurse Practitioners and GI Fellows. The GI Clinic was reconfigured as a Nurse Practitioner driven clinic. Within this framework, Nurse Practitioners are autonomous and own the authority to conduct GI evaluations in collaboration with the physician preceptor. Patients were seen in a timely fashion and ensured prompt positive FOBT follow-up. The second part of this paradigm was a modification to the GI Lab schedule that standardized procedure times to create a demand schedule for the maximum number of procedures that could be completed per day. Physician administrative and research time was evaluated and a new GI lab schedule was created to facilitate the operation of three procedure rooms on a daily basis. 

· Streamlined clinical support functions: Performance improvement tracking tools allowed the C4 team to identify points of delay throughout the delivery of care continuum. The C4 Team worked with Pharmacy to expedite and standardize pre-procedure orders for patients such that patients, including those in the CBOCs, receive their prep the day the procedure is scheduled or have it mailed 1-day priority. Tracking and performance improvement tools were created by the GI Nurse Manager and charge nurse to quantify the number of and reasons for procedure cancellations. The GI Nurse Manager and nursing staff developed easy to use patient education materials; in turn, the GI NPs and nursing staff implemented a focused colonoscopy prep and procedure educational plan for patients. A nurse was detailed to call the patient 3 days prior to their colonoscopy procedure to review the prep instructions again and answer any further patient questions. This approach created a window to contact and schedule another patient in the event of a cancellation. The GI Lab nursing staff, coordinated by the Nurse Manager, completed time studies and discovered delays in patients receiving IVs in the pre-procedural area, as well as transport delays to the GI Lab. The GI Lab nurses requested and received IV access training to fulfill this need. Additional escort staff members were allocated to assist in transporting patients through the GI procedural process. A supply and demand analysis of colonoscopy cases needing monitored anesthesia resulted in the addition of OR slots to meet this demand and reduce the time to procedure. New CPRS templates, clinical reminders, follow-up notes and GI post-procedure notes were developed to assist with the reduction of inappropriate FOBTs and colonoscopy requests and improve the documentation of care for patients.  

· Changed the delivery of care model: Difficulty with complete patient follow-up and additional barriers to patient flow (including those beyond positive pathology) were identified. As previously mentioned, the C4 Team established a Colorectal Cancer Coordinator position to improve process of care from positive FOBT to positive pathology and beyond. The NP in this coordinator position sees patients in the clinic with high comorbidities, prescribes the colon preparation, and reviews pathology when the procedure is completed. In addition, the coordinator reviews all consults from Primary Care to the GI service. At this point, patients are triaged and those who can go directly to the GI Lab for procedures are scheduled. They bypass the GI Clinic which added delays to their care; this in turn reduces the demand for GI Clinic services. This change opens up more capacity for patients who need the additional care provided through the GI Clinic. Once established, the Colorectal Cancer Coordinator began making significant improvements to the care process. She streamlined all points of care from how the FOBT was reported (standardized as the day the Lab ran the test) to the pre-operative testing for surgical intervention. The Coordinator uses a tracking tool and algorithm to ensure each positive FOBT patient receives appropriate follow-up in a timely manner. Finally, to reduce the number of patients inappropriately screened and charting inaccuracies, the Colorectal Cancer Coordinator and GI Physician held training seminars for providers within Primary Care and the VAPHS Community-Based Outpatient Clinics (CBOCs).

VISN 4 Spread: Due to VAPHS successfully surpassing both national and local goals, this initiative was spread to VISN 4 in 2006 through the Acute Medicine Council (which included nursing participants) through monthly calls, regular data extraction and review, and subsequent face-to-face conferences. The VA Pittsburgh Healthcare System presented a 3-day seminar, entitled VISN 4 ACA GI Collaborative: A Patient-Centered Approach, in August 2006 for VAMCs participating in the C4 Collaborative from the eastern and western sectors of VISN 4. The purpose of the conference was to provide evidence-based practice to encourage practice changes with patients having a positive fecal occult blood test. Best practices were implemented to reduce the median wait time from a positive FOBT or presentation of symptoms to colonoscopy and/or surgical intervention. Facilities achieved these successes by reducing inappropriate FOBTs, improving colorectal cancer screening reminders, developing exclusionary criteria for colonoscopy referrals and improving FOBT positive follow-up on all patients. The facilities in VISN 4 continue to monitor initiative impacts through the Acute Medicine Council and have become national front-runners in the improvement of GI care. 

National Involvement: In 2005 and then again in 2007, VAPHS participated in Phases I and II of the National Colorectal Cancer Care Collaborative (C4) to improve the timeliness, reliability and quality of the colorectal cancer treatment process, from positive pathology to definitive treatment. As noted in the Nursing Leadership section, VAPHS practice changes were presented at the National C4 Conference in Washington, DC, August 2006. 

Impact: 


Process Improvement and Long-Term Integration: The VAPHS C4 Team has implemented several steps over time to improve the overall care of patients that are FOBT positive. Phase I of the National C4 initiative, which focused on timeliness to care greatly impacted the work started in Phase II, which focuses on quality of care. We are currently reviewing all colon and rectal cancer cases from 2005 to present to assess outcomes and begin an action plan to address areas of poor performance.  


The following results illustrate process improvement and long-term integration:


· Historically, the colorectal cancer screening rate remained in the mid-50 percentile range; however, this screening rate has risen steadily since 2003 to 76.4% in FY 07 (over the national target of 75%).


· Our staffing shift increased consult review and procedure availability on demand. Within 6 months, VAPHS improved productivity by 23% in the GI Lab and the waiting times dropped to 12 days. The GI Clinic wait times also dropped to approximately 15 days within this same time frame. Almost all patient appointments were scheduled within 30 days and have been sustained into 2008 (Figure 1).


· The cost savings associated with the staffing changes can be seen in the reduction of the annual usage of overtime by GI nurses and technicians. In 2004, 583.5 hours were used and by 2007, only 184.5 hours were used. 


· Early detection and removal of polyps prevents colon cancer. In FY 05, 684 colonoscopies resulted in the removal of 670 polyps/tumors. In FY 07, 2404 colonoscopies resulted in the removal of 4219 polyps/tumors. 


· The reminder and instructional calls to patients, along with improved access to care, decreased the no show/procedure cancellation rate from 21 % to 8 % per month. 

· The Colorectal Cancer Coordinator’s educational campaign on proper FOBT usage resulted in a significant reduction in the number of inappropriate FOBTs performed. Performance related to the number of inappropriate FOBTs completed improved from 54% to 78%. In addition, repeat testing was reduced from approximately 73 cases in 2005 to just 2 cases in 2007.

· The time from positive FOBT screening to colonoscopy decreased from 120 days in 2005 to 15 days in 2008 (Figure 2). All patients with FOBT results are notified of results and treatment plan and options discussed with them.


· Our colonoscopy 60-day completion rates increased from 55% to 75%. The national target for this measure is 55% for Fully Satisfactory and 75% for Exceptional. The denominator for this measure includes all colonoscopies, both inappropriate and appropriate, as well as patients who refuse the procedure. When these patients are removed from the denominator, VAPHS completes 100% of colonoscopies within 60 days. 


· In 2007, VAPHS ranked as the number one VA in the nation and VISN 4 as the fourth VISN in the nation according to a survey completed by the National CRC Diagnosis Improvement Project and VISN Chief Medical Officers (CMOs) in timeliness of colonoscopies completed within 60 days of a positive FOBT result. 

Impact on Nurse Satisfaction: Results of the VA Nursing Outcomes Database (VANOD) indicate that the overall average satisfaction score for RNs in the Special Procedures area (which includes GI nurses) increased from 2.5 in FY07 to 2.9 in FY08. While it is not possible to extract VANOD results for GI nurses specifically, informal interviews have demonstrated that they perceive a high since sense of autonomy and decision making within their professional practice environment. These nurses are recognized as expert leaders in developing flow map processes and implementing/assessing changes as well as providing guidance and support for other healthcare team members. 


Impact on Nursing-Sensitive Quality Indicators and Patient Outcomes: In response to a lack of formally adopted nurse-sensitive quality indicators for ambulatory care, a group at the South Texas Veterans Healthcare System looked at evidenced-based clinical practice guidelines and health screening measures as ambulatory care indicators in their work5. Broadly speaking, these quality indicators are grouped into those that measure structures/processes of care and those that assess the level of patient satisfaction. For our initiative, the relevant measures of process improvement focused on access and timeliness to colorectal cancer screening (outcomes presented above) and patient education. The educational model implemented by the GI Nurse Practitioners and other nursing staff resulted in a significant reduction in rescheduling of colonoscopy due to poor prep. Since adding the Colorectal Cancer Coordinator, several patients have written to compliment the nursing care they received throughout the continuum of care progression. One patient wrote that nursing staff made sure he understood what was happening to him throughout the process. Another patient wrote that he was treated very well and follow-up was excellent. 


In conclusion, VAPHS continues to achieve outcomes above and beyond the criteria identified in VHA Colorectal Cancer Screen Directive 2007-004. Through their expertise and active engagement in a shared decision-making process, nurses across multiple departments (including staff nurses, APNs, and NMs) were able to demonstrate collaboration and leadership in an interdisciplinary initiative which improved patient outcomes and positively impacted the professional practice environment. 
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Figure 1. VAPHS GI Clinic Appointment Times                 Figure 2. Time from FOBT(+) to Colonoscopy
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INTENSIVE CULTIVATION OF AN EXPORTABLE


SKIN MANAGEMENT AND PRESSURE ULCER PROGRAM

         Summary    The advent of VHA Handbook 1180.2, “Assessment and Prevention of Pressure Ulcers,” 
  transformed practice related to skin and pressure ulcer management into a new era of Magnet-caliber nursing excellence.   To optimize this opportunity, the organization conducted a comprehensive assessment to identify structure and process gaps and develop an action plan to address needs based upon the organization’s goals.  The initiative required that implementation be accomplished throughout the healthcare continuum: inpatient, outpatient, extended care, and many non-institutionalized care settings.   Systematic planning encompassed information technology; saturating patients, families, caregivers, grass-roots nursing, and interdisciplinary staff with education, and; performance improvement and monitoring.  Subsequently, a dynamic Skin Management and Pressure Ulcer Program evolved from a fragmented skin and wound care practice.  In a relatively unprecedented move, leadership supported four staff Registered Nurses to obtain graduate education in wounds, ostomies, and continence; this provided an exponential expansion of expertise in this area.  This submission describes the innovative approaches, pervasive deployment, capitalization of learning, and vertical and horizontal integration into the total organization.  Outcomes have demonstrated a low incidence of healthcare-acquired pressure ulcers (HA-PU), improvement in peer review findings related to skin integrity, and a conducive practice environment for pressure ulcer research, participation in national initiatives, and other value-added endeavors.   

        Date of Implementation   8/8/06 – Present


Adoption of the Innovation

        Organizational Need    VHA Handbook 1180.2 was published in June 2006 partially as a result of a report by the VA Office of Inspector General; 
  this report identified multiple opportunities for improvement in the management of patients with pressure ulcers in VHA facilities.  The enormity of Handbook 1180.2 in terms of resources, new processes, anticipated outcomes, and other factors, was daunting to VHA facilities across the nation.  The James A. Haley Veterans Hospital (JAHVH), however, systematically launched a massive initiative that was spearheaded by nurses to create an environment in which these imperatives could be met and generously exceeded.  

        Literature Review    The professional literature is replete with evidence-based clinical practice guidelines (CPG) that endorse recommendations regarding the assessment, prevention,

and management of patients with pressure ulcers.  The initial major CPG emanated from the Agency for Healthcare Research and Quality (AHRQ), formerly the Agency for Health Care Policy and Research.
, 
   The Wound, Ostomy, Continence (WOC) Nurses Society published their CPG on pressure ulcer management in 2002.
   Population-specific CPG on pressure ulcers were also utilized due to a large 70-bed spinal cord injury (SCI) center at the JAHVH. 
 One of the nursing architects of the Program participated on the development panel for the SCI CPG and was a peer reviewer for the AHRQ CPG on pressure ulcer treatment.

       Organizational Customization   Following publication of VHA Handbook 1180.2, an


intensive assessment was conducted that focused on how to best deploy the Handbook throughout the organization.  The initiative was tailored to JAHVH and Orlando, bridging all settings and care acuities. Input was obtained through formal meetings, forums, and informal discussions involving leadership, internal and external stakeholders, and interdisciplinary team members to grasp the implications of Handbook implementation for each Service. Collaboration among stakeholders was astounding, and leadership provided the energy and resources to ensure full implementation.


       Creative Approach   Nursing developed a proposal to increase the existing resources of wound care specialists (WCS) from an anemic 2.4 positions to a proactive 8.4 positions for Tampa and Orlando.  Finding a paucity of certified WOC specialists in the community, leadership was highly supportive of facilitating training of staff nurses within the organization.  Four incumbent staff Registered Nurses (RN) with Bachelor of Science degrees were selected.  The JAHVH funded these nurses to attend a  web-based WOC Program; all four of these risk-taking nurses completed 10 graduate level hours to successfully complete this rigorous program while working full-time. The JAHVH  provided fiscal support (e.g., tuition, books, external preceptor),  clinical preceptorship of 160 hours for each nurse, and administrative support (e.g., proctoring exams, affiliation agreements).   Concurrent with the educational program, the WCS and certified WOC nurses became catalysts for changes in policies, procedures, computerized applications, monitoring, performance improvement, product evaluation, clinical competencies, and research.


Nursing Leadership and Collaboration

         Nurse Participation   Nursing provided strong leadership for the assessment, development, implementation, and evaluation of this ambitious initiative.  Nurses provided the clinical scaffolding of this venture under the tutelage of the Associate Director of Patient Care/Nursing Services and Chief Nurses of  their respective services.  Under the auspices of the interdisciplinary Hospital Skin Committee (HSC), nurses collaborated to conceptualize a Skin Management and Pressure Ulcer Program and identify creative strategies for implementation.


        Staff Nurse Delivery   WCS participation is integral to the continued viability of the Program. The delivery system of WOC services in the JAHVH was renovated from primarily consultation to a more intense change in professional WOC practice.  All WOC nurses actively participate on the HSC to ensure an open conduit of information to and from front-line staff nurses, forecast trends in WOC, analyze performance improvement data, and chart the course of future initiatives.  They also coach front-line staff nurses to assess pressure ulcer risk using the Braden Scale, complete the pressure ulcer assessment and reassessment, initiate consults to the WCS, develop the plan of care for patients with WOC issues, provide discharge instructions and appropriate supplies, and provide patient, family, and caregiver education. 

        Interdisciplinary Collaboration  The professional practice environment is rich with interdisciplinary collaboration in WOC management.  This fertility has its roots embedded on the unit level, where daily networking is accomplished among front-line staff and advance practice nurses, physicians, therapists, dietitians, social workers, psychologists, and other disciplines.   The interdisciplinary HSC galvanizes these various perspectives to expand the breadth of the skin/wound care Program throughout the organization.  Interdisciplinary collaboration is evident in clinical skin and wound rounds, consultations, and prevention and management strategies.


       Presentations & Publications   Abundant inservices and presentations have been given by the WOC Nurses to unit nurses, interdisciplinary team members, affiliating students, and researchers since this initiative commenced in 2006.  WOC Nurses have provided continuing education, state and national presentations, and professional publications, as follows:


Presented/Accepted Platform Presentations:

12/07  Nichols, Jane S.  “Wound Assessment and Treatment.” CME. Physicians, JAHVH, FL


5/07    Nichols, Jane S. “Pressure Ulcers: Legal Issues.”  North Florida - South Georgia VA, 


           Gainesville, FL.


8/08    Thomason, S.S. & Nelson, A. (Accepted)  “Emergence of an SCI Evidence-Based Tool for 

           Monitoring Pressure Ulcers.”  2008  Congress of  Spinal Cord Medicine and Rehabilitation


           Orlando, FL.  


5/07    Thomason, S.S. “Implementation of the VHA Handbook 1180.2 – Assessment and

           Prevention of Pressure Ulcers”  Con Ed-CME.  SCI 101 lecture series. JAHVH, FL.


11/06  Thomason, S.S. “Pressure Ulcer Assessment:  A Breakthrough Collaborative.”  

           National SCI Strategic Healthcare Group IHI Collaborative Symposium.   Seattle,WA.  


Presented/Accepted Poster Presentations:  
   


Published/Accepted Articles: 
  
   
 

Scope of Initiative

           Impacted Areas   This initiative involved: medical-surgical and intensive care; rehabilitation, polytrauma, and SCI; NHCU; one of the largest VHA Ambulatory Care (AC) Services in the nation, and; select non-institutionalized settings (e.g., Care Coordination Home Telehealth, Home Care). The Orlando VA Outpatient Clinic/NHCU and the Baldomero Lopez State Veterans Home were also benefactors of the Program.  Strategy examples include:

Single Area: 


· Research:  Monitoring Pressure Ulcer Healing in Persons with Spinal Cord Impairment. HSR&D – Nursing Research Initiative  $522,000  (1/06 – 1/09).   

· Identify pressure ulcer high risk populations for Ambulatory Care (AC) and determine implications for CBOCS and AC.

· Provide input into the Polytrauma Family Care Pathway.  

Multiple Areas: 

· Develop/implement order sets for wound management.


· Develop/implement an educational plan for the VANOD Skin Assessment and Reassessment.


· Develop/implement a process for formal product evaluations.


Facility Wide: 


· Develop/implement a wound assessment template.


· Develop/implement specific interventions for the Braden Risk Assessment Scale.


· Propose/approve the WCS Educational Initiative for the web-WOC Program.


· Develop/approve HPM 111-55 “Skin Management and Pressure Ulcer Program.”


· Serve as a pilot site for VANOD Admission Assessment/Reassessment Skin templates.


· Develop a training module for Braden Risk Assessment Scale training.


· Revise the Interdisciplinary Patient Assessment, and Nursing Bedside Assessment. 


· Refine outpatient Wound Clinics. 

· Evaluate/replace bed frames/support surfaces in the JAHVH, Tampa and Orlando NHCU. 

· Develop an approved educational brochure, “Protect Yourself from Pressure Ulcers.”

· Develop specific competencies for WCS.

· Develop/approve a Scope of Practice/Functional Statement for WCS based upon performance appraisal dimensions.

Nation Wide: 


· Participate on the national VHA IHI 5 Million Lives Pressure Ulcer Workgroup for the purpose of revising Handbook 1180.2.


· Research:  Expert Panel (2007).  Pressure Ulcers and Telehealth.  Cleveland VAMC and  QUERI.


· Participate on the SCI IHI Collaborative on Pressure Ulcers.                                                                         


                                                                Impact

        Process Improvement    Measurable process improvement may be appreciated in both traditional and untraditional ways:


· Denial of a tort claim of $2.5m for a pressure ulcer incurred at another VA facility; subject facility attorney related that the denial was due to legal review by a JAHVH WCS.


· Cost deference of rental specialty support surfaces (e.g., low air loss) due to purchase


of pressure redistribution surfaces; this change was made as a result of product evaluation 


and recommendations by our WCS and staff nurses. 


· Cost deference by changing to more extended-wear topical wound dressings (e.g., silver, hydrocolloid) in lieu of dressings requiring an increased nursing time-burden.


· Sustained low incidence of HA-PU well below national benchmarks; reduction in HA-PU translate into decreased costs (e.g., dressings, caregiver time), increased wages for the patient, decreased morbidity, and decreased mortality.


       Nursing Satisfaction    The 2007 All Employees Survey for a grouping of 17 nursing staff, including 5 WCS, indicated the following scores (Likert Scale: 1 dissatisfied – 5 satisfied): 


Job Satisfaction:  Scores 3 or > in work type/amount, co-worker, supervision, senior management; work conditions, customer satisfaction, praise, work quality, satisfaction, satisfaction-2 yrs; the vast majority of scores were in the mid-4 range. Score < 3 was in promotion opportunity (2.94).    


Organizational Assessment: Scores 3 or > in cooperation, conflict resolution, diversity acceptance, co-worker/supervisory support, customer service, innovation, resources, safety climate, leadership, rewards, employee development, planning/evaluation, job control, demands, retention, engagement, and civility;  the vast majority of scores were in the mid-4 range.  No scores were < 3.


Culture:  Scores 3 or > in group and rational; the vast majority of scores were in the mid-4 range. Scores < 3 were in entrepreneurial (2.88) and permanence and stability (2.88).


 Long-term Integration    Subsequent to the activation of this initiative in 2006, there have 


been strong, sustained gains in the Skin Management and Pressure Ulcer Program.  The revitalized Program is discussed in the context of Baldrige criteria. 


		

		                        Process



		Approach

		· Developed an Action Plan based on organizational goals, needs, and impacted areas across program lines (e.g., resources).


· Identified and collaborated with significant internal and external stakeholders (e.g., veterans/families/caregivers, nursing/hospital leadership, interdisciplinary HSC members, staff RNs, vendors).


· Conducted a gap analysis to identify opportunities for improvement (e.g., need for systematic documentation).


· Implemented strategies to effect cultural change in skin and pressure ulcer management (See “Scope of Initiative”).


· Promoted workforce engagement through motivating interdisciplinary team members to adhere to Handbook 1180.2 (e.g., 1:1 discussion with WCS; educational initiatives; performance appraisals).



		Deployment

		· Penetrated multiple clinical disciplines throughout all clinical settings. 


· Provided workforce training in CPRS applications, prevention, and treatment (e.g., VANOD template pilot site).


· Applied standardized principles of prevention and treatment of pressure ulcers throughout JAHVH, Orlando, and the Baldomero Lopez State Veterans Home (e.g., beds, support surfaces, wound products).





		Learning

		· Significantly enhanced skills and knowledge of WCS nurses (e.g., web-WOC graduate credit education and preceptorship).


· Educated interdisciplinary staff  regarding Handbook 1180.2 and its


relevancy to their roles (e.g., RN admission risk assessment).


· Educated patients/families/caregivers in the prevention and management of pressure ulcers along the continuum of care (e.g., brochure).


· Educated nursing colleagues regarding the innovation (e.g., informally, local and national e-mail, presentations, publications).



		Integration

		· Ensured that processes in the assessment, planning, implementation, and evaluation of the Program were complementary across all units and services (e.g., HSC agenda items).


· Harmonized organizational processes to promote an understanding of relevant aspects of Handbook 1180.2 (e.g., ulcer risk assessment).


· Used national evidence-based CPG throughout the organization and in population-specific areas (e.g., SCI).


· Attained performance improvement in documentation and surveillance


      (e.g., disseminated External Peer Review Program {EPRP} results). 





  Outcome Impact   Outcomes are examined based upon three primary sources:


incidence of HA-PU for Acute Care and SCI FY07,  results of EPRP for Skin Integrity FY08 Qtr I-II, and findings of National Database of Quality Indicators (NDNQI) FY06-07.


Incidence of HA-PU: Acute Care 0.95% admissions (bench 3-14%);
 SCI 0.32% 1000 pt days. 


EPRP Skin Integrity: Four diagnoses were reviewed:  Surgical Care, Acute Coronary Syndrome, Pneumonia, and Heart Failure.  Patients were deemed at risk for pressure ulcers if they had one of the preceding diagnoses (32-46%) or if they had a SCI (100%). 

		Supporting Indicator

		Target

		Average



		Screened with Braden Risk Assessment Scale within 24 hours of admission

		100%



		99.2%



		Developed a HA pressure ulcer

		0%

		2%



		Without a treatment plan for all Stage II pressure ulcers within 48 hours of observation

		0%

		11% 


(low sample size)





NDNQI  Percent of Surveyed Adult Patients with HA-PU Stages II and Above:

		            Area

		Average Median JAHVH

		National Comparative Mean** 

		National Standard Deviation



		Critical Care

		2.29

		7.81

		10.81



		Surgical

		2.44

		2.12

		3.91



		Medical*

		8.81

		3.47

		5.40



		Step Down

		2.04

		3.59

		6.89



		Rehabilitation

		0

		3.65

		6.96





*Veterans older with > co-morbidities                             ** Bedsize 300-399

                                                               Conclusion

       The Program has burgeoned into a robust interdisciplinary initiative that provides quality throughout the care continuum.  It is comprehensive, provides added value, and has been fully integrated into the organization’s culture.  Nurses have had a powerful influence on skin and pressure ulcer outcomes and have achieved excellence in cultivating a practice environment that is conducive to further innovation to improve documentation, employ emerging tools and concepts, promote WOC certification, foster research, and ensure education on all levels. 

                                                              REFERENCES
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and management of patients with pressure ulcers.  The initial major CPG emanated from the Agency for Healthcare Research and Quality (AHRQ), formerly the Agency for Health Care Policy and Research.
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 One of the nursing architects of the Program participated on the development panel for the SCI CPG and was a peer reviewer for the AHRQ CPG on pressure ulcer treatment.
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                                                                Impact

        Process Improvement    Measurable process improvement may be appreciated in both traditional and untraditional ways:


· Denial of a tort claim of $2.5m for a pressure ulcer incurred at another VA facility; subject facility attorney related that the denial was due to legal review by a JAHVH WCS.


· Cost deference of rental specialty support surfaces (e.g., low air loss) due to purchase


of pressure redistribution surfaces; this change was made as a result of product evaluation 


and recommendations by our WCS and staff nurses. 


· Cost deference by changing to more extended-wear topical wound dressings (e.g., silver, hydrocolloid) in lieu of dressings requiring an increased nursing time-burden.


· Sustained low incidence of HA-PU well below national benchmarks; reduction in HA-PU translate into decreased costs (e.g., dressings, caregiver time), increased wages for the patient, decreased morbidity, and decreased mortality.


       Nursing Satisfaction    The 2007 All Employees Survey for a grouping of 17 nursing staff, including 5 WCS, indicated the following scores (Likert Scale: 1 dissatisfied – 5 satisfied): 


Job Satisfaction:  Scores 3 or > in work type/amount, co-worker, supervision, senior management; work conditions, customer satisfaction, praise, work quality, satisfaction, satisfaction-2 yrs; the vast majority of scores were in the mid-4 range. Score < 3 was in promotion opportunity (2.94).    


Organizational Assessment: Scores 3 or > in cooperation, conflict resolution, diversity acceptance, co-worker/supervisory support, customer service, innovation, resources, safety climate, leadership, rewards, employee development, planning/evaluation, job control, demands, retention, engagement, and civility;  the vast majority of scores were in the mid-4 range.  No scores were < 3.


Culture:  Scores 3 or > in group and rational; the vast majority of scores were in the mid-4 range. Scores < 3 were in entrepreneurial (2.88) and permanence and stability (2.88).


 Long-term Integration    Subsequent to the activation of this initiative in 2006, there have 


been strong, sustained gains in the Skin Management and Pressure Ulcer Program.  The revitalized Program is discussed in the context of Baldrige criteria. 


		

		                        Process



		Approach

		· Developed an Action Plan based on organizational goals, needs, and impacted areas across program lines (e.g., resources).


· Identified and collaborated with significant internal and external stakeholders (e.g., veterans/families/caregivers, nursing/hospital leadership, interdisciplinary HSC members, staff RNs, vendors).


· Conducted a gap analysis to identify opportunities for improvement (e.g., need for systematic documentation).


· Implemented strategies to effect cultural change in skin and pressure ulcer management (See “Scope of Initiative”).


· Promoted workforce engagement through motivating interdisciplinary team members to adhere to Handbook 1180.2 (e.g., 1:1 discussion with WCS; educational initiatives; performance appraisals).



		Deployment

		· Penetrated multiple clinical disciplines throughout all clinical settings. 


· Provided workforce training in CPRS applications, prevention, and treatment (e.g., VANOD template pilot site).


· Applied standardized principles of prevention and treatment of pressure ulcers throughout JAHVH, Orlando, and the Baldomero Lopez State Veterans Home (e.g., beds, support surfaces, wound products).





		Learning

		· Significantly enhanced skills and knowledge of WCS nurses (e.g., web-WOC graduate credit education and preceptorship).


· Educated interdisciplinary staff  regarding Handbook 1180.2 and its


relevancy to their roles (e.g., RN admission risk assessment).


· Educated patients/families/caregivers in the prevention and management of pressure ulcers along the continuum of care (e.g., brochure).


· Educated nursing colleagues regarding the innovation (e.g., informally, local and national e-mail, presentations, publications).



		Integration

		· Ensured that processes in the assessment, planning, implementation, and evaluation of the Program were complementary across all units and services (e.g., HSC agenda items).


· Harmonized organizational processes to promote an understanding of relevant aspects of Handbook 1180.2 (e.g., ulcer risk assessment).


· Used national evidence-based CPG throughout the organization and in population-specific areas (e.g., SCI).


· Attained performance improvement in documentation and surveillance


      (e.g., disseminated External Peer Review Program {EPRP} results). 





  Outcome Impact   Outcomes are examined based upon three primary sources:


incidence of HA-PU for Acute Care and SCI FY07,  results of EPRP for Skin Integrity FY08 Qtr I-II, and findings of National Database of Quality Indicators (NDNQI) FY06-07.


Incidence of HA-PU: Acute Care 0.95% admissions (bench 3-14%);
 SCI 0.32% 1000 pt days. 


EPRP Skin Integrity: Four diagnoses were reviewed:  Surgical Care, Acute Coronary Syndrome, Pneumonia, and Heart Failure.  Patients were deemed at risk for pressure ulcers if they had one of the preceding diagnoses (32-46%) or if they had a SCI (100%). 

		Supporting Indicator

		Target

		Average



		Screened with Braden Risk Assessment Scale within 24 hours of admission

		100%



		99.2%



		Developed a HA pressure ulcer

		0%

		2%



		Without a treatment plan for all Stage II pressure ulcers within 48 hours of observation

		0%

		11% 


(low sample size)





NDNQI  Percent of Surveyed Adult Patients with HA-PU Stages II and Above:

		            Area

		Average Median JAHVH

		National Comparative Mean** 

		National Standard Deviation



		Critical Care

		2.29

		7.81

		10.81



		Surgical

		2.44

		2.12

		3.91



		Medical*

		8.81

		3.47

		5.40



		Step Down

		2.04

		3.59

		6.89



		Rehabilitation

		0

		3.65

		6.96





*Veterans older with > co-morbidities                             ** Bedsize 300-399

                                                               Conclusion

       The Program has burgeoned into a robust interdisciplinary initiative that provides quality throughout the care continuum.  It is comprehensive, provides added value, and has been fully integrated into the organization’s culture.  Nurses have had a powerful influence on skin and pressure ulcer outcomes and have achieved excellence in cultivating a practice environment that is conducive to further innovation to improve documentation, employ emerging tools and concepts, promote WOC certification, foster research, and ensure education on all levels. 
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Title: Patient Centered Shift Handoff


Summary of Initiative: We implemented a new change of shift handoff on the medical and surgical units at the Wm. S. Middleton Memorial Veterans Hospital in Madison, WI. Evidence guided the development of this handoff process, a process that highlights our nursing autonomy and our commitment to patient driven care. There are nine standardized components of our Patient Centered Shift Handoff Process:


· RN/patient assignments: Charge nurse (CN) posts assignments prior to the start of handoff. 

· Charge Nurse Unit Overview: Off-going and oncoming CNs review activity scheduled for upcoming tour and identifies patients with safety/care issues.

· Patient Preview Information: All RNs review the Patient Preview Spreadsheet (replaces kardex) prior to verbal handoff. CPRS is reviewed prior to or shortly after bedside handoff. This preview triggers the RN to ask for additional information and provides an opportunity to seek some “just in time” learning for any care or interventions that are unfamiliar to the RN. 

· RN to RN bedside patient handoff: Occurs in the patient room using a standard format PACE (patient/problem, assessments/actions, continuing/changes, evaluation) or SBAR(situation, background, assessment, and recommendations) along with informing the patient about the “plan for the day/stay”. The outgoing RN identifies and introduces the patient to the oncoming RN, reviews IV drips, lines, tubes, I&O, safety and preventive measures, dressings, positioning, etc. and updates the patient’s white board. 

· On-coming RN clarification. RN clarifies any issues/concerns prior to the departure of the off-going RN and patients are encouraged to ask questions.

· LPN and UAP Assignments. The CN and the RNs assign care duties to LPNs and UAPs. The CN reviews assignments with LPNs and UAPs. 


· Mid-shift update: RN staff and CN huddle during a prearranged time to review unit activity/workload, adjust assignments, and communicate patient specfic information. This also provides a time for RNs to coach novice RNs. Mid-shift update/huddle allows novice RNs to practice SBAR as they communicate patient information to the CN. 


· End of shift verbal report by LPNs/UAPs: LPNs and UAPs report to responsible RNs patient observations and findings, unit activity, and information that the CN needs for the upcoming Charge Nurse Unit Overview. 

Date of Implementation: November 15, 2007


Identify each rating category being addressed followed by applicable narrative:


Adoption of the Innovation

Innovation is implemented in response to a designated need in the organization.


Our patient centered handoff demonstrates a major nursing initiative that assists our organization in meeting three of its strategic goals: 1) Make patient goals a critical driver of patient care; 2) assist veterans to make informed choices regarding their own healthcare and 3) improve communication. 

In 2005, we identified a need for improved communication between nurses, among nurses and physicians, and among nurses and patients. Our first initiative focused on improving communication between RNs and MDs, specifically the communication that occurs when the RN reports critical changes in a patient’s condition. Three hospitals in our VISN collaborated to develop an education program that introduced the SBAR process for facilitating the delivery of critical information. Two of the hospitals, including Madison, were approved by their respective IRBs for a research project. We administered surveys before and approximately 2 months after the education program. Survey findings indicated that those RNs with the least experience perceived the greatest benefit from using SBAR. 

In 2007, we tackled our nurse-nurse and nurse-patient communication concerns and identified several problems with our shift handoff process. These problems included: 

1) a taped report that was long (30+ minutes), focused on past events rather than anticipating care needs for the next shift, and bypassed critical bedside observations that could detect patient safety problems, 2) little or no direct discussion with the patient about the plan for the day/stay that contributed to patient/family uncertainty, and 3) missed opportunities for teaching novice nurses new skills and for fostering critical thinking since the off-going RN frequently left before the oncoming nurse had finished listening to report.  


We wanted a handoff process that focused on the relationship between the nurse and the patient since patient involvement in handoff discussions informs the patient and facilitates participation in care decisions.  Our handoff goal was to develop a handoff process that 1) involved the patient; 2) improved patient safety; 3) increased patient satisfaction; and 4) made nurses accountable for their professional practice. 


Information published in professional literature is used to design or modify innovation


Initially members of the handoff workgroup expressed resistance to a bedside handoff that would take place in the patient’s room. They were concerned about the elimination of the “group report”, diminished teamwork, breach of patient confidentiality, discomfort talking about care in front of the patient, and the amount of time required for the new handoff process. Our first step in overcoming this resistance was to search the literature for evidence that would help us address the above concerns. We found several articles describing handoff processes and we compiled an annotated bibliography of 22 of these articles that we included in staff orientation materials. The following key categories found in the literature guided the development of our handoff process.


Patient Benefits: 


· Patient satisfaction and safety improves when patients are empowered to contribute to discussion, ask questions, and clarify information. 

· Bedside handoff promotes RN-patient communication and moves the relationship from parental to more collaborative. 

· Staff are with patients during the handoff rather than sequestered in a room for an extensive period of time.


Staff Benefits:


· Staff can immediately visualize patients, prioritize care for the shift, and are better prepared to answer MD questions.

· Opportunities for “just-in-time” learning, particularly with novice staff


· Improve communication and communication between shifts


Process and Content:


· Bedside component takes about 2-3 minutes per patient


· Assignments are made prior to handoff,


· Staff talk with, rather than about, the patient and avoid medical jargon 

· RNs physically double-check IVs, tubes, alarms, etc. 

· Mid-shift huddles keep communication flowing and provide opportunity for seeking assistance. 

· Handoff content improves by minimizing unnecessary information

·  Standardized formats such as PACE/SBAR and use of multiple sources of information (written and verbal) focus on directing and planning upcoming care rather than reporting on care given in the past. 

Implementation


· Keep staff informed of the changes being planned


· Incremental changes to allow for feedback and changes


· Orientation materials such as scripted case studies, written handouts, guidelines for various patient situations


·  Orient staff and patient a few weeks prior to implementation


· Pre-post survey to track changes 


Innovation is customized to fit the needs of the organization


We knew that many staff had preconceived notions that a bedside handoff would not work and overcoming resistance was the focus of our implementation strategies. Workgroup members decided upon the basic handoff concepts and a basic handoff structure and then presented these concepts and structure to staff on their respective units. Unit staff were tasked with operationalizing the basic handoff structure during a 3-month period. They created and tested various reporting and overview tools using discovery learning to determine what did and did not work. During this 3-month period, the workgroup members met every two weeks to share the ideas and tools that their respective staff had created. Group members were energized by the ideas being tried on different units and shared these ideas with staff on their unit. Several different worksheets were designed and trialed by staff, but it was not until an RN, returning from deployment to Afghanistan, shared an example of a worksheet used at the military hospital, that the group enthusiastically accepted this worksheet as “the” worksheet. 

One unit was upset that the charge nurse would not hear the entire report on all patients. To solve this problem that unit implemented a mid-shift huddle whereby the team nurses update the charge nurse regarding patient issues. This mid-shift huddle also serves as an opportunity to coach novice nurses that may be struggling with some patient care issues.

Innovation uses a creative, unique, or inventive approach or adaptation


One of the major creative challenges for the handoff workgroup was to teach the staff how to incorporate successfully the patient into the shift handoff. One member of the workgroup developed patient scenarios that the staff used in role-playing exercises to practice the bedside handoff. Staff also started to more creatively use the whiteboards that are in the patient rooms. In addition to writing the nurses’ name on the board, the nurses write information about the plan for the day and/or write reminder notes to the patient such as “Put on call light if you need to get up.” 

Nursing Leadership and Collaboration


Nurses participated in development and implementation of this nursing initiative. 

We established a handoff workgroup consisting of the manager and a staff nurse from each med/surg unit and the ED, a nursing instructor, nurse researcher, and nurse administrator. We met twice a month for one hour over a 3-month period. We used the group meeting time to reach consensus on the handoff concepts and the handoff components—RN assignments, charge nurse unit overview, patient preview using some type of spreadsheet, bedside handoff, clarification, charge nurse review of LPN, UAP assignment, LPN/UAP report back. Workgroup members worked with their staff on developing and trialing different components of the process. Successes and failures were shared during the workgroup meetings.  After the three month trial-and-error implementation period the workgroup membership was expanded to include at least two additional staff nurses from each unit for the evaluation component and to finalize the standardized process. The expanded workgroup systematically reviewed each component and reached consensus on the components or aspects of the component would be included in the final standardized core process. 

Staff nurses systematically participated in development and implementation of initiative through a wider nursing governance structure or innovative delivery model.


Our Nursing Practice Council meets twice monthly and reviews and approves changes in nursing practice. Two of the staff nurses on the task force were also members of the Nursing Practice Council and served as liaisons between the two groups and kept the Practice Council informed throughout the project. The Practice Council reviewed and approved the proposed changes and the final standardized process. 

Innovation successfully demonstrates collaboration, teamwork, cooperation and/or multidisciplinary impact and /or involvement.


Collaboration and teamwork occurred at several levels throughout this project. First, the workgroup consisted of nurses from four different units who, despite differences in unit specialties and day-to-day operations, identified and committed to a common handoff structure. Members of the core taskforce were comfortable raising concerns, questioning approaches, and refocusing discussions 


Second, the staff on each unit, under the direction of their respective workgroup representative, engaged in a trial and error process to determine which handoff tools and processes were and were not helpful. We saw wonderful leadership and collaboration between unit staff nurses in initiating changes, in sharing of ideas from one unit to another, and in generating enthusiasm as these nurses saw a success on another unit and brought the “how to” back to their own unit.

The third level of collaborative teamwork occurred when the handoff project was presented to the interdisciplinary Coordination of Care Committee, a committee attended by the chiefs of the various services (nutrition, rehab, social work, pharmacy, lab, etc) involved in patient care. During the presentation, the interdisciplinary group members discussed how family members are often not aware of the plans for the patient. As result of this discussion, we decided to include the “plan for the day” on the patient’s white board so that when family members arrived, they could quickly be updated on the plan for the patient


A fourth level of team work occurs daily during the mid-shift update/huddle as the staff come together to update each other and the charge nurse on the “state of the unit.” 

Throughout the development and implementation of this initiative we relied heavily on unit staff to figure out what worked and what didn’t and to innovate and evolve the concepts into a process that worked for them. This innovation and sharing between unit staff was essential to success. 

Nurses have disseminated findings via paper or presentation;published.


The new handoff process includes the use of the PACE standardized checklists. PACE was developed by one of our taskforce members and published in Nursing 2006 (Schroeder, 2006) and LPN 2007. 

The nurse executive at St. Mary’s Hospital in Madison (a magnet facility) learned about our bedside handoff process from our nurse executive and requested to visit the VA, along with several staff, to observe our new handoff process on April 7, 2008. These visitors accompanied our staff nurses on handoffs and then met as a group with members of our handoff workgroup to discuss barriers, concepts, and implementation strategies. 


On May 14, 2008, Sarah Schroeder, handoff workgroup member, presented “Using the Evidence to Facilitate Bedside handoffs” to attendees at the VISN 12 Evidence Based Practice Workshop in Milwaukee. 

Finally, we submitted a summary of our new Patient Centered Shift Handoff to the Great Lakes News (VISN 12 newsletter). 

Scope of Initiative

Initiative impacts one or more strategies in a single area; Initiative impacts one or more strategies in multiple areas; and Initiative impacts one or more strategies facility wide.

This initiative included all three of the medical/surgical units and the Emergency Department(ED). The ED workgroup member was actively involved in the group and applied the concepts implemented in the med/surg area to the ED.  


This initiative addresses two of the VHA Power of Performance-4 Goals. We are putting the patient and patient care first by including the patient in the handoff. Although initially uncomfortable for some of the staff, this handoff process now demonstrates a best practice at our facility. 

Progressive Leadership is evident throughout our process as we diligently and systematically work with the staff to help them understand that this new way of performing the shift handoff improves the care we provide to our veterans. Many unit staff led by example and action, sometimes by “just doing it”, or by trying something new. 

Additionally we have impacted Quality and safety and enhanced RN accountability through standardizing the content and process of our handoff, providing face-to-face exchange of information and questions, providing opportunities for learning at the bedside, encouraging patient participation in care, and RN review of lines, drips, and precautions at the bedside. Novice nurses have the opportunity to ask questions and seek advice one-on-one with more experienced nurses. 

At the heart of this initiative is the involvement of the patient in the handoff process; patient/family satisfaction with and involvement in care is addressed through introduction of oncoming staff to patient, providing opportunity for patients to provide input, discussion with the patient about the “plan of the day”, etc. The most recent inpatient satisfaction scores (SHEP Q3&4-FY08) for overall quality are Medicine 87.3 and Surgery 97.6; these are significantly better than the national average. Nursing students completing clinical rotations on the med/surg units are gaining first hand experience in this patient centered handoff process that will influence their future practice. A senior student is working on a project to further standardize and improve the handoff process for LPNs and NAs. And finally, Clinical efficiency has been improved through a decrease in the length of the shift handoff process. Many RNs were pleasantly surprised that the new handoff process takes less time than our previous process.

Impact

Demonstrated measurable process improvement


Pre- and post-implementation surveys (approved by the University of Wisconsin/VA Minimal Risk IRB) of unit RNs were conducted to evaluate staff perceptions of the change. Overall, 79% of respondents in a post-survey indicated that the new shift handoff process was somewhat or significantly better than the previous process.  The percent of respondents indicating that the amount of time for shift handoff was “about right” increased from 50% to 79%. This is an important finding because pre-implementation there was much resistance from staff who anticipated that the new handoff process would take longer. Sixty-one percent of respondents indicated that since implementation of the new handoff, they forget less often to pass along important information to the next shift. 

Demonstrated measurable impact on nurse satisfaction

Post implementation survey data demonstrates that 61% of respondents indicate that the new change of shift handoff process has made their overall job satisfaction somewhat or significantly better. Additionally, there has been positive anecdotal information that staff (including those clinical experts who were initially resistant to the change) would not go back to the old handoff process. The 2008 VANOD Satisfaction data reflects an overall satisfaction average score of 3.3, 3.5, and 3.6 for the three medical-surgical units. This innovation will serve to impact on staff perceptions of participation and quality of care.


We feel we have accomplished our handoff goals of developing a handoff process that 1) involved the patient; 2) improved patient safety; 3) increased patient satisfaction; and 4) made nurses accountable for their professional practice. 

Involved patients. Patients are encouraged to ask questions and participate in care decisions. One patient recently stood by the door with a clip board in his hand at the change of shift and said, “Isn’t it time to change nurses?”  


Patient safety. The RNs together look at IVs, tubes, safety and preventive measures, etc. to ensure accuracy and appropriateness. The oncoming RN has the opportunity for just-in-time learning about anything unfamiliar and completes initial rounds during the first 30 minutes of the shift. 


Patient satisfaction. While we do not have any patient satisfaction data since the initiation of the handoff process, we do think our patients like the new handoff process, especially being informed about the plan of the day.


Professional accountability and practice: Since the oncoming RNs are assigned patients when they come to the floor, they can focus on gathering and clarifying the appropriate information for their particular patients. The on-coming RN gathers this “preview” information from a variety of sources in preparation/follow-up to the verbal handoff.  The off-going RN gives report to a specific RN instead of to a general group. Both RNs gain a common understanding of patient status and condition that serves as feedback to the off-going RN and serves as a reminder about things not done or new problems to be addressed. The oncoming RN has a better opportunity to improve understanding of infusions, tubes, procedures, etc. through review with the off-going RN

Conclusion: Professional practice is the heart and soul of nursing. The handoff project at Madison is living proof of the dynamic professional values and relationships that are integrated in all we do for patients and their families. Staff are continuously changing our care delivery model in order to support the rapidly changing environment. Their autonomy in making clinical practice and delivery of care decisions comes shining through in this innovation award application.
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Title: Minneapolis Heart Failure Telehealth Clinic

Summary of Initiative: Escalating costs, transportation barriers, and need for close monitoring of patients have required innovative approaches in Heart Failure (HF) management. The Minneapolis HF Telehealth Clinic (MHFTC) is a nurse-managed clinic which incorporates a combination of case management, telehealth monitoring, optimization of HF medication, and intravenous (IV) medications using an outpatient observation (OBS) unit, with the goal of reducing hospitalizations and cost in high-risk HF patients. The clinic also titrates medications on medium-risk patients to see if titration can safely be done over the phone and reduce the number of patients needing Implantable Cardiac Defibrillators (ICDs) or Cardiac Resynchronization Therapy (CRT).  Methods: The MHFTC has managed >400 patients using daily telehealth or telephone monitoring. Four separate analyses are reported: (1) The initial cost-savings analyses of 201 telehealth and telephone patients, (2) The first 101 patients (60 with reduced left ventricular (LV) function and 41 with preserved LV function) were monitored daily on telehealth equipment and completed >1 year of follow-up, (3) 93 patients with ejection fraction (EF) <35% who qualified for device placement and underwent assertive medication titration, and (4) patients in the clinic who were at risk for impending admission and were followed by telehealth staff <24 hours on the OBS unit while receiving IV therapy.  Results: Initial cost savings of 201 telehealth and telephone patients demonstrated a cost savings of $3,299,575. A recent evaluation of 101 high-risk daily telehealth patients demonstrated a $602,333 savings including inpatient, outpatient, salary, and equipment costs. Out of 93 patients eligible for ICD/CRT device placement before medication titration, 48 patients were no longer eligible due to improvement in EF with an estimated cost savings of $1,152,000-1,560,000. Twenty-nine patients with impending decompensation were followed on the outpatient OBS unit by MHFTC staff on 57 occasions. The clinic was able to save 48 (84.2%) inpatient admissions at an estimated cost savings of $384,000. Dissemination of clinic strategies and outcomes has been conducted at the local, VISN, and national level.


Conclusion: The MHFTC reduces cost through reduction in HF and all-cause hospitalizations (including length of stay), reduction in ICD or CRT device placement, and early intervention with outpatient IV diuretic therapy in patients with impending decompensating HF. Date of Implementation:  January, 2006.

Adoption of Innovation


  The MHFTC was initiated in 2004 in response to high-risk HF patients requiring intensive monitoring to prevent re-admissions. In 2006, staff began the telephone titration program, as well as strategies for improving medication titration (ACEI/ARB/ isosorbide/ hydralazine, beta-blocker, spironolactone, diuretics) in primary care.  

Information published in professional literature was used to design and continually modify this innovation. The prevalence and incidence of heart failure and subsequent morbidity, mortality, and cost has continued to climb (1, 2, 3, 4). The life-time risk of developing HF at age 40 is now estimated to be 20% (7). Approximately 2/3 of veterans seen at the VA Medical Centers die within 5 years of an initial HF hospitalization (8). Almost 1/5 of patients with a HF hospitalization in the VA system are readmitted within 2 weeks (9). Outpatient care is essential to reduce re-hospitalization risk, decrease healthcare costs, and improve patients' quality of life. 

Currently, most HF patients after discharge are followed by the primary care provider at infrequent intervals, and evidence-based medicine such as ACEI and beta-blockers are seldom titrated to target doses (10,11).  Indriason (2002) performed a review with the VHA databases and found decreased mortality with either cardiologist care or mixed care (cardiologist + primary care provider) versus primary care alone (12). Several meta-analyses of mostly randomized controlled trials have further supported this notion with reductions in mortality (13), hospitalizations (14, 15, 16, 17, 18, 19, 20), and improved quality of life (18) in patients followed by disease management programs. These outcomes may partially be attributable to medication management which has long shown improved mortality with the use of ACE inhibitors/angiotensin-receptor blockers, beta-blockers, and aldosterone antagonists (21). 

Telehealth monitoring is another strategy which incorporates case management and technology to monitor and educate patients (22). Data regarding telehealth programs has been generally positive, but inconclusive. A meta-analysis of 14 randomized controlled trials concluded that telehealth monitoring should not replace specialist care (13). There are no reported studies that have combined telehealth monitoring originating out of a disease management program, remote medication titration, assertive risk factor reduction, ancillary management of co-morbidities that impact HF, and IV intervention in patients with decompensating HF, anemia, or electrolyte imbalance, such as the MHFTC.

The MHTC was designed with the following algorithm to fit needs of the organization: (1) Prevention of re-hospitalization in patients with acute decompensated HF. (2) Titration of HF medications to evidence-based target doses. (3) Development of protocols, templates, etc. (4) Integration of evidence-based HF management on low-medium risk patients in primary care. (5) Training of NPs/RNs throughout the VISN. Future plans include incorporation of outpatient ultrafiltration and integrated palliative care program. 


The MHFTC has been using creative techniques and inventive approaches by (1) Being readily available by phone to reduce the number of patient clinic visits, (2) reducing travel time for patients by arranging blood draws locally and coordinating clinic appointments, and (3) collaborating with patients other care providers and case managers to improve continuity and avoid duplication of care. This streamlined approach not only reduces overall costs for the VA and the patient, but also improves patient satisfaction. 

Nursing Leadership and Collaboration



The MHFTC nurses independently developed and implemented the MHFTC with only physician consultation since the initial initiative proposal, and have also provided extensive consultation and committee/group participation as a result of successful program development across other disciplines, specialty services, and the VISN. The nurses have created protocols, guidelines, templates, order sets, consult options, and a triage algorithm which are being used by the clinic, residents, primary care and OBS unit nurses, emergency dept (ED) staff, and other clinics. 

Nurses systematically participated in development and implementation of this initiative through a wider nursing governance structure or innovative delivery model via monthly and bi monthly participation in Care Coordination Home Telehealth conference calls and VISN 23 Chronic Disease conference calls. Other specific examples include training sessions for MVAMC Primary Care RNs and VISN Case Managers, and program presentations to VISN Nurse Leaders, home care staff, and Utilization Review RNs on "Ultrafiltration". Dissemination of specific program components were done regularly on the VISN shared drive for the VISN 23 Chronic Disease Management program. 

The MHFTC successfully demonstrates collaboration, teamwork, cooperation, and/or multidisciplinary impact and/or involvement via involvement on initial expert panels for the chronic disease program, expert panel for advanced care planning, numerous presentations, regular facilitators of meetings with Primary Care Providers and RNs, and through regular collaboration with the ED Staff, residents, and other sub-specialties. Initiation of the CHF Group Class for patients has involved ongoing multidisciplinary involvement from pharmacy, dieticians and physical therapy departments, as classes incorporate education on self-management strategies, medications, diet modifications, and exercise. Other specific examples include membership in the Veterans Affairs Quality Enhancement Research Initiative in CHF (CHF QUERI) and the Minnesota Heart Failure Consortium. 


The MHFTC staff have continually disseminated findings and presented on 17 separate occasions to hospital staff and 3 separate occasions to patients, not including regular CHF group classes. Aside from those presentations otherwise mentioned above, the staff presented "Telemonitoring: Can it Improve the Quality of Life for Your Patients?" at the Minnesota Heart Failure Consortium Fall Meeting in 2007 in collaboration with other community APNs. "Long-Distance Titration of Heart Failure Medications by Telephone Calls" was presented at the March, 2008 meeting of the American College of Cardiology in Chicago.  "Specialty Case Management Incorporating Telehealth Monitoring, Medication Titration, and Outpatient IV Lasix to Reduce Hospitalizations and Cost in High-Risk Heart Failure Patients at a VA Medical Center" and "Intensive Titration of Heart Failure Medications Reduces the Need for Device Therapy" abstracts have been submitted for the Heart Failure Society of America Scientific meeting in September, 2008. Two manuscripts are also in progress. 

Scope of Initiative



This initiative has impacted multiple strategies in a single area. (1) The ability of an APN/RN-led clinic to titrate medications remotely in HF patients has been successfully demonstrated. (2) Uptitration of HF medications was associated with approximately 45% reduction in the need for ICD/CRT device placement. (3)  Prevention of hospitalization and improved health outcomes via specialty clinic APNs/RN case managing HF patients, who are utilizing a combination of telehealth monitoring, optimization of HF medication, and IV medications on an outpatient OBS unit is a unique combination. (4) Dissemination of a strategy for improved medication titration in the primary care has also been employed. These strategies have enabled APN/RN staff to work to their full scope of specialty practice.

 
This MHFTC has or will potentially impact strategies in multiple areas: (1) Remote medication management could be considered for hyperlipidemia or hypertension in non-HF patients. (2) The MHFTC has become a local leader in the use of ultrafiltration for HF patients resistant to IV diuresis. The clinic is in the process of further promoting the early use of ultrafiltration to confirm reduced length of stay, readmissions, and renal impairment, even before aggressive IV diuresis (23, 24). (3) Through participation on the VISN 23 Chronic Disease Advanced Care Planning Expert Panel, the MHFTC has begun to incorporate a process to assist in facilitating transitions to palliative care and to establish earlier advanced care planning in all areas of chronic disease; and (4) intervening on co-morbidities (anemia, COPD, depression, CAD, dyslipidemia, hypertension, diabetes, sleep apnea) that have the potential to impact not only HF, but the veterans general health as well. 

This initiative impacted multiple strategies facility and VISN wide. Locally, clinic staff: (1) created approved order sets for outpatient IV lasix  utilized by clinic and ED staff, and for ultrafiltration administration in the inpatient setting; (2) developed a protocol for medication titration by RNs in the primary care clinics; (3) presented  HF guidelines at facility medical staff meetings; (4) created multiple templates for a  streamlined clinic documentation process; as well as for ensuring that all inpatients are on the standard of care for HF and a referral to a HF clinic has been made prior to discharge.
 


VISN-wide, the MHFTC clinic staff has served on the planning committee of the Chronic Disease Collaborative (CDC) and served as consultants for the initiation of health factors to assist in tracking outcomes. As stated previously, numerous presentations have been made to multidisciplinary audiences at VISN 23 Learning Sessions in 2006 and 2007, and participated in expert panels. There were 2 video sessions in 2007 to help train VISN Case Managers and Minneapolis Primary Care Nurses on HF management. Protocols, guidelines, practical techniques and strategies were shared via frequent telephone conference calls monthly within VISN 23. A  VISN 23 telemedicine consult was developed to address a need for advice on the management of complex HF patients and clinic staff provided mentorship for APRNs and RNs within the VISN.

Impact


MHFTC staff has demonstrated significant measurable process improvements facility-wide by the development of a strategy for nurses to maximally utilize their advanced-practice education to improve patient care with the following algorithm: 


● Preventing re-hospitalization of patients with acute decompensating HF


● Titration of HF medications to evidence-based target doses 


● Development of protocols and templates 


● Integration of HF management into primary care


● Training of other RNs


● Change in the process of device placement: An EP NP now screens all consults prior to referral for ICD/CRT and sends medical recommendations back to the site (Minneapolis is a tertiary center) for medication titration if patients are not 

 on the standard of care for heart failure.   


The MHFTC has demonstrated measurable impact on nurse satisfaction via RN participant satisfaction evaluations administered independently by Education Support Staff after primary care and case management training sessions. When asked if faculty used up-to-date information, if they gained new skills/knowledge, and if the program was worthwhile, 100% of program participants answered "strongly agree" or "agree."

The MHFTC demonstrated measurable long-term integration into structures and processes through successful implementation of program into primary care and the VISN, sustainable reduction in hospitalizations and cost as the program has continued, high patient satisfaction with group class (See Table 1), and continued invitations to and acceptance of presentations and posters. 

Table 1 Compilation of Patient Questionnaires Administered after Group Classes

		Class component

		Organization, slides, duration

		CHF NP presentation

		PT presentation

		Dietician Presentation

		Pharmacist Presentation



		Rating (1-lowest; 5-highest)

		4.8

		5

		4.8

		5

		4.8





The MHFTC has demonstrated measurable impact on nursing-sensitive quality indicators as evidenced by VISN RN evaluations administered independently by Education Support Staff after the primary care and case management training sessions. Of the 6 objectives analyzed, approximately 90% RNs felt that the program mostly or completely enabled them better care for CHF patients. The remaining 10% of participants felt that the program helped moderately or somewhat in 5/6 objectives analyzed.   

The MHFTC has demonstrated measurable impact on patient outcomes: 


● 201 telehealth and telephone patients from July, 2005 and September, 2006   demonstrated a cost savings of $3,299,575.


● Hospitalization reduction in 101 high-risk daily telehealth patients from June, 2006 through November 2007 (see Figure 1). Length of stay was also reduced. Cost savings were calculated independently by the Decision Support System staff and demonstrated a $602,333 savings, including inpatient, outpatient,  salary and all telehealth equipment costs. 

● 48/93 patients eligible for an ICD/CRT device before titration are no longer eligible for device implantation due to improvement in EF. Cost per device is $24-$39,000, therefore, cost saving are estimated at $1,152,000-1,560,000. This data also confirmed that it is feasible to conduct telephone titration of HF medications in patients who demonstrated compliance with medication and were capable of daily home vital sign monitoring. 


● From March 2006 thru March 2008, 29 patients with impending decompensation were followed on the outpatient observation unit by MHFTC staff on 57 occasions (43 for HF exacerbation, 6 for dehydration, 1 for anemia, 2 for HF exacerbation and anemia, and 4 for electrolyte replacement) The clinic was able to save 48 (84.2%) of inpatient admissions at an estimated cost savings of $384,000 based on 5-day length of stay.
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ONS Innovations Award Program


Technology Based Nursing Systems Redesign


Summary of Initiative:


“A Professional nursing practice environment is defined as an organizational work setting that supports, facilitates and encourages nurses to practice at their full potential.”  (Kramer &   Schmalenberg, 2004) This type of practice setting is characterized by a culture that values concern for the patient, clinically competent nurses, autonomous nursing practice, healthy interdisciplinary relationships and pursuit of excellence. (Kramer & Schmalenberg, 2004). The VHA professional nursing practice environment is assessed utilizing the VA Nursing Outcomes Database (VANOD) RN Satisfaction survey. The three predictive subscales of this survey that most strongly predict overall RN job satisfaction include:  Nurse participation in hospital affairs, the nurse managers ability to lead, support and ensure adequate resources to provide quality patient care, and staffing and resource adequacy which includes staff perception of not only numbers of staff but efficiency of information technology, and the nature of the care delivery system (ONS, 2008). In keeping with these concepts patient centric care we want to provide which includes patient safety, efficient and effective utilization of nursing time and energy, involvement of nurses in the development and implementation of the care delivery model that they utilize, good communication/continuity of care,  involvement of patients in their own care and improved perception of  the nursing staff’s ability to provide appropriate care, increased interdisciplinary team work/collaboration, and improved patient and nursing satisfaction.


    As a facility we wanted to work toward accomplishing this paradigm of excellent nursing care, our goal. Our facility, utilizing the system redesign process empowered and supported an informal team which focused on patient safety, improved use of nursing time including workflow, and improved patient and staff satisfaction. Technology resources utilized as a tool to accomplish these goals was one prime consideration of the team as they looked for ways to accomplish their goals. Literature reviews were performed and other facilities were contacted to identify ways to have positive impact on these goals. Computer equipped bedside medication units were identified as a tool that the acute medical surgical unit would benefit from the most as the team looked for ways to accomplish their tasks. Bedside computer medication administration units were purchased for the acute medical surgical area of our facility. The acquisition of this equipment/resource allowed the nursing unit to change their delivery of nursing care, matching processes of medication administration and electronic documentation to their work environment and appropriate work flow. Prior to this the workflow had remained the same as it had been prior to the implementation of BCMA and the electronic medical record.  Outcome measures for success of this change included:  improvement in three nurse sensitive indicators of care, the facilities SHEPP scores and nurse satisfaction scores. The outcomes of this endeavor, utilizing all three criteria have been exceptionally positive. Additionally unanticipated benefits of this change have been identified, which benefit not only patients and nurses, but other members of the healthcare team as well. By utilizing an efficient, effective care delivery model, nurses now have a greater sense of satisfaction regarding their own professional practice. The project was implemented for the acute medical unit in the second quarter of 2007.  


 Adoption of the Innovation: 


 


The John J. Pershing VAMC is a small rural facility.  Our facility has an 18 bed acute medical inpatient unit, which has an average daily census of 11.6 patients who present with multiple disease entities yet we have only a 2.9 average length of stay resulting in rapid turnover of patients.  Our average rate for admissions is 4 patients per day and 4 discharges per day. Nursing care includes three main activities which account for the majority of work:  patient assessment, documentation, and medication administration.  The rapid advancing technology in all aspects of nursing care delivery processes has changed dramatically in the administration and documentation of patient care.  The catalyst for change for our team was the Institute of Medicine (IOM) report Keeping Patients Safe:  Transforming the Work

Environment of Nurses (2004).  This report cites a study performed between 1994-1996 which tracked excess motion, inefficiencies, worker patterns, ergonomics, workspace organization, safety, and how time was spent by healthcare workers.  Findings of the study revealed only 1.1-3.3 hours in a 12 hour period was spent in the patient room performing assessments and direct patient care.  The majority of nursing time was spent in the nursing station, walking between patient rooms and in the nursing unit core (clean/dirty utility room, medication room, etc.).  The IOM report recommends change in the work design process to make them more efficient, less conducive to the commission of errors, and more amenable to detecting and remedying errors when they occur.  The recommendation is also made that healthcare organizations should consider medication administration as one of the first work design initiatives.  A study in two tertiary care hospitals found that 38% of Adverse Drug Events had occurred during administration of the medication.  Documentation accounts for 15-20% of nursing workload according to studies and had traditionally been completed by the nurses on computers at the central nursing station. Distractions related to congestion and disruptive conversations often occur when nurses congregate to the nurses’ station to complete documentation. Distractions are a common factor cited in Root Cause Analysis regarding medication errors. A healthy work environment is maintained through the participation of the nursing staff in identifying best practices and work processes that allow for the provision of quality patient care (Kramer & Schmalenberg, 2008).  The acute care facilitator (head nurse) in collaboration with front line nursing staff evaluated the current work processes to identify potential for improved delivery of care.  Together, they developed a vision that fueled the proposal for the Technology Based Nursing Systems Redesign initiative at our facility.  This involved placing computerized medication unit at each bedside to be used for documentation to allow for improved workflow. As the facility team began researching similar redesign projects, we found that in 1999 the Methodist Hospital, Clarian Health Partners redesigned their nursing unit to include computer technology directly at the patient’s bedside.  The result was a 70% reduction in medication errors and reduction of fall to a level of 2 falls per 1000 patient days.  By placing a medication unit and a computer server in the patient room the tools to perform nursing care would be located at the location where the work was being performed--the bedside.  Nurses would no longer be traveling back and forth from the nurse’s station to the room to document their assessments, and no longer would a “med nurse” be pushing a medication cart through the hall to administer medications.  The expectation was that this would not only increase time spent with the patient but also the patient’s perception of time spent on their care while increasing patient observation time by nurses to allow for reduced fall rates. Improved patient outcomes would also positively influence the nurses’ perception of their practice. These concepts, with an emphasis on safety were submitted as an application for a national safety grant. The grant was funded, and the remaining monies for this initiative came from the medical center. The grant was written by the nursing team members.  

Processes/workflow

		Before implementation

		After implementation



		Pharmacy provided daily restocking of unit medication carts.

		Pharmacy restocks individual patient cart.



		Interdisciplinary team members left patient rooms to enter documentation in patient records.

		Bedside access allows all team members access to real time data and documentation.



		Medications dispensed from unit cart down the hallway from room to room.

		Medications dispensed from individual cart with computer in patient room.



		Documentation by team members performed in crowded nursing station.

		Documentation performed in patient room.



		Assessment of patients at bedside with documentation and plan of care being developed at congested nursing station.

		Assessment and care plan developed in patients’ room with patient and family involvement in plan of care.





Nursing Leadership and Collaboration:


 

The Associate Director for Patient Services and Nursing is constantly seeking innovative ways to not only improve patient care, but to also improve staff satisfaction and morale. The facilitator of the area had wanted to institute bedside charting and an improved medication delivery work flow system. The patient safety manager had a strong focus on improving the facility’s patient safety culture. The facilitator and the patient safety manager, who led the informal team, identified this initiative as a way that all parties could meet their goals. Front line nursing staff input was also obtained to develop the best process and promote a sense of shared governance.  This initiative was led by and implemented by nurses.  The team members united in the effort to provide a professional practice environment with the shared goal of enhanced patient care by utilizing technology to deliver nursing care. The implementation of this plan was contingent on strong collaboration with multiple services, or the implementation would not be possible.  Collaboration was required to: secure the support of the medical center to fund the portion of the project the grant funding did not cover, have pharmacy redesign their system of medication delivery to meet the new medication delivery process on the ward, with building management to clean the bedside carts, with IT and logistics to get the new bedside computer medication computers and with engineering to get the carts secured appropriately. This was accomplished both formally, and through frequent and at times robust ongoing informal dialogue. The cornerstone of the collaboration were built upon was the concept of improving patient care, something everyone could agree upon.  Positive collaboration brought this initiative to the implementation stage. The nursing staff at the unit level collaborated among themselves to find the “best” way to provide nursing care now that they had the tools to improve their workflow, and change their practice environment. This involved all three tours of duty, and involved frequent input and feed back related to the redesigned work processes. The acute care facilitator and front-line nursing staff looked at the current process for medication administration, the design of the unit, and nursing workflow to customize the redesign of their workflow and improve efficiency through the use of technology.  However, it would require a change in our nursing care model from team nursing to modified primary care nursing.  Previously each nurse had specific tasks related to patient care on the unit according to model licensure (RN or LPN).  The change resulted in the assignment of designated patients to nursing staff which perform all aspects of the patients care.  Assignments are now made according to the level of care and monitoring the patient requires.  By promoting each individual to practice at their maximum potential enhances the professional practice environment.  Through leadership promoting shared governance among staff, leadership has promoted active involvement by those being led and who are part of the change processes (see below).  This project has been distributed throughout the VA on several occasions.  

Scope of Initiative:


This initiative impacts multiple goals and objectives of our facility, and our VISN. It has positively impacted our medical centers compliance with safety standards/goals, our compliance with Joint Commission standards for patient safety,  assisted with improving our patient satisfaction performance measures, a medical center and VISN strategy, monitored through the SHEP scores, increased our Nursing satisfaction scores through technology support and the adequacy of resources as noted in the nursing satisfaction survey, and is a contributing factor to the decrease in acute care nursing turnover rate. Additionally, this initiative has also been a contributing factor to improved nursing team work, communication between nurses themselves, created an improved environment to hand-off necessary information, assisted with improved continuity of patient care, and improved multidisciplinary collaboration related to patient needs. This initiative opened the dialogue with other disciplines concerning what nurses need to provide excellent, high quality patient care. 

   This initiative has the potential to be beneficial in multiple VHA settings, and have impact at the national level as facilities search for ways to enhance the professional work environment and look for tools to achieve this goal on behalf of nurses, their patients, and the healthcare team they are a part of.  All facilities would benefit from increased patient satisfaction, decreased falls, improved nursing satisfaction with resources and technology support. Multiple informal consultations related to this project have been provided both within our VISN, and to others outside of our VISN. This project has been published and presented during this past year, by the patient safety manager, the nurse executive, and the acute care facilitator. The newsletter Topics in Patient Safety (TiPS) March/April 2006 references this project as a Patient Safety Initiative.  This newsletter edition was also used in the national VA Leadership Patient Safety Training materials, and was distributed widely through out the VHA.  In 2007 another facility utilized the same concept for a similar patient safety initiative named “Move the Caregiver”, and they utilized much of our preparation material as well as consultations from us to develop and implement their program.  The core nursing leadership team of this project (patient safety manager, nurse executive and acute care facilitator) submitted an abstract for 2007 Veterans Health University (VeHU) conference, held in Orlando, Florida. Both the Tips newsletter and the VeHU abstract and poster remain online at their perspective websites for twelve months.  The abstract was accepted and identified as one of the top ten abstracts submitted to the conference. The abstract was published in the VeHU daily paper at the conference and distributed to over 900 people. Additionally, facility team members presented a poster and a lunch and learn education session regarding the project and outcomes at the VeHU conference.  The poster won the Peoples Choice Award for the 2007 VeHU conference.  The team has been asked to again give a lunch and learn presentation for the 2008 VeHU conference.  An overview of the project and implementation has been presented on several national teleconferences including:  the VHA Patient Safety Managers teleconference in August of 2007 and a Nursing System Redesign teleconference in September 2007.


    Technology based nursing systems redesign was anticipated to provide an added safety barrier for medication administration.  Medications would no longer be stored on carts which contained drawers of medications of all patients on that unit.  This allows for reduction in medication errors which occur during administration.  By having the medication for that patient located in a secured cart in the patient’s room, there is less potential for wrong patient error and for wrong drug error due to pulling the medication from the wrong patient drawer on a cart containing medications for multiple patients.   Nurse satisfaction has been directly related to the quality of care provided; therefore, improving patient outcomes improves nurse satisfaction as well.  The elimination of the nursing station as a center for multidisciplinary staff allows for less distractions and inefficiencies resulting in a less chaotic working environment and decreases amount of time spent moving between the patient room and the nursing station.  When documentation occurred at the nurse’s station the patient perceived that very little time is being spent directly on their care.  The time the nurse spends documenting is no longer at the nursing station but at the patient bedside allowing for increased monitoring of patients to identify changes in patient condition and decreased opportunity for patient falls.  As a result of the computer system at the bedside the multidisciplinary care team has instant access to any patient information in the computerized medical record available in the same location as the patient.  This allows for entry of vital signs, documentation of assessment details, retrieval of lab information, administration of medications, etc. This has also increased the ability of the patient to participate in care plan development and ability of staff to provide patient specific education.  The patient now has a more accurate perception of the time being spent on their care resulting in improved SHEP scores related to overall customer satisfaction, with in-patient care.   


Impact:

Results from the project have been phenomenal and have impacted three facility goals.  We have had a significant and sustained improvement in nursing sensitive VANOD measures including a reduction in fall rate of over 50%.  Prior to the implementation the average annual rate was 11.25/1000 BDOC, since implementation this has decreased to an average of 4.1/1000 BDOC.  The average cost of a hip fracture in the VA is estimated at $33,000.00.  This decrease offers us a potential savings of $792,000.00.  We have also experienced a 50% decreased medication error rate going from pre implementation average rate of 4.3/1000 BDOC to post implementation average rate of 2.2/1000 BDOC.  Resources cite the average cost of a medication error to be approximately $3500.00; this would be a potential savings of $21,000.00 Our SHEP scores have also shown significant improvement, moving from an average of 72.3% to 74.6%.  


Beyond the anticipated benefits there have been unanticipated improvements as well.  Other disciplines of the healthcare team utilize the computerized medication units to complete their documentation while at the patient bedside including physical therapy, physicians, dieticians, and social workers.  The patient has now become more involved in their healthcare due to the access of real time data entry allowing for one- on-one interaction with the patient when creating and reviewing care plan data.  Also, there is a significant decrease in the amount of time the nurses spend at the nursing station with an increase in the amount of time spent at the bedside.  Nurses’ report increased satisfaction with their practice environment and this is evidenced by a decreased turnover rate of from 8% to 0.8% since implementation.  According to research patient outcomes are directly related to nurse satisfaction and eighty percent of nurse’s satisfaction is related directly to the ability of the nurse to provide quality patient care.  (Kramer & Schmalenberg, 2004)  This increases the awareness that nursing management must have regarding the nurses practice environment.  Before initiation of the project the most prevalent concern expressed by nursing on the RN nurse satisfaction survey was IT support, following implementation this has dropped to a rank of 4th out of the 6 areas measured.  This nursing systems redesign project has encompassed all members of the interdisciplinary team who report benefit from real time access to data during patient interaction. Additionally this initiative opened the dialogue with other disciplines concerning what nurses need to provide excellent, high-quality patient care. This work flow improvement utilizing technology as resource/tool and the tangible identified outcomes encouraged others to become a part of this initiative, enhancing their own practice patterns and workflow. 


  It has improved access to patient information and simplified work procedures thereby reducing inefficiencies and increased time spent with the patient resulting in improved three nurse sensitive VANOD measures of nursing care for our facility.  As a result of improved patient outcomes we have improved nursing satisfaction which fosters low nursing staff turnover rates. 


Outcome Monitors

		Measure

		Before

		After



		Patient Fall Rate

		11.25/1000 BDOC

		4.1/1000 BDOC



		Medication Error Rate

		4.3/1000 BDOC

		2.1/1000 BDOC



		SHEP Average Scores

		72.3%

		74.6%



		Nursing Unit Turnover Rate

		8.03%

		0.8%



		Nursing satisfaction with Technology support

		Below VISN Average

		No longer in the top four concerns of our facility





This has been a highly successful innovation.
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