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Announcement of the
 2012 Office of Nursing Services Innovations Awards 

The Office of Nursing Services (ONS) is pleased to announce the 2012 winners of the prestigious Nursing Services Innovations Award!  A list of the winning innovations and their accompanying narratives may be found on the Office of Nursing Services Intranet site at:  http://vaww.va.gov/NURSING/nationalawards.asp.

Over forty entries were submitted from across VHA utilizing this year’s theme, PROSPECTIVE RISK MANAGEMENT:  CREATING AND SUSTAINING THE HIGH RELIABILITY ORGANIZATION.  While the winners in the table attached represent the “best of the best,” all entries described valuable programs and initiatives led by VA nurses.  

All award recipients will be recognized in multiple venues In addition, each of the award recipients will receive a team award of $10,000 to be distributed equally among members.

The Office of Nursing Services recognizes all teams for their submissions, and applauds each of them for their innovation and commitment to quality patient care!  We also extend a sincere “thank you” to the individuals who volunteered as reviewers during this important selection process.



Cathy Rick, RN NEA-BC FACHE FAAN
Chief Nursing Officer 



Attachment: 2012 Innovations Awards for PROSPECTIVE RISK MANAGEMENT:  CREATING AND SUSTAINING THE HIGH RELIABILITY ORGANIZATION.
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	Submission
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	Striving For Zero Avoidable Pressure Ulcers: An Interprofessional Commitment to Achieving & Sustaining Excellence
	9/James H. Quillen Veterans Affairs Medical Center 
	Mona M. Baharestani, PhD, APN, CWON, FACCWS
Stephanie Cox, RN, BSN, CWCN
Polly Whitaker, RN, BSN, CWS
Terena Burkey, RN, BSN, CWS
Kristi Marshall, RN, BSN
Jonathon Pollitte, MD
Melissa Maya, LPN
Diana Moore, PTA
Michelle Shively, RN, BSN
	

	470

	Ensuring Excellence in End of Life Care for Veterans
	6/ Salem VAMC
	Dorothy Rizzo, MSN
Laura Hart, PA-C

	

	449

	Code STEMI: Enhancing Care of Patients with ST Segment Elevated Myocardial Infarctions
	15/  John J. Pershing VA Medical Center
	Kristie Harmon, RN, BSN
Sydney Wertenberger, RN, MSN, NEA-BC
Bradford Davis, RN, BSN
Dr. Vajayachandran Nair
Melody Morris
Terry Farmer, RN
Angela Wallhauser
Melinda Young RN MSN
	

	448

	Nurse Led, Interdisciplinary Approach to Reducing Readmissions Utilizing Project Reenginering Discharge (RED)
	21/ Palo Alto HCS (Palo Alto)
	David Renfro, MS, RN, NE-BC
Roberta Oka, RN, ACNS/R
Evann Hall, RN
Gloria Martinez, MS, RN, NEA-BC
Paul Helgerson, MD
Robyn Medcalf, SW
Sandra Parkes, RN
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Florence A Gores, RN
Betsy Coss, LCSW
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	Collen Donahue, BSN, RN, CCM
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Michelle Lai, PharmD
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	4/ Philadelphia VAMC
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Steven Hickens, BSN, RN
Sandra Shlifer, MSN, RN
Anthony Au, PharmD
Maria Carpenter, MSN, RN
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Sabrina Forest, DNP, ANP-C, RN
Sara Tepfer, MSW, LCSW
Jeannette Stein, MD
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PROSPECTIVE RISK MANAGEMENT: CREATING AND SUSTAINING THE HIGH RELIABILITY ORGANIZATION 


 


Title of Submission Striving For Zero Avoidable Pressure Ulcers: An Interprofessional Commitment to Achieving 


and Sustaining Excellence 


Facility James H. Quillen Veterans Affairs Medical Center, Mountain Home, Tennessee 37684 


VISN # Mid-Atlantic Healthcare Network (VISN 9) 


Primary Author  Mona M. Baharestani, PhD, APN, CWON, FACCWS 


Position Wound Care Program Coordinator & Interprofessional Pressure Ulcer Team (IPUT) Chair 


Telephone Number 423 - 926 - 1171 Extension:  7018; mona.baharestani@va.gov  


 


Team Members 


Name Stephanie Cox, RN, BSN, CWCN  Name Jonathon Pollitte, MD  
Position Acute Care Wound Care Specialist Position Attending Physician, Medicine 


Telephone 423-926-1171 Ext  2022; Stephanie.cox@va.gov  Telephon


e 


423-926-1171 Ext:2324; jonathan.pollitte@va.gov  


Name Polly Whitaker, RN, BSN, CWS Name Melissa Maya, LPN 


Position Acute Care Wound Care Specialist Position CLC Wound Care Assistant 


Telephone   423-926-1171 Ext  4511; polly.whitaker@va.gov  Telephon


e  


423-926-1171 Ext 2316; Melissa.maya@va.gov  


Name Terena Burkey, RN, BSN, CWS Name Diana Moore, PTA 


Position CLC Wound Care Specialist Position Physical Therapy Assistant 


Telephone  423-926-1171 Ext. 2316; terena.burkey@va.gov Telephon


e  


423-926-1171 Ext. 2817; diana.moore3@va.gov  
Name Kristi Marshall, RN, BSN Name Michelle Shively, RN, BSN 


Position  RN, Ambulatory Surgery Position   RN, Emergency Department 


Telephone  423-926-1171 Ext 7659; kristi.marshall@va.gov  Telephon


e  


423-926-1171 Ext 7251; michelle.shivley@va.gov  


 
Title: Striving For Zero Avoidable Pressure Ulcers: An Interprofessional Commitment to Achieving and 


Sustaining Excellence 


Summary of Initiative: Pressure ulcers (PU) represent a highly litigious, quality laden health care issue 


associated with significant morbidity and mortality.
 1 


In fact, the Centers for Medicare and Medicaid (CMS) 


identified hospital acquired pressure ulcers (HAPUs) as one of the most frequently occurring and most costly 


preventable hospital acquired condition (HAC) in the United States.
2 
Full- thickness (Stage III and IV) 


HAPUs in particular afflict over 250,000 Medicare recipients annually at a federal cost of over $11 billion.
 2 


In order to impose healthcare organization’s accountability relative to HAPU prevention, the No-Pay Ruling 


for HAPUs and other preventable HACs was enacted by the CMS in 2008 resulting in hospitals no longer 


receiving payment for the treatment of HAPUs.
2 
  


The Veterans Health Administration (VHA) prides itself in the provision of high quality care delivery and in 


the mitigation of preventable iatrogenic events. Pressure ulcers as a quality performance metric is of a 


particular concern to the VHA with National, VISN and facility level HAPU rates reported through the 


Veterans Affairs Nursing Outcomes Database (VANOD) and ASPIRE dashboards. It is the expectation of 


the VHA that avoidable HAPUs be eliminated and a National Workgroup has been charged with developing 


a strategic plan to assist facilities in actualizing this goal. 


Consistent with the expectations of CMS and the VHA to promote increased organizational 


accountability in the prevention of HAPUs, the James H. Quillen Veterans Affairs Medical Center’s 


(JHQVAMC) Interprofessional Pressure Ulcer Team (IPUT) Committee embarked upon an 


aggressive facility-wide process improvement journey focused on innovative multi-modal PU 


educational delivery across disciplines, individual and departmental accountability, rapid response 


paradigmatic risk identification, skin assessment and early preventive interventions in all practice 


settings (e.g., the Emergency Department Unit (EDU), primary care, home-based primary care 


(HBPC), outpatient clinics, ambulatory surgery, operating room, post-anesthesia care, interventional 


cardiology and the community living center (CLC)). Strategic goals set forth by the IPUT 


committee include: 
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1. Promote and sustain a facility-wide culture of proactive PU ownership to risk surveillance and early 


preventive intervention utilizing the rapid response paradigm.  


2. Develop methodologically sound, evidence-based, standardized and accessible approaches to early 


PU risk identification, preventive and treatment interventions that traverse seamlessly across practice 


settings. 


3. Provide innovative multi-modal educational delivery methods which allow for interprofessional team 


member customization, “just-in time” access and competency assessment. 


4. Ensure facility-wide access to PU education, certified wound care specialists, automated order sets, 


equipment and supplies. 


5. Achieve and sustain “Zero tolerance” for avoidable PUs. 


6. Disseminate PU related patient-centered delivery of care, outcome metrics and educational 


innovations within the facility, regionally, nationally and internationally. 
 


Programmatic objectives included, but were not limited to the following: 
1. Perform interprofessional PU educational needs assessment with subsequent 


development/procurement and evaluation of customizable educational programs and tools 


effectiveness.  


2. Perform facility-wide setting specific environmental scans to identify resource needs (e.g., 


standardized wound care carts for all units for improved efficiency, pressure redistribution surfaces 


for stretchers, beds and operative tables, easy access formularies, educational materials). 


3. Actualize commitment to PU prevention by all units and interprofessional departments demonstrated 


by self-auditing and ongoing identification and implementation of improvement initiatives. 


4. Standardize high PU alert surveillance and early preventive interventions utilizing evidence-based 


triggers. 


5. Achieve and sustain “Zero” facility acquired HAPUs. 


6. Achieve and sustain 100% accuracy and completeness in interprofessional skin assessment 


documentation as evidenced through ongoing random audits. 


Date of Implementation: October 2010 through present time 
 


Value and Impact: The JHQVAMC facility-wide interprofessional initiative aimed at achieving and 


sustaining zero avoidable PUs ensures a culture of rapid response, standardized, evidenced-based practice, 


thus mitigating the associated mortality and morbidity risk for Veterans under our care.  
 


ADOPTION OF THE INNOVATION 


Need in Organization/Data Analysis: 


Veterans receive interprofessional services at multiple points of encounter to the JHQVAMC. Encounters 


occur in ambulatory surgery, the EDU, outpatient clinics, HBPC, the CLC, acute care unit admission and 


primary care follow-up visits. At each entry point, opportunities for triggered surveillance of PU risk, 


determination of need for skin assessment, provision of preventive education and certified wound care 


specialist consultation exists. This initiative targeted each practice setting in its uniqueness, while 


maintaining systems’ need awareness. Brainstorming meetings were held with staff in each practice setting in 


order to assess educational needs and best suited delivery modalities, current PU processes employed, 


storage space, stocked skin preventive supplies and access to pressure redistribution surfaces. A two day 


facility-wide inventory of all beds and stretchers was performed to assess the availability of setting specific 


pressure redistribution surfaces, as well as a twelve month analysis of bed rentals by type and location. 


Random audits were performed in all in-patient acute care and CLC areas by certified wound care specialists 


relative to nursing VANOD skin documentation, as well as medical provider documentation. Validation of 


documentation accuracy was ensured through patients/residents examination by certified wound care 


specialists. Audits of staff adherence with PU preventive interventions (e.g., presence of skin alert icons on 


patient/resident wristbands, padding under medical devices and presence of pressure redistribution surfaces).  


The equipment inventory and rental analysis revealed a need to upgrade the entire critical care area to low air 


loss (LAL), procure bariatric beds, overlays and upgrade all EDU, PACU and ambulatory surgery stretcher 


mattresses. The rate of medical provider PU documentation was found to be 0%. A five month retrospective 


analysis of in-patient VANOD skin documentation by nursing revealed a 43% accuracy rate. Specifically it 


was found that nursing staff were clicking on “New Pressure Ulcer” on the VANOD template when either 
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the PU was present on admission, or more commonly the etiology was other than pressure (e.g., a skin tear, a 


surgical wound, or diabetic foot ulcer). VANOD Skin Risk Data capture inaccuracies are not unique to the 


JHQVAMC, but rather are reflective nationally; in fact this will be an area of focus for the VHA PU Summit 


Research Workgroup. In primary care, ambulatory surgery and outpatient clinics it was found that 


assessment of PU risk and skin assessment was not occurring and staff were in need of education related to 


such. The EDU which represents a veteran population limited to the confines of a narrow stretcher similarly 


revealed that PU risk assessment, skin inspection, early preventive intervention/education and referral to 


certified wound care specialists opportunities were being missed, resulting in prospective risk for veterans 


and our facility.  


Environmental resource and staff needs assessment results were collaboratively reviewed, analyzed and 


systematically prioritized by the IPUT committee and a rapid response strategic plan of action was developed 


aimed at achieving accuracy in documentation and zero HAPUs. 


Professional Literature Review and Evidence Are Used to Design or Modify Innovation: 


The Institute for Health Care Improvement (IHI), the National Quality Forum (NQF), the National Pressure 


Ulcer Advisory Panel (NPUAP) and CMS all identify PU as a predominantly preventable healthcare 


condition fraught with increased mortality and morbidity, liability, increased length of stay of up to five-fold 


and exorbitant health care costs.
3-5


 Early identification of risk status, ulcer detection, access to needed 


resources and accurate staging are the cornerstones of effective PU prevention and management. Yet in 


examining knowledge of PU prevention, staging and treatment Levine and colleagues
6
 found physician’s 


mean knowledge scores to be 69% compared to nurses at 76%.
 


Innovation is Customized to Fit Needs of the Organization: 


Based on needs assessment analyses over $1 million dollars was spent by the JHQVAMC on the purchase of 


pressure redistribution surfaces for stretchers, beds, overlays, wheelchair cushions and standardized unit-


based wound care carts. All wound care carts are equipped with laminated “just in time” quick educational 


references. To facilitate “any-time access” to education and reference materials a Wound Care Program 


SharePoint site has been established and the National Database for Nurses Quality Indicators (NDNQI) has 


been integrated into NetLearning. Collaborative work with Pharmacy resulted in the develop of standardized 


quick reference wound care formulary cards which traverse healthcare settings. Ongoing random audits are 


performed by unit based staff nurses, nursing attendants, medical providers and the wound care team to 


ensure that we sustain our commitment to PU risk mitigation. Team/Discharge nurses have developed a 


hand-off tool to ensure that patients with PU risk or existing PU have the appropriate referrals and home care 


services in place. A 2
nd


 Look Verifier innovative program was developed to ensure that each practice area 


has nurses who have received advanced training in skin assessment and documentation. These nurses go 


through a didactic course given by the IPUT chair and then perform clinical rounds with the wound care 


team where their staging and assessment skill competency is assessed. On admission and throughout 


patient/resident stays, if any skin care problems are identified the 2
nd


 Look Verifier is contacted prior to staff 


nurse documentation in VANOD, the certified wound care specialist is the final validator.   


Innovation Uses a Creative, Unique, or Inventive Approach or Adaptation: 


In order to further assess the knowledge base and skin assessment techniques utilized by medical staff the 


IPUT Chair and Chief of Staff for Medical Education developed two landmark Institutional Review Board 


(IRB) approved studies in collaboration with the College of Medicine and their Director of the Simulation 


laboratory. Using moulage, PU were created on volunteers serving as standardized patients. Medical 


residents were brought to the Simulation lab and were provided a clinical history of a patient with paraplegia 


and significant risk for PU. Residents were asked to perform an exam, write up their findings along with a 


discharge summary. Medical resident ulcer detection rate was 28%, only one ulcer was staged and that was 


done incorrectly. In a second study, use of moulage to simulate PUs was validated by 102 international 


wound care experts. Further simulation research will follow based on these two pilot studies and innovative 


strategies for providing education and assessing competency will emerge from the JHQVAMC. Findings 


have been disseminated nationally and worldwide.  
 


NURSING LEADERSHIP AND COLLABORATION  


Nurse Participation in Development and Implementation of Initiative: 


This initiative was lead by the IPUT Chair in tandem with certified wound care specialists from acute care 


and the CLC. Interprofessional PU team partners included: a Social Worker, Dietician, Respiratory 


Therapist, Medical Internist, Associate Chief of Staff for Medical Education, a Physical Therapy Aid, a 
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Clinical Applications Coordinator, Logistics Chief, Pharmacist, and nursing representatives from the EDU, 


HBPC, Primary Care, the operating room/PACU, outpatient clinics, ambulatory surgery, all inpatient acute 


care and CLC units and nursing education. Most critical to the success of this initiative is the ongoing 


support of the JHQVAMC Nurse Executive in her vision of having our facility achieve a zero avoidable 


HAPU tolerance and for her and our Medical Director’s ongoing support in securing necessary resources.  


Staff Nurses Systematically Participated in Development and Implementation of Initiative Through a 


Wider Shared Governance Structure or Innovative Delivery Model: 


Staff nurses spearheaded evidence-based PU focused initiatives in the following areas: critical care with skin 


care bundles, huddles and bedside skin care hand-offs; HBPC created PU care-plans, templates, photo 


documentation and educational programs and PU triggers were created in ambulatory surgery with hand-off 


alerts to the OR. In the EDU PU triggers, new templates, padding under all medical devices and immediate 


placement of immobilized patients on beds with pressure redistribution has been clinically very effective in 


preventing HAPUs.  


Innovation Successfully Demonstrates Collaboration, Teamwork, Cooperation, and/or 


Interprofessional Impact: 


Interprofessonal team collaboration in mitigating HAPU risk is evident from the multitude of 


unit/departmental level process improvements which have emerged from this overarching initiative. 


Illustrative of the teamwork and cooperation of this initiative the following have occurred: orthopedics 


initiated PU prevention order sets for all total joints and on admission low air loss overlays are placed on the 


beds of all patients with femoral fractures; Physical Therapists are now assessing under medical devices for 


PU on their patients and they developed an educational booklet for wheelchair positioning to prevent PU; the 


OR instituted universal PU precautions for all patients; ambulatory surgery and the EDU have PU trigger 


templates to identify patients at risk for early intervention and high alert hand-offs; the BCMA coordinator 


initiated a wristband skin alert icon based on Braden risk assessment; medical providers and nurses in the 


CLC perform joint admission full skin assessments, PU risk then leads to initiation of prevention order sets; 


wound care rounds in the CLC are interprofessional; Respiratory therapy (RT) assesses for PU under 


endotracheal tubes and applies padding under all RT equipment; Staff development has provided access to 


PU Krames on Demand educational tools; a full-day collaborative PU workshop was held for Dieticians and 


Social Workers; monthly presentations to Leadership are provided to maintain open channels of 


communication; partnerships through the Colleges of Medicine, Nursing and Physical therapy has afforded 


access to continuing education credits for the programs created by the JHQVAMC and knowledge 


dissemination to students      


Nurses Have Disseminated Findings via Paper or Presentations; Published: 


The outcomes from two landmark simulation studies (“Assessment of pressure ulcer detection and staging 


ability among medical residents using simulation” and “Using moulage to simulate pressure ulcers-validation 


by wound care experts”) were presented in Rome, Italy in October 2011 at the International Symposium in 


Pediatric Wound Care as posters; in California in January 2012 at the International Simulation Conference; 


they are receiving 1
st
 prize for Clinical Research at the Symposium on Advances in Wound Care in Georgia 


and will be presented orally at the Wound, Ostomy Continence Conference in North Carolina in June, 2012. 
 


SCOPE OF INITIATIVE 


Initiative Impacts One or More Strategies in a Single Area: 


Increased interprofessional PU knowledge and awareness of a standardized rapid response to veterans with 


PU risk and skin assessment has directly resulted in mitigation of PUs and the associated mortality and 


morbidity facility-wide. Physiologically, critical care represents one of the highest risk populations for PU, at 


the JHQVAMC our team has instituted evidence-based, standardized skin care bundles, direct bedside skin 


assessment hand-offs and huddles between staff and wound care. Based on the clinical avoidance of PU in 


critical care, skin care bundles are now being developed for other practice settings. PU triggers were 


instituted in the EDU, based on improved process outcomes (patients placed on low air loss beds 


immediately, provider documentation improved from 0% to 72%), triggers are now used in ambulatory 


surgery and primary care. 


Initiative Impacts One or More Strategies in a Multiple Area: 


The 2
nd


 Look Verifier program was so successful in improving nursing documentation accuracy for acute 


care inpatients (from 43% to 100%) that the program was instituted in the CLC and all other practice 


settings. Based on a needs assessment of staff PU knowledge, NDNQI modules were made mandatory for 
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nursing and provider staff. Medical and Surgical PU grand round lectures were provided, as well as a three-


part educational lunch series and innovative simulation training for medical residents. 


Initiative Impacts One or More Strategies Facility-Wide:  


To support standardization of this multi-faceted initiative each component of education, practice pattern 


change has been piloted initially in one area and then rolled out facility-wide as is setting appropriate. 


Development of the SharePoint Wound Care Program has provided a portal for easy and efficient access to 


educational, formularies, evidence based practice documents and Standard Operating procedures. To further 


foster facility-wide PU educational access, collaboration with Medical library services has resulted in online 


access to all of the latest wound care journals and textbooks for universal access. Given the success with PU 


huddles in critical care, wound care rounds have been instituted on all units and daily VANOD skin reports 


are generated to review the PU risk status of all patients. Any HAPUs result in an automatic drill-down with 


a report of availability and a corrective action plan submitted electronically by the Wound Care Service to 


the Charge Nurse, Manager, Nursing Chief and this is discussed at the daily administrative morning report. 


Initiative Impacts One or More Strategies VISN-Wide: 


The JHQVAMC Nurse Executive has shared their PU initiatives and the resultant HAPU metrics with the 


VISN 9 Patient Safety Office. Invitations to attend the JHQVAMC Wound Care Residency programs have 


been offered to VISN 9 Executives. The IPUT Chair in her role on VHA PU workgroups such as the 


Pressure Ulcer Handbook Revision, National VA HAPU, VANOD Daily Skin Reports, Pressure Ulcer 


Research Summit and the VA/Kaiser Permanente Collaborative has similarly shared strategies utilized at the 


MOU and our quality metrics. Our acute care wound care specialists serve on a VISN PU workgroup where 


dissemination of MOU initiatives are further shared. 
 


IMPACT 


Demonstrated Measurable Process Improvement: 


Establishment of a facility-wide interprofessional culture of rapid response PU risk surveillance and early 


prevention has resulted in staff engagement in risk mitigation at all practice points. Achieving zero avoidable 


HAPUs does not commence and cease at the inpatient unit level, but rather requires an integrated, 


standardized high alert system which integrates all of the components of prospective enterprise risk 


management. Our facility has witnessed decreased HAPU rates to 0% with 100% accuracy in nursing 


VANOD skin documentation over the past three months, the CLC-2 demonstrated and was honored by IPUT 


for achieving 100 PU free days, medical provider documentation in the EDU increased from 0% to 72%.  


Demonstrated Measurable Impact on Patient/Resident/Staff Satisfaction: 


Veterans receiving care in our EDU, ambulatory surgery areas, primary care and outpatient clinic areas are 


now being assessed for PU triggers which if positive are resulting in preventive education, skin assessments 


and certified wound care specialist consultations. These were previously missed opportunities for our veterans 


and for our highly dedicated staff. Hand-off processes have improved resulting in further mitigation of risk 


and more efficient processes of care delivery. Certified wound care specialists are now being consulted earlier 


in the EDU and tele-wound services are being developed for all of our primary care sites, expansion of these 


services not only improves efficient care for our veterans, but also provides education for our staff.  


Demonstrated Measurable Long-Term Integration into Structures and Processes: 


The measureable improvements in mitigating HAPUs in acute care and facility acquired pressure ulcers 


(FAPU) in the CLC are being integrated into innovations in primary care and HBPC. Aggressive, 


interprofessional standardized processes were developed and presented via V-tel to our MOU primary care 


site as well as to our remote sites. Didactic and online educational PU programs have been developed along 


with clinical reminders, PU triggered documentation templates and resource postings on the Wound Care 


SharePoint site. Pilot testing in primary care has been instituted along with staff meetings along the way to 


ensure that processes are efficient and that necessary resources are available. Currently tele-health cart 


testing is being pursued so as to offer tele-wound services by our certified wound care specialists to all 


primary care sites and to HBPC. 


Demonstrated Measurable Impact on Nursing-Sensitive Quality Indicators and Patient Outcomes: 


The striving for zero avoidable PU innovative interprofessional program at the JHQVAMC has resulted in a 


significant decrease in HAPU. Illustratively from December 2011 through February 2012 the JHQVAMC 


VANOD HAPU rate has remained at 0% (compared to a prior eleven month mean of 2.5%); the National 


benchmark is 2%. Similarly the JHQVAMC VANOD skin documentation accuracy has improved from 43% 


to 100%. Medical provider documentation of PU detection has improved from 0% to 65%. 
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Office of Nursing Services 


2012 Annual Innovations Awards 


Application Form 


PROSPECTIVE RISK MANAGEMENT: CREATING AND SUSTAINING THE HIGH RELIABILITY ORGANIZATION. 


 


Title of Submission Code STEMI:  Enhancing Care of Patients with ST Segment Elevated 


Myocardial Infarctions 


Facility Name and Address John J. Pershing VA Medical Center 


1500 North Westwood Blvd 


Poplar Bluff, MO  63901 


  


 


Names of Team Members (Note: At least two (2) team members are required.) 


 


Primary Author Information 


Name Kristie Harmon, RN, BSN 


Title of Position Acute Care Facilitator 


Telephone Number 573 - 778 - 4259 Extension:       


 


Please provide the following information for the other team members.  Use a separate sheet if necessary.  


(Important Note:  Only those making significant contributions to the initiative should be listed in this section as 


the $10,000 award will be divided equally among the team members) 


 


Name Sydney Wertenberger, RN, MSN, NEA-BC 


Title of Position Associate Director of Patient Care Services 


Telephone Number 573 - 778 - 4625 Extension:       


 


Name Bradford Davis, RN, BSN 


Title of Position Acute Care Assistant Facilitator 


Telephone Number 573 - 778 - 4302 Extension:       


 


Name Dr. Vajayachandran Nair 


Title of Position Chief of Staff 


Telephone Number 573 - 778 - 4961 Extension:       


 


Name Melody Morris 
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Title:  Code STEMI:  Enhancing Care of Patients with ST Segment Elevated Myocardial Infarctions 


 


 


Summary of Initiative:   
The goal of this project was to improve the quality of care and outcomes of veterans presenting to the 


John J. Pershing VA Medical Center (JJPVA) in Poplar Bluff with ST segment elevated myocardial 


infarctions (STEMI).  JJPVA is a small rural medical center without invasive cardiac services.  “High 


reliability organizations (HROs) are organizations with systems in place that are exceptionally 


consistent in accomplishing their goals and avoiding potentially catastrophic errors. The Institute of 


Medicine (IOM) and others have stressed the urgency of transforming hospitals into places where each 


patient receives the best quality care, every single time” (U.S. Department of Health and Human 


Services, 2012).  JJPVA worked with the local non-VA community hospital (Poplar Bluff Regional 


Medical Center – PBRMC) to establish evidence based patient care of providing percutaneous cardiac 


intervention (PCI) within the American Heart Association’s (AHA) recommended guidelines of 90 


minutes.  In following practical applications of the recommendations of HRO, JJPVA developed and 


implemented a collaborative with PBRMC in order to provide the right care at the right time for 


STEMI patients; this resulted in 100% compliance of AHA’s STEMI care. 


 


Date of Implementation:   
March 1, 2011 


 


Identify each rating category being addressed followed by applicable narrative: 


 


1. Adoption of Innovation 


Approximately 30% of all patients who experience a ST segment elevated myocardial infarction 


(STEMI) do not survive. The number of these deaths has begun to decline over the past year thanks 


in part to decrease in delays of reperfusion of the vessel (Zafari, Yang, Afonso, & Aggarwal, 


2012).  JJPVA began looking at reperfusion rates in our practice.  It is a rural VA hospital that is 


without interventional cardiac services.  The closest VA facility with interventional cardiology 


services is the John Cochran VA Medical Center in St. Louis which is approximately 170 miles 


from our rural facility. 


 


In the past, JJPVA would provide thrombolytic therapy to patients experiencing a STEMI.  Often 


we would provide this therapy and began to wait for a bed at St. Louis VAMC.  If this did occur 


the transfer was at times habitually delayed and the patient and family had to endure being three 


hours away from home.  Another barrier to veteran’s transfer would be bed availability at the VA 


tertiary care facility which would lead to the patient being transferred to PBRMC just two miles 


away.  The patient would frequently have to wait for intervention until clotting times were 


improved from the thrombolytic therapy.  At times care was delayed for up to three days related to 


low clotting times.  During this time the patient would be monitored in the community hospital’s 


ICU because of the high risk for further cardiac events. 


 


Studies show that patients who have emergent percutaneous cardiac intervention (or PCI) have the 


best long-term prognosis over death, stroke, or further heart attacks.  Furthermore, some patients 


are not candidates for thrombolytic therapy.  For these patients they must have quick and available 
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alternatives.  Without a protocol with the community non-VA hospital, valuable time would be 


lost.  Patients who receive PCI fare much better if given this care within the American Heart 


Association’s recommended of 90 minute time frame from emergency room door to reperfusion 


(Aversano, Aversano, & Passamani, 2002).  In order to provide our patients with the best evidence 


based practice, we knew collaboration within the community would be necessary. 
 


 


The John J. Pershing had a true desire to provide the best evidence based practice to patients 


experiencing ST segment elevated myocardial infarctions (STEMI) by sending patients to the local 


non-VA community hospital for percutaneous cardiac intervention (PCI).  As previously 


mentioned, patients often had to receive thrombolytic therapy delaying further treatment and 


increasing the risk of complications and death.  Beginning in December 2010, key team members 


of both the John J. Pershing VAMC and the community non-VA hospital began meeting twice a 


month to adapt the program.  It was decided that “Code STEMI” would be designated as the alert 


amongst the two facilities for activation.  When a patient presents (inpatient or outpatient) with a 


STEMI, the community hospital is contacted by phone that they have designated within their 


emergency room completely for STEMI patients.  A notice is given to look for the EKG as it is 


faxed.  Once the ER doctor from the community hospital confirms a STEMI, a “Code STEMI” is 


activated.  The VA begins to prep the patient following an algorithm (see attachment) that is in 


place.  We have a STEMI pack that has radiolucent EKG pads, defibrillator pads, IV extension, and 


radiolucent gown that is placed on the patient.  The packs are prepared by the community hospitals 


cardiac catheterization lab for VA use.  Available labs and medical records are faxed to community 


hospital and local EMS is contacted for transfer.  While this is occurring, the community hospital is 


preparing the cardiac catheterization lab.  The patient is then transferred to the community 


hospital’s ER until the catheterization lab is ready for the patient’s arrival.  After reperfusion, data 


is collected and reviewed. 


 


2. Nursing Leadership and Collaboration 


Collaboration among health care providers has emerged as one of the key factors in improving 


patient care (Merrett, et al, 2011).  Nurses who work closest with patients have the opportunity to 


identify how to improve their health care system in order to provide better and safer care.  Lindeke 


and Siecker (2005) state that collaboration “is a complex process that requires intentional 


knowledge sharing and joint responsibility for patient care” and also states that “true collaboration 


is vital not only for the benefit of the patient, but also for the satisfaction of health care providers.” 


The idea for the STEMI program was brought forth by the Associate Director of Patient Care 


Services and developed by the nurse leader of Acute Care Services at the JJPVA.  This idea took a 


lot of passion and discipline from both facilities.  Key team members such as the business office 


staff, hospitalists, travel consult, and department heads of emergency departments, inpatient 


medical units, and cardiac services from both facilities met several times over a short three month 


time period.  Input from the front line staff of both facilities was included.  Along with this very 


transparent relationship, the local EMS ambulance service was involved in the development of this 


program.  We were fortunate that all players came together and wanted this to be successful.  


 


3. Scope of Initiative 


The impact of the STEMI program was far reaching.  JJPVA and PBRMC are the only two 


hospitals within our rural community.  The closet VAMC providing advanced service is over 170 


miles away.  This entails that communication between JJPVA and PBRMC is crucial for emergent 


advanced care of the veterans we serve.  By the two facilities meeting to develop the STEMI 


program, many long standing communication issues were addressed and resolved.  This has further 


lead to improved access of appropriate care in a timely manner.  Both facilities continue to meet on 


a monthly basis to bring to the table potential improvements that would be beneficial to both 


facilities.  We now have a SBAR communication tool between the facilities to help with hand-off 
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care to help with all transfers.  It has given both facilities accountability by putting a face with a 


name.  By working together and in our community the JJPVA and PBRMC have opened doors 


where there once were barriers.  Before it was an “us and them” community, now it’s “our” 


community.  We are currently working on a program similar to the STEMI program that would 


allow quick transfer of veterans experiencing a stroke.  It has made the transition of non-STEMI 


veterans who are compromised easier also as we have a plan in place.   


 


This program received a 2011 VHA Improvement Award and was presented at the 2011 VHA 


Improvement Forum in Las Vegas, Nevada.  While presenting at the VHA Improvement Forum, 


many rural VA facilities were reporting the same barriers to access as JJPVA experienced earlier 


and sought advice on how to improve transfers for their facilities.   


 


This process was also identified by Quality Enhancement Research Initiative (QUERI) as a 


significant process for improved transfers.  JJPVA was invited to participate in a research 


partnership to look at overall improved transfer relationships throughout the VHA.  “Code STEMI” 


also lead to our participation in the National Access Collaborative Survey.  Results from these 


initiatives will impact VHA as a whole. 


 


4. Impact/Outcome 


Impact and Outcomes for this initiative may be viewed from three perspectives: The perspective of 


the patient and community, the perspective of our facility providing quality care in a cost effective 


manner, and the impact of this initiative on systems and practices at other facilities and throughout 


the VHA.  The result of this process was improved access for acutely ill patients experiencing a 


STEMI event since implementation on March 1, 2011.  The average arrival to exit from our facility 


to the community hospital is 30 minutes.  With the implementation of this program the time for 


transferring STEMI patients was decreased by 88% with no increase in cost.  It is providing the 


right treatment at the right time, improving patient outcomes. Since the implementation of “Code 


STEMI” on March 2011, 100% of patients who have presented experiencing a STEMI received 


reperfusion within the recommended 90 minute time frame.  The staff reports an increased 


confidence in treating these patients.  Algorithms are posted throughout the facility and staff states 


that they are easy to follow and use.  Many patients and family members have been complimentary 


of the program and were pleased with staying close to home.  We continue to monitor results to 


verify that this process is consistent and producing positive outcomes for our patients.  


 


The sharing of this initiative at the national VHA quality improvement forum with other facilities 


has resulted in other facilities beginning to develop similar processes to meet the needs of their 


patients.  The research and collaborative studies are developing and providing the evidence based 


which will support others as they deal with developing high reliability within their organization 


addressing risk management for complex patient care needs. This initiative demonstrates the 


process of addressing perspective risks and the need to find reliable systems and processes to 


address these risks in the face of challenges which might include a rural environment, lack of 


services, and cost restraints.  Creative and innovative solutions become apparent when 


professionals keep the patient as the focus of their actions.  
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Process Flow Chart 
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1(855)PB-STEMI


1(855)727-8364 TO CONFIRM RECEIPT 


OF EKG.


ONCE STEMI IS CONFIRMED, “CODE STEMI” 


WILL BE ACTIVATED: 1) CONTACT EMS


2) CALL NURSING REPORT TO (573)727-2567.   


3) PT. PLACED IN GOWN PROVIDED BY 


PBRMC.  


4) RECORDS PRINTED AND FAXED TO ED 


INCLUDING CBC, CMP, PTT, PT, EKG, CHEST 


XRAY, H&P, NURSING NOTES, MEDICATION  


5) DEMOGRAPHICS SHEET FAXED TO 


ADMITTING AT (573)727-2594.


6) CONSENT FOR TRANSFER COMPLETED.


DO NOT DELAY 


TREATMENT!!!!
DO NOT WAIT ON LABS, PAPERS, 


ETC…, WHEN EMS ARRIVES GET 


PATIENT GOING. TIME IS CRITICAL 


IN THESE SITUATIONS!


PROCESS REVIEW


Continue to 


Monitor 


Results


  


Testimonial  
  
From: Ham, Jami RT.  


Director of Cardiovascular Services 


Poplar Bluff Regional Medical Center  


2620 North Westwood Blvd 


Poplar Bluff, MO 63901 


Sent: Thursday, July 28, 2011 10:49 AM 


To: Harmon, Kristie A. 


Subject: STEMI pt from yesterday 


 


Kristie, 


  


First of all, thank you for working with our 


team in making sure that our community 


receives the best cardiovascular care in the 


quickest time!  Please share with your 


physicians and staff the following information 


regarding the patient that was sent by your 


facility to PBRMC yesterday. 


  


 EKG at VA showing ST elevation 1031 


 Pt hit our ER door 1054 


 STEMI team was here working in the Cath 


Lab 


 Pt in Cath Lab procedure room @ 1103 


 Target vessel opened and reperfusion 


      @ 1136 


  


65 minutes from VAMC door to 


revascularization! 


  


Please let your staff know that was involved in 


this case.  Kristie, as always, please call me 


with any questions regarding care and ways we 


may help improve our services. 


  


Thanks! 


Jami 


 


Jami Ham, R. T. (R) 


Director of Cardiovascular Services 


Poplar Regional Medical Center 


  
Shared with Mrs. Ham’s permission 
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Title: Nurse Led, Interdisciplinary Approach to Reducing Readmissions
Utilizing Project RcEngineering Discharge (RED)


A. Summary of Initiative:
Our program addresses a national patient safety concern; preventable readmissions. Specifically, we address the
significant challenges faced by Veterans as they transition from hospital to home and other post-discharge care
settings. This is an especially vulnerable point in time when high quality care and patient safety maybe at risk.’4
Unresolved issues can result in preventable or ameliorable adverse events for patients, particularly hospital
readmission. Readmissions can be avoided when patients receive high quality and evidence-based care during
hospitalization, at discharge, and immediately post discharge from the hospital.


Because of the national statistics regarding rehospitalizations, we examined this issue more closely at the
Veteran’s Affairs Palo Alto Health Care System (VAPAHCS). We found that in 2010, the 30- day all-cause
readmission rate was 12% for acute care inpatients. We found upon closer examination that most readmissions
occurred among veterans between ages 50-64. The most common discharge diagnoses resulting in readmission
were (in order of frequency): congestive heart failure, septicemia, urinary tract infection, pneumonia, cancer,
chemotherapy, acute renal failure, and chronic pulmonary disease. To address these critical issues we embarked
on an initiative to improve discharge processes in an effort to decrease readmissions through a community
collaborative.


In October 2010, David Renfro, RN, MS Chief Nurse for Hospital and Specialty Services received a planning
grant from the Gordon and Betty Moore (GBM) foundation from the Avoiding Readmissions through
Collaboration (ARC). The purpose of the grant was to explore hospital discharge practices from the perspective
of the patient and health care provider and to document readmission rates at our facility. The data obtained from
the planning grant allowed us to: 1) closely examine existent interdisciplinary discharge processes; 2) identify
predisposing hospital and patient factors that led to readmissions; 3) critically review and evaluate the literature
for effective interventions; and 4) create an evidence-based plan for reducing hospital readmissions.


The successful completion of the planning grant led to the current support from GBM Foundation to implement
and evaluate Project Reengineering Discharge (RED), aimed to reduce 30-day and 90-day hospital readmission
rates by 30% and 15% respectively at VAPA HCS. The Project RED interdisciplinary steering committee is
composed of 16 core interdisciplinary members and 25 resource members, who are responsible for
implementing the intervention framework for all 11 elements of the Project RED program.


Date of Implementation: October 2010


B. Adoption of the Innovation:
Bi. Innovation is implemented in response to a designated need in the organization.
Data from our planning grant showed that VA Palo Alto’s all-cause readmission rates in 2009 were 16%, with
Medicine readmissions ranging from 20-26%. Our findings also highlighted several areas of opportunities for
needed improvement during the discharge process in our organization. Specifically, the need for: 1) developing
a process for identifying and implementing an individualized post discharge care plan for repeat readmissions;
2) reinforcing discharge education throughout the hospital stay; 3) improving communication between
patients/caregiver with the health care providers; 4) developing and implementing a consistent process for
handoff between our facility and other skilled nursing facilities (SNF), or community hospital, and Patient
Aligned Care Teams (PACT); 5) consistent scheduling of discharge follow-up appointments; 6) developing
specific strategies to identify high risk patients; 7) improving patient knowledge and comprehension of their
health and care; 8) developing a consistent and reliable medication reconciliation process; 9) identifying and
implementing a patient coaching model for self-management; 10) defining and identifying measures to
effectively and efficiently monitor the discharge process; and 11) providing consultation and collaboration with
palliative care services. Armed with this information, an interdisciplinary team led by David Renfro, RN, MS
Chief Nurse for Hospital and Specialty Services was convened to create a customized plan to reduce
readmissions by mitigating risk by improving standardization of the discharge process while simultaneously
tailoring care to the needs of the Veteran and their family.







B2. Professional Literature and evidence are used to design or modify the innovation
Mr. Renfro began this improvement initiative through a community collaborative, Avoiding Readmissions
through Collaboration Committee (ARC) in October 2010. This interdisciplinary group not only conducted a
retrospective analysis of all readmissions in the past year in order to identify the leading causes of readmissions
for VAPAHCS, the team also performed an extensive review of the current literature and attended seminars in
order to evaluate various models to reduce readmissions. The consensus among stakeholders was that
ReEngineering Discharge (RED) was most appropriate to address our needs to improve 30 and 90 day
rehospitalization rates.2


Project RED was developed by Dr. Brian Jack from Boston University (BU).2His team demonstrated that his 11
component intervention effectively decreased hospital readmission and ER visits by 30 percent. Since 2003,
Project RED has been implemented throughout the US at many private health care facilities. RED was designed
to re-engineer the system of inpatient care to deliver a consistent, high quality discharge program for all
hospitalized patients. Dr. Jack and his team developed eleven components which must be present for a high
quality discharge. All elements contribute to ensuring the patient has a written summary that is understandable
to the patient and family and that key discharge information is communicated to the outpatient provider of care.
In the Project RED model patients receive enhanced discharge teaching from a specially trained Discharge
Advocate and a phone call from either an RN or a pharmacist at discharge to review medications and identify
issues with the transition back into the home.


B3. Innovation is customized to fit the needs of the organization
In addition to conducting a systematic review of hospital readmission data, the team also conducted interviews
of selected Veterans at VAPAHCS. This qualitative information which can provide essential themes for the
discharge process that guided the interdisciplinary team to make improvements to the discharge processes and
the Project RED toolkit. Innovations included modifications to templates in the electronic medical records to
include essential discharge education using teach back, the addition of a transitions section to the discharge note,
and implementation of a consistent hand-off to the PACT at discharge. Other innovations of our program
included connectivity with Home Telehealth and the Telephone Care Program. Finally, inpatient and PACT
nurses are in the pilot phase to conduct face to face hand offs using teleconferencing from the nurse’s station or
Telehealth monitors.


B4. Innovation uses a creative, unique, or inventive approach to adaptation
Our implementation of Project RED is the first in the nation to be nurse-led by the Chief Nurse for S&HBS with
the support of the Executive Sponsor (Nurse Executive), and Office of Performance Improvement (Physician).
Leadership by Nursing and the involvement of front line staff nurses promotes a patient-and family centric,
interdisciplinary approach. Our unique model for implementation involves three major components including: 1)
the use of element champions and teams, 2) engagement of front lint staff nurses in element adaptation, 3)
involvement of Mental Health on every element, and 4) a cost effective approach to implementation of RED by
reallocation of existing nursing positions, and redesigning roles and position expectations of staff nurses and
other interdisciplinary team members to transform the discharge process.


Another key element to Project RED is patient engagement in the discharge education process. While discharge
advocates and transitions coordinators are designated to focus on high risk patients, all staff nurses will be
engaged in the discharge education process. In order to achieve this goal Teach Back videos were created in
collaboration with education and video production staff. Staff nurses and two physicians representing hospital
and specialty areas were engaged in creating, writing and performing in two vignettes per team for the video.
The purpose of the video was to demonstrate positive teach back methods and to highlight the principles of the
method. Once the video was produced an opening event was planned to preview the production. Subsequent to
this event all units had their own smaller screening events. This was well received by staff nurses and used to
educate nurses in teach back method.


Critical to our success in implementation and adaptation of the 11 components of Project RED is the close
collaboration across and between nursing and other services. Following is a brief description of the elements and
modifications to fit the needs of our Veterans:
• Element 1: Educate the Patient throughout the admission, is led by the Associate Chief of Staff for Nursing


Education. Her team has focused on implementing processes for nursing to educate and reinforce the patients’







understanding of why they were admitted, as well as how to care for themselves at discharge. More than 400
staff nurses have been educated on providing education in smaller segments throughout the admission to
better facilitate an effective discharge.


• Element 2: Make post-discharge appointments/tests prior to discharge, is led by a Clerical Supervisor for
Acute Care. His team has implemented the novel application of wireless tablets to arrange appointments for
patients at the bedside prior to discharge. This team is also ensuring that patients understand the importance of
post discharge diagnostic tests and/or follow-up appointments by reinforcing the information on the discharge
education after hospital care plan (AHCP).


• Element 3: Discuss Plans for Follow-up Tests and Studies, is led by the Nurse Manager for Case
Management (CM). Her team has focused on ensuring that the patient and/or family understand what is
needed, how to get it and who to call with questions.


• Element 4: Organize Post Discharge Services, is led by a Social Worker. Her focus is on oxygen delivery and
care delays sustained because of slow delivery of durable medical equipment. This team has retrospectively
analyzed all delays because of discharge services and has worked with Prosthetics to improve processes and
improve outcomes for delivery of supplies and with the public health nurse to improve care delivery.


• Element 5: Confirm the Medication Plan, is led by a Hospitalist and a Pharmacist. This interdisciplinary
group is working on iterative improvements in our current state of medication reconciliation.


• Element 6: Reconcile the Discharge Plan, is being led by a Hospitalist who has a large resource team looking
at national guidelines which are reconciled at discharge to ensure we are meeting care guidelines to improve
patient outcomes. This team has gone out of the box to look at social issues, homelessness, support systems
and diagnosis specific guidelines to better prepare patient for discharge and a successful transition.


• Element 7: Review what to do if a problem arises after discharge is led by a nurse manager, and her team has
focused on identifying areas with gaps in this process. This has led to standardization of physician templates
for discharge education among surgery and medicine. They have completed retrospective chart audits to
identify triggers of this nature leading to readmission. This specific language has been added to the AHCP and
patient education notes. The team continues to monitor effectiveness of this intervention.


• Element 8: Complete Discharge Summary in a Timely Manner is led by a physician who oversees Resident
Training Programs. After conducting a review, the team determined that summaries are timely. They are now
standardizing discharge summaries across medicine and surgical services incorporating changes to meet the
needs of Ambulatory Care Services.


• Element 9: Assess degree of understanding with discharge plan, utilizing Teach Back. This team is led by two
staff nurses who created a team of 20+ staff nurses and physicians to create training videos and change a
culture and practice with patient education. Teach Back is a method of validating the patients understanding of
education provided. Front line nursing staff from every service within nursing, Specialty and Hospital Based,
Mental Health, Ambulatory Care, Rehabilitation Services, and Extended Care Services participated and led
the Teach Back element of Project RED. The frontline staff gathered for training on Teach Back and was
provided a framework for creating a 2-minute training vignette for their peers. Each team then created their
own video demonstrating both suboptimal and optimal patient education using Teach Back techniques. Nine
vignettes were created focusing on different types of patient educational needs including 1) an ICU scenario
addressing immediate patient care needs; 2) a Medical/Surgical vignette on post discharge needs; 3) an
Emergency Room situation focusing on follow up and symptom monitoring at home; 4) an Operating Room
venue addressing immediate preoperative education and alleviating anxiety; 5) a Telephone Care! Home
Telehealth video addressing patient care through the use of telephone and not direct assessment; 6) an
Ambulatory Care setting teaching patients about flu vaccination; 7) an Extended Care Service location
addressing family and caregiver education (actors were physicians); 8) a Mental Health scene demonstrating
suicide prevention education; and 9) a Rehabilitation backdrop with patient instructions about self care! and
appropriate and safe administration of medications. As the training was rolled out throughout the facility,
many front line staff volunteered to participate in “train the trainers” to assist with education of staff who
could not attend the house wide training. Nearly 400 nurses have been trained to date.


• Element 10: Telephone Reinforcement 2-3 days post discharge, is led by the Chief Nurse for Ambulatory
Care. This team consists of inpatient and outpatient staff. Return calls (attempt x3) are at 100% within 2-days
for the discharge call and 50% by the PACT teams. Additionally Mental Health staff nurses have also begun
to perform post discharge calls to patients. The information gathered from these calls is provided to the team
or units not meeting goals/ metrics.


• Element 11: This element is led by the Chief Nurse for Specialty and Hospital Based Services (S&HBS).
This team has established very strong networks with the VISN, and local Informatics Technology staff
facilitating the production of the AHCP that is colorful, easy to use, personalized for each patient, and has







proven to be an effective tool for patients after discharge. The AHCP addresses medication reconciliation,
signs and symptoms to notify MD, future appointments, emergency phone numbers and education on
diagnosis. This tool is integrated with CPRS and pulls information real-time prior to discharge.


C. Nursing Leadership and Collaboration:
Cl. Nurse participation in development and implementation of the initiative
The Project RED initiative has been nurse driven since its inception. The Avoiding Readmissions Collaborative
has been rich with staff nurse engagement throughout the year long planning and during the training and
implementation. David Renfro, Chief Nurse for Specialty and Hospital Based Services has led and created a
framework for implementation that is not only driven by nursing, but has continual ongoing assessments, and
small tests of change by nursing. Each element of Project RED has a staff nurse member working with the
team. Examples include: staff nurses functioning as trainers for teach back, and leaders in acute care, creating
the role of the Transitions Coordinator (a role specific for Project RED alternatively titled Discharge Advocate),
staff nurses creating the training videos, and providing direction and leadership in the creation of the After
Hospital Care Plan as well as tracking improvements and patient outcomes.


C2. Staff nurses systematically participated in the development and implementation of initiative through
a wider nursing governance structure of innovative delivery model
Recent studies suggest that that approximately 40% of patients admitted to the hospital do not know why they
were admitted.’ This has also been confirmed by data from our small pilot study. Element one addresses this
important issue and focusing on educating the patient throughout the hospitalization from admission to
discharge. This effort has been led by staff nurse educators and front line staff nurses. This team has effectively
implemented changes to documentation and have been actively auditing effectiveness of their intervention
(ensuring patients understand why they are admitted). Additionally, they have trained front line nursing staff on
essential elements of discharge education and the audit process. Our preliminary results suggest that this
feedback is contributing to positive changes in nursing practice. Monitoring the outcomes from this element
will allow us to ensure that our patients are informed about how to better care for their illness at home. Front
line staff nurses have also been leaders in the dissemination of best practices by writing articles about Project
RED. Articles described the Teach Back method, another addressed Avoiding Readmissions. The level of
leadership, engagement, pride and professionalism demonstrated by staff nurses has been palpable.


C3. Innovation successfully demonstrates collaboration, teamwork, cooperation and/or multidisciplinary
impact and br involvement
The multidisciplinary support and leadership for this initiative is unprecedented in our facility. Nearly every
service is involved either as a stakeholder or an opinion leader. The integration of a Patient on the team, and the
review of tools by theVeteran and Family Centered Council (AHCP) have made this project much more robust.
The entire ARC group was surveyed to identify gaps in representation of this initiative and only two other
disciplines were presented, of which have now been invited to join and assist with further movement (Physical
Therapy and Respiratory Therapy). Each Champion of an Element reports to the team at the monthly ARC
meeting on the progress or modifications of their element and seeks feedback from the entire team. Additionally,
each Champion has the opportunity to report to the Facility Director at our Performance Excellence Council on
their element. Reporting includes an update on progress, barriers, facilitators and innovation. The Executive
Leadership then assists the Champion with eliminating or mitigating the barriers. The interdisciplinary
interactions have been very exciting and dynamic. This project has been a stimulus for drawing teams together;
creating a forum for dialogue and open exchange of ideas that otherwise was nonexistent. This communication
has been especially fruitful for the inpatient and outpatient teams. Another unique component to our project is
the addition of a patient to our team. This individual provides a unique and valuable perspective to our work.


C4. Nurses have disseminated findings via paper or presentations; published
Both front line nurses and leadership have had the opportunity to give presentations on elements of our
initiative. The project lead presented the program to all of the VISN Chiefs of Staff, at the Chief Medical Officer
of the VISN’s monthly meeting. Additionally a presentation on Teach Back was presented at a community
collaborative with 120+ participants from 35+ state wide facilities (non-VA). Two community facilities have
visited our VA for a presentation on the overall framework applied to our initiative and one hospital came for a
presentation on our Teach Back Program. The national VA Flow Collaborative has scheduled us to present in
April to the national VA audience. We have several other community facilities scheduled to visit as well. We
have additionally had an AO present with the Project Leader to our Facility Leadership, and the Clinical Leaders







and Administrative Leaders at our facility. The publications to date have been our local facility articles, and the
regional community from our speaking engagements.


B. Scope of Initiative:
This initiative has the potential to not only significantly improve the delivery of care at our facility, but others
throughout our VISN and nationally. This has been demonstrated by VAPA HCS facility leadership providing
the support necessary for reengineering the currently existent discharge process thus, crafting a sustainable
process to deliver optimal care and education at discharge. Additionally implementation has been guided by
leaders providing unique opportunities for professional and leadership growth and development of front line
nurses and interdisciplinary staff. This provides succession training for the next generation of facility leaders.
Project RED also addresses all pillars of the VAPA HCS Strategic Plan, specifically: Efficiency, Patient
Satisfaction, Innovation, Access and Quality. The Facility Director has determined Project RED as one of her
top ten deliverables for this years’ annual performance plan. The Facility Director endorses this project and its
mission to drive new technology in patient care, improve patient satisfaction, decrease readmissions and
improve inpatient access and the quality of our inpatient discharge process. At the VISN, level, the VISN has
selected the HCAP questions related to patient satisfaction with the discharge process as one of its performance
metrics. Our initial facility review shows marked improvement on this metric. In an effort to collaborate within
our VISN, Mr. Renfro has met with another VISN facility, presented to the VISN, and has worked with IT to
ensure that other VISN 21 facilities have access to the After Hospital Care Plan. Mr. Renfro made this care plan
available on the VISN network server to increase VISN 21 facility access. Finally, he is currently working with
VASF ARC Team to assist with their interface on the server. At the national level, Mr. Renfro is collaborating
on a QUERI evaluation project to examine implementation of Project RED at VA facilities. He has also aligned
with AHRQ in implementation of RED in VA facilities. To date, QUERI researchers in conjunction with AHRQ
leadership have conducted an initial site visit at VAPAHCS to better understand the facilitators and barriers to
implementation of Project RED. The ARC leadership in our facility is providing guidance to several VA’s with
implementation of Project RED.


E. Impact:
In addition to the overall outcome of reducing readmissions, we are tracking process and balancing measuring to
examine the implementation of the program and its potential implications, respectively. The patient’s
satisfaction with discharge information is already beginning to rise. Our initial rating was 84% in 2010, and is
currently 91%., about 7% above our index hospitals and our VISN. While this outcome is difficult to increase,
we continue to be successful with our last month’s mean continuing at 91 percent. Overall hospital rating on
patient satisfaction is a key balance measure for the process change for timely discharge. We started at 75% in
2010 and increased to 81% with a sustained gradual increase. This rating is 17% above the national score, 14%
above the peer index, and 10% above the VISN. Readmission rates, the primary outcome for our project, will be
tracked on an annotated monthly run chart. In February 2010, 30-day readmission rate was 15% compared to a
mean rate of 11% in Feb 2011 and a 12% 2011 annual rate. We are also tracking 90-day readmission rates
which are down from 21% in 2010 to 18.4% in October 2011.


In addition to our primary indicators, we will are tracking other important nurse sensitive indicators that focus
on patient education. Based on our initial review, medication reconciliation was below our goal. After
implementation of our medication reconciliation process, this has increased to 100% at discharge and post
discharge. An interesting outcome from Project RED is the team’s perception of readiness for leadership roles in
the project. All (100%) staff feel prepared for their leadership role, 90% state that this initiative has provided
them professional growth and development in a role they normally would not have an opportunity to participate
in. This suggests that participating in the planning and implementation of Project RED has successfully fostered
leadership and professional growth among and within interdisciplinary staff.


In summary. this is a highly complex initiative that is nurse-led and has received extraordinary support by
facility leadership and has enormous potential for system-wide impact and value. Every element of Project RED
has been enhanced and implemented by an interdisciplinary team. The cohesion and productivity of this large
group has been a synergist to many other innovative processes and activities in the facility. For example, this
nurse-led initiative has created a framework for inpatient and outpatient interdisciplinary providers (including
Mental Health) to collaborate beyond the scope of discharge in a manner that would have not been available to
them under ordinary conditions. Guided by strong nursing leadership and vision, each discipline has been fully
engaged and committed to the success of the project, driven by the impact of this initiative on improving patient
outcomes and satisfaction.
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Title: Integrated Fee/Non-VA Care Service: A Unique Patient Care Approach 


Summary of Initiative: Health care costs across the Nation have increased dramatically in recent 
years. VHA is experiencing similar circumstances in the arena of non-VA or purchased care costs. As 
an entity, VHA must find ways to improve the efficiency of our VA programs by identifying 
opportunities to reduce costs while improving the quality and continuity of the health care services we 
provide our Nation's heroes. At the W.G "Bill" Hefner VA Medical Center in Salisbury NC, the 
newly established Integrated Fee Non/VA Care Service is celebrated with national recognition for the 
innovative and successful marriage of clinical and administrative personnel into a single high 
functioning Service with one mission - "to ensure patient care, patient safety through the seamless 
continuity of care, and fiscal stewardship". What began as a pilot program for VISN 6 has resulted in. 
improved access and quality of care for our Veterans and an improved sense of fiscal stewardship. The 
evolution of the pilot program has included the implementation of a new case management model 
developed and lead by Registered Nurses within the Service. These RNs or "Nurse Navigators" 
function as the lead of a case management team that combines both clinical case management care 
with the administrative functions of Fee Basis to form a solid, customer friendly approach to receiving 
non-VA care. As the following will illustrate, this clinical and administrative marriage has proven to 
have significant positive effects on both the care delivered and the cost savings/avoidance for the 
Medical Center and VISN 6 as a whole. 


Date of Implementation: 


• Case Management Pilot # 1: February 2010 


• Case Management vs. Care Coordination Implementation: June 2011 


Identify each rating category being addressed followed by applicable narrative: 


Adoption of the Innovation: 
Prior to the development of the Integrated Fee Non-VA Care Service and the subsequent 


nursing led implementation 6f the case management within the Service, non-VA care costs for all fee 
programs had soared to an all time Medical Center high of 69 million dollars in FY 09. The amount of 
inpatient and outpatient fee expenditures constituted a significant portion of that figure at over a 
staggering 43 million dollars. As a result, a deep dive audit was conducted and findings indicated the 
Salisbury VA Medical Center was noncompliant at best regarding federal Fee Basis regulations and 
CBO directives/mandates. Needless to say, the patient care and subsequent follow up suffered as a 
result of the fragmented responsibilities and accountabilities to this ill-fated Fee Basis process. During 
FY 2009, the marriage of clinical and administrative personnel began in an effort to provide clinical 
oversight to the administrative environment that was Fee Basis. Control of the Veterans' care was 
effected by adding such clinical oversight and administrative management of requests/consults which 
resulted in the review of treatment plans by the Registered Nurse within the Service. These Registered 
Nurses or "Nurse Navigators" are charged with navigating the non-VA care system for Veterans who 
are approved for the Fee Basis benefit. Working in collaboration with external and internal providers 
to develop individualized care plans to ensure seamless continuity and quality of care, the Nurse 
Navigators are instrumental in this process. During this implementation, it became apparent that mere 
"clinical oversight" provided by the Nurse Navigators was simply not enough to provide the consistent 
quality care to the vast number of Veterans who were receiving non-VA care authorized through the 
Medical Center. Early in the inception, a case management pilot ensued and was successfully 
implemented. However, the pilot case management program was not substantial or structurally sound 
enough to provide organizational case management means to a Service that dealt with such a high 







volume of non-VA care consults, referrals and authorizations. In mid 2010 under the leadership of a 
newly hired Nurse Manager, the nursing staff embarked on a search for the most appropriate model of 
case management practice to adopt in our efforts to better serve our population while meeting both 
Medical Center and VISN 6 Strategic Goals. Many hours of research and review were spent 
investigating current, established and accepted case management models, case management norms and 
variant processes. Many models were explored but none were considered the "perfect fit" for the 
needs of the Service. Thus, a new and unique case management model was created specifically 
addressing the need to provide an individualized, Veteran-centric plan of care for the Veterans who 
were receiving or authorized to receive non-VA care while reducing overall Fee expenditures. 


The new case management model was developed specifically for Integrated Fee/Non-VA Care 
Service as it was designed around the nuances of the area which include the presence of both clinical 
staff and administrative staff working in direct collaboration for the betterment of the Veteran and the 
fiscal stewardship of the Medical Center. The new model also took into consideration the unique 
needs of each Veteran it served and the tenuous nature of Fee Basis in general. The Nurse Manager 
and nursing staff developed the new model which begins with an "Initial Case Management 
Screening" that is performed on each Veteran consult received. The Nurse Navigator (there are four 
within the Service) screens approximately 175 Veterans each on a monthly basis to ensure the Veteran 
receives the appropriate case management/care coordination based on predictors such as: acuity of the 
need, current problem list, current state of health, type of referral/consult, history of missed 
appointments and nursing judgment. The screening tool assigns a specific number in Lickert Scale 
fashion to determine the path of follow up and case management/care coordination. For the lesser 
acute needs, the Veteran is assigned to the care coordination path which is provided by unlicensed 
administrative personnel overseen by the Nurse Navigator. For the more acute needs, the Veteran is 
assigned to the case management path which involves only the Nurse Navigator. Because of this 
unique and calculated division of services available, each Veteran is provided an individualized plan of 
care that is Veteran-centric md provides the consistent follow-up needed while receiving non-VA 
care. As a result of the case management implementation, utilization of authorizations has 
dramatically increased from 63% to approximately 95%. This increased utilization provides proof of 
Veterans receiving the care for which they were referred. The new case management model ensures 
continuity of care is provided by the constant, ongoing and individualized contact with the case 
management team that is led by the Nurse Navigator. 


Nursing Leadership and Collaboration: 
During the inception; of the Service, the Integrated Fee/Non-VA Care Service Leadership Team 


worked very closely with the Executive Nurse of the facility to ensure the appropriate foundation of 
clinical oversight. As the Service grew and the need for a new case management model presented 
itself, systematic nursing involvement existed from the initial phases of the development, revision and 
implementation processes. Multi-disciplinary "round-table" discussions held on a weekly basis 
(including providers, administrative staff, nursing staff/leadership and integrated Fee Management) 
functioned as a springboard for model development as nursing sought the input of various participants 
and stakeholders. As the evidence based development process ensued from these multi-disciplinary 
discussions, the nursing staff involved leadership at every juncture to ensure compliance with 
established Medical Center Memorandums and such governing items. The development process also 
included informal discussions and input from Primary Care staff in regards to the case management 
follow-up process and the need to return the Veteran back to his/her medical home. As a result of this 
successful multi-disciplinary implementation, a nurse led team of Service staff members were selected 
to present a poster and formal overview at the 2011 VHA Improvement Forum held in Las Vegas, 
NV. During the presentation, the information on the new case management process was shared and 
met with significant interest from various different VISNs. More recently, with the National roll-out 
of the Non-VA Care Coordination (NVCC) processes, Integrated Fee/Non-VA Care Service in 
Salisbury was chosen for the Champion Site of VISN 6 for our innovative approach to the coordination 
of non-VA care. Well ahead of our peers, the Service's approach to the coordination of service 







receives accolades on a regular basis from various federal entities including but not limited to: Central 
Business Office and National Fee Program Office. 


Regarding the collaboration involved with the development of this unique patient care 
approach, the following illustrates the development stages of the model and the multi-disciplinary 
involvement: 
• Research conducted on existing case management models - Nurse Manager and Staff Nursing 
• Attempted application of various models - Nurse Manager, Staff Nursing and Integrated Fee 


Leadership (including Service Chief, Physician and Supervisor) 
• Re-evaluation of applicable models r Nurse Manager, Staff Nursing, Providers and Integrated Fee 


Leadership (including Service Chief, Physician and Supervisor) 
• Development of "Initial Case Management Screening Tool"-Nurse Manager 
• Revision of "Initial Case Management Screening Tool" - Nurse Manager and Staff Nursing 
• Initial deployment of the "Initial Case Management Screening Tool" - Nurse Manager, Staff 


Nursing, Administrative Staff, Providers with OI&T input ("Initial Case Management Screening 
Tool" was voted on and received quorum vote through the Evidence Based Nursing Practice 
Council of the Medical Center in mid-2011) 


• Development of Fee Case Management Model -Nurse Manager, Staff Nursing and Integrated Fee 
Leadership (including Service Chief, Physician and Supervisor) 


• Revisions to Fee Case Management Model -Nurse Manager, Staff Nursing and Integrated Fee 
Leadership (including Service Chief, Physician and Supervisor) 


• Evidence based implementation plan based on the nursing research of Patricia Benner, RN, PhD 
"Novice to Expert" - Nurse Manager and Integrated Fee Leadership (including Service Chief, 
Physician and Supervisor) 


• Vendor Forum Educational Initiatives - Nurse Manager, Staff Nursing and Integrated Fee 
Leadership (including Service Chief, Physician and Supervisor) 


Scope of Initiative: 
The Integrated Fee/Non-VA Care Service Case Management initiative is a clinical and 


administrative marriage that positively affects operations at our Medical Center while impacting 
financial goals VISN 6 wide. During the administrative overhaul of the Fee Basis process, it was 
decided to standardize and link the 1358 Miscellaneous Obligations of funds for each specialty consult 
type of authorized non-VA care. This process single handedly created an environment of transparency 
which had never been seen before in a VA Medical Center regarding authorized funds for Fee Basis 
care. (Currently, Salisbury VA Medical Center is receiving national recognition for being on the 
cutting edge of the management of obligated funds for expenditures of this nature.) As a result of this 
administrative transparent approach, there has been a 39% decrease in overall fee expenditures in the 
outpatient arena in the first quarter of FY 12 when the established goal was set at 6.67% per FY and 
19% over three years. Clearly, the new processes in place have made a tremendous impact on the fiscal 
responsibilities of the Medical Center which has subsequent positive effects on the fiscal state of the 
VISN. 


In regards to 2012 VISN 6 Strategic Goals, this new and improved process addresses three of 
six goals established for our Medical Center. Areas of strategic goals addressed include but are not 
limited to: development of personalized healthcare plans, improvement of patient satisfaction, and 
reduction of overall fee expenditures. This initiative encompasses improvements that benefits not only 
our VA, but VISN 6 at large. 


During the administrative overhaul, a clinical restructure was simultaneously underway. 
Nursing led, this restructure created a new case management model as described in the narrative 
sections above. These clinical advances and case management initiative impact one or more VISN 
goals. Each Veteran authorized for Fee Basis (non-VA care) is individually screened by using the 
"Initial Case Management Screening Tool". With the subsequent results of this screening process, an 
individualized plan of case management care is created to assist the Veteran during his/her time 
receiving non-VA care. As a result, the Veteran has an assigned point of contact within Integrated 







Fee/Non-VA Care Service during the entire time he/she is receiving non-VA care. It has been 
formally and informally reported on multiple occasions by both Veterans and Veteran's family 
members that the new process of case management eliminates the apprehension and anxiety typically 
associated with receiving non-VA care. Case management involvement provides the oversight needed 
to insure VA and Non-VA care are of one consistent and acceptable standard. 


Impact: 
The implementation of the initiative has resulted in positive and lasting effects. Measureable 


impact on nursing quality indicators include but are not limited to: continuity of safe Veteran-centric 
care, increased customer (internal and external) satisfaction and the promotion of transparent fiscal 
stewardship. From a nursing quality indicator perspective, continuity of Veteran-centric care has 
been the most significantly positive product of the restructuring initiative of the new Integrated 
Fee/Non-VA Care Service case management model. From the point of entry into non-VA care, the 
nursing staff of the Service creates an individualized plan of care for the Veteran. This empowers the 
individual to be involved with his/her healthcare. At the inception of the referral process, open lines of 
communication are established with the non-VA care provider(s) caring for the Veteran. These carry 
throughout this time of authorized purchased care. The communication between staff and Veteran 
during the individualized case management process results in an environment that is proactive and 
caring. Thus, the Veterans feel "connected", informed and empowered to make decisions during a 
time that has historically been laced with resistance, frustration and confusion. This has resulted in the 
provision of high quality and safe care being provided to the Veteran. The second readily apparent 
result was improvement in the relationship between staff-Veteran and staff-non-VA care provider. 
Customer service scores (both external and internal scores) have significantly improved. Prior to this 
restructure and new case management initiative, customer service scores were low at best. There is a 
synergy that comes with the marriage between the clinical staff and the administrative staff in the 
Service. The results of the synergistic combination of case management and administrative process 
cannot be recreated through individual efforts. 


In conclusion, the successful marriage between clinical and administrative staff within the 
Integrated Fee/Non-VA Care Service involved a complete systems redesign that has produced lasting 
effects within the Medical Center and the VISN as a whole. With this initiative, the nursing led case 
management process was completely reworked in an effort to create a more Veteran-centric 
environment. As a result of this overall improvement and paradigm shift to an individualized case 
management approach, staff are able to ensure the Veteran receives the continuity of care needed while 
receiving authorized non-VA care. Thecase management team also serves as a point of contact for the 
Veteran during his/her time receiving non-VA care. This direct line of communication decreases 
Veteran and family member anxiety while it increases compliance and customer service scores by 
eliminating the apprehension and confusion often associated with the authorization for non-VA care. 
From and administrative perspective, the increased awareness of fiscal stewardship and drive to 
decrease the overall non-VA expenditures throughout the Medical Center has played a vital role in 
reducing a significant portion of the VISN deficit. As a result, creating and sustaining a high reliability 
organization can truly be achieved by the unique Veteran care approach as described within the 
Integrated Fee/Non-VA Care Service at the W.G "Bill" Hefner VA Medical Center. 
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From:  Mary R. Walters, RN, Nurse Executive, Southern Arizona VA Health Care System 


(SAVAHCS) 


Subj: 2012 Innovations Award Application. Prospective Risk Management: Creating and 


Sustaining the High Reliability Organization. 


 


To:   Chief Nursing Officer (10A1) 


1. This memo is to certify that the Chief Nurse Executive and VA Medical Center or Health 


Care System Director endorses the submission of the innovation noted below to the Office 


of Nursing Services, VACO (10A1). 


 


2. Title of Innovation:  Assuring Inpatient Bed Availability with Nurse-Led, 


Multidisciplinary Discharge Huddles 


3. Primary Author:  Donna Cole-Beyer, RN, MSN, Administrative Officer to the Nurse 


Executive, SAVAHCS 


4. Primary Contact Name (if different from the Primary Author): 


 


NAME  Mary R. Walters, RN, MS, APRN-BC, NEA-BC, CNL 


Chief Nurse Executive, SAVAHCS  


 


 


Concur         


NAME  Jonathan H. Gardner, MPA, FACHE         


VAMC/HCS Director      


Facility: Southern Arizona VA Health Care System 


 


cc: VISN Director  
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2012 Annual Innovations Awards 
Application Form 


PROSPECTIVE RISK MANAGEMENT: CREATING AND SUSTAINING THE HIGH RELIABILITY ORGANIZATION. 


Title of Submission Assuring Inpatient Bed Availability with Nurse-Led, Multidisciplinary 


Discharge Huddles 


Facility Name and Address Southern Arizona VA Health Care System (SAVAHCS) 


3601 S. 6
th
 Ave., Tucson, Arizona 85723 


VISN # 18/678 


 
Names of Team Members (Note: At least two (2) team members are required.) 
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Assuring Inpatient Bed Availability With Nurse-Led, Multidisciplinary Discharge Huddles  


 


Summary of Initiative:  Inpatient bed availability affects the ability of the Southern Arizona VA Health 


Care System (SAVAHCS) to provide timely care to our Veteran patients, fulfill our duty as the VISN 


consult site for specialty care, and complete the elective procedural schedules. Timely discharges improve 


bed availability, but can be a challenge for patients with complex care needs or who need tests or 


procedures before discharge. Using concepts from System Redesign, Lean Thinking, Studer Group, and 


healthcare management literature, SAVAHCS implemented nurse-led, multidisciplinary Discharge 


Huddles to proactively eliminate barriers to discharge. The Discharge Huddles eliminate the wasted time 


and process steps in planning for discharge by having all disciplines meet together to prioritize actions 


and solve problems. This reduces the risk associated with limited access to inpatient care and sustains 


SAVAHCS as a High Reliability Organization that fulfills its obligations to our Veteran patients, our 


community, and our VISN in an environment of safety, caring, and efficiency while meeting accreditation 


standards. Discharge Huddles have decreased acute care Length of Stay, decreased time from discharge 


order to actual discharge, decreased fee basis days of care and costs, and improved patient perception of 


preparedness for discharge. They have also allowed nursing units to better plan for their admissions and 


discharges. 


Date of Implementation:  March 2011 


Adoption of the Innovation 


Southern Arizona VA Health Care System (SAVAHCS) is an innovative, efficient provider of excellent 


Veteran-Centered care. SAVAHCS won the 2012 Performance Excellence Carey Award in recognition of 


our use of data-driven decision-making and enculturation of System Redesign and Lean Thinking 


principles. Since the VA’s first introduction of System Redesign and Queuing Theory, SAVAHCS has 


used System Redesign Teams to work on several patient flow issues throughout the facility including the 


Emergency Department (ED), GI Lab, and the Operating Room (OR). Patient flow or throughput has 


been identified as a high risk area for SAVAHCS because of its impact on access, meeting accreditation 


standards, and patient and staff satisfaction. Specifically: 


 Cyclical increases in census due to Veterans spending the winter months in our warm climate 


 Level 1a facility and VISN consult center for specialties including Cardiothoracic Surgery and 


Orthopedic Surgery 


 Member of the Tucson Emergency response system in which no ambulance can be diverted due 


to census 


 The VA “Eight for Excellence” goal of providing timely and appropriate access to care 


 Meeting Joint Commission (JC) “Flow standards” for accreditation 


 Patient and Employee satisfaction which is decreased by backlogs and delays 


 Patient safety because each extra day of care is a chance for an error or fall to occur 


Each day SAVAHCS leaders meet with the Director to review key metrics from the previous day 


including time of discharges and utilization review for patients meeting or not meeting Interqual (IQ) 


criteria. Barriers to discharge were often discussed. During one of these discussions in early 2011 the 


Nurse Executive thought, “What if we could work on these barriers proactively rather than the next day?” 


When she voiced her thoughts to the group, there was great interest in proactively removing barriers to 


patient flow throughout the facility. Drawing on System Redesign, Studer Group, and Lean Thinking 


knowledge, the Nurse Executive suggested that the current physician focused Discharge Rounds be 


redesigned into a nurse-led, multidisciplinary Discharge Huddle. Studer describes huddles as short 


meetings to communicate targeted information. Though usually recommended for work area teams, the 
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Nurse Executive suggested SAVAHCS be an innovator and try the format for a large, multidisciplinary 


group from many areas with a common goal; improve patient flow through acute care areas.   


The new Discharge Huddle format brings RN and Social Worker Case Managers, Hospitalist, Nursing 


Unit Clinical Nurse Leaders (CNLs) or Clinical Nurse Managers (CNMs), Community Living Center 


CNMs, Clinical and Medical Procedural Unit CNMs, Bed Control, Nursing’s Administrative Officer,  and 


Housekeeping together for 15 minutes at 10 AM to review patients who were not meeting IQ and what 


needs to be done, review patients who pose difficult discharges so that a plan would be ready at the time 


of discharge, and to plan bed assignments for ED, procedural areas, and other patient admissions. The 


huddle is held again at 2 PM to assure the plans made that morning are completed, that unanticipated 


barriers are removed, and to plan for the bed needs for the off-tours. Once established, the huddles quickly 


identified recurring barriers so representatives from the Laboratory, Radiology, Prosthetics, Respiratory 


Therapy, and Pharmacy were added to the huddle membership so that discharge needs could be prioritized 


across multiple disciplines and services. The huddles are led by the Nurse Executive or her delegates the 


Deputy Nurse Executive and the Associate Chief Nurse for Critical Care.  The huddles give all disciplines 


the opportunity to see the big picture of patient care and facility needs. The teamwork fosters mutual 


support across the system, reduces the frustration associated with wasted time and communication 


failures, and improves the quality of care while decreasing the Length of stay (LOS).  Staff members are 


empowered to make decisions that are best for the patient.  When team members work in an environment 


of clearly articulated, shared goals, with tools to accomplish those goals, the workplace becomes a more 


satisfying place to be (Jensen, et al, pp. 39-40). 
 


Nursing Leadership and Collaboration 


The Nurse Executive was eager to take on the leadership role for the Discharge Huddles because of the 


impact it could have on nursing satisfaction, inpatient bed availability, quality care, and patient 


satisfaction. The Case Managers, Bed Control, and CNMs/CNLs were eager to participate in a forum that 


improves the planning of admissions and discharges for their areas. Members from the procedural areas 


and support services were able to better prioritize their work to meet the needs of SAVAHCS patients. 


The huddles are very successful for solving patient flow problems and have even become a forum for 


many additional improvement activities. An example of this is that after Respiratory Therapy and the 


Home Oxygen Coordinator were invited to the huddle to proactively plan for discharge oxygen needs, 


they identified the huddle as an opportunity to communicate to the Hospitalists and Case Managers which 


admitted patients needed to have their annual oxygen assessment completed for home oxygen renewal. 


The assessment can be done during the hospitalization and eliminates an outpatient visit for the patient 


post-discharge and assures SAVAHCS meets the accreditation requirements for annual assessment. 


The success of the Discharge Huddles was presented by the Nurse Executive at the VHA Improvement 


Forum, Bridging to Excellence in Las Vegas in September 2011. Over 1000 VA staff attended the 


conference, many of whom were nurses. The Nurse Executive also presented Discharge Huddles as an 


innovative solution to patient flow on the VHA NeXT Coaching Team Conference Call in March 2012. 
     


Scope of Initiative 


The SAVAHCS Discharge Huddles have positively impacted SAVAHCS bed availability and patient 


flow.  Good flow enhances patient safety by reducing the opportunity for medical errors and smooth flow 


creates a climate of predictability, communication and reliability in which the healthcare team can do 


what they do best, take care of the patient.  Discharge Huddles have positively affected flow throughout 


SAVAHCS because flow through the ED, OR, PACU, procedural areas, and the Admission Center are all 


impacted by inpatient bed availability. Key SAVAHCS Performance Measures critical to daily operations 


are used to measure the success of the Discharge Huddles: inpatient bed availability, LOS, patients 


discharged within two hours of discharge order, readmissions within 10 days, fee basis bed days of care 
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(BDOC) for patients placed in the community, and meeting JC accreditation standards.  Discharge 


Huddles also impact VISN goals when SAVAHCS is able to accept patients from other VAs as the VISN 


consult site for specialty services and the VA “Eight for Excellence” goal of providing timely and 


appropriate access to care. As described in the previous Collaboration section, the huddles have become a 


forum for innovative problem solving. Completing the annual Home Oxygen assessment while patients 


are admitted was one innovation. Other solutions that were initiated in the Discharge Huddles were 


inviting Housekeeping to the huddles so their staff could be redirected to areas with the highest bed needs, 


inviting Radiology and Laboratory Department representatives so they could prioritize their schedules for 


the inpatient procedures needed for discharge, and inviting Travel staff so transportation can be arranged 


in a day or less. 


Impact 


Discharge Huddles have improved patient flow throught SAVAHCS even in times of high census. They 


have also improved Discharge Planning; starting the process at admission, identifying problems early, and 


better preparing the patient for discharge. The huddles have provided a forum for multidisciplinary 


problem identification and solution. They have also created a network of support across care and service 


lines with staff who might otherwise never work with each other.   


There are many measures of the success of the Discharge Huddles including reduced LOS, reduced time 


from discharge order to actual discharge, fewer readmissions within 10 days, decreased stays in ED over 


six hours, and increased patient and staff satisfaction. 


As shown in Figure 1 the LOS has steadily 


descreased since the introducation of Discharge 


Huddles and remains lower than the starting 


LOS even during our high census winter months.  


 


Figure 1. 


 


 


As shown in Figure 2 the average time it takes to 


discharge a patient once the discharge order is 


written has decreased since Discharge Huddles 


began. The average time to complete a discharge 


was 3 hours 30 minutes prior to initiation of the 


huddles and decreased to an average of 2 hours 


and 36 minutes in February 2012. This reflects 


the improved planning, communication, and 


preparation for discharge.                        


Figure 2. 
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As shown in Figure 3 Readmissions within 10 Days 


decreased from a mean rate of 7% in FY11 to a 


mean rate of 6% in FY2012. Again this reflects the 


improved planning, communication, and 


preparation for discharge.    


Figure 3. 


 


 


As shown in Figure 4 the  LOS in the ED was 


steadily increasing in FY2011.  Discharge Huddles 


were introduced in March 2011. Comparing the 


same months in FY 12 shows that the percentage of 


patients in the ED waiting over 6 hours has 


decreased. 


Figure 4. 


 


 


Figure 5 is a comparison of the bed days of care 
(BDOC) and cost of care for patients in the 
community through February FY2011 vs. 
FY2012.  SAVAHCS has decreased the BDOC by 
47% (486 BDOC) for Fee Basis Patients since we 
started the Discharge Huddles in March FY2011, 
which resulted in a cost reduction of $1,568,300 
(43%)                                                           Figure 5. 


 


Patients are not aware of the Discharge Huddles and the work that takes place there but they are aware of 


how efficiently their care is provided and how prepared they are for discharge. Figures 6 and 7 show the 


increase in Inpatient Satisfaction as measured by Survey of Hospitalized Patients (SHEP) questions about 


recommending SAVAHCS to friends and family and the discharge information composite of questions 


concerning information needed after discharge and preparing for post-hospitalization services.   


 


Figures 6 and 7. 
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Discharge Huddles are one of many innovative practices designed by empowered teams of nurses. 


Several questions from the VA Nursing Outcomes Database (VANOD) RN Satisfaction Survey are 


proxies for the impact of the huddles on RN practice. Questions in the Participation subscale focus on RN 


opportunity to participate in policy decisions, internal governance, and how administrators consult with 


them to solve daily problems and procedures. A question in the Staffing subscale asks if RNs have 


enough time and opportunity to discuss patient care. Questions in the RN/MD Relations subscale focus on 


RNs and MDs having good working relationships, team work and collaboration. Figures 8 through 11 


show the increasing scores in these subscales as well as the overall satisfaction score. 


Figures 8 and 9. 


 
 


Figures 10 and 11. 


 
 


SAVAHCS has created Nurse-led, multidisciplinary Discharge Huddles to proactively remove barriers to 


discharge planning. Effective discharge planning has reduced SAVAHCS LOS and other metrics which 


decrease risk associated with limited access to inpatient care and creates a High Reliability Organization. 


The Discharge Huddles have been in place for one year and have become part of the SAVAHCS 


discharge process.  
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Title:  Redesigning Care to Decrease Readmission Rates - Patients with Congestive Heart Failure (CHF) 


 


Summary of Initiative:   Watching our Congestive Heart Failure (CHF) patients in the revolving door of 


hospital readmissions motivated the interdisciplinary team to commit to an aggressive and meaningful redesign 


of care delivery.  Wilmington‟s CHF readmission rates were the second highest in VISN 4 before the start of our 


CHF Program in FY 2009 and they were well over the preferred 1 standard deviation VISN benchmark (See 


Graph 1) of 22% in FY 2009.  


 


Graph 1 - CHF Readmission Rates (IPEC ProClarity Disease Specific Readmission Cube)


 


The Nurse Case Manager and interdisciplinary team formulated a new, patient-centered plan to transform care 


that encompassed standardization within each discipline and a total restructuring of the educational components 


of care.  Evidenced based practice was used to drive this three-year initiative, which ultimately resulted in a 


dramatic decrease in CHF readmission rates from 24.5% in 2009 to a 0% readmission rate by 1
st
 quarter 2012. 


 


The five major elements of redesign are outlined below: 


 Completely redesigned the procurement, reconciliation, and educational process  for Discharge 


Medications; 


 Achieved a hospital-wide culture change that standardized CHF care delivery; 


 Nursing staff replaced a tape recorded shift report with a patient centered Face-to-Face Shift Report 


performed at the bedside; 


 Created and implemented a physician Hospital Discharge Hand-off Note composed by the inpatient 


physicians and documented in CPRS for the Primary Care PACT Teams; 


 Created an interactive CHF educational booklet, entitled, The Heart of the Matter: Guidelines for 


Living with Congestive Heart Failure, designed for use throughout the continuum of care to empower 


patients to become active participants in their own healthcare (available upon request as it would exceed 


the length of this application). 


 


Date of Implementation:  The official date of implementation was January 2009 after our Nurse Case Manager 


was acclimated to the Veterans Administration and to our facility.  


 


Identify each rating category being addressed followed by applicable narrative: 


 


Adoption of Innovation:  In January of 2009, we hired a new Certified Nurse Case Manager (CCM).  Being 


very familiar with Case Management Adherence Guidelines, Disease Management principles and 


reimbursement from commercial providers and CMS, she quickly assessed that our CHF readmission rates were 


higher than our VISN benchmark.  After consulting with the Nurse Executive, she started an interdisciplinary 


initiative to improve the coordination of care and enhance the education of patients, as well as staff.  The goal 
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was to improve quality of care, improve patient satisfaction, and decrease the readmission rates of our patients 


with CHF.  Another important consideration when making the decision to redesign care was the financial impact 


of high readmission rates.  CMS is now reporting that beginning in 2013, 30% of hospital Medicare 


reimbursement will be determined and based upon patient experience and commercial payers will likely follow 


suit (Hoffman, September 2010).  This will have an impact on VA reimbursement for Veterans with health 


insurance.   


 


Since our Readmission Rate in 2009 was 24.5%, it was clear that we had room for improvement.  The team used 


current evidenced based literature on CHF from the American Heart Association, the Joint Commission, NIH, 


Center for Disease Control, Case Management Adherence Guidelines and the Mayo Clinic. The focus was 


placed on three key factors that influence CHF readmission:  understanding the disease process, medication 


management, and nutrition education with an emphasis on adherence.  The components of the CHF Program 


are: 


 


 Daily morning huddle with key members of the acute care nursing team including the Clinical Nurse 


Educator to ensure nurses provide consistent delivery of CHF Education.  


 Daily morning Interdisciplinary Team Meeting that includes participation with the residents and interns 


from Jefferson Medical College, attending physicians, and specialty physicians.  


 Ensuring Discharge Medications are brought to the bedside and Medication Reconciliation occurs. The 


CCM then collaborates with the clinical pharmacist and/or physicians to ensure medication education is 


provided at the bedside, in addition to the education provided by nursing. 


 Nutrition education delivered verbally and reinforced with written handouts.  


 CCM collaborates with PACT team nursing staff to ensure PCP appointments are made within 1 week 


following hospital discharge for patients with the diagnosis of CHF.  


 Submits consistent referrals to Care Coordination Home Telehealth (CCHT) – Home Telehealth nurses 


take the opportunity to meet the patients at the bedside and to begin building a trusting relationship. 


 Submits consistent referrals to Palliative Care to assist patients with advanced disease establish goals of 


care.  


 


All team members unanimously agreed that the quality of our patient education was paramount to our success.  


Initially, we focused our attention on the education of our physicians. The Medical Service at the Wilmington 


VA has an active teaching program in affiliation with the Department of Medicine at Thomas Jefferson Medical 


College.  The residents and interns serve a four-week rotation.  Just as they fully understand the VA health care 


system, a new group begins a new rotation.  Recognizing the rapid turnover for the Jefferson physicians and that 


they are vital to our success, we instituted a customized resident orientation.  We now incorporated CHF 


Program education into the resident/intern orientation.  In addition, the Case Manager, attending physicians, and 


nursing staff emphasize all aspects of the program with the residents and interns on a daily basis.   


 


Next, we focused our attention on patient education. We created and just launched an interactive CHF booklet 


that contains comprehensive educational materials.  All aspects of teaching have been consolidated so patients 


will not have to search for individual handouts that may be easily lost or misplaced. The booklet was designed to 


further foster patient self-management of their disease. It will also assist patients to track and log key indicators 


which signal worsening of their condition.  Patients will be instructed to review log content with their primary 


care provider and nurse at the time of the post-discharge appointment.  There is also a space for recording 


questions or issues that the Veteran may forget to ask or discuss with the PACT Care Manager or provider. 


  


This booklet will be given to each Veteran with a CHF diagnosis. The Veteran as well as other members of the 


healthcare team will use this all inclusive booklet during hospitalizations, as well as on follow up visits with 


their PACT teamlet, CCHT nurse, and/or their HBPC Nurse or provider.  This CHF Program was integrated into 


a variety of programs where the Veteran might receive their care to ensure consistency with CHF treatment. 


Our intention is for the CHF booklet to be used at each visit with all disciplines.  


 


Nursing Leadership and Collaboration:  Our CHF Program was initiated by a meeting between the Associate 


Director of Patient Care Services and the Certified Nurse Case Manager (CCM) in 2009.  A discussion occurred 


about the identified need to redesign care delivery and to decrease CHF readmission rates. Following this 


meeting, the CCM then launched a systematic rollout that included collaboration with our Clinical Nurse 







 


 


VAMC Wilmington, Delaware  Page 3 


 


Educators, Home Telehealth Nurses, and the geriatric Nurse Practitioner.  The nursing team established essential 


components of the program.  


 


Our CCM then began collaborating with nursing management and bedside nursing staff to define the program.  


We expanded the nursing team into an interdisciplinary approach to include, Cardiologists, Critical Care 


Intensivist, Clinical Pharmacists, Nutritionist, and all of the PACT Ambulatory Care Teams including Home 


Based Primary Care.  


 


During the early stages of development, the team discovered that our CHF Program lacked consistency in 


ensuring that all members of the interdisciplinary team provided timely education prior to hospital discharge.  In 


addition, there was also a lack of consistency within each discipline regarding the educational content provided.  


These key factors placed our patients at risk for increased severity of illness, hospital readmission, and risk of 


increasing unnecessary VA health care costs.  Improving standardization of care throughout the continuum of 


care and building an infrastructure that promotes a safe-and potentially error-free platform for CHF care 


delivery, became the focus of our attention. 


 


With these strategies in mind, it was decided to capture all aspects of the CHF Program in one comprehensive 


educational booklet entitled, The Heart of the Matter: Guidelines for Living with Congestive Heart Failure.  


This tool, launched in March 2012, is an interactive booklet designed to standardize education so that all 


members of the healthcare team use the same tool to teach patients about their disease (Nursing, Physicians, 


Nutrition, & Primary Care staff).  Our booklet was designed to be used throughout the continuum of care.  It 


was also designed to be an active demonstration to the patient that their clinical team truly places emphasis and 


importance on the information outlined. As each member of the clinical team meets with the patient in the acute 


care setting and during subsequent outpatient visits, they will ask the patient for their booklet, to initiate 


education. This will actively demonstrate to the patient that the information contained in the booklet is 


extremely important and highly valued by all members of the team.  


 


In addition, the publication contains a log for the patient to record the ongoing status of their condition to review 


with their primary care provider and other members of the PACT team, after they leave acute care. This includes 


review and discussion of the patients „dry weight‟ and the order for fluid restriction during the post- discharge 


appointment, which is scheduled no later than one week after discharge. 


 


As part of a shared governance model, the Nursing Practice Counsel (NPC) is chaired and manned by nursing 


staff that autonomously determine the clinical practice of nursing. The CHF education booklet was officially 


shared with the NPC who provided input and approval for its dissemination in March 2012.  The Chief of Staff 


also reviewed the document and was pleased that we now have a consistent teaching method for our patients. 


 


In addition, members of our nursing staff participated on two national collaboratives, Bedside Care 


Collaborative and the Fix Flow Collaborative.  During these collaboratives we informally shared the elements of 


our care redesign; however, in March of 2012, we completed two half-hour presentations to the mentors in those 


groups.  These mentors were Paul Helgerson, MD from the Palo Alto VA and Debra Williams, Associate Chief 


Nurse from Bay Pines, Florida VA.  Both were very pleased that we had taken what was learned at these 


collaboratives and actually put that knowledge into improving and redesigning Veteran care.  It was 


recommended that we be available to formerly present our innovations on one of the collaborative national calls 


to be scheduled in the near future. In November of 2011 we presented this information at the formal facility 


Leadership Meeting which includes all the quadrad members.  Senior leadership was pleased with our outcomes. 


 


Scope of Initiative:  This three plus year initiative influences several strategies that initially began with only 


CHF patients being discharged from the acute care setting.  We focused and expanded on several quality 


improvement strategies: 1) providing comprehensive and consistent CHF education to our patients and staff 


regarding disease management, 2) ensuring that discharge medications and change orders are communicated to 


the patient in a timely and consistent manner with medication reconciliation at time of discharge and whenever 


needed by nursing and the clinical pharmacy staff, 3) ensuring that clear and accurate education on the low 


sodium diet is provided, as ordered by the physician and 4)  ensured that discharge appointments for primary 


care are made within one week of their discharge.  The last strategy helped us identify and focus on a plan for a 


smooth, comprehensive hand-off to the Ambulatory PAC Team clinicians.  We realized that sustained success 


would require that we move the Program strategies across the entire continuum of care.  Thus, the acute care 
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team submits a CCHT consult. Through strong collaboration with inpatient staff and CCHT nursing staff, one of 


the CCHT nurses sees the patients before they are discharged to explain and potentially enroll the patient prior 


to hospital discharge.   


 


Palliative Care Team members have also become integral members of our CHF Program for patients with more 


advanced disease. These consults take place before hospital discharge as well. Members of the Palliative Care 


team lend emotional support to patients and their families, as well as provide assistance with establishing current 


and future goals of care. 


 


Furthermore, we have had frequent discussions and continued collaboration with the PACT teams and the 


Medical Director of Ambulatory Care to ensure adherence with our CHF Program objectives, including 


continued use of our CHF Booklet during outpatient care visits.  In addition, if the patient meets the criteria for 


Home Based Primary Care (HBPC), the Case Manager will also coordinate a post-discharge appointment with 


the HBPC Providers, to insure follow up care for our more compromised CHF patient who cannot make 


inpatient visits. 


 


Finally, in order to standardize concise communication between Acute Care and Ambulatory Care providers, we 


implemented another innovative initiative to promote patient centered care.  The National Committee for 


Quality Assurance noted that one of the primary reasons why hospitals should get serious about Patient Centered 


Care is to decrease medical errors and promote patient satisfaction.  The National Committee of Quality 


Assurance states, “Fifty seven thousand (57,000) avoidable deaths occur each year due to quality gaps that 


prevent millions of Americans from receiving best-practice care.  To prevent these types of gaps, we designed 


and implemented a „Hospital Discharge Hand-off Note‟ (Figure 1) that is composed and documented in CPRS 


by the acute care physicians for the PACT Team who is receiving the patient.  This clinical note is documented 


to ensure there is a smooth transition from inpatient to outpatient care.  


 


Figure 1 Hospital Discharge Hand Off Note: 
LOCAL TITLE: HOSPITAL DISCHARGE HAND-OFF NOTE                    


STANDARD TITLE: DISCHARGE NOTE                                   


DATE OF NOTE: FEB 03, 2012@10:30     ENTRY DATE: FEB 03, 


2012@10:30:26       


      Author: Doolittle          EXP COSIGNER:                            


     URGENCY:                        STATUS: COMPLETED                      


 


Discharge Diagnosis: 


   COPD exacerbation, acute on chronic CHF exacerbation, Obstructive Sleep 


Apnea 


Medication Changes: 


   Pt to complete 5 day course of Moxifloxacin 


   Quick steroid taper 


   Lasix 40mg bid 
   Standing MgOx 420mg bid 


Labs/Imaging to be checked:     Pt needs a sleep study 


Rehab/Home Needs:    CPAP ordered by Dr. Happy 
Home Infusion: None 


Specialty Appointments: 


   Pulmonary f/u - 3/14/12 
   Sleep clinic - consult placed 


 


Special Instructions: None 
 


/es/Billy Rubin, M.D. 


PGY-1 
Signed: 02/03/2012 12:51 


As a result of all the above actions, we have impacted the VISN and national initiatives including the National 


Patient Safety Goals for Medication Reconciliation and Hand Offs, Patient Education, EPRP measures on CHF, 


tripling the admissions for CCHT patients which resulted in meeting the ADC performance measure.  The 


overall „all cause readmission rate‟ decreased as well and this will be discussed later in this document.  


 


Impact: As proof of success, we included several graphs that depict continuous and sustained quality 


improvement as a result of our innovative CHF initiative.  Ultimately in 2012, three (3) years since the 


Program‟s inception, we have markedly decreased our CHF readmission rate to 0%. We are avoiding 


unnecessary hospital readmissions, and most importantly, we are assisting patients to live their lives at the 


optimal level for each individual. 


  


As noted one of our goals, was to improve the SHEP scores for the discharge process and for medication 


communication.  Our discharge process satisfaction shows variation however there is a slight positive overall  


trend in Veteran satisfaction for this indicator.  We have shown positive outcomes regarding communication of 


medications (Graph 3).  
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Graph 2.  Survey of Healthcare Experiences of Patients, Recently Discharged Inpatients 2011 


 
 


We took these redesign principles and applied them to rest of the inpatient population and have shown a marked 


decrease in our 30-day overall readmission rate.  In 2009 our general readmission rate was approximately 18% 


and in 2012 it is now decreased to 11.8% (Graph 3). 


Graph 3 All Cause Readmission Rates (IPEC ProClarity All Cause Readmission Cube)  


 


Additional secondary gains/impact from our CHF Program includes: 


 


 We completely redesigned the procurement process for discharge medications by delivering them to the 


bedside insuring accuracy, timely medication reconciliation and patient/family education usually by the 


clinical pharmacist and nurse.  Errors have decreased and the process is more Veteran-Centric. 


 A culture change that promotes a system‟s theory approach to patient care by looking across the continuum 


of care to include other programs such as CCHT, Palliative Care, etc. This provides timely and appropriate 


access to health care and eliminates gaps in needed services. 


 Enforces a National Patient Safety Goal on communication by developing and implementing a physician-to-


physician written handoff templated note from the discharging physician to the outpatient provider. 


 By partnering with the PACT Care teams to ensure that CHF patients get an appointment within one week 


after their discharge date, we are able to predict, manage and mitigate risk of relapse and readmission.   


 With the creation and implementation of the booklet, “The Heart of the Matter: Guidelines for Living with 


CHF” we have improved standardization for education. By including the Veteran in the use of this book the 


patient always has easy access to pertinent information to self-manage his condition. Ultimately, this 


empowers the pt to be an active participant in his health care and to stay well. 


 This Program and just published booklet is used system wide to mitigate risks across many departments and 


services in the facility.  We are in the process of sharing the concepts and the booklet with other VA 


facilities across the nation as it has been heralded as a best practice by the Joint Commission and those 


organizers of the National Bedside Care Collaborative and Fix Flow Initiative.  
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Office of Nursing Services 


Annual Innovation Awards 


 


Title:   Using Simulation with Interprofessional Team Training to Improve RRT/Code Performance        


 


Summary of Initiative:    


Guided by ongoing risk assessment at the Philadelphia VA Medical Center (PVAMC), an interprofessional 


team implemented an innovative program designed to enhance team communication and performance during 


deteriorating patient situations.  The two-part program consisted of an overview of the emergency response 


process, with an emphasis on communication and teamwork, followed by a simulated mock code or rapid 


response (RR) situation.  Both quantitative and qualitative evaluation methods demonstrated program 


effectiveness in improving patient and staff outcomes.  After program implementation, patient survival rates 


after codes increased, and more rapid responses were called during the night shift.   Staff knowledge, 


competence, confidence, and communication skills significantly increased after the program.  The ongoing 


program serves as a model and impetus for future interprofessional collaboration that fosters patient safety.   


 


Date of Implementation:  November 2009 to present  


 


Adoption of the Innovation:   


Background for the program.  Early recognition and response to changes in patients’ condition has been 


identified as a National Patient Safety Goal.  The Rapid Response Team (RRT) model, a proactive approach, is 


an ongoing initiative of the 5 Million Lives Campaign.  RRTs were developed with the intent that early 


recognition and intervention of signs and symptoms of clinical deterioration can reduce death rates in 


hospitalized patients.  Ultimately, RRTs will improve the quality of care and produce positive patient outcomes.   


 


The Philadelphia VA Medical Center (PVAMC) has used the American Heart Association National Registry of 


Cardiopulmonary Resuscitation (NRCPR) to track compliance with ACLS in the care given to veterans 


receiving resuscitative measures.  As a strong evaluative tool, the NRCPR Registry enabled the PVAMC to take 


an in-depth and systematic look at resuscitative practice on an institutional level.   


 


The Registry serves as an international database of in-hospital cardiopulmonary resuscitation and rapid response 


events that may be used to identify and monitor key process variables and patient outcomes (AHA, 2010).  Its 


mission is “to reduce disability and death from cardiac and respiratory emergencies by providing an evidence-


based, quality improvement program of patient safety, medical emergency team response, effective 


resuscitation, and post-emergency care” (AHA, 2010).  Registry data also provide a comparison to similar size 


hospitals throughout the US on Golden Standards, patient outcomes, and process exceptions.  These data allow 


the PVAMC to reach benchmarks with the goal of improving care.  


 


Based on the NRCPR data collected over the first year, gaps in the utilization of RRTs were discovered.  


Specifically, the number of RRT calls during the night shift was zero, while the number of Code 5s 


(cardiopulmonary arrest calls) on night shift remained high.  In addition to these data, members of the 


healthcare team (nurse managers, staff nurses, and physicians) reported shortcomings during emergency 


response situations.  Areas of concern included effective communication, equipment issues, and skill 


competence.  Furthermore, a difficult code in November 2009 highlighted the problems raised by multiple 


members of the healthcare team.  To address all of these challenges, the PVAMC team, led by Pat Dillon, PhD, 


RN, created a mock RRT/code program for members of the healthcare team.  The program represents a 


collaborative quality improvement program that uses simulation to build interprofessional teamwork and to 


improve RRT and Code performance.   


Program description and supporting literature.  The aims of the program are multifaceted:  to improve patient 


outcomes; increase healthcare team members’ knowledge, competence, and confidence in emergency situations; 
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facilitate communication and teamwork; and utilize simulation as a reality context for practice.  An 


interprofessional approach employing simulation offers great potential to successfully meet these goals.  


Review of the literature supports the potential  benefits of an interprofessional QI program and the use of 


simulation to reinforce healthcare members’ roles and responsibilities in Code 5 and RRT situations. 


 


As with any skill, the skills of BLS and ACLS require practice to ensure competence. Cardiopulmonary 


emergencies are high-risk, low-incidence events.  There is little opportunity to practice these skills and no room 


for error. Often nurses perceive cardiac arrests as stressful experiences that evoke insecure and fearful feelings.  


If not used or practiced routinely, BCLS skills deteriorate (Cason, Kardong-Edgren, Cazzell, Behan, Mancini,  


2009; Covell, 2006).  Simulation allows healthcare providers to practice medical emergencies that are high-risk, 


low frequency event. 


Although nurses and physicians work side by side as members of a healthcare team with the same goal of 


effecting positive patient outcomes, communication problems among healthcare providers have been implicated 


as a major cause of patient error (Wachter, 2004; American Association of Critical Care Nurses, 2005; Joint 


Commission, 2007).  Simulation provides an opportunity to develop both technical and communication skills, 


thus increasing one’s competence and confidence in dealing with emergency situations (Eisen & Savel, 2009).  


An interprofessional collaborative approach improves effective caregiver communication and fosters teamwork.  


Collaboration not only entails understanding roles, skills, and expectations, but also appreciating the value that 


each member contributes to achieve the common goal.  To ensure patient safety, effective communication 


between healthcare team members is critical (Murray & Enarson, 2007; Nadzam, 2009). Several authors 


(Eppich, Brannen, and Hunt, 2008) emphasize the importance of incorporating team training and crisis resource 


management into routine care models to improve patient safety and outcomes.   


 


The program employed a two prong approach, using different methods that complemented one other.  Part 1 


entailed an overview of emergency responses, hands-on sessions (on crash cart equipment, medications, cardiac 


monitoring, defibrillation, airway management, and BLS skills review), and documentation. The emergency 


response situations included Incident Response Team (IRT) for non-emergent situations, Rapid Response Team 


(RRT) for emergent situations, and Code 5 for cardiopulmonary arrests.  The objectives of Part 1 were to: 


describe emergency  response teams; describe activation of response teams; clarify the purposes of IRT, RRT 


and Code 5; identify members of the team; delineate the roles and responsibilities of team members; discuss the 


importance of teamwork; and review specific documentation for each emergency response.  Part 2 included a 


mock RR/Code simulation followed with debriefing.  A high-fidelity human patient simulator, SIM MAN, was 


employed for the simulated RR/Code experience. The simulations were unannounced on the patient care units.  


If  the patient’s condition deteriorated, the nurse would call a RR or a Code 5.  The call was announced 


overhead as a real RR/code in real-time.  


 


Nursing Leadership and Collaboration: 
Findings have been disseminated through presentations at local, national, and international conferences to 


diverse professional audiences, in VA and non-VA venues.  Dr. Dillon and colleagues presented at a PVAMC 


M&M conference, attended by physicians, nurses, and other disciplines, to showcase how the program targeted 


identified gaps and led to demonstrable improvements.  Dr. Dillon also reported on the program at a national 


program for VA Patient Safety Fellows and Quality Scholars, thus sharing knowledge with Fellows in diverse 


settings throughout the US.  The multidisciplinary team is now preparing two manuscripts for publications.  In 


January 2012, Dr. Dillon published the first nursing textbook on simulation, titled “Clinical Simulation for 


Nursing Education,” which has incorporated concepts used in the program described here.   


International    
“Simulation: Improving Patient Outcomes and Inter-Professional Collaboration.” Patricia Dillon, PhD, RN; 


Steven Hickens, RN, BSN; Anthony Au, PharmD; Sandy Shlifer, RN, MSN; Maria Carpenter, RN, MSN; 
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Helene Moriarty, PhD, RN; Gregg Lipschik, MD.  Poster presentation for the 11th Annual International 


Nursing Simulation/Learning Resources Centers Conference, June 21-23, 2012 


  
“Using Simulation with Inter-Professional Team Training to Improve RRT/Code Performance.” Patricia Dillon, 


PhD, RN; Steven Hickens, RN, BSN; Anthony Au, PharmD; Sandy Shlifer, MSN; Maria Carpenter, MSN, RN; 


Helene Moriarty, PhD, RN; Gregg Lipschik, MD.  Poster presentation at 12
th


 International Meeting on 


Simulation in Healthcare (IMSH), January 28- February 1, 2012.  


National 
“Using Simulation Inter-Professional Team Training to Improve RRT/Code Performance.” Patricia Dillon, 


PhD, RN; Steven Hickens, RN, BSN; Anthony Au, PharmD; Sandy Shlifer, RN, MSN; Maria Carpenter, RN, 


MSN, RN; Helene Moriarty, PhD, RN; Gregg Lipschik, MD.  University of Pennsylvania 8
th


 Annual National 


Patient Safety Conference, “Creating a Safe Clinical Communication Culture: Tools, Technology and Talk,” 


Philadelphia, November 17-18, 2011. 


  


“Using Simulation Inter-Professional Team Training to Improve RRT/Code Performance.” Patricia Dillon, 


PhD, RN; Steven Hickens, RN, BSN; Anthony Au, PharmD; Sandy Shlifer, MSN; Maria Carpenter, MSN, RN; 


Helene Moriarty, PhD, RN; Gregg Lipschik, MD.  Presenter,  Adam Barney, BSN, RN at VA 2011 


Improvement Form, September 20-22, 2011. 


  


“Using Simulation to Improve Patient Safety through Interprofessional Collaboration.”  Steven Hickens, RN, 


BSN; Patricia Dillon, PhD, RN; Anthony Au, PharmD; Sandy Shlifer, MSN; Helene Moriarty, PhD, RN; Gregg 


Lipschik, MD.  Poster presentation, National Veterans Administration Nurse Manager Conference, New 


Orleans, June 2010.   


  


“Using Simulation with Inter-Professional Team Training to Improve RRT/Code Performance.” Patricia Dillon, 


PhD, RN; Steven Hickens, RN, BSN; Anthony Au, PharmD; Sandy Shlifer, RN, MSN; Maria Carpenter, RN, 


MSN; Helene Moriarty, PhD, RN; Gregg Lipschik, MD.  VA Quality and Safety Research Conference, 


Alexandria, VA, oral and poster presentation, May 26, 2010.   


Local 
“Using Simulation with Inter-Professional Team Training to Improve RRT/Code Performance” Patricia Dillon, 


PhD, RN; Steven Hickens, RN, BSN; Anthony Au, PharmD; Sandy Shlifer, RN, MSN; Maria Carpenter, RN, 


MSN, RN; Helene Moriarty, PhD, RN; Gregg Lipschik, MD.  Morbidity and Mortality Conference, PVAMC,  


Philadelphia, January, 5, 2011.   


  


Scope of Initiative: 


The program’s scope is broad, in being delivered to healthcare team members on inpatient units 


(medical/surgical, MICU, SICU, psychiatric, emergency) and outpatient clinics (dental, dialysis, behavioral 


health, physical therapy, homeless outreach program, opthamology).  Participants included nurses, physicians, 


anesthesia, pharmacists, respiratory therapists, nursing and medical students, residents, and fellows.  Twenty 


classes of Part 1 of the program were delivered to over 200 participants in varied settings across the continuum 


of care at hospital.  Eight simulated Mock RRs/Codes were delivered to inpatient units and outpatient clinics. 


  


Impact: 
Both quantitative and qualitative data were collected to systematically evaluate patient and staff outcomes and 


to capture the participants’ perceptions of the learning experience.  


Patient Outcomes.  NRCPR data has tracked the number of RRs/codes and patient outcomes over time, from 


October 2008 to present.  The QI program began in November 2009.  NRCPR tracked patient survival rates for 


both RRs and codes over time.  RR occurrences by shift were also captured through NRCPR data.   


Staff Outcomes.  Participants completed a pre/post self-evaluation of Part 1 of the program. A 5-point Likert 


scale was used to evaluate self-perceptions of emergency response knowledge, competence, confidence, along 
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with communication and teamwork skills. The American Heart Association (AHA) Code Critique, an 


observational tool, was used to evaluate the staff’s performance during the simulated mock RR/code; it was 


adapted to evaluate RRs. The tool evaluated skill and communication on a 0-100% scale.  Participants were also 


asked to complete an evaluation of the simulated RR/Code experience. A 5-point Likert scale was used to 


evaluate emergency response knowledge, competence, confidence, and communication and teamwork during 


the simulated experience.  Open-ended responses on the pre/post self-evaluation and on the simulated Mock 


RR/Code exercise evaluation were included to capture the participants’ experience through their own eyes. 


Findings.  


The data support the program’s impact in improving patient outcomes, staff outcomes, and interprofessional 


collaboration:   


 NRCPR data revealed a higher survival rate for RRTs than for Codes after program implementation. 


 NRCPR data showed an increase in number of  RRTs called during night shift after implementation of 


the program (See Graph 1 below). 


 NRCPR data showed an increased survival rate after codes after program implementation (See Graph 2).   


 Staff self-report of knowledge, competence, confidence, and communication skills significantly 


increased after the  program (See Graph 3).   


 Skill and communication improved with repeated simulations as reflected in Mock RRT/Code critique 


scores.   


The qualitative data supported the quantitative data and gave meaning to the numbers. Select comments 


included:  


 “It is always good to reinforce your education. So you can  save a life.”   


 “Thanks for developing initiative and review for all staff. It is a benefit to all.”  


 “I now have a better comfort level…” “I feel extremely competent now!”  


 “Created team work.” “Defined roles.” 
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PROGRAM  PART 1 SELF-


EVALUATION


Ensuring Sustainability:  Ongoing activities to build sustainability include:   


 Incorporate program as a regularly scheduled patient safety activity; repeat simulations with units 


 Use simulation as an ongoing learning tool for other patient safety issues 


 Build stronger interprofessional teams through ongoing collaborative programs 


 Continue to utilize NRCPR data to evaluate program and patient outcomes, and to establish benchmarks 


 Develop and assess interprofessional collaboration in concert with other efforts at PVAMC 


The Mock RRT/Code Program is hopefully the first of many programs that foster a culture of patient safety and 


interprofessional collaboration! 
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Department of
Veterans Affairs


Date: February 6,2012


From: AD for Nursing/PCS - VA Boston HCS


Memorandum


Subj: 2012 Innovations Award Application. Prospective Risk Management: Creating and Sustaining the
High Reliability Organization.


To: Chief Nursing Officer (lOA1)


1. This memo is to certify that th~ Chief Nurse Executive and VA Medical Center or Health Care System
Director endorses the submission ofthe innovation noted below to the Office of Nursing Services,
VACO (lOA1).


2. Title of Innovation: Reducing Catheter-Associated Urinary Tract Infections through the Implementation
of the Bladder Management Protocol.


3. Primary Author: Vanessa Coronel, RN


4. Primary Contact Name (if different from the Primary Author): Gilda Cain, RN


~ In/v.
Cecilia McVey '/
AD for Nursings/PCS


Concur:


cc: VISN Director







Office of Nursing Services
2012 Annual Innovations Awards


Application Form
PROSPECTIVE RISK MANAGEMENT: CREATING AND SUSTAINING THE HIGH RELIABILITY ORGANIZATION •


\


.Title of Submission


Facility Name and Address


Reducing Catheter-Associated Urinary Tract Infections through the
1m lementation of the Bladder Mana ement Protocol
VA Boston Healthcare System (VISN 1), 1400 VFW Parkway,'West
Roxbury, MA 02132


VISN# 1


Names of Team Members (Note: At least two (2) team members are required.)


Author Information
Vanessa Coronel, RN
Staff Nurse, Unit Al (Surgical Service)
617 - 323 - 7700 Extension: 36214


Prima
Name
Title of Position
Telephone Number


Please provide the following information for the other team members. Use a separate sheet if necessary.
(Important Note: Only those making significant contributions to the initiative should be listed in this section as
the $10,000 award will be divided e uall amon the team members)


Name Gilda Cain, RN
Title of Position Nurse Manager, Unit Al (Surgical Service)
Telephone Number 617 - 323 - 7700 Extension: 36214


Name Lori Lerner, MD
Title of Position Attending Urologist
Telephone Number 617 - 323 - 7700 Extension: 36214


Name
Title of Position
Telephone Number Extension:


Name
Title of Position
Telephone Number - - Extension:


Submissions shall be in narrative format, in Times New Roman font, no less than 11 point, and NOT exceed
five pages in length, including attachments. Submissions cannot contain embedded documents.
Submissions which are noncompliant with these criteria will not be considered. Narrative shall include (a) title,
(b) summary of initiative, (c) date of implementation, and (d) clearly identify each rating category being
addressed followed by applicable narrative. The attached template serves as a face sheet for the narrative.


All best practices shall be submitted electronically by the Nurse Executive with endorsements by the Facility
Director/designee notifications ofthe.YISN Director/designee. An electronic copy of the attached endorsement
memo or equivalent electronic message addressed to Cathy Rick, RN NEA-BC FACHE, Chief Nursing Officer,
Office of Nursing Services (lOA1), is to be sent WITH the submission to VHA Nursing Awards (VACO),
Office of Nursing Services VACO (10A1), at VHANursingAwards@va.gov. Deadline for submissions with
endorsements is by COB April 1, 2012.



mailto:VHANursingAwards@va.gov.
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Title: Reducing Catheter Associated Urinary Tract Infections through the Implementation of the
Bladder Management Protocol


Summary of Initiative: The Bladder Management Protocol (BMP) was implemented at the VA
Boston Healthcare System to improve bladder management and reduce urinary occurrences in the post-
operative patients in 2008. It was initially rolled out among post-orthopedic (total hip replacement and
total knee replacement) patients which led to a decrease in catheter-associated urinary tract infections.
It is a nursing-driven protocol since it gives nurses more autonomy in terms of managing indwelling
urinary catheters through the use of this easy-to-use algorithm. The protocol had much success in the
orthopedic population and increased nurse satisfaction in a surgical floor that it was rolled out to other
surgical services in October 2009. These surgical services include neurosurgery, plastic surgery and
vascular surgery among others. In December 2011, the Catheter-Associated Urinary Tract Infection
(CAUTI) Bundle integrated this protocol to be rolled out to the medical service.


Date of Implementation: The protocol was implemented among orthopedic clients in October 2008. It
was rolled out to other surgical services in October 2009. It was introduced to the medical service in
December 2011.


Adoption of the Innovation
Urinary tract infections (UTIs) are the most common type of hospital-acquired infections in the


acute care setting. Seventy five percent ofUTls are associated with indwelling urinary catheters (CDC,
2011). Research has shown that there is a direct relationship between the number of days that patients
have indwelling urinary catheters and the risk for developing CAUTIs (APIC, 2008). Thus, the early
removal of urinary catheters leads to decreased CAUTI risks.


In 2009, the Bladder Management Protocol (BMP) was developed by attending urologist, Lori
Lerner. This protocol was further refined by both Quality Management and surgical nurses at the VA
Boston Healthcare System (HCS). The VA Boston HCS Bladder Management Protocol (Figure 1) was
designed to use estimated values utilizing the bladder scanner instead of a time limit on when the
patient should void. The protocol was developed to achieve the following goals: 1. to reduce the
incidence of urinary retention among post-surgical patients, 2. to decrease the number of days that
patients had urinary catheters, 3. to eliminate unnecessary catheterizations, and 4. to reduce the
incidence ofCAUTIs.
This innovation gave nurses more autonomy since they did not have to page doctors for orders


when to remove a catheter, or when to straight catheterize a patient. It further empowered nurses to use
other alternatives such as the use of bladder scanners to determine urinary retention, and straight
catheterizations. This led to the development of the Bladder Management Committee in December
2009. It is mainly comprised of surgical nurses who educated other nurses on how to implement this
protocol. Numerous in-services about proper aseptic catheter insertion and the use of bladder scanners
were held in all surgical floors and clinics. Open discussions and bladder management protocol rounds
were held to ensure that the nursing staff were comfortable with the protocol. Laminated charts,
posters and cheat sheets were also handed out.
The orthopedic service was the first specialty to adopt this protocol among its post-total knee and


hip patients in July 2009. The Orthopedic total joint population was designated for the pilot on July
2009. This protocol was incorporated into the orthopedic joint order set.
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The implementation of this protocol has shown promising results: by the second post-operative
day, 75% of catheters were taken out, and by post-operative day 4, 100% of all catheters were
removed. This has shortened the number of days that patients had Foley catheters from 3 to 2 days
Figure 2). In terms of reducing urinary retention, only 8% of the sample population had urinary
retention compared to 15% before the protocol was implemented. For post-operative patients with
urinary retention, a referral for urology consult was placed either as in-patient or as an out-patient
appointment. In terms of reducing CAUTIs, before the protocol the UTI rate was 2.30% and after the
protocol was implemented, the UTI rates decreased to 0% (Figure 3).
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Figure 3
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Nursing Leadership and Collaboration
Although the Bladder Management Protocol was designed and pioneered by an attending urologist, most


modifications to this algorithm came from quality management and bedside surgical nurses under the
management of Gilda Cain, RN. Modifications which were nursing driven include when to discontinue the
catheter, and when to bladder scan a patient. Nurses no longer needed orders to execute these interventions.


The Bladder Management Protocol committee was a group of surgical bedside nurses who educated other
nurses and ancillary staff on how to implement the protocol. In December 2009, these nurses helped implement
the protocol to all surgical floors and clinics at the VA Boston Healthcare System. The committee also
collaborated with Nursing Education, infection control practitioners and clinical nurse specialists to launch more
in-services and distribution of flyers. The committee also presented and collaborated with other crucial
committees in VISN 1 such as the policy, procedures, quality management and patient safety committees.


The committee also presented the protocol through power point presentations, tri-fold posters and nursing
seminars. So far, the protocol was featured nationally at the Nurses' Organization for Veteran Affairs annual
convention at Washington, DC in 2010. It was also presented twice to the Nursing Grand Rounds in VISN 1,
Infection Control Committee convention and most recently, the VA In-patient Evaluation Center in April 2010.
Gilda Cain, RN and Vanessa Coronel, RN were the featured speakers for the Philippine Nurses' Associations
evidence-based practice seminar in February 2010. The protocol is pending publication in a high-focus urology
journal and a peer-reviewed nursing journal (Nursing 2011).


Scope of Initiative
This innovation had an impact on the following strategies: ensuring patient-safety and high quality of care for


our nation's heroes, implementation of evidence-based practice in the clinical setting, and the involvement of a
collaborative and high-performing workforce. One of the National Patient Safety Goals for 2012 is the reduction
of health care-associated infections namely CAUTIs. This innOvation tackles one of the most common and costly
patient safety issues. The Bladder Management Protocol is an evidence-based practice since it clearly reduced
the number of CAUTIs in the surgical service. This protocol was successfully rolled out in a surgical ward
through the collaboration of nurses with physicians and other crucial committees such as nursing education,
performance management, patient safety and numerous nursing committees. Not only did nursing receive in-
services about this innovation but medical and surgical residents as well.


In terms of collaboration, the VA Boston HCS rolled out the CAUTI Bundle in December 2011. This was an
initiative from the Institute for Healthcare Improvement which focused on the prevention of CAUTIs by







optimizing the use of urinary catheters with an emphasis on continual assessment and catheter removal as soon
as possible (IIII, 2010). The term "bundle" refers to a set of two or more evidence-based interventions, and the
Bladder Management Protocol is or~eof such. The roll-out of the CAUTI Bundle in VISN 1 along with the
Bladder Management Protocol led to a system wide campaign of educating nurses, physicians and other health
care providers. Screensavers, flyers, posters, buttons and CAUTI rounds were done at the VA Boston RCS.
Currently, the BMP is being rolled out to the medical service.


Impact
Aside from reducing CAUTIs, the protocol has empowered nurses to be autonomous in terms


of using their nursing judgement if a patient was retaining urine or not, through the use of bladder
scanners. Nurses did not have to call physicians for orders when to take out urinary catheters. Nurses
saved time which meant that more time could be spent on doing other important chores such as patient
care. Three months after using the protocol, bladder scanning a patient was as basic as taking a vital
sign on a patient. Nurses have found the bladder protocol algorithm to be simple and user-friendly. A
survey (Figure 4) was conducted among 30 nurses on a surgical unit utilizing the Likert scale from 1 to
5 (1=strongly disagree, 2=disagree, 3=neutral, 4=agree, 5=strongly agree). Nurses rated the bladder
protocol at 4.1 out of 5 in terms of being easy to understand, 4.3 in terms of saving time in terms of
paging doctors for orders, and 4.1 in terms of the protocol providing better patient care.


Figure 4
Survey among 30 surgical RNs and LPNs (March 2010)
(Utilizing the Likert Scale with 5= strongly agree and l=strongly disagree)
1. Do you find the bladder protocol easy to understand?


4.03 out of5
2. Do you find the bladder protocol easy to use?


4.1 out of5
3. Do you feel like you are saving time in terms of paging doctors for orders?


4.3 out of5
4. Are you comfortable using the bladder protocol?


4.3 out of5
5. Do you think the use ofthe protocol has provided the pt. with better care?


4.1 out of5


In terms of patient outcomes, the protocol has reduced the most common hospital-acquired
infection ofCAUTI in the surgical service. The pinnacle ofthis innovation's integration into VISN 1 is
the roll-out of the CAUTI Bundle along with the Bladder Management Protocol. With the involvement
of every floor's "CAUTI Champions," clinical nurse specialists, physicians, infection control
practitioners and other services, there is a raised awareness and thereby, a "cultural transformation" of
how important evidence-based practice is to patient safety. Again, this is to reinforce the VA RCS's
goal of providing the best and safest medical care to our veterans. The empowerment of nurses in
terms of being more autonomous clearly exhibits the concept of "shared governance" within VISN 1.


Every policy and procedure was impacted by this innovation. There was a constant query if the
practice was truly based on evidence. For example, patients who had lumbar epidurals can have their
urinary catheters removed and just follow the protocol. Nurses and other health care providers
questioned why a patient has a urinary catheter, and was it justified. This is due in part to the four main
areas of the Bladder Management Protocol: 1. Aseptic insertion of urinary catheters, 2. Appropriate
indication, 3. Early removal of urinary catheters, and 4. Consideration of other alternatives (bladder
scanning, straight catheterization and the use of condom catheters). This message was disseminated







through the use of screensaver (Figure 5) within VISN 1.


Figure 5
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As the protocol is being rolled hospital wide, the future goals ofthe BMP committee and CAUTI
bundle is to monitor the CAUTI rates in both the surgical and medical service. The data is currently
being sent to the VA IPEC. Another goal is to do a survey among medical service nurses and their
perception of the BMP. Last but not least is to hopefully share this innovation with other VISNs
nationwide.
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